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RESIDENT SAFETY-STAYING
ON THE RIGHT SIDE OF
REGULATORY COMPLIANCE
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IMPORTANT — CEU INFORMATION




OBJECTIVES

Discuss current safety-related citation trends in Missouri

Understand regulatory guidance as it relates to abuse and neglect and cardiopulmonary resuscitation
Identify signs and/or symptoms of resident abuse and neglect and current reporting requirements
Address resident’s chosen code status, expected performance of CPR and staff competencies

Utilize recommendations and tools to aid in improving resident safety and staff compliance

SAFETY-RELATED
"CITATIONS

QCOR FOR FY2022: CMS REGION 7 AND MISSOURI
EXAMPLES OF SURVEY CITATION:

F689 ACCIDENT HAZARDS/SUPERVISION

F600-610 ABUSE & NEGLECT

F678 CARDIOPULMONARY RESUSCITATION
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SAFETY-RELATED CITATIONS
ACCIDENT HAZARDS/ SUPERVISION

* Facility failed to ensure resident’s

environment was free from accident
hazards when it failed to keep chemicals
locked, out of resident reach, failed to
provided supervision to one resident.
Resident accessed shower room and
obtained unopened bottle of cleaning
solution from an unlocked and unsecured
cabinet. Resident took the bottle to room
and drank %% of solution.

* Facility failed to provide protective

oversight for one resident by failing to
ensure the resident was assessed prior to
use of a quarter side rail in combination
with a low air loss mattress (LALM)

Failed to ensure staff educated on ongoing
monitoring of LALM, assistive bed devices,
side rails, bed canes for resident with such
devices in place and identify use in care
plan.

SAFETY-RELATED CITATIONS
ACCIDENT HAZARDS/ SUPERVISION

¢ Facility failed to perform post-fall

neurological checks following two
unwitnessed falls

Failed to ensure each resident received
adequate supervision and assistance to
prevent accidents by failing to identify
risks/hazards, evaluate risk/hazards, and
implement interventions to reduce the
risk/hazards, and monitor for effectiveness
for one resident with multiple falls
resulting in hospitalization

* Facility failed to protect residents from

possible injury when staff failed to have a
process in place to ensure hot food and
beverages were served in a safe
temperature

Failed to put sufficient interventions and
oversight in place to prevent second food
burn for one resident
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ABUSE & NEGLECT

* REGULATORY GUIDANCE: TAGS, INTENT, DEFINITIONS, ROP
. INVESTIGATIO‘N & REPORTING

« EXAMPLES

e SIGNS & SYMPTOMS

- WHAT CAN WE DO?

REGULATORY GUIDANCE
483.32 FREEDOM FROM ABUSE, NEGLECT AND EXPLOITATION

* 10 F tags under this heading, all have the potential designation of “Substandard Care” if a
deficiency is cited with a scope/severity of FH,1,J, K or L.

These tags include:

* Resident’s right to be free from Abuse, Neglect, Misappropriation of Funds, Exploitation,
Involuntary Seclusion, Physical/Chemical Restraints

¢ Hiring guidelines
* Development of policies and procedures
* Reporting of Reasonable suspicion of a crime and alleged violations

¢ Investigation/Prevention/Correction of a violation
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FEDERAL TAGS

KEY CHANGES TO REGULATIONS AND
INTERPRETIVE GUIDELINES
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F600 FREE FROM ABUSE AND NEGLECT

* §483.12 Freedom from Abuse, Neglect and Exploitation

— The resident has the right to be free from abuse, neglect, misappropriation of resident
property and exploitation as defined in this subpart. This includes but is not limited to
freedom from corporal punishment, involuntary seclusion and any physical or chemical
restraint not required to treat a resident’s medical symptoms.

* §483.12(a) The facility must—

— §483.12(2)(1) Not use verbal, mental, sexual, or physical abuse. corporal punishment or
involuntary seclusion;

¢ Intent §483.12(a)(l) Each resident has the right to be free from abuse, neglect and
corporal punishment of any type by anyone

DEFINITION OF ABUSE
& VERBAL ABUSE

* Abuse is defined at §483.5 as “the willful infliction of injury, unreasonable
confinement, intimidation or punishment with resulting physical harm, pain or mental
anguish. Abuse also includes the deprivation by an individual, including caretaker, of
goods or services that are necessary to maintain physical, mental and psychosocial
well-being. Instances of abuse of all residents, irrespective of any mental or physical
condition, cause physical harm, pain or mental anguish. It includes verbal abuse,
sexual abuse, physical abuse and mental abuse including abuse facilitated or
enabled through the use of technology.

