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The Adult Care Licensure Section conducted an
annual survey on November 25-December 1,
2014 with an exit conference via telephone on
December 1, 2014,
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Continued From page 2

12:50 p.m. revealed:

-The Administrator kept up with all staff
qualifications.

-The Administrator had completed a TB test on
1/23/12.

-The Administrator had taken a second step TB
test two weeks later, but she could not provide
the documentation.

Further interview with the Administrator on

£ 11/25/14 at 3:31 p.m. revealed:

-Before staff are hired, a 2 step TB test should be
completed.

. -The Administrator had planned to update all staff
. training and requirements December 2014,

C 140

C 145

The Supervisor-in-Charge (SIC) submitted a Plan
of Protection dated 11/25/14 with the
Administrator's approval via telephone which
revealed:

-Immediately, the Administrator will schedule
December 2014 for staff to have the 2 step
tuberculosis (TB) tests completed.

-The Administrator will make sure staff have the 2
step TB tests completed before hired.

CORRECTION DATE FOR THE TYPE B
VIQOLATION SHALL NOT EXCEED JANUARY 15,
2015

10A NCAC 13G .0406(a)(5) Other Staff
Qualifications

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

(5) have no substantiated findings listed on the
North Carclina Health Care Personnel Registry
according to G.S. 131E-256;

C 145
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This Rule is not met as evidenced by:
Rased on observation, interview and record

had no substantiated findings listed on the North
Carolina Health Care Personnel Registry
(NCHCPR).

The findings are:

Qbservation during the survey an
11/25/14-12/1/14 revealed:

-Staff C, Supervisor-in-Charge (SIC) C did not
have a personnel file,

review, the facility failed to assure 1 of 3 Staff (C) !
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There-was-no-documentation-of Staff- C's-hire

date.
-There was no documentation of a HCPR check.

Interview with the Administrator on 11/25/14 at
1.03 p.m. revealed:

-Staff C was hired to work at the facility
November 2014 as a relief SIC.

-The Adminisirator did not know the date Staff C
- was hired.

~The Administrator did not have a personnel file
for Staff C.

-Staff C worked at the facility November 2014, but
she did not know the date Staff C worked.

-The Administrator had not completed any of the
"paperwork” for Staff C.

A resident interview on 11/25/14 at 10:02 am.
and another resident interview on 11/25/14 at
10:06 a.m. revealed the residents had no
complaints on the way staff treated them.

Interview with Staff A, SIC, on 11/25/14 at 4:51
. p.m. revealed:
. -Staff C worked as a relief staff on 11/4/14 to

Division of Flealth Service Regulation

STATE FORM

6899 YC3P11

If continuation sheet 4 of 25




Division of Health Service Regulation

PRINTED: 03/05/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

FCL001150

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

12/01/2014

NAME OF PROVIDER OR SUPPLIER

JUST LIKE HOME FAMILY CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

617 DURHAM STREET

BURLINGTON, NC 27217

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;
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C 145 Continued From page 4 C 145
relieve Staff B for 1 ¥ hours.
-Staff Awas unsure of the other dates Staff C
worked at the facility.
Staff C was not available for interview.
B Staet has an 18-ibH
C 1471 10ANCAC 13G .0406(a)(7) Other Staff C 147 -

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

Based on observation and review of staff
personnel files, the facility failed to provide
documentation of a criminal background check
for 2 of 3 Staff (A,C) upon hire.

The findings are:

A. Observation during the survey on
11/25/14-12/1/14 revealed;

-Staff C, Supervisor-in-Charge (SIC) C did not
have a personnel file.

-There was no documentation of Staff C's hire
date.

-There was no documentation of a criminal
background check or a consent to a criminal
background check.

Interview with the Administrator on 11/25/14 at
1:03 p.m. revealed:
-Staff C was hired o work at the facility

o
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C 147

Continued From page 6

. -The Administrator did not do a criminal
i background check on Staff A.

-The Administrator was aware staff qualifications
was not updated.

-The Administrator had planned to update all staff
training and requirements December 2014,

Interview with Staff Aon 11/25/14 at 4:51 p.m.
revealed:

-Staff C worked as a relief staff on 11/4/14 to

relieve Staff B for 1 % hours.

-Staff Awas unsure of the other dates Staff C
worked at the facility.

A resident interview on 11/25/14 at 10:02 a.m.

C 147

and another resident interview on_11/25/14 at

C 176

10:06 a.m. revealed the residents had no
complaints on the way staff treated them.

The Supervisor-in-Charge (SIC) submitted a Plan
of Protection dated 11/25/14 with the
Administrator's approval via telephone.

Interview with the Administrator on 11/25/14 at
12:50 p.m. revealed the Administrator had
planned to update all staff training and
requirements December 2014.

