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Furnishings

10A NCAC 133G 0315 Housekeaping And

| Fumishings

(&) Each family care home shall;

| {1) have walls, ceilings, and fioors or fioor
coverings kept clean and in good repair;

| This Rule shall apply to new and existing homes.

| This Rule is not met as evidenced by:

Basad on observallons and Interviews, the facility

I failed to assure tha floors, walls and ceilings in
the resldents' bathrooms, fiving room and
halway, entrance ramp and railings were kep!
clean and in good repair. The findings are:

| Observation of the iving room on 2/7/18 at
8:00am revealed:

| -There was a 3-foot by 3-foot slained area of
patchad ceiling next to the ceiling fan.

-The 18-inch metal screen door arm was
detached from the door and stuck out into the
| doorway.

Observation of the residents’ bathroom #1 on

| 2/7/18 at 9:12am revealed:
-The light switch cover was covered |n & brown
grime.
-The 3 walls of the shower stall abova the edge of
the tub had black grirme extending 2-feet above
the tub. .
-The areas of gime on the shower walls had a

oo | SUMMARY STATEMENT OF DEFICIENCIES o i PROVIDER'S PLAN OF CORRECTION ! (%8
PREFD{ | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
Tas | REGULATORY OF LEC EENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
| DEFICIENCY)
| i
c om' Initial Comments C 000 |
The Adult Care Licensure Section and the Wayna |
| County Dapartment of Social Services conducted
| an annual survey on February 7, 2018. |
|
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C 074 | Continued From page 1 Co74 f]q;,,f Aa:l baan fmmu I
residue of white spray palnt which covered the |
chrome handle bar and the faucet knobs. Eh,/ S an@w ('H-m/‘ and .\{w _‘..fz__“/
~The shower's knobs had round chrome bass 4-1\1."‘1*3- Yan Bean & ,f
plates that were detached from the wall exposing . Wk,
3 holes with black grime around the edges. ];al..f%h'f& hqibu.ﬂ_q,“
| ~There was a 4-inch diameter hole around the bathwe A 5 ‘;q
1-inch diameter rusted water pipe which was Wiy Mafe he 3 Cean
attached to a rusted shower head. ! ot k‘Ja
-There was excessive caulking approximately Wgn e
3-inches thick on all walls behind the toilat whare &
the wall meets the baseboard which was coverad z ;B
In & brown mildew extending S-feet in length. has been ﬂ.nuhﬂf‘{;’.‘l_‘,;ﬁ‘— SRR
-The Inside of the entry door had 3 vertical 1-foot | by in f’rﬁn’"‘""" }?_‘H/
tears in the wood extending from the base of the ' quj 3
door. -71 = ﬂ.l.iz., J’“E""‘ ﬁ,m
-There were 2 metal floor vents measuring E‘I b tﬂ;’u&iﬂb}'
approximately 4-inches by 18-inches that were 1 mﬁ-n."'a" m'-‘-"u"‘g ! [ 3 \7-1 3/
heavily rusted. - U
-There was a 2-foot tear in the lingleum fioor in 1703 lerm Wax pean m&fﬂ{aﬂ il
frant of the bathtub exposing the woed flooring. | 4 oheale B0 \. njﬁnuﬁd r;'f;:*-*‘
FI‘ E £ r Eﬁ i
Observation of the hallway on 2/7/18 at 8:18am S e ‘*I“a sbay 1 3 '
revealed: oriB W W'
-There was a 3-inch diameter pipe extending |
