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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on October 14-15, 2015.

10A NCAC 13F .0406(a) Test For Tuberculosis

10A NCAC 13F .0406 Test For Tuberculosis

(a) Upon employment or living in an adult care
home, the administrator and all other staff and
any live-in non-residents shall be tested for
tuberculosis disease in compliance with 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, NC 27699-1902.

This Rule is not met as evidenced by:

Based on interview and review of personnel
record, the facility failed to assure 1 (Staff B) of 3
staff sampled were tested upon employment for
tuberculosis (TB) disease in compliance with
control measures adopted by the Commission for
Health Services.

The findings are:

Review of Staff B's personnel record revealed:

-She was hired as a personal care aide on 5/3/12.

-Documentation of a TB skin test given on
10/14/11 and read on 10/17/11 as negative.
-Documentation of another TB skin test given on
2/28/13 and read on 3/4/13 as negative.

-No documentation of a 2-step TB skin test within
12 month period.

Staff B was unavailable for interview.
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Interview with the Executive Director (ED) on
10/15/15 at 3:30 p.m. revealed:

-She could not find documentation of a 2-step TB
skin test within 12 month period.

-The Assisted Living Director (ALD) was
responsible for making staff had a 2-step TB skin
test.

-The ALD no longer worked at the facility.

-1st step TB skin test should be done prior to hire.

-2nd step TB skin test should be done between
2-3 weeks after hire.

-She would be responsible for making sure Staff
B completed the 2-step TB skin test.
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