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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 

annual and follow-up survey on July 7 - 8, 2016.

 

 C 140 10A NCAC 13G .0405(a)(b) Test For Tuberculosis

10A NCAC 13G .0405 Test For Tuberculosis

(a)  Upon employment or living in a family care 

home, the administrator, all other staff and any 

live-in non-residents shall be tested for 

tuberculosis disease in compliance with control 

measures adopted by the Commission for Health 

Services as specified in 10A NCAC 41A .0205 

including subsequent amendments and editions.  

Copies of the rule are available at no charge by 

contacting the Department of Health and Human 

Services. Tuberculosis Control Program, 1902 Mail 

Service Center, Raleigh, NC  27699-1902. 

(b)  There shall be documentation on file in the 

home that the administrator, all other staff and any 

live-in non-residents are free of tuberculosis 

disease that poses a direct threat to the health or 

safety of others. 

This Rule  is not met as evidenced by:

 C 140

Based on record review and interview, the facility 

failed to ensure 1 of 6 staff (Staff F) sampled had 

been tested for Tuberculosis (TB) disease in 

compliance with TB control measures adopted by 

the Commission for Health Services.

The findings are:

Review of Staff F's, Personal Care Aide/Medication 

Aide, employee record revealed:

-Staff F's hire date was 08/12/2015.

-Documentation of a TB skin test (tbst) placed on 
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 C 140Continued From page 1 C 140

05/04/2016 and read as negative on 05/07/2016.

-There was no documentation of a second TB skin 

test for Staff F.  

Interview with the Administrator on 07/07/2016 at 

6:25pm revealed:

-The Administrator knew the requirement for TB 

skin testing was a two-step process. 

-The Administrator had informed the 

"Second-in-Charge" (SIC) about needing Staff F's 

2nd step TB skin testing.

-The Administrator had given Staff F a deadline of 

07/04/2016 to complete the two-step TB skin 

testing.

-The Administrator had asked Staff F for the 2nd 

TB skin test two weeks ago.

-The Administrator had the overall responsibility to 

ensure TB skin testing was done.

-The Administrator had the overall responsibility to 

ensure documentation for results of tb skin testing 

were filed in staff records.

-The Administrator had reviewed Staff F's 

personnel record three weeks ago and sent Staff F 

a text that the 2nd step TB skin test was needed.

-Staff F had not completed the two-step TB skin 

test requirement.

Staff F was not available for interview.

 C 147 10A NCAC 13G .0406(a)(7) Other Staff 

Qualifications

10A NCAC 13G .0406 Other Staff Qualifications

(a)  Each staff person of a family care home shall:

(7)  have a criminal background check in 

accordance with G.S. 114-19.10 and G.S. 

131D-40; 

 C 147
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This Rule  is not met as evidenced by:

TYPE B VIOLATION

Based on record reviews and interviews, the facility 

failed to assure 2 of 6 staff (Staff C, Staff D) 

sampled had a criminal background check in 

accordance with G.S 131D-40.

The findings are:

1.  Review of Staff C's personnel record revealed:

-Staff C was hired on 04/12/2016 as a Personal 

Care Aide/Nursing Assistant.

-There was no documentation of a county criminal 

background check.

-There was no documentation of a state criminal 

background check.

-There was no documentation signed by Staff C 

consenting to have a criminal background check.

Interview with the Administrator on 07/07/2016 at 

4:50pm revealed:

-She was responsible to ensure the criminal 

background checks were completed and filed.

-She had not had time to complete all criminal 

background checks.

-She was trying to manage other homes.

-She depended on the "Second-in-Charge" staff to 

manage records in the facility.

Interview with the Administrator on 07/08/2016 at 

7:55am revealed:

-She did not have a criminal background check 

performed for Staff C.

-The "Second-in-Charge" staff had just mailed 

information on 07/04/2016 or 07/05/2016 to the 

State Bureau of Investigation (SBI) for the criminal 
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 C 147Continued From page 3 C 147

background check to be performed.

-The facility had not received any results back from 

the SBI for the criminal background check for Staff 

C.

-Staff C's work schedule at the facility since hire 

had been Thursdays, Fridays, and Saturdays from 

7pm to 8am.

-Staff C was originally hired at another facility 

owned by the Administrator and had only worked 

at that facility for about 2 weeks.  No criminal 

background check had been performed while Staff 

C worked at the other facility.

