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This report is the result of an unannounced
Abbraviated Standard Survey conducted onsite at
Tacoma Lutheran Home on 12/08/13, 12/16/13 -
and 12/23/13. The sample included 8 current
residents and 10 former and or discharged
residents out of a census of 154,

The following are complaints investigated as part
of this survey:

#2898006
#2903552
#2903593
#2903585
#2920026
#2021271

The survay was conducted by:

RN, MN
The surveyor is from:

Department of Social and Health Gervices
Aging and Long-Term Support Administration
Divisgion of Residential Care Services

District 3, Unit A

P.O. Box 45819

MS: N27-24

Olympia, WA 885804-5818

Telephone: {253) 983-3800
Fax: {2563) 587240

W/Q = 14

I
iCential Care Services Date [
H

LABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE {X&) DATE

MRasNe [ Qg flalm

Any deficiency statemant anding with an asterisk { ,*otc s a deficiency which ihe Insfitution may be excused frem korrecting providing it is determined that
other safeguards provide sufficlent protection to the palients. (See instructions.) Except for.nursing nomaes, the findings stated above are disclosable 80 days
foliowing tha date of survey whether or not a plan of correction 1s provided. For nursing nomas, the above findings and plans of corraction ara disclosable 14
days following the date these documents are made avallable to the facllity. If deficlencies are dited, an approved plan of correction is requisite {o conlinued
program participation.
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A facility must immediately inform the resident:
consult with the resident's physician; ang i
krown, nolify the resident's legal representative
or an interested family momber when there is an
accident invalving the resident which resulls in
injury and has the patenlial for requiring physician
intervention; a significant change In tha resident's
physical, mental, or psychosocial status (i.e., a

deterioratiorin health, mental oF Teyehosotial
status in elther |ife thrcatenmg cangditions or
ciinical complications); a need to aller troatment
significantly {i.e., a need to discontinue an
existing form of treatment dus to adverse
sonseguences, or (0 commence a new form of
freatment); or a decision to transfer or dischargs
the resident from the facility as specified in
§483.12(a).

t The facility must aiso promptly nolify the resident
tand, if known, the resident's legal representative
or interested family member when therg is a

i changa in room or roommate assignment as
specified iIn §483.15{e)}2): or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (bY1) of
this section.

the address and phone number of the resident's

legal representative or Interested family member. f

This REQUERFMENT is not met as evidencad
[y

Based on inlerview and record review il was
detarmined that the faciity failed to timaly consult
with the physician and failed to provide accurale

The facility must record and periodically update |

How will the facility correct the
deficiency as it relates to the residens? |
There is no opportunity to correct this |
deficiency for Resident # 1, :

resm’emc in similar. uth!mm?

A% part of the facility’s Safety Plag
requested on 12/19/13, Staff C was
reroved from the work schedule on
12/19/13 and required to complete
additional training on the care and
management of residents during a
chonge of comdition before being able to] . -
return. Learning and competency were f
assessed by a written post-test on the |
material covered on 12/23/13.

Meosures the facility will take or the
Systems it witl alter fo ansure that the
problem does not recur.

In-gervice training will be provided to
nursing staff on properly identifying and}
timely reporting of significant changes
in residents’ physical, mental, or
psychelogical status in either life-
threatening conditions or clinical
complications.

T o
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' assessment findings to the physician when 1 of 5

! residents {Resident #1)} reviewed had a

. deteriorated sondllion. This failure prevented the

- physician from being fully aware of the
deterlorating condition and the oppartunity to alier

- treatment in g tienely rranner, This fallure caused
harm to Resident #1 who went to tha hospital in

active

ferformance to make Sure that
solutions are sustained,

To ensure ougoing monitoring and
retention of education and corrected
prastice, Stafl C was removed from the
night shift and placed on evening shift
under the supervision of the evening

TFiRdgs include:

Resident #1 was admitted to the faciilty on
L ThI from the hoap;taé w: th mulliple diagnoses |
to mc[ude .‘, L

B, and acula :

— m&
m The resudmt

mesning he desired SENEG_.

