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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
observations, interviews, and record review, the facility failed to ensure resident rights were honored,
related to advance directives and code status, for one resident (#1) out of three residents sampled.On
[DATE], facility staff initiated cardiac compressions (use of hands to push down hard and fast to
manually pump blood through the heart. The pressure from cardiac compressions commonly causes
physical damage including fractured ribs or sternum, bruising, and internal organ injury), on Resident
#1 when the resident was found unresponsive for approximately twelve minutes. Failure to honor the
resident's wishes for Do Not Resuscitate (DNR) caused unnecessary physical and psychosocial harm
and denied Resident #1 a peaceful death.This failure created a situation that resulted in a worsened
condition and the likelihood for serious injury and or death to Resident #1 and resulted in the
determination of Immediate Jeopardy on [DATE]. The findings of Immediate Jeopardy were
determined to be removed on [DATE] and the scope and severity was reduced to a D after
verification of removal of immediacy. Findings included:Review of Resident #1's medical record
revealed an admission date of [DATE] with medical diagnoses to include: Cerebral Infarction, Chronic
Obstructive Pulmonary Disease, Cardiomyopathy, Atherosclerotic Heart Disease of Native Coronary
Artery Without Angina Pectoris, Nonrheumatic Mitral Valve Disorder Unspecified, Cognitive
Communication Deficit, and Immunodeficiency due to conditions classified elsewhere.Review of
Resident #1's order summary revealed:Do Not Resuscitate (DNR), created [DATE], no end date.DNR
created, [DATE], no end date.Review of Resident #1's medical record documents revealed a Do Not
Resuscitate order, dated [DATE], signed by Resident #1 and Staff G, Nurse Practitioner (NP). Review
of a 3008 document, dated [DATE], revealed Resident #1's advance directive as a DNR.Review of
Resident #1's Minimum Data Set (MDS), dated [DATE], Section C showed Resident #1 had a Brief
Interview Mental Status of 15, which indicated intact cognition. Review of progress notes for
Resident #1 revealed:-[DATE] 01:00 encounter The difference between Do Not Attempt Resuscitation
(DNR/no CPR) and full code was explained to the patient over 30 minutes. The patient decided on a
Do Not Attempt Resuscitation (DNR/no CPR) status. During a medical emergency, the patient does
not wish to receive resuscitation efforts. --[DATE] 11:32 Social Service, Resident #1 requested and
signed a DNR previously. Resident #1, again stated that she does not want to be resuscitated.
Resident #1, informed staff that she wants to be a DNR and clearly stated that she does not want to
go through chest compressions, etc.-[DATE], revealed the resident had been seen by a provider and
the code status was DNR.Review of Resident #1's care plan revealed a focus area as:Resident #1
request DNR, initiated [DATE].The goal was for Resident #1's wishes to be honored, initiated
[DATE].During an interview on [DATE] at 12:28 PM, Staff B, Licensed Practical Nurse (LPN), stated
having heard an announcement for a code blue, on [DATE] and she went to Resident #1's room. Staff
B stated upon arrival, having seen Resident #1 being transferred to the bed by Staff I, Registered
Nurse (RN), and a Certified Nursing Assistant (CNA). Staff B stated Resident #1's eyes were closed
and the resident was unresponsive. Staff B stated having asked what Resident #1's code status was
and there was no response. Staff B stated having seen Staff I, begin chest compressions on Resident
(continued on next page)
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#1. Staff B stated having seen Staff A RN, performing chest compressions on Resident #1. Staff B
stated Resident #1 was a DNR.During an interview on [DATE] at 1:07 PM, Staff A RN, stated having
heard an announcement for a code blue over the intercom on [DATE]. Staff A stated she went to
Resident #1's room with Staff B LPN. Staff A stated upon arrival, having helped Staff I RN, and two
CNA's put Resident #1 on a bed. Staff A stated at this point, Staff B asked what the code status was
and Staff I did not know the code status. Staff A stated Staff B left the room to verify the code status
for Resident #1. Staff A stated Staff I had begun assisting with chest compressions on Resident #1,
and Staff A assisted with chest compressions as well. Staff A stated shortly after, Staff B returned
to the room and stated Resident #1 was a DNR. Staff A stated having switched out with Staff C and
Staff D as well, to provide chest compressions on Resident #1. Staff A stated she did not ask about
Resident #1's advance directive.During an interview on [DATE] at 1:24 PM, Staff E CNA, explained
having been assigned to Resident #1 on [DATE]. Staff E stated having checked on Resident #1 at
12:15 PM, and noticed the resident was sitting in a wheelchair and was not responding after calling
out to the resident multiple times. Staff E stated she left the room and notified Staff I RN, of Resident
#1's condition. Staff E stated she assisted Staff I, another nurse, and another CNA, with placing
Resident #1 on a bed. During an interview on [DATE] at 1:44 PM, Staff D RN, stated having heard a
page, for a code blue over the intercom on [DATE]. Staff D explained going to Resident #1's room and
saw staff performing CPR on the resident. Staff D stated Staff A was using the bag valve mask, and
Staff C was in the room. Staff D stated he assisted with chest compressions, once one of the other
nurses got tired. Staff D stated afterwards, a staff member entered Resident #1's room and stated
she's a DNR. Staff D explained not having checked Resident #1's code status prior to assisting with
CPR. Staff D stated EMS arrived afterwards and told everyone to stop CPR.During an interview on
[DATE] at 02:35 PM, the physician stated the facility called when Resident #1 was already deceased
. The physician stated the resident was already in the system as a DNR. The physician explained
having expectation of the facility staff to have checked Resident #1's code status, prior to performing
CPR.During an interview on [DATE] at 05:12 PM, Staff C LPN stated an announcement was made
over the intercom, for a code blue. Staff C explained upon arrival to Resident #1's room Staff I RN, and
Staff A RN, had begun performing chest compressions on Resident #1. Staff C stated having placed
the bag valve mask on Resident #1 to assist with respirations. Staff C stated he did not know
Resident #1's code status. Staff C stated no one knew the code status of Resident #1 at the time of
compressions. Staff C stated the code status of Resident #1 was determined afterwards. Staff C
stated compressions continued until EMS arrived. Staff C stated once EMS arrived, EMS asked why
are you even bothering? Staff C stated EMS told the facility staff to stop and promptly proceeded to
walk out.During an interview on [DATE] at 02:39 PM, the Social Services Director (SSD), stated the
facility checked resident code statuses upon admission and throughout the stay. The SSD stated
Resident #1 requested a DNR so staff would not perform chest compressions, due to possible
puncture of chest or ribs. The SSD stated Resident #1 was adamant she did not want to be
resuscitated or go through the process. The SSD stated Resident #1 just wanted to go to sleep and
did not want all the heroics and wanted a natural death. The SSD stated Resident #1's Brief Interview
Mental Status was 15 at the time.During an interview on [DATE] at 11:29 AM, Staff G Nurse
Practitioner (NP), explained having spoken to Resident #1 in 2025, related to a DNR. Staff G stated the
resident wanted to be a DNR. Staff G stated when responding to a code blue, expectations were for
two staff to check the code status of the resident on the computer. Staff G stated staff should have
followed the code status for the resident.During an interview on [DATE] at 11:34 AM, Staff G NP,
stated consequences of performing CPR on a resident with a DNR could include prolonging the life
expectancy of a resident. Staff G stated there was a potential for the resident to become a vegetable.
