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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted a 

COVID-19 focused Infection Control Survey and 

a complaint investigation on 09/15/20.

 

 D 338 10A NCAC 13F .0909 Resident Rights

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of 

all residents guaranteed under G.S. 131D-21, 

Declaration of Residents' Rights, are maintained 

and may be exercised without hindrance.

This Rule  is not met as evidenced by:

 D 338

TYPE A2 VIOLATION

Based on observations, record reviews, and 

interviews, the facility failed to ensure 

recommendations and guidance established by 

the Centers for Disease Control (CDC), the North 

Carolina Department of Health and Human 

Services (NCDHHS), and directives from the 

local health department (LHD) were implemented 

and maintained to provide protection of the 

residents during the global coronavirus 

(COVID-19) pandemic as related to appropriate 

screening of visitors and residents, appropriate 

use of personal protective equipment (PPE) by 

staff, and social distancing (remain six feet apart) 

guidelines.

The findings are:

Review of the Center for Disease Control (CDC) 

guidelines for the prevention and spread of the 

coronavirus in long term care (LTC) facilities 

revealed:

-Personnel should always wear a face mask in 

the facility.

-Face masks should not be worn under the nose 

 

Division of Health Service Regulation

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 96899STATE FORM 6FMU11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 09/18/2020 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL044022 09/15/2020

NAME OF PROVIDER OR SUPPLIER

CHESTNUT PARK RETIREMENT

STREET ADDRESS, CITY, STATE, ZIP CODE

84 CHESTNUT PARK DRIVE

WAYNESVILLE, NC  28786

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 338Continued From page 1 D 338

or mouth.

-All essential visitors should be screened for the 

presence of fever and symptoms of the virus 

when entering the building.

-Personnel should be screened for fever and 

symptoms of COVID-19 before starting each 

shift.

-Residents should be screened daily for fever and 

symptoms of COVID-19.

-Personnel should be practicing social distancing 

when in common areas.

-Social distancing should be implemented among 

the residents.

Review of the North Carolina Department of 

Health and Human Services (NCDHHS) for 

prevention and spread of the coronavirus in LTC 

facilities revealed:

-All facility staff should wear a face mask while in 

the facility.

-Residents and staff should be screened daily for 

signs and symptoms of COVID-19.

-All essential visitors should be screened for 

signs and symptoms of COVID-19 before 

entering the building.

-Social distancing should be implemented among 

the residents to include communal dining.

Observation of the front door of the facility on 

09/15/20 at 9:30am revealed:

-No visiting until further notice was hand printed 

on a sign.

-There was a printed COVID-19 Facility Visitor 

Guidance sign on the door.

-Stop, people with fever, cough, sore throat, 

shortness of breath, or other flu-like symptoms 

are not permitted to visit and people who have 

traveled to a high-risk area for COVID-19 or had 

contact with a person known to be infected with 

COVID-19 are not permitted to visit was printed 
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on the sign.

Observation upon entrance into the facility on 

09/15/20 at 9:35am revealed:

-The Supervisor met the surveyors at the front 

door of the facility.

-She was not wearing a face mask.

-She did not screen the surveyors for the 

presence of signs and symptoms of COVID-19.

-She did not check the surveyors temperature.

-There was no PPE near the front door.

Observation of the living room on 09/15/20 at 

9:35am revealed:

-There were 3 residents sitting in the living room 

watching television.

-There were 9 plastic patio chairs for residents to 

sit in; one row with 4 chairs lined up side by side 

and another row about 6 feet away which had 5 

chairs lined up side by side. 

-Two residents were sitting side by side in one 

row.

Interview with the Supervisor on 09/15/20 at 

9:36am revealed:

-She worked full time in the facility.

-She knew she should wear a face mask in the 

facility.

-She had been assisting a resident with a shower 

and had taken her face mask off to get "some 

air".

-She knew she was supposed to screen all 

visitors but she had been busy gathering 

paperwork.

-Staff was screened for COVID-19 at the start of 

the shift.

-Residents were screened at all three meals daily 

with temperature checks.

-She thought logs of the screenings were kept in 

the Adminstrator's office.
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-Staff had received training regarding COVID-19 

precautions in March 2020 by a staff member 

from the Local Health Department.

-The training included PPE use, residents eating 

meals in their rooms, hand hygiene, and social 

distancing.

-There were no visitors allowed in the facility.

-All the residents went out of the facility for their 

physicians' appointments.

-The residents wore masks went they left the 

facility for the appointments.

Observation of a medication aide (MA) on 

09/15/20 at 9:40am revealed the MA was not 

wearing a face mask.

Interview with the MA on 09/15/20 at 9:41am 

revealed:

-She worked third shift in the facility.

-She had just come in to "help out" and did not 

put on a face mask.

-She did not know why she did not put on a face 

mask.

Interview with a resident on 09/15/20 at 9:44am 

revealed:

-Staff did not wear face masks in the facility.

-The facility was restricting visitors.

-The facility screened him for COVID-19 once a 

week by taking his temperature.

-The resident would wear a face mask, provided 

by the facility, when he went to a physician 

appointment.

-All meals were served in the dining room and 

residents were seated less than six feet apart 

from each other.

Interview with a second resident on 09/15/20 at 

9:45am revealed:

-No visitors were allowed in the facility.
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-She wore a mask during visitations on the front 

porch but not in the facility.

-Residents ate all their meals together in the 

dining room seated less than six feet apart from 

each other.

Interview with a third resident on 09/15/20 at 

9:48am revealed:

-Staff sometimes wore a mask in the facility, but 

not all the time.

-No visitors were allowed in the facility.

-He ate in the dining room with everyone seated 

less than six feet apart from each other.

