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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, interview, and policy and procedure review, the facility failed to act in accordance with
a resident's advance directive and to honor the resident's wishes of Do Not Resuscitate (DNR) for 1 of
3 reviewed residents, Resident #6, when found unresponsive and absent of life. This has the potential
to affect 42 residents with advance directives of Do Not Resuscitate.Findings include:Review of
Resident #6's admission record showed the resident was initially admitted on [DATE] and readmitted
on [DATE] with diagnoses to include acute embolism and thrombosis of right subclavian vein, acute
embolism and thrombosis of right internal jugular vein, chronic obstructive pulmonary disease (COPD),
type 2 diabetes mellitus without complications, morbid (severe) obesity due to excess calories,
hemiplegia and hemiparesis following cerebral infarction affecting unspecified side, generalized
muscle weakness, dyspnea, unsteadiness on feet, recurrent mild major depressive disorder,
generalized anxiety disorder, anemia, hyperlipidemia, essential (primary) hypertension, paroxysmal
atrial fibrillation, unspecified diastolic (congestive) heart failure, occlusion and stenosis of
unspecified carotid artery, stage 3 chronic kidney disease, dependence on renal dialysis, presence of
automatic (implantable) cardiac defibrillator, and acute respiratory failure with hypoxia.Review of
Resident #6's State of Florida Do Not Resuscitate Order read, Being informed of my right to refuse
cardiopulmonary resuscitation (CPR), including artificial ventilation, cardiac compression,
endotracheal intubation, and defibrillation, direct that CPR be withheld or withdrawn from me. The
form was signed by Resident #6 and Staff P, Advanced Practice Registered Nurse (APRN) on
[DATE].Review of Resident #6's physician order dated [DATE] read, Order Type: Advanced
Directive. Order Summary: Do NOT Resuscitate.Review of Resident #6's nursing progress note
authored by Staff A, Licensed Practical Nurse (LPN), dated [DATE] at 8:31 AM read, Resident
returned on the unit from HD [hemodialysis] at approximately 8:30 am via transport. Upon arrival,
resident was awake, alert, and noted to be conversing appropriately with the CNA's [certified nursing
assistants] during transport back to her room. Resident continued speaking with staff members
throughout the transfer from the transport chair to bed. Transfer was completed without incident, and
resident tolerated transfer well.Review of Resident #6's nursing progress note authored by Staff A,
LPN, dated [DATE] at 8:50 AM read, Late Entry. Note Text: Resident noted unresponsive at 8:40 am.
At 8:40 am [Staff F, Registered Nurse (RN)'s name] initiated chest compressions, EMS [Emergency
Medical Service] arrived at 8:45 am and assumed resident care. Time of Death 8:50 am.Review of
Resident #6's nursing progress note authored by the Director of Nursing on [DATE] at 8:54 AM read,
Resident time of death called at 08:50 am by EMS. MD [Medical Doctor] notified and order received to
release resident remains to funeral home of family choosing. Daughter arrived at facility at 09:10 am.
Resident daughter was informed that CPR was performed. Daughter was ok with this information and
(continued on next page)
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went to stay with her mom until the funeral home arrived.Review of the witness statement authored
by Staff A, LPN, dated [DATE] read, Around 8:40 AM this writer was called by two CNA's to
[Resident #6's room number] resident noted unresponsive upon entering the room, myself and
another nurse [Staff F, RN's initials] assessed resident and asked the primary nurse [Staff E, LPN's
first initial] resident code status. Informed full code, so code blue was called and initiated.Review of
the witness statement authored by Staff A, LPN, dated [DATE] read, [Staff F, RN's name] and
another nurse did CPR. AED was applied and no shock applied. I left the room and checked resident's
chart for her code status red chart noted resident's name and DNR gold paper inside. I returned back
to the room and informed the nurses that the resident is a DNR. I overheard someone saying that
since 911 was called we have to continue CPR until they arrive, which we did.Review of the witness
statement authored by Staff A, LPN, dated [DATE] read, I was standing by the nurses station around
8:35 AM, 2 CNAs came to the nurses station saying [Resident #6's name] is unresponsive right after
we transferred her to bed. I dropped what I was doing and ran to [Resident #6's room number]. [Staff
F, RN's name] was already in [Resident #6's room number] assessing [Resident #6's name].
