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The Adult Care Licensure Section conducted an -
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C 145 10A NCAC 13G .0408(a)(5) Other Staff . C1as
Qualifications ; Tha Admisastaakse hes devdoped a
10A NCAC 13G .0406 Other Staff Qualiifications Check list of mwmﬁ e e
a) Each staff person of a family care home
(sh)all: p ¥ Needed belore a Qm?bje& %
{8) have no substantiated findings listed on the : Gble 4, - - .
North Carolina Health Care Personnel Registry « ot G PQ . D duckies,
according to G.S. 131E-256: \ L Living. Ow His

Cheok it s the "QD\\am'lME).
1 Eﬂpb\jmemﬂ' Applicchiont wheh Wil | pofsiq

This Rule is not met as evidenced by:

Based on interviews and record review the facility 'H'\'ﬂ ‘t:\'\-\‘;'g ee Nre cate .
failed to ensure 1 of 3 sampled staff (Staff A) had ‘ q'fDR j
, | no substantiated findings on the North Carolina “3 Scmmu © e wold e %M_m
Health Care Perscnnel Registry (HCPR) upon ‘ E‘d‘ﬁ' - ‘ '
hire. ) &’% ‘Dﬂ ok \Llui\kvm:& \.onua m"“—&kb
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The findings are: % ok bl ‘Ph .
'(QS'-P b Doney (U ato i L,
Review of Staff A's personnel record revealed: 5_% otean By f

-Staff A was hired as a Personal Care Assistant

(PCA). LA .

-There was no date of hire. . %d i‘k‘o.l—l-\'] CWF%-%WW-i
\a.jsvb s @Hmd

4

-There was no documentation of a HCPR check.

Interview with the Supervisor in Charge on
10/01/1¢ at 12:04pm revealed:
-Staff A had been employed as a PCA for iess

'}

(PR Trasaumg v on Aot of

than one week. ' m(r{m&w e sl Ard *QmP‘OjQ <.

-Staff A had worked the night of 09/30/19 in the : Trpesk <o, \b&w R, o Dhak kT

facility. '

-She knew she was required to obtain a HCPR : TA ok b ek wudl wloo

check on Staff A prior to hire. : : : s

: cheeX wabun f —

-She had known Staff A personally for a long : e, Tab v b :& o a“’
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time A — i a
-She or the Administrator were responsible for the PJ'\M Jh \Ma}».\.ww 1o wdwd s
HCPR checks. ?)
-She did not know why the HCPR check was not ‘m AA,NNL%;{_&,L wndl s “
done for Staff A .
Dtssrdrabion o sisth ol g |
| Telephone interview with Staff A on 10/01/19 at & |
1:07pm revealed: Lf y 3“‘ Hhat W"\ma Swd ot \Bmmdaa
-Staff A had worked the night of 09/30/19 in the h% gﬂgﬁww% e Chaek &
facitity.
-She had been hired about two weeks before. Q% ‘km(l.mwn} and mat
-She did not know about the HCPR checks.
Lhem dy hed ik wndsd vl
Interview with the Administrator on 10/01/19 at ; !
11:23am reveaied: iif“"“um’“‘d- e ChaeK “-E% _F‘Q-
-He knew Staff A required a HCPR check.
-He had known Staff A personally for a long time. VAAW-,..J“&IM N St
-He had completed a HCPR check for Staff A but o
the paperwork was at his house. N W ate ot kﬂ"“f’got‘]% JJ:;OJQ
' L L \W{‘
Review of a HCPR check for Staff A dated “’"‘(“"%
10/01/19 revealed there were no substantiated
findings.
C 147, 10A NCAC 13G .0406(a)(7) Other Staff C 147
Qualifications
10A NCAC 13G .0408 Other Staff Qualifications
(a) Each staff person of a family care home
shall:
{7} have a criminal background check in
accordance with G.8. 114-18.10 and G .S.
131D-40;
This Rule is nat met as evidenced by:
TYPE B VIOLATION
Based on interviews and record reviews, the
facility failed to ensure a criminal background
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check was obtained for 2 of 3 sampled staff (Staff
A and Staff C).

The findings are:

1. Review of Staff A's personnel record revealed:
-Staff A was hired as a Personal Care Assistant

(PCA). ;
-There was no date of hire.

-There was no docurentation that a criminal
background check had been completed. I

Interview with Staff A on 10/01/18 at 1:07pm i
revealed:; |
-She had been hired as a PCA about two weeks :
prior. :
-She had worked in the facility the night of '
09/30/19.

-She had signed a consent form for a criminai
background check.

-She did not know if one had been obtained.

interview with the Supervisor in Charge on ;
10/01/19 at 11:07am revealed:

-Staff A had been hired as a PCA.

-She or the Administrator were responsible for :
completing the criminal background checks. ;
-The checks were completed within 7 to 14 days i
of hire.

-She did not know why a criminal background had

nat been completed.

-She knew Staff A personallty and "thought” she

would be a good employee.

interview with the Administrator on 10/01/19 at
11.23am reveaied:

-He knew staff required a criminal background
check but had to have staff in the building.

-He had not been completed one for Staff A.
-He had known Staff A personally for a long time

Division of Health Service Regulation
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and she was "family”.

2. Review of Staff C's personnel record revealed:
-Staff C was hired as a Medication Aide (MA).
-There was no date of hire,

-There was no documentation that a criminal
background check had been completed.

Interview with Staff C on 10/01/19 at 11:20am

revealed: :
-Staff A was hired as MA 08/19/19. |
-Staff A had been hired in 2012 and had been ;
rehired several times.

-Stafl A did not know if she had signed a consent

for a criminal background check.

-She did not know if one had been completed.

Interview with the Supervisor in Charge on
10/01/19 at 1:18pm revealed:

-Staff C had been hired in 2012 as a MA.

-Staff C had resigned several times for 2 to 6
weeks and then had been rehired.

-She or the Administrator were responsible for
compieting the criminal background checks.
-The checks were completed within 7 to 14 days
of hire.

-She did not know why a criminal background had
not been completed for Staff C.

The facility failed to ensure 2 of 3 staff (Staff A

and C) who were working with the residents in the i
facility had a criminal background check :
completed upon employment which resulted in |
the facility being unaware of any criminal history. '
This failure was detrimental to the health, safety,

and welfare of the residents and constitutes a

Type B Violation.

The facility provided a Pian of Protection in
accordance with G.S. 131D-34 on 10/01/19 for
Division of Health Service Regulation
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this violation.

CORRECTION DATE FOR THIS TYPE B

VIOLATION SHALL NOT EXCEED NOVEMBER

15, 2019.

C 257 10A NCAC 13G .0904(a)(2) Nutrition and Food C 257

Service

10A NCAC 13G .0904 Nutrition and Food Service
(a) Food Procurement and Safety in Family Care
Homes:

(2) All food and beverage being procured, stored,
prepared or served by the facility shall be
protected from contamination.

This Rule Is not met as evidenced by:

Based on observalions and interviews, the facility
failed to ensure all food items stored by the facility
were protected from contamination.

The findings are:

Observation of the kitchen refrigerator and
freezer during the initial tour on 10/01/19 at
B:00am revealed:

-There was a carton of raw eggs stored over two
packs of cheese.

-There was a plastic bag of 10 raw sausage
patties, with no date on the bag, stored on a tray
on the top shelf.

-There was a plastic bag with three cooked
sausage patties with no date on the bag.

-There were two breaded chicken pieces
wrapped in aluminum foil with no date.

-There was an open 9 ounce container of lunch
meat ham with no date opened.

-There was a plastic bow! with cooked rice and
meat with no date.

To be in Co|thfuNC.€_ with eule

1D aNCRAC 13y - 40H{a)(2) Nutwirtion
nd Food Sepvice . Jktdm‘”\li"ﬁ'ﬂaib@‘
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-There was an open 30 ounce bag of breaded
chicken patties in the freezer with no date
opened.

Interview with a Personat Care Assistant (PCA)
on 10/G1/19 at 8:01am revealed:

-She had been employed in the facility for 2
weeks.

-She did not know items in the refrigerator and
freezer required dates.

-She had not received training about the items
placed in the refrigerator.

Interview with the Medication Aide {(MA) on
10/01/19 at 8:05am revealed:

-The Supervisor in Charge (SIC) knew items in
the refrigerator were required to have dates.
-Some of the items might be personal food of the
staff. '

-She had not had a chance to train the PCA about
the items requiring dates yet.

Interview with the Supervisor in Charge (SIC) on
10/01/19 at 9:45am revealed:

-The SIC knew the items in the refrigerator
required dates.

-The PCA was new and had not been trained on
that yet.

