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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the facility policy, record review, and interviews, the facility neglected to provide services and care 
to Resident (R)1. Specifically, the facility failed to monitor and provide medications as ordered by the 
physician, resulting in R1 suffering a hypertensive crisis.On [DATE] at 11:30 AM, the State Agency (SA) 
determined that the facility's non-compliance with one or more federal health, safety, and/or quality 
regulations could cause psychosocial harm.On [DATE] at 1:15 PM, the survey team provided the 
Administrator with a copy of the Centers for Medicare and Medicaid Services (CMS) Immediate Jeopardy (IJ) 
Template, informing the facility IJ existed as of [DATE]. The IJ was related to 42 CFR 483.12 - Freedom from 
Abuse, Neglect, and Exploitation.On [DATE], the facility provided an acceptable IJ Removal Plan. On 
[DATE], the survey team validated the facility's corrective actions and determined the facility put forth due 
diligence in addressing the noncompliance. An extended survey was conducted in conjunction with the 
Complaint Survey for non-compliance at F600 constituting substandard quality of care.Findings 
include:Review of the facility's procedure copyrighted 2001, titled Blood Pressure, Measuring, stated, The 
purpose of this procedure is to measure the pressure exerted by the circulating volume of blood on the walls 
of the arteries, veins, and chambers of the heart. General Guidelines . 4. Hypertension is usually defined as 
blood pressure over 140/90 mm/hg (although the elderly often have persistent systolic readings from 140 to 
160 mm/Hg. 5. Hypertension should be reported to the physician. If a resident has a hypertensive reading, 
staff should record several readings taken at different times of the day. Staff should note any pertinent 
medications and/or recent changes of condition when reporting to the physician.Review of R1's Face Sheet 
revealed R1 was admitted to the facility on [DATE] with diagnoses including, but not limited to, hypertensive 
crisis, likely acute Intracranial hemorrhage, left PCA occlusion, Dementia with word-finding difficulties, and 
ambulatory dysfunction.Review of R1's vital signs (VS) revealed on [DATE], at 19:56 [7:56 PM] BP [Blood 
Pressure] 192/103 HR [Heart rate] 73 Resp 21 O2 sat [Oxygen Saturation] 96% Temp [Temperature] 97.5 F 
[Fahrenheit].Review of R1's Medication Administration Record (MAR) revealed an order for AmLODIPine 
Besylate tablet 5 mg [milligrams], Give 1 tablet by mouth every 24 hours as needed for the SPB [Systolic 
Blood Pressure] greater than 160; start date [DATE] 0645PM, discharge date [DATE] at 0820 AM. 
Documentation did not reveal that a dose was given on [DATE] following R1's blood pressure reading of 
192/103.Review of R1's Care Plan with a start date of [DATE] documented, Medication - Antihypertensive: 
Resident requires antihypertensive medication related to Hypertension. Further review of the Care Plan 
revealed the following approach: Observe for side effects of medication (i.e., bradycardia, dizziness, fatigue, 
bronchospasm, hypotension, edema, nausea, diarrhea, rash, etc.) and notify the physician promptly if 
observed.Review of R1's 2-hour rounds revealed on [DATE] at 22:45 [11:45 PM] the resident was in the 
chair. No other documentation noted. On [DATE] at 3:27 AM, R1 was on left side, and back. R1 expired at 
03:20 AM.Review of R1's OnSite Healthcare & Wellness report of communication did not reveal a message 
of when R1's BP was taken.Review of BP machine revealed a sign attached stating vital signs to report temp 
above 100.4, heart rate (HR) below 50 or above 100, respiration below 14 or above 22, and BP systolic 
-below 90 or above 190. Diastolic below 40 or above 90.Review of progress notes on [DATE] at 4:13 AM by 
Registered Nurse (RN)1 revealed The resident was slumped over bathroom sink leaning forward with head 
over sink and legs were buckled with weight on vanity. No pulse, respiration effort. Do Not Resuscitate 
(DNR) confirmed. R1 placed in the wheelchair and transferred to bed. No acute findings. Postmortem care 
assisted with primary [Certified Nursing Assistant] CNA1. Called the resident daughter first on contact and 
left a voicemail to return a call. Called the son he was on his way to the facility. Primary nurse notified on call 
NP via live chat number.Review of late entry progress note on [DATE] at 6:37 AM revealed CNA1 found R1 
cyanotic, no pulse, no respirations. R1 was warm, cyanotic no palpable [NAME]. RN1 notified. RN1 
pronounced R1 at 03:20 AM.During an interview on [DATE] at 12:24 PM, LPN1, stated I was in another 
cottage. I was called by another CNA. She stated she was at the sink, standing and I think she is dead. 