from the floor to a 4-inch diametar hole the ceiling ‘ ¥
; =1
that had stained caulking around the pipe where It | vl ma/ fj* ’k;'nnﬁ. \peew. 3 t
entered the celling. 4&. Qaro
-There was a section of the 3-inch pipe at waisi | _(l:‘-ﬂ
ievel that extended Into & 4-inch hole in the wall f i AN | & - ;-‘?-r'sf
leaving a 1-inch gap around the pipe that was . mate 2 il L 3
coverad in a black substance. }\qi b Sha P {
-There was a 2-foot long rusted metal vent at the 1}: e ¥ Ve il %lq.n[ W&ﬂ Y
base of the wall batween bathroom #1 and 1 Pl fister &
bathroom #2. |
| Observation of the residents' bathroom #2 on !
27118 at 8:22am revealed:
-The light switch cover was covered in a brown
grirme.
-There was a Z-foot by 2-foot section of patched |
Division of Heslih Service Regulation
STATE FORM b oW It coniveation shest 2 of 18
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C 074 | Continued From page 2 CoT4 [
wall in an area below the light switch where |
partially broken tiles were still attached to the
wall.
-The cefling molding above the shower stall on all s
3 walls was detached creating a gap in the wall. \ag been sp‘m“ﬂ._ihm_‘-l-h -l 17
;54-«; v qoed condifen oy qs_.,#{_
Observation of the resident bedroom #1 on 2/7/18 N i m‘md’h"ug
at 9:31am revealed:
-Thers was a 4-foot by 2-foot rectangular area of l A
ceiling above the bed to the left of the fireplace has beew done. and Hoe e s V“""S/
with brown stains and peeling paint. | C‘i 1‘-[ ") i
-The area of the door around the door knobs on hade b een Clean Wl wa
both sides of the door was heavily coverad in ]5 u{\h%aﬁé‘-&%uﬁﬁﬂ Willchee b
| black grime and had peeling paint axtending 1 { [ T
foot above the door knob. |
-The knob on the closel door was loose and
| detached 1-Inch from the surface of the door. lae [ dh e
-There were 3 missing greenish-brown clay floor Yﬂfj
tiles at the base of the fireplace.
Cbservation of the resident bedroom #2 on 2/7/18 i
at 9:38am revealsd: h i 3 o ! : il . ;
~The light switch caver was covered in a brown b an il kegf o I-£-1o
grime. =R
-There was a 4-Inch by 10-inch of unpainted area . -
above the door knob that had worn off, dlexr has beaw {h_ﬁﬁjdﬂﬂ té-f'{';ir!'
| Jomj pac ated Qud Cleaw nhon
Observation of the B-foot long wooden railings on +h VYW IHUl y
the left and right side of the staks at the enrance | s &
of the facility on 2/7/18 at 9:54am revealed the ' t’l il rﬁ/ 5/-{5 ﬁ/
paint was peeling throughout the entire length of l‘i Gy qu. n {h“‘
each railing, i.ﬁ‘a b._f i {{_fjc‘ﬂ.t. b(ﬂ
Observation of the floor and rallings of the
exterior wooden ramp on 2/7/18 at 8:57am f‘u“‘;‘ fa "‘i"‘fﬂz‘g nd ‘:"‘fm Glr ¥
| Fevealed the paint was pesling throughout the i ake Sure -:f‘ (:‘t._ﬂﬂ m.u
entire length, g B
, esnditan _
Ohbservation of the kifchen entry door on 2/7/18 at |
| 10:00am revealed a heavy brown grime on the [
Division of Realth Service Reguiation :
STATE FORM -
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two 18-inch by 8-inch acrylic cover plates behind
the door knobs on both sides of the door.

