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f
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The Adult Care Llcensure Sect:on and Caswell
County Department of Soplal Serwces conducted
an annual and follow—up stirvey'on November 12,
2014." ; Lo ¢

D 076 10ANCAC 13F .0306(a)(3) HousekeepingAnd | D076 Comp \Q;\:Qd new 60’?@3*
Furnishings — Ch(x\(s weve 'Plk{oh%?

10ANCAC 13F .0306 Housekeeping And N

2)3) 1%

Furnishings

(a) Adult care homes shall: . DOC'
(3) have furniture clean and in good repair; [%
This Rule shall apply to new and existing

facilities.

This Rule is not met as evidenced by:

Based on observation, interview and record :
review, the facility failed to assure 8 of 17 dining s
room chairs and 3 of 4 dining tables (A, B, D) and \ :
living room furniture were clean and in good
repair. The findings are:

Observation on 11/12/14 at 10 a.m. of the living
room on entrance to the facility revealed: i g —
- Alarge sofa had with a 1 - 1 1/2 foot round area [3olis TC. kdobewatewnns Adenncafrve v

on the arm of the sofa covered with a silver D o7 ; ’
colored industrial repair tape. o | Plan W@ﬂ'«c Yt Azf CeCemdil
- Adesk chair had slits in the vinyl seating cover v : Aorerin
with the stuffing exposed. Ne Oynccecerfvatn g 2 /

- I ffi . y
Se,:ts;r; gilggeoz(:at had areas of stuffing from the a2l i frhe Cn m %&é%
N M Yedeep T ExSeeso

- Acloth with a stringy raw edge had been

oy
placed over the seat of the love seat. Zéa,/ Vtetitreres’ 4t ALe s ) Cen W

On 11/12/14 at 10 a.m. upon entrance to the LA =S )w

facility, resident interviews revealed:

- Residents had noticed the problem with the
furniture for "years".

- One resident said all of the furniture in the living
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room and dining room could be cleaned or
replaced.

[nterview on 11/12/14 at 10: 10 a.m. with the
facility cook revealed:

.-..Dining tables and chairs were cleaned daily but

9 3

had not been, Qleaned togday-as yet, | ;

.- She had tried to clean the dlnmg chair stains
* |-many times but they would not come ‘completely
“Clean.

- The reddish brown substance on the table
Uuyco plaut‘:d [=18 ilil.@l \rcuo was an ||i0vvuv|du
placed by the exterminator.

- There was no deep cleaning schedule as such,
but when the dining room walls were deep
cleaned every so often as needed.

During the facility tour of the Dining Room on
11/12/14 at 10:20 a.m. revealed 3 of the 4 dining
tables were not clean as follows:

- Dining Room Table A was sticky to touch.

- Table B had dried liquid spills and sticky areas.
- Table D had reddish brown thick substance
smeared along the table edges and legs.

- Table D's laminated top on was separated on
one corner and was raised up 1- 2 inches.

During the facility tour of the Dining Room on
11/12/14 at 10:20 a.m. revealed 8 of 16 dining
chairs were not clean as follows:

- The 3 white chairs at Table A had black,
brownish smears along the top of the back of the
chairs

- The base of the 3 white chairs at Table A had
legs that were sticky with food.

- One of these white chairs wobbled to touch and
was not stable.

- Table B had 4 chairs and one white chair had
food stains along the top of the chair back.

- A brown chair at Table B had thick black sticky

completed- New tables

o\ chals have
\f)wo)ncxsa 0 to replace
e o\d ores.

12/3)14
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D076 ‘Continued From page2-. .. . D 076 CDYY\ \Q'VQC\ d{‘)a/l s
grimy substanpe all along the top of the, charr h(l\/e beeﬂ Ye Ced

back.
- Three brown charrs at Table D had grimy thick ‘ \N \'\’V\ m \Q/S dfll\'(S

black sticky substance alongd the top of the chair
back.

12/3]14

Recheck of dining chairs and table on 11/12/14 at
2:30 p.m. revealed tables and chairs had not
been cleaned.

