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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 Interviews, and record reviews the facility failed to notify resident's responsible party/interested family member of the
significant changes in the residents physical condition changes and decline for 1 or 5 residents (#1). The facility
 failed to: a. Notify family of resident holding food in mouth/swallowing issues, change of diet on 5/21/2020 and 5/22/2020, and of
order that if resident does not eat 50% of meal to give him a health shake on 06/01/2020. b. Notify family of
 residents 9.8 pound weight loss on 6/5/2020 and 18 pound weight loss on 06/12/2020. Findings include: Review of Resident #1
clinical record face sheet dated 05/11/2020 revealed he was a [AGE] year old male with BIMS (Brief interview for mental
 status) of 01, which indicates several cognitive disability. Resident #1 was admitted to the facility on [DATE], with
 [DIAGNOSES REDACTED]. Review of Physician telephone order dated 05/21/2020 Regular diet changed to Pureed texture Review
of Physician order [REDACTED]. Speech was working with resident but he still was not eating much. Review of weight records
 dated 06/05/2020 resident #1 had lost 9.8 pounds, resident #1's weight was 161 pound on admit. Review of phone records did
 not produce any calls notifying the family. Review of Physician order [REDACTED].#1 had 18 pound weight loss. On this date
 he weighed 143 pounds. Review of Physician orders [REDACTED]. Lab results Blood urea nitrogen was high 76.8, Creatinine
 1.67, Blood glucose 348, [MEDICATION NAME] 2.9 low, White blood cell count was high 18.6, Mercury was normal. Record
review from nurse progress notes dated 5/21/20 revealed resident #1 holding food in his mouth and not swallowing, Physician and
 DON (director of nursing) were informed about diet texture change recommendation from speech therapy, however family was
 not notified of this change in condition. Interview with Nurse A on 6/19/2020 @ 2:10 PM revealed that resident had begun to decline
with eating and the Doctor had added Glucerna if he wasn't eating. Nurse A revealed that the daughter was informed
 but the daughter had surgery and they had to contact the son in her place and he was calling to check on resident # 1, but
 she had not called him. Interview with daughter on 6/18/2020 @ 3:30 PM she revealed that the facility did not call and
 inform them of him not eating enough that it was causing the amount of weight loss that he had over the month he was in the facility.
Daughter revealed she had to call every day to get updates but they were never in detail of him holding food in
 his mouth or the 9.8 pound weight loss. They did not start calling with change of conditions till the last 3 days in the
 facility, resident was unresponsive and sent to hospital on [DATE] at 1:00 PM. Record review of progress notes on 6/15/2020 was the
only note in chart showing notification of family being informed of resident eating less than >50% of his meal.
 Resident one had started with decline in eating on 5/21/2020. Interview with DON on 6/19/2020 revealed that she could not
 find a note in progress records that showed where the family had been informed of residents change of condition. Interview
 with Social Worker on 6/24/2020 at 9:30 am she revealed that they had a care plan meeting with resident #1 family but could not
produce the date of meeting or signature page of meeting. Social Worker revealed she did not send email to family as
 requested. Interview with resident # 1 son on 6/24/2020 @ 10:15 am he revealed he was called about an care plan meeting but he
informed Social Worker that they could not all get together could she send him a email with all the changes and update
 so he could review it with siblings and get back to her, he never received the email. The only phone call he received was
 about his dentures and dental appointment asking if he had a mouth injury in the past. Interview with DON on 6/19/2020 at
 3:30 to ask for weights and policy and procedures for reporting weight loss on resident # 1. Asked DON again on 6/24/2020
 for weights and policy she gave weights but said she did not have policy for reporting to family.
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