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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 BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on record review, and interview the facility failed to ensure pertinent family members were notified of a changein
harm condition for 1 (Resident #1) of 3 (Residents#1, #2, and #3) sample residents who had a change in condition in the past 6
months. The Findings are: Resident #1 had a[DIAGNOSES REDACTED]. a. The resident's weights were reviewed in the Electronic
Residents Affected - Some | Medical Record as followed: 1/6/2020 14:28 (2:28 p.m.) 155.8 Lbs 1/31/2020 17:51 (5:51 p.m.) 144.4 Lbs 2/5/2020 15:06 (5:06 p.m.)
142.4 Lbs 2/13/2020 14:34 144.2 L bs 3/5/2020 14:17 144.2 Lbs 4/3/2020 13:50 145.0 Lbs 5/5/2020 10:14 139.2 Lbs

5/13/2020 15:24 140.0 Lbs 5/28/2020 11:22 143.0 Lbs 5/21/2020 10:51 138.6 L bs 6/4/2020 08:39 140.0 pounds (Lbs) b. The
electronic medical record documented, from 1/6/2020 to 1/31/2020 the resident had a 7.3% (percent) lost in 1 month. There

was no documentation listed in the electronic medical record that the family was notified of the 7.3% weight loss from

1/16/2020 to 7/14/2020. c. The electronic medical record documented, from 1/6/2020 to 4/3/2020 the resident had a 6.93 %

weight lossin 3 months. There was no documentation listed in the electronic medical record that the family was notified of the 6.9%
weight loss from 1/16/2020 to 7/14/2020. d. On 7/24/2020 at 1:00 p.m., by way of (via) phone, Licensed Practical

Nurse (LPN) #1 was asked, Are families notified of a changein condition / weight lost for residents? Who, when, whereis

it documented? LPN #1 stated, Y es. Weight loss and any change of condition. It's documented in the nurse's notes. e. On

7/24/2020 at1:16 p.m., via phone Nurse (RN) #1 was asked, Are families notified of achange in condition / weight lost for
residents? Who, when, where is it documented? RN #1 stated, Yes. Immediately by telephone. The nurse cals the family. It's
documented in the nurses' notes. f. On 7/24/2020 at 2:21 p.m., via phone, the Dietary manager was asked, Who is responsible for
notifying family members of significant weight loss? She stated, Sometimes the Social worker or the Director of Nursing (DON). She
was asked, Should they document the contact? She stated, Y es maam. She was asked where you aware of the

resident weight l0oss? She stated, Y es, maam. g. On 7/24/2020 at 2:31 p.m., the Director of Nursing was asked if the family of
Resident #1 were notified of weight loss in January 2020 and April 2020? Are families notified of a change in condition/ weight lost
for residents? Who, when, where isit documented? She stated, Let me look. No. | don't see where the family was notified of the
weight loss for January or April. Let melook in dietary notes, nutritional notes. No. | don't see there

either. Let me look under Socia Services Note. Nope. Nothing documented there. She was asked, Should the family member be
notified of achange in condition, such as weight loss? She stated, Y es. Immediately. h. The Change in Residents Condition

or Status Policy and Procedure documented, . 3. A significant change in condition is decline or improvement in the resident status .
interventions .
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