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

Based on interview and record review, the facility failed to notify the physician of abnormal vital
signs (measurements of the body's most basic functions [temperature, blood pressure]) for 1 of 3
residents (Resident 1), reviewed for quality of care. This failure placed the resident at risk for
unrecognized medical complications, unmet care needs and a diminished quality of life.Findings
included.Review of the facility's policy titled, Acute Condition Changes - Clinical Protocol, revised in
March 2018 showed, The physician will help identify individuals with a significant risk for having
acute changes of condition during their stay; for example.someone with unstable vital signs. The
policy further showed, Direct care staff, including nursing assistants will be trained in recognizing
subtle but significant changes in the resident.and how to communicate these changes to the
Nurse.Review of Resident 1's May 2026 temperature log showed the following temperatures, which
indicated hypothermia (a condition that occurs when the body temperature drops below 95.0
Fahrenheit [ F -temperature scale]):-On 05/02/2026, temperature was 94.7 F and 94.9 F.-On
05/5/2026, temperature was 86.8 F.-On 05/06/2026, temperature was 86.5 F.-On 05/10/2026,
temperature was 86.4 F.-On 05/17/2026, temperature was 94.6 F.-On 05/21/2026, temperature was
86.8 F.-On 5/22/2026, temperature was 86.9 F.-On 05/23/2026, temperature was 86.4 F.-On
05/24/2026, temperature was 85.7 F.-On 05/25/2026, temperature was 94.6 F.-On 05/26/2026,
temperature was 94.5 F.-On 05/27/2026, temperature was 86.6 F.Review of Resident 1's May 2026
blood pressure (BP) log showed the following, which indicated hypotension (low BP with a reading
that is less than 90/60 millimeters of mercury [mmHg-a unit of pressure]):-On 05/03/2026, BP was
85/48 mmHg.-On 05/04/2026, BP was 88/54 mmHg.-On 05/08/2026, BP was 87/53 mmHg.-On
05/13/2026, BP was 87/63 mmHg.-On 05/17/2026, BP was 84/52 mmHg.-On 05/24/2026, BP was
88/65 mmHg and 86/57 mmHg.-On 05/25/2026, BP was 79/51 mmHg and 75/48 mmHg.-On
05/26/2026, BP was 86/55 mmHg.-On 05/27/2026, BP was 73/47 mmHg.Review of a physician
progress note dated 05/21/2026, showed Staff D, Medical Director, documented that Resident 1's
temperature was 86.8 F on 05/21/2026 at 9:25 AM.Review of a nursing progress note dated
05/27/2026 showed that Resident 1 was sent to the hospital from the emergency room from their
appointment due to altered mental status and low BP.Review of Resident 1's hospital note dated
05/27/2026 showed that they were at the clinic where they were noted to be altered from their
baseline and sent to the emergency department for further evaluation. The hospital notes further
showed that Resident 1 was found to be hypothermic to 82.4 F by EMS [Emergency Medical
Services] and that they were admitted to the MICU [Medical Intensive Care Unit- a specialized unit
for patients with severe, lifeˆthreatening medical conditions that require continuous monitoring and
nonˆsurgical critical care] for further evaluation and management.Review of Resident 1's physician
orders printed on 06/01/2026 showed no interventions to manage their low temperature and low BP.In
an interview and joint record review on 06/03/2026 at 11:06 AM, Staff A, Certified Nursing Assistant
(CNA), stated that they received training on how to take vital signs and that they took residents' vital
signs in the morning and as needed. Staff A stated that the normal range for vital signs were a
temperature of 98.6 F, BP of 120/80 mmHg, pulse (heart rate) of 60 to 100 beats per minute, and a
respiratory rate of 16 to 20 breaths per minute. Staff A stated that if the resident's vital signs were
(continued on next page)
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abnormal, they would retake their vital signs and that if their vital signs continued to be abnormal,
they would notify the nurse. Staff A stated that the nurse would then retake the resident's vital signs.
A joint record review of Resident 1's vital signs on 05/27/2026 showed a temperature of 86.6 F and a
BP of 73/47 mmHg. Staff A stated that they had notified Staff B, Registered Nurse, of Resident 1's
vital signs and that Resident 1 always runs a lower blood pressure and lower body temperature and
that they were not alarmed because Resident 1 always had low temperatures and BPs.In an interview
on 06/03/2026 at 12:52 PM, Staff B stated that if a resident's vital signs were abnormal, they would
have expected the CNAs to notify them. Staff B stated that they would recheck the vital signs and if
it remained out of parameter, they would notify the physician. Staff B stated that they were Resident
1's nurse on 05/27/2026 and that they were not aware that Resident 1 had a temperature of 86.6 F
and a BP of 73/47 mmHg. Staff B stated that Staff A did not notify them and that Resident 1's
temperature and BP were out of parameter and that if they knew, they would have rechecked
Resident 1's vital signs. Staff B stated that they did not notify the physician because they were not
notified of Resident 1's abnormal vital signs. Staff B stated that if they were notified, Resident 1
would not have gone to their appointment and that they would have spoken to the physician about it.
