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Inittal Comments

The Adutt Care Licensure Section conducted an
annual survey on July 28-29, 20186.

10ANCAC 13F .0406(a) Test For Tuberculosis

10A NCAC 13F .0406 Test For Tuberculosis

(a) Upon employment or living in an adult care
home, the administrator and all other staff and
any live-in non-residants shall be tested for
tuberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified in 10A NCAC 41A .0205
inciuding subsequent amendments and editions.
Copiles of the rule are available at no charge by
contacting the Department of Health and Human
Services Tuberculosis Control Prograrn, 1902
Mail Service Center, Raleigh, NC 27690-1802.

This Rute is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that 1 of 3 sampled staff (Staff C)
was tested upon employment for tubercuiosis
(TB) disease with the two-step TB skin test in
compliance with control measures adopted by the
Commission for Health Services.

The findings are:

Review of Staff C's personnel record revesled:
-She was hired on 9/20/10as a
Supervisor-in-Charge (SIC).

~She had two TB skin tests in 7/1/07 and 7/22/07
with readings of zero millimeter.

-She did not have any TB skin test upon hire to
the current facitity.

Interview with Business Office Manager (BOM)
on 7/29/16 at 5:30 P.M. revealed:
-She was responsible for making sure that all
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Red Springs Assisted Living

HAL-078-083
Plan of Correction
DHSR Annual Survey
07/29/2016
Plan of Correction
* Resident received TB test as required 08/01/2016

» Results of I" TB test will be obtained and reviewed prior to admission, per TB requiremnents.
Prior to 08/30/16 & on-going

* Staff responsible for admissions received additional training regarding TB testing
requirements 07/29/2016

Monitoring System

* Admin/designee will perform random weekly chart audits x! month, then monthly x 4 months
and randomly thereafter to ensure compliance per regulation & facility policy.
09/01/16 & on-going

* Admin/designee will use admission checklists in resident charts to help ensure policies are
followed and proper documentation is obtained, according to regulations and company
policies 09/01/2016 & on-going
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Examination & Immunizations
{8) Upon admissicn o an adult care home, each RN
resident shall be tested for tuberculosis disease N
in compliance with the control measures adopted

by the Commission for Health Services as ¥
specified in 10A NCAG 41A .0205 including Q\}
subseguent amendments and editions. Copies of Q‘.

the rule are available at no charge by contacting

the Department of Heailth and Human Services,
Tuberculosis Control Program, 1902 Mail Service
Center, Raleigh, North Carglina 27699-1602.

< r

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to assure each resident had tuberculosis
(TB) disease testing upon admission to the facility
in compliance with the control measures adopted
by the Commission far Health Services for 1
(Resident #5) of 5 sampled residents.

The findings are:

Review of Resident #5's Resident Register
revealed date of admission was 1/11/12.

Review of Resident #5's recard revealed
documentation of a TB skin test placed on
2/28/12 and read on 3/1/12 as negative.

Intarview with Resident #5 on 8/29/16 at 11:00
a.m. revealed she was non-interviewable due to
diagnoses.

Interview with the Executive Director (ED) on
B/28/16 at 4:00 p.m. revealsd:

-She could only find documentation of one TB
skin test in Resident #5's record.

-She thought Resident #5 had a 2-sfep TB skin
test.

-Resident #5 had been admitted to the facility,
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Red Springs Assisted Living
HAL-078-083

Plan of Correction

DHSR Annual Survey
07/29/2016

10 NCAC 13F .0406(a) Test for Tuberculosis

(2) Upon employment or living in an adult care home, the administrator and all other staff :
and any live-in non-residents shall be tested for tuberculosis disease in compliance with :
control measures adopted by the Commission for Health Services...

Plan of Correction |

* Employee received TB test as required 08/30/2016

* Results of I* TB test will be obtained and reviewed prior to employees beginning work
08/01/16 & on-going

* Prior to any new employee beginning work the ED/Office Manager/designee will assure that
the employee has the new hire checklist completed which includes proof of TB test.
08/01/16 & on-going

* Managerial staff that are responsible for hiring were re-trained on TB requirements
and new hire requirements. 07/29/16

Monitoring System

* Admin/designee will perform random weekly employee file audits x1 month, then monithly x 4
months and randomly thereafter to ensure compliance per regulation & tacility policy.

09/01/16 & on-going

© *  Admin/designee will use employee file checklists in employee files to help ensure policies are
followed and proper documentation is obtained for all employee files according ro regulations
and company policies 09/01/2016 & on-going

10 NCAC 13F .0703(a) Tuberculosis Test, Medical Fxam & Immunization
(2) Upon admission to an adult care home, each resident shall be tested for tuberculosis

disease in compliance with control measures adopted by the Commission for Health
Services...



