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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record reviews, and staff interviews conducted during an Abbreviated Survey (NY00385241), 
the facility failed to ensure that a resident's Advance Directives for Do Not Resuscitate were followed. This 
was evident for one (1) out of ten (10) residents sampled. Specifically, Resident #1 had a signed Medical 
Order for Life Sustaining Treatment indicating Do Not Resuscitate. Resident #1 was observed not breathing 
and without vital signs on [DATE] at 8:30 AM and staff performed Cardiopulmonary Resuscitation. According 
to several staff interviews, Resident #1 received Cardiopulmonary Resuscitation efforts until staff members 
learned that Resident #1 was a Do Not Resuscitate. Emergency Medical Services had previously been 
called, and they pronounced the resident at 8:53 AM after they learned that the resident had a Do Not 
Resuscitate order in place. Findings include: Facility policy and procedure titled Resident expiration with Do 
Not Resuscitate order in place/pronouncement of death revised [DATE] states that residents that have a 
physician order not to have Cardiopulmonary Resuscitation initiated will be assessed by the Registered 
Nurse Supervisor when they have no pulse or respirations. The procedure documented the unit nurse will 
contact the Registered Nurse Supervisor when a resident is noted with a change in condition. If the resident 
is found unresponsive the unit nurse will verify the resident's Do Not Resuscitate status to determine if a 
STAT code should be called. If the resident is Do Not Resuscitate, the Registered Nurse Supervisor will 
complete an assessment of the resident for clinical signs of death when a physician is not available. 
Resident #1 was admitted to the facility with diagnoses of Hypertension, Diabetes Mellitus, and 
Atherosclerotic Heart Disease. The Minimum Data Set, dated [DATE] documented Resident #1 had 
moderately impaired cognition. The Medical Order for Life Sustaining Treatment form dated [DATE] showed 
Resident #1 was re-admitted to the facility on [DATE] with a signed Medical Order for Life Sustaining 
Treatment form which documented Do Not Resuscitate. An Advanced Directive Care Plan dated [DATE] 
documented that Resident #1 had a Do Not Resuscitate order. A Nursing Note by Registered Nurse 
Supervisor #1 dated [DATE] at 11:20 AM documented that on [DATE] Registered Nurse #1 called them to 
Resident #1's room due to the resident not responding. Upon entering the room at approximately 8:10 AM 
Resident #1 was in bed breathing from their abdominal muscle, unresponsive, no pulse, and blood pressure 
80/60. Oxygen saturation level was undetectable. Oxygen was administered via a nonrebreather mask. 
Physician's Assistant #1 was notified and gave a telephone order to start intravenous fluids. Intravenous fluid 
started and 911 was called at 8:30 AM. Resident #1 stopped breathing and vital signs were undetectable. An 
Accident/Incident Report dated [DATE] documented that on [DATE] at 8:20 AM Registered Nurse Supervisor 
#1 was called by Registered Nurse #1 because Resident #1 was not responding. Resident #1's vital signs 
were checked but was undetectable. There was no oxygen saturation recording. Resident #1's blood 
pressure reading was 80/60. During a telephone interview on [DATE] at 11:05 AM, Registered Nurse #1, 
who was first responder to Resident #1's room, stated that they did not check Resident #1's arm band to 
verify the resident's code status. Registered Nurse #1 stated that they checked the Electronic Medical 
Record and did not see the Do Not Resuscitate order because they were hurrying. Registered Nurse #1 
stated that when Registered Nurse Supervisor #1 arrived on the unit they informed them that Resident #1 
was a full code. Registered Nurse #1 stated that they initiated chest compressions when they were unable to 
obtain vital signs, but stopped when they were told Resident #1 has a Do Not Resuscitate order. Registered 
Nurse #1 stated that Registered Nurse Supervisor #2 informed them that Resident #1 had a Do Not 
Resuscitate order. Registered Nurse #1 stated after they were told Resident #1 was a Do Not Resuscitate 
went back and check the Electronic Medical Record and saw the order, they checked Resident #1's wrists 
and the resident was wearing a yellow wrist band (indicating Do Not Resuscitate) on their left wrist. 