-The Administrator had recently started completing 

the criminal background request at the time of 

interview of a prospective employee.

Interview with Staff C on 07/08/2016 at 8:10am 

revealed:

-Staff C had been employed with the facility since 

04/2016.

-Staff C had left employment with the facility and 

returned.

-Staff C was hired to work as a Personal Care Aide 

and was also a Medication Aide.

Interview with Residents on 07/07/2016 from 

9:55am to 10:15am revealed the residents denied 

concerns or complaints and were not afraid of 

anyone at the facility.

Interviews with two family members on 07/07/2016 

at 12:00pm and 07/08/2016 at 4:00pm revealed 

there were no concerns or complaints with the 

staff and care provided at the facility.  One family 

member stated the facility was "awesome, been 

great."

2.  Review of Staff D's personnel record revealed:
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 C 147Continued From page 4 C 147

-Staff D was hired on 10/02/2015 as a Personal 

Care Aide/Nursing Assistant/Medication Aide.

-There was no documentation of a county criminal 

background check performed.

-There was no documentation of a state criminal 

background check performed.

-There was no documentation signed by Staff D 

consenting to have a criminal background check 

performed.

Interview with the Administrator on 07/07/2016 at 

4:50pm revealed:

-She was responsible to ensure the criminal 

background checks were completed and filed.

-She had not had time to complete all criminal 

background checks.

-She was trying to manage other homes.

-She depended on the "Second-in-Charge" staff to 

manage records in the facility.

-Staff D had been in the United States less than 4 

years.

-Staff D needed to have a national criminal 

background check.

-Staff D had submitted a national background 

check that the employee had done online on 

09/26/2015.

-The Administrator was advised by the county 

Adult Home Specialist that the online criminal 

background check submitted by the employee 

was not sufficient so the Administrator submitted 

fingerprints to the SBI for a criminal background 

check to be performed.

-The Administrator received a response from the 

SBI dated 05/10/2016 stating the fingerprint card 

for Staff D was rejected and requested 

resubmission.

-The Administrator had not followed up and 

resubmitted fingerprints to the SBI because she 
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 C 147Continued From page 5 C 147

had "been really busy, trying to manage other 

homes".

-The Administrator was responsible to respond to 

the SBI request for resubmission of fingerprints for 

Staff D. 

Interview with the Administrator on 07/08/2016 at 

7:45am revealed:

-The facility had recently been given a correction 

action report by the county Adult Home Specialist 

citing criminal background check for Staff D.

-The Administrator was not aware she had to 

request the criminal background check through the 

SBI until informed by the county AHS sometime in 

05/2016.

-The Administrator had until 06/24/2016 to have 

everything corrected that was cited in the county 

corrective action report. 

-Staff D worked at the facility one day a week on 

Wednesdays.

-The Administrator had recently started completing 

the criminal background request at the time of 

interview of a prospective employee.

Staff D was not available for interview during the 

survey.

Interview with Residents on 07/07/2016 at revealed 

the residents denied concerns or complaints and 

were not afraid of anyone at the facility.

Interviews with two family members on 07/07/2016 

at 12:00pm and 07/08/2016 at 4:00pm revealed 

there were no concerns or complaints with the 

staff and care provided at the facility.  One family 

member stated the facility was "awesome, been 

great."
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 C 147Continued From page 6 C 147

_______________________

The facility submitted a Plan of Protection on 

07/08/2016 which included the following:

-The SBI would be contacted and request a 

process status of background check for Staff C.

-The facility would submit a new national 

background check with fingerprints to the SBI.

-Staff D's shift would be replaced by another staff 

with a completed criminal background check.

-The Administrator would be responsible to review 

and file criminal background checks in employee 

records.

-The Administrator would implement a plan to 

review all employee files every two months in order 

to maintain proper documentation and up to date 

personnel files.

-The Administrator will submit criminal background 

checks for any new employee on date of first 

interview in order to have proper documentation 

and assure resident safety.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED AUGUST 22, 

2016.

 C 153 10A NCAC 13G .0501 (a) Personal Care Training 

And Competency

10A NCAC 13G .0501 Personal Care Training And 

Competency

(a)  The facility shall assure that personal care 

staff and those who directly supervise them in 

facilities without heavy care residents successfully 

complete a 25-hour training program, including 

competency evaluation, approved by the 

 C 153
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Department according to Rule .0502 of this 

Section.  For the purposes of this Subchapter, 

heavy care residents are those for whom the 

facility is providing personal care tasks listed in 

Paragraph (i) of this Rule.  Directly supervise 

means being on duty in the facility to oversee or 

direct the performance of staff duties.

