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Initial Comments

On 08/24/2023 with additional information
gathered through 08/28/2023, Surveyor
conducted a standard survey and complaint
investigation at Field of Dreams Assisted Living.
As a result, the complaint was unsubstantiated
and 1 deficiency was identified.

Census: 20

83.28(4)(a) Resident health screening and
documentation

Resident health screening. 1. Within 90 days
before or 7 days after admission, a physician,
physician assistant, clinical nurse practitioner or a
licensed registered nurse shall screen each
person admitted to the CBRF for clinically
apparent communicable disease, including
tuberculosis, and document the results of the
screening. 2. Screening for tuberculosis and all
immunizations shall be conducted using centers
for disease control and prevention standards. 3.
The CBRF shall maintain the screening
documentation in each resident ' s record.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure 1 of 1 resident (Resident
1) was screened within 90 days before or 7 days
after admission for clinically apparent
communicable diseases including tuberculosis.

Findings include:
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Continued From page 1

On 08/24/2023 at approximately 10:30 AM,
Surveyor reviewed Resident 1's record. Resident
1 was admitted to the facility on 07/08/2021.

Resident 1's record did not contain evidence of a
health screening for communicable disease
including evidence of tuberculosis test.

On 08/24/2023 at approximately 2:00 PM,
Surveyor interviewed Administrator A who stated
s/he thought Resident 1's screening for
communicable disease including evidence of
tuberculosis was in his/her record. Administrator
A searched through Resident 1's record and
found an immunization document s/he thought
included evidence of a tuberculosis test. Surveyor
and Administrator A reviewed the immunization
document; however, both did not see evidence it
was completed. Administrator A stated s/he would
reach out to the previous facility Resident 1 was
at and see if they have any documentation.
Administrator A reported s/he would provide an
update to Surveyor on 08/25/2023.

On 08/25/2023 at 10:33 AM, Surveyor reached
out to Administrator A via phone. Administrator A
verified Resident 1 was last screened for
tuberculosis on 01/29/2018. Administrator A
acknowledged the screening for communicable
disease including evidence of tuberculosis was
not completed on Resident 1 when s/he was
admitted to their facility on 07/08/2021.

The provider did not ensure all residents were
screened within 90 days before or 7 days after
admission for clinically apparent communicable
diseases including tuberculosis.
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