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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to establish clear communication regarding notification to a 
funeral home to remove a resident R1 remains for 1 of 3 residents reviewed for death.This past 
non-compliance occurred from [DATE] to [DATE].Findings include: R1's Facility Census documents show 
that R1 was admitted to the facility on [DATE] and was discharged on [DATE]. R1 had the following medical 
diagnoses: Traumatic Subdural Hemorrhage with Loss of Consciousness, Dementia, COPD, Heart Disease, 
Chronic Kidney Disease Stage 4, Anxiety Disorder, Scoliosis, GERD, and Repeated Falls.R1's Nursing Note 
dated [DATE] at 11:58 AM documented that R1 expired at 11:52 AM. A hospice nurse and family were at the 
bedside, and V2, Director of Nursing, was notified.R1's Nursing Note dated [DATE] at 10:33 AM documented 
that the funeral home arrived and removed R1's body from the facility.On [DATE] at 10:00 AM, V6, Licensed 
Practical Nurse (LPN), stated that on [DATE] V6 was working the 6:00 AM to 2:00 PM shift and that R1 was 
in V6's group. V6 stated that R1 passed away at 11:52 AM, which was confirmed by V12, Hospice 
Registered Nurse. V6 stated that at shift change, V6 informed V7, Licensed Practical Nurse, that R1 had 
expired and that the funeral home had not picked up R1's remains. V6 stated that V6 did not call the funeral 
home to inform them that R1 had expired, assuming that V12 had made the call. V6 stated that V6 should 
have confirmed with V12 that the funeral home had been notified.On [DATE] at 10:15 AM, V7, Licensed 
Practical Nurse (LPN), stated that on [DATE] V7 worked from 2:00 PM to 6:00 PM and, upon receiving 
report, was notified by V6 that R1 had expired and was still in R1's room. V7 stated that at the end of V7's 
shift, R1 had still not been picked up by the funeral home, and V7 informed V8, Licensed Practical Nurse 
(LPN), that R1 remained in the room. V7 stated that V7 did not call the funeral home.On [DATE] at 10:30 
AM, V10, Licensed Practical Nurse (LPN), stated that on [DATE] V10 worked the 6:00 AM to 6:00 PM shift 
and was informed during report that R1 had expired on [DATE] at 11:52 AM, but was not informed that R1 
was still present in the facility. V10 stated that at 10:00 AM, V11, Housekeeper, informed V10 that upon 
entering R1's room to clean it, V11 observed R1 in bed. V10 stated that notifications were made to V13, the 
duty manager, and that the funeral home was called and picked up R1's remains at 10:33 AM.On [DATE] at 
10:48 AM, V9, [NAME] President of Hospice Operations, stated that on [DATE] V12's hospice nursing notes 
documented that R1 was pronounced expired at 11:52 AM. V9 stated that V12 notified the Ford County 
Coroner, and the coroner released R1's body to the funeral home in [NAME] City at 12:21 PM. V12 stated 
that V12 informed V6 that the family wanted some time with R1, and that after the family left, the facility 
would provide postmortem care and that the facility was responsible for calling the funeral home.On [DATE] 
at 10:58 AM, V11, Housekeeping, stated that on [DATE] V11 worked the 6:30 AM to 3:00 PM shift. V11 
stated that V11 was informed that R1 had passed away and that V11 would need to clean R1's room. V11 
stated that at 10:00 AM V11 went to clean R1's room and, upon opening the door, observed R1's body still in 
bed. V11 stated that V11 informed V6, Licensed Practical Nurse, that R1's body was still in the room.On 
[DATE] at 11:10 AM, V2, Director of Nursing, confirmed that R1 had expired on [DATE] at 11:52 AM and that 
the funeral home was not notified until [DATE] at 10:05 AM to remove R1's remains. V2 stated that the 
facility should have communicated with V12, Hospice Registered Nurse, to ensure that hospice had notified 
the funeral home. V2 stated that there was no documentation in R1's chart indicating that R1's remains were 
removed from the facility until [DATE].Prior to the survey date of [DATE], the facility took the following actions 
to correct the non-compliance:On [DATE], R1 expired at the facility under hospice care at 11:52 AM.On 
[DATE], the Quality Assurance Committee developed a Plan of Correction for the [DATE] incident and a 
Performance Improvement Plan.On [DATE], the Director of Nursing and Administrator provided in-service 
education to nursing staff on documentation and communication requirements for end-of-life care, 
after-death care, the death checklist, midnight census procedures, and shift-to-shift reporting following a 
death.On [DATE], the facility standardized communication pathways with hospice, the funeral home, and the 
coroner.Starting on [DATE], the Director of Nursing and/or designee began auditing resident end-of-life 
documentation, the funeral home/coroner notification log, shift-to-shift handoff reports, and after-death care 
after every resident death for one month.The facility QAPI Committee will continue to monitor performance to 
ensure corrective actions related to the [DATE] incident are effective.Completion date of substantial 
compliance: [DATE].

22145603

02/05/2026


