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F 0580 Immediately tell the resident, the resident's doctor, and a family member of situations
(injury/decline/room, etc.) that affect the resident.
Level of Harm - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
safety interview and record review, the facility failed to immediately consult with the resident's physician;

and notify, consistent with his or her authority, the resident representative(s) when there was a
Residents Affected - Few 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)

for 1 (Resident #1) of 5 residents reviewed for resident rights.- Nurse A did not respond to the Dr.'s
text message on 05/01/26 at 10:12 p.m. when she asked him if it looked like Resident #1 had a
stroke.-Nurse B failed to report Resident #1's change in condition for approximately 12 hours and 36
minutes beginning on 05/01/26 around 10:12 p.m. NP was notified on 05/02/26 at about 10:48 a.m.
and Resident #1 was not transported to the hospital until 05/02/26 at approximately 11:42 a.m.An
Immediate Jeopardy (1J) was identified on 05/09/26. The IJ template was provided to the facility on
[DATE] at 1:30 p.m. While the IJ was removed on 05/11/26, the facility remained out of compliance

at a scope of isolated and a severity level of no actual harm with potential for more than minimal harm
due to the facility continuing to monitor the implementation and effectiveness of their Plan of

Removal (POR).This failure could place residents at risk of not receiving appropriate care and required
notifications being made when there is a change in their condition.Findings included:Record review of
Resident #1's admission Record, dated 05/06/26, revealed a [AGE] year-old female who was
admitted to the facility on [DATE]. Her diagnoses included chronic obstructive pulmonary disease
(lung disease), hemiplegia and hemiparesis (hemiplegia is paralysis of one side of the body, while
hemiparesis is weakness on one side) following cerebral infarction (ischemic stroke and requiring
targeted rehabilitation for recovery) affecting right dominant side, cognitive communication deficit
(occurs when a person struggles to communicate effectively because of impairments in cognitive
processes such as attention, memory, and executive function rather than problems with speech or
language itself, and dysphagia (difficulty swallowing), oropharyngeal phase (initial, automatic stage of
swallowing).Record review of Resident #1's MDS Assessment, dated 02/14/26, revealed a BIMS
score of 14, indicating her cognition was intact. Section B, B0600, Speech clarity, was coded as 1
indicating unclear speech - slurred or mumbled words and Section B, BO700, Makes Self Understood,
was coded as 1 indicating Resident #1 was usually understood - difficulty communicating some words
or finishing thoughts but is able if prompted or given time.Record review of Resident #1's Care Plan,
undated, revealed resident had a communication problem. Interventions for the resident included
allowing adequate time to respond, repeating as necessary, requesting clarification from the resident
to ensure understanding, asking yes/no questions if appropriate, and using simple, brief, consistent
words/cues. Additional interventions included encouraging the resident to continue stating thoughts
even if resident is having difficulty and to monitor for/record cofounding problems such as a decline

in cognitive status and oral motor function.Record review of Resident #1's Change in Condition
Evaluation form, dated 05/02/26 at 11:00 a.m., revealed Nurse C completed the evaluation and noted
Resident #1 showed signs of aphasic speech (impaired communication caused by damage to the
brain's language centers, affecting speaking, understanding, reading, and writing), was easy to
(continued on next page)
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arouse, not able to respond as she normally did, no facial drooping, able to move left arm and leg
which was normal, no respiratory distress, NP ordered to send resident to ER for evaluation and
treatment.Record review of Resident #1's progress note, dated 05/06/26 at 12:59 p.m., revealed on
05/02/26 at 11:00 a.m., Nurse C entered a SBAR Summary for Providers for a CIC. CIC noted Resident
#1's neurological status evaluation as abnormal speech. In addition, the CIC note indicated Nurse C
was informed resident was not acting herself, was easy to arouse, not able to respond as she
normally did, no facial drooping, able to move left arm and leg which was normal, no respiratory
distress, NP notified and ordered to send resident to ER for evaluation and treatment.Record review
of Resident #1's progress note, created date 05/06/26 at 18:58 [6:58 p.m.], revealed Nurse A created
the note as a late entry. Note reflected an effective date of 05/01/26 at 21:35 [9:35 p.m.] and

