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Based on record review and interview, the facility failed to identify and assess two (Resident #72 and
Resident #78) of three residents' change in condition resulting in their death.

It was determined the facility's non-compliance with one or more requirements of participation had
caused, or was likely to cause, serious injury, harm, impairment, or death to residents. The Immediate
Jeopardy (1J) situation was related to, Appendix PP, CFR 483.35 at a scope and severity of J.

The 1J began on [DATE] at 5:30 PM after reviewing Resident #72's Progress Notes, Neuro
Assessments, Minimum Data Sheet (MDS) Assessments, Comprehensive Care Plan with
interventions, Medication Administration Record (MAR), and interviews; and Resident 78's Progress
Notes, MDS assessments, Comprehensive Care Plan with interventions, MAR, and interviews.

The Administrator was notified of the 1J on [DATE] at 11:30 AM. A Plan of Removal was requested
and accepted by the State Survey Agency on [DATE] at 4:12 PM. The 1J was removed on [DATE] at
2:58 PM after the survey team performed onsite verification that the Removal Plan had been
implemented.

The findings include:
Resident #72

Review of an admission Record revealed Resident #72 was admitted to the facility on [DATE] with
diagnoses which included diabetes mellitus type 2, Parkinson's disease, epilepsy, hypertension,
occlusion and [blockage and narrowing of both carotid arteries, [plaque buildup in the aorta],
repeated falls, dementia, and a cognitive communication deficit.

Review of a signification change MDS, with an Assessment Reference Date (ARD) of [DATE],
revealed Resident #72 had a Brief Interview for Mental Status (BIMS) score of 00 which indicated the
resident had severe cognitive impairment. The MDS revealed Resident #72 was dependent for oral
hygiene, shower/bathing/lower body dressing, putting on footwear, personal hygiene; required
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substantial/maximal assistance for toileting, upper dressing, and transfers. The MDS also revealed
Resident #72 had active diagnoses that included atrial fibrillation (Afib), coronary artery disease
(CAD), hypertension (HTN), diabetes mellitus (DM), non-Alzheimer's Dementia, depression, anxiety,
Parkinson's disease and used a wheelchair for mobility. The MDS revealed Resident #72's
medications included an antidepressant, an antianxiety, an opioid, and anticonvulsant, and Resident
#72's health conditions indicated the resident had two or more falls since the prior assessment.

Review of Resident #72's Care Plan Report with a last reviewed date of [DATE], revealed the
resident had a code status of do not resuscitate (DNR) indicating that if the resident's heart stops or
the resident stops breathing, cardiopulmonary resuscitation (CPR) would not be initiated. The Care
Plan indicated the resident had a self-care performance deficit related to debility; had limited physical
mobility related to weakness and required moderate assistance of one person to walk with a walker
and a gait belt and used a manual wheelchair. Resident had CAD with interventions to monitor BP,
signs and symptoms of CAD, nausea and vomiting, and excessive sweating. The Care Plan Report
also indicated Resident #72 had a communication problem related to receptive aphasia and slurring.
Interventions included to allow time to respond, ensure safe environment, put call light in reach,
ensure the bed was in low position with wheels locked, monitor physical and non-verbal indicators of
discomfort/distress, monitor and report changes in ability to communicate. The Care Plan Report
indicated Resident #72 had hypertension (HTN). Interventions included monitor and document BP,
monitor document and report headache, confusion, disorientation, lethargy, nausea and vomiting.
Resident had delirium or acute confessional episode related to change in condition (COC).
Interventions included to observe and report concerns of delirium and indicated symptoms that
increase safety risk are confusion and falls. Interventions included report signs and symptoms of
delirium, changes in behavior, altered mental status, communication decline, lethargy. The Care Plan
Report also indicated Resident #72 had a risk for falls related to gait/balance problems. Interventions
included call light in reach, paddled call light, concave mattress, bed/chair alarm, low bed, hourly
toileting, bolsters to mattress, fall mat, bed alarm, bed alarm power box out of resident's reach.
Resident had a terminal prognosis related to dementia. Interventions included comfort care, no
transfer out to hospital or routine labs.

