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F 0578 Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to
participate in experimental research, and to formulate an advance directive.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and closed medical record review, the facility failed to honor the resident's wishes to withhold
Residents Affected - Few life-sustaining measures, including CPR, in the event of cardio-pulmonary arrest as documented in the

POLST (Physician Orders for Life-Sustaining Treatment) for one of three sampled residents (Resident 1)
reviewed for resident rights. * Resident 1 had a physician's order for Do Not Attempt Resuscitation/DNR.
The facility provided CPR (Cardiopulmonary Resuscitation) to Resident 1 when the resident became
unresponsive and without a pulse. This failure had the potential to result in physical and psychological harm
to the resident.Findings: Review of facility's P&P titled Basic Life Support and Cardiopulmonary
Resuscitation revised 10/2017 showed it is the policy of the facility to honor a resident's wishes formulated
in an advance directive or POLST. Resident wishes expressed through a resident representative should
also be followed and physician orders should be obtained. The presence of a Do Not Resuscitate (DNR)
order indicates that resident should not be resuscitated if respirations and/or cardiac function ceases.
Closed medical record review for Resident 1 was initiated on [DATE]. Resident 1 was admitted to the facility
on [DATE] and had no capacity to make medical decisions. Review of Resident 1's Order Summary Report
dated [DATE], showed a physician's order dated [DATE], for Do Not Attempt Resuscitation/DNR. Review of
Resident 1's POLST Form signed by the legally recognized decision maker on [DATE], showed the option
for Do Not Attempt Resuscitation/DNR was selected. Review of Resident 1's SBAR (Situation, Background,
Assessment, Recommendation) report dated [DATE], showed documentation Resident 1 was provided with
CPR during an event of cardio-pulmonary arrest. On [DATE] at 1400 hours, a telephone interview was
conducted with CNA 1. CNA 1 on [DATE] at approximately 1120 hours, Resident 1 was accompanied by
her when resting in his room. Five minutes later, Resident 1 became unresponsive. CNA 1 stated she
verified Resident 1 did not have a pulse and initiated CPR immediately while calling out for help. On [DATE]
at 1510 hours, a telephone interview was conducted with RN 1. RN 1 stated she was called to response to
an emergency at approximately 1125 hours on [DATE]. Resident 1 was assessed and CPR was provided
after confirming the absence of pulse. RN 1 verified Resident 1 had an order for DNR. RN 1 stated she
should have verified Resident 1's code status by checking the Physician Order Summary Report and the
POLST form in the chart. RN 1 further stated the CPR would not have been provided to the resident with a
DNR order to honor his wishes. On [DATE] at 1045 hours, a telephone interview was conducted with LVN 2.
LVN 2 stated she also provided Resident 1 with CPR with RN 1 on [DATE], without verifying the resident's
code status. She further stated that CPR should not be initiated with a DNR order. On [DATE] at 1330
hours, the Administrator and DON were informed and acknowledged the findings.
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