Resident had shallow breathing during assessment, no pulse or respirations noted. Primary nurse
[Staff E, LPN's name] what is resident code status, [Staff E, LPN's name] said full code and walked
out of the room. When we heard full code, I said out loud this is a code blue. Someone overhead paged
and [Staff F, RN's name] and all of the nurses came with the crash cart.Review of the witness
statement authored by Staff E, LPN, dated [DATE] read, On request I went to verify the resident's
code sheet after reviewing the resident's record I confirmed that the resident's code status was a
DNR and immediately communicated the information. That time I instructed another nurse to
accompany me or follow me to verify the code status. After I communicated the resident's DNR
status, I observed that CPR was subsequently performed despite my communication. Also another
nurse stated that the resident was DNR and I say that because compressions had already been
started they had to continue on.Review of the witness statement authored by Staff F, RN, dated
[DATE] read, Code blue was called and I jumped into action after I heard full code. We started
performing CPR until EMS arrived. The nurse stated that the patient was a full code, code blue was
activated and we nursing staff started to perform CPR.Review of the witness statement authored by
Staff F, RN, dated [DATE] read, I was cleaning the wound cart when [Staff D, CNA's name] called
my name and [Staff A, LPN's name] to check on the patient because she was unresponsive. [Staff A,
LPN's name] got there first and I assisted her with my pulse oximeter. Initially while the sternal rub
was on going sats [oxygen saturation] were at 72% with a pulse of 150's. As soon as the sternal rub
was stopped the pulse dropped to 30's to 40's. The nurse [Staff E, LPN's name] who was with [Staff
D, CNA's name] headed out to check the patient code status and came back and stated full code.
Compressions were started after the attestation performed by [Staff A, LPN's name] requested in
that the patient has no sign of life, no pulse, no respirations. Next thing I saw was [Staff A, LPN's
name] calling code blue. Some staff came to the room with the crash cart and [Staff A, LPN's name]
was putting the resident on CPR board. When [Staff A, LPN's name] finished putting the patient, she
called to start compressions. As I did the first round, while [Staff A, LPN's name] used Ambu bag and
placed patches for the AED. AED started, then we all stepped back. Another nurse took over
compressions and [Staff G, LPN's name] the Ambu bag. I stepped back then the nurses started
compressions, along with [Staff G, LPN's name]. They completed the round and switched positions. I
headed to the hall and when I looked back, [Staff E, LPN's name] and [Staff K, LPN's name] were
next to the patient and [Staff L, CNA's name] was writing on the board everything that happened. I
was next to the door when EMS arrived. EMS took over, some staff stopped next to the room and I
(continued on next page)
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headed back to the nurses' station.Review of the witness statement authored by Staff C, CNA, dated
[DATE] read, Upon getting resident from dialysis she was alert. We talked to her all the way to her
room before connecting her to the [brand name of the mechanical lift device]. She stated she hates
this part because of her pain. She was moaning and groaning and complaining until we were lowering
her onto her bed. Once she was lowered onto bed, [Staff B, CNA's name] noticed she wasn't
responding after multiple attempts calling her name. She asked me to go get the nurse. The nurse
responded also alerted [Staff F, RN's name] also responded. I then stayed out of the room. [Staff A,
LPN's name] came up. I told her the resident was unresponsive; she responded and headed to the
room.Review of the witness statement authored by Staff B, CNA, dated [DATE] read, Bringing the
resident back up from dialysis she was alert, we was having conversation with her before we put her
on the [brand name of the mechanical lift device]. Once I got her in the bed I noticed she was not
responding, so I told my aide I was with to go let the nurse know and once the nurse was in the room
with 2 other nurses, I walked out of the room as the nurse walked in the room. She did say she was a
DNR.Review of the witness statement authored by Staff I, LPN, dated [DATE] read, I was in the
bathroom when the code was called. After I finished going to the bathroom, I walked up the subacute.
When I arrived, EMS also arrived. I heard screaming that the resident is a DNR and saw nurse [Staff
E, LPN's name] doing compressions. I called my DON and started education.Review of the witness
statement authored by Staff L, CNA, dated [DATE] read, When I walked to the 600 hall, I made sure
the crash cart was in the room. Once I saw the crash cart was there, I exited the room and waited in
the hall for further instructions. I witnessed [Staff F, RN's name], [Staff A, LPN's name] and [Staff
E, LPN's name] in the resident's room. [Staff F, RN's name] was doing compressions.Review of the
witness statement authored by Staff G, LPN, dated [DATE] read, I was down 500 hall and heard a
code called. When I got to the room, [Staff A, LPN's name] told me to get the O2 [oxygen] tank and
[Staff E, LPN's name] to get the Ambu bag. [Staff A, LPN's name] helped me set up the Ambu bag.
[Staff F, RN's name] was giving compressions, then switched out with [Staff H, LPN's name] or
[Staff E, LPN's name]. [Staff A, LPN's name] walked away for a second and came back telling
[Staff E, LPN's name] they had to talk after. She stepped away again, came back and stated the
resident was a DNR but we had to continue compressions until EMS got there.Review of the witness
statement authored by Staff H, LPN, dated [DATE] read, A code was called, I responded to room
[ROOM NUMBER]. Compressions were being given by [Staff F, RN's name]. [Staff E, LPN's name]
took over, then myself. [Staff A, LPN's name] went out of the room, came back and said stop she is a
DNR. She then repeated to keep going as 911 was already called. CPR was continued until EMS
arrived.Review of the witness statement authored by Staff V, LPN, dated [DATE] read, On Saturday
7/11 [[DATE]] I showed up for my shift at approximately 0700 [7:00 AM]. I informed supervisors
[Staff A, LPN's name] I was not feeling well. I was instructed to go to the ER [emergency room] and
I left at approximately 0745 [7:45 AM]. I returned to the building some time after 1000 [10:00 AM] and
was informed of the incident before leaving to go home.Review of the witness statement authored by
Staff D, CNA, dated [DATE] read, CNA [Staff C, CNA's name] and [Staff B, CNA's name] were
putting pt [patient] to bed. I walked in to help and noticed pt looked different and something was not
right. I asked [Staff C, CNA's name] to get the nurse [Staff A, LPN's name]. I got her nurse, [Staff E,
LPN's name] as [Staff E, LPN's name] was coming to the room. She stated that pt was a DNR and
went to the bedside with the BP [blood pressure] cuff. As I was walking out [Staff A, LPN's name]
came in the room. Next thing I know was [Staff A, LPN's name] was saying call code blue.Review of
the witness statement authored by Staff K, LPN, dated [DATE] read, On Saturday [DATE]th, 2026 I
was on north front with [Staff M, LPN's name] to train on my first day. We were doing medication
(continued on next page)
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pass and then meet her there. When I entered 603 I stood back watching until the supervisor and
another nurse told me to start helping with doing compressions. It was then said that she was a DNR
but that compressions had to continue until EMS arrived,Review of the witness statement authored
by Staff M, LPN, dated [DATE] read, This nurse responded to the resident incident and was asked to
allow a newer nurse to take the lead in assisting with resident care to provide additional clinical
experience. This nurse remained available to provide support as needed. This nurse left the incident
post, 911 arrival.Review of the witness statement authored by Staff N, LPN, dated [DATE] read, On
Saturday, [DATE] I was creating an additional assessment for MDS [Minimum Data Set] department
as a new admission on the 500 hall. While visiting the patient I heard an overhead announcement for
code blue on 600 hall. I observed licensed staff running towards 600 hall with crash cart. After leaving
the patient room I went to the nurses station and asked a CNA who had coded. They provided their
room number and stated that the staff needed the face sheet and patient DNR. I stated that I would
retrieve the paperwork after logging into [name of medical documentation software] and pulling up
the patient profile, I noticed she was a DNR. I immediately went to the room and observed staff who
were providing chest compressions. At that time the AED was instructing staff to move away while it
analyzed the patient's rhythm. I informed staff to remove the AED. EMS arrived and requested a copy
of the patients DNR. I provided this from the red chart located at the nurses station. I did not perform
CPR or touch the patient.During an interview on [DATE] at 1:15 PM, the Director of Nursing (DON)
stated, The patient was talking to the CNAs on the way back from the dialysis clinic [A separately
licensed End Stage Renal Disease facility, located in the same building]. The patient's blood pressure
was low. The dialysis nurse had called [Staff A, LPN's name] and requested Midodrine [a medication
used to treat low blood pressure] to be brought down to the dialysis room. They were going to do the
Midodrine, but when [Staff A, LPN's name] went down to dialysis to bring the midodrine down there,
and she saw the CNAs already pushing the resident back to her room. They let the resident leave
unstable. The resident went unresponsive in the bed immediately after the CNAs transferred her into
the bed.During an interview on [DATE] at 2:00 PM, Staff P, APRN, stated, I saw [Resident #6's
name] a couple of weeks before she died. [Physician 1's name] was her primary doctor. During CPR,
ribs can be broken, if the person is resuscitated, they can have pain, and the person can also be
brought back to life against their wishes.During an interview on [DATE] at 2:15 PM, Staff A, LPN,
stated, When she [Resident #6] returned from dialysis, she was talking and verbalizing with the
CNAs. When they assisted her back to bed, she became unresponsive. Nurse [Staff E, LPN's name]
told me she was a full code. After she said that to me, another nurse was in there assessing the
patient with me. Once she said she was a full code, we activated CPR. Normally we check the
computer to find out the code status. Fifteen minutes before they brought her back to the unit, the
dialysis nurse called me and said her BP [blood pressure] was low. I checked the order and went to
bring the Midodrine down and I saw the CNAs were already bringing her back. I was the supervisor at
the time for the whole building. This happened on a Saturday. CPR was stopped when EMS arrived.
While CPR was being done, I went and got the code book and found the DNR order. I was informed that
after CPR is activated and 911 is called, CPR has to continue until EMS arrives.During an interview on
[DATE] at 2:52 PM, Staff B, CNA, stated, I was [Resident #6's name]'s CNA. I went and got her from
dialysis. When we brought her back to the room, she was talking to us. She was responding while she
was in the [brand name of the mechanical lift device]. Once we lowered her down, that's when we
saw she went unresponsive. [Staff C, CNA's name] went out and got the nurse. [Staff E, LPN's
name] came in, she was the nurse that was on the cart that day. When [Staff E, LPN's name] walked
in, I was walking out and [Staff A, LPN's name] was walking in. I don't know what happened after
(continued on next page)
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that.During an interview on [DATE] at 2:56 PM, Staff D, CNA, stated, I was walking past, and saw
[Resident #6's name] on the [brand name of the mechanical lift device] lift. I walked into the room
and asked if they needed help. As they were putting her down on the bed, I noticed [Resident #6's
name] didn't look right. She was not responding. I said [Staff B, CNA's name], [Resident #6's name]
don't look good. I went and got the nurse, [Staff E, LPN's name]. I heard [Staff E, LPN's name] say
she was a DNR when she walked in the room with the blood pressure cuffs. I left the room after
that.During an interview on [DATE] at 3:05 PM, Staff C, CNA, stated, We went and picked up
[Resident #6's name] from dialysis. It was earlier than usual. They had her already sitting by the door
when we got there. The nurse knew we were taking her. We passed [Staff A, LPN's name] in the
hallway coming up 500 hall she was headed to dialysis because she said they had called her and
asked for some medication for her. We got her hooked up in the [brand name of the mechanical lift
device], lifted and put her over the bed. As we were lowering her, she let out a deep sigh and then
became unresponsive while the [brand name of the mechanical lift device] pad was still under her.
