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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35789

Based on observations, record review, facility policy, and interviews with Resident #1, staff, Local Health 
Department Representative, State Health Department Representative, State Health Department Medical 
Provider, Nurse Consultant to the North Carolina Hepatitis Program, facility Attending Physician, facility 
Medical Director, and Corporate Medical Director, the facility failed to immediately implement effective 
precautions to prevent further transmission of bloodborne pathogens to other residents who required blood 
glucose monitoring and failed to immediately begin training on acute hepatitis B following Resident #1's 
diagnosis of acute hepatitis B. Acute hepatitis B is a serious liver infection caused by the hepatitis B virus. 
The disease is commonly spread by unsafe injection practices and exposure to infected body fluids. This 
deficient practice affected 30 of 30 residents including Resident #1 who received glucose monitoring. 

Immediate jeopardy began on 05/10/24 when Resident #1 readmitted from the acute care hospital with a 
diagnosis of acute hepatitis B and the facility failed to implement effective precautions to prevent further 
transmission of bloodborne pathogens. Immediate jeopardy was removed on 06/25/24 when the facility 
implemented an acceptable credible allegation of immediate jeopardy removal. The facility will remain out of 
compliance at a E (no actual harm with potential for more than minimal harm that is not immediate jeopardy) 
to ensure the completion of education and monitoring systems are in place. 

The findings included:

The facility policy titled, Infection Prevention and Control Plan dated 06/23/23 read in part, this infection 
prevention and control plan outlines the framework by which all facilities will assess, implement and evaluate 
an active, effective, comprehensive facility-wide infection prevention and control program. The Medical 
Director and Director of Health Services are responsible for the identification of appropriate resources and/or 
resource allocation that supports the infection prevention and control program. The goals of the program are 
to decrease morbidity/mortality, attributable to infections in residents; prevent and control outbreaks of 
infection in residents; prevent acquisition of infection by staff members, maintain resident functional status, 
maintain optimal social environment for residents; limit cost of care attributable to infections. 
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Review of an additional facility policy titled, Infection Control: Glucometer Cleaning and Disinfecting dated 
06/29/23 read in part, it is the policy of this facility to promote a safe environment for preventing the 
transmission of potentially infectious blood-borne pathogens between patients and healthcare professionals. 
Safe glucose monitoring is a part of standard precautions and is implemented to maintain basic levels of 
patient safety and partners protection. 

Review of the operator's manual for the facility's glucometers with no date noted read in part, you should 
perform a control solution test when: using the meter for the first time, at least once per week to verify that 
the meter and test strips are working properly together. 

The Centers for Disease Control defines: An outbreak or an epidemic is the occurrence of more cases of 
disease than expected in a given area or among a specific group of people over a particular period of time. 

Resident #1 was admitted to the facility on [DATE] with diagnoses that included atrial fibrillation, spinal 
stenosis, weakness, calculus of kidney, diabetes, chronic kidney disease, neuromuscular dysfunction of the 
bladder, anemia, hypertension, and major depressive disorder. There were no documented diagnosis of 
hepatic issues. 

Review of a physician order dated 06/17/23 read, fingerstick glucose check with sliding scale insulin before 
meals and at bedtime. 

The quarterly Minimum Data Set (MDS) dated [DATE] revealed that Resident #1 was cognitively intact and 
received 7 days of insulin injections during the assessment reference period. 

A physician order for a routine lab draw dated 04/25/24 read, Hemoglobin A1C (a blood test that shows what 
your average blood sugar (glucose) level was over the past two to three months) and Comprehensive 
Metabolic Panel (a routine blood test).

A laboratory report dated 04/25/24 read in part, TBIL (a test that measures the bilirubin in your blood was 7.
0. AST (Aspartate Aminotransferase) was 1095. ALKP (a test that measures the alkaline phosphatase in 
your blood) was 462, ALT (used to diagnose liver disorder) 937. All of the lab values were reported as high 
which indicated that the resident may have liver disease. The report was finalized and reported to the facility 
on [DATE] at 3:42 PM.

