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D 000| Initial Comments D 000 Response Preface

The Adult Care Licensure Section conducted a . . .

complaint investigation and a COVID-19 Focused The P“{Vldcr Sme_ltS this Plan of

infection control survey with an on-site visit on Correction (POC) in accordance

12/15/20 and 12/17/20 and desk review on with specific regulatory

12/16/20 through 12/18/20 with a telephone exit requirements. The Provider does

on 12/18/20. not denote agreement with the

o Statement of Deficiencies nor |
D935 G.S.§ 131D-4.5B(b) ACH Medication Aides; D335 does it constitute an admission i

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 adult care
home is prohiblted 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) Afive-hour fraining 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 hleeding
exists.

{2) A clinical skills evaluation consistent with 10A
NCAC 13F 0503 and 10A NCAC 13G .0503.

(3) Within B0 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 instructicn in all of the following:

that the stated deficiencies are
accurate. '

‘The Provider submits this POC |
with the intention that it be
inadmissible by any third party in
any civil or criminal action
against the Provider or any
employee, agent, officer, |
director, or shareholder of the
Provider. The Provider hereby
reserves the right to challenge the|
findings if at any time the !
Provider determines that the
findings: (1) are relied upon to
adversely influence or serve as a ;
basis, in any way, for the
selection and/or imposition of
future remedies, or for any
increase in future remedies,
whether such remedies are
imposed by the State of North
Carolina or any other entity; or
(2) serve, in any way, to facilitate
or promote action by any third
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D935 | Continued From page 1 D935 party against the Provider. Any
Sy .
1. The key principles of medication changes to Provider's pollc'y or
administration. procedures should be considered
2. The federal Centers of Disease Control and to be subsequent remedial
Prevention guidelines on infection control and, if measures as that concept is
applicable, safe injection practices and employed in Rule 407 of the
proceduras for monitoring or testing in which Federal Rul fEvid d
bleeding occurs or the potential for bleeding a u €80 . Yl el?ce an
’ should be inadmissible in an
exists. . Y
b, An examination developed and administered proceeding on that basis.
by the Division of Health Service Regulation in D 935
accordance with subsection (c) of this section. - _ ,
It is the community’s policy and .
normal practice to assure that :
staff who administer medications .
has documentation of completion
of a Medication Clinical Skills
Competency Validation priorto -
administering medications.
This Rule is not met denced by: Action Plan
Is Rule is ngl met as evidenced by: __Measures to Correct
Based on interviews and record reviews, the h iy’
facility failed to assure that 2 of 3 sampled staff On 12/21/20, the community's
(Staff A and B) who administered medications contracted RN conducted and
had documentation of completion of a Medication documented the Medication
Clinical Skills Competency Validation prior to Administration Clinical Skills
adminlsterlhr?g medications to residents at the Checklist DHSR/AC4605 for .
current facility. 12/21/20
The ﬂndings are: bOth StaffA and Staff B.
1. Review of Staff B, Resident Care Director's Measures to Prevent
(RCD), personnel record revealed: The Administrator informed the
-Staff B was hired on 08/27/12 at a sister facility C HR Assistant, the
with the same company and was promoted to ampus L ’
RCD in August 2020 at the current facility. Assistant Admm_lstrator, the
-There was documentation Staff B passed the Resident Care Directors, and the
written medication aide (MA) exam on 07/31/13. contracted RN of the requirement
-There was documentation of a Medication
Divislon of Health Service Regulation
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Pivision of Health Service Regulation

PRINTED: 12/23/2020
FORM APPROVED

Clinical Skills Competency Validation dated
04/24/13 from a sister facility.

-There was no documentation Staff B completed
a Medication Clinical skills Competency Validation
in August 2020 prior to passing medications,

Review of residents' October, November, and
December 2020 electronic Medication
Administration Records (eMARs) revealed;
-Staff A documented the administration of
medications 1 day in October 2020.

-Staff A documented the administration of
medicaticns 1 day in November 2020.

