Hn 16 2016 1044PM HP FaxForaver Young Retre 7044222221

page 3

Q;( L “’t\\b\\\o

PRINTED: 05/17/2016

_ FORMAPPROVED
Divigion of Heg! lee Regulation
STATEMENT QF DEFICIENG ES (X1) PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN GF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A, BU.LDING:
FCLOB4D0OS 3. WNG D5/11/2018
NAME DF PROVICER OR SUPPLIER 8TREET ADURESS, CiTY, STATE, ZIF GODE
44807 BYRD ROAD
FOREVER YOUNG RETREAT II
ALBEMARLE NG 22001
e LN SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION {X6;
PREFIX [EACH DEFICIENCY MUST BE PRECECED BY FuLL PRE=X (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULAYORY OR LEC IDENTIFYING INFORMATION; TRG CROBB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 000 Initlal Comments G oo
The Adult Care Licensura Section conducted gn !
gnnual survey on May 11, 2018, i
C 140 10ANCAC 113G 0405 (a)(b) Test For . €140
Tuberculosis

10A NCAC 13G .0405 Test For Tuberculosis

{=) Lpor employment or living in a famlly care
home, the adminisiratar, all other staff and any
live-in non-residents shall be tesled for
Wherculosis dissase in compliance with control
measures adopted ky the Commiasion for Heaith
Services as apecified In 10A NCAC 41A 0205

. including subsequent amendments and edifons,
Copies of the rule are avaisbie et no charge by
contacting the Departmant of Health and Human
Services. Tuberculoais Contro) Program, 1802

i Mail Servica Canter, Raleigh, NC 27609-14902.

- (b) Thers shall be documentation on file In the
home that the acministrator, all othar staff and
any ive-in non-residertts are free of tubercuios)s

. dleeaze that poses a direct threat to the health or
safaty of othars.

Thig Rule is not met as evidencad by

- Basad on Interview and recorg review, the facillty
failed to aasure 1 of 3 sampled staff (S1aff C) was
tested for tuberculosia (TB) in compliance with

- control measures edoptad by the Commission for
Heahh Services.

The findings are:

Ruview of Staff C'a personnsl reccrd ravealad:
-Staff C wasg hired on 08/28/08 as Administrator of
the homae,
-A T8 akin teat dated O4/28/68 with negative

* resUls and no read data.
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~ATB skin test dated 0R/07/01 with rapative
results and no read dats,

-ATB gkin test dated D8/24/06 with nagative
results and no read date,

-A TR skin test dated 04/21/40 with negative
results and no read dats.

~There was no evidence of 5 previoue 2-step TH
£KIn ‘a8t

Interview with Staff G on 05711718 at 3:30 pm
revealgd:

< -Bhe and the Co-Aaministraigr were resnonsible
for ensuring staff completad the reguired TB
tasting and the documentatian wag malntainad in

 their pereonne! recards,

* -Bhe was aware new ampiayses had to have a
2-atep TB skin test Lpon emelayment,
-8he thought with the pravious T8 skin |asts she
had, she dld not need 1o do another T8 akin test,
-8he thougMt she had T8 skin teats evary yaar
"when we used 1o have to have this®, but was anly
abla to locate documantation far the 4 pravious
7B tests,
-3he corlacted the lacal heaith deparmen! and
her phyelcian's ofce ang thare were ng
addltional TB tests documantad tor her,
-8ha made an appointment with the local haaith
depanment to have the firgt of g 2-step TH tast on
08/13/18.
-She would review all sta records 1o ensure gl
slaff had TB skin tast according to TH testing

. requiraments.
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