Interview on 11/12/14 at 1040 am witha | COYY\?\d‘eC\— NewW 80‘:&5 ‘Z/ 3, ]A'
resident revealed: _ Wf(‘)ﬂ &Sed
- The dining room chairs and tables had been the m)\le b€€ fP

the current condition for years. m (S

- The furnityre in the living room had been i rn the O\

current condﬂtron for about 2 year,s T MQW ‘ko@b\zs O"n t

- Residents would like to see the furnrture i Qd'

good condrtron : P WJD\QC‘
T

Inferview oni 11/12/14 at 5; 10 p m. wrth the !

Administrator revéaled” = [,

- She knew about th.e condition ef the dlnrng

chairs but was not aware of the condition: of the

dining tables.:.» - . S

- There was ho deep cleamng schedule but the

furniture in the dining room was cleaned daily.

- The dining chairs had been cleaned so many

times.

- The chairs would not come clean.

- The administrator said she thought she would

have to throw the charrs out and get new ones.

Review' of the sanrtatlon report dated 6/30/14 for

the facility revealed: i . e

- A sanitation score. of 85. '

- # 32 under F”urnlshrngs and’Patlenthontact

items lncluded 2 demerlts for furnrture not berng

L v

clean and in good repalr I

. ’ . ¢
-y 3 ?‘ H L I ¢ "®»
i L : bR P
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Furmsmngs £t

10A NCAC 13F .0306 Housekeeping and
Furnishings

(a) Adult care homes shall

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

| This Rule-shall apply to new and eX|stlng

facmtles , R

9 i o ’ £ v, B o
i oy s q

This Rule is not metias eVIdenced by: - !
Based on observation, interview and record
review the facility failed to mainitain ‘the facility in
an uncluttered, clean and orderly manner in 2 of 3
common resident bathrooms (Bathroom #1 and #
2). The findings are:

Observation on 11/12/14 at 10:25 a.m. of
Common Bathroom # 1 during the facility tour
revealed:

- The tub was rust stained below a rusted hand
rail on the tub.

- The tub drain area was a green color.

- The tub was dirty with remains from bathing
and included hairs and pieces of debris.

- The common sink had a white corroded
covering on the faucet.

- There was a window blind had broken and bent
and missing slats.

Observation of the shower in Common Bathroom

#2 on 11/12/14 at 10:41 a. m. revealed:

- Aresident was observed to enter the bathroom

{fo take a shower.

- Alarge amount of human hair was accumulated
on the floors and collected in the corners of the

house Ke@pm@

oom \ereal- NUW S €F

curent St
how@ been deeD
creanin® the faality
Wit Urme ondiyist
remove) ProduCAS.

Completed e Sioff
h()g\ %\Q&nqd ahe Shvwe
qnck makes thedis in
& minimum of 1o

—

~

W&S&s ’chvbuqho\ﬁr
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%

Division of Health Service Regulation

STATE FORM

6899

5NQO11

If continuation sheet 4 of 17



Division of Health Service Requlation

PRINTED: 11/25/2014

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HAL017006

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B WING 1111212014

NAME OF PROVIDER OR SUPPLIER

POOLE'S REST HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

201 MARY JANE BIGELOW ROAD

YANCEYVILLE, NC 27379

shower stall.

- A small amount of a black substance was
accumulated in the corners and up the wall of the
shower stall.

Interrvrewton 11/12/14 at 10% 40 a m, W|th a
resrdent revealed oot

- The bathrooms had dlrty tubs and showers for
sometime. . . , .
- All reSIdents had to use the three common
bathrooms. * <

LI |

Interview with the cleaning staff person on
11/12/14 at 11:05 am revealed:

- Cleaning of the bathrooms was done twice
weekly and had been cleaned few days ago.
- Floors toilets and shower/tubs were cleaned
then.

Interview on 11/12/14 at 10:10 a.m. with the
facility cook/housekeeper revealed:

- There was no deep cleaning schedule in the
facility as such.

- Baths were wiped down daily and if deeper
cleaning was need it was completed.

Interview on 11/12/14 at 5:10 p.m. with the
Administrator revealed:

- She knew about the condition of some of the
issues with the bathrooms.

- There was no deep cleaning schedule but
bathrooms should be cleaned daily with cleaners
and bleach.

Review of the Environmental Health Sanitation
Inspection Report dated 6/30/14 revealed:

- Under comments # 6 indicated there was mold
growth in the shower - 1.5 demerits.

