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F 0580

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

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 record review and staff interview, it has been determined the facility failed to inform a resident's primary
 contact regarding the resident's change in condition for 1 of 7 sample residents, Resident ID #1. Findings are as follows:
 Record review revealed Resident ID #1 had an interdisciplinary care plan meeting on 09/10/2020, at which point his/her
 primary contact was informed s/he presented at baseline. Record review revealed the following significant changes to
 Resident ID #1's health from 09/11/2020-09/23/2020: -Resident ID #1 was diagnosed   with [REDACTED]. -Physician orders
 [REDACTED].#1 had a new order for a chest x-ray on 09/13/2020, completed on 09/14/2020, indicating pneumonia due to a left
 lower lobe infiltrate. Physician orders [REDACTED]. -Physician orders [REDACTED]. -An APRN (Advanced Practice Registered
 Nurse) encounter note dated 09/16/2020 states in part .Patient seen today to assess respiratory and general status as a
 result of being positive for coronavirus .some shortness of breath .Oxygen as needed to maintain saturation greater than
 92%. Encourage p.o. (by mouth) fluids. If patient unable to take p.o., will consider IV fluids/clysis . -An APRN encounter
 note dated 09/18/2020 states in part .Oxygen saturation on 2 Liter (L) was 89%. O2 was increased to 3 L, saturation up to
 92% .Patient likely dehydrated. IV line placed. Normal saline infusion initiated .Patient appears ill and seems to be
 worsening .inability to take p.o., and worsening [MEDICAL CONDITION] . -Physician orders [REDACTED].#1 had a peripheral IV
 and hypodermoclysis orders dated 09/18/2020-09/22/2020. -Additional record review revealed the resident had a fall on
 09/23/2020 at approximately 2:00 AM. A progress note dated 10/06/2020 states in part Spoke with POA .today. LPN called
 (him/her) to tell (Resident ID #1) was moved south since (his/her) Covid has resolved. (POA) was worried because (he/she)
 was never called and told that (Resident ID #1) had Covid .Writer apologized .and went over (his/her) treatment . During an interview
on 10/08/2020 at approximately 1:00 PM, the Administrator indicated she was informed of the communication failure after Staff A,
LPN spoke with Resident ID #1's primary contact on 10/06/2020, but had not been aware prior, that Resident
 ID #1's primary contact had not been notified of the numerous changes of condition as required.

F 0885

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record review and staff interview it has been determined the facility failed to inform a resident's primary
 contact regarding the resident's COVID-19 positive status for 1 of 7 sample residents, Resident ID #1. Findings are as
 follows: Record review revealed Resident ID #1 was diagnosed   with [REDACTED]. Record review revealed no indication of
 communication to Resident ID #1's primary contact regarding the resident's COVID-19 status by 5 PM the following day as
 required. A progress note dated 10/06/2020 states in part Spoke with POA .today. LPN called (him/her) to tell (Resident ID
 #1) was moved south since (his/her) Covid has resolved. (POA) was worried because (he/she) was never called and told that
 (Resident ID #1) had Covid .Writer apologized .and went over (his/her) treatment . During an interview on 10/08/2020 at
 approximately 1:00 PM, the Administrator acknowledged that Resident ID #1's family member was not contacted regarding
 his/her COVID until 10/06/2020.
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