Registered Nurse #1 stated this was their first code. During a telephone interview on [DATE] at 8:44 AM, 
Registered Nurse Supervisor #1 stated that they were notified by Registered Nurse #1 at approximately 8:20 
AM that Resident #1 was not responding. Registered Nurse Supervisor #1 stated that they assessed 
Resident #1 who was not breathing, had no pulse, no respiration, and blood pressure 80/60. Registered 
Nurse Supervisor #1 stated that they were unable to get an oxygen saturation reading so they administered 
oxygen by a nonrebreather mask. Registered Nurse Supervisor #1 stated that Registered Nurse #1 informed 
them that Resident #1 was a full code. Registered Nurse Supervisor #1 stated that they left the room to call 
911 and when they returned to the room Registered Nurse #1 was performing chest compressions while 
Certified Nursing Assistant #1 performed rescue breathing. Registered Nurse Supervisor #1 stated that they 
took over and continued with the chest compressions. Registered Nurse Supervisor #1 stated that the 
Emergency Medical Service team arrived on the unit, and they (Registered Nurse Supervisor #1) left the 
room to check the Electronic Medical Record and found that Resident #1 had a Do Not Resuscitate order in 
their profile. Registered Nurse Supervisor #1 stated that Registered Nurse Supervisor #2, some of the 
Emergency Medical team, and them went to Resident #1's room and notified the others that Resident #1 had 
a Do No Resuscitate order. Registered Nurse Supervisor #1 stated that Cardiopulmonary Resuscitation was 
stopped (unsure of time) after they became aware of Resident #1's code status. During a telephone interview 
on [DATE] at 5:25 PM, Physician Assistant #1 stated that Registered Nurse Supervisor #1 called them at 
8:30 AM on [DATE] and informed them that Resident #1 was found unresponsive and that they initiated 
chest compressions. Physician Assistant #1 stated that they asked Registered Nurse Supervisor #1 if 
Resident #1 was a full code and Registered Nurse Supervisor #1 said yes. Physician's Assistant #1 stated 
that they instructed Registered Nurse Supervisor #1 to call 911 and continue with cardiopulmonary 
resuscitation. Physician Assistant #1 stated that Registered Nurse Supervisor #1 informed them that 
Resident #1's blood pressure was 80/60 and they told them start an intravenous fluid. During an interview on 
[DATE] at 2:20 PM, the Director of Nursing stated that the facility's protocol when a resident is found 
unresponsive is for staff to assess the resident and check the resident's wrist for their yellow wrist band (that 
would indicate Do Not Resuscitate), followed by checking the Electronic Medical Record for the Advance 
Directives to verify the residents code status. The Director of Nursing stated that the staff should have called 
a code, notified Registered Nurse Supervisor, and initiated cardiopulmonary resuscitation if the resident is 
full code. The Director of Nursing stated that Resident #1 was wearing a yellow wrist band indicating Do Not 
Resuscitate order. The Director of Nursing stated that chest compressions should not have been performed 
on Resident #1. During a telephone interview on [DATE] at 2:03 PM, the Administrator stated that the 
Director of Nursing notified them of the incident on [DATE] at approximately 10:00 AM. The Administrator 
stated that Registered Nurse #1 stated that they checked the Electronic Medical Order but did not see the 
order for Do Not Resuscitate. The Administrator stated that Registered Nurse #1 stated that they did not 
check Resident #1's wrist to see if the resident was wearing a yellow wrist band. Based on the following 
corrective actions taken, there were sufficient evidence that the facility corrected the noncompliance and was 
in substantial compliance for this specific regulatory requirement prior to and during the time of this survey. A 
Plan of Correction is not required for this citation. The facility took immediate corrective actions and was 
found to be incompliance on [DATE], prior to Surveyors' entrance on [DATE]. The facility took immediate 
corrective actions. Facility reviewed Policies/Procedures on Advance Directives and Cardiopulmonary 
Resuscitation. No changes were made. Quality Assurance Performance Improvement meeting held on 
[DATE]. Another meeting scheduled for [DATE] and [DATE]. Meetings are ongoing. On [DATE] - Lesson 
Plan: Advance Directives - Do Not Resuscitate - target audience - nursing staff (nurses and Certified Nursing 
Assistants). Ongoing. On [DATE]- Registered Nurse #1 was removed and terminated on [DATE] for failure to 
check resident's wrist for an identifier (yellow wrist band) and for not following Resident #1's wishes. On 
[DATE]- Certified Nursing Assistant #1 was removed from schedule for three days for providing rescue 
breaths to Resident #1. Re-in-service was provided on [DATE]. On [DATE] - Lesson Plan: Advance Directive 
- All nursing staff. Ongoing. On [DATE] - an Audit tool for Identification of Advance Directives Residents. 
[DATE] audits on Do Not Resuscitate initiated and will continue to complete audits upon 
admission/readmission. Ten residents will be audited weekly times four weeks and then 10 residents' 
monthly times 3 months and then 10 residents quarterly. On [DATE] - Lesson Plan: Assessment and 
Treatment of a Resident that is Unresponsive - Target audience - All nursing staff. In-service ongoing On 
[DATE], [DATE], & [DATE] - STAT Code Drill/Competency On [DATE] - Staff Audits initiated. Audit Tool: 
F578 and F678 Advance Directive/CPR. 10 staff members monthly times 3 months, and 10 staff members 
Quarterly Findings will be presented monthly at Quality Assurance Performance Improvement meeting. 53 
out of 61 Registered Nurses 91.38% in-serviced. 29 out of 36 Licensed Practical Nurses 93.55% in-serviced. 
171 out of 192 Certified Nursing Assistants 92.93% in-serviced. 10NYCCR415.3e(2)(iii)
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