
When a Georgia Nursing Home Delays Sending a Resident to the 

Hospital 

Waiting Too Long to Obtain Emergency Care Can Cause Preventable Disability or 

Death 

A nursing home resident’s condition can change quickly. Sudden confusion, breathing difficulty, 

fever, chest pain, low oxygen, weakness, or severe pain may be the first sign of a life-

threatening emergency. Staff members who dismiss those symptoms or wait for the next shift 

can cost the resident a critical opportunity for treatment. 

Nursing homes are responsible for recognizing when a resident needs care the facility cannot 

provide, even though they are not hospitals. Staff must assess significant changes, contact the 

appropriate medical provider, notify the resident’s representative, and arrange emergency 

transportation when necessary. 

A Georgia nursing home abuse and neglect lawyer can investigate whether staff recognized a 

dangerous change but waited too long to obtain appropriate medical care. 

Key Takeaways 

• Sudden Changes Need Fast Action: New confusion, breathing trouble, fever, chest 

pain, or stroke symptoms call for prompt assessment and escalation. 

• Federal and Georgia Rules Apply: Facilities must consult a physician after a 

significant change and arrange a transfer when needed care is beyond their 

capabilities. 

• Time Is the Key Evidence: The gap between the first warning sign and the call for 

emergency care is often the center of the case. 

• Defenses Must Match the Records: Claims that a physician approved monitoring or 

a family refused transfer should appear in the documentation. 

 

Warning Signs That Require an Immediate Response 

Staff should promptly assess new symptoms and escalate care when they may indicate a 

serious condition, even though not every change requires a hospital visit. 

Warning signs can include: 
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• Sudden Confusion or Unresponsiveness: A rapid mental change may indicate sepsis, 

stroke, low oxygen, internal bleeding, medication complications, or a metabolic 

emergency.  

• Breathing Difficulty or Low Oxygen: Shortness of breath, rapid breathing, bluish skin, or 

falling oxygen saturation may accompany pneumonia, aspiration, heart failure, a 

pulmonary embolism, or respiratory failure.  

• Fever or Signs of Infection: Fever, chills, clammy skin, weakness, low blood pressure, a 

rapid pulse, or worsening confusion may signal sepsis.  

• Chest Pain or Cardiovascular Symptoms: Chest pressure, sweating, nausea, dizziness, 

shortness of breath, or abnormal vital signs may indicate a heart attack or another 

cardiac emergency.  

• Stroke Symptoms: Facial drooping, weakness on one side, slurred speech, vision 

problems, or sudden loss of balance require immediate attention.  

• Severe Pain, Vomiting, or Bleeding: These symptoms may indicate internal bleeding, 

bowel obstruction, organ injury, or another acute condition.  

• Changes After a Fall: Head pain, vomiting, confusion, lethargy, weakness, or loss of 

consciousness may indicate bleeding inside the skull.  

Staff should record when symptoms began, obtain vital signs, notify qualified clinical personnel, 

and follow through until the resident receives appropriate care. Simply writing “continue to 

monitor” does not make an unsafe delay reasonable. 

When a Hospital Transfer Becomes Necessary 

Federal regulations require a nursing home to immediately inform the resident, consult the 

resident’s physician, and notify an authorized representative when there is a significant 

deterioration in the resident’s physical, mental, or psychosocial condition. Facilities must also 

provide care consistent with professional standards and the resident’s care plan.  

Georgia nursing home regulations are equally direct about care beyond a facility’s capabilities. 

When a resident develops a condition requiring a level or type of care the nursing home does 

not provide, the administration must arrange a transfer or make satisfactory arrangements for 

the necessary care if the condition will be brief.  

A nursing home may be able to evaluate and treat some conditions internally. The problem 

arises when staff continue monitoring a deteriorating resident despite symptoms requiring 

hospital testing, emergency medication, surgery, advanced respiratory support, or another 

unavailable service. Calling a physician does not necessarily excuse further inaction when the 

resident is experiencing an apparent emergency. 
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Medical Emergencies Get Worse While Staff Wait 

The harm caused by a delayed transfer depends on the resident’s underlying condition and how 

long appropriate treatment was postponed. Several emergencies commonly involved in nursing 

home cases are particularly time-sensitive. 

• Sepsis: An untreated infection can trigger a dangerous systemic response. The Centers 

for Disease Control and Prevention (CDC) identifies sepsis as a medical emergency that 

can quickly cause tissue damage, organ failure, and death without prompt treatment.  

• Stroke: Some stroke treatments are available only within limited periods after 

symptoms begin. Delayed recognition or transportation may eliminate treatment 

options and increase permanent neurological damage.  

• Heart Attack: Early treatment can restore blood flow, limit damage to the heart, and 

save the resident’s life. Waiting may allow more heart muscle to die or lead to cardiac 

arrest.  

• Respiratory Failure: Pneumonia, aspiration, pulmonary embolism, and heart failure can 

progressively deprive the body and brain of oxygen.  

• Internal Bleeding: A resident taking anticoagulants may continue bleeding internally 

while staff dismiss weakness, pain, low blood pressure, or mental changes.  

• Brain Bleeding: An older resident may initially appear stable after a fall before 

developing worsening confusion, vomiting, weakness, or unconsciousness.  

A poor outcome does not automatically establish neglect. A valid claim must connect the 

nursing home’s delay to additional injury, lost treatment opportunities, avoidable suffering, or 

death. 

Why Nursing Home Transfers Get Delayed 

Some delays begin because the facility does not have enough qualified staff to monitor 

residents closely. A certified nursing assistant may report a change, but the message may not 

reach a nurse. A nurse may leave a voicemail for a physician without escalating the situation 

when no one responds. 