* Verbal Abuse: use of oral, written or gestured communication or sounds that
willfully includes disparaging and derogatory terms to residents or families, or within
hearing distance, regardless of an individual’s age, ability to comprehend, or disability.




MENTAL AND SEXUAL ABUSE
NEGLECT

¢ Mental Abuse: the use of verbal or non-verbal conduct which causes or has the

potential to cause a resident to experience humiliation, intimidation, fear, shame,
agitation, degradation, harassment, threats of punishment or deprivation. Includes
abuse that is facilitated or is enabled through the use of technology, such as smart
phones and other personal electronic devices.

Sexual Abuse: Non-consensual sexual contact of any type with a resident, includes
but is not limited to, sexual harassment, sexual coercion or sexual assault

Neglect: failure to provide goods and services to a resident that are necessary to
avoid physical harm, pain, mental anguish or emotional distress

F602 FREE FROM
MISAPPROPRIATION/EXPLOITATION

INTENT §483.12 Each resident has the right to be free from misappropriation of property and
exploitation.

NOTE: Refer to F608 for requirements related to reporting of a reasonable suspicion of a

crime

* DEFINITIONS §483.12

— “Exploitation,” as defined at §483.5, means “taking advantage of a resident for personal gain,
through the use of manipulation, intimidation, threats, or coercion.”

— “Misappropriation of resident property,” as defined at §483.5, means “the deliberate
misplacement, exploitation, or wrongful, temporary, or permanent use of a resident’s
belongings or money without the resident’s consent.
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F603 FREE FROM INVOLUNTARY SECLUSION

* Unreasonable Confinement or Involuntary Seclusion: separation of a

resident from other residents, his/her room, or confinement to his/her room
(with or without roommates) against the resident’s will or the will of the
resident’s legal representative. Emergency or short term monitored separation
from other residents will not be considered involuntary seclusion and may be
permitted if needed for a limited period of time as a therapeutic intervention
to reduce agitation until professional staff can develop a plan of care to meet
the resident’s needs.

F604 RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS

* §483.12(a) The facility must— §483.12(a)(2) Ensure that the resident is free from physical or

chemical restraints imposed for purposes of discipline or convenience and that are not
required to treat the resident’s medical symptoms.When the use of restraints is indicated, the
facility must use the least restrictive alternative for the least amount of time and document
ongoing re-evaluation of the need for restraints
Definition: “Physical restraint” is defined as any manual method, physical or mechanical device,
equipment, or material that meets all of the following criteria:

— Is attached or adjacent to the resident’s body;

— Cannot be removed easily by the resident; and

— Restricts the resident’s freedom of movement or normal access to his/her body.
“Removes easily” means that the manual method, physical or mechanical device, equipment, or
material, can be removed intentionally by the resident in the same manner as it was applied by
the staff

7/15/2022
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F604 RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS

* INTENT The intent of this requirement is for each resident to attain and maintain

his/her highest practicable well-being in an environment that:
— Prohibits the use of physical restraints for discipline or convenience;

— Prohibits the use of physical restraints to unnecessarily inhibit a resident’s
freedom of movement or activity; and

— Limits physical restraint use to circumstances in which the resident has medical
symptoms that may warrant the use of restraints. When a physical restraint is
used, the facility must:

— Use the least restrictive restraint for the least amount of time; and

— Provide ongoing re-evaluation of the need for the physical restraint

F605 RIGHT TO BE FREE FROM CHEMICAL RESTRAINTS

§483.10(e) Respect and Dignity. The resident has a right to be treated with respect and dignity,
including:

§483.10(e)(I) The right to be free from any physical or chemical restraints imposed for purposes of
discipline or convenience, and not required to treat the resident's medical symptoms, consistent
with §483.12(a)(2).

§483.12 The resident has the right to be free from abuse, neglect, misappropriation of resident
property, and exploitation as defined in this subpart. This includes but is not limited to freedom
from corporal punishment, involuntary seclusion and any physical or chemical restraint not required
to treat the resident’s medical symptoms.