CORRECTION DATE FOR THE TYPE B

VIOLATION SHALL NOT EXCEED JANUARY 15,

2016

10A NCAC 13G .0507 Training on
Cardio-Pulmonary Resuscitation

10A NCAC 13G .0507 Training on
Cardio-Pulmonary Resuscitation

Each family care home shall have at least one
staff person on the premises at all times who has
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completed within the last 24 months a course on
cardio-pulmonary resuscitation and choking
management, including the Heimlich maneuver,
provided by the American Heart Association,
American Red Cross, National Safety Councll,
American Safety and Health Institute and Medic

! First Aid, or by a trainer with documented

certification as a trainer on these procedures
from one of these organizations. [f the only staff
person on site has been deemed physically
incapable of performing these procedures by a
licensed physician,-that person is exempt from
the training.
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VIOLATION

Based on observation and review of staff
personnel files, the facility failed to provide
documentation of current training on
Cardio-Pulmonary Resuscitation (CPR) for 3 of 3
Staff (A,B,C).

The findings are:

A. Observation during the survey on
11/25/14-12/1/14 revealed

-Staff C, Supervisor-in-Charge (SIC) C did not
have a personnel file.

-There was no documentation of Staff C's hire
date.

-There was no documentation of current training
on CPR.

Interview with the Administrator on 11/25/14 at
1:03 p.m. revealed:

-Staff C was hired to work at the facility
November 2014 as a relief SIC.

-The Administrator did not know the date Staff C
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of residents.

to treatments.

The findings are:

. T0A NCAC 13G .0902 Health Care
(b} The facility shall assure referral and follow-up
to meet the routine and acute health care needs

This Rule is not met as evidenced by:

Based on observation, record review, and
interviews, the facility failed to ensure referral and
follow up for 1 of 1 sampled residents (#3) related

Review of Resident #3's current FL-2 dated
10/6/14 revealed a diagnoses of bipolar disorder
and invasive squamous cell carcinoma of skin,

Review of pre-op documentation dated 10/22/14
revealed Resident #3 is to have "excision of skin
cancer on forehead, nose and scalp" on 11/5/14.

Review of hospital's order dated 11/5/14
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training and requirements December 2014,
The Supervisor-in-Charge (SIC) submitted a Plan
of Protection dated 11/25/14 with the
. Administrator's approval via telephone which
! revealed:
-Immediately, the Administrator will schedule the
CPR training.
~The Administrator will make sure staff CPR
trainings are updated.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 15,
2015 o
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revealed, "Please change dressings at least twice ol \‘\ 3 ‘r»v? A ovrie 6
daily. Wet dressings on both lesions on the scalp, OOV k‘ri 'TC’” ‘ Ovaers
dry dressings over top of that". AReIaa wohem
Review of Resident #3's providers' note dated \{‘ O hcd\”\m} Lome
11/21/14 revealed, surgical sites are "Healing %‘@ Ny SLe orvdary
- well, good granulation tissue. Continue wet to dry ey v e — b
dressing”. . Qe uacddd TThe
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Interview with Resident #3 on 11/25/14 at 3:49 ?%95 occel e L’(’ C (‘( 3?”‘;’““
p.m. revealed: Vo QG ’j ,I;:%J@Lgi SUChy
- Resident #3 has skin cancer on "face and Do orders m_Hﬁ\} 4
scalp". P S I -
- The skin cancer was removed and dressings e d VCORG 01T
were placed on while at the hospital.

-

Resident#3-had-been-doing-the dressing
changes since discharged from the hospital.
- During last doctor's visit, Resident #3 was
made aware the scalp lesion can be left open to
air but dressing changes should continue to his
forehead.
- Resident #3 prefer to do the dressing
changes. . o ‘
- Resident #3 is aware dressing changes are
to be completed twice daily.
- The Resident completes dressing changes
"once every two days because of the time
involved in completing it".
- When completing dressing changes, the
- resident wets the old dressing with normal saline.
- Once the old dressing is wet, the resident
‘ removed the old dressing.
- After removing the old dressing, the Resident
then "cleanse forehead with normal saline".
- The resident wets gauze with saline and
place on his forehead, covers with another dry
gauze, and secures with white tape.
- Supplies were given to the resident by the
administrator.
- The administrator received the supplies from

Division of Health Service Regulation
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C 246 Continued From page 13 C 246
- The Resident had an appointment coming up
soon and the Administrator was going to wait until
| then to talk with the doctor.
- The resident dressing is to be changed twice
daily.
- She was not aware the resident was only
doing the dressing change once every two days.
Resident #3's doctor could not be reached by end
of survey.
(N e o DR '"' 2ve BRYamy
C 311 10A NCAC 13C .0209 Residents' Rights can RS O “ﬁ)"d‘ \U\ H\{“ \c}uf ﬂ

10ANCAC 13G .0909 Resident Rights
A family care home shall assure that the rights of

QM MSTreo ™ Noo
oA pesiclerts folle

Al Tesigents guaranteed under G:8;131D=21;
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure each resident was treated with
respect, dignity and recognition of his or her
individually as evidenced by residents having to
share the same bar of soap to wash hands and
the facility not providing paper towels or a drying
device in the bathroom to dry hands.

