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The Adult Care Licensure Section and the
Mecklenburg County Department of Social N
Services conducted an annual survey on May 11, i
2016
£
C 145 10A NCAC 13G .0406(a)(5) Other Staff C145 .

Qualifications

10A NCAC 13G .0408 Other Staff Qualifications
(a) Each staff person of a family care home
shal;

(5) have no substantiated findings listed on the
North Caralina Heatth Care Personnet Registry
according to G.S. 131E-256:;

This Rule is not met as evidenced by:

| Based on interview and review of personnel
records, the facility failed to assure 2 of 4

sampled staff (Staf A and B) had no

substaniiated findings on the North Carolina

Health Care Personnel Registry.

The findings are:

A. Review of Staff A's personrnel record revealed;
-Staff A'was hired ag"a Caie Aide on 4/35/16.
-AHeaith Care Personnel Registry check was
dated 4/27/16 with no findings.

Review of Staff A's time sheets revealed she
started working with residents on 4/25/16.

Staff A was unavailable for interview on 5/11/18.

Refet o interview on 5/11/16 at 11:20 am with the
Supervisor in Charge.

Refer to intervigw on 5/11/16 at 12- 35 pm with the
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Aide on 2/04/15.

:at the facility.

Administrator,

B. Review of Staff B's personne! record revealed:
-Staff B was hired as a Care Aide and Medication

-AHealth Care Personnal Registry (HCPR) checi
-was dated 2/11/15 with no findings.

| Review of Staff B's time sheets revealed she
' started working with residents on 204/1 5.

Atelephone interview on 511716 at 11:40 am with
| Staff A revealed that she was not aware if a
{HCPR check was one of the several background
ched(s that was performed when she was hired

‘ERefer to interview on 5/11/16 at 11:20 am with the
‘Supervisor in Charge.

Refer to interview on 5/1 116 at 12:35 pm with the

S vy
Interview on 5/11118 at 11:20 am with tha
Supervisor in Charge {SIC) revealed:
-The hira date on file was the date that she
interviewed staff and offered the job. it was
"contingent on passing Corporate’s ¢riminal ) T

| Background chack, the drug-screen, the HCPR . |- . - g T OET s SRty
and a training session with the ma {the SIC)", : .
-The Corporate office performed the HCPR
checks; "it should be checked before they send
applicants to me for interview”.

Interview on 5/11/16 at 12:35 pm with the
Administrator revealed:

~The Corporate office was responsible for
completing the criminal background check, the
drug screen and the HCPR checks on new hires.
~She was aware the HCPR should be chackad
before the new employee started working.
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The&administrator or
C835 G:S. § 131D-4.5B (b) AGH Medication Ga35 designee will ensure that the
Aides; Training and Compeatency ) following process is followed
G.5. § 131D4.5B (b) Aduit Care Home prior to an employee working
Medication Aides; Training and Competency in Radbourne Manor |;
Evaluation Requirements. 1. The prospective
employee wi
(b) Beginning October 1, 2013, an adult care P ‘ye will
home is prohibited from aliowing staff to perform ) com.p et'e an
any unsupervised madication aide duties unless : application
that individual has previousiy worked as a ' 2. Corporate office staff
medication aide during the previous 2¢ months in will run " iat,
an aduit care home or successfully completed all . @ppropriate
of the following: . criminal background
{1) Afive-hour training program developed by the : and NC Health Care
_De;;lart;nﬂ?ntf ttlzat includes training and instruction Personnel Registry
in all of the following:
a. The key principles of medication ) Chec{‘s' WCNAR’
administration. Medication Aide, and
b. The federal Centers for Dissase Control and Adult Care Home
Pra\irengolen gu:eﬁm on infection conr:rol and, if Medication Aide 5
applicable, safe injection practices a P Dl
Procedures for monitoring or testing in which checks will be r un .
bleeding occurs or the patential for bleeding based on the T
exists. employee’s '
{2) Aclinical skills evaluation consistent with 10A ‘ . certifications within
NCAC 13F .0503 and 10A NCAC 13G .0503. 24 hours
(3)Within 60 days from the date of hire, the i " .
individual must have completed the following: 3. Corporate office staff
a. An additional 10-hour training program will schedule the
developad by the Department that includes : prospective

training and instruction in all of the following:

1. The key principles of medication employee for a drug

administration. : screen or obtain an .
2. The federal Centars of Disease Control and onsite drug screen
Prevention guidelines on infection control and i IMN P

: iy : Vithin 2
applicable, safe injection practices and M_‘”?Our\;J

procedures for monitoring or testing in which ) . o
bleeding occurs or the potential for bleeding o ‘ o 1
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| b An examination developed and administered

by the Division;of Health Service Reguiation in

| accordance with subsection {c) of this section.

| This Rule is not met as evidenced by:

Based on intarview and record review, the facifity
Taited to assure 1 of 4 medication aides (Staff B)
campleted the 15 hour medication adrinistration
training program prior to passing medications
within 60 days of hire,

The findings are:

| Review of Staff B's personnel fiie revealaq:
1-A'hiré date of 2/04/15 as 5 Nursing Assistant and
'Medication Aids' (MA),

-~There was documentation of the 5 hour state
‘medication aide training on 2/04/15,

-A medication administration clinical skills check
list was completed on 2/04/15.

~Documentation that Staff B passed the written
MA examination on 6/23/1s.

~There was documentation of 10 hour state
medication aide training on 12/18/1 5,

interview on S/11/16 at 11:20 am with the
Superviser in-Charge-(S1G}) revealed: -
$tate MA test.

“Staff B did not administer medications until after

she had passed the state medication test. "l
arranged for other MAs or myself to come
administer the medications until she had passed

Telaphone interview on 5/11/16 at 11:40 am with
Staff B revealed: ! :

-She had never been a MA before working at this
facity.

~Staff B took the first available date for taking the

4. The administrator o'r

designee will review
the informatian
obtained above and
determine if the aide
is eligible for hire
within 48 hours.

Once steps 1-4 are
completed and the
employee is deemed
eligible for hire, he/she
will be scheduled for
orientation at the facility
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-She took the MA training and medication skils - | 5, e Pwmasge g -

check-0ffs when she was told to by the facility .

Nurse.

-She was not aware the 10 hour MA training was ..

to be completed soon after the 5 hour training. ’ : ST

-She took the state MA test on the first available o ‘ ST S

date on 5/23/15, - : A T L

-She had not administered medications at tha : cL e

facility unt! she passed the test. Other staff and

the SIiC administered the medications. i

E it : Se TR

Telephone interview on 5/11/16 at 1:00 pm with - ; - : SR R

the Nurse revealed: S 2 B e g sy

-Aprevious facility Nurse had completed the MA % ; s

training for Staff B, : : TR

-She had not worked at the facllity when Staff B ) R T

completed her MA fraining. If an employee has not [

worked as a medication aide
Cog2 G.i. § 13194? G.S. § 131D45. Examination Cogz during the previous 24 ]

AR screening for months and the facility e

G.8. § 131D-45. Examination and screening for receives appropriate E

the presence of controlled substances required documentation to verify il

:‘or applicants for empif:yment in adult care . employment, ALL of the ~

omes. following will be completed:

(a} An offer of employment by an adult.care home. .. | . 1. The facility RN will

licansed under this Article 1o an appiicant is ‘ ' provide the five-hayr &

conditioned on the applicant's consent to an traini

N i raining pri g
examination and screening for controlled davel & Program afe

substances. The examination and sereening shall eéveloped by the U il

be conducted in accordance with Articks 20 of ‘ Department e

Chapter 95 of the General Statutes. A screening ‘ 2. The facility RN will

procedure that utilizes a single-use test devics ; ..