- Under the Toilet Handwashing, Laundry and
Bathing section # 8 - Facilities should be
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convenfent clean and in good repalr - 2 demerits.
" Gomments-#; 8- Bathrboms nekd’ cleamng
' ,,‘gh 4.,, ?h“:‘fil‘iﬂ‘*‘:"
D 131 1OA NCAC 13F 0406(a) Test For Tuberculoms D 131 \ d
;o4 ?. .eﬂ.e( Q O P
10ANCAC g 3F 046 Tkt For Tuherculosis E \ C Uments
(@) Upon employment or, Il\émg inan adult care Q lQS m
home, the administrator and all other: staff and QM ‘d‘e \..\_h —Hq
any live-in non-residents shall be tested for \h d w ‘ 5
tuberculosis disease in compliance with control ‘(:O
measures adopted by the Commission for Health VI
Services as specified in 10A NCAC 41A.06205 Y305 T¢C s-’i;f{,i‘:’ Vi i’ v =il el

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.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on record review and interview, the facility
failed to assure 3 of 4 sampled staff (Staff A, Staff
B, and Staff C) had been tested for Tuberculosis
(TB) disease disease in compliance with control
measures adopted by the Commission for Health
Services upon employment to assure staff were
free of TB disease. The findings are:

1. Review of the employee record for Staff A
revealed:

- Staff Awas hired by the facility on 4/13/12.

- Staff Awas hired as a Personal Care Aide/
cook/housekeeper.

- There was no documentation of TB testing in
the record.

Staff A was not available for interview.
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No TB information for Staff A was provided by the
end of the survey.

Refer to interview on 11/12/14 at 4:25 p.m. with
the Administrator.

2. Review of the employee record for Staff C
revealed:

- There was no hire date in the record.

- Staff C was hired as a Personal Care Aide

- There was no documented TB skin testing in
the record. ‘

Staff C was not available for interview.

No further TB testing information was provided by

the end of the survey.

Refer to interview on 11/12/14 at 4:25 p.m. with
the Administrator

3. Review of the employee record for or Staff B
revealed:

- No hire date found in the record

- Staff B was hired as a Personal Care Aide.

- There was no documentation of TB skin testing.

Interview with Staff B on 11/12/14 at 3:25 p.m.
revealed:

- Staff B had "grown up in the facility" and had
worked there for a long time as a volunteer at first
and as a personal care aide.

- Staff B had a TB skin test upon starting work in
the facility. ’

- No information was provided as to the date of
the TB skin testing.

- Staff B took the record out of the facility and it
was not in this facility at this time.

- Staff B would bring the TB documentation back
to this facility.

testing ond hive
dote \owve been
laced in staff

ldes.

tpmpleted
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No further TB testlng lnfermFtlon was provnded by
the end, of the survéy o
Refer to inferwew on 11/12/14 at 4: 25 p m "Wlth
the Administrator. 4

Interview on 11/12/14 at 4:25 p.m. with the
Administrator revealed:
- The Admnistrator thought all staff had their TB
testing upon hire.
- No information was provided for when Staff A,
B, and C were hired.
- The Administrator could not understand what
happened to the TB testing for staff.
- All TB testing should have been in their
employee records.
- No system was in place to ensure TB testing
was completed for staff upon hire.
- The Administrator and Resident Care
Coordinator would contmue to. Iook for the TB
testing on staff.

- If unable to find the TB testmg “for Staff staﬁ
would go to have testing again.
- No information related to a system in place to
ensure TB testing was completed and the
documentation was easily located in the facility
was provided.

Review of the facilty's Plan of Protection dated
11/14/14 included:

- All staff would immediately provide copies of
their TB testing documentation and it would be
placed in each employee record.

- Both the Administrator and Co-Administraor
would be reviewing records to ensure TB testing
documentation was on record in the facilty.

- Ongoing monitoring of the employee record by

™ Complefag

romplateg
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Continued From page 8

the Admnistrator and Co-Adminstrator would be
completed to ensure all staff TB testing °
documentaion was in the facility.

