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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure 1 of 3 residents (Resident 1) was adequately 
monitored for a change in level of consciousness and decreased oxygen saturation (level of oxygen present 
in the blood), reviewed for quality of care. Additionally, the facility failed to promptly initiate oxygen therapy 
and to offer prompt transfer to a hospital for evaluation of change of condition. These failures placed the 
resident at risk of a delay with a higher level of care and associated complications.Findings included.Review 
of the facility's policy titled Change in a Resident's Condition, dated [DATE], showed that a significant change 
in the resident's condition was A deterioration in health, mental, or psychosocial status in either 
life-threatening conditions or clinical complications. It showed that nursing staff would notify the medical 
provider of significant change in the resident's physical, mental or psychosocial status, need to transfer the 
resident to a hospital, and that prior to notifying the medical provider, the nurse will make detailed 
observations and gather relevant and pertinent information for the medical provider. It also showed that 
nursing staff would notify the resident's representative when there is a significant change in the resident's 
physical, mental, or psychosocial status and when it was necessary to transfer the resident to a hospital. It 
further showed, The nurse/designee will record in the resident's medical record information relative to 
changes in the resident's medical/mental condition status.Review of a hospital Discharge summary dated 
[DATE] showed Resident 1 was hospitalized on [DATE] due to a fracture (broken bone) to her left leg and 
that Resident 1 was subsequently discharged to a skilled nursing facility for rehabilitation.Review of hospital 
nursing progress notes dated [DATE] through [DATE] showed Resident 1 was neurologically (related to the 
brain, nerves and nervous system) assessed to be alert and oriented x 4 [means a person is awake, aware, 
and able to correctly answer questions about four key things: person, place, time, and situation]. It further 
showed that Resident 1's oxygen saturation levels were read at room air (non-use of oxygen therapy):-96% 
(percent) on [DATE].-97% on [DATE].-98% on [DATE].-96% on [DATE].Review of a face sheet showed 
Resident 1 admitted to the facility on [DATE] with diagnoses that included subsequent encounter for closed 
fracture with routine healing, muscle weakness, and altered mental status.Review of an admission nursing 
progress note, dated [DATE] at 7:13 PM, showed Resident 1 was Alert and oriented x 4, able to verbalize 
needs clear. Reported mild pain up on movement.hears adequately. It further showed Resident 1 was Full 
Code [A medical term used in nursing homes to indicate the resident wishes for emergency treatments to 
include cardiopulmonary resuscitation, defibrillation (using electric shocks to restart the heart), and hospital 
transfer to be evaluated for intubation (putting a tube in the airway to help with breathing), ventilation (life 
support) and medications (drugs to restart or stabilize the heart)].Review of a document titled POLST 
(Portable Orders for Life Sustaining Treatment), showed it was completed and signed by Resident 1 on 
[DATE]. It showed their elected level of medical interventions was Full treatment [primary goal is prolonging 
life by all medically effective means], It further showed that full treatment included transfer to a hospital if 
indicated.Review of a nursing progress note dated [DATE] at 11:44 PM, showed Resident 1 was alert and 
oriented and able to make needs known.[Resident 1] states that she was given lots of medication prior to 
arriving and her stomach was bothering her.rating pain 4-5/10 [resident rated pain from a scale of one to 
ten], [Resident 1] refused offer of oxycodone [narcotic (controlled) pain medication]. It further showed an 
oxygen saturation reading of 96% on room air.Review of a medical provider encounter note dated [DATE] 
showed Resident 1 was seen by their attending medical provider after nursing reported a change in 
condition. It showed, Patient [resident] demonstrates significantly altered mental status with inability to 
respond appropriately to questions, excessive somnolence (sleepiness or drowsiness) and poor interaction. 
