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F 0550 Honor the resident's right to a dignified existence, self-determination, communication, and to exercise
his or her rights.
Level of Harm - Minimal harm

or potential for actual harm Based on record review and interview, the facility failed to honor a resident's request to go to the
hospital via Emergency Medical Service and timely provide paperwork for continuity of care,
Residents Affected - Few potentially causing a delay in treatment for 1 of 4 residents reviewed for resident rights and quality of

care. (Resident B) Findings include:An intake document, dated 6/19/26 at 6:09 p.m., indicated a 911
call was received from a patient who was on the front walk of the facility due to their oxygen running
out. Staff refused to assist with moving the patient or assisting with patient at all because she
contacted 911 herself. It was indicated this was considered AMA [against medical advice]. They
attempted to convince the patient not to go to the hospital, despite critical oxygen levels. Additional
resources to move the resident had to be obtained. After chaos, they did attempt to assist, however,
the refusal caused unneeded delay in patient care. The clinical record review for Resident B was
completed on 7/23/26 at 10:25 a.m. Diagnoses included acute respiratory failure with hypoxia
(deficiency in the amount of oxygen reaching the tissues), morbid obesity, and heart disease. A
quarterly Minimum Data Set (MDS) assessment, dated 6/26/26, indicated the resident was
cognitively intact, had shortness of breath with exertion and with rest, and required oxygen. She had
no hallucinations, delusions, or refusal of care during the assessment period. A nursing progress note,
dated 6/18/26 at 8:11 p.m., entered by the DON, indicated, Resident returned from [local store] and
was sitting outside on porch with church friends who stated, ?[Resident B] don't you want to just

stay here and let them help you.' Resident called 911 from personal cellphone. Resident notified staff
she was going to ER and was very emotional. Staff attempted to assess resident, resident refused.
Staff attempted to provide reassurance and PRN [as needed] hydroxyzine for anxiety, resident
refused. Resident reminded that NP [Nurse Practitioner] was scheduled to see resident tomorrow,
she stated, ?That's not good enough. | want to see a doctor and go to the hospital.' [Nurse
practitioner] notified, she gave verbal order to send to ER [emergency room] d/t [due to] resident's
refusal of assessment and interventions at facility. EMS [Emergency Medical Services] arrived and
attempted to transfer resident from power wheelchair outside. Resident informed EMS that she has
had nausea and vomiting all day, staff clarified with EMS that this is not accurate. The fire
department arrived and assisted EMS with transfer. Paperwork provided and report called to ER.
Husband did not answer phone. [Resident's son name], resident's son, notified of situation and
transfer. He was informed that she would be taken to [acute care hospital]. He thanked writer for
information and stated he would let resident's husband know. A Hospital-ER Transfer Form, dated
6/18/26 at 8:07 p.m., entered by the DON, indicated a description as Refusing assessment and
interventions from facility nurse, resident called 911. An Event Report-Physician Communication Tool,
dated 8/18/26 at 8:05 p.m., entered by the DON, indicated a description as Refusing Assessment and
Intervention. The Mental status was indicated as agitated. An assessment note indicated, Resident
(continued on next page)
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F 0550

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

sitting outside per her preference and called 911 after returning from [local store]. Nurse attempted

to assess resident, resident refused. Nurse offered PRN [as needed] hydroxyzine [to treat anxiety],
resident refused. An Event Report-New Order Documentation/Temporary Care plan, dated 8/18/26 at
7:59 p.m., entered by the DON, indicated description as Send to ER. Order Notes indicated, Resident
called 911. EMS arrived to facility. Resident stated that she needed to go to ER and was emotional.
Staff attempted to assess, resident refused stating, ?I just got back from [local store]. | just need to
go to the ER." Staff offered PRN hydroxyzine for increased anxiety, resident refused. Staff reminded
resident that NP [Nurse Practitioner] is scheduled to see resident tomorrow, she stated, ?That's not
good enough.' Resident had friends from church with her. NP notified and said that resident is okay to
go to ER since she is refusing all interventions. Son notified and thanked writer for update saying that
maybe an ER visit will help her anxiety. During an interview on 7/23/26 at 11:32 a.m., Resident B
indicated she did go to the hospital awhile back when she became short of breath while sitting
outside. She could not remember all the details but she remembered wanting to go to the hospital
because she was scared, so she had called 911. The nurse who came out after the ambulance arrived,
would not listen that she did not want to go back in the building, but wanted to go to the

