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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide basic life support, including CPR, prior to the arrival of emergency medical
 personnel , subject to physician orders and the resident's advance directives.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, staff failed to perform cardio-pulmonary resuscitation (CPR) timely for one of three
 sample residents (#1), who died   while in the facility. A Licensed Practical Nurse (Staff A), and Registered Nurse (Staff
 B), failed to perform basic life support measures timely, and did not notify emergency personnel for Resident #1, who
 requested to receive CPR if needed. Failure to implement CPR to a resident who was found with no pulse and no respirations, and
who had a POLST (physician's orders [REDACTED]. Findings included . Record review of the facility's policy titled,
 Cardiopulmonary Resuscitation (CPR), dated [DATE], showed that CPR would be initiated on any resident that experienced a
 witnessed or unwitnessed cardiopulmonary arrest while in the facility, unless previously deciding not to have it initiated. The policy
also showed Emergency Medical Services (EMS) should be contacted, and CPR should be continued until EMS arrived. Review of
the record showed Resident #1 was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. Review of the
 Physician order [REDACTED].#1 signed the document, indicating his choice to have CPR initiated in the event of having no
 pulse and/or not breathing. The document showed those choices were discussed with the resident, and was signed by the
 physician on [DATE]. Review of a Palliative (specilized care for people with serious illness) Care Consult, dated [DATE],
 showed Resident #1 wished to remain a Full Code (all resuscitation procedures provided to keep him alive) Per a [DATE]
 facility investigation, Resident #1 was last assessed at 5:00 AM by Staff D, Nursing Assistant, who stated he had changed
 the resident's brief, and also stated the resident was breathing normally. Per the investigation, at 5:15 AM, Staff D was
 completing his rounds and noted Resident #1 unresponsive. The nursing assistant then found Staff A, Licensed Practical
 Nurse, and alerted her. Staff A immediately went to the resident's room and assessed him; she did not find a pulse. Staff A did not
check the resident's code status, nor initiate CPR at that time. She then went to find Staff B, Registered Nurse,
 who was working on the other unit. Staff B asked about Resident #1's code status. The investigation further showed when it
 was determined the resident was a full code, Staff A and B initiated CPR for approximately seven to eight minutes. Upon
 reassessment it was determined the resident had no pulse and no respirations, and all life-sustatining efforts were
 terminated. At no time during the process was emergency medical service activated, as directed in the facility policy. The
 physician and family were notified of the resident's death. In an interview on [DATE] at 12:40 PM Staff C, Director of
 Nursing confirmed Staff A, Licensed Practical Nurse, failed to check the POLST, failed to initiate CPR timely, and did not
 follow the facility policy. He confirmed all staff had been provided immediate education, related to CPR and facility
 policy. Multiple interviews were conducted during the on-site visit on [DATE], which showed staff were knowledgeable of the
protocols for responding to unresponsive residents, how to find the code status on a resident, and the protocol for CPR.
 Reference (WAC) [DATE](4)(i)
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