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_2’/9/3] 1§ he following deficigncy relalss to the
investigation of incident #72245. (See code of
Federal Regulations (45 CFR) Part 483, Subpart
B-C).

Complaint #72238 was not substantiated,
F 684 | Quality of Care F 684
$5=G | GFR(s); 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all Ireatment and care provided to
facility residents. Based on the cumprehensive
assessment of a resident, the facliity must ensure
that resldents receive treatment and care in
accardance with professional standargs of
practice, the comprehensive parson-centerad
care plan, and the residents’ choleas,

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and interviews,
the facility fatled to timely assess and pravide
interventions for one (1) of four {4) residents
reviewed. Record review revealed Resident #1
reporied fo staff she thought she had a stroke
and her ability to speak worsened the next few
hours. Staff interviews revealed the nurses did
not prompily address Residant #1's significant
change in condition. The facllity reported a
census of 64 residents,

Findings include:

t

1. According to the Minimum Data Set
assessment (MOS), dated 10/26/2017, Resident [
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#1 had no cognitive impalment and no difficulty
being understood or understanding others. The
MDS revealed Resident #1 had no signs or
symptoms of delirium. The resident required the
asslstance of two staff to transier and drass and
had diagnoses Including an artificiat hip joint and
depression.

The Progress Noles dated 10119117 & 10123117
revealed Resident #1 had been admitted to the

F 684

nursing home from the hospital after hip surgery.
Tha resident demonstrated she was alert and
orfented.

The Progress Notes effective date 10/29/1G7 at
1:20 p.m,, created at 2:18 p. m. by Staff C
documented & CNA (Certified Nurse Aide)
reported the resident states 'l feel like ! had a
stroke”. The resident had slummed speech, delayed
thought process, aphasia, hand grips equal and
strong, and pupils dilated with assessment
(vitals), CNA's reported yeslerday the resident's
talkad normal. The resident wished to go to the
hospital. Physiclan notified and order received it
family agrees.

The Progress Nole sffective date 10/20/2017 at
9:30 a.m., created by Staff B on 10/29/2017 at
4:07 p.m. reporied the resident sat in the recliner
in the room, requested medications be given
whols in apple sauce and then without apple
sauce, alert and oriented to self and pleasant,
The resident had easy and unlabored
respirations, grips strang and equal, regular heart
thythm; will continue to monitor, -

Hospital Recomds included;

L
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Discharge Documentation - Admit date
10/29/2017. Reason for visit: Stroke. Final
Diagnoses: cersbral infarction dua to carebral
venous thrombasis (CVT), nonpyogenic, artificial
hip joint, fong term (current) use of
anticoagulants, acute post hemorrhagic anemia,
The Emergency Documentation Included:

History of Present lllness: Presents with troubls
speaking from the nursing home. Mursing home
notified family af 1 o'clock p.m., but nursing home
staff reported Resident #1's symptoms staried
early when the resident was unable to speak on
examination or able to follow commands, Last
seen normal araund B:00 a.m. Starled with
slurred speach and hard time finding words at
0:30 a.m. Stopped talking around 12:00 noon.
Famlly notified at 1:10 p.m. Transported to
emergency department for evaluation, The
resident did not have histary of stroke; howaver
the resident had a right hip ravision 2 weeks ago,

During an intervisw on 1/31/2018 at 2:57 p.m. via
phone, Resident #1's family member said the
resident had a stroke that affected his/her
speech. The resident retumned home since
December 2nd 2017, From the hospital, the
resident went o a (differant) nursing facility for
therapy and speech continuag working with the
resident at home,

During an interview on 2/2A18 at 11:30 a.m,, the
Physician reported checking the emergency room
records and sald staff should have notified the
physitian and followed up when the resident had
a change in condition. The resident's speech was
difficult at 8:30 a.m., and then stopped speaking
later. The physician reporied the residant is 94 ;
years old and current on anticoagulant therapy, |
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i and he would not have recommencded treatment

with tPA (tissue plasminogen activator) as it's
contraindicate.

