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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure one sampled resident's (Resident #147) physician's 
order for no cardiopulmonary resuscitation (CPR - any medical intervention used to restore circulatory and/or 
respiratory function that has ceased) was followed when the resident was found not breathing and having no 
heart beat out of 31 sampled residents. The facility census was 122 residents.1. The Administrator was 
notified on [DATE] of past non-Compliance which occurred on [DATE]. The facility had completed an internal 
investigation and had in-serviced all staff on [DATE]. The past non-compliance was corrected on [DATE]. 
Review of the facility Cardiopulmonary Resuscitation (CPR) policy dated [DATE], showed:-CPR is instituted 
(started) in cases of recognized cardiac arrest (the heart has stopped) and/or pulmonary arrest (breathing 
has stopped) to sustain or support a resident's cardiac and/or breathing function until medical emergency 
personnel are available to take over the resuscitation efforts.-CPR is instituted on all residents except those 
designated as No Code or No CPR. Review of Resident #147's physician order dated [DATE] showed:-Do 
not resuscitate (DNR - a medical order issued by a physician or other authorized non-physician practitioner 
that directs healthcare providers not to administer CPR in the event of cardiac or respiratory arrest.Review of 
the resident's licensed nurse progress note dated [DATE] showed:-At approximately 4:00 A.M. on [DATE] 
the licensed nurse making rounds found the resident in his/her room not breathing and without a pulse.-The 
licensed nurse yelled Code Blue (an announcement that an adult is having a medical emergency, usually 
cardiac or respiratory arrest) and for help to come.-CPR was started.-911 was called.-Emergency Medical 
Services (EMS) arrived at the facility at approximately 4:20 A.M. Review of the resident's Fire Department 
Prehospital Care Report dated [DATE], showed:-Emergency Medical Services (EMS -a system of 
pre-hospital care and transport for patients with urgent medical needs) was dispatched to the facility at 4:22 
A.M. on [DATE]/ 2024 for a resident having cardiac arrest and not breathing with CPR in progress. cardiac 
arrest-The resident's medical history was obtained from facility health care personnel.-The resident had 
cardiac arrest (his/her heart was not beating) and respiratory arrest (he/she was not breathing).-He/she had 
no advance directives.-On arrival, EMS found the resident unresponsive, lying on his/her back with his/her 
face and torso pointing up on his/her bed (NOTE: For chest compressions to be effective, they must be 
delivered with enough force to compress the chest by at least 2 inches (5 cm) for adults. When performed on 
a soft, flexible surface like a bed mattress, a significant amount of the force is absorbed by the surface, 
preventing adequate chest compression.)-Facility staff reported CPR had been started approximately 15 
minutes before EMS arrival.-The resident was pale, with lividity (the bluish-purple discoloration of skin after 
death) starting to form on the dorsal (back) side of his/her arms, near his/her shoulders.-He/she was not 
breathing, rigor (stiffness that occurs shortly after death) was absent and he/she was warm to touch.-His/her 
eyes were non-reactive (the pupils did not change size in response to light - a sign of serious neurological 
damage in the brain stem that controls automatic body functions of breathing, heartbeat and blood pressure).
