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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and document review, the facility failed to ensure a change of condition was identified and
assessed by a nurse to determine what, if any, additional intervention maybe needed for 1 of 2
residents (R1) reviewed. R1 developed audible gurgling and potential respiratory impairment on
[DATE] in the mid-afternoon which was not comprehensively assessed by a nurse until several hours
later. Findings include: On [DATE] at 11:46 a.m., an interview was held with emergency medical
technician (EMT)-E who stated they were on a crew that responded to the care center for R1 on
[DATE], with reported respiratory distress. They arrived and found R1 lying in bed and very clearly in
respiratory distress. The staff members present reported R1's condition onset about 2:00 p.m., which
EMT-E then questioned aloud, Why did it take eight hours [to call]!? R1 had just had oxygen placed
via cannula at 2 liters per minute (LPM) as EMT arrived and R1's oxygen saturations were poor when
they checked them. EMT-E stated R1 was then transported to the hospital where she was found to
have a very intense pneumonia in her lungs. R1's Physician Orders for Life Sustaining Treatment
(POLST), dated 1/2024, identified R1 had wishes for selective treatment marked but was agreeable
to limited interventions such as IV/IM antibiotics or a defined trial of artificial nutrition. R1's quarterly
Minimum Data Set (MDS), dated [DATE], identified R1 had both long and short-term memory
impairment and a history of previous stroke. R1 did not have a history of respiratory failure recorded.
R1's care plan, last reviewed [DATE], identified R1 had an activity of daily living (ADL) self-care
deficit and was dependent on staff for most care. The care plan lacked evidence R1 had any current
respiratory issues or concerns such as wet-sounding voice or ?gurgling' with spoken wordR1's
Respiration / Pulse / O2 Sat Summaries, printed [DATE], identified the recorded vital signs for R1
over the previous 90-day period. These vitals were recorded: [DATE] - 18 respirations per minute
(RPM), 53 beats per minute (BPM), and 92% on room air (RA). [DATE] - 18 RPM, 62 BPM, and 93% on
RA. R1's progress note, dated [DATE] at 10:19 a.m., identified R1 was seen by medical doctor (MD)-D
and no new orders were written. R1's corresponding Family Medicine Progress Note, dated [DATE],
identified R1 was seen for a routine 60-day examination. MD-D recorded himself as having a hard time
understanding R1's speech but R1 had been eating okay. The note identified R1 had a previous
choking episode but the congestion . seems to be better at this time. The note recorded R1 had no
cardiopulmonary symptoms present and a physical exam was done which recorded R1's vital signs as
110/62 (BP), 62 BPM, and 16 breaths per minute. R1's lung sounds were listed as clear and R1 was in
no acute distress. However, R1's subsequent progress note, dated [DATE] at 9:45 p.m., identified the
staff had noticed R1 sounded gurgle [sic] when getting her up for the supper meal. R1 was alert and
ate 25% of her supper meal. The note then recorded, By the time she was assisted to bed. She started
to cough more and sounded even more gurgle [sic]. She looked pale and was difficult to arouse. She
said she was tired . was afebrile with 96.5 [F], P 67 and went up to 161, R 35 and irregular. O2Sat
ranged from 75 to 80% [on] RA. After administering O2 [oxygen] per [cannula] it increased to 85% at
2 L [liters per min] . Family called to communicate resident's change of condition. EMS was then
called and R1 was transported to the hospital at 10:18 p.m. Registered nurse (RN)-B authored the
note, however, the note lacked what, if any, assessment had been completed of R1's respiratory
(continued on next page)
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system when the staff had initially identified the gurgle noise when getting her up from bed before the
meal. When interviewed on [DATE] at 11:28 a.m., licensed practical nurse (LPN)-D stated they had
worked with R1 prior to her hospitalization and recalled R1 as needing help to complete most cares.
