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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.

 Based on interview and record review, the facility failed to notify the Responsible Party (RP) for one of three sampled
 residents (Resident 1) when Resident 1 fell  . This resulted in Resident 1's RP being unaware of a change in condition.
 Findings: During a concurrent interview and record review on 7/14/20, at 10:12 AM, with the Administrator, Resident 1's
 Event Report (ER), dated 4/15/20 was reviewed. The ER  indicated, Resident 1 fell   in the hall in front of his own room .
 will endorse to AM shift to notify R/P. The Administrator was unable to provide evidence that the RP was notified of the
 fall and stated the RP was not notified of the fall. During an interview on 7/14/20, at 11:15 AM, with the Director of
 Nursing (DON), the DON was unable to provide a policy but stated it was the expectation of the staff to notify the family
 when a resident falls.
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