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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This Citation 
pertains to intake Number 2659743.Based on interview and record review, the facility failed to transfer to the 
hospital in a timely manner one resident (Resident #1) of 1 resident reviewed for a delay in transfer to the 
hospital, upon an acute change of condition. Findings Include:On [DATE] at 9:15 AM, EMT (Emergency 
Medical Technician)/ LPN (Licensed Practical Nurse) C shared they were dispatched to the facility around 
1:30 AM on [DATE] for a male resident with difficulty breathing, pulse of 150 and unresponsiveness. Upon 
arrival the nurse informed them she had recently arrived for her shift and per Resident #1's brother he had 
been in this condition prior to the beginning of her shift. The CNA (Certified Nurse Assistant) was sitting at 
the edge of the resident's bed and shared this was not his baseline and the night prior this was not how 
Resident #1 presented.EMT/LPN C stated the Resident #1 was unresponsive, diaphoretic and would 
awaken only to painful stimuli. He was hot to touch with a temperature of 104.1, his catheter was noted to be 
dark in color with sediment, and his lung sounds were wet bilaterally. Resident #1 would open his eyes for 
about 10-15 seconds, and he looked scared. They could hear him trying to breath and how wet it sounded. 
Resident #1 was intubated within 10 minutes of his arrival to the Emergency Room.On [DATE] at 10:10 AM, 
an interview was conducted with Resident #1's Brother/Guardian D. He reported the resident was still 
admitted at the hospital and was initially in the ICU (Intensive Care Unit) but stepped down. When he visited 
his brother on [DATE] at the nursing care facility, he raised some concerns to them regarding his brother's 
decrease in mobility, posture and slower than usual response times. Brother/Guardian D, stated Resident #1 
was unable to raise his right arm and the facility said they would order some bloodwork. At about 1:30 AM he 
received a phone call that Resident #1 was unresponsive and would be transported to the Emergency Room. 
Upon his arrival at the hospital his brother had been placed on a ventilator. On [DATE] at approximately 
10:30 AM, a review was conducted of Resident #1's medical records and it indicated he was admitted to the 
facility on [DATE] with diagnoses that included, Gram- Negative Sepsis, Anxiety, Myocardial Infarction, Heart 
Failure, Dependence on Supplemental oxygen, Bipolar and Schizoaffective Disorder. Further review yielded 
the following:Care Plan: .(Resident #1) has a potential for difficulty breathing and risk for respiratory 
complications R/T (related to): CHF.Supplemental oxygen use.observe for difficulty breathing (dyspnea) or 
exertion.observe for acute respiratory insufficiency .observe residents respiratory status at a minimum of 
daily and as needed ie. Auscultate lung sounds; observed respiratory rate; symmetry of chest expansion and 
any changed in color or level or consciousness.Resident is dependent on staff for toileting.There were no 
care-planned interventions listed for Resident #1's Foley catheter.Kardex: .Bed Mobility: Resident is 
dependent on staff for bed mobility. This is including rolling side to side. Lying to sitting on side of bed and 
sitting to lying.There was nothing mentioned in the Kardex related to Resident #1's Foley catheter. On 
[DATE] at 1:20 PM, Nurse E stated she did work on the night shift that Resident #1 was sent to the 
Emergency Room. She observed Nurse F moving back and forth quickly during medication pass and when 
asked if she was OK? she stated, No, and that Resident #1 needed to be sent out as he looked off.On 
[DATE] at 4:30 PM, CNA G stated nothing was passed on in report regarding Resident #1 that would have 
alerted her to check in on the resident more frequently. Upon arrival she completed her initial set of vitals and 
water pass around 11 PM and she recalls Resident #1 appearing that he was asleep and leaning to the side. 
She completed vitals and he did not stir while completing them. Sometime after midnight Resident #1's 
roommate needed something and she heard Resident #1 breathing loudly as if he was snoring, CNA G had 
never heard this from him before. CNA G called out the resident's name, and he did not respond or open his 
eyes. The CNA lifted his head off the bed, and his eyes were open, but he was not speaking. CNA G alerted 
Nurse F who asked for another set of vitals and his pulse was around 130 and steadily increasing. Resident 
#1's eyes were open, but he was just staring and not responding to any of their verbal commands. She 
reported, from what she could recall, they only completed a set of vitals when she heard him breathing oddly. 
