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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review the facility failed to ensure all alleged violations involving 
mistreatment, neglect, or abuse were reported to other officials in accordance with State law through 
established procedures for 1 of 3 residents (R2) reviewed for abuse/neglect. A staff member was aware of a 
potential allegation of abuse, and it was not immediately reported to the administrator or designee.This is 
evidenced by:The Facility Policy, titled, Abuse, Neglect, and Exploitation, indicates, in part: Policy: It is the 
policy of this facility to provide protections for the health, welfare and rights of each resident by developing 
and implementing written policies and procedures that prohibit and prevent abuse, neglect, exploitation and 
misappropriation of resident property.VII. Reporting/Response. A. The facility will have written procedures 
that include: 1. Reporting of all alleged violations to the Administrator, state agency, adult protective services 
and to all other required agencies (e.g., law enforcement when applicable) within specified timeframes: a. 
Immediately, but not later than 2 hours after the allegation is made, if the events that cause the allegation 
involve abuse or result in serious bodily injury.Review of the Alleged Nursing Home Resident Mistreatment, 
Neglect, and Abuse Report, with a Report Submitted Date of 5/27/25, indicates the following:.Summary of 
Incident: Allegation Type: Abuse: Hitting, slapping, threats of harm, assault, humiliation.Name - Affected 
Person: R2.Is date and time when occurred known? YesDate occurred: 5/23/25Time occurred: 3:46PMIs 
occurred date and time estimated: YesDate discovered: 5/27/25Brief Summary of Incident: A staff member 
was in the restroom assisting a resident use [sic] the bathroom. The resident's wife was in the room as well. 
It was reported that the wife was yelling at him and slapped his bare bottom. The wife also grabbed his face 
and said they can't slap you, but I can. Staff wrote a statement and put it under the supervisors [sic] door.The 
supervisor didn't work until 4 days later.On 7/22/25 at 11:23 AM, Surveyors interviewed CNA C (Certified 
Nursing Assistant) via telephone. During the interview CNA C indicated if she has a concern for abuse she is 
to contact her supervisor and fill out a statement. Surveyors reviewed with CNA C her written statement, 
found in the self-report involving R2, provided by the facility. CNA C confirmed it was her statement, and she 
had written it about an hour after witnessing the above incident with R2. CNA C indicated that she had talked 
to her supervisor who told her to write it up and to leave it, she believes, in the social worker's office. Of note, 
surveyors attempted to contact the supervisor CNA C indicated in her interview without success. On 7/22/25 
at 12:00 PM, Surveyors interviewed SSS N (Social Services Supervisor) about the allegation noted above 
involving R2. During the interview SSS N indicated that CNA C reported the incident by putting a note under 
the NCC's (Nursing Care Coordinator) office door. SSS N indicated she provided 1:1 training via a phone call 
with CNA C and reviewed the reporting policy of calling a supervisor or administrator immediately. SSS N 
indicated that if a supervisor is notified of an allegation by a CNA they should call the NHA (Nursing Home 
Administrator), DON (Director of Nursing), or herself. SSS N indicated she did not document the education 
provided to CNA C.On 7/22/25 at 1:25 PM, Surveyors interviewed Consultant O, who was the INHA (Interim 
Nursing Home Administrator) at the time of the incident with R2. Surveyors asked how the facility ensured 
agency staff received the abuse education after the incident with R2. Consultant O indicated the education 
was left by the time clock for review, however, they did not have any type of sign off sheet for staff to sign off 
they completed the education. Surveyors requested a list of agency staff that have worked since the incident 
with R2. On 7/23/25 at 9:58 AM, NHA A provided a list of agency staff that he indicated had not received the 
abuse education after the above incident with R2. There are 103 names on the document provided. On 
7/23/25 at 8:52 AM, Surveyors interviewed NHA A who indicated he is the abuse officer for the facility, and 
he works with SSS N and the DON as a team on investigations. NHA A indicated that staff are to report 
allegations of abuse to himself, the DON, or SSS N. Surveyor asked NHA A how they ensured agency staff 
received the education that was provided on reporting after the incident with R2. NHA A indicated they leave 
the education by the time clock for them to read. Surveyor asked NHA A how they ensure that the staff read 
the information. NHA A indicated they check it as best they can. Surveyor asked NHA A if the facility should 
be ensuring that all staff have had the education prior to working their next shift. NHA A indicated, yes. NHA 
A indicated he was not working in the facility during the incident with R2 and requested to have Consultant 
O, join the interview. Consultant O joined the interview and confirmed he was the INHA during the incident 
with R2. Surveyors asked Consultant O if there was a concern with the way the incident with R2 was 
reported. Consultant O indicated, yes, it should have been reported to him and not put under a door.
