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C 000 Initial Comments C 000
The Adult Care Licensure Section conducted an
annual survey on December 11, 2014.
€ 202 10A NCAC 13G .0702(a) Tuberculosis Test and C 202

Medical Examination

10A NCAC 13G .0702 Tuberculosis Test and
Medical Examination

(a) Upon admission to a family 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 10A NCAC 41A .0205 including
subsequent amendments and editions. Copies of
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Conirol Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1902.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observation, interview and record
review, the facility failed to assure 1 of 3
Residents (#2) were tested tor tuberculosis (TB)
in compliance with control measures using the 2
Step TB Skin Test. ‘

The findings are:

Review of Resident #2's FL-2 dated 9/18/14
included diagnoses of Type Il Diabetes Mellitus,
high blood pressure and Alzheimer's disease.

Review of the Resident Register revealed
Resident #2 was admitted to the facility on 9/4/14.

Review of Resident #2's record revealed:
-Resident #2 had a prior FL-2 dated 8/19/14
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which revealed the resident had a chest X-ray
done. The chest X-ray was negative.

-A chest X-ray dated 6/11/14 revealed the
resident did not have pneumonia or edema.
"There is no plural fusion or pneumothorax."
There was no documentation the resident was
tested for TB.

-There was no documentation of a 2 Step TB
test. :

Interview with a Manager/Supervisor-in-Charge
(SIC) on 12/11/14 at 5:40 p.m. revealed:

-The chest X-ray dated 6/11/14 was in Resident
#2's record and was used to admit the resident to
the facility.

-The Manager did not know if Resident #2 had
tested positive for TB.

-The Manager revealed she contacted Resident
#2's prior facility. The representative from the
prior facility revealed the resident had the chest
X-ray done on 6/11/14, because the resident had
a fever. The chest X-ray was done on the .
resident to determine if the resident had
pneumonia.

-The Manager was not aware a chest X-ray could
not be used fo replace the 2 step TB testing.
-The Manager was aware the 2 step TB testing
had not been completed on Resident #2.

-The Manager was responsible for keeping up
with resident TB testing.

-Before a resident is admitted to the facility, the
first step TB test had to be completed.

-The second step TB fest is completed two weeks
after the first step TB-test is completed.

APlan of Protection dated 12/12/14 revealed:
-Immediately, all residents will have the 2 Step TB
tests completed prior to admission.

-Current residents who do not have the 2 Step TB
tests will have the tests completed.
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C 202/ Continued From page 2 C 202
-The facility's nurse will make sure the residents
have the 2 Step TB tests completed before
admission to the facility.
v
Telephone interview with the Administrator on , w%g‘”
12/12/14 at 10:05 a.m. revealed the Manager and
the Administrator will monitor resident records
monthly to assure TB tests are completed.
C 912 co12

G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to assure residents
received care and services which are adequate,
appropriate, and in compliance with relevant
federal and state laws and rules and regulations
related to residents receiving the 2 Step TB Skin
Test.

The findings are:

Based on observation, interview and record
review, the facility failed to assure 1 of 3
Residents (#2) were tested tor tuberculosis (TB)
in compliance with control measures using the 2
Step TB Skin Test. [Refer to Tag C202, 10A
NCAC 13G .0702(a). (Type B Violation)]
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Herring, Belverly G

From: Gant, Kimberly

Sent: Friday, February 27, 2015 4:45 PM

To: khooker@dconc.gov

Cc: Herring, Belverly G

Subject: Changing Places Family Care Home 12-11-14 (Durham County)
Attachments: Changing Places Family Care Home 2015-01-22 POC WJYL11.pdf

Kimberly Gant, MS, RD, LDN

N.C. Department of Health and Human Services
Division of Health Service Regulation
Adult Care Licensure Section

Facility Survey Consultant |

805 Biggs Drive

Raleigh, NC 27603

Phone: 919 855-3765

Fax: 919 733-9379
Kimberly.Gant@dhhs.nc.gov
www.ncdhhs.gov/dhsr

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this e-mail in error, please notify the sender immediately and delete all records of this e-mail.



