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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, and record review, the facility failed to immediately notify the responsible party or family member 
about a resident's death for 1 of 1 resident (Resident 1).This deficient practice violated Resident 1's 
responsible party (RP), the right to be informed of the resident's change in condition or death. A review of 
Resident 1's admission RECORD, indicated Resident 1's contact list had 7 different contact persons and 
Family Member (FM) 1 was the responsible party (RP) for Resident 1. During an interview on [DATE], at 
12:53 PM, with Family Member (FM) 1, FM 1 stated she was at the facility the night before and when she 
came back the next morning, she found Resident 1's room empty and was told that Resident 1 passed away. 
FM 1 stated that she reviewed Resident 1's medical records, which indicated that the reporting party was 
notified. FM 1 stated that the facility did not call her, and other family members were reportedly informed but 
after speaking with them, they confirmed that they had not been notified either. FM 1 stated she was the RP 
for Resident 1, and everything went through her before the facility reached out to other family members. FM 
1 stated Social Services (SS) did not contact her as well. FM 1 stated the hospice agency (provides 
end-of-life care for terminally ill patients, focusing on comfort and quality of life rather than cure) contacted 
her after she showed up at the facility and the hospice agency already knew that she was not notified by the 
facility. FM 1 stated the facility said numerous family members was present at the time of the death, but it 
was not true.During an interview on [DATE], at 1:46 PM, with License Nurse (LN) 1, LN 1 stated when a 
resident passed away, as a nurse she needed to assess the resident and notify the hospice nurse. LN 1 
stated either the facility, or the hospice would call the family. LN 1 stated the nurses also notified the doctor. 
LN 1 stated it was important to call the family because they need to know. LN 1 stated the nurses contacted 
the RP or the emergency contact #1, then would go down the list of contact persons if they could not reach 
the RP.During a concurrent interview and record review, on [DATE], at 2:01 PM, with the Director of Nursing 
(DON), the DON stated that when a resident on hospice passed away, she expected her nurses to do an 
initial assessment, and make appropriate notifications to hospice, to the MD, and to the family of the 
resident. At 2:03 PM, the Assistant Director of Nursing (ADON) joined the concurrent interview and record 
review with the DON. The ADON stated that the facility would notify the hospice agency and contact the 
family for any change of condition (COC) of the resident. The ADON further stated that the nurses would also 
inform the facility's medical director who oversaw the care. The ADON stated she expected nurses to contact 
the hospice agency first when a resident passed away. The ADON stated the nurse would talk to the hospice 
nurse and determine who would contact the family then they would coordinate together. The DON stated it 
was important to contact the family of the resident that passed away so that they were aware and not be 
surprised when they made a visit. Resident 1's progress notes, dated [DATE], at 8:30 PM, was reviewed with 
the DON and the ADON. Resident 1's progress note indicated that the family was at the facility the night 
before she passed. The ADON confirmed that the family was not at bedside when Resident 1 passed away 
at around 3 AM on [DATE]. The DON stated that the hospice was contacted by the nurse, and the hospice 
agency said they would contact the family and would send a hospice nurse to the facility. The ADON stated if 
a resident was not on hospice, the facility would contact the family for death notification, the nurse would call 
the RP or the emergency contact #1 or and they would keep calling everybody on the list if the RP could not 
be reached. The ADON stated the nurse noted that the hospice would notify the family. The ADON stated 
the nurses should have notified the family even if the hospice agency said they would call the family.During 
an interview on [DATE], at 2:46 PM, with the Social Service Assistant (SSA), the SSA stated when a resident 
on hospice passed away, the nurses notified the family of the resident. The SSA stated the nurses were 
supposed to call the family and the hospice agency. The SSA stated the family of Resident 1 should have 
been notified and it was important to notify the family, and they should be the first to know or be notified. 
During an interview on [DATE], at 3:18 PM, with LN 2, LN 2 stated that she would contact the family when a 
resident passed away, regardless of whether the resident was on hospice care or not. LN 2 stated the nurses 
also notify the medical director. LN 2 stated that it was important to contact the RP, or the family if the 
resident was actively dying, has died, or if there was any change in condition. LN 2 stated that the family 
must be notified because they expected that they would be informed of any changes in condition, regardless 
of severity, especially if the resident passed away. LN 2 stated even if the hospice agency said they would 
contact the family, she would still need to contact the family because she would not be sure if the hospice 
already contacted them or not. LN 2 stated that they used the resident's contact list starting with the 
responsible party (RP) and continuing with the next person on the list if the RP could not be reached. LN 2 
stated that they were required to call all listed contacts until someone was reached and if unsuccessful, they 
must document the attempts.During a phone interview on [DATE], at 8:12 AM, with LN 3, LN 3 stated she 
called hospice, and the hospice agency said that a hospice nurse would be coming to the facility. LN 3 stated 
when she called hospice, she explained the situation and that the RN (registered nurse) pronounced 
Resident 1 as deceased and she was told that the hospice nurse would come. LN 3 stated the hospice 
agency did not tell her that they would call the family. LN 3 stated she did not call the RP or the family. LN 3 
stated the nursing staff should have contacted the family when a resident passed away.During an interview 
on [DATE], at 3:27 PM, with the Assistant Administrator (AADM), the AADM stated that death was 
considered a Change of Condition (COC). The AADM stated the expectation on nurses was to notify the RP 
when a resident passed away. The AADM stated it was important to contact the RP or family member 
because a death of a resident could cause significant distress for the family. The AADM stated the facility 
should have notified the RP or the family.A review of the facility's policy and procedure (P&P) titled, Hospice 
- Provision of Care by Outside Providers, updated 9/17, the P&P indicated, .The Center (facility) notifies 
hospice of need to transfer resident out of Center, or of resident's death.A review of the facility's P&P titled, 
24-Hour Report - Alert Charting, updated 4/17, the P&P indicated, .The Center (facility) maintains a system 
for monitoring and communicating changes in resident condition.With change in condition, the LN (License 
Nurse)/designee initiates an Alert Charting Guidelines sheet and highlights required charting to guide the LN 
in appropriate evaluation of current condition to guide the LN in evaluation of the resident. Nursing staff 
briefly documents: a. Nature of the condition/issue. b. Areas to monitor. c. Frequency of monitoring. d. Start 
and Stop Dates. e. Care Directive complete/updated. f. Family/Resident/MD notification (s) are complete.
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