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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the 
South Dakota Department of Health (SD DOH) facility-reported incident (FRI) review, record review, 
interview, observation, and policy review, the provider failed to ensure two of two registered nurses (social 
services director D and interim director of nursing B) initiated cardiopulmonary resuscitation (CPR) (a 
life-sustaining measure) for one of one resident (1) who was found unresponsive. The resident was 
designated as a Full Code/Full treatment (receive all life-saving interventions, such as CPR, defibrillation, 
intubation, and mechanical ventilation, in the event of a medical emergency). She was found in her bed at 
approximately 8:24 a.m. and appeared to be pale (light shade of color) and ashen (gray) in color, cool to the 
touch, with no visible movement, and without a pulse. The resident had passed away. This citation is 
considered past noncompliance based on review of the corrective actions the provider implemented 
immediately following the incident.Findings Include: 1. Review of the provider's [DATE] submitted FRI to the 
SD DOH revealed on [DATE] at approximately 8:24 a.m., certified nursing assistant (CNA) H, social services 
director (SSD) D, and interim director of nursing (IDON) B did not follow facility's CPR policy and did not 
initiate life-sustaining measures for resident 1 when she was found unresponsive. The resident was 
deceased as of [DATE] at 8:30 a.m.On [DATE] at approximately 8:24 a.m., CNA H called for assistance to 
resident 1's room. SSD D responded immediately and upon her arrival she found the resident in her bed, and 
appeared pale, ashen, cool to the touch, and had no visible movement. The resident had no blood pressure, 
pulse, or respirations. A significant amount of blood was observed on the resident's bed linens. IDON B and 
licensed practical nurse (LPN) E reported to resident 1's room after SSD D.At 8:26 a.m., SSD D attempted to 
contact certified nurse practitioner (CNP) G but was unable to speak directly with her.At 8:28 a.m., SSD D 
called medical director (MD) F to inform him of resident 1's passing.At 8:30 a.m. CNP G arrived at the facility 
and assessed resident 1 and confirmed the resident was deceased . CNP G indicated that the resident's 
cause of death was likely uterine hemorrhage (excessive or abnormal bleeding from the uterus) followed by 
cardiac arrest (heart suddenly and unexpectedly stops beating due to an electrical malfunction). SSD D and 
CNP G notified resident 1's family that she had passed away.The FRI had indicated that resident 1 was 
diagnosed with cervical cancer, suspected to be stage IV (more advanced stage) with possible liver 
metastasis (metastatic liver cancer), and presented with post-menopausal bleeding that was experienced for 
several months prior to admission on [DATE].Resident 1 was a full code/full treatment status, but no 
life-sustaining measures had been initiated from the immediate staff upon their arrival and finding the 
resident unresponsive.SSD D and IDON B were suspended pending the full investigation.Immediate 
education was provided for all staff on CPR procedures and proper use of the code status binder (the binder 
that had a list of all residents who resided in the facility, that indicated their code status) that was readily 
available for all staff to view.The FRI indicated that resident 1 was assessed at 4:00 a.m. by the night nurse. 
The FRI did not include any additional information about why the night nurse assessed the resident, or the 
results of that assessment.Interview on [DATE] at 3:05 p.m. with administrator A revealed resident 1 was not 
assessed at 4:00 a.m. as the initial FRI had indicated. The night nurse had observed resident 1 in her bed at 
that time while the nurse administered medications to another resident whose room was close to resident 1's 
room.2. Review of resident 1's electronic medical record (EMR) revealed her Brief Mental Status (BIMS) 
score was 15, which indicated she was cognitively intact. She was admitted to the facility with a diagnoses of 
chronic kidney disease (CKD), peripheral vascular disease (narrowed or blocked arteries), major depressive 
disorder, morbid (severe) obesity, hypothyroidism, type 2 diabetes, and gastro esophageal reflux disease 
(chronic condition where the stomach contents flow back into the esophagus).Review of Resident 1's [DATE] 
care plan revealed she had an advanced directive. The goal was, I will have my desires and wishes followed 
according to my signed directive. One of the associated interventions read, Staff will understand and follow 
my healthcare directives.Her CPR/DNR directive dated [DATE] indicated that she was to receive CPR/Full 
Resuscitative measures in the event of a cardiac arrest (heart attack).A gynecologic oncology report dated 
[DATE] revealed resident 1 was diagnosed with cervical cancer, possible stage IV (liver metastasis).3. 
