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Bldg. 00
This visit was for a State Residential
Licensure Survey.

Survey dates: April 20, 21, 22, 2016.

Facility number: 004016
Provider number: 004016
AIM number: N/A

Census bed type:
Residential: 58
Total: 58

Residential sample: 7

This State finding is cited in accordance
with 410 TAC 16.2-5.

Q.R. completed by 14466 on April 27,
2016.

R 0410 410 IAC 16.2-5-12(e)(f)(9)

Infection Control - Noncompliance

Bldg. 00 (e) In addition, a tuberculin skin test shall be
completed within three (3) months prior to
admission or upon admission and read at
forty-eight (48) to seventy-two (72) hours.
The result shall be recorded in millimeters of
induration with the date given, date read,
and by whom administered and read.

(f) For residents who have not had a
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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documented negative tuberculin skin test
result during the preceding twelve (12)
months, the baseline tuberculin skin testing
should employ the two-step method. If the
first step is negative, a second test should
be performed within one (1) to three (3)
weeks after the first test. The frequency of
repeat testing will depend on the risk of
infection with tuberculosis.
(9) All residents who have a positive reaction
to the tuberculin skin test shall be required
to have a chest x-ray and other physical and
laboratory examinations in order to complete
a diagnosis.
Based on interview and record review, R 0410 1. Resident #4 was a short- term 05/22/2016
the facility failed to ensure a tuberculin ;7;7;061 Ztay and moved out on
skin test was completed within three 2. Newly admitted residents have
months prior to or upon admission for 1 the potential to be affected by the
of 7 residents reviewed for completion of alleged deficient practice.
tuberculin health screening. (Resident #4) il EX‘?C”t'Ve Director and
Care Services Manager were
o ) in-serviced on the regulatory
Findings include: requirement for TB testing upon
move-in by Tiffany Hreha,
On 4/21/15 at 10:24 a.m., Resident #4's Regional Care Services Manager
linical d . 4 Th on 5/18/2016. 4. The Care
¢ 11lnca recor wa.s reviewed. 1he Services Manager is responsible
resident was admitted on 1/22/16. for sustained compliance. The
Executive Director and/or
Resident #4's clinical record lacked designee will review the resident
d tati ¢ b lin skin test record upon move-in to
oFumen ation o a. tu. creuiin skin tes determine if the new resident has
being completed within three months received a tuberculin skin test
prior to or upon admission, on 1/22/16. within three months prior to
admission or upon admission
Monitoring will be ongoing.
On 4/21/15 at 11:23 a.m., the 9 going
Administrator indicated Resident #4 did
not have a recent tuberculin skin test
complete and the resident should have
had one.
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On 4/22/16 at 11:15 a.m., the
Administrator provided the facility
policy, "TB [tuberculin] Testing," dated
7/1/14, and indicated it was the policy
currently being used by the facility. The
policy indicated, "1. TB testing will be
completed per state regulations for
residents, staff and volunteers ..."
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