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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure one resident (Resident #1), in a review of nine 
sampled residents, received care and treatment in accordance with professional standards of practice when 
the resident presented with stroke like symptoms including facial drooping on the left side, slurred speech, 
delayed responses, and left sided weakness on 8/25/25. The Director of Nursing (DON) advised the 
resident's family that given the resident's age, treatment would potentially be limited. The facility failed to 
send the resident to the hospital for evaluation. The resident sustained a stroke and the resident's functional 
abilities declined as a result. Prior to the episode the resident was able to walk with a cane or walker for 125 
feet, transfer from a wheelchair to the bed with minimal assistance and could use three pound weights on 
both his/her ankles during therapy. After the episode the resident was unable to sit for 30 seconds on the 
edge of the bed without support, stand for 10 seconds without support, was dependent on staff for sit to 
stand positioning and bed to chair transfers. The resident had severe mobility impairment and required 
assistance of two staff with a cane to take steps. The facility census was 23.Review of the facility's Notifying 
Clinicians Policy, dated 6/26/24, showed the following:-The purpose of the policy was to ensure the clinicians 
are properly notified of a resident's change in condition and overall health and/or mental status;-The clinician 
shall be notified of changes in conditions, emergent situations, routine diagnostics, and concerns of the 
resident's overall health status that included changes in behaviors, agitation, and anything regarding a 
change in the resident's baseline or condition;-The nurse will initiate verbal communication with the clinician 
when a condition or incident arises with a resident which would warrant an immediate implementation of a 
change in plan of care to include physician advisement or initiation of physician orders to avoid a delay in 
treatment that may cause worsening in condition. Review of WebMD (a health information website that 
provides up to date medical content) showed the following:-Signs of a stroke included one side of the face 
may sag, one arm may droop when both are raised, speech may sound strange or slurred;-If a person 
exhibits signs of a stroke, someone needs to call 911 immediately. Don't call your physician or family 
first;-You should get to the hospital as quickly as possible;-90% of people who have strokes have a blood 
clot that blocks the blood flow to the brain;-Once at the hospital, within 10 minutes a physician will complete 
an exam, within 15 minutes the physician will get blood tests, within 25 minutes a Computed Tomography 
(CT, a diagnostic imaging procedure that uses a combination of x-rays and computer technology to produce 
detailed images of the inside of the body, including the bones, muscles, fat, organs, and blood vessels) scan 
will be done to tell what kind of stroke occurred, and once the physician has the CT results treatment will 
begin;-If an ischemic stroke (when a blood clot blocks an artery in the brain, cutting off blood flow) was 
identified a blood clot busting drug would be administered, but it should happen within three hours of the 
stroke;-If a hemorrhagic stroke (occurs when a blood vessel in the brain ruptures and bleeds into the 
surrounding brain tissue) was identified, surgery may be needed to stop the bleeding. Review of Resident 
#1's undated face sheet showed the following:-The resident admitted to the facility on [DATE];-The resident 
had diagnoses that included unspecified dementia (a chronic condition that causes a decline in mental 
functioning, such as thinking, remembering, and reasoning, to the point that it interferes with daily life), high 
blood pressure, and cognitive communication deficit (trouble participating in conversations and difficulty 
understanding what was said). Review of the resident's Care Plan, dated 6/30/25, showed the following:-The 
resident was at risk for falls. Determine the resident's ability to transfer and initiate fall risk precautions;-The 
resident will be able to communicate basic needs daily. Ask simple questions and clear statements, 
communicate with the resident/family/caregivers regarding the resident's capabilities and needs, limit 
changes to the resident' general routine, and use a calm, gentle approach;-There was no documentation that 
showed the resident had symptoms of muscle weakness or slurred speech. The plan did not show the 
amount of staff assistance needed for the resident. Review of the resident's Significant Change Minimum 
Data Set (MDS), a federally mandated assessment instrument required to be completed by facility staff, 
dated 7/16/25, showed the following:-The resident's cognition was severely impaired;-The resident usually 
understood others and made self-understood;-The resident required supervision for rolling in bed, change 
from sitting to lying positioning, transfers, ambulation, eating, and dressing;-The resident used a cane or 
walker to assist him/her with ambulation;-The resident had no impairments of upper or lower extremities. 