When I arrived, I tried to get a pulse. I didn't get anything. I called the supervisor, and the supervisor came 
over and pronounced to her. I had to get a wheelchair cause she was upright standing. It was three 
employees who manually lifted her up and placed back in bed. She was a new admission. We got report that 
she could not get out of bed. She would not stay in bed. She was not evaluated by PT [Physical Therapy]. 
Depending on the time of the day, PT would come out to do an assessment or the next day. She was found 
over the sink standing up. LPN1 stated, The only report I received was R1 was a new admit who had a 
stroke and stays in bed most of the time. From the time she arrived to the time she expired, it wasn't eight 
hours. The oncoming nurse did not report any concerns with her BP.During a followup interview on [DATE] at 
01:21 PM, LPN1 stated, The CNA did not tell me about the vital signs. If she doesn't tell me, I don't know. If I 
knew what R1's BP was I could have asked her to retake it. It was her first day off from orientation. The vital 
sign machine will tell you if the reading is inaccurate. The CNA did not text it to me. She has my phone 
number to call me. I had two cottages that night, sometimes three. I usually have one CNA with each 
cottage. The cottage I was sharing with another nurse.During an interview on [DATE] at 04:05 PM, Quality 
Assurance Nurse stated, We do not know which provider is working a specific night. We only use the on-call 
provider number.During an interview on [DATE] at 4:11 PM, the Director of Nursing (DON) stated, I found out 
the next morning when I reported to work. LPN1 came in to inform me what had happened.During a second 
interview on [DATE] at 4:13 PM, the DON stated, We have a cheat sheet on the vital sign (VS) machine on 
who to contact. I talked to CNA1 about that and told her she should have called LPN1. The day shift vital 
signs wasn't high. The reason it is not in the electronic medical record is the resident wasn't entered in the 
system, so it didn't transcribe over. Our expectation is if you are not sure on the readings of the vital signs, 
the CNAs should contact the nurse. LPN1 is saying one thing and the CNA is saying another. CNA1 should 
have contacted the nurse. The DON further stated, We are still in the process of investigating this incident. I 
am actually waiting for licensure to get back with me on their findings. I have reeducated the staff, the nurse 
and the CNA. F600 Correction/Removal PlanOn [DATE] at 12:36 PM, the Administrator notified the Medical 
Director of the Immediate JeopardyOn [DATE], the Director of Nursing and/or designee-initiated education 
for all staff on Abuse/Neglect police[sic] and procedures.Education will be concluded by [DATE]All staff 
(including any agency assigned staff) that have not completed education by end of day on [DATE] will not be 
permitted to work until education is completed. 3. On [DATE], the Director of Nursing and/or 
designee-initiated education to all nursing staff on procedure for follow up on abnormal vital signs.Education 
will be concluded by [DATE]All staff (including any agency assigned staff) that have not completed education 
by end of day on [DATE] will not be permitted to work until education is completed.On [DATE], the Director of 
Nursing and/or designee-initiated education to all CNAs related to reporting abnormal vital signs.Education 
will be concluded by [DATE]All staff (including any agency assigned staff) that have not completed education 
by end of day on [DATE] will not be permitted to work until education is completed.On [DATE] the Director of 
Nursing and/or designee initiated an audit on all residents MARS with anti-hypertensive and/or 
cardiovascular medications over the last 30 days to ensure meds were given as ordered.10 residents 
receiving cardiac medications will be audited weekly for 4 weeks and monthly for 2 months beginning on 
[DATE] to ensure medications given as ordered.On [DATE], the Director of Nursing and/or designee-initiated 
education with CNAs on facility policy and procedure for following checklist for taking resident vital signs.
