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Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, and record review, the facility failed to ensure: 1. A ventilator assisted individual
([[NAME]] a person who relies on a medical device to completely or partially assist with their
breathing) received appropriate airway management by ensuring the ventilator (a medical machine
that helps or fully takes over the breathing process for a patient) was turned on after one of five
sampled residents (Resident 1) was transported to her room following a shower. 2. A Respiratory
Therapist ([RT] a specialized health professional who diagnoses, treats, and manages patients with
breathing and cardiopulmonary disorders) was available to monitor and manage Resident 1's airway.
As a result, Resident 1 was connected to a portable ventilator (Vent 2) on [DATE] at 8:53 a.m., and
Vent 1 was powered down (turned off) at 8:55 a.m. While powered down, Vent 1 was not able to alert
staff, via alarms, that Resident 1 was not being ventilated. From 10:37 a.m., through 11:08 a.m., both
RTs (RT 1 and RT 2) were on meal breaks and not monitoring Resident 1. At 11:08 a.m., Resident 1
was found with an odd skin tone (orange), unresponsive (a patient who fails to react or respond to
external stimuli, such as voice, touch, or pain), without pulses, or an oxygen saturation level ([O2
sat] a measurement of how much oxygen the blood is carrying as a percentage normal range from 92%
to 100%), and was subsequently pronounced deceased at 11:45 a.m., by paramedics. These deficient
practices resulted in Residentˆ1's death and placed seven other [NAME] at risk for inadequate
airway support that could result in serious medical complications, including death. On [DATE] at 5:39
p.m., an Immediate Jeopardy ([IJ] a situation in which the facility's noncompliance with one or more
requirements of participation caused, or was likely to cause, serious injury, harm, impairment, or
death to a resident) was called in the presence of the facility's Administrator (ADM), the Director of
Nursing (DON), the Regional Quality Management Consultant (RQMC), [NAME] President of
Operations (VPO) 1, and VPO 2 due to the facility's failure to ensure Resident 1's airway was
managed appropriately. An IJ Removal Plan ([IJRP] a plan to immediately correct the deficient
practices) was immediately requested. On [DATE] the facility submitted an acceptable IJRP. After
onsite verification of the IJRP's implementation through observation, interview, and record review,
the IJ was removed on [DATE] at 3:09 p.m., in the presence of the ADM, the DON, the RQMC, and a
Registered Nurse Consultant (RNC). Non-compliance of F695 remained at the scope and severity of G
actual harm that is not Immediate Jeopardy. The IJRP included the following: Effective 7/7/ 2026,
the facility implemented a standardized Shower/Disconnection Verification Log to ensure safe
ventilator disconnect/reconnect practices for all ventilator-dependent residents requiring transport,
showering, or any other clinically necessary ventilator transition. Upon completion of the shower or
transport and immediately following reconnection to the resident's prescribed ventilator, the RT will
complete the Shower/Disconnection Verification Log. As part of this process, the RT will perform and
documents a standardized verification to confirm: a. The resident is connected to the prescribed
(continued on next page)
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ventilator. b. The ventilator is powered on and functioning properly. c. Prescribed ventilator settings
are verified against the physician's orders. d. Ventilator tubing and all connections are secure. e.
Ventilator alarms are active, functioning appropriately, and audible. f. The resident demonstrates
appropriate chest rise, satisfactory oxygenation, and no signs of respiratory distress. Any concerns
identified will be addressed immediately before the RT leaves the resident. The
Shower/Disconnection Verification Logs will be reviewed daily for completeness and accuracy by the
RT and/or RN Supervisor. Any identified omissions or deviations from the established process will be
addressed immediately through corrective coaching, re-education, and competency validation as
appropriate. Compliance trends and audit findings will also be reviewed during the facility's
interdisciplinary clinical meetings with the DON and the Interdisciplinary Team ([IDT] a group of
health care professionals with various areas of expertise who work together toward the goals of the
residents) to identify opportunities for improvement, implement additional corrective actions as
needed, and ensure sustained compliance with the revised ventilator disconnect/reconnect process.