Review of an Order Summary Report revealed that Resident #72 had the following orders:-DNR on file
dated [DATE].-Admit to comfort care, DNR, do not transport [to hospital], no routine labs dated
[DATE].-May send to emergency room (ER) for evaluation [DATE].-An antiemetic 4 milligram to be
given as needed for nausea and vomiting, dissolve tablet on top of tongue then swallow with saliva
dated [DATE].

Review of a MAR dated [DATE]-[DATE] revealed Resident #72 was administered an antiemetic 4mg
on [DATE] at 10:01 PM.

Review of Progress Note dated [DATE] at 11:03 PM indicated the [antiemetic] medication was
effective.

Review of a facility document titled, Nsg (Nursing) Neurological Assessment, dated [DATE] at 9:15
PM, indicated and initial assessment, 15-minute assessments x 4, 30-minute assessments x 4 and
hourly assessments. The initial assessment indicated a temperature of 99 (no route indicated), pulse
(continued on next page)
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78 (type not indicted), respirations 14, blood pressure (B/P) of 122/61 in the lying position,

orientation to person and situation, level of consciousness was alert, pupils equal and reactive to light
(no pupil size documented), responded to commands, had no pain, was able to move all extremities,
and was signed by Licensed Practical Nurse (LPN) #24.

The first 15-minute assessment dated [DATE] at 9:30 PM indicated a temperature of 99.3 (no route
indicated), pulse 74 (no type indicated), B/P 120/60 lying, orientation to person only (indicated not a
change to baseline), level of consciousness was alert, pupils were equal and reacted to light (no pupil
size documented), responds to commands, had no pain, was able to move all extremities, and was
signed by LPN #24.

The fourth 15-minute assessment dated [DATE] at 10:15 PM indicated a temperature of 98.6 (no
route indicated), pulse 70 (no type indicated), B/P 118/68 lying, orientation to person only (indicated
not a change to baseline), level of consciousness was alert, pupils were equal and reacted to light (no
pupil size documented), , responds to commands, had no pain, was able to move all extremities, the
resident's ability to follow the nurse's finger with their eyes was not documented and was signed by
LPN #24.

The first hourly assessment on [DATE] at 1:15 AM indicated Resident #72's temperature was 97.2
(no route indicated), pulse 85 (no type indicated), respirations 16, B/P 128/62, was oriented to
person, was non-rousable, and was a change from resident's baseline.

The second hourly assessment on [DATE] at 2:15 AM indicated Resident #72's temperature was 97.8
(no route indicated), pulse 62 (no type indicated), respirations 16, B/P 128/62 in the lying position,
was oriented to person, was alert, and was not a change from resident's baseline.

The third hourly assessment on [DATE] at 3:15 AM indicated Resident #72's temperature was 97.8
(no route indicated), pulse 78 (no type indicated), respirations 16, B/P 160/80 in the lying position,
oriented to person, alert, pupils equal and reacts to light (no pupil size indicated), responds to
commands, no pain, and able to move all extremities.

The fourth hourly assessment at 4:15 AM indicated Resident #72 was alert, temperature 97.8 F, pulse
80, respirations 16, blood pressure 150/86, pupils equal, reactive to light, pupil size 2mm, responds to
commands, pain 4, had no movement of left arm, had no movement of left leg and was signed by LPN
#6.

During an interview on [DATE] at 4:58 PM, Certified Nursing Assistant (CNA) #5 stated she worked

on 400 Hall from 3:00 PM to 7:00 PM on [DATE]. CNA #5 stated she received report that Resident #72
had not been in a good mood and did not want to go to the dining room, did not get up for breakfast or
lunch, and was being combative. CNA #5 stated Resident #72 got up for dinner and was eating
normally, drinking and was happy. CNA #5 stated Resident #72 was a fall risk, had a bed alarm,
barriers on the bed, and had a body pillow. CNA #5 stated she toileted Resident #72 after the dinner
meal, assisted Resident #72 to bed and all precautions were put in place. CNA #5 stated Resident #72
was always confused and fell after [CNA #5] was off shift. CNA #5 stated upon arrival for the 7:00

AM shift on [DATE], Resident #72 was being assessed by CNAs and nurses, the room was crowded
(continued on next page)
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and Resident #72 was sent out to the hospital.