-His/her breastbone was soft and flexible, in conjunction with CPR.-Facility staff reported the resident to be a 
full code (a healthcare directive indicating that all life-saving measures, such as CPR, should be used if a 
patient's heart stops beating or they stop breathing) and were in the process of contacting the resident's 
family upon EMS arrival.-Chest compressions were immediately taken over by EMS; pulse and breathing 
were found to be absent.-EMS moved the resident from his/her bed to the floor and continued chest 
compressions.-An oropharyngeal airway (ORA - a medical device used to maintain an open airway in 
persons who are unconscious or have difficulty breathing) was inserted and Bag-valve-mask (BVM - 
ventilation is a manual resuscitation technique that provides positive pressure ventilation to patients with 
inadequate or absent breathing) ventilation was initiated.-A nasal capnography was also placed (a 
non-invasive technique that monitors ventilation and airway integrity during procedures and critical care 
measures).-He/she was placed on a heart monitor and was found to be in asystole (the most serious form of 
cardiac arrest when the heart's electrical system fails entirely, which causes the heart to stop pumping and is 
usually irreversible); throughout EMS care, he/she never left asystole.-Possible Intravenous (IV) access was 
not found; intraosseous (IO - vascular access procedure used in emergencies to provide rapid, temporary 
access to the blood stream by inserting a needle into bone marrow allowing administration of fluids and 
medications). -The [NAME] device (a mechanical device that provides consistent and high-quality chest 
compressions during CPR) was placed.-Epinephrine (a medication used to increase blood flow to the heart 
and brain, which can increase the chances of a return of spontaneous circulation) three times with no change.
-Normal saline (intravenous fluid with salt concentration of human blood) was administered.-An endotracheal 
tube (ET tube - a flexible, hollow plastic tube inserted into the windpipe through the mouth, serving to secure 
a definitive airway and facilitate breathing when a patient cannot do so sufficiently on their own, such as 
during critical illness).-Throughout EMS resuscitation the resident's lividity did not improve, and he/she 
remained pale through CPR.-After 25 minutes of Advanced Cardiovascular Life Support (ACLS - 
evidence-based clinical guidelines for the urgent treatment of life-threatening cardiovascular conditions, such 
as cardiac arrest; it incorporate advanced procedures, medications, airway management, and defibrillation, 
preparing healthcare providers to manage patients in critical medical emergencies) CPR, the resident's 
condition did not improve and no change in heat rhythm was found.-Facility staff had made contact with the 
resident's family who were comfortable terminating recessive efforts.-Per protocol, resuscitation was 
discontinued at 4:56 A.M. and the resident was left in the care of facility staff.During an interview on [DATE] 
at 12:33 P.M. the resident's physician said:-He/she believed the facility did everything correctly regarding 
CPR for the resident.-For CPR to have been successful, it had to have been started when the resident was 
found unresponsive warm.-The facility informed EMS of the resident's DNR and EMS said they could not 
stop resuscitation.-He/she felt EMS should have stopped resuscitation at that time.-In his/her view the facility 
staff were not wrong to have started CPR, but EMS should have stopped CPR once the resident's code 
status was communicated to EMS. During an interview on [DATE] at 9:59 A.M. Licensed Practical Nurse 
(LPN) A said:-He/she was the charge nurse on the resident's hall on the night shift on [DATE].-A Certified 
Nursing Assistant (CNA) had come to ask him/her about the resident's positioning in his/her bed - at that 
time the resident was alert and talking.-A few minutes later, he/she went to check on the resident and found 
him/her unresponsive, without a pulse, not breathing, but warm to touch.-He/she called a code (summoned 
staff for a life-threatening emergency) and started CPR.-EMS was called to come to the facility.-Facility staff 
confirmed that the resident was a DNR but by that time EMS had arrived and had taken over CPR.-Facility 
staff informed EMS that the resident was a DNR and EMS told facility staff they had to continue CPR and 
could not stop.-EMS worked on the resident for a while; their efforts were not successful, and they eventually 
stopped.-Afterward he/she was trained individually and with a group of facility staff to look in the facility 
electronic medical record (EMR) system to confirm a resident's code status before starting CPR.-He/She 
now knew to confirm code status in the EMR before starting CPR. During an interview on [DATE] 10:52 AM 
the resident's family member and Designated Power of Attorney (person named in writing as a 
decision-making agent in the when a person can no longer make decisions for themself) said:-He/she 
appreciated that the facility did CPR because he/she preferred they err on the side of caution when they 
found the resident not breathing and without a pulse.-He/she was not upset because the resident was in a 
better place now.Complaint 2619701
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