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

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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F 0678

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to immediately provide basic life support, 
including cardiopulmonary resuscitation (CPR) to a resident requiring emergency care for 1 of 3 residents 
(R1) reviewed for code status. This has the potential to affect 12 full code residents that reside in the facility. 
R1 is a full code and was found on the floor of his room unresponsive on [DATE]. A Registered Nurse (RN) 
failed to initiate CPR immediately, the facility failed to ensure that staff were competent in using basic life 
support equipment, and failed to ensure that there was always a CPR-certified staff member in the building.
The facility's failure to provide immediate life saving measures to a resident who wished to have basic life 
support measures initiated such as CPR, failure to ensure that a CPR certified staff member was in the 
building at all times, failure to ensure all staff were aware of where lifesaving equipment was located and 
were able to demonstrate competency of basic lifesaving equipment in a code blue situation created a 
finding of immediate jeopardy that began on [DATE]. Surveyors notified NHA A (Nursing Home 
Administrator) and DON B (Director of Nursing) of the immediate jeopardy on [DATE] at 4:33 PM. The 
immediate jeopardy was removed on [DATE]; however, the deficient practice continues at a severity/scope 
level of E (potential for more than minimal harm/pattern) as the facility continues to implement its action plan. 
This is evidenced by:Per CMS (Centers for Medicare and Medicaid Services) Cardiopulmonary resuscitation 
(CPR) memo 14-01 revised [DATE], CPR refers to any medical intervention used to restore circulatory 
and/or respiratory function that has ceased. When addressing full-code residents: If a resident experiences a 
cardiac or respiratory arrest and the resident does not show obvious clinical signs of irreversible death (e.g., 
rigor mortis, dependent lividity, decapitation, transection, or decomposition,) facility staff must provide basic 
life support, including CPR, prior to the arrival of emergency medical services.Facility policy titled, 
Cardiopulmonary Resuscitation (CPR), dated [DATE] with revision date of [DATE], states in part, .1. The 
facility will follow current American Heart Association (AHA) guidelines regarding CPR. 2. If a resident 
experiences a cardiac arrest, facility staff will provide basic life support, including CPR, prior to the arrival of 
emergency medical services, and. 3. CPR certified staff will be available at all times. R1 was admitted to the 
facility on [DATE] with diagnoses that include Pneumonia due to Pseudomonas, Other Non-specific 
Abnormal finding of lung field, Chronic Obstructive Pulmonary Disease unspecified, Weakness Unspecified, 
Essential Primary Hypertension, Malignant Neoplasm of the Prostate, and Anemia.R1's most recent 
Minimum Data Set (MDS) dated [DATE] states that R1 has a Brief Interview for Mental Status (BIMS) of 13, 
indicating that R1 was cognitively intact. The MDS also indicates that R1 required substantial/maximum 
assistance for all mobility and transfer needs.R1's Advance Directives dated [DATE] state that R1 chose to 
remain a full code. If found unresponsive, pulseless and not breathing, R1 wished to have CPR performed.
R1's Care Plan dated [DATE] with revision date of [DATE] states, in part: I have emphysema/COPD (Chronic 
Obstructive Pulmonary Disease) related to history of smoking. Interventions include: Monitor for 
signs/symptoms of acute respiratory insufficiency, Anxiety, confusion, restlessness, Shortness of Breath 
(SOB) at rest, cyanosis (bluish discoloration of the skin), somnolence (excessive drowsiness) . I have oxygen 
therapy related to acute hypoxic respiratory failure (lack of oxygen), history of mass of right lung and COPD. 