Hespitst discharge m@truc:tmns inciuded i"'m
following:

Fatient advised to return to the emergency
department immediately If chest pain, shortness
| of breath, lightheadedness, passing out,
weaknass. faligue, or any problems develsep at
af.

Nursing progress note dated 12/4/13 at 3:30 a.m.,
dacumerutad, in part, "sloeping now, had back
paln "no" refieved by , respiralions requl’ar
and evan oxygen smuratson 84% on room air,
shin cclor gray, feet white, fleeting pedal puises.”

AL 3145 a.m., "Resident #1 was found on the floor
and whila silling up, the resident's breathing
bacame siriderous (a physics! sign which is
produced by narrowed or obslructed alrway path)
and the resident then became unresponsive. The

sdefﬂ. did not have & pulse and did not have an

designee will continue to observe staff
performance and andiy compliance with
timely repotting of pertinent changes of
condition to residents’ health care
providers, using the INTERACT Quality
Improvement Tool. Education,
corrected practice, and infiiation of
monitoring process will be completed on
or before 2/6/14.

f-shift Unit Coordinator:- The DNG or~ |-
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apical neart rale. The licensed nurse (Staff C)
performed 3 chest comprogsions and the resident
bacame responsive.”

At 8:08 a.m., dpproxlmately 2 12 hours after
being unresponsive and hecoming responsive
after chest compressions, the resident statad, "It
seems like it's harder o get air,” Staf ©
administerad 2 puffs af an SN ihaier

Review of the record did not kentify that the
physician had been notified the resident was
administerad an @I inhaler treatment due to
stating "It seams like: If's harder to get air after
racsiving chast comprassions for an
unresponsive episode.

On 12/18/13 at 5:2C a.m., during a phone
intarviaw, Slaff C stated prior to the chest
comprassions, 811 was sallad;, and.whan {he
fesident became respansive she told a co-worker
to cancel the 211 call. Staff C slaled she
cancelied the 811 call because the resident was
taiking, alert and orfented. According to Staff C
she called the doctor at approximately 7 am.
{more tnan three hours later) toinfarm him of the
above events. Staff C stated sha shouid have
called the physician earlier.

On 12/4/13 at 8:41 a.m., nursing note
gocumentad, in part, "resident refused his
breakfast did drink shake, Resldent color is off

i from yesterday. Resident breathing is labored.
Resident is on 4 liters of oxygen via nasal

- cannuia placed on the previous shift, Hearl rate
irreguisr, has chest discomfort over the starnum.
MD expecied in, will lesve residant in hed Hl| he
arrives "
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Continued From page 4

Six hours after the resident being untesponsive

and requiring chest compressions, review of the
documaentation did nat reveal the physician had

haen notified of the laberad hraathing, skin color
being off from the day befors and irregular hear!
rate,

Qn 12416/13 & 1051 a.m., during an inteiview,
licensad nurse Siaff E stated she received in

F 157

repot! from Staff C that Resident #1 became
unresponsiva end requirad 3 chest compressions
and the 811 call was cancelled because he

became responsive,

Staff E reported when the resident was assessed
at 8:41 a.m. and noted to have labored breathing
and an irregular heart rata with the color that was
off from the day before, she did not call the docior
because the resident was on the nebullzer at the
time and was not different frem the time she
arrived on day shift. Slaff E stated the night shift
Aurse had slready infarmed the doctor of her
findings, and received am order for an EKG, and
she knew the dactor would be in that day. Siaff B
stated she checked on the resident every 15
minutes because he had coded and was worried
he would code again,

L On §/13 at approximately 11:00 a.m ., during
. a phone Intervizw, the physiclan stated he

received a phone call at approximalely 8 or a0 In
the morning, and was told of an unresponsive
avent the resident had approximataly 3 hours
earlier. According to tha physician, he was told
the resident required some shaking and pushing

