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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility documentation, facility policy and interviews for one (1) of three (3) sampled 
residents (Resident #1) reviewed for a change in condition, the facility failed to ensure the provider was 
notified at the time a change in behavioral symptoms was noted. The findings include:Resident #1's 
diagnoses included dementia with behavioral disturbances, anxiety, major depressive disorder, centrilobular 
emphysema (damage to the air sacs in the center area of the lungs which can spread outwards and leads to 
difficulty breathing and reduced oxygen supply to the bloodstream) and congestive heart failure. The 
Resident Care Plan dated 10/9/25 identified Resident #1 had chronic progressive decline in intellectual 
functioning characterized by deficit in memory, judgment, decision making and thought process' related to 
dementia with psychotic disturbances, displayed inappropriate behavior and at times refused to wear 
supplemental oxygen, refused medication and could be resistive to care. Interventions included 
administering medications as ordered by the provider, observing for and reporting changes in cognitive 
status to the provider, redirecting the resident's undesirable behavior and if he/she was resistive to or refuses 
care, leave and reapproach the resident in five (5) to ten (10) minutes. The quarterly Minimum Data Set 
assessment dated [DATE] identified Resident #1 had a Brief Interview for Mental Status (BIMS) score of 
eight (8) out of fifteen (15) indicating some memory recall deficits, disorganized thinking, difficulty focusing 
attention, had not exhibited behavioral symptoms in the past seven (7) days and was independent with bed 
mobility, transfers and ambulating. The nurse's note dated 12/27/25 at 12:57 AM identified a nurse aide 
changed Resident #1's bed sheets due to the sheets being soiled and Resident #1 became angry and threw 
the linens out into the hallway stating he/she did not want new linens. The note reported that staff attempted 
to redirect Resident #1 twice. The nurse's note dated 12/27/25 at 1:09 PM identified Resident #1 was given 
fluids with the lunch meal and threw them all over the floor and began screaming at the nurse aide. Review 
of the clinical record from 11/28/25 through 12/26/25 failed to identify any previous angry outbursts from 
Resident #1 or that the nursing supervisor or the provider were notified on 12/27/25 of Resident #1's change 
in behavior. The nurse's note dated 12/29/25 at 2:25 AM identified Resident #1 became very upset when the 
oxygen tubing was changed and the charge nurse later re-approached Resident #1 and explained why the 
tubing had to be changed and Resident #1 settled down. The Advanced Practice Registered Nurse (APRN) 
note dated 12/29/25 at 4:42 AM identified nursing called her to report Resident #1 became agitated when the 
oxygen tubing was changed and the extension set to make the tubing longer was thrown away. The note 
indicated Resident #1 returned to the bedroom and may have lit a part of his/her bed on fire and the fire was 
self-extinguished by the time the nursing staff responded to the room. The note identified Resident #1 was 
placed on one (1) to one (1) monitoring and no other matches were found and she ordered a continuation of 
the 1 to 1 monitoring, a psychiatric evaluation to be completed in the morning and to notify the provider of 
any further change in condition. The nurse's note dated 12/29/25 at 1:45 PM identified at 7:00 AM Resident 
#1 was transferred to the hospital after making a threatening statement towards the building. The note 
indicated Resident #1 was extremely agitated, throwing things, yelling at staff and the provider and Resident 
#1's responsible party were made aware. The hospital documentation dated 12/29/25 identified Resident #1 
presented to the emergency department for evaluation of agitation, complaints of feeling unwell, and 
concerns for a bladder infection. The emergency department note identified the crisis team was consulted 
regarding Resident #1's agitation and the report that Resident #1 had set his/her bed on fire. The note 
indicated Resident #1 was diagnosed with a urinary tract infection and started on antibiotics and Resident #1 
was cleared by the crisis team and deemed safe to return to the facility. The nurse's note dated 12/31/25 at 
8:21 PM identified Resident #1 returned to the facility. Interview with the charge nurse, Licensed Practical 
Nurse (LPN) #2, on 1/2/26 at 11:56 AM identified although Resident #1 was unusually angry on 12/27/25, 
she did not report Resident #1's outbursts to either the nursing supervisor or provider, stating she attributed 
Resident #1's behaviors to not liking change. LPN #2 stated she documented Resident #1's behaviors in the 
psychiatric APRN book even though she knew they were not set to visit the facility again for three (3) more 
days. LPN #2 reported looking back, she should have notified the nursing supervisor on 12/27/25 so the 
on-call provider could have been notified of Resident #1's change in behavior, explaining Resident #1 was 
unable to be redirected and had no available as needed medication to calm him/her down. Interview with 
LPN #1 on 1/2/26 at 1:47 PM identified although Resident #1 had a history of refusals, on 12/29/25, Resident 
#1 was angrier and agitated than she had ever observed before. Interview with the APRN on 1/2/26 at 11:41 
AM identified a provider should have been notified of Resident #1's behaviors on 12/27/25, reporting that 
what was documented by LPN #2 was not the resident's baseline. The APRN identified Resident #1 had a 
history of urinary tract infections and recently had a Gradual Dose Reduction (GDR) of Seroquel (an 
anti-psychotic medication) in November and had a provider been notified, a urine and blood work could have 
been ordered as well as an as needed medication. Interview with the Director of Nursing (DON) on 1/2/26 at 
1:22 PM identified the nursing supervisor and a provider should have been notified of Resident #1's 
behaviors on 12/27/25, reporting it was not appropriate for LPN #2 to only write the behaviors in the 
psychiatric APRN book, stating the medical APRN or psychiatric APRN should have been contacted for a 
telehealth appointment. Review of the Change in Resident Condition/Family/MD Notification policy dated 
July 2018 directed, in part, that when there is a significant change in the condition of a resident's physical, 
mental or emotional status the resident's attending physician shall be notified. If the resident's physician is 
not available, the covering physician shall be notified. If the attending or covering physician is not available, 
the medical director or associate shall be called. A RN assessment will be conducted, and the nurse will 
document in the nurse's notes that the physician and family or responsible party have been notified of the 
change in condition.

22075047

02/25/2026