Nurse G had her remain in the room with him as she went to contact the provider and prepare to send him to 
the emergency room for evaluation.CNA G was queried if she recalled the color of Resident #1's urine and 
she stated she did not but offered he did not have a lot of urine output and was unable to recall the color of 
his urine.It can be noted during review of the chart there was only one set of vitals entered between 10 PM -2 
AM on the night shift of [DATE]/[DATE]- which were the entered by Nurse F. It is unknown what Resident 
#1's vitals were upon arrival of the night shift. On [DATE] at 4:40 PM, CNA H shared Resident #1 was total 
care, but he was able to express his needs to staff and had movement in one of his arms. They would set 
him up for meals and he was able to eat independently. The resident enjoyed his coffee throughout the day 
and was good with drinking water as well.On [DATE] at approximately 4:56 PM, an interview was conducted 
with Nurse I regarding Resident #1. He reported he worked on [DATE] from 3:00 PM-11:30 PM and did not 
receive anything in report regarding Resident #1 that would have alerted him to monitor more closely. Nurse 
I stated he administered his medications, and he was able to take them with no issue. Further review was 
conducted of Resident #1's records and it revealed the following:Mobile Medical Response Run 
Report:[DATE]: .Unit dispatched on [DATE] at 1:29 AM and arrived on scene at 1:36 AM and arrived to the 
patient at 1:40 AM.Altered mental status for 2 days.Vitals Table: BP (Blood Pressure): 123/80; HR (Heart 
Rate):150; SPO2: 94 (nasal cannula); Resp (respirations): 26, labored; ECG: Sinus Tachycardia. 2:00 AM: 
BP: 120/78; HR: 145; SPO2: 97; Resp: 26, labored; ECG: Sinus Tachycardia.1:40 AM- 6 liters per minutes, 
nasal cannula; improved.was dispatched to the above address with lights and sirens for AMS (altered mental 
status). Upon EMS arrival the male was responding to painful stimuli with his eyes only. Staff stated he is 
usually AOX3, but his son states that he had increased AMS x2 days. They stated that he has been altered 
with labored breathing, a fever, chunky urine, diaphoresis and tachycardia since 22:00 yesterday. He was 
lifted to the stretcher and continued on oxygen with NC (nasal cannula). He was placed on continuous 
cardiac monitoring and tachycardia was noted. His lungs were assessed and very wet throughout. Progress 
Notes:[DATE] at 08:00: .I recommend patient have a Foley catheter placed to promote wound healing and 
keep wound bed dry. [DATE] at 13:03: Pt brother in to visit and spoke with assigned CNA in hallway, pt 
brother concerned r/t (related to) pt deceased appetite, slower to respond and decreased overall interaction 
and participation in daily tasks. Pt responds appropriately to questions and pt does drinks when offered fluids 
however, pt is not independently picking up cups to take drinks independently, additional review may be 
necessary and information forward to unit manager.[DATE] at 01:22: .At the time of this evaluation 
resident/patient vital signs. Blood Pressure: 142/92 Pulse: 147; RR: 22; Temp: 97.9 Pulse oximetry: 93%.
Mental status evaluation for this change in condition were: Mental Status Evaluation: Unresponsiveness; 
functional Status Evaluation: General Weakness decreased mobility.Send to ER.[DATE] at 02:43: CNA 
notified writer that resident's pulse was elevated, and he presented with labored breathing. Upon 
assessment by writer, resident appeared to be in respiratory distress due to labored breathing with 
accessory muscles. Resident was also verbally unresponsive, not did not respond to sternum rub, and did 
not respond to sternum rub and did not respond to painful stimuli. Vitals assessed as 142/92, 147, 97.9, 22, 
93% on 2.5L O2. Writer notified on call NP (nurse practitioner) and she recommended sending resident to 
the ER. 911 was called and arrived at the facility to transport resident to (Hospital) at 0140. Writer notified 
ADON (Assistant Director of Nursing) and resident's guardian. No belongings were taken with resident. 