‘before becoming responsive, not that the resldent

received chest compressions, The physician
stated he was told the regideni was currently in
bed on oxygen talking and responsive. This

rrpaar
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informalion gave him the im pression that the :
resident was. stable, so he ordered an EKG. The .
physician stated thet was the wnly call he receivad
until fater about 10 2.m., when the resident
bacame unresponsive, and was sent (o the
hospital. The physician stated he was never lold
that 911 had bean called and cancelled or of the
resident’s labored breathing, and stated as a
whole the resident should havo been put and at ‘ : !
e hospita) R F-225 SS=D), INVESTIG R
- _ . 2! =I ESTIGATE/REPORT
F 25| 483.13(0)( 1)), (C)(2) - (4 F 228 i x o |

(N

55=01 INVESTIGATE/REPORT _
ALLEGATIONS/INDIVIDUALS

The facility must not employ Individuals who have
been found guilty of abusing, neglacting, or
mistraaling residents by & court of law’ or have
had = finding anterad Into the State nurse aide
registry concerning abuse, neglect, mistrertment
of residents or mizappropriation of thelr property, .
and report arly knowledge it has of actions by a
court of law against an emplayee, which would
indicate unfitiness for service as a nurse aide or
olhier facility staff fo the State nurse aide reglstry
ar livensing aulhoritjes,

The facility must ensure that aif alleged violations
invilving mistreatment, negiect, or abuse,
including imjuries of unknewn sourca and
misapproprlation of residant property are renortay
immadiately (o the administrator of tho faclity and
to oiher officiais in scoordance with State taw
through esiablished procedures {including to the
State survey and cortification agency).

The taclity must have evidence that ali alleged
violations are thoroughly investigated, and musi
prevent furither patential abuse while the

ALLEGATIONS/INDIVIDUALS

How will the facifity correct the
deficiency as it relates 1o the resident?
Staff interviews with cach stalf member
that was pertinent to this investigation

|
t
3
i
:
i
H
i

have been conducted and eluded in the

investigation,

How the facitity will act to protect
residents in similar situations’
Measures the facility will take or the
systeins & will alter to ensure that the
problemn does not recur.

Each facility mvestigation summary wil

be completed with a now template that

includes staff interviews as a visual cue
to conduct them under each
circumstance that is appropriate during
the investigalive pracess. Nurging
administration will cducate sach
investigative nurse on the use of this

i new form prior to implementation.

¢
i

H
i
}
i
:

[
i

Fe
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invastigalion s In progress.

The results of all investigations mus! be reported
to the administrator ar his designated
representative and to olher officials in accordance
with State law (including o the State survey and
certificatlon agenay) within § working days of tha
incident, and if the allegad vielation |5 verlfied
appropriste correclive action must be taken,

 @/13 from the hospital with multiple diegnoses
o include: S « b

. resuscitatli

:

This REQUIREMENT
by

Based on intorview and record review it was
determined (hat the facility failed to condust a
thorough investigation to include staff interviaws
and witncss stalements for 1 of 5 residents
(Resident #1) when a nurse (Staf C) neglected to
ensury [hat 811 aasessment 'and assisthancs was
abtained when Resident #1 was found pulsrless,

ig not met as evidenced

Findings include:

Residaent #1 was admitted to the faaility on

, and acute

B} e wilh
on. The resident was = Yl

reaning he desired G

Ore 12/413 at 3:45 a.m., Rosident #1 was found
on \he fAoor and while sithing up, the resident's
breathing became striderous (a physicat sign
which is preduced by narrowed ar abstrucled
alrway pali) and the residen( then became
unresponsive.

