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Initial Comments

The Adult Care Licensure Section conducted an
annual and follow-up survey on 04/29/26.

10ANCAC 13F .0703(a) Tuberculosis Test,
Medical Exam & Immunizatio

10A NCAC 13F .0703 Tuberculosis Test, Medical
Examination & Immunizations

(a) Upon admission to an adult care home each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Public Health as specified
in 10A NCAC 41A .0205 including subsequent
amendments and editions.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensure 1 of 3
sampled residents (#1) had completed
tuberculosis (TB) testing upon admission.

The findings are:

Review of Resident #1's current FL2 dated
03/10/26 revealed diagnoses included malignant
neoplasm, hypothyroidism, type 1 diabetes
without complications, cervical region spinal
stenosis, and unspecified schizophrenia.

Review of Resident #1's resident register
revealed an admission date of 08/08/25.

Review of Resident #1's immunization records
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revealed:

-There was no documentation of a negative TB
skin test.

-There was no documentation of a positive TB
skin test.

Interview with the Administrator on 04/29/26 at
2:05pm revealed:

-She did not know why Resident #1's TB skin test
was not completed and available for review.

-All residents must have a completed skin test
prior to admission.

-She was responsible for ensuring TB skin tests
were completed upon residents' admissions.

Based on observations, interviews, and record
review, it was determined Resident #1 was not
interviewable.

Attempted telephone interview with Resident #1's
primary care provider (PCP) on 04/29/26 at
1:30pm was unsuccessful.
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