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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 received treatment and care in accordance 
with professional standards of practice, the comprehensive person-centered care plan, and the residents' 
choices for 1 (CR #1) of 5 residents reviewed for quality of care. The facility failed to perform an assessment 
on CR #1 when she reported to have trouble breathing.This failure could place residents at risk for a delay in 
treatment or diagnosis, a decline in the resident's condition and/or the need for hospitalization and prolonged 
treatment.Findings included: Record review of CR #1's face sheet dated 10/28/25, revealed an [AGE] 
year-old female admitted to the facility with an initial admission date of 2/4/25 and readmitted on [DATE]. 
Diagnoses included: nontraumatic intracerebral hemorrhage in brain stem (a stroke that occurs when blood 
vessels in the brain rupture without any external trauma), dysphagia (difficulty swallowing), shortness of 
breath, other specified symptoms and signs involving the circulatory and respiratory systems, Stage 4 
pressure ulcer, anemia (low levels of healthy red blood cells to carry oxygen throughout your body), Type 2 
diabetes, hypertension, atherosclerotic heart disease (the buildup of fats, cholesterol and other substances in 
and on the artery walls), chronic combined systolic and diastolic heart failure, hemiplegia and hemiparesis 
following cerebral infarction affecting left non-dominant side, and peripheral vascular disease. Record review 
of the comprehensive MDS dated [DATE] indicated CR #1 had a BIMS score of 6 reflecting severe cognitive 
impairment. Record review of CR #1's care plan dated 8/22/25 indicated CR #1 had shortness of breath r/t 
perception or cognitive impairment. Interventions included: monitor/document changes in orientation, 
increased restlessness, anxiety, and air hunger; monitor/document breathing patterns, report abnormalities 
to MD: nasal flaring, respiratory depth changes, altered chest excursion, use of accessory muscles, 
pursed-lip breathing or prolonged expiratory phase, increased anteroposterior chest diameter; 
monitor/document/report breathing abnormalities to MD: bradypnea (abnormally slow breathing), tachypnea 
(abnormally rapid breathing), hyperventilation, Kussmaul's respirations (deep and labored breathing pattern), 
Cheyne-Stokes (alternating periods of rapid deep breathing followed by pauses in breathing), apneusis 
(prolonged, gasping inhalations followed by short, inadequate exhalations), Biot's respirations (alternating 
periods of rapid, shallow breaths and pauses in breathing); position resident with proper body alignment for 
optimal breathing pattern. Review of video dated 8/21/25 at 8:56 pm, CR #1 was lying in bed, bed was at 
45-degree angle, the Restorative Aide entered the room and asked CR #1 what's going on? CR #1 stated I 
can't hardly breathe. LVN A walked in the room and the Restorative Aide told LVN A, CR #1 can't hardly 
breathe. MA D walked in the room followed by RN C. LVN A told CR #1 You have to take your medicine. 
What's going on with you? Your family member just left. LVN A asked CR #1 Can you take your medicine? 
CR #1 responded I will take my medicine. LVN A said, So what is the problem now, so we can figure out 
what we need to do for you? CR #1 responded I do not know. LVN A then stated, Ok we can talk later, you 
can bring the medicine. LVN A told everyone in the room When she calms down, we can come back, let's 
go. Everyone exited the room. CR #1 was moaning. MA D came back in the room and brought CR #1 some 
water. MA D said to CR #1 I'm going to sit you up a little bit. MA D then raised the head of the bed. CR #1 
started moaning again. MA D then lowered the bed. Record review of progress note dated 8/21/25 at 11:25 
pm written by LVN B read in part .CR #1's family member called facility with concerns about CR #1's 
breathing. LVN B went to CR #1's room and checked the resident. O2 saturation was checked- O2 saturation 
96% and 97% on room air. LVN B repositioned resident and raised her head. This nurse asked CR #1 is that 
better and CR #1 stated yes while shaking her head. CR #1 is not showing any s/s of distress at this time . 
Interview with the family member on 10/30/25 at 10:10 am, she said CR #1 started having trouble breathing 
on the evening of 8/21/25. She said CR #1 told the Restorative Aide I can't breathe, so the Restorative Aide 
got the nurse. The family member said MA D was trying to give CR #1 her medicine. The family member said 
LVN A went into CR #1's room and started yelling at CR #1 to take her medication. LVN A said to CR #1 
What is wrong with you?. The family member said LVN A ordered everyone out of the room and did not take 
CR #1's vitals. The family member said CR #1 was cognitive and was able to tell staff her needs. Interview 
with the Hospice Nurse on 10/28/25 at 11:40 am, she said the family member called her on 8/21/25 at 
approximately 10:41 pm. The Hospice Nurse said she did a PRN visit on 8/21/25 and was at the facility 
around 11:20 pm. She said CR #1 was stable at the time of her visit. She said CR #1 was resting and her O2 
saturation was 98% on RA. The Hospice Nurse said she did not see any signs of distress from the resident. 