Review of the faciily's investigation revesled a

How the facility plans 1o monitor itc
petfermance to make sure that
solutions are sustained,

The DNS or designee will require two
administrative nurses to review each
investigation to cnsure that the

.| surnmations are completed. using the

1new femplate. This review will also be
done 10 ensure that the written
sumimations are thoroughly and more

objectively investigated. Education,

‘eorrected practice, and initiation of
moritoring process will be completed on
or before 2/6/14,

FORM CMS-256 /(0248 Previous Yursions Osointe
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licensed nurse (Staff C) had 911 called whan
Rasident #1 besame unresponsive and was
determined pulseless. Staff C gave 3 chest
compressions as part of resuschation, the !
residont roused and $4aff C asked that o1 ba
cancelied,

Or 12/23/13 at 10:50 p.m., duting and interviaw, _

a nursing assistant (Staff F) stated on 12/4/13
she was aeked 1o get the ¥t and sling because
Rasident 1 was on the floor. Staff F stated she
left the room while Staf C and the other licensed
nurse (5taff G) worked on the Resident
Agcarding to Staff F, S1aff G (oft out of the room
o call 811, While staff & was on the phong, Staff
- G called out for Staff G to cancel the cali.

According to the faclity's Investigation, Gtaff C
- was given a decision making day to retiect on her
aetinns,. She was. asked {o read-her written
| statement regarding her understanding of errors
and assurance that nothing like the above would |
Shappen again.

Although, the resident became reaponsive after 3
chest compressions, he had significant shortness
of breaih and complained of chast pain over the
sternum. His color was poar aver when Staff C
applied oxygen, He was faligued. No BEKE was
obtained af that time to dstermme i the resident
was. having another §i R {

a11 had the capabllity t0 do an EXG s!mp and
idendify if the resident was having an 4,
Flowsver, desplte, these signs of acute S
dislress and with the history of Giil#issues,
911 was cancellad by the nursing staff, The
ragident continued to deteriorate and bhecame
unresgansive again approximately & hours laler,
811 was calfed again and arrivad and determingd

FORM CME-REET(0R00) Proviaus Versltrs Otaalote Evant (D: Civii Facilily I0: WA15700 If conflnuation sheat Page A of 16
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f- 225 | Continued From puge 8 Fazs
the residant to be in aclive AREG—G—.——
Failure of the faciiity to thoroughly investigate the
circumstances of why 911 was canaelied when
there was a nursing assessment of no pulss and.
nursing siaff starting CPR, prevented the facilily
froms determining what 2ctions o fake to prevent | F-281 88=G, SERVICES PROVIDED
the recurrence for other residents whe may need {MEET PROFESSIONAL !
dragenl asseasment and treatment-that-290-eauid- - %HQT}{ND ARG ;
| provida. " i . |
S £ wna | How will th ity correct the
F 281! 483 20(k)(3)1) SERVICES PROVIDED VEET F og1 | How will the facilily correc the ;
55-G | PROFESSIONAL STANDARDS . deficiency as it relates to the resident? i

The services provided or arcanged by the facility
must mest professional standards of quallty,

This REQUIRENMENT is not met a3 evidonced:
iy
Based on inierview and record review it was
determined 2 licensed staff (Staff C and Staff 3)
{ailad to obtain emergent help and assessment of
| Resident #1's cardias condillon when the nurses
Galted 311 then vancelled the call. This failure
caused harm o Resident #1 whose urgent
treatment was delayad approximatety 8 hours
when he experignced = 2nd unresponsive

episode and went (o the hospitat |n gy ERG_—GG-"——

arrest,

Findings includea:

Aosording to “Lippincott Manual of Nursing
Fractice," ninth edition, the nursing process is 4
“detiberate, probism-solving approach te macting
the healih care and nursing needs of patignts.”
The process "involves assessment (data -
colieclivnl, nursing diagnosis, planring, and

The NS and ADNS provided :
peraonnel counseling with Staff C and .
Stafl G related to the carc and services
‘they provided to Resident #].

How the facility will act to protect
‘residents in similar situations?