This Rule  is not met as evidenced by:

Based on observations, record review and 

interview, the facility failed to assure 1 of 6 staff 

(Staff A) successfully completed the required 25 

hour state approved personal care training program 

and competency evaluation.

The findings are:

Interview with Staff A upon entrance to the facility 

on 07/07/2016 at 9:15am revealed:

-Staff A's job title was Activity Director and Care 

Coordinator.

-Staff A was the only staff on duty at the facility.

-Staff A was not a nursing assistant.

-Staff A was a nurse from another country.

-Staff A worked at the facility with the residents 

when needed.

-Staff A was taking care of the residents at the 

facility today because the staff who usually worked 

was not working today (07/07/2016).

-All the residents living at the facility were 

non-ambulatory and assistance required included 

transferring, toileting, and dressing.

Observation upon initial tour of the facility on 

07/07/2016 from 9:15am - 9:45am revealed:

-Staff A was the only staff in the facility.
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 C 153Continued From page 8 C 153

-There were three residents in their rooms in bed. 

Review of Staff A's personnel record revealed:

-Staff A's hire date was documented as 

06/20/2014.

-There was a notarized document for a "Diploma" 

which stated the staff had "completed full course 

of studies in specialty "Doctor's Assistant - 

Laboratory Assistant" and was given a qualification 

of Doctor's Assistant - Laboratory Assistant.

-There was a signed job description by Staff A 

dated 03/11/2015 for a Personal Care 

Aide/Certified Nursing Assistant.

-No documentation for 25 hours of personal care 

training and competency evaluation.

Interview with Staff A on 07/07/2016 at 3:45pm 

revealed:

-Staff A attended a class at the local community 

college for a nursing assistant but did not pass the 

test.

-Staff A had not completed a 25 hour or 80 hour 

personal care aide training and competency 

evaluation.

Interview with Staff A on 07/08/2016 at 11:30am 

revealed:

-Staff A fed residents.

-Staff A walked with residents.

-Staff A bathed residents.

-Staff A provided toileting assistance to residents.

-Staff A checked residents for incontinent care 

every two hours.

Observation of Staff A at intervals during the survey 

revealed:

-On 07/07/2016 at 10:40am, Staff A assisted 

Resident #1 with eating.
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-On 07/08/2016 at 10:30am, Staff A assisted 

Resident #1 with ambulation and toileting. 

-On 07/08/2016 at 12:55pm,  Staff A fed Resident 

#3 in the resident's room.

Interview with the Administrator on 07/07/2016 at 

3:50pm revealed:

-The Administrator thought Staff A's training in 

another country qualified the staff to perform 

personal care tasks for residents living at the 

facility.

-Staff A had not completed the 25 hour or 80 hour 

personal care aide training and competency 

evaluation.

-Staff A had probably only worked at the facility 

one or two times and worked only when needed 

which was not often.

 C 315 10A NCAC 13G .1002(a) Medication Orders

10A NCAC 13G .1002 Medication Orders

(a)  A family care home shall ensure contact with 

the resident's physician or prescribing practitioner 

for verification or clarification of orders for 

medications and treatments: 

(1) if orders for admission or readmission of the 

resident are not dated and signed within 24 hours 

of admission or readmission to the facility; 

(2) if orders are not clear or complete; or 

(3) if multiple admission forms are received upon 

admission or readmission and orders on the forms 

are not the same.

The facility shall ensure that this verification or 

clarification is documented in the resident's 

record.

 C 315
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 C 315Continued From page 10 C 315

This Rule  is not met as evidenced by:

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to assure clarification 

and verification of a sliding scale insulin 

medication order for 1 of 3 residents (Resident #2) 

sampled with a sliding scale insulin order.  

The findings are:

Review of the Resident Register for Resident #2 

revealed Resident #2 was admitted to the facility 

on 12/16/2015 from another facility.

Review of Resident #2's current FL-2 dated 

12/14/2015 revealed:

-Diagnoses included Dementia, Recurrent Urinary 

Tract Infection, Coronary Artery Disease, 

Hypertension, History of Recurrent Fall, Left 

Hydronephrosis, Gastro-esophageal Reflux 

Disease, Depression, Psoriasis, and Insulin 

Dependent Diabetes Mellitus.