Review of the resident's Occupational Therapy treatment note, dated 8/21/25 at 9:00 A.M., showed the 
following:-The resident was instructed in active range of motion exercises to the left upper extremity that 
required minimal verbal and tactile cues;-The resident transferred from his/her wheelchair to the edge of the 
bed utilizing a single point cane in his/her right upper extremity with minimal assist to safely lower into a 
seated position. Review of the resident's Physical Therapy treatment note, dated 8/21/25 at 2:45 P.M., 
showed the following:-The resident performed seated therapy exercises with three pound ankle weights to 
increase strength for improved activities of daily living such as transfers and improved stability with standing 
activities;-The resident performed gait training throughout the facility with a single point cane that required 
contact guard assist (a method of providing physical support to a person who needed help with balance and 
stability by holding a gait belt (a device used to safely assist a person with balance)) for safety. The resident 
ambulated approximately 125 feet, two times;-The resident performed sit to stand transfer training from 
his/her wheelchair and required minimal assistance for all but one time. Review of the resident's Physical 
Therapy treatment note, dated 8/25/25 at 11:00 A.M. showed the following:-The resident acted very lethargic 
and had slurred speech;-Upon assessment of the resident, he/she needed moderate assistance for bed 
mobility and seemed to have pusher syndrome (a disorder following left or right brain damage in which one 
actively pushes away from the non-hemiparetic side (the side of the body not affected by weakness or 
paralysis), leading to a loss of postural balance) effect with stroke-like symptoms;-The resident drooled, had 
slurred speech, struggled with looking toward the left side, and the left upper and lower extremity movement 
was limited compared to the week before. Review of the resident's Occupational Therapy treatment note, 
dated 8/25/25 at 12:21 P.M., showed the following:-Nursing staff reported they believed the resident may 
have had a stroke;-The resident was trained in left upper extremity exercises and demonstrated increased 
difficulty with exercises including knuckle bend and making a fist. The resident required moderate verbal, 
visual and tactile cues;-The resident was trained in supine to sitting at the edge of the bed with minimal 
assistance;-The resident presented with left lateral lean while seated at the edge of the bed. The resident 
was able to correct with verbal cues but then returned to left lateral lean;-The resident was trained in 
functional transfer from the edge of the bed to the wheelchair utilizing a single point cane and required 
moderate assist for sit to stand and maximum assist for transfer, verbal and visual cues;-The resident had 
difficulty taking steps with the left lower extremity. Review of the resident's progress note, dated 8/25/25 at 
12:32 P.M., written by the Director of Nursing (DON) showed the following:-The resident experienced 
increased confusion and weakness. She requested a urine sample from the physician, and the physician 
approved;-During physical therapy, the therapist and the DON believed the resident experienced stroke 
symptoms. The resident had slurred speech, delayed responses, left sided weakness in the upper and lower 
extremities;-The DON informed Family Member B of the symptoms. Family Member B asked if going to the 
emergency room would help;-The DON told Family Member B that given the resident's age, treatment would 
potentially be limited;-Family Member B informed the DON he/she did not want to send the resident to the 
hospital;-The resident's physician was aware. Review of the resident's medical record showed no 
documentation of an assessment after the resident presented with a change in condition that showed he/she 
had slurred speech, delayed responses and left sided weakness of the upper and lower extremities on the 
left side. During an interview on 10/2/25 at 11:21 A.M. the resident's Family Member B) said the 
following:-On 8/25/25 the DON called between 9:00A.M. and 10:00 A.M. and told him/her the resident had a 
minor stroke;-The DON said therapy had been working with the resident and noticed a change and reported 
it to the DON;-Family Member B asked if the resident should be sent to the hospital and the DON said the 
hospital could do nothing more than the facility could do and that it would not benefit the resident to go to the 
hospital;-Family Member B arrived at the facility and noticed the resident had drooping on the left side of 
his/her face, the resident could not move his/her left arm or leg, and the resident's speech was slow. One 
side of the resident's mouth was not working. The resident had to concentrate on what he/she was 
saying;-Family Member B was shocked by the resident's condition;-On 8/26/25, Family Member B went to 
visit the resident and found him/her on the toilet leaning to the left with his/her left hand in the trash can. The 
resident could not get himself/herself off the toilet;-Family Member B witnessed staff assisting the resident for 
transfers after 8/25/25. During these transfers the resident's left leg and left foot drug the floor. During an 
interview on 10/2/25 at 2:46 P.M. and 10/15/25 at 2:10 P.M. the DON said the following:-On 8/25/25, a 
certified nursing assistant was in the resident's room and told the DON the resident had some 
confusion;-The DON went to the resident's room and noticed the resident had confusion and delayed 
speech. The DON called the physician and explained the resident had confusion and delayed speech and 
asked for an order for a urine sample to check for a urinary tract infection. The physician approved the order; 
-The therapist was working with the resident and told the DON the resident had left sided weakness. The 
DON went to the resident's room and noted the left sided weakness, facial drooping added to the confusion 
and delayed speech; -She called the resident's physician again and explained all the symptoms of left sided 
weakness, slurred speech, facial drooping, and delayed responses, but the DON did not remember what the 
physician said to her;-She called Family Member B and told them the resident had a stroke;-She informed 
Family Member B on 8/25/25 the resident may have limited treatment options at the hospital. She did not 
