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The Adult Care Licensure Section conducted a
complaint investigation 12/18/23 with an exit by
telephone on 12/20/23.
0 187 10A NCAC 13F 0507 Training On D 167

Cardio-Pulmonary Resuscitation

10ANCAC 13F .0507 Training On
Cardio-Puimonary Resuscitation

Each adult care home shall have at least one
staff person on the premises at all imes who has
compieted within the fast 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,
Arnarican Safety and Health institute or Medic
First Aid, or by a trainer with documentad
certification as a trainer on these procedures
from one of these organizations. The staff
person trained according to this Rule shall have
access at all imes in the facility to a one-way
valve pocket mask for use in performing
cardio-pulmonary resuscitation.

This Rule is not met as evidenced by:

Based on record review and interviews, the
faciiity failed to ensure at least one staff person
was present in the facility, on 3rd shift, who
succassfully completed a course in
cardio-pulmonary resuscitation (CPR) within the
1ast 24 months for 5 of 18 shifts from 12/01/23 -
12118123

The findings are:

Raview of staff assignment sheets for 3rd shift
dated 12/01/23 revealed there were no CPR
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6:00am,
Reviaw of staff assignment sheets for 3rd shif
dated 12/08/23 revealed there were no CPR

: certified staff that worked from 10:30pm -
: B:0Cam,

Review of staff assignment sheets for 3rd shift
tated 12/07/23 revealed there were no CPR
certified staff that worked from 10:30pm -
&:00am.

Review of staff assignment sheets for 3rd shift
dated 12/12/23 revealed there were no CPR
certified staff that worked from 10:30pm -
8:00am,

Review of staff assignment shests for 3rd shift
dated 12/18/23 revealed there were no CPR
certified staff that worked from 10:30pm -
6.00am.

Review of Staff B's personnel record revealed
there was no documentation of CPR training.

Telephone interview with Staff B, dietary aide on
12/20/23 at 8:23am revealad:

-She worked 3rd shift from 10:30pm to 6 00am.
-She was the only staff member in the buiiding on
12/01/23, 12/06/23, 12007123, 12112423, and
12/18/23 on 3rd shift.

-She was not CPR certified.

-ifthere was an emergency while she was in the
facility, she wauld immediately call for staff
assistance from a sister facility on the property.
-No one had discussed with her the need to have
a CPR class.

Telephone interview with the Resident Care
Coordinator (RCC) Supervisor on 12/20/23 at
8:30am revealed:

-She was unaware the staff working on 3rd shift
was not CPR certified until recently.
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-If thers was an emergency, the staff member
could call someone from one of the other
buildings to provide assistance to the residents.
Telephone interview with the Administrator on
12/20/23 at 10:10am revealed:
-All the staff who work in the facility should be
CPR certified.
-He had not been aware prior to 12/20/23 there
was a staff in the facility that did not have current
CPR certification.
D 2367, 10A NCAC 13F ,1004(j) Medication D 367

Administration .

10A NCAC 13F 1004 Medication Administration
i) The resident's medication administration
record (MAR) shall be accurate and include the
following:

{1) resident's name,

{2) name of the medication or treatment order;
(3} strength and dosage or quantity of medication
administered;

{4} instructions for administering the medication
or treatment,

(5) reason or justification for the administration of
medications or treatments as needed (PRN} and
doscumenting the resulting effect on the resident;
{8) date and time of administration,;

(7) dacumentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

{8) name or initials of the person administering
the medication or treatment. if initials are used, &
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR}.

This Rule is not met as evidenced by:
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Based on observations, interviews, and record f i\ ‘ o

review, the facility failed to ensure the slectronic "}’]“L‘TYV\ i Ck yungTranve

medication administration record {eMAR) was ., by T

accurate for 1 of 2 sampled residents (#2) related f_}u‘u. ) 'H; Be Vb(b\/ g Ne

to a medication used {o treat depression. bl o % e { L M

NG Es o U '
The findings are:
4l

Review of Resident #2's current FL2 dated RL (, 5‘«&* f} Q,‘LLQ CLLL

09/25/23 revealed diagnosis of dementia. Em%ﬁ% il MA ' 5 %1:

Review of Resident #2's physician's orders dated "‘\U«H ”"l’l’;ﬁfh vE ({-"‘ tE

- 02413123 revealed a medication order for i e L

trazodone {used to treat depression) 50mg take 0 e CK’ -I'L'Y- “‘ (’L&‘L l[,

112 tablet thres times daily. G{f ‘YL{)EJLLW &»—f'

Review of Resident #2's Novernber 2023 eMAR 3

revealed: H{J G~ WRS hald. w LOh

-There was an enfry for trazodone 50mg take 1/2 i { \ji ¢ A ruYw ﬂ(i(,{()

tablet three times daily scheduled for 11:00am, { L 1%,

5:00pm and 11:00pm. 11 ey ‘{’C ‘,;{ (}fl?_r”t W]D(,u%d,

-There was no documentation of administration <

on 11/30/23 at 11:00am. o au adlrtutlf\'tﬂ,ﬁ uds

-There was no documentation of administration

on 11124723, 11/26/23 and 11/30/23 at 5:00pm apd (use fb Mo &L\b

-There was no documentation of administration

on 1119723, 11/11/23, 1111723, 11119423, ! Hu C‘CHLPLEﬁ,”l 1 B

11720123, 11124723, 11/25/23, 11/28/23 11/28/23 L L &;}UKLU\LL&:}:U

and 11/30/23 at 11:00pm. (L

~There was no reason documented as to why the AP i L;._ LU\ ‘P"\QJ

trazodone was not administered. % {“P(' 6

Review of Resident #2's Decemnber 2023 eMAR
revealed:

-There was an entry for trazodone 50mg take 1/2
tablet three times daily scheduled for 11:00am,

: 5:00pm and 11.00pm,.

- ~Thers was no gocumentation of administration

: on 12/01/23 at 11:C0pm.

[ ~There was no documentation of administration
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on 12/04/23 at 19:00am.

-Thera was no documentation of administration
on 12/06/23 at 5.00pm.

-There was no reason documented as to why the
trazodone was not administered.

Observation of Resident #2's medications on
hand on 12/19/23 at pm revealed:

There was a bubble pack for labeled as
trazodone 50mg with a quantity of 30 tablets
dispensed on 12/04/23 with 9 tablets available for
administration.

Interview with a medication aide (MA) for
Resident #2 on 12/19/23 at 2:.48pm revealed:
-Resident #2 was administered trazodone 50mg
/2 tablet three times daily at 11:00am, 5:00pm
and 11:00pm.

-If a Resident took their medication then staff
documant the administration with their initials.
-When a resident refused to take a medication,
the medication was supposed to be documented
an the eMAR as not administered and a note was
documented with the reason why the medication
was not administered.

-The blanks on Resident #2's oMARs for
trazodone S0mg ¥ tablet thrae times daily on
1449123, 11711723, 11717123, 1111923, 11720123,
1421231172523, 11/26/23, 11/28/23, 11730/23,
12/01/23, 12/04/23 and 12/08/23 was where the
staff member administering the medication did
not document the administration or refusai on the
eMAR.

-She did not know why there was no
documentation for these days as it should have
been documented given or refused.

-There shouid not be blanks on the eMAR.

-At times she had forgotten to document on the
eMAR as she was administering medgications in
two buildings.
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Interview with the Resident Care Coordinator
Supervisor on 12/19/23 at 3:20pm revealed:

-She was unaware staff had not documented the
administration of razedone 50 mg for Resident
#2 for 14 times in November 2023 and three
times in December 2023.

-The medication was supposed to be
documenied on the eMAR as not administered

: and a note was documented with the reason why
: the medication was not administered, and staff

i were {o place their initials when they administered
* the medications.

-Staff were expected o document the
administration or refusal of medications when
they administered the medications.

-She thought staff wera just in a hurry and did not
document

-Staff needed to slow down and document on the
aMAR if the rasident took the medication or
refused it.

Interview with the Administrator on 12/19/23 at
4:30pm revealed he expected the MAs to
administer medications as ordered to residents
and document on the eMAR accurately.

Attempted interview with Resident #2 on 12/19/23
at 10:28am and 11:01am was unsuccessful.
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