R1 was also talkative but often didn't make sense with the conversation flow. LPN-D stated they
[couldn't] say for certain if R1 had a normal ?wet' voice or audible ongoing cough. R1 was on
thickened fluids so at times people will hear that. LPN-D stated they felt R1 having audible ?gurgling'
noises at rest would be definitely different for her. If that was reported to the nurse, then the nurse
should evaluate the lung sounds and check vital signs. That evaluation should then be recorded in the
progress notes. LPN-D stated they were not sure what happened to R1 causing her hospitalization but
added they were quite shocked when they came to work and heard R1 subsequently died at the
hospital as R1 was not terminally ill or on hospice care. When interviewed on [DATE] at 12:32 p.m.,
nursing assistant (NA)-B stated they were assigned to help care for R1 on [DATE] for the evening
(PM) shift. NA-B and NA-C got R1 up from bed around 3:30 p.m. and at that time noticed R1 was a
little gurgly sounding. NA-B stated it caused them to wonder if something was a little off but the noise
was not very prominent. R1 was taken to the commons area and NA-B stated they told the nurse,
RN-B, about the noise R1 had been making. RN-B responded aloud, OK, and NA-B stated they were not
sure what actions RN-B did after that with R1. NA-B stated there were no visible secretions on or
around R1's mouth when they noticed the noise. When supper time arrived, NA-B stated they helped
R1 with eating and R1 then again seemed more gurgly sounding. This was again reported to RN-B who
stated they just wanted to watch her and keep monitoring it. NA-B stated the gurgling noise R1 was
making was definitely new to me [hearing it]. Then, later in the evening, as they helped R1 to bed the
audible gurgling noise was still present, so they raised the head-of-the-bed after R1 was laid down.
NA-B stated they again notified the nurse who went into the room around 7:30 or 8:00 p.m. they
thought. The nurse attempted to do vital signs but couldn't locate the pulse oximeter right away
which caused a delay adding, That took a while. Then around 9:30 p.m., the nurse finally got one and
took vital signs, then everything was low and R1's vitals were abnormal. NA-B recalled that R1's
family was then called and then she was sent to the hospital with EMS. NA-B stated R1 didn't look
too good when she left for the hospital. NA-B reiterated the main nurse helping with R1 that shift was
RN-B.When interviewed on [DATE] at 12:53 p.m., NA-C stated they recalled working with R1 on
[DATE] in the PM. R1 had sounded like she was really gurgly when they helped her up from bed in the
afternoon and felt a little warm to touch. NA-C stated RN-B was told about these issues and
responded to keep an eye on her and keep R1 upright in the chair for a while. NA-C stated they were
unsure what actions RN-B took to evaluate R1 as they had other people to help care for and left the
area. NA-C then helped NA-B put R1 to bed around 7:00 p.m., and R1 again sounded gurgly so the
head-of-the-bed was raised up. RN-B was again told of R1 but NA-C was unsure what, if any, follow
up was done as they went and helped other people. NA-C recalled that around 8:30 p.m. to 9:00 p.m.,
RN-B was in R1's room and trying to get vital signs but they were having trouble getting the oxygen
levels due to the oximeter being missing. When they finally got it, R1's oxygen level was like 80's [%]
and the nurse was super concerned. The nurse then applied oxygen to R1 to help her, but this was
just before she left with EMS. R1's medical record was reviewed and lacked evidence what, if any,
nursing assessment of R1's respiratory condition was completed around 3:30 p.m., when the NA staff
members first identified a possible change in condition of R1's respiratory status. The record lacked
any record vital signs or assessment until 9:45 p.m., then the progress note identified RN-B's actions
and care provided. When interviewed on [DATE] at 1:04 p.m., RN-B stated they were not told any
concerns about R1 in the verbal report from the previous shift on [DATE], but only R1 had been seen
by the MD and there were no new orders. RN-B stated R1 had a history of aspiration and would once
in a while have a cough they noted. RN-B verified the NA staff reported R1 as sounding gurgly when
they got her up before supper. RN-B stated she did a visual look of R1 at that time and R1 appeared at
her baseline. RN-B stated they did not obtain vitals or listen to R1's lung sounds when first told as R1
(continued on next page)
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appeared visually to be fine. If she had not looked fine, then RN-B would have done a whole
assessment. RN-B stated they did not recall the NA reporting anything concerning R1 at the supper
meal. RN-B then explained they saw R1 again after she had been placed into bed. RN-B entered the
room and R1 voiced feeling tired, so RN-B turned on the room light. R1 looked pale and her
respirations were irregular. RN-B stated it was at that time when they did a whole assessment of R1
