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C 000 Initial Comments C 000
The Adult Care Licensure Section conducted an
Annual Survey on 12/9/15.
C 202] 10A NCAC 13G .0702(a) Tuberculosis Test and C 202 ~
Medical Examination 7
©s
10A NCAC 13G .0702 Tuberculosis Test and b"“ 01} ()&/\/\&Civc °
Medical Examination - M
(@) Upon admission to a family care home each (LWW‘” b A
resident shall be tested for tuberculosis disease Do Gtiaen NP @/&‘ﬁ ot
in compliance with the control measures adopted N‘JU"’ %MI i
by the Commission for Health Services as Wlagn U Ui -
specified in 10A NCAC 41A .0205 including N ij; oo
subsequent amendments and editions. Copies of STE ound C{C\VN«
the rule are available at no charge by contacting ) X s anda)
the Department of Health and Human Services, O S PR VSR e fucen
Tuberculosis Control Program, 1902 Mail Service ,
Center, Raleigh, North Carolina 27699-1902. s o psiinto +Nd’ ﬂi&"i”/
This Rule is not met as evidenced by: O }‘W Aﬁ».fw%
Based on interview and record review, the facility ,, el
failed to assure 2 out of 3 sampled residents G 0 ME.S L%\”U«"“ﬂ“
(Resident #1, #3) received their 2nd-step TB skin 4
test and the facility failed to ensure 1 out of 3 _ Aﬂf
sampled residents (Resident #3) received a TB R - :Lw&' a{ = ’
skin test upon admission. 2otk ! Ny
. ne 0Lz O e G
The findings are: bl == g |
" Vo e — [[1o]le
1.Review of Resident #1's current FL-2 dated LWM
7/2/15 revealed an admission date of 5/17/09.
Review of Resident #1's personnel record
revealed:
-One TB skin test was placed on 6/4/07 and read
as negative on 6/7/07.
-One step was placed on 1/6/09 and read as
negative on 1/9/09.
-No other evidence of a TB skin test was
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DEFICIENCY)
C 202 Continued From page 1 C202 | i midadia, thet Wl oo
provided. Put Plotw WUl b
Lo e o U PrTRY) T . Tuled
Interview with the Administrator on 12/9/15 at \"‘M‘M&%’“ FUAS LA [u,bm W&
4:30PM revealed: Gnd. ST ol eyl
-The Administrator could not give an explanation ‘ e g I
of how the second step was missed other than it A pTatie ™ 4o L Ww ~
was just an oversight. e Wl net arte c‘ﬂ e
-The Administrator was going to start over with , U Hadiee
2-step TB skin testing for Resident #1. Dl rmonddesng W
2.Review of Resident #3's current FL-2 dated Pleen ) _
11/30/15 revealed an admission date of 11/17/15 A WW:M;GLCJJ&QN nd STC-
Review of Resident #3's personnel record , , - .
revealed: fodod # 3 W UC P necsss
- One TB skin test was placed on 8/3/15 and read IO Ha A
as negative on 8/6/15. - MW Al Jef e
-No other evidence of a TB skin test was wwfmﬁm )
provided. \ R R U G
&M%M ¢ )
Interview with the Administrator on 12/9/15 at Py NBM
4:30PM revealed: o hooae l .
-The Administrator did not ensure a TB skin test . W‘S
upon admission for Resident #3. % mm{’ V% )
-Resident # 3 had an unrelated appointment ) M
scheduled 12/14/15 with a health care provider. Jo %Qi" A
-The Administrator would start over with a 2-step L doeto
TB skin test at that time. e @JW
) Placllie
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