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C 000 Initial Comments C 000
The Adult Care Licensure Section conducted an
annual survey on May 1-2, 2018.
C 145 10A NCAC 13G .0406(a)(5) Other Staff cis 1Ty pefercnce Jo The _/_(f_C_P/f
Qualifications Pl . > 4
i Deficiencies: LT wes ousr
‘ 10A NCAC 13G .0406 Othef:: Staff Qualifications unders nnd.'ﬂj Thrcough *MF_
Each staff n of a family care home ; -7
(Sah)au.ac RATRIRES Sy it T HUYses whe do oup residela T
(5) have no substantiated findings listed on the e A arl review s , Th oI we
North Carolina Health Care Personnel Registry A
according to G.S. 131E-256; ‘ needed To Chee /T Th e
| e PR fer med a/des
| ond CAHA's ealy and noT
This Rule is not met as evidenced by: | ol R bee P |
Based on observations, interviews, and record F ] _ CHiE % T}' (Jy dr;’j
review, the facility failed to assure 3 of 5 staff nalt lizTe d on The re ger st
(StaffA, B, and D) sampled had no substantiated . 1 ).
| findings on the North Carolina Heaith Care AC-one his eyes Teld 43
Personnel Registry (HCPR). . ; . |
______ Rt TheT all sTaff ,r;?vwrﬁ_,é
The findings are: @ check onThe HCPR |
[ i * I‘
| 1. Review of Staff A's personnel record revealed: To co rree 7'- 'f'lx ‘5 1S5S 4
-Staff A's hire date was 04/14/2009. : oy o
-She worked as a Medication Aide. We will 4 dd Ta Ciu ) C_/“Jc_ K
-There was no documentation of a Health Care ] o<T ~ o ; T
Personnel Registry (HCPR) check. Ai‘s r 72 or hirein 9., Tha Ti
}/ ob o ‘/t't:a'f\ i
interview with the Administrator on 05/01/19 at i J ; /? /) - ﬂ ° i
5:15pm revealed: }?CH’E 7@ be C/v&'cﬁ‘e{ ;
-Staff A was responsible for performing HCPR -t . .
{ checks for staff. on The HePR /‘Or””rg
i -She did not realize HCPR checks were to be hiwy b ;
1 " : 9 "
| performed for staff who were not nursing w e ?“ £y ’ L a nd ‘5_‘7“3 }]F-F
i assistants. A_W'// be T/e CHeg fB on i T
-AHCPR check had not been performed for Staff Stetf For 4 oo . | 2
A # df“’gafkemen}-rs‘
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G 145| Continued From page 1

| Interview with Staff A on 05/01/19 at 6:00pm

! revealed she did not know she needed to perform
a HGPR check for herself because she was not a

| nursing assistant.

I

' Review of a HCPR check for Staff A dated
05/01/18 revealed there were no substantiated
findings listed on the HCPR.

Refer to the interview with the Administrator on
05/01/19 at 5:26pm.

Refer ta the interview with Staff A on 05/01/19 at
6:00pm.

2. Review of Staff B's personnel record revealed:
| -Staff B's hire date was 11/15/18.

| -She was hired to work as a Medication
Aide/Personal Care Aide (MA/PCA).

-There was no documentation of a HCPR check.

"""" " Interview with-Staff B-on 05/01/19 at-5:10pm -
revealed she had been employed at the facility
since November 2018 as a MA/PCA.

Review of a HCPR check for Staff B dated
| 05/02/19 revealed there were no substantiated
findings listed on the HCPR.

Refer to the interview with the Administrator on
05/01/19 at 5:26pm.

Refer to the interview with Staff A on 05/01/19 at
6:00pm.

3. Review of Staff D's personnel record on
05/01/18 revealed:

-He was hired on 04/15/03 as a personal care
aide (PCA), maintenance, cook, and medical

C 145

A
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c 145;i Continued From page 2 C 145

transport staff, J
-There was no documentation of a Health Care |
Personnel Registry (HCPR) check.

Interview with Staff A on 05/01/18 at 5:21pm
revealed:

-She did not complete 8 HCPR check for Staff O |
-She did not know she needed to perform a I
HCPR check on staff who were not Certified |
Nursing Assistants (CNA). i

Review of a HCPR check for Staff D dated
05/01/19 revealed there were no substantiated
findings listed on the HCPR.

Refer to the interview with the Administrator on
05/01/119 at 5:26pm.

I

|
Refer to the interview with Staff A on 05/01/19 at !
6:00pm. '

Interview with the Admmfstrator on 05!01/1 8 at i

'|'5:26pm revealed: {

-She did not remember who told her, but she i

| remembered someone teliing her that PCA's did

| not have to have a HCPR check.