‘The DNS required Staff C to complete
additional training with the ATINS on
the emergent carc and management of
residents during a change of condition..
Staff C was required to demonstrate
leaming and competency by successful
completion of a written postiest. Lastly,
to ensure on-~going monitoring of
retention of education and comectad
practice, Staft C was offered an evening
shift position under the superyision of 4
Registered Nurse. As an on-call nurse
Staff G; will be required to work while
there is another Registered Nurse on

i duty.

i
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DEFICGIENCY)

F 281 Continusd From page 9 _ F 281 _
avaiuation, with subsequent modifications used Measures the facility will iake or the
a5 fepdback machanisms to promote the sysiems i will alter to ensure that the
resolition of the nursing diagnoses, The process problem does not recur.,
as & whole is cyclical, with lhe sieps being In-service training will be provided to
interrelated, interdapendent, and recurrent.” ' . N P .
implementation inciudes coordinating care with RUIsLg staff on P‘““P,e”}’ identifying and
othar haailth team members. timely repotting of significant changes

_ : - {in residents’ physical, mental, or

Resident #1 admitted to the facility on¥ill1z | psychological status in either life.

S 5 oyt

with-multiple dingrnses-torinchude Gl | threatening conditions or clinical ‘

with resuscitalion, The residant was = S complications.

At 245 a.m., Resident #1 was found on the foor How the facility plans io monitor ity |
and while sitting up, the rosidents breathing performance to make sure that

became stridercus and the resident then became solutions are sustained.

unresponsive, The resident did not have a pulse The TINS or designee will continue o

and did not have an apical heart rate. Licensad

nurse Siall C and stalf G were with the resident, observe staff performance and audit

and Staff & leff o call 911 while Staff C stayed  compliance with timely reporting of
with the resident and performed 3 chest pertinent changes of condition to
comprossions. The rasident became responsive. residents” health care providers, using
Whila Staff G wAs on the phone with 811, Staff C the INTERACT Quality Improvement
cailed out for Stalf G io cancel the call, ) . : )

Tool. Education, corrected practice, and
Although the tursing staff assessed the resident tnitiation of monitoring process wil be
to be puiseless, §11 who could have run an EKG | completed on or before 2/6/14.

strip and further assessed resident #1's cardine
status was called off, The resident whe had a
history of SN vo s prevenied from having
emergent asgessment by emergenay personngl,

AL 482 am,, Staff C adminisiared
SR o Do color perfusion,

ALG:08 a.m ., approximalely 2 1/2 hours after
being unresponsivi and bacoming responsive
after chast compressions, the rosident stated, "It
L s2ems i i's harder to get air" Staff

FORM CMB-2567(08-449) Pravious Yorsions Dimnlelo Evanl 1D: Givatt Muality 30: WA 78D if continuation sheei Fage 10 ol 15
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COMPLETION

UATE

F 281 Continued From page 10

administered 2 puffs of an WIS inhaler,

Al 241 am., nursing note documented “rasident
oxygen saturation of B0% cn 4 lters of nxygen.
Resident lethargic and nat responding o verbal
stirmudl, Called 914, obtained iarge tank oxygen
and placed on 10 liters of oxygen. Unable to gat
exygen saturation. 211 arrived atf 9:45 a.m., and
worked on resident, Resident transferrad to the

HORM GMS-2567(07 89) Previous Vorslons Obsaleln

“Slrelcher at 10:05 &.m ., left with paramedics to
the hospital.”

According to the hospltal records the resident
arrived to the emergency department in active
TR - ith compressions started at 10:15
a.m., in roule to the emergency department, and
pronounced dead at 10:48 a.m.

483,25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING i

F 300
556

Fach resident must receive and the facility must
provide the necessary care and services {o attain
or maintaln the highest practicabie physical,
mental, and psychosoctal wel-being, in
accordance with the scomprehensiva assessmant
and plan of care.

This REQUIREMENT 18 not mal as evidenced
by:

Based on inlerview and record review it was
determined that the facility falled io provitie the
necessary timely care and services In response
lo deteriorated condition for 1 of & residen(s
(Resident #1) roviewad. The resident nad an
unresponsive epivode which required chest
compressions. 911 was nalied and cancelled

F 281

~ 309
F309, 88=G, PROVIDE

CARE/SERVICES FOR HIGHEST
WELL-BEING

| How will the facility correct the !
deficiency as it relates to the resident? f
There is no opportunity to correct this |
deficicncy for Resident #). ’

How the facility will act 1o protect
residents in similar situations?