know that for sure because she was not a physician. Family Member B asked what the hospital would do for 
the resident. The DON said it would be limited treatment; -After they spoke, Family Member B declined to 
send the resident to the hospital;-The protocol for sending a resident to the hospital was the nurse notified 
the DON of a resident's condition, the DON contacted the regional nurse, and they decided if there was 
something that could be done for the resident in house before sending them to the hospital;-She thought she 
had called the regional nurse about this resident's stroke like symptoms. The regional nurse would have said 
to send the resident to the emergency room. She did not call the regional nurse until after she spoke with the 
resident's family. Review of the resident's Significant Change MDS, dated [DATE], showed the following:-The 
resident's cognition was intact; (The resident's MDS dated [DATE] showed the resident had severely 
impaired cognition);-The resident required partial to moderate assistance from staff to roll left to right;-The 
resident required substantial to maximum assistance from staff for sitting to lying positions, chair to bed 
transfers, eating, and toileting;-The resident was dependent on staff for showering and dressing;-The 
resident used a wheelchair for ambulation;-The resident had impairment on one side of his/her upper 
extremity;-On the resident's prior MDS assessment the resident only required supervision for rolling in bed, 
sitting to lying positioning, chair to bed transfers, eating, dressing, toileting and the resident was able to walk 
with a cane or walker. Review of the resident's care plan, dated 9/13/25, showed the following:-The resident 
required substantial assistance from two staff members for bed mobility, dressing and transfers with a gait 
belt (an assistive device used to help safely transfer a person from a bed to a chair and assist with sitting and 
standing);-The resident was dependent on one staff member for locomotion on and off the unit in a 
wheelchair, personal hygiene, and eating;-The resident had impaired physical mobility related to decreased 
strength, endurance, or neurological impairment as evidenced by reliance on a wheelchair for 
movement;-The resident had a diagnosis of dementia. The resident will maintain his/her current level of 
cognitive function. Offer simple one step instruction during tasks and use consistent routines;-The resident 
had a power of attorney (POA) related to his/her cognitive impairment. Provide the POA with clear, 
understandable information about the resident's condition, prognosis, and treatment. Document all 
communications and decisions involving the POA;-No documentation that showed the resident had a history 
of stroke or documentation that addressed the resident's stroke like symptoms that occurred on 8/25/25 or 
the effect it had in his/her mobility and activities of daily living (ADLs). On 9/25/25 the resident transferred to 
a different long-term care facility. Review of the resident's Physical Therapy evaluation and plan of treatment 
(from the new facility), dated 9/25/25, showed the following:-The resident had a stroke like event 
approximately three weeks ago with left hemiparesis (weakness or paralysis on one side of the body), per 
family. The resident was left side dominant;-The resident now presented with severe balance impairment, 
weakness and ataxia (a neurological condition characterized by a lack of muscle coordination and balance) 
in the left lower extremity with decreased coordination and severe mobility impairment;-The resident was 
dependent on staff for sit to stand positioning and chair to bed transfers;-The resident could not sit 
unsupported for 30 seconds with feet flat on the floor and without back support and required moderate 
assistance to sit on the edge of the bed;-The resident could not stand for 10 seconds unsupported;-The 
resident had left hemiparesis with severe lean to the left upon rising to stand and was unable to take steps 
with the cane and required assistance of two staff;-The resident had severe balance and mobility impairment 
and would benefit from strengthening, neurological reeducation, balance and mobility training to reduce 
his/her fall risk and improve functional mobility. Review of the resident's CT scan, dated 10/1/25, showed the 
following:-The clinical indication was weakness and left hemiplegia (a condition that causes paralysis or 
weakness on one side of the body);-Impression: a new area of hypoattenuation (indicated brain tissue that 
has suffered a stroke) in the posterior right frontal white matter suggesting age-indeterminate infarct. During 
an interview on 10/15/25 at 1:30 P.M. the Physical Therapist said the following:-The Occupational Therapist 
told him/her the resident wasn't acting right;-During therapy on 8/25/25 the resident was drooling and had left 
sided weakness and leaned towards his/her left side;-Normally the resident could sit up from a lying position 
to the edge of the bed and transfer to his/her wheelchair. On 8/25/25, the resident was not able to complete 
those tasks without moderate assistance;-After the resident had the stroke like symptoms, he/she continued 
to decline and did not make any more progress with therapy. During an interview on 10/2/25 at 3:02 P. M. 
and 3:30 P.M. the Regional Director of Operations said the following:-She would consider a resident with 
stroke like symptoms an emergency and to send a resident to the hospital. During an interview on 10/8/25 at 
4:06 P.M., the Regional Nurse Consultant said the following:-She did not recall a conversation with the 
facility DON about the resident with a change in condition or stroke like symptoms;-If she would have been 
called, she would have recommended the resident be sent to the hospital for evaluation;-Stroke like 
symptoms were an emergency and a resident should be sent to the hospital;-She would have expected the 
staff to send a resident to the hospital without calling her in that situation. During an interview on 10/9/25 at 
8:55 A.M., the resident's physician said the following:-He did not recall the phone conversation with the DON 
on 8/25/25 regarding the resident's condition;-It was a typical response for him to tell facilities that if family 
wanted a resident sent to the hospital for an evaluation, then send them out. 2630157
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