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C 000 Initial Comments C 000

The Adult Care Licensure Section conducted an
annual survey on March 13 and March 16, 2015,
with an exit conference on March 16, 2015.

C 181 10ANCAC 13G .0512 Documentation Of Training | C 181
And Competency Vali

10A NCAC 13G .0512 Documentation Of Training
And Competency Validation

A family care home shall maintain documentation
of the training and competency validation of staff
required by the rules of this Section in the facility
and available for review

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to maintain documentation of the training
and competency of staff in the areas of personal
care, validation for licensed health professional
support tasks, and infection control training.

The findings are:

On 9/16/15 at 11:00am personnel records for the
two employees of the facility were requested from
the Supervisor/Personal Care Aide. She stated
that the Owner/Medication Aide kept track of all
the records, she "did not mess with his
paperwork".

On 9/16/15 at 1:15pm, personnel records were
brought to the surveyor.

1 Review of the personnel record for the
Owner/Medication Aide revealed:

- No competency validation for Licensed Health
Professional Support (LHPS)Tasks.
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C 181 | Continued From page 1 C 181

- No personal care training and competency
validation.
- No infection control training.

Interview with the
Owner/Administrator/Medication Aide at 2:00pm
on 3/16/15 revealed:

- He had been working at the facility since 1979.
- He functioned primarily as the Owner,
Administrator, Medication Aide, and Transporter.
He also took over Supervisor and Personal Care
Aide duties when that person was away from the
facility.

- He received training in Medications in 1979
when he opened the facility, but did not have any
documentation of the training.

- He was in charge of tracking required training
and validations.

- He stated that he decided to clean out files in
the past year, and "threw away most of the older
papers in his file".

- He produced documentation of current
Cardiopulmonary Resuscitation training and
Health Care Personnel Record checks.

-He produced documentation for Medication
Clinical Skills Checklist and Test on 2000, and 3
hours of training in the topics of stress
management and professional ethics in the past
2 years.

Further interview with the Owner/Medication Aide
revealed he had never heard of Licensed Health
Professional Support services. He was not aware
he had to be validated in Licensed Health
Professional Support tasks for two recently
admitted residents who had LHPS tasks. He
stated that the physicians for both residents
agreed to allow the residents to continue self care
for their LHPS tasks, and produced
documentation in the residents' records.
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C 181 Continued From page 2 C 181

Continued interview with the Owner/Medication
Aide revealed he was not aware of the
requirement for annual Infection Control Training.
He stated he would immediately hire a Nurse
Consultant for the facility for training in
Medications, Personal Care, Infection Control,
and LHPS tasks to ensure better resident care.

2. Review of the personnel record for the
Supervisor/Personal Care Aide revealed:

- No competency validation for Licensed Health
Professional Support Tasks.

- No personal care training and competency
validation.

- No infection control training.

- Documentation of current Cardiopulmonary
Resuscitation training and Health Care Personnel
Record checks were available.

Interview with the Supervisor/Personal Care Aide
at 2:25pm on 3/16/15 revealed:

- She had been working at the facility since 1979.
- She functioned as a Supervisor, Personal Care
Aide, Cook, and Co-Owner of the facility.

- She received training in Personal Care
Assistance "back when they started the facility"
[1979], but the Owner/Medication Aide kept track
of her certificates of training and validation. She
believed he threw this paperwork away, when he
cleaned out files this past year.

Further interview with the Supervisor/Personal
Care Aide revealed she was not aware she had to
be validated in Licensed Health Professional
Support tasks for two recently admitted residents
who had LHPS tasks. She stated both residents
refused assistance from facility staff, and the
physicians for the two residents agreed to allow
the residents to continue self care for their LHPS
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C 181

C 443

Continued From page 3

tasks.

Continued interview with the Supervisor/Personal
Care Aide revealed she was not aware of the
annual requirement for Infection Control Training

She stated they had a nurse consultant for
resident care and staff training in the past, and
thought the facility would benefit from the help
available.

Two telephone calls were received by the
surveyor from a Nurse Consultant on 3/17/15 at
10:30am and 6:00pm, to verify what training and
competency validations were needed by the
facility staff. She stated she was hired by the
facility to train staff and consult on resident care.

10A NCAC 13G .1212 Record of Staff
Qualifications

10ANCAC 13G .1212 RECORD OF STAFF
QUALIFICATIONS

A family care home shall maintain records of staff
qulaifications required by the rules in Section
.0400 of this Subchapter in the facility. When
there is an approved cluster of licensed facilities,
these records may be kept in one location among
the clustered facilities.

This Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain records of staff qualifications

C 181

C 443
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C 443 | Continued From page 4 C 443

required by the rules in Section .0400 of this
Subchapter in the facility for 2 of 2 staff
(Owner/Medication Aide and Supervisor/Personal
Care Aide).

The findings are:

On 9/16/15 at 11:00am personnel records for the
two employees of the facility were requested from
the Supervisor/Personal Care Aide. She stated
that the Owner/Medication Aide kept track of all
the records, she "did not mess with his
paperwork".

On 9/16/15 at 1:15pm, personnel records were
brought to the surveyor.

1 Review of the personnel record for the
Owner/Medication Aide revealed:

- No documentation of 15 hours a year of
continuing education credits related to the
management of domiciliary homes and care of
aged and disabled persons.

- No documentation of six hours of continuing
education annually related to medication
administration.

- No documentation that the Owner/Medication
Aide was free of tuberculosis.

Interview with the
Owner/Administrator/Medication Aide at 2:00pm
on 3/16/15 revealed:

- He had been working at the facility since 1979.
- He functioned primarily as the Owner,
Administrator, Medication Aide, and Transporter.
He also took over Personal Care Aide duties
when that person was away from the facility.

- He was in charge of tracking required training
and validations.

- He stated that he decided to clean out files in
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the past year, and "threw away most of the older
papers in his file".

-He produced documentation for Medication
Clinical Skills Checklist and Test in 2000, and 3
total hours of training in the topics of stress
management and professional ethics in the past
2 years.

2. Review of the personnel record for the
Supervisor/Personal Care Aide revealed:

- No documentation that the Supervisor/Personal
Care Aide was free of tuberculosis.

Interview with the Supervisor/Personal Care Aide
at 2:25pm on 3/16/15 revealed:

- She had been working at the facility since 1979.

- She functioned as a Supervisor, Personal Care
Aide, Cook, and Co-Owner of the facility.

She stated they had a nurse consultant for
resident care and staff training in the past, and
thought the facility would benefit from the help
available.

Two telephone calls were received by the
surveyor from a Nurse Consultant on 3/17/15 at
10:30am and 6:00pm, to verify what training and
competency validations were needed by the
facility staff. She stated she was hired by the
facility to train staff and consult on resident care.
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