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{C 000} Initial Comments “ {C 000} |
|
| 1 |
- The Adult Care Licensure Section conducteda | |
\ follow-up survey on March 4, 2026. ‘
| ii
{C 140} 10ANCAC 13G .0405(a)(b) Test For | {C 140}

| Tuberculosis H

\ )
/Ad; S { ,\nu
10ANCAC 136 0405 Test For Tubereulasis | N7 efol | (W)

(@) Upon employment or moving into a family

| 1.0 | |
i‘ care home, the administrator, all other staff, and ‘ &&Q 2"@ yﬂQ(é’\o,p S Q/\’ ‘L/"W |

any persons living in the family care home shall | ‘

_1 be tested for tuberculosis disease in compliance “ ‘ }\l ({’ l 3 \
| with control measures adopted by the ﬂ t UL D m&g’" Ve 3)

| Commission for Public Health as specified in 10A |

' NCAC 41A .0205, which is hereby incorporated ﬁ Cv U ﬂk QQ&LXZ d OCP/\ﬁjg ‘

| by reference, including subsequent amendments. [
olefe W

\
|
\

N

(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. ﬁ

| |

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

facility failed to ensure that 2 of 3 sampled staff

‘ (Staff B and Staff C) were tested for tuberculosis |
| (TB) in compliance with control measures :
1 adopted by the Commission for Public Health., | '
| |

" The findings are: |

' 1. Review of Staff B's personnel record revealed: |
| -He was hired as a cook, housekeeper, and relief h
| supervisor on 11/02/25. g
| -There was no documentation of a negative TB n‘ :

1 test since his hire date of 11/02/25. ‘
1

i Telephone interview with Staff B on 03/04/26 at ‘
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9:07am revealed:

' -He had been working at the facility for about one
year.

-He had a TB test a year ago.

| -He thought there was a copy of the TB test on

" Interview with the Administrator on 03/04/26 at
10:27am revealed:

-If Staff B's TB results were not in his staff record, |
it was because Staff B did not bring her a copy.

| -She did not know when Staff B had received his
TB test.

-She and the Co-Administrator were responsible
for hiring staff and ensuring their records were

| complete.

Telephone interview with the Co-Administrator on

| 03/04/26 at 11:08am revealed: |
' -He thought Staff B had a negative TB test on file
at the facility.

-Staff B had a negative TB test on file at another
| facility, and he thought it was also on file at this

| facility.

' Refer to the telephone interview with the

- Co-Administrator on 03/04/26 at 11:08am. i

| 2. Review of Staff C's personnel record revealed: ;

-There was no signed job description. ‘
-There was no documentation of the hire date for 1

file. g
|
|
|

|

. Staff C.
' -There were 2 TB test results that were negative, |

-There was no other TB test on file.

| Interview with the Administrator on 03/04/26 at f

end of November 2025."

both dated in 2018. “

10:27am revealed: H
-Staff C started working at the facility "toward the |
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' -Staff C had a 2-step negative TB test from “
: another facility where he also worked. \1
' -She did not know he needed a negative TB test |
i upon hire at this facility.

‘; Attempted telephone interview with Staff C on |
’1 03/04/26 at 10:55am was unsuccessful. “ |
Refer to the telephone interview with the ;
| Co-Administrator on 03/04/26 at 11:08am. ﬂ
\
' Telephone interview with the Co-Administrator on |
| 03/04/26 at 11:08am revealed that he did not ”
| know staff needed a negative TB test after being |
| hired, even if they had a previous negative 2-step |
 on file from another facility. '11
| |
‘ !
{C 145} 10ANCAC 13G .0406(a)(5) Other Staff | {C 145}
| Qualifications ﬂ

‘ | \ 1 R i ;
i 10ANCAC 13G .0406 Other Staff Qualifications | A\ MQ\;\\) Q\A\Q‘Q

| (a) Each staff person of a family care home | : 1
 shall: | ) " 2 S
J (5) have no findings listed on the North Carolina ?‘ Q‘\l") L . Qtﬁ Y l

RS TR
\ 4
| A~ >u \(\“\/\/H\CV\VL/

|
| This Rule is not met as evidenced by: u 5 '
| Based on record reviews and interviews, the \J MSD hML Qb}\g ﬂ?SQ

| facility failed to ensure 1 of 1 sampled staff (Staff @ ) i

‘ C) had no substantiated findings listed on the ;‘ b Q . ()Llﬁ{/ 2 U

' North Carolina Health Care Personnel Registry | 1 WA e
%(HCPR)

' The findi ; “ ' L
| indings are 5 L/\ %LLQ },ﬁ%,

| Review of Staff C's personnel record revealed: |
| | Al -
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{C 145}" Continued From page 3 H

-There was no signed job description.
-There was no documentation of the hire date for |
- Staff C. }‘
' There was a HCPR dated 03/02/17 with no ;
findings. \‘
‘ -There was no documentation indicating a HCPR |
check had been completed since being hired at ﬁ
‘ this facility.

| Interview with the Administrator on 03/04/26 at
ﬁ 10:27am revealed: “
- -Staff C started working at the facility "toward the |
| end of November 2025." ‘
| -She thought she had completed an HCPR check
\ on Staff C when he started working at the facility. |
-All of Staff C's personnel records had been
‘ misplaced, and she had been working on
recreating the file. “
| -She and the Co-Administrator were responsible |
for hiring staff and ensuring their records were
complete. 11

!

Telephone interview with the Co-Administrator on ‘\
' 03/04/26 at 11:08am revealed: “
-He was responsible for making sure the HCPR 1‘
had been checked before Staff C had started ‘-
working at the facility. ”
| -He thought Staff C's HCPR had been checked |
and was on file. “
-He had not audited Staff C's personnel record.

‘ Attempted telephone interview with Staff C on ;i
‘\ 03/04/26 at 10:55am was unsuccessful. 11

, i
{C 148} 10ANCAC 13G .0406 (a)(8) Other Staff ‘
| Qualifications q

- T0OANCAC 13G .0406 Other Staff Qualifications ”
| (@) Each staff person of a family care home |
| |

{C 145}

{C 148}
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| shall: L
' (8) have an examination and screening for the |
‘2 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 that 1 of 3 sampled staff |
| (B) had an examination and screening for the ”
| presence of controlled substances completed “
{ upon hire. “
' The findings are: y

Review of Staff B's personnel record revealed: |
-He was hired as a cook, housekeeper, and relief |
supervisor on 11/02/25. |
-There was documentation that a controlled
substance screening was completed on 08/17/19.
-There was no documentation that a controlled

substance screening had been completed since
his hire date of 11/02/25.

1 Telephone interview with Staff B on 03/04/26 at |

| 9:07am revealed: “
‘ -He had been working at the facility for about one 1:
| year. ‘
! -He had a controlled substance screening at his |
| previous facility. ‘l
-He had not had a controlled substance screening |
completed at this facility. u

|
Interview with the Administrator on 03/04/26 at |
10:27am revealed: }i
-She usually checked the staff for controlled ‘
substances. “

-She did not know why she did not do a controlled ‘
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' substance screening on Staff B; she must have h
forgotten { ,& g A

‘ |
- Telephone interview with the Co-Administrator on |

| 03/04/26 at 11:08am revealed he thought the “ L/; \/ R &V\LX Q<
| controlled substance screening completed at ;

J another facility "carried over" and could be used

at this facility. | Q \/L e @ w j\@@k :

T
Division of Health Service Regulation

STATE FORM

T3IE13 If continuation sheet 6 of 6