[Staff B, CNA's name] was calling her name, she wasn't responding, and [Staff B, CNA's name] told
me to get the nurse. I looked for [Staff A, LPN's name], she was the supervisor. I saw [Staff E,
LPN's name] on the med cart and told her [Resident #6's name] was unresponsive. [Staff E, LPN's
name] got the vital sign equipment and headed to the room. I saw [Staff F, LPN's name] behind the
nurses' station at 600 hall. I told him that she was unresponsive and he headed toward the room. I
saw [Staff A, LPN's name] coming up the 500 hall, and I let [Staff A, LPN's name] know the patient
was unresponsive and she headed toward the room. I did not go back into the room after that, I
left.During an interview on [DATE] at 4:15 PM, the Director of Nursing stated, I was not here the day
[Resident #6's name] coded. It was a Saturday. Around 9 AM, my phone started blowing up. The unit
manager called me, [Staff A, LPN's name] called me, and the wound care nurse [Staff I, LPN's
name] called me. They were telling me the resident was coming back from dialysis, they were putting
her back to bed and she became unresponsive and they did CPR and that she had a DNR. At that point,
I knew there was an error.During an interview on [DATE] at 5:08 PM, Staff I, LPN, stated, I saw
[Staff E, LPN's name] doing chest compressions. EMS arrived and took over care of the patient. CPR
was stopped. I notified the DON and asked what education I needed to start on.During an interview on
[DATE] at 9:16 AM, Staff L, CNA, stated, We were down in the wound care area and heard the code
over the intercom. I went up there. I peeked in the room and made sure they had the crash cart in the
room. They did. I saw [Staff F, RN's name], [Staff A, LPN's name], and [Staff E, LPN's name].
[Staff F, RN's name] was doing compressions. Once I saw everyone was in there, I stood in the
hallway and waited for EMS to arrive. It was not very long before EMS got there.During an interview
on [DATE] at 9:31 AM, Staff O, Assistant Director of Nursing (ADON), stated, I was not here the day
of [Resident #6's name]'s code. The information I have is that she came from dialysis, CNAs were
putting her back to bed. She did not look right. I believe nurse [Staff E, LPN's name] came in, they
asked what the code status was. They were told she was a full code, so they started CPR. After CPR
was initiated, they were made aware she was a DNR. They thought that once you start CPR, you
cannot stop until EMS gets there. As far as I knew at the time, once you initiate CPR, you can't stop
until EMS gets there. If a patient is found unresponsive, the first thing you do after you assess is to
check the code status in the red charts. Two nurses must verify the code status before CPR is
initiated.During an interview on [DATE] at 9:47 AM, Staff F, RN, stated, I remember I was cleaning
the wound care cart. One of the CNAs called my name. [Staff A, LPN's name] and [Staff E, LPN's
name] went to the room. We took vitals on the patient. They called code blue and we all went back in
the room. [Staff A, LPN's name] put her on the CPR board. Nurse [Staff E, LPN's name] said she
(continued on next page)
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was code blue. I did the first round of CPR, then new nurses we doing CPR until EMS arrived.During
an interview on [DATE] at 9:53 AM, Staff H, LPN, stated, I know they came over and called code blue.
I was on 700 hall passing meds. I went to the 600 hall for the code. When I got down there, [Staff F,
RN's name] was already doing CPR on the patient. [Staff E, LPN's name] took over for [Staff F,
RN's name], then I took over for [Staff E, LPN's name], then [Staff A, LPN's name] instructed us
that the patient was a DNR. I was doing CPR at that point and I stopped. [Staff A, LPN's name] told
me I had to keep going until EMS gets there. We have gotten education almost daily, and we were
taught if patient is a DNR, not to continue doing if CPR was already started. If they are a full code, you
keep going until EMS arrives. We have been doing mock codes, which is where we have a mannequin
and they call a code, and we all report. Two nurses check the red book for DNR or code status. If it is
a full code, the CNAs report to it also.During an interview on [DATE] at 10:00 AM, Staff N, LPN,
stated, I went by the code blue when [Resident #6's name] coded. I came out of a patient room. I
heard them running with the crash cart. I went up to the desk on South Unit and asked the CNAs what
was going on. They told me the room number, and I went and checked the orders, and I saw she was a
DNR. I came out with her medication list. I went down to the room and noticed a bunch of nurses. I
told [Staff A, LPN's name] that the resident was a DNR and told her to take the AED [Automated
External Defibrillator] off of her. I saw them start removing the AED. They were doing CPR when I
walked down there. I don't remember who it was. I gave the DNR to the paramedics when they arrived
after they went into the room and saw that staff were doing CPR. The head paramedic was upset and
came out asking for the DNR. The red book was on the counter. I pulled the DNR out and gave it to
him. I started talking to [Staff E, LPN's name]. She was upset saying she told them the patient was a
DNR. [Staff A, LPN's name] said she didn't hear [Staff E, LPN's name], and she didn't check herself
to verify the code status. The way it used to be is they would call a code blue, everyone would run.