indicated Resident in bed watching Tv, but not as vocal as normal.Resident started singing and
started speaking garbled English. Dr. [name] notified asked if she appeared to have a stroke. Unable
to answer informed the on coming nurse, that the resident was not vocal and that Dr. [name] wanted
to know if it appears that the resident has had a stroke. Resident viewed again and was singing no
distress at the moment. Nurse agreed to monitor the resident and if any changes to notify the
Dr.Record review of Resident #1's progress note, dated 05/06/26 at 12:59 p.m., revealed on 05/02/26
at 12:30 p.m., Nurse C entered EMS arrived at facility at 11:42A and placed resident on stretcher and
left facility 11:48A.Record review of hospital records, dated 05/02/26 revealed Resident #1 had
diagnosis of altered mental status and acute cerebrovascular accident (CVA). She returned to the
facility on [DATE].During an interview on 05/07/26 at 8:37 a.m., Nurse B said he worked Friday,
05/01/26 from 10:00 p.m. to 6:00 a.m. He said Nurse A gave him resident updates verbally and told
him Resident #1's speech was not clear, and it took her 30 seconds to a minute longer, compared to
her regular baseline to respond. He said Nurse A told him he texted the Dr. [name] and was waiting
for a response from her. He said Nurse A told him to monitor the resident during his shift. He said he
monitored Resident #1 during his shift. He said he monitored her at 10:30 p.m. and resident was
asleep and he checked her vital signs. He said at 1:30 a.m. resident was asleep and he touched her
arm, she blinked, opened her mouth, and went back to sleep. He said at 3:15 a.m., she was asleep, he
touched her arm, she opened eyes and went back to sleep. He said he went to resident's room around
5:00 a.m.-5:30 a.m. He said resident was awake and he tried to speak with her and felt resident's
speech was still not clear and that she was trying to say the words, but her speech was still slurred.
He said he asked Resident #1 if she was okay and she said she was fine, but it took her more than a
minute to answer the question but said he understood her answer. He said he completed a full body
assessment on 05/02/26 at approximately around 5:00 a.m.-5:30 a.m. (documentation could not be
located). He said around 6:15 a.m. he gave Nurse C the shift change report and told him Resident #1's
speech was slurred, that he could not make out the words, and it look like she had seizure activity.
Nurse B said he asked Nurse C to assess the resident and then to call the doctor. He said Nurse C
said he would do the assessment and would then call the doctor about resident's speech. He said he
then left the facility because his shift was over. He said if resident has a physical change he would
ensure treatment and care was provided to Resident #1 when there was a change consistent with
professional standards of practice. During an interview on 05/07/26 at 11:31 a.m., the NP said she
received a phone call from Nurse C around 10:48 a.m. on 05/02/26 about Resident #1. She said Nurse
C told her Resident #1's speech was slurred and that she had a significant change with her speech.
She said Resident #1's speech went from 3-4 words, for example, not feeling good, stomach hurts, get
the hell out of here, but NP said now Resident #1's words were indiscernible. NP said Resident #1
now not being able to speak leads her to believe she had a stroke, but NP said she had not reviewed
the hospital paperwork yet.During a telephone interview on 05/07/26 at 11:49 a.m., the Dr. said Nurse
A messaged her on 05/01/26 approximately around 9:40 pm-10:00pm saying Resident #1 denies any
pain, not herself, sorry to bother you. She said she messaged him back and asked if Resident #1 had
any signs of a stroke, but she said she did not hear back from Nurse A. Dr. said she would have
(continued on next page)
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needed more information to determine what exactly was going on with Resident #1. Dr. said it was
already hard to decipher Resident #1's speech and what she was saying.During an interview on
05/07/26 at 1:20 p.m., Nurse A said he did not complete Resident #1's full consultation with the Dr. on
05/01/26 nor did he complete a full-body assessment on Resident #1 before the end of his shift from
2:00P-10:00P on 05/01/26. He said he texted the Dr. on 05/01/26 at 9:37 p.m. Sorry to bother you but
[resident name] is not herself, denied pain but is speaking in garbled English. He said Dr. [name]
messaged him back at 10:12 p.m. and asked him, Does it look like a stroke? but he said he never
responded back to her question. He said he knew the Dr. would want them to monitor the resident to
make sure she was alright, and if there were any changes to let her know. He said he did not complete
a full body assessment because she could move and she was not in any pain. He said it was time for
shift change and he reported to oncoming Nurse B, what was going on with Resident #1.During an
interview on 05/07/26 at 2:43 p.m., the ADON said when a resident had a change in condition, the
nurse should complete a full head-to-toe assessment, take their vitals, call the doctor to let them
know about the changes and to see if they had any recommendations or new orders, and to notify the
resident's family.During a telephone interview on 05/08/26 at 8:05 a.m., Nurse C said Nurse B did not
report to him that something was wrong with Resident #1's speech or that he suspected seizure
activity during his shift change report or before leaving the facility. Nurse C said he was not positive
but said it was roughly around 8:30 a.m.-9:00 a.m. when he received a phone call from Nurse B telling
him that Nurse A called him and said a CNA (could not recall name) told him Resident #1 may have had
a stroke. Nurse C said he immediately went to Resident #1's room and started talking to her. He said
she opened her eyes, smiled, she was alert and oriented, she moved left arm and leg which was
normal, had no facial drooping, responded to light, but the only thing was she was aphasic (disorder
that impairs the ability to communicate through speech, writing, or understanding language). He said
he messaged the NP, reported Resident #1's symptoms and asked NP if she wanted to send Resident
#1 out to hospital and NP said yes.Record review of the facility's Notification of Changes policy, date
reviewed/revised 05/13/2025, read in part .The purpose of this policy is to ensure the facility

promptly informs the resident, consults the resident's physician; and notifies, consistent with his or
her authority, the resident's representative when there is a change requiring notification. Definitions:
Life-Threatening Conditions: Examples - Heart Attack or Stroke.Compliance Guidelines: The facility
must inform the resident, consult with the resident's physician and/or notify the resident's family
member or legal representative when there is a change requiring such notification.Circumstances
requiring notification include:.2. Significant change in the resident's physical, mental or psychosocial
condition such as deterioration in health, mental or psychosocial status. This may include: a.
Life-threatening conditions, or b. Clinical complications.The Administrator was notified on 05/09/26

at 1:30 p.m., that an 1J was identified due to the above failures and the |1J template was provided. The
following Plan of Removal (POR) was accepted on 05/10/25 at 4:27 p.m.: 5/10/2026[Facility
Name]Plan of Removal - F580 Notification of ChangesThe Facility failed to report 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.

Immediate Corrective Action for Resident #1Resident #1 was assessed upon return on 5/5/26 from
the hospital, including neurological status, vital signs, skin/body assessment, functional status,
communication ability, and swallowing status.Physician/NP orders were reviewed and
implemented.Care plan was updated to reflect change in condition, stroke history, communication
needs, monitoring needs, and interventions. Identification of Other Residents with Potential to be
Affected All residents residing in the facility have the potential to be affected by the alleged deficient
practice. On 5/9/2026 An audit was conducted by the Director of Nursing (DON), Assistant Director of
Nursing (ADON), or designee of current residents with recent changes in condition within the last 30
days to ensure: Appropriate nursing assessments were completed, Physician and responsible party
notifications were timely, Documentation was complete, Orders and follow-up interventions were
(continued on next page)
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implemented appropriately. No other residents were identified with concerns. Systemic Changes
Implemented The facility has implemented the following systemic changes to prevent recurrence: All
Licensed nurses were re-educated by the DON/ADON/Designee on the facility policy for Change in
Condition, beginning on 5/9/2026 and completed by 5/10/2026 or prior to working next scheduled
shift including: Immediate head-to-toe assessment, Neurological assessment when indicated,
Appropriate physician/NP and responsible party notification was initiated immediately upon
recognition of the resident's acute change in status, if the physician, covering physician, on-call
provider, nurse practitioner, or medical director is unable to be reached initiate emergency services
(911/EMS) immediately if the resident demonstrates signs or symptoms of a medical emergency or
worsening conditionDocumentation requirements, Escalation of unresolved or worsening symptoms,
Shift-to-shift communication expectations. (CNA and all personal care staff were educated on the
Change of condition process) Scheduled staff were trained by the ADON and Regional Nurse. Staff
education will be completed by 5/10/2026 or prior to their next scheduled shift.Education included
recognition of signs and symptoms of stroke/CVA and the need for immediate intervention and
emergency services activation when warranted. Policies reviewed for Change in resident conditions,
no changes made. The Regional Nurse reviewed the policy on 05/09/2026Adhoc QAPI held with
Medical Director regarding Immediate Jeopardy. 05/09/2026Education includes nurse responsibility if
the MD does not respond. On 05/11/2026, surveyor confirmed the facility implemented their plan or
removal (POR) to sufficiently remove the 13 by: During observation on 05/10/26 at 1:30pm, showed
how they document, new alert in the resident POC, the appropriate time to document and there is no
expectation time, resident safety is based on making sure their bed is low especially for fall risk,

