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This citation pertains to Complaint #2610789.Based on interview and record review, the facility failed to 
adequately assess, monitor, and treat in a timely manner a resident's change in condition for one (R801) of 
one resident reviewed for change in condition, resulting in family calling 911 and the resident requiring 
treatment for hypoglycemia (low blood sugar) with a blood glucose level of 24 milligrams per deciliter (mg/dl). 
Findings include:A review of a complaint submitted to the State Agency revealed the complainant received a 
call from R801 on 9/8/25 at approximately 6:00 AM and the resident's speech was slurred, and the 
complainant could not understand him. The complainant contacted 911 because they were concerned R801 
could be having a stroke. When the complainant provided the resident's name to the 911 operator, the 
operator told them R801 had been calling 911 since 3:00 AM for help and when an officer arrived at the 
facility, they were told by the staff R801 was fine. The complainant further noted that around 3:00 AM, they 
talked to a Certified Nursing Assistant (CNA) at the facility who asked them if R801 normally had difficulty 
speaking. The complainant told the CNA No and a nurse (Licensed Practical Nurse - LPN 'A') was put on the 
phone. The nurse told the complainant that R801 was fine and was just kicking his feet. The complainant told 
the nurse that was not the baseline for the resident, and something was wrong. It was further noted in the 
complaint that when the complainant got to the facility, EMS (emergency medical services) was loading 
R801 into the ambulance and he was taken to the hospital. The complainant alleged R801's blood sugar at 
the hospital was 24 (mg/dl) and he could not see, speak and barely move. According to the complainant, 
once R801 stabilized and was able to speak again, he said when he lost his vision and could not speak 
normally, he was afraid he was having a stroke, so he started calling out for help but was ignored by LPN 'A'. 
R801 was able to get a hold of his phone and called 911 and when the officer arrived, LPN 'A' told the officer 
nothing was wrong with the resident. The resident continued to call out for help and called 911 again and 
was told by LPN 'A' to stop calling 911 because he was bothering them. At that time, R801 called the 
complainant. The complainant alleged the facility was negligent in not addressing R801's change in condition 
when he was no longer at his baseline. A review of additional information provided by the complainant 
revealed they were notified that R801 had a bottle of acetaminophen and an electronic cigarette, and they 
thought he overdosed and was being monitored. An unannounced, onsite investigation was conducted on 
9/11/25.A review of R801's hospital Discharge Summary revealed a diagnosis of hypoglycemia (According to 
the American Diabetes Association, https://diabetes.
org/living-with-diabetes/hypoglycemia-low-blood-glucose, Low blood glucose is when blood sugar levels fall 
below 70 mg/dl).A review of R801's Emergency Documentation revealed R801 was brought to the 
emergency department (ED) on 9/8/25 at 6:38 AM. The following was documented, .Chief complaint: 
difficulty speaking .brought in by EMS for possible stroke. Last known well time was around midnight. Patient 
was noted to have difficulty speaking around 3 AM . Accu-Chek (blood glucose test) per EMS was 67 
(mg/dl). Patient had slurred speech and right sided facial droop and weakness .Accu-Chek (in ED triage) was 
noted to be 27 therefore patient was given amp of D50 (50 milliliter container of Dextrose 50 percent 
solution) .patient's symptoms improved and patient is back to baseline. Serial Accu-Checks were performed 
in the ED his glucose did drop down to 44 therefore he was started on IV (intravenous) dextrose received 
another amp of D50 and the patient was fed .Final impression: Hypoglycemia A review of R801's clinical 
record revealed R801 was admitted into the facility on 9/2/25 and discharged to the hospital on 9/8/25 with 
diagnoses that included: major contusion of the left kidney, chronic obstructive pulmonary disease, and type 
2 diabetes mellitus. A review of a Nx (Nursing) admission Assess (Assessment) form dated 9/2/25 revealed 
R801 was alert and oriented times four (to person, place, time, and situation), was on two liters of oxygen via 
nasal cannula, and required extensive assistance with bed mobility.A review of a Change in Condition 
Evaluation form dated 9/8/25 at 7:53 AM revealed R801 had Altered mental status change that started on the 
night of 9/8/25. The most recent blood pressure and temperature was from 9/7/25 at 11:04 AM and the blood 
