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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Immediately tell theresident, theresident's doctor, and a family member of situations
(injury/decline/room, etc.) that affect theresident.
*NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interviews, record review and review of afacility policy titled Change in a Resident's Condition or Status the
facility failed to contact Resident Identifier (RI) # 1's resident representative/sponsor upon identification of awound to his/her sacrum
areaon 8/19/2020. This affected one of three sampled residents reviewed for notification of change.
Findings Include: Review of afacility policy titled Change in a Resident's Condition or Status, revised May 2017,
revealed: Policy Statement Our facility shall promptly notify the .representative (sponsor) of changesin the resident's
medical . condition and/or status . Policy Interpretation and Implementation . 4. . anurse will notify the resident's
representative when: .b. There is a significant change in the resident's physical .status . 5. Except in medical
emergencies, notifications will be made within twenty-four (24) hours of a change occurring in the resident's medical .
status . RI # 1 was admitted to the facility on [DATE]. RI #1's nurse's notes included a noted dated 8/19/2020, signed by
Employee Identifier (El) #1, Licensed Practical Nurse (LPN) that documented the following: 8/19/20 Nurse made aware of open area
to resident's sacrum. Nurse went into resident's room, assessed the wd (wound), slough, measured the wd. MD (Medical
Doctor) notified, hospice notified. Wd care orders received . There were no notes that indicated RI #1's sponsor was
informed upon the identification of the new wound or upon receiving new orders for treatment. Rl # 1's physician's orders
[REDACTED]. On 9/17/2020 at 3:14 p.m., an interview was conducted with RI #1's responsible party/sponsor. When asked about
the wound to RI #1's coccyx area, Rl #1's sponsor said she did not know when it first occurred. RI #1's sponsor stated that she had a
problem with the facility not calling her regarding RI #1's wound. When asked if the facility had called when the wound was
identified on 8/19/2020, RI #1's sponsor stated the facility did not call her when they identified the wound. An
interview was completed with El # 1, LPN, on 9/17/2020 at 7:05 p.m. El # 1 stated she was the nurse working with Rl #1 on
8/19/2020 when the wound was identified. When asked if she had contacted RI #1's sponsor to inform them about the wound, EI #1
said no, but she should have. El #1 was asked what the potential negative outcome was of not notifying aresident's
sponsor or family of changes. El #1 stated the sponsor or family not knowing about the change. On 9/17/2020 at 7:17 p.m.,
an interview was conducted with El #2, Registered Nurse/Director of Nursing. El #2 was asked who was responsible for
notifying aresident's family when there was a change in condition. El #2 replied, the primary nurse or the supervisor. El
#2 was asked who was responsible for notifying Rl #1's sponsor or family on 8/19/2020 upon identification of awound to
his/her coccyx. El #2 replied, the primary nurse who was assigned to the resident. El #2 was asked when family members
should be notified. El #2 said immediately. El #2 was asked why it was important that the sponsor or family members be
notified when there was a change in condition. El #2 replied, because they have decision making power involving care when
there was a significant change. El #2 was asked what family member was notified on 8/19/2020 when RI #1's wound was
identified. El #2 replied, they were not notified on 8/19/2020.
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