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The findings are:

on 12/11/2015.

The Adult Care Licensure Section conducted an
annual and follow up survey on March 29 - 31,

10A NCAC 13F .0406(a) Test For Tuberculosis

10A NCAC 13F .0406 Test For Tuberculosis

(a) Upon employment or living in an adult care
home, the administrator and all other staff and
any live-in non-residents shall be tested for
tuberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified in 10A NCAC 41A .0205
including subsequent amendments and editions.
Copies of the rule are available at no charge by
contacting the Department of Health and Human
Services Tuberculosis Control Program, 1902
Mail Service Center, Raleigh, NC 27699-1902.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure Tuberculosis (TB) skin
testing for 2 of 6 staff (Staff D and Staff E)
sampled had documented results (Staff D) and
were read with 48 -72 hours (Staff E) according to
the TB control measures adopted by the
Commission for Health Services.

1. Review of Staff D's personnel file revealed:
-Staff D was hired 12/10/2015 as a Medication
Aide/Nurse Aide (MA/NA).

-There was documentation of a TB skin test
placed 12/09/2015 and read as Omm (negative)

-There was documentation of a second TB skin
test placed 12/21/2015 and read on 12/23/2015.
-There were no results documented for the TB
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skin test placed on 12/21/2015.

Interview with the Administrator on 03/31/2017 at

5:30pm revealed:

-She was aware of the requirement for 2-step TB

skin testing.

-During 11/2015 and 12/2015 the facility had
employed a Licensed Practical Nurse/Resident
Care Coordinator who was responsible for
administering TB skin testing and reading the TB
skin test for results.

-TB skin testing was currently being done by the
Registered Nurse Consultant.

-The Business Office Manager (BOM) and
Resident Care Coordinator (RCC) were
responsible to ensure TB skin testing was
completed.

-Upon hire, the employee was responsible to
have the 1st step TB skin test completed.

-The 2nd step TB skin test was completed after
hire.

-She expected TB skin testing to be read within
48 - 72 hours.

-She was not aware Staff D did not have a
completed 2-step TB skin test in Staff D's
personnel file.

Staff D was not available for interview.

2. Review of Staff E's personnel file revealed:
-Staff E was hired 12/17/2015 as a Medication
Aide (MA).

-There was documentation of a TB skin test
placed 11/16/2015 and read as negative on
11/19/2015.

-There was documentation of a second TB skin
test placed 11/23/2015 and read as negative 4
days later on 11/27/2015.

-There were no additional TB skin testing results
found in Staff E's personnel file.
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Interview with the Administrator on 03/31/2017 at
5:30pm revealed:

-She was aware of the requirement for 2-step TB
skin testing.

-During 11/2015 and 12/2015 the facility had
employed a Licensed Practical Nurse/Resident
Care Coordinator who was responsible for
administering TB skin testing and reading the TB
skin test for results.

-TB skin testing was currently being done by the
Registered Nurse Consultant.

-The Business Office Manager (BOM) and
Resident Care Coordinator (RCC) were
responsible to ensure TB skin testing was
completed.

-Upon hire, the employee was responsible to
have the 1st step TB skin test completed.

-The 2nd step TB skin test was completed after
hire.

-She expected TB skin testing to be read within
48 - 72 hours.

- Staff E's TB skin test should have been read in
3 days.

-Because Staff E's TB skin test was read at four
days, the TB skin tests would need to be redone.

Interview with Staff E on 03/29/2017 at 11:19am
revealed:

-She worked at the facility for 1 year and 3
months.

-She administered medications and assisted
residents with personal care.

10A NCAC 13F .0407(a)(5) Other Staff
Qualifications

10A NCAC 13F .0407 Other Staff Qualifications
(a) Each staff person at an adult care home

D 131

D 137

Division of Health Service Regulation
STATE FORM

6899

XWQ611

If continuation sheet 3 of 15




Division of Health Service Regulation

PRINTED: 04/07/2017

FORM APPROVED

shall:

(5) have no substantiated findings listed on the
North Carolina Health Care Personnel Registry
according to G.S. 131E-256;

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to assure 3 of 8 facility staff (Staff B,
F, and G) sampled had no substantiated findings
listed on the North Carolina Health Care
Personnel Registry (HCPR) prior to working in the
facility.

