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€ 000. Initial Comments CO00 | 10A NCAC 13G 0405
The Adult Care Licensure Section conducted an To remain compliance with 10A NCAC
annual survey and complaint investigation on 13G .0405(a){ts) Test for Tuberculosis
01-23-2020. SMITH FAMILY CARE HOME has taken
actions set forth in the following plan of
C 140 10A NCAC 13G ,0405(a)(b) Test For C140 | correction.
Tuberculosis
DEFICIENCY CITED HAVE BEEN
10A NCAC 13G .0405 Test For Tuberculosis CORRECTED (Staff D)
(2) Upon employment or living in a family care
home, the administrator, ali other staff and any * There was a T8 Skin Test done on
live-in non-residents shall be tested for 08/10/2019 with no documentation of any
tuberculosis disease in compliance with control other TB skin testing,
measures adopted by the Commission for Health . )
Services as specified in 10A NCAC 41A 0205 * Two-Step TB Skin Test administered
including subsequent amendments and editions. 01/24/2020 and read 01/27/20: Results
Copies of the rule are available at no charge by Negative
contacting the Department of Health and Human ) L
Services. Tuberculosis Control Program, 1902 * Two-Step TB Skin Test administered
Mail Service Center, Raleigh, NC 27699-1902. 02/04/20 and read 02/07/20:
{b) There shail be documentation on file in the Results Negative
home that the administrator, all other staff and ) i
any live-in non-residents are free of tuberculosis New hire checklist has been created and
disease thal poses a direct threat to the health or the list will contain dates of complation of
safety of othera, each individual test guarantesing that ali
necessary forms have baen collected.
Test results will be maintained in
employee's personnel file ang stored
alactronically.
! The administrator wil! be responsible for
' reviewing the “New Hire” checkiist 7
i buginess days prior to employment and 7
business days afler empioyment to ensure
hiring file Includes the documents and
This Rula is not met as evidenced by: actions taken for the hiring of each
Based.orf record reviews and interviews, the ' position, s
facility falled to assure 1 of 4 sampled staff (Staft | e Adderdum e telepn o wdn |
D) were tested upon hire for tuberculosis (T8) i Lennetke Sonan 6N/ A0
: disease with the two-step TB skin test in Rl st F ity have g TR St kst Tl [Steps
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The Pian of (o «wBcion untn A dogs Pritf YO em Plehent and 7 tusiness days _
Addendum s received and acceptad afAec empleyment annyly and ANe e adiecio ensie
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C 140| Continued From page 1 C 140
compliance with control measures adopted by the _ Addendum pec telephong
- o we ’
Commission for Health Services. C Wity Mrs Eennctte dSmeth on
The findings are; Od} 3 f 30 .l‘The Lomp[p+ el
date 15 v /o7l I
Review of Staff D supervisor in charge personnet , Yink
record revealed: ) AT N
-There was no hire date, )
~There was a TB skin test done on 08/10/19 that
was read as negative. 10A NCAC 13G .0406(a)
Interview with the Administrator on 01/23/20 at To remain in comptiance with 10A NCAC
12:41pm revealed: 13G .0406(a)(5) Other Staff Qualifications
-Staff D did not have an official hire date. SMITH FAMILY CARE HOME has taken
-She was a volunteer in training to become a staff actions set forth in the following pian of
member. carrection.