It also showed treatment plan for reduce sedating medications due to excessive drowsiness and altered 
mental status and monitor mental status closely. It further showed Resident 1's oxygen saturation reading on 
[DATE] at 3:42 PM was at 90% room air.Review of a nursing progress note dated [DATE] at 4:41 PM, written 
by Staff C, Registered Nurse (RN), showed Cognitive status assessed. Resident is cognitively impaired, and 
Behavior/mood evaluated and the resident is noted to be uncooperative.Review of a document titled, SBAR 
[Situation, Background, Appearance, Review and Notify] Communication Form, showed it was completed by 
Staff D, RN, on [DATE] at 5:50 PM. It showed that Resident 1 was noted to have altered level of 
consciousness, labored or rapid breathing, shortness of breath and other respiratory changes and an oxygen 
saturation level reading of 88% on room air. It further showed that the Primary Care Clinician was notified at 
5:43 PM, and that they recommended to continue monitoring the patient condition. It did not show 
documentation of oxygen therapy initiation or follow-up assessments of Resident 1's oxygen saturation 
levels. Further review did not show documentation of initiation of transfer to the hospital for further evaluation.
Review of a nursing progress note dated [DATE] at 6:21 PM, written by Staff F, Assistant Director of Nursing, 
showed Family called with concerns regarding sedation, this LN went to see [Resident 1], found with eyes 
closed, resp [respiration] even and unlabored, awakens easily but nods off while talking. It also showed, call 
placed to MD [medical provider] and that an order was received to change a sedating medication to as 
needed from a routine schedule of administration. It further showed Resident 1 was placed on alert to 
monitor for sedations. It did not show that Resident 1 was assessed for vital signs and/or that Resident 1 or 
their collateral contacts were offered a transfer to the hospital for further evaluation for change in condition. 
Further review of nursing progress notes did not show documentation of follow-up assessments of Resident 
1's vital signs and/or mental status.Review of a nursing progress note dated [DATE] at 12:34 AM, written by 
Staff D showed [Resident 1] increase respiratory distress, oxygen given via nasal cannula [flexible tube used 
to deliver oxygen through the nostrils], 911 called, moved resident to floor and start CPR, 911 arrived and 
took over. It further showed that Resident 1 was pronounced dead on [[DATE]] at 9:47 PM.In an interview on 
[DATE] at 12:25 PM, Staff C stated that if close monitoring of a resident's mental status was indicated, they 
would check them, and I ask questions to assess for their orientation. Staff C stated that their process for 
monitoring a change of a resident's condition was that We document notes whenever we see the resident. 
Staff C further stated that oxygen therapy would be initiated for a resident if their oxygen saturation level 
reading was below 90%.In a follow-up interview on [DATE] at 3:24 PM, Staff C stated that they cared for 
Resident 1 on [DATE] and that she was not in a good shape. Staff C stated they reported Resident 1's 
change in condition to the medical provider who visited with her on [DATE] around 1:30 PM. When asked if 
Resident 1 was offered to be transferred to the hospital for a change in their condition, Staff C stated that 
they did not receive [physician] orders to send to the hospital and Staff C did not offer Resident 1 a transfer 
to the hospital because she just came [admitted to the facility]. Staff C stated that they questioned Resident 
1's admission to the facility and that Resident 1 was not alert and oriented 100%, she was very much 
distended [means swollen or bloated], and that she didn't [did not] look ready for a nursing home to me.In an 
interview on [DATE] at 12:41 PM, Staff E, Resident Care Manager (RCM), stated that close monitoring of a 
resident with a change in mental status would include frequent visual/physical checks of the resident and 
would be reported to the medical provider along with checking the resident's vital signs.In an interview on 
[DATE] at 3:15 PM, Staff D stated Resident 1's oxygen saturation level reading of 88% prompted them to 
notify the medical provider for change in condition on [DATE] at 5:43 PM. When asked if oxygen therapy was 
started for Resident 1, Staff D stated, I did not get any order from the doctor. Staff D further stated he and 
Staff F notified Staff A, Medical Director, via the SBAR Communication Form and that we did not get orders 
to transfer to the hospital. Staff D stated that Staff A instructed him to continue to monitor [Resident 1].In an 
interview and joint record review on [DATE] at 1:22 PM, Staff F stated a resident's change in condition was 
monitored by checking vital signs and placing the resident on alert charting (process to ensure nursing staff 
from all work shifts monitor and document a resident's medical condition and/or status). Staff F stated that 
they received a call from Resident 1's collateral contact informing them that she wasn't [was not] her normal 
self, and that they wanted to know what was going on. Staff F stated they went to check on Resident 1 
approximately one hour prior to writing a progress note on [DATE] at 6:21 PM. When asked how Resident 1 
was assessed, Staff F stated, I just checked on her respiratory rate, she woke up and talked to me and that's 
[that is] as far as I went. Staff F stated, Yeah I guess I should have taken vital signs. Staff F stated that 
Resident 1 was responsive to voice, but fell asleep while talking to me, and that they called and informed 
Staff A of Resident 1's condition. A joint record review of Resident 1's nursing progress notes from [DATE] 
through [DATE] showed Resident 1 had a change in her mental status and oxygen saturation readings. 