Staff may also dismiss confusion, weakness, or fatigue as part of dementia or aging. That 

assumption is dangerous when the symptom appeared suddenly or represents a clear 

departure from the resident’s usual condition. The resident’s baseline matters. 

Other delays result from incomplete shift reports, missed abnormal laboratory results, 

inaccurate vital signs, or poor communication among the nursing home, physician, pharmacy, 

and family. A do-not-resuscitate (DNR) order or hospice enrollment may also be misinterpreted. 
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Neither automatically answers whether the resident should receive evaluation or treatment for 

an infection, injury, breathing problem, or other acute condition. 

Proving When the Nursing Home Knew Something Was Wrong 

A delayed-transfer case often depends on reconstructing a precise timeline. The investigation 

must determine when symptoms began, who observed them, what staff did, when a medical 

provider was contacted, and when emergency services were finally called. 

Relevant evidence may include: 

• Nursing and Aide Notes: These records may document symptoms, complaints, changes 

in behavior, and communications between staff members.  

• Vital-Sign Records: Temperature, blood pressure, heart rate, respiratory rate, and 

oxygen readings can show when the resident began deteriorating.  

• Medication and Treatment Records: These records may reveal missed medications, 

delayed antibiotics, unsuccessful interventions, or treatments recorded after the 

resident had already declined.  

• Provider Communications: Call logs, fax records, electronic messages, and physician 

orders can establish when the provider was contacted and what instructions were given. 

• Electronic Audit Trails: Metadata may show when entries were actually created, 

modified, or entered late.  

• Family Communications: Text messages, emails, voicemail messages, and family notes 

may contradict the facility’s version of events.  

• EMS and Hospital Records: Paramedics from emergency medical services (EMS) and 

emergency clinicians often document the resident’s condition upon arrival, what the 

nursing home reported, and how long symptoms had been present.  

• Staffing Records: Schedules and staffing logs may show whether inadequate coverage 

contributed to missed symptoms or delayed action.  

The most important question is not simply when the ambulance arrived. It is how much time 

passed between the first significant warning sign and the decision to obtain emergency care. 

Medical experts may compare that timeline with the progression of the resident’s condition. 

They can address whether earlier testing or treatment probably would have prevented some or 

all of the resulting harm. 

Nursing Home Defenses Must Be Tested Against the Records 

A facility may argue that the symptoms were mild, that staff followed a physician’s directions, 

or that the resident declined too quickly for earlier intervention to matter. It may claim that the 



family refused hospitalization or that the resident’s underlying illness made the outcome 

unavoidable. 

Those explanations must be compared with the contemporaneous records. If the facility claims 

that a physician authorized continued monitoring, the communication should appear in the 

chart or provider records. If the family supposedly refused a transfer, the refusal and the 

information provided about its risks should be documented. 

The table below shows how common defenses can be checked against the facility’s own 

documentation. 

Facility Defense What the Records Should Show 

A physician approved continued monitoring A documented call or order with the time and 

the physician’s instructions 

The family refused a hospital transfer A documented refusal and what the family 

was told about the risks 

The symptoms were mild Vital signs and nursing notes showing the 

resident’s condition over time 

The decline was too fast to prevent A timeline comparing the first warning sign 

with the decision to call for help 

 

A DNR order is not a blanket defense to neglect that occurred before a cardiopulmonary arrest. 

Hospice status also does not automatically justify ignoring distress or withholding care 

unrelated to the resident’s end-of-life plan. 

Compensation for Harm Caused by a Delayed Transfer 

Compensation may be available when the delay caused additional injury or allowed a treatable 

condition to become more severe. Recoverable losses may include additional medical 

treatment, hospitalization, rehabilitation, future care, pain and suffering, permanent 

impairment, and loss of independence. 

When the resident dies, the circumstances may support wrongful death and estate claims. 

Potential compensation can include medical expenses, funeral costs, the resident’s suffering 

before death, and losses resulting from the death. 
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The available claims depend on who caused the delay, how it changed the outcome, and 

whether the conduct is treated as professional negligence, ordinary negligence, or another 

cause of action under Georgia law. 

What Families Should Do After a Delayed Transfer 

Families should act quickly when they believe a resident was allowed to deteriorate without 

appropriate care. 

• Obtain Independent Medical Attention: The resident’s health and safety should come 

before disputes with the facility.  

• Create a Written Timeline: Record symptoms, conversations, staff names, calls, and 

transfer times while the information remains fresh.  

• Preserve Communications: Save photographs, text messages, emails, voicemail 

messages, and notes from visits.  

• Request the Records: Nursing home, EMS, hospital, and physician records may contain 

different versions of when the emergency began.  

• Avoid Relying on Verbal Explanations: The first explanation may be incomplete or 

inconsistent with the medical evidence.  

• Seek Legal Advice Promptly: Electronic records, video footage, staffing information, and 

witness recollections can become harder to obtain over time.  

Prompt action helps preserve the evidence needed to determine whether the resident’s decline 

was unavoidable or became catastrophic because the nursing home waited. 

Restoring Dignity After Nursing Home Neglect 

Johnson Greer Law Group represents residents and families throughout Georgia when nursing 

homes fail to respond to serious medical emergencies. We obtain the facility’s records, 

reconstruct the timeline, consult qualified medical experts, and investigate whether earlier 

hospital care could have prevented disability, suffering, or death. 

A facility should not be allowed to hide a dangerous delay behind incomplete notes or a vague 

claim that staff were “monitoring” the resident. We look beyond those explanations to 

determine what staff knew, when they knew it, and why they failed to act. Our law firm has 

recovered millions of dollars for nursing home abuse and neglect victims and their families.  

Contact us for a free, confidential consultation. We are committed to Restoring Dignity, One 

Family At A Time. 
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