-She started to volunteer in the faciiity in é
| September 2019, Y OEFICIENCY CITED HAVE BEEN
-She was unaware that Staff D did not have a TB CORRECTED (Staft C)
skin test. ;
| -She was responsible to maintain all staff * North Carolina Heaith Care Personnel
| personnel records and ensure T8 skin test were Registry verification completed 01/23/20.
completed. Resuits “No Findings"
-Staff D had started treining several months ago )
as a supervisor in charge and medication aide. New hire checkiist has been created and
the list will include date of completion of
Interview with the Administrator on 01/24/20 at North Carolina Health Car.e Personnel
9:20am revealed Staff D had never received a TB Reglstry guarantesing verification. The
skin test. resuits will be maintained in an
employee's personnel file and storad
C 145 10A NCAC 13G .0408{a)(5) Other Staff C 145 elsctronically.
Qualiications The administrator will be responsible for
10A NCAC 13G .0406 Other Staff Qualifications reviewing the “New Hire" checklist 7
(a) Each staff parson of a family care home business days prior to empioyment and 7
shall: business days after employment to ensure
(5) have no substantiated findings listed on the hiring file includes the documents and
North Carolina Health Care Personnel Registry actions taken for the hiring of each
according to G.S. 131E-256; position.
Division of Health Service Regulation i
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C 145| Continued From page 2 C 145
Ciis  [Adderdum gg;r tetlephene
W Mrs gevmedte Smidn
[ Pl - 4 : % Aty
This Rule is not met as evidenced by: ON Ta)3d/fav. Tbe, ot wm e {'L-
Based on interviews and record reviews, the witl be re SPenst ble for vew gun b
facility failed to assure 1 of 4 staff sampled (Staff ne “NewHire M chec kst
C) did not have any findings on NC HCPR 7 b D ess dgus Onoe to
accoerding to G.S. 131E-256 (ds). {fm‘;i-;t !Y;Z o C::ﬂ ¥ e and
The findings are: there i ter 1o Q‘JC[‘; t;;g o,
file wmctudes e
Review of Staff C's supervisor in charge h"‘r‘ vigy - s deken
personnel record revealed: Avtements Cl_nf-ina 4 ﬁiﬁ f I
-Staff C did not have & hire date documented. Eﬁf the hiaing o Lac Prip:
| -There was no documentation of a North Carolina N i @D
Health Care Personnel Registry (NC HCPR) roo e
check having been completed. Clas Rddendum per telep ha g l_-U'“f h
Mrs. Lonette Sman ort/pd /3T,
:rgesr;iew with tl;edAdministrator on 01/23/20 at The adonn Sirator pall
57pm revealed: I e ac ' .
-She was responsible for all staff personnel compiete the NCHCFPR
recoerds and was responsible for preforming the Q(, or Yo the han f\g Of an Y
NC HCPR checks on all new employees. ‘ - _
-She did them before the hire date. Dew Emp ‘O,tj% * Aol (e )
-She had not completed Staff C's NCHCPR, N
-She had not had time to get the NCHCPR ) ’ "
completed before Staff C started training for a AUS | A dderdum ey tele pho
supervisor in charge (SIC) position, With Mes 2onnette Smih
-Staff C had started training in the facility in oy THe
December 2019. On 0a /3u /) au: o |
-Staff Ca gaininglj I;tad igcl;:ded d;rectt patient care complehon  date 15 ;
and Staff C was left with the resident's AL o _ A
unsupervised. VIV N A %
-She was unable to recall Staff C's exact hire |
date,
Review of the NCHCPR check dated 01/23/20 for
Staff C revealed there were no substantiated
findings.
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Medical Examination