Interventions include: Monitor for signs/symptoms of respiratory distress and report to MD (Medical Doctor) 
PRN (as needed): Respirations, Pulse oximetry, increased heart rate, restlessness, diaphoresis (sweating), 
headaches, lethargy, confusion, atelectasis (collapsed lung), hemoptysis (coughing up blood), pleuritic pain 
(chest pain due to inflammation of the lining of the lung), cough accessory muscle usage, skin color. Oxygen 
settings: O2 via nasal cannula at 1L/min at rest and 3L/min with activity. R1's Physician Orders include, in 
part:--CPR (Cardiopulmonary Resuscitation). Order Date: [DATE]. No end date.--Facility parameters for vital 
signs include O2 less than 88%. Order Date [DATE]. No end date.--Oxygen 1L/min at rest and 3L/min with 
activity via nasal cannula every shift. Order Date: [DATE]. No end date.--Portable oxygen for activities as 
tolerated. Order Date: [DATE]. No end date. R1's Progress Notes include:On [DATE] at 1:40 PM, RN/NCC M 
(Registered Nurse/Nursing Care Coordinator) Nursing Note: Per NP (Nurse practitioner): Resident at (Facility 
name). Resident developed hypoxemia while working with therapy today. He reported shortness of breath 
with standing and pivoting. Therapy checked his oxygen level and it was 73%. Oxygen via nasal cannula 
was increased to 4L, but still stating 74-76% . He denies any dizziness, lightheadedness, chest pain. He 
does have wheezing and edema. He has an appointment with oncology today and both resident and son 
really want to get him there. Ordered a one-time DuoNeb treatment and sats (oxygen saturation in blood) 
improved to 92%. Son transported him to appointment with portable oxygen. Electronically signed by NP G 
(Nurse Practitioner) on [DATE] at 12:10 PM. On [DATE], Physical Therapy Note: . Pt attempts stand transfer 
X2 (times two) attempts however pt. (patient) unable to come to full stand. Writer retrieves second assist. On 
3rd stand pt. performs sit to stand moderate Assist X2 with pt. putting hands on walker. Pt stands with BUE 
(bilateral upper extremity) support on walker CGA (contact guard assist) while CNA (Certified Nursing 
Assistant) holds urinal for pt. to urinate. When pt. is done urinating writer cues pt. to pivot to w/c (wheelchair) 
with 4WW (four wheeled walker), pt. has difficulty picking up and pt. reports having a hard time breathing. 
Writer has pt. sit down in recliner chair. SPO2 (saturation of peripheral oxygen) taken 72%-76% on 3.5 L 
increased to 4L (liters oxygen). Writer does not leave pts room and asks CNA to notify NCC (Nursing Care 
Coordinator) regarding low O2 sats NP and NCC enter pts room. NP assess pt., son enters room while 
assessing pt. NP explains to son regarding O2 sats and offers breathing treatment before leaving for doctor 
appointment. Pt agreeable. Response to Tx: Pt reports severe exertion with transfers and standing. Pt 
assessed by NP during session for low O2 sats. Electronically signed by PTA P (Physical Therapist 
Assistant) at 3:54 PM. On [DATE], Occupational Therapy Note: Pt (patient) on 4L O2, had just received a 
breathing tx. (treatment) which increased his PO2 (pulse oximetry) from 72% to 92%. Pt required AX 2-3 
(assist of 2-3) to transfer into vehicle with his son to go to oncology appointment. Electronically signed by OT 
Q (Occupational Therapist) at 2:41 PM. On [DATE], R1 was seen for an office visit at the (Name of oncology 
clinic.) R1's Oncology Note includes, in part: . Exam: Lungs have decreased air filling in the right upper lobe 
otherwise with good breath sounds bilaterally on 4L (4 liters) NC (nasal cannula) O2 (supplemental oxygen). 
Assessment: RUL (right upper lobe) bronchial narrowing that is likely the source of his respiratory difficulties 
and increased O2 needs. tenuous respiratory status. Vital signs: SpO2 87% .On [DATE] at 8:24 AM, 
Surveyor interviewed NP G (Nurse Practitioner) and asked if R1's hypoxic episode on [DATE] was a change 
in condition. NP G stated yes, R1 had not been that hypoxic before. Surveyor asked if an assessment should 
have been done following R1's return from oncology appt. NP G stated that NP G had not ordered further 
assessments, as NP G did not believe that R1 would return to the facility following the appointment. Surveyor 
asked if NP G felt that an assessment should have been performed by staff when R1 did return from the 
appointment. NP G stated yes, given what R1 was like before R1 left, NP G would hope so.Of note: There is 
no documentation of what time R1 arrived back to the facility after his oncology appointment. There is no 
documentation that any respiratory assessments or monitoring was completed upon R1's return to the facility.
