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Initial Comments

The Adult Care Licensure Section conducted an
initial survey on March 19, 2018.

10A NCAC 13G .0504(a) Competency Validation
For Licensed Health

10A NCAC 13G .0504 Competency Validation For
Licensed Health Professional Suppcrt Tasks

(a) A family care home shall assure that
non-licensed personnel and licensec personnel
not practicing in their licensed capacity as
governed by their practice act and occL pational
licensing laws are competency validated by return
demonstration for any personal care task
specified in Subparagraph (a)(1) through (28) of
Rule .0903 of this Subchapter prior to staff
performing the task and that their ongoing
competency is assured through facility staff
oversight and supervision.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure 2 of 3 staff
sampled (A, B) had been competency validated
for Licensed Health Professional Support (LHPS)
tasks prior to performing the tasks for residents
regarding ambulation using assistive devices that
required physical assistance and transferring
semi-ambulatory residents , and care for a
resident with a well-established colostomy .

The findings are:

1. Review of Staff A's personnel recorc revealed:
-Staff A's date of hire was 11/22/17.

-Staff A was a Medication Aide, provided personal
care, and was the Administrator/Owner.

-Staff A had a LHPS competency validzstion
completed on 09/29/14 at a sister facility owned
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by the Administrator.

-There was no documentation of a LHPS
competency validation for this facility in the Staff
A's personnel record.

revealed the Administrator (Staff A) assisted the
resident in transferring from a sitting to standing
position in the dining area.

Interview on 03/19/18 at 1:35 pm with the
Administrator (Staff A) revealed:

-He was responsible to assure all staff met
requirements, including a LHPS competency
validation.

-He had completed a LHPS validation checklist
on 09/29/14 with the contracted nurse at another
facility that he owned.

-He did not know he was required to have a
completed LHPS validation checklist for this
facility.

-He would contact the contracted nurse to
complete a LHPS validation checklist for this
facility as soon as possible.

-He knew one resident had a colostomy and he
checked with the resident to assure the
colostomy site was not irritated and the resident
had adequate supplies.

-He assisted one resident who requi-ed
assistance when transferring from sitting to
standing.

Interview on 03/19/18 at 2:15 pm with & resident
revealed:

-He changed his colostomy bags himself most of
the time.

-Staff A checked on his colostomy size and

Observation on 03/19/18 at 1:00 pm of a resident

assisted him in making sure that he nad supplies.

2. Review of Staff B's personnel record revealed:
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-Staff B's date of hire was 11/22/17.

-Staff B was a Supervisor-in-Charge/Medication
Aide (SIC/MA).

-Staff B had a Licensed Health Professional
Support (LHPS) competency validation
completed on 05/20/17 at a sister facility owned
by the Administrator.

-There was no documentation of a LHPS
competency validation for this facility in Staff B's
personnel record.

Interview on 03/19/18 at 1:35 pm with the
Administrator (Staff A) revealed:

-He was responsible to assure all staff met
requirements, including a LHPS competency
validation.

-Staff B had completed LHPS validation checklist
on 05/20/17 with the contracted nurse at another
facility that he owned.

-He did not know Staff B was required to have a
completed a LHPS validation checkl st for this
facility.

-He would contact the contracted nurse to
complete a LHPS validation checklist for this
facility as soon as possible.

Telephone interview on 03/19/18 at 1:45 pm with
Staff B revealed:

-She remembered she had a LHPS validation
checklist completed with the contracted nurse at
another facility that the Administrator owned last
year (on 05/20/17).

-She did not know she should have a LHPS
validation checklist completed with the contracted
nurse at this facility.

-The Administrator was responsible ror assuring
she had completed all requirements.

-She routinely assisted a resident with transfers
and use of his walker.

-She made sure another resident's colcstomy

for Y paciliyg was
qpprouec\ biﬁ e RN.

LRHPS Sign ofps are not
%fo;nBFem%\o\@ The Adnunishater
Wil engur -J:X\o& ol stope
wil e 8?3&’\“& ofp b‘j%ﬂ RN
bﬁf_orﬁ mg bQ,%Yn werkjnﬁ
af e poad U’rb n grwe_sh on.

Divisicn of Health Service Regulation
STATE FORM

8859 2ROY11 if continuation sheet 3 of 8




PRINTED: 04/06/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/S UPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT ON NUMBER: . COMPLETED
A. BUILDING:
fcl041077 BLVANG 03/19/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z P CODE
204 CIRCLE DRIVE
EL BETHEL FAMILY CARE HOME
GIBSONVILLE, NG 27249
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRZFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 171 Continued From page 3 (i ik
was cared for and changed regularly; and i |
assisted the resident with the colostomy care. ;
Interview on 03/19/18 at 2:15 pm with & resident
revealed:
-He changed his colostomy bags himself most of
the time.
-Staff B checked his colostomy site anc assisted
him making sure he had the bag in place and that
he had supplies.
Interview on 03/19/18 at 2:17 pm with znother
resident revealed he was assisted with ;
transferring from sitting to standing by Staff B. ;
C935 G.S. § 131D-4.5B (b) ACH Medication ‘ C935

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 adul: care
home is prohibited from allowing sta¥ 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 tleeding
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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 Fire, the
individual must have completed the “ollowing:

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 monitaring or testing in which
bleeding occurs or the potential for Lleeding
exists.

b. An examination developed and acdministered
by the Division of Health Service Rejulation in
accordance with subsection (c) of th s section.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 2 of 2 staff sampled (Staff
A and Staff B) who administered medications had
documentation of completion of the medication
clinical skills validation prior to administration of
medications.