Education will be concluded by [DATE]All staff (including any agency assigned staff) that have not completed 
education by end of day on [DATE] will not be permitted to work until education is completed.On[DATE], the 
Director of Nursing and/or designee-initiated education with all licensed nurses on what meds available in 
Omnicell and how to pull meds from the Omnicell.Education will be concluded by [DATE]All staff (including 
any agency assigned staff) that have not completed education by end of day on [DATE] will not be permitted 
to work until education is completed.On [DATE], the Director of Nursing and/or designee-initiated education 
for all licensed nurses on entering residents into PCC timely upon admission.Education will be concluded by 
[DATE]All staff (including any agency assigned staff) that have not completed education by end of day on 
[DATE] will not be permitted to work until education is completed. Allegation of Compliance: [DATE]
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Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to 
physician orders and the resident’s advance directives.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the facility policy, record review, and interviews, the facility failed to ensure that cardiopulmonary 
resuscitation (CPR) was initiated to Resident (R)1, Specifically, not responding in a timely manner and 
initiating CPR per the physician's order.On [DATE] at 11:30 AM, the State Agency (SA) determined that the 
facility's non-compliance with one or more federal health, safety, and/or quality regulations could cause 
psychosocial harm. On [DATE] at 1:15 PM, the survey team provided the Administrator with a copy of the 
CMS Immediate Jeopardy (IJ) Template, informing the facility IJ existed as of [DATE]. The IJ was related to 
42 CFR 483.24-Quality of Life.On [DATE], the facility provided an acceptable IJ Removal Plan. On [DATE], 
the survey team validated the facility's corrective actions and determined the facility put forth due diligence in 
addressing the noncompliance. An extended survey was conducted in conjunction with the Complaint Survey 
for non-compliance at F678 constituting substandard quality of care. Findings include:Review of the facility's 
policy titled, Advance Directives, no revision or copyright date, revealed advanced directives will be 
respected in accordance with state law and facility policy. Policy . 8. If the resident indicates that he or she 
has not established advance directives, the facility staff will offer assistance in establishing advance 
directives. a. The resident will be given the option to accept or decline the assistance, and care will not be 
contingent on either decision. b. Nursing staff will document in the medical record the offer to assist and the 
resident's decision to accept or decline assistance . 13. If the resident or representative refuses treatment, 
the facility and care providers will: f. Offer pertinent alternative treatments; and g. Modify the care plan as 
appropriate, providing all other appropriate services (i.e., those that will allow him or her to maintain the 
highest practicable physical, mental and psychosocial well-being).Review of R1's Face Sheet revealed R1 
was admitted to the facility on [DATE] with diagnoses including, but not limited to, hypertensive crisis, likely 
acute Intracranial hemorrhage, left PCA occlusion, Dementia with word-finding difficulties, and ambulatory 
dysfunction.Review of R1's face sheet does not reveal a code status.Review of R1's Medication 
Administration Record (MAR) revealed an order for full code with a discharge date [DATE] at 08:20 AM.
Review of R1's Care Plan did not reveal code status.Review of a progress note dated [DATE] at 4:13 AM by 
Registered Nurse (RN)1, revealed The resident was slumped over bathroom sink leaning forward with head 
over sink and legs were buckled with weight on the vanity. No pulse, respiration effort. Do Not Resuscitate 
(DNR) confirmed. R1 placed in the wheelchair and transferred to bed. No acute findings. Postmortem care 
assisted with primary [Certified Nursing Assistant]CNA1. Called the resident daughter first on contact and left 
a voicemail to return a call. Called the son he was on his way to the facility. Primary nurse notified on call NP 
[Nurse Practitioner] via live chat number.Review of late entry progress note dated [DATE] at 6:37 AM 
revealed, CNA1 found R1 cyanotic, no pulse, no respirations. R1 was warm, cyanotic no palpable [NAME]. 
RN1 notified. RN1 pronounced R1 at 03:20 AM.During an interview on [DATE] at 02:18 PM, the Director of 
Nursing (DON) stated, We used what we had on file from the hospital. If the daughter were here, we would 
have updated the information received. We do not have DNR choices; that is a living will.During an interview 
on [DATE] at 10:08 AM, Licenses Practical Nurse (LPN)2, The orders are put in by the unit managers. When 
they are first admitted . We will refer to the computer of code status. Every cottage we keep a yellow binder 
with the demographics and code status. The orders are populated as soon as they are admitted . On 
admission, I talked to her and her daughter. R1 was oriented x2. She was able to hold a conversation. I got a 
history from my daughter. I performed my assessment. In report from the hospital and EMT's she did run 
high Blood Pressures (BP)'s. The daughter told me that had been the norm for her. I explain to the daughter 
it would be a full code until we have a signed DNR in the patient info book.Review of R1's Electronic Medical 
Record (EMR) did not reveal documentation related to the nurse discussing code options with the daughter.