Nurse Aide (NA) #1 was interviewed on 06/20/24 at 11:07 AM who confirmed that she worked with Resident 
#1 six days in a row for 16 hours per day and was very familiar with her. About two days before Resident #1 
fell (fall occurred on 04/26/24) and was transferred to the hospital she had noted a yellow tint on her entire 
face, but it was very light and contributed it to the lighting in the room. NA #1 stated she even asked another 
NA if she thought Resident #1 was yellow and that NA stated no, but thought it was just the lighting in the 
room. She added that Resident #1 had not been sick and had no complaints, so she just believed that the 
lighting in her room was making her face appear yellow. NA #1 stated a couple of days later she took 
Resident #1 to the shower room and when she got her into the shower room under different lights, she was 
definitely yellow, and she went and reported it to Nurse #1 who ended up sending Resident #1 to the hospital 
because she had a fall and was complaining of neck pain. 
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A progress note written by Nurse #1 dated 04/26/24 at 12:05 AM read, resident complained of neck pain, 
resident yellow in color, neurological checks done as order, resident complained her neck was hurting, 
swelling edema 3+, complaining when turning head of popping sound or feeling to left side small hematoma 
to right side of head observed. O2 sats (oxygen saturations) 81 at room air, O2 started at 2 liters sat 91 on 
call notify of status new orders given to send to [hospital name]. Normal oxygen saturations range from 95% 
to 100%.

Nurse #1 was interviewed on 06/20/24 at 6:32 PM. Nurse #1 stated that when she came to work on 04/26/24 
she had gotten report that Resident #1 had fallen on the previous shift and was getting neurological checks. 
She stated that when she went down to see Resident #1, she was complaining of neck pain and was yellow 
in color in her face area and just looked different and Nurse #1 stated she was concerned. Nurse #1 stated 
she had not seen Resident #1 in a couple of days and when she last saw her, she was not yellow in color. 
She added that Resident #1's oxygen saturation level was 81% so she started oxygen at 2 liters, and her 
oxygen saturation level came up to 91%. She stated she called the on-call provider and told them what was 
going on. They stated to send Resident #1 to the emergency room (ER).

Review of a discharge summary from the local hospital dated 05/10/24 read in part, discharge diagnoses: 
Acute hepatitis B with liver failure, concern for primary biliary cholangitis (serious infection of the liver's bile 
ducts), metabolic/hepatic encephalopathy (a decline in brain function that occurs as a result of severe liver 
disease). The discharge summary read Resident #1 denied previously known history of liver disease but was 
noted to have jaundice over the last three days. Labs were notable for liver enzymes and bilirubin that were 
elevated. A computed tomography (CT) scan of the liver showed a normal sized liver with no intrahepatic bile 
duct dilation. Hepatology (doctor that specializes in the liver) was consulted and indicated that Resident #1 
was not a liver transplant candidate due to age and co-morbidities. Recommended to continue with current 
treatment and if no improvement will need to consider palliative care. Infection Control notified and Center for 
Disease Control (CDC) notified. 

Resident #1 returned to the facility on [DATE]. 

Resident #1 was interviewed on 06/20/24 at 10:46 AM. She stated that she had been at the facility since 
June 2023 and recently slid out of bed and hit her head and ended up going to the hospital. She stated prior 
to her fall she had not been sick. She explained that she spent a couple of days in the ER and had numerous 
daily blood draws and they determined that she had hepatitis. Resident #1 stated that she was involved in a 
terrible car crash back in the 1970s and required multiple blood transfusions. Following the blood 
transfusions, she was told that she had contracted hepatitis although she could not recall which type and 
would never be able to donate blood. Resident #1 did recall the day before going to theER on [DATE] NA#1 
had walked by her door and said something about being yellow in color and they drew blood that but the next 
day she had a fall and ended up going to the hospital for the fall. Resident #1 could not recall going out to 
any doctor appointment since she was admitted to the facility. She stated she went out with a family member 
one time shopping, but she stayed in the car. She added that the podiatrist had trimmed her toenails one 
time and she had not been sexually active since her husband passed away years prior. Resident #1 stated 
that she had diabetes, and the facility checked her glucose levels multiple times a day and gave her insulin 
from a vial. She explained that when she was at home, she had a pen that she gave herself insulin from but 
since coming to the facility they used a vial of insulin. 

(continued on next page)
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The Local Health Department Representative and State Health Department Representative visited the facility 
on 05/14/24. A letter dated 05/15/24 from the State Health Department Representative to the facility read in 
part, thank you again for your partnership during our site visit on 05/14/24. The goal of this visit was to 
identify any possible areas of improvement and help guide blood borne pathogen/infection prevention 
recommendations going forward. Visit Summary and Recommendations: The recommendations included: 
individual glucometers for each resident are preferred. I understand that the quality control corporate policy is 
cumbersome but recommended considering the benefits of individual glucometers. This letter and 
recommendations were delivered via email to the facility Administrator on 05/16/24. 

