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CFR(s): 483.10(g)(14)(i)-(iv)(15)
8483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which results
in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or clinical
complications);

(C) A need to alter treatment significantly (that is, a
need to discontinue an existing form of treatment
due to adverse consequences, or to commence a
new form of treatment); or

(D) A decision to transfer or discharge the resident
from the facility as specified in §483.15(c)(1)(ii).

(i) When making notification under paragraph
(9)(14)(i) of this section, the facility must ensure that
all pertinent information specified in 8483.15(c)(2) is
available and provided upon request to the
physician.
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FO000 INITIAL COMMENTS FO000
The State agency (SA) conducted a Compliant
Investigation (Cl) on 5/28/26 to investigate a Facility
Reported Incident (FRI) Incident #2959557. During the
investigation the SA determined the facility was not
compliance with the requirements of participation in
Medicare and Medicaid and cited F580.
The facility had a census of 76 and was licensed for
95.
F0580 Notify of Changes (Injury/Decline/Room, etc.) F0580
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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resident and the resident representative, if any, when
there is-

(A) A change in room or roommate assignment as
specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

(iv) The facility must record and periodically update
the address (mailing and email) and phone number
of the resident

representative(s).

§483.10(g)(15)

Admission to a composite distinct part. A facility

that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement its
physical configuration, including the various
locations that comprise the composite distinct part,
and must specify the policies that apply to room
changes between its different locations under
§483.15(c)(9).

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, staff interviews, and facility
policy review the facility failed to immediately notify
the resident's physician and Resident
Representative (RR) following a change in condition
involving one (1) of three (3) residents reviewed for
notification requirements. Resident #1

Findings Include: Record review of the facility

policy, “Accident/Incident Reports”, reviewed 9/25
revealed "1. All accidents/incidents including
residents, employees, or visitors, will be reported to
the Charge Nurse and to the appropriate department
head immediately upon knowledge of occurrence, so
that it may be evaluated. Accident/Incident is

defined as an unexpected happening which may or
may not have caused loss or injury to a visitor,
resident, and/or staff person (i.e., a resident fall; a
staff person closing finger in door; resident hitting
staff member; a resident choking in the dining

room; or resident wandering out of the

community...”

An interview on 5/28/26 at 12:16 PM, with Licensed
Practical Nurse (LPN) #1 revealed that on the night
of 3/15/26, she found Resident #1 with abrasions to
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reported to her that she had found the resident on
the floor earlier in the evening around 11:00 PM. She
noted that she cleaned the resident's knees and
notified the Nurse Practitioner (NP) of her findings
who in turn ordered an x-ray. She stated she asked
CNA #1 three times did the resident fall out of the
bed. Each time CNA #1 denied it and stated instead
that she had found the resident lying in an awkward
position in the bed. She noted that on 3/19/26 after
an interview with CNA #1, the Director of Nurses
(DON) and the Administrator that CNA #1 revealed
that the resident was found on her knees in on the
floor and had returned her to bed without getting
another staff member to witness or aid in transfer.

An interview with Registered Nurse (RN) #1 at 12:20
PM on 5/28/26, revealed she was not present on the
night when the Resident #1 was found to have
abrasions to her knees, but was at work on 3/19/26
when the family members of Resident #1 came to
the facility expressing concerns related to the
resident's injuries.

An interview at 1:23 PM on 5/28/26, with the Nurse
Practitioner (NP) revealed the resident was seen by
her on 3/17/26. She believed that her injuries were
consistent with a fall which was not reported by the
CNA. She noted that abrasions were visible on both
knees and since then she has assessed the resident
who has not exhibited any other issues.

An interview with the DON at 2:00 PM on 5/28/26,
revealed the facility investigation of the incident
indicated the resident fell onto her knees on 3/15/26
and was picked up and put back into bed by CNA #1
who then failed to report a fall to the staff members
present that night. CNA#1 eventually admitted on
3/19/26 after being further interviewed that that the
resident experienced a fall on 3/15/26. She noted
that it is her expectation that CNAs appropriately
notify nursing staff of falls so proper care can be
administered to residents per policy and that failure
to do such can lead to undiagnosed or missed
injuries.

An interview with at 2:15 PM on 5/28/26 with CNA#1
who was present on the night of the incident stated
that the resident was found by herself on the floor
on her knees. She noticed her knees were red and
had abrasions after she moved her by herself back
into the bed. She stated she didn't know that was
considered a fall, so she told LPN#1 but didn’t tell
her the resident fell. She stated LPN#1 took care of
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injuries. She stated after talking to the Administrator
a few days later it was made evident to her the
incident was a fall and should have been reported as
such.

An interview on 5/28/26 at 3:05 PM, with the facility
Administrator revealed that it is his expectation that
staff are expected to promptly report falls so
appropriate notifications can be made and residents
can receive timely evaluation and care.

Arecord review of Resident #1's “Face Sheet”
revealed the facility admitted the resident on
4/4/2023 with diagnoses that included Unspecified
Dementia, unspecified severity, with other behavioral
disturbance; Major Depressive Disorder; Anxiety
Disorder; History of Falling.

A record review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 4/7/2026
revealed Resident #1 was unable to complete a Brief
Interview for Mental Status (BIMS).
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