The findings are:

1. Review of Staff A's personnel recorc revealed:
-Staff A's date of hire was 11/22/17.

-Staff A was the Administrator and a Medication
Aide (MA).

-Staff A had a medication clinical skills validation
checklist completed on 09/29/14 at a sister facility
owned.

-There was no documentation Staff A had a
medication clinical skills validation checklist
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completed for this facility.

-There was documentation Staff A completed 15
hour medication training on 06/07/15.

-There was documentation Staff A passed the
written medication exam on 04/25/14.

Interview on 03/19/18 at 1:35 pm with Staff A
revealed:

-He was responsible to assure all staff had
medication clinical skills validation checklist
completed prior to administering medications.
-He had completed the medication clinical skills
validation checklist on 09/29/14 with the
contracted nurse prior to passing medications at
another facility that he owned.

-He did not know he was requirad to complete a
separate medication clinical skills validation
checklist for this facility.

-He would contact the contracted nurse to
complete a medication clinical skills validation
checklist for this facility as soon as possible.

Telephone interview on 03/19/18 at 2:00 pm with
the contracted nurse revealed she d d not know
staff at the facility needed a completad
medication clinical skills validation checklist for
this facility, as well as the other facilities owned by
Staff A. She would come to the facility to
complete the checklist the following Jay.

Interviews on 03/19/18 at 2:15 pm and 2:17 pm
with 2 residents revealed Staff A routinely
administered medications in the morning and
evening, alternating days with a second
medication aide.

2. Review of Staff B's personnel record revealed:
-Staff B's date of hire at the facility was 11/22/17.
-Staff B was a Supervisor-in-Charge and a
Medication Aide (MA).

cineal ally uoi b

compleled gor &tapp bopordl

WS b{g\ﬂ werkaﬂgm Yhae,

Eaci Wiy (n q\'\,uu)ﬁ on .Thy

’w\\\ bve checked e
Prlmin oy adro - or to

O\n es’yxp‘o&(ﬁeﬂa - Sest o\a5 on

job

2. On 2])a0/201%, Stapp B's
medicodion C,Umu:ﬁ 2 kilg
validahen check st Por this

Divisicn of Health Service Regulation
STATE FORM

68E9

2R0Y 11 If continuation sheet 6 of 8



PRINTED: 04/06/2018

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) NULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT.ON NUMBER: A BUILDING: COMPLETED
. G:
fclo41077 BEAMPIG 03/19/2018
NAME: OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, Z P CODE
204 CIRCL= DRIVE
EL BETHEL FAMILY CARE HOME .
GIBSONVILLLE, N(; 27249
(%X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PR IFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

to 05/30/16.

Staff B revealed:

€935 Continued From page 6

-Staff B had a medication clinical skills validation
checklist completed on 07/01/16 at a sister facility
owned by the Administrator.

-There was no documentation Staff B had a
medication clinical skills validation checklist
completed for this facility.

-There was documentation Staff B passed the
written medication exam on 08/31/200¢.
-There was documentation Staff B was employed
previously as a medication aide from 08/15/2010

Telephone interview on 03/19/18 at 1:45 pm with

-She had completed the medication clinical skills
validation checklist with the contractad nurse prior
to passing medications at another facility the
Administrator owned (on 07/01/16).

-She did not know she was required to complete
a separate medication clinical skills validation
checklist for this facility.

-The Administrator would be responsible to
assure all staff had medication clinical skills
validation checklist completed prior to
administering medications

Interview on 03/19/18 at 1:35 pm with Staff A
(Administrator) revealed:

-He was responsible to assure all staff met
requirements, including a completed medication
clinical skills validation checklist, coraplated prior
to administering medications.

-Staff B had completed the medication clinical
skills validation checklist on 07/01/16 with the
contracted nurse prior to passing medications at
another facility that he owned.

-He did not know Staff B was require:d to have a
completed medication clinical skills validation
checklist for this facility.

-He would contact the contracted nurse to
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complete a medication clinical skills validation
checklist for this facility as socon as possible.

Telephone interview on 03/19/18 at 2:00 pm with
the contracted nurse revealed she d d not know
staff at the facility needed a completad

medication clinical skills validation checklist for
this facility, as well as the other facilities owned by
Staff A. She would come to the facility to
complete the checklist the following day.

Interviews on 03/19/18 at 2:15 pm and 2:17 pm i
with 2 residents revealed Staff B routinely -
administered medications in the morning and

evening, alternating days with a second |
medication aide (Staff A). |
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