The Local Health Department Representative was interviewed via phone on 06/20/24 at 9:12 AM. She stated 
that on 04/29/24 she received notification from the local hospital that Resident #1 had tested positive for 
acute hepatitis B. The representative stated she noticed from the report that Resident #1 resided in a nursing 
facility and so she made the State Health Department aware of the acute case of hepatitis B. The Local 
Health Department Representative stated that on 05/14/24 they did an onsite infection control visit with the 
State Health Department Representative and there were recommendations made to the facility to help 
prevent the spread and transmission of infections including hepatitis B. She stated that Resident #1 was 
scheduled to have additional lab work completed on 06/20/24 and that would be collected at the facility and 
taken to the local health department for transportation to the state lab and once the results were available, 
she would communicate those to the facility.

A follow up interview was conducted with the Local Health Department Representative via phone on 
06/25/24 at 11:27 AM. She stated that during their onsite visit to the facility on [DATE] they made the 
recommendation to the Administrator about getting glucometers for each resident that required glucose 
testing and the Administrator shared with them that they were not going to implement individual glucometers 
at that time because of the cumbersome quality control check's that the glucometers required each night. 
She stated that they encouraged the Administrator to reach out to the corporation because it was in the best 
interest of the facility to implement individual glucometers to stop or prevent any transmission of infectious 
agents. When the Local Health Department Representative was notified after the additional testing of other 
residents who were of concern for having hepatitis B it became a matter of a public health emergency and 
the Representative had direction from the State Health Department Medical Provider to put in a public health 
order if the facility gave any push back on implementing the individual glucometers. However, when the 
Local Health Department Representative called the facility on 06/14/24 they gave no push back and made it 
happen very quickly. On 6/14/24 at 7:50pm the facility Administrator was notified by the local health 
department that the facility was in outbreak status for Hepatitis B and the State health department was now 
requiring an individual glucometer for each resident on blood glucose monitoring. 

(continued on next page)
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An interview was conducted with the State Health Department Representative on 06/20/24 at 8:39 AM via 
phone. She stated that on 04/29/24 she got a call from the Local Health Department Representative letting 
her know that Resident #1 who was recently admitted to the acute care hospital was diagnosed with acute 
hepatitis B. It had been reported that Resident #1 had been in a car wreck in the 1970s and received blood 
transfusions and was told she had hepatitis but could not say which type A, B, or C. The State Health 
Department Representative stated the records in the state where the accident occurred only went back to 
2005 so they had no record of Resident #1 ever officially having hepatitis. She stated that state hepatitis 
program reviewed Resident #1's case and determined it to be acute infection based on her symptoms of 
being jaundiced and her hepatitis panel being extremely elevated and deoxyribonucleic acid (DNA) that 
showed a viral load (amount of infection in her body) was incredibly high and was only that high in acute 
infections. Resident #1 was very sick for a while and initially could not be interviewed. The State Health 
Department Representative stated the first step in their investigation was to conduct an onsite infection 
control assessment which was conducted on 05/14/24 which revealed some issues with hand hygiene and 
the realization that the facility was using shared glucometers. The State Health Department recommended 
switching to individual glucometers but we had push back from the facility because of the quality control 
testing that had to be conducted on each glucometer each night. She added that switching to individual 
glucometers was the biggest recommendation made as a result of the visit. She explained that they got 
involvement from the hepatitis program at the CDC and the decision was made to screen all residents still in 
the facility that received glucose monitoring from November 2023 to April 2024. There were 27 residents 
identified who required glucose monitoring. The State Health Department Representative stated that on or 
around 06/14/24 they received the initial results of the testing of the residents still in the facility that received 
glucose testing, there were three residents presumed positive for hepatitis, and at that point, they contacted 
the facility and insisted that they obtain individual glucometers. They were able to do that over the weekend 
of 06/15/24 because the facility was officially in outbreak status. The State Health Department 
Representative stated that they consider one positive resident an outbreak and we were not sure if the 
facility understood or if they were deflecting but it did appear that the corporation was on board with the 
insistence of obtaining individualized glucometers. She added that those entities involved were going to meet 
with the facility next week to do some additional education to the facility to help them have a better 
understanding of the situation. 