Red Springs Assisted Living
HAL-078-083

Plan of Correction

DHSR Annual Survey
07/29/2016

10 NCAC 13F .0406(a) Test for Tubercudosis

(2) Upon employment or living in an adult care home, the administrator and all other staff
and any live-in non-residents shall be tested for tuberculosis disease in compliance with
control measures adopted by the Commission for Health Services..

Plan of Correction
* Employee received TB test as required 08/30/2016

* Results of 1 TB test will be obtained and reviewed prior to employees beginning work
08/01/16 & on-going

* Prior to any new employee beginning work the ED/Office Manager/designee will assure that
the employee has the new hire checklist completed which includes proof of TB test.

08/01/16 & on-going

* Managerial staff that are responsible for hiring were re-trained on TB requirements
and new hire requirements. 07/29/16

Monitoring System

* Admin/designee will petform random weekly employee file audits xI month, then monthly x 4
months and randomly thereafter ta ensure compliance per regulation & facility policy.

09/01/16 & on-going

- *  Admin/designee will use employee file checllists in employee files to help ensure policies are
followed and proper documentation is obtained for all employee files according to regulations
and company policies (09/01/2016 & on-going

10 NCAC13F .0703(a) Tuberculosis Test, Medical Fxam & Immunization
(2) Upon admission to an adult care home, each resident shall be tested for tuberculosis

disease in compliance with control measures adopted by the Commission for Health
Services...
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Examination & Immunizations

(a) Upon admission to an aduilt 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 10ANCAC 41A .0205 including
subsequent amendments and editions. Copies of
tne rule are available at no charge by contacting
the Department of Heaith and Human Services,
Tuberculosis Control Program, 1802 Mail Service
Center, Raleigh, North Carolina 27609-1902.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to assure each resident had tuberculosis
{TB) disease testing upon admission to the facility
in compliance with the control measures adopted
by the Commission for Health Services for 1
(Resident #5) of 5 sampled residents.

The findings are:

Review of Resident #5's Resident Register
revealed date of admission was 1/11/12.

Review of Resident #5's record revealed
documentaticn of a TB skin test placed on
2/28/12 and read on 3/1/12 as negative.

Interview with Resident #5 on 8/29/16 at 11:00
a.m. revealed she was non-interviswable due to
diagnoses.

Interview with the Executive Director (ED) on
8/29/16 at 4:00 p.m. revealed:

-She could only find documentation of one T8
skin test in Resident #5's record.

-She thought Resident #5 had a 2-step TB skin
test.

-Resident #5 had been admitted 1o the facility,
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Red Springs Assisted Living

HAIL-078-083
Plan of Correction
DHSR Annual Survey
07/29/2016
Plan of Correction
* Resident received TB test as required 08/01/2016

* Results of I" TB test will be obtained and reviewed prior to admission, per TB requirements.
Prior to 08/30/16 & on-going

* Staffresponsible for admissions received additional training regarding TB testing
Tequirements 07/29/2016

Monitoring System

* Admin/designee will perform random weekly chart audits x! month, then monthly x 4 months
and randomly thereafter to ensure compliance per regulation & facility policy.
09/01/16 & on-going

* Admin/designee will use admission checklists in resident charts to help ensure policies are
lollowed and proper documentation is obtained, according to regulations and company
policies ' 09/01/2016 & on-going
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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on July 28-29, 2016.

10ANCAC 13F .0406(a) Test For Tuberculosis

10A NCAC 13F .0406 Test For Tuberculosis

(a) Upon employment or living in an adult care
home, the administrator and all other staff and
ary live-in non-residents shall be tested for
tuberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified in 10A NCAC 41A 0205
including subsequent amendments and editions,
Coples 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, NC 27699-1902.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that 1 of 3 sampled staff {Staff C)
was tested upon employment for tubercuiosis
{TB) disease with the two-step TB skin test in
compliance with control measures adopted by the
Commission for Health Services,

The findings are:

Review of Staff C's personnel record revealed:
-She was hired on $/20/10 as a
Supervisar-in-Charge (SIC).

-She had two TB skin tests in 7/1/07 andg 7/22/07
with readings of zero millimeter.

-She did not have any TB skin test upon hire to
the current facility.

Interview with Business Office Manager (BOM)
on 7/29/16 at 5:30 P.M. revealod:
-She was responsible for making sure that all
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