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F 0684 Provide appropriate treatment and care according to orders, resident?s preferences and goals.

Level of Harm - Actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to accurately and appropriately act on a significant

Residents Affected - Few change of condition on 7/7/26 for one of five residents (Resident 1) in accordance with professional

standards of practice and facility's policy and procedure when Resident 1 was admitted to the facility
on [DATE] for rehabilitation and on 7/6/26 Resident 1 was alert, cooperative, progressing with care
goals, and was able to ambulate 25 feet. Resident 1 experienced an acute clinical decline the morning
of 7/7/26 when staff noted Resident 1 was difficult to arouse from sleep, refused to get up and not
able to ambulate, refused meals, and was found to have a high blood sugar. Nursing did not accurately
provide the clinical decline assessment to the physician. Staff notified the physician about the
elevated blood sugar but did not notify the physician of the extent of the clinical decline. On 7/7/26
the physician ordered the administration of insulin for the high blood sugar, for staff to re-check blood
sugar after administering insulin, and monitor Resident 1. On the morning of 7/8/26, Resident 1 was
found unresponsive with shallow breathing, low blood pressure, and low pulse and could not be
aroused with vigorous sternal rub (A physical test used to determine if a person can wake up or feel
pain. This is done by making a fist and firmly rubbing your knuckles up and down the chest bone for a
few seconds). Certified Nursing Assistant (CNA) 1, who found Resident 1 to be unresponsive, twice
requested Licensed Vocational Nurse (LVN) 4 to assess Resident 1's change in condition and LVN 4
did not assess Resident 1. When LVN 4 did not assess Resident 1, CNA 1 then called LVN 2, who
ultimately assessed Resident 1 and initiated a transfer to the hospital for further evaluation. These
failures resulted in not providing the expected level of quality of care and delayed treatment of
Resident 1's clinical decline. Resident 1 was transported to the emergency department (ED) of the
local hospital and admitted to the intensive care unit (ICU- (unit that specializes in close monitoring,
and life support for people with severe, life-threatening illnesses or injuries) where he was admitted
for eight days and intubated (a life-saving medical procedure where a tube is placed into the windpipe
to assist with breathing using a machine) for respiratory failure(when lungs can't move oxygen in or
out). Resident 1 was diagnosed with urosepsis (a life-threatening medical emergency caused when a
urinary tract infection [UTI] spreads to the kidneys and causes a harmful body-wide response), acute
kidney injury (kidneys suddenly lose their ability to filter waste from the blood), encephalopathy
(damage or disease that affects the brain), pleural effusion (buildup of excess fluid between the
layers of tissue that line the lungs and the chest), tachycardia (increased heart rate of more than 100
beats per minute at rest) and hypertension(high blood pressure). Resident 1 has been in the acute
care hospital for 28 days and remains there currently.Findings:During a review of Resident 1's
admission Record (AR- a summary of information regarding a resident which includes patient
identification, past medical history, insurance status, care providers, family contact information and
other pertinent information), the AR indicated, Resident 1 was admitted to the facility on [DATE] with
(continued on next page)
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F 0684

