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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 

annual survey from January 10, 2024 to January 

11, 2024.

 

 D 234 10A NCAC 13F .0703(a) Tuberculosis Test, 

Medical Exam & Immunizatio

10A NCAC 13F .0703 Tuberculosis Test, Medical 

Examination & Immunizations

(a)  Upon admission to an adult 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:

 D 234

Based on record reviews and interviews, the 

facility failed to ensure 2 of 5 sampled residents 

(#3 and #4) were tested for Tuberculosis (TB) 

disease in compliance with the guidelines from 

the Commission for Public Health. 

The findings are:

1. Review of Resident #3's FL2 dated 06/16/23 

revealed diagnosis included dysphagia and Down 

Syndrome.

Review of Resident #3's Resident Register 

revealed he was admitted to the facility on 

03/02/21.

Review of Resident #3's record on 01/10/24 

revealed:
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 D 234Continued From page 1 D 234

-There was a report of a tuberculosis (TB) 

screening evaluation dated 03/02/21.

-The report showed the first TB test was 

completed 03/05/21.

-There was no record of the second step TB test 

being completed.

Interview with Resident #3 on 01/11/24 at 9:48am 

revealed he could not remember if he had a 

second step TB test done after he was admitted 

to the facility.

Refer to interview with the Administrator on 

01/11/24 at 3:30pm.

2. Review of Resident #4's FL2 dated 09/15/2023 

revealed diagnoses included chronic obstructive 

pulmonary disease, schizoaffective disorder, and 

chronic pain syndrome.

Review of Resident #4's Resident Register 

revealed he was admitted to the facility on 

06/14/21.

Review of Resident #4's record on 01/10/2024 

revealed:

-There was a report of a tuberculosis (TB) 

screening evaluation dated 09/15/2023.

-The report revealed the TB test was given on 

09/15/2023 and was written as second step TB. 

-There was no record of the first step TB test was 

completed. 

Attempted interview with Resident #4 on 1/11/24 

at 11:25am was unsuccessful.  

Refer to interview with the Administrator on 

01/11/24 at 3:30pm.

__________________
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 D 234Continued From page 2 D 234

Interview with the Administrator on 01/11/24 at 

3:30pm revealed: 

-She did not know Resident #3 did not have a 

second step TB test completed.

-Resident #3 was admitted when she became 

Administrator and the Administrator before her 

admitted Resident #3.

-Resident #4 was admitted from a hospital and 

would have had a TB test before admission to the 

facility.

-She did not know where it was recorded but 

knew it was done as she thought it was done with 

the Covid-19 vaccine.

-The Administrator was responsible for all TB 

tests being completed.

-They completed monthly audits of the residents' 

records randomly but not for TB testing.

-She was sure the TB tests were completed but 

she could not find the forms.

-She would audit all the charts to make sure all 

TB testing was completed.
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