When asked if they were aware that Resident 1 was having low temperatures and low BP, Staff B
stated that Resident 1's baseline temperature was around 96.0 F and a BP of 95/58 mmHg. Staff B
stated that they were not aware that their temperatures were in the 80's [ F] and that their BPs were
in the 70's to 80's mmHg. Staff B stated that a temperature below 95.0 F was serious and that Staff A
should have notified them. When asked if Resident 1 had interventions in place to address
temperatures below 95.0 F, Staff B stated that they would provide the resident with warm blankets
and if the room was cold, they would notify maintenance. When asked if Resident 1 had physician
orders for these interventions, Staff B stated that it was for any residents and that it was general
care.In an interview and joint record review on 06/03/2026 at 1:44 PM, Staff C, Assistant Director of
Nursing, stated that they were not aware that Resident 1 had abnormal temperatures and BPs. In a
joint record review of Resident 1's May 2026 temperatures and BPs showed temperatures below 95.0
F and BPs below 90/60 mmHg. Staff C stated that they were not aware. When asked if there were
any monitoring or interventions in place to manage their abnormal temperatures and BPs, Staff C
stated that they did not know. Staff C stated that the primary nurse should have been alerted on Point
Click Care (PCC-charting system) that Resident 1's vital signs were out of range and to notify the
provider. In a follow-up interview at 3:30 PM, Staff C stated that they considered a temperature of
86.6 F and BP of 73/47 mmHg a change in condition that required provider notification if after staff
reassessed the resident's vital signs and continued to be out of range. Staff C stated that they
considered it an urgent matter that would require staff to call the provider and notify them. Staff C
stated that on 05/27/2026, they would have expected the CNA to notify the nurse, the nurse to
reassess and check Resident 1's vital signs manually and that if it continued to be out of range, they
would have expected the nurse to notify the physician. Staff C further stated that they would have
canceled Resident 1's appointment, notified the provider, and if the provider wanted to send them out,
they would have sent Resident 1 out [to the hospital].In an interview and joint record review on
06/04/2026 at 10:16 AM, Staff D stated that if residents' had abnormal vital signs, they would expect
staff to report it to them. When asked if they were aware that Resident 1 had temperatures as low as
in the 80's F and BPs as low as 73/47 mmHg, Staff D stated that they were not aware. Staff D stated
that they were aware that Resident 1 had low BPs and that it was stable. When asked what
interventions were in place, Staff D stated that they were monitoring and increasing Resident 1's oral
intake. When asked if there was a physician order, Staff D stated that they remembered giving a
verbal order, but not in PCC. A joint record review of Staff D's progress note dated 05/21/2026
showed that Resident 1's temperature was 86.8 F on 05/21/2026 at 9:25 AM. Staff D stated that
interventions were not in place for Resident 1's low temperature because if a resident had abnormal
vital signs, they would have expected staff to notify them and that they did not pay attention to
(continued on next page)
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Resident 1's temperature because nobody alerted them. Staff D stated, If there's [there is] low vitals
[signs], [the] patient would not be stable at all. In a joint record review of Resident 1's vital signs on
05/27/2026 showed a temperature of 86.6 F and BP of 73/47 mmHg. Staff D stated that they were
not notified. Staff D stated that Resident 1's temperature definitely is abnormal and that staff should
have notified them. Staff D stated that it's [it is] hypothermia by definition and that if they were
notified, they would have sent Resident 1 out [to the hospital]. Staff D further stated that Resident 1
had a change in condition and that staff should have notified them about it.In an interview and joint
record review on 06/04/2026 at 11:52 AM, Staff E, Director of Nursing, stated that if a resident had an
abnormal vital sign, they would expect the CNA to notify their nurse on the floor and the nurse would
recheck to verify the vital signs were accurate, and if they were accurate, the nurse should notify the
provider ASAP [as soon as possible]. In a joint record review of Resident 1's May 2026 temperature
and BP log showed temperatures below 95.0 F and BPs below 90/60 mmHg. Staff E stated that
Resident 1's abnormal vital signs should have been reported immediately. When asked if they were
aware that Resident 1 had temperatures as low as in the 80's and BPs as low as 73/47 mmHg, Staff
E stated that they did know until they got the word that Resident 1 had been sent out to the hospital
from their appointment. When asked if there were any interventions to address their low temperatures
and BP, Staff E stated that the provider was aware of Resident 1's low BP and that Resident 1 had
been hypotensive. Staff E stated that they were not aware of Resident 1's vital signs on 05/27/2026
and how low it was. Staff E stated that there were no interventions in place to manage it and that
there should have been. Staff E stated that they expected the CNA to recheck Resident 1's vital signs
and notify the nurse. Staff E stated that they expected the nurse to recheck Resident 1's vital signs
manually and if they were out of parameters, they would have expected the nurse to notify the
physician and follow their orders. Staff E further stated that they were sure that Staff D would have
sent her out 911 [emergency number]. Reference: (WAC) 388-97-1060 (1).
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