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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)
F 0580 Immediately tell theresident, theresident'sdoctor, and a family member of situations

(injury/decline/room, etc.) that affect theresident.
Level of harm - Minimal
harm or potential for actual | Based on interview and record review, the facility failed to notify the Responsible Party (RP) for one of three sampled
harm residents (Resident 1) when Resident 1 fell . Thisresulted 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
Residents Affected - Few Event Report (ER), dated 4/15/20 was reviewed. The ER indicated, Resident 1 fell inthe hal 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 aresident falls.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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