- The Adminsitrator will be responsible for
ensuring new hires TB skin testing was obtained
and filed in the employe records.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER,,
27,2014,

10A NCAC 13F .0407(2)(5) Other Staff
Qualifications

10A NCAC 13F .0407 Other Staff Qualifications
(a) Each staff person at an adult care home
shall:

(5) have no substantiated findings listed on the
North Carolina Health Care Personnel Registry
according to G.S. 131E-258;

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on record review and interview, the facility
failed to assure 3 of 4 sampled staff (Staff A, B,
and C) had no substantiated findings listed on the
North Carolina Health Care Personnel Registry
(NCHCPR) according to G.S. 131E-256. The
findings are:

1. Review of the employee record for Staff A
revealed:

- Staff Awas hired by the facility on 4/13/12.
- Staff Awas hired as a Personal Care Aide/
cook/housekeeper.

- There was no documentation of NCHCPR
check in the record.

D131
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b4
No NCHCPR check was provided by the end of
the survey.

Refer to interview on 11/12/14 at 4:25 p.m. with
the Administrator.

2. Review of the employee record for or Staff B
revealed:

- No hire date found in the record

- Staff B was hired as a Personal Care Aide.

check in the record.

Interview with Staff B on 11/12/14 at 3:25 p.m.
revealed:

- Staff B had "grown up in the facility" and had
worked there for a long time as a volunteer at first
and then as a personal care aide.

No NCHCPR check was provided by the end of
the survey.

Refer to interview on 11/12/14 at 4 25.p. m. w1th
the Administrator. *

3. Review of the employee record for or Staff C
revealed:

- There was no hire date in the record.

- Staff C was hired as a Personal Care Aide

- There was no documented NCHCPR check in
the record.

Staff C was unavailable for interview.

No NCHCPR check was provided by the end of
the survey.

Refer to interview on 11/12/14 at 4:25 p.m. with
the Administrator.

(ompletzd
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10A NCAC 13F .0703 TubercuIOS|s Test Medscal
Examination & immunizations '

(a) Upon admission to an adult care home, each
resident shall be tested for-tuberculosis disease
in compliance with the 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, North Carolina 27699-1902.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on interview and’ record revnew the facility
failed to assure 2 of 4 sampled residents (#1,#
3) upon admission had been tested for
tuberculosis disease or had documentation of a
history of positive TB testing and a Record of
Screening for TB disease in compliance with the
control measures adopted by the Commission for
Health Services. The findings are:

1. Reviewl of the current FL- 2 dated 1/08/14 for
Resident # 1 revealed the resident was admitted
to the facilty on 10/01/13.

Review of Resident # 1's record revealed there
was no documentation of TB testing.

Interview on 11/14/14 at 2:38 p.m. with the
Administrator revealed:

- She thought all residents and Resident # 1 had
been tested for TB disease.

- TB results should be in residents’ records.

- She would look in another notebook where TB
testing might be kept for resident TB results.
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Continued From page 10 ..’

' ! i ;
lnterv;ew on 11/12/14 at"4-25 p m. W|th the :
Admlmstrator revealed: .

- The'Administrator thOUght the NCHCPR ohecks
had been- completed !

- The Admintstrator could nat; understand what
happened to the NCHCPR checks for all staff
members.

- No information was provided related to a
system in place to ensure NCHCPR checks were
completed upon hire and the documentation was
easily located in the facility.

Review of the facility's Plan of Protection dated
11/25/14 revealed:

- The facility will immediately complete the
NCHCPR checks on all staff with a NCHCPR
check and file in émployee folders.

- The Resident Care Ceordinator (RCC) the
RCC's assistant will-check behind each other toe
ensure completed.

- Néw hires will have a NCHCPR check prlor to
hire.

- The RCC and her aSSIstant Wlll check beh|nd
each other to ensure the checks are: cqmpleted
before hire.

- The Adminsitrator will check to ensure each
current employee as well as new hires had
completed NCHCPR checks on file." ! ;

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
27, 2014.

10A NCAC 13F .0703(a) Tuberculosis Test,
Medical Exam & Immunizatio

D 137

D 234

borplerad -Clocument
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D 234 Continued From page 12 , oy D234 C!DW\D md RQS‘ dM,l E
Based on record review and;attempted interview, DU,,[,S"TZd V\-e,%ajh \/sQ m ./B

Resident # 1 was not interviewable. ’ )OQS-h n%

No TB testing was provided by the facility for
Resident # 1 by the end of the survey.

