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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted a 

follow-up survey and complaint investigation on 

September 8, 2021.

 

 C 145 10A NCAC 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:

 C 145

Based on record reviews and interviews the 

facility failed to ensure 1 of 2 sampled staff (Staff 

B) had no substantiated findings on the North 

Carolina Health Care Personnel Registry (HCPR) 

prior to hire.

The findings are:

Review of Staff B's personnel record revealed:

-There was no date of hire documented.

-Her title at the facility was a personal care aide 

(PCA).  

-There was documentation a HCPR check was 

completed for Staff B on 09/06/21.  

-There were no documented findings on the 

HCPR check performed 09/06/21.

Interview with Staff B on 09/08/21 at 9:30am 

revealed:

-She was a personal care aide (PCA).

-She had just started working at the facility two 

weeks ago.

-She assisted the resident with whatever the 
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 C 145Continued From page 1 C 145

resident needed her to do.

-She talked to the residents and performed 

cleaning tasks.

Interview with the Administrator on 09/08/21 at 

11:16am revealed:

-She was responsible for performing HCPR 

checks on new employees.

-She knew HCPR checks were required for staff 

prior to hire.

-It was "impossible" for her to get everything done 

because of other things that go on.

-She was the only person working at the facility 

prior to Staff B coming to work at the facility.

-Staff B was in a probationary status and she 

(Administrator) was still obtaining new employee 

documents.

-Staff B started working "around 10 days" ago.
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