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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0678 Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to
physician orders and the resident’s advance directives.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 52085

Residents Affected - Few Based on interviews, record review, facility policy review, and facility staff certifications, it was determined
that the facility failed to ensure staff met Cardiopulmonary Resuscitation (CPR) certification requirements
before providing CPR to residents in need, affecting1 (Resident #1) of 1 resident reviewed for
resident/patient/client neglect.

The findings include:

Resident #1 had medical diagnoses that included type 2 diabetes, end stage renal disease, heart failure,
chronic embolism, and thrombosis of unspecified deep veins of unspecified lower extremities.

A review of Resident #1 ' s progress notes on [DATE] at 5:00 AM revealed LPN#1 was called to the resident '
s room by Certified Nursing Assistant (CNA) #2. Resident #1 was found to have no pulse. A code was called,
and CPR was initiated and performed by LPN #1. Ambulance was called.

A review of a facility policy titled, Cardiopulmonary Resuscitation Policy, effective [DATE] and revised [DATE]
indicated staff were to, Obtain and/or maintain American Heart Association certification in Basic Life Support
BLS/Cardiopulmonary Resuscitation (CPR) for key clinical staff members who will direct resuscitative efforts,
including non-licensed personnel. CPR Certification - Licensed nurses should maintain current CPR
certification for Healthcare Providers.

A review of Licensed Practical Nurse (LPN) #1 CPR certification document indicated, LPN #1 had CPR
certification from [DATE] to when it lapsed on [DATE]. LPN #1 did not renew their CPR certification before
providing CPR to Resident #1 on [DATE].

During an interview with LPN #1 on [DATE] at 10:15 AM, she stated | did CPR on [Resident #1] until the
ambulance arrived. | even rode in the ambulance with [Resident #1] and went to the hospital with them.

During an interview with CNA #2 on [DATE] at 11:23 AM, CNA #2 stated LPN #1, and another LPN
performed CPR on Resident #1 the morning of [DATE].

During an interview with the Administrator on [DATE] at 12:49 PM, the Administrator stated incorrect
techniques may be done if someone is not certified in CPR.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 045323 Page1 of 2



Department of Health & Human Services Printed: 06/26/2025

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
045323 B. Wing 03/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
The Blossoms at White River Rehab & Nursing Center 1311 North Pecan St
Newport, AR 72112

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0678 During an interview with LPN #1 on [DATE] at 12:59 PM, LPN #1 stated CPR certification was needed to
ensure being up to date on new policies or procedures. You need to be CPR certified so you can be
Level of Harm - Minimal harm or educated on performing CPR correctly and be certified to do it.

potential for actual harm

Residents Affected - Few
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