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C 202 10A NCAC 13G .0702(a) Tuberculosis Test and c202 / ' M ‘Q e
Medical Examination Wa_,g W W
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10A NCAC 13G .0702 Tuberculosis Test and ’a’

Medical Exami‘nagion ) UJ' L % "{Q’B’f

(a) Upon admission to a family care home each /_{, / / / / 7
resident shall be tested for tuberculosis disease Lt

in compliance with the control measures adopted QW M :H, | h at Q i V\UL

by the Commission for Health Services as

specified in 10A NCAC 41A.0205 including ‘-Ld) oo Foaw Th Sl

subsequent amendments and editions. Copies of

the rule are available at no charge by contacting ‘{-U‘H’ [ g ] ( l @hoa -

s

the Department of Health and Human Services, R

Tuberculosis Control Program, 1902 Mail Service e G ﬁf 1 / DOU ye
Center, Raleigh, North Carolina 27699-1902.

This Rule .is not met as evidenced_by: l ale } T{/ ;'Lll }, 9 MJ U\/‘L/l.

Based on interview and record review, the facility F ¥

failed to assure 1 of 3 sampled residents (#1) be TQQVQ S‘{I 27 ’ 15 ki{u\

was tested for tuberculosis disease (TB) in

compliance with the control measures adopted by ad W\M &‘[v:jﬁ\o’ M ma/d

the Commission for Health Service. The findings

S,T_(“

are: Cunl. ald . Ko v‘E/_.MoQW S
Review of the current FL-2 dated 10/13/14 for W %{ e &
Resident #1 revealed the resident was admitted ’“6 S M"“" Jests oém

[N

to the facility on 7/16/13

‘ Pr Lo & aJU
Review of Resident #1's Resident Register listed

an admission date of 7/16/13 but it was for

another facility. ba_ W f’

Review of the record for Resident #1 revealed: TG\}L %7"5\{4’( /
- There was documentation of a TB skin test bslw U4, J» # [ had 4
placed on 7/16/13 and read as negative on A
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- There was no other documentation of TB
testing in the record. i o i"Wl ) /J*]Ly‘m
Interview on 8/07/15 at 11:32 a.m, with the C,w { 5"- 5 4—5{) 7:5'7 /D nygr ﬁ
Supervisor-In-Charge (SIC) revealed:
- Resident #1's TB testing should be in the W Y15
record. : ﬂ/l A é V4
- This facility opened about a year or s0 ago and /%) t 1 5'{)’&7%/ w ! /l 7L
this resident was in this facility before the current L -
.| owner took over. a ) p ()mt/ygn‘]' %\/ ?‘fé) ldén
- The Administrator / Owner was not available to ( 1
ask about the T test at this time. Ind ofe e p&/_)ﬂﬂ AADU 551+
- The SIC would fook for the other T8 test in the
records. / AcL on ﬂ-ppa UV’WQ"W’
Resident # 1 was nat available for interview. @ : 7/ .
, [l 2L deud
No further TB testing was provided by the end of ﬁ- ﬂm tn "6 AF ﬂwa
the survey. / M s 72 2
LAy
C 230, 10A NCAC 13G .0801(a) Resident Assessment C 230 7 6 ’lz{nlg W W MWC-ﬂ(/
10A NCAC 13G .0801 Resident Assessment o m
{a) A family care home shall assure that an initial Wp
-assessment of each resident is completed within D ﬁ ( W m
72 hours of admission uslng the Resident ]
Register. \ C} /d / / S
This Rule Is not met as evidenced by: 1% n')I[I,é' M’ CpI-
Based on interview and record review, the facility
failed to assure initial assessments of 3 of 3
sampled residents (#1, #2, #3) were completed
within 72 hours of admission to the facility using
the Resident Register.
The findings are:
1. Review of the current FL-2 dated 10/13/14
revealed an admission date of 7/16/13 for
Resident #1.
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C 230 | Continued From page 2 C 230 Qx_ﬁ;b W ﬂf.%(/g‘k L/
Review of the record for Resident #1 revealed: sy Resgiolot #R A3

- AResident Register Assessment dated 7/16/13

in the record identified it was for a different 1 ‘-'e/:gi’zmco W#B" \fe“‘

facility. (v

Ty
facility
Assessment in the record from the facility. -3

(&)