C 330 10ANCAC 136 .1004(a) Medication
Administration

10A NCAC 13G .1004 Medication Administration
(&) Afamily care home shall assure that the
preparation and administration of medications,
prescription and non-prescription and treatments
by staff are in accordance with:

{1) orders by a licensed prescribing practitioner
which are maintained in the resident’s record; and

Adoriiistrating Gmotedad ol
Lﬁmybﬂee, cbni»P arwals ey

donde 'SEC, sl wekack o Lanal
N - TN Gty 56-0.-3.5 de W&La
osand vy Ultmo chheet muud o
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|0aNeAC 10040) Medicedion
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{2) rules in this Section and the facility's policies

and procedures. ; uimmub 89 B ik n
This Rule is not met as evidenced by: : b J’bﬂun ok dhs gﬁ;} o Lo sl
Based on observations, interviews, and record . j’l‘ R .
reviews, the faciiity failed to ensure medications i % Arac u.,{) Wy Chor LG
were administered as ordered by a licensed i Ej 1
prescribing practitioner for 1 of 3 sampled ; u&*«% ekl Wbe Ookack 4o rrake eape
residents {Resident #3) related to a medication i ) 6
for high blood pressure. Q% ?"ha»tiuvv Acct Sunmcm,d aned o
: % s i ) ¥
The findings are: & an dhe Felder call Admuridradin
I T ——— o
Review of Resident #3's current FL.2 dated Tiles This g e Adimcnnsbaton
04/16/19 revealed diagnosis included : Cony cobrel das . ) T e
schizophrenia. “Dud “ﬁ Meducotem
Whey grclert Gt ok
vk Soraol on the MA

Review of Resident #3's Resident Register ; 5:[' ’ R
revealed an admission date of 04/13/19. Q omd A R Y

, vuslictan, uwuﬂ
Review of a signed physician's order dated Moridmy ko \-%oﬂdm b o
08/20/19 reveated amlodipine (treats high biood : a , dﬂ'&‘a
pressure) Smg daily. j Loga i adicedion, {5 o o,
Review of Resident #3's August and September : - ‘H o J‘kdfmnulnmm ool
2019 Medication Administration Record (MAR) : Wlauhi,, atbosll s _
revealed there were no entries for amlodipine. Qantoe ol imedecatidm

o s b
J\“-'\-CL ‘? O
Review of Resident #3's October 1, 2018 MAR Ul AR .

revealed there was an entry for amiodipine 5mg
with no documentation that a dose had been
administered.

Observation of Resident #3's medications on
hand on 10/01/19 at 9:27am revealed:

-There was one bubble pack of amilodipine 5mg
tablets.

-30 tablets had been dispensed on 09/27/19.
-There were no tablets removed from the bubble
pack.

Division of Heatth Service Regulation
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Review of a physician's Clinical Visit Summary
dated 08/20/19 revealed:

-Resident #3 had a diagnosis of hypertension.
-Resident #3’s blood pressure was 141/75.

-The treatment plan included starting amlodipine
5mg daily.

Teiephone interview with a representative from
the facility's contracted pharmacy on 10/01/19 at
9:30am revealed:

-The pharmacy had received an electronic
prescription from the physician’s office for
amlodipine 5myg daily on 08/27/19.

-There were 30 tablets of amlodipine 5mg were
dispensed to the facility on 09/27/19.

-The pharmacy had no other orders for
amiodipine.

Interview with the Supervisor in Charge on
10/01/18 at 8:45am revealed:

-New orders that were received were faxed to the
pharmacy.

-New medication orders would be hand written on
the MAR.

-New medications received from the pharmacy
would be compared with the MAR for accuracy.
-The order had been placed in the Resident's
record before it had been faxed and had been
missed.

Interview with the Administrator on 10/01/19 at
9:50am revealed:

-All orders should be faxed to the pharmacy and
a faxed verification form stapled to the order.
-All new medications from the pharmacy should
be compared to the MAR.

-Staff had missed faxing the amlodipine order to
the pharmacy.

Division of Heatth Service Reguiation
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c 330‘ Continued From page 8 C 330 | }[
E Telephone interview with Resident #3's i ’
‘f Physician’s Nurse on 10/01/19 at 9:52am E j
f revealed: ‘ J
[ -The amiodipine had been ordered for Resident | |
| #3 during the 08/20/19 office visit due to the ! ‘
Resident having high blood pressure readings on |
previous visits. \\ :
-The physician had thought that Resident #3 was
receiving the amlodipine that was crdered
08/20/19.
-Resident #3's blood pressure on 09/06/19 was
140/70 and on 09/27/19 it was 108/80.
-Not receiving the amlodipine as ordered would
put Resident #3 at risk of a stroke or heart attack.
C 912 G.8. 131D-21(2) Declaration of Residents’ Rights C912 ]
. . . oRder b et Residents neegls
G.S. 131D-21 Declaration of Resident's Rights and 4o be. needs
Every resident shall have the following rights: ] I Comp! fanee Witk ryle
1 2. Toreceive care and services which are 3 Dar(a) . The Aden:
adequate, appropriate, and in compliance with i b M staalkr, IOH 9
relevant federal and state laws and rules and : S CReated Q Cheokligh i _— gl
reguiations, | Gnd ;
g PANG ney tm?bjees . he rnew check st
24 o H
Wl assiae, et all Requiaecd togk |
This Rule is not met as evidenced by: Dis, %LPQ"M b 1 !
Based on interviews and record reviews the kil P‘LM"- d‘-"‘la' v’xi-% i
facility failed to ensure residents received care wirck o Lot ki . I
and services which are adequate, appropriate “The TR ghqu Vsk ] G % i
and incompliance with refevant federal and state . :’u"* e
laws and r‘uies‘and reguiations related to Other Enpbs@Q_ 1[\0P“c oy
Staff Qualifications. - N ’
Drted N.C. Heatth Cone Rrsonne ! 'Pngj.sh
The findings are: ~ Tated TH dest ( dstep) T
_’j)):} rik .
Based on interviews and record reviews, the -0 & U_ﬂ—l;"f‘m R |
facility failed to ensure a criminal background Ry engtechion d‘ﬂ "Q‘z]("\" Poteduss
check was obtained for 2 of 3 sampled staif (Staff = Dore. Criminald ’&W Oheck ‘
A and Staff C). [Refer fo Tag 147 NCAC 13G Cp - 1
- R TRQJNINC’J ‘
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Aides; Training and Competency

