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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 30687

Based on interview and record review, the facility failed to monitor a full code resident who was diagnosed 
with COVID-19 (an infectious disease caused by the SARS-CoV-2 virus), in accordance with their policy 
(Resident #1). The facility did not document assessments of symptoms, vital signs, oxygen saturation levels 
and respiratory symptoms. The sample was four. The census was 57. 

Review of the facility's Change in Condition Policy, dated February 2012, showed the following:

-Policy: It is the policy of the facility that resident change in condition will be assessed promptly and follow up 
activity will occur as appropriate and in a timely manner;

-Definition:

 -Change in condition is defined as an improvement or decline in the resident's physical, mental or 
psychosocial status that affects less than two areas of activities of daily living;

 -Significant change is defined as an improvement or decline in the resident's physical, mental or 
psychosocial status that affects two or more areas of activities of daily living;

-Procedure:

 1. The staff person who first notices the change reports resident change in condition immediately to the 
licensed nurse.

 2. The licensed nurse assesses the resident including vital signs and notes signs and symptoms, regarding 
physical and mental changes in condition.

 3. The results of the assessment, including the vital signs, signs and symptoms and any physical and/or 
mental changes in condition are documented in the resident's medical record.

 4. The resident's primary physician or designated alternate will be notified immediately of any change in 
resident's physical or medical condition, this includes:

 a. Need to alter treatment (i.e. need to discontinue an existing form of treatment due to adverse 
consequences or to commence new form of treatment);
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 b. A decision to transfer or discharge from the facility.

Review of the facility's Management of Residents with Confirmed & Suspected COVID-19 Infection and 
Duration of Transmission Based Precautions, dated [DATE], showed the following:

-Policy: The facility will manage resident placement and duration of Transmission Based Precautions to aid 
in the prevention of the transmission of COVID-19:

-Residents with Confirmed and Suspected COVID-19:

 -Increase clinical monitoring to every shift: Assessment of symptoms, vital signs, oxygen saturation levels, 
and respiratory exam. Residents that are suspected but not yet confirmed shall be clinically monitored daily 
and increased to every shift if they develop a fever or COVID-19 symptoms.

Review of Resident #1's annual Minimum Data Set (MDS), a federally mandated assessment instrument 
completed by facility staff, dated [DATE], showed the following:

-Moderate cognitive impairment;

-No moods or behaviors;

-Dependent with activities of daily living (ADLs);

-Diagnoses of congestive heart failure, high blood pressure and Alzheimer's Disease. 

Review of the resident's nurse's notes, dated [DATE] at 6:55 P.M., showed the resident tested positive for 
COVID-19. The resident's physician was notified. New orders were received for paxlovid (treatment for 
COVID-19) ,d+[DATE] milligram (mg) tablet, (150 mg x 2)-100 mg; Amount to Administer: two tablets by 
mouth. The resident was in bed resting at this time. The resident had a appetite poor. Fluids were 
encouraged and vital signs charted within normal limits. 

During an interview on [DATE] at 10:06 A.M., Certified Nurse Aide (CNA) D said the resident did not seem 
like him/herself on [DATE]. The resident was more down and depressed than usual. He/She reported this to 
Registered Nurse (RN) G. CNA D said he/she was not taking vital signs, the Charge Nurse should take vital 
signs. He/She was aware the resident had COVID-19. 

During an interview on [DATE] at 12:08 P.M., RN G said a CNA reported to him/her the resident did not eat 
breakfast and this was not like the resident. RN G said he/she decided to give the resident a COVID test on 
[DATE] and it came back positive. He/She passed the information on in report to the evening shift and called 
the resident's family. RN G said he/she took the resident's vital signs and they were within normal limits. The 
vital signs should have been documented in the resident's medical record. RN G said the Charge Nurse 
should take the resident's vital signs every shift and record them in the resident's medical record. RN G was 
not aware the resident's vital signs were not documented. RN G said he/she did not remember working the 
next day. 