Level of Harm - Actual harm

Residents Affected - Few

diagnoses of Heart failure (heart cannot pump blood well), Atrial Fibrillation (an irregular and fast
heartbeat), Diabetes Mellitus (a condition that happens when your blood sugar, occurs when the
pancreas does not produce enough insulin or the body cannot effectively use the insulin), muscle
weakness, dysphagia (trouble swallowing), Benign prostatic hyperplasia with lower urinary tract
symptoms (enlargement of the prostate gland that causes lower urinary tract symptoms like a weak
urine stream, frequent urination, and trouble starting to urinate) Short term Rehabilitation (a
temporary, therapy program to help patients recover from an acute illness, injury, or surgery with the
primary goal of returning home or to independent living).During a review of Resident 1's Minimum Data
Set [MDS, a resident assessment tool used to identify cognitive (mental processes) and physical
functional level assessment] dated 7/8/26, the MDS indicated, Resident 1's Brief Interview for
Mental Status (BIMS screening tool used to assess resident cognitive level) score was 0 out of 15 (0
- 7 indicated severe cognitive impairment [memory loss, poor decision making skills] 8-12 moderate
cognitive impairment, (13 -15) cognitively intact) which indicated Resident 1 had severe cognitive
impairment.During a telephone call on 7/24/26 at 9:30 a.m. with family member (FM), FM stated
Resident 1 had been admitted to the facility on [DATE] for short term rehabilitation to regain
strength. FM stated that prior to entering the facility Resident 1 was in the hospital for 15 days for
abdominal pain and was diagnosed with urinary retention. FM stated that upon discharge from the
hospital Resident 1 was told to continue with the foley catheter (medical tube inserted into the
bladder to drain urine) that was placed before admission, until he was seen by the physician and
specialists. FM stated the facility staff removed Resident 1's catheter within 24 hours after
admission to the facility. FM stated she informed facility staff of concerns regarding the removal of
the catheter as FM was informed by the hospital staff that Resident 1 required the catheter to urinate
effectively. FM stated that Resident 1 was in the facility for a few days and initially Resident 1 was
progressing with physical therapy. FM stated that Resident 1 was observed walking with a walker
with therapy during his stay. FM stated that Resident 1's prior level of functioning was independent
with walking, dressing, toileting and bathing with supervision when walking. FM stated when
Resident 1 arrived at the facility the goal was to complete physical therapy and discharge home. FM
stated that on 7/7/26 in the afternoon Resident 1 was observed tired, grimacing as if he was in pain,
refusing to eat and his arms were shaking as though he was shivering. FM stated that Resident 1's
change in condition was so severe that Resident 1 had gone from standing with assistance to using a
mechanical lift for transfers. FM stated that the concerns about Resident 1's condition and level of
function were voiced to the facility staff, including the concern with Resident 1's urination without

the catheter. FM stated the facility staff informed them that Resident 1 was in good condition and
stable. FM stated that on 7/7/26 Resident 1's blood sugar levels were high, and he was administered
insulin to stabilize his blood sugar. FM stated Resident was observed again on the afternoon of
7/7/26, where he appeared to look like he was in a coma. Resident 1 was not responsive to FM. FM
stated that LVN 3 was made aware of FM's concern but LVN 3 informed FM that LVN 1 had called the
physician the morning of 7/7/26 and informed the physician that Resident 1 had an elevated blood
sugar. FM stated that LVN 3 informed them that Resident 1's vital signs were stable and if Resident
1's condition deteriorated throughout the night, then the physician would have been called again to
transfer to the hospital. FM stated that the facility called FM on 7/8/26 to inform her that Resident 1
had been transferred to the hospital. FM stated the lack of staff attention toward Resident 1 had
caused immense distress as he had been hospitalized on [DATE] with a severe infection. FM stated
that the facility failed to listen to FM's concerns about Resident 1's health and FM felt as though the
facility was negligent in assessing Resident 1 causing Resident 1 and his family unnecessary pain
(continued on next page)
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F 0684 and suffering. FM stated that the facility staff could have done more for Resident 1 or identified the
immediacy of the situation when FM voiced the concerns of Resident 1's health decline on 7/7/26.

Level of Harm - Actual harm FM stated that Resident 1 was alert, awake and walking before this incident but now he was
not.During review of Resident 1's hospital document titled, Physical Therapy, Occupational Therapy,

Residents Affected - Few Speech Therapy, dated 6/15/26, the document indicated, . [Resident 1] has good prognosis for