Attempted interview with 5 residents sitting in the
living room on 2/7/18 at 10:30am was
unsuccassful,

Interview with Supervisor-in-Charge (SIC) on
2/7MB at 10:42am revealed:
-She was aware that the fioors, walls and ceilings
needed repairs.
-A bullding inspector had vistted the facility 8
months ago and identified needed repalrs at the
facility,
~-The Administrator of the facility had not
completed the repairs identified 8 months ago.
| <The entire facility needed paint and a deep
cleaning,
-The building was old and much of the drywall
' and wood needed to be replaced.
-The residents had not complained about the
condition of the faciity.
-She had asked the Administrator on several
ocoasions when the repaire would be complatad
but received no reply.
-The celling had leaked in the past and the
patched areas of repalr were Tailing.
-All the repairs at the facility were performed by
the Administrator and the SIC.
-She did pot know when the repairs would be
completed,
-She did not know why the Admintstrator had not
mada repairs 1o the faclity since the inspection 8
maonths ago.
-She did not know when the repalrs would be
completed,
~The Administrator determined the time frame for
the completion of any repair at the facility.

Attempled interview with the Administrator on

STATEMENT OF DEFICIENCIES (*1) PROVIDER/SUPPLIER/CLLA (X&) MULTIPLE CONSTRLUGTION (3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILD#G: COMPLETED
FCLOS6009 B, WiNG 02/07/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
G THAM FAMILY CARE #1 107 N GEORGIA AVENUE
GOLDSBORO, NC 27530
Ao | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION 5]
PREFI | (EALH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
C 074 | Continued From page 3 Co74

Ramoded and fristnd po\idies Y418
detr kndoa Wil Kap lean T
B e Wby |
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Co74 | Continued From page 4
2i7/18 at 11:08am unsuccasshul

|
C 076 10A NCAC 13G 0315(a){3) Housskeeping and
Furnishings

| 104 NCAC 136 0315 Housekeeping and
Furnishings
{&) Each family care home shall:
(2} have furniture clean and In good repair
This Rule shall appty to new and existing homas

‘ This Rule is not met as evidenced by
Based on cbsarvations and interviews, the facility
| failed to assure a living reom sofa, & living room
chair and outdoor patio chairs were clean and in
| good repair. The findings are:

Observation of the outdoor patio chairs on 2/7/18
at 11:0%am revealed:

-All 3 beige fabric coverad metal chairs were not
able to be used.

-The seats on 2 of the chairs had torn clath along
the right side of the chair from extending from the
front of the chair to the back

-A third chair had a cloth seal that was torn on left
and back side that was hanging on the ground.

Obsarvation of the brown living room sofa on
217118 at 10:45am revealsd there wem thras

| B-inch diameter worn areas of tha left vinyl ssat
cushion that exposad white threads of the bgse
fabric

Observation of the living room chair on 2/7/18 at
10:48am revealed:

-The entire length of the right 1-foot wide padded
amm rest had several areas of peeling brown vinyl
along the edges

|

' GO74
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cC o

Continued From page 5

-The brown vinyl on the right armrest had
complately womn off on the top section exposing
thve white base fabric undemesth/

Interview with two residents on 2/7/18 at 10:58am
ravealed:

-They used the outdoor patio chairs when they
smoked,

-They would not explain how they were able to sit
on the torm seats.

-They did not respond when asked how long the
chairs had baen tom.

~Thay did nol respond when asked if they would
prafer new chairs.

-The did not respond If they had notified staff of
the condition of the chalrs,

Interview with the SIC on 2/7/18 at 11:15am
revealad:

-She was aware of tha wom area on the fiving
room sofa.

-She was aware of the worn armrest on the living
room chair.

-She was aware of the 3 lorn patio chairs on the
side of the house.

| -Tha residents “didn'i really use the chairs on the

side of the house."

-The Administrator was the only one that could
replace the lhving room sofa, chair and outdoor
chairs "becausa she controlled the spending at
the facility.”

-None of the resldents had complained aboul the
furniture in the past.

-The Administrator and the SIC performed all
repairs at the facility.

-She was unaware of any plans to repair or
replacs tha womn furniture al the facility.

Atternpted interview with the Administrator on
27718 at 11:08am unsuccessful.
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c ‘JBJ 104 NCAC 136 .0315(b)(B) Housekeaplng and
Fumishings

104 NCAC 136G .0315 Housekeeping and
Furmnishings

{b) Each bedroom shall have th e following
furnishing in good repalr and clean for each
rasident:

{8)a light overhead of bad with a switch within
reach of person lying on bed, or a lamp. The lght
shall provide & minimum of 30 foot-candle power
of lumination for reading.

This rule apply to new and existing homas.

This Rule is not met as evidenced by;

Based on observation and interview, the facllity
failed to assure 3 of 3 resident bedrooms had a
bedside lamp or overhead light within raach while
lying in bed (resident room #1, #2, and #3).

The findings are:

Observation on 2/7/18 at B:15am of resident

| room #1 revealed:
-The room had had two residents,
-The bed to the left of the window had a bedside
lamp with a missing bulb.
-The bed to the rght of the window had & bedside
famp with & missing bulb and was broken at the
bulb socket causing tha shade to hang on the
slde of the lamp.
-There was no overhead light switch within reach
of the resident's bed.
-The light switch for the ceiling light was naxt to
tha entrance door to the room.

Observation on 2/7/18 at 8:26am of resident
room #2 revealed:

-The room had two residents.

-The bed to the left of the window had a lamp with

C 053
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C 093 | Continued From page 7

a biown bulb.

-The bed to the right of the window had a tamp
with a missing bulb.

_ ~There was no overhead light switch within reach
of the resident's bed.

-The light switch for the ceiling ight was next 1o
the entrance door to the room.

Observation on 2/7/18 at 8:37am of resident
room #3 revealed:

. -The room had two residents.

-The bed to the laft of the window had a lamp with
a blown bulb.