make sure call light within reach, and everything that they need is close by, make sure everything is
reachable and secured. For dignity and respect she will make sure the residents are dressed nicely,
encourage them to get up, let them look in the mirror, make sure they smell good, treat them how they
want to be treated or how she would want to be treated or treated her mother. Signs of a stroke,
posture is not straight, face is drooping, one side is hurting, and if their speech is off.Record review
revealed on 05/09/26 and 05/10/26, in-service training was initiated on Quality-of-Care
requirements.Record review revealed on 05/10/26, in-service training was initiated with staff over
recognizing a change in condition, reporting to the MD, and documentation of change.During an
interview on 05/10/26 at 12:35am, Nurse D said she works 6:00 a.m.-2:00 p.m., she works all halls,
has been at the facility working since November 2025, a change in condition is anything outside of the
resident's normal baseline, even if they say their stomach is hurting today and it wasn't yesterday.
First she would do vitals, assess the resident, notify the doctor but the doctor comes by daily, they
will call and text the doctor regarding the change, after that she will wait for orders if any and they do
whatever the doctor states, send the resident out, blood work, notify the family and the DON, they are
also completing the SBAR which is the change in condition. She would document right away, and they
also document the new orders and if they get new orders, new appointment and any follow-ups that
were received, they also document in the progress notes for three days pertaining to the status of the
resident. She ensure the resident is safe by doing rounds every two hours but depending on the
severity she would also do 1 hour, they also report during shift change. The report is verbal, but they
are also completing the 24-hour report and it's also in the POC. She will update the 24-hour report and
then she will pass it on to the next shift, she also does clinicals in the morning. The care plan is
reviewed when she come in the morning before she go to the clinical meetings. The expectation for
documentation, accurate, on time, and it needs to be done. The saying is if it is not documented then
it didn't happen. Signs of stoke would be drooling, numbness, weakness in limbs, elevated vitals, and
slurred speech. She ensure residents are treated with dignity and respect by talking to them.
Speaking to them, assisting the aides.During an interview on 05/10/26 at 12:49 p.m. CMA/CNA A, has
been at the facility for 1 year, she mainly does meds and she does the entire building, and she does
CNA work anywhere, change in condition is anything that is not normal behavior for that specific
(continued on next page)
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person, their blood pressure, anything out of baseline, urgent concerns would be to inform the nurse
immediately, if a resident is showing signs of change in condition, she would go to the nurse to the
nurse if the resident is having a change, she would also stay with the resident and call for the nurse,
she wouldn't assess the resident, she would not notify the physician, before going into the resident
room she does review the MAR, she would know the resident had a change by having a conversation,
if they had a change she would be made aware verbally, she stated there is nothing that she would
review before going in and speaking to the resident, they do not have a communication log because it
will normally come from the nurse, she ensures residents are treated with dignity and respect by
knocking, stating her name,, asking if it is okay to check blood pressure and if they are ready to take
their medications.to ensure a resident is safe if fall risk, make sure they are not hanging off the bed,
call light within reach, bed in low position, help repositioning. She can put a progress not on the EMAR
for the resident if a change was experienced while passing meds. There isn't a form that she would
complete if she were to recognize a change from the resident. For a resident with stroke would be
face drooping, limbs cannot be held, and slurred speech. The expectation for documentation is to
complete immediately, right away. She would also inform the nurse verbally. If she passed the
message on she would not document.During an interview on 05/10/26 at 1:01 p.m., Nurse C has been
at the facility roughly three years and only on the weekends 16 hours shifts on Saturday and Sunday ,
identify the change in condition is to look for difference in baseline and the resident may not be
walking, overall look, speech has changed, when a resident is no longer at or doing their normal. If the
resident is having a condition, speak to the resident, check vitals, began assessing, try to speak to
resident, and notice the change as if a resident unable to speak, notify doctor, call 911, received
order, notify ADON, and the administrator, completed the change in condition and then complete a
transfer out form. The expectation for documentation is to complete what is seen and make it
understandable for the next person, documentation should be completed within the live time to paint a
picture. Resident safety was to make sure they have a safe environment, call light within reach,
proper supervision, and monitoring and keep them out of harm's way. They use the dashboard for
every resident they can see the care plan and review any changes, everything is normally downloaded
and placed in the Kardex and will show everything that is needed regarding the resident. For dignity
and respect this is the resident home and interact with them as a person and not a thing. Pull the
curtains, make sure they are covered up, don't talk down to them or belittle them. Signs of stroke,
facial drooping, limbs of weakness, the resident will become stiff and cannot move out of the position
and change in speech. The physician is notified by text and verbal. If severe, they will contact via
telephone. The facility doesn't have a 24-hour report.During an interview on 05/10/26 at 1:26 p.m.,
CNA B has been at the facility almost two years, works 6:00 a.m.-2:00 p.m. and is assigned to hall
300. A change in condition is identified by the resident is not their normal, getting up, not eating, and
she would report it to the nurse. She report to the nurse verbally, and they have an area on the POC
where she can chart, and she will complete the report.During an interview on 05/10/26 at 2:05 p.m.,
CNA C said she works 6:00 a.m.-2:00 p.m., she is PRN and only works the weekends, for change in
condition, if she see the patient with a change and they are not the same, she is big on appetite and
she will see the change and report it immediately, she would also go into the POC and new change
alert and she will document what she saw, and she would stay with the patient and inform the nurse
and she would let the nurse know to assess, she cannot touch them until the nurse will see them, she
will ensure the resident is safe by constantly monitoring and documenting what they do throughout
the shift, with dignity and respect and be polite, she ask them what they want to do, maintain privacy
at all times, give them choices, signs of a stroke she would look for face drooping, in a daze,
non-responsive, and mouth droopy.During an interview on 05/10/26 at 2:31 p.m., Nurse B has been at
the facility about a year and half. A change in condition is anything that happens outside of the
resident normal, difference in behavior, speaking, moving of the body parts. The first thing he would
do the assessment is to head to toe, call the MD, call 911 and following any orders, document the
(continued on next page)
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change in condition, complete nursing note, notify DON and administrator, the appropriate time to
document is in live time and document for understanding and clarity of the next person, for dignity and
respect they inform the resident care is proper, treat them as a normal human being, when they need
help assist the resident, answer call light. Signs of a stroke, face dropping, speech slurred, checking
their body for limpness, checking the resident eyes or changes and pupils. For the incident: he
assessed, the nurse told him about the change in condition and he informed him verbally. If nothing is
documented, he starts to assess and will check the resident. So far he has only done in services.
Stated that he also works 10:00 p.m-6:00 a.m.During an interview on 05/10/26 at 3:00 p.m., the
Administrator said they had been at the facility about 45 days, since being identified, they have
educated the staff starting with the aides/nurses on recognizing signs and symptoms of CVA and
change in condition, appropriate reporting to the change, documentation of the change. In addition,
they been doing rounds that started this morning to ensure staff is aware of the education and
knowing what the expectation is, they have completed audits for the past 30 days for all residents to
ensure no documentation was missed, change in conditions, and check if something that was noted
that they could have possibly missed and she believes that it. At this time, they are going to be here
for the night shift and make sure they understand the education they have received.During an
interview on 05/10/26 at 3:18pm, the ADON had been at the facility for one year, they have
reeducated staff on reporting change in condition, monitoring change in condition, signs and
symptoms for stroke related symptoms, and documentation, they have done rounds with the staff to
listen to the nurses to ensure they were doing shift to shift reports, she has done audits of all

