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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, and interview, the facility failed to immediately inform the resident; consult with the resident's 
physician; and notify, consistent with his or her authority, the resident representative(s) when there is a 
signficant change in his or her treatment for one (Resident #1) of seven residents reviewed for resident 
rights. The facility failed to notify Resident #1's family of an IV fluid (solutions administered directly into a 
patient's vein to provide hydration, electrolytes, and nutrients.) order before attempting to start the IV fluid. 
This failure could place the residents, who received care at the facility, at risk of not being informed of their 
health status, in order to make informed decisions regarding their care. Findings included: Review of 
Resident #1's face sheet printed 10/20/2025 reflected an [AGE] year-old female who was admitted on 
[DATE] and readmitted on [DATE] with the following dx. Alzheimer's Disease (a progressive brain disorder 
that causes memory loss, confusion, and other cognitive decline), Dementia in other diseases classified else 
(a general term for a group of conditions that cause a decline in cognitive functions, such as memory, 
thinking, reasoning, and problem-solving, severe enough to interfere with daily life.), Generalized Anxiety 
Disorder (a condition characterized by excessive or unrealistic anxiety about two or more aspect of life). 
Review of Resident#1's quarterly MDS assessment dated [DATE] reflected a BIMS score of 99, indicating 
the resident was unable to complete the interview. It also reflected Resident #1 had both short-term and 
long-term memory problems. Review of Resident 1's care plan revised 04/21/2025 reflected Resident #1 had 
an ADL selfcare performance deficit r/t Dementia,Limited Mobility, Chronic/ Progressive decline in intellectual 
functioning characterized by; deficit in memory, judgment, decision making and thought process related to 
mental illness, long term memory loss. Care plan also reflected that Resident #1 had a signed and valid 
DNR. Do Not resuscitate should the resident stop breathing. Per legal guardian., per resident revised 
04/21/2024. Care plan initiated 08/18/2025 reflected Resident #1 had a terminal prognosis and/or is 
receiving hospice services Hospice under [Hospice Physician], attending and medical director Primary dx 
Alzheimer's Disease call Hospice for any question, changes in condition or at time of death with interventions 
as followed: if receiving hospice services, work cooperatively with hospice team to ensure the resident's 
spiritual, emotional, intellectual, physical and social needs are met. review resident's living will and ensure it 
is followed. Involve family in discussion, encourage support system of family and friends. Review of Resident 
#1's physician orders reflected an order dated 01/12/2022 which reflected: Admit to [XXX] Hospice under [Dr. 
XXX], attending and medical director Primary dx Alzheimer's Disease call [xxx] Hospice for any question, 
changes in condition or at time of death. Review of Resident #1's MAR for the month of September 2025 
reflected: Fluid: NS Rate(ml/hr): 100 total amounts to be infused in ml: 1000 one time only for dehydration 
prevention for 7 Days, signed by ADON on 09/23/2025 at about 09:26 pm. Review of Resident #1's progress 
notes reflected no documentation of Resident #1's family and hospice being notified of order for IV fluids or 
attempts made to start IV fluids. There was no documentation regarding change of condition for Resident #1 
from 09/23/2025 through 09/29/2025. Review of Resident #1's progress notes dated 09/29/2025 at 09:52 am 
written by the DON reflected: Late Entry: Residents [family] called to discuss concerns with IV. Educated 
family on new IV program, assured family member resident was not dehydrated, and was only triggering for 
possible dehydration d/t decreased oral intake. Family member appreciative of information, assured family 
that resident is happy and well taken care of here. During an interview on 10/20/2025 at 10:18 am, Resident 
#1's family stated she and hospice were not made aware of new order for IV fluids to be started on Resident 
#1. Resident #1's Family stated she found out about the IV fluid order when she went to visit Resident #1 
and saw the bruise on her left arm. Resident #1's Family stated she called to find out and Hospice was not 
notified too. Resident #'s Family stated it was the DON that got the order for the IV fluids and the DON 
contacted her later after she raised concerns. Resident #1's Family stated IV fluid therapy was too severe for 
the facility not to contact the family or hospice before initiating the treatment. Resident #1's Family stated the 
facility was supposed to get permission from hospice for any medication changes, any type of change if 
Resident #1 was that ill before attempting the care. During an interview on 10/20/2025 at 1:14 pm, the ADON 
stated When a resident is on hospice, the hospice followed the Resident and the facility get orders from 
hospice, and the MD is notified to approve the order. The ADON stated the MD had recommended IV fluids 
for Resident #1 and she worked with Resident #1 on the day of the recommendation. The ADON stated the 
DON got the orders from the MD for Resident #1's IV fluids, and she [ADON] did not notify Resident #1's 
family. The ADON stated she attempted to start the IV on Resident #1 twice but was unsuccessful. The 
ADON stated she tried Resident #1's left full arm and was unsuccessful, the vein blown and then she tried 
Resident #1's left upper arm area. The ADON stated she could not recall documenting the attempts to start 
the IV on Resident #1. The ADON stated, my apologies, should have been documented. During an interview 
on 10/20/2025 at 2:25 pm the DON stated the MD gave the order to start IV fluids on Resident #1 because 
there were clinical alert triggers. The DON stated she looked at clinical alerts such as eating 50%, diarrhea, 
s/s of Urinary Tract Infection (an infection of the urinary tract, which includes the kidneys, ureters, bladder, 
and urethra.) and notified the MD. The DON stated Resident #1 was on hospice care, it was an oversight, 
she should have notified the hospice and the family before attempting the to start the IV. The DON stated 
Resident #1 never received the IV fluids because staff were unsuccessful in starting the IV after 2 attempts. 
