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WAC 388-78A-2483 Tuberculosis   One test. The assisted living facility is only required to
have a staff person take one test if the staff person has any of the following:

(1) A documented history of a negative result from a previous two step skin test done no more than
one to three weeks apart; or

This requirement was not met as evidenced by:

Based on interview and record review, the Assisted Living Facility failed to complete the required
one test for tuberculosis (TB) for 1 of 1 sampled staff (Staff N) who had a history of a two-step
negative TB test. This failure placed all the residents at risk of potential exposure to tuberculosis, an
infectious disease.

Finding included…

Observation on 07/03/2024 at 10:00 AM, showed Staff N, Plant Operations Supervisor, walked
through the facility during an inspection of the commercial and second floor laundry ventilation
systems. 

Review of the facility's Employee Roster showed that the facility hired Staff N on 06/04/2024. Review
of Staff N's employee records showed that on 09/15/2023, Staff N completed a one-step TB test and
on 09/29/2023 completed a two-step TB test. Both test results were negative. There was no
documentation that showed Staff N completed a one-step test for TB when they were hired.

During an interview on 07/03/2024 at 3:30 PM, Staff K, Health and Wellness Manager, stated that
since Staff N completed a two-step from their previous employment, Staff K was unaware Staff N
was required to complete a one-step TB test within three days of hire. Staff K stated that they were
unfamiliar with the Washington Administrative Code for one-step TB test requirements.

Plan/Attestation Statement
I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, FAIRWINDS REDMOND is or
will be in compliance with this law and / or regulation on (Date)________________ .

In addition, I will implement a system to monitor and ensure continued compliance with
this requirement.
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