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The Adult Care Licensure Saetion and the
Edgecombe County Depariment of Secial
Services condusted an annuat survey on Jure 5,
20186,

€834 G B 13a104.58 {2) ACH Infestion Pravention C93q
Requirements

6.8, 131D-4.58 Adult Care Home Infectian
Frevention Requirements

() By January 1, 201 2, the Division of Meaith
Service Regulation shall develap a mandatory,
annual in-servics training program for aduft care
heme madicatlon sides an infection contral, safe
practices for injections ang any other proceduras
during whish bleeding typically ocoure, and
glucase monjtoring, Each medication aide who
successfully completes the in-service training
program shall raceive partia; cradit, in an amount
determined by the Department, toward tha
continuing aducation requiremants for adult gare
bome medication mides establishod by the
Commission pursuant to 6.8, 131045

This Ruie is not met ag evidencad by:
Based on racord maviews and interview, the
faclity fallad to ensyre that 1 of 1 Medication
Aides {Staff A) ompleted the snnual state
medication alkde infaction confrol fraining,

The findings are:

Review of the parsonngl record for Stat A
{Medicaton AidaiAdministratur) tevealad:
“There was no hire date In StaffA’s personnel
record.
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' -Staff A passed the state medication exam on

-There were certificates that Staff A had
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i : Interview with Staff A (Medication } s h&\ \\/ -
| | Aide/Administrator) on 6/6/2016 at 8:10 AM ; _ A—- LA S Y Ny .
?

completed diabetic fraining on 10/28/2014 and
12/112/2014.
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J{ rﬁ‘fﬁ:& started working at the facility in 2008 \’(—Y\(ﬁ\ Q\\\"Q\ A W T )
Yo ege, | A ,

{date unknown).
‘ -He was the only employee at the facility until

. 6/6/2016 when he hired a new staff as an office RN { i ~ e
assistant. \—t}?\}\ 0 VE Qe
l | -He was the only Medication Aide that worked at
- | the facility.
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| -Ha did not know there had to be a separate
l infection control training,
-He had completed the diabetic training and
. infection control for injections and finger stick
[ blood sugars was coverad.
I -He was aware of infection contrai matheds
I required when he performed injections and finger
| stick blood sugars,
| -He would cantact the company that performed ail
I of his training and ensure the infection contro!
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training was completed as soon as possible. i A L\[% MY ’o\)t*ﬁ’ "/
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