§483.12(a) The facility must—

§483.12(a)(2) Ensure that the resident is free from physical or chemical restraints imposed for
purposes of discipline or convenience and that are not required to treat the resident’s medical
symptoms.When the use of restraints is indicated, the facility must use the least restrictive
alternative for the least amount of time and document ongoing re-evaluation of the need for
restraints

7/15/2022
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F605 RIGHT TO BE FREE FROM CHEMICAL RESTRAINTS

* Definition:“Chemical restraint” is defined as any drug that is used for discipline or staff
convenience and not required to treat medical symptoms.

e INTENT The intent of this requirement is for each person to attain and maintain his/her
highest practicable well-being in an environment that prohibits the use of chemical restraints:

— For discipline or convenience;and

— Not required to treat a resident’s medical symptoms.When a medication is indicated to
treat a medical symptom, the facility must:

— Use the least restrictive alternative for the least amount of time;
— Provide ongoing re-evaluation of the need for the medication; and

— Not use the medication for discipline or convenience

F606 NOT EMPLOY/ENGAGE STAFF WITH ADVERSE ACTIONS

* §483.12(a) The facility must—
* §483.12(a)(3) Not employ or otherwise engage individuals who—
— (i) Have been found guilty of abuse, neglect, exploitation, misappropriation of property, or
mistreatment by a court of law;

— (i) Have had a finding entered into the State nurse aide registry concerning abuse, neglect,
exploitation, mistreatment of residents or misappropriation of their property; or

— (iii) Have a disciplinary action in effect against his or her professional license by a state licensure
body as a result of a finding of abuse, neglect, exploitation, mistreatment of residents or
misappropriation of resident property.

* §483.12(2)(4) Report to the State nurse aide registry or licensing authorities any knowledge it
has of actions by a court of law against an employee, which would indicate unfitness for service
as a nurse aide or other facility staff

7/15/2022
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F607 DEVELOP/IMPLEMENT POLICIES

* §483.12(b) The facility must develop and implement written policies and
procedures that:

. §483.12(b)(1-4)

— Prohibit and prevent abuse, neglect, exploitation and misappropriation of
resident property

— Establish policies and procedures to investigate allegations

— Include required training F940/F943

— Establish coordination with QAPI program required under §483.75
(Phase 3)

25
F607 DEVELOP/IMPLEMENT POLICIES
e INTENT This regulation was written to provide protections for the health, welfare and rights
of each resident residing in the facility. In order to provide these protections, the facility must
develop written policies and procedures to prohibit and prevent abuse, neglect, exploitation of
residents, and misappropriation of resident property.
* These written policies must include, but are not limited to, the following components:
— Screening
— Training
— Prevention
— ldentification
— Investigation
— Protection
— Reporting/response
26
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F609 REPORTING OF ALLEGED VIOLATIONS

* In response to allegations of abuse, neglect, exploitation or mistreatment, the facility must:

— Ensure that all alleged violations involving abuse, neglect, exploitation or
mistreatment including injuries of unknown source and misappropriation of
resident property are reported 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 not later than 24 hours if the events
that cause the allegation do not involve abuse and do not result in bodily
injury, to the administrator of the facility and to other officials (including
the State Survey Agency and adult protective services where state law
provides for jurisdiction in long-term care facilities) in accordance with
state law through established procedures

7/15/2022
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CMS ROP TRAINING F609
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CMS ROP TRAINING F609

CMS ROP TRAINING F609

* Willful actions include, but are not limited
to, hitting, slapping, punching, and choking.

¢ Physical altercations that don’t result in
physical injury, mental anguish, and pain do
occur.

* While these types of cases do not have to
be reported, physical altercations can
increase the risk for abuse to occur in the
facility

7/15/2022
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CMS ROP TRAINING F609

CMS ROP TRAINING F609
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F610 INVESTIGATE/PREVENT/CORRECT ALLEGED VIOLATION

* §483.12(c) In response to allegations of abuse, neglect, exploitation, or
mistreatment, the facility must:

* §483.12(c)(2) Have evidence that all alleged violations are thoroughly
investigated.

* §483.12(c)(3) Prevent further potential abuse, neglect, exploitation, or
mistreatment while the investigation is in progress

* §483.12(c)(4) Report the results of all investigations to the administrator or
his or her designated representative and to other officials in accordance with
State law, including to the State Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified appropriate corrective action
must be taken

F610 INVESTIGATE/PREVENT/CORRECT
ALLEGED VIOLATION

* Thoroughly investigate the alleged violation;

* Prevent further abuse, neglect, exploitation and mistreatment from occurring while
the investigation is in progress; and

* Take appropriate corrective action, as a result of investigation findings.

7/15/2022
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CMS ROP TRAINING F610

CMS ROP TRAINING F610
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ABUSE & NEGLECT

Example #I:

* Facility failed to ensure one resident
remain free from physical abuse when
Nurse used physical force to obtain lighter
from a resident. Nurse dove onto
resident’s bed, hitting resident with both
falling to floor.