The DON stated by the time she realized the IV fluid therapy was unsuccessful, Resident #1's family was in 
the facility the next day and refused the IV fluids therapy. The DON stated the incident happened on a Friday 
and she spoke with Resident #1's family on a Monday (09/29/2025). The DON stated she did not document 
receiving an order for IV fluids for Resident #1. Review of facility's policy revised March 11, 2023, titled 
Notifying the Physician of Change in Status reflected: The nurse should not hesitate to contact the physician 
at any time when an assessment and their professional judgment deem it necessary for immediate medical 
attention. This facility utilizes the INTERACT tool, Change in Condition - When to Notify the MD/NP/PA to 
review resident conditions and guide the nurse when to notify the physician. This tool informs the nurse if the 
resident condition requires immediate notification of the physician or non-immediate/Report on Next Workday 
notification of the physician.The nurse will notify the physician immediately with significant change in status. 
The nurse will document signs and symptoms of significant change, time/date of call to physician, and 
interventions that were implemented in the resident's clinical record.5. The resident' s family member or legal 
guardian should be notified of significant change in resident' s status unless the resident has specified 
otherwise.6. The nurse will monitor and reassess the resident's status and response to interventions. 
Physicians should develop a working diagnosis and guide nursing staff in what to monitor, and when to notify 
the physician if the resident's condition does not improve.7. The nurse will document all attempts to contact 
the physician, all attempts to notify the family and/or legal representative, the physician' s response, the 
physician' s orders and the resident' s status and response to interventions. Review of facility's policy titled 
Resident Rights revised 11/28/2016 reflected: The resident has a right to a dignified existence, 
self-determination, and communication with and access to persons and services inside and outside the 
facility, including those specified in this policy. A facility must treat each resident with respect and dignity and 
care for each resident in a manner and in an environment that promotes maintenance or enhancement of his 
or her quality of life, recognizing each resident's individuality. The facility must protect and promote the rights 
of the residents.Exercise of Rights-- The resident representative has the right to exercise the resident's rights 
to the extent those rights are delegated to the resident representative.The facility must treat the decisions of 
a resident representative as the decisions of the resident to the extent required by the courtor delegated by 
the resident, in accordance with applicable law.Planning and implementing care - The resident has the right 
to be informed of, and participate in, his or her treatment, including:I. The right to be fully informed in 
language that he or she can understand of his or her total health status, including but notlimited to, his or her 
medical condition.3. The facility shall inform the resident of the right to participate in his or her treatment and 
shall support the resident in thisright. The planning process must-a. Facilitate the inclusion of the resident 
and/or resident representative.b. Include an assessment of the residents' strengths and needs.c. Incorporate 
the president's personal and cultural preferences in developing goals of care. 4. The right to be informed, in 
advance, of the care to be furnished and the type of care giver or professional that will furnish care.5. The 
right to be informed in advance, by the physician or other practitioner or professional, of the risks and 
benefits of proposed care, of treatment and treatment alternatives or treatment options and to choose the 
alternative or option he or she prefers.6. The right to request, refuse, and/or discontinue treatment, to 
participate in or refuse to participate in experimental research, and to formulate an advance directive.
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