and found her to have some faint expiratory wheezing and a very high pulse rate. R1 also had a fluid in
her throat sound present. RN-B notified the other nurse working to help evaluate R1 and got a second
opinion. The other nurse felt R1 didn't look good, and a decision was made to call the family and seek
permission to send R1 to the ED. RN-B verified the first time they listened to R1's lung sounds was
after the supper meal when R1 had been placed back into bed. RN-B also verified they did not update
the MD about the gurgling noise prior to R1 being sent to the hospital. RN-B stated since this had
happened, nobody from management had talked with them about it but reiterated it was not the first
time R1 had a wet-sounding voice or noise with breathing adding, It's not like it's never happened
before. When interviewed on [DATE] at 1:54 p.m., the director of nursing (DON) stated they felt it
would not have been out of the ordinary for R1 to have a wet-sounding voice or gurgle with her
speech. R1 had a history of swallowing issues and RN-B did a visual look of R1 and didn't see
anything concerning to warrant a full assessment at that point in the early afternoon on [DATE]. DON
verified this wet-sounding voice or breathing was not something care planned as normal for R1. DON
stated their expectation would be to take a look at R1 and if the nurse felt something was [NAME], to
then do a full assessment and chart their findings in the record. DON reiterated they felt a visual
assessment would be appropriate and going beyond that depends on the nurse and their nursing
judgement. DON stated they had visited with some of the staff members working on [DATE] during
the AM shift who felt R1 was her baseline self. DON acknowledged the charting by RN-B did not have
a nice timeline of the actions or events and felt it could have been more thoroughly documented. When
asked about the regulatory expectations for notification to the physician, DON stated that in that
framing and hindsight, she wished RN-B had done a full assessment at 3:30 p.m. when first told of
R1's potential issue but reiterated the direct care staff know the residents and she had to rely on the
nurses' judgement in the situation. DON stated RN-B was a good nurse and it was concerning there
was discrepancies between the NA and nurse about R1's presentation on [DATE]. DON stated they
did not feel action sooner, such as a full assessment being done by the nurse at 3:30 p.m., would have
changed R1's outcome as R1 was very compromised in her overall condition. DON stated it was
important to ensure actions taken with a potential change-of-condition were recorded in the medical
record to ensure credit is provided with care given and we want to be able to defend ourselves. On
[DATE] at 2:39 p.m., an interview with MD-D was attempted but they were out of the office. MD-F
was present who had also been involved with R1's care in the past. MD-F was interviewed at 3:23
p.m. and explained they were part of a team of physicians who round on patients many patients,
including R1, who were at the care center. MD-F described R1 as being complicated but stable when
they had last evaluated her at the care center. MD-F did not recall R1 as ever having a major
respiratory illness, such as COPD or asthma, but stated from his memory that he could envision R1 as
having a potential ?wet-sounding' voice at baseline just given her medical history. R1 had a history of
stroke and could have a harder time clearing secretions in her throat as a result. When asked if earlier
notification to the physician would have changed R1's outcome, MD-F stated R1's clinical picture
seemed to change so quickly after MD-D's visit that listening to the lungs and checking vital signs,
such as oxygen levels, would have made sense. If those were fine, then notification to the provider
was not likely needed right then. MD-F stated an update from the staff about R1 having sudden gurgle
noises was also likely not needed, but reiterated that if such happened, then if or when the nurse
evaluated R1 and found some objective findings which showed a decline (i.e., poor lung sounds, vital
signs out of normal range) then an update would become more appropriate. MD-F stated R1 had a goal
of care for more comfort-focused treatments and not super aggressive measures so perhaps a
(continued on next page)
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telephone call from the nurse to the family earlier on [DATE] with an update of any assessment
findings would have maybe been more appropriate. From that, then the staff could update the provider
team for further guidance depending on the family's wishes for care. A facility Notification of Resident
Changes policy, dated 12/2024, identified the expectations for when to notify the resident's
physician. This included when there was a significant change in resident health. However, it lacked
guidance or direction on how nursing was expected to evaluate a potential change of condition or
document their actions with such.
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