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The Adult Care Licensure Section conducted an I
i annua! survey acn November 7-8, 2018, | l
D 150 10A NCAC 13F .0501 Personal Care Training { D 150 ‘
And Competency 1
: 10_A NCAC 13F .0501 Perscnal Care Training ‘ ‘
And Competency [

(a) An adult care home shall assure that staff
who provide or directly supervise staff who
provide personal care to residents successfully
complete an 80-hour personal care training and
competency evaluation program established by
the Department. Directly supervise means being
i on duty in the facility to oversee or direct the
performance of staff duties. Copies of the
80-hour training and competency evaluation
program are available at the cost of printing and
mailing by contacting the Division of Facility
Services, Adult Care Licensure Section, 2708
Mail Service Center, Raleigh, NC 27699-2708.
(b) The facility shall assure that training specified
in Paragraph (a) of this Rule is successfully
compieted within six months after hiring for staff
hired after September 1, 2003. Documentation of
| the successful completion of the 80-hour training
and competency evajuation program shall be
maintained in the facility and available for review.

This Rule is not met as evidenced hy:

Based on interviews and record reviews, the
facility failed t0 assure 1 of 3 sampled staff (Staff
A) who provided perscnal care to residents, had
successfully completed an 8C hour personal care
training and competency evaluation program,

| within 6 months after hire.
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. The findings are:
Review of Staff A's personnel record revealed:

. -She worked at the facility as a Personal Care

| Aide/Medication Aide.

l -She was hired on 01/12/17 as a personal care

. aide.

| -She passed the medication aide test on
04/21/17. ey

I ~There was no documentation that Staff A had
completed 80 hours of personal care training or

| that she was a cerlified nursing assistant.
Interview with the Owner/Administrator on
11/07/18 at 9:17am revealed:

f -Staff A worked at the facility one day on and 2

" days off.

| -Staff A's work schedule was a 24 hour shift.

| -Staff Awas a medication aide and personal care

| aide.

r Interview with the Owner/Administrator on
11/07/18 at 1:15pm revealed:

| -Staff A's documentation of personal care training

| should be in her personnel record.

' -He felt sure Staff A had the personal care aide

training.

-He was responsible (o ensure training

certificates were in the personnel record.

-He checked the staff persennel records upon

hire and yearly.

| -Staff A provided personal care to the residents.

’ Interview with the Owner/Administrator on

| 11/07/18 at 4:15pm revealed:

' -The only documentation of personal care training

i he had for Staff A was a letter that a previous
employer wrote for Staff A documenting Staff A

| was a part time personal care aide and had been

| employed with the company since September
2010.
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| -There was no documentation that Staff A had
' completed 80 hours of personal care training.
| Staff A, was checked off by his agency
Regislered Nurse for Licensed Health
. Professional Support Tasks and was "confident"
that Staff A "had at least 80 hours of training".
! -The nurse felt like Staff A knew how to provide
_____ personal care to the residents.
Interview with Staff A on 11/08/18 at 9:50am
revealed:
-Her job duties included assisting residents with
toileting and transferring.
-She "sometimes” assisted residents with bathing
and dressing.
| -Most of the time there was a certified nursing
assistant that would came to the facility to assist
~ the residents with care.
i -If the residents needed help, she had to assist
i them.
-She was not a certified nursing assistant.
-She was "certified in health aide."

to transfer and bathe residents.
-She thought she "did 20 hours of training, was 8

started working."

-She had asked her previous employer about a

» certificate for the training and was told no

| certificates were given for the training that was

| provided.

* -She had nct been asked again about personal

| care aide training since the inquiry from the
Administ-ator when she was initially hired.

| interview with the Administrator on 11/08/18 at
10:45am revealed:
-He expected Staff A to assist residents with

' activities of daily living which included eating,

. ambuilating, toileting, bathing, and dressing.

~-She had training at her previous job to learn how

hours each day, was consistent training when she
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-He thought Staff Awas a personal care aide,

-He was not aware Staff A had to have completed

the required personal care aide training.

: -He thought Staff A was qualified as a personal
care aide because she had the same title from |
her pravious employer. |
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