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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm (continued on next page)
or potential for actual harm

Residents Affected - Few
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F 0684 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, record review, and policy review, the facility failed to provide appropriate care for an acute change
Level of Harm - Minimal harm or in condition for Residents #116 and #123. This affected two residents (Resident #116 and Resident #123) of
potential for actual harm four residents reviewed for death. The facility census was 106.Findings Include:1. Resident #116 was
admitted to the facility on [DATE] with diagnoses including pneumonia, endocarditis (an infection of the inner
Residents Affected - Few lining of the heart and its valves), chronic respiratory failure, diabetes, chronic obstructive pulmonary disease

(COPD), chronic kidney disease, hemiplegia and hemiparesis affecting the left nondominant side following a
stroke, end stage renal disease (ESRD) dependent on renal dialysis, congestive heart failure (CHF), bipolar
disease, and dependence on supplemental oxygen. The resident died on [DATE].Review of the physician's
orders for Resident #116 revealed an order was written on [DATE] for the resident to be a full code as well
as for continuous oxygen at four liters per nasal cannula. On [DATE] orders were written for dialysis every
Monday, Wednesday, and Friday at 7:00 A.M. Night shift staff were to escort the resident to the on-site
dialysis center at 6:45 A.M.Review of the comprehensive Medicare five day Minimum Data Set (MDS) 3.0
assessment, dated [DATE], revealed the resident was cognitively intact, required moderate assistance with
eating and was dependent on staff for all other personal care, had frequent pain, became short of breath with
exertion, at rest and lying float, and required continuous oxygen, and rehabilitation therapy.Review of the
nurse progress notes for Resident #116 revealed the resident was admitted to the facility on [DATE] at 6:30
P.M. The resident was on two liters of oxygen, had no indicators of distress, was not short of breath and was
alert and oriented to person, place and time. Review of Registered Nurse (RN) #515's progress note dated
[DATE] at 7:39 A.M. revealed CNA #401 entered the room and noted the resident did not respond to voice or
touch and notified RN #515. RN #515 assessed the resident and was unable to obtain a pulse. RN #515
then went to find Licensed Practical Nurse (LPN) #507 to check the resident's vital signs and again were not
able to obtain a pulse or blood pressure. RN #515 then completed three rounds of chest compressions and
notified the Director of Nursing (DON) and called 911. Upon arrival of Emergency Medical Services (EMS)
cardiopulmonary resuscitation was not started and contacted their medical director for time of death. The
note did not indicate why the nurse stopped after three rounds of chest compressions.Review of the EMS run
report dated [DATE] revealed dispatch received the facility's 911 call on [DATE] at 4:24:53 A.M. EMS was
enroute to the facility at [DATE] at 4:31:28 A.M. and arrived at Resident #116's bedside at 4:35 A.M. Review
of the EMS documentation revealed they were dispatched to the facility for a resident who was dead on
arrival. EMS found a [AGE] year old lying in bed and the last time of a well check was by CNA #401 at 2:30 A.
M. Three rounds of resuscitation efforts were started them stopped prior to EMS arrival. The resident was
evaluated by EMS and found the resident to be pulseless, apneic, and cold to all peripheral extremities.
Rigor mortis (the temporary stiffening of muscles after death which begins in the smaller muscles of the face
and then spreads to the limbs within three hours of death) had set in at the site of the mandible. No
resuscitation efforts were performed by EMS. The medical director was called and provided time of death.
The resident was DOA (dead on arrival). The resident's body was left at the facility and EMS returned to
service. The run report listed the Call Nature as DOA/Body Found.Review of the written statement provided
by RN #515 on [DATE] revealed she was called into Resident #116's room by CNA #401. The resident was
unresponsive. RN #515 called out the resident's name, performed a sternal rub (a medical procedure used to
assess a patient's level of consciousness and responsiveness) and the resident remained unresponsive. RN
#515 indicated she assessed the resident, palpated the carotid area and radial artery for a pulse and was
unable to find them. She was unable to obtain any vital signs (blood pressure, pulse, respirations, and
oxygenation level). RN #515 notified LPN #507 to assess the resident. RN #515 established the resident's
code status, initiated hands only CPR, called 911, and reassessed the resident the first round of
compressions. No change was found and the DON was notified. EMS arrived and performed no
interventions for the resident. The physician was notified as well as the family. On [DATE] the Administrator
obtained a verbal statement from CNA #401 which indicated she was assigned to care for Resident #116 on
the night shift of [DATE]. CNA #401 said the resident was anxious throughout the shift. When she checked
on the resident she was not breathing so she called in RN #515 and RN #515 initiated chest compressions

and CNA #401 then left the room. CNA #401 did not sign her statement, only the Administrator signed it.
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