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F 0580 Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room,
etc.) that affect the resident.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39501

Residents Affected - Few Based on interview and record review, the facility failed to notify the resident's representative of a change in
medication orders for two of four residents (Residents 1 and 2) reviewed for notification of changes. This
failure prevented the residents' representatives from being included in the plan of care and having the ability
to provide input and make decisions on the resident's behalf.

Findings included .
Resident 1

Resident 1 admitted to the facility on [DATE]. Review of the Significant Change Minimum Data Set (MDS, an
assessment tool), dated 07/29/2024, showed Resident 1 began receiving hospice (end-of-life) support and
services on 07/24/2024. The MDS showed Resident 1 had a diagnosis of Alzheimer's dementia (a
progressive disease that destroys memory and other important mental functions) and was severely
cognitively impaired.

Review of the medical record showed that Resident 1 had a Durable Power of Attorney (DPOA, a legal
document that allows someone to make decisions for another person), dated 12/14/2023, which designated
someone to make healthcare decisions for them.

Review of the physician orders showed that a new medication: morphine (an opioid pain medication) was
ordered for Resident 1, on 07/27/2024, to be administered as needed.

Review of the July, 2024 and August, 2024 medication administration records (MAR) showed that morphine
was administered to Resident 1 on 07/28/2024 at 3:05 PM, 07/30/2024 at 2:30 PM, 08/02/2024 at 12:31 PM
and 4:31 PM, and 08/03/2024 at 11:06 AM.

Review of the medical record showed no documentation that Resident 1's DPOA was notified of the new
order for morphine.

Resident 2

Resident 2 admitted to the facility on [DATE]. Review of the Quarterly MDS, dated [DATE], showed Resident
2 had a diagnosis of dementia, and was severely cognitively impaired.
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F 0580 Review of the medical record showed that Resident 2 had a DPOA, dated 02/11/2016, which designated
someone to make healthcare decisions for them.

Level of Harm - Minimal harm or
potential for actual harm Review of the physician orders showed an order, dated 07/18/2024, to increase Resident 2's Depakote (a
medication for seizures) from 250 milligrams (mg) twice a day to 500 mg twice a day.

Residents Affected - Few
Review of the July 2024 MAR showed that Resident 2 received the increased dose of Depakote beginning
the evening of 07/18/2024.

Review of the medical record did not show Resident 2's DPOA was notified of the change in Depakote dose.

In interview on 08/12/24 at 3:25 PM, Staff B, Licensed Practical Nurse (LPN), stated that when there were
order changes for a resident, staff would let the resident know, and let the family know, and document the
communication in a progress note.

In interview on 08/12/24 at 3:28 PM, Staff C, LPN, stated that when there were order changes for a resident,
staff were supposed to notify the resident and the resident's responsible party/representative, and were
supposed to document it in a progress note.

In interview on 08/12/2024 at 3:37 PM, Staff A, Director of Nursing Services (DNS), stated that when there
was an order for a new medication or medication changes, the expectation was that the resident would be
informed of the change and, if applicable, their responsible party would be notified as well. The DNS stated
that these notifications should have been documented in the medical record for Resident 1's morphine and
Resident 2's Depakote, however no documentation was provided to show that Resident 1 or Resident 2's
responsible parties were notified of these medication changes.
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