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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
closed record review, review of emergency medical services (EMS) run report, review of a facility incident 
report, staff interviews, and facility policy review, the facility to ensure cardiopulmonary resuscitation (CPR) 
was initiated immediately and performed appropriately following Resident #271, a resident with a Full code 
status (indication for healthcare providers to perform all possible life saving measures in the event of a 
cardiac or respiratory arrest) was found unresponsive. This affected one resident (#271) of three residents 
reviewed for advance directives. The facility identified 178 residents who had an advance directive of a full 
code. The facility census was 270.Findings include:Review of the closed medical record for Resident #271 
revealed an admission date of 09/25/25 and a date of death of [DATE]. Diagnoses included but were not 
limited to unspecified convulsion, traumatic subdural hemorrhage without loss of consciousness, end stage 
renal disease, dependence upon renal dialysis, adult failure to thrive, metabolic encephalopathy, dementia 
without behaviors, severe sepsis without septic shock, pneumonitis due to inhalation of food and vomit. 
Resident code status was noted to be full code.Review of the five-day Minimum Data Set (MDS) 3.0 
assessment for Resident #271 dated 09/26/25 revealed the resident had a Brief Interview for Mental Status 
(BIMS) score of 3 which indicated severely impaired cognition. Resident #271 was noted to be dependent on 
staff for eating, dressing, bathing, and toileting. Resident #271 required maximum assistance from staff for 
chair transfers and to move from sitting to lying position. Review of a physician visit note dated 09/27/25 at 
12:26 P.M. revealed Resident #271 was a [AGE] year-old frail, elderly male resident. The note listed 
Resident #271's condition as guarded due to multiple medical conditions.Review of a nursing progress note 
dated 09/27/25 at 8:50 P.M. revealed Registered Nurse (RN) #514 notified Unit Manager #516 that Resident 
#271 was unresponsive. Unit Manager #516 and another nurse immediately went to the unit and noted 
Resident #271 without a pulse, respiration, or blood pressure. Resident #271 was noted to be cool to the 
touch. Chest compressions were started immediately, and nine-one-one (911) was called. Following the 
arrival of emergency medical services (EMS), the resident was pronounced deceased at 9:10 P.M.Review of 
a local Fire Department run report dated 09/27/25 at 8:55 P.M. revealed dispatch was notified EMS was 
needed and EMS personnel arrived on site at the facility at 9:02 P.M. for a non-responsive and 
non-breathing male. The report noted facility staff were noted to be performing ineffective CPR. Facility staff 
members reported Resident #271 had last been seen at approximately 8:30 P.M. but was not seen moving 
or talking. Upon seeing Resident #271 and the CPR that was being performed, the report noted apparent 
rigidity had set in. Resident #271 was checked for signs of life and was noted to be cold in his limbs and 
chest. Resident #271's mouth was noted to be stiff and unable to move. His right eye was partially open btu 
extremely cloudy and fixed. Resident #271's tongue was visible and cyanotic. Resident #271 had rigidity in 
his fingers, toes, neck, and back. A pillow was removed from behind Resident #271's head and the resident's 
head did not move from its position. A four-lead electrocardiogram (ECG) was taken and asystole (absence 
of heart rhythm which is incompatible with life). Resident #271's time of death was pronounced by EMS after 
collaboration with an outside emergency physician at 9:10 P.M. Review of Certified Nursing Assistant (CNA) 
#510's witness statement dated 09/30/25 stated about 8:10 P.M. she and CNA #509 proceeded to take 
Resident #271, who appeared to be sleeping, from the dining room to his room. Once they got Resident 
#271 into his room, they noticed his fingertips were blue, he was cold to touch and felt slightly hard. 