-The bed to the right of the window had a lamp
with a missing bulb.

-There was no overhead light switch within reach
of tha resident's bed.

-The light switch for the ceiling light was next to
the entrance door to the room.

Interview with the SIC on 2/7/18 at 11:15am

revealed:

-She was unaware of that the lamps in all 3

resident rooms were not working.

' -The residents must have removed the bulbs.

. -The residents had not complained about the
lamps or the light in their roomes.,

-The residents did not use the nightstand lamps.

-She had no idea how lang the lamps were not

working.

| ~There were no replacemant bulbs at the facility.

-5he would purchase new bulbs Immediately,

-She did not control the “spending” al the facility

to be able to replace the lamps.

-She would ensure that the lamps would be

repaired for replacad with working lamps as soon

as possible.

Attempted interview with the Administrator on
| 2/7/18 at 11:08am unsuccessful.
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(EACH CORRECTIVE ACTION SHOULD BE
TAG CROS55-REFERENCED TO THE APPROPRIATE DATE
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c EEJ 10A NCAC 13G .0804(a)(1) Nutrition and Food
Service

‘ 10A NCAC 136 .0904 Nutrition and Food Service

' {a) Food Procurement and Safety in Family Care
Homes:

| (1) The kitchen, dining and food storage areas

| shall be clean, orderly and protected from

' contamination.

‘ This Rule is not met as evidenced by;
' Based on observations and interviews, the facility
falled to assure the range hood, dishwasher, and
| the kitchen cabinets wers kept clean,

| Tha findings are:

Observations during the kitchen tour on 2/7/18 at
| 2:09am ravealad:
| -All extariors of the cabinet doors had grayish
| colored/ stalns in multiple areas and the doors
ware sticky to the touch.
-Tha inside of the bottom cabinet located on the
| left side of the dishwasher, used o store varous
| containers had black and brown colored debris,
| -There was grease bulld-up on the wall behind
the range cooktop.
-The range hood had a build-up of grease on the
| outside surface and was sticky to touch.
| -There was a heavy build-up of grease and rust
on the underside of the range hood with many
black and brown colored stains.
-The inside of the dishwasher was covered in
black dus! and debris.
-The extarior of the dishwasher door was sticky to
the touch and had black and brown drip marks at
" the door's seams,

I Aftarnpted interview with 5 residents sitting In the

C 256
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| living room on 2/7/18 at 10:30am unsuccessful.

| IntﬂmﬂMﬂ!ﬂ'bﬂElCﬂnEﬁﬁﬂal 11:15am | |

. Bla u’ d nm have a regular cleaning schedule for
the kitchen. |
| -Cleaning was performed by herself and the
Administrator after maals,
-The dishwasher was broken and had not been
| used "in a long, long time.,"
~She preferred to do the dishes by hand.
-The range hood neadad to be replaced.
-She was unaware that the cabinat doors were
sticky. |
-She did not wipe down the cabinst doors on a |
raguiar basis.
-There was no posted cleaning schedule.
-Thera was no deap cleaning schedule at the
facility.
-The fadlity's kitchen was old and required
repainting.
-The facility had an inspection In July 2017 which

identified the cleanliness of the kitchen and same
condition of the range hood, the dishwasher and n",—'k'f ]J.z-a_n Saq lgaht&h ‘“1 e

the cabinats. . ]hﬂbﬂ' q"‘«ﬁl&ﬂb\.ﬂ}ﬁ;ﬁ,\\ﬂﬁ{" 4 L?QJ'
-She was aware that the kitchen needed to be | elean and

completely cleaned and some appliances (s AN 1A and tut
replaced.

-The Administrator controlled the finances at the
| facllity for needed rapairs.
| -The Administralor was aware of the July 2017
Inspamun findings but had not performed any
repairs or deep cleaning to the facility. [

Attamipted interview with the Administrator on
2718 at 11:08am unsuccessful.