-She was responsible for making sure everything

was correct in the personnel records. !
E
I

i

Interview with Staff A on 05/01/19 at 6:00pm
revealed:

-She thought only staff who were nursing |
assistants or had a medical certification would be

listed on the HCPR. |
-She had nat interpreted the regulation to mean
performing a HCPR check on anybody who [
worked in a health care facility.

Division of Health Service Regulation
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C 257 Continued From page 3 C 257 Tl’l fe ~/:f réace 7; _4/,, 7."/.7;6 A 5-74
C 257 ;OA _NCAC 13G .0804(a)(2) Nutrition and Food C 257 qn d 'Poa J Sc-’r P as DG7?' o ?
ervice ) . ]
OI"IJ Zdbe,/,'n 78::«.'(:{.4170’0’
10A NCAC 13G .0904 Nutrition and Food Service ; + g Sian
(a) Food Procurement and Safety in Family Care ’_n _70@' e/ JUT BF J
Homes: in The Jrilchen F-2-]9
| (2} All food and beverage beiqg procured, stored, . sul da i: & / h
{ prepared or served by the facility shall be Tha 7 d ‘_’?’ q b u ?
| protected from contamination. gnd daTring A /! Food _
P : T Pac
This Rule is not met as evidenced by: Pr oduc 7 5/ A4/50 as e A
Based on observations and interview, the facility ‘ d 5 ~dm 7 "
4 h £
failed to assure foods were stored in a manner to 4 Tcrf( mem ber & ¥ W""
| prevent contamination as evidenced by not discussed 7/ ¢ 7 m/,,,),TQ,? -
| labeling food with contents and date opened. = i
(,»TI iabe/my and c/a?é;nﬁ .
The findings are: i : ~
? We Then haed qrnee7'/,,,9
é)i;zawart;on r.vif 1(:!;3 pantry closet on 05/01/19 at on 5- )/ _/7 *, Eopar f-ﬁ ”
:04pm revealed: i %
-There was a clear container with a lid containing rn de P TA. *
: @ bag of hushpuppy mix with approximately 1/3rd . , ‘
'| of the mix remaining With o date opened. storsd - Lohare alse added ye hf-
on the second shelf. a7 FIE /
. a dbe or g
-There was an opened sixteen ounce bag of / M1 hoe 7 8 ‘{ L 5 s f /
ange! hair pasta, with approximately 1/2 5 T ura 7 € econ Ta INer &
remaining stored in a re-sealable bag with no ‘ }, P /1 q / d |
| date opened, stored on the second sheif. [ WhHic ineluded ¢ |
| -There was an opened sixteen ounce box of thin ‘ ; - E : Po i g
:[ spaghetti noodles with approximately 1/3rd , [am, fd ’ ed /abel i
; ngmairéingr;1 ulrith no date opened, stored on the daTes ) 7 he y are oh r
second shelf. '
-There was an opened box of lasagna noodles The jid, Staff m embhap i
with approximately 1/3rd remaining with no D asd E i W - Fando L
opened date, stored on the second shelf. } A )
-There was one plastic storage container with a e A ec ,lr g oA é cn'?-h 5 14 ' 'fn | S5,
lid thgt was approximately one gallon in size T have now a d de d maor e L 57¢-74
containing unpackaged brown sugar that was e . 7, A ) i
approximately full, that was not labeled and dated S gns /n € pPan /s Yy aad
| with contents, stored on the fourth shelf. re Frigesilon Foom (8 Con<lanT
Division of Health Service Regulation / reminder S
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C 257 | Continued From page 4 € 257 |

-There was a second piastic storage container
that was approximately one gallon in size with |
unpackaged namead brand artificial sweetener
I that was approximately %2 full with no opened
| date, stored on the fourth shelf, |
-There was third plastic storage container that l
was approximately one gallon in size of
unpackaged sugar that was approximately % full
with no opened date, stored on the fourth shelf.
-There was an opened twelve ounce box of com
flakes approximately % full with no opened date,
stored on the fifth shelf.
-There was an opened twenty one ounce box :
sweetened whole grain oat cereal approximately l
|
I

% remaining with no opened date, stored on the
fifth shelf.
-There was an opened fifteen ounce box of bran
flakes approximately 1/3 remaining with no i
apened date, stored on the fifth shelf. {
-There was a fourth plastic storage container
approximately one galilon in size of grits that had
approximately % remaining with no opened date, ‘-
| -There was a fifth plastic storage container [
| approximately three gallons in size of all purpose ‘
| flour that had 1/3 remaining with no date opened, i
! stored on the bottom shelf. é
-There was a sixth plastic storage container
approximately one gallon in size of flour for gravy
that had % remaining with no date opened, stored
on the bottom shelf.
-There was a seventh plastic storage container
! approximate three gallons in size of pancake mix
approximately ¥ remaining, stored on the bottom {
shelf.
~-There was an eighth plastic storage container i
approximately three gallons in size of powdered I‘
sugar with approximately % remaining, stored on |
|

the bottom shelf.
-There was a 6.5 pound bag of named brand
Division of Health Service Regulation
STATE FORM L
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artificlal sweetener with approximately 1/3
remaining with no opened date, stored on the
bottom shelf.

