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C 00O Initial Comments “| Coaa
g 144
The Adult Care Licensure Section conducted a | E
COVID-1¢ focused Infection Control survey with Ark  (SNCERN 9 0
_ @n onsite visit on July 29, 2020 and a dask review
| strvey on July 30, 2020 to July 31, 2020 and & SURVEYORS (VERE
telephone exit on July 31, 2020. i
| CoRLAZTTED ) MMEDIATELY | K
C311 10ANCAC 136G -0809 Residents' Rights Cain v
| | EDLMIOING THE cpmMPLETT
‘ 10ANCAC 13G 0809 Resident Righ:s J OF THE 5 uEUEﬂf
A family care home shall assure that the rights of
all residents guaranteed under G.S. 131D-21,
Declaration of Residents’ Rights, are maintaineg i
and may be exercised without hindrance. : f

This Rule is not met as evidenced by;
TYPE AZ VICLATION

linterviews, the facility failed to ensure

‘ recommendations and guidance establshed by
the Centers for Disease Control (CDC}, the North |
Carclina Department of Health and Human | |
Services (NCDHHS}), anc directives from the

Basad on observations, record reviews, and ' ‘ . J

local health department (LHD) were implemented The Administrator is responsible for

| and maintained to provide protection of the monitoring the facility daily to makF sure the
resicents during the global coronavirus following gidelines are being follovyed by thg
(COVID-19) pandemic as related to appropriate staff and residents. 8/27/20

screening of visitors and staff, use of persanal
protective equioment (PPE) by staff, ang
residents following social distancing guigelines.

The findings are. EFFIZT? VE /MM.ED:‘W? ;
Review of the Center for Disease Control (CDC) |
guidelines for the prevention and spread of the _ | H%% ArE Lo LN

corcnavirus in long term care (LTC) facilities FE 1S PN !
revealeg: LDHEL S

-Persennel should always wear a face mask in | Cael AQQ_()XJH! TY 70

the facility. e @m vJ
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-Face masks should not be wom under the nose
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 andl
symptoms of COVID-19,

-Personnei should be practicing social distancing
{remain six feet apart) when in common areas.
-Sedial 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
the facility.

-Residents and staff shoulg be screened daily for
| signs and symptoms of COVID-14.

-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.

face mask while in

Review of the facility's Infection Control Palicy
received on 07/30/20 revealeg:

-Staff and residents shoulg be screened daily to
| ensure they are free of symptoms related to
COVID-19.

-The facility should be following all established
guidelines.

-All activities and communal dining are canceled.
-Sociat distancing should be enforced.

{ Face masks should be distributed to ali staff and
| residents. ‘
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Observaticn upon entrance into the facility on

| 07/29/20 at 10:45am revealed:
-The Administrator met the surveyors at the front
daor of the facility.
-She was not wearing a face mask.

| -She did not check the sSurveyors temperature.
-She ¢id not screen the surveyors for signs and
symptoms of COVID-1g,
-There was no PPE near the front door.

Observation of the living roem on 07/29/20 at
10:50am revealed:

-There were two residents sitting across from
each other at a table.

-The residents were 3 feet apart and were not
wearing face masks.

| Interview with one resident on Q7429720 at
10:57am revealed:
-A family member had come into the facility on
07/27/20 tc take the resicent on an outing.

| -The family member was not screened for signs
ana symptoms of COVID-19,

| to screen for signs and symptoms of COVID-19.

' -The resident had not seen staff wearing face
masks, B

| -Staff had not offered the resident a face mask,
~The resident ate all maals at the kitchen table
with the other residants.
-Staff had not offered to serve meals in the
resident's room in order 1o socially distance,

Gbservation of the «itchen on 07/29/20 at
12:45pm revealed there were four residents
seatec 2 feet from each other egting their lunch.,

Interview with a second resident on 07/29/20 at
. 11:00am revealed:

-Staff did not take the resident's lemperature daily,

|

|
'
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C271, Continyza! Tram sage 3 C31 ‘
-He was going to the dining room to eat meals , :
with the other residents. i :
L S P R I S L maide Rl . | {
j =@ Preferred io gl K SISIER BB foom ! ’ L & e i ] |
I | Wecause he was not abie to bu socialy distance a Twﬁ‘ RES (hezir FREEEDS |
from the other residents when he went to the "'"""""’/_T
i dinning room. T iSOMTE N S MH
~H@wae not gotding Mis Lroturs checked
; ~ = . — ) )
Jaly. LEBUSE BF s meniph
‘ -He was given a face mask by the facility staff
| once when ke had 1o leave the facility for a DISAL 172G — TRE pur 1,}/ !
 doctor’s appointient. ~ |
. o ORTdetr™ He AA% iy
Interview with a third resident on 07/29/20 at
11:05am revezled: Vi <o (HER. R RESpeNTS
-Sometimes o family member will visk with the
resident outside the facility on the porch. ,ljgﬁ ay
-Staff had not offered the resident a face mask. 552# H@L 7}H£5 ’
-Staff did not wear face masks.
{ ~The resident had reczivad a face mask from the ﬁé‘j IDENE E <Sicd ML
family member.
f -Staff did not ta}(f-.\ ,ﬂle rfasatfem s temperature to %WCM’E AND BT
Screen for signs and symptoms of COVID-19,
-Staff had not offerad to serve meals in the £ / e -
resident’s room in order to sociaily distance, ,f'( ﬂ L‘)MF E
Telephone interview with a resident’s family %133\;75 e BEPN) Gi e
member on 07/30/20 at 4:55pm revealed:
-The family member had not been into the facility M/%K_ﬁ o
since the virus (COVID-19) started in March
2020, Stier ) ARD o7 worp
-When the family member would bring items to (9\
the resident she would ring the doorbell and not 5 Mﬁ-s i gq 5& = M
go inside the facility. S £ W |
-The staff that came to the door were not wearing NOT BEER jK  (CMNEE PROK 1N | r‘l{
face masks. !
W LBI1DENTS — MioKs ey
Observation of the outside of the facitity from W oep) WHED STH‘FF M UST Gb AUT
11:30am to 1:00pm revealed:
~The Assistant Administrator got in a vehicle in 2 BuY QRocE&IES ARp P OF
the driveway of the facility as a passenger without MEDIcATIENS -
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wearing a mask and laf the facility, [
=Tl iver i i lﬁi’ﬂ i 7 3 - i
| rﬂ.;sel'::irwe of the vehicle was.nc! wearing a | THE eIV Ef. AND Sic,
‘ -The Assistant Administrator returned 1o the' p!l?f' UASKS  LoieN Si0
facility within the observed time frame driving a [ on ‘
different vericle. TERED THE VEMICLE S BOTH
-He was net wearing a mask and entered the
facility . ’ t @E Fieemer) rsnd 7 DEFES \BL
Telephone interview cn 07/31/20 at 2:55pm with | ) ‘
the Assistant Administrator revealed: ' MASK DEDISPL . S '
-He was a first resporder and went out of the - ‘
i facility on emergency calls. &’M ner MQJJUC? /:‘L MASH |
-He wore a face mask when he went out of the . > RE RETURNED PaEpusE
facllity into the community. . ;
-He did not wear a face mask when he returned : RE WAS Risst N THE
to the facility because there wera not any !
residents "running a temperature”. : |VE HELE -

| -Staff were taking the residents temperatures
daily to screen for signs and symptoms of

| COVID-18 but it was not written down. ; i

| Telephone interview with a nurse from a I
resident's primary care providers office on ' ! TMMEDIAIELY  LOWEN SiaFF |
| 07/30/20 at 2:02pm revealed: £FS BELES
-The facility should be following all guidelines | 15 W 1DERT S
from the CDC and the NCDHHS related to
COVID-149.
-The staff should be wearing a mask in the
facility.
-The residents in the facility should be practicing
social distancing to the best of their ability to i
reduce the spread of COVID-19. 5 NTEZ pey woern Ence =3
-The residents and staff had an increased risk of | | [
getting COVID-19 if the facility did not follow the i |
guidelines. [
‘ Telephore interview with a nurse from the local l |
i health department (LHD} en 07/31/20 at 1:05pm ! J

Rpspe, BLE peny - |

] |
RESIDENTS PLACTICNG ~2C,
foswsam D o moT

revealed-
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| ) .
“The Adiminisbalor hed soachad oot & har at the I
beginning of the pandemic, I ’
-She rewewed basic guidelines with the ‘
j Administatar re o hznd hygisne and the
mpumncc of woanng @ facs 'nasi-L
-She reviewed the appropriate signage that
should be posted inside the facility.
{ . . - :
intervigw with the Administaior on 0720120 at
11:20am revealed:
-She was staying up to the dafe with the |
| QUICSEnES Lony Whe CRC and i HCDHHS, !
-She "shul down” the faciity nhc.. e pandemic | i
; |
oo | ADMINISTRATO K ’”‘“5 |
i ! YD
e ' ! ’ DERLTY,  SDMISDB i
' —Sne was not scruenmg any visitors aecause no | ey 5 |
1 UESTIRT
! one was allowed in the facility. i ANFISE ﬂg@ *a 1
F ' | e peENT SINGE |
: N |
untii recently. MBI 00D -
-There was one resident who had left the facility .
i with & famity mamber, : Juk i
t—me*’am',".c Wwar was "nal golng anyl “P&S"M TS whs A ¥ A
she felt safe" to let the resident leave the facilty. ™7 puri e THAT 0ClUgeED
-The Assistant Adrr'nx&'ntc. had taken the two 7 ~p:
male regidants sut of e ot g halFCU{ A RESINENTS DRHUGHTEES
10 3 mash b F |
-She had not tean wearing a mask in the facility. | AND ANLY ,\ pﬂﬂbb 7

- to wear in the facility.
| ~She had not offered to et the residents eat
 meals in their rooms.

noi congregate.
-The residents and staff were isolated from
others.

in the facility because 1o residents were leaving
and no visitors were entering the facility.
-She could not find her infection control policy but

-She had not offered to give the resndents a mask
-The residents stayed in their rooms often and did

-She felt the residents were safe rom COVID-19 i

fmcmmm; RES WENT)
WEEE 1D ATTEN DAINCE . j
A PN WS BELD BN |
AN BNTIDE Py AP
FEMILY Soast DiSTENCED )
|
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Based on observations, interviews, and record
reