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Level of Harm - Minimal harm 
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Residents Affected - Few

Ensure that residents are fully informed and understand their health status, care and treatments.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44700

Based on interview and record review the facility failed to ensure the resident had the right to be informed of, 
and participate in, his or her treatment including the right to be informed in advance, by the physician or other 
practitioner or professional, of the risks and benefits of proposed care and treatment and treatment 
alternatives or treatment options and to choose the alternative or option he or she preferred for one of nine 
residents (Resident #1) reviewed for resident rights . 

The facility failed to notify Resident #1's responsible party when his labs result on 2/25/2025 indicated his 
lithium levels were out of range.

This failure could place residents at risk of a lack of a dignified existence, self-determination and quality of 
life.

Findings include:

Record review of Resident # 1's face sheet, dated 3/28/2025, reflected a [AGE] year-old male who was 
admitted to the facility on [DATE]. Resident #1 had diagnoses which included: Traumatic Subarachnoid 
Hemorrhage (Brain bleed), Type 2 Diabetes (a blood sugar regulation disorder), bipolar disorder (mood 
disorder), Depression, Hypertension (high blood pressure), Kidney Disorder, and history of Stroke (brain 
attack). The face sheet further reflected that a family member was Resident #1's responsible party.

Record review of Resident #1's admission MDS assessment, dated 2/25/2025, reflected a BIMS of 10, which 
indicated moderate cognitive impairment.

Record review of Resident #1's orders reflected a lab order, dated 2/21/2025, for a Lithium level.

Record review of Resident #1's lab results, dated 2/25/2025, reflected a lithium level of 1.4 H [high] with a 
reference range of 0.6 to 1.2

Record review of Resident #1's progress notes, dated 2/26/202, reflected the following: Labs received and 
reviewed by nursing, copy of labs placed in folder for MD review.
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During an interview on 3/28/2025 at 3:13 pm, Nurse A stated she was the charge nurse on the unit on 
2/25/2025 when Resident #1's lab results had come back. She stated she did not know the results had come 
back or had been placed in the folder. She said usually one of the ADONs would print out the lab results and 
bring them directly to the charge nurse and then the charge nurse would call the RP. She stated if they were 
put right in the folder, she would not be aware the lab results were back, and the RP needed to be called. 
She stated for Resident #1's lithium level result, if she had known, she would have called the NP or MD first, 
then called the family or RP. She stated she did not call Resident #1's RP and that's why there was no 
progress note about this in the EMR. She stated by not calling Resident #1's RP, the RP could lose trust in 
the nursing staff and not feel comfortable with resident's being at the facility .

During an interview on 3/28/2025 at 1:08 PM, the ADON B stated it was the charge nurses on the unit's 
responsibility to call the RP or family members about out-of-range lab results. She stated she had received 
the lithium level results for Resident #1 and reviewed them and put them in the practitioner folder at the 
nurse's station but the charge nurse on the unit should have called Resident #1's RP . She stated it was not 
unusual to leave lab results in the folder for the practitioner to review, that was the facility's normal practice. 
She stated she was unaware the other ADON was printing out the results and handing them to the charge 
nurses on the unit. She stated she had concerns because there was no documentation that the charge nurse 
had called Resident #1's RP in the EMR. If the RP was not notified, there could be allegations that the facility 
wasn't taking care of their family member and there would be no progress notes for continuity of care. She 
stated, we probably should have taken extra time for the lithium levels and called the RP, then added we 
probably should have done a little bit better .

During an interview on 3/28/2025 at 1:50 PM, the DON stated the out-of-range lab results for Resident #1 
should have been communicated to the RP by the charge nurse. The DON stated her concerns would have 
been that Resident #1 had only been in the facility a week and the RP would not have known what was going 
on with the resident's care and the resident had rights to have this information. She stated one of the 
ADON's would print out lab results for the nurses and take them to the unit. She stated they recently made a 
change and split the units between two ADONs and the ADON for the unit Resident #1 was on may not have 
been aware the results needed to be printed out and taken to the charge nurse .

During an interview on 3/28/2025 at 5:00 PM, the AD stated her expectation was the out-of-range lithium 
results be communicated to the RP by the charge nurse on the unit. She stated the RP had a right not know 
what was going on with the residents.

During an interview on 3/28/2025 at 1:34 PM, the MD stated his expectation was that he would receive a 
phone call for any lab results that were a critical level, but out of range level results could just go in the folder 
at the nurse's station for him or the NP to review. He stated Resident #1 was clinically he was doing pretty 
fine and was not aware of any clinical concerns. When asked if the RP should have been called for the out of 
range lithium level, the MD stated probably so noting Resident #1 had only been in the facility a week at that 
point and there should have been notification to the POA or RP - whoever is the decision maker - that he had 
some abnormal lab values.

Record review of the facility's, undated, Policy Resident Rights reflected the following: 

The resident has the right: 
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- to be informed of, and participate in, his or her treatment, including the right to: 

 Be fully informed in a language they can understand of their total health status.

 Be informed, in advance, of the care to be furnished and the type of care giver or professional that will 
furnish the care.
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