Interview with a fourth resident on 09/15/20 at 

9:50am revealed staff wore face masks 

sometimes but not always in the facility.

Interview with a fifth resident on 09/15/20 at 

9:50am revealed:

-No visitors were allowed in the facility.

-She wore a mask when she left the building but 

not when she was in the facility.

-She ate in the dining room with everyone seated 

less than six feet apart from each other.

Interview with a sixth resident on 09/15/20 at 

9:52am revealed:

-Staff did not wear face masks in the facility.

-All meals were served in the dining room and the 

residents were seated less than six feet apart 

from each other.

 

Interview with a seventh resident on 09/15/20 at 

9:54am revealed:

-No visitors were allowed in the facility.

-All the residents ate their meals together in the 

dining room seated less than six feet apart from 

each other.
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Interview with an eighth resident on 09/15/20 at 

9:55am revealed:

-His temperature was taken one time a week. 

-Everyone had a mask in their room for when 

they left the facility.

-He wore a mask when he signed out and left the 

facility.

Interview with the MA on 09/15/20 at 10:23am 

revealed:

-The Housekeeper worked three days a week.

-She cleaned and sanitized the bathrooms, floors, 

bedrooms, and common areas and touchable 

surfaces.

-The MA on duty would clean when the 

Housekeeper was not in the facility.

Observation of the facility on 09/15/20 from 

9:35am to 12:00pm revealed staff had not 

cleaned the facility.

Interview with the Supervisor on 09/15/20 at 

10:33am revealed:

-The Department of Social Services supplied the 

facility with PPE.

-The Administrator kept extra PPE supplies in her 

locked office, and she resupplied the facility as 

needed.

-The MA and housekeeper had keys to the hall 

where PPE and cleaning supplies were kept.

-Gloves were not kept in the bathroom because 

residents would flush them.

-All bathrooms had antibacterial soap at the sink.

Observation of available PPE on 09/15/20 at 

10:33am revealed:

-There was a large box of face shields and gowns 

in a locked staff hallway.

-There was one box of masks in the medication 

room that contained 10 masks.
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-There was a full box of gloves on the medication 

cart in the medication room. 

Second interview with the Supervisor on 09/15/20 

at 10:57am revealed:

-Three residents usually sat in the living room all 

day and watched television.

-The residents were resistant to social distancing 

because they were used to sitting next to each 

other in the living room and eating together.

Observation of the MA on 09/15/20 from 11:28am 

revealed:

-She was helping prepare lunch in the kitchen.

-She was wearing her face mask below her chin.

Observation of the facility on 09/15/20 from 

9:35am to 12:00pm revealed staff did not 

encourage residents to wear face masks.

Telephone interview with the Adminstrator on 

09/15/20 at 11:05am revealed:

-Visitors were not allowed in the facility.

-She did not know why staff had not screened the 

surveyors upon entrance into the facility.

-Staff should always wear face masks in the 

facility.

-She had conducted training on COVID-19 

precautions sometime in March 2020.

-The training included social distancing, visitor 

restriction, PPE, hand washing, screening of staff 

and residents, and cleaning.

-She had used the guidelines from the NCDHHS 

website.

-Residents were screened once or twice a day.

-Staff were screened once daily.

-The facility had not kept logs of the screenings.

-Residents were eating all their meals in the 

dining room as it was hard to keep them socially 

distanced.
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-She had an Infection Control Policy and 

Procedure but did not know where it was located.

Telephone interview with the Director of Nursing 

at the local health department on 09/15/20 at 

3:00pm revealed:

-The facility had received face to face training 

regarding COVID-19 precautions in March and 

April 2020 from the LHD and environmental 

health.

-The instructions given to the facility included the 

wearing of face masks, social distancing, 

screening visitors, staff and residents, hand 

hygiene, and cleaning.

-The LHD would periodically follow up with email 

communication.

-The LHD had made two deliveries of PPE to the 

facility.

-Not following the COVID-19 precaution 

guidelines put all the residents at risk of 

contracting the virus.

_________________________

The facility failed to ensure staff were following 

infection control guidelines during a viral 

pandemic related to not screening visitors and 

residents, staff not wearing PPE, and not 

following social distancing guidelines related to 

communal dining to reduce the risk of 

transmission and infection which placed the 

residents at risk of contracting a serious viral 

illness. This failure resulted in substantial risk of 

serious physical harm and neglect and 

constitutes a Type A2 violation.

_________________________

The facility submitted a plan of protection on 

09/15/20 in accordance with G.S. 131D-34 for 

this violation.

CORRECTION DATE FOR THE TYPE A2 

VIOLATION SHALL NOT EXCEED OCTOBER 
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15, 2020.

 D914 G.S. 131D-21(4) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Residents' Rights

Every resident shall have the following rights:

4. To be free of mental and physical abuse, 

neglect, and exploitation.

This Rule  is not met as evidenced by:

 D914

Based on observations, interviews, and record 

reviews, the facility failed to ensure residents 

were provided the necessary care and services to 

maintain their physical health as related to 

resident rights.

The findings are:

Based on observations, record reviews, and 

interviews, the facility failed to ensure 

recommendations and guidance established by 

the Centers for Disease Control (CDC), the North 

Carolina Department of Health and Human 

Services (NCDHHS), and directives from the 

local health department (LHD) were implemented 

and maintained to provide protection of the 

residents during the global coronavirus 

(COVID-19) pandemic as related to appropriate 

screening of visitors and residents, appropriate 

use of personal protective equipment (PPE) by 

staff, and social distancing (remain six feet apart) 

guidelines.[Refer to Tag 338, 10A NCAC 13F 

.0909 Resident Rights (Type A2 Violation)].
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