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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff and caregiver interviews, and policy and procedures, the facility failed to ensure 
advance directives was followed for one resident (#10).Findings include:Resident #10 was admitted on 
[DATE], with diagnoses of muscle weakness, bacteremia, methicillin resistant staphylococcus aureus 
(MRSA), acute abscess of female pelvis, acute delirium, atrial-fibrillation, unspecified dementia, psychotic 
disturbance, mood disturbance, and anxiety.The facesheet of the clinical record revealed no code status 
documented.The hospital history and physical dated [DATE] revealed that the resident had a code status of 
Do Not Resuscitate (DNR) and Do Not Intubate (DNI).An undated admission report sheet included that the 
resident had a code status of DNR.An admission progress note dated [DATE] revealed that resident #10 was 
alert and oriented with some confusion. The advance medical directive statement signed by the POA (power 
of attorney) and dated [DATE] included that the resident would receive cardio-pulmonary resuscitation 
(CPR), hospital transfer, feeding tube, pain medication, and hydration. The NP (nurse practitioner) note 
dated [DATE] included that the resident had a full code status.The physician's order dated [DATE] revealed 
that the resident had a full code. A brief interview for mental status (BIMS) assessment was completed on 
[DATE] included a score of 5 indicating the resident had severe cognitive impairment.Review of the care plan 
dated [DATE] revealed no code status was identified for resident #10.The provider note dated [DATE] 
included that the resident had a full code status.The provider note dated [DATE] included that the resident 
had a full code status.There was also no evidence found in the clinical record that the physician order for the 
full code status was changed or discontinued.However, review of the shift report sheet for [DATE] 
documented that the resident's code status was DNR.There was no evidence found in the clinical record that 
the code status of the resident was clarified with the resident and/or the resident's POA and/or the physician.
The progress note dated [DATE] revealed that at 7:15 am, resident was in bed sleeping and had no acute 
respiratory distress noted. It also included that at 8:05 a.m., the resident was found unresponsive; and that, 
two nurses assessed the resident and noted that all vital signs ceased. The documentation did not include 
whether or not CPR was initiated for resident #10.There was no evidence found in the clinical record that 
CPR was initiated for resident #10.The facility's self report dated [DATE] included that the director of quality 
management notified the administrator and the DON (director of nursing) that on [DATE] CPR 
(cardiopulmonary resuscitation) was not performed when resident #10 was found unresponsive with no signs 
of life; and that, the resident passed away. During an interview conducted with registered nurse 
(RN/staff#11) on [DATE] at approximately 2:05 p.m., the RN stated that if a resident was found unresponsive 
she would check the physical chart for the resident's code status and honor the resident's wishes if they were 
DNR or Full Code. She said that if the resident was a full code then CPR would be started and CPR would 
continue until paramedics arrived and assumed care.An interview on [DATE] at approximately 2:15 p.m. with 
a certified nursing assistant (CNA/staff # 5) who stated that if he finds a resident unresponsive, he would call 
for the nurse and wait for the nurse to instruct him if CPR should be started. In an interview with another 
CNA (staff #7) conducted on [DATE] at approximately 2:30 p.m., the CNA (staff # 7) stated that if she found 
a resident unresponsive she would call for the nurse, would get the emergency cart and call 911 if the nurse 
told her to, and would wait for the nurse to instruct her if CPR should be started. Regarding resident #10, the 
CNA stated that she was working that day when resident #10 was found unresponsive; and that, she was 
assigned to provide care to resident #10. She stated that resident #10 did not want to get up after her vital 
signs were taken and had asked to be covered with her blanket which she did. The CNA stated that she was 
passing ice water when a student nurse requested her assistance because the resident (#10) was not 
waking up. The CNA said that she then went and checked the resident who did not seem to be breathing so 
she called the nurse. She stated that two nurses came: One nurse checked the resident's vitals; and, 
another nurse who was a licensed practical nurse (LPN) went to check the chart for the resident's code 
status. The CNA stated that the LPN came back and told her and the other nurse that the resident was a 
DNR. Further, the CNA stated that at that time, the LPN said the resident was gone.During an interview with 
another RN (staff #9) conducted on [DATE] at approximately 2:25 p.m., the RN stated that if a resident was 
found unresponsive she would call for assistance, call code blue and get the code cart. Additionally, she 
stated that she would check in the paper chart for the resident's code status and follow the direction. The RN 
stated staff response would depend on what was going on with the resident and the level of the resident's 
non-responsiveness. She stated she would call 911 if the resident was full code; and, if the resident was a 
DNR she would not call 911. Regarding the incident on [DATE], the RN stated that she was working in the 
facility when resident #10 was found unresponsive. The RN said that there were student nurses talking to the 
LPN (Staff #2) who sent them to do a blood glucose test on resident #10. She said that the student found a 
CNA (staff#7) and asked for assistance; and, the CNA (staff #7) reported that resident #10 was not 
responding and was not breathing. The RN said that she and the CNA (staff #7) went to check on the 
resident while she found the LPN (staff #7) who responded and assessed the resident. The RN also said that 
the LPN told her that resident #10 was a DNR; and that, CPR was not started for resident #10.On [DATE] at 
approximately 3:15 p.m., an interview was conducted with the LPN (staff #2) who stated that she was 
working when resident #10 was found unresponsive. She stated that on [DATE], she was completing her first 
medication round around 7:15 a.m. and resident # 10 was sleeping and was in no acute distress. The LPN 
said that the CNA (Staff #7) reported to her the resident's vital sign report; and that the vital signs reading 
were ok. The LPN stated that she assigned a student nurse to take the resident's blood sugar and, she then 
continued with med pass. The LPN stated that she could not recall who informed her that the resident was 
not responsive; but, she went to resident 10's room immediately and the CNA (staff #7) and the RN (staff # 
9) were already with the resident. The LPN stated that the resident was non responsive, had no pulse, had 
no carotid pulse, and had eyes that were fixed and dilated. The LPN (staff #2) recalled that on her report 
sheet from the night nurse that resident #10 was a DNR and that she followed the facility's DNR protocol. 
Further, the LPN stated that she had received report that the resident was evaluated for hospice and that 
hospice was going to admit her when the resident discharged . In an interview with the Director of Nursing 
(DON) conducted on [DATE] at approximately 3:45 p.m. the DON (staff #14) stated that her expectation was 
that upon finding a resident unresponsive, the nurse would check vital signs, and would check the code 
status for the resident in the physical chart. She further stated that her expectation was for the nurse to follow 
those orders. The DON stated that if the resident was a full code then CPR should be initiated and the crash 
cart should be present. The DON further stated that it was her expectation that the hard chart be used to 
verify code status. Regarding the incident with resident #10, the DON said that something broke down with 
communication and the resident's code status was misread and miscommunicated. The facility policy, titled, 
Advanced Directives Policy with an implementation date of November of 2024 included that: the facility will 
adhere to residents' rights to formulate advanced directives. The facility will implement procedures to 
communicate a resident's code status to those individuals who need to know this information. The policy also 
included that when an order is written pertaining to a resident's presence or absence of an advanced 
directive, the directions will be clearly documented in designated sections of the medical record. The nurse 
who notates the physician order is responsible for documenting the directions in all relevant sections of the 
medical record. The designated sections of the medical record are at the nurses station/unit.
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