During an interview on [DATE] at 5:18 PM, CNA #3 stated she worked on [DATE] from 7:00 AM to

3:00 PM and returned for the 11:00 PM to 7:00 AM shift on [DATE]. She stated that she was assigned
to 300-Hall and assisted on 400-Hall. CNA #3 stated Resident #72 fell between 3:00 PM and 11:00 PM
on [DATE]. CNA #3 stated she went to assist on the 400-Hall around 4:00 AM to 4:15 AM and heard
Resident #72 yelling. Upon Resident #72's room the resident was crying and the left side of Resident
#72's face was drooping. CNA #3 stated that she turned on the call light, CNA #10 and CNA #25
entered the room, and one went to get the nurse. Licensed Practical Nurse (LPN) #6 was assigned to
the hall and was not at the nurse's station. One of the CNAs called LPN #6's cell phone. CNA #25 told
CNA #3 that Resident #72 had a fall earlier in the day and had been throwing up. CNA #3 stated that
LPN #6 came to Resident #72's room within 5 minutes of the call. Prior to LPN #6's arrival, CNA #3
stated that Resident #72 was swaying in bed, slurring words, and the left side of the residents' body
had no movement. CNA #3 stated LPN #6 entered the room between 4:00 AM and 4:30 AM and walked
to the side of Resident #72's bed and stated [resident] is on comfort care and she would let the
Advance Practice Nurse (APRN) #30 know. CNA #3 stated that LPN #6 did not assess Resident #72
and walked out of the room. CNA #3 stated when she clocked out at 7:28 AM, she saw APRN #30 and
Registered Nurse (RN) #23, and updated APRN #30 on Resident #72's condition. CNA #3 stated that
APRN #30 stated they were not aware of Resident #72's change in condition. CNA #3 stated
Registered Nurse (RN) #23 went straight to Resident #72's room. CNA #3 stated prior to leaving at
8:00 AM, RN #23 and APRN #30 were reaching out to Resident #72's power of attorney (POA). CNA #3
stated, the [APRN] should have been notified. On comfort care you are supposed to be comfortable.

During an interview on [DATE] at 6:41 AM, LPN #6 stated she worked on [DATE] from 7:00 PM to

7:00 AM and was assigned the 300 and 400 Halls. At 9:15 PM, CNA #26, advised Resident #72 was on
the floor, and upon entering the room, Resident #72 was lying on their left side next to the bed and had
thrown up yellow colored bile. Resident #72 was given an antiemetic at 10:01 PM, and a neuro
assessment was conducted. The provider was notified of the fall at 10:00 PM via secured text

system, APRN #30 did not respond, and LPN #6 did not send a second secure text regarding a change
in condition, because she was completing medication administration pass, and the computer had gone
idle and the text was erased. LPN #6 stated Resident #72 was reassessed while asleep and CNAs
were asked throughout the night if there were any changes in Resident #72's condition, and none were
reported. Around 4:58 AM LPN #6 received a phone call from CNA #25 to reassess Resident #72. CNA
#25 reported to LPN #6 that Resident #72 was clammy, their blood pressure (BP) was high, and the
left side of Resident 72's face was drooping and resident complained of a headache. LPN #6 gave
resident an analgesic at 5:00 AM. LPN #6 stated Resident #72 would not smile and that the middle of
their upper lip to the left side of the upper lip was stuck to dentures, Resident #72 would not move
either arm, their grip strength was fair and was able to grip both hands. LPN #6 stated the resident's
pedal area was not checked because they were lying on their side. LPN #6 stated, | was in the

process of sending a second text when APRN #30 was in the building, rushing to Resident #72's room.
APRN #30 came to nurse station and said Resident #72's left side was droopy. LPN #6 stated she did
not do a full neuro assessment when told Resident #72's face was drooping and stated it slipped my
mind. | did not do the full neuro check. | wanted to tell [APRN #30] about the fall and finish my med
pass. LPN #6 stated she should have done a full neuro assessment and sent a secure text message
before doing anything else. When asked what the signs and symptoms of a stroke were, LPN # 6
(continued on next page)
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stated, | am not sure what to look for other than drooping face and one hand will be weaker than the
other and they cannot move one side. LPN #6 stated she did not see anything different with the
resident and could not remember when she was notified Resident #72 was vomiting but it was after
the 8 PM medication pass.

