
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

265863 09/11/2025

Tiffany Springs Rehabilitation & Health Care Cente 9191 N Ambassador Drive
Kansas City, MO 64154

F 0678

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to 
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review the facility failed to honor a resident's choice for a Do Not Resuscitate (DNR) 
advanced directive when the facility staff performed Cardiopulmonary Resuscitation (CPR), an emergency 
lifesaving procedure performed when the heart stops beating, and notified EMS (Emergency Medical 
Services) to complete all life saving measures because the facility failed to ensure the DNR had been 
entered into the resident's physician orders and medical record accurately. The facility census was 108.On 
[DATE], the Administrator was notified of the past noncompliance incident which occurred on [DATE]. On 
[DATE], facility administration was notified of the incident, an investigation immediately began, and corrective 
actions were implemented to include:- 100% audit all current residents for proper code status orders and 
advance directives;- All nursing staff educated on advance directive policy including: * All residents should 
have an advance directive order in place; * All residents advance directive status audited by social services 
weekly and sent to clinical leadership; * Night nurses will print code status order listing nightly and ensure all 
residents have code status, comparing to census and place on the emergency supply crash cart; *If a 
resident is found to not have a code status in place review miscellaneous under advance directive for Do Not 
Resuscitate (DNR- No life saving measures), review for completion, enter code status. Notify clinical 
supervisor;- Education will continue with all new licensed staff prior to working their next scheduled shift;- 
Director of Nursing (DON) or designee will review code status audit completed by social services weekly for 
eight weeks to ensure consistency;- DON or designee will audit emergency crash carts three times weekly 
for code status audit reports being ran nightly by nurses for eight weeks;- Administrator or designee will 
attend clinical rounds and ensure code status reports are being reviewed two times weekly for eight weeks;- 
Quality Assurance and Performance Improvement (QAPI) meeting was immediately held with the medical 
director on [DATE];- DON or designee will audit daily staffing assignments to review that one Basic Life 
Support (BLS) for healthcare providers Cardiopulmonary Resuscitation (CPR- All life saving measures) 
certified staff member was scheduled every shift. This will occur Monday through Friday for the next 60 days 
to ensure consistency;- DON or designee will audit all van transports to review that one BLS for healthcare 
providers CPR certified staff member was present during transports for full code residents. This will occur 
Monday through Friday for the next 60 days;- Any deficient practice will be corrected immediately. Patterns 
or trends will be reported to Quality Assurance (QA) Committee for further recommendations and follow up. 
The non-compliance was corrected at the time of the onsite visit on [DATE].Review of the facility's Advanced 
Directive Policy, dated [DATE], showed:- Prior to or upon admission of a resident, the Social Services 
Director (SSD) or designee will inquire of the resident, and/or his/her representative, about the existence of 
any written advance directives;- Information about whether or not the resident has executed an advance 
directive shall be placed in the medical record;- The plan of care for each resident will be consistent with his 
or her documented treatment preferences and/or advance directive;- Do Not Resuscitate indicates that, in 
case of respiratory or cardiac failure, the resident, legal guardian, health care proxy, or representative has 
directed that no CPR or other life-sustaining treatments or methods are to be used;- Staff will assist the 
resident or representative to make changes to advanced directives in accordance with state law. Changes 
and/or revocations will be added to the clinical record. The care plan will be updated to reflect the change.
Review of the facility's Cardiopulmonary Resuscitation Policy, dated February 2025, showed:- If a resident is 
found unresponsive and not breathing normally, a clinical staff member will verify code status using the 
medical record;- If the resident is full code, per the medical record, a staff member that is certified in CPR will 
initiate CPR;- If the resident is DNR, per the medical record, notify the attending provider;- Discuss 
information on advance directives to each resident/representative upon admission and at least quarterly in 
care conference.1.Review of Resident #1's care plan, revised [DATE], showed:- [DATE] Code Status: DNR; - 
Ensure resident's wishes are honored in regard to any Advanced Care Directive;- Resident's wishes for 
end-of-life care will be honored; The resident was on hospice services;- The resident is dependent on staff 
for activities of daily living, cognitive stimulation, social interaction, and transfers. Review of the resident's 
Quarterly Minimum Data Set (MDS), a federally mandated assessment instrument completed by facility staff, 
dated [DATE], showed:- Cognitive skills intact;- Dependent on staff for all cares;- Diagnoses included: lung 
cancer and depression.Review of the resident's medical record on [DATE] showed:- On [DATE] a DNR was 
signed by resident and uploaded to miscellaneous section in record;- On [DATE] at 1:03 P.M. the Physician 
Order Sheet showed Full Code discontinued but the DNR order or notification of code status change was not 
entered;- On [DATE] at 4:39 A.M. - LPN B's progress note entered on 3:35 A.M. stated: Certified Nursing 
Assistants (CNA's) went into change the resident. They rolled resident to change them when the resident 
stopped breathing. LPN B ran to see if the resident was a full code. Resident was a full code so LPN B called 
911, then began CPR on the resident. CNA A called the on-call supervisor to notify them of the situation. At 
3:50 A.M. LPN B also notified hospice that the resident had stopped breathing. At 4:00 A.M. the ambulance 
team arrived and took over CPR/intubation on the resident. At 4:08 A.M. LPN B called the family member 
