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~There was no docurnantation =7 A campletad
Q27Z73.
Anempted misndew on 07/31/18 with =T Anas ]
unsuccesshil '
Refer o mianview wih the Acministator on
0731n8 at 3000
2 R=vizw of 327 8, madicstion ]
axeSupenisorin-Charps's parsamns]
record revezled:
~St=ff 8 was hired on 03110713,
-There was no doament=ton S:25 5 Ras
Sompistad the anmual mfection oo TEnng.
Intenview with Sz 8 on 0731718 2 2.3pm
reveslad:
-Staff B had not compietagd $ie infacion conto
traning
-The Admmistr=torwas a Registerad Nurse (RN)
and she was responsiia $0 ensure requred
training were compietad.
Refer to interview with the Administ=ioron
07/31/18 a1 3:00pm.
3. Review of StaT C, mediczstion
aide/Supenvisor-in-Charpe 's personna!
record revezlad:
-Staff C was hired on 10/05/14.
~There was no documentation StaT C
completed the annual infection control training.
Interview with Staf C on 07/31/18 a1 2:28pm
revealagd:
-Staff C had not complated the infection contral
training.
-The Acministrator was responsbile for sta
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C 000 Initial Comments C 000

The Adult Care Licensure Secticn completed an
annual survey on 07-31-18.

C 93¢ G.S.131D-.5B (a) ACH Infection Prevention ca34 )
1. The infection prevention

control training has already
been provided. This was
done and results mailed to
NCHHS on August 7% 2018
The administrator will keep
track and monitor required
trainings and ensurc staff
have all required training
3. The monitoring of such
training will be quarterly or
bi-annually as necessary

[

Regquirements

G.S. 131D4.58 Adult Care Home Infection
Prevention Requirements

{a) By January 1, 2012, the Drasion of Health
Senvice Ragulation shall cevelop a mandatory,
annua! in-sendice raining program for adult care
home meccation aides en infection control, safe
practices for mpectons and any other procedures
Surng which bleeding typicaly occurs, and glucose
menionng. Sach medication axde who successfully
Compietss e in-senace raining program shal
recenve partal credit, inan amount detemmined by
e Peparment, toward the continuing ecucstion
recurEments for adul care home medication ades
&s=bished by the Commession pursuant 10 G.S.
1318045

Tris Rule s not met 23 evidenced by

_Ea?sd on intenisws. 2nd record reri;sws. the
=Sy f=fec  assure 3 oF 3 sempled medication
&xCes (ST A, B and C) completad the annual
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Initial Comments

The Adult Care Licensure Section completed an
annual survey on 07-31-18.

G.S.131D-4.5B (a) ACH Infection Prevention
Requirements

G.S. 131D-4.5B Adult Care Home Infection
Prevention Requirements

(a) By January 1, 2012, the Division of Health
Service Regulation shall develop a mandatory,
annual in-service training program for adult care
home medication aides on infection control, safe
practices for injections and any other procedures
during which bleeding typically occurs, and
glucose monitoring. Each medication aide who
successfully completes the in-service training
program shall receive partial credit, in an amount
determined by the Department, toward the
continuing education requirements for adult care
home medication aides established by the
Commission pursuant to G.S. 131D-4.5

This Rule is not met as evidenced by:

Based on interviews, and record reviews, the
facility failed to assure 3 of 3 sampled medication
aides (Staff A, B and C) completed the annual
state mandated annual infection control course.

The findings are:

1. Review of Staff A, medication
aide/Supervisor-In-Charge's personnel record
revealed:

-Staff A was hired on 03/03/13.

-There was documentation Staff A completed
annual infection control training on 02/27/13.
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