During an interview on [DATE] at 10:00 AM, CNA #9 stated on [DATE] at 7: 00 AM when she arrived
on shift, night shift CNA #3 gave report, stated that something was wrong with Resident #72, and that
CNA #3 had reported it to the nurse. CNA #9 stated, | went to [Resident #72's] room and [ the
resident's] whole left side was not moving and [resident's] face was drooping, they had no speech,
and when | lifted [ the resident's] arm, it fell down, it was limp, hot, and red. CNA #9 stated Resident
#72 was trying to vomit, vitals were obtained and LPN #22 (day shift nurse) was on the phone with
Resident #72's family member.

During an interview on [DATE] at 10:34 AM, CNA #8 stated when a resident had a fall, the nurse
should be notified immediately to assess the resident and if it was determined there was no injury,

the resident would be transferred to a chair or bed and neuro checks performed. CNA #8 stated neuro
checks should be done by the nurse every 15 minutes four to five times, then every 30 minutes four to
five times, then one an hour, then every 8 hours. CNA #8 described the neuro checks completed by the
CNA, were to obtain blood pressure, pulse, temperature, and respirations, document on a sheet of
paper provided by the nurse. CNA #8 stated had she not seen a nurse go into Resident #72's room and
do any additional assessments on [DATE]. CNA #8 stated If vitals are looking weird they [the nurse]
will go in to follow up.

During an interview on [DATE] at 4:11 PM, RN #12 stated a secure message was sent out on

[DATE], providers do not have to be on site to view messages and that nurses could view messages
when they log into the [electronic health record] when in the facility. The message was sent out by
LPN #6 on Resident #72 at 10:46 PM, regarding an unwitnessed fall that occurred at 9:15 PM and that
Resident #72 was vomiting. Another message was sent at 10:47 PM with

the same information and a third at 10:49 PM that had to do with a fall intervention put into place by
LPN #6, the immediate intervention was to perform every 15-minute neuro checks. RN #12 stated
when a resident fell, protocol was to assess the patient and assist up into a chair or bed and then
contact family, management team, and providers.

During an interview on [DATE] at 4:46 PM, Medication Aide Certified (MAC) #4 stated she worked the
day shift of [DATE], and Resident #72 had a change in condition and was not acting right, the nurse
had assessed the resident, and thought Resident #72 had a stroke.

During an interview on [DATE] at 7:31 AM, LPN #22 stated she did not work with Resident #72 during
the [DATE] 7:00 AM-7:00 PM shift and did not assist with the Situation Background Assessment and
Recommendation (SBAR) Communication Form on [DATE]. LPN #22 was shown the SBAR form, that
indicated it was signed by LPN #22, and stated, | did not assist with that form or start that form. |

was not working. LPN #22 did not know how her name appeared on the document.

During an interview on [DATE] at 5:10 PM, RN #23 stated, after entering the facility on [DATE]
(continued on next page)
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between 7:00 AM and 7:30 AM, he was told by a CNA (unknown name) that Resident #72 had fallen,
was not doing good, was having stroke-like symptoms, and was unable to move their left side. Upon
entering the room, RN #23 stated he observed Resident #72 as having stroke-like symptoms, could not
smile on the left side, and could not squeeze hands on the left side. RN #23 stated that APRN #30
sent Resident #72 out to the local hospital. RN #23 stated he had been told by the CNA that they [the
CNA] told the RN on the hall[about the change in Resident #72]. RN #23 did not know if the RN
responded. RN #23 could not remember if the CNA said or insinuated that the RN did not respond and
did not recall any specific times of fall being mentioned.

During an interview on [DATE] at 5:37 PM, the Director of Nursing (DON) stated they were on
vacation on the date of the incident regarding Resident #72 and returned on [DATE] at 6:30 AM and
was updated by the ADON on Resident #72's fall. The DON stated that the nurse was alerted of the
fall and placed the resident on every 15-minute checks. There were not any changes in condition until
the next morning, the nurse practitioner was in the building and transferred the resident out to the
hospital. The DON stated the fall occurred at approximately 9:15 PM and Resident #72 was
transferred sometime the next morning. The nurse was trying to reach the resident's family to see if
they wanted the resident sent to the hospital; the resident should have been sent to the hospital. The
DON stated Resident #72 was listed as no transport for aggressive interventions and the DON was
unsure if that meant for no heartbeat, breathing, or all emergencies. The DON stated the priority was
comfort of the resident above aggressive management.

