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F 0578 Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to
participate in experimental research, and to formulate an advance directive.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40617

Residents Affected - Few Based on interview, medical record review, and facility P&P review, the facility failed to ensure the POLST
was followed for one of four sampled residents (Resident 1). This failure resulted in Resident 1 receiving
CPR when found unresponsive despite the resident's request for resuscitative measures to not be followed
as indicated in Resident 1's signed POLST.

Findings:

Review of the facility's P&P titled Advanced Directives reviewed ,d+[DATE], showed under the procedures
section, upon admission or as soon as practicable thereafter, the resident and/or his/her legal representative
or surrogate decision maker will be provided with information regarding preferred intensity of care or advance
directives. The resident or his/her legal representative or surrogate shall complete this form as he/she
desires which may include a POLST form. If there is an individual healthcare instruction documented by a
healthcare worker, then this information shall be placed in the clinical record when provided by the resident
or their representative. The document will be filed in the resident's clinical record in a place that is easily
accessible in the event of any emergency.

Closed medical record review for Resident 1 was initiated on [DATE]. Resident 1 was initially admitted to the
facility on [DATE], and readmitted on [DATE]. Resident 1 expired on [DATE].

Review of Resident 1's H&P examination dated [DATE], showed Resident 1 had capacity to make medical
decisions.

Review of Resident 1's POLST dated [DATE], showed under Section A for Cardiopulmonary Resuscitation,
the Do Not Attempt Resuscitation/DNR was marked.

Review of Resident 1's Nurses Progress Note dated [DATE] at 1545 hours, showed Resident 1 was
unresponsive with no pulse found, and CPR was initiated.

On [DATE] at 1233 hours, a concurrent interview and closed medical record review for Resident 1 was
conducted with LVN 1. LVN 1 stated CPR was initiated for Resident 1 because the resident's POLST could
not be found. LVN 1 further stated once they found the POLST, CPR was continued because the resident's
family member did not want them to stop the CPR. LVN 1 verified the POLST showed for the resident to be
on a DNR which should have been followed.

(continued on next page)
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F 0578 On [DATE] at 1027 hours, a concurrent interview and closed medical record review for Resident 1 was
conducted with the DON. The DON stated the POLST was checked while providing CPR for Resident 1. The
Level of Harm - Minimal harm or DON verified the POLST indicated Resident 1 was DNR. The DON was asked if POLST would be honored,
potential for actual harm the DON stated yes.

Residents Affected - Few
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