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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to have a system in place that ensured basic life 
support was initiated immediately, as directed in the facility policy, including Cardio-Pulmonary Resuscitation 
(CPR - an emergency procedure consisting of chest compressions combined with giving breaths of air) when 
1 of 1 resident (Residents 1) was reviewed for unexpected death in the facility. The facility failed to maintain 
the required unexpired supplies & equipment on the crash carts ready for immediate use and failed to 
maintain accurate Physician Orders for Life-Sustaining Treatment (POLST) data for immediate accessibility. 
This failed practice placed 70 additional residents (Residents 3, 4, 5, 6, 7, 8, 14, 15, 16, 17, 18, 19, 20, 21, 
22, 23, 24, 25, 26, 27, 28, 29, 30, 31, 32, 33, 34, 35, 36, 37, 38, 39, 40, 41, 42, 43, 44, 45, 46, 47, 48, 49, 50, 
51, 52, 53, 54, 55, 56, 57, 58, 59, 60, 61, 62, 63, 64, 65, 66, 67, 68, 69, 70, 71, 72, 73, 74, 75, 76 & 77), who 
had current POLST to receive CPR, at serious risk for adverse outcome including death and constituted an 
Immediate Jeopardy (IJ). On [DATE] at 5:03 PM, the facility was notified of an IJ. The facility removed the 
immediacy on [DATE] after they audited the records of all residents, audited the POLST binders, audited and 
stocked the crash carts, updated the facility CPR policy, educated staff on the facility's CPR Policy and Code 
Blue Emergency process during CPR, audited and ensured licensed staff had current CPR training and 
implemented a plan of correction to sustain ongoing compliance. Findings included . Facility PolicyThe 
facility policy titled Cardiopulmonary Resuscitation (CPR), updated [DATE], showed the facility would provide 
CPR to residents as requested. CPR is initiated for those residents who: Have requested, through advanced 
directive or POLST/POST/Other state approved methods, to have CPR initiated when cardiac or respiratory 
arrest occurs, have not formulated an advanced directive nor have a valid POLST (per state guidelines) in 
their medical record. Review of the facility policy did not show the procedure, process, documentation 
expectations or staff expectations during a cardiac or respiratory arrest event. During an interview on [DATE] 
at 2:51 PM, Staff J, Registered Nurse (RN), Regional Director of Clinical Operations, stated the facility did 
not have a policy that specified the expected necessary protocols for calling a Code Blue or initiation of CPR. 
Staff J stated their expectation of staff who found a resident non-responsive, not breathing, and/or without a 
pulse, was to immediately notify a nurse, and immediately initiate CPR if they were a full code, by any CPR 
certified staff. Staff J stated the licensed staff were responsible for verifying the code status prior to initiation 
of CPR. Staff J stated the facility did not have a policy or protocol in writing of their expectations for how staff 
were expected to handle a Code Blue emergency.RESIDENT 1Review of Resident 1's POLST showed it 
was signed by the Resident on [DATE] and signed by the Nurse Practitioner on [DATE]. The form showed 
Resident 1 wanted CPR if they were not breathing and had no pulse. The form showed Resident 1 wanted 
full treatment to prolong life by all medically effective means including transfer to the hospital and intensive 
care (Full Code). Review of Resident 1's Advanced Directive Care Plan (CP), initiated [DATE], showed 
Resident 1 was their own healthcare decision maker and had been informed of their advanced care planning 
options. Interventions listed were Honor my wishes for healthcare decisions and Check my chart for code 
status.Review of a [DATE] Nursing Progress Note showed Licensed Nurse (LN) was called by NAC (Nursing 
Assistant Certified) assigned to the resident. LN assessed Resident 1 to have no pulse and was 
unresponsive, transferred resident onto the floor flat, started CPR, called 911, and came in announced fetal 
pulse present and continue CPR and full treatment to the resident. At 10:55 PM Emergency Medical 
Technician (EMT) announced Resident 1 did not make it and had passed. Review of the facility's unexpected 
death investigation, dated [DATE] showed no documented code event minutes, no documented timeline of 
events and the staff investigation statements were contradictory with each other regarding the chain of 
events. Review of the staff statements showed at 9:40 PM, Staff F, NAC, found Resident 1 unresponsive. 
