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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 the resident's physician and responsible party were
harm informed of a significant change in the residents weight for 1 (#1) of 6 sampled residents reviewed for weight loss.
Findings: Review of the electronic and paper clinical record for sample resident #1 revealed an admission date of [DATE]
Residents Affected - Some | with [DIAGNOSES REDACTED]. The resident was unavailable for observations due to being admitted to the hospital on [DATE]
with [DIAGNOSES REDACTED]. The resident's responsible party is listed as the resident's daughter. Review of the quarterly
minimum (MDS) data set [DATE] revealed sample resident #1 is severely cognitively impaired and needs extensive assistance
with all activities of daily living. The resident is able to turn and reposition himself while in bed, ambulates using a
wheelchair, is incontinent of bowel and bladder, and requires total assistance times two for bed mobility, transfers,
dressing, bathing and hygiene tasks. Review of the admission evaluation dated 04/24/2020 revealed the residents admit
weight was 120 pounds, he was alert and confused, and ordered to have nothing by mouth. The physician's orders[REDACTED].
Further review revealed the August 2020 orders were the same since admission regarding the tube feeding. Review of the
weight history form revealed the following weights: 04/29/2020-120 pounds 05/05/2020-120 pounds 07/10/2020-103 pounds
Interview on 08/10/2020 at 2:00 PM, with S3 Minimum Data Set License Practical Nurse, stated she is over the staff
responsible for getting weights and according to her records sample resident #1 was not weighted upon admit, the weight
listed on his admission assessment was the weight from the hospital records and that same weight was used for the May 5,
2020 weight. When asked if the physician and responsible party was notified of the weight loss from the July 10, 2020
weight of 103 pounds she stated she was not sure and did not have any documentation stating the physician or responsible
parties were notified. Review of the medical record revealed no documentation the physician or responsible party were
notified that the resident had lost 17 pounds from the admission weight of 120 pounds to the July weight of 103 pounds.
Interview on 08/11/2020 at 02:30 PM with S2 Director of Nursing, stated she found no documentation in the residents medical record
that the physician or responsible party were notified of the weight lossin July.
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