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10ANCAC 136G .0702 Tuberculosis Test and
Medical Examination

| (@) Upon admission to a family care home each
resident shall be tested for tuberculosis disease
in compiiance with the control measures adopled

o Nw resudent 4 have TBSkindess ona w -
admission 1hin a 3ccond Shep afier o

* TBfests will be Qucumdnted w. the butteo
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by the Commission for Health Services as o
| specified in 10A NCAC 41A .020_5_|ncludrng 7 1 2 - 3 ¥ {fﬂd X Qd,ft af Covvrectr T /, Gq
subsequent amendments and editions. Copies of .
the rule are available at no charge by contacting l —— K Miles . ‘
the Department of Health and Human Services, [ ‘ ‘
Tuberculosis Control Program, 1802 Mail Service ‘ | |
| Center, Raleigh, North Carolina 27609-1902 | w
| | L -
This Rule is not met as evidenced by | Ca0X D\Cm | (Frvec o ﬁw |
Based on interview and record review the facility [ —— o , flf—ﬁ—'
failed to assure 1 of 3 residents sampled (#1 ) had ' : Yeside 4 et
| Tuberculosis (TB) Disease testing in compliance l " 2 \,(:\_L- — _,g,ﬂ__ Ir\_(/w.( a ;
| with the control measures adopted by the | Rzt ol o s Mae
| Commission for Health Services upon admission. | e Cae, el % |
The findi [ | yake Vi S - Hhweve s @si-
| e indings are: b o o . »
| | Qo # 1 was TBMen Ggin
Review of the current FL-2 dated 1/05/16 for " \ . ek
3 S§o O A L
Resident #1 revealed the resident was admitted ‘d‘U e Gedh (/“"L;} il
to the facility on 6/16/14. Ldn Srep \ ¢ T8 r
| ‘ . =
Review of the resident record for Resident #1 M ng - See alfoeched
| revealed there was no documentation of TR C trns L Ao Rass ~oEntS ,
| testing in the record. o '\}‘3 Vo
' Owd Yesults |
Interview on 7/21/16 at 2:15 p.m. with the |
Supervisor-in-Charge (SIC) revealed: ;
- All resident TB tests should be in the resigents’
. !
| |
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| records.
| - TB tests were not filed in another place.
| She would check with the Administrator about
, Resident #1's TB test. '
- The nurse comes to the facility every month ‘
| and reviews residents' records to ensure ‘
 everything had been completed. ’
No TB skin tests were provided for Resident #1
by the end of the survey. ;
‘-»a’ 5 \ S o“\ {3{”{-}‘\»
C 270! 10A NCAC 13G .0904 (c-7) Nutrition And Food C 270 1‘5«(«\ k\ *\}i N !
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| T0ANCAC 13G 0904 Nutrition And Food Service A, e fncian ¥ Merely
- | P o
| Menus in Family Care Homes: : H’\L ,\{ W PR & S
(7) The facility shall have a matching therapeutic ' e neg G P 4 )
 diet menu for all physician-ordered therapeutic eV st MAg T -\_PQA_\ na ‘
diets for guidance of food service staff. e ‘
‘ ce XX -
This Rule is not met as evidenced by: - ; . Q < <
i - , i 8 =
' Based on observation, interview and record Ve bt —{ v Ca
review, the facility failed to assure there were Lo, o & ol el
| matching therapeutic diet menus for 3 of 3 :‘\--\;"‘&""’\")\‘{“
| residents ( #2, #3, #4) sampled with physician : Bt St \\hs \voXin
| orders for a combination diet including of Low [ s i '
| Fat/Low Cholesterol/Low Salt diet, and a Low lCoan Co—er @VMS |
Fat/Low Cholesterol and a low sodium diet order. | e b |
The findings are: | ~ - > VAL i) |
) .
Interview on 7/21/16 at 12:32 p.m. with the . . \-{rg B A L
Supervisor-In-Charge (SIC) revealed: ! e e p
- The menu for the lunch was resident choice ‘ ‘ . \\ A0 A wau AS
and it would consist of a noodle with broth soup, { b3 %
and salad with dressing. Water and a drink of e~ € 3/3/ ==
chosog tea or lemonade. _ ' . J\rv- n5{ Cwm » ol C&,Qj
- Resident #4 was on a low sodium diet. She will ! d
] B R {/w‘(, b
b
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! the noodles.

to the food.

{togetﬁmsanoﬂ.

| available.

not get the broth in the noodie soup today, just

- W do not have a menu for low sodium diet
order nor low fat flow cholesterol.

- There was only the regular diet menu in the

' facility for use by staf

- Low salt diet meant ne salt added. We do not
add salt when cooking and not fco many spices

- There is no salt ai the table.
- Canned foods with salt are drained and washed

J - There were no low sodium canned food

- The facility fried food only one time per week
. otherwise food was haked or broiled or boiled.
- Most of the time, residents eat the same diet.
- She was not aware there needed io he menus !
| to match the diet orders.

| - She only had the regular diet order to use to

’ make food for the residents.