During an interview on [DATE] at 8:33 AM, Minimum Data Set Coordinator (MDSC) stated Resident
#72's Physician Orders for Life Sustaining Treatment (POLST) included, do not resuscitate (DNR),
only comfort treatment, do not transport and no routine labs. The MDSC stated basically, we are
focusing on comfort, pain, and discussing with the family about stopping medications such as statins
and focusing on pain management. The MDSC stated Resident #72 had a terminal disease of advanced
dementia and Resident #72's family member chose comfort care when the resident began getting to
later stages. MDSC stated comfort care does not mean residents would not be treated for an acute
situation such as a stroke.During an interview on [DATE] at 8:57 AM, LPN #24 stated she worked on
[DATE] from 3:00 PM to 11:00 PM and Resident #72 fell during medication pass around 9:00 PM. LPN
#24 stated she checked on Resident #72 several times during the night and did neuro checks, none
were out of range, and the CNAs did the vital signs. LPN #24 stated an assessment was completed
and entered into the electronic health record. LPN #24 stated No CNAs came to me about anything.
LPN #24 did not have information on if the provider was notified. LPN #24 stated that comfort care
was keeping a resident comfortable and does not mean a change is not addressed.

During an interview on [DATE] at 9:23 AM, CNA #25 stated she worked the 11:00 PM shift on [DATE]
and received report that Resident #72 rolled out of bed, and vitals were taken throughout the night.
CNA # 25 stated, | asked if [resident] wanted to get up and [resident] said no because of a
headache, [resident] was cold and clammy. Vitals were obtained, LPN #6 was called to assess the
resident and was notified that Resident #72 was clammy and cold, oxygen and Blood Pressure (BP)
were fine. CNA #25 stated that CNA #3 came in Resident #72's room to help with rounds and stated
Residents #72's face looked droopy, CNA #3 was trying to get the resident to squeeze her hands and
Resident #72 stated no and wanted to be left alone. CNA #3 notified LPN #6 that Resident #72 was
having a stroke. LPN #6 stated the APRN and family were called. CNA #25 stated | was in the library
(continued on next page)
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with the nurse practitioner and RN #23; CNA #3 came in and the nurse practitioner got upset because
they had not received a notification text. CNA #25 stated LPN #6 went into Resident #72's room
several times during the night but she did not see the nurse do pupil checks or anything like that, they
do those when they first fall.

Review of Blood Pressure Summary revealed Resident #72's blood pressure on [DATE] at 8:30 AM
was 183/109. No other blood pressures are documented on [DATE] or [DATE].

Review of a facility document titled Nsg Neurological Assessment, Fourth Hourly assessment dated
[DATE] at 4:15 AM indicated the blood pressure was 150/86.

During an interview on [DATE] at 9:48 AM, CNA #26 stated she worked the evening shift on [DATE]
and left at 11:00 PM. CNA #26 stated that Resident #72 started vomiting, (does not remember what
time), and CNA #25 notified LPN #6. CNA #26 stated Resident #72 was on fall precautions and had a
fall mat, low bed, wedges on both sides of bed, and a pressure alarm on the bed. CNA #26 stated the
pressure alarm box was assigned to a CNA each shift, CNA #26 did not have the box for Resident #72
and did not know who had the box. The box stayed with the person who it was assigned to. CNA #26
stated Resident #72 was found on the floor by CNA #27 and CNA #26 went to notify the nurse. When
LPN #6 came into room, Resident #72 was placed in a wheelchair and taken to the bathroom. CNA #26
stated there were no additional episodes of vomiting while Resident #72 was in the bathroom. CNA
#26 stated LPN #6 assigned 15-minute neuro checks to CNA #26, but the checks were done by other
CNAs because they wanted to do them. CNA #26 stated comfort care is they are end of life and you
are not going to attempt to prolong life, just keep them comfortable.

