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Initial Comments

The Adult Care Licensure Section conducted an
Annual survey on November 20, 2017.

10A NCAC 13G .0507 Training on
Cardio-Pulmonary Resuscitation

10A NCAC 13G .0507 Training on
Cardio-Pulmonary Resuscitation

Each family care home shall 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 Heimlich maneuver,
provided by the American Heart Association,
American Red Cross, National 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 by a
licensed physician, that person is exempt from
the training.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure at least one staff person
on the premises at all times had completed a
course on cardio-pulmonary resuscitation (CPR)
and choking management, including the Heimlich
maneuver, within the last 24 months for 3 of 3
staff (Staff A, C, and the Administrator).

The findings are:
A. Review of Staff C's personnel file revealed:

-Staff C was a Medication Aide and was hired on
9/30/16.
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-There was documentation of successful
completing an online CPR course without a return
demonstration on 8/30/16 with an expiration date
of 8/30/18.

-There was documentation Staff C had
successfully completed an online CPR course
without return demonstration.

Interview with Staff C on 11/20/17 at 1:18 pm
revealed:

-She had worked at the facility as a MA since
2016, but had worked at the facility prior to 2016
as a caregiver.

-She lived behind the facility, and worked in the
facility daily, weekends, and night shifts.

-When she worked she stayed overnight in the
facility.

-She had taken the CPR training online with the
facility staff.

-She recalled multiple CPR courses offered at the
facility provided by trainers, "l think in 2016, the
summer."

-She recalled practicing with a manikin for a
return demonstration at the "Red Cross."

Refer to interview with the Administrator on
11/20/17 at 1:25 pm.

Refer to telephone interview on 11/20/17 at 1:45
pm with the facility Registered Nurse.

B. Review of Staff A's personnel file revealed:
-Staff A was a Personal Care Aide and was hired
on 1/15/2007.

-There was documentation of successful
completing a CPR and choking management
course, which expired in 2012.

-There was documentation of successful
completing a CPR class online without a return
demonstration on 8/30/16 with an expiration date
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of 8/30/18.

Interview with Staff Aon 11/20/17 at 1:10 pm
revealed:

-She had worked at this facility since 2007.
-She worked days, nights, and weekends and
performed light housekeeping duties.

-When she worked she stayed overnight in the
facility.

-She had CPR training online without return
demonstration in August 2016, but recalled taking
the CPR course provided by a trainer in the
facility and with the "Red Cross" a few years
back.

Refer to interview with the Administrator on
11/20/17 at 1:25 pm.

Refer to telephone interview on 11/20/17 at 1:45
pm with the facility Registered Nurse.

C. Review of the Administrator's personnel file
revealed:

-A hire date of 3/4/1997.

-The Administrator was also MA.

-There was documentation of successfully
completing an approved CPR and choking
management course, which expired in 2012.
-There was documentation of successful
completing a CPR course online without return
demonstration on 8/30/16 with an expiration date
of 8/30/18.

Interview with the Administrator on 11/20/17 at
1:15 pm revealed:

-She had worked at this facility as a MA since
1997.

-She became the Administrator in 2016.

-She was unaware the CPR class online was not
an approved CPR and choking management
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course.
-She worked in the facility daily, weekends, and
night shifts.

-She had CPR training online without a return
demonstration in the August 2016.

-She recalled multiple CPR courses in the past
provided by trainers that had come to the facility
as well as the course provided by the "Red
Cross" which included return demonstration using
a manikin.

Refer to interview with the Administrator on
11/20/17 at 1:25 pm.

Refer to telephone interview on 11/20/17 at 1:45
pm with the facility Registered Nurse.

Interview with the Administrator on 11/20/17 at
1:25 pm revealed:

-She became the Administrator in December
2016.

-She was aware at least one staff person on the
premises must have completed a course on CPR.
-She was unaware the online CPR course offered
was not provided by one of the approved CPR
providers.

-All staff including herself had taken the CPR
course online at the facility in 2016.

-All the staff completed the "Red Cross" CPR
training a few years back.

-She would immediately contact the facility nurse

and have all staff take the approved CPR training.

Telephone interview on 11/20/17 at 1:45 pm with
the facility Registered Nurse revealed:

-She was an approved certified CPR instructor.
-She conducted CPR training for the facility, "it's
been a few years maybe 2 or 3."

-Her training included a return demonstration and
a skills test.
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-She would immediately come to the facility and
conduct a CPR class.

-The class was scheduled for 3:00 pm on
11/20/17 and would last for 2 to 2 and a half
hours.

Review of all resident records (3) revealed there
had not been any incidents where CPR should
have been conducted.

Review on 11/20/17 at 5:00 pm of documentation
forwarded to the survey team revealed all staff
had completed an approved CPR training and
choking management course with the certified
CPR Registered Nurse trainer on 11/20/17.
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