discharge to skilled nursing facility(a special type of licensed medical facility that provides 24 hour
nursing care, medical treatment, and physical therapy) for short term rehabilitation.During a review of
the Resident 1's hospital records titled, Discharge Summary, dated 6/30/26, the records indicated, .
Urology (a medical and surgical specialty focusing on the urinary tract) consulted and foley catheter
placed. recommend continue foley catheter at time of discharge. diabetes and hypertension controlled.
labs stable, hemodynamically stable (a person has a stable blood flow, normal blood pressure, and a
steady heart rate that safely supply blood to all major organs), patient at clinical baseline (an initial
measurement or health state recorded before a treatment or study begins) can be discharge to skilled
nursing facility. The record indicated Resident 1 was discharged from the hospital on 6/30/26 to the
facility, with no complications and a recommendation to continue with the foley catheter for
urination.During a concurrent interview and record review on 7/24/26 at 10:17 a.m. with the Director
of Nurses (DON), Resident 1's, Change of Condition (COC) Evaluation, dated 7/7/2026 and 7/8/2026,
were reviewed. The COC dated 7/7/26 indicated, . List the other change, altered mental status with
hyperglycemia (high blood sugar), this started on 7/7/26, Vital signs evaluation. Pulse 109 regular.
sudden change in level of consciousness or responsiveness. heeds more assistance with activities of
daily living. Resident has altered mental status. elevated blood sugar 337 (normal range is 70-100
before eating and 70-140 after eating). The document indicated nursing staff did not document
Resident 1's significant decline in alertness, refusal of meals, decline in activity and level of
cooperation with care. DON stated that on 7/8/26, Resident 1 was transferred to the hospital after
CNA 1 found him unresponsive. The DON stated CNA 1 had entered Resident 1's room for breakfast
and attempted to wake Resident 1 and CNA 1 discovered Resident 1 was unresponsive. The DON
stated CNA 1 immediately informed LVN 4 of her findings. The DON stated that due to LVN 4's lack of
urgency and assessment of Resident 1 after repeated requests from CNA 1, the DON stated LVN 4
was terminated for not completing an assessment of Resident 1 on the morning of 7/8/26 when
Resident 1 was unresponsive.During a concurrent interview and record review on 7/24/26 at 11:14
a.m. with the Director of Rehabilitation (DOR), Resident 1's, Physical Therapy Treatment Encounter
Notes, dated 7/2/26-7/7/26 were reviewed. The notes indicated, . Date of Service 7/2/26, summary
of daily skilled services. skilled interventions focused on bed mobility (functional movements a person
makes to change and adjust their body position while lying in bed) training to increase functional
skills, training in supine (back)/side lying to/from sitting edge of bed and training in safe sit to stand

to sit mobility. The [Resident 1] performed bed mobility tasks with moderate assistance and sit to
stand with maximal assistance. Date of service 7/3/26. Gait (walking) training with four wheeled
walker for 25 feet with minimal assistance. skilled interventions focused on transfer training to
increase functional task performance and strengthening activities. the [Resident 1] performed bed
mobility tasks with moderate assistance and transfers with moderate assistance. Date of service
716/26, [Resident 1] performed therapeutic exercises in sitting using ankle weights to develop
strength and facilitate independence. [Resident 1] performed exercises. with rest breaks. compliant
with skilled interventions. Date of service 7/7/26. [Resident 1] performed transfers with maximal
assistance with 2 staff. [Resident 1] had more difficulty following commands today. Communicated
decline to nursing and DON. The DOR stated that upon Resident 1's arrival at the facility, Resident 1
(continued on next page)
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F 0684

Level of Harm - Actual harm

Residents Affected - Few

was able to stand, pivot and transfer with therapy staff assistance without issue. The DOR stated

that Resident 1 was observed on 7/6/26 smiling, laughing and had walked with therapy assistance
and a walker for 25 feet. The DOR stated that on 7/7/26, Resident 1 was observed lying in bed with
no strength to complete his physical therapy session. The DOR stated that Resident 1's decline was
concerning and was a quick change from his usual self therefore she proceeded to notify LVN 1 of the
observation.During a review of Resident 1's, Nurses Note, dated 7/7/26, the note indicated, (Resident
1) was noted to be declining from a reporting from therapy stating (Resident 1) had declined in
participation and became a full assist and had an overall decline in performance from usual baseline.
(Resident 1) was assessed and noted to be calm and cooperative and alert to baseline. No bladder
distention (organ that holds urine is stretched or enlarged beyond its normal size because it cannot
empty properly) or pain noted upon assessment. (Resident 1) stated he had no pain when palpated
(touched) and that he was good no nonverbal indicators of pain noted. At approximately 2:00 p.m.
(Resident 1) was observed to be less alert than he was from the morning's assessment. Vitals
obtained and were stable and within normal limits for (Resident 1). (Resident 1) was difficult to

arouse verbally but upon a sternal rub (a central painful stimulus used to check a patient's level of
consciousness, check for brain responsiveness, and test motor reactions when milder cues fail)
resident responded with open eyes and stated he was okay. The note indicated Resident 1 had a
noticeable decline in health and had continued to decline during the day. The note indicated the
decline in health was observed by the physical therapists and the nurse on the morning of
7/7/26.During an interview on 7/24/26 at 11:37 a.m. with LVN 1, LVN 1 stated she had taken care of
Resident 1 and was familiar with his care. LVN 1 stated that Resident 1 was able to follow
commands, took his medications without hesitation, had good upper body strength but was weak in
the lower extremities, and was able to sit up in his wheelchair. LVN 1 stated that on 7/7/26, the DOR
notified her that Resident 1 was not acting like himself. LVN 1 stated she proceeded to go to Resident
1's room and observed Resident 1 lying in bed. LVN 1 stated Resident 1 was not responding therefore
LVN 1 proceeded to complete a sternal rub that woke Resident 1 and Resident 1 stated | am ok. LVN 1
stated that Resident 1's vital signs were stable but had an elevated blood sugar of 337. LVN 1 stated
she called the physician to notify him that Resident 1 had altered mental status and was unresponsive
with an elevated blood sugar of 337. LVN 1 stated the physician ordered insulin and blood sugar
checks and labs to be collected. LVN 1 stated that at the time of the change, there was not a concern
for infection as the symptoms of infection included temperature change, high pulse, high blood
pressure, changes in blood sugar levels, pain, burning during urination. LVN 1 stated that Resident 1's
change was drastic and a big difference as to how Resident 1 normally looked. LVN 1 stated that the
initial change began toward the end of her scheduled shift and was unsure when Resident 1's
condition was reassessed or when his blood sugar was rechecked after insulin administration. LVN 1
stated the facility's process for a change of condition was for the nurse to check the vital signs,
assess the resident condition, call the physician and notify them of all findings, continue to monitor
the resident, recheck blood sugar and identify if the condition had not improved and call the physician
again, which was not done. LVN 1 stated it was important to follow physician orders and monitor the
residents because their condition can get worse and the nurses should identify the change as soon as
possible to ensure the residents are treated. LVN 1 stated it was important to assess a resident
thoroughly when a change was identified to prevent a delay in care. LVN 1 stated a delay could have
led to Resident 1 becoming fully unresponsive and could have led to the condition getting
worse.During an interview on 7/24/26 at 12:06 p.m. with LVN 2, LVN 2 stated that on 7/8/26, she
began her shift at around 6:00 a.m. that morning. LVN 2 stated that CNA 1 had approached her and
(continued on next page)
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F 0684 asked LVN 2 to check on Resident 1 as he was not responding. LVN 2 stated she immediately went to
Resident 1's room and observed Resident 1 lying in bed breathing but would not respond to verbal

Level of Harm - Actual harm calls or to sternal rubbing. LVN 2 stated she took Resident 1's vital signs and noticed Resident 1's
blood pressure and pulse were extremely low. LVN 2 stated that CNA 1 called 911. LVN 2 stated she

Residents Affected - Few was not the nurse assigned to Resident 1 on 7/8/26 and LVN 4 was assigned to care for Resident 1.