On [DATE] at 5:07 AM (Late Entry), RN D (Registered Nurse) Nursing Note: I last saw resident when I came 
over to. unit at 11:30 PM on [DATE]th. Around 2:00 AM-2:30 AM, CNAs answered residents call light he 
needed to use the bathroom. He sat on the edge of the bed and used his urinal. I was on break from 2:30AM 
- 3:00 AM. I started passing meds at 4:15 AM. I got to R1's room at 5:07 AM, his door was shut. I walked in 
to him face down laying right next to his bed on the floor. His head was at the base of the bed and feet at the 
top of the bed. He was slightly turned on his left shoulder. Arms were straight down next to his side. I walked 
over to him yelling his name and tried to flip him over onto his back. I noticed right away he had a laceration 
on his forehead. His face was slightly blueish in color. I immediately yelled for help. CNA R (Certified Nursing 
Assistant) came from another resident's room. I then ran to LPN E (Licensed Practical Nurse) who was the 
supervisor. to come up because the resident was on the floor and not breathing. As she ran down to his 
room I looked up on the computer his code status which was CPR. LPN E started CPR right away, CNA F 
dialed 911, the call went out at 5:13 AM. We did CPR until the police, fire dept, and ambulance showed up 
around 5:22 AM.Of note: per RN D's documentation above, RN D did not check R1's code status or initiate 
CPR immediately upon finding R1 down with his face slightly blueish in color. On [DATE] at 10:04 PM, LPN 
E (Licensed Practical Nurse) Nursing Note: Late entry for [DATE] at 0500 (5:00 AM). Writer was. starting 
0600 (6:00 AM) medication pass. Second Floor RN (Registered Nurse) came to writer frantically stating that 
resident was on the floor in his room unresponsive. Writer immediately locked medication cart and came to 
the resident's room. Resident was face down on floor with top of head towards window next to his bed. 
Writer felt for a pulse. No pulse was found. Second Floor RN stated that he was a full code. Writer 
immediately rolled patient from prone to supine position and initiated CPR. CNA called 911 about PNB 
(pulseless non-breather) with CPR in progress. (Town name) . EMT (Emergency Medical Team) entered 
room and began prepping resident. [NAME] Deputy immediately followed EMT and took over compressions 
from writer. EMS (Emergency Medical Services) followed within 2 minutes. EMS continued lifesaving efforts. 
Writer let the EMS and (Town name) Fire Department continue with life saving measures at that time. Writer 
went to first floor and contact [sic] DON B (Director of Nursing) at 0536 (5:36 AM) to inform her of PNB and 
CPR in progress for resident. Efforts to continue lifesaving efforts for resident were ceased. Coroner called. 
On [DATE] at 2:20 PM, Surveyor interviewed CNA F who indicated that on [DATE] at a little past 5:00 AM, 
CNA F was working with a resident when RN D came to the room and said that R1 was on the floor. CNA F 
indicated leaving the resident and going to R1's room and noting R1 on the floor face down. CNA F indicated 
RN D stated RN D needed to get LPN E and left the room. Surveyor asked if RN D gave any instructions 
prior to leaving the room. CNA F stated no. CNA F indicated CNA F remained with R1, checking for 
responsiveness by rubbing R1's back. CNA F indicated CNA F recalls hearing that R1 was a full code, 
turning R1 over onto his back, and LPN E starting compressions. CNA F called 911. Surveyor asked CNA F 
who can perform CPR. CNA F stated everyone is supposed to, but staff looks to the nurses to do it. CNA F 
stated CNA F is not current in CPR certification. Surveyor asked how much time elapsed between CNA F 
arriving in R1's room and LPN E starting compressions. CNA F stated about 4-5 minutes.On [DATE] at 12:11 
PM, Surveyor interviewed LPN E and asked about low oxygen levels. LPN E stated LPN E would check 
orders, turn up the oxygen level and notify the provider. LPN E indicated need to go back and recheck 
oxygen levels within 30 minutes to ensure resident is doing OK and then performing follow up assessments. 
Surveyor asked about R1. LPN E stated on [DATE], LPN E was the supervisor and RN D was working on the 
second floor. LPN E stated RN D came to the first floor where LPN E was about to pass medications, and 
RN D stated R1 was on the floor and unresponsive. LPN E indicated both nurses went up to the second floor 
to R1's room and LPN E checked for a carotid pulse and found none, then asked for R1's code status. LPN E 
stated RN D left the room to go to the computer and returned stating full code. LPN E then began 
compressions and told a CNA in the doorway to call 911. LPN E stated they needed an ambu bag, so RN D 
took over compressions. LPN E stated LPN E couldn't recall where the ambu bag would be, so looked 
around and found one in the locked medication room. LPN E stated on return to R1's room, LPN E tried 
giving breaths, but it wasn't working properly, so they did another switch and LPN E resumed compressions. 
