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F 0678 Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to
physician orders and the resident’s advance directives.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .

Residents Affected - Few Based on interviews and record review, the facility failed to ensure that advance directives were
implemented on admission for 1 of 7 (1) residents reviewed for advance directives. This failure placed
residents at risk for not having advanced directives honored and a diminished quality of life.

Findings included .

Corporate entity policy/document titled, Advance Directives, dated [DATE], showed, upon admission, the
resident will be provided with written information concerning the right to refuse or accept medical or surgical
treatment and to formulate an advance directive if he or she chooses to do so. In addition, facility staff will
verify the residents' wishes with regard to urgent or emergency care, including the use of cardiopulmonary
resuscitation (CPR). Washington State requires the facility to use CPR with nursing home residents unless
the resident's guidelines state 'No CPR.

Resident 1 admitted to the facility on [DATE] for rehab services. The 5-day Minimum data set assessment,
dated [DATE], indicated the resident was cognitively intact.

The acute care transfer orders showed Resident 1 was a full code (indicating to perform CPR). Resident 1
also had advanced directives in the Electronic Health Record (EHR) indicating they opted for no CPR.

On [DATE] at 3:00 PM, Staff C, admission Nurse and Licensed Practical Nurse said he would transcribe the
Code status order from the transfer orders into the EHR at the facility. Staff C looked at the EHR and said
whoever did the admission for Resident 1 did not follow the process. Staff C said he did not orinarily validate
the transfer order with the resident for accuracy.

On [DATE] at 4:39 PM, Staff B, Director of Nursing and Registered Nurse said the order for CPR should
have been entered into the EHR upon admission. Staff B said the Nurse Practitioner or Medical Doctor would
talk with the resident about advanced directives and have the resident/designee sign a Physician Order for
Life Sustaining Treatment (POLST) form within 48 hours of admission. Staff B said this was the expectation.
Staff B provided a blank POLST form for Resident 1 indicating this was not completed.

(continued on next page)
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F 0678

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

On [DATE] at 4:50 PM, Staff D, Nurse Practitioner, said that he was responsible for discussing advanced
directives with new admission residents. Staff D said he was unaware of Resident 1 having advanced
directives in place. Staff D was unable to recall why Resident 1 did not complete a POLST. Staff D said that
if a resident was unable to sign or unwilling, he would give the POLST form to the nursing staff to follow up.
Staff D said the process was not streamlined.

On [DATE] at 12:32 PM, Staff B said the transfer order should have been transcribed in the EHR. Staff B
was unable to find the CPR status for Resident 1 in the EHR. Staff B said she was not sure why the POLST
form was never filled out for Resident 1. Staff B said if there was conflicting information regarding CPR status
the Physician should have been notified for clarification. Staff B said this would be the expectation. Staff B
was unable to find documentation supporting this in the EHR.
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