C 375 10A NCAC 13G .1008(2)(1) Pharmaceutical Care Cars
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10A NCAC 136G .1009 Pharmaceutical Care

{a) The facility shall oblain the services of a

licensed pharmacist, prescribing praciitioner or

registered nurse for the provision of

phamaceutical care at least quarterly for

residents or more frequently as determined by

the Department, based on the documentation of

significant medication problems identified during

monitoring visits or other investigations in which

| the safety of the residents may be at risk.

| Pharmacautical care Involves the identification,

| prevention and resolution of medication related

| problems which Includes at least the following:

' {1) an on-site medication review for each resident
which includes at least the Tollowing:
(A} the review of information in the resident's

| record such as dlagnoses, history and physical,
discharge summary, vital signs, physidan's
orders, progress notes, laboratory values and
medication administration records, including
current medication administretion records, to

| determine that medications are administered as

prescribed and ensure that any undesired side

effacts, potential and actual medication reactions

of interactions, and medication erors are

identified and reported to the appropriate

prescribing practiioner; and,

(B) making recommendations for change, If

necessary, based on desired medication

outcomes and ensuring that the appropriate

prescribing practitioner s so informed; and,

{C) documenting the results of the medication

review In the resldent's record;

This Rule is not met as evidenced by:

Based on record reviews and interviews, the

facility failed o obtain the services of a licensed

pharmacist, prescribing practiioner, or registered
| nurse for the provision of pharmaceutical care at

| cars
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least quarterly for 3 of 3 sampled residents
(Residents #1, #2, #3),

The findings are:

1. Review of Residen! #1's current FL-2 dated
TIBIT revealed diagnoses of schizophrenia,
hyperiension, chronic kidney disease, vitamin
deficiency and hyperlipidemia.

Review of Resident #1's Resident Register
revealed an admission date of 10/18/14

Review of Resident #1's medication review form
revealed:

-The most recant medication review was
completed on 7/5/17 by a Registered Nurse (RN).
-No guarterly medication reviews had been
completed since 7/5/17 to identify medication
problems.,

Refer to Interview with the Supervisor-in-Charge
(SIC) on 2/7/15 at 11:15am.

Z. Review of Resident #2's current FL-2 dated
Tr3117 revealed a diagnosls of mental retardation,
| mild benign prostatic hypertrophy, vitamin D
deficlency and thrombocytopenia,

Review of Resident #2's Resident Register
| revealed an admission date of 8/14/92,

Review of Resident #2's record revealed:
-The mosi recent medication review was
! completed on 7/5/17 by an RN.
-No quarterty medication reviews had bean
complated since 7/5/17 to identify medication
| problems,

| ©ars

Re e o8 Resideat Medialin | 551¢

[mede sure ‘Hﬂa.
ﬂuogim"}'ﬂii

S KNS
Ore

REJ-*NJ kmgh Mcjﬂﬁb
Wil male Sure- LLQ‘["LLR.A
A bne, Em}tté' itmr 1&3
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Rafer {o Interview with the SIC on 2/7/15 at
11:15am

3. Review of Resident #3's current FL-2 dated \
71817 revesled diagnoses of paranold |
schizophrenia and obesity.

Review of Resident #3's Resident Register | i

revealed an admisston date of 4/26/11, m :cj lea kg“ &J,'f_ ;J | |
Review of Resident #3's record revesled: | hﬂé‘b&“ &bﬂt.?i.ﬂ'bc“ mﬂ\"(_q__.f:;{" fi'

-The most recent medication review was 4o zdg
! completed on 7/5/17 by an RN, " e
-No quarterly medication reviews had been Quee \““3 Et{h %
| completed since 7/5/17 to identify medication l 8 h-ﬁ._ri‘.ar'\}

problems. {

Refer to interview with the SIC on 2/7/15 &t
11:15am

Interview with the SIC on 10/12/17 at 11:15am
revaaled: [
-She was not aware Residents #1, #2, and #3 did

not have quarterly medication reviews.

-She could not explain why the quarterly reviews
had not been completsd.

-The Administrator regularly called the RN to visit
the facility in the past but she "must have
forgotien.”

-She would call the RN to come to the facility to
starl quarterly medication reviews for residents as
soon as possible.

Attempted interview with the Administrator on
| 2(T/18 at 11:08am unsuccassfyl,

C834 G.5.1310-4.58 (a) ACH Infection Prevention C 834
I Requiremants

Dihvision of Health Sarvice Regulation
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5.5. 131D-4.58 Adull Care Home Infection
Frevention Requirements

| (a) By January 1, 2012, the Division of Health
Service Regulation shall develop a mandatory,
annual in-service training program for adult care
home medication aldes on infection control, safe
practicas for injections and any other proceduras
during which bleeding typically occurs, and ' |
glucose monitaring. Each medication aide who
successfully completes the in-service training |
program shall receive partial credit, In an amount
determined by the Department, toward the
continuing education requirements for adult care
home medication aides established by the |
Commission pursuant to G.S. 131D-4.5 |

This Rule is not met as evidenced by: [
Based on record reviews and interviews, the
facility failed to assure 2 of 2 Medication Aldes
sampled (Stafl A and B) completed the state
mandated infection control training annually,

The findings are:

1. Reviaw of personnel records for Staff A
{Supervisor-in-Charge) revealed: |
-5he was hired at the facility on 2/4/97 as a |
Medication Aide/Supervisor-in-Charge.
-She had yearly Infection control training

| cartificates available
-The most recent infection cantrol tralning was
dated 11/23/16.

| Refer to Interview with Supervisor-in-Charge on
27718 at 11:15am,

Division of Health Service Reguiation
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2. Review of personnel records for Staff B
{Administrator) revealed:

-3he was hired at the faclity on 8/4/97 as a
Medication Alde/Administrator,

-She had yearly infection confrol training
cartificates available

-The most recent infection control training was
dated 11/23/16.

Refer to interview with Supervisor-in-Charge on
2/7/18 at 11:15am.

Interview with the Supervisor-in-Charge (SIC) on
2/7118 at 11:15am revealed:

-The Administrator and the SIC were responsible
| for maintaining staff personnel records.

| -Bhe had forgotten that infection control training

| had to be completed yearly for Medication Aidas,
-The nurse who taught infection control last
visited the facility in October 2017 but did not

' recertify Staff A and B.

-Staff A and B had taken the infection control
coursa yearly until 11/23/18.

-She would ensure Staff B and herself recaive the
required infection control training immediately.

Attermpted interview with the Administrator on
27118 at 11:08am unsuccessful.

C892 G.5. § 131D-45 G.5. § 131D-45. Examination
and screening for

G.3. § 1310-45. Examination and screening for
| the presence of controlled substances required
' for applicants for employment in adult care

homes.

| () An offer of employment by an adult care home
licensad under this Article to an applicant is

Ca34

Cog2

|
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conditioned on the applicant's consent to an
| examination and screening for controlled
| substances. The axamination and screening shall
be conducted in accordance with Article 20 of
Chapter 95 of the General Statutes. A screening
procedure that utillzes a single-use test davice
may be used for the examination and screening
of applicants and may be administered on-sita. 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 controlied
substance, the prescribed dosage and frequency,
and the condition for which the substance is
' prescribed. If the result of an applicant's or
employee's examination and screening indicates
the presence of a confrolled substance, the adult
care home may require a second examination
and screening to verify the results of the prior
axamination and screening.

This Rule ks not met as evidenced by:

Based on interview and record review, the facility
failed to ensure examination and screening for

| the presence of controlled substances was
performed for 1 of 3 siaff {Staff C) hired after
10/01/13.

The findings are:
Review of the personnel file for Staff C on 2/7/17
revesdlad:

|

Coa2 |
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! C902| Continued From page 16
-Staff C was hired on 8/4/14 to work at the facility
as a Personal Care Aide.
-There was no documentation of completion of
controlled substance examination and screening.

Telephona interview with Staff C on B/14/18 at
12:05pm revealed:

-He began working at the facility in August 2014,
-He had a drug screen performed at a local clinic
upon hire.

-He remembered the provider's name who
performed the drug screen and telaphone
number,

-He did not keep a record of his results.

Telephone Interview with a Registered Murse at
Staff C's medicat clinic on 2/7/18 at 12:10pm
revealed:

-The clinic performed drug screens for patients of
the clinlc.

~The provider who would have performed Staff
C's drug screen was no longer amployed at the
chnlc.

-The clinic retained records from Staff C but could
not provide detalls about any of Staff C's history
with the clinic.

-There was a drug screen performed on Staff G in
| August 2014 but no results could be provided due
‘ to privacy lssues.

Interview with the SIC on 2/7/18 at 11:15am
revealed:
-Staff C was hired as a Personal Care Aide.

| -The Administrator and the SIC were responsible
for ensuring all new employees were drug
screened.
-She did not know why the results of the drug
screen wera not in Staff C's personnel file.
-She was certain Staff C had a drug screen,

| -Bhe would ensure that Staff C's drug test resulls
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be resent and placed in the personnal flls.

| Attempted interview with the Administrator on

2/7118 st 11:08am unsuccessful, :if-tﬁ'*— Sor e I"e,cznrof g
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