LPN E stated EMS arrived and took over care. LPN E left the room, called DON B to report, and went back 
to first floor. Surveyor asked about emergency supplies. LPN E stated LPN E did not call for or obtain the 
AED or the emergency bag by elevator 2. LPN E indicated having no knowledge of what is contained in the 
emergency bag and stated there was never really any education on that.On [DATE] at 10:25 AM, DON B 
(Director of Nursing) Nursing Note: Resident was found by nursing staff on the floor next to his bed around 
5:00 AM this morning. Resident was unresponsive, CPR was initiated, and 911 was notified. Coroner was 
contacted, investigated, and pronounced death at 0642 (6:42 AM) . The Emergency Medical Services (EMS) 
report dated [DATE] states in part: Response Time: EMS notified at 5:15 AM, the unit was enroute to the 
facility at 5:18 AM, arrived at the facility at 5:20 AM, was with the patient at 5:23 AM, and conducted first 
exam of patient at 5:24 AM. Resuscitation efforts were discontinued at 5:49 AM. The EMS Note states, in 
part: EMS responded immediately to a 911 call for an [AGE] year-old male found pulseless and not breathing 
by staff at 5:02 AM. Last known well time was 1:30 AM. The pt. was found in a supine position on the floor 
with bystander CPR in progress. CPR was continued by (Town name) Rural First Response throughout the 
call. There is dried blood on the patient's head appears he fell where found and hit his head. The defibrillator 
was placed on the pt. The rhythm was interpreted as asystole by paramedic. Possible lividity was noted. No 
vital signs noted. Assessment Summary, Skin Description: cold, lividity, dry. Mental status: unresponsive. 
Disposition: Dead at Scene.On [DATE] at 2:44 PM, Surveyor interviewed EMSC I (Emergency Medical 
Services Chief) and asked about the EMS report comment of possible lividity. EMSC I stated it means that it 
could have been lividity, but it could have been something else. CPR was active on arrival and we continued. 
Surveyor asked, if CPR had not already been started, would EMS have started CPR. EMSC I stated yes. 
R1's Death Notification Note, states, in part: Resident was found unresponsive and bleeding from the right 
side of his forehead, on the floor of his bedroom this morning around 5:00 AM when nursing staff went to 
give him his medication. Resident was last seen around 3:00 AM by CNA and he was sleeping at that time. 
CPR was initiated due to resident's full code status and 911 contacted. (county name) Coroner came, 
investigated, and pronounced death at 0642. Coroner advised that it appeared to be an accidental death 
related to unwitnessed fall.On [DATE] at 10:36 AM, Surveyor interviewed RN D (Registered Nurse) and 
asked about residents with low oxygen levels. RN D indicated that oxygen would be applied / turned up, a 
nebulizer treatment would be given per order, and oxygen level would be rechecked. If the resident's level 
was back up to 90%, the oxygen level would be lowered and the resident would be reassessed in a couple of 
hours to ensure their level was sufficient. Surveyor asked how staff was aware of a resident's code status. 
RN D stated that recently the room name plate was changed to green for a full code. RN D stated that some 
of the DNRs (Do Not Resuscitate) wear bracelets, otherwise the information was in the computer in the 
banner of the electronic health record. Surveyor asked who is able to perform CPR (cardiopulmonary 
resuscitation) in the facility. RN D stated that anyone who is certified can perform CPR; all of the nurses have 
to be certified. Surveyor asked about R1's status on [DATE]. RN D indicated that RN D had walked into R1's 
room about 5:10 AM and found R1 face down on the floor, parallel to the bed, with feet by the head end of 
bed. RN D rolled him over and R1 was limp. RN D felt R1's neck for a carotid pulse for about 5 seconds and 
watched R1's chest for breaths for about 5 seconds and determined R1 was pulseless and non-breathing. 
RN D yelled for the CNAs on the unit, and when they arrived, RN D left R1's room, took the elevator at the 
far end of the hall down to level 1 and found LPN E (Licensed Practical Nurse) midway up the hallway. RN D 
told LPN E that R1 was on the floor pulseless, and they went back up the elevator to level 2 to R1's room. 