10A NCAC 13G .0702 Tuberculosis Test and
Medical Examination

(a} Upon admission to a family care home each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
specified in 10A NCAC 41A .0205 including
subsequent amendments and editions. Copies of
the rule are available at no charge by contacting
the Department of Health and Human Servicas,
Tuberculosis Control Program, 1802 Mail Service
Center, Raleigh, North Caroiina 27699-1902.

This Rule is not met as evidenced by:
Based on record reviews and interviews, the

: facility failed to assure tuberculosis (TB) testing

had been completed upon admission in
compliance with the control measures adopted by
the commission for Heaith Services for 1 of 3
sampled rasidents (Resident #2).

The findings are:

Review of Resident #5's current FL-2 dated
09/10/19 revealed diagnoses major depressive
disorder, intellectual disability, primary insomnia,
wheezing, tobacco abuse, alcohol abuse,
seasonal allergies, and skin picking disorder.

Review of Resident #2's Resident Register
revealed an admission date of 03/21/18,

Review of Resident #2's Tubercuiosis (TB)
Screening form revealed:
-There was documentation of a TB skin test
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C 202| Continued From page 3 C 202 10A NCAC 133G .0702(a)
C 202 10ANCAC 13G .0702(a) Tuberculosis Test and C 202

To remain in compliance with 10A NCAC
13G .0702(a) Tuberculosis Test and
Medical Examination SMITH FAMILY
CARE HOME has taken actions set forth
in the foliowing plan of correction.

* There was a TB Skin Test done on
03/14/2018 with no documentation of any
other TB skin testing.

DEFICIENCY CITED HAVE BEEN
CORRECTED (Resident #2),

» Two-Step TB Skin Test administered
01/24/2020 and read 01/27/20: Results
Negative

* Two-Step TB Skin Test administerad
02/04/20 and read 02/07/20: Resuits
Negative

New admission chacklist has bean created
and the list wili contain dates of
complation of each individuai test
guarantseing that all necessary forms
have been collected. Test results will be
maintained in resident's admission file and
stored electronicaily.

The administrator will be responsible for
reviewing the “New Admission” checklist
prior to admission and 7 business days
after admission to ensure resident file
includes the required documents for
admisslon,
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C 202| Comtinued From page 4 C 202 Addeadu ——
A ndum (P
administered to Resident #2 on 03/14/18 and CAeA e e‘q(o De}‘i’( Smf-th on /3 s 2
read as negative on 03/16/18, |3 2 = CINLETE. ,
-There was no documantation of any other TB The actevi o Strater will be
skin testing. H{es or\s.me‘ for ‘f€l/w.l_,-.)l“" I
g ' oy A 1Sseen ol
Interview with the Administrator on 01/23/20 at pﬂ B ﬁtibadé‘\ﬁw?Sslcn . ,);‘
3:22pm ravealed:
-She was rasponsible for reviewing and \')of;me._»s d after aci\'m 500 1
completing admission paperwork. Anpyallu and Ahoeafter
;S:;i r;c‘;:‘-'migg?foﬂot residents' TB skin test resuits Cnsuie oo ident ‘F\ \¢ m{ 1 ud{ZS
-She normally did not admit residents unless the 4he (2(10‘\ & dotuments fo
resident had documentation for two TB skin tests. A Ssn
-Documentation of TB skin test results would be a3 1 «fVu'X@
kept in the resident record. N e
She did ot realize Resident #2 did not have a gﬂé’m‘ﬁr é ‘;"ﬂ e:i; ‘;f; hrtoh“ o
two TB skin tests, o~
-She did not have 2 system in place for reviewing [o%) J3¢l 2t T he adkming s ekl
resident records, after admission, for A S B erin hie that a
docurmentation of two TB skin tests because she ‘ newrfe e &Qp ‘){ p It have :EQ
was the only person who was responsible for “Syilen i b
information placed in the residents’ record. Y end Twe Sie TR span 1%
-Somehow Resident #2°s second TB skin test had Ui O bos r‘f{ o )
3 l -}
been overlooked. Esiden+ts anegd are admit red
Interview with Resident #2 on 01/23/20 at 5:30pm wHh one ﬁt,cvt(ﬁ'th_ TR : kon el
revealed.
-He remembered having a TB skin test placed . .
when he was at the hospital prier to admission to ;ﬂ\e fesdents i : I
b .
tr;[e facility. _ P e CfTH avther r.x |
-He did not remember if a second TB skin test Negahve YR siin H? st
had been done since his admission to the facility. o Chest ¥ rauj FC an 'd
)
Vesident with a histey
& Oosvtive TR skan 'f"b’*
CnSucing -t heve S PO ackve
T |
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