-There was a physician's order for Humalog insulin 

as per sliding scale before meals and at bedtime.

-There were no sliding scale insulin parameters 

provided by the physician on the 12/14/2015 FL-2.

Review of a pharmacy review dated 03/10/2016 

revealed the Pharmacy Reviewer noted Humalog 

insulin sliding scale before meals and at bedtime, 

and "need specifics in chart".

Review of a Consultant Pharmacist's 

Communication to Provider Pharmacy created 

between 03/01/2016 and 03/10/2016 revealed the 

facility documented a request was sent on 

03/14/2016 for a chart copy of the Humalog sliding 
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scale order.

Review of physician's orders for Resident #2 

revealed:

-There was a physician assistant electronically 

signed order dated 03/30/2016 for Humalog Insulin 

(a fast acting injectable medication used to lower 

blood sugar in diabetes) sliding scale order as 

follows:  if blood sugar greater than 200, inject 2 

units, 210-250=4 units, 251-300=6 units, 

301-350=8 units, 351-500=10 units, greater than 

500, 12 units, schedule appointment with doctor.

-There were initials and a date of 05/23/2016 

handwritten on the 03/30/2016 printed sliding scale 

parameter order.

-There were no previous or subsequent physician 

ordered sliding scale insulin parameters found in 

Resident #2's record.

Observation of the Medication Aide (MA) on 

07/07/2016 between 5:15pm and 5:25pm revealed:

-The MA performed a finger stick blood sugar 

(FSBS) check for Resident #2.

-The glucometer screen reading was 177.

-The MA then stated Resident #2 was on a sliding 

scale insulin which was to be administered when 

the resident's FSBS was 200 or greater.

-The MA had checked the FSBS flow sheet and 

the parameters for administering the SSI must 

have changed during the time the MA had been off .

-The MA called the Administrator over to the med 

cart and asked the Administrator about the 

parameters being changed from 200 to 151 for the 

beginning SSI parameters.  The Administrator told 

the MA that Resident #2 was supposed to be 

administered Humalog insulin 2 units for the FSBS 

of 177 according to the sliding scale parameters 

documented on the Sliding Scale Insulin flow 
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sheet.  

-The MA prepared the Humalog Insulin per 

Resident #2's Humalog insulin pen and 

administered 2 units to Resident #2.

Review of a Sliding Scale Insulin flow sheet with no 

month or year documented revealed:

-There were sliding scale insulin parameters for 

Humalog insulin as follows:  151-200=2 units, 

201-250=3 units, 251-300=4 units, 301-350=6 

units, 351-400=8 units, less than 55 give insta 

glucose gel and call physician, greater than 400 

give 10 units and call physician.

-There was documentation of 88 finger stick blood 

sugar results.  

-There was documentation of administration of 

Humalog insulin 2 to 3 units for 16 times according 

to the handwritten sliding scale parameters 

documented on the sliding scale insulin flow sheet 

for finger stick blood sugars ranging from 152 to 

212.

Review of Humalog Insulin sheets for Resident #2 

revealed:

-There was no documentation of physician ordered 

sliding scale parameters for Humalog insulin.

-There was documentation of administration for 

Humalog insulin from 12/15/2015-12/31/2015 for 

finger stick blood sugars ranging from 152 to 288.  

The amount of Humalog insulin documented as 

administered ranged from 2 units to 4 units.

-There was documentation of administration of 

Humalog insulin 47 times from 12/15/2015 - 

12/31/2015. 

-There was documentation of administration for 

Humalog insulin from 01/01/2016-01/31/2016 for 

finger stick blood sugars ranging from 151 to 313.  

The amount of Humalog insulin documented as 
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administered ranged from 2 units to 6 units.

-There was documentation of administration of 

Humalog insulin 38 times from 01/01/2016 - 

01/31/2016. 

-There was documentation of administration for 

Humalog insulin from 02/01/2016-02/29/2016 for 

finger stick blood sugars ranging from 154 to 373.  

The amount of Humalog insulin documented as 

administered ranged from 2 units to 6 units.

-There was documentation of administration of 

Humalog insulin 14 times from 02/01/2016 - 

02/29/2016. 