LVN 2 stated that CNA 1 had reported that she had attempted to alert LVN 4 of Resident 1's condition
first but LVN 4 had not responded to CNA 1's urgency to have a nurse assess Resident 1's condition.
LVN 2 stated that since CNA 1 could not get LVN 4 to go to Resident 1's room, CNA 1 requested LVN
2 assist Resident 1. LVN 2 stated she transferred Resident 1's care to the emergency services and
proceeded to alert the DON of LVN 4's negligence and failure to respond to Resident 1's emergent
condition. LVN 2 stated that Resident 1's condition was so critical that her first instinct was to call
emergency services. LVN 2 stated it was important to complete resident assessments to ensure
residents get the care they need regardless of the severity of the condition. LVN 2 stated if Resident
1's condition would have been assessed sooner; Resident 1 could have received treatment sooner to
improve outcome.During a telephone interview on 7/24/26 at 12:28 p.m. with LVN 3, LVN 3 stated
that on 7/7/26 she was the nurse caring for Resident 1 during the afternoon shift. LVN 3 stated that
on 7/7/26 she had received report from LVN 1 regarding Resident 1's altered mental status that
began that morning. LVN 3 stated she had observed Resident 1's family members in the room with
LVN 1. LVN 3 stated that at the time of the observation she was under the impression that Resident 1
was going to be transferred to the hospital due to his altered mental status and high blood sugar. LVN
3 stated that LVN 1 informed her that Resident 1 was not going to be transferred to the hospital and
instead would remain in the facility for monitoring high blood sugar. LVN 3 stated that on 7/7/26
Resident 1 was observed lying in bed, had visibly declined in mobility and was not eating when staff
attempted to assist him with dinner. LVN 3 stated there was a concern for Resident 1 to potentially
aspirate or choke with dinner due to his decline in health. LVN 3 stated she was approached by FM
asking what was going to happen with Resident 1 and if he would be sent to the hospital due to his
decline in health. LVN 3 stated she had informed Resident 1's FM that LVN 1 had notified the
physician of Resident 1's condition and relayed the physician's orders to FM. LVN 3 stated that she
had informed FM if Resident 1's condition continued to decline, Resident 1 would have been
transferred to the hospital. LVN 3 stated that during the shift Resident 1's condition did not decline
further or require a hospital transfer. LVN 3 stated the facility process was to assess the resident's
condition when there was a change to ensure the change is identified and treated immediately. LVN 3
stated if the change in condition is not identified, the condition can get worse.During a review of
Resident 1's, Nurses note, dated 7/7/26 9:35 p.m., the note indicated, (Resident 1) is on alert charting
(staff tag or flag a resident's chart to track acute changes in condition) for altered mental status and
hyperglycemia. (Resident 1) did not eat dinner and was asleep most of the shift. (Resident 1) BS
(blood sugar) went down to 186 after insulin was administered. The note indicated that LVN 3 had
identified a continued decline in Resident 1's condition when Resident 1 had refused his meal and was
sleeping most of the shift consisting of eight hours. The note indicated Resident 1 was administered
insulin medication that would have lowered blood sugar levels, but Resident 1 had not consumed any
meals on 7/7/26.During a telephone interview on 7/24/26 at 1:00 p.m. with LVN 4, LVN 4 stated she
was the nurse for Resident 1 on the night of 7/7/26 into the morning of 7/8/26. LVN 4 stated when
she arrived for her shift the night of 7/7/26, she was not informed by LVN 3 that Resident 1 had a
change in condition or that he had declined in health. LVN 4 stated throughout the night there was no
change in Resident 1 that had been reported to her. LVN 4 stated that on the morning of 7/8/26,
(continued on next page)
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F 0684 before 7:00 a.m., CNA 1 had approached LVN 4 and informed her that Resident 1 was hard to arouse
and CNA 1 was unable to wake him. LVN 4 stated she went to Resident 1's room and observed him

Level of Harm - Actual harm but did not conduct a thorough assessment. LVN 4 stated that based on her observation she knew
Resident 1 needed to be transferred to the hospital, therefore she proceeded to exit the room and

Residents Affected - Few went to gather paperwork needed for the hospital transfer. LVN 4 stated that LVN 2 and CNA 1 were

