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revealed she was admitted to the facility on
10/14/19,

Review of Resident #4's record revealed a TB
skin test was not provided upon admission.

Interview with the Health Care Director (HCD) on
03/04/20 at 3:45pm revealed:

-Resident #4 was admitted from home.

-The TB vaccine was not available at the local
health department nor the primary care provider's
office during Resident #4's admission.

-She was not responsible to ensure TB skin tests
were administered upon admission.

-The Administrator was responsible to ensure TB
skin tests were administered upon admission,

Interview with the HCD on 03/05/20 at 8:53am
revealed:

-She conducied monthly record reviews to
include ensuring TB skin tests were complete.
-She was not aware Resident #4 needed 2 TB
skin test.

2. Review of Resident #1's current FL-2 dated
05/22/18 revealed diagnoses included chronic
obstructive pulmonary disease, atrial fibrillation,
hypertension, venous stasis lower extremities,
tobacco dependent, and alcohol abuse.

Review of Resident #1's Resident Register
revealed an admission date of 06/19/19, :

Review of Resident #1's Tuberculosiz (TB)
Screening form revealed:-

-There was documentation of a TB skin test
administered to Resident #1 on 05/22/19 and
read as negative on 05/24/19,

~There was no decumentation of any other TB
skin testing.
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Interview with the Health Care Director (HCD)on
03/05/20 at 11:05am revealed:

-She was responsible for ensuring Resident #4
had a twe-step TB skin test completed,

-She was not aware that Resident #4 did not have
a two- step TR skin test.

-She had a system for tracking FL-2s but not TB
skin tests.

-Bhe would add TB skin test to her tracking
schedule.

~There was no log to track when residents had TB
skin tests completed.

-She audited charis every month but may have
missed a month due to an abundance of
paperwork that month.

Interview with Resident #4's Primary Care
Provider (PCP) on 03/05/20 at 11:17am revealed:
-He was not aware Resident #4 did not have a
two-step TB skin test.

-He had signed the FL-2 dated 05/22/19 with a
note at the bottom portion that stated Purified
Protein Derivative (PPD) placed 05/22/19.

-His office could complete the second step if
needed,

-He was aware there was a recent shortage but
did not recall it being lifted.

-Resident #4 had several hospitalizations and
chest scans and the hospital would have picked
Up any concerns for TB for Resident #4.
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