Interview on [DATE] at 11:10 a.m. with CNA I revealed she had not received CPR training. She had worked 
at the facility as a cook prior to being a CNA and she knew where the code status binder was to tell her if a 
resident was designated as a DNR or a full code status. She stated she was CPR certified in the past, but 
her certificate had expired.She planned to take the next CPR class that was offered for staff to become CPR 
certified. She indicated that in the event of finding an unresponsive resident, she would have called for help 
and initiated CPR. She pointed out the crash cart (cart with personal protective equipment (PPE) and 
life-sustaining equipment) located in the clean supply closet.4. Interview on [DATE] at 11:37 a.m. with dietary 
manager (DM) J revealed when she entered resident 1's room around 8:26 a.m., she noticed the resident 
appeared to have passed away (died) and was not breathing. She confirmed CPR had not been initiated by 
SSD D, IDON B, LPN E, or CNA H when she entered the room. She told them that the resident was a full 
code and had asked them if they needed her to get the resident status binder. SSD D had asked LPN E to 
get a stethoscope (a device used for listening to a person's heartbeat) for her.She remembered SSD D 
touching the resident's face and saying, She was a full code too. While still in the resident's room, SSD D 
called the clinic to speak with CNP G, but she was not available. SSD D then called MD F and informed him 
of resident 1's passing. SSD D told MD F over the telephone, I am not going to mutilate her body like that.
DM J had not started CPR on resident 1, as she felt that if her supervisory staff who were already in the 
resident's room had not initiated it, then it was not needed. She now knew, after receiving education 
following the incident with resident 1, to initiate CPR on any resident who is designated to be a full 
resuscitation.5. Interview on [DATE] at 11:55 a.m. with administrator A revealed there was always a licensed 
nurse (RN or LPN) on duty at the facility. All licensed nursing staff were CPR certified. CNAs were offered to 
become CPR certified, but it was not required.SSD D and IDON B had gone through CPR training and were 
certified in [DATE]. It was her expectation that SSD D and IDON B should have initiated CPR on resident 1 
when they found her unresponsive.6. Interview on [DATE] at 1:11 p.m. with CNA H revealed she went to get 
resident 1's roommate the morning of [DATE] to take her to breakfast in the dining room. Resident 1 was 
lying in her bed and appeared to have been sleeping. Resident 1 had always gotten herself out of bed in the 
morning and dressed herself before she propelled herself in her wheelchair down to the dining room. She 
grabbed resident 1's foot in a shaking manner and asked her if she was going to get up for breakfast. She 
noticed resident 1's foot was stiff (hard to the touch), so she looked to see if the resident was breathing. That 
was when she noticed the resident's skin color was gray.She went to SSD D's office and told her that 
resident 1 was deceased and that she needed her assistance. SSD D and CNA H went back to resident 1's 
room. There was a very large amount of blood on the resident's bed linens. She remembered SSD D 
touching the resident 1's face and saying, She was a full code too. She stated, No matter what anyone would 
have done that day, there was no way of bringing the resident back.7. Phone interview on [DATE] at 1:23 p.
m. with SSD D revealed on the morning of [DATE] around 8:24 a.m., CNA H came to SSD D's office door, 
and she was distraught. She needed help with resident 1.When she entered resident 1's room, the resident 
was gray, pale, and ashen in color. The resident's left hand was stiff and closed shut (fist position), and a 
blood clot was in the resident's hand. She could not feel an apical (heart) or femoral (major artery in the 
groin) pulse on resident 1. The resident was mottled (a blotchy appearance) from her chest on down the rest 
of her body. There was a large amount of blood on the resident's bed linens and had soaked into the 
mattress. The resident was wearing an incontinence brief. There was a very large blood clot on the inside of 
her brief.Resident 1 was considered a full code status, but it was her opinion that the resident had been 
deceased too long, and life-sustaining measures would not have changed the outcome of her dying. 