Staff D, NAC stated at 9:55 PM Resident 1 was still not responding; Staff D could not tell if they were 
breathing. Staff D did not check for a pulse and did not go tell the nurse. In their statement Staff H, NAC, 
stated that Staff D came out of Resident 1's room, said they were unresponsive, and that they thought they 
were dead as they approached the nursing station. Further review of the investigative staff statements 
showed Staff C, Registered Nurse (RN), stated she called a code blue, whereas Staff G, NAC, statement 
that in fact they called the cold blue over the page system which was collaborated in others statements. Staff 
C indicated they checked Resident 1's code status, but Staff K, NAC, indicated they did. Staff C indicated 
they grabbed the crash cart and on re-interview noted the crash cart was in the room when they arrived. Staff 
K stated they retrieved the crash cart. During an interview on [DATE] at 2:32 PM, Staff K stated the incident 
occurred during shift change, it was the end of their shift and they were getting ready to leave. Staff K stated 
Staff C asked Staff D to go check on Resident 1 and when they did not get up from the nurses station to do 
so, staff K stated they went to check on Resident 1. Staff K found Resident 1 unresponsive, they felt for a 
pulse, found no pulse, called Staff C into the room. Staff C told Staff K to check the resident's code status. 
Staff K said they checked the binder, found the POLST form that indicated Resident 1 was a full code. Staff 
K said they transferred Resident 1 to the floor. Staff K stated they told the NAC next to the phone, Staff D, 
three times to pick up the phone and page a code blue, as they did not do as directed. Staff K said they told 
Staff G to call code blue, which they did. Staff G then called 911. Staff K stated around 10:10 PM, they then 
took the crash cart to the resident's room where Staff C was performing chest compressions. Review of the 
Emergency Services,911, records showed the facility's initial call was at 10:15 PM. During an interview on 
[DATE] at 11:23 AM, Staff L, Licensed Practical Nurse (LPN), Resident Care Manager (RCM), stated a 
nursing assistant did not have to wait for a nurse, they could initiate CPR if they knew the code status of the 
resident and if they were CPR certified. Review of staff records on [DATE] at 12:42 PM, showed Staff D's 
CPR certification expired [DATE]. Review showed Staff F held a current CPR certification.During an 
interview on [DATE] at 10:33 AM, Staff A, Administrator, stated all Licensed Nurses were CPR certified so 
they had ample oversight. Staff A stated that NACs were not required to be CPR certified, but the facility 
appreciated that a lot of them were. CRASH CART- CODE EVENT MINUTE FORMObservation on [DATE] 
at 11:08 AM of the crash cart at the 100 unit nurses station showed a clipboard with a Code Event Minutes 
form, revised [DATE]. The form directed staff to note the date of event, location, resident name, response 
teams names, first responder name and tile, time found, status of resident when found, time code response 
called/initiated, vital signs, Advance Directives confirmed and correctly observed, CPR provided, if oxygen 
(O2) was administered with rate and route, when Emergency Medical Services were called and when they 
responded, that the physician was notified, responsible party notified and crash cart re-stocked. On [DATE] 
at 11:26 AM, review of the Dining Room crash cart did not show a Code Event Minutes (CEM) form on a 
clipboard. At 11:33 AM observation of the 300 unit nurses station crash cart did not show a CEM form on a 
clipboard. At 11:40 AM observation of the 500 unit nurses station crash cart showed a clipboard but no CEM 
form. During an interview on [DATE] at 11:13 AM, Staff L, LPN, Resident Care Manager, stated the Code 
Event Minutes form was supposed to be filled out after the code and given to the Director of Nursing. When 
asked if they did not expect staff to fill it out as the code was going, Staff L stated it depended on how many 
staff were around to document. Staff L said checking the crash cart was a night shift staff assigned duty.
