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C 000 Initial Comments C 000

The Adult care Licensure Section conducted an
initial survey on 7/30/15.

C 140, 10A NCAC 13G .0405(a)(b) Test For C 140
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 ) o) 5 2. A
Mail Service Center, Raleigh, NC 27699-1902. ; fﬂj @’4{’/’&7 C’LE"#M@YZQ{%
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(b) There shall be documentation on file in the . s

home that the administrator, all other staff and f KC&M e

any live-in non-residents are free of tuberculosis thw%lfw&m -

disease that poses a direct threat to the health or - 7@/‘% /Qﬁgeﬁw LA A i

safety of others. Wﬁ’ fa@’ N A2 S -/ 4
LR S B

This Rule is not met as eviden(_:ed b)_/: _Clee O A5s EsCT e,

Based upon record review and interview, the e o .

facility failed to assure 1 of 3 sampled staff (B) /o ‘f’ e ¥ i‘j LET

was tested for tuberculosis disease (TB) upon N eSS oA

employment in compliance with control measures — s @5’7@5@@7@’

adopted by the Commission for Health Services. = Hpeese frcivascn

The findings are: . RS
et bl L T

Review of the employee record for Staff B Pline T}MS«MK/ Chraeys

revealed: oo cececobag L ¢

- Staff B was hired on 5/25/15 as a personal care ' d Weﬁ&m

aide. ,

- ATB skin test was placed on 11/13/14. . » = i l/%}%é,g?/

- There was no_record of the TB skin test screen { ?”))”7" =2 Cj()/xé&\ (i S - ek 17{
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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;

This Rule is not met as evidenced by:

Based on interview and record review the facility
failed to assure 2 of 3 sampled staff (A and B)
had criminal background checks in accordance
with G.S. 114-19.10 and G.S. 131D-40. The
findings are:

1. Review of the employee record for Staff A

Z{T\L (,lé'ﬁééfﬁ[fl h

CAQ; pii ATl /@;déﬁf chowss N

(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)
C 140 | Continued From page 1 C 140 ,0/5 f)g,% 74
having been read. . R
- There was no documentation of any other TB m’f_?g / EQX O AV
skin testing in the record. éﬁ'{fwf”}u (fé:i':S e Es )
o T ek 2 T
Interview on 7/30/15 at 3:10 p.m. with the L - LLLE M’?S .
Administrator / Owner revealed: // / /
eRce 3/
- Staff B had a TB skin test when she worked in 5 ! iUA' /z
her other facility. {Sedecids 71 / </ e
- The Administrator / Owner thought the result WA
was in the record. tEe Qfdaknerr .
- Staff B had been out on leave for about six
weeks and came back to work in this new facility
and the old facility.
- Staff B had not had any other TB skin test \?ﬁg/‘/czq,u e} IACCT D
screening. N )’3’\2— éﬁd%gjﬁfy&gﬁé
- She would get the first test result and put it in P ’
the record. ’ fﬁ&i/g f’
s PR ESE »
No further TB testing information was provided by 7!7[ Legse I bf/féﬁ?ffg
the end of the survey. féﬁ%ﬁéw @ lad A éf;’”
W%ﬁ% M pADETI
C 147 10A NCAC 13G .0406(a)(7) Other Staff C 147 EZ*
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revealed: C,;“E/WIU @l @W

- Staff Awas hired on 5/25/10. ~ )“L{iz)ﬁ,wﬂ@\f'?éfﬁ@ ]

- Staff Awas hired as a medication aide and L y, dl @W&’

supervisor. 7 dlisCecsqcal deis %{

- There was no documentation of a Statewide Mu q

criminal history background check for Staff A. - :

- There was a local county criminal history

background check only dated 2/16/09.

Interview on 7/30/15 at 3:20 p.m. with Staff A

revealed: .

- He had worked at the other facility owned by

the Administrator / Owner for years.