Following checking vitals, CNAs #509 and #510 ran to find RN #514. Upon RN #514 returning to the room 
with them, RN #514 started crying and panicking and stated, I don't do well with dead people. CNA #510 
asked RN #514 if Resident #271 was a full code and RN #514 left the room to go check. About two minutes 
later, RN #514 returned and screamed put him in bed, we gotta do chest compressions. RN #514 asked 
CNAs #509 and #510 if they knew CPR and they said no. CNAs #509 and #510 put Resident #271 in bed 
and CNA #517 called EMS. RN #514 called RN #515 and screamed come over here and do chest 
compressions. CNA #510 stated Resident #271 did not have anything hard under his back. When RN #515 
arrived, chest compressions were initiated until EMS arrived.Review of the witness statement from RN #515 
dated 09/28/25 revealed while working on another unit, Unit Manager #516 received a phone call stating a 
code was called on the Fairmont unit. RN #515 and Unit Manager #516 rushed to Resident #271's room and 
found Resident #271 not breathing, without spontaneous movement of the chest, no audible sounds upon 
auscultation, no circulation, and eyes were fixed and dilated with no reaction to light. There was also no 
response to painful stimuli such as pressure applied to the supraorbital nerve. Code status was verified and 
RN #515 initiated CPR while paramedics were being called. Resident #271 was pronounced dead at 9:12 P.
M.Review of the undated witness statement for Licensed Practical Nurse (LPN) #508 revealed Resident 
#271 refused medications three times when offered earlier in the day. Resident #271 only took two bites of 
lunch and refused to eat dinner on 09/27/25. LPN #508 stated Resident #271 was last seen in the dining 
room at the end of shift.Review of the 09/28/25 witness statement written by LPN #519 revealed she 
checked Resident #271 between 6:00 P.M. and 6:30 P.M. and the resident was noted to have his eyes open.
Interview on 10/08/25 at 11:42 A.M. with LPN #508 revealed she worked the day shift of 09/27/25 and 
attempted to feed Resident #271 lunch and he only took a couple bites. Between 3:00 and 3:30 P.M., she 
rounded and noticed Resident #271 was sitting on the side of his bed and assisted the aide to change him. 
LPN #508 later attempted to feed Resident #271dinner but he refused. LPN #508 stated they kept Resident 
#271 near the nurses' station for safety, and she and the other nurse had commented on the color of his 
eyes just prior to leaving her shift around 6:30 P.M. LPN #508 stated she did not notice any concerns for 
Resident prior to leaving her shift at approximately 8:30 P.M.Interview on 10/08/25 at 11:57 A.M. with CNA 
#509 revealed he worked on 09/27/25 from 7:00 A.M. till almost 10:00 P.M. Around 7:30 P.M., CNA #509 left 
the unit with CNA #510 to get approval to work overtime on the unit. CNA #509 stated they came back 
around 8:00 P.M. and were both working on the hall Resident #271 resided on. Around 8:10 P.M., they 
proceeded to take Resident #271, who was in the dining room and appeared to be sleeping, to his room for 
bed. Once they got Resident #271 into his room, they realized he was unresponsive. Both CNAs #509 and 
#510 checked for a pulse. CNA #510 stated they noticed Resident #271's fingers were blue. CNAs #509 and 
#510 left the room to look for RN #514. Within two minutes they returned to Resident #271's room with RN 
#514. RN #514 told them to get vitals. CNA #509 stated RN #514 was nervous and stated she did not do 
well with dead people. CNA #510 told RN #514 to go check Resident #271's code status and she came back 
with the crash cart within several minutes. CNAs #509 and #510 proceeded to lay Resident #271 down in 
bed and RN #514 proceeded to call Unit Manager #516 and it was on speaker phone. Shortly thereafter, Unit 
Manager #516 and RN #515 came to Resident #271's room. RN #515 started to do chest compressions and 
less than five minutes after, EMS showed up.Interview on 10/08/25 at 12:23 P.M. with CNA #510 revealed 
around 8:00 P.M., CNA #509 and CNA #510 came back to the Fairmont unit to help cover a call off. Around 
8:10 P.M., CNAs #509 and #510 approached Resident #271 in the dining room and told him they were going 
to get him ready for bed and proceeded to roll his wheelchair back to his room. As they were wheeling 
Resident #271, they noticed his legs were straight and he appeared unresponsive. CNA #509 checked his 
wrist and found no pulse. CNA #510 checked his neck and found no pulse and stated his neck was cool and 
appeared to be slightly hard. CNA #510 stated Resident #271's fingertips appeared to be blue. CNAs #509 
and #510 left to find RN #514 and returned to the room with her in less than a minute. RN #514 told CNAs 
#509 and #510 to get the vitals machine and check his vitals. RN #514 left the room and returned shortly 
thereafter. She appeared nervous, scared, and stated she did not do well with dead people. CNA #510 
asked RN #514 if Resident #271 was a full code and RN #514 left to go check and brought back the crash 
cart less than a minute or so later. CNAs #509 and #510 laid Resident #271 down in bed and RN #514 called 
Unit Manager #516. RN #514 asked CNAs #509 and #510 if they were CPR certified and neither of them 
were currently certified. CNA #510 stated RN #514 did not do chest compressions. When RN #515 arrived, 
chest compressions were initiated. Another (unnamed) CNA called EMS and was on speaker while RN #514 
was explaining the situation. Unit Manager #516 arrived and switched off CPR with RN #514. CNA #510 left 
to go meet EMS in the lobby and then brought them back to Resident #271's room.Phone interview on 
10/08/25 at 4:35 P.M. with RN #514 revealed she saw Resident #271 at the beginning of her shift shortly 
after 7:00 P.M. from a distance in the dining room but did not approach him as he appeared to be sleeping. 