We would check code status with MDS [minimum data set].During an interview on [DATE] at 10:10
AM, Staff M, LPN, stated, I remember a code blue being called and going to the room. When I got there,
they were working on her. I don't remember who all was in the room. I saw the nurses surrounding
[Resident #6's name] and working on her. Then EMS came in, did an assessment and then they left. I
was working on North Unit, 100 hall.During an interview on [DATE] at 12:37 PM, the Medical Director
stated, I expect staff to alert someone if they find a person unresponsive. There is a process that the
facility has, when a resident is in that state, we have book for code status and we use the computer. I
was notified by [Administrator's name] shortly after the incident with [Resident #6's name]
happened. If CPR is done appropriately, the sternum can be fractured, in the elderly population, one of
the biggest things that can happen is that the ribs or the sternum can break.During an interview on
[DATE] at 1:20 PM, the Director of Nursing stated, Once the DNR was discovered, staff should have
stopped CPR. The staff had previously been educated that once CPR is started, you could not stop
unless the resident wakes up, EMS arrives, or they have a doctor's order. That is what the staff
thought. We educated them that if a DNR is found, CPR should be stopped.During an interview on
[DATE] at 1:24 PM, Physician #1 stated, The staff notified my nurse practitioner that CPR was done
on [Resident #6's name]. I am aware that she had a DNR. I can't say whether CPR should have been
done or not, because I was not there, and people can change their minds. Complications of CPR can
include bleeding and broken bones.During an interview on [DATE] at 5:02 PM, Staff E, LPN, stated
One of the CNAs came out and told me the patient was unresponsive. I went in there and the nurse
[Staff F, RN's name] and the supervisor were in there. They asked about the code status. I went out
and checked and told them she was a DNR. Afterwards, [Staff A, LPN's name] told [Staff F, RN's
name] to start CPR. Then a little while later, she walked out and walked back in and told us she was
(continued on next page)
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a DNR, but that we couldn't stop CPR until EMS got there. Afterwards [Staff A, LPN's name] pulled
me to the side and said she didn't hear that I said the resident was DNR.During an interview on
[DATE] at 3:45 PM, Staff G, LPN, stated, At the time of the code, I was passing meds. I ran to the
room, [Staff H, LPN's name] went to the room and [Staff E, LPN's name] was in the room. [Staff F,
RN's name] was giving compressions and [Staff A, LPN's name] was in there. I grabbed the oxygen
tank and [Staff E, LPN's name] grabbed the Ambu bag. [Staff A, LPN's name] showed me how to
hook up with Ambu bag. [Staff H, LPN's name] relieved [Staff F, RN's name] and began doing chest
compressions. After she was finished, I was doing the Ambu bag. [Staff E, LPN's name] left the
room, and then came back. Everyone came in and someone hooked up the AED. After that, [Staff E,
LPN's name] left and came back in, then [Staff A, LPN's name] left and came back in and said she
needed to speak to [Staff E, LPN's name] when we were finished. Then she said the resident was a
DNR, but we have to keep running the code until EMS came.Review of the facility policy and
procedure titled Advanced Directives with the last review date of [DATE] read, Policy: The center
will abide by state and federal laws regarding advance directives. The center will honor all properly
executed advance directives that have been provided by the resident and/or resident
representative.Review of the facility policy and procedure titled Florida Cardiopulmonary
Resuscitation (CPR) with the last review date of [DATE] read, Policy: Cardiopulmonary Resuscitation
(CPR) will be provided to all residents who are identified to be in cardiac arrest unless such resident
has a fully executed Florida Do Not Resuscitate (DNR) order. Procedure: 1. In the event of cardiac
arrest, immediately call for assistance. 2. Two licensed nurses are to verify: Resident identification.
