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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm Based on a review of clinical records, facility documentation, and facility policies, and interviews for

or potential for actual harm one sampled resident (Resident #1)reviewed for a change in condition, the facility failed to ensure
staff activated emergency medical services timely after a change in condition was identified and after

Residents Affected - Few directed by the APRN, resulting in a delay of transport to the hospital by forty-one (41) minutes. The

findings include: Resident #1 was admitted to the facility with diagnoses that included multiple
sclerosis (MS), paraplegia (partial or complete loss of movement in the lower half of the body
including both legs), dementia and depression. A quarterly Minimum Data Set (MDS) assessment with
an Assessment Reference Date (ARD) of 2/14/2026 identified Resident # 1 had a Brief Interview for
Mental Status (BIMS) score of 13, alert and oriented and was dependent for personal hygiene, bed
mobility and transfer. A resident care plan (RCP) dated 12/12/2025 identified Resident #1 had anemia,
and took medications for depression, hypertension and pain. Interventions included to monitor for
changes in condition, behavior changes not usual to the person and to observe for side effects of pain
medication to include new onset of confusion. An APRN progress note dated 2/24/2026 at 9:32 PM
identified via audio/visual (AV) technology at 9:00 PM that she was notified Resident #1 had an acute
altered mental status with word finding difficulty and was dysthartic (slow, weak and uncoordinated
speech). Emergency medical services (EMS) had been activated for hospital transfer. Via the AN
system with LPN #1 in attendance, the APRN observed that Resident #1's vital signs were stable and
Resident #1 was not in acute distress. The APRN identified that this was an acute/new problem and
that Resident #1's condition was critical. She questioned a MS flare up or possible stroke agreeing
with transfer to the hospital and to notify her when Resident #1 returned after hospital evaluation. A
nursing note dated 2/24/2026 at 11:15 PM identified Resident #1 was transferred to the hospital for
altered mental status, post treatment for urinary tract infection and poor appetite. The APRN was
notified and ordered to transfer to hospital for evaluation. Resident #1 left the facility at 10:30 PM.
Vital signs were: Temperature 98.7 (normal 98.6), Heart rate 71, Blood pressure 124/76 with no
distress noted, and the responsible party was notified. Interview with LPN #1 on 4/9/2026 at 10:52

AM identified she was the 3:00 PM to 11:00 PM shift nurse for Resident #1 and LPN #2 was the day
shift nurse for Resident #1 on 2/24/2026. LPN #1 stated she notified the supervisor, RN #1, and RN
#1 evaluated Resident #1 and noted Resident #1 to be back at his/her baseline. At approximately 7:00
PM, LPN #1 asked LPN #2 (who was working on another unit) to concur that Resident #1's mental
status had worsened, and LPN #2 agreed that Resident #1's current mental status was a change from
the day shift. LPN #1 then notified the responsible party and called EMS and the on-call APRN. The
on-call APRN agreed that EMS should be called, and LPN #1 could not recall the specific time of when
she made the calls to the APRN and EMS. Interview failed to identify why the APRN visit was
documented at 9:32 PM and EMS was called at 10:13 PM (41 minutes later). Review of Emergency
Medical Services (EMS) run sheet dated 2/24/2026 identified EMS dispatch was notified (call
received) at 10:13 PM (41 minutes after the APRN note). When EMS arrived at Resident #1 at 10:28
PM they observed Resident #1 lying in bed obtunded (sluggish) and only responsive to painful stimuli.
The EMS report identified an initial Blood Pressure (BP) was 50 systolic, and intravenous (V) fluids
and Narcan (medication to counteract pain medication) were administered with improved mental
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F 0658 status and BP. EMS transported Resident #1 to the hospital at 10:53 PM. Interview with LPN #2 on
4/9/2026 at 11:21 AM identified she saw Resident #1 at 7:00 PM when LPN #1 asked her to see
Level of Harm - Minimal harm Resident #1. LPN #2 stated she noted a change in Resident #1's mental status since the 7:00 AM to
or potential for actual harm 3:00 PM shift. Resident #1 was more confused and was having difficulty finding the words to
communicate effectively. LPN #2 stated she returned the Resident #1's unit about 8:30 PM to assist
Residents Affected - Few LPN #1 with the AV device to call the APRN, and left the unit about 8:45 PM. Interview with RN #1 on

4/9/2026 at 12:34 PM identified she was the nursing supervisor on 2/24/2026 during 3:00 to 11:00 PM
shift. RN #1 stated LPN #1 had notified her on 2/24/2026 early in the shift that Resident #1 had
mental status changes with stable vital signs and was requesting Resident #1 be transferred to the
hospital. RN #1 stated she evaluated Resident #1 and identified he/she was back to baseline. RN #1
stated later in the shift (she was unclear of the time), LPN #1 contacted her again concerning
Resident #1's change in mental status and EMS was notified. RN #1 could not recall if she or LPN #1
had made the call to EMS. Interview failed to identify why the APRN visit was documented at 9:32 PM
and EMS was called at 10:13 PM (41 minutes later). Interview with the DON on 4/9/2025 at 2:35 PM
identified once it is determined that a resident should be sent to the hospital emergently, EMS should
be activated. The DON stated she expected that once the floor nurse notified the supervisor of a
significant change in condition, both the floor nurse and the supervisor would be with the resident as
the supervisor would be assessing the resident. Once the determination to transfer was identified,
either the supervisor or floor nurse should activate EMS by dialing 911. Interview failed to identify
why the APRN visit was documented at 9:32 PM and EMS was not called until 10:13 PM (41 minutes
later). The facility Change in Condition Reporting Policy dated August 2025, directed in part, when
there is a significant change in condition, there should be timely recognition and communication of the
change.
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