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D 000 Initial Comments

The Adult Care Licensure Section and Iredell
County DSS conducted an annual survey and
complaint investigation on-site September 20 and
21, 2016 with a telephone exit on September 22,
20186. Staff at Iredell County DSS initiated the
complaint on August 17, 2016.

D935 G.S.§ 131D-4.58(b) ACH Medication Aides;

Training and Competency

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

{b) Beginning Octaber 1, 2013, an adult care
home is prehibited 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) Afive-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 oceurs or the potential for bleeding
exists.

(2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10ANCAC 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:
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1. The key principles of medication
administration.

2. The federal Centers of Disease Control and
Prevention guidelines on infection contro! and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding oceurs or the potential for bleeding
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: el A £ | ENTED
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The findings are:
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Review of Staff D's personnel record revealed:
-Hire date as personal care aide on 8/13/09. 2 Folko Hrliv & D
-Completion of 28 hours medication aide
(Medication Aide) training on 11/10/15. Mon i THRED 3 v Fa Ui ADM [ nisTRATOL
-MA clinical skills evaluation completed on :
11916,
-No documentaion of the medication competency
examination ever been taken or passed.

Review of Staff D's Medication Aide tralning from
the local college revealed:

-Staff D "completed the NC Board of Nursing
approved medication aide coursework requisite
for medication aide competency evaluation” on
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-The Registered Nurse instructor had a
Certification Number "issued by the NC board of
Nurging.”

Review of the Medication Administration records
for one resident revealed Staff D intermittently !
documented the administration of medications |
including insulin from 9/1/16 until 9/21/16.

Telephone interview with Staff D on 972216 at
2:45pm revealed:

-She took the medication aide training at a local
college and "on the last day of class, the
instructor gave them an application and envelope
to apply for the medication compefency exam,”
and she thought it was for the Aduit Care
Licensure Section mediation aide test so she sent
it in with $55.00 registration fee.

-She took a medication aide test on 11/10/15 and
she thought it was the test given by the Aduit
Care Licensure Section.

-After she took the test, her address changed and
she never received any results and she thought a
family member intercepted her mail.

Interview with the Administrator-in-Charge on
9/22/16 at 11:20am revealed:

-The medication aides register for the medication
aide competency exam and then bring her the
certificates for filing.

-She thought the certificate from the focal college
aon file for Staff D was the medication aide
competency certificate since it resembled the
medication aide competency certificate and had
Medication Aide written on it.

-After Staff D completed the medication classes
in November 2015, Staff D was checked off on
medication clinical skills, but they did not need
her to work on the medication cart until May 2016
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when a medication aide quit.

-Before Staff D gave medications she shadowed
a medication aide and the
Administrator-in-Charge to assure she was
familiar with the residents and medications.

-She called the Adult Care Licensure Section on
9/21/16 and they did have a record where Staff D
was "approved" {o take the fest but no
documentation she had taken the test.

-Staff D will take the medication competency test
on 11/1/16 which is the first date available.

~She said she and all her other medication aides
had their adult care licensure section medication
aide certificates on file.

Review of 7 medication aide certificates revealed
7 medication aides who currently works in this
facility had a medication aide certificate on file.

Observations of Staff D, MA, administering
medications on 9/20/16 from 11:30am until
12:45pm revealed:

-Two diabetic residents required finger stick blood
sugar testing which was performed accurately
using proper technigue, hand hygiene and
appropriate infection control prevention
measures.

-One resident required the administration of
sliding scale insulin which was administered
accurately using proper technique, hand hygiene
and appropriate infection control prevention
measures.

-Ten oral medications were administered
accurately to nine additional residents.

-Three residents had their medication crushed in
applesauce and the medications were on a list of
crushable medications.

-One resident had her medication whole in
applesauce.

-One resident had the capsule containing the
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Initial Comments

The Adult Care Licensure Section and Iredell
County DSS conducted an annual survey and
complaint investigation on-site September 20 and
21, 2016 with a telephone exit on September 22,
2016. Staff at lredell County DSS initiated the
complaint on August 17, 2016.

