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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 the physician was immediately notified when 1 of 3 
residents reviewed had a significant change in physical condition (Resident K). This resulted in Resident K's 
death. The Immediate Jeopardy began on [DATE] at 8:51 p.m. when Resident K complained of radiating 
pain to his left arm, shoulder, and chest. The facility failed to notify the physician of the change, and Resident 
K was observed to be deceased the following morning. The Administrator and Director of Nursing (DON) 
were notified of the Immediate Jeopardy on [DATE] at 12:45 PM. Immediate Jeopardy was removed on 
[DATE] but noncompliance remained at the lower scope and severity of isolated, no actual harm with 
potential for more than minimal harm that is not immediate jeopardy when the facility reeducated all staff on 
recognizing and communicating change of condition to the physician. Findings include:On [DATE] at 11:04 
AM, Resident K's record was reviewed. Diagnoses included chronic obstructive pulmonary disease (COPD), 
mild dementia, nicotine dependence, intermittent atrial fibrillation , sick sinus syndrome(a rhythm disorder 
that occurs when the heart's pacemaker, the Sinoatrial node cannot produce a sufficient heart rate), and left 
shoulder pain due to degenerative joint disease.The most recent comprehensive Minimum Data Set 
assessment (MDS) indicated Resident K had clear speech, understood and was able to understand others, 
had a primary debility related cardiorespiratory conditions including atrial fibrillation, low blood sodium, High 
blood potassium, and COPD. The resident had mild to moderate cognitive impairment, . He had no 
behaviors or mood indicators. He was independent with his activities of daily living (ADL) but required set up 
assistance with bathing. During the assessment, he complained of pain in both shoulders but had not 
received any non-medical interventions. A pain interview indicated Resident K had moderate pain 
occasionally that did not interfere with activities. The MDS reflected Resident K took medications related to 
Atrial fibrillation, and a medication to help him sleep at night due to insomnia.Care Plans indicated Resident 
K was at risk for pain related to multiple old fractures but did not include shoulder pain. The care plan 
indicated to give medications as ordered, and if the medication was not effective in controlling the pain, or 
pain worsened, to notify the physician. A care plan regarding intermittent irregular heartbeat indicated to 
assess for shortness of breath and follow the physician's orders, monitor and assess breath sounds and 
complaints of shortness of breath, and notify the physician for worsening shortness of breath. The care plan 
indicated Resident K had insomnia and requested staff not disturb him at night. A Nurse Practitioner (NP) 
progress note, dated [DATE], indicated Resident K was being seen for follow up after a left shoulder x-ray 
was completed due to left shoulder pain. The x-ray indicated degenerative joint disease. Referral to 
Orthopedics vs conservative management was discussed with the resident and he chose to continue current 
treatment with topical medications and physical therapy. He was planning to be discharged from the facility 
at the end of the month. His respirations were regular with scattered crackles. Resident K denied chest pain 
and palpations. A nurse note, dated [DATE] at 8:51 p.m., indicated the nurse had been called to Resident K's 
room. Resident K complained of left shoulder pain and it was hard to breathe. His oxygen saturation was 
92% (normal &gt;90%) on room air. His blood pressure was normal at 108/68, and pulse was 100. The 
resident was resting and wanted to see if he felt better. The nurse gave as needed (prn) medications at 8:51 
pm but did not chart what medications were given or interventions attempted. The note did not indicate the 
physician had been notified of Resident K's change in shoulder pain.No pain assessment, pain scale, 
assessment of respiration rate or character was documented. A nurse note, dated [DATE] at 8:14 a.m., 
indicated Certified Nurse Aide (CNA) 6 came to get the nurse to check on the resident. Resident K was 
observed to not be breathing and he had no pulse. CPR was not initiated due to irreversible signs of death. 
