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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on January 9, 2015.

10A NCAC 13G .0702(a) Tuberculosis Test and
Medical Examination

10A NCAC 13G .0702 Tuberculosis Test and
Medical Examination

(a) Upon admission to a family care home each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
specified in 10A NCAC 41A .0205 including
subsequent amendments and editions. Copies of
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Control Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1902.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review the Adult Care Home failed to assure 2 of
3 residents sampled (Residents #2 & #3) had
completed the second step of the tuberculin test
as required by the Commission for Health
Services. The findings are:

1. Record review of Resident #2 revealed the
following:

- FL-2 dated 07-11-14 revealed the following
diagnoses of paranoid schizophrenia, shortness
of breath, GERD (gastro-esophageal reflux
disease), obstructive sleep apnea, pulmonary
embolus, and hypertension.

- Resident Register revealed the admission date
of 05-05-2014.

- Documentation from a physican's office visit of a
tuberculin test given 04-24-2014, read as 0 mm
on 04-26-2014 .
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- No documentation of a 2nd tuberculin test.

Interview on 01-09-2015 with Resident #2
revealed;

- He did not remember if he had received the
second tuberculin test.

Interview on 01-09-2015 at 11:30 am with the 1st
Supervisor in Charge (SIC) revealed;

- He did not look inside the resident's records but
only the Medication Administration Records to
administer medications.

- He revealed the other SIC or the Administrator
handle the documentation and filing for the
residents' records.

- He stated he thought residents only required
one TB (tuberculin) test or had a year to complete
the test.

Interview on 01/09/2015 12:20 pm with the 2nd
SIC revealed:

- She believed residents had a year to complete
their 2nd TB test.

- She stated she would review all residents
records to assure all residents in the home have
completed the 2nd step TB test.

Administrator was not available fora interview.

2. Record review for Resident #3 revealed the
following:

- An FL-2 dated 10-19-2014 with diagnosis which
included chronic kidney disease (CKD),
schizoaffective disorder, hypertension, lower
extremity edema, allergic rhinitis, GERD
(Gastro-esophageal reflux disease), constipation,
depression.

- Resident Register with an admission date of
10-08-2014.

- Documentation from physician's office of TB test
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given on 09-16-2014 and read on 09-18-2014 as
0 mm.

- No documentation of a second TB test prior to,
upon, or after admission to facility.

Resident #3 was unavailable for interview.

Interview with the 2nd SIC on 01-09-2015 at
12:00 pm revealed the following:

- She thought residents had one year to receive
the second TB test.

- She did not know if Resident #3 had the second
TB test.

- The SIC will assure Resident #3 will have
second TB test completed as soon as possible.

The Administrator was not available for interview.
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