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1
' The Adult Care Licensure Section conducted an

annual survey on December 19.2¢, 2017,

D 134 10A NCAC 13F ,0406(a) Test For Tuberoulosls £ 134

10A NCAG 13F .0406 Test For Tuberculosis

{g) Upan employment or Jiving 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
Servicas as spocified in 10ANCAC 41A 0205
including subssquant amendmeants and editions.
. Copies of the rule are available at ho charge by
conmtacting the Departmant of Haaith and Human
Services Tuberculosis Control Program, 1902
Mail Service Cantar, Raleigh, NG 27699-1902.

This Rufe is not met as evidenced by:

Based on interviews and racord raviews, the
" fagility tailad to assure 1 of 3 staff sampled (Staff

B} was tested for Tuberculosls (TB) disease upon
« hirg i compliance with contral measures adopted
by the Commission for Haahh Services.

The findings are;

A. Review of Staff B's personnel record revesled:
-Steff B was hired 11/18/10 and resigned in 2015,
-5taff B was rehired on 03/10/16.
-Staff B was hired as a Madication Aida (MA) and
| Personal Care Aide (PCA),
-There was documsniation Steff B had a two TB
skin tests read as negative results on 04/03/05
ard 05/20/09.
' -There was documentation of a negatlve TB skin
test on 09/01/11.
-There was no documentation Staff B had a TB
gkin test within the past 12 months.
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=No documentation Staff B was given a TB skin
test when rehired on 03/10/16.

intervliew on 12/20/17 at 11.30 am with Staff B
revealed:
* -She was initlally hired in 2010 and then rehired in
2016,
-She did not recall having a TB skin test when
she was rehirad in 2016.
-She was sent to have a TE skin test on 12/20/17.

Interview 12/20/17 at 12:45 pm with tha
Agministrator revealed:

-She was hot aware Staff B needed another TR
skin tast.

-5he was responsibia for making sure all staff
ware given TB skin test upan hire.

-She would make sure Staff B had 8 TB skin test
on 12/20/17.

-8he provided dosumentation Staff B was glven a
i TB skin test gn 12/20/17.

B. Review of Staff C's personnel record revealed:
-There was hired on 08/20/08.

-Staff C was hired as a MA and PCA.

-There was documentation Staff B was given a
TB skin test on 10/13/08 with no documentation
of a read date for the TB skin test result,

-A second TB skin test was given on 10/20/08
and read as negative results on 10/22/08.

-There was documentation of negative TB skin
test results dated D3/03/10.

Interview on 12/20/17 at 3:00 pm with Staff C
| Tevealed:
-She was initially hired in 2008,
i -Bhe was unaware har TB =kin tasts did not meet
. ths requiraments.
-She was sent to have s TR skin tast on 12/20/17.
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Qualifications

10A NCAC 13F 0407 Other Staff Qualifications
(a) Egch staff person at an acult care home shall:
{7} have a criminal background check in
accordance with G.8. 114-18.10 and 1310-40;

This Rule is not met as evidenced by;
Based on record reviews and interviews, the
faillty faiiad to assure = Griminal Background

; check was completed prior to hire on 1 of 3
" sampled staff {Staff B).

The findings are:

Ravigw of Staff B's perzonnei record revesled:
-Staff B was hired 11/18/10 and resigned in 2015.

. -Staff B was rehired on 03/10/16.

-3taf B was hired as a Medication Aide (MA) and
Personal Care Aide (PCA).

. -Dotumentation a Criminal Background check
| was completed on 11/24/10,

-No documentation of a Criminal Background
check when Staff B was rehired on 03/10/16.

“Interview on 12/20/17 at 11:30 am with Staff B

revesled:
-She was initially hited in 2010 and then rehired in

. 20186,
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Interview 12/20/17 at 12:45 pm with the ! " L '
Administrator revealed: (,(_,-“'Clo./‘ %‘_‘/‘4‘. . e ‘
-She was not aware Staff C needed another TB 3
skin test. aﬂ S LOALR S
i She was responsible for making sure all staff ) AL J ‘/476’}
. were given TB skin test upon hire. NeA )
i -Bhe provided documantation Staff B was glven a Q_fj_}uy M;"f —~
| TR skin tast oi 12(20117, ) ¢ g = 2
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| ~She was unawars the facility was required to
obtain &nother Criminal Background check whan
she was rehired in 2016.

interview on 12/20/17 at 12:45 pm with the
Administrator revealed:
-She was aware Crimingl Background checks
were o be completad on all staff.
-Staff B had worked for the facility for many years
and a Criminal Background check had been
corrpleted on Staff B previously,
-She would immediately complete a Criminal
~ Background check on Staff B.
-She provided documentation thet a Criminal
Background check was completed on 1272017
with pending results.

D83k (G.5.§ 131D-4.58(b) ACH Medication Aldes:
Training and Competency

G.5. § 131D-4.58 (b) Adult Care Home
Medication Aides; Training and Competency
. Evaluetion Requiresments.