Staff C received personnel counseling
related to the proper administration of
roedication based on indications and thel
overall management of residents
‘experiencing a change in condition or
residents in need of emergent care.

Even! ({2 Clvdty

Faclilly 10: WA 13700
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resi deni wat. X meaning he dosirad ‘

Hc:s;:i.‘:ﬂ discharge instructions Included the
" following:

Discharge to Tacama Lutheran Home for further
renabilitation '

Patient advised to return o e emergency
department immediately if chest pain, shorness
of breath, lightheadedness, passing out,
woalmess fatigtie, or any problems develop at
all.

The facitity's "Notification of Resident changs of
Condition" policy and procedurs dated 3/268 and |
22 directad staff to notify the physician as soon
as possiple to paclicipate in the decislon-making
process.

Examples of change in condition included:

New onsat ofabnurmal vital signs

IRespiratory distress or cardiovascular chﬂnges
including chest pain nal relieved hy nitroglycerin
whan ordered

Changes in mentsl status and/or behavier
Ghanges

{x4) 1 BUMMARY STATEMENT DF DEFICIENCIES I3 PROVICER'S PLAN OF CORRECTION k)
PREFIX {EAGH DEFICIENGY MUST BE PAECEDZD BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOUALD RE couperion
TAG REGULATORY OR LEC HIENTIFYING INFORMATIGN) TAG CRO35-REFERENDED TO THE APPROPRIATE
DERISENGY)
F 309 | Contnued From page 11 F 30g
when the resident became responsive. Failure to Measures the facility will take or the
provide adequalte care and treatment crused Systems it will alter to ensure that the
-harm to Resident #1 who was later sent {o the ' roblen de ‘7 ‘
noapdial in active cardiae arrest, P V€S NOT TCCHE. . |
To ensure that the highest professional |
Findings include; standards of care and services for
residents with this diagnosis; in-service!
| Resident #1 was admittad to the fagllity on traiming will be provided by the Medical
M3 he h | it ; - . . i S P
ﬁriu dg—,mt hospital with m:r{‘t(;péacftzgncbes Hirestor-or designee to nursing staff o]~
s B vvith e The proper nursing assessment and reporting

of changes in condition for residents |
with cardiomyopathies.

How the facility plans to monitor its
performance to make sure that
yolutions are sustained.

The DNS or designes will continve to |
ohserve staff performance and audit |
compliance with timely reporting of
pertinent changes of condition to
residents’ health carc providers, using
the INTERACT Quality Improvement
Tool. Education, corrected practice, and
initiation of monitoring process will be
completed on or before 2/6 /14,
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F 309

Continuad From page 12

Nursing progress noted daied 12/4M 3 at 330
am., documented, in part, "sleeping now, had
back pain "no” relievad by . rospirations
reguiar gnd gven, oxygen saturation 94% on
renm air, skin color gray, feet white, fleeting pedal

F 309

pulses. "

i

porformed 3 chest compressions and the resident

Atd:52 a.m., SIaf C administercs ANIGTN

Al 3:45 a.m., Resident #1 was found on the floor
and while siting up, the resident’s birsathing :
became striderous (& physlosl sign which is o
produced by narrowed or obslructed sirway path)
and the residant then bename unresponsive. The
resldent did not have a pulse and did hot have an
apigal heart rate. The licensed nurse (Staff G)

becgme responsive,

for poar color perfusion.

AL 8:08 a.m., appraximately 2 142 hours after
being unresponsive and ecoming responsive
after chest comprassions, the resident stated, "It
seems like U's harder to get air," Staff C
administerad 2 puffs of an albuterol inbaler,

Staff C administered ¥ W for poor color
perfusion although the rnc:mcatmn was orderad o
give as needed for chest paln.

