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diagnosed with a communicable disease, the | g Jeot diaso bedeve (AT
- department shall be notified within seven (7) i {15 - i .
days and if the facility can meet the resident’'s | o TeLokey prarag il
needs, the resident may be admitted or does not | o ' . whase Tl
need to be transferred. Appropriate infection ¢sN €y X e RS
control procedures shall be followed if the | 5 vevine o The (:’."{..’JL“‘\
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This regulation is not met as evidenced by: B oot o C'e. P
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Based on interview and record review, the facility Y 0<S (g unie AL
staff failed to ensure a required second step of a < ; g {0de
two-step tuberculin (TB-a potentiaily serious | Sugport Speoiees™ F=rE
airborne bacterial infection affecting the lungs | =0 we ot Y
that spreads through the air when a person with [ DN CrosSpe N -
TB coughs, sneezes, or talks), using the Mantoux P o o Camp it G
two-step process (test to screen for TB, at | O ‘ 4 ~exdce e
admittance for two of three sampled residents -7 4 11 ey Cannga
(Resident #1 and #2) for tuberculosis in i [ = Ghredo.” St
accordance with 13 CSR 20-20.100. The facility | e addmaveive - 4
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1. Review of Missouri state regulations 19 CSR | o trept 1
20-20.100 (tuberculosis (TB) testing for residents !
and workers in long-term care facilities) showed: [ ! % ‘T{ & PLevse
-Long-term care facilities shall screen their , o 20 be (aeed ane batd e
residents and staff for tuberculosis using the ‘ L. 2% / ) TE rest
Mantoux method purified protein derivative (PPD) | P Ot Joue o L&
 five tuberculin unit test (TST). Each facility shall | 4 Facdutn Mamoage. Tepan
be responsible for ensuring that all test results ! ; 4. Facdsiny taae 11 s adnatOSE]
are completed and that documentation is { | et il (o <Jheadthon
maintained; ‘ ‘:‘ e W03 e nugreiL |
-Within one month prior to or one week after I SSLANE W s H oo a
admission, all residents new to long-term care i, e
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A4340 Continued From page 1 A4340
are required to have the initial test of a two-step
TB test;
-All employees are required to obtain Mantoux |
PPD two-step TB test within one month prior to |
starting employment in the facility. If the initial i
testis zero to nine millimeters (mm), the second |
test should be given three weeks after i
employment begins, unless documentation is |
provided indicating a PPD test in the past and at !
least one subsequent annual test within the past |
two years;
-If the resident's or employee's initial test is
negative, the second test should be given one to ‘
| three weeks later. The CDC (Centers for Disease !
- Control) states TB tests should be read 48to 72 |
hours after administration: ’
1
{

-All long-term care facility residents shall have a
documented annual evaluation to rule out signs
and symptoms of TB disease;

-Employees with an initial zero to nine mm T8

two step test shall have one step tuberculin {
testing annually and the results recorded in a '
permanent record: :
-All positive findings shall require a chest X-ray to !
rule out active pulmonary disease; g
-individuals with a positive finding need not have |
repeat annual chest X-rays. They shall have a i |
documented annual evaluation to rule out signs |
and symptoms of tuberculosis disease. '

2. Review of the facility's undated TB testing
policy showed, "within one week of admission ‘
every consumer new to long-term care are i
required to have an initial TB test of Mantoux
PPD two-step tuberculin test.” “If the initial test is
negative, zero millimeters, the second test, which
<an be given after admission. should be given
one to three weeks later."
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3. Review of Resident #1's medical record
showed an admission date of 01/27/2022. {
Further review showed the record contained i
documentation of the first-step of the two-step |
tuberculin skin test on 01/19/2022. Additional
review showed the record did not contain

documentation of the second-step of the two-step |
tuberculin skin test. [

{
{
H

4. Review of Resident #2's medical record i
showed an admission date of 10/06/2021. i
Further review showed the record contained ‘
documentation of the first-step of the two-step I
tuberculin skin test on 10/03/2021. Additional |
review showed the record did not contain !
documentation of the second-step of the two-step |
tuberculin skin test. f
During an interview on 05/10/22 at 2:57 P.M., the |
administrator said they tell the residents’ ¢
caseworkers 1o take the residents to get their TB |
testing done because they have no way of doing
the TB testing or taking the residents. The
administrator said he/she was unable to locate ]
documentation for the two residents second step |
of the two-step TB test. i
|
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The Administrator signing and dating the first page of the CMS-2567/State Form is indicating their approval of
the plan of correction being submitted on this form.
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