changes in conditions for the last 30 days to make sure notification was there, they do have 24 hour
reports that the nurses should be completing every shift and it should be printed and completed, and
she was here this morning before 6:00 a.m. so she could see the exchange of how staff are reporting,
she has talked about documentation and the expectation of how it should be done and when, the
timeframe that staff have for documenting is as it occurs, stop and watch is used for new alert and
the alert will come on the dashboard and they will verbally inform the nurse and she will follow up to
see what was done and when/how the resident was assessed. The Regional Nurse and Nurse C were
ensuring the in-services were being done.During an interview on 05/11/26 at 3:16 p.m., CNA D said
she works the 10:00 p.m.-6:00 a.m. shift, she is assigned to community and MCU, change in condition
is identified by seeing the patient that slurred speech, anything that they see is different she will
report it to the nurse. If the nurse didn't do anything, they go to the DON. The change is reported by
informing the nurse, stay in the room and have someone let the nurse know, and document in POR the
new alert option. For resident safety she will keep it low position and make sure they are monitored.
Rounds are constant, but no more than 2 hours, they will do it sooner. For dignity and respect, she
knock on the door, identify who she is and what they are going to do. She also try to make
conversation and make sure they have call light within reach and make sure everything that they may
reach for is near. Signs of stroke would be not talk, slurred talk. Expectation for documentation would
be documented in the POC, in live time and when they see the change.During an interview on
05/11/26 at 3:23p.m., CNA E said she works 10:00 p.m.-6:00 a.m., she is assigned to MCU. She said
she would identify a change in condition when she saw something different and would notify the
nurse right away. After notifying, the nurse will assess and then she continue to assist with rounding,
she will document in POC as soon as it occurs. She report changes just by letting the nurse know and
state verbally what she has seen and document. The appropriate time to document is during the shift
or closer towards the end of the shift. residents safety is by making sure they have a clear path,
wheelchairs are put away properly, beds in low position if necessary. Dignity and respect, always call
by their name. for stroke, she will check for face twisted a little bit or if the resident is not able to
respond. She look for a lot of things because her mom had a stroke, so she takes it very
seriously.During an interview on 05/11/26 at 3:34 p.m., CNA F said she works in the community but
mainly in the secured unit, 2:00 p.m.-10:00 p.m. shift. She said a change in condition is identified by
(continued on next page)
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the resident not eating or not as active as they were, she would report to the nurse and document the
change. Sometimes the doctor will come back and ask how the resident has been doing after the
change has been identified. She would document by the POC and new alert. To document the
appropriate time is after she is caring for the resident and she will try to complete every two hours.
Resident safety is by keep everybody together so she can see them and continue to monitor the
residents, make sure nothing is on the floor, don't let the ones in the wheelchair try to get up and walk
on their own, keep things within reach. For dignity and respect she ensure maintain privacy during
peri care, have a conversation with the resident. Some signs of a stroke would be lip drooping, one
side of the limbs weak or the resident not being able to walk, and slurred speech.During an interview
on 05/11/26 at 3:47 p.m., CNA G said she had been at the facility for almost two years, she works
2:00 p.m.-10:00 p.m. shift, and she is assigned to hall 300. She would identify a change in condition
would be for a resident to not be normal such as a wound. She would report the change by POC using
the new alert tab, she would document the change and the resident it is for to what is new or what
has changed. The expectation for documentation is to put in POC and should be done immediately.
After the change, she monitor the resident, notify the nurse. Stay close to make sure the resident
doesn't injure themselves and make sure they are safe. Resident safety would be monitoring,
document, nothing on the floor, make sure the path is clear, call light within reach and if they are used
to getting up she would try to assist if they don't ask for help. For dignity and respect she speak to