SBAR Communication Form: Unresponsiveness.weakness.decreased mobility.Respiratory Evaluation: Not 
clinically applicable to the change in condition being reported.Transfer Form:[DATE]: .Unresponsive.Vital 
Signs: Blood Pressure -142/92; Pulse-147; Respirations-22.0; Temperature- 97.9; 02 stats- 93.0%: Blood 
Glucose- 107.There was no further assessment documented, or nursing care provided to Resident #1 during 
this acute episode by his assigned nurse until EMS arrived.Review was completed of records related to 
Resident #1's Foley catheter and fluid intake.Treatment Administration Record:[DATE]:Foley Catheter Care 
Q (every) shift -- Documented as completed on day, evening and night shift on [DATE]st- [DATE]rd, 2025. 
There were no subsequent progress notes detailing any observed concerns with Resident #1's Foley 
catheter until EMS observed it when he was being transported to the Emergency Room. Toilet Continence: 
Review was conducted of the past 30 days of documentation and facility staff documented Toilet Continence 
Not Rated due to Indwelling Catheter. approximately 95% of the look back period.Indwelling Catheter Care: 
Review conducted of the last 14 days of CNA documentation and it indicated catheter care to include care, 
privacy bag, securement device, empty urine drainage bag every shift was being completed.Review was 
conducted of Resident #1's fluid intake over the last 30 days and it indicated within the day he drank 
approximately 20 oz- 45 oz. Per the task documentation, facility staff were not assessing Resident #1's 
continence as he had a catheter. There was no indication from the charting otherwise of any concerns 
related to his Foley catheter. On [DATE] at 11:45 AM, an interview was conducted with Unit Manager A 
regarding Resident #1. The progress note completed on [DATE] at 13:03 by Nurse J was reviewed. Unit 
Manager A was asked when she was made aware of information contained in the progress note and she 
expressed Nurse J printed the note and placed it in her mailbox that is affixed to her office door, but she did 
not see it until [DATE] and Resident #1 had already been transferred to the hospital. Manager A stated she 
believed she was still in the facility when the note was placed in her mailbox. Based on the documentation, it 
appeared it was a newly developed concern for the resident as he was table to hold his cup to drink 
independently.In reviewing the documentation, Unit Manager A stated the nurse could have informed her in 
person, reached out to therapy for an evaluation, ensured that he was offered extra assistance during meals 
and would have expected the information to be passed off in report. Manager A stated she was uncertain 
what questions were asked or where there was a thorough assessment of the concerns Resident #1 brother 
identified, was at. On [DATE] at approximately 9:00 AM, an interview was conducted with Infection Control 
Nurse B, regarding Foley catheters. She explained the CNAs complete the perineal care that is documented 
under tasks and facility nurses complete Foley care that is documented in the TAR. Nurse B was on leave in 
[DATE] and upon returning in [DATE] there was an uptick of UTIs (Urinary Tract Infections) in [DATE] leading 
into [DATE].Infection Control Nurse B stated Resident #1's Foley catheter was placed on [DATE] to promote 
wound healing. She stated the nurses should be observing residents' Foleys at least three times a day. Prior 
to marking it off in the TAR they should be cleaning the catheter from the insertion site down, checking to 
make sure the bag is below gravity and covered. If they notice any abnormalities (patient specific) such as 
unusual urine color or sediment they would document in a progress note and alert her.Nurse B clarified there 
is no other documentation/assessment completed by nursing staff related to residents' Foley catheters 
unless there is a concern identified. Review was completed of Resident #1 Kardex and care plan and there 
was nothing listed in regarding ongoing assessment/monitoring of his Foley catheter. Nurse B was queried 
how she is aware if Resident #1 is voiding or not. It was explained the CNA's document under toilet 
continence which is where she would review to see if there were issues with the voiding pattern. We 
reviewed the task for toilet continence and the documentation indicated continence not rated due to 
indwelling catheter. Nurse B was questioned on how she would know if the resident was producing urine or 
not if staff were not monitoring if. The nurse reported she would be unsure if Resident #1 was producing 
urine. A review was then completed of the daily fluid intake and Nurse B reported that with his intake of fluids 
he (Resident #1) should have had urine output. On [DATE] at 12:55 PM, an interview was conducted with the 
Administrator and the Director of Nursing (DON) regarding Resident #1's acute change in condition. A review 
was conducted of his care plan and Kardex with the absence of interventions to address ongoing monitoring 