During an interview on [DATE] at 10:25 AM, the NP stated, I learned about the incident the next day. I ask 
the family about the Do Not Resuscitate (DNR), because sometimes they will change their minds. Then I will 
complete the standard form for Brushy Creek and have the physician sign. I think the facility honors the DNR 
from the hospital until we can see them. I think it is a standing order until we can see them. We have a 
standard DNR form. I have never seen the other form with the choices here at Brushy Creek. The medical 
administration order and the DNR form should be the same. Since I have been having problems entering the 
code status, I have the supervisor, Assistant Director of Nursing (ADON), or the nurses enter the code 
status. I reach out to the supervisor or ADON, or some nurses will enter the code status. Unfortunately, I am 
not able to enter the code status.During an interview on [DATE] at 10:31 AM, Director of Social Services 
(SS), stated, She came in around 6:30 PM and expired about 3 AM. We usually speak with the residents 
first. Depending on their Brief Interview for Mental Status (BIMS) score, we will then contact the family. We 
did not have the opportunity to speak with her or her family.During an interview on [DATE] at 10:55 AM, the 
DON stated, I do not think they rely on the ADON [Assistant Director of Nursing] to change the code status. 
My expectation was that we would have gone with what came from the hospital. Especially since the 
daughter was there and stating she was made a DNR at the hospital. What would have happened in a 
normal situation, the MD would have come in and made sure the DNR was continued and entered in PCC 
[Point Click Care] as a DNR. Then the NP would have written the order in and it would have popped over to 
the MAR. In an emergency situation, we need to make sure all nurses have the capability to enter code 
status in the MAR.During an interview on [DATE] at 11:07 AM, the Administrator stated, We are notified via 
Tiger Text. I have to go back to look at when it happened. We review code status and make sure that we did 
the right thing at our meetings. F678 Correction/Removal PlanOn [DATE] at 12:36 PM, the Administrator 
notified the Medical Director of Immediate Jeopardy.On [DATE], the Social Service Director initiated an audit 
on Code Status for all new admissions within the last 30 days. All code binders in all cottages audited to 
ensure they match orders in PCC.On [DATE], The Social Service Director initiated an audit on Code Status 
for all other residents and audited code binders in all cottages to ensure they match orders in PCC.New 
admission's code status and code books will be audited weekly for 4 weeks and monthly for 2 months 
beginning on [DATE].On [DATE], the Social Service Director initiated an audit on Advanced Directive to 
determine if conversations with resident and/or RR held at time of admissions for all new admissions within 
the last 30 days.New admissions will be audited weekly for 4 weeks and monthly for 2 months beginning on 
[DATE] to ensure education offered on Advance Directives and code status honored.On [DATE], education 
was provided by the Assistant Regional Director of Clinical Services and Regional [NAME] President of 
Operations to, Administrator, Director of Nursing, Assistant Director of Nursing, and Social Service Director 
on conversations with resident and/or RR for Advanced Directives upon admission.Education conducted as a 
review of facility policy and procedure in regard to Advanced Directives with resident and/or RR upon 
admission.On [DATE], education was initiated by Director of Nursing and/or designee to all licensed nurses 
related to education resident and/or RR on Advanced Directive and code status upon admission.Education 
will be concluded by [DATE]All staff (including any agency-assigned staff) that have not completed education 
by end of day on [DATE] will not be permitted to work until education is completed.On [DATE], the Director of 
Nursing and/or designee-initiated education for all nursing staff on Code Blue policy and procedures.
Education will be concluded by [DATE]All staff (including any agency assigned staff) that have not completed 
education by end of day on [DATE] will not be permitted to work until education is completed.On [DATE], the 
Director of Nursing initiated an audit on Code Status accuracy and Advanced Directives on all resident Care 
PlansCare plans will be audited weekly for 4 weeks and monthly for 2 months beginning on [DATE] to ensure 
code status is accurate.Allegation of Compliance [DATE]
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