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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each

resident that arein accor dance with accepted professional standards.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on aclinical record review, staff interviews and areview of the facility policy for one of two sampled residents
harm (Resident #1), the facility failed to document that the responsible party was notified when the resident had a change in
condition. The findings include: Resident #1's [DIAGNOSES REDACTED]. The Resident Care Plan (RCP) dated 3/12/20 identified
Residents Affected - Few impaired cognitive function, dementia or impaired thought process related to dementia. Interventions directed to

communicate with the family/caregivers regarding the resident capabilities and needs. The quarterly Minimum Data Set (MDS)
assessment dated [DATE] identified moderate cognitive impairment and was independent with bed mobility, transfers, and

could walk in his’lher room. The nurse's note dated 4/6/20 at 10:50 PM identified Resident #1 was alert, had a temperature

of 99.9 degrees Fahrenheit(F), (normal temperature range 97.0 degrees F to 99.0 degrees F) and Tylenol was administered. A
nasopharyngeal swab for COVID-19 would be ordered. The nurse's note dated 4/7/20 at 1:58 PM identified Resident #1 with a
temperature of 100.6 degrees F in the morning. In the afternoon the temperature was100.1 degrees F and 100.4 degrees F
respectively. Resident #1 was alert, without mental status changes, a cough or sore throat. The resident did not experience respiratory
changes, and his/her appetite was good. The nurse's note dated 4/10/20 at 8:21 PM identified Resident #1 had a

temperature of 102.5 degrees F and a decreased oxygen saturation level. Resident #1 was placed on oxygen at 2 liters per

minute via nasal cannulaand Tylenol was administered. A physician was notified, and new orders were obtained to initiate

the COVID-19 protocol orders. Physician's ordered directed a chest x-ray, a complete blood count with differential, a
comprehensive metabolic panel, a[MEDICATION NAME] dehydrogenase, a c-reactive protein, and a prolactin level. Zinc Sulfate
200 milligrams (mg) by mouth two times daily was ordered in addition to [MEDICATION NAME] 250 mg by mouth daily for four
days. Review of the medical record from 4/6/20 to 4/10/20, failed to identify that afamily member or responsible party was aware
that Resident #1 had an elevated temperatures and new orders were obtained. Interview with LPN #1 on 8/5/20 at 12:40

PM identified he notified the nursing supervisor of Resident #1's change in condition on 4/10/20. LPN #1 indicated if he

did not document family notification in the progress note than it meant that the supervisor (RN #1), notified the family of the
condition change. Interview with RN #1 on 8/5/20 at 1:23 PM identified she could not recall if she notified the

responsible person for Resident #1 when he/she experienced an elevated temperature and new orders were obtained after a
physician was notified of a change in condition on 4/10/20. Interview with LPN #2 on 8/5/20 at 2:37 PM identified she could not
remember if she notified the responsible party for Resident #1 of the elevated temperature on 4/6/20. Interview with

the Director of Nursing (DON) on 8/5/20 at 2:08 PM identified when a resident experienced a change in condition, the

expectation was for the nurse to notify the physician and the family/responsible party immediately of the changein

condition. The facility policy entitled Notification of Change in Resident Condition directed the nurse to notify the

responsible party/family member of the significant change in the residents condition and the interventions taken. The nurse would
document in the progress notes, the date, and the time the parties were notified. Documentation would include enough

information to indicate how the situation was being handled, i.e., more tests, atreatment, a new or changed order.
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