glucose level was from 9/7/25 at 9:07 PM. It was documented on the evaluation that R801 had Increased 
confusion .abrupt significant change in cognitive function from usual .general weakness .mumbling of 
words/incoherent speech .physical aggression .kicking, disorientation and mumbling .acute decline in ADL 
(activities of daily living) abilities .unable to console, distract or reassure . It was documented the symptoms 
got better since the change in condition occurred when the nasal cannula was on nose. It was documented 
the primary care clinician was contacted on 9/8/25 at 5:46 AM and they said to keep an eye on him. A review 
of a Transfer Form dated 9/8/25 revealed it was not completed and was in progress. It was documented 
R801 was sent to the hospital on 9/8/25 at 6:30 AM for altered mental status. It was documented report was 
called in by Family.A review of R801's progress notes revealed the following:A Nurse's Note dated 9/7/25 at 
11:06 AM that documented, resident alert, pleasant, makes needs known .denies pain. benefits from use of 
supplemental oxygen via nasal cannula. uses call light appropriately to make needs known .A Nurse's Note 
dated 9/8/25 at 3:52 AM, written by LPN 'A', documented, At approximately 03:30 am during routine 
rounding, resident was observed highly disoriented. He was kicking with his legs and mumbling and jumbling 
words that are incoherent. Resident also refused and kicked the phelebotomist that came to draw his blood. 
Nasal cannula was not on his nose. O2 (oxygen) sat (saturation) at the time was 79% RA (room air). Writer 
observed resident holding a (brand name) vape type of smoking pipe (electronic cigarette) in his left hand. 
One more piece of (brand name) vape and one container of Extra strength (brand name acetaminophen) 
was also found in resident's bag. Writer succeeded in putting back his nasal canula back on. His Current 
SPO2 (oxygen level) 98%, P (pulse) 68, R (respiratory rate) 22, B/P (blood pressure) 152/68, T 
(temperature). Resident currently calm and stable with eyes closed .Will continue to monitor.A Nurse's Note 
dated 9/8/25 at 5:43 AM, written by LPN 'A', documented, Resident awake now but still mumbles in his 
speech. He even dialed 911 with his phone and (city name) police came for wellness check and left. 
(Physician 'C') notified and she ordered that we continue to keep eye on him. Writer notified DON (Director of 
Nursing) as well. Will continue to monitor. A Nurse's Note dated 9/8/25 at 6:20 AM, written by LPN 'A', 
documented, Resident's family called the facility and stated that they have called 911 on behalf of the 
resident, and that they will come and take him to hospital. Writer notified DON and she okayed the request.A 
Physician's Note dated 9/8/25 at 6:49 PM, written by Physician 'C', documented, I received a call this 
morning from the nurse at the facility that resident is acting different, he was combative, restless and calling 
911, per the staff when EMS arrived he was checked and found stable, so he was not transferred out, the 
nurse checked on him again and he did mention he is improving and back to his baseline so the 
recommendations is to monitor his progress, blood work, and UA (urinalysis) ordered.On 9/11/25 at 10:32 
AM, an interview was conducted with CNA 'B' via the telephone. CNA 'B' was assigned to R801 on the 
midnight shift of 9/7/25. When queried about what happened with R801 on that shift, CNA 'B' reported R801 
was normal for the first half of the shift and then R801's roommate called her in. When CNA 'B' entered 
R801's room, R801 was moaning and groaning and kicking in the air. CNA 'B' tried to get close, but he kept 
kicking. CNA 'B' explained R801 did not appear to notice that she was there. CNA 'B' got LPN 'A'. LPN 'A' 
saw a vape pen in R801's hand and took it out of his hand. CNA 'B' reported there was a half bottle of 
acetaminophen extra strength, and they were unsure if R801 took any of it. CNA 'B' further explained, LPN 
'A' told her to get R801's vital signs and to monitor him. According to CNA 'B', R801's vital signs were normal 
when she took them. Around 5:30 AM, R801's family member called the facility and spoke with CNA 'B' and 
said R801 called them and they thought he was having a stoke because he could not talk. CNA 'B' checked 
on R801 and stated, To me he seemed the same. When queried about what she meant by the same, CNA 
'B' reported he still seemed disoriented and unable to talk. CNA 'B' reported she got LPN 'A' and asked him 
to assess R801. LPN 'A' took over the phone call with the family, but the family had already contacted 911 at 
that point. CNA 'B' reported she thought R801 called 911 earlier because the police came, but EMS did not. 