During an Interview on 2/1/2018 at 5 o'clock p.m.,
Director of Nursing (DON) revealed the

! investigation showed the progress note dated
| Sunday, 10/29/2017 at 9:30 a.m. had actualiy

besn created at 4:07 p.m. by Staff B, RN. Siaff B
also entered the vitals for Resident #1 into the
resident’s record at 3:34 p.m. when hefshe
returned to ths facility (later that day),

The progress nple dated 10/29/2017 had betn
created by Staff G, LPN (Licensed Practical
Nurse) at 1:20 p.m..

Staff C came lo the DON on Monday, 10/30/2017
and voiced a concem regarding Staff B, Residant
#1's family member also came to the facility and
voicad a concern. The DON checked the
pragress note at 9:30 a.m. and it failed to identity
a concern at the time.

Staff B sald hefshe (old Staff C and Staff € said

¢ hefshe had not been told about the resident. Staff
; G had checked the progress notes and saw no

notes. The DON told Staff B that he/she should
have called the physician when a resident
reported feeting as if they had a stroke. The
facility suspended Staff C for a delayed
assessment.

Staff D's written documentation dated 10/31/17
ah the Risk Management Statement form
revaaled the following for the events on 10/28/17:
Around 2:00 to 9:30 a.m. she answered Resident

- #1's call light and the resident reported she felt

{ike she had a stroke. Staff D went to get Staff B
who was nearby and she came right away. Staff
D was asked to get the vitals cart and when she
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did, she watch Staff B compiate vitals and then
Staff B told her she was going te consult with

; Staff C who was in the dining room. Staff B told
Staff D they ware jugt going to watch Resident #1
for the time being, Staff D was not with Staff B

: when she spoke with Staff C,

At 11:00-11:30 a.m. Staff D noticed Resident #1's
speech was not the same as had been in the
maming and she told Staf C who reported "ok,
Staff D did not see Stafi C go in and assess
Resident #1.

At noon, Staff D lold Staff £ that her speech had

i golten worse and no one ssemed concerned or
had locked in on Resident #1. Staff E and her
tried to get Rasident #1 to tell them what was
wrong and they could barely make out what she
was saying. They obtained vitals and gave them
to Staff C. Staff D didn't see Staff C go into
Resident #1's room,

Around 1:30-1:45 p.m., Staff G asked them 1o get
Resident #1 ready for ER (emergency room)
transport.

During an intarview on 1/31/2018 at 2:30 p.m.,
Staff D, CNA reported sometime after breakfast
and before lunch betwaen Resldent #1 had the
call light on and sald " had a stroke", Staff O
reported this to Staff B, RN and Staff B did an
assessment with Staff D present. Staff D said
Staff B talked fo Staff C, LPN.

Staff £, Medication Aide took aver when Staff B
left. The resident had the call light on agaln and
Staff D reporited it to Staff C. Staff C, in the dining
reom, had asked staff to check the resident's
vitals. Staff D and Staff E checked the resident's

! vilals and reported to Staff C. The rasident's

i speech had been affected. Staff D said Staff C
should have responded quicker. Staff C called the
ambulance to transfer the resident,

F 684
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During an interview on 1/31/2018 at 2:15 p.m,
Staff B, RN reported working on 10/29/2017 from
& a.m. until 10 a.m. and retumed at 2 p.m.

near the end of the 10 a.m. shilt, Staff B went into
Resident #1's room and administered his/her pills
with no problem. About 15 minutes later, S5taff D,
CNA came to Staff B and said Resident #1 was
not fesling well. Staff D and Staff B went into the
resident's room. The resident had narmal vital
signs, denled pain and said he/she did not really
know what was wrong. Staff B went into the
medication room and told Staff C the vital signs
were fine and hand grips were ngrmal. The
residant never mentioned feeling as though
hefshe had a stroke. When Staff B returnied o the
facility at 2 p.m., the ambulance had arrived and
he/she haard Resident #1 went to the hospital,
Stafi E said the resident sat up for lunch and after
that, slopped talking. The hospital calied and
asked when the resident's symptoms started.
Staff B reflayed the informatian that Staff E
reported,