the resident, ask questions and tell them the care before starting, and ask them how they feel, and
sleep them clean. Some examples of a stroke would be slurred speech, drooping jaw, and
confusion.The Administrator was informed the Immediate Jeopardy was removed on 05/11/2026 at
4:55 p.m. The facility remained out of compliance at a severity level of no actual harm with the
potential for more than minimal harm that was not immediate jeopardy and a scope of isolated due to
the facility's need to evaluate the effectiveness of the corrective systems that were put into place.
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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure that residents received treatment and care in
accordance with professional standards of practice for 1 (Resident #1) of 5 residents reviewed for
quality of care.-Nurse A noticed a change in Resident #1's speech on 05/01/26 around 9:30 p.m. He
sent a text message to the Dr. at 9:37 p.m. and at 10:12 p.m., the Dr. asked if it looked like resident
had a stroke, but Nurse A did not follow up with the Dr. The Dr. did not follow up with Nurse A.-Nurse
B failed to report Resident #1's change in condition for approximately 12 hours and 36 minutes
beginning on 05/01/26 around 10:12 p.m.-It took Resident #1 a total of 13 hours and 30 minutes to
receive care for a possible stroke. Nurse A noticed a change in condition on 05/01/26 around 9:30
p.m. and Resident #1 was transferred to the hospital by EMS on 05/02/26 around 11:42 a.m.An
Immediate Jeopardy (1J) was identified on 05/09/26. The 1J template was provided to the facility on
[DATE] at 1:30 p.m. While the 1J was removed on 05/11/26, the facility remained out of compliance

at a scope of isolated and a severity level of no actual harm with potential for more than minimal harm
due to the facility continuing to monitor the implementation and effectiveness of their Plan of

Removal (POR).This failure could place residents at risk for a delay in medical treatment, of not
receiving necessary medical care, hospitalization, and death.Findings included:Record review of
Resident #1's admission Record, dated 05/06/26, revealed a [AGE] year-old female who was
admitted to the facility on [DATE]. Her diagnoses included chronic obstructive pulmonary disease
(lung disease), hemiplegia and hemiparesis (hemiplegia is paralysis of one side of the body, while
hemiparesis is weakness on one side) following cerebral infarction (ischemic stroke and requiring
targeted rehabilitation for recovery) affecting right dominant side, cognitive communication deficit
(occurs when a person struggles to communicate effectively because of impairments in cognitive
processes such as attention, memory, and executive function rather than problems with speech or
language itself, and dysphagia (difficulty swallowing), oropharyngeal phase (initial, automatic stage of
swallowing).Record review of Resident #1's MDS Assessment, dated 02/14/26, revealed a BIMS
score of 14, indicating her cognition was intact. Section B, BO600, Speech clarity, was coded as 1
indicating unclear speech - slurred or mumbled words and Section B, BO700, Makes Self Understood,
was coded as 1 indicating Resident #1 was usually understood - difficulty communicating some words
or finishing thoughts but is able if prompted or given time.Record review of Resident #1's Care Plan,
undated, revealed resident has a communication problem. Interventions for the resident included
allowing adequate time to respond, repeating as necessary, requesting clarification from the resident
to ensure understanding, asking yes/no questions if appropriate, and using simple, brief, consistent
words/cues. Additional interventions included encouraging the resident to continue stating thoughts
even if resident is having difficulty and to monitor for/record cofounding problems such as a decline

in cognitive status and oral motor function.Record review of Resident #1's Change in Condition
Evaluation form, dated 05/02/26 at 11:00 a.m., revealed Nurse C completed the evaluation and noted
Resident #1 showed signs of aphasic speech (impaired communication caused by damage to the
brain's language centers, affecting speaking, understanding, reading, and writing), was easy to
arouse, not able to respond as she normally did, no facial drooping, able to move left arm and leg
which was normal, no respiratory distress, NP ordered to send resident to ER for evaluation and
treatment.Record review of Resident #1's progress note, dated 05/06/26 at 12:59:54 p.m., revealed on
05/02/26 at 11:00 a.m., Nurse C entered a SBAR Summary for Providers for a CIC. The CIC noted
Resident #1's neurological status evaluation as abnormal speech. In addition, CIC note indicated Nurse
C was informed resident was not acting herself, was easy to arouse, not able to respond as she
normally did, no facial drooping, able to move left arm and leg which was normal, no respiratory
distress, NP notified and ordered to send resident to ER for evaluation and treatment.Record review
of Resident #1's progress note, created date 05/06/26 at 18:58(6:58 p.m.), revealed note was created
(continued on next page)
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as a late entry by Nurse A. Note reflected an effective date of 05/01/26 at 21:35 (9:35 p.m.) and
indicated Resident in bed watching Tv, but not as vocal as normal.Resident started singing and
started speaking garbled English. Dr. [name] notified asked if she appeared to have a stroke. Unable
to answer informed the oncoming nurse that the resident was not vocal and that Dr. [name] wanted

to know if it appears that the resident has had a stroke. Resident viewed again and was singing no
distress at the moment. Nurse agreed to monitor the resident and if any changes to notify the
Dr.Record review of Resident #1's progress note, dated 05/06/26 at 12:59 p.m., revealed on 05/02/26
at 12:30 p.m., Nurse C entered EMS arrived at facility at 11:42A and placed resident on stretcher and
left facility 11:48A.Record review of hospital records, dated 05/02/26 revealed diagnosis of altered
mental status and acute cerebrovascular accident (CVA). She returned to the facility on

[DATE].During an interview on 05/07/26 at 8:37 a.m., Nurse B said he worked Friday, 05/01/26 from
10:00 p.m. to 6:00 a.m. He said Nurse A gave him resident updates verbally and told him Resident #1's
speech was not clear, and it took her 30 seconds to a minute longer, compared to her regular baseline
to respond. He said Nurse A told him he messaged the Dr. [name] and was waiting for a response
from her. He said Nurse A told him to monitor the resident during his shift. He said he monitored
Resident #1 during his shift. He said he monitored her at 10:30 p.m. and resident was asleep and he
checked her vital signs. He said at 1:30 a.m. resident was asleep and he touched her arm, she blinked,
opened her mouth, and went back to sleep. He said at 3:15 a.m., she was asleep, he touched her arm,
she opened eyes and went back to sleep. He said he went to resident's room around 5:00 a.m.-5:30
a.m. He said resident was awake and he tried to speak with her and felt resident's speech was still

