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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 interview and record review, the facility failed to follow their policy and procedure to notify the resident's
 Responsible Party (RP) of the physician's orders [REDACTED]. This failure resulted in a lack of inclusion of the
 Responsible Party's right to make decisions in Resident 1's treatment for [REDACTED]. The clinical record indicated that
 his daughter is the Responsible Party (RP). During a review of the Minimum Date Set (MDS-an assessment tool used for
 Residents at skilled nursing facilities to facilitate the appropriate care required to meet the resident's needs), dated
 November 20, 2019, the MDS indicated, his Brief Interview for Mental Status (BIMS) was 3 which reveals severely impaired
 cognition. During an observation on December 3, 2019, at 1:10 PM, after staff just finished assisting Resident 1 with
 lunch, he did not engage in any conversation when attempting to speak with him. During an interview on November 21, 2019,
 at 12:30 PM, with the RP, the RP stated, she was not notified of the new medication, [MEDICATION NAME], being administered
 to her Father. A review of Resident 1's Medical Nutrition Therapy Review, dated August 30, 2019, indicated, Resident 1 is
 noted with decreased appetite and decreased oral intake of average 25 to 30% . Recommendations: 1. MD to consider appetite
 stimulant of [MEDICATION NAME] or [MEDICATION NAME]. During a review of Resident 1's Physician Orders, dated
September 1,
 2019 to December 2, 2019, the Physician order [REDACTED]. During an interview on December 3, 2019, at 1:45 PM, with the
 Director of Staff Development (DSD), she stated, Resident 1 had a decrease in appetite and meal consumption was down to 25
 to 30% and lost five pounds. The DSD stated we did not know about it until after a surveyor brought it to our attention and we held
an Interdisciplinary Team (IDT) Meeting and the MD prescribed [MEDICATION NAME] to help with his weight loss. The
 DSD stated that the RP was not notified of the change in medication ordered. The DSD stated that the RP should have been
 notified of any changes in Resident 1's condition and treatment for [REDACTED].Our facility shall promptly notify the
 resident, his or her Attending Physician, and representative (sponsor) of changed in the residents medical/mental condition and/or
status. Under Policy Interpretation and Implementation .4. Unless otherwise instructed by the resident, a nurse will notify the
resident's representative when: b. there is a significant change in resident's physical, mental, or psychosocial status. And 5. Except in
medical emergencies, notifications will be made within twenty-four (24) hours of a change
 occurring in the resident's medical/mental condition or status. During a review of the facilities policy and procedure
 titled, Nutrition (Impaired)/Unplanned Weight Loss - Clinical Protocol, dated September 2017, indicated, under
 Treatment/Management .4. The physician will limit prescribing of appetite stimulants to situations in which underlying
 causes cannot be identified or treated, other pertinent interventions have not worked or are not feasible, these
 medications have a valid indication, and improving appetite and weight is consistent with the individual's condition,
 prognosis, and wishes.
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