1 (b} Beginning Gotober 1, 2013, an adult care
home s prohibited from allowing staff to perform
any unsupervised medication aige duties unless

- that Indlvidual has previougly worked as a

' medication aide during the previous 24 months in

| an adult care home or succassfully completed all

_ of the follawing:

{1) A five-hour training pragram developed by the

. Depariment that includes training and Ingtruction
in al! of the following:

! a Tha kgy principles of medication

. administration.

b. The federal Centers fur Disaase Control and

' Pravention guidelines an infection contral and, if

| applicable, safe injection practices and

D139

D935

enadks

L

(Ao mats fuadord
Mﬂﬁo /(_VM/UI

. 'Q‘ L 7 A~ af,@i
fgﬁ' ol e 1 e,

/&

Divigion ¢f Hegith Saervice Regulation
STATE FORM

[0

MGGY11 if continuation sheet 4 of 7



From 3369966225 1.336.996.6225 Thu Feb 1 12:32:13 2018 MST Page 6 of 33
B1/31/20818 B2:56FM 3369966225 SHULER HEAL THCARE FAGE B&/33

PRINTED: 01/09/2018

FORM APFROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA (%21 MULTIPLE CONSTRUCTION (XS) DATE SURVEY
ANC PLAN QF CORRECTION IDENTIFICATION NUMBER: . £ COMPLETEC
A RBUILDHING:
HALO34010 B NG 12/20/2017
NARE OF FPROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHULER HEALTH CARE/PHILLIPS VILLA 430 PILLATREEE
KERNERSVILLE, NG 27284
(X410 SBUMMARY STATEMENT OF DEFIGIENCIES [#] ! PROVIDER'S PLAN QF CORREQTION {X5)
PREFIX {EACH DEFIC/ENGY MUST BE PRECEDED 8Y FULL PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
D3935 | Continued From page 4 D335

procaduras for monitaring or tasting in which
bleeding cccurs or the potential for bieeding
exists,
(2) A clinical skills evaluation consistent with 10A
NCAC 13F 0503 and {0ANCAC 136G .0503.
(3) Within 60 days from the date of hire, the
individual must have completed the following:
a. An additienal 10-hour training program
developed by the Depariment that includes
training and instruction in all of the following:
" 1. The key principles of medication
administration.
2. Tha faderal Centers of Diseass Cantrel and
Prevention guidelines on infection cantrol and, if
applicable, safe injection practices and
pracedures for monitering or tasting in whigh
, bleeding oceurs or the potential for bieeding
exists,
. . An examination developed and administered
by the Division of Health Sarvice Regulation in
accordance with subsection (c) of this section.

This Rule is not met as evidenced by:

Based on obsarvations, interviews, and record
reviews, the facility failed to assure 1 of 3 staff

| samplad (Staff B) who administered medications
had an employment verification, completed the
5-10 or 15 hour state approved medication
administration training courses as requirsd, or
had a Mad:cation Clinical Skills Competsncy
checklist complated prior to administering
madications,

i Tha findings are;

Review of Staff B's personnal record rovesied:
-Staff B was hired an 11/18/10 and resigned in
2015,
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- -Staff B was rehired on 63/10/16.
' -3taff B was hired as a Medication Aide (MA) and

* Parsonal Care Alde (PCA). WAM_&L An—

-Thers was no documentation of smployment

verification showing Staff B worked as a MM O eAans

medication aide within the past 24 maonths.

-There was no documentation Staff B had the ; ¢ g’/[_ _ﬂ/M_Q
o e - | ™

5-10 or 15 hour mediceation aida trainihg,

written Medication exam on 07/18/01,

Obgarvatlon on 12/20/17 at 7:30 am during : i £ .
' M&’L

moming madication pass revealed Staff B

- ; ’ | <]
administered orz| medications tc 3 of the 12 mw MﬁA !

-There was documantation Siaff B hac complatad é l a ,}
the Medication Clinica! Skills Cornpetency Qj(’ - -7
! checklist on 03/30/14. Sl N
I -There was documentstion Staff B completed the ‘ LSt D 4 q,a./

rasidents at the facility.

i 6 : j AQ[,’LQZ%??\-
Interview on 12/20/17 at 11:30 am with Staf B, a_/QD_/@‘ o

MA revealed: . / W

-She was initially hired in 2010 and then rehired in /—/7)74’\1?- H,a_z{‘ t

1 2018, \] ‘ e

-Har responsibilities includead, personal care, £
: medication administration, coaking, and cleaning. M;ﬁk‘;.‘s/ M}‘ALLU 2
J -She had worked for the facility since 2010 and

. then left for less than a year, She came back in ‘ /g‘ } ,//LtM«‘-/L

2016, , J o

| -She was unsure If she had training related to the | w )

| state approved 3-10 or 15 medication aida - Waéﬁ_ @AULULE'%QJL
training. j[jtﬂz

_I -She worked “private duty” during the time she /

| was not employad with the facility. ,’dfi"“‘f’, 4/4&
Interview on 12120117 mt 1245 pm with the /L c@jé /f_lé"”. Y P-/Lig—/

Administrator reveaisd:

-Staff B had worked for the facility since 2010. ; i c Qﬂy( :z/j U
A

-She confirmed Staff B ieft for less than a year

and was rehired in 20186,

4
. -She was unaware Staff B noeded the 510 0or 15 I~ -QM ‘ ‘}1 /1 02 {:y 7
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" hour medication aide training hecause she was

not required to have it befara.

-She was responsible to ensure al! staff hired by
the facility racoived the required training.

-She would make sure Staff B recaived the 5-10
or 15 hour madication aide training immediately.
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