- He was hired to this facility when it opened in . 4 2

P “ S ;z 2N i

March 2015. Clornuriet “,:7 ‘ o

- He passed medications in the facility. ugxuftdié& (Mf N

- A company was used to check for criminal d Lldiid ,'ﬂéfzﬁ@} %f Al

background and drug screens on newly hired o
staff in this facility. W S m‘ﬂ K
- He thought it was a State and a Federal check. L b . i .
Y & whm AT
- He would bring a copy of his criminal history ; ZS)T’ ) éf/’ ’lff

background check from the other facility to this A /d«ﬂj Q’M@/ =5
facility. ALl B ATz //Vc i
Interview on 7/30/15 at 3:20 p.m. with the ’L‘%Z}'“&» S 43//{7
Administrator / Owner revealed: it Dy . A P

- Some of the staff records were not at this “Fh d‘é -
facility.

- Staff A had a criminal background check at the
other facility and she would bring a copy to this
facility.

No Statewide criminal history background check
was provided by the end of there survey.

Refer to the interview on 7/30/15 at 3:20 p.m. with
the Administrator / Owner.

2. Review of the employee record for Staff B
revealed:
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C 147| Continued From page 3 C 147
- Staff B was hired to this facility on 5/25/15. W‘M AT CNACET e
- Staff B was hired as a personal care aide ] 4

(PCA).
- There was no documentation of a criminal
history background check for Staff B.

Interview on 7/30/15 at 10:45 a.m. with the PCA
revealed:

- She had been hired to work in both facilities
owned by the Administrator.

- She had worked for some time in the other
facility, then was out for about six weeks and
came back to this new facility.

- She was hired as a PCA.

- She helped residents with activities of daily
living, cooked, cleaned and provided activities for
residents.

- She was not a medication_aide @Lwas
studying to take the medication administration
test.

Interview on 7/30/15 at 3:15 p.m. with the
Administrator / Owner revealed:

- Staff B had worked at the other facility she
owned as a PCA.

- Staff B had been out for a while and came back
to her same job.

- Staff B had a criminal history background check
obtained at her previous facility.

- She had been at this facility for a short while
and would be back at the other facility as well.

e L /\Qﬂ .
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- She would bring a copy of the criminal
background check to this facility.

Refer to the interview on 7/30/15 at 3:20 p.m. with
the Administrator / Owner.

Interview on 7/30/15 at 3:20 p.m. with the
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C 147 | Continued From page 4

Administrator revealed:

- She had not made copies of all of the staff
records for this facility from her other facility for
staff who worked at both of the facilities.

- She obtained all background checks from a
local company who obtained criminal background
checks as needed,

C 202 10A NCAC 13G .0702(a) Tuberculosis Test and
Medical Examination

10A NCAC 13G .0702 Tuberculosis Test and
Medical Examination

{a) Upon admission to a family 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
subseguent 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:

Based on interview and record review, the facility
failed to assure 1 of 2 facility residents (#1) had
been bé tested for tuberculosis disease (TB)
screening in compliance with the control
measures adopted by the Commission for Health
Services. The findings are:

Review of the current FL-2 dated 5/11/15 for
Resident #1 revealed there was no date of
admission listed.

Review of the Resident Register dated 5/06/15
revealed Resident #1 was
admitted on 5/06/15.

C 147

C 202
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Review of the record for Resident #1 revealed:

- There was no documentation of a TB skin test
screening completed upon admission.

- A chest x-ray dated 1/03/15 was in the record.
- The chest x-ray listed no evidence of TB.

- There was no indication the chest x-ray was
obtained for a positive TB skin test.

Interview on 7/30/15 at 2:50 p.m. with the
Administrator / Owner revealed:

- The resident had a chest x-ray before
admission.

- The resident came directly from another state
for admission with the documentation of the chest
X-ray.

- The Administrator / Owner did not agree that
the chest x-ray was not acceptable for resident
TB testing as it was the most definitive testing for
TB.

- The Administrator thought the chest x-ray was
acceptable for screening residents for TB.

- She thought only the staff needed TB skin
testing upon hire.

- TB skin testing had not obtained for Resident
#1.

- She did not want to put the elderly resident
through the TB skin testing: -~ -~ :
- She had not discussed this with the physician
nor the resident's family.
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