Observation of the refrigerator on 05/01/19 at
3:26pm revealed:

-There was a clear plastic squeeze bottle of
mayonnaise with ¥th remaining with no label and
no opened date, stared on the top sheif.

- There was a clear plastic squesze bottle of
ketchup with 3/4th remaining with no label and no
opened date, stored on the top shelf.

-There was an opened package of hotdogs in a
resealable bag with 3 remaining with no opened
date, stored on the bottom shelf.

Observation of the first freezer on 05/01/19 at
3:35pm revealed:

-There was a quart size resealable bag of 13
hushpuppies with no tabel or date opened, stored
on the top shelf.

~There was a gallon size resealable piastic bag of

N i"Shréddé"d cheese with approximately 3/4th

remaining with ne label or date opened, stored on
the top shelf.

-There was an opened bag of French fries with
approximately 1/4th remaining with no label and
no date opened, stored on the top shelf.

-There was an opened bag of onion rings with
approximately ¥ remaining with no labe! and no
date opened, stored on the top shelf.

i =There was a gallon size resealable plastic bag

containing cooked rice that was approximately %
full with no label and no date opened, stored on
the top shelf.

Observation of the second freezer on 05/01/19 at
3:45pm revealed:

-There was a 12.8 ounce bag of fish sticks with %
remaining with no date opened, stored on the top
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C 257| Continued From page 6 C 257
! shelf.

-There was one baked picnic ham repackaged in
a gallon size resealable plastic bag with no
opened date, stored on the second sheif.

-There were 8 sirloin steaks repackaged in a
gallon size resealable plastic bag with no opened
date, stored on the second shelf.

-There was one ham bone repackaged in a gallon [
size resealable plastic bag with no opened date,
stored on the second shelf, :
-There was uncooked ham repackaged in a
gallon size resealable plastic bag with no opened
date, stored on the second shelf.

-There were pig feet repackaged in a quart size
resealable plastic bag with no opened date,
stored on the second shelf.

-There were 4 ground beef patties opened in
their manufactured package inside a gallon size
resealable plastic bag with no opened date,
stored on the second shelf.

-There was a sixteen ounce bag of beef I
meatballs with approximately % remaining with no 5 :
bipered dats; Storsd 5 et shelt, WO | - ot - ; WSO | | -

—= | Interview with the Administrator on 05/01/19 at }
4:30pm revealed: |
-She knew about labeling and dating left overs :
put in the refrigerator but was not aware she
needed to date the items in the freezer or the
plastic containers in the pantry.

-She and two of the personal care aides {PCAs)
did the cooking.

-She completely emptied the plastic containers
used in the pantry to store food before putting
new food in them.

Interview with the PCA/cook on 05/02/19 at
2:00pm revealed:

-When he put something in the refrigerator his
process was to label and date it with a sticker on }
Division of Health Service Regulation ’
STATE FORM 50
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C 257 Continued From page 7 casr  |JCH Traini n? tor Ferscnd
}topofthelid. 5 Care Aides: Statt mumbf
] -He had not been dating the food put in the 4 9/‘) e ig I’C’j“ S]L,_a,fcj y
| freezer only labeling it. } 5
t -He completely emptied the plastic containers s 7& 2T )"j, e §0 hr. c/as 75_ 7 :
- used in the pantry to store food before putting the VS wds el
: new food in them. - 0€-/0- 279 TA
: e » | £, r 7 available 1nonr area.
i A second interview with the Administrator on ! e <
| 05/02/18 at 2:30pm revealed: : 8ot /4 was A ‘red 4. /% 09
I -She would meet with the staff to talk about L d
| labeling and dating all the food when it was 045 g secre I ry adnd on
| opened.
| -She put a note up in the kitchen to remind the 07 -0f- 11 7:3/ }1 er M&'f? t’_iﬂJ.rt'n
! staff to label and date opened food.
; oA,
| -She would monitor to see if the food was labeled /P d min)§ Trd T" an Va L Ja “ a
: and dated by staff. ! _L d‘/ gdree Thcr l‘ 1 as
: §
C837, G.S. 131D-4.3 (a) ACH Training for Personal c937 oul com /J [iance 17/
§CaraA|des Q/va,"ﬂ oy fc de FE