(continued on next page)

105345124

09/27/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

345124 07/05/2024

Pruitthealth-Elkin 560 Johnson Ridge Road
Elkin, NC 28621

F 0880

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

An interview was conducted with the Nurse Consultant to the North Carolina Hepatitis Program via phone on 
06/20/24 at 9:31 AM. She stated she was notified in May 2024 of an acute hepatitis B case in the nursing 
home and because it was an acute case they started an investigation. Because they consider one case of 
acute hepatitis B in a nursing home an outbreak, the Nurse Consultant to the North Carolina Hepatitis 
program reported it to the CDC on 05/03/24 as well. She stated she attempted to get records from the 
hospital that treated Resident #1 after her accident in the 1970s and was unable to get any records. There is 
no known history of hepatitis B with this patient except for her verbal report that she was in an accident the 
1970s and was told she had hepatitis and could not donate blood. When she was transferred to the hospital 
on 04/26/24 Resident #1's skin and sclera (eyes) were jaundiced, and the hospital did further testing which 
revealed she had hepatitis B. This was based on the hepatitis B surface agent which is a measure of the 
actual hepatitis B in the blood stream and that test was positive. That positive test along with her symptoms 
and other blood work told us that this was indeed an acute hepatitis B infection. The question became where 
had Resident #1 contracted hepatitis B from since she had been in the nursing home for over a year. Per 
Resident #1's reports she had not had any outside procedures, no extensive podiatry care, no barber 
services. When the testing of residents from November 2023 to April 2024 came back initially with 4 positive, 
the resident's medical history was reviewed and determined that they all received glucose checks so the 
CDC honed in on the glucometers that were being shared because beautician care, wound care, blood 
transfusion were ruled out. When Resident #1 returned to the facility the staff were convinced that this was a 
reactivation case (meaning she had hepatitis B in the past and then suddenly the resident has an increase of 
hepatitis B in their blood stream) so she (the Nurse Consultant) set up a meeting with the facility to provide 
education and explain how this was not a case of reactivation this is an acute case of hepatitis B. Symptoms 
of hepatitis B usually occur 9-21 weeks after exposure and her jaundice was reported on 04/23/24 so that 
timeframe encompasses November 2023 to January 2024 for exposure. The Nurse Consultant explained 
that the facility switched to individual glucometers on 06/15/24 to help mitigate any risk of transmission since 
it was not determined where Resident #1 contracted the virus. 
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An interview was conducted with the State Health Department Medical Provider via phone on 06/20/24 at 
11:37 AM. She explained that she and her team were notified of a possible acute hepatitis B infection who 
was admitted to the hospital but had resided in the nursing home. Initially the team was trying to discern if 
this was actually an acute case and if so, that would mean that exposure would have happened a month or 
so before her diagnoses or was this a reactivation case which is where someone had the virus and then 
cleared it but then some other infection caused the virus to reactive. If this would have been a reactivation 
case, we would not have been suspicious that transmission occurred in the health care setting but if this was 
an acute case, and we know that Resident #1 had been living in the nursing home since June of 2023 then 
our assumption was that she was exposed to Hepatitis B in the nursing home setting. One of the team 
members involved in the investigation coordinated additional testing and the Local Health Department 
Representative and State Health Department Representative conducted an onsite infection control visit to 
ensure the facility was doing things to prevent transmission of bloodborne pathogens. The only two things 
that stood out from that visit were that the alcohol-based hand sanitizer was not as accessible as we would 
like and that they were using shared glucometers after disinfecting them between residents. The State 
Health Department Representative shared with the facility that individual glucometers were definitely 
preferred even if disinfecting between residents. Ultimately there was discussion amongst all the agencies 
involved and the conclusion became that Resident #1 was an acute case of hepatitis B and was not a case 
of reactivation. After the testing of the other residents in the facility that received glucose checks revealed 
additional residents of concern we were obliged to take public health action on the presumption of 2 active 
cases of hepatitis B and we had to protect the population from further transmission. The two active cases 
were identified as Resident #1 and Resident #2. Last week the Local Health Department Representative was 
able to talk to the facility and get them to implement individual glucometers and the facility was able to 
procure them by Saturday 06/15/24. The State Health Department Medical Provider stated that the facility 
initially stated that they did not implement the individual glucometers because the quality checks that had to 
be conducted each night on each glucometer to ensure it was measuring correctly was logistically a burden 
for them, so they elected to continue to use the shared glucometers with disinfection. 

