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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This deficiency 
pertains to Intake 2574829.Based on observation, interview and record review the facility failed to provide 
comfort care based on the individual's personalized care plans, for one Resident (R1) of one resident 
reviewed for quality of care. This deficient practice resulted in unaddressed anxiety and fear related to 
shortness of breath during the dying process. Findings include: Review of R1's Minimum Data Set (MDS) 
assessment, dated [DATE], revealed R1 was re-admitted to the facility on [DATE] with active diagnoses that 
included the following, in part: cancer, septicemia, anxiety disorder, chronic obstructive pulmonary disease 
(COPD), respiratory failure, parainfluenza virus pneumonia and pulmonary embolism. R1 Scored 14 of 15 on 
the Brief Interview for Mental Status (BIMS) reflective of intact cognition. The Resident (R1) was placed on 
Hospice on [DATE] and remained as her own responsible party for medical decisions until [DATE], the day of 
the Resident's death. An abbreviated survey was conducted on [DATE] in response to a complaint, which 
included the following information, in part: . Resident (R1) was on Hospice due to COPD and emphysema . 
On [DATE] at approximately 8:30 p.m., the resident was struggling to breathe and begging for help . The 
resident was in a complete panic because she couldn't breathe . Complainant states the resident died in 
agony and fear at (approximately) 9:30 p.m. and staff didn't give her anything to ease her pain or help her 
breathe .Review of R1's Physician Order Summary revealed the following medication orders, in part:1. 
Ipratropium-Albuterol Inhalation Solution 2.5 - 0.5 MG/3ML (Ipratropium-Albuterol) 1 vial inhale orally every 4 
hours for SOB (shortness of breath). This order was addressed by R1's attending physician on [DATE] in 
response to a written request from Hospice Registered Nurse (RN) K. Attending Physician/Medical Director T 
ordered this medication to be retained as an active prescription for R1's shortness of breath.2. Morphine 
Sulfate (Concentrate) Oral Solution 20 MG/ML (Morphine Sulfate) Give 0.75 ml by mouth every 2 hours as 
needed for comfort.3. Morphine Sulfate (Concentrate) Oral Solution 20 MG/ML (Morphine Sulfate) Give 0.75 
ml by mouth every 4 hours for Comfort.4. Lorazepam Oral Tablet 0.5 MG (Lorazepam) Give 2 tablets by 
mouth every 4 hours as needed for anxiety give 0.5mg - 1mg every 4 hours PRN. Review of R1's Progress 
Notes documented the following, in part: [DATE] 6:27 (a.m.): Resident resting in bed with eyes closed at this 
time. Arouses to name and will answer questions appropriately. [DATE] 8:13 (a.m.): . Resident presents s/s 
(signs and symptoms) of pain, morphine gave as PRN order (every 2 hours) . [DATE] 12:05 (p.m.) Order was 
received via telephone from hospice nurse (Hospice RN K), conveying the physician's (Physician S's) 
directive to discontinue the following medications and interventions: .DuoNeb [an inhalation solution 
containing a combination of two bronchodilators, albuterol and ipratropium, that is used to treat 
bronchospasm in people with chronic obstructive pulmonary disease (COPD)] . [DATE] 12:10 (p.m.), 
Communication Method: Phone .Order Summary: Ipratropium-Albuterol Inhalation Solution 2.5 - 0.5 MG/3ML 
(Ipratropium-Albuterol, 1 vial inhale orally every 4 hours for SOB, DISCONTINUE: [DATE] 12:10 (p.m.), 
Discontinue Date/Reason: MD (Physician) order per hospice nurse [RN K]. [DATE] 12:19 (p.m.): Morphine 
Sulfate (Concentrate) Oral Solution 20 MG/ML. Give 0.75 ml by mouth every 2 hours as needed for comfort. 
PRN Administration was: Effective. Follow-up Pain Scale was: 1. [DATE] 13:13 (1:13 p.m.): Morphine Sulfate 
(Concentrate) Oral Solution 20 MG/ML. Give 0.75 ml by mouth every 4 hours for Comfort. No documentation 
of Follow-up effectiveness. 7/18.25 19:33 (7:33 p.m.): Lorazepam Oral Tablet 0.5 MG. Give 2 tablet(s) by 
mouth every 4 hours as needed for anxiety give 0.5 mg - 1 mg every 4 hours PRN . Resident (R1) very 
anxious. No follow-up documentation of effectiveness. Medication administered by Licensed Practical Nurse 
(LPN) E. [DATE] 19:36 (7:36 p.m.): Morphine Sulfate (Concentrate) Oral Solution 20 MG/ML. Give 0.75 ml 
by mouth every 2 hours as needed for comfort. Resident (R1) asked for pain medication. No follow-up 
documentation of effectiveness. Medication administered by LPN E. [DATE] 20:35 (8:35 p.m.): Lorazepam 
Oral Tablet 0.5 MG. Give 2 tablets by mouth every 4 hours as needed for anxiety give 0.5 mg - 1 mg every 4 
hours PRN. PRN Administration was Effective. Medication documented as given to R1 by LPN E. [DATE] 
20:57 (8:57 p.m.): Morphine Sulfate (Concentrate) Oral Solution 20 MG/ML. Give 0.75 ml by mouth every 2 
hours as needed for comfort. PRN Administration was Effective. Follow-up Pain Scale was: 2. Documented 
as given to R1 by LPN E. [DATE] 21:45 (9:45 p.m.): Called to res. (resident R1's) room to confirm res. Death. 