During an interview at 2/1/2018 at 3:55 p.m., Staff
C, LPN reported the facility terminated his/her
employment. Staff C normally did MDS's at the
facility but agreed to wark on 10/29/2017 from 6
a.m. until 2 p.m. on B wing. Resident #1 resided
on Awing. Staff C had not met the resident prior
to that day. Staff B worked A wing, Staff C
overheard Staff D tell Staff 8 that Resident #1
reported fagling like he/she had a stroke and did
not feel well. Staff B reported to Staif C that the
resident's vitals were narmal. Staff C told Staff B
to do what she thought needed to be done. Staff
B walked away and Sfaff C conlinued with
passing medications. Staff F, CMA (Medication
Aide) replaced Staff B at 10 o'clack, When Staff

F 684
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€ went io the dining room to manitor funch afler
12 o'elock, staff came and reported Resident #1
had an increase in symptoms. Around 12:50 p.m,
Staft F gave Staff C Residant #1's vitals. That
was the first Staff C knew of the conicern. Staff C
went to the resident's room and called the
physician. Staff C checked the progress notes
and Staff B failed to document eardler. The
physician ordered the resident be sent to the
emergency raom. Staff B said the resident was
fine when she left at 10 a.m, Staff C felt frustrated
because Staff B falled to report the resident's
assessment, Staff B documented late and
incorrectly. Staff £, CNA never came to report a
concern and Staff D never reported anything until
closer to 1 o'clock p.m. Nobody told Staff C at
11:30 am. as reporled,

Buring an interview on 1/31/2018 at 1:40 p.m.,
Staff E, CNA said around 11:30 a.m., Staff D
came and said something was wrong with
Resident #1. Staff E want in and the resident
mumblad "siroke”. The resident failed to speak
clearly, a change in condition. Staff E reported the
findings to Staff F, Med Aide. Staff F asked Staff
€ to get & set of vitals. The vilals appeared
normal excepl far a slighlly elevated temperature.
Staff E reported fo Staff F and abserved S1aff Cin
the dining raom passing pills. Staff E told Staff F
that the resident had a stroke and she neaded to
tend to the resldent. Staff E never said anything
to Staff C. Staff E went and hald the resident’s
hand and tried lo camfort the rasident for abaut
an hour. Lunch {rays are served at 11:308.m,
and Staff E naver saw & lunch fray in the
resident's room, At 12:30 p.m., Staff C entered
the resident's room, Staff & told Staff C the
resident had a stroke, failed to speak and had a
droopy left face. The residant nodded "Yes" (up
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and down) when asked if she wanted to go to the
hospital, Staff E heard the resident went to
another facility.

During an interview on 1/31/2018 at 3:15 p.an.,
Staff F, Medication Aide reported working on
10/29/2017 &t 10 o'slock a.m,

Staff F racelved a report from Staff B and failed to
recall anything spacific. Araund 11:30 a.m., Staff
E came and said Resident #1 ad something
galng on and falled fo talk. Staff F chacked the
resident wha appeared distressed. Staff F
reperted {o Staff C and Staff C said Staff B had
laken care of it prior to leaving. At 12:05 p.m.
Staff F checked the rasident again and observed
her shaky and not able to tatk, Statf F asked Staff
E to check vitals and reported to Staff C. Around
1 o'clock p.m., Stafi C called the physician and
sent the resident to the hospital.
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This plan of correction does not constitute an admission or agreement by the provider of the
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correction is prepared solely because it is required by State and Federal Law.
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It is the practice of Cedar Falls Health Care to ensure that assessments are performed timely
and timely interventions are put in place.

#1- Resident #1 no longer resides at Cedar Falis Healthcare, no further action necessary.

#2- The Director of Nursing reviewed health status through progress notes review for current
residents over past 30 days to identify any resident with change in condition. Education
completed on 2/12/18 to nursing staff regarding appropriate assessments and interventions far

significant condition changes.

#3- Director of Nursing and/or designee will conduct resident reviews and hold staff huddle
meetings to identify resident condition changes and assessment needs three times per week for
one month then two times per week for ane month followed by ane time per week for one
month and randomly thereafter.

#4- The Director of Nursing and/or designee will report on the progress of this plan of
correction to the Quality Assurance Performance Improvement Committee for three months to

ensure angoing compliance.




