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The Adutt Care Li Becti cucted AH CLW £ l q
e are Licensure on GO an :
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10A NCAG 13F 0407 Other Staff Quatifications 99{& on e
(2) Esch staff person at an adult care home ﬁfbm 5" Lg-h’g ualt
shall: neoAh Ca—re' ed o
(5} heve no substantiated findings listed on the e, chepwred | Copied
Morth Caroling Health Care Personned Registry upon hire. AP
accarding te G.8. 131E-256; 'Q" \Qﬁi ' P
This Rule is not met as evidenced by:
| TYPE B VIOLATION
Based on interviews and record reviews, the
facility fefled to ensure 2 of 3 sarpled Personal
Carg Aides (Staff B and E) hed ne substantisted
findings Estad on the North Carclina Heatth Cars
Pemscnne! Registry (HCPR) upon hire.
| The finciings are:
1. Review of Staff B's personnsi recard revesled:
Stafl B was hired 02/03/18 as 2 Personal Care
Aide (RCA).
Thers was no documentation that a HCPR cherk i
hagd been compieted upon hire. ;
Review of a HCPR check for Staff B dated
05/22/19 revealed there were no substantiated
findings.
| Rafer to the interview with the Bugineas Office
Manager (BOM) on (5/22/19 ai 8:30am.
]
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Refor to the interview with the Administrater on
05/22M9 at 10:-15am. -

2. Review of Staff E's personnel record revealed:
-Staff £ was hired 0520/1¢ as a PCA, :
-Therz was no dosumentaiion that a HKCPR chack
had been completed upon Hire,

Review of 2 HCPR check for Staff £ dated
. 06f22/18 revealed thers were no substantiated
findings. !

Refer to the intarview with the BOM on 05/22/18
at 8:30am.

Rafer to the interview with the Adminiatratar an
05/22/19 at 10:15am.

Interview with the BOM on 05/22/19 at 9:30am
ravealad:

-She was responsible for ensuring the personnel
records had all required documentation,

~The only staff in the facility that had HCPR
checks completed pon hire were medication
aides (MA) and PCA's that had been cartified
nursing assistants (CNA) In'the past,
-No one had informed her that all staff were

required to have HOPR checks completed upon ‘
hire, ‘ ;

Interview with the Administrator an 06/22/19 &t
10:15am revealed;

~The BOM had been emplayed for “years” in the
facifity in “different capacitiss”,

-The BOM was responsible for ansuring the
 personnel recards had ail required ' '
decumentation. g
-He did not know that all staff were required io
have HCPR checks completed upon hire.
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| The facility faifed to ensure 2 of 3 sampled PCAs

{Staff B and £) had a HCPR check complsted
prior to hire. This failure resufied in the faciitty aol

. knowing if staff had substantiated findings on the

- HCPR which was detrimenial to the health,

- safety, and welfare of the residents and

. consfitutes a Type 8 Viclation,

The facility provided a plan of protection in
accordance with G.5. 1310-34 on 05/22/19 for
this viclation,

CORRECTION FOR THIS TYPE B VIOLATION

CIEAT | RIS P s DA A Akan
Uk T ) e Vb I WL AT SR

D912 G.8. 1310-21(2) Declaration of Residents’ Rights

G.8. 131D-21 Declaration of Residerts’ Rights
Every resident shall have the foflowing rights:
2. To recsive care and seivicss which are
adequate, eppropriate, and In compliance with
relevant federal and state laws 2nd rules and
regulations.

This Rule Iz not met s avidenced by;

Based ort interviews and racord reviews, the
fadlity faied {o ensure sl meidents recsived care
and sarvices which were adequate, approprate,
and incomplisnce with relevent federal snd state
faws and rules and regutations relsted to Other
Staff Qualifications,

The findings are:
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Based on interviews and record reviews, the ?
taciiity falled to enswe 2 of 3 sampled Pomsanat !
Care Aides (Staff B and £} had no substantiated !
findings listed on the North Caroling Health Care
Persorne! Registry (HCPR) upon hire. [Refer to
Tag 137 10A NCAC 13F 0407¢2)(5) Other Staff
Qualffications (Type 8 Violation)],
|
|
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