G.S.§ 131D-4.5B(b) ACH Medication Aides;
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) Afive-hour training program developed by the
Department that includes training and instruction
in all of the foliowing: '

a. The key principles of medication
administration.

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

(2) A elinical 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 fraining program
developed by the Department that includes
fraining and instruction in all of the following:
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1. The key principles of medication
administration.

2. The federal Centers of Disease Control and
Prevention guldelines 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.

b. An examination developed and administered
by the Division of Health Service Regulation in
accordance with subsection (¢} of this section.

This Rule is not met as evidenced by:

Based on obsetvations, interviews and record
reviews, the facility failed to assure 1 of 3
medication aides (Staff D) successfully
completed the medication competency
examination within 60 days of hire as a
medication aide.

The findings are:

Review of Staff D's personnel record revealed:
-Hire dats as personal care aide on 8/13/09.
-Completion of 28 hours medication aide
(Medication Aide) training on 11/10/15.

-MA clinical skills evaluation completed on

1/19/16.

-No documentaion of the medication competency
examination ever been taken or passed.

Review of Staff D's Medication Aide training from
the local college revealed:

-Staff D "completed the NC Board of Nursing
approved medication aide coursework requisite
for medication aide competency evaluation” on
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-The Registered Nurse instructor had a’
Certification Number "issued by the NC board of
Nursing.”

Review of the Medication Administration records
for one resident revealed Staff D intermittently
documented the administration of medications
including insulin from 9/1/16 until 9/21/16.

Telephone interview with Staff D on 9/22/186 at
2:45pm revealed:

-She took the medication aide training at a local
college and "on the last day of class, the
instructor gave them an application and envelope
to apply for the medication competency exam,"
and she thought it was for the Adult Care
Licensure Section mediation aide test so she sent
it in with $55.00 registration fee.

-She took a medication aide test on 11/10/15 and
she thought it was the test given by the Adult
Care Licensure Section.

-After she took the test, her address changed and
she never received any results and she thought a
family member intercepted her mail.

interview with the Administrator-in-Charge on
9/22/16 at 11:20am revealed:

-The medication aides register for the medication
aide competency exam and then bring her the
certificates for filing.

-She thought the certificate from the local college
on file for Staff D was the medication aide
competency certificate since it resembled the
medication aide competency certificate and had
Medication Aide written on it.

-After Staff D completed the medication classes
in November 2015, Staff D was checked off on
medication clinical skills, but they did not need
her to work on the medication cart until May 2016
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when a medication aide quit.

-Before Staff D gave medications she shadowed
a medication aide and the
Administrator-in-Charge to assure she was
familiar with the residents and medications.

-She called the Adult Care Licensure Section on
9/21/16 and they did have a record where Staff D
was “approved" to take the test but no
documentation she had taken the test.

-Staff D will take the medication competency test
on 11/1/16 which is the first date available.

-She said she and all her other medication aides
had their adult care licensurs section medication
aide certificates on file.

Review of 7 medication aide certificates revealed
7 medication aides who currently works in this
facility had a medication aide certificate on file.

Observations of Staff D, MA, administering
medications on 9/20/16 from 11:30am until
12:45pm revealed:

-Two diabetic residents required finger stick blood
sugar testing which was performed accurately
using proper technique, hand hygiens and
appropriate infection control prevention
measures.

-One resident required the administration of
sliding scale insulin which was administered
accurately using proper technigue, hand hygiene
and appropriate infection cantrol prevention
measures.

-Ten oral medications were administered
accurately to nine additional residents.

-Three residents had their medication crushed in
applesauce and the medications were on a list of
crushable medications.

-One resident had her medication whole in
applesauce.

-One resident had the capsule containing the
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medication opened and sprinkled in applesauce.
-All residents were properly identified prior to
receiving their medications.

-Each resident was observed taking and
swallowing the medication.

-All medications were properly documented on
the Medication Administration Record (MAR) after
administration. .

-All medications were accurately prepared,
administered and documented as administered
by Staff D during the medication administration
cbservation.
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