* Facility failed to follow facility polices and
procedures for Abuse, Neglect and
Exploitation when addressing behaviors

Example #2: Uncorrected Class 2

* Facility failed to follow their policy and
report allegations of resident abuse within
the 2-hour timeframe for an allegation of
abuse involving 2 residents.

39

Example #3: Example #4:

* Facility failed to ensure one resident was * Facility failed to protect 2 residents from
free from physical abuse. Resident to verbal abuse from a medication aide. One
resident altercation with hitting and resident requested a PRN pain medication.
lunging with both residents falling to floor. Medication aide yelled and cursed at
Hitting and kicking continued resulting in resident, told resident no to request.
one resident sustaining a broken Argued loudly with resident, including
collarbone. name calling. Resident felt degraded,

helpless, afraid, and intimidated. Second
resident admitted to feeling scared and
intimidated.

40

7/15/2022
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ABUSE & NEGLECT

Example #5:

¢ Facility failed to ensure one resident was
free from sexual abuse when a second
resident with sexual and wandering
behaviors sexually abused the first
resident on more than one occasion.

¢ Failed to ensure two residents free from
physical and verbal abuse from a CNA.

Example #6:

* Facility failed to ensure two residents
were free from neglect.

¢ RN failed to administer scheduled
medications (oral antihypertensives,
diabetic agent, sliding scale insulin, and/or
pain medication), and check blood sugar
levels as ordered by the physician for two
residents

PHYSICAL ABUSE SIGNS AND SYMPTOMS

*¥Note: The examples listed are not an all-inclusive list

* Physical Abuse: includes hitting, slapping, pinching, kicking, and controlling

behavior through corporal punishment

» Examples of injuries that could indicate physical abuse:

— Bruises, including those found in unusual locations such as head, neck, lateral

locations on the arms, or posterior torso and trunk, or bruises in

shapes,(e.g. finger imprints)

— Changes in behavior/demeaner, self-isolating, avoidance

7/15/2022
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ADDITIONAL S/S oF
PHYSICAL ABUSE

— Bite marks, scratches, skin tears and lacerations with or without bleeding,
including those that would unlikely result from an accident

— Facial injuries, including but not limited to, broken or missing teeth, facial
fractures, black eye(s), bruising, bleeding or swelling of mouth or cheeks

— Injuries that are non-accidental or unexplained
— Fractures, sprains or dislocations

— Burns, blisters, or scalds on hands or torso

43
EXAMPLES OF VERBAL AND MENTAL ABUSE
e Examples include:
— Harassing a resident
— Yelling over a resident with the intent to intimidate
— Threatening including depriving care or withholding contact with family,
friends
— Mocking, insulting, ridiculing
— Isolating resident from social interactions/activities
— Demeaning or humiliating photographs and recordings
44

7/15/2022
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SEXUAL ABUSE EXAMPLES

e Examples include:
— Unwanted intimate touching of any kind especially of breasts or perineal area
— All types of sexual assault or battery such as rape, sodomy or coerced nudity
— Forced observation of masturbation and/or pornography

— Taking sexually explicit photographs and/or audiovisual recordings and maintaining and/or
distributing

45
MISAPPROPRIATION OF RESIDENT PROPERTY
* Examples of misappropriation of resident property:
— ldentify theft
— Theft of money from bank accounts
— Unauthorized or coerced purchases on a resident’s credit card
— Unauthorized or coerced purchases from resident’s funds
— A resident who provides a gift to staff on order to receive ongoing care, based on staff’s
persuasion
— Resident who provides monetary assistance to staff, after staff had made the resident
believe that staff was in a financial crisis.
46

7/15/2022
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INVOLUNTARY SECLUSION EXAMPLES

e Examples:

— Staff remove and seclude a resident with disruptive behaviors in a separate
location, closing door(s) without providing interventions to address the
behaviors

— The resident is involuntarily confined to an area by placing furniture, carts,
chairs in front of doors or egress areas in an attempt to prevent a resident
from leaving an area

47
ABUSE & NEGLECT REPORTING
* Ensure that all alleged violations involving abuse, neglect, exploitation or mistreatment including
injuries of unknown source and misappropriation of resident property are reported.
Not an all inclusive list:
* Staff to resident abuse
* Resident to resident altercation
* Bullying
e Threats of violence
* Unwanted sexual contact or lack of capacity to consent
* Injuries of unknown source
* Theft of personal property, e.g. jewelry, unauthorized/coerced use of credit card, or missing
prescription medications(s)
48
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Ms. B. was wandering through halls and entered Mrs.
K’s room and was opening drawers when Mrs. K
returned to her room. Mrs. K yelled at Ms. B and
started pushing the drawers closed and smashed one
of Ms. B’s fingers causing a laceration.