The Hospice Nurse said she received a portion of the video from CR #1's family member because the family 
member was upset. She said the video she received did not show what happened prior to the incident or 
after the incident. The Hospice Nurse said CR #1's base line was intermittently confused. Interview with MA 
D on 10/28/25 at 1:48 pm, she said she went to CR #1's room to give her medication on the evening of 
8/21/25. CR #1 told her she was not feeling good and could not breathe. MA D said CR #1 did not appear to 
have difficulty breathing because the resident was talking with her. She said CR #1 seemed like she was 
agitated. MA D said she went to LVN A and told her CR #1 could not breathe. MA D said she, LVN A, RN C 
and the Restorative Aide went to CR #1's room. She said when LVN A spoke to CR #1, LVN A's tone was 
not nice and asked her What's wrong with you?. MA D said she thought RN C may have gone back to check 
her oxygen. MA D said CR #1 was ok whenever she gave her medication, she said her pain medication may 
have kicked in. Interview with RN C on 10/30/25 at 4:16 pm, he said he was new to the facility during the 
time of the incident. He said MA D told LVN A that CR #1 was not taking her medication. LVN A told MA D 
she did not have to give CR #1 the medication because CR #1 had received pain medication, and it was 
going to take a while for the pain meds to kick in. RN C said a different nurse went into CR #1's room and he 
and LVN A wondered why she went in there. RN C said that nurse had received a call from the family 
member to check on CR #1 because she thought CR #1 was having shortness of breath. RN C said the 
Hospice Nurse also came to check CR #1's O2 stats and they were normal. RN C said from his perspective, 
he did not see CR #1 struggling to breathe or struggling to talk. RN C said that is probably why LVN A did not 
check CR #1's O2 stats. RN C said he thought the main issue was the medication CR #1 was supposed to 
receive from MA D. He said the risk to the resident if there was a lack of oxygen could be further damage to 
the resident. Interview with LVN A on 10/28/25 at 2:26 pm, she said she saw the family member the day of 
the incident and the family member was happy. LVN A said around 7 pm or 8 pm CR #1 was in pain, and 
she gave her pain medication. LVN A said MA D told her she was about to give medication to CR #1 and the 
resident said she was short of breath. LVN A said when she saw CR #1, she was not in any type of distress. 
LVN A said she told everyone in the room to come out of the room and let CR #1 relax. LVN A said she saw 
LVN B enter CR #1's room and LVN A told her Leave my patient alone. LVN B told her the family member 
called and told her CR #1 was short of breath and she was in distress. LVN A said the Hospice nurse came 
and checked on CR #1 as well. LVN A said she was suspended and then let go from the facility. LVN A said 
she did her job and took care of CR #1, she did not think she did anything wrong. Interview with LVN B on 
10/28/25 at 2:47 pm. She said CR #1's family member called the facility that night and asked her to check on 
CR #1. LVN B said CR #1 was fine at the time of her assessment. LVN B said the family member would call 
her sometimes and if there were any concerns with CR #1, she would go to her room and CR #1 would tell 
her what was wrong. LVN B said the family member would always watch through the camera and made sure 
CR #1 was ok. LVN B said she was not in the room at the time to witness what anyone did or did not do. 
Interview with the DON, on 10/28/25 at 3:05 pm, he said MA D, went into CR #1's room to give her 
medication and CR #1 said she had shortness of breath. The DON said MA D reported this to LVN A. The 
DON said LVN A immediately went in CR #1's room and told her she needed to take her medications, and 
she did not see any shortness of breath. The DON said there may have been some confusion LVN A thought 
MA D was reporting the resident was refusing to take their meds. The DON said the family member showed 
the Administrator the video of the incident. He said LVN A was fired, and the incident was reported to the 
state. The DON said the risk to the resident when they are truly having respiratory distress could be 
detrimental. Interview with the Administrator on 10/30.25 at 9:44 am, she said the footage that she saw was 
CR #1 stating I can't breathe. She said MA D alerted LVN A. The Administrator said in the video, she saw 
LVN A tell CR # 1 I just gave you your pain medication, you have to give it time to work, just calm down and 
then she left the room. The Administrator said MA D stayed in the room. The Administrator said in the video 
CR #1 appeared to be in pain; she did not see shortness of breath. She said MA D ended up giving meds to 
CR #1. She said CR #1 calmed down and fell asleep. The Administrator said LVN B assessed CR #1 after 
the family member called her. The Administrator said LVN B alerted her of the incident. She said LVN A was 
terminated and did not come back after her suspension. The Administrator said LVN A should have 
assessed the resident. She said the risk to the resident when O2 is not checked, the resident could become 
non-responsive. Record review of the policy titled Nursing Service and Sufficient Staff dated 10/24/22 read in 
part . providing care included, but is not limited to, assessing, evaluating, planning and implementing resident 
care plans and responding to resident's needs .

22676333

03/17/2026


