D .

PRINTED: 02/22/2016

MO AOOUD

; T0ANCAC 13F .04086 Test For Tuberculosis

+ {8) Upon employment or fiving In an adult care
~home, the administrator and all other staff and
. any liva-in non-residents shalf be tested for

! tuberculosis disease in compliance with cantrol

i Services as specified in 10A NCAC 41A 0205
mcluding subsequent amendments and editions.

: Coples of the rule are avaitable at no charge by

:‘ Services Tuberculosis Controf Program, 1902
. Mail Service Center, Raleigh, NG 27699-1902.
This Rule s not met as evidenced by:

. Type B Violation

| Based on record review

| falled to assure 3 out of 7 sampled staff (Staff A,
* $taff B, and Staff F) had not been tested for

| control measures (2 step Tuberculin skin test)

| adopted by the Commission for Health Services.
1 The findings are:

; -Staff D's hire date was 01/11/16.

: ~She was hire as a Certified Nursing Assistant.

| There was nc step 1 or step 2 Tuberculosis §2: ]
! test found in the personnel record.

| measuras adopted by the Commission for Haalth

: contacting the Department of Heaith and Human

and interview, the faciiity

« Tuberculosls (TB) diseasa in compliance with TB

" A. Reviaw of Staff D's persannel record revealed:

 Refere to interview with Buiseness Office Manger

within facility, staff member
will have received first
negative step of TB skin test.
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; The Adult Care Licensure Section and the {
; Greene County Department of Saclal Servicies : ;
: conducted a follow-up survey on Fabruary 3, :
: 2018 to February 4, 2018, i
i i 4
" . on first day of working ;
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25

After first negative step TB
skin test, the staff member
and/or Resident will receive
the second step within 2-3
weeks later. 2/5/16

afshe

Office Manager shall maintain
records of these two step
tests. 2/5/16 251w
Office Manager will report to
Manager if steps are not
completed within time frame.
2/5/16
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| -She did have step 1 Tuberculosis {TB) test dated
fon 10/21/14.

+ -The step 1 was read as negativa on 10/23/18.

: ~There was no step 2 T8 test documented in the

‘ personnel record.

; Refere 1o interview with Buiseness Office Manger
; on D2/04/18 at 2:37 PM.

| Refer to interview with the Adminigtrator on
} 02/04/16 at 2.51 PM.

| C. Review of Staff F's personnal record revealed:
+ ~Staff F's hire date was 10/22/15.

- -She was hired as a Medication Alde.

; ~She did have a step 1 Tuberculosis {TB) test

. dated on 06/168/15.

- -The step 1 was read as negative on 06/19/15.
: ~There was no step 2 TB test found in the
personnel record.
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" on 02/04/18 at 2:37 PM. j I Manager will remove staff |
! ) . . | member for work schedule
. Refer to interview with the Administrator on ; -
| D2/D4/16 at 2:51 PM. unti proper documentation is
‘, given by that staff member as
; Interview with the Business Office Manrflger on well as report to ;o
1 02/04/18 at 2:37 PM revealed Staft D did not get At rtD /15 215Tice
' a TB test done yet because the Licensed Health TRnIStEator,
; Proflesionat Suppgn {LHPS} nurse was not
coming to the facility until 62/05/18. Quality Assurance will be :
| Interview with the Administrator on 02/04/16 at :  conducted to identify and ? 2160
- 2:51 PM revealed Staff D) had not had her step 1 assure all staff have the ]
- TE test dua to the LHPS nurse being unable to second step TB skin test. -
: come to the facliity last month, Completed by Manager and j
| B. Review of Staff A's personnel record revealed: Office Manager. 2/29/16 ~2{24|ue
- -8taff A’s hire date was 10721/15,
" -She was hired as & Medication Aide and a
i Certified Nursing Assistant,
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! Refere to interview with Buisenass Office Manger }
{

| On 02104116 at 2:37 PM. Quality Assurance Team will
hly i ions
1 020416 at 2:51 PM. to assure all new

i hires/admissions have their ?
l first and second step |

| Interview with the Business Office Manager on completed. 2/29/16 ;
| C2/D411B &t 2:37 PM revealed: . , :
| “She would check with new staff when they are ’5

| hired to see if they had a Tuberculosis (TB) test :
B i done, '

-} the staff have had a TB test done they are toid ;
‘tobringin a copy to the facility. ;
. -if the staff requite a TB test they schedule an :
! appointment with the LHPS nurse to have a TB ]
| test dane.
i -They should have 5 TB test dane within ane o
| two weeks after baing hired. !
—It was her understanding that she had 1-2 weeks
Lo rggt the TB test done after the empicyee was 1
I
! { -It is her and the Administrator's responsibility to
| make sure the staff have their TB test. !
: ~Bhe does an audit on the personnel files at the i
beg:nning of the year.

% Interview with the Adrninistrator on 02/04/16 at

1
%
. 2:61 PM revealed: " %
‘ ~!t is the Business Office Managers (BOM) E
 responsibifity to make sure ali paperwork is done i
i for new hire employees. |
+ -The BOM is to notify the LHPS nurse if an
i ampioyee needs a Tuberculosis (TB) skin test i
: «She believes that she has 30 days from date of '
+ hire to-get the step 1 TB tes! done.
; -She waits 30 days after step 1 to have a step 2
i TB test done on an employee.
Sivision of Heallh Service Regulation
STATE FORM o

BJ8J12 If canfinuation sheet 3 of 4




PRINTED: 0/22/2016

. FORM APPROVED
.Rivision of Health Service Requiation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ARD PLAN OF CORRECTION ICENTIFICATION NUMBER: A BULDING: COMPLETED
(24
| HAL040008 B ko 0210472016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
. 1328 §. E. SECOND STREET
SNOW HILL ASSISTED LIVING SNOW HILL, NC 28580
oo SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE ‘ COMPLETE
TAS t REGULATORY OR LEC IDENTIFYING INFORMATION) 5 TAG i CROSS-REFERENCED TQ THE APPROPRIATE | DATE
g : ; DEFICIENCY) 5
I p £
D 131 Continued From page 3 D131 | |
| <The LHPS nurse Is coming on 02/05/16 to make ’ l
. sure alf staff have their TB skin test done. l |
!
| Review of the Plan of Protection received from ] f
the facility on 02/04/16 revealed: ]
: -Employees will be taken off schedule until first j
; step tuberculosls skin test can be administered :
! and read.
- -New hires will have first step of tuberculosis skin
: text upon hire,
+ ~The second step tuberculosis skin test will be
, done within 1-3 weeks of the step 1 tuberculosis
; test.
- -Adsministrator wil be responsible 1o get results i
- and maintain in staff records. :
: CORRECTION DATE FOR THE TYPE B 5 i
! VIOLATION SHALL NCT EXCEED MARCH 20, ; |
. 2016, f i
| |
:
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