They did not take R801 to the hospital until family called 911.On 9/11/25 at 11:25 AM, an interview was 
conducted with LPN 'A' via the telephone. LPN 'A' was assigned to R801 on the midnight shift of 9/7/25 going 
into 9/8/25. When queried about how he was alerted of R801's change in condition on 9/8/25, LPN 'A' 
reported around 3:30 AM he entered the room during routine rounding and saw him kicking with his legs and 
shouting. LPN 'A' reported R801 was not in his usual mood so I noticed something was really off. LPN 'A' 
reported R801's the nasal cannula that delivered R801's oxygen was out of his nostrils so he reapplied the 
oxygen and waited until his O2 came back up from 79% to the upper 90s. LPN 'A' reported once the oxygen 
level increased R801 stopped kicking. LPN 'A' further reported he noticed R801 had something in his hand 
which was identified as a vape. LPN 'A' reported they looked around and found another vape and a bottle of 
acetaminophen extra strength that was only one quarter full. LPN 'A' explained he was really concerned 
because the acetaminophen did not come from the facility and after finding the vapes my instinct told me he 
was under the influence of something or that he overdosed. LPN 'A' said he first contacted the DON who 
said he would be relieved by the Assistant Director of Nursing (ADON) in the morning and she would take 
the vapes and medication that was found. The DON also instructed to contact Physician 'C'. LPN 'A' reported 
he tried to contact Physician 'A' multiple times and she answered the phone around 4:00-4:30 AM. Physician 
'C' asked what R801's condition was at that time and told her He is gradually coming back and not kicking 
anymore and she said to keep an eye on him. LPN 'A' said some time after that, a police officer arrived at the 
facility and said someone called 911. LPN 'A' went to R801's room with the police and he opened his eyes 
and kind of responded and the police said That's ok. He's in a safe place. He looks stable. When LPN 'A' 
asked why the police came, they said the call they received was a desperate call so they wanted to do a 
wellness check. LPN 'A' said EMS did not come with the police and no physical assessment was done on 
R801 at that time. LPN 'A' explained later there was a phone call from family and they said EMS was on their 
way to pick up R801. A few minutes EMS arrived.At that time, LPN 'A' was asked about the progress note at 
5:43 AM that documented R801 was still mumbling his speech and called 911 and what he did about that. 
LPN 'A' explained that was when the police came and left. When queried about R801's mumbling and 
incoherent speech documented at 3:52 AM and 5:43 AM and if that was normal for R801, LPN 'A said R801 
improved from the first time when he was kicking. LPN 'A' said when he first assessed R801 around 3:30 
AM, R801 was kicking and mumbling and You couldn't even hear him speaking at all at that time. After he 
applied the oxygen, the kicking stopped, but R801 was still mumbling. LPN 'A' reported when the police 
came after R801 called 911, R801 started talking but it was not coherent. It was not as audible as it was 
before. LPN 'A' reported R801 typically had clear speech. When queried about whether he explained the 
changes in speech to Physician 'C' and the DON, LPN 'A' said he told them he was getting better. When 
queried about what that meant, LPN 'A' stated, I just meant compared to when I first saw him. Not compared 
to his baseline. When queried about why R801 was not assessed medically when the police arrived and sent 
to the hospital since R801 called 911, LPN 'A' reported the police said they were just there to make sure 
nobody escaped but said R801 was the person who called, and his phone was observed by the resident. 