-Staff A documented the administration of
medications 1 day in December 2020,

Interview with Staff B on 12/17/20 at 12:22 pm
revealed;

-She had worked at the current facility since
August 2020 when she was promoted to RCD but
had worked at a sister facility with the same
company since 2012,

-She worked as a MA and administered
medication when she needed to.

-When she worked a a MA in it was usually on
second shift.

-She passed her MA exam in 2013.

-She had completed a medication aide
competency validation checklist at a sister facility.
-She did not khow she was required o do a new
Medication Clinical Skills Competency Validation
checklist for the current facility because she
continued to work was with the same company.
-The Human Resource (HR} Assistant was
responsible for personnel records, but had also
transferred to the current facility in October 2020
from a sister facility.

Telephone interview the HR Assistant on 12/18/20
at 11:03 am revealed:

Medication Administration
Clinical Skills Checklist on all
staff prior to passing medications -
regardless if staff were

previously validated for
competency at their other campus
facility, ‘

Monitoring
The Campus HR Assistant is

responsible for communicating to |
the Campus Administrator and

the contracted RN all names of
newly hired or promoted staff

that will be responsible for
administering medications. The
Administrator and contracted RN
will monitor upon hire and/or
upon promotion to assure that
ACH Medication Aides; Training
and Competency rules are met as -

listing in G.S. 131D-4.5B (b).

The HR Assistant will monitor
all current employee files to
assure that all staff who are
currently performing medication
administration meet the
requirements as listed in ACH
Medication Aides; Training and
Competency rules are met as
listing in G.S. 131D-4.5B (b).
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-She had started transitioning to the current
facility in October 2020 but due to the COVID-19
outbreak she had not been able to do a complete
augdit of personnel records.

-She did not know MAs were required to
complete a new Medication Clinical Skills
Competency Validation checklist when MAs
transferring from a sister facility with the same
company.

Interview with the Administrator on 12/17/20 at
12:20 pm revealed:

-She did not know Staff B needed a new
Medication Clinical Skills Competency Validation
checklist completed for the current facility
because she had completed one at a sister
facility.

-The HR Assistant was new to the facility also and
probably was not aware of the requirement,

2. Review of Staff A, Assistant Administrator’s,
personnel record revealed:

-Staff Awas hired on 12/29/11 at a sister faaility
with the same company and was promoted to
Assistant Administrator in August 2020 at the
current facility.

-There was documentation Staff A passed the
written medication aide (MA) exam on 07/28/10.
-There was documentation of a Medication
Clinical Skills Competency Validation dated
01/20/12 at a sister facility.

~There was no documentation Staff A completed
a Medication Clinical Skills Competency
Validation at the current facility in August 2020
prior to passing medications.

Review of residents' October, November, and
December 2020 electronic Medication
Administration Records (eMARSs) revealed:
-Staff A documented the administration of
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medications 1 day in October 2020.
-Staff A did not document the administration of
medications in November and December 2020.

interview with Staff Aon 12/17/20 at 12:18 pm
revealed.

-She had worked at the current facility since
August 2020 when she was promoted to
Assistant Administrator, but had worked at a
sister facility with the same company since 2011,
-She worked as a MA and administered
medication when she needed to, but not been
very often,

-She passed her MA written exam in 2010,

-She had completed a Medication Clinical Skills
Competency Validation checklist at a sister
facility,

-She did not know she was required to do a new
Medication Clinical Skills Competency Validation
checklist for the current facility because she
worked with the same company.

-The Human Resource (HR} Assistant was
responsible for personnel records, but had alse
tfransferred to the facility in October 2020 from a
sister facility.

Telephone interview the HR Assistant on 12/18/20
at 11:03 am revealed:

-She had started transitioning to the current
facility in Octaber 2020, but due to the CQVID-19
outbreak she had not been able to do a complete
audit of personnel records.

-She did not know MAs were required to
complete a new Medication Clinical Skills
Competency Validation checklist when
transferring from a sister facility with the same
company.

Interview with the Administrator on 12/17/20 at
12:20 pm revealed:
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-She did not know Staff A needed a new
Medication Clinical Skills Competency Validation
checklist completed for the current facility
because she had completed one at a sister
facility.

-The HR Assistant was new to the facility also and
probably was not aware of the requirement.
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