Resident 1 recently had talked to SSD D about changing her code status, but she was wanting to speak with 
her brother before she changed it.CNP G arrived at resident 1's bedside at approximately 8:30 a.m. and 
requested for the resident's temperature to be checked. CNP G determined that resident 1 had been 
deceased for 2-3 hours prior to staff finding her unresponsive.8. Phone interview on [DATE] at 2:15 p.m. with 
IDON B revealed that on [DATE] at approximately 8:35 a.m. when she entered resident 1's room, the 
resident had no pulse, was cold, and had dried blood on her fingers. There was so much blood that it 
saturated the mattress pad.SSD D had informed her that resident 1 was a full code but was beyond 
resuscitation. She confirmed that SSD D had called CNP G and MD F to inform them of the resident's 
passing. CNP G arrived at the facility, assessed the resident, and determined that the resident was 
deceased .9. Review of the provider's implemented Cardiopulmonary Resuscitation (CPR) policy dated 
[DATE] revealed the policy statement was Centers provide CPR as requested.The procedures included: 1. 
Licensed nurses (LN) employed by the center have current CPR certification. Acceptable certification is 
completed using a provider training on the American Heart Association (AHA) or Red Cross.5. A CPR 
certified licensed nurse is on duty at all times. 6. CPR is not initiated in the following instances: a. 
Decapitation - Removal of the head. b. CPR would place rescuer in danger, c. Dependent lividity - settling of 
blood, d. Transection - transverse cut/cut in half, e. Decomposition - state of rotting or decay. 7. CPR is 
initiated for those residents who: a. Have requested, through advanced directive or POLST/POST/other state 
approved methods, to have CPR initiated when cardiac or respiratory arrest occurs.9. In the event of a code 
blue event: a. Staff member identifies a resident with absence of pulse absence of breathing, b. Staff 
member immediately seeks assistance from a licensed nurse and ask another staff member to announce 
code blue, c. A staff member is assigned to obtain the [resident's] code status via POLST (state form) from 
the facility binder, d. The licensed nurse validates the [resident's] code status by reviewing the Advanced 
Directive or POLST (state form) and following their wishes.10. Review of the provider's implemented 
Advanced Directive policy dated [DATE] revealed the policy statement read, It is the policy of this facility that 
residents have the right to request, refuse, and/or discontinue treatment, to participate in or refuse to 
participate in experimental research, and to formulate an advance directive.*Definitions:- Advance Care 
Planning: is a process of communication between individuals and their healthcare agents to understand, 
reflect on, discuss, and plan for future healthcare decisions for a time when individuals are not able to make 
their own healthcare decisions.- Advance Directive: is a written instruction, such as living will or durable 
power of attorney for health care, recognized under State law (whether statutory or as recognized by the 
courts of the State), relating to the provision of health care when the individual is incapacitated. An Advance 
Directive is not a medical order for care but is taken in to account when orders for care are given.
*Procedure:- 1. During the admission process, written information is given to the resident/representative 
regarding the resident's rights to make decisions concerning medical care, including the right to request, 
refuse, and/or discontinue medical or surgical treatment, to participate in or refuse to participate in 
experimental research and the right to formulate an advance directive. This includes the right to revoke these 
decisions at any time.- 2. During the admission process, the facility identifies if the resident has an advance 
directive or medical orders related to life sustaining treatment. If the resident does, a copy is requested and 
kept in the resident's medical chart, accessible to the physician and care staff.11. Review of the provider's 
immediate implemented corrective actions revealed that CPR and Code Status Education was conducted on 
[DATE] with staff across all departments. The training covered the CPR policy, where to find the crash cart 
and code status binder, when to start CPR, and when CPR should not be started. Staff who were not present 
at the facility on [DATE] were provided the education over the phone. A post-test was created to assess the 
staff's comprehension of the training and policies. Audits included checking the supplies at the crash cart 
daily, and reviewing licensed nurse's CPR certification to ensure all licensed nurses possessed a current and 
valid CPR certificate.12. Based on the above information, noncompliance at F678 occurred on [DATE]. 
Based on the provider's [DATE] implemented corrective action for the deficient practice confirmed on 
[DATE], the noncompliance is considered past noncompliance.
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