Staff G stated the resident could have had ribs broken or fractured.During an interview on [DATE] at
03:30 PM, The Director of Nursing (DON), and Staff H Regional Nurse Consultant (RNC), stated Staff E
found Resident #1 unresponsive at 12:15 PM on [DATE]. They stated Staff E alerted the nurse and a
(continued on next page)
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code blue was announced on the intercom three times at 12:17 PM. They stated the Staff I RN, made
it to the room by 12:17 PM. They stated Staff B LPN, and Staff A RN, arrived to Resident #1's room
shortly after. They stated Staff C LPN, and Staff D RN, arrived soon after. They stated facility staff
moved Resident #1 to the bed and Staff B went to check the resident's code status. They stated the
unit manager went with Staff B to check Resident #1's code status. They stated Staff B yelled she is
a DNR. They stated at this point nurses, Staff C and Staff D, began to assist with CPR. They stated
the staff contacted EMS and upon their arrival, provided them with Resident #1's DNR. They stated
the resident was pronounced at 12:29 PM. They stated the course of events explained were confirmed
through camera review. They stated Staff I and Staff A initiated CPR and Staff C and Staff D assisted
with CPR. They stated the staff failed to confirm the resident's code status before initiating CPR.
They stated the staff should have checked Resident #1's code status, prior to performing CPR. They
stated CPR had been performed on Resident #1, against her wishes. They stated when they
interviewed Staff I, she stated blatantly, she should have checked the code status but forgot. They
stated Staff I stated having reacted in an emergency situation and made a bad decision.During an
interview on [DATE] at 03:30 PM, video footage of facility staff responding to Resident #1's code
blue was reviewed with the DON and Staff H RNC. Staff E CNA, was observed walking from a
resident's room across the hall into Resident #1's room while holding a clear bag of soiled linen. Staff
E called out to Resident #1 a few times. No response was heard from the resident. Staff E was
observed leaving the room and notifying Staff I RN. Staff I was observed walking pass Resident #1's
room to get a blood pressure machine. Staff I was observed walking into Resident #1's room and
immediately ran out and went to the nurse station. Shortly after, a code blue was paged. Staff I went
back to the resident's room with a crash cart, followed by Staff B LPN, who left shortly after asking
the code status of Resident #1. Numerous staff were observed entering and exiting Resident #1's
room, including Staff A RN, Staff C LPN, and Staff D RN. Staff B returned to the resident's room and
stated she's a DNR. From the time Staff I entered the room and was stated to have started CPR, until
EMS arrived was 12 minutes. EMS was observed arriving on camera and asked, who started CPR?
EMS was observed leaving Resident #1's room, without Resident #1. Review of a facility policy titled,
Residents' Rights Regarding Treatment and Advance Directives Residents' and dated 01/2026,
revealed the following:Policy: It is the policy of this facility to support and facilitate a resident's right
to request, refuse and/or discontinue medical or surgical treatment and to formulate an advance
directive. Definitions:Advance directive is a written instruction, such as a living will or durable power
of attorney for health care, recognized under State law (whether statutory or as recognized by the
courts of the State), relating to the provision of health care when the individual is incapacitated.