During an interview on [DATE] at 11:05 AM, the Assistant Director of Nursing (ADON) stated Resident
#72 was a do not transport, comfort care, DNR. The ADON stated she was able to reach Resident
#72's family and told them the resident was having stroke-like symptoms and family member said to
send resident to [local] hospital. The ADON stated APRN #30 and RN #23 were in the building and
provided the ADON with observation information and stated they were trying to reach Resident #72's
family. The ADON stated comfort care was like hospice without hospice. If family was not quite ready
for hospice and they do not want life sustaining measures, unless it is a traumatic issue, and will
agree to comfort care, the resident will be placed on comfort care. ADON stated that when a resident
was on comfort care and a change in condition was brought to the attention of the nurse, by a CNA,
the nurse would assess only if the change warrants assessment, such as unresponsiveness, if the
resident's normal BP was 120/70 and is now 200/100, the change would warrant immediate
assessment. The ADON stated that neuro checks were done by the CNA on the floor and the nurse
should do a recheck of the neuros and if not in normal limits the nurse would notify the provider
regardless if the resident was on comfort care. Neuro assessments included hand grips; were grips
the same on both sides, were both sides moving the same, were they responsive. The nurse was to
assess immediately after the first fall. The ADON stated that any change should be reported to the
nurse. It was not acceptable for a nurse to go to the room when notified by a CNA regarding a change
in condition, and say the resident is on comfort care, leave the room and not do an assessment.

During an interview on [DATE] at 11:42 AM, CNA #27 stated she worked 7:00 PM to 11:00 PM shift on
[DATE] and was assigned to the 400 Hall. CNA #27 stated Resident #72 was sick, vomiting and the
(continued on next page)
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resident's sheets were changed during shift. CNA stated Resident #72 was a fall risk, bed was in the
low position, a fall mat was in place and CNAs checked on Resident #72 every 10 minutes. CNA #27
stated Resident #72 was found by CNA #26 lying on the floor on their side with their feet in the bed
and their head was lying on the fall mat and Resident #72 was vomiting. CNA #27 stated she was
notified of the fall by CNA #26 and stayed with Resident #72 while CNA #26 went to get the nurse.
CNA #27 stated she told LPN #6 upon entry to resident's room that Resident #72 was vomiting. LPN
#6 stated that she was aware of Resident #72 vomiting and the resident had already received
medication for vomiting. CNA #27 stated that Resident #72 was no longer vomiting after LPN #6 gave
the resident more medication.

During an interview on [DATE] at 12:51 PM, the DON confirmed that neuro checks were completed for
residents with falls involving hitting of the head and unwitnessed falls. The DON stated that vital
signs were completed by CNAs; the rest of the neuro assessment is done by the nurses.

Review of a Progress Note dated [DATE] at 10:01 PM, revealed Resident #72 received an
[antiemetic] oral tablet 4 mg, take 2 tablets by mouth every 6 hours as needed for nausea and
vomiting (dissolve tablet on top of tongue, then swallow with saliva), signed by LPN #6.

Review of the Medication Administration Record (MAR) dated [DATE], revealed Resident #72
received an antiemetic on [DATE] at 10:01 PM, signed by LPN #6.

Review of a Progress Note dated [DATE] at 11:03 PM, revealed the administration of [antiemetic] to
Resident #72 was effective, authored by LPN #6.

Review of a Progress Note dated [DATE] at 5:22 AM, revealed Resident #72 received [analgesic]
oral tablet 325 mg, give 2 tablets by mouth every 6 hours as needed for fever and/or pain, authored by
LPN #6.

Review of the MAR dated [DATE] revealed Resident #72 received an analgesic on [DATE] at 5:22 AM
for pain at level 5.

Review of a Progress Note dated [DATE] at 7:30 AM, revealed Resident #72 was found on the floor,
parallel to bed, and had vomited on self. Resident #72 was assisted to sitting position, had redness to
left elbow/arm and left side of abdomen. Resident was moved from the floor to the wheelchair and
taken to toilet. Resident #72 complained of nausea and vomited during toileting. Nausea medication
given, initiated neuro checks every 15 minutes for 24 hours and was authored by LPN #6.