G.S. § 131D-4.58B (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) A five-hour training program developed by the
Department that includes training and instruction
in ali of the following:

a. The key principles of medication
administratton.

b. The federat Centers for Disease Control and
Prevention guideiines 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.

(2) A clinicai 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 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
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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 (c) of this section.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure that 1 of 2 sampled
Medication Aides (Staff C) met the requirerments
for administering medication by having completed
the Medication Clinical Skills Competency
validation.

The findings are:

Review of Staff C's personnel record revealed:
-Staff C was hired as a Medication Aide {MA).
-There was no date of hire.

-There was documentation that Staff C had
passed the Medication Aide exam on 03/24/09.
-There was no documentation of a completed
Medication Clinical Skills Competency validation.

Interview with Staff C on 10/01/19 at 11:20pm
revealed:

-She had been hired in 2012 as a MA.

-A nurse had completed the Medication Clinical
Skilts checkiist with her.

-She did not know when it had been completed or
where the paperwork was.

-She had resigned several times and had been
rehired last on 08/19/19.

Interview with the Supervisor in Charge on
10/01/18 at 1:18pm revealed:
-Staff C had been hired in 2012 as a MA.
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-She had resigned several times for 2 to 6 weeks

and then rehired.

-A nurse had completed the Medication Clinical

Skills validation but the paperwork could not be

located.

-She did not know when the Medication Clinicat

Skills validation was completed.

-The nurse was no longer ernpleyed that had

completed the skills validation.

€992 GS. § 131D-45 G.3. § 131D-45. Examination cogz

and screening for

G.8. § 131D-45. Examination and screening for
the presence of controlled substances required
for applicants for employment in adult care
homes.

{a) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consent to an
examination and screening for controlled
substances. The examination and screening shall

{ be conducted in accordance with Articie 20 of

Chapter 95 of the General Statutes. A screening
procedure that utilizes a single-use test device
may be used for the examination and screening
of applicants and may be administered on-site. If
the results of the applicant's examination and
screening indicate the presence of a controlied
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlied substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall include the name of the controlled
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substance, the prescribed dosage and frequency,

and the condition for which the substance is
prescribed. If the result of an applicant's or
employee's examination and screening indicates
the presence of a controlled substance, the adult
care home may require a second examination
and screening to verify the results of the prior
examination and screening.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed te ensure an examination and
screening for controlled substances was
completed for 1 of 3 sampled staff (Staff A) prior
to hire.

The findings are:

Review of Staff A's personnel record revealed:

-Staff A was hired as a Personal Care Assistant
{PCA).

-There was no date of hire.

-There was no documentation that a caontrolled
substance screening had been completed.

Interview with the Supervisor in Charge on
10/01/19 at 12:04pm revealed:

-Staif A had been employed as a PCA for a less
than one weexk.

-Staff A had worked the night of 09/30/19 in the
facility.

-She knew that Staff A required a drug screen
before hire,

-She had known Staff A personalily for a long
time.

-She or the Administrator were responsible for
ensuring the controlied substance screenings
were completed.
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-She did not know why the controlled substance
screening was not done for Staff A.

Telephone interview with Staff A on 10/01/19 at
1:07pm revealed:

-Btaff A had worked the night of 09/30/19 in the
facility.

-She had been hired about two weeks before.
-She had not completed a controlied substance
screening.

tnterview with the Administrator on 10/01/19 at
11.23am revealed:

-He knew Staff A required a controlled substance
screening.

-He had known Staff A personally for a fong time
and had not completed one.

-Staff A was "family” and he knew the controlled
substance screening would be negative.
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