CNAs #509 and #510 came to get her around 8:45-8:50 P.M. and stated Resident #271 was unresponsive. 
When RN #514 arrived at Resident #271's room she noticed he appeared to be sleeping, was noted to be 
unresponsive, had no pulse and was cyanotic (bluish in color), and had some skin mottling. RN #514 notified 
Unit Manager #516. RN #514 left the room to go get the crash cart. RN #514 confirmed she did not initiate 
CPR prior to RN #514 and Unit Manager #516 arriving at the room. RN #514 called 911 and they told her 
they were already enroute. RN #515 and Unit Manager #516 took turns doing chest compressions until EMS 
arrived and pronounced Resident #271 deceased at 9:10 P.M.Interview on 10/09/25 at 6:18 A.M. with RN 
#515 revealed during his night shift on 09/27/25, Unit Manager #516 was on his unit when she received a 
call from RN #514 stating Resident #271 was unresponsive. RN #515 and Unit Manager #516 both went to 
Resident #271's room. Unit Manager #516 arrived first and when RN #515 arrived, the crash cart was in the 
room, and they were setting up the bed for CPR. RN #515 noted Resident #271 was cool but not cold, his 
body was stiff, and fingertips were cyanotic. RN #515 asked RN #514 why CPR had not been started and 
RN #514 stated she had to go get the crash cart first. RN #515 stated they arrived at Resident #271's room 
within three to five minutes after the call was received since it is a big building. RN #515 started CPR 
immediately after arriving to Resident #271's room and continued until EMS arrived less than 10 minutes 
later. Interview on 10/09/25 at 6:41 A.M. with Unit Manager #516 revealed she was the Unit Manager the 
night of 09/27/25. The Fairmont unit was short a nurse and she was assisting to cover. Unit Manager #516 
stated she needed to check all the units to make sure staff were covered and arrived at the unit around 8:30 
P.M. to count meds with LPN #508 prior to her leaving. Following counting meds, she spoke with RN #514, 
CNA #509, CNA #510 and another aide about covering since she may need to step off the unit to handle 
concerns on other units. Around 8:45 P.M., Unit Manager #516 was on the unit RN #515 was working on and 
received a phone call from RN #514 stating Resident #271 was unresponsive. Unit Manager #516 and RN 
#515 both responded to assist within two minutes. Unit Manager #516 stated upon arrival, Resident #271 
was noted to be unresponsive, with no pulse or respirations. Resident #271 was cool to the touch and pupils 
were fixed and CPR had not been started yet. Unit Manager #516 stated she looked up Resident #271's 
code status and yelled he was a full code to RN #515, who then started CPR. RN #515 and Unit Manager 
#516 continued compressions until EMS arrived about six minutes later. Unit Manager #516 confirmed when 
she arrived the crash cart was in the hall outside the room and was unsure why RN #514 had not started 
CPR. Unit Manager #516 stated typically the protocol would be to check code status, yell for help, and start 
CPR.Phone interview on 10/09/25 at 11:58 A.M. with CNA #517 revealed around 8:45 P.M., CNAs #509 and 
#510 told her they thought Resident #271 was deceased and CNA #517 went to Resident #271's room with 
RN #514 and found Resident #271 unresponsive. RN #514 asked CNAs #509, #510, and #517 if they were 
CPR certified, and they told her no. CNA #517 stated RN #514 appeared to panic and did not know what to 
do. RN #514 then called RN #515. RN #514 did not initiate CPR and acted scared of a dead body. When RN 
#515 arrived a few minutes later, RN #515 initiated CPR.Phone interview on 10/14/25 at 8:11 A.M. with LPN 
#519 revealed she had discussed the pretty eye color of Resident #271 with LPN #508 and had observed 
Resident #271 alert in the dining room between 6:00 P.M. and 6:30 P.M.Phone interview on 10/14/25 at 8:40 
A.M. with CNA #525 revealed she had last seen Resident #271 alert in the dining room around 7:00 P.M.A 
follow-up phone interview on 10/14/25 at 9:03 A.M. with CNA #510 revealed she worked from 7:00 A.M. to 
3:00 P.M. on Fairmont and was called to another unit until 7:30 P.M. At 7:30 P.M., she went down to see if 
she could get overtime to assist on the Fairmont unit since there was a staff call off. Around 8:00 P.M., CNA 
#510 was given permission to help on Fairmont, and she proceeded to go to the unit shortly after 8:00 P.M. 
