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F 0580 Immediately tell theresident, theresident'sdoctor, and a family member of situations

(injury/decline/room, etc.) that affect theresident.
Level of harm - Minimal *NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview and medical record review, the facility failed to ensure the physician and responsible party were
harm promptly notified for one of three sampled residents (Resident 1) when Resident 1 experienced a change in condition. When
Resident 1 experienced vomiting and required her tube feeding to be held for over two hours, the facility did not notify
Residents Affected - Few the physician nor Resident 1's Responsible Party. This failure had the potential for Resident 1 to experience adelay in
necessary care and treatment. Findings: Medical record review for Resident 1 wasiinitiated on 3/4/2020. Resident 1 was

readmitted to the facility on [DATE]. Review of Resident 1's MDS dated [DATE], showed Resident 1 had severely impaired
cognition. Review of Resident 1's Admission Record dated 7/3/19, showed Family Member 1 and Family Member 2 were listed
as emergency contacts for Resident 1. On 3/3/2020 at 1650 hours, a telephone interview was conducted with Family Member

2. Family Member 2 stated she and Family Member 2 were the responsible party's for Resident 1. Review of Resident 1's
Progress Notes dated 2/27/2020, showed Resident 1 had alarge amount of tube feeding colored emesis (vomiting) at 0500

hours. The documentation showed Resident 1's tube feeding was held until 0600 hours. LVN 1 checked Resident 1's residual

(the amount of fluid/contents in the stomach) volume and it was over 200 ml. LVN 1 continued to hold Resident 1's tube

feeding for an additional hour. Review of Resident 1's medical record failed to show Resident 1's physician, Family

Member 1, or Family Member 2 were notified of the above change in Resident 1's condition. On 3/6/2020 at 0834 hours, a
telephone interview was conducted with Family Member 1. Family Member 1 stated he was at the facility in the morning on
2/27/2020. Family Member 1 stated neither he or Family Member 2 were informed Resident 1 had vomited and needed her tube
feeding to be held. Family Member 1 stated he was not informed about Resident 1's vomiting episode until later in the day

when Resident 1 again experienced another episode of vomiting, developed a fever, and required a transfer to the acute care hospital
for evaluation. On 3/6/2020 at 0930 hours, a telephone interview was conducted with LVN 1. LVN 1 was asked about her actions
after Resident 1 vomited in the morning on 2/27/2020. LVN 1 confirmed she did not notify the physician or the

Responsible Party because it was only one episode of vomiting. LVN 1 stated Resident 1 did not have a history of vomiting

so thiswas a change in condition for her. LVN 1 stated when her shift ended at 0700 hours, Resident 1's tube feeding

remained off. On 3/6/2020 at 0949 hours, a telephone interview was conducted with LVN 2. LVN 2 verified he observed Family
Member 1 was at the bedside during the day on 2/27/2020. LVN 2 was asked if he notified Family Member 1 about Resident 1's
vomiting or her tube feeding being held for over two hours in the morning of 2/27/2020. LVN 2 stated he did not. Review

of Resident 1's Progress Notes dated 2/27/2020, showed Resident 1 vomited a moderate amount of feeding colored emesis at
1605 hours. Resident 1's physician was notified and an order was received for [MEDICATION NAME] (amedication used to treat
nausea and vomiting) 4 mg every six hours. Further review of Resident 1's Progress Notes dated 2/27/2020, showed 911 was
called at 1720 hours and Resident 1 was transferred to the acute care hospital for fever and possible aspiration (a

condition in which food, liquids, saliva, or vomit is breathed into the airways).
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