2. Review of the current FL-2 dated 1/08/14 for
Resident # 3 revealed: .

- The resident was admitted to the facility on
12/11/12.

- There was documentation on the current FL-2

of a positive TB skin test and the resident was
"status post INH" treatment. (Medication for the

treatment of TB disease.)

- No date for thls history ef-a posmve TB skin test

was Ilsted

i %

g Rewew of thé reéord for Reéldent #3 revea!ed 60 m éj’ ﬂd ‘k_ﬂg \W

there was no'decumentation of a Record of TB V\ ; l \[.Q/

screening -having been completed upon
admussnon to the facility. - dqm m S“" hM—O/
Interview on, 11/12/14 at 2:38 p.m. with the ' | QLS ‘ L

Administrator revealed: YDO{ D'F TB S’Lln
- When the resident was admitted to this facility

(th_e resident) she thought the resident had a TB S’h n b Q’FOY«Q, b U “ N

skin test. ¢ {/H
~ The Admnistrator said the TB testing should be ﬂcuj v

in the resident record.

- The Administrator did not know a Department _‘,O ')VWW YQOCUA/YMU
of Health and Human Services Record of TB

Screening was to have been completed upon
admission.

- The Administrator did not provide any
information when questioned about if 2 Record of
TB Screening had been completed.

- She would look in the resident's other folder for
the test results.
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interview on 1/1 2/14-at.2:40 p m. WIth Resident #

3 revealed: R‘Lg\ o UA;\' ’\’CS ld

- The resident had a positive TB skln testi in the

- The reS|dent was not treated Wlth medlcatlon Q,G)

after the positive TB test.

- The resident did not know of any TB testing nor
someone asking questions about symptoms of
TB disease since admission to this facility.

No TB testing was provided by the facility for

i mod e K
Resident# 1.

Review of the facility's Plan of Protection dated

11/14/14 revealed: -‘\'O W % S
- All residents without current TB disease testing W M Q( \ W |
or a Record of TB Screening as needed would be @ Q W

immediately be tested or screened.. ﬁbm (Q(}(L[kﬂ (IdW“ mgﬁ’m)\—()r

- The Administrator would-ensure all residents

would have TEE testm’g prior to admlssmn to the W\ \Y\/b'\' atu,p'b (\l\
facility. ; ; ,‘ WY\O &O V\m» ha)‘m 0,(/

CORRECTION DATE FOR THE TYPEB
VIOLATION SHALL NOT EXCEED DECEMBER O{: % sl "\,TLS‘\'\V\%

27, 2014 o

D 406, 10A NCAC 13F . 1009(b) Pharmaceuhcal Care D 406
1OA NCAC 13F . 1009 Pharmaceuhcal Care

(b) The facmty shall assure action is taken as
needed in response to the miedication reviewand
documented, including that the physician or
appropriate health professional has been
informed of the findings when necessary.

This Rule is not met as evidenced by:

Based on interview and record review, the facility
failed to assure action was taken to
recommendations from the pharmacy medication
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D 406

D912

Continued, From page 15 ; D 406 P MM _ D | A«p \\
gone to the phySICIan S ofﬁce to getit. w ‘ r’ ﬂ
- The'RCC was not aware if any labs had been ?( Mds “ m& b [ m) d UNQ/b

obfained by the physrcnan mc!udmg a VaIprorc
Acid level. ‘

- She would ook for any Iab data and also check
with the physician's” ofﬂce about Valpro:c Acnd

levél labs obtained sinde August 20714.

Interview on 11/12/14 at 4:10 p.m. with the
Adminsitrator revealed:

- She was not aware only the recommendations
need to be reviewed by the physician for
comment and orders.

- No information was provided related to why the
pharmacy medication review recommendations
had not been followed-up.

- There was no information provided related to a
system in place to ensure medication review
recommendations would be followed up in a
timely manner.

- A staff member would go and get the reviewed
recommendations as soon as possible.

No further information related to the medication
review recommendations of 8/15/14 was provided
by the end of the survey.

G.S. 131D-21(2) Declaration of Residents' Rights | D912

G.S. 131D-21 Declaration of Residents' Rights ) )
Every resident shall have the following rights: /&b J—&g 2 D ABE |3
2. To receive care and services which are ’ ‘_/ - ‘
adequate, appropriate, and in compliance with A7 hiete.
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:
Based on observation, interview and record
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10/07/14 was for Divalproex 500mg 1 by mouth
twice daily.