and sometime later found Resident #271 unresponsive.Interview on 10/14/25 at 9:08 A.M. with the Regional 
Clinical Director #499 revealed if a resident is found unresponsive, staff should immediately initiate CPR 
following confirmation of a full code status.Follow up phone interview on 10/14/25 at 10:09 A.M. with RN 
#515 confirmed when he arrived at Resident #271's room on 09/27/25, Resident #271 was lying in his bed 
and there was no board or hard surface underneath him. Resident #271's fingers appeared to be blue, and 
RN #514 had not initiated CPR. When RN #515 asked why she had not started CPR, RN #514 stated she 
had gone to get the crash cart and then called Unit Manager #516. RN #515 initiated CPR and continued till 
EMS arrived.Review of the facility employee Cardiopulmonary Resuscitation (CPR) report printed on 
10/09/25 revealed RN # 515's CPR license expired as of 08/01/25.Observation on 10/14/25 at 10:45 A.M. of 
the cardiopulmonary resuscitation Basic Life Support (CPR BLS) card for RN #515 revealed it was renewed 
on 10/09/25. Interview at the time of observation with the Assistant Director of Nursing (ADON) confirmed 
RN #515's CPR certification was expired on 09/27/25 when CPR was performed on Resident #271.Phone 
interview on 10/15/25 at 7:30 A.M. with Paramedic #520 revealed when he arrived on the scene on 09/27/25, 
one staff member was doing CPR, and two other staff members were in the room but not assisting. No one 
was managing Resident #271's airway, no bag or AED were present. The staff member providing 
compressions was not doing them at the correct rate and a backboard was not present under Resident #271. 
Paramedic #520 stated he did not recall seeing the crash cart and upon seeing the ineffective CPR being 
performed, he promptly asked them to stop. Paramedic #520 assessed Resident #271 and found no signs of 
life and that rigor mortis (stiffening of the joints and muscles of a body which sets in a few hours after death) 
had set in. Paramedic #520 stated when the staff member was performing CPR, Resident #271's body was 
stiff and bent in the middle, and his head was off the pillow when staff was performing compressions. Upon 
stopping compressions, Resident #271's head remained in the raised position and did not fall back onto the 
pillow. Paramedic #520 stated staff kept saying they had last seen the resident at 8:30 P.M., but the 
condition observed upon entrance at the scene did not reflect proof of life at 8:30 P.M. Paramedic #520 
reported Resident #271 appeared to have been deceased for at least 2-3 hours prior to EMS arrival. 
Paramedic #520 stated upon arriving on scene, staff did not provide additional information about Resident 
#271 and appeared to not know how to appropriately handle the emergent situation.Review of the 01/03/25 
reviewed facility policy called; Cardiopulmonary Resuscitation (CPR) Policy- Ohio Long Term revealed CPR 
(basic life support) includes chest compressions, ventilations and use of AED (as applicable) to restore 
circulation/respiration. The facility shall initiate CPR when a resident is found in cardiac arrest) absence of 
respirations or pulse), unless a valid advance directive or DNR order is present. If a resident is discovered 
unresponsive or without respirations/pulse, immediate action must be taken: call a ‘Code Blue', certified staff 
should begin CPR (compressions, ventilations) and/or use AED per training once it is safe to do so until 
arrival of EMS.This deficiency represents non-compliance investigated under Complaint Number 2635740.
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