and assessment of his Foley catheter. They expressed they were unsure why it was not on the Kardex as 
there are certain items that automatically pull over.The DON reported that CNA's complete perineal care on 
every shift and document under tasks and the nurses complete their care and document in the TAR every 
shift. They reiterated that the nurses only documentation, related to a resident's Foley catheter, would be the 
mark off in the TAR, unless there was a concern identified. The DON and Administrator were asked how they 
monitor if residents with catheters are voiding. They explained CNA's document under toilet continence 
under Tasks. Resident #1 tasks were reviewed, and his toilet continence was rated as continence not rated 
due to indwelling catheter. They continued if the resident was not producing urine they would mark not 
voiding and then notify the nurse. They were asked if they were aware that Resident #1 did have a lot of 
urine output per staff. They stated they were not aware of this.The DON stated they spoke to Nurse F 
yesterday evening and she shared she completed her initial rounds within the first hour of her shift and he 
was sleep with a normal chest rise and fall. The CNA alerted her to his labored breathing, and the nurse 
completed vitals, called his name and he only opened his eyes but was not responding verbally. His pulse 
was elevated and the nurse stated he was cool to the touch. The DON was asked if Nurse F completed any 
other assessment or delivered any other care (outside of the vitals taken) given that her note stated the 
resident was in respiratory distress and not responding to sternum rub or painful stimuli. The DON stated 
that, based on the progress note, the nurse only completed vitals on the resident as she awaited EMS.It can 
be noted upon EMS arrival, Resident #1 was unresponsive and only awakened to painful stimuli. His 
temperature was 104.1, he was hot to the touch, diaphoretic, his lung sounds were wet bilaterally, and his 
catheter was noted to have sediment and be dark in color. Resident #1 was in acute distress and there were 
no further nursing interventions that nursing staff rendered to the resident during this episode. Per the 
hospital records Resident #1 was still being treated at the time of the Abbreviated Survey. The records 
revealed the following:Hospital Records: .Patient presenting with altered mental status from nursing home 
normally ANOx4 was notably febrile per EMS with a temperature of 104 degrees axillary tachycardiac in the 
150s was placed on 6 L (liters) nasal cannula.Upon transfer over the EMS from EMS to ER bed, patient O2 
sats in the 84 to 87% on nasal cannula was placed on nonrebreather with developing significant amount of 
fatigue. Urine appeared to have significant sedimentation per information gathered from EMS.T: 39.5 C; HR: 
147 (monitored).on examination patient appeared to be very fatigued, lethargic, slightly diaphoretic as well 
has some notable pitting edema in his left upper extremity abdomen is soft nontender nondistended.Foley 
catheter in place shows significant sedimentation and appears to be cloudy as well.Patient is notably warm 
to touch.Endotracheal intubation was performed at bedside. The reason was secondary to acute hypoxic 
respiratory failure with inability to protect airway. he appeared to be quite altered and inability to maintain 
Sp02 sufficiently with 15 L nonrebreather.Assessment/Plan: Septic Shock.initial impression was septic shock 
likely secondary to UTI.with acute hypoxic respiratory failure.XR Chest 1 view Portable: Impression: 
Suspected right lower lobe pneumonia.Sepsis related to UTI +/-pneumonia.urine culture showing 
gram-negative rods. Blood culture from 11/4 reporting MRSE in 2/2 sets. Sputum culture grew Staph aureus.
XXX[DATE]: Assessment/Plan; 1. MRSA pneumonia; 2. Septic Shock.presented for fevers, hypoxia and 
decreased responsiveness. Sepsis criteria met with neutrophilic leukocytosis, tachycardia, tachypnea and 
fevers. Urine culture grew ES:, Klebsiella, patient has been on IV meropenem. Multiple attempts were made 
throughout the course of the investigation to contact Nurse F, to no avail. The facility attested they spoke 
with Nurse F on [DATE] regarding the incident.The facility provided a document entitled, How to care for a 
urinary catheter, The documented stated, .Call for advice if: the urine.is dark or coffee colored, has solid bits 
in it. The document provided did not address the ongoing monitoring/assessment related to urinary 
catheters. According to the National Library of Medicine: Respiratory Assessment, .Inspection during a 
focused respiratory assessment includes observation of level of consciousness, breathing rate, pattern and 
effort, skin color, chest configuration, and symmetry of expansion.Using the diaphragm of the stethoscope, 
listen to the movement of air through the airways during inspiration and expiration.
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