Effective [DATE], the facility implemented a new protocol requiring ventilator-dependent residents to
remain connected to their assigned bedside ventilator during transport and showering using a
dedicated rolling ventilator stand. The practice of transferring residents to a separate shower
ventilator has been discontinued, reducing the risk associated with ventilator disconnects and
reconnects. In addition, the facility implemented mandatory visual verification by the RT and nursing
to confirm the resident remains connected to the prescribed ventilator, the ventilator is powered on
and functioning properly, prescribed settings are verified, and the required Observation Log During
Resident Showers and/or other transport is completed.Findings: During a review of Resident 1's
admission Record (Face Sheet), the Face Sheet indicated Resident 1 was originally admitted to the
facility on [DATE] and readmitted on [DATE]. Resident 1 had diagnoses including anoxic brain
damage (an injury to the brain tissue caused by a complete lack of oxygen reaching the brain),
tracheostomy (a surgically created opening in front of the neck leading directly into the windpipe to
help a person breath), and was dependent on a respiratory ventilator. During a review of Resident 1's
Minimum Data Set ([MDS] a resident assessment tool), dated [DATE], the MDS indicated Resident 1
had severe cognitive (a person's brain function, memory, and orientation) impairment. The MDS
indicated Resident 1 was dependent on staff for activities of daily living ([ADLs] activities such as
bathing, dressing and toileting a person performs daily). During a review of Resident 1's Physician
Orders dated [DATE], the Physician Orders indicated the following settings for Vent 1: 1.
Synchronized Intermittent Mandatory Ventilation ([SIMV] a mode that delivers mandatory breaths per
minute but synchronizes with the patient's breathing efforts, allowing them to take extra,
pressure-supported breaths on their own) 16 mandatory breaths per minute by the machine, 2. Tidal
Volume ([TV] amount of air delivered per an adult respiratory cycle) of 450 milliliters ([ml] a unit of
measurement) 3. Positive End-Expiratory Pressure ([PEEP] the amount of positive pressure
maintained in the lungs at the end of a breath) +5 4. Pressure Support ([PS] delivery of a fixed
amount of positive pressure to augment the patient's own respiratory effort) 15. During a review of
Resident 1's Respiratory Equipment Log (a tracking document to record critical data regarding the
usage, maintenance, and clinical performance of a mechanical ventilator) dated 6/2026, the
Respiratory Equipment log indicated on [DATE] Resident 1 was assigned Vent 1. During a review of
Resident 1's Ventilator Usage Report (a summary generated by or for a mechanical ventilator that
details how long, how often, and under what settings the machine was used) dated [DATE], the
Ventilator Usage Report indicated Vent 2 was powered on at 8:53 a.m., and powered off at 9:08 a.m.