Review of the pharmacy medication review dated
8/15/14 revealed:

- A recommendation was made to be considered
by the physician.

- The recommendation included, the resident
was currently on Divalproex (Valproic Acid).

- The recommendation to consider was for
Valproic Acid levels with the next set of labs
obtained.

Review of the record for Resident # 4 revealed:
- There was no documented follow-up to the
8/15/14 medication review recommendations by
the pharmacist.

- There were no lab data or documentation of
Valproic Acid level labs ordered nor obtained
since the 8/15/14 medication review.

Interview on 11/12/14 at 12:45 p.m. with the
Resident Care Coordinator revealed:

- All of the pharmacy medication reviews and the
recommendations from 8/15/14 were still at the
physician's office since August 2014.

- The recommendation for Resident # 4 had not
been returned to the facility and they had not

IS D
La([{,é“lmwuy [£Z Al S

el JSZ N e /ﬁu

Lee A \zﬁ//uélé/ui

P

24 =~/

&é g

to the Phag
EM LA I/é;LLZf? (n
/Lf(ﬁ VT YLEAT \fgff(.ﬁ"w [

\,Lh.u jefc / ﬁ(f;m»%u&

fﬁ;jzly//uw
ol Rk i
ARLS /if&f%‘i

D0Ks el

mﬁé%mwm Ailey

POOLE'S REST HOME YANCEYVILLE, NC 27379
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 406 | Continued, From page 14 D 406 d,WD\/k,
review for 1 of onIy 2 facility resndents W|th Cj}m Q b DD
recommendatlons (# 4). The fmdlngs are wa& d/OY\QJ oh lD U (_() l (L}/
Review of the current FL-2 dated 5/29/14 for
Resident # 4 revealed: O WW (‘}h\()ﬂ ‘5
- Divalproex 500mg twice daily was ordered with CAMGQd -tﬁ '{0
no directions for use. (Used to treat seizures and ‘/n YS Y m
mania.)
- Diagnoses of hyperglycemia, cancer and _
tobacco use. ! o — 'y
D Yop |~ If3alis 17C & (//(ié/ﬁl/c»”}/uc‘d/mﬁf
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D912| Continued From page 16 D912 Q/bmw _@hd A dml mg,\/mjtor
review, the facility failed to assure resident's d

received care and services which were adequate, ; M “ Mm SW.Q/ Vﬂﬂ m

appropriate, and in compliance with relevant

federal and state laws and rules and regulations Wm TB %L( n 'WS‘}

as related to and staff Tuberculosis (TB) testing, A “ - g

resident testing for TB and NC Health Care bQ/—(—OY{ a_dwu SS l (Wl .

Personnel Registry (NCHCPR)checks for staff. , :

The findings are:

1. Based on record review and interview, the
facility failed to assure 3 of 4 sampled staff (Staff
A, Staff B, and Staff C) had been tested for
Tuberculosis (TB) disease in compliance with
control measures adopted by the Commission for
Health Services upon employment to assure staff
were free of TB disease. [Refer to Tag 0131, 10A
NCAC 13F .0406 (a) Tuberculosis Testing and
Examination. (Type B Violation.)]

2. Based on record review and interview, the
facility failed to assure 3 of 4 sampled staff (Staff
A, B, and C) had no substantiated findings listed
on the North Carolina Health Care Personnel d
Registry (NCHCPR) according to G.S. 131E-256. \ﬂ/’l/l
[Refer to Tag 0137, 10A NCAC 13 F .0407 (a)

Other Staff Qualifications. (Type B Violation.)] O\W +w
‘Rul AL

3. Based on interview and record review, the
facility failed to assure 2 of 4 sampled residents \/ L
(# 1, # 3) upon admission had been tested for (Lh
tuberculosis disease or had documentation of a q

history of positive TB testing and a Record of
Screening for TB disease in compliance with the
control measures adopted by the Commission for
Health Services. [Refer to Tag 0234, 10A NCAC
13 F .0703 (a) Tuberculosis Testing and
Examination. (Type B Violation.)]
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