The findings are:

1. Review of the personnel record for Staff B
revealed:

-Staff B was hired on 9/28/16 as a
Supervisor/Medication Aide.

-There was no documentation to verify Health
Care Personnel Registry (HCPR) had been
checked for Staff B.

Interview with the Administrator on 3/31/17 at
1:55pm revealed:

-She asked the Special Care Unit (SCU)
Coordinator if she had checked HCPR on Staff B.
-The SCU Coordinator told the Administrator, she
checked for verification that Staff B passed the
nurse aide (NA) test on 2/11/17.

-The SCU Coordinator had not checked for
substantiated findings listed on the HCPR for
Staff B.

Review of a HCPR check for Staff B received
from the Administrator on 3/31/17, dated 3/31/17

revealed no substantiated findings on the registry.

Refer to interview with the SCU Coordinator
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dated 03/31/2017 at 5:00pm.

2. Review of Staff F's personnel record revealed:
-Staff F was hired as a Personal Care
Aide/Resident Assistant on 03/13/2017.

-There was no documentation of a Health Care
Personnel Registry (HCPR) check completed for
Staff F.

Interview with the Administrator on 03/31/2017 at
1:05pm revealed:

-She completed some HCPR checks.

-She did not see results of a HCPR check in Staff
F's personnel file.

-The Resident Care Coordinator (RCC) or Special
Care Unit Coordinator (SCUC) was responsible to
complete the HCPR check on newly hired staff.
-The HCPR check results would be in the
employee personnel file.

-The RCC or SCUC were supposed to file the
HCPR check results in the employee file.

- HCPR checks were supposed to be completed
before the facility made an offer of employment.

Further interview with the Administrator on
03/31/2017 at 1:30pm revealed:

-She had not been able to locate a HCPR check
in the RCC or SCUC's office.

-She checked with the SCUC about a HCPR
check for Staff F and was informed by the SCUC
that she (SCUC) had not completed a HCPR
check for Staff F.

-She had not been able to check with the RCC
because the RCC was working on the medication
cart on 03/31/2017.

-She had just accessed the HCPR to check the
status for Staff F.

Review of a HCPR check dated 03/31/2017 for
Staff F received from the Administrator on
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03/31/2017 revealed there were no substantiated
findings on the HCPR.

No additional HCPR checks for Staff F were
provided by the facility for review.

Refer to interview with the SCU Coordinator
dated 03/31/2017 at 5:00pm.

3. Review of Staff G's personnel record revealed:
-Staff G was hired as a Housekeeper on
10/11/2016.

-There was no documentation of a Health Care
Personnel Registry (HCPR) check completed for
Staff G.

Interview with the Administrator on 03/31/2017 at
1:05pm revealed:

-She completed some HCPR checks.

-The Resident Care Coordinator (RCC) or Special
Care Unit Coordinator (SCUC) were responsible
to complete the HCPR check on newly hired staff.
-The HCPR check results would be in the
employee personnel file.

-The RCC or SCUC were supposed to file the
HCPR check results in the employee file.

- HCPR checks were supposed to be completed
before the facility made an offer of employment.

Further interview with the Administrator on
03/31/2017 at 5:15pm revealed:

-She had not been able to locate a HCPR check
for Staff G.

-Staff G's duties included cleaning resident
bathrooms and rooms.

-Sometimes the residents were in their rooms
and sometimes not when their rooms were
cleaned.

-When any staff were hired, including Resident
Assistants, Medication Aides, dietary, laundry, or
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housekeeping staff, she would ask the RCC or
SCUC to complete the HCPR checks.

-She was "normally" informed when the HCPR
checks were completed.

-She did not recall if she was told that a HCPR
had been completed for Staff G.

-She had just accessed the HCPR to check the
status for Staff G.

Review of a HCPR check dated 03/31/2017 for
Staff G received from the Administrator on
03/31/2017 revealed there were no substantiated
findings on the HCPR.

No additional HCPR checks for Staff F were
provided by the facility for review.

Refer to interview with the SCU Coordinator
dated 03/31/2017 at 5:00pm.

