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Initial Comments

The Adult Care Licensure Section completed a
follow-up survey on 08/04/21.

G.S. § 131D-4.5B (b) ACH Medication
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 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) Afive-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 bleeding
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 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:
Follow-up to Type B Violation

The Type B Violation was abated.
Non-compliance continues

Based on interviews and record reviews, the
facility failed to ensure 1 of 3 sampled staff (Staff
A) who administered medications had
successfully completed the required written
medication aide (MA) examination.

The findings are:

Review of Staff A's, Supervisor-in-Charge (SIC),
personnel record revealed:

-Staff A was hired on 04/27/21.

-There was documentation Staff A completed the
medication clinical skills competency validation
on 04/27/21.

-There was documentation Staff A completed the
15-hour medication administration training on
04/27/21.

-There was no documentation Staff A passed the
required written medication aide (MA)
examination.

Review of a resident's July 2021 medication
administration records (MAR) revealed Staff A
documented medications were administered on
22 of 31 days in July 2021.
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Interview with Staff A on 08/04/21 at 10:32am
revealed:

-She had worked at the facility since April 2021
(unable to recall the exact date).

-She had not taken the medication examination.
-When she worked, she administered residents'
medications.

-She had received training on medication
administration.

-She was scheduled to take the test this month.
-She was not aware she could not administer
medications without taking the written medication
aide examination.

Interview with a resident on 08/04/21 at 11:20am
revealed when Staff A worked, she administered
her medications.

Interview with the Chief Financial Officer on
08/04/21 at 11:43am revealed:

-She was responsible for ensuring all staff
obtained the necessary training and documents
including MA training and written examination.
-As of 08/04/21, Staff A had not taken the
medication examination.

-She thought Staff A had 90 days from date of
hire to take the written medication aide
examination.

-Staff A was scheduled to take the MA
examination today, but Staff A rescheduled the
examination.

-She would not allow Staff A to continue to
administer medications until Staff A took and
passed the written medication aide examination.
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