with Resident 1 during this time. LVN 4 stated that after observing Resident 1, there was a visible
decline from his normal baseline. LVN 4 stated she assessed Resident 1's condition by visualization
only, and believed she was able to identify the change in Resident 1 with only an observation. LVN 4
stated she had been terminated and accused of neglecting to assess Resident 1, but she disagreed
with the outcome as the previous nurses before her should have identified Resident 1's condition as
well.During a telephone interview on 7/24/26 at 1:24 p.m. with CNA 1, CNA 1 stated she was the CNA
assigned to Resident 1 on 7/8/26. CNA 1 stated the morning of 7/8/26, she received report from the
night shift for the residents she was responsible for which included Resident 1. CNA 1 stated there
were no changes reported during the exchange for Resident 1 from the night shift staff. CNA 1 stated
she had entered Resident 1's room before 7:00 a.m. to obtain vitals and assist him with breakfast.
CNA 1 stated Resident 1 was not responsive when attempting to wake him. CNA 1 stated she
immediately went to LVN 4 who was standing outside the hall next to Resident 1's room. CNA 1
stated she informed LVN 4 that Resident 1 was unresponsive, but LVN 4 did not reply. CNA 1 stated
she proceeded to inform LVN 4 again that Resident 1 was not responding but LVN 4 did not reply or
act on the information provided. CNA 1 stated she was concerned about Resident 1's health and
proceeded to call LVN 2, and informed LVN 2 that Resident 1 was not responding and needed help.
CNA 1 stated that LVN 2 entered Resident 1's room within seconds and immediately assessed
Resident 1's condition. CNA 1 stated she had observed LVN 2 performing a sternal rub on Resident 1
but he was not responding. CNA 1 stated she had assisted with obtaining Resident 1's vital signs and
observed Resident 1's blood pressure and heart rate were low. CNA 1 stated emergency services
were called and arrived within minutes. CNA 1 stated Resident 1 was breathing during the time of LVN
2's assessment. CNA 1 stated she had worked with Resident 1 in the past and was able to identify
that there was something wrong with Resident 1 when he was not responding or moving. CNA 1
stated that prior to 7/8/26 Resident 1 would sit up in his wheelchair, had arm and leg mobility and
was talkative.During a telephone interview on 7/27/26 at 1:42 p.m. with Resident 1's physician, the
physician confirmed that the facility had called to inform him that Resident 1 had a change in
condition that involved an elevated blood sugar. The physician stated he recalled giving an order for
blood work to be completed, blood sugar checks and an order for insulin as Resident 1 had a diagnosis
of Diabetes. The physician stated he did not recall being made aware that Resident 1 was not
consuming meals, hard to awaken, had a decline in mobility and alertness that was observed by
physical therapy, staff and Resident 1's family members. The physician stated that if the facility had
made him aware of the whole situation, the orders given to the facility would have been different. The
physician stated he felt the orders that were given to the facility were standard orders and protocol
for any resident who was experiencing an episode of high blood sugar and had a history of diabetes.
The physician stated he had completed an in-person physical examination of Resident 1 since
admission but could not recall the date. Following the interview, multiple attempts were made to
retrieve the documentation to support the physician's statement that an examination was completed
in the facility for Resident 1, but the facility failed to provide the documentation, indicating the
physical examination by the physician was not completed for Resident 1.During a telephone interview
on 7/27/26 at 2:42 p.m. with the DON, the DON stated the facility process for a change in condition
(continued on next page)
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F 0684 was for the nurse to complete an assessment, notify the physician, resident representative, follow
physician orders and continue to monitor the resident. The DON stated if the resident's condition

Level of Harm - Actual harm changed or declined, the process was to complete an assessment and notify the physician of the
findings again. The DON stated this process applied to any change in conditions identified for all

Residents Affected - Few residents. The DON stated after reviewing Resident 1's documents and sequence of events leading to

