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Initial Comments

The Adult Care Licensure Section conducted an
annual and a follow-up survey on March 23,
2021.

10A NCAC 13G .0702(a) Tuberculosis Test and
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 Control Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1902.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 2 of 3 sampled residents
(#2 and #3) had completed tuberculosis (TB)
testing upon admission in compliance with the
control measures for the Commission for Health
Services.

The findings are:

1. Review of Resident #2's current FL2 dated
12/01/20 revealed diagnoses included
hypertension, anxiety, and gastroesophageal
reflux disease.

Review of the Resident Register for Resident #2
revealed an admission date of 10/18/18.
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Review of Resident #2's immunization records
revealed there was documentation of a negative
tuberculosis (TB) skin testing dated 11/02/18.

Interview with Resident #2 on 03/23/21 at 1:00pm
revealed she could not remember if she received
a second TB skin test or not after she was
admitted.

Interview with the Supervisor-in-Charge (SIC) on
03/23/21 at 1:15pm revealed:

-Resident #2 had her first TB skin test upon
arrival to the facility.

-Resident #2 was to have her second TB skin test
within a week after admission to the facility.

-It was his responsibility to notify the Nurse and
schedule the second TB skin test.

Interview with the Administrator on 03/23/21 at
2:08pm revealed:

-Resident #2 required a second TB skin test 7
days after the first TB skin test was administered
on 10/30/18.

-She "dropped the ball" on ensuring Resident #2
had her second TB skin test by 11/07/18.

2. Review of Resident #3's current FL2 dated
12/01/20 revealed diagnoses included mental
retardation, hypertension, atrial fibrillation and
hypothyroidism.

Review of the Resident Register for Resident #2
revealed an admission date of 07/13/20.

Review of Resident #3's immunization record
revealed there was documentation of a record of
TB screening dated 06/25/19.

Interview with the Supervisor-in-Charge (SIC) on
03/23/21 at 1:15pm revealed:
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-Resident #3 was a transfer from their sister
facility that closed.

-Resident #3 had one TB skin test dated 06/25/19
and there was no documentation of a second TB
skin test.

-It was his understanding Resident #3 did not
require a second TB skin test because Resident
#3 transferred.

-It was his responsibility to notify the Nurse and
schedule the second TB skin test.

Interview with the Administrator on 03/23/21 at
2:08pm revealed:

-Resident #3 required a second TB skin test upon
admission to the facility.

-She did not know Resident #2 did not have
record of TB testing upon admission.

-She "dropped the ball" on ensuring Resident #3
had her second TB skin upon admission to the
facility on 07/13/20.
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