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Buncombe County DSS conducted an annual ‘

|

|

The Adult Care Licensure Section and the ‘ i
‘ |
survey on 11/21/17. y 1
|

C 147 10A NCAC 13G .0406(a)(7) Other Staff ‘ C 147
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; } 1
|
1
4
|

This Rule is not met as evidenced by:

Based on interview and record review, the facility
| failed to assure that 2 out of 3 sampled staff
(Staff A) had a criminal background check in
" accordance with G.S. 114-19.10 and G.S.
| 131D-40.

' The findings are: APM:M (}(’AQ(J(Q&‘ ot L 'ei [e0

Review of Personnel Records for Medication md COM‘CJ not 4‘;,,‘.0( crL‘w‘mAQ
Aide, Staff A, revealed:

-A hire date of 07/2/17. YD( C"\IJ/K““'GO‘/ ;'{"‘«'74

-Staff A had signed to consent to a criminal

background check. Apm}y\ Ack od M A <o

-No criminal background check was in the record.

-A job description for a Supervisor-in-charge o
other’ Crmamal

Interview with Site Manager on 11/21/17 at “/:. / ’

11:00am revealed: YO‘ M 117

} -He thought a criminal record search had been Reco

| done for Staff A.
| -He would look through the records and try to

'

locate this.

3
'! Telephone interview with the Administrator on
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11/21/17 at 1:30pm revealed:
-They completed criminal record checks on staff

before hire.

_She would look in her office files to see if a
criminal record check had been completed, and if
not, would complete one as soon as possible.

G.S. § 131D-45 G.S. § 131D-45. Examination
and screening for

C992

G.S. § 131D-45. Examination and screening for
the presence of controlled substances required
for applicants for employment in adult care

homes.

(a) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consent to an
examination and screening for controlled
| substances. The examination and screening shall
| be conducted in accordance with Article 20 of
Chapter 95 of the General Statutes. A screening
procedure that utilizes a single-use test device
may be used for the examination and screening
of applicants and may be administered on-site. If
| the results of the applicant's examination and
screening indicate the presence of a controlled
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
 the adult care home written verification from the
- applicant's prescribing physician that every
controlled substance identified by the
| examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall include the name of the controlled
! substance, the prescribed dosage and frequency,
' and the condition for which the substance is
| prescribed. If the result of an applicant's or
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C992 Continued From page 2

employee's examination and screening indicates
the presence of a controlled substance, the adult
care home may require a second examination
and screening to verify the results of the prior
examination and screening.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to assure that 2 of 2 sampled staff
(Staff A and Staff B) had a screening for
controlled substances in accordance with Article
20 of Chapter 95 of the General Statutes.

The findings are:

Review of staffing record for StaffA, a Medication

Aide, revealed:

-A hire date of 07/2/2017.

-A drug screen was completed on 07/02/2017.
-The drug screen tested only for THC (marijuana)
and no other controlled substances.

_The results of the drug screen for THC were

negative.

Review of staffing record for Staff B, a Medication
Aide, revealed:
_A hire date of 03/20/2016.

, -A drug screen was completed on 03/20/2017.
-The drug screen tested only for THC (marijuana)
and no other controlled substances.

| _The results of the drug screen for THC were

| negative.

| Interview with Administrator on 11/20/2017 at
1:00pm revealed:

-She had been completing drug screening on site
with kits purchased at a local drug store.

| -She was not aware the drug screen needed to

C992

| el \'/éz_/,,,

Reaud were docu

Division of Health Service Regulation
STATE FORM

66899 95NF 11 If continuation sheet 3 of 4



e

PRINTED" 12/01/201%— -

FORM APPROVED
Division of Health Service Regulation :
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
FCLO11195 BWING — = 11/21/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
103 COUNTRY TIME LANE
EVERGREEN LIVING HOME #3 LEICESTER, NC 28748
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x8)
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)
C992 Continued From page 3 | C992 3
| ¥dmen got ogproval Liom
include more than testing for THC. ; ‘
-She would purchase drug screen kits which ‘ Stacks. o %—: ve. Comive h-anSve
tested more than 1 substance. ‘
+0 Vs
- Panel d ‘(‘J“:’B J /
é p rud ! 20[14
o0, Qm@ loy-eed ,
Admin ordeved -€ov (Ve
A 1
—han Sive 4 _Dane® dyud
Heaks Doy ag) oy loyeso
bawmncyy, Yoo/ b5
Lrom  Conaoree. Phamucyy /304
|
yotyy Harat |
Wil Pdwa ntetretyy |
" W-—*ﬁ Q—QQ MOW | |7—In/r’
wyp on their g Ve d-
Aolwm Wy wse Cowym vy
6 — Pa nel d )«u,g ~ead= (é\r/
A
o ved Staff- oHAOA
Division of Health Service Regulation
STATE FORM souo

95NF 11 If continuation sheet 4 of 4