An observation of Resident #1 and Resident #2's room were made on 06/20/24 at 10:45 AM. Their rooms 
were noted to be located on the same hallway directly across from one another. Further observation 
revealed that Resident #1 and Resident #2's medications and glucometers were stored on the same 
medication cart. 

The Director of Nursing (DON) was interviewed on 06/20/24 at 1:01 PM. Shortly after Resident #1 was 
admitted to the hospital the Local Health Department called and stated that they had an acute case of 
hepatitis B. She stated that they immediately started doing education on hand washing, education about 
universal precautions and when the health department made recommendations we followed them. The DON 
explained that the facility currently did not have an Infection Preventionist and had not one since March 2024 
and she was assisting with providing the education to the staff. The DON could not recall what the 
recommendations were, but she did recall that they had to draw blood from residents that had glucose 
checks that were still in the facility. When Resident #1 returned from the hospital she told us that she had 
been in a car wreck in the 1970s and had multiple blood transfusions and had contracted hepatitis B 
although she did not know which type and could never donate blood. The DON stated that about a week ago 
the facility switched to individual glucometers and stated that they had not done so earlier because we did 
not have a policy for that, so we had to obtain a policy before switching over to individual glucometers. The 
DON stated she felt like Resident #1's case of Hepatitis B was a historical case and could not see how she 
got it here. 
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The Administrator was interviewed via phone on 06/20/24 at 5:44 PM who stated that on 04/27/24 Resident 
#1's attending Physician notified her that Resident #1 had hepatitis B. She stated Resident #1 was 
readmitted to the facility on [DATE] and she had talked about it with the Attending Physician, and we do not 
know where it came from or what made it became active because she had been in the facility for years. 
Representatives from the Local/State Health Departments came in on 05/14/24 and did not see any major 
issues, they talked to the nurses, looked at hand sanitizer etc. then we got a report from them, and we 
followed the recommendations. However, we thought it was ok to continue with our protocol of the shared 
glucometers with disinfection between use, mainly because the facility had so many residents that required 
glucose checks and that would have been a lot of glucometers. The Administrator stated that they 
communicated via email and answered any and all questions that the Health Department had until Friday 
06/14/24 at 7:50 PM when she got a call from the Local Health Department Representative who stated that 
they had talked to the State Health Department Representative, and we needed to get individual glucometers 
tonight because we were in outbreak status. The Administrator stated she contacted and notified her MD and 
her corporate office, and they were able to procure enough glucometers and began using them on 06/15/24. 
She stated that the main reason for not implementing the individual glucometers sooner was due to the large 
number of residents with diabetes that we had and the quality control testing that each glucometer would 
require each night. The MD had been made aware of the recommendations made by the Local/State health 
department and was aware that we were going to continue to use shared glucometers with disinfection 
between uses and he was ok with that because he did not believe we had an issue. 

A follow-up interview was conducted with the Administrator on 06/25/24 at 11:10 AM who stated that initially 
stated when they were asked by the Local Health Department on 06/05/24 for a list of residents who required 
glucose testing that still resided in the facility which was provided to them. The list contained 30 names 
including Resident #1. The Local Health Department requested blood samples from those 30 residents on 
06/06/24. The Administrator stated that they did not redraw Resident #1's blood, but obtained 23 samples, 4 
residents refused the blood draw, and 2 residents had transferred to the hospital but were tested at a later 
date. 

The Attending Physician was interviewed on 06/21/24 at 9:06 AM. He stated Resident #1 had been back and 
forth to the hospital. The Attending Physician stated a few days into Resident #1's hospitalization on e of his 
colleagues at the hospital notified him of Resident #1's acute hepatitis B. The Physician stated Resident #1 
had essentially returned to her baseline, and other than controlling her diabetes, she was fine. He stated he 
was aware of the recommendation made to the facility to switch to individual glucometers but did not have 
anything to do with the decision to continue using the shared glucometers. Looking at the case, I just don't 
think she got it from here, she had been here more than 6 months and had been in and out of hospital. Her 
risk of getting it from the glucometer is zero risk, she was exposed with way more things in the hospital. 
Finally, the Attending Physician stated, she had more opportunities to get it from anywhere but here. 

Review of Resident #1's medical record from 06/03/23 through 06/20/24 revealed that she had not been 
discharged from the facility to the acute care hospital since 06/12/23 and was readmitted on [DATE]. 
Resident #1 remained in the facility from 06/17/23 to 04/26/24. 

