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The Adult Care Licansure Section conducled an
annual survey on 02/28/23 - 03/01/23.
D 234 10A NCAC 13F ,0703{a) Tuberculosls Test, D234
Medical Exam & Immunkzatio (’J\
10A NCAC 13F .0703 Tuberculosls Test, Medical UVJ
Examination & [mmunizations
{a) Upcn admission {o an adult care home, each \
resldent shall be tested for tuberculosis diseass
in campliance with the controi measures adopted ¢
by the Commission for Health Services as
speclfied In 10A NCAC 41A .0205 including

subsequent amendments and edlflons, Coples of
tha rule are available at no charge by contacting
the Dapariment of Health and Human Services,
Tuberculosls Conlrol Program, 1902 Mall Service
Conter, Raleigh, North Carolina 27699-1902.

This Rule is not mat as avidancad by:

Based on ohservations, interviews, and record
reviaws , the facilily falled to ensure 3 of 5
resldents (#3, #4, #5) sampled wers tested for
{uberculosls (TB) disease upon admisslon,

The findings are:

1. Reviaw of Resldant #5's eument FL-2 dated
08/11122 ravealed diagnoses included senile
dementla delldum, agitation, and rheumafold
arthrilis,

Revlew of Resldent #5's Resldent Register

raovaalod tha rostdont waa odmlited o tho facility
on 12H{117.

Review of Resldent #5's tuberculosls (TB) skin

tesls revealed:
~Thera was no documenlation of any TB skin
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tesis for Resldent #5,
~Thera was no documentalion of a hislory of a
posltive TB skin test for Resident #5,

Review of Resident ##5's chast x-ray results dated
1212717 revealed;

-Tha chest x-ray was narmal,

-There was documentation specific to rule out TB
disease noted on the chest x-ray,

Attempted Inteniew with Rasidant #5's Powor of
Attorney an 03/01/23 at 2:34pm was
unsuccessful.

Interview with the contracted hosplce nurse on
03/01/23 revealed:

-Hospice start of care was on 01/31/23,

-She did not know if Resident #5 had a history of
TB.

-Shp did not know if Resldant #5 had a history of
a positive TB skin test.

Interviews with the Resldent Care Coordinator on
0370123 at 10:50em ravealed;

-Sha did not work at the fasliity when Resldent #5
was admitted on 12/11117,

~Sha did not know If Resldent #5 had a medica)
history of TB.

-She looked for Resident #5's medical
information In boxes stored at the facllity.

-She lnoked for Resident #5's medical
information In tha facility's outslde storage
building.

-She could not find Resident #5's record of a TB
skin test.

Rafer to inlerview with the Health and Wellness
Director {HWD} on 03/01/23 at 12:41pm.

2, Review of Resldent #3's current FL-2 dated

D 234
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02728123 revealed:
-Dlagneses included hypariension,
gastroesophageal raflux, vilamin D deficlency,
hypothyroldism, Insomnla, dementia with behavior 5
disturbance, and chronie kidney disease. b)-
-Residant #3 was admittad on 06/25/21. W
Raview of Residont #3's Resldent Registar ()\
revealed the dale of admission was biank, but the t
form was signed by the resident's famlly member
on 06/24/21,

Revlew of Rasldent #3's fuberculosis {TB) skin
tests revealed:

~There was documentation of a TB skin test
placed on the leit forearm on 02/28/23,

-Thara was no dacumantation of prier TB skin
tests.

~There was ho documentalion of a chest X-ray or
history of positiva TB skin tost.

[nterview with the Haalth and Wellness Director
(HWD) on 02/28/23 revaaled:

-She was unable {a [ocate Resident #3's records
of TB skin tests.

-Resldent #3's recard had been thinped and sho
was unsura whero thoso records wera locatoad,

Refer to Interview with the HWOD on 03101123 at
12:41pm.

3. Raview of Resident #4's current FL-2 dated
02/09723 revealed dlagnoses included
Alzhelmer's diseass, Parkinson's disease, major
depressive disorder, osteoporosis,
gasiroesophageal reflux diseass, Vitamin D
deficlency, and neurocognitive disorder with Lewy
body,

Review of Resldent #4's Resident Reglsler
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revealed the date of adm!sslon was blank but the
form was slaned on 07/21/21.

Review of Resident #4's Resldant Information
form revealed the resldent was admilited ta the
facliity on 07/26/21.

Roview of Rasidant #4's tuberculosis (TB) skin
lests revealed there was no documentation of any
T8 skin tesls for the resident,

Based on nbservalions, Interviews, and record
reviews, It was dafermined Resident #4 was not
Intervlewable,

Telephone interview with Reskient #4's family
member on 03/01/23 at 3:20pm revealed:

-He thought the residant had at isast one TB skin
test at a local pharmacy/elinlc that was negativa
when lha resident was admitted to the facllity.
-He was unsure if the resident had 4 second TB
skin lest,

Refer (o interview with the Heallh and Wellness
Directar (HWD) on 03/01/23 at 12:41pm.

Interview with the HWD on 03/01/23 at 12:41pm
revealed:

-Sha was responsible [or ensuring the required
TB skin tests ware completed for residents upon
admisslon to the facilily,

-She started working at tha facliity as the HWD
ahoul 7 manlhs ago and she started suditing
resldents' records, Including TR {ssting, about 1
and % months ago.

=-5She had not complated avditing the resldents'
record and she was not aware some residents'
TB tasting was not documented and on file,
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The Addison of Fuquay-Varina
6516 Johnson Pond Rd Fuquay-Varina, NC 27526
License: HAL-092-219

Executive Director: Pamela Mayo
Provider’s Plan of Correction for Survey held 3/1/23.

1. A complete chart audit was implemented by HWD and RCC to
determine which resident(s) are in need off Step | and/or Step ||
TB test. Completion Date: 3/13/23 & Ongoing: HWD and RCC

2. All Residents that are Admitted to the community will come with
a documented Negative TB test with date given and read. Place
on calendar & TB book when 2™ Step is to be administered by
Nurse. 3/8/23(Ongoing). HWD/RCC/ED

3. TB Clinic(s) scheduled by HWD for residents in need of Step |
and/or Step Il. Test is implemented and documented that it was
given {dated), date read, lot# and filed in resident chart.
Documented on Compliance tracker. Completion Date: 4/28/23
HWD

4. Monitor Compliance tracker of Residents TB’s weekly in Q|
meeting with HWD/RCC's and Recheck the progress weekly.
Completion Date: 3/13/23 (Start) Ongoing HWD/ED/RCC’s