CRASH CART- NIGHT SHIFT AUDITReview of NOC [night] Shift Duties staff guidance sheet, undated, 
directed staff to check crash cart complete checksheet.On [DATE] at 12:26 PM, review of the 300-400 unit 
crash cart showed a Crash Cart Checklist was being utilized for [DATE] and did not show a Crash Cart 
Checklist was initiated for [DATE], missing checks on [DATE] through [DATE]. At 11:20 AM, review of the 
Dining Room crash cart showed a Crash Cart Daily Log Sheet (CCDLS) was being utilized and showed staff 
did not document a check for [DATE], and [DATE] through [DATE]. At 11:25 AM, review of the 100 unit crash 
cart showed CCDLS were being utilized and showed staff did not document a check for [DATE], and [DATE] 
through [DATE]. In an interview at that time, Staff L confirmed they were unable to find log sheets for [DATE]. 
During an interview on [DATE] at 11:51 PM, Staff BB, LPN, stated the NOC shift audited the crash carts 
every night and the RCMs should follow up to ensure it was done. CRASH CART- EQUIPMENT 
DESCREPANCYOn [DATE], review of log sheets posted on the facility crash carts (100/200, 300/400, 500 
unit and Dining Room) showed two different forms (Crash Cart Checklist and CCDLS) being utilized by staff 
to ensure the carts were stocked with nonexpired supplies and equipment that were ready for use. Items that 
should be on the crash cart included, from both lists: Ambu bag (a handheld medical device that provides 
temporary positive pressure ventilation to patients unable to breathe adequately on their own), oxygen and a 
suction machine.When the log sheets were compared, they had conflicting listed items. The Crash Cart 
Checklist directed staff to ensure Suction Machine assembled and ready to use, whereas the CCDL directed 
staff to check that a suction catheter kit, suction connector, Yankauer suction tip (a suction tip with a large 
opening), and suction machine were present, not assembled. Review of the 100 unit crash cart, at 11:08 AM, 
showed there were suction machine tubes present in bags, but not connected to the suction machine.During 
an interview on [DATE] at 11:13 AM, Staff L said they thought the suction machine should be set up in case 
they needed to use it and did not have the time to put it together.The Crash Cart Checklist directed staff to 
verify that Glucostrips (blood glucose test strips) were on the cart, whereas the CCDLS did not. Review of 
the 100 unit crash cart on [DATE] at 11:47 AM, showed blood glucose test strips which expired [DATE]. 
Similarly, at 11:33 AM observation of the 300 unit nurses station crash cart showed expired supplies (blood 
glucose test strips) which expired [DATE] and at 11:40 AM observation of the 500 unit nurses station crash 
cart showed expired supplies (blood glucose test strips) which expired [DATE]. On [DATE] at 11:26 AM, 
Review of the Dining Room crash cart showed no blood pressure cuff which was required per the CCDLS 
form.Review of the CCDLS showed staff were to verify a Full O2 tank with a valve, whereas the Crash Cart 
Checklist directed staff to ensure Oxygen ready to use with regulator. On [DATE] at 11:33 AM observation of 
the 300 unit nurses station crash cart showed the oxygen tank was only 25 percent full, not full per the 
requirement. On [DATE] at 11:40 AM observation of the 500 unit nurses station crash cart showed the 
Lifesaving CPR Backboard was under a mop, on top of a blue plastic tub labeled emergency box. The cart 
did not have a bag of Normal Saline. Review of the CCDLS showed staff checked and initialed on [DATE] 
that Normal Saline was present.Further review of the 100 unit crash cart, on [DATE] at 11:08 AM, showed 
the oral airway kit box was short one oral airway and there were no non-rebreather masks. Similar findings 
were noted on [DATE] at 11:26 AM when the Dining Room crash cart was observed without a non-rebreather 
mask and on [DATE] at 11:33 AM observation of the 300 unit nurses station crash cart showed no 
non-rebreather masks. During an interview on [DATE] at 12:35 PM, when asked what equipment they used 
for respiratory arrest/rescue breathing, Staff O, RN, replied, a non-rebreather mask. Staff O stated the 
non-rebreather masks were available on the crash carts. Similarly, during an interview on [DATE] at 1:00 
PM, Staff Y, LPN, replied a non-rebreather, Ambu bag and oxygen. During an interview on [DATE] at 1:10 
PM, Staff AA, Central Supply, stated they were provided with the Crash Cart Checkoff Sheet revised [DATE] 
on [DATE] just prior to 1:10 PM, and directed by their supervisor to check the contents of the crash carts. 