Observed absent respirations and absent apical pulse for 1-2 minutes. Comfort offered to family who were 
still present in res. Room . Funeral home updated per phone per family request . Signed by Registered 
Nurse (RN) N. Review of R1's Controlled Substance Proof-of-Use Record for the Lorazepam 0.5 tablets, 
provided by the Director of Nursing (DON) on [DATE] at approximately 11:55 a.m., revealed on [DATE] LPN 
E documented the administration of two 0.5 tablets at 1933 (7:33 p.m.), consistent with the medication 
administration progress note documentation. No Lorazepam tablets were signed out as administered at 8:35 
p.m. with a follow-up for effectiveness by LPN E on [DATE] at 8:35 p.m. as documented in the medication 
administration progress note. Review of R1's Controlled Substant Proof-of-Use Record for Morphine Sulfate 
20 MG/ML revealed the following, in part:[DATE] 1518 (3:18 p.m.) 0.75 ML, prn administered by LPN E. No 
medication administration progress note was present showing this was administered to R1XXX[DATE] 2057 
(8:57 p.m.) no PRN administration of Morphine Sulfate was documented as administered to R1 on the 
Proof-of-Use Record at this time. Observation of surveillance video footage of R1's hall with the DON on 
[DATE] at 3:00 p.m., showed LPN E entered R1's room two times between 7:00 p.m. and the time of R1's 
death documented as 9:45 p.m.: once at approximately 7:25 p.m., and once shortly following at 
approximately 7:30 p.m. LPN E was not observed to entered R1's room after what appeared to be the 
administration of Morphine Sulfate documented at 7:36 p.m. until after R1 had passed. The surveillance 
video did not show LPN E entered R1's room at approximately 8:35 p.m., or 8:57 p.m. when progress notes 
documented those medications administered by LPN E. The DON was asked to compile a timeline of the 
surveillance video showing who had entered and exited R1's room between 7:00 p.m. and 9:45 p.m. The 
DON provided the surveillance video timeline on [DATE] at approximately 3:10 p.m., which detailed all 
individuals who entered and exited from R1's room between 7:00 p.m. and 9:45 p.m. on [DATE]. The DON's 
timeline showed LPN E entered R1's room at 7:24 p.m. and exited at 7:25 p.m. LPN E then entered R1's 
room at 7:30 p.m. and exited at 7:31 p.m. The DON's timeline also covered [DATE] beginning at 12:45 p.m. 
and progressing up until R1's time of death. The timeline showed, LPN E did not enter R1's room at 
approximately 3:18 p.m., when 0.75 ML of Morphine Sulfate was documented as administered to R1 by LPN 
E. During a telephone interview on [DATE] at 11:05 a.m., when asked to clarify the details of the complaint, 
Complainant B stated, .As it came closer to the evening [R1] was drastically going down (declining) and she 
was alert. She was talking . she could not breathe. She was very agitated. She was sitting up in bed . She 
was crying out for help (because) she could not breathe . I asked her (the nurse) to call Hospice, and I told 
her [R1] is wide awake and asking for help. She (R1) was grabbing the side of the rail, and she was sitting 
straight up. No nurse came in to give her the breathing treatment or anything . they didn't turn her oxygen up 
- that one nurse didn't do anything (LPN E) . her (R1's) worst fear was to go (die) with shortness of breath. 
They did not keep her comfortable . She (LPN E) did not come in and check on us . The aide went out to tell 
her that [R1] needed more morphine . (the nurse) said ‘No, not until 9:30 p.m.' I guess the nurse [LPN E] was 
supposed to call (hospice) but she didn't. During a telephone interview on [DATE] at 1:41 p.m., when asked 
about the discontinuation of R1's DuoNeb on [DATE], Hospice RN K stated, They (family) never told me they 
wanted them to continue. Hospice RN K said the family should have called hospice and then they could have 
had a visit or talked them through something else to do. Hospice RN K acknowledged the family did call her 
personal work cell phone number, but she was not working that day and responded with a text. When asked 
if the facility nursing staff had contacted hospice regarding R1's increased anxiety, fear, and crying out that 
she could not breathe, Hospice RN K stated, There was never any notice that they (facility staff) had 
contacted hospice . If they had called us (hospice), we would have asked when she had her last dose, (as) 
we always wait at least one hour. If they called us (hospice) we would have given her an additional dose. 