During a review of Resident 1's Ventilator Usage Report dated [DATE], the Ventilator Usage Report
(continued on next page)
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indicated Vent 1 was powered off at 8:55 a.m., and was not powered on until 11:09 a.m. During a
review of Resident 1's Alert Compliance Monitoring Report (a clinical or operational document that
tracks how often and how quickly healthcare staff respond to critical mechanical ventilator alarms),
dated [DATE], the Alert Compliance Monitoring Report indicated there were no activity alerts on Vent
1 for Resident 1 on [DATE] between 9:02 a.m. and 11:10 a.m. During a review of RT 1's Timecard
Report dated [DATE], the Timecard Report indicated RT 1 went on meal break from 10:37 a.m., to
11:07 a.m. During a review of RT 2's Timecard Report dated [DATE], the Timecard Report indicated
RT 2 went on meal break from 10:30 a.m., to 11 a.m. During a review of Resident 1's RT Progress
Note, dated [DATE] and timed at 1:28 p.m., the RT Progress Note indicated at 11:09 a.m., RT 1
entered Resident 1's room to administer a breathing treatment when Resident 1 was noted with a
change in skin color. RT 1 checked Resident 1's O2 sat (there was no O2 sat level), suctioned
Resident 1's airway (via her tracheostomy), and found Resident 1 with no pulse. During a review of
Resident 1's Ventilator Operation Verification Report (a document verifying a mechanical ventilator
has passed its pre-use, diagnostic, or maintenance tests), dated [DATE], the Ventilator Operation
Verification Report indicated Vent 1 successfully passed its mechanical operation, functionality, and
internal event history. There were no mechanical defects or operational malfunctions identified. Vent
1 successfully passed all required operational tests and was functioning within the manufacture's
specifications at the time of inspection. Vent 1's internal event lots and trend data were retrieved and
reviewed and indicated the software maintained an internal record of operational events, alarms,
setting changes, and system activity. Vent 1's records were automatically generated by the device
and were designed to provide an accurate historical account of the ventilator's operation in
accordance with the manufacturer's software design and applicable Functional Difficulties
Questionnaire ([FDQ] regulatory requirements for event logging and data retention. The Ventilator
Operation Verification Report indicated Vent 1 was powered off on [DATE] from 8:55 a.m., until 11:08
a.m. Vent 1's trend data was consistent with the ventilator being powered off and not actively
providing mechanical ventilation to Resident 1. During a review of the Paramedics Run Sheet (a legal
and medical document used by emergency medical services to record all details of a prehospital
emergency response. It tracks the patient's condition, treatments administered, and incident timelines
from dispatch through hospital transfer), dated [DATE], the Paramedic Run Sheet indicated Resident
1 was pronounced dead on [DATE] at 11:45 a.m. During an interview on [DATE] at 9:20 a.m., RT 1
stated on [DATE] in the morning (time unknown) she and Certified Nursing Assistant (CNA) 1
transported Resident 1 to the facility's shower room using Vent 2. After the shower, CNA 1 and CNA 2
put Resident 1 in her bed and she (RT 1) reconnected Resident 1 to Vent 1. RT 1 stated she went to
lunch at approximately 10:40 a.m., and after lunch, she entered Resident 1's room to administer
Resident 1's breathing treatment at approximately 11:08 a.m. RT 1 stated she noticed Resident 1
looked discolored (orange) and when she looked at Vent 1 everything was running OK, but she
observed Resident 1's eyes were not moving, so she suctioned her but Resident 1 had no gag reflex
(an involuntary muscle contraction of the back of the throat). She then checked Resident 1's O2 sat
and received an error reading, then noted Resident 1 was unresponsive and without a pulse. During an
interview on [DATE] at 10:11 a.m., and a subsequent interview at 4:38 p.m., the DON stated ventilator
alarms would not go off if the ventilator was not turned on. The DON stated after a resident was
brought back from a shower the RT should have ensured the vent (Vent 1) was on and plugged in, the
resident was connected to Vent 1, all settings were as ordered, and the resident was not in distress
prior to leaving the resident. The DON stated if Vent 1 was not turned on, Resident 1 was not being
ventilated and could die because Resident 1 was dependent on the ventilator to assist with her
(continued on next page)
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breathing. During an interview on [DATE] at 5:11 p.m., RT 2 stated on [DATE] when RT 1 went to
lunch at approximately 10:47 a.m., she (RT 1) did not tell her (RT 2) she was leaving the floor and did
not endorse Resident 1's care to her. RT 2 stated she did not see Resident 1 between 10:40 a.m. and
11:07 a.m. During a review of facility's Policy and Procedure (P/P) titled Ventilator Assessment and
Management dated [DATE], the P/P indicated the Respiratory Care Practitioner or Registered Nurse
assigned to the Resident must perform Visual ventilator checks every 2 hours, and perform the
following: a. Assess the Resident for the need for oral or tracheal suctioning b. Assess the Resident's
tolerance of the set (programmed) ventilator settings, c. Ensure proper and function and audibility of
the ventilator alarms and eternal ventilator alarm, and d. Any ventilator set parameter changes,
respiratory interventions, and outcome of performed interventions, e. Inspect ventilator tubing,
humidification, and circuit connections for secure placement, kinks, or excess condensate.