RN D indicated that LPN E asked about R1's code status and RN D went into the computer to find the 
information. RN D noted that R1 was a full code and yelled the information to LPN E. RN D indicated that 
LPN E initiated compressions and told a CNA to call 911. RN D told LPN E that RN D could take over 
compressions. RN D indicated that LPN E then left to get an Ambu bag (artificial manual breathing unit). RN 
D indicated that compressions were done for about 5 minutes prior to EMS (Emergency Medical Services) 
arrival and on arrival, EMS took over and RN D went back to passing morning medications. RN D stated that 
following the event, the facility provided RN D with education on CPR and disciplined RN D for going to get 
LPN E.On [DATE] at 2:19 PM, Surveyor interviewed CNA S and asked if she had received any education on 
code status or CPR. CNA S indicated that they had received education after the incident with R1, but that 
was the first time receiving education that she could remember. Surveyor asked CNA S if she was aware of 
where the bag with emergency supplies for a code blue was located. CNA S stated no, she did not know 
where the emergency supplies were kept.On [DATE] at 2:03 PM, Surveyor interviewed LPN U, who reviewed 
the contents of the emergency supply bag with Surveyor on the 1st floor. Surveyor asked LPN U where 
additional emergency supplies were located, such as oxygen and suctioning. LPN U stated she wasn't 100% 
sure, but that she didn't believe that they did those things at the facility, that they would have to wait for EMS 
to arrive. Surveyor asked LPN U if she had done any code drills prior to the incident involving R1. LPN U 
stated she had not done any code drills.On [DATE] at 9:46 AM, Surveyor interviewed DON B (Director of 
Nursing) and asked who can perform CPR. DON B stated anyone that is certified. Surveyor asked when 
CPR is to be started. DON B stated if the resident is a full code, CPR is started as soon as they are found 
unresponsive. Surveyor asked how help is summoned in an emergency. DON B stated call light activation 
and unit cell phones carried by nurses. Surveyor asked if there is emergency equipment for use in a code. 
DON B stated yes, an AED (Automated External Defibrillator) and an emergency bag. DON B indicated there 
is oxygen in the storage room. Surveyor asked if CPR was expected to be initiated at the time that R1 was 
found unresponsive. DON B stated if the code status was known. DON B indicated the code status was 
located in the computer.On [DATE] at 10:43 AM, Surveyor interviewed NHA A (Nursing Home Administrator) 
and asked who is expected to perform CPR. NHA A stated anyone who is CPR certified. Surveyor asked if 
any staff are required to have certification. NHA A stated no, the policy states that someone who is certified 
needs to be on duty. Surveyor asked how the facility ensures that a CPR certified staff member is on duty. 
NHA A stated when making the schedule, the scheduler looks. Surveyor asked when CPR is expected to 
begin. NHA A stated as soon as they realize the code status. Surveyor asked if staff is expected to know the 
code status. NHA A stated staff should be knowledgeable of the code status. Surveyor asked about 
emergency equipment. NHA A stated staff are shown the location of the equipment during orientation, and 
they are expected to know where it is located. Surveyor asked if there was a delay in starting CPR for R1. 
NHA A stated cannot confirm nor deny. Surveyor asked if RN D was expected to know R1's code status prior 
to leaving R1 and getting LPN E. NHA A stated yes, RN D should have known. Surveyor asked if facility 
would expect RN D to begin CPR when finding R1 unresponsive and pulseless. NHA A stated would expect 
someone who is CPR certified to start CPR upon finding the code status.On [DATE] at 10:55 AM, Surveyor 
interviewed SC H (Staffing Coordinator) and asked if SC H completes the nursing schedule. SC H stated 
yes. Surveyor asked if SC H considers CPR certification when making the schedule. SC H stated no, I don't 
look at that. Surveyor asked about CPR certifications at the facility. SC H stated the nurses are certified and 
some of the CNAs. Surveyor asked for documentation of certification for LPN K and ADON L (Assistant 
Director of Nursing). SC H stated ADON L did at times work PM shift but has been off work since [DATE]. 
LPN K was on schedule for [DATE]. No documentation of certification for LPN K or ADON L was provided. 
Of note, per Scheduler H she does not look at CPR certification when scheduling staff, though NHA A 
indicated the scheduler ensures a CPR certified staff member is always on duty. Therefore, there is no 
system in place to ensure there is a CPR certified staff member on duty each shift in case of an emergency. 