Staff AA stated the facility was ordering an AED Defibrillator, but they did not know where it was.Review of 
the Crash Cart Checkoff sheet provided by Staff AA showed the cart should have oxygen tank with O2 
(confirm full tank), Non-Rebreather Oxygen mask (delivers high concentrations of oxygen, using one-way 
valves to prevent rebreathing exhaled air), and an Automated External Defibrillator (AED - a lightweight, 
portable device that delivers an electric shock through the chest to the heart when it detects an abnormal 
rhythm and changes the rhythm back to normal) (if Applicable).During an interview on [DATE] at 11:51 PM 
Staff BB, LPN, stated the facility had an AED, but the facility had not used it as it needed to be hung up in a 
central location. During an interview on [DATE] at 12:45 PM Staff V, LPN, stated they thought the AED was 
located on the Medicare unit. On [DATE] an AED was observed in a box, in the Director of Nursing's office. 
During staff interviews on [DATE] staff were asked where resident's code status were located: at 12:15, Staff 
N, LPN, stated in PCC (resident's electronic medical record) and one of the binders at the nurses station; at 
12:45 PM, Staff V, LPN, stated in the physician orders and POLST were located in the binders at the nurse 
station and were also scanned into the electronic record; at 1:00 PM, Staff Y, LPN, stated on a list at the 
nurses station on the 500-unit, in the electronic Medication Administration Record, and the original POLST in 
the binder; at 1:10 PM, Staff Z, NAC, stated in the care plan and/or ask the nurse.During an interview on 
[DATE] at 1:14 PM, Staff W, Medical Records, stated the facility no longer entered residents' code status into 
the physician orders. In the computer program under Code Status is written, For Advanced Directives and 
Code Status and/or POLST, see Disaster Recovery binder at nurses station. The process was changed on 
or around [DATE].During a review of the resident list and POLST binders at each nurse station on [DATE] at 
1:21 PM showed:-Resident 11 was readmitted to the facility on [DATE] and was in room [ROOM NUMBER] 
A but no POLST was in the binder.-Resident 8 was admitted on [DATE] and was in room [ROOM 
NUMBER]A, but the POLST in the binder was for Resident 9.-Resident 9 moved to room [ROOM NUMBER] 
on [DATE]. Review of the binder on the 300-unit showed no POLST form for Resident 9.-Resident 12 census 
showed they were in room [ROOM NUMBER]B but moved to room [ROOM NUMBER]B on [DATE]. Resident 
12's POLST was not found in the POLST binder under 107B but was located under room [ROOM 
NUMBER]B and was not moved when the resident moved.-The resident residing in 214A's POLST was 
under room [ROOM NUMBER]B and the resident residing in 214B's POLST was under room [ROOM 
NUMBER]A.-Resident 10's POLST was in the binder, but they were not listed on the census. Record review 
showed Resident 10 was discharged on [DATE].An observation of the 500-unit nurse station on [DATE] at 
1:21 PM showed a list dated [DATE] was posted that contained 32 residents under the care of a Named 
healthcare group and the resident's current code status. Review of the posted list, in comparison with the 
POLSTs in the binders, showed Resident 78's POLST, dated [DATE], showed the resident opted for 
comfort-focused treatment and Do Not Attempt Resuscitation (DNAR). According to the posted list Resident 
78 was DNR/DNI (Do Not Intubate, use of selective treatment) rather than DNR/Comfort.A review of resident 
code status and POLSTs on [DATE] showed 70 residents (Residents 3, 4, 5, 6, 7, 8, 14, 15, 16, 17, 18, 19, 
20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30, 31, 32, 33, 34, 35, 36, 37, 38, 39, 40, 41, 42, 43, 44, 45, 46, 47, 48, 
49, 50, 51, 52, 53, 54, 55, 56, 57, 58, 59, 60, 61, 62, 63, 64, 65, 66, 67, 68, 69, 70, 71, 72, 73, 74, 75, 76 & 
77) had current POLSTs to receive CPR according to the facility policy. These 70 residents all resided in the 
facility on [DATE].REFERENCE: WAC 388-97-1060(1).