The resident family member and NP were notified of the resident's death. There was no documentation the 
physician was notified of Resident K's change in condition on [DATE] until after Resident K was found 
breathless and pulseless on [DATE].According to the article titled shoulder pain causes and treatment, dated 
[DATE], retrieved from my.clevelandclinic.org on [DATE] symptoms of cardiac dysrhythmia included 
palpitations, shortness of breath and chest discomfort. The website indicated to get immediate help when 
trouble breathing or left shoulder pain occurred. The article indicated when shoulder pain did not improve, 
was severe, or worsening, the patient could be experiencing a heart attack and to notify the physician 
immediately.There was no documentation between [DATE] at 8:51 p.m. and [DATE] at 8:14 a.m. regarding 
assessing the resident for continued or worsening pain, or any notification of the Registered Nurse on duty or 
the physician. A review of Resident K's physician's orders indicated to administer Tylenol 500 mg 2 tablets 
every 4 hours as needed for pain and to apply Voltaren gel to the resident's left shoulder three times per day 
as needed. There were no orders for routine pain medications. According to the article titled Tylenol, dated 
[DATE], retrieved for drugs.com on [DATE], pain should be monitored and when pain was new, continued 
without relief, or worsened, the physician should be notified immediately.Resident K's Medication 
Administration Record (MAR), dated [DATE], indicated Resident K received Tylenol for generalized pain on 
[DATE] at 8:50 p.m. and the dose was effective. There was no documentation Tylenol had been given on 
[DATE].Resident K's Treatment Administration Record (TAR), dated [DATE], did not indicate Resident K had 
utilized the Voltaren gel. In an interview, on [DATE] at 2:15 PM, Licensed Practical Nurse (LPN) 3 indicated 
she worked on Resident K's hall on [DATE] into the morning of [DATE]. She indicated the resident had an 
appointment to see the orthopedic physician pending. Since admission, Resident K would get upset when 
anyone would come in his room at night, because he could not get back to sleep, so staff limited how often 
they went into his room. LPN 3 indicated LPN 2 did not indicate in report Resident K had been given any prn 
medications or she would have assessed the resident at night. LPN 3 did not assess Resident K because 
she had not been informed the resident had been given any medications or had any pain. She indicated CNA 
7 changed Resident K's ice water at 1:00 am, but she did not look at the resident. LPN 3 indicated when 
changes in condition occur, the physician should be notified immediately.In an interview, on [DATE] at 3:50 
PM, Certified Nurse Aide (CNA) 4 indicated Resident K put on his call light about quarter till 9:00 pm on 
[DATE]. It was unusual for Resident K to use the call light, so CNA 4 went right away because the resident 
never put the call light on. Resident K told CNA 4 he was having pain in his left shoulder and arm going into 
his chest. Resident K looked uncomfortable, but CNA 4 could not put his finger on exactly why he felt that 
way. Resident K was rubbing his left shoulder and looked bad enough CNA 4 went to get the nurse right 
away. The resident usually did not need help, so CNA 4 did not check on him after reporting to LPN 2. In an 
interview, on [DATE] at 9:23 AM, LPN 2 indicated QMA 5 had given the resident an inhaler earlier in the day. 
The nurse indicated CNA 4 did not tell him the pain was radiating to the resident's chest. Resident K was 
sitting on the side of the bed, complaining his shoulder hurt. He does not remember a change in skin color. 
He did not assess the shoulder pain, his breath sounds, or his heart sounds. He indicated he asked the 
resident if he wanted to go to the hospital because he always asked residents if they wanted to go to the 
hospital. He did not call the physician because Resident K wanted to see if he felt better, but he did not go 
back and check on the resident. He did not report any issues to the nurse coming on shift.In an interview, on 
[DATE] at 10:41 AM, Qualified Medication Assistant (QMA) 5 indicated she had administered no prn 
medications to Resident K on the day shift of [DATE]. QMA 5 indicated Resident K looked to be his normal 
self, had no complaints of pain and was up and around the facility as usual. QMA 5 indicated when she saw 
a change in resident condition, she would report it to the nurse who would report it to the doctor.In an 
interview, on [DATE] at 11:19 AM, CNA 6 indicated she was taking Resident K's breakfast tray to him, and 
noticed him sitting up in bed, and slumped over. She indicated his color was gray, and when she touched his 
hand to wake him, his skin was cold and hard.A current undated policy, titled Change of Condition, indicated 
All staff members shall communicate any information about resident status change to appropriate licensed 
personnel immediately upon observation. The policy indicated when the nurse was notified of the change of 
condition, the nurse must immediately assess the resident, including vital signs, lung sounds, and other 
assessments as indicated by the change, including complaints of new or worsened pain. The Immediate 
Jeopardy that began on [DATE] was removed and the deficient practice corrected on [DATE] when the 
facility conducted audits of current resident's condition to ensure no changes and re-educated nursing staff 
regarding assessments, documentation, and physician notification but will remain at the lower scope and 
severity of no actual harm with potential for more than minimal harm that is not immediate jeopardy. This 
Citation relates to Intake 2616068.3.1-5(a)(2)
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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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 a resident's complaint of shoulder with radiating 
chest pain, increased heart rate and shortness of breath (SOB) was re-assessed after initial assessment and 
treatments given were not monitored for effectiveness for 1 of 3 residents reviewed for quality of care. 