On [DATE] at 11:03 AM, Surveyor interviewed DON B and CCO J (Corporate Compliance Officer) about 
their mock code drills. DON B stated that they were not able to find any documentation of the previous 
administration doing mock drills. Surveyor asked when she started in the DON role. DON B stated she 
started in [DATE] as the DON. Surveyor asked DON B if there had been any mock code drills from [DATE] to 
the incident with R1 on [DATE]. DON B stated there had not been any mock code drills since she had been 
the DON. CCO J indicated that they are conducting mock code drills routinely now, and that they did one on 
[DATE], one on [DATE], and one today ([DATE]).Surveyor reviewed the Mock Code Evaluation Checklist 
provided by the facility and noted that CNA/CMA V had indicated on her evaluation form, no oxygen tank in 
the building.On [DATE] at 2:04 PM, Surveyor interviewed CCO J (Corporate Compliance Officer) and asked 
if when completing the facility PIP (Performance Improvement Plan), if the facility found there was a delay in 
treatment / delay in starting CPR for R1. CCO J stated yes, we did.On [DATE] at 4:33 PM, Surveyor 
interviewed DON B and EVS T (Environmental Services). Surveyor asked DON B about the Mock Code 
Evaluation Checklists that were provided to Surveyor, noting that 5 of them had the date of survey ([DATE]) 
but were only signed by one participant. Surveyor asked DON B if all the things indicated on the mock code 
checklist had included a return demonstration to ensure skills competency. DON B stated those were skills 
evaluations, that they had discussed all the items on the list and answered questions, but there had been no 
return demonstration. Surveyor asked DON B about CNA/CMA V's checklist form that indicated no oxygen 
tank in the building. DON B stated they have oxygen concentrators. Surveyor asked DON B what oxygen 
source had been used in R1's incident. DON B stated R1 had an oxygen concentrator. Surveyor asked DON 
B if an oxygen concentrator could be used with an Ambu bag. DON B stated she would have to get back to 
Surveyor on that. EVS T confirmed they did not have any oxygen cylinders in the building but they had them 
at the HR (Human Resources) building and he could get one.On [DATE] at 4:34 PM, Surveyor interviewed 
RN M and asked about training on codes. RN M stated a mock code had been completed and RN M had to 
check the scene, check pulse and respirations, call for help, check the code status, start compressions, call 
for 911 and AED/code bag, and call the DON. RN M stated the Ambu bag was used, but that in a real code 
there are masks for mouth to mask respirations. Surveyor asked about supplemental oxygen. RN M stated 
there was no discussion or demonstration of use of oxygen with the Ambu bag. Surveyor noted that the 
Mock Code Evaluation Checklist provided by the facility stated, Handheld resuscitation bag attached to 
oxygen source (O2 concentration minimum flow rate of 10 to 12 L/min). A review of the oxygen concentrators 
used by the facility indicated a maximum flow rate of 5L/min.Of note, the oxygen concentrators used by the 
facility would not provide a high enough flow rate to be used with an Ambu bag in an emergency situation. 
The facility did not have any oxygen cylinders in the building that have the capacity to go to 10 to 12L/min. 
On [DATE] at 5:03 PM, EVS T brought an oxygen cylinder to Surveyor and indicated he would be keeping it 
at the facility to be used in emergency situations.The failure to provide life saving measures immediately to a 
resident who wished to be provided with CPR, the failure to ensure that a CPR certified staff member was in 
the building at all times, and the failure to ensure all staff were aware of where lifesaving equipment was 
located and able to demonstrate competency of basic lifesaving equipment in a code blue situation, led to 
serious harm for R1 which created a finding of Immediate Jeopardy. The facility removed the jeopardy on 
[DATE], when it completed the following: Staff across all departments to receive education on the location of 
suction machine; date initiated [DATE], percentage completed: 55% Staff across all departments to receive 
education on location of crash cart, date initiated [DATE], percentage completed: 1% Staff across all 
departments to receive education on the CPR policy and Communication of Code Status policy which 
includes, but is not limited to, the expectation that CPR is to be conducted immediately upon discovery of a 
resident in cardiac arrest who is full code, CPR staff will be available at all times, checking code status 
utilizing new color-coded system; date initiated [DATE], percentage completed: 56% Pleasant View Nurses 
will complete a competency for initiating CPR per current standards of practice which includes, but is not 
limited to, checking code status, grabbing the emergency cart, calling 911, conducting chest compressions, 
utilizing the AED machine and Ambu bag, and conducting compressions until EMS arrive; date imitated 
[DATE], percentage completed: 45% All IDT staff received education on updated system to ensure CPR 
certified staff are available at all times. This system entails the scheduler to have access to a list of 
individuals who are CPR certified and, while creating schedules, accessing the list and ensuring everyone 
listed is CPR certified. Additionally, the facility has ensured every working nurse has their CPR certification ; 
date initiated [DATE], percentage completed: 100% Nurses who did not have an active CPR on record with 
the facility received education that they would be unable to return to work without an active CPR certification, 
ensuring all nurses are certified; date initiated [DATE], percentage complete: 100%. On [DATE], facility 
implemented a new color-coded system which ensured the code status of each resident was communicated 
to staff in an expedited manner. This entails each resident's nameplate displaying either a red (DNR) or 
green (Full-code) color. Additionally, assistive devices (if applicable) also have tags with the associated 
colors. Code status is still located under Special Instructions in the facility's EMAR for reference. On [DATE], 
system was updated to ensure CPR staff are available at all times and education provided. On [DATE], crash 
carts equipped with oxygen tanks and additional items potentially needed in an emergency were established 
on both the first and second floors. On [DATE], the facility implemented an assigned individual to frequently 
check the crash carts to confirm adequate supplies available and functionality of equipment. On [DATE], the 
facility implemented regular Code Blue drills with staff across all three shifts. On [DATE], CPR and CPR 
Communication Policies were reviewed and updated as needed to ensure appropriateness. On [DATE], the 
CPR and CPR Communication Policies were uploaded to the agency portal, prohibiting agency staff from 
working at the facility unless the policies are signed by the agency staff member. The Medical Director was 
updated about the incident on [DATE] DON and/or designee will complete audits daily x 2 weeks, weekly x 5 
weeks and monthly x 3 months confirming that new staff have reviewed / signed off on the CPR and 
Communication of Code Status policies and that all Nurses have completed a competency training prior to 
their first shift of work. Code blue drills across all three shifts will occur weekly x5 weeks. A performance 
improvement plan was created on [DATE] and brought to the QAPI committee for review. As part of that 
performance improvement plan, audits were being conducted to ensure staff were knowledgeable regarding 
the color-coded system that was implemented and that the color coded system was effectively implemented. 
Those audits will continue on a weekly basis x 5 weeks. On [DATE], an audit was completed of all residents 
in-house verifying code status was correct in the medical record. All results of audits will be submitted to 
QAPI for review and determination of substantial compliance.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Observe each nurse aide's job performance and give regular training.

Based on interview and record review, the facility did not complete a performance review of every nurse aide 
at least once every 12 months for 5 of 5 Certified Nursing Assistants (CNAs) reviewed.CNA F did not have 
an annual performance evaluation completed timely. CNA W did not have an annual performance evaluation 
completed timely. CNA X did not have an annual performance evaluation completed timely. CNA Y did not 
have an annual performance evaluation completed timely.CNA Z did not have an annual performance 
evaluation completed timely. This is evidenced by:The Facility's policy titled Performance Evaluations revised 
September 2020 states, in part: Policy Statement: The job performance of each employee shall be reviewed 
and evaluated at least annually.Example 1CNA F's hire date was 5/9/23. CNA F's previous annual 
performance evaluation was completed on 5/9/24. CNA F did not have an annual performance evaluation 
completed until 8/4/25.Example 2CNA W's hire date was 7/16/96. CNA W's previous annual performance 
evaluation was completed on 7/10/24. CNA W did not have an annual performance evaluation completed 
until 8/4/25.Example 3CNA X's hire date was 12/27/21. CNA X's previous annual performance evaluation 
was completed on 2/26/24. CNA X did not have an annual performance evaluation completed until 8/4/25.
Example 4CNA Y's hire date was 2/9/23. CNA Y's previous annual performance evaluation was completed 
on 3/11/24. CNA Y did not have an annual performance evaluation completed until 8/4/25.Example 5CNA 
Z's hire date was 4/1/24. CNA Z did not have an annual performance evaluation completed until 8/4/25.On 
8/4/25, Surveyor requested and reviewed annual performance evaluations for CNA F, CNA W, CNA X, CNA 
Y, and CNA Z. Surveyor noted that all the performance evaluations were completed on that day.On 8/4/25 at 
2:20 PM, Surveyor interviewed DON B (Director of Nursing). Surveyor asked DON B how often annual 
performance evaluations should be completed, DON B stated every 12 months. Surveyor stated that after 
reviewing the evaluations provided, Surveyor noted that they all were completed on this day, DON B stated 
they were all completed today. Surveyor asked DON B if the evaluations were completed before or after 
Surveyors entered the facility, DON B stated after.
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