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Preparation and/or execution of this plan

F 0001 INITIAL COMMENTS

by:

: The findings were:

STATE STANDARD

' Rules and Regulations for Program
Administration of Nursing Care Facilities

Section 5. Organization and Administration.

(b){(iv)(A) Tuberculin testing shall be

accomplished for each employee upon

employment and before resident contact begins
and annually thereafter.

The REQUIREMENT was not met as evidence

Based on employee record review and staff
interview, the facility failed to ensure two (#80,
#81) of five employees had not completed

: tuberculin (TB) testing before resident contact.

a. Review of the health file for employee #80
showed he was hired on 9/12/06 for a
maintenance position. Interview with the staff
development coordinator (SDC) on 10/12/06 at
10:45 AM revealed this employee started working
in the facility the day he was hired. However,
review of the immunization surveillance record
showed the TB test was read on 9/17/08, five
days after the employee had resident contact,.

b. Review of the health file for employee #81
showed she was hired on 6/23/06 for a food
service position. Interview with the SDC on
10/12/06 at 10:45 AM revealed this employee

- started working in the kitchen the day she was
hired. However, review of the immunization
surveillance record showed the TB test was read
on 6/25/08, two days after co ontact with food and

F 000 of correction does not constitute
admission or agreement by the provider |
of the Truth of the facts alleged or
conclusions set forth in this statement of
deficiencies. The plan of correction is
prepared and/or execuled solely because
it is required by the provisions of Federal |

and State Law.

thereafter.

contact.

This plan of correction is the facility’s
credible allegation of compliance.

It is the policy and practice of this facility
to provide Tuberculin testing for each
employee upon employment and before
resident contact begins and annually

2, Tuberculin testing will begin at job
offer prior to employee arriving for |
orientation. Staff to resident contact |
will occur only after TB Test or
chest x-ray results are negative.

3. The Staff Scheduler will monitor the |
completion of tuberculin testing for
each new employee. The Human
Resource Coordinator will review
completed tuberculin testing and
first day of resident contact.

TAG F000 — PLAN OF CORRECTION 11/11/06

1. Department Managers with
hiring authority will be inserviced
on the need to complete tuberculin
testing for each employee upon
employment and before resident

4. The Infection Control Nurse will
report to the Quality Assurance
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Committee quarterly the adherence
to facility policy. Further inservice
will be directed as needed.
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