Review of a Progress Note dated [DATE] at 8:10 AM, revealed Resident #72 was pale, skin was
warm and moist to touch, dry heaving up yellow green bile with brown colored fluid. Resident #72 was
lethargic with temperature of 99.0, pulse 117 and irregular, respirations 16, B/P 183/109, the provider
was at bedside and was authored by LPN #22.

Review of a Progress Note dated [DATE] at 8:53 AM, revealed Resident #72's spouse was contacted
and the spouse requested transport to hospital emergency department for evaluation of possible CVA
[stroke], authored by ADON.

(continued on next page)
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Review of a document titled Physician Orders for life-Sustaining Treatment (POLST) date prepared
[DATE], signed by physician on [DATE], revealed Do Not Attempt Resuscitation/DNR, (Allow Natural
Death), Comfort Treatment, indicated the primary goal was maximizing comfort. Transfer to hospital
should be requested only if comfort needs cannot be met in current location. Additional orders
indicated Do not transport. No routine labs.

Review of document titled, elnteract Change in Condition Evaluation Notifications Report dated
[DATE] at 5:00 PM by LPN #22 revealed, Resident #72 had a resting heart rate greater than 100 or
less than 50; sudden change in level of consciousness; and diastolic pressure greater than 90 mmHg
(millimeters of mercury) but less than 115 mmHg.

Review of a facility document titled, SBAR Communication Form dated [DATE] revealed incident
began on [DATE] with abnormal vital signs, falls, nausea/vomiting, condition has not occurred
before; vitals 183/109, P 117, R 16, T 99, SPO2 90%; blood glucose 192.0; altered LOC, fall, nausea
vomiting, no changes observed to neurological evaluation, dated [DATE] 8:10 AM. Signed LPN #22

Review of a document titled Emergency Medical Services (EMS) Pre-Hospital Care Report dated
[DATE] at 8:53 AM revealed the EMS unit arrived on scene at 8:57 AM, departed scene at 9:08 AM
and arrived at the hospital 8:15 AM. Provider primary impression was Intracranial &ndash; Stroke
(CVA) Infarction. Advanced Directive listed as DNR or Medical Order Form. Assessment summary
included altered mental status, abnormal cerebellar function, asymmetric strength, left facial
weakness/drooping, left sided weakness, pain, asymmetric smile or droop, left leg
abnormal/weakness motor function, right leg abnormal/weakness motor function, left arm motor
function absent.

Review of a Progress Note dated [DATE] at 9:16 AM, revealed report was called to emergency room,
authored by LPN #22.

Review of the Nurse Schedule for June revealed LPN #22 worked 7:00 AM to 7:00 PM on [DATE] and
was not scheduled for [DATE].

Review of a Hospital Record dated [DATE] at 9:17 AM, indicated Resident #72 presented to the
emergency department with facial droop, with a last known well time of 4:00 AM at the facility.

Facility nursing staff did not report fevers, vomiting, or diarrhea to the emergency medical services
(EMS) crew. Physical exam revealed right facial droop and flaccid (limp) left arm and leg. Computed
tomography (CT) imaging included large parenchymal hemorrhage (bleeding directly into brain tissue)
affecting several areas of the brain. Resident #72 was transitioned to comfort measures only.
Transfer destination inpatient hospice care.

Review of an untitled facility document referred to as Incident and Accident (I&A) with fall protocol,
dated [DATE] at 9:15 PM, indicated Resident #72 was found in room, on floor, lying on left side,
parallel to the bed. Resident had vomited on self, was assisted into sitting position, noted with
redness to left elbow/arm, and left side of abdomen. Resident #72 was assisted to wheelchair and
toileted per request. Resident was nauseated and vomited while toileting. Resident was assisted back
to bed and given an antiemetic. Immediate action taken included Neuros (neurological) checks Q
(continued on next page)
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(every) 15 minutes for 24 hours. Mental status indicated Resident #72 was oriented to person. Injuries

reported indicated No injuries observed post incident. Predisposing factors included fall alarm,

confusion, incontinent, impaired memory, other. Other info included active vomiting before and after

incident.

Review of Resid
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