- There was nio 72 hour Resident Register

SR8 3
N Y VAL
Refer to the interview on 8/07/15 at 11:32 a.m. QAZ_MJ\M\—L S
with the Supervisor-In-Charge (SIC).
k‘”"f a \oc, @ oA
2. Review ofthe current FL-2 dated 4/28/15 - . , P 7]
revealed an admission date of 10/08/10 for &pe NAA 2 G~
Resident #2.
Review of the record for Resident #2 revealed: << s O&mv? -
- A Resident Register Assessment dated P Q(f ev WM

- The Resident Register had the original facility

name on itand it had been crossed outanda +#73 (&L% M ;\}LX .é'U’AA_J

new name was written in but it was not the

current facility name. ' U/() W N,,\HL k-HLL,L CW&CJ{"

~ There was no Resident Register Assessment in . ~ .
the record from the facllity. f% o«lﬁ“d W S

Refer to the interview on 8/07/15 at 11:32 am. , = ' ; ,Q_ Al a8
4o Tha sieff recee

10/08/10 in the record identified it was for two " N ke f‘l‘w
different facilities. _ 3 wa Re st At ﬂ,z;}// .
7

with the Supervisor-In-Charge (SIC).

3. Review of the current FL-2 dated 04/27/15 Loctes | wp e an (b

revealed an admission date of 8/15/09 for ~ a oQM/V" 5’&164‘04 < y Wt
Resident #3. W L{.q

| et S fhn i
Review of the record for Resident #3 revealed: w
- AResident Register Assessment dated 9/14/09 elorol el bhepnV Lo cteed at
in the record identified it was for a different > 5 {?
facilty. oo Locsher wilee Yo +
- There was no Resident Register Assessment in " « w Y !
the recard from the facility. o
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€ 230) Continued From'page 3 . C 230 'I/a ({ 7230 Twpw /um 177N
Refer to the interview on 8/07/15 at 11:32 a.m. -
with the Supervisor-in-Charge (SIC). AL naw WWJ/M e s
4 well e pluetd 2% Gimen
Interview on 8/07/15 at 11:32 a.m. with the SIC ...h) eh W
revealed: ' ' v Sune 4 l {5#/
- This facility opened just over a year ago. ) m / E: ;( j ¢
- Reslidents in the facility were here before the Z ['LP m ﬂé
current Administrator / Owner took over. ‘,,h 7Lh ¢ W\ W /¢ e {
- He did not know why there were no Resident W { t }’ s
Register Assessments within 72 hours completed *
for the new Administrator / Owner's facllity. Od q Ll l lS /&W}
- The SIC would look in the facility for the the . )
assessments.
- The Administrator / Owner was not available to
ask about the Resident Registers at this time.
C 443 10A NCAC 13G .1212 Record of Staff C443

Qualifications

10A NCAC 13G 1212 RECORD OF STAFF
QUALIFICATIONS B
A family care home shall maintain records of staff
quiaifications required by the rules in Section
.0400 of this Subchapter in the facility. When
there is an approved cluster of licensed facilities,
these records may be kept in one location among
the clustered facilities. S

This Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility falled to assure recards of staff

'| qualifications required by the rules in Section
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.0400 of this Subchapter for 1 of 1 staff (A) were
maintained in the facility. The findings are:

Interview on B/07/15 at 10:15 a.m. with the
Supervisor-In-Charge (SIC) revealed:

- The SIC had started working in the facility on
7/01/15 as a live-in medication aide/personal care
aide.

- His job duties included cooking, cleaning and
passing medications.

- He said he had care of the diabetic training and
had 15 hours of medication administration
training and was scheduled to take the written
medication exam on 9/11/15.

- The SIC had some documentation of his
qualifications.

- He had a current cardio-puimonary
resuscitation card (CPR) and Tuberculosis (TB)
screening.

- His other staff qualifications were not In the
facility, but were in the office of the Administrator /
Owner in another location,

- He did not have access to the documentation of
facility staff qualifications records in the office.

- There were no other staff working in this facility
except the Administrator / Owner who was a
registered nurse. )

- The Administrator / Owner was not available to |
obtain the staff records at this time. .

Review of the SIC's personal staff qualification
record revealed:

- CPR dated 9/15/13 - 9/15/15.

- Tubercuosis (TB) skin testing dated 10/14/14 -
10/16/14 read as negative and another TB skin
test dated 7/10/15 as negative.

- There was no documention of a criminal history
background check; no North Caralina Health
Care Personnel Registry check; no screening for
controlled substances; and no dacumentation of
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his nursing-assistant training ; no doctumentation
of 15 hour medication administration training
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