Review of a Sliding Scale Insulin flow sheet for 

April 2016 revealed:

-There were sliding scale insulin parameters for 

Humalog insulin as follows:  151-200=2 units, 

201-250=3 units, 251-300=4 units, 301-350=6 

units, 351-400=8 units, less than 55 give insta 

glucose gel and call physician, greater than 400 

give 10 units and call physician.

-There was documentation of 91 finger stick blood 

sugar results.  

-There was documentation of administration of 

Humalog insulin 2 units to 8 units for 20 times 

according to the handwritten sliding scale 

parameters documented on the sliding scale 

insulin flow sheet for finger stick blood sugars 

ranging from 151 to 386.

Review of a Sliding Scale Insulin flow sheet for 

May 2016 revealed:

-There were sliding scale insulin parameters for 

Humalog insulin as follows:  151-200=2 units, 

201-250=3 units, 251-300=4 units, 301-350=6 

units, 351-400=8 units, less than 55 give insta 

glucose gel and call physician, greater than 400 

give 10 units and call physician.

Division of Health Service Regulation

If continuation sheet  14 of 216899STATE FORM H9GJ11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 07/28/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL092194 07/08/2016

R

NAME OF PROVIDER OR SUPPLIER

VAL'S FAMILY CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

3708 ROCK CREEK DR

RALEIGH, NC  27609

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 C 315Continued From page 14 C 315

-There was documentation of 72 finger stick blood 

sugar results.  

-There was documentation of administration of 

Humalog insulin of 2 units to 4 units for 8 times 

according to the handwritten sliding scale 

parameters documented on the sliding scale 

insulin flow sheet for finger stick blood sugars 

ranging from 161 to 289.

Review of a second Sliding Scale Insulin flow 

sheet beginning May 25, 2016 through May 31, 

2016 revealed:

-There were sliding scale insulin parameters for 

Humalog insulin as follows:  greater than 200=2 

units, 210-250=4 units, 251-300=6 units, 

301-350=8 units, 351-500=10 units, greater than 

500 give 12 units and schedule doctor 

appointment, less than 55 give insta glucose gel. 

-There was documentation of 21 finger stick blood 

sugar results.  

-There was documentation of administration of 

Humalog insulin 2 units for 6 times for finger stick 

blood sugars ranging from 120 to 194.

Review of a Sliding Scale Insulin flow sheet for 

June 2016 revealed:

-There were sliding scale insulin parameters for 

Humalog insulin as follows:  greater than 200=2 

units, 210-250=4 units, 251-300=6 units, 

301-350=8 units, 351-500=10 units, greater than 

500 give 12 units and schedule doctor 

appointment, less than 55 give insta glucose gel. 

-There was documentation of 90 finger stick blood 

sugar results.  

-There was documentation of administration of 

Humalog insulin 2 units for 1 time when Resident 

#2's finger stick blood sugar results was 

documented as 176 on 06/10/2016 at 6:00pm. 
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Interview with the MA on 07/08/2016 at 4:10pm 

revealed:

-The MA had been off for 4 days and the MA 

remembered Resident #2's sliding scale 

parameters for insulin administration started when 

the resident's FSBS was greater than 200 before 

the MA was off.  

-The MA was not aware of a physician's order 

changing the sliding scale insulin parameters.

-When the MA checked the FSBS flow sheet for 

Resident #2 on 07/07/2016, the 200 on the sliding 

scale parameters had been marked out and 

changed to 151.

-The MA did not know who had made the change 

to the sliding scale insulin parameters on the 

FSBS flow sheet.

-The MA was confused after seeing the change, so 

the MA asked the Administrator about the 

parameters.

  

Interview with the Administrator on 07/08/2016 at 

4:15pm revealed:

-When Resident #2 was admitted to the facility, 

the Humalog SSI insulin instructions were printed 

on the medication box that came with the resident 

on admission.

-The facility did not have any documentation of 

physician ordered SSI parameters other than what 

was on the medication box.

-The medication box had been discarded once the 

medication was finished.

-The facility did not have any documentation of 

physician ordered parameters prior to the 

03/30/2016 order.

-The physician had visited the facility on 

12/29/2015 and gave the facility an order to 

continue current insulin regimen but no order was 
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provided.  

-The Supervisor was responsible for writing the 

instructions and parameters for the sliding scale 

insulin administration on the FSBS flow sheets. 