not clear and that she was trying to say the words, but her speech was still slurred. He said he asked
Resident #1 if she was okay and she said she was fine, but it took her more than a minute to answer
the guestion but said he understood her answer. He said he completed a full body assessment on
05/02/26 at approximately around 5:00 a.m.-5:30 a.m. (documentation could not be located). He said
around 6:15 a.m. he gave Nurse C the shift change report and told him Resident #1's speech was
slurred, that he could not make out the words, and it look like she had seizure activity. Nurse B said

he asked Nurse C to assess the resident and then to call the doctor. He said Nurse C said he would do
the assessment and would then call the doctor about resident's speech. He said he then left the
facility because his shift was over. He said if resident has a physical change he would ensure
treatment and care was provided to Resident #1 when there was a change consistent with
professional standards of practice.During an interview on 05/07/26 at 11:31 a.m., NP said she
received a phone call from Nurse C around 10:48 a.m. on 05/02/26 about Resident #1. She said Nurse
C told her Resident #1's speech was slurred and that she had a significant change with her speech.
She said Resident #1's speech went from 3-4 words, for example, not feeling good, stomach hurts, get
the hell out of here, but NP said now Resident #1's words were indiscernible. NP said Resident #1
now not being able to speak led her to believe she had a stroke, but NP said she had not reviewed the
hospital paperwork yet.During a telephone interview on 05/07/26 at 11:49 a.m., Dr. said Nurse A
messaged her on 05/01/26 approximately around 9:40 p.m.-10:00 p.m. saying Resident #1 denies any
pain, not herself, sorry to bother you. She said she messaged him back and asked if Resident #1 had
any signs of a stroke, but she said she did not hear back from Nurse A. Dr. said she would have
needed more information to determine what exactly was going on with Resident #1. Dr. said it was
already hard to decipher Resident #1's speech and what she was saying.During an interview on
05/07/26 at 2:43 p.m., the ADON said when a resident had a change in condition, the nurse should
complete a full head-to-toe assessment, take their vitals, call the doctor to let them know about the
changes and to see if they had any recommendations or new orders, and to notify resident's
family.During a telephone interview on 05/08/26 at 8:05 a.m., Nurse C said Nurse B did not report to
him that something was wrong with Resident #1's speech or that he suspected seizure activity during
his shift change report or before leaving the facility. Nurse C said he was not positive but said it was
roughly around 8:30 a.m.-9:00 a.m. when he received a phone call from Nurse B telling him that Nurse
(continued on next page)
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A called him and said a CNA (could not recall name) told him Resident #1 may have had a stroke.
Nurse C said he immediately went to Resident #1's room and started talking to her. He said she
opened her eyes, smiled, she was alert and oriented, she moved left arm and leg which was normal,
had no facial drooping, responded to light, but the only thing was she was aphasic (disorder that
impairs the ability to communicate through speech, writing, or understanding language). He said he
messaged the NP, reported Resident #1's symptoms and asked NP if she wanted to send Resident #1
out to hospital and NP said yes.Record review of the facility's Licensed Practical Nurse job
description, revised 09/2024, read in part .The primary purpose of the position is to ensure the
highest quality of resident care available.Nursing Duties include. Observation of each participant and
immediately reporting noted changes in their condition to the Program/Health Director.Record review
of the facility's Registered Nurse job description, revised 09/2024, read in part .The primary purpose
of the position is to ensure the highest quality of resident care available.Nursing Duties include.
Observation of each participant and immediately reporting noted changes in their condition to
DON.Record review of the facility's Provision of Quality of Care policy, date implemented 06/10/2025,
read in part .Based on comprehensive assessments, the facility will ensure that residents receive
treatment and care by qualified persons in accordance with professional standards of practice, the
comprehensive person-centered care plans, and the residents' choices.1. Each resident will be
provided care and services to attain or maintain his/her highest practicable physical, mental, and
psychosocial well-being.6. Policies and procedures will reflect current professional standards of
practice. a. All employees are responsible for following established policies and procedures.The
Administrator was notified on 05/09/26 at 1:30 p.m. that an IJ was identified due to the above

failures and the 1J template was provided.The following Plan of Removal (POR) was accepted on
05/10/25 at 4:09 p.m.: 5/10/2026[Facility Name] Plan of Removal - F684 Quality of CareThe facility
failed to ensure treatment and care was provided to Resident #1 consistent with professional
standards of practiceCorrective Action for Resident #1 On 05/02/26, Resident #1 was transferred to
the hospital due to change in speech. Resident #1 was admitted to the hospital on [DATE] and
diagnosed with altered mental status and acute cerebrovascular accident. Resident #1 returned to the
facility on [DATE] with updated orders and interventions. See Medication listed belowThe
interdisciplinary team reviewed and updated the resident's care plan to include monitoring and
interventions related to neurological changes, altered speech, and changes in condition.Resident #1
returned with the following new ordersNorvasc 5 mg Take (1) tablet by mouth daily hold if SBP<110
DBP< 60 and HR < 60 (Added to medication regimen to help better control the blood pressure)Plavix 75
mg Take (1) tablet by mouth daily ( Added to medication regimen for DAPT to help decrease the risk
of future ischemic events)Resident #1 has returned to her baseline functional and cognitive status
prior to hospitalization for acute CVA.ldentification of Other Residents with Potential to be AffectedAll
residents residing in the facility have the potential to be affected by the alleged deficient practice.On
5/9/2026 An audit was conducted by the Director of Nursing (DON), Assistant Director of Nursing
(ADON), or designee of current residents with recent changes in condition within the last 30 days to
ensure: All resident were audited for change in condition none were identified for undocumented
changesAppropriate nursing assessments were completed,Physician and responsible party
notifications were timely,Documentation was complete,Orders and follow-up interventions were
implemented appropriately.No additional concerns were noted.Systemic Changes ImplementedThe
facility has implemented the following systemic changes to prevent recurrence:All Direct Care Staff
were re-educated by the DON/ADON/Designee on the facility policy for Change in Condition, beginning
on 5/9/2026 and completed by 5/10/2026 or prior to working next scheduled shift
including:Immediate head-to-toe assessment,Neurological assessment when indicated, Timely
physician and responsible party notification,Documentation requirements,Escalation of unresolved or
worsening symptoms, Shift-to-shift communication expectations. (CNA and all personal care staff
were also educated on changes in condition process.)Education included recognition of signs and
(continued on next page)
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symptoms of stroke/CVA and the need for immediate intervention and emergency services activation
when warranted, beginning on 5/9/2026 and completed by 5/10/2026 or prior to working next
scheduled shift.Policies reviewed for Change in resident conditions, no changes made. Reviewed by
the Regional Nurse on 5/9/2026.Adhoc QAPI held with Medical Director regarding the Immediate
Jeopardy. 05/10/2026. On 05/11/2026, surveyor confirmed the facility implemented their plan or
removal (POR) to sufficiently remove the 13 by: During observation on 05/10/26 at 1:30pm, showed
how they document, new alert in the resident POC, the appropriate time to document and there is no
expectation time, resident safety is based on making sure their bed is low especially for fall risk,
make sure call light within reach, and everything that they need is close by, make sure everything is
reachable and secured. For dignity and respect she will make sure the residents are dressed nicely,
encourage them to get up, let them look in the mirror, make sure they smell good, treat them how they
want to be treated or how she would want to be treated or treated her mother. Signs of a stroke,
posture is not straight, face is drooping, one side is hurting, and if their speech is off.Record review
revealed on 05/09/26 and 05/10/26, in-service training was initiated on Quality-of-Care
requirements.Record review revealed on 05/10/26, in-service training was initiated with staff over
recognizing a change in condition, reporting to the MD, and documentation of change.During an
interview on 05/10/26 at 12:35am, Nurse D, works 6:00 a.m.-2:00 p.m., she works all halls, has been
at the facility working since November 2025, a change in condition is anything outside of the
resident's normal baseline, even if they say their stomach hurting today and it wasn't yesterday. First
she would do vitals, assess the resident, notify the doctor but the doctor comes by daily, they will

