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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Complaint #2658300.Based on interview and record review the facility failed to ensure adequate 
monitoring, thorough assessment including notification to a medical provider, and accurate and thorough 
documentation for a resident having a change in condition for one (R501) of one resident reviewed for 
changes in condition, resulting in a resident experiencing respiratory distress for 30 to 45 minutes before 
receiving emergency care and being transferred to the hospital. Findings include:A review of a complaint 
submitted to the State Agency (SA) revealed it was alleged the facility nurse did not call 911 in a timely 
manner when R501 wasn't breathing right and something was wrong on 10/28/25.On 11/7/25 at 12:46 PM, 
an interview was conducted with the complainant. The complainant said on the day in question (10/28/25), 
R501's breathing was different than normal. The complainant explained R501 experienced labored breathing 
(difficulty breathing, requiring more effort than usual) at times because he was on a mechanical ventilator (an 
automated machine that moves air in and out of the lungs to breathe for the individual). The complainant said 
when that happened, R501 usually just needed secretions to be suctioned and then his breathing would 
stabilize. On 10/28/25, however, the complainant said R501's breathing was different. Around 8:30 PM, 
R501's family member got Registered Nurse (RN) ‘A' around 8:30 PM, she assessed the resident, took 
vitals, and went to get pain medications. She came back a couple minutes later, administered the 
medication, and said to let the medication work. About 30 minutes later, R501's lips were turning blue and 
his breathing did not get any better. R501's family member went to get a staff member and Respiratory 
Therapist (RT) ‘B' came into R501's room, unhooked the resident from the ventilator, and provided manual 
ventilation. RT ‘B' asked R501's family member to go get another staff member to assist, RN ‘A' came back 
to the room to get vital signs and called 911. The complainant said her biggest concern was why RN ‘A' did 
not send R501 to the hospital at 8:30 PM when it was concern about his breathing was first expressed by the 
family member. R501 was taken to the hospital around 9:20 PM. The complainant reported RT ‘B' provided 
tracheostomy care earlier in the shift around 7:30 PM and gave R501 a breathing treatment because he was 
wheezing. There was no follow up until she asked RN ‘A' to come in to assess R501 around 8:30 PM.On 
11/12/25, an onsite investigation was conducted at the facility.A review of R501's clinical record revealed 
R501 was admitted into the facility on 9/24/25, readmitted on [DATE], and discharged to the hospital on 
[DATE] with diagnoses that included: acute and chronic respiratory failure with hypoxia, asthma, anoxic brain 
damage, and dysphagia (difficulty swallowing). A review of a Minimum Data Set (MDS) assessment dated 
[DATE] revealed R501 had severely impaired cognition, did not speak, was dependent on staff for all 
activities of daily living (ADLs) transfers, and bed mobility, had an indwelling urinary catheter, a feeding tube, 
and was on an invasive mechanical ventilator.A review of R501's progress notes revealed the following:On 
10/28/25 at 7:15 PM (time stamped, but not created until later), RT ‘B' wrote a Respiratory Note that 
documented, Pt [patient] eval [evaluation] complete. Trach [tracheostomy - an opening surgically placed in 
the windpipe where a tube is placed to assist with breathing] care done, [NAME] [no apparent respiratory 
distress]. RT to follow-up. Pt displayed agonal breathing [gasping for air) and thready heart rate [weak pulse]. 
Pt sent out to hospital with unstable saO2 [oxygen saturation]. It should be noted RT ‘B' did not document 
R501's heart rate or oxygen level and in the same note documented R501 was not in respiratory distress.On 
10/28/25 at 8:42 PM, it was documented in an Orders - Administration Note written by RN ‘A' that R501 
received tramadol for pain and Resident repositioned at this time.There were no other progress notes written 
by RN ‘A' on the night shift of 10/28/25.A review of a SBAR [Situation Background Assessment 
Recommendation] Communication Form dated 10/28/25, completed by RN ‘A', revealed R501 had a change 
in condition which was documented as Respiratory Distress. It was documented it started on 10/28/25 and 
got worse. In the section for Treatment for last episode, it was left blank. R501's Most Recent Pulse was 
documented as 132 (beats per minute - bpm, which was an elevated abnormal heart rate) on 10/28/25 at 
8:41 PM, approximately one hour prior to the creation of the SBAR form. At that same time, R501's O2 Sats 
were 99 percent on mechanical ventilation. It was documented that R501 had labored breathing and agonal 
breathing. In the section for the RN to document What do you think is going on with the resident?, RN ‘A' 
documented, n/a (not applicable). The Nursing Note section documented, Family called for Help in 
Resident's room, (RT ‘B') went into room, Rt called for the nurse. Upon entering room Resident was 
observed Agonal breathing and RT bagging resident, unable to stabilize breathing and oxygen level. 911 
called, [Physician ‘C'] notified, Family at bedside notified, EMS arrived at [9:32 PM] Resident went out to 
hospital via EMS at [9:37 PM]. It was documented Physician ‘C' was notified on 10/28/25 at 9:28 PM.A 
review of a Respiratory-Ventilator Resident Evaluation dated 10/28/25 at 7:15 PM revealed RT ‘B' evaluated 
R501 at that time. The evaluation noted O2 Sats and a Pulse from 9:32 PM and did not document the vitals 
at the time of the assessment (7:15 PM). It was documented that R501 had Rhonchi (low-pitched wheezing) 
in the bilateral lungs and suction was attempted via the trach which produced a small amount of pale yellow, 
thick secretions. The following was documented, Pt eval complete. Trach care done, [NAME]. RT to 
follow-up. Pt displayed agonal breathing and thready heart rate. Pt send out to hospital with unstable saO2. It 
should be noted based on the time of the vitals and the time of the assessment, it is unclear which parts of 
the evaluation were at 7:15 PM and which were at the time R501 was sent to the hospital as multiple 
assessments appear to be combined into one.A review of a Nurse's Shift Note dated 10/28/25 at 7:00 PM 
did not document any issues with R501 at that time.A review of R501's Medication and Treatment 
Administration Records (MAR and TAR) for October 2025 revealed R501 had an order for Pulmicort 
Inhalation Suspension 0.5 MG (milligrams)/2ML (milliliter) .2 ml via vent (ventilator) every 12 hours . due at 
9:00 PM and an order for Ipratropium-Albuterol Inhalation Solution 0.5-2.5 3MG/2ML .3 ml via vent four times 
a day . due at 8:00 PM. Neither order was signed out as administered. A review of a Transfer Form 
completed by RN 'A' revealed R501 was transferred to the hospital on 9/15/25 (wrong date as that date was 
more than a month prior) for Abnormal Hemoglobin or Hematocrit (low) (that was not the reason R501 was 
transferred to the hospital on [DATE]). The form then documented the reason for transfer as Respiratory 
Distress and included vital signs from 8:41 PM and not from the time R501 was transferred to the hospital. A 
review of R501's hospital records revealed the following:R501 was admitted to the Emergency Department 
(ED) on 10/28/25 at 9:57 PM. R501 was seen by the ED provider who documented, Patient arrived via EMS 
from [facility name] for tachypnea (rapid, shallow breathing) and hypoxia (low oxygen level). Patient's sisters 
are at bedside.They state that he has been having difficulty with breathing that started yesterday. They state 
that they noted his ventilator was alarming more frequently earlier today. Per EMS, on their arrival he was 
satting at 90 % on the ventilator and improved to 98% while being bagged.Pulse 10/28/25 [9:58PM] 155 
[bpm].Respiratory distress present.Prior to being taken to CT (computed tomography) scan patient began 
having air hunger on the ventilator and was taken off and was bagged. Patient then lost pulses.The time of 
death was [11:12 PM].On 11/12/25 at 11:59 AM, an interview was conducted with RT ‘B' via the telephone. 