Further joint record review showed a medical provider encounter on [DATE] with a treatment plan to closely 
monitor the resident's mental status. Staff F stated they expected checking on her frequently and doing vital 
signs would have been completed and that I don't [do not] see it in [Resident 1's] electronic health records 
[EHR]. When asked if a hospital transfer was offered to Resident 1 and/or their collateral contacts, Staff F 
stated, I didn't [did not] offer it.A joint record review and interview on [DATE] at 1:19 PM with Staff A, showed 
Resident 1's provider encounter note dated [DATE] and that Resident 1 was reported by nursing staff to 
have a change in condition. Further review showed the provider encounter note included a plan to closely 
monitor Resident 1's mental status. When asked how they expected a resident's mental status to be closely 
monitored, Staff A stated that documentation of a resident's condition/status would be done on an hourly 
basis instead of every work shift and that because the medical provider was suspecting [Resident 1 was] 
over-sedated and expected some meds [medication] to wear off, in which case, the resident would start to 
perk up, therefore checking on the resident closely every hour. When asked if oxygen saturation levels would 
continue to decrease if sedating medications were wearing off over time, Staff A stated, No, they would go 
up, if a somnolent residents starts to de-sat [decrease oxygen saturation levels], that's when you start 
oxygen therapy and if it doesn't [does not] go up, then the resident should have been transferred to the 
hospital. Staff A further stated an oxygen saturation level below 90% room air indicated the need for oxygen 
therapy. When asked if Resident 1's status of altered mental status along with decreasing oxygen saturation 
levels was a medical concern, Staff A stated, Absolutely. When asked if Resident 1's change in condition 
could have prompted a transfer to the hospital, Staff A stated, Yes. Staff A further stated, My first knowledge 
of this resident was when EMS [Emergency Medical Services/911 responders] was trying to revive the 
patient. When asked if Resident 1 could have benefited from a transfer to the hospital for further evaluation, 
Staff A stated, At some point, it's [it is] possible there could have been a missed opportunity to transfer the 
resident to a higher level of care.In an interview on [DATE] at 3:55 PM, Staff G, RCM, stated staff could 
initiate oxygen therapy for a resident and then notify the medical provider and that If the oxygen saturation is 
below 90%, I would start [oxygen therapy] or if there's respiratory distress or shortness of breath.A joint 
record review and interview on [DATE] at 4:36 PM with Staff B, Director of Nursing, showed Resident 1's 
EHR showed a completed POLST form and nursing progress notes from [DATE] through [DATE] that 
showed Resident 1 had a change in her mental status and oxygen saturation readings. Further joint record 
review showed a medical provider encounter on [DATE] with a treatment plan to closely monitor the 
resident's mental status. When asked if Resident 1's change in condition was known by nursing and medical 
providers on [DATE], Staff B stated, Yes, according to the notes. When asked if oxygen therapy could have 
been started when Resident 1's oxygen saturation fell below 90% room air, Staff A stated, Yes. When asked 
if Resident 1 and/or Resident 1's collateral contacts were offered a transfer to the hospital for a change in 
condition, Staff B stated, No. Staff B further stated, I had hoped they had looked at [Resident 1's] vitals [vital 
signs] more frequently, and making a decision then, and that staff could send them out and notify the doctor 
if that was necessary.Reference: (WAC) 388-97-1060(1)(3)(vi).
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