call and text the doctor regarding the change, after that she will wait for orders if any and they do
whatever the doctor states, send the resident out, blood work, notify the family and the DON, they are
also completing the SBAR which is the change in condition. She would document right away, and they
also document the new orders and if they get new orders, new appointment and any follow-ups that
were received, they also document in the progress notes for three days pertaining to the status of the
resident. She ensure the resident is safe by doing rounds every two hours but depending on the
severity she would also do 1 hour, they also report during shift change. The report is verbal, but they
are also completing the 24-hour report and it's also in the POC. She will update the 24-hour report and
then she will pass it on to the next shift, she also does clinicals in the morning. The care plan is
reviewed when she come in the morning before she go to the clinical meetings. The expectation for
documentation, accurate, on time, and it needs to be done. The saying is if it is not documented then
it didn't happen. Signs of stoke would be drooling, numbness, weakness in limbs, elevated vitals, and
slurred speech. She ensure residents are treated with dignity and respect by talking to them.
Speaking to them, assisting the aides.During an interview on 05/10/26 at 12:49 p.m. CMA/CNA A,
said she has been working at the facility for 1 year, she mainly did medication pass for the entire
building, and helped as a CNA anywhere they needed her. She said a change in condition is anything
that is not normal behavior for that specific person, their blood pressure, anything out of baseline,
urgent concerns would be to inform the nurse immediately, if a resident is showing signs of change in
condition, she would go to the nurse to the nurse if the resident is having a change, she would also
stay with the resident and call for the nurse, she wouldn't assess the resident, she would not notify
the physician, before going into the resident room she does review the MAR, she would know the
resident had a change by having a conversation, if they had a change she would be made aware
verbally, she stated there is nothing that she would review before going in and speaking to the
resident, they do not have a communication log because it will normally come from the nurse, she
ensures residents are treated with dignity and respect by knocking, stating her name,, asking if it is
okay to check blood pressure and if they are ready to take their medications.to ensure a resident is
safe if fall risk, make sure they are not hanging off the bed, call light within reach, bed in low position,
help repositioning. She can put a progress not on the EMAR for the resident if a change was
experienced while passing meds. There isn't a form that she would complete if she were to recognize
(continued on next page)
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a change from the resident. For a resident with stroke would be face drooping, limbs cannot be held,
and slurred speech. The expectation for documentation is to complete immediately, right away. She
would also inform the nurse verbally. If she passed the message on she would not document.During an
interview on 05/10/26 at 1:01 p.m., Nurse C has been at the facility roughly three years and only on
the weekends 16 hours shifts on Saturday and Sunday , identify the change in condition is to look for
difference in baseline and the resident may not be walking, overall look, speech has changed, when a
resident is no longer at or doing their normal. If the resident is having a condition, speak to the
resident, check vitals, began assessing, try to speak to resident, and notice the change as if a
resident unable to speak, notify doctor, call 911, received order, notify ADON, and the administrator,
completed the change in condition and then complete a transfer out form. The expectation for
documentation is to complete what is seen and make it understandable for the next person,
documentation should be completed within the live time to paint a picture. Resident safety was to
make sure they have a safe environment, call light within reach, proper supervision, and monitoring
and keep them out of harm's way. They use the dashboard for every resident they can see the care
plan and review any changes, everything is normally downloaded and placed in the Kardex and will
show everything that is needed regarding the resident. For dignity and respect this is the resident
home and interact with them as a person and not a thing. Pull the curtains, make sure they are
covered up, don't talk down to them or belittle them. Signs of stroke, facial drooping, limbs of
weakness, the resident will become stiff and cannot move out of the position and change in speech.
The physician is notified by text and verbal. If severe, they will contact via telephone. The facility
doesn't have a 24-hour report.During an interview on 05/10/26 at 1:26 p.m., CNA B has been at the
facility almost two years, works 6:00 a.m.-2:00 p.m. and is assigned to hall 300. A change in condition
is identified by the resident is not their normal, getting up, not eating, and she would report it to the
nurse. She report to the nurse verbally, and they have an area on the POC where she can chart, and
she will complete the report.During an interview on 05/10/26 at 2:05 p.m., CNA C said she works 6:00
a.m.-2:00 p.m., she is PRN and only works the weekends, for change in condition, if she see the
patient with a change and they are not the same, she is big on appetite and she will see the change
and report it immediately, she would also go into the POC and new change alert and she will document
what she saw, and she would stay with the patient and inform the nurse and she would let the nurse
know to assess, she cannot touch them until the nurse will see them, she will ensure the resident is
safe by constantly monitoring and documenting what they do throughout the shift, with dignity and
respect and be polite, she ask them what they want to do, maintain privacy at all times, give them
choices, signs of a stroke she would look for face drooping, in a daze, non-responsive, and mouth
droopy.During an interview on 05/10/26 at 2:31 p.m., Nurse B has been at the facility about a year and
half. A change in condition is anything that happens outside of the resident normal, difference in
behavior, speaking, moving of the body parts. The first thing he would do the assessment is to head
to toe, call the MD, call 911 and following any orders, document the change in condition, complete
nursing note, notify DON and administrator, the appropriate time to document is in live time and
document for understanding and clarity of the next person, for dignity and respect they inform the
resident care is proper, treat them as a normal human being, when they need help assist the resident,
answer call light. Signs of a stroke, face dropping, speech slurred, checking their body for limpness,
checking the resident eyes or changes and pupils. For the incident: he assessed, the nurse told him
about the change in condition and he informed him verbally. If nothing is documented, he starts to
assess and will check the resident. So far he has only done in services. Stated that he also works
10:00 p.m-6:00 a.m.During an interview on 05/10/26 at 3:00 p.m., the Administrator has been at the
facility about 45 days, since being identified, they have educated the staff starting with the
aides/nurses on recognizing signs and symptoms of CVA and change in condition, appropriate
reporting to the change, documentation of the change. In addition, they been doing rounds that started
this morning to ensure staff is aware of the education and knowing what the expectation is, they have
(continued on next page)
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completed audits for the past 30 days for all residents to ensure no documentation was missed,
change in conditions, and check if something that was noted that they could have possibly missed
and she believes that it. At this time, they are going to be here for the night shift and make sure they
understand the education they have received.During an interview on 05/10/26 at 3:18pm, the ADON
has been at the facility for one year, they have reeducated staff on reporting change in condition,
monitoring change in condition, signs and symptoms for stroke related symptoms, and documentation,
they have done rounds with the staff to listen to the nurses to ensure they were doing shift to shift
reports, she has done audits of all changes in conditions for the last 30 days to make sure notification
was there, they do have 24 hour reports that the nurses should be completing every shift and it should
be printed and completed, and she was here this morning before 6:00 a.m. so she could see the
exchange of how staff are reporting, she has talked about documentation and the expectation of how
it should be done and when, the timeframe that staff have for documenting is as it occurs, stop and
watch is used for new alert and the alert will come on the dashboard and they will verbally inform the
nurse and she will follow up to see what was done and when/how the resident was assessed. The
Regional Nurse and Nurse C were ensuring the in-services were being done.During an interview on
05/11/26 at 3:16 p.m., CNA D works 10:00 p.m.-6:00 a.m., she is assigned to community and MCU,
change in condition is identified by seeing the patient that slurred speech, anything that they see is
different she will report it to the nurse. If the nurse didn't do anything, they go to the DON. The change
is reported by informing the nurse, stay in the room and have someone let the nurse know, and
document in POR the new alert option. For resident safety she will keep it low position and make sure
they are monitored. Rounds are constant, but no more than 2 hours, they will do it sooner. For dignity
and respect, she knock on the door, identify who she is and what they are going to do. She also try to
make conversation and make sure they have call light within reach and make sure everything that
they may reach for is near. Signs of stroke would be not talk, slurred talk. Expectation for
documentation would be documented in the POC, in live time and when they see the change.During an
interview on 05/11/26 at 3:23p.m., CNA E works 10:00 p.m.-6:00 a.m., she is assigned to MCU. She
would identify a change in condition by when she see something different and will notify the nurse
right away. After notifying, the nurse will assess and then she continue to assist with rounding, she
will document in POC as soon as it occurs. She report changes just by letting the nurse know and
state verbally what she has seen and document. The appropriate time to document is during the shift
or closer towards the end of the shift. residents safety is by making sure they have a clear path,
wheelchairs are put away properly, beds in low position if necessary. Dignity and respect, always call
by their name. for stroke, she will check for face twisted a little bit or if the resident is not able to
respond. She look for a lot of things because her mom had a stroke, so she takes it very
seriously.During an interview on 05/11/26 at 3:34pm CNA F works in the community but mainly in the
secured unit, 2:00 p.m.-10:00 p.m. shift, a change in condition is identified by the resident not eating or
not as active as they were, she would report to the nurse and document the change. Sometimes the
doctor will come back and ask how the resident has been doing after the change has been identified.
She would document by the POC and new alert. To document the appropriate time is after she is
caring for the resident and she will try to complete every two hours. Resident safety is by keep
everybody together so she can see them and continue to monitor the residents, make sure nothing is
on the floor, don't let the ones in the wheelchair try to get up and walk on their own, keep things

