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NAME OF PROVIDER OR SUPPLIER

UNLIMITED POSSIBILITIES FAMILY CARE HOME # 4
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A

PROVIDER'S PLAN OF CORR&CTEON

Qualifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shalk:

{5) have no substantiated findings listed on the
North Carolina Health Care Personnel Registry
according fo G.5. 131E-256;

This Rule is not met as evidenced by;

Based on observations, interviews, and record
reviews, the facility failed to ensure 2 of 3
sampled staff (Staff A and Staff C) had no
substantiated findings listed on the North Carolina
Health Care Personnel Registry (HCPR)
according to G.S. 131E-256 prior to hire.

The findings are:

A. Review of Staff A's personnel file revealed:
-Hired 11/12/14 as a personal care aide (PCA).
-No documentation of a HCPR check.

Review of a HCPR check completed on 02/03/15
revealed no substantiated findings listed on the

regisiry.

Interview on 02/03/15 at 2:09 pm with the
Assistant Executive Director revealed:

-She was responsible for checking the HCPR for

-.Mflﬁa.l_z Sad meo A if m}é‘f!

@Jd’l wtmeder .u:rc M _Q:K—i L4
devizeo! oy msrree e a g.ua!(...
oot ald ,{_agt;[,\,_g{ e &
o prsarn b 4 faeh oplngeo
Chart. T
B Asistant recsutore, director
%;zﬁke Direc b M;(;_W
N me
f‘t‘!‘”"”‘? ’ s tadd Lo
preas~t Lo N, Lirpdngy clor
\i'x\.ﬂ-aﬁo}\/

o

(X4)ID SUMMARY STATEMENT OF DEFICIENGIES I x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROBRIATE DATE
DEFICIENGY)
C 009 Initial Comments C 000
o , O] J},e :lpdf‘a.'mc? we e taaiect
An initial survey was conducted by staff with the le 0¥ oo
Adult Care Licensure Section on February 3, el W’g“— charts toere
2015, 2 ,f,g%, ot 0t Loalif care.
r
A@.T'sffy Checdd weee Mmﬂ |, Al
C 145) 10A NCAC 13G .0406(a)(5) Other Staff 15 | 2ok 2 plrpee Chort e Alat ok

Rer

TE ey 4

Hewe
q},

priv- 4o 0¥ :
“gﬁé 7 15 Cﬁgp,l(_
= : ancl drv d‘“”‘t
T PR theok 8.
~Orirers ﬁ'cmse/éfm 0.
—Nigh Sehorl iploma. /6P (¢
~S7C Aforoncas’

—~Med M%{anﬁ-w&'meﬁ

94(‘9 e A tam Rin )
ol 4o M%

)

new employees J-O %2 2 oy
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HCPR check needed to be completed for PCAs,
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B. Review of Staff C's personnel file revealed:
-Hire date of 04/17/12 as a personal care aide
(PCA).

-No documentation of a HCPR check upon hire.
-A HCPR check completed on 02/12/13 revealed
no substantiated findings listed on the registry.

Interview on 02/03/15 at 2:09 pm with Staff C,
Assistant Executive Director (AED) revealed:
-She began working at the facility in 2012 as a
PCA and later became a certified nursing
assistant (CNA), a medication aide (MA), activity
director (AD), and was now the AED.

-The HCPR was completed on 02/12/13 when
she became a CNA.

-She thought HCPR checks only had to be
completed on CNAs and MAs until December
2014 when informed otherwise by the county
Division of Health Service Regulation
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Adult Home Specialist at a sister facility.

Interviews with six residents revealed there were
no concemns or complaints regarding the services
provided by Staff C.

Refer to interview on 02/3/15 at 2:15 pm with the
Executive Director (ED).

Interview on 02/03/15 at 2:15 pm with the
Executive Director (ED) revealed:

-She thought the HCPR check was being
completed for all new employees.

-She was not aware the HCPR check was only
being completed for CNAs and MAs.
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Shook, Linda

NIRRT
From: Moore, Bonnie
Sent: . Friday, February 13, 2015 7:30 AM
To: 'nina.anderson@mecklenburgcountync.gov'
Cc: Shook, Linda -
Subject: Unlimited Possibilities Family Care Home #4 POC
Attachments: UNLIMITED POSSIBILITIES #4 2015-02-09 POC-F2QR11.pdf

Please find attached to this email the approved Plan of Correction for Unlimited Possibilities Family Care Home #4, FCL-
060-134, Mecklenburg County.
Thank you,

Bonnie Moore, RN

N.C. Depariment of Health and Human Services

Facility Survey Consultant - Division of Health Service Regulation
Adult Care Licensure Section

12 Barbetta Drive

Asheville, NC 28808

Phone: 336-341-8130

Fax: 828-260-5040

Bonnie.moore@dhhs.nc.gov

www.ncdhhs.gov/dhsr

Email correspondence fo and frem this address is subject fo the North Cazolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this e-mail in error, please rotify the sender immediately and delete afl records of this e-mail.