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Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject
to physician orders and the resident?s advance directives.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to immediately initiate Cardiopulmonary Resuscitation
([CPR] an emergency procedure to restart a person's heart and breathing after one or both suddenly
stop) to one of five sampled residents (Resident 1), when Respiratory Therapist (RT) 1, who was CPR
certified (successfully completed a training course and received a credential that qualifies a person to
perform CPR), found Resident 1 unresponsive (a person is unconscious and fails to react to any
external stimulation), without pulses and no oxygen saturation level ([O2 sat] a measurement of how
much oxygen the blood is carrying as a percentage normal range from 92% to 100%) on [DATE] at
11:08 a.m. As a result, CPR was delayed when RT 1 confirmed Resident 1 was unresponsive by
checking Resident 1's pulses and O2 sat level before leaving Resident 1 to obtain assistance, check
Resident 1's code status (a patient's documented medical preferences regarding life-saving
interventions), and retrieve the crash cart (a wheeled cart holding emergency medical supplies)
before returning to Resident 1's room. RT 2 and Licensed Vocational Nurse (LVN) 2 returned to
Resident 1's room with RT1 and reassessed Resident 1's pulses again multiple times before initiating
CPR. In addition, 911 was not called until Registered Nurse (RN) 1 was made aware of the code blue
at 11:11 a.m., entered Resident 1's room then left to contact 911 at 11:14 a.m. (five minutes after
Resident 1 was found unresponsive). Resident 1 was pronounced deceased on [DATE] at 11:45 a.m.,
at the facility, by paramedics.Findings: During a review of Resident 1's admission Record (Face
Sheet), the Face Sheet indicated Resident 1 was originally admitted to the facility on [DATE] and
readmitted on [DATE]. Resident 1 had diagnoses including anoxic brain damage (an injury to the brain
tissue caused by a complete lack of oxygen reaching the brain), tracheostomy (a surgically created
opening in front of the neck leading directly into the windpipe to help a person breath), and was
dependent on a respiratory ventilator. During a review of Resident 1's Minimum Data Set ([MDS] a
resident assessment tool), dated [DATE], the MDS indicated Resident 1 had severe cognitive (a
person's brain function, memory, and orientation) impairment. The MDS indicated Resident 1 was
dependent on staff for activities of daily living ([ADLs] activities such as bathing, dressing and
toileting a person performs daily). During a review of Resident 1's Physician Orders for
Life-Sustaining Treatment ([POLST] a form that contains written medical orders for healthcare
professionals regarding specific medical treatments that can or cannot be done at the end-of life)
dated [DATE], the POLST indicated if Resident 1 was in cardiopulmonary arrest (the sudden,
unexpected cessation of breathing and blood circulation when the heart stops pumping blood properly
or abruptly stops beating) CPR was required. During a review of Resident 1's RT Progress Note, dated
[DATE] and timed at 1:28 p.m., the RT Progress Note indicated at 11:09 a.m., RT 1 entered Resident
1's room to administer a breathing treatment when Resident 1 was noted with a change in skin color.
