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Caod | Initiat Comments C 000

The Adult Care Licensure Section conducted an
annual survey on Aprit 23. 2025.

i N Fire Marshall was contacted on D4/24/25 and he
¢ 098 | 10ANCAC 13G 0318 (¢) Fire Safety And C 098 made 2 vist 1o the faciity that waek
Dxsaster Plan wee|

Going forward. the facility now has a tracking

19’!\ NCAC 13G 0316 Fre Safety And system to ensure that Fire Marshall visits according

Disaster Plan to regulations Tracking system s being managed
by Operations Director and RN Chiet Care Officer to

(c) Any fire safety requirernents required by city ensure comphance with regulations.

ordinances or county bunlding inspectors shall be

mel.

This Rule is not met as ev.denced by.

Based on nbservations, record reviews and
interviews, the faciity failed to ensure fire safety
requirements required by city ordinances or
county building inspections were met.

The findings are:

Observation af the facility on 04/23/25 3t 9 45am
revealed there was a fiwa inspection filed in the
facility's inspection repons dated 12/01/23 with
"passed” for inspection status

Requast for the facility's current fire safaty
inspection repont from the facility's Manager of
Environmertal Services were made on 04/23/25
at 8:30am and 11:30am.

Inferview with the facility's Manager of
Envirornmental Services on 04/23/25 at 8:30am
revaaled:

icotiCndon R Sla3 o

reviewed and acknowledged 06/26/25

7



G 098 Continued From page ? C o088

«He was responsitle to ensure the facility’s fire
inspection by the locat Fire Marshal's office was
gurrent.

-Current fire safety inapection repons by th Fire
Marshall's office were kept at the facility in a
trinder located in the kitchen area.

-The facllity coniracted a fire safety inspection
company ¢ annuaily inspect the fire alarm
system and sprinkler system.

-He did net recali 2n inspector from the local Fire
Marshall's office coming to the building recantly
-He had not requested a fire safety inspection
from the Fire Marshall's office in the last year -
He was unable o locate a Fire Marshali's
inspaction repont more recant than 12/01723

IMerview with the Administrator on 04/22:25 at
4:00pm revealed.

-3he was responsible to ensure all inspections
were compliant with local ordinances

-The facility's Manager of Environmental Services
was respongible tc ensure all fire nspectons
ware in compliance

-Bhe was aware fire safety inspections shouid be
somgleted annually

-She did not know the faciity's most Gurrent city
fire safely inspection report was dated

12101723,

Telephone interview with the iocal Assistam Fire
Marshall on 04/23/25 at 4:15pm reveaied:

-The local ordinances reguired an annual fire
safety inspection for family care homas.

«The Fire Marshalls office did nof scheduie fire
safety inspections untii the facitity requested a fire
inspechon.

«The facility could request a fire inspection by
contagting the Fire Marshall's office by
telephone. -The Fire Marshall's office would
routinety

schedule the inspection on thair work assignment
calendar.
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and Medical Examination

10A NCAC 13G .0702 Tubercuipsis Test

and Medical Examinagtion and

Imrunizations

(a) Upon admigsion to a family care home each
resident shall be tested for tubercutosis disease
in compliance with the control measures adopted
by the Commission for Public Health as specified
in 10A NCAC 41A Q205 including subsequent
amendments and editions

Thig Rule is not met as evidenced by

Based on record réviews and meriews. the
facility failed t¢ eénsure 1 of 3 sampiad residents
#3} had completed tubercutosis (T8) testing
wpon admission in compiiance with the controd
measures for the Commssion for Health
Services.

The findings are:

Review of Resident #3's current FL-2 dated
04,0725 revealed diagneses included
dementia.

Review of Resident #3's Resident
Register revealed an admissicon date of
D8/30i23.

Review of Resident #3's vacaination record
revealed: ‘

~There was documentation far a TB skin test
placed on 05/10/23 with documented negatva
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-He did ngt know if the annual fire inspecticn had
heen scheduled
C 202 10A NCAC 136G .0702 {a) Tuberculosis Test G 207
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resuft on 05/12723.

-There was no documentation for a second TB
skin test completed upon admission for Resident
#3.

Interview with the Supervisar-in-Charge {SiC) an
(34/23/25 at 3:35pm revealed

-The Adminisirator was a nurse

-The SIC was not responsibie for admitting
residerts fo the facility

-She did not audit residents' records far TE skin
tests as part of her responsibilities.

-The Administrator was responsible for ensuring
TB skin test ware completed if they were regured
upon admission

interview with the Adminisirator on 04/23:/25 at
4:20pm revealad:

-She was aware zli regidents ghould have 2 TB
skin tests on file in the resident's record

~The faciiity had a "Sales Team” that was
responsible for admission raquirements mciuding
ensuring newly admitted residents had TB skin
tests according to the control measures for the
Commission for Heakh Services.

-3he was empioyed as the facility nurse when
Resident #3 was adntitted bui now was the
Administrator.

-The Sales Team members should have informed
her Resident #3 needed a second TB skin tast
upah admission

~As Administrator. she was responsible for
reviewing residents requirements for admission to
the facility and ensuring residents had the
requirement for TB skin tests completed upon
admission.

-She had no system in place to routinely audit
cuerent residenta’ admission information for TB
skin test.
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Base¢ on observation, interviews, and record
review it was determined Resident #3 was not
interviewable.
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