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Initial Comments

The Adult Care Licensure Section conducted an
annual and follow-up survey on 07/02/24.

10A NCAC 13G .0405(a)(b) Test For
Tuberculosis

10A NCAC 13G .0405 Test For Tuberculosis

(a) Upon employment or moving into a family
care home, the administrator, all other staff, and
any persons living in the family care home shall
be tested for tuberculosis disease in compliance
with control measures adopted by the
Commission for Public Health as specified in 10A
NCAC 41A .0205, which is hereby incorporated
by reference, including subsequent amendments.
(b) There shall be documentation on file in the
family care home that the administrator, all other
staff, and any persons living in the family care
home are free of tuberculosis disease.
Readopted Eff. July 1, 2021.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 2 of 3 sampled staff (Staff
A and C) was tested upon hire for Tuberculosis
(TB) disease in compliance with the TB control
measures adopted by the Commission for Health
Services.

The findings are:

1. Review of Staff A's personnel record revealed:
-She was hired 04/18/24.

-There was no documentation that a 1st or 2nd
step tuberculosis (TB) test was administered and
read.

-There was no documentation of a chest x-ray.

Refer to telephone interview with the House
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Manager on 07/02/24 at 3:33pm.

Refer to telephone interview with the
Administrator on 07/02/24 at 3:21pm.

2. Review of Staff C's personnel record revealed:
-She was hired 10/15/22.

-There was no documentation that a 1st or 2nd
step TB test was administered and read.

-There was no documentation of a chest x-ray.

Interview with Staff C on 07/02/24 at 3:33pm
revealed she was aware she needed her TB skin

test, but she did not have time to get it completed.

Refer to telephone interview with the House
Manager on 07/02/24 at 3:33pm.

Refer to telephone interview with the
Administrator on 07/02/24 at 3:21pm.

Telephone interview with the House Manager on
07/02/24 at 3:33pm revealed:

-She was responsible for the staff's personnel
files.

-She audited the personnel files 2 weeks ago and
found discrepancies.

-She was waiting on staff to bring in the
documentation she needed after the audit.

Telephone interview with the Administrator on
07/02/24 at 3:21pm revealed:

-The House Manager was responsible for
ensuring TB tests for staff were administered and
read upon hire.

-He was responsible for checking behind the
House Manager to ensure the TB skin tests were
administered and read.

-He was not aware Staff A and Staff C needed
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their TB skin tests.
-He assumed "everything was being done."
C 148 10A NCAC 13G .0406 (a)(8) Other Staff C 148

Qualifications

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

(8) have an examination and screening for the
presence of controlled substances completed in
accordance with G.S. 131D-45 and results
available in the staff person's personnel file;

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure examination and
screening for the presence of controlled
substances was completed upon hire and results
documented for 2 of 3 staff (A and B).

The findings are:

1. Review of Staff A's personnel record revealed:
-She was hired 04/18/24.

-There was documentation of a drug test results

acknowledgment form dated 04/18/24.

-There were no results documented on the drug

test acknowledgment form.

Refer to telephone interview with the House
Manager on 07/02/24 at 3:33pm.

Refer to telephone interview with the
Administrator on 07/02/24 at 3:21pm.

2. Review of Staff B's personnel record revealed:
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-She was hired 01/26/24.

-There was documentation of a drug test results
acknowledgment form dated 04/18/24.

-There were no results documented on the drug
test acknowledgment form.

Refer to telephone interview with the House
Manager on 07/02/24 at 3:33pm.

Refer to telephone interview with the
Administrator on 07/02/24 at 3:21pm.

Telephone interview with the House Manager on
07/02/24 at 3:33pm revealed:

-She was responsible for the staff's personnel
files.

-She completed drug tests for Staff A and Staff B.
-She did not complete the form due to an
oversight.

Telephone interview with the Administrator on
07/02/24 at 3:21pm revealed:

-He and the House Manager were responsible for
ensuring drug tests for staff were administered
upon hire.

-He assumed "everything was being done."
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