RT 1 checked Resident 1's O2 sat, there was no O2 sat level, suctioned Resident 1's airway (via her
tracheostomy), and found Resident 1 with no pulse. During a review of the Fire Call History (the
logged record of 911 dispatch responses and pre-hospital medical treatments involving
firefighter-paramedics), dated [DATE], the Fire Call History indicated on [DATE] the facility called
911 at 11:14 a.m. (five minutes after Resident 1 was found without a O2 sat and pulseless). During a
review of Resident 1's Paramedic Run Sheet (the official prehospital medical record completed by
emergency medical service providers that documents dispatch data, scene findings, patient
assessments, treatments administered, vital signs and hospital handoff), dated [DATE], the
(continued on next page)
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Paramedic Run Sheet indicated Paramedics arrived at Resident 1 at 11:24 a.m. (10 minutes after they
were called by the facility and 15 minutes after Resident 1 was found without an O2 sat level and
pulseless). The Paramedic took over CPR and termination of resuscitation occurred at 11:45 a.m.
During an interview on [DATE] at 9:20 a.m., RT 1 stated on [DATE] in the morning (time unknown)
her and Certified Nursing Assistant (CNA) 1 transported Resident 1 to the facility's shower room using
Vent 2. After the shower, CNA 1 and CNA 2 put Resident 1 in her bed and she (RT 1) reconnected
Resident 1 to Vent 1. RT 1 stated she went to lunch at approximately 10:40 a.m., and returned from
lunch and entered Resident 1's room to administer a breathing treatment at approximately 11:08 a.m.
RT 1 stated she noticed Resident 1 looked discolored (orange) and when she looked at Vent 1
everything was running OK but she observed Resident 1's eyes were not moving, so she suctioned her
but Resident 1 had no gag reflex (an involuntary muscle contraction of the back of the throat). She
then checked Resident 1's O2 sat and received an error reading. RT 1 stated she checked Resident
1's brachial pulse (a pulse felt on the inside of the upper arm) then checked her carotid pulse (a pulse
felt on the side of the neck) but Resident 1 had no pulses. She ran to the doorway but did not see any
staff, so she went to the nearest nursing station, which was approximately 20 feet away from
Resident 1's room, found RT 2 and LVN 1 at the nursing station, and told them she needed help
because Resident 1 was unresponsive. RT 1 stated she grabbed the crash cart, which was at the
nursing station, and brought it to Resident 1's room. She removed the backboard (a hard board placed
under a person during CPR to make chest compressions more effective) from the crash cart, returned
to Resident 1 and checked Resident 1's radial pulse (a pulse felt at the wrist) but could not find a
pulse. She then rechecked Resident 1's brachial pulse but could not find a pulse. She asked RT 2 to
verify whether Resident 1 had a pulse, RT 2 after checking Resident 1 for a pulse, reported she could
not find a pulse. LVN 1 flattened Resident 1's bed and deflated the air mattress (a mattress filled with
air to help prevent skin injuries). LVN 2 arrived in the room, and she (LVN 2) and RT 2 helped her
place the backboard under Resident 1, and RT 2 and LVN 1 began CPR. During an interview on
[DATE] at 12 p.m., LVN 2 stated on [DATE], sometime before lunch (exact time unknown), he heard
code blue (an emergency call indicating a person has stopped breathing or their heart has stopped)
called to Resident 1's room. He went to Resident 1's room and on entering the room he noted Resident
1 was pale, in an upright position, and RT 1 was checking Resident 1's pulse. After staff flattened
Resident 1's bed and deflated Resident 1's air mattress (a mattress filled with air to prevent skin
injuries), he initiated CPR by doing chest compressions (pressing down on the chest to manually
pump blood when the heart has stopped). During an interview on [DATE] at 8:48 a.m., RT 2 stated on
[DATE], at approximately 11 a.m., while she was coming outside of another resident's room, she saw
RT 1 come out of Resident 1's room and asked if Resident 1 was a full code (a medical instruction
meaning all lifesaving measures, including CPR, should be used if the heart or breathing stops), and
LVN 1 verbally confirmed that Resident 1 was a full code. RT 1 then reported that Resident 1 did not
look well and motioned with her hands for staff to come into the room. RT 2 stated she ran into the