Interview with the Administrator on 07/08/2016 at 

4:30pm revealed:

-The Administrator had changed the sliding scale 

parameters on the FSBS flow sheet from 200 to 

151 on 07/07/2016 before the MA went to 

administer the insulin because the Administrator 

thought the Physician Assistant (PA) had 

confirmed the parameters to start at 151.

-The Administrator did not check the order before 

making the change because she "was in a hurry".

-The last time the Administrator had checked the 

resident records in the facility was in May 2016.

-The Administrator thought the order signed by the 

PA on 05/23/2016 for the sliding scale insulin 

parameters for Resident #2 started at 151.

_________________________

The Plan of Protection submitted by the facility on 

07/08/2016 included the following:

-The Administrator will ensure all orders are 

obtained upon admission of any new resident.

-The Administrator will clarify with the physician 

the correct sliding scale parameters to be used for 

Resident #2. 

-A copy of the physician ordered sliding scale for 

Resident #2 will be filed with the MAR for staff to 

reference.

-The Administrator will ensure resident records are 

reviewed monthly and any time a new order is 

written to ensure it is included on the Medication 

Administration Record, FL-2, and resident's chart.

CORRECTION DATE FOR THE TYPE B 
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VIOLATION SHALL NOT EXCEED AUGUST 22, 

2016.

 C 912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Resident's Rights

Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

This Rule  is not met as evidenced by:

 C 912

Based on observation, record review, and interview, 

the facility failed to assure all residents received 

care and services which were adequate, 

appropriate, and in compliance with relevant 

federal and state laws and rules and regulations 

related to medication orders and staff 

qualifications. The findings are:

1.  Based on record reviews and interviews, the 

facility failed to assure 2 of 6 staff (Staff C, Staff D) 

sampled had a criminal background check in 

accordance with G.S 131D-40.[Refer to Tag 0147, 

10A NCAC 13G .0406(a) Other Staff Qualifications 

(Type B Violation)].

2.  Based on observations, interviews, and record 

reviews, the facility failed to assure clarification 

and verification of a sliding scale insulin 

medication order for 1 of 3 residents (Resident #2) 

sampled with a sliding scale insulin order.  [Refer 

to Tag 0315, 10A NCAC 13G .1002(a) Medication 

Orders (Type B Violation)].
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 C935 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) A five-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 

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. 

 C935
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 C935Continued From page 19 C935

This Rule  is not met as evidenced by:

Based on record review and interviews, the facility 

failed to assure 1 of 6 staff (Staff E) who was hired 

after 10/01/2013 as a Medication Aide (MA), had 

successfully completed the 5, 10, or 15 hour 

medication aide training and medication aide 

clinical skills checklist (Staff E)prior to 

administering medications.

The findings are:

Review of Staff E's personnel record revealed:

-Staff E was hired on 01/16/2016 as a Medication 

Aide/Personal Care Aide (MA/PCA).

-There was a job description dated and signed on 

01/16/2016 for a medication aide.

-Staff E had successfully passed the Medication 

Aide test on 09/14/2000.

-There was no documentation for medication aide 

employment verification.

-There was no documentation for Staff E 

completing the 5 hour, 10 hour, or 15 hour 

medication aide training prior to 05/18/2016.

-There was no documentation for completion of the 

medication aide clinical skills checklist prior to 

05/14/2016.

Interview with the Administrator on 07/07/2016 at 

4:30pm revealed:

-Staff E had been administering medications at the 

facility since employment at the facility.

-Staff E had been employed at the facility since 

01/16/2016.

-Staff E had been a medication aide since 

09/14/2000.

-Staff E worked at the facility Monday through 
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Friday 7am - 2pm shift.

-Staff E was not working on 07/07/2016 due to 

personal reasons.

-The Administrator thought she only needed to 

verify the staff had passed the state medication 

test before the staff was allowed to administer 

medications at the facility.

-The first medication clinical skills checklist 

completed for Staff E was done on 05/14/2016.

-The Administrator had not performed any 

verification of prior medication aide employment for 

Staff E.

Review of Medication Administration Records 

(MARs) for 3 of 3 residents living in the facility 

revealed Staff E had documented administration of 

medications from 01/2016 - 05/2016 when the 

medication clinical skills checklist was completed 

and Staff E completed the 15 medication aide 

training.

 

Staff E was not available for interview during the 

survey.
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