X Q:E" :

i Observation on 7/21/16 at 12:20 p.m. revealed a
 resident in the kitchen was making salad for the
residents for their lunch.

| Observation of the 12:30 lunch meal on 7/21/16
revealed:

|# Two of the three residents (#2 and #4) with
therapeutic diet orders were at the facility for
lunch.

- Residents had a salad with italian or Ranch
dressing.

- Resident #2 had the noodle soup with broth and
J the other, Resident #4 had noodies without broth.

| The Admnistrator was not available for interview.

Record review revezied 3 of 3 residents sampled
had therapeutic diet orders.
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Failure, Shoriness of Breath, Atrial Fibrillation of

the Heart, - “hizophrenia and Denression.

- Dietorc. ncluded a Low Fat/Low

Cholester:  ow Salt diet.

Review of facility diet list posted in the kitchen
revealed - . dent#2 was to receive a Low

Sodium, 2000 or less diet.

| Review of | = facility's menus on hand revealed:

| - Therew - nota menu fora Low Sodium dist or
a Low Sal =t nor a Low Fat/Low Cholestercl
diet.
- No comi =tion menu for a low salt, low fat, low

cholesterc| ot

Interview v '\ Resident #1 at 12:20 p.m on

| TR116 rev aled:

- The SIC  :ually cooked but the resident
wanted to 1 ake salad for residents who wanted
to have soi .

- Some res “ents wanted to loose weight and
some were on no salt diets like she was.

B. Review «f the current FL-2 dated 7/15/16 for
Resident #4 rcvealed:

- Diagnoses of Post Traumatic Siress Disorder,
Hypothyroid, Gastro-Esophageal Reflux Disorder.
Morbid Obe - ity.

| - Diet order included Low Fat/Low Cholesteral.

Review of the facility's menus on hand revealed
| there was nct a menu for a Low Fat/Low
. Cholesterol diet.

Review of the facility diet list posted in the kitchen
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' revealed Resident #4 was was to receive a Low
‘ Sodium diet.

| Interview on 7/21/16 at 12:30 p.m. with Resident
#4 revealed:

| - The resident was only having the noodles

| Without the broth, the salad with ranch dressing
and a small cup of plain yogurt,
- She was trying to loose weight.

| C. Review of the current FL-2 dated 1/05/16 for
| Resident #3 revealed:

- Diagnoses of Hypertension, Diabetes Mellitus
| Type I}, and Paranoid Schizophrenia.

- Diet order was for Low Sodium.

| Review of the facility diet list posted in the kitchen
| revealed Resident #4 was was to receive a Low
Sodium dist.

| Review of the facility's menus on hand revealed
| there was not a menu for a Low Sodium dist
order.

Resident #3 was not available for interview.
C 443 10A NCAC 13G .1212 Record of Staff
Qualifications

10A NCAC 13G .1212 RECORD OF STAFF

QUALIFICATIONS
‘ A family care home shall maintain records of staff
qulaifications required by the rules in Section
0400 of this Subchapter in the facility. When
there is an approved cluster of licensed faciiities,
| these records may be kept in one location among
‘ the clustered facilities.

|
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Bas=ed - cbservation and intery w, the facility Q‘\L Sl vl “If
faile Jre staff qualifications in Employee , P N :{\C&_fm' 3
Re ‘o Staff Aand Staff B were maintained ! MCA‘}( (i A A
in . The findings ar= PO
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ze to the facility, inlzrview with the ! Lok \_,.5\\\;L
r-in-Charge (SIC), Staif A revealed: ‘\r'fvv\w‘-‘?» b -
*was earing for 6 residents fiving in the e sy T
Nesurk— - WTroA AN

sidents were out of the facility this

ay programs today
- The & ad duties of cooking, cleaning,
[ ensuiing supervision of the residenis and

|
{ - T s were in the house that day.
\‘

medication zdministration.
| -~ She was trained in personal care
| medicalion administration,
- There was one other staff member, Staff B, who
worked i & facility .
- Each of ihe staff members worked one week at
a time living in and then the other staff member
worked for & week and lived in.

and

Interview on 7/21/16 at p.m. with the SiC
revealed:

- After request of Employee Records, The SIC

| said they were not in the facility and did not know
- exactly where they were.,

- She said they were probably in the facility's
office.

- The Administrator would have io get the
Employee records.

_Telephone interview on 7/21/16 at 3:16 p.m. with
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the Administrator revealed:
- The Employee Records were kept in his office |
away from the facility. i
- There had been problems before when 1
Employee Records were out in the facility.

- Personal and confidential information was

| compromised.

| - He did not feel comfortable keeping the records

in the facility where anyone could access them.

- He did not have anyone to bring the Employee
Records to the facility today.

- He could not bring them as he was sick and

' under physician orders. [

No Employee Records wers provided by the end
of the survey.
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