Review of the resident's medical record, showed no documentation of the resident's vital signs. 
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Review of the resident's care plan, showed no documentation of the resident's diagnoses of COVID-19. 

During an interview on [DATE] at 10:34 A.M., CNA B said he/she was assigned to the resident on [DATE] on 
the evening shift. The resident was lethargic and this was normal for the resident. He/She gave care to the 
resident with no concerns. CNA B said he/she was new to the facility. He/She did not report anything 
because he/she did not think there was anything to report. He/She did not get vital signs. The Charge Nurse 
should get the vital signs. 

Review of the next nurse's note, dated [DATE] at 7:52 A.M., showed the CNA notified the nurse and said 
during perineal care, the resident became unresponsive. The Charge Nurse entered resident's room at 4:20 
A.M. The resident had no rise or fall of his/her chest, he/she was pulseless and unable to obtain vital signs. 
Cardiopulmonary Resuscitation (CPR, a medical emergency first aid procedure to help someone whose 
heartbeat and/or breathing has stopped by performing chest compressions, intubation, and/or defibrillation) 
was initiated. A call placed to 911 at 4:21 A.M. and 911 arrived 4:29 A.M. and took over CPR administration 
which was unsuccessful. The time of death was called 4:51 A.M. The resident's physician was notified of 
above and named the cause of death as COVID-19. A call was placed to the resident's family. 

Review of the resident's medical record, showed no documentation on ,d+[DATE] through [DATE] of 
monitoring, assessment or vital signs to the resident's change of condition

During an interview on [DATE] at 10:14 A.M., Licensed Practical Nurse (LPN) A said a CNA came and got 
him/her and said the resident had expired during perineal care. He/She went to assess the resident and 
found the resident unresponsive. He/She started CPR with CNA C. Another nurse called 911 and they 
arrived and took over. The resident had expired. The resident did not eat much at lunch but did not have any 
complaints. At 12:28 P.M., LPN A said he/she saw the resident around 3:00 P.M. to 4:00 P.M. on [DATE]. 
The resident was breathing fine. LPN A said knew the resident had COVID-19 and was not at his/her 
baseline. The resident was usually very talkative. The Charge Nurse should have obtained vital signs from 
the resident each shift. LPN A said he/she left for the evening and came back later on [DATE] to work the 
night shift 11:00 P.M. to 7:00 A.M The resident was sleeping at that time and did not show any signs of 
concern. LPN A said he/she usually takes vital signs at the end of the shift which would be about 4:00 A.M. 
to 6:00 A.M. He/She saw the resident sleeping and did not want to wake the resident so the vital signs were 
not obtained. He/She did not see any concerns with the resident. He/She did not know what the facility's 
policy was on the timeframe of taking vital signs. 

During an interview on [DATE] at 2:12 P.M., CNA C said he/she came on shift at 11:00 P.M. on [DATE]. 
He/She did rounds at that time and the resident was breathing properly. CNA C went to do rounds at 
approximately 4:00 A.M. and went to give the resident perineal care and found the resident was not 
breathing. He/She went to get LPN A and they initiated CPR. CNA C said he/she did not get vital signs on 
his/her shift. LPN A should get vital signs. CNA C said he/she did not remember anything being wrong with 
the resident. 
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During an interview on [DATE] at 3:07 P.M., Physician F said he/she may have gotten a call from the facility 
regarding the resident having COVID-19, he/she did not remember. The facility was good about keeping 
him/her updated. He/She expected the facility to follow their COVID policy with the resident being a full code 
and call if there was a change of condition for further instruction and orders. The resident was elderly and 
any major illness such as COVID could have taken the resident. 

During an interview on [DATE] at 12:10 P.M., the Director of Nursing (DON) said she expected the facility's 
COVID Policy and Change of Condition Policy to be followed as written. The DON expected the Charge 
Nurse to use nursing judgment to obtain the vital signs each shift. The purpose of obtaining vital signs would 
be to help monitor the resident for any change of condition. If there was a change of condition, the resident's 
physician should have been notified for further instructions. 
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