Interview with the SCU Coordinator on 3/31/17 at
5:00pm revealed:

-She was trained by staff at a sister facility to
monitor HCPR for all new hires in every
department, with the exception of management,
since June 2016.

-She did not know substantiated findings would
be listed on the registry for all staff, such as
dietary, and housekeeping, prior to February
2017.

-She did not think the ancillary staff would be
listed on the registry if they had not been a Nurse
Aide (NA) or Medication Aide.

-She thought she only needed to check HCPR on
NA and Medication Aides.

-She had not been checking the registry to
ensure no substantiated findings for all staff, prior
to February 2017.

-When she checked the HCPR she was checking
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Orientation ANd Training

10A NCAC 13F .1409 Special Care Unit Staff
Orientation And Training

The facility shall assure that special care unit staff
receive at least the following orientation and
training:

(1) Prior to establishing a special care unit for
residents with a mental health disability, the
administrator shall document receipt of at least
20 hours of training specific to the population by a
qualified mental health professional, as defined in
10A NCAC 27G .0104(18), for each special care
unit to be operated. The administrator shall have
in place a plan to train other staff assigned to the
unit that identifies content, texts, sources,
evaluations and schedules regarding training
achievement.

(2) Within the first week of employment, each
employee assigned to perform duties in the
special care unit shall complete six hours of
orientation on the nature and needs of the
residents.

(3) Within six months of employment, direct care
staff shall complete 20 hours of training specific
to the population being served.

(4) In addition to the training required in Rule
.0501 of this Subchapter, direct care staff
assigned to the unit shall complete at least 8
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certifications were valid, and to verify Medication
Aides had passed the medication exam.
-Prior to February 2017, she had not been aware
she was supposed to print the results of the
HCPR, to indicate it had been checked.
D 477 10A NCAC 13F .1409 Special Care Unit D 477
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hours of continuing education annually that is
specific to the needs of the residents.

This Rule is not met as evidenced by:

Based on interviews, and record reviews, the
facility failed to ensure 3 of 4 sampled (Staff B, C,
and D) staff working in the special care unit,
received the required 20 hours of dementia
training within 6 months of working in the special
care unit. The findings are:

1. Review of the personnel record for Staff B
revealed:

-Staff B was hired on 9/28/16 as a
Supervisor/Medication Aide, to work on the
special care unit (SCU).

-Staff B received 6 hours SCU training on
9/28/16.

-Staff B received 0.5 hours of SCU training on
10/23/16.

-There was no documentation that Staff B
received any other SCU or dementia training.

Interview with the Administrator on 3/31/17 at
1:55pm revealed:

-Staff B had been working in the SCU since she
was hired at the facility.

-Staff B has not completed the required 20 hours
of SCU specific trainings.

-Staff B has been scheduled for several dementia
trainings that she has not shown up for, and she
has not completed the online dementia trainings.

Interview with the SCU Coordinator on 3/31/17 at
5:00pm revealed she will have SCU modules
available for Staff B on 4/1/17 and 4/3/17 to make
up her training.
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Staff B was not available for interview.

Refer to interview with the SCU Coordinator on
3/31/17 at 5:00pm:

Refer to interview with the Administrator on
3/31/17 at 1:55pm:

2. Review of the personnel record for Staff C
revealed:

-Staff C was hired on 8/24/16 to work as a
Supervisor in the SCU.

-Staff C completed 6 hours of SCU training on
8/30/16.

-There was no documentation that Staff C
completed any further SCU training.

Interview with the Administrator on 3/31/17 at
1:55pm revealed:

-Staff C had been working in the SCU since she
was hired at the facility.

-Staff C had not completed the required 20 hours
of SCU specific trainings.

-Staff C had been scheduled for several dementia
trainings that she has not shown up for, and she
has not completed the online dementia trainings.

Interview with the SCU Coordinator on 3/31/17 at
5:00pm revealed she will have SCU modules
available for Staff C on 4/1/17 and 4/3/17, to
make up her training.

Staff C was not available for interview.

Refer to interview with the SCU Coordinator on
3/31/17 at 5:00pm:

Refer to interview with the Administrator on
3/31/17 at 1:55pm:
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3. Review of Staff D's personnel file revealed:
-Staff D was hired on 12/10/2015 as a Medication
Aide/Nurse Aide (MA/NA).