hospital.that's why she had called them. During a telephone interview on 7/23/26 at 1:22 p.m., an
EMS employee (EMS 3) indicated Resident B had called 911 requesting help. When they arrived on
scene, the resident was sitting in her wheelchair outside the front of the facility. There were no staff
present. EMS 3 indicated upon taking the resident's oxygen saturation level, she was placed on
oxygen due to the value being in the 70's. Apparently the resident had been dropped off at the facility
by her spouse after an outing to a local store and her oxygen had run out in her portable device. EMS
3 had called the fire department to assist in transferring the resident onto the stretcher. An unknown
employee of the came outside and tried to convince Resident B to come inside. The resident was
anxious and crying at this time, and indicated she wanted to go to the hospital. The employee told the
resident she had to have a physician's order to go to the hospital. The employee said she had to
assess the resident first, then contact the physician. The resident refused. The employee indicated
this would be consider leaving against medical advice (AMA) and she may not have a bed to return to
if she left to the hospital in the ambulance. EMS 3 had asked the employee how the resident transfers
so they could move her onto the stretcher. The employee indicated she was a transfer using a
mechanical lift. EMS 3 asked if she would help with the transfer using a lift and the employee
indicated the facility could not assist them. The employee was on the phone and then said hold on and
went into the building. She returned with a mechanical lift that did not work. When the fire department
arrived, it took six of them to get the resident safely moved onto the gurney. The resident continued
to cry and was very anxious throughout the encounter. The employee, who had gone back into the
facility, returned with some paperwork and indicated they had gotten a physician's order. From the
time EMS 3 arrived until they were able to depart was 22 minutes. The resident had been asking for
help and was visibly frightened. During a telephone interview on 7/23/26 at 3:04 p.m., LPN 2 indicated
staff had come to her and said EMS were out in front of the building. She went out and they were
assessing Resident B. She asked what was going on and EMS 3 told her that the resident's oxygen
saturation level was in the 70's. LPN 2 attempted to assess the resident so she could contact the
physician, but the resident refused. LPN 2 also offered to administer anxiety medication to the
resident, but she refused. The resident indicated she did not want anything from her and wanted to go
to the hospital. LPN 2 indicated she had no orders to send the resident to the emergency room and
had not been given the opportunity to assess the resident. The EMS employees were not receptive to
what she was trying to do and kept interrupting her. LPN 2 tried to explain about the facilities Bed
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F 0550 Hold policy. The resident had a right to leave, but if she were given the opportunity to get a
physician's order, it would be smoother. LPN 2 did not recall mentioning anything about leaving
Level of Harm - Minimal harm against medical advice, but could not say for sure. EMS 3 asked how the resident transferred. She
or potential for actual harm indicated the resident had to be transferred using a hoyer lift and if they would just bring her inside,
she would assess her and if needed, transfer the resident onto the stretcher using the mechanical lift,
Residents Affected - Few but could not assist with the lift until she spoke to the DON. Eventually another facility employee had

brought the mechanical lift outside to use for the transfer, but the battery was dead. If she was
saying the resident would not have a bed when she returned, it was because she wanted to assure
there was continuity of care. The DON indicated to her via phone to provide the needed paperwork to
go with the resident to the emergency room. During the time outside, Resident B had continued to say
she wanted to go to the emergency room. During an interview on 7/23/26 at 1:43 p.m., the DON
indicated she had entered the progress note, observations, and event notes for LPN 2 and had
contacted the NP. LPN 2 was taking care of the communication with EMS and processing the
paperwork. The resident had visited with her prior to leaving to go out with her spouse that day. She
was very emotional at the time about being in the facility and financial problems. She felt the resident
could be suffering increased anxiety upon her return from the [local store], but ultimately she
requested to go to the ER, so paperwork was provided. A Physician Clinical Report from the acute
care hospital, dated 6/18/26 at 8:20 p.m., indicated Resident B was to be admitted to
Medical/Surgical observation for dyspnea (difficult or labored breathing) and atypical pneumonia with
hypoxemia (any type of pneumonia not caused by one of the pathogens most commonly associated
with the disease). A current facility policy, undated, titled, Your Rights and Protections as a Nursing
Home Resident, provided by the DON on 7/23/26 at 3:00 p.m., included the following: .As a nursing
home resident, you have certain rights and protections under Federal and state law that help ensure
you get the care and services you need. You have the right to be informed, make your own decisions
.Get Proper Medical Care: .To be involved in the choice of your doctor. To participate in the decisions
that affects your care. A current facility policy, revised 2/2019, titled, Hospital Discharge/Transfer,
provided by the DON on 7/23/26 at 3:00 p.m., included the following: Policy It is the policy of this
facility to make the transition for residents transferring from one facility to another safe and to

provide for continuity of care and services in a manner that minimizes resident anxiety as much as
possible .Procedure .In the event of an emergency departure due to a critical change of condition,
transport may be initiated prior to physician contact. This citation relates to Intake 3049009. 410 IAC
(Indiana Administrative Code) 16.2-3.1-3(a)(1)
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