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way 
that maximizes each resident's well being.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure 2 of 5 staff (Staff N & O) reviewed had 
the appropriate knowledge, competencies, and skill sets to provide nursing and related services, including 
Cardio-Pulmonary Resuscitation (CPR - an emergency procedure consisting of chest compressions 
combined with giving breaths of air), to assure resident safety and attain or maintain the highest practicable 
physical, mental and psychosocial well-being of each resident as determined by resident assessments, 
individual plans of care, and facility policy. Failure of the nursing staff to demonstrate a measurable pattern of 
knowledge, skills, abilities, behaviors, and other characteristics needed to successfully perform work roles or 
occupational functions resulted in deficiencies related to the competency of nursing staff and placed 
residents at risk for unmet care needs including not receiving CPR if/when needed, a diminished quality of 
life, and adverse outcomes including death.Findings included .<Facility Policy>The facility Cardiopulmonary 
Resuscitation (CPR) Policy, updated [DATE] showed Licensed nurses (LN) employed by the center have 
current CPR certification. CPR certification is reviewed routinely by the center to validate current certification 
is maintained for LN personnel. STAFF NDuring an interview on [DATE] at 12:15 PM, when asked what 
equipment they wound use in the event of respiratory arrest, Staff N, Licensed Practical Nurse (LPN), did not 
know. When asked what equipment was needed to perform CPR, Staff N replied, hands and was unable to 
name other equipment that may be needed. Review of Staff N's CPR certification showed it expired [DATE]. 
STAFF ODuring an interview on [DATE] at 12:35 PM Staff O, Registered Nurse (RN), stated they had 
received CPR training and had a current certification. Review of Staff O's CPR certification showed it expired 
[DATE].In an interview on [DATE] at 12:42 PM, Staff M, AP-Payroll, stated they were told the nurses had to 
have CPR and it was recommended for Nursing Assistants to have CPR, but not mandatory. Staff M stated 
they were trying to get another CPR class scheduled. Refer to F678 - Cardiopulmonary Resuscitation.
REFERENCE: WAC 388-97-1080(1)
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F 0839

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Employ staff that are licensed, certified, or registered in accordance with state laws.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure 1 of 8 out of state licensed nurses (Staff C) reviewed 
had a multistate license authorizing practice in the state the facility was located. This failure placed residents 
at risk of receiving care from an unlicensed and unqualified individual.Findings included . On [DATE] 
Resident 1 experienced a change in condition, and coded. CPR (Cardiopulmonary Resuscitation) was 
started, 911 notified, medics continued CPR and pronounced Resident 1 deceased . The assigned nurse, 
Staff C, Registered Nurse (RN),was suspended pending investigation. On [DATE] at 6:55 PM, Staff A, 
Administrator documented the facility investigation substantiated that Staff C did not meet the standard of 
care when responding to a reported change in condition. Staff C was terminated and license reported. 
Record review showed Staff C, was hired [DATE], and had a California State RN license with an expiration 
date of [DATE]. Review of the license verification report showed Staff C was only authorized to practice in 
California. During an interview on [DATE] at 12:42 PM, Staff M, AP-Payroll, stated Staff C, had an out of 
state license and was one of the facility's first compact nurse license (a compact nursing license/multi-state 
license, allows a nurse to practice in participating states without having to get a separate license in each 
state). Staff M stated they verify licensure online. Staff M stated (prior to termination) Staff C worked at the 
facility full time. Staff M was unable to explain how Staff C worked at the facility without authorization to 
practice in the state. Refer to F678 - Cardiopulmonary Resuscitation.Reference WAC 388-08-1660(1)(a)
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