within reach. For dignity and respect she ensure maintain privacy during peri care, have a
conversation with the resident. Some signs of a stroke would be lip drooping, one side of the limbs
weak or the resident not being able to walk, and slurred speech.During an interview on 05/11/26 at
3:47 p.m., CNA G has been at the facility for almost two years, works 2:00 p.m.-10:00 p.m. shift, she is
assigned to hall 300. She would identify a change in condition would be for a resident to not be normal
such as a wound. She would report the change by POC using the new alert tab, she would document
the change and the resident it is for to what is new or what has changed. The expectation for
(continued on next page)
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documentation is to put in POC and should be done immediately. After the change, she monitor the
resident, notify the nurse. Stay close to make sure the resident doesn't injure themselves and make
sure they are safe. Resident safety would be monitoring, document, nothing on the floor, make sure
the path is clear, call light within reach and if they are used to getting up she would try to assist if
they don't ask for help. For dignity and respect she speak to the resident, ask questions and tell them
the care before starting, and ask them how they feel, and sleep them clean. Some examples of a
stroke would be slurred speech, drooping jaw, and confusion.The Administrator was informed the
Immediate Jeopardy was removed on 05/11/2026 at 4:55 p.m. The facility remained out of compliance
at a severity level of no actual harm with the potential for more than minimal harm that was not
immediate jeopardy and a scope of isolated due to the facility's need to evaluate the effectiveness of
the corrective systems that were put into place.
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