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F 0839 Employ staff that are licensed, certified, or registered in accordance with state laws.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42441
or potential for actual harm
Based on clinical record review, staff interviews and policy review, the facility failed to ensure staff certified in
Residents Affected - Few cardiopulmonary resuscitation (CPR) performed the procedure for 1 of 1 resident reviewed for initiation of
CPR (Resident #2). The facility reported a census of 56 residents.

Findings include:

The Minimum Data Set, dated dated dated [DATE] documented Resident #2 had a Brief Interview for Mental
Status (BIMS) score of 13, indicating intact cognition. The MDS included diagnoses of coronary artery
disease (CAD impaired blood vessels to the heart), hypertension (high blood pressure), and atrial fibrillation
(irregular heartbeat).

The Care Plan Focus dated [DATE] indicated Resident #2 requested CPR. The Goal identified Resident #2's
health care choice would be followed.

The lowa Physician Orders for Scope of Treatment (IPOST) signed by Resident #2 on [DATE] and the
physician on [DATE] reflected Resident #2 desired CPR/Attempt Resuscitation.

The Health Status Note dated [DATE] at 3:30 PM indicated the staff summoned Staff A, Registered Nurse
(RN) to Resident #2's room. When she arrived Resident #2 looked pale with a white chalky substance on his
tongue and lips. The assessment revealed a blood pressure of ,d+[DATE] (normal ,d+[DATE]), a pulse of 47
(normal ,d+[DATE]), and he responded to verbal stimuli. Staff A documented she exited the room to call 911
from the nurse's station when staff yelled Resident #2 wasn't breathing. Staff A documented she ran back to
Resident #2's room, and couldn't palpate a pulse on him. At that time, he lacked respirations. At 3:37 PM she
initiated CPR. Staff A documented she had been able to switch out with other staff members and after
approximately 10 minutes after calling 911 the paramedics arrived and took over the situation.

During an interview on [DATE] at 2:15 PM, Staff B, Assistant Director of Nursing (ADON), stated she didn't
work on [DATE] when they initiated CPR on Resident #2. Staff B confirmed the 3 Certified Nurse Aides
(CNAs) that worked on [DATE] didn't have a certificate for CPR. Staff added Staff D, RN, worked the shift on
[DATE] and had their CPR certificate.

(continued on next page)
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During an interview on [DATE] at 3:04 PM, Staff C, Certified Nurse Aide (CNA), reported Staff A, RN, left her
alone in Resident #2's room on [DATE] Staff E, CNA, walked past his room. Staff C explained she told Staff
E she needed help after Staff A told her she needed to do CPR. Staff C said since Staff A is the nurse you
are supposed to listen to the nurse so the CNAs took turns doing CPR on Resident #2. When the Emergency
Medical Technicians (EMTSs) arrived, they still were doing CPR. Staff C confirmed she didn't have her CPR
certificate at the time of the incident. Staff C added Staff D stood outside of Resident #2's room, observing
while the CNAs performed CPR.

During an interview on [DATE] at 2:44 PM, Staff D reported she worked [DATE] when they initiated CPR on
Resident #2. Staff D confirmed she didn't assist with the CPR efforts. Staff D's Personnel record reflected
she was CPR certified at the time.

During an interview [DATE] at 10:07 AM, Staff E revealed Staff C was in Resident #2's room on [DATE] with
Resident #2 and when she first walked in the room. Staff E saw Resident #2 sort of breathing but then he
eventually stopped breathing. Staff E stated the nurse was at the nurse's station at the time they told the
nurse Resident #2 wasn't breathing. Staff E revealed Staff A said Resident #2 was a full code and directed
the CNAs to start CPR. Staff E stated she and Staff C began CPR on the resident and continued until the
ambulance crew arrived. Staff E revealed she didn't have a CPR certificate at the time of the incident.

During an interview [DATE] at 10:42 AM, the Administrator reported they expected the staff certified in CPR
complete the CPR. The Administrator added Staff A, an agency nurse, had their certificate in CPR when she
worked [DATE] and the CNAs who worked that day didn't have their CPR certificate.

During an interview [DATE] at 2:40 PM, Staff A reported she and the CNAs working on [DATE] performed
CPR on Resident #2. Staff A stated the CNAs who assisted with CPR never said they weren't certified in the
procedure. Staff A confirmed she was CPR certified at the time of the incident.

The review of the undated facility policy titled, Cardiopulmonary Resuscitation, directed if CPR is required, it
will be immediately initiated by any staff member currently certified to perform CPR.
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