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F 000 INITIAL COMMENTS F 000

 The following citations represent the finding of 

complaint investigation #106827.

 

F 157

SS=D

483.10(b)(11) NOTIFY OF CHANGES 

(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident; 

consult with the resident's physician; and if 

known, notify the resident's legal representative 

or an interested family member when there is an 

accident involving the resident which results in 

injury and has the potential for requiring physician 

intervention; a significant change in the resident's 

physical, mental, or psychosocial status (i.e., a 

deterioration in health, mental, or psychosocial 

status in either life threatening conditions or 

clinical complications); a need to alter treatment 

significantly (i.e., a need to discontinue an 

existing form of treatment due to adverse 

consequences, or to commence a new form of 

treatment); or a decision to transfer or discharge 

the resident from the facility as specified in 

§483.12(a).

The facility must also promptly notify the resident 

and, if known, the resident's legal representative 

or interested family member when there is a 

change in room or roommate assignment as 

specified in  §483.15(e)(2); or a change in 

resident rights under Federal or State law or 

regulations as specified in paragraph  (b)(1) of 

this section.

The facility must record and periodically update 

the address and phone number of the resident's 

legal representative or interested family member.

F 157
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F 157 Continued From page 1 F 157

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 32 residents. 

The sample included 5 residents.  Based on 

observation, record review, and interview, the 

facility failed to inform the resident or an 

interested family member when a treatment for 

the resident changed for 2 residents (#1 and #4).

Findings included:

-  The Physician's Order Sheet, signed 8/3/16, in 

the closed record for resident #1 included 

diagnoses of dementia with behavior disturbance 

(progressive mental disorder characterized by 

failing memory, confusion) and hypertension 

(high blood pressure). It documented an order for 

Lisinopril 10 milligrams (mg) to be given every 

day.

The Annual Minimum Data Set (MDS) dated 

2/25/16 documented a Brief Interview for Mental 

Status (BIMS) score of 0 (less than 8 indicated 

severely impaired cognition). 

The Quarterly MDS dated 8/26/16 documented a 

BIMS score of 1. 

The Care Area Assessment (CAA) dated 2/25/16 

for cognition documented the resident was very 

confused and yelled from his/her room.

The care plan dated 9/7/16 documented staff 

anticipated the resident's needs and allowed time 

for the resident to respond.

Review of the nurse's note dated 7/7/16 at 2:12 

PM documented staff received an order from the 

physician to start Lisinopril (medication for high 
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F 157 Continued From page 2 F 157

blood pressure) 10 mg daily.

Review of the nurse's note 9/6/16 at 5:56 PM 

documented staff received orders from the 

physician to obtain a chest x-ray and start 

Albuterol breathing treatments (medication to 

open the airways in the lungs) every 4 hours as 

needed.

The clinical record documented two family 

members that were to be notified of any changes.

The clinical record lacked evidence the resident 

or interested family member were notified when 

staff received the new orders.

On 10/20/16 at 3:35 PM, family member XX 

stated the facility did not notify him/her of the 

changes on 7/8/16 or on 9/6/16.

On 10/20/16 at 3:58 PM, family member YY 

stated the facility did not notify him/her of the 

changes on 7/8/16 or on 9/6/16.

On 10/19/16 at 1:21 PM, licensed nursing staff H 

stated the resident's family member was to be 

notified when there was a change in the 

resident's medications or treatments. He/she 

confirmed the clinical record lacked 

documentation of family notification when the new 

medications and treatments began.

On 10/20/16 at 11:25 AM, administrative nursing 

staff D stated he/she expected staff to notify the 

resident's family member when there was a 

change in the medications or treatments and 

document said notification in the medical record. 

Staff D further confirmed the clinical record 

lacked documentation of family notification when 
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the new medications and treatments began.

The facility's policy, "Change in Resident's 

Condition", revised 3/15/16, documented the 

charge nurse would notify the resident or the 

resident's representative when there was a 

change in the resident's physical status.

The facility failed to notify the interested family 

member of the physician's orders for new 

medications and treatments on 7/7/16 and 9/6/16 

for this cognitively impaired resident.

-  The Physician's Order Sheet, signed 10/6/16, 

for resident #4 included a diagnosis of dementia 

with behavior disturbance (progressive mental 

disorder characterized by failing memory, 

confusion).

The Admission Minimum Data Set (MDS) dated 

7/11/16 documented a Brief Interview for Mental 

Status (BIMS) score of 10 (8 to 12 indicated 

moderately impaired cognition). The resident 

required limited staff assistance with Activities of 

Daily Living (ADLs).

The Care Area Assessment (CAA) dated 7/11/16 

for cognition documented the resident was 

forgetful.

The care plan dated 8/18/16 directed staff to 

communicate with the resident and his/her family 

regarding his/her care.

The nurse's note dated 9/6/16 at 5:36 PM 

documented the physician ordered a chest x-ray 

and an antibiotic for the resident.
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The clinical record documented the resident was 

to be notified of any changes in medications or 

treatments.

The clinical record lacked evidence the resident 

or interested family member were notified when 

staff received the new orders.

On 10/19/16 at 8:27 AM, the resident sat in a 

recliner.

On 10/19/16 at 1:21 PM, licensed nursing staff H 

stated the resident's family member was to be 

notified when there was a change in the 

resident's medications or treatments. He/she 

confirmed the clinical record lacked 

documentation of family notification when the new 

medications and treatments began.

On 10/20/16 at 11:25 AM, administrative nursing 

staff D stated he/she expected staff to notify the 

resident's family member when there was a 

change in the medications or treatments and 

document said notification in the medical record. 

Staff D further confirmed the clinical record 

lacked documentation of family notification when 

the new medications and treatments began.

The facility's policy, "Change in Resident's 

Condition", revised 3/15/16, documented the 

charge nurse would notify the resident or the 

resident's representative when there was a 

change in the resident's physical status.

The facility failed to notify the interested family 

member of the physician's orders for new 

medications and treatments on 9/6/16 for this 

cognitively impaired resident.
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