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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to 
physician orders and the resident’s advance directives.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure availability of staff who can provide 
cardiopulmonary resuscitation (CPR, any medical intervention used to restore circulatory and/or respiratory 
function that has ceased) when the facility did not have a full list of CPR certified staff available or copies of 
CPR cards in employee files. This had the potential to affect all residents who were a full code (residents 
who want CPR when their heart stops beating). Facility census was 43.

The facility did not have a policy in place regarding staff being CPR certified or maintaining a list of staff 
currently on shift who are CPR certified. 

Review of employee files on [DATE] a 1:45 P.M., showed:

-Employee files of Registered Nurse (RN) A, Minimum Data Set (MDS) Coordinator, Certified Nurses 
Assistant (CNA) A, Certified Medication Technician (CMT) A, CNA B, and CNA C did not contain evidence of 
CPR certification. 

During an interview on [DATE] at 11:20 A.M., CMT B said:

-His/Her CPR certification is expired;

-The facility did not ask about his/her CPR certification status when hired;

-He/She does not know where to find if any of the staff working are CPR certified. He/She assumes the 
charge nurse is CPR certified. 

During an interview on [DATE] at 11:22 A.M., LPN A said:

-His/Her CPR certification was current; 

-The facility did not ask about his/her CPR certification status when hired;

-He/She does not know where to find if any of the staff working are CPR certified. 

During an interview on [DATE] at 11:25 A.M., CNA D said:

-He/She was not CPR certified; 
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-The facility did not ask about his/her CPR certification status when hired;

-He/She does not know where to find if any of the staff working are CPR certified;

-He/She assumes the charge nurse on duty is CPR certified. 

During an interview on [DATE] at 10:58 A.M., the Physician said:

-He/She would expect the facility to follow their policy regarding staff being CPR certified;

-He/She would expect that all the staff be CPR certified, but at least all the nursing staff at a minimum. 

During an interview on [DATE] at 4:01 P.M., the Director of Nursing (DON) said:

-The facility does not have a policy regarding staff being CPR certified; 

-There is not a list or record of which staff's CPR certification is current. He/She thought the Business Office 
kept record of this; 

-There is not a list that indicates which staff currently working on shift are CPR certified; 

-He/She does not know how any staff currently on shift would know who is CPR certified;

-It is his/her expectation that the charge nurse on duty be CPR certified, at a minimum. 

During an interview on [DATE] at 12:15 P.M., the Administrator said:

-The facility does not have a policy regarding staff being CPR certified. It is his/her expectation that the 
facility have a policy on this topic; 

-It is his/her expectation that nursing staff be CPR certified. 
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