Resident K was found deceased the following morning. The Immediate Jeopardy began on [DATE] at 8:51 p.
m. when Resident K complained of radiating pain to his left arm, shoulder, and chest. The facility failed to 
assess and monitor his condition, and he was observed to be deceased the following morning. The 
Administrator and Director of Nursing (DON) were notified of the Immediate Jeopardy on [DATE] at 12:45 
PM. Immediate Jeopardy was removed on [DATE] but noncompliance remained at the lower scope and 
severity of isolated, no actual harm with potential for more than minimal harm that is not immediate jeopardy 
when the facility re-educated all staff on recognizing and communicating change of condition. Findings 
include:On [DATE] at 11:04 AM, Resident K's record was reviewed. Diagnoses included chronic obstructive 
pulmonary disease (COPD), mild dementia, nicotine dependence, intermittent atrial fibrillation, sick sinus 
syndrome (a heart rhythm disorder that occurs when the heart's sinoatrial node cannot produce a sufficient 
heart rate, and left shoulder pain due to degenerative joint disease.The most recent comprehensive 
Minimum Data Set assessment (MDS) indicated Resident K had clear speech, understood and was able to 
understand others, had a primary debility related cardiorespiratory conditions including atrial fibrillation, low 
blood sodium, High blood potassium, and COPD. The resident had mild to moderate cognitive impairment, . 
He had no behaviors or mood indicators. He was independent with his activities of daily living (ADL) but 
required set up assistance with bathing. During the assessment, he complained of pain in both shoulders but 
had not received any non-medical interventions. A pain interview indicated Resident K had moderate pain 
occasionally that did not interfere with activities. The MDS reflected Resident K took medications related to 
Atrial fibrillation, and a medication to help him sleep at night due to insomnia.A care plans, dated [DATE], 
indicated Resident K used a hypnotic for sleep, and had insomnia. A care plan, dated [DATE], regarding pain 
indicated Resident K was at risk for pain related to multiple old fractures, but did not include shoulder pain. 
The care plan indicated to give medications as ordered, and if the medication was not effective in controlling 
the pain, or pain worsened, to notify the physician. Certified Nurse Aides (CNA) were to notify the nurse if 
pain increased or worsened. A care plan, dated [DATE], regarding intermittent irregular heartbeat indicated 
to assess for shortness of breath and follow the physician's orders; monitor; and assess breath sounds and 
complaints of shortness of breath. CNAs were to notify the nurse if shortness of breath increased. 
Physician's orders included to give metoprolol tartrate (for atrial fibrillation), 12.5 milligrams (mg), two times 
per day and to hold the medication for a heartrate less than 60, or a systolic (the top number on blood 
pressure) blood pressure of less than 60; midodrine (for low blood pressure) 5 mg, three times daily, and to 
hold the medication if the residents blood pressure was greater than 110, and to recheck the blood pressure 
after administration or if the blood pressure was outside of normal range; Tylenol (anti-inflammatory) 500mg 
2 tablets as needed every 4 hours for pain, and Voltaren gel (pain reliever) topical to the left shoulder as 
needed; and Trazadone (an antidepressant) 50 mg at bedtime. According to the article metoprolol tartrate, 
dated [DATE], retrieved on [DATE] from drugs.com, the medication is used to treat heart failure related to 
atrial fibrillation. Side effects included slow heartbeats, and the patient should notify the physician for 
shortness of breath or worsening heart symptoms.According to the article Midodrine, dated [DATE], retrieved 
on [DATE] from drugs.com, the medication is used to treat low blood pressure. Side effects included slow 
pulse, and the patient should be closely monitored.According to the article titled Tylenol, dated [DATE], 
retrieved for drugs.com on [DATE], pain should be monitored and when pain was new, continued without 
relief, or worsened, the physician should be notified immediately.A Nurse Practitioner (NP) progress note, 
dated [DATE], indicated Resident K was seen for follow up after a left shoulder x-ray was completed due to 
arthritis. The x-ray indicated degenerative joint disease. Referral to Orthopedics vs conservative 
management was discussed with the resident and he chose to continue current treatment with topical 
medications and physical therapy. He was planning to be discharged from the facility at the end of the 
month. His respirations were regular with scattered crackles. Resident K denied chest pain and palpations. A 
nurse note, dated [DATE] at 8:51 p.m., indicated the nurse had been called to the resident's room. Resident 
K complained of left shoulder pain and indicated it was hard to breathe. His oxygen saturation was 92% 
(normal &gt;90%) on room air. His blood pressure was normal at 108/68, and pulse was 100. The resident 
was resting and wanted to see if he felt better. The nurse gave as needed (prn) medications at 8:51 p.m. but 
did not chart what medications were given or interventions attempted. The documentation did not include a 
pain assessment, pain scale, respiration rate or character assessment. A nurse note, dated [DATE] at 8:14 a.
m., indicated CNA 4 came to get the nurse to check on the resident. Resident K was observed to not be 
breathing and he had no pulse. CPR was not initiated due to irreversible signs of death. The resident family 
member and NP were notified of the resident's death. There was no further documentation between [DATE] 
at 8:51 p.m. and [DATE] at 8:14 a.m. when resident K was found breathless and pulseless. According to the 
American Heart Association Cardiopulmonary Resuscitation guidelines, dated [DATE], retrieved from cpr.
