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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 interview and record review, the facility failed to notify the family, in atimely manner, of asignificant change in medical
harm condition for 1 of 3 sampled Residents (1). This failure led to Resident 1's next of kin (family members)

unaware of Resident 1's health status and to be involved in decision making which resulted to the delay of medical care and treatment
Residents Affected - Few | for [REDACTED]. Resident 1's Record of Admission indicated, three family members were listed with their contact

information. During arecord review of the nurses SBAR Communication Form and Progress Note dated 3/9/19 at 3:45 P.M.,

indicated Resident 1 had a change in medical condition. Resident 1 complained of Darkened vision and bilateral pinpoint,

non-reactive pupils (possible indication of head trauma). The SBAR Communication Form indicated Resident 1's physician was
notified of the change of condition. The physician ordered to perform neurochecks (assessment performed to individual's
neurologica functions and level of consciousness) every 4 hours x 24 hours. The nursing progress notes indicated Resident

1 had other relevant medical information of Diabetes Méllitus (high blood sugar) and history [MEDICAL CONDITION](cerebro

vascular accident - Stroke). The Neurological Assessment Flow Sheet (NAFS) dated 3/9/19 to 3/10/19 was reviewed. The NAFS

indicated: 3/9/19 at 4:00 P.M., Pupil (part of the eye that controls how much light is let into the eye) response was PP

(Pinpoint). 3/9/19 at 8:00 P.M., Pupil response: Pinpoint 3/10/19 at 12:00 midnight, Pupil response: Documented with a

check mark. 3/10/19 at 4:00 A.M., Pupil response: Documented with a check mark. 3/10/19 at 8:00 A.M., Pupil response:

Pinpoint. 3/19 at 12:00 P.M., Pupil response: Pinpoint. On 3/20/19 at 5:02 P.M., an interview was conducted with afamily

member (FM) 1 who was visiting Resident 1. FM 1 stated she visited Resident 1 at least three times aweek and stayed at

Resident 1's bedside for one and a half hours. FM 1 stated she was not able to visit Resident 1 on 3/9/19, because she was

not feeling well. FM 1 stated she visited Resident 1 on 3/10/19 at 4:00 P.M. and brought some food for him. FM 1 stated she placed
the food on the overbed table and when she asked Resident 1 to eat, Resident 1 complained he could not see the food

and utensils. FM 1 stated there was plenty of light coming in from outside of the room and inside Resident 1'sroom. FM 1

stated, At around 6:00 P.M., Resident 1 continued to say, | can't see, it'sall dark. FM 1 stated Resident 1 complained of

headache. FM 1 stated, Thisis when | started to complain to the nurses, to call the doctor to come to Resident 1 or send

him to the hospital. FM 1 stated Resident 1 was sent to general acute hospital (GACH) emergency department at 7:00 P.M.,

one hour after FM 1 had voiced her complaint to the nurses. During an interview on 3/20/19, at 4:10 P.M., with the director of
nursing (DON), the DON stated the responsible party was Resident 1 himself and the resident should have notified FM 1.

The DON also stated there were cases in which there were several family members involved with Resident 1's care. DON stated
Resident 1 was the responsible party and he (Resident 1) should have notified his family. During an interview on 3/20/19,

at 5:35 P.M., with the facility registered nurse (RN) 1, RN 1 stated Resident 1 was alert and oriented x 4, and aware of
the change of his medical condition. RN 1 stated, Resident 1 did not tell me, or requested, for me to notify FM 1. | know

FM 1 very well and | would casually notify her if she was around the facility as a courtesy. RN 1 acknowledged she had

documented on the nursing progress notes dated 3/9/19 indicated RN 1 notified FM 1 of the resident's change of medical

condition. RN 1 stated, | forgot to cross that out when | saw Resident 1 was the responsible party. | did not notify FM 1.

During an interview on 3/21/19, at 9:45 A.M., with the facility case manager (FCM) 1, FCM 1 stated she received a telephone call
from FM 2 who was upset because the family was not notified of Resident 1's change of medical condition on 3/9/19. FCM 1 stated
Resident 1 had a change of medical condition on 3/9/19 and RN 1 did not notify the family. FCM 1 stated, Resident

1'sfamily should have been notified about the change of health status on 3/9/19. FCM 1 stated, The family is actively

involved with the care and treatment for [REDACTED]. He woke up with the symptoms .[DIAGNOSES REDACTED]. CT (x-ray
used to
detect bleeding and [MEDICAL CONDITION]) head showed moderate nonhemorrhagic stroke. Right PCA (posterior cerebral
artery

Infarct while on ASA (Aspirin- medication to help prevent another stroke) and [MED] (blood-thinner used to prevent the
formation of new blood clots), mild associated right occipital hemorrhage . During areview of the facility's policy and
procedure (P& P) titled, Notification of Changes, dated 5/18, the P& P indicated, .6. The resident or designated
representative, or family; as appropriate, should be notified of a significant changes in the resident's health status.
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