The findings are:

Based on observation and interview, the facility
failed to assure residents did not share the same
bar of soap to wash hands and provide paper
towels or a drying device in the bathroom to dry
hands. [Refer to Tag C911 G.S. 131D-21(1)
Resident Rights]
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The findings are: e adimministiroge
Based on observation and interview the facility Q\\L CiL O S “‘ L '}\T\Q
failed to assure residents were able to make \ :
complaints without fear of retaliation. [Refer to €S| (i,u ‘b‘\ ”\ Cb\\/( Cuny A
Tag C921 G.8. 131 D-21(11) Resident Rights] 5 ,
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G.S. 131D-21 Declaration of Resident's Rights

Every resident shall have the following rights:
(1) To be freated with respect, consideration,
dignity, and full recognition of his or her
individuality and right to privacy.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to assure residents did not share the same
bar of soap to wash hands and provide paper
towels or a drying device in the bathroom to dry
hands.

The findings are:

Observation of the hall bathroom during the tour
of the facility on 11/25/14 at 9:40 a.m. revealed:
-There was only resident bathroom, which was
located in the hall,

-A bar of soap was on the sink in a soap holder
on the left side of the sink.

-Liquid soap was in a soap dispenser on the right
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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:

Based on observation, interview and record
review, the facility falled to assure residents
received care and services which were adequate,
appropriate, and in compliance with refevant

G.S. 131D-21(2) Declaration of Residents’ Rights
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federat-and state-taws-and-rules-and-regiations
related to staff receiving 2 step tuberculosis (TB)
testing, criminal background checks and training
on Cardio-Pulmonary Resuscitation (CPR).

The findings are:

1. Based on.interview and review of staff
personnel files, the facility failed to assure 2 of 3
Staff (B, C) was tested tor tuberculosis TB in
compliance with control measures using the 2
Step TB Skin Test. [Refer to Tag C140, 10A
NCAC 13G .0405 (a). (Type B Violation)]

2. Based on observation and review of staff
personnel files, the facility failed to provide

- documentation of a criminal background check
- for 2 of 3 Staff (A,C) upon hire. [Refer to Tag
C147, 10ANCAC 13G .0406 (a)(7). (Type B
Violation)]

3. Based on observation and record review, the
facility failed to provide documentation of current
training on CPR for 3 of 3 Staff (A,B,C). [Refer to
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Every resident shall have the following rights: ; &dm ﬂﬁf ?q
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11. To be encouraged to exercise his or her 6 / ) Jf ,i
rights as a resident and citizen, and to be Ww l ﬁ {3 U *){ {"HZ
permitted to make complaints and suggestions
without fear of coercion or retaliation. ,
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This Rule is not met as evidenced by: @d % ’gl( f{@ - Y\%L”/}eég
Based on observation and interview the facility
failed to assure residents were able to make %\i @ﬂé{} J{"f\@
complaints without fear of retaliation. ( ()u% d %\3 % T(LC H, % )
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. Observation during the onsite visit of the survey

on 11/25/14 from 9:15 a.m.-5:45 p.m. revealed:
- The residents occupied their rooms except
during lunch meal and occasional restroom use.
- The residents did not use the living room.

G.8.131D-4.5B (a) ACH Infection Prevention
Requirements

G.S. 131D-4.5B Adult Care Home Infection
Prevention Requirements

(a) By January 1, 2012, the Division of Heaith
Service Regulation shall develop a mandatory,
annual in-service training program for adult care
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horre medicationaides onnfectioncontrot-safe
practices for injections and any other procedures
during which bleeding typically occurs, and
glucose monitoring. Each medication aide who
successfully completes the in-service training
program shall receive pariial credit, in an amount
determined by the Department, toward the
continuing education requirements for adult care
home medication aides established by the
Commission pursuant to G.S. 131D-4.5

This Rule is not met as evidenced by:

Based on interview and review of staff personnel
files, the facility failed to assure 2 of 3 Staff (A, B)
completed the state annual infection control
training program.

The findings are:

A. Review of Staff A's, SIC/Medication Aide (MA),
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G.S. § 131D-45. Examination and screening for jT\L) Y\ﬂ L\) &/@«( O

the presence of controlied substances required R

for applicants for employment in adult care "" Q \'/Um‘ d/’ CC@/W}(
homes.

baciC nesctive, Te
(a) An offer of employment by an adult care home \ i
licensed under this Article to an applicant is (;H? %( 18} thag(f@ ¢ Wi i E/i
conditioned on the applicant's consent to an 7
examination and screening for controlled ‘ @»\&; @Wﬁ & @?Ea”(;(
substances. The examination and screening shall

be conducted in accordance with Article 20 of i ( ‘\\, Cq d oy j@gééﬁ

Chapter 95 of the General Statutes. A screening
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ray be Used for the examination and streening %Uéj
of applicants and may be administered on-site. If
the results of the applicant's examination and
screening indicate the presence of a controlled
substance, the adult care home shall not employ
the applicant uniess the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall include the name of the controlled
substance, the prescribed dosage and frequency,
and the condition for which the substance is
prescribed. If the result of an applicant's or
employee's examination and screening indicates
the presence of a controiied substance, the adult
care home may require a second examination
and screening to verify the results of the prior
examination and screening.
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