Staff C documented in a written siatement, "1 did
give SRR - o proventative measure and
should have only given it as ordered.”

On 12/16/13 at §:20-a.m., during a phone
interview, Staff C stated srior to the chesi
compressions, 811 was called, and when ths

o
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FREFIX {FEAGH CORRECTIVE ACTION SHOULD BE coMpLETION |
TAG CROS5-REFERENCEDR T THE APPROPRIATE DATE

NEFICIENCY)

F 309

‘cancelied the 911 call because the resident was

Continued From page 13
resident became responsive she callod and
cancelled the 811 call. Staff C sinied she

tatking, alert and orlented. According to Steff C
she called the dastor al approximately 7 a.m.
{three hours lgter) to inform him of the above
events, when asked, Staff C stated she should
have called the physician earller.

1 Aceording to Staff £, Stallf G left out of the room

On 1204713 a0 8:22 .M., secial service riate.

On 12/25/13 at 10:80 p.m., during and Interviaw,
8 nursing assistant (Stalf F) stated on 12/4/13
she was agked lo get the lift and sling because
Resident #1 was on the floor. Staff F staled she
taft the room while Stalf C and the other licensed
nurae (Stalf Q) workod on the Resident.

1o call 911, Whalle staff G wais on the phone, Staff
C called out for Staff 3 to cance! the call.

documernted, in part, resident is engaging and
pieasant, though fired and has labored breathing.
Resident indicates that he is very tired and has no
gnergy, but does ot feel depressad,

On 12M18/13 at 11:00 a.m., duripg an interview,
Soclal Services Staff () stated the reaident
oatfed Rirn in and asked if he needed o ask him
guestions. 8taff D stated he noticed the resident
was having difflculty breathing, but was not
fasping far air and was no different from wbat he
noticed before, and therefare did not notify the
nLirse.

On #8/13 at 8:47 am., nursing note

docurmented, in part, resident refused his
breakfast did drink shake. Resident color is off
from vesterday. Resident breathing is laboreg.
Resident Is on 4 litsrs of oxygen via nasal

FORM CMBE-2067(02-43) Provious Yorsions Qbepiets Syent 1D CIv4 T
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STATEMENT OF DEPICIFNCIES

(X1} PROVIDERISIPPLIER/CLIA

{X2) MULTIFLE SOINS TRUCTHEON

g\'.‘dii} TATE SURVIEY

cannuta placed on the previous shift, Heart rate
irregular, has chest discomfort pver the sternum.
MD expected in, will lsave resident in bad i ha
arrives, i

AL B4t aum,, nursing nole documented resident
oxygen saturallon of 80% on 4 liters of oxygen.
Resitent lethargic and not responding to varbal

and placed on 10 fiters of oxygen. Unabie to get
cxygen saturafion, 871 arrived at ©:45 a.m., and
worked on resident. Rasident ransferred to tha
stretcher ab 10:08 aum., joft with paremedics lo
the hospital,

According to the nospital records the resident
arrived o the emergency department in active
cerdiac arest with compressions started at 10:15
a.m., in route to the emergency depariment, and
pronounced dead at 10:48 a.m. e

On 12/16/13 at 10:81 a.m., during an Interview,
licensed nurse Staff £ stated she received in
report from Staf G that Resident #1 became
Wnresgonsive and reguired 3 chest compressions
and the 911 call was cancalled berause he
became responsive,

Staff £ reported when the resident was assessed
at 841 am. and noted to have labored breathing
Bht an irreguiar heart rate with color that was off
from the day before, she did not natify the doctor
because he was on the nebulizer at the time and
was not different from the time she arrived on day
shiff. Stalf E stated the night shift nurse had
already infarmed the doctor of her findings, ard
recelved an order for an EKG, and she knew the
dactar would bo in that day, Staff E stated she

stimuii, Called 911, oblained Jarge tank oxygen.. |
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tode again,

because he had coded and was worriad he would
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