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C 000 [nitial Commenis C 600 .:
The Adult Care Licensure Section conducted an '
annual and follow-up survay an 07/05/23,
G202 10ANCAG 13G .0702(a) Tuberculosis Test and . c2p2
Medical Examination ?.« ],, y, j
10 NCAC 13G.0702 (a
10A NCAC 136G .0702 Tuberculosis Test and (@)

Medical Examination

(a) Upon admission to a family care homa each
resident shall be tested for tuberculosis disease
In compliance with the control measures adopted
by the Camenisslon for Health Senvices as

* specified In 10ANCAC 41A..0205 including
subsequent amendments and editions. Coples of
the rula are available at no charge by contacting
the Department of Health and Muman Services,
Tubereulosls Centrol Program, 1902 Mal Service
Center, Raleigh, North Carolina 27699-1802.

This Rule is not met as evidanced by:

Based on record revlews and interviews, the
facility failed to ensure 1 of 3 sampled residents
(#1} was tested for tuberculosls (TB) disease
upon admission in compliance with control
measures adopled by the Commission for Health
Senvices.

The findings ara:

Roviaw of Resident #1's current FL-2 dated
09/08122 revealed diagnoses included bipolar
disorder eplsade, dapressed with psychotic
featuras and cognitive disorder.

Review of Resident #1's Resident Reglster
revealed the resident was admitted from a local
hosgital to the facflity on 03/29/22.

Review of Resldent #1's tuberculesis {TB) skin
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Though the Facility received
Chest X-ray from the hospital
where the Resident was
discharged from, henceforth all
new Residents will have proof
of one step A
skin tost Befors admission, ernd Secon

Iif there is a need for a portable ~ Sf¢
chest X-ray to be completed, the post
facility will ensure thatthere is  odumge
docirientation about TB on the
report.

The Adminlstrator will be
responsible for ensuring
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documentation of any TE skin tests for the
resident.

Interview with Resident #1 on 07/05/23 at 5:00pm
revezlad;

-He did rot recall if he had any TB skin tests,

=He did not recall having TB disease.

Interview with the Administrator on 07/05/23 at
5:15pm revealed:

-She was responsible for making suro all
residents had a one-step TR skin test upon
admlssion and a second-step TB gkin test about
3 waeks after the first step.

-Resldent #1 should have a two-step TB skin fest
but she could not find It.

-She usually audited the residents’ records every
3 months, and she last audited them in April
2023,

-She could not racall if Resident #1's TB skin
tests wera on file when she audited the residents’
recards In April 2023,

-Resldent #1 was admitted from a logal hospital
so sha would try to contact the hospital for any TB
skin tests on file there.

Reviasw of Resldant #1's hospltal discharge
summary dated 03/09/22 received from the
facility on 07/06/23 revealed:

~The resident was admitted to the hospital on

i 02122122 and discharged on 03/09/22.

~The section for Immuntzations administered for
this admission included PPD test (a TB skin test)
dated 03/04/23 but the date was marked through
and "deferred” was printed beside it.

~Thera was a sacond line with PPD test dated
03/04/23 and below that was the manufachirer,
lot number, and explration date,

-There was no documentation of any TB skin test
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-There was documentation of a portable chest
X-ray complated on 02/22/22 with no acute
airspace disease.

-There was no documentation regarding TB noted
in the chest x-ray results.

~There was no documentalion of the residant
having a history of a positive TB skin test.
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