During a telephone interview on [DATE] at 1:49 p.m., when asked to describe the observations and 
interactions with R1 on [DATE], LPN E stated, I was her primary nurse. I would say my whole shift she (R1) 
was not in distress. She was comfortably lying in bed. I did give her the scheduled medications . She didn't 
complain of any shortness of breath. LPN E confirmed the family had asked if R1 needed more medication, 
could she get it. LPN E stated, I said, ‘[R1] looks pretty comfortable. She (R1) was not talking to say she 
needed pain medication, but I could try calling hospice and see if I could get her morphine times changed.' I 
didn't feel like she needed it . I did try calling Hospice. When asked what time Hospice was called, LPN E 
stated, A half hour before she passed. LPN E confirmed she called Hospice at approximately 9:00 p.m. LPN 
E stated, She (R1) didn't look like she needed more medication. She was resting comfortably in there . 
Review of telephone documentation, received from the Nursing Home Administrator (NHA) at approximately 
3:15 p.m., revealed a call was placed to Hospice from the facility at 1800 [6:00 p.m. Eastern Daylight 
Savings Times (EDST)], which would have been 7:00 p.m., prior to LPN's administration of Morphine and 
Lorazepam to R1. This documentation did not support LPN E's report of contacting Hospice at approximately 
a half hour before R1's death at about 9:00 p.m. During a telephone interview on [DATE] at 1:58 p.m., Family 
Member (FM) C was asked to describe their observation during the evening hours on [DATE] with R1's 
decline and passing. FM C stated, I would say the last two and a half hours were really rough for her . For 
somebody that is supposed to sedated with morphine, I have never seen anybody sit straight up and ask for 
help . She kept asking [another family member] for help (because) she could not breathe . the nurse said it 
wasn't time for her morphine . she (R1) was not resting comfortably. The last couple of hours were pretty 
brutal in my opinion. You think they would have made her more comfortable. She (R1) was asking for 
[another family member to], ‘Help me I can't breathe', she was gasping for breath . Nobody deserves to die 
like that. Review of R1's Care Plans revealed the following, in part: At this time my family and I have opted 
for Hospice Care. My participation with ADL's (activities of daily living) may fluctuate. Date Initiated: [DATE] . 
Interventions/Tasks, included, in part: Collaborate with team members to identify and implement appropriate 
pharmacological and non-pharmacological interventions to reduce pain and promote comfort.Coordinate my 
care with [Hospice], Update with any changes in condition . Observe me closely for signs of pain, administer 
pain medications as ordered and notify hospice if there is breakthrough pain . Promote a calm, supportive 
environment by actively listening to myself/family when expressing feelings . (all) Initiated: [DATE]. Review of 
the Coordination of Hospice Services policy, effective 11/2024, revealed the following, in part: Policy - When 
a resident chooses to receive hospice care and services, the facility will coordinate and provide care in 
cooperation with hospice staff in order to promote the resident's highest practicable physical, mental, and 
psychosocial well-being . 9. All residents receiving hospice will continue to receive the same facility services 
as residents who have not elected hospice . 10. The facility will immediately contact and communicate with 
hospice staff, attending physician/practitioner and the family resident representative regarding any significant 
changes in the resident's status, clinical complications or emergent situations . Review of the Medication 
Administration policy, effective 3/2025, revealed the following, in part: Medications are administered by 
licensed nurses or other staff who are legally authorized to do so in this state, as ordered by the physician 
and in accordance with professional standards of practice, in a manner to prevent contamination or infection 
. Administration should occur within 60 minutes prior to or after scheduled time, unless otherwise ordered by 
physician, or given per individual resident circumstances or preferences as applicable . Review of the Pain 
Assessment and Management policy, effective 12/2024, revealed the following, in part: The facility will keep 
its residents as pain free as possible so they can achieve their highest level of function and quality of life. 
