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Initial Comments

The Adult Care Licensure Section conducted an
initial survey on March 29, 2019.

10ANCAC 13G .0406(a)(5) Other Staff
Qualifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shall:

(5) have no substantiated findings listed on the
North Carolina Health Care Personnel Registry
according to G.S. 131E-256;

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 1 of 4 sampled staff (Staff
A) had no substantiated findings on the North
Carolina Health Care Personnel Registry (HCPR)
according to G.S. 131E-256.

The findings are:

Review of Staff A's personnel record revealed:
-She was hired on 03/07/19 as a personal care
aide (PCA).

-There was no documentation of a HCPR check
in Staff A's personnel record.

Interview on 03/29/19 at 11:15 am with Staff A
revealed:

-She worked at the facility for about 3 weeks; she
assisted residents with personal care and was in
training to be a medication aide.

-She did not know she needed a HCPR check
done at the time she was hired.

Interview with the Administrator on 03/29/19 at
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11:30 am revealed:

-She was aware there was no HCPR
documentation in Staff A's personel record.

-She was responsible for obtaining a HCPR
check for Staff A when the staff was hired.

-She had been very busy, "things just feel through
the cracks and she failed to obtain the HCPR
check for Staff A".

-She would obtain a HCPR check for Staff A
today and place it in her personnel record.

A HCPR check for Staff A on 03/29/19; there were
no substantiated findings listed.

Division of Health Service Regulation

STATE FORM

6899

0GRZ11

If continuation sheet 2 of 2



