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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Immediately tell the resident, the resident's doctor, and a family member of situations
 (injury/decline/room, etc.)  that affect the resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, it was determined the facility failed to notify a resident's family of significant
 change and decline in the resident's condition, including transfer to a quarantine unit, for one (#1) of three residents
 reviewed for notification. The facility reported 11 residents with significant changes in the previous 30 days and seven
 residents who required quarantine for signs/symptoms or possible exposure to COVID-19. Findings: Resident #1 was admitted
 to the facility on [DATE] with [DIAGNOSES REDACTED]. A quarterly assessment, dated 05/29/20, documented the resident was
 moderately impaired with cognition. The assessment documented the resident required moderate to extensive assistance with
 most ADL's. A care plan, dated 06/16/20, documented the resident had chronic pain related to [MEDICAL CONDITION], was
 treated for [REDACTED]. A progress note, dated 07/07/20, documented the resident was crying from back and shoulder pain.
 The note documented the physician was notified. The physician informed staff to assess if the pain was new or chest pain,
 and to send the resident to the emergency room   if indicated. The note documented the resident denied chest pain and the
 physician gave an order for [REDACTED]. The note documented the resident was afebrile and was placed on oxygen for
 shortness of breath. The note documented other vital signs were within normal limits, labs were obtained as ordered, and a
 COVID assessment was completed. The note documented the physician instructed staff to watch the resident closely and report to
him the following day. The note did not document family was notified. A progress note, dated 07/10/20 at 9:46 a.m.,
 documented the resident continued to complain of back and hip pain, which the resident reported was related to arthritis.
 The note documented the resident had wheezes to the upper lobes of her lungs, cough, and congestion. The note documented
 labs were received and faxed to the physician. The note documented vital signs were stable with an oxygen saturation of 95% on
2L/NC. A progress note, dated 07/10/20 at 1:52 p.m., documented the resident would be tested   for COVID-19 and moved to a
quarantine room until results were obtained. The note documented the physician was notified and agreed. The note did not
 document family was notified. A progress note, dated 07/14/20 at 10:51 a.m., documented the resident was noted to have a
 large, round, reddened area to the back. The resident reported it had shown up a couple of weeks previous and had been
 causing pain. A note later on the same day documented a new physician order [REDACTED]. A progress note, dated 07/15/20 at
 3:26 a.m., documented the resident was showing signs of [MEDICAL CONDITION], was restless, and quite anxious. The note
 documented vital signs were stable with oxygen saturation of 95% on 2L/NC. The note documented the resident had started the
antibiotic. The note did not document family was notified. A progress note, dated 07/15/20 at 10:02 a.m., documented the
 nurse had been called to the resident's room at 8:45 a.m. where the resident had been found to be unresponsive. The note
 documented the resident was assisted to bed and oxygen increased. The note documented, 911 in building at the time of the
 resident's passing at 8:51 a.m. The note documented family was notified and arrived to resident's room at 9:15 a.m. A
 progress note, dated 07/17/20 at 7:50 a.m., documented the physician notified the facility of the resident's negative COVID test and
the physician believed the resident had suffered a [MEDICAL CONDITION]. The note documented the resident's family
 was notified of these findings. On 08/06/20 at 3:15 p.m., the DON reported the resident began to have symptoms so the
 decision was made to move her to the COVID/quarantine unit while awaiting test results. The DON stated although the
 resident was not feeling well, it was not considered a significant change in the resident's condition. On 08/06/20 at 4:00
 p.m., the ADM reported the resident was their own person and staff might not have notified the family for this reason. The
 ADM was asked if the resident wasn't feeling well, would staff still expect the resident to be responsible for calling
 their family. The ADM stated staff probably should have called family to update them on the resident's status and make them aware
the resident had been moved to the COVID/quarantine unit.
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