Pain relief measures will be implemented to comply with professional standards of practice, focusing on 
comprehensive person-centered care planning to include the resident's goals and preferences .G. Nursing 
should evaluate pain status, interventions and effectiveness of pain interventions and document in the 
nursing notes and EMAR as applicable. Update the Physician as needed. H. When giving PRN pain 
medications, nursing should document follow-up assessment in the EHR. I. Non-pharmacological 
interventions for pain (i.e., repositioning, massage, turning lights off, warm cloth, etc.) should be attempted 
and documented appropriately. These may be used alone or in combination with pharmacological 
interventions.During the exit conference, at approximately 3:10 p.m., in the presence of the NHA, DON and 
Corporate Compliance Officer U. the NHA and DON acknowledged LPN E should have assessed the 
effectiveness of the Morphine Sulfate and Lorazepam both administered at approximately 7:30 p.m., to 
determine if additional interventions and/or medications were necessary to provide comfort during the dying 
process. The NHA acknowledge and agreed that nursing documentation should have included assessment 
of the resident's condition. This Surveyor expressed concern that R1's primary nurse, LPN E did not enter 
the resident's room after administration of Morphine Sulfate and Lorazepam, until more than two hours later, 
and no assessment of her comfort level was performed or documented.During a return telephone interview 
on [DATE] at 5:33 p.m., Friend D, who was present with R1 on the evening of her passing, was asked to 
provide details of the evening of [DATE]. Friend D stated, .around 8:00 p.m. she [R1] started breathing a lot 
heavier, but by 8:30 p.m. she was gasping for air. Between 8:30 p.m. and 9:20 p.m., she would literally sit up 
and cry out and say ,‘Please help me I can't breathe. I can't breathe'. [A family member] went out to talk to 
one of the med techs that was on that night, to ask if [R1] could get her morphine dose . She (R1) would 
shoot up, sitting right up and begging for us to help her . we waited . and were told she (nurse) could not give 
another dose (of morphine) . The last hour was the worst thing I have ever seen in my whole life. It would be 
one thing if she wasn't asking us for help, but she was begging us to help her and there was nothing we 
could do. The nurse never came back into the room after giving the morphine at 7:30 p.m. The nurse did not 
come back in until a half hour after [R1] was already gone.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure adequate toileting assistance to prevent a fall, for 
one Resident (R2) of three residents reviewed for falls. This deficient practice resulted in a fall with major 
injury, including fractured facial bones and subdural hematoma. Findings include: This deficiency pertains to 
Intake 2625013,Review of R2's Electronic Medical Record, revealed R2 was admitted to the facility on 
[DATE], with diagnoses that included the following, in part: Alzheimer's disease with late onset, dementia 
with agitation, dementia with anxiety, reduced mobility, need for assistance with personal care, stiffness of 
right hip, stiffness of left hip, and stiffness of right knee. R2 score 0/15 on the Brief Interview for Mental 
Status (BIMS) performed in August of 2025, reflective of severe cognitive impairment.Review of the Incident 
Report dated 9/14/25 at 1545 (3:45 p.m.), revealed the following: .Incident Description: . CNA (Certified 
Nurse Aide) called this nurse into common bathroom stating resident fell on floor. Upon entering the 
bathroom resident (R2) was observed lying face down on bathroom floor bleeding from the head. Resident 
assessed with assistance of CNA for bleeding and pressure applied to laceration on right side of head. 
Attempted to get blood pressure twice but unable to related to positioning and resident crying out. Charge 
nurse informed of situation and took control of notifying EMS (Emergency Medical Services) and family . 
Immediate Action Taken: Pressure applied to laceration and transferred to ER (emergency room) via EMS . 
9/17/25 Notes: .The resident was assisted to the toilet in the shower bathroom by [CNA's J and I] with an EZ 
Stand. While standing, [Resident R2] was unable to wait and soiled his clothing. [R1] was then seated on the 
toilet. CNA I exited the room, and CNA J continued assisting the resident by changing his soiled clothing. A 
towel was placed on the floor to prevent slipping. While removing clothing from the resident's legs he leaned 
to the right, lost balance, and fell. R1 sustained lateral and floor (sic) right orbital wall fractures, right 
zygomatic arch fracture (a break in the bone that forms the lower part of the cheekbone and extends to the 
temple), right maxillary sinus wall fracture, and a subdural hematoma. Root cause: Care plan was not 
followed. Resident is care planned to have two caregivers present for the entire toileting process . 
Intervention: CNA was re-educated on the importance of adhering to the resident's care plan. The care plan 
was updated to specify use of commode with two-person assist for the full toileting duration and contact 
guard assist during clothing changes. Therapy will evaluate residents. Review of R2's Care Plans revealed 
the following, in part: DO NOT leave me unattended as I have fallen in the past. Two people must remain 
with for the entire toileting duration. Date Initiated: 08/17/2023 . Revision on 05/16/2025.Review of the 
facilities' Investigation Summary revealed the following interventions to prevent recurrence and ensure 
residents' safety, in part: .Staff members will remain with the residents throughout the entire toileting 
process. During clothing changes, staff will remain contact guard assist to ensure stability and prevent loss of 
balance. A commode with armrests will be used to provide additional support and stability during toileting. 
Random audits will be conducted daily for 2 weeks, 3x's week for 1 week, 2x week for 1 week and 1x a week 
for 1 week for a duration of 5 weeks to ensure adherence to the updated protocol and care plan 
requirements .
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