herat.org, indicated left should pain radiating to the chest in a resident with cardiac history could be signs of 
a heart attack. The article indicated irreversible signs of death included rigor mortis and dependent lividity. A 
preliminary death certificate, dated [DATE], indicated the cause of Resident K's death was acute cardiac 
dysrhythmia (abnormal heart rhythm which occurs suddenly and unexpectedly). According to the article 
cardiac dysrhythmia, dated [DATE], retrieved from my.clevelandclinic.org symptoms of cardiac dysrhythmia 
included palpitations, shortness of breath and chest discomfort. The website indicated to get immediate help 
when trouble breathing, or chest pain occurred. Resident K's Medication Administration Record (MAR), 
dated [DATE], indicated Resident K received Tylenol for generalized pain on [DATE] at 8:50 p.m. and the 
dose was effective. There was no documentation Tylenol had been given on [DATE].Resident K's Treatment 
Administration Record (TAR), dated [DATE], did not indicate Resident K had utilized the Voltaren gel. In an 
interview, on [DATE] at 2:15 PM, Licensed Practical Nurse (LPN) 3 indicated she worked on Resident K's 
hall on [DATE] into the morning of [DATE]. She indicated the resident had an appointment to see the 
orthopedic physician pending. Since admission, Resident K would get upset when anyone would come in his 
room at night, because he could not get back to sleep, so staff limited how often they went in his room. LPN 
3 indicated LPN 2 did not indicate in report Resident K had been given any prn medications or she would 
have assessed the resident at night. LPN 3 did not assess Resident K because she had not been informed 
the resident had been given any medications or had any pain. She indicated CNA 7 changed Resident K's 
ice water at 1:00 a.m., but she did not look at the resident. In an interview, on [DATE] at 3:50 PM, CNA 4 
indicated Resident K put on his call light about quarter till 9 PM on [DATE]. It was unusual for Resident K to 
use the call light, so he went right away because the resident never put the call light on. Resident K told CNA 
4 he was having pain in his left shoulder and arm going into his chest and asked for his vital signs to be 
checked because he did not feel well. Resident K looked uncomfortable, but CNA 4 could not put his finger 
on exactly why he felt that way. Resident K was rubbing his left shoulder and looked bad enough CNA 4 
went to get the nurse right away. The resident usually did not need help so CNA 4 did not check on him after 
reporting to LPN 2.In an interview, on [DATE] at 9:23 AM, LPN 2 indicated Qualified Medication Aide (QMA) 
5 had given the resident an inhaler earlier in the day. The nurse indicated CNA 4 did not tell him the pain was 
radiating to the resident's chest. Resident K was sitting up on the side of the bed when he went in to give him 
Tylenol as requested. LPN 2 could not remember a change in skin color. He had not assessed the shoulder 
pain, his breath sounds, or his heart sounds. He indicated he asked the resident if he wanted to go to the 
hospital because he always asked residents if they wanted to go to the hospital. He did not call the physician 
because Resident K wanted to see if he felt better, but he did not go back and check on the resident. He did 
not report any issues to the nurse coming on shift. According to an article titled acute pain, retrieved on 
[DATE] from simple nursing. com, when a resident complains of pain, the nurse should assess the cause, 
assess the symptoms, ask the resident their stated level of pain, take vital signs, then monitor the resident's 
pain level every 2 hours and contact the physician when pain is unrelieved, worsens or radiates into the 
chest. Pain radiating into the chest could be a sign of heart attack. In an interview, on [DATE] at 10:41 AM, 
QMA 5 indicated she had administered no prn medications to Resident K on the day shift of [DATE]. QMA 5 
indicated Resident K looked to be his normal self, had no complaints of pain and was up and around the 
facility as usual. In an interview, on [DATE] at 11:19 AM, CNA 6 indicated she was taking Resident K's 
breakfast tray to him, and noticed him sitting up in bed, and slumped over. She indicated his color was gray, 
and when she touched his hand to wake him, his skin was cold and hard.A current undated policy, titled 
Change of Condition, indicated all staff members should communicate any information about resident status 
change to appropriately licensed personnel immediately upon observation. The policy indicated when the 
nurse was notified of the change of condition, the nurse must immediately assess the resident, including vital 
signs, lung sounds, and other assessments as indicated by the change, including complaints of new or 
worsened pain. The Immediate Jeopardy that began on [DATE] was removed and the deficient practice 
corrected on [DATE] when the facility conducted audits of current resident's condition to ensure no changes 
and re-educated nursing staff regarding assessments and documentation but will remain at the lower scope 
and severity of no actual harm with potential for more than minimal harm that is not immediate jeopardy. This 
Citation relates to Intake 2616068.3.1-37
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