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Cardio-Puimonary Resuscitation

" 10ANCAC 13G .0507 Training on
Cardio-Pulmonary Resuscitation
Each family care home shail have at least one
staff person on the premises at all times who has
completed within the last 24 months a course on
cardio-pulmonary resuscitation and choking

+ management, including the Heimlfich maneuver,
provided by the American Heart Association,
American Red Cross, Naticnal Safety Council,
American Safety and Health Institute and Medic

. First Aid, or by a trainer with documented
certification as a trainer on these procedures
from one of these organizations. If the only staff
person on site has been deemed physically
incapable of performing these procedures hy a
licensed physician, that person is exempt from

| the training.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on interview and record review, the facility
failed {o ensure there was at least one staff
person on the premises at all times, who had
completed within the last 24 months, a training
course on cardio-putmonary resuscitation {CPR)

. and choking management for 13 of 19 night shifts
during April 1, 2016 to April 19, 2016 for 1 of 3
staff. (Staff C). The findings are:

= - REView of the employee record for Staff C
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! f
c 000! Initial Comments [ C 000
|
The Aduit Care Licensure Section and Orange |
County Depariment of Social Services conducted i
i 1
an Initial Survey on 04/20/16. |
€ 176 10ANCAC 13G 0507 Training on c1rg | |

The following measures to correct the  5/5/16
deficient practice have been

implemented:

! 1) Retraining on the CPR and

' choking management requirement was

: conducted with the facility manager who

was present during the 4/20/16 survey

and with all team leaders involved in q‘iring.
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i reveated:

. - Staff C was hired as a Supervisor-in-Charge on
10/27115.
- There was no documentation of staff GPR and

. Choking management.

Review of the facility's April 2016 Staff Shif
Schedule revealed, Staff C worked 13 of 19, 11
. p-m. - 8 a.m. shifts from April 1, 2016 - Aprii 19,
2016 revealed there was only one staff working
these shifts, Staff C, with CPR certification.

Interview with the facility manager on 4/20/16 at

4:10 p.m. revealed:

- Staff C was the only staff and personal care

aide on the night shift and usually worked from 11

 p.m. - 8a.m. 5 nights per week.

- She worked alone on these shifts, with no other
staff person with CPR certification.

. - She thought Staff C had CPR training, but she
had not brought the certification in for the record.
- She would contact Staff C to bring in her CPR

- certification.

- Staff C would be off of the schedule alone until
she brought in her CPR certification.

- The facility manager was responsible for the

. staff records.

" - The facility manager had recently scanned in
staff records to ensure they were available by
computer.

. - Anew system would be instituted to ensure all
qualifications for staff were scanned and
available.

[
| No CPR certification was provided by the end of
! the survey.

' Review of the facility's Pian of Protection dated
4/20/16 revealed:
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€176 Continued From page 1 | Ci76 2) Policy change effective 5/5/16 all | 5/5/16

newiy hired staff will have their |
- CPR verified prior to hiring. '

3) The Administrator will be i
responsible for monitoring CPR and |
staff qualifications compliance. /516
4) Policy Change effective 5/5/16, = 5/5186
the facility manager and Administrator

will conduct a semi annual review of
CPR and other staff qualifications ‘
(Jan and June}.

5) Additionally all staff files willbe  5/10/16
maintained at the facility in a secured

. area. '
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G.53. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
2. To receive care and services which are
, adequate, appropriate, and in compliance with
" relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:
Based on interview and record review, the facility
, failed to assure each resident received care and
services which were adequate, appropriate, and
in compliance with refevant federa! and state laws
and rules and regulations related to
| cardio-pulmonary resuscitation (CPR) training for
| staff. The findings are:

Based on interview and record review, the facility
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C 176 Continued From page 2 cie |
Pad I Staff C was removed from the roster ‘ 4/20/16
. - Staff C would immediately be removed from the !
facility staff roster. | _
.- Staff C and no staff would be allowed to work . This measure was put in effect 4/2016
on any shift without CPR certification. |immediately.
- If Staff C did not provide GPR certification proof
within 48 hours, she would have to be enrolied in Staff C was enrolled in CPR ciass and 4/21/16
a CPR class. received certification. Certification was
- Facility would ensure all team members’ faxed to survey leader on 4/26/16. :
employee files CPR certification !
were up to date. ; . 4/26/186
- All employee files will be checked A complete review of all staff files was
semi-annuafly ongoing for current CPR training. ! conducted by f?C'I't}/ manager and
- For newly hired, CPR certifications would be deemed compliant inaccordance to
checked upon hire. regulations.
- CORRECTION DATE FOR THE TYPE B i Policy change effective 5/5/16 5/15/16
;’é?éAT'ON SHALL NOT EXCEED JUNE 4. all newly hired staff will have their CPR
‘ verified upon hiring. :
C812 G.S. 131D-21(2) Dectaration of Residents' Rights C 92
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C 912 Continued From page 3 | C 912 !
failed to ensure there was at least one staff | This deficiency was corrected. 4/2116
person on the premises at all times, who had | ‘
completed within the last 24 months, a training
course on cardio-pulmonary resuscitation (CPR)
and choking management for 13 of 19 night shifts ! J
" during Aprit 1, 2016 to April 19, 2016 for 1 of 3
staff. (Staff C). [Refer to Tag D 0176, 10A NCAC ‘
i 13G .0507. (Type B Violation)) :
C935| G.5. §131D-4.58 {b} ACH Medication €235
i Aides;Training and Competency F
i
G.3. § 131D-4 5B (b) Adult Care Home : [
Medication Aides; Tratning and Competency ! '

Evaluation Requirements.

" {b) Beginning October 1, 201 3, an aduit care
home is prohibited from allowing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in

| an adult care home or successfully completed all
of the following:

' {1) Afive-hour training program developed by the

Department that includes training and instruction

in atl of the foliowing:

a. The key principles of medication

administration.

b. The federal Centers for Disease Control and

. Prevention guidelines on infection control and, if

1 appficable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

1 (2} Aclinical skills evaluation consistent with 10A

! NCAC 13F 0503 and 10A NCAC 13G .0503.

(3) Within 80 days from the date of hire, the
individual must have completed the following:
a. An additional 10-hour training program
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- developed by the Department that inciudes
training and instruction in alf of the following:

' 1. The key principles of medication
administration.
2. The federal Centers of Disease Control and
Prevention guidelines on infection contro) and, if
applicable, safe injection practices and

+ procedures for monitoring or testing in which
bleeding occurs or the potentiai for bleeding

i exists.
b. An examination developed and administered
by the Division of Health Service Regulation in

' accordance with subsection (c) of this section.

! This Rule is not met as evidenced by:

Based on interview and record review, the facility
failed to assure 1 of 3 medication aides (Staff C)
compieted the 15 hour medication administration
training program prior to passing medications
within 60 days of hire. The findings are:

. Review of the employee record for Staff C
revealed:
- Staff C was hired as a Supervisor-in-Charge on
16/27/15.
, - There was no documentation of a medication
 aide verffication of working as a medication aide
. previously.
i - A medication administration aide clinical skills
check list was documented as completed on
12/22/15 and 6/18/15.
| - There was documentation of Staff C passing
the medication aide written examination on
112915,
- There was documentation of 10 hour state
medication aide training on 3/18/15.
- There was no documentation of the 15 hour
medication aide training.

The following measures have been put

medication aide training. ’
I

in place to correct the deficient practice:
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C835| Continued From page 4 | coas

1) Facility Manager who participated 5/516
in the 4/20/16 survey along with all |

SIC's were retrained in the 15 hour '
medication requirement. 1

2) Staff C completed the 5 hour - 4/26/16
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. Review of facility medication administration
records for April 2016 revealed Staff C had
initaled as administering medications for
residents.

Interview with the Facility Manager on 4/20/16 at
 4:50 p.m. revealed:
| - Staff C had the 10 hour medication training
' required.
- She was nol aware Staff C needed 15 hours
medication aide training.
- - Staff C had been passing medication since
' 2015.
. - Staff C worked the night shift and had
. administered medications at 8 a.m. this month.

There was no documentation of the 15 hour
medication administration training was provided
by the end of the survey.
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C935 - Continued From page 5 ! €935
|

1) Facility Manager who participated ‘ 5/5/16
in the 4/20/16 survey along with ail

SIC's were retrained in the 15 hour
medication requirement. |

Division of Haalth Sarvice Regulation
STATE FORM

&899

ESKM11 I continuation sheel 8of 6