When queried about whether R801's blood sugar was taken at any time during R801's change of condition 
since he had diabetes, LPN 'A' reported it was taken but he did not document it anywhere. On 9/11/25 at 
12:36 PM, an interview was conducted with Physician 'C' via the telephone. When queried about what LPN 
'A' contacted her about regarding R801 on the midnight shift of 9/7/25, Physician 'C' reported the nurse 
called and said R801 was acting different. That he was kicking and combative, but that he calmed down and 
returned to baseline. When queried about what was explained to her about R801's speech, Physician 'C' 
reported There was nothing about the speech. When queried about what was said about the acetaminophen 
and vapes found in R801's room, Physician 'C' said the nurse mentioned the vape, but she was unaware 
there was a concern that R801 took acetaminophen. Physician 'C' said because LPN 'A' said R801 was back 
to baseline she told him to continue to monitor the resident. When queried about whether she was aware 
R801 contacted 911, Physician 'C' said the nurse told her R801 called 911 and that EMS came and checked 
him out and they said he was fine. Physician 'C' said she thought he was back to baseline so said to 
continue to monitor him. Physician 'C' reported when the family called with concerns, that was when she said 
to send him out right away, but family already called 911. Physician 'C' planned to see R801 that morning, 
but he had already been transferred to the hospital. On 9/11/25 at approximately 1:00 PM, an interview was 
conducted with R801's roommate (at the time of the change in condition on 9/8/25). When queried about 
what happened with R801, R801's roommate said he pressed his call light because R801 was yelling help. 
R801's roommate said R801 kept calling 911 that night and screaming out which was not typical for the 
resident. R801's roommate said the police showed up and left and then EMS came later, and he went to the 
hospital.On 9/11/25 at 2:15 PM, an interview was conducted with the DON. When queried about what was 
reported to her regarding R801 on the midnight shift of 9/7/25, the DON reported the nurse called her and 
said R801 was a little agitated and wasn't sleeping and that a vape was found in his hands. The nurse said 
he took vitals, they were within normal range, and he said he was going to contact the physician. The DON 
reported the nurse was not sure if R801 had taken something but that R801 was improving. When queried 
about whether LPN 'A' reported R801 was improving since the change of condition or improving back to his 
baseline, the DON stated, That nurse wouldn't know his baseline because it's on the midnight shift. When 
queried about whether she was aware R801 called 911 that night, the DON reported she was aware. When 
queried about the facility's protocol if a resident contacted 911, the DON reported They didn't think he 
needed to go. When queried about whether she was aware that R801 was unable to talk clearly from the 
time the change of condition was identified and continued to have mumbled speech, the DON stated, He 
must have been talking to them (the police) because they didn't think he needed to go and further stated, 
Nursing judgment is subjective. When queried about whether a resident had the right to go to the hospital 
even if they were assessed as stable, the DON said if the resident called and stated he wanted to go, then 
he would be sent out. When queried about any grievances filed regarding R801, the DON said family wanted 
the nurse's last name and there was some confusion over who he was talking to on the phone because he 
asked for a nurse but gave CNA 'B's name. When queried about whether the facility conducted any 
investigation regarding R801's change in condition, the DON said an investigation was done to make sure 
the CNA was not giving family information that should have been given by the nurse. At that time, the DON 
was asked to provide the investigation, and she said she was not sure she had anything documented. When 
queried about whether she knew what happened with R801, the DON said she thought he was being 
discharged to another facility and was treated for hyperglycemia (high blood sugar). When queried about 
whether R801's blood sugar should have been checked as part of the nursing assessment during a change 
in condition, the DON said she thought it was. A review of an investigation provided by the facility revealed 
nothing about R801's change in condition and was only to address whether CNA 'B' gave the phone to LPN 
'A' when R801's family called.A review of a facility policy titled, Acute Condition Changes - Clinical Protocol, 
undated, revealed, in part, the following, .Before contacting a physician about someone with an acute 
change of condition, the nursing staff will make detailed observations and collect pertinent information to 
report to the Physician; for example, history of present illness and previous and recent test results for 
comparison .Phone calls to attending or on-call physicians should be made by an adequately prepared nurse 
who has collected and organized pertinent information, including the resident's current symptoms and status .
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