his hospital transfer, she believed that the nurses caring for Resident 1 on 7/7/26, followed the
facility process and notified the physician. The DON stated she believed the failure occurred the
morning of 7/8/26, when LVN 4 failed to respond to CNA 1's request for assessment when CNA 1
found Resident 1 unresponsive.During a telephone interview on 7/27/26 at 3:53 p.m. with the
registered nurse (RN), the RN stated she had admitted Resident 1 to the facility and had reviewed the
hospital discharge records prior to arrival to the facility. The RN stated that upon Resident 1's arrival
to the facility, Resident 1 already had a foley catheter in place for urine retention. The RN stated she
had obtained a physician order to remove the catheter for a 24-hour trial and monitoring to see if
Resident 1 was able to urinate without the catheter. The RN stated, Resident 1 was incontinent (lack
of voluntary control over urination) and using a brief therefore the nurses were able to observe
Resident 1's briefs were wet with urine and determined that Resident 1 was able to urinate on his
own without the catheter. The RN stated that on the morning of 7/7/26, she was called by LVN 1 due
to Resident 1's change in condition regarding high blood sugar. The RN stated Resident 1 was
assessed by LVN 1 and the physician was notified of Resident 1's change in blood sugar levels. The
RN stated at the time of Resident 1's change in health, based on the assessment completed by LVN 1,
it was believed that his condition had changed due to elevated blood sugar. The RN stated knowing
the outcome of the change in condition, there were other factors that should have been assessed
such as the refusal of meals and change in alertness. The RN stated that there were no indications
that Resident 1 was experiencing urine retention at the time of the assessment and showed no signs
of infection. During a review of Resident 1, Emergency Department (ED) Notes, dated 7/8/26, the
notes indicated, . Chief complaint altered mental status, respiratory distress. brought Emergency
department from [facility name] for altered mental status. Emergency medical services [EMS]

reports staff at facility reported [Resident 1] was not behaving like his normal self however they

were unable to tell what his baseline is. In route [Resident 1] blood pressure was 279 systolic (part
of the measure of blood pressure that measures the force of blood against your artery walls when
your heart beats, this is typically under 140) and he was tachycardic (fast heart beat). History
unobtainable from [Resident 1] secondary to severity of condition. Physical Exam, first vital signs:
blood pressure, 92/54 (normal is around 120/80), heart rate 172 ( how many times your heart beats
per minute-normal is 60-100), respiratory rate 50 (how many times you breath per minute-normal is
12-20), oxygen saturation 97 % oxygen method bagging (manual artificial ventilation using a bag and
mask to push air into a person's lungs when they are unable to breathe on their own). cardiovascular:
rapid irregular rate, shallow diminished bilateral breath (person is barely breathing). Diagnosis this
visit: Atrial Fibrillation, poorly controlled Diabetes mellitus, shingles (painful blistering viral infection
caused by the same pathogen that causes chicken pox), hypertension, benign prostatic hyperplasia
with urinary obstruction (occurs when an enlarged prostate gland squeezes the urethra [tube that
carries urine out of your body], causing trouble starting a urine stream, and weak flow and incomplete
bladder emptying), acute kidney injury, sepsis (a life threatening medical emergency that happens
when the body has an extreme, harmful reaction to an infection), altered mental status, urinary tract
infection. Intent to admit Intensive care unit (unit that specializes in close monitoring, and life support
for people with severe, life-threatening ilinesses or injuries) . The note indicated Resident 1 was
(continued on next page)
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F 0684

Level of Harm - Actual harm

Residents Affected - Few

admitted to the emergency department in critical condition with multiple areas of health decline
including assistance with breathing and severe infection.During a review of the facility's Lesson Plan
titted, Change of Condition, undated, the lesson plan indicated, . Recognizing and responding to a
change of condition of residents. A change of condition is any decline or improvement in a resident's
physical, mental, emotional, or functional status that differs from their normal baseline. Early
recognition prevents complications, reduces hospitalizations, improves resident outcomes, meets
regulatory requirements, promotes resident safety. know each resident's baseline, recognize subtle
changes early, assess promptly. early interventions improve resident outcomes.During a review of the
facility's policy and procedure (P&P) titled, Notification of Changes, dated 2025, the P&P indicated,
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. Circumstances requiring notification include. Significant
change in the resident's physical, mental or psychosocial condition such as deterioration in health,
mental or psychosocial status. This may include: Life-threatening conditions, or Clinical
complications.During a review of a professional reference (PR) titled, National Library of Medicine-
Chapter 4 Nursing Process, dated 2021, the PR indicated, . Nurses make decisions while providing
patient care by using critical thinking and clinical reasoning. Using critical thinking means that nurses
take extra steps to maintain patient safety and don't just follow orders. It also means the accuracy of
patient information is validated and plans for caring for patients are based on their needs, current
clinical practice, and research. The nursing process is a critical thinking model based on a systematic
approach to patient-centered care. Nurses use the nursing process to perform clinical reasoning and
make clinical judgments when providing patient care.
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