C

may be used for the examination and screening ( O.mPJEtE thi? clinical

of applicants and may be administered an-site. If skills evaluation

the resulis of the applicant's examination and J cansistent with 10A |.

screening indicate thepresence of a controlied . NCAC 13F.0503 and .

substance, the adult care h i

€ adult care home shall not employ ) NCAC 13G .0503
valsionufHealmServiceRegu}aﬁon Vileaa® L eE
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e “Continued A to02 _] 3. Within 60 days from
i R . . the date of hire, the
the applicant unless the applicant first provides to RN will id
the adult care home written verification from the wi pm_vf g
applicant’s prescribing physician that every (a) an additional 10-
| controfied substance ‘identified by the hour training
| examination and screening is prescribad by that program
- physician fo treat the applicant's medical or developed b
- psychological condition. The verification from the eveloped by the
‘Physician shall include the name of the controlied Department
;substance, the prescribed dosage and frequency, {b) the employee will
;and the condition for which the substance is pass the
‘prescribed, If the result of an applicant's or P
iemployee's examination and screening indicates €xamination
: the présence of a controlled substance, the agult developed and
- ©are home may require a second examination administered by
; and screening to verify the results of the prior DHSR and be
: examination ang. screening. ; y
listed on the
Adult Care Home
: : Medication Aide
This Rule is not met as evidenced by: registry
Based on interviews and record reviews, the
facility failed to assure an examination and
screening for the presence of controiled
substances was performed for 1 of 4 sampled -
staff {Staff B) before the employee began working
at the facility.
The findings are; . -
Raview of Staff B's personnel file reveaod: | The administrator or
-A hire date of 2/04/15 as a Medication Aide and _ designee will ensure that the
Certified Nursing Assistant, following process is foliowed
~She starting working in the facikity on 2/04/15. prior to an employee working
~There was no record that Staff B complated a in Radbaurne Manor I-
controlied drug screening prior to employment on :
2004745, 1. The prospective
-There was documentation that Staff B completed employee will
a controlled drug screening on 10/05/15 after complete an
employment at the facility. ! application
. 5 —_ .
Division of Heaith Sarvice Reguiation e LA T
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€382 | Continued From page 6 Co92 2. Corporate office staff i | - :
Interview on 5/11/16 at 11:20 am with the wi I run appropriate
Supervisor in Charge (SIC) reveated: criminal background
-The hire date was the date that she interviewed and NC Health Care
Lhec:mploydazh Zrli;vasdc:nhngent on passing the Persannel Registry
ackgroun and drug screening
performad by the corporate office. i Chec!“' P_‘ICNA:R‘
-A former staff member was in charge of the Medication Aide, and
Papenwork for the employee files when Staff B < Adult Care Home
was _hlred. "We performed an audit of the facility Medication Aide
files in October 2015 and discovered no drug hecks will b
screen was done on S1aff B, so one was collected thecks will be run
immediately " ‘ based on the
-She was not aware unti! the audit that no drug employee’s
screening had been completed on Staff 5. certifications ]
-The SIC often had to contact the Administrator to i
get her help in making sure the corporate office 3. Corporate office staff ;
was forwarding the new hire's data to the SIC. ! will schedule the
'rhald: often delayed the dates we entered, andl ' prospective
:oare ..be a reason dates were listed after the hire employee for a dru g
screen or obtain an
Telephone interview on 5/11/16 at 11:40 am with onsite drug screen
it:"bﬁ f:k"ea’ed& heck S 4. The administrator or
;:o'r:or:me gggg EhB RIS complstsd Bijithe designee will review
~She could not remember when a drug screening the information
was done. , , obtained above and
) ] o determine if the aide
Interview on 5/11/16 at 12:35 prm with the T i
Administrator revealed: _ is eligible for hire.
-The corporate office performed the drug .
screening test, and should have collected the . Once steps 1-4 are
:::uslflscbefore sending staff for an interview with compieted and the
-She was aware of the facility's audit results that employee is deemed
discovered that no drug screening had been eligible for hire, he/she
completed on Staff B, and was aware thatithad will be scheduled for
ﬁ;‘ﬁl;'gﬁ’ﬂ?;:gf so0n as it was discovered it orientation at the facility
~Staff B alreacy had worked in their system, so _— .
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| théy "were familiar with her, and knew she had to - -
have passed all the checks" to remain employed.
|
e
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