RT ‘B' confirmed he was familiar with R501 and worked the evening of 10/28/25. RT ‘B' explained he did not 
typically start on R501's end of the unit (the ventilator unit), but R501's family member wanted him to look at 
R501. RT ‘B' said when he walked into R501's room he noticed he had agonal breathing. RT ‘B' reported his 
immediate response was to call for assistance. He wanted a nurse to see what I was seeing. RT ‘B stated, I 
didn't think what I was seeing was respiratory and thought maybe it was neurological. When queried about 
any interventions or treatment he did after he noticed the agonal breathing, RT ‘B reported he bagged the 
resident and took him off the ventilator. RT ‘B' reported he started his shift at 6:30 PM and provided care at 
some point after that, but it was earlier.On 11/12/25 at 12:39 PM, an interview was conducted with RN ‘A' via 
the telephone. When queried about R501 on the evening shift of 10/28/25, RN ‘A' reported she came in 
around 7:00 PM and when she did her first rounds, R501 appeared calm, stable, in no distress. RN ‘A' 
reported family was visiting R501. R501's family member came to get RN ‘A' around 8:20-8:30 PM. RN ‘A' 
stated, He appeared to be in some pain. RN ‘A' explained she took R501's vital signs and his heart rate was 
high, but the RT said he gave a breathing treatment. RN ‘A' did not know the time of the breathing treatment. 
RN ‘A' said she administered tramadol for pain and told family she needed to give some time for the 
medication to work. When queried about how RN ‘A' determined R501 was in pain, RN ‘A' stated, He was 
huffing and puffing like he was hurting. RN ‘A' said R501 was doing okay and his oxygen wasn't dropping so 
she repositioned him in bed, talked with the RT, and left the room and continued to provide care to another 
resident. When queried about what she talked to the RT about, RN ‘A' did not offer a response (it should be 
noted, RT ‘B' said he was not notified by the nurse of any respiratory concerns). RN ‘A' further reported while 
in another resident's room, a CNA came to get her and said the RT was looking for her and they were 
already in R501's room. When RN ‘A' entered R501's room, RN ‘A' stated, Looked like he was having a hard 
time breathing real bad. RN ‘A' explained she assessed R501's vitals and RT ‘B' was already using the bag 
on him. When queried about any concerned expressed by R501's family member at the time RN ‘A' 
determined he was in pain, RN ‘A' said they were not concerned and just asked how his oxygen level was 
and it was up in the 90's. RN ‘A' reported she did not contact a medical provider regarding the elevated heart 
rate because she gave the medication and did not go back to reassess R501 because it had not yet been an 
hour and that was how long it took the pain medication to work.On 11/12/25 at 1:55 PM, an interview was 
conducted with the Director of Nursing (DON). When queried about the nursing protocol if a resident on a 
mechanical ventilator had an elevated pulse of 132 and was huffing and puffing, the DON reported for 
ventilator residents she would expect the nurse to escalate the situation and contact the medical provider 
and the RT. Regarding R501, the DON said she thought the Nurse Practitioner (NP) was involved. At that 
time, R501's progress notes were reviewed and there was a progress note by the NP, however, it had to do 
with R501's catheter and not the respiratory change in condition. The DON reported she thought the 
Regional Clinical Specialist (RCP) looked into R501's change in condition and there was a soft file. At that 
time, any investigation was requested (It should be noted that the Administrator was asked to provide any 
investigations regarding R501 for the month of October 2025 on 10/28/25 at 1:20 PM and reported there 
were none).On 11/12/25 at 2:15 PM, an interview was conducted with RCP ‘C'. When queried about what 
was done to look into R501's change in condition and subsequent hospital transfer and why it was 
investigated, RCP ‘C' reported they looked at all transfers to the hospital. RCP ‘C' reported she did not find 
anything unusual regarding R501. When queried about the combined assessments done by RT ‘B' (starting 
at 7:15 PM but including information from the time R501 was sent to the hospital), RCP ‘C' reported she did 
not notice that. When queried about the lack of initial assessment by RN ‘A' and the statement of R501 
huffing and puffing with a pulse of 132 and no medical provider contacted, RCP ‘C' stated, You guys (SA) 
always have more information than we do.A review of a facility policy titled, Notification of Changes, revised 
8/20/24, revealed, in part, the following, .The facility must inform the resident, consult with the resident's 
physician .when there is a change requiring such information .Circumstances requiring notification include .
Life-threatening condition, or .clinical complications .Exacerbation of a chronic condition .Change in condition 
which should not delay activation of emergency personnel and transfer to acute care supersedes any of the 
above based on the clinician's assessment/evaluation and skill set .
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