(continued on next page)
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The facility Medical Director (MD) was interviewed via phone on 06/20/24 at 3:47 PM who stated, I don't 
think we have an outbreak. We have one case of reactivation of hepatitis B. He stated he was notified about 
Resident #1's case three weeks ago when she returned from the hospital. He stated he had not been kept up 
to date on the recommendations made by the Local/State Health department and was upset that no medical 
doctor had been involved in the decision-making process. The MD stated that initially when Resident #1 
admitted to the facility the Attending Physician was concerned, she had MASH and did a workup for that, but 
when she got to the hospital, she had positive hepatitis B DNA in her blood and that was very indicative of 
reactivation of hepatitis B. We want to do what is right but we don't think this is an outbreak. I don't think this 
was spread from glucometers because that is rare. There are other possibilities of where she contracted 
hepatitis B from dentist, she has family members that are intravenous (IV) drug users, shared insulin pens 
etc. The Medical Director stated he would argue that this was not an acute case, as she had other liver 
problems. The MD was aware of the Local/State Health Department Representative onsite visit but was not 
aware of the recommendations and had not seen any report from the visit. He added that he had spoken to 
the Local Health Department Representative earlier in the day and she was very vague in her 
communication and very nonspecific, but they called a week ago and stated we had an outbreak and needed 
to get a glucometer for each person that required glucose testing by midnight. The Medical Director stated he 
would expect the facility to follow the recommendations made by the Local/State Health Department and to 
also let me know what the recommendations were. 

A follow up interview was conducted with the MD on 07/03/24 at 12:58 PM via telephone. The MD again 
confirmed that he was made aware of Resident #1's acute hepatitis B diagnoses when she returned to the 
facility on [DATE]. He also confirmed that he was aware of the recommendation made the Local Health 
Department on 05/14/24 and was also aware the facility elected to not implement the recommendation. He 
did state he was not involved in the decision, that decision was made between the facility Administration and 
the Corporation. The MD stated that at some point before 06/14/24 he was made aware that the facility had 
given Resident #1 her own individual glucometer but could not say when that occurred. He stated that he 
had reviewed all the lab work from the residents that were tested for hepatitis B and was aware of the results 
but thought they were unrelated and the first time the MD heard the facility was in an outbreak was on June 
14, 2024. The MD stated he was surprised that the acute hepatitis B did not require different isolation and 
surprised that we did not investigate staff. 

A follow-up interview was conducted with the Administrator on 07/03/24 at 1:14 PM via telephone who stated 
the MD was aware of Resident #1's acute hepatitis B diagnoses on 04/27/24 but did not get involved until 
she readmitted on [DATE]. She stated that the facility gave Resident #1 her own glucometer about a week 
and half after the health department made their onsite visit on 05/14/24 but she could not recall he exact date 
that the induvial glucometer was issued to Resident #1. The Administrator stated that she had since been 
educated on the definition of outbreak status and that initially she thought it was more than one case but 
when she asked, she really never received a definitive answer and the first time she was aware that they 
were in an outbreak was on 06/14/24 when the local health department called and reported it to her. 

A follow up interview was conducted with the Administrator via telephone on 07/05/24 at 12:44 PM who 
stated that initially they set aside a glucometer for Resident #1, but they failed to follow through with the 
education to the staff and could not provide evidence that Resident #1 had her own individual glucometer 
prior to 06/15/24. 
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The Corporate Medical Director was interviewed via phone on 06/20/24 at 4:21 PM who stated she had not 
heard about Resident #1 or understood the gravity of the case until 06/14/24 at 8:00 PM when she received 
a call from the Administrator who stated they had to get individual glucometers and the facility was in an 
outbreak of acute hepatitis B. They then began filling her in on Resident #1's history and her subsequent 
hospitalization . To her understanding the State Health Department came in on a non-regulatory visit to 
observe infection control practices and procedures and indicated that they recommended individual 
glucometers. The Corporate Medical Director stated that she needed time to research Resident #1's case 
and review all the lab work and see what was going on but in the meantime, she made the decision to stop 
all admissions and made the decision to test all current residents which was done. Resident #1 was definitely 
an acute case of hepatitis B, but her question was whether or not she has antimitochondrial DNA and this 
was a flair up of some chronic hepatitis B. The biggest issue she had seen with this case was the lack of 
communication. She stated when she read the recommendations made the Local/State Health Department 
made on 05/15/24 her first question was why did we not implement the individual glucometers at that time, it 
wou
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