and notified them that the resident had stopped breathing and the ambulance was here providing CPR 
measures to the resident. At 4:35 A.M. the ambulance team announced the time of death. At 4:54 A.M. 
hospice arrived and updated the police; - On [DATE] at 5:02 A.M. the Assistant Director of Nursing (ADON) 
arrived at the facility around 4:30 A.M. EMS called the code at 4:35 A.M. The resident made presentable for 
family;- On [DATE] at 7:29 A.M. LPN B documented the resident's body was released to funeral home. 
Family present at the bedside;- admission record showed no advance directive listed;- The electronic 
medical record banner with the resident's information did not indicate the resident was a DNR.During an 
interview on [DATE] at 11:05 A.M., LPN A said:- Nursing staff should always check a resident's code status;- 
There should be an order in the resident's chart, it should be notated on the banner, and the nurse could also 
validate the code status in the miscellaneous section of a resident's medical record;- Clinical nursing staff 
review code status changes;- Social Services upload the code status changes then nursing changes the 
orders once uploaded into the chart;- The facility had updated the policy since the incident, to ensure night 
shift nurses check code statuses;- Social services does a weekly audit on code statuses, and nursing staff 
review in clinical meetings. During an interview on [DATE] at 11:48 A.M., FNP A (Family Nurse Practitioner) 
said:- She was upset the incident had occurred since resident had signed the DNR on the 26th, coded over 
the weekend, and that the information hadn't been updated for quick access by nursing;- She was 
disappointed for the resident and did not want them to go through that. It had taken a lot to get the resident to 
sign the DNR because of anxiety, but eventually came around and signed it. During an interview on [DATE] 
at 12:20 P.M., LPN B said:- To identify a resident as having a DNR code status, it would usually be on the 
computer and was not for this resident;- Nursing staff would also print a roster with code statuses and place 
in folder on crash cart located in the hallway, but it was not there;- The roster that was available didn't list the 
resident, so staff didn't know the resident's current code status;- He/She had called hospice to check the 
code status and was told the hospice didn't have a record of the resident having a DNR and he/she had to 
perform CPR;- He/She had called 911 and began CPR;- He/She was educated that he/she should have 
checked the miscellaneous section to see the uploaded DNR;- He/She had taken the paper on the crash cart 
and printed a new one that night and the resident wasn't listed as DNR;During an interview on [DATE] at 
12:26 P.M CNA A said:- A resident's Code Status should be on the computer, in the heading or on the care 
plan;- If a resident stopped breathing he/she would get the charge nurse right away and the charge nurse 
would direct from there. During an interview on [DATE] at 12:32 P.M., CNA B said:- To check a resident for 
DNR status we would look on the computer under the resident's name;- If a resident's not breathing he/she 
would go get the nurse and they would handle it from there. During an interview on [DATE] at 1:00 P.M., the 
DON said:- Regarding the resident's DNR not being readily found, social services had gotten the DNR order 
and it was given to the nurse to change from full code to DNR. Full code was removed but the nurse said 
he/she got interrupted and didn't finish entering it;- The procedure for updating the code status involved an 
email to DON, Administrator, SSD, and ADON when code status changes;- A report sheet with code 
statuses is printed out and put on the crash cart and the nurses can also check the miscellaneous section in 
a resident's record for the DNR;- The facility had training the next day to address the incident and proper 
procedures with all the nurses;- The code status changes will be sent via emails from SSD to clinical staff, 
then once DNR is entered properly we email back to the chain to verify the change;- Night nurses print out 
the code status report then verify the number of residents versus the number of codes statuses we have;- 
The nursing staff are all aware now about this procedure as well as about checking in the miscellaneous 
section for the uploaded DNR. During an interview on [DATE] at 1:13 P.M., SSD said:- Regarding the 
incident, the social services assistant had sent an email out to nursing to change the code status after we 
had received the signed DNR from the resident and he/she was not sure what happened after that;- The 
change in code status updating had been put into place to ensure it doesn't happen again and she will check 
to make sure the code statuses are changed when asked and that day, before leaving she will audit to make 
sure it had been entered correctly.During an interview on [DATE] at 9:30 A.M., the Administrator said:- She 
had been first made aware of the incident on [DATE]. The on call nurse had called and told her a resident 
had coded, they performed CPR, and after checking the resident record had noted a valid DNR had been 
uploaded in the computer but had not been entered into the physician orders and the code status wasn't on 
the record banner;- She immediately performed an audit on every resident to ensure code status had been 
entered and was listed properly on the banner;- She then started education with the nurses to ensure they 
knew where to find the code status, including checking in the miscellaneous section for the uploaded 
documents;- Education given with night nurses to verify code status versus the number of residents to 
ensure all are accounted for properly;- The plan going forward included educating all the nurses, including 
any possible agency nurses, on making sure DNR orders entered, checked, and they know where to locate 
documentation;- She would also will be monitoring and sitting in on clinical meetings;- If there is a change in 
code status the SSD sends an email to everyone on the clinical team to ensure the change is entered and 
we talk about the changes in nursing clinical meetings;- SSD does a code audit every week to ensure code 
statuses are entered into the records properly;- These procedures are ongoing;- The medical director had 
been notified and was satisfied with all we had implemented.Intake #2604470

22265863

02/05/2026