Ms. B was sent to the ER for sutures and required x-
ray to ensure no fractures were present.

The facility talked to Mrs. K and Ms. B’s responsible
party.

The facility talked to staff about Ms. B’s wandering to
increased “monitoring” of whereabouts, a “stop sign”
was placed on Mrs. K’s door which was to be closed,
per her request, at all times.

The DON and Administrator were notified of the
incident the next morning and further investigation
was initiated.

QIPMO

51

52

ABUSE/NEGLECT
CASE STUDY

Ms. B resides home without a
dementia care unit. She has a
tendency to wander and
rummage through other
resident belongings or lie
down in other resident beds.
Mrs. K is alert and oriented,

but has physical disability and
is in a wheelchair. She is very
particular about her personal

items and space.

INVESTIGATION PROCESS

¢ |nvestigation: the social worker spoke with Ms. B and her responsible party and Mrs. K. Mrs. K

felt badly that Ms. B was injured, but just wanted her privacy and her things left alone. Ms. B
responsible party was called and different interventions were discussed.
e The DON spoke with staff caring for Mrs. K, who stated she has not done anything like this

before and that usually they try to keep her door shut to deter Ms. B who “usually stays on the

other side of the building. “

e The DON then spoke with staff caring for Ms. B, they had been caring for a resident who had a

fall and Ms. B had wandered from her hall. She had been sitting in the day area watching

television.

e The social worker then spoke with 30 other residents. She inquired if they felt safe, if they felt

their privacy was being honored and if there was anyone that made them feel uncomfortable.
Two residents reported they were uncomfortable with a lady resident that went through their
belongings, one resident stated that the same resident had “taken some of her snacks”, but it
“wasn’t a big deal”, the remaining residents stated they did not have any concerns.

7/15/2022
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INVESTIGATION PROCESS

¢ The administrator gathered and reviewed the interviews with family, staff and residents. The
administrator called the responsible party of Ms. B and discussed care needs and the
recommendation for a dementia care unit. A plan was developed for residents who were
uncomfortable kept their doors shut or stop signs were place yellow chains which hung from
magnets across the door to deter entry. The family was further informed that there may be a
need for placement in another care home, due to the lack of a dementia unit is this home.

¢ The administrator notified the state agency of the incident.

e The home was cited due to not reporting the incident in a timely manner (even though all the
other steps were present)

INVESTIGATION CHECKLIST

27



INVESTIGATION CHECKLIST

55
¢ https://www.cms.gov/files/document/som-exhibit-358-sample-form-facility-reported-
incidents.pdf
¢ https://www.cms.gov/files/document/som-exhibit-359-follow-investigation-report.pdf
* www.aapacn.org Investigation Checklist
56
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L ARDIO "ULMONARY
_ESUSCITATION

* REGULATORY GUIDANCE: TAG, INTENT,
DEFINITIONS

e POLICIES/PROCESSES

- CODE STATUS

« EXAMPLES & CASE STUDY
- STAFF COMPETENCIES

F678 CARDIO-PULMONARY RESUSCITATION (CPR)

29
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DEFINITIONS

GUIDANCE 8483.24 (A)(3)

 ...facilities must ensure that properly trained personnel (and certified in CPR for Healthcare Providers) are
available immediately (24 hours per day) to provide basic life support, including cardiopulmonary
resuscitation (CPR), to residents requiring emergency care prior to the arrival of emergency medical and
subject to accepted professional guidelines, the resident’s advance directives, and physician orders

e The AHA urges all potential rescuers to initiate CPR unless a valid Do Not Resuscitate (DNR) order is in place;
obvious clinical signs of irreversible death (e.g., rigor mortis, dependent lividity, decapitation, transection, or
decomposition) are present; or initiating CPR could cause injury or peril to the rescuer.

¢ 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,

— in accordance with the resident’s advance directives and any related physician order, such as code
status, or

— in the absence of advance directives or a DNR order

30



GUIDANCE §483.24 (A)(3)

FACILITY POLICIES FOR PROVISION OF CPR

Facility policies should address the provision of basic life support and CPR, including:

* Directing staff to initiate CPR when cardiac or respiratory arrest occurs for residents who do not
show obvious clinical signs of irreversible death and:

— Who have requested CPR in their advance directives, or
— Who have not formulated an advance directive or,
— Who do not have a valid DNR order.
* Ensuring staff receive certification in performance of CPR (CPR for Healthcare Providers).
* Facility policies must not limit staff to only calling 91| when cardiac or respiratory arrest occurs.

* Prior to the arrival of EMS, nursing homes must provide basic life support, including initiation of
CPR, to a resident who experiences cardiac or respiratory arrest in accordance with that resident’s
advance directives or in the absence of advance directives or a DNR order.

* CPR-certified staff must be available at all times to provide CPR when needed.

7/15/2022
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CPR CERTIFICATION

e Staff must maintain current CPR certification for Healthcare Providers through a CPR provider
whose training includes hands-on practice and in-person skills assessment; online-only
certification is not acceptable.

* CPR certification that includes an online knowledge component, yet still requires an in-person
demonstration and skills assessment to obtain certification or recertification, is acceptable

KEY COMPONENTS OF NON-COMPLIANCE

* Provide basic life support, including CPR to a resident who required emergency life
support and/or resuscitative care; or

* Ensure availability of staff who can provide CPR.

* Have appropriate policies directing staff when to initiate basic life support;

* Ensure staff is familiar with facility policies related to CPR;

* Ensure staff knows how to confirm residents’ code status in an emergency; and

* Ensure staff maintain current CPR certification for healthcare providers through a
CPR provider whose training includes hands-on practice and in-person skills
assessment

7/15/2022
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CHOOSING CODE STATUS

e “Code Status” essentially means the type of emergent treatment a person would or would not
receive if their heart or breathing were to stop

* The expected outcome after a cardiac or respiratory arrest can be different depending on the
person, severity of illness, and cause of arrest, as well as other factors

* While resuscitative efforts can restart someone’s heart or breathing, the efforts can also cause
harm or only prolong dying. Success of resuscitative efforts, unlike what is shown on television, is
fairly low. In 2016, survivor rate for adults after a cardiac arrest were:

— Out-of-Hospital Arrest: 12%*
— In-Hospital Arrest: Less than 25%*
* ¥t is important to note, survival rates are lower for patient with advanced age, cancer, sepsis, renal
failure or liver failure. More than age, the survival rates for patients with a chronic illness or

advanced illness average 5% and less than 1% respectively. In addition, more than 40% of survivors
are discharged with a significant decrease in their functional ability.

LEVELS OF CODE STATUS

33



OuT OF HOSPITAL DO NOT RESUSCITATE OHDNR

The Missouri do not resuscitate (DNR) order
form is a document that a patient fills out if they do not
want life-saving procedures to be implemented in the
event that they have a cardiac or respiratory arrest.

There are a variety of reasons that an individual may
wish to issue a DNR order, the leading reason being that
the subject is already in critical condition and near
death.

The DNR order form, once completed, will be placed as
the first page of the patient’s medical record in order to
notify medical personnel of the patient’s wishes.

If the patient is transferred from one facility to another,
the form will be sent to the second facility and remains
in their medical record.

VERIFYING CODE STATUS

* Facility staff should verify the presence of advance directives or the resident’s wishes with regard to

CPR, upon admission.This may be done while doing the admission assessment. Code status should
be reviewed with a resident’s change in condition and at least annually.

If the resident’s wishes are different than the admission orders, or if the admission orders do not
address the resident’s code status and the resident does not want to receive CPR, facility staff
should immediately document the resident’s wishes in the medical record and contact the physician
to obtain the order.

While awaiting the physician’s order to withhold CPR, facility staff should immediately document
discussions with the resident or resident representative, including, as appropriate, a resident’s wish
to refuse CPR. At a minimum, a verbal declination of CPR by a resident, or if applicable a resident’s
representative, should be witnessed by two staff members, though individual States may have more
specific requirements related to documenting verbal directives.While the physician’s order is
pending, staff should honor the documented verbal wishes of the resident or the resident’s
representative, regarding CPR

7/15/2022
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EXPECTED CPR PERFORMANCE

* 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,

— in accordance with the resident’s advance directives and any related physician order,
such as code status, or

— in the absence of advance directives or a DNR order

CPR

Example #1: Example #2:

* Facility failed to immediately initiate basic * Facility failed to initiate CPR in a timely
life support including CPR manner after finding an unresponsive

* Facility failed to notify EMS for resident resident, failed to call 911 immediately,

found unresponsive and a full code failed to continue CPR until EMS arrived

* Facility failed to have a system in place for
staff to notify other staff when needing
assistance with a resident receiving CPR

7/15/2022
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CPR

Example #4:

Example #3:

* Facility failed to initiate CPR for one resident
designated as a full code. Resident found
unresponsive without pulse or respirations,
failed to initiate CPR and call 911.

Facility failed to implement facility policy
addressing CPR requirements for the staff
and to monitor to ensure CPR certified staff
scheduled and present 24/7.

Facility failed to ensure facility transporter
was trained and CPR certified. Transported 4
full code residents

Failed to maintain physician orders for 3
residents’ requested code status

Failed to maintain current CPR certification
for HCP through a CPR provider whose
training includes hands on practice and in-
person skills assessment

Failed to monitor and ensure CPR certified
staff scheduled 24/7

Failure affected 28 residents identified as full
code

CPR

Example #5:

¢ Facility failed to ensure facility transporter was properly trained and CPR certified.

Transported 19 full code residents.

* Failed to implement facility policy to have systems in place to ensure adequate staff CPR

certified and scheduled 24/7

* failed to ensure hands-on practice and in-person skills assessment. Potentially affected 29 full

code residents

7/15/2022
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Mr. R was found in his room unresponsive.
He was noted to not be breathing and no
pulse was found. His toes and fingers were
purple. Staff notified the nurse who assessed
the resident and stated “He’s gone.” She
then notified the physician, coroner, and
family. Family reported the resident wished
to be a full code. The nurse looked further
and found the order for a full code, although
a red dot (indicating DNR) was on the chart.
The nurse still did nothing as the resident
was “passed any hope”.

QIPMO
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* Happy Acre Care was known for its

great activity program and many outings
with residents. Outings were scheduled
at least weekly with 8-10 residents each
trip.While on an outing, Mrs. P went
unresponsive.The driver was unsure
what to do, or what the code status of
the resident was. She called the facility
and was told Mrs. P was a full code.The
driver was not trained in CPR. She did
call 911 to her location, but did not do
CPR as she was not trained.

QIPMo
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CPR CASE STUDY 1

Notes: the red dot system was in
place and the social worker had
been on vacation. The ward
secretary had replaced his chart,
but did not ensure it was
completely cleaned and stickers
were removed. The facility policy
was for nurses to check the chart
order. The chart was to have the
DNR (purple form) in the front on
the chart behind the face sheet
with any advanced directives or
DPOA paperwork. The physician
POS was to have the CODE status
highlighted.

Issues?
Resolution?

How could it be avoided?

CPR CASE STUDY 2

NOTES: The facility had recently
employed a new driver as the

previous bus driver had retired.

The facility did not have a thorough
CPR tracking process.

There was an AED on the bus.

7/15/2022
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FACILITY ASSESSMENT ToOL
TO IDENTIFY STAFF COMPETENCIES

CPR CERTIFICATION

¢ Facility demonstrates the ability to provide basic life support, including CPR, prior to emergency
medical personnel arriving

* Maintain current CPR certification for Healthcare Providers through a CPR provider whose training
includes hands-on practice and in-person skills assessment

* System in place to ensure CPR certified staff scheduled 24/7 with method to monitor scheduling
» System in place to ensure staff knowledge of resident’s advance directive and chosen code status
* Review and revise current CPR policy to ensure it meets regulatory guidance

* Maintain a process for obtaining copies of staff certification cards with a system to monitor
expiration/renewal

* NOTE: Van driver/transporter is required to have CPR certification and knowledge of full code
residents when transporting
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TooLS/ TIPS FOR IMPROVING
RESIDENT SAFETY & STAFF
COMPLIANCE

77
* New hire orientation and annual reorientation (and PRN)
o Staff in-services: departmental, all-staff, topic specific
e Drills: Fire, emergency management, code blue, elopement-drill required 2 times per year on
each shift, theft, intruder
* Assessments: side rails, elopement, fall risk
* Charting: behaviors
* Facility assessment? What type of residents are identified in your assessment! Has the type of
residents you serve changed? Ages? High number with oversight provided by the public
administrator?
* Do you have a process for CPR tracking?
78
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ABUSE, NEGLECT, MISAPPROPRIATION,
EXPLOITATION & INVOLUNTARY SECLUSION

e First priority is Resident Safety!!!!
* Second priority is Staff Education:
— Knowledge of the definition of abuse, neglect, etc.

— Awareness of the individual(s) to report potential/actual abuse: immediate supervisor, charge nurse,
ADON/DON, Administrator, Manager on Duty, or anyone in a supervisory role

Be aware of the reporting time frames, 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...

Understand individual role in the investigation process

Perform a debrief once the investigation is complete

— Review current policies and procedures and revise as needed

Provide staff reeducation I:1, or group setting

— Consider Performance Improvement Project(PIP), incorporate into QAPI

ORIENTATION SKILLS CHECKLIST

* Who is providing new hire orientation?
Buddy system? Thrown to the wolves?

* How is the skills checklist completed?
Does a staff member review the checklist
or does the new hire just check off
indicating knowledge? Is a return
demonstration required? Which items?

* Who reviews and monitors for
completeness!?

¢ How often are skills reviewed? Annual
safety fair or skills fair?

7/15/2022
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Mock Cobes: CODE BLUE

* Where is the emergency cart kept?

¢ Behind a locked door?

* Who has key access?

¢ |s there more than one in the building?

* Does everyone know where they are
located?

¢ All departments?

* Who knows how to set up the oxygen?
Suction?

* Who audits to ensure complete:
— O2full
— Suction Set up
— Ambu bag/mask

Mock Cobes: CODE BLUE

* Does your daily calendar check have any
blanks?

* Who/what shift is responsible for daily
check of cart?

* Who is responsible for monitoring the
daily check is completed? Nurse
Manager/ADON/DON?

* Who is responsible for checking the cart
when used? Restocking?

7/15/2022
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QIPMO PoLicy FOR EMERGENCY CART (E-CART)

EQUIPMENT LIST

e Example of items for placement on the
emergency cart

* Modify list to fit your facility needs

¢ Evaluate periodically and make
modifications as needed, e.g. extra PPE, [V
supplies

7/15/2022
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Mock DRILLS: CODE BLUE

* Code and emergency responses should be included in new hire orientation and ongoing
education, monthly, bi-monthly, quarterly as decided per facility.

¢ Drills should be executed on different days of the week with varying times, including weekends
¢ Drills should be conducted in different departments

¢ Identify who is the team leader for the code and who responds when a code/emergency is
announced, decide by hall/wing, job description

¢ Dirills should be documented by an observer with review of response and procedures post
drill. An analysis should be performed to determine effectiveness with modification as
necessary

* Records on participation should be kept in individual personnel files per facility policy

CODE BLUE: SAMPLE FORMS
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ELOPEMENT DRILL

Pull the facility policy on Elopement
Management/Missing Resident

Identify the individual designated to be
“missing” (or CPR mannequin)

Call the drill per facility policy

Designate person to coordinate search
process

Communicate with administration, family,
outside agencies as part of the drill
process

ELOPEMENT DRILL

Complete the Elopement Drill Evaluation
form during the debrief

Review and revise policies and procedures
as needed

Provide staff reeducation |:1 or group
setting

Consider Performance Improvement
Project(PIP), incorporate into QAPI

7/15/2022
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RESOURCES

www.cms.gov QCOR, CMS State Operations Manual, Appendix PP, June 2022 Surveyor ROP
Training, CMS 20059 Abuse Critical Element Pathway (5/2017), CMS 20130 Neglect Critical
Element Pathway (5/2017)

Abuse and Neglect Reporting-It’s Your Responsibility, Nicky Martin MPA, LNHA, CDP, IP

https://www.covenanthealthcare.com/Uploads/Public/Documents/VWorkfiles/Pastoral%20Care/
Advanced Care Planning/What_is_Code_Status.pdf

*https://digitalcommons.csbsju.edu/ur_cscday/16 Bjelland,Anne; Oberle, Elleni; O'Malley,
Kelsey; Stanton, Dana; Sukke, Kendra; and Zilka, Madelyne, "Responding to a Code Blue"
(2018).

www.whcawical.org Code Sample Procedures/Drills

https://static | .squarespace.com/static/5c|bcacda2772cfd6552ef36/t/6 127c594f812ac7726ffe977
[1629996437141/202 | +Elopement%2BDrill.pdf Elopement Drill

ADDITIONAL RESOURCES

https://www.aapacn.org/wp-content/uploads/202 1/10/AAPACN-for-the-DNS_Mock-Code-
Toolkit_FIN.pdf Emergency Drills: Code and Elopement Toolkit and Investigation Checklist

www.aapacn.org 3- part series on Elopement “Elopement Prevention Starts with Risk
Assessment and Care Planning,” “Elopement Program Success Hinges on Staff education and
Training”,“Elopement risk Management: Learn How to Increase Resident Safety and Reduce
Facility Risk”

https://www.pathwayhealth.com CPR Cardiopulmonary Resuscitation Policy
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SAMPLE EMAIL FROM GOTOWEBINAR

IMPORTANT — CEU INFORMATION
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