hallway to grab the O2 cannister and brought it to Resident 1's room. When she entered Resident 1's
room she noticed Resident 1 appeared pale, RT 1 reclined Resident 1's bed, then RT 2 stated she
connected Resident 1?s ventilator to the O2 and began by providing rescue breaths via
bag-mask-valve ([BVM] a handheld device used in emergency and clinical setting to manually push
air or supplemental O2 into a patient's lungs). LVN 1 and LVN 2 followed her (RT 2) to Resident 1's
room, and LVN 1 checked Resident 1's pulse before chest compressions were started. During an
interview on [DATE] at 10:01 a.m., with RN 1, RN 1 stated she last saw Resident 1 at approximately
7:40 a.m. ([DATE]) and at approximately 10:20 a.m. she went to a meeting, and while she was in a
(continued on next page)
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meeting in the conference room LVN 1 called her on her personal cell phone at 11:11 a.m., and
reported there was a code blue called on Resident 1. She went to Resident 1's room, saw that CPR
was being performed on Resident 1 and left Resident 1's room to call 911. During an interview on
[DATE] at 12:46 p.m., LVN 1 stated on [DATE], after 11 a.m. (exact time unknown), she was in the
hallway preparing medications for another resident when she heard RT 1 shout is Resident 1 a full
code? She responded, Yes. RT 1 then said that Resident 1 did not look good, she (LVN 1) went into
Resident 1's room, she and RT 1 were the only staff present at that time. She noted Resident 1
appeared pale, she immediately checked Resident 1's radial and carotid pulses, at the same time, but
there were no pulses. RT 1 was checking Resident 1's ventilator tubing (plastic tubes that connect a
person to the breathing machine) and checking multiple pulse locations (carotid, radial and brachial
sites) on Resident 1. RT 2 and LVN 2 then entered Resident 1's room. LVN 2 checked Resident 1's
carotid pulse, and RT 2 checked another pulse location (not sure which site). LVN 1 stated she ran to
the nursing station to call RN 1 and reported there was a code blue for Resident 1 and asked RN 1 to
come quickly. During an interview on [DATE] at 10:11 a.m., the Director of Nursing (DON) stated
when Resident 1 was found unresponsive it should have taken no longer than 10 seconds to check her
carotid pulse, the carotid pulse should have been checked because it is the most dependable pulse
source during an emergency and as soon as a pulse is not found, chest compressions should begin
right away, and that additional verification of pulselessness was not needed because compressions
quickly helps move oxygen through the body. The DON stated 911 should have been called
immediately to allow paramedics to arrive as soon as possible to provide advanced cardiac life
support ([ACLS] a level of emergency medical care that includes special medications and equipment
the facility does not use), waiting five minutes to call 911 was not reasonable because Resident 1
required advanced medical interventions that only paramedics could provide. During a review of
facility's P/P titled Cardiopulmonary Resuscitation dated [DATE], the P/P indicated the facility's
procedure for administering CPR shall incorporate the guidance from the current standards
established by the American Heart Association (AHA) Guidelines for Cardiopulmonary Resuscitation
and Emergency Cardiovascular Care or facility Basic Life Support ([BLS] a set of emergency medical
procedures designed to sustain life by maintaining breathing and circulation) training Material. During
a review of the AHA Guidelines, dated 2025, the AHA Guidelines indicated for adult basic life support
for healthcare professionals the algorithmic steps are: 1. Verify scene safety2. Check for
responsiveness3. Shout for help nearby4. Activate the emergency response system5. Send someone
to get the AED/defibrillator6. Look for breathing and check a pulse simultaneously within 10
seconds7. If there is no pulse start CPR by performing 30 compressions to 2-breath until an
AED/defibrillator arrives8. Once AED arrives check for a shockable rhythm9. If not shockable resume
CPR immediately for 2 minutes until prompted by the AED machine, and to continue until Advanced
Life Support (ALS) professionals take over or the person starts to move.
https://cpr.heart.org/en/resuscitation-science/cpr-and-ecc-guidelines/algorithms
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