L G.S. 131D-4.3 (a) Adult care home trammg for
: ! persenal care aides ;

:: (2) A minimum of 80 hours of training for
- personal care aides. The training for aides shall
'q be comparable to State-approved Certified Nurse
! Aide I training.
| The facility may exempt from the 80-hour training
r reguirement any personal care aides who are or
: have been either licensed as a heaith care
i professional or listed on the Nurse Aide Registry.
i {(3) Maonitoring and supervision of residents.
L (4) Oversight and quality of care as stated in
[ G.S. 131D-4.1.
| 1(B) Adult care homes shall comply with all of
{r the foliowing staffing requirements:
-1 First shift (morning): 0.4 hours of aide
duty for each resident (licensed capacity or
remdent census), or 8.0 hours of aide duty per

Tasks Thal r)n/y- I hod
Trained hey To-doin
Jes sT year: We iwere
in Lum.vp/:an_pe, or C/aif’c',fé
in Thal Sieff D) and T ,g
were here. To meel The ﬂee«ff
G}?J witl Cover The :f
_Q'fa ff" wnlil Tras an9 ;

,5 “74 LComn /1 gihce. .

Work: schediole and bToﬁL

%""0/ fﬁ&d/;dﬂ.s are

/ocs./c_cf )Lur review, /g.rzze}')

&

B -~ o}
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C937| Continued From page 8 Ccea7 - f |
each 20 residents (licensed capacity or resident Wi regu/pe d
census) plus 3.0 hours for al| other residents, Sa /\ s
whichever is greater: kT A 7 g "
b. Second shift (afternoon): 0.4 hours of aide

resident census), or 8.0 hours of aide duty per
each 20 residents plus 3.0 hours for all other

residents (licensed capacity or resident census), i .
whichever is greater; t%ﬁ%y Jn @M W"’i: )
c. Third shift (evening): 8.0 hours of gide . ] ,

duty per 30 or fewer residents (licensed capacity wit, M - /-
or resident census). (V2 ’

The facility shall provide staff to meet the needs ﬂb sz /
/

|
duty for each resident (licensed capacity or (

of the facllity's residents. Each facility shall post in
a conspicuous place information about required

staffing that enables residents and their families @ / ; /b T &

to ascertain each day the number of direct care MO 4447
staff and supervisors that are required by law to /ﬂ -

be on duty for each shift for that day. Lol (;/1:( ¢ M
This Rule is not met as evidenced by: M Houe m b7, Zﬁ, ,ﬂé

Based on observation, record review, and .
| interview, the facllity failed to assure the 80-hour B - /éo M : : ‘L m pY) e
personal care training and competency evaluation

was completed within six months of hire for 1 of 3 - b&

staff sampled (Staff A). ? .
The frdings ae: BN fboinidtistos yrat
Review of Staff A's personne! record revealed: |

| -Staff Awas hired on 04/14/2009. 9&40 W Avendo M’I/? ,ﬁ&a

-There was no documented certification of -

personal care training and competency evaluation /Vl(/d{(a ‘25 Mﬂb W&t Wn‘é

N

for a 25 hour or 80-hour training course.

Interview with a resident on 05/01/19 at 4:10pm ,\
revealed: |
-She wore thrombo-embolytic hose (TED) every ‘
day. ;
- Staff A usually put on her TED in the mornings. I
Division of Health Service Regutation

STATE FORM 8889
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Interview with Staff A on 05/01/19 at 5:21pm
revealed:

-She helped residents get dressed.

-She gave residents showers.

-She had not completed a personal care aide
training course.

-She was not a nursing assistant.

Interview with the Administrator on 05/01/19 at
5:26pm revealed:

-Staff A had not completed a 25 hour or 80-hou
personal care training course. ‘
-Staff A had only received training “on the job".

Observation of Staif A on 05/02/19 at 9:33am
revealed Staff A was putting TED hose on the
resident.

Interview with a resident on 05/02/1g at 9:34am
revealed Staff A helped the resident shower.

Interview with a second resident on 05702119 at”
9:3%am revealed:

-Staff A helped her shower.

-Staff A was one of the staff members who put
her TED hose on.

Interview with the Administrator on 05/02/18 at
10:45am revealed:

-Staff A assisted residents with personal care task
"Wwhen we gstin a crunch”,

-Persaonal care task included bathing and
dressing residents,

-Staff Awould have to complete the 80 hour
personal care aide training and competency.
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