Policy Explanation and Compliance Guidelines: On admission, the facility will determine if the resident
has executed an advance directive, and if not, determine whether the resident would like to formulate
an advance directive. The facility will provide the resident or resident representative information, in a
manner that is easy to understand, about the right to refuse medical or surgical treatment and
formulate an advance directive. Upon admission, should the resident have an advance directive,
copies will be made and placed on the chart as well as communicated to the staff. The facility will
periodically assess the resident for decision-making abilities and approach the health care proxy or
legal representative if the resident is determined not to have decision making capacities. During the
care planning process, the facility will identify, clarify, and review with the resident or legal
representative whether they desire to make any changes related to any advance directives. Decisions
regarding advance directives and treatment will be periodically reviewed as part of the
comprehensive care planning process, the existing care instructions and whether the resident wishes
to change or continue these instructions. Any decision making regarding the resident's choices will be
documented in the resident's medical record and communicated to the interdisciplinary team and staff
responsible for the resident's care. Should the resident refuse treatment of any kind, the facility will
document the refusal in the resident's chart The facility will use the process as provided by State law
(continued on next page)
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for handling situations in which the facility and/or physician do not believe that they can provide care
in accordance with the resident's advance directives or other wishes. Review of a facility policy titled
Communication of Code Status, and dated 01/2026 revealed the following:Policy: It is the policy of
this facility to adhere to residents' rights to formulate advance directives. In accordance to these
rights, this facility will implement procedures to communicate a resident's code status to those
individuals who need to know this information.Policy Explanation and Compliance Guidelines: The
facility will follow facility policy regarding a resident's right to request, refuse and/or discontinue
medical or surgical treatment and to formulate an Advance Directive.When an order is written
pertaining to a resident's presence or absence of an Advance Directive, the directions will be clearly
documented in designated sections of the medical record. Examples of directions to be documented
include, but are not limited to:Full Code Do Not ResuscitateDo Not Intubate Do not Hospitalize The
facilities' immediate actions to remove the Immediate Jeopardy included:On [DATE] Implemented a
revised admission/readmission process requiring:Advance Directive discussion form to be completed
by the licensed nurse upon admission or with change in advance directives with follow-up by Social
Services. Advance directive discussion forms are reviewed in the daily clinical meeting with the
Interdisciplinary team. Following the clinical meeting the Unit manager/ Weekend supervisor conducts
a huddle on their units and discuss any changes.Signage was placed on each crash cart which states
Stop check physician order prior to starting Cardiopulmonary Resuscitation.It Takes Two education
(To verify code status) by two licensed nurses to determine advance directives prior to the initiation
of Cardiopulmonary resuscitationOn [DATE] at 12:35pm an internal investigation was initiated with
resident record review, staff interviews, and notification to MD and resident representative.On
[DATE] Assigned nurse was suspended and terminated, with report of license to licensing board on
[DATE]On [DATE]- An additional nurse that responded to the scene and participated in the initiation
of CPR was suspended and terminated with report of license to licensing board on [DATE]On
[DATE]- Two additional nurses that responded to the scene were suspended pending the
investigation. On [DATE] these nurses returned and received disciplinary discipline. Both nurses
were provided with education related to ANE/honoring Advance Directives and participated in a code
blue drill.On [DATE] Director of Clinical Services conducted an immediate 100% audit of all current
residents' code status and care plan.On [DATE] 100% audit was conducted by the Director of Clinical
Services of the four crash carts in the facility to ensure that all required items were present. Signage
was placed on each crash cart which states Stop check physician order prior to starting
Cardiopulmonary Resuscitation.On [DATE], the identified four nurses' Cardiopulmonary resuscitation
cards were reviewed. All four were valid and included in person skills competencies[DATE] Ad Hoc
QAPI meeting held with Administrator, DON, medical director, and at least three other department
heads.On [DATE] an audit was completed of residents who discharged , transferred to the hospital or
expired in the last 90 days to verify advance directives were honored[DATE] Ad Hoc QAPI meeting
held with Administrator, DON, medical director, and at least three other department headsXXX[DATE]
Ad Hoc QAPI meeting held with Administrator, DON, medical director via phone, and at least three
other department heads.Staff EducationOn [DATE] Director of Clinical Services and/or designee
educated licensed/certified staff on the following:Medical Emergency response/Communication of
advance directives code statusFollowing physician's orders related to Advance directiveIt Takes Two
education (To verify code status/ Advance Directives)C.N.A roles during code blueOn [DATE]
Director of Clinical Services and/or designee educated all staff on the following:Abuse, Neglect and
Exploitation Resident Rights with focus on honoring Advance DirectivesOn [DATE] Director of
Clinical Services and/or designee educated licensed/certified staff on the following:Medical
Emergency response/Communication of advance directives code statusFollowing physician's orders
related to Advance directiveIt Takes Two education (To verify code status/ Advance Directives)C.N.A
roles during code blueOn [DATE] Director of Clinical Services and/or designee educated all staff on
the following:Abuse, Neglect and ExploitationResident Rights with focus on honoring Advance
(continued on next page)
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DirectivesOn [DATE] Director of Clinical Services and/or designee educated licensed/certified staff
on the following:Medical Emergency response/Communication of advance directives code
statusFollowing physician's orders related to Advance directiveIt Takes Two education (To verify
code status/ Advance Directives)On [DATE] Director of Clinical Services and/or designee educated
all staff on the following:Abuse, Neglect, and ExploitationResident Rights with focus on honoring
Advance DirectivesOn [DATE]- 100% Honoring Advance Directives attestation was completed with
facility licensed nursing staffOn [DATE]- Licensed nursing staff- Physicians Orders Education 100
percentOn [DATE] Licensed nurse staff -Medical Emergency response/Communication of advance
directives code status Education- 100 percentOn [DATE] ANE/Resident Rights Education was
completed with all staff-100 percentOn [DATE]-Advance directives posttest was completed with
licensed staff -100 percentOn [DATE] ANE/Resident Rights posttest was completed with all
staff-100 percentOn [DATE]- Licensed nursing staff- Code blue process/ It takes Two Education-
100 percentOn [DATE] the facility began code blue drills every shift and 97.1% completed of licensed
staff with one remaining nurse who has not worked and will not work until she attends a blue drill.
100% completed of C.N.A roles in a code blue.Licensed Nurse will not work prior to attending a mock
code blue quality assurance drill.-26 quality reviews were completed with 146 facility staff members
validating competencies of education completed.-11 quality reviews were completed of 25 residents
newly admitted to the facility to verify completion of advance directive discussion form-Director of
Clinical services completes a chart review of residents who expire at the facility or residents who are
transferred to the hospital after a cardiac event to verify advance directives were
followed.Verification of the facility's removal plan was conducted by the survey team on [DATE] and
included the following: Interviews were conducted with 48 staff, 11 licensed nurses, 24 CNAs and 14
ancillary staff. All staff members were able to state that they had been trained and were
knowledgeable about the new policies. Record review of education provided by the facility revealed
the following:On [DATE] code status orders and care plan review was completed for all residents.
This was verified.On [DATE] transfers and death review, to verify advanced directives were honored,
was Verified.Reviewed facility audit for [DATE], which showed CPR cards were reviewed for all
nurses. This was verified.Between [DATE] and [DATE] education for abuse, neglect, and
exploitation was completed. 232 signatures were verified.Reviewed resident rights and advanced
directives education sign in sheets were completed for [DATE] through [DATE]. 182 signatures were
verified.Reviewed it takes 2, sign in sheets were completed for [DATE] through [DATE], (includes
verifying code status). 164 signatures were verified.Reviewed education and competency for CPR,
dated [DATE] to [DATE]. 68 signatures were verified.Reviewed education and competency for
Medical Emergency Response/Communication of Code Status, dated [DATE] to [DATE]. 69
signatures were verified.Reviewed education and competency for Physician Orders, dated [DATE] to
[DATE]. 54 signatures were verified.Reviewed education and competency for Honoring Advanced
Directives Attestation, dated [DATE] to [DATE]. 43 signatures were verified.Licensed Nurse Post
test - 38 signatures were verified.Code blue drills: - 15 between [DATE] and [DATE], different shifts,
were verified.On [DATE] at 10:25 AM, the facility conducted a code blue drill. Staff arrived promptly,
with laptops, and a crash cart. A sign on the crash cart showed stop, check physician order prior to
starting CPR. Staff confirmed the resident's code status as a full code. The staff started CPR and a
staff member documented a timeline. Multiple staff members confirmed if EMS had been contacted.
Staff continued CPR, until EMS arrived and took over. Multiple staff members were observed
performing CPR and checking the resident's code status.Based on verification of the facility's
Immediate Jeopardy removal plan the Immediate Jeopardy was determined to be removed on [DATE]
and the non-compliance was reduced to a scope and severity of D.
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