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The Adult Care Licensure Section conducted an

annual survey on April 6-9, 2021.

€ 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;

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 1 of 3 sampled staff (Staff
C) had a statewide criminal background check
completed upon hire.

The findings are:

Review of Staff C's Personal Care Aide (PCA)
personnel record revealed:

-Staff C was hired January 2018,

-There was no documentation of a statewide
criminal background check completed upon hire
for Staff C.

Telephone interview with Staff C on 04/08/21 at
2:25 pm revealed;

-He was not aware his criminal background check
was missing from his personnel record.

-He knew the criminal background check was to
be completed before he started to work and did
not know why the statewide background check
was not in his personnel record.

-The Administrator was responsible for reviewing
staff records and completing criminal background
. Checks for staff.
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| Interview with the Administrator on 04/08/21 at

i : 2:20 pm revealed:

' -Staff C was her son and had worked in the

i facility, on third shift, since January 2018.

| -She completed a statewide criminal background

i check for Staff C upon hire and thought the

| documentation was in his personnel record.

i -She was not aware the document was missing
and it was her responsibility to ensure the criminal
_ background check was completed for staff.
' _She requested another statewide criminal
" background check on Staff C on 04/08/21.

C 202" 10A NCAC 13G .0702(a) Tubercuiosis Test and
| Medical Examination

‘ 10A NCAC 135G .0702 Tuberculosis Test and
‘ Medical Examination

i (@) 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. Caopies of
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Control Program, 1902 Mail Service
: Center, Raleigh, North Carclina 27699-1902.

+ This Rule is not met as evidenced by:

Based on interviews and record reviews. the
facility failed to assure 1 of 3 sampled residents
had completed tuberculosis (TB) testing upon
admission in compliance with the control
measures for the Commission for Health
Services.

C 147

C 202
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The findings are;

Review of Resident #2's current FL-2 dated
08/17/20 revealed:

-Diagnoses included schizoaffective disorder,
bi-polar type, anemia and vitamin D deficiency. \
-Date of admission was documented as 10/02/19. i

Review of Resident #2's Resident Register
revealed an admission date of 10/02/19.

Review of Resident #2's record revealed:

-Alocal county health department medical
procedure statement dated 10/02/19 revealed
Resident #2 had a TB skin test placed on
10/0219.

-There were instructions for Resident #2 to return
to the health department on 10/04/19 to have the ‘
TB skin test read. '
-There was no documentation of Resident #2
returning to the health department to have the TB
skin test read.

-There was no documentation Resident #2

. completed the 1st TB skin testing or had another

- TB skin testing for admission to the facility.
|

: Interview with Resident #2 on 04/08/21 at 11:00
i am revealed:

| -She thought the TB skin test placed at the local
| health department was positive and went to a
local hospital (could not remember the date) to
have a TB saliva test (detects the presence of TB
bacteria).

-She was not sure, but thought the saliva test for
TB was negative,

-She did not have documentation for the TB
saliva testing.

-She did not know her TB testing was not in

- compliance with the commission for Health i
! Services TB skin testing for admission to the
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| facilty.

and in her records.

. 12:pm revealed:

records.

testing in Resident #2's records.

| facility.

-The Administrator was responsible for ensuring
her TB skin testing was completed for admission

Interview with the Administrator on 04/08/21 at

| -She was not aware Resident #2 did not have
completed TB testing documentation in her

-Resident #2 had one TB skin test placed,
thought the test was positive and went to a local
hospital for a TB saliva test to rule out TB.

-She could not find documentation completed TB

-She was responsible for ensuring all residents
| had completed TB testing upon admission to the
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