Fully executed Florida Do Not Resuscitate order (DH1896), located in the advanced directive section
of the medical record.The Immediate Jeopardy (IJ) was removed on [DATE]. The facility
administration initiated an investigation regarding the incident On [DATE] and completed the
investigation on [DATE]. On [DATE], the facility held an Ad Hoc QAPI (Quality Assurance and
Performance Improvement) meeting and conducted a root cause analysis to develop a performance
improvement plan. Root cause analysis identified as failure of staff to follow facility policy on
verification of code status. On [DATE], 85% of licensed nurses and CNAs completed education on
advance directives, resident rights, CPR/DNR, and abuse and neglect. On [DATE], 85% of licensed
nurses and CNAs participated in code blue drills that was initiated on [DATE] for every 12 hours. On
[DATE], 85% of licensed nurses competency for CPR/DNR were validated and verified through post
testing.During interviews conducted on [DATE] through [DATE], 25 CNAs, 12 LPNs, 3 RNs, the
Maintenance Director, the Appointment Scheduler, the Director of Patient Experience, and the Director
of Central Supply stated that they had received training for abuse, neglect, and exploitation, resident
rights, verification of advance directives with two nurses, and code blue training. All interviewed staff
members confirmed their understanding of the training, how to verify code status with two nurses,
and the location of advanced directives. All interviewed staff members stated that they have
participated in code blue drills.The facility corrected the non-compliance as of [DATE]. The facility
conducted 100% audit of all current residents' code status for accuracy. All licensed nurses and CNAs
completed education on advance directives, resident rights, CPR/DNR, and abuse and neglect,
participated in code blue drills, and completed competency verification by [DATE]. The facility
conducted weekly audits of all newly admitted residents to ensure accuracy of advance directive
status and to verify the nurse competency on advance directives. The facility conducted Ad Hoc QAPI
meetings on [DATE], [DATE] and [DATE] to review the effectiveness of the corrective action plan.
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Honor the resident's right to voice grievances without discrimination or reprisal and the facility must
establish a grievance policy and make prompt efforts to resolve grievances.

Based on interview and record review, the facility failed to ensure a resident' concern regarding false
statement by a staff member was filed as a grievance and investigated for 1 of 3 reviewed residents
(Resident #8).Findings include:During an interview on 7/28/2026 at 9:50 AM, Resident #8 stated that
he went to Social Services Director and reported that he had assisted his roommate following a fall
and that a Certified Nursing Assistant (CNA) subsequently stated that the resident had not assisted
her. The CNA's statement was false and that no one investigated his allegation and after speaking
with Social Services Director, the Social Services Director approached him and asked whether he
wanted to transfer because he was unhappy with the facility. The resident stated that he did not want
to transfer and wanted to remain at the facility.Review of the facility's grievance log showed a
grievance filed by Resident #8 on 4/8/2026 concerning inconsistent care. There was no grievance
related to staff member's false statement.During an interview on 7/27/2026 at 1:55 PM, the Assistant
Director of Nursing (ADON) stated, I don't know why a grievance was not filed. It should have been.
The ADON further stated that she spoke with Resident #8 and removed the CNA from providing care to
the resident.During an interview on 7/27/2026 at 11:32 AM, the Social Services Director stated that
she was not aware of a grievance being filed by Resident #8 other than the grievance dated 4/8/2026.
She stated that Resident #8 came to her office and reported that he had assisted his roommate after
the roommate fell and that he had shoulder pain and he was unhappy with how the staff was treating
him. The Social Services Director further stated that since Resident #8 had previously (January 2026)
expressed a desire to be closer to his wife and because the resident was unhappy with the services
at the facility, she asked whether he still wanted her to attempt to transfer him closer to his wife.
The social services director stated, I did not fill out a grievance. That is not how grievances
work.During an interview on 7/28/2026 at 2:25 PM, the Director of Nursing stated, A grievance should
have been filed, investigated, and followed up in writing.Review of the facility policy and procedure
titled Complaint/grievance dated 1/15/2026 read, The Center will support each resident's right to
voice a complaint/grievance without fear of discrimination or reprisal. The center will make prompt
efforts to resolve the complaint/grievance and inform the resident of progress towards resolution.
Procedure: 1. An employee receiving a complaint/grievance from a resident family member and/or
visitor will initiate a complaint/grievance form. 2. Original grievance forms are then submitted to the
grievance officer/designee for further action. 3. The grievance officer/designee shall act on the
grievance and begin follow-up of the concern or submit it to the appropriate department director for
follow-up. 4. The grievance follow-up should be completed in a reasonable time frame; this should not
exceed 14 days. 5. The findings of the grievance shall be recorded on the complaint/grievance form.
6. The results will be forwarded to the Executive Director for review and filing. 7. The Grievance
official will log complaints/grievances in monthly grievance log. 8. The individual voicing the
grievance will receive follow up communication with the resolution, a copy of the grievance resolution
will be provided to the resident upon request.
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Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure the provided services met professional
standards of quality by allowing a resident to self-administer medications without a physician's order
and without assessing the resident's ability to safely self-administer medications for 1 of 3 residents
reviewed for medication administration (Resident #5). Findings include:During an interview on
7/27/2026 at 10:00 AM, Resident #5 stated, I do dialysis here every Tuesday, Thursday and Saturday.
I have been here for about two weeks. They have not had my binders until today. They didn't have the
binders, so I had to get permission to bring my binders in from home and take those.Review of
Resident #5's admission record showed the resident was admitted on [DATE] with diagnoses to
include other specified complication of vascular prosthetic devices, implants, and grafts; end stage
renal disease; dependence on renal dialysis; acquired arteriovenous fistula; type 2 diabetes mellitus;
muscle weakness; hypertensive chronic kidney disease; chronic atrial fibrillation; other disorders of
phosphorus metabolism; gastroesophageal reflux disease; and gout.Review of Resident #5's physician
order dated 7/1/2026 read, Calcium Acetate Oral Tablet 667 MG [milligram] (Calcium Acetate
(Phosphate Binder)), Give 2 tablet by mouth three times a day every Mon [Monday], Wed
[Wednesday], Fri [Friday], Sun [Sunday] for phosphate binder.Review of Resident #5's physician
orders showed no order for self-administration of medications.Review of Resident #5's care plan
showed no care plan focus or interventions for self-administering medications.During an interview on
7/30/2026 at 9:44 AM, Staff Q, Registered Dietician, stated, Some of the medications come bundled
from the dialysis center, depending on their insurance. The dialysis dietician started last month. I
believe the resident wasn't supposed to be here for a long time. I remember there was some issue
with his binders, and the dialysis RD [Registered Dietician], the DON [Director of Nursing], and I
spoke about it. But I do not remember the exact situation.During an interview on 7/30/2026 at 10:18
AM, the Director of Nursing stated, I was not aware that [Resident #5's name] was taking his home
medication. He does not have orders to self-administer medications and was not care planned for
self-administration of medications. He did not get permission from me. I am not sure who would have
given permission for that. There is a process we have to do before that can happen. The process is
that if a resident wants to self-administer, we do an assessment, if the assessment says they are
cognitively able to do it, and able to verbalize their medication treatment times and everything about
the medication. If they are able to do that, we have to create a journal or log for the resident to
document in when they take their medications. We also have to get a locked box to keep the
medications in. Then we have to care plan them for self-administration, and there needs to be an
order.Review of the facility policy and procedure titled Self-Administration of Medication at Bedside
reviewed on 1/15/2026 read, Policy: The resident may request to keep medications at bedside for
self-administration in accordance with Resident Rights. Criteria must be met to determine if a
resident is both mentally and physically capable of self-administering medication and to keep
accurate documentation of these actions. Procedure: Verify physician's order in the resident's chart
for self-administration of specific medications under consideration. Complete Self-administration of
Medications Evaluation. The Interdisciplinary Team will review the evaluation and will document
Section III. Approval granted must be checked yes or no. Interdisciplinary team member signs the
evaluation section. If approval is not granted, a statement must be written as to reason for denial.
Complete the Care Plan for approved self-administered drugs. The MAR [Medication Administration
Record] must identify meds that are self-administered and the medication nurse will need to
(continued on next page)
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follow-up with resident as to documentation and storage of medication during each med pass. If kept
at bedside, the medication must be kept in a locked drawer.
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