-Staff D received 6 hours SCU training on
06/27/2016.

-There was no documentation that Staff D
received any other SCU or dementia training.

Interview with the Administrator on 3/31/17 at
1:55pm revealed:

-Staff D was not hired to work specifically in the
SCU.

-Staff D was responsible to work as the
Supervisor in the facility which required her to
administer medications in the SCU.

-Staff D had probably not completed the required
20 hours of SCU specific trainings because Staff
D was not hired specifically to work in the SCU.
-There had been several dementia trainings
scheduled at the facility for employees to attend,
and employees had access to online dementia
trainings.

-The Special Care Unit Coordinator was
responsible to make sure when applicants were
hired, that the 20 hour dementia training was
completed within six months of employment.

Staff D was not available for interview.

Refer to interview with the Administrator on
3/31/17 at 1:55pm:

Refer to interview with the SCU Coordinator on
3/31/17 at 5:00pm:

Interview with the SCU Coordinator on 3/31/17 at
5:00pm revealed:
-She was responsible for creating modules for
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staff to complete the required 20 hour SCU
training.

-She was responsible for monitoring the SCU
training for SCU staff.

-The facility required all staff to complete 6 hour
SCU training within their first week of hire,
whether they worked in the SCU or assisted
living.

-Staff were required to complete 20 hours of SCU
training within the first 6 months of work in the
SCU.

-The staff were supposed to go on the online
application and complete some of the dementia
trainings listed online, or they can show up at the
on-site dementia trainings to get the 20 hour
requirement.

-The Administrator had a spread sheet that she
used to track the amount of trainings completed,
and to track the amount of training needed by the
staff.

-She did not have access to the training spread
sheet, but the Administrator updated her every 3
or 4 months to alert her which staff members
needed to obtain more hours to meet the
requirement.

-As of 4/10/17 all staff would be required to
complete 20 hours of SCU training regardless of
where they work, SCU or assisted living.

Interview with the Administrator on 3/31/17 at
1:55pm revealed:

-The SCU Coordinator was responsible for
monitoring the SCU trainings.

-She had reminded the SCU Coordinator to
check and ensure the staff had completed the 20
hour training on the online app.

-There would be scheduled SCU training on
Monday 4/3/17, if staff did not attend the training
they would be taken off the schedule.
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D935/ G.S.§ 131D-4.5B(b) ACH Medication Aides; D935

Training and Competency

G.S. § 131D-4.5B (b) Adult Care Home
Medication Aides; Training and Competency
Evaluation Requirements.

(b) Beginning October 1, 2013, an adult 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) A five-hour training program developed by the
Department that includes training and instruction
in all of the following:

a. The key principles of medication
administration.

b. The federal Centers for Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

(2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.

(3) Within 60 days from the date of hire, the
individual must have completed the following:

a. An additional 10-hour training program
developed by the Department that includes
training and instruction in all of the following:

1. The key principles of medication
administration.

2. The federal Centers of Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
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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 reviews the
facility failed to assure 1 of 5 sampled (Staff B)
staff had successfully completed the 5, 10, or 15
hour Medication Aide Training and competency
requirements prior to administering medications.
The findings are:

Review of the personnel record for Staff B
revealed:

-Staff B was hired on 9/28/16 as a Medication
Aide/ Nursing Assistant.

-The Medication Administration Clinical Skills
Checklist was completed on 11/1/16.

-There was no documentation of the five, ten, or
fifteen hour training requirement.

-Staff B had successfully completed the
medication exam on 10/28/16.

Interview with the Administrator on 3/31/17 at
1:55pm revealed:

-She could not locate the five, ten, or fifteen hour
required Medication Training for Staff B.

-The training should have been in the staff file in
her record.

-The Medication Training was supposed to be
completed with the Medication Aides by the
Registered Nurse (RN) that came to the facility
every Tuesday.

-All Medication Aides were required to complete
the five and ten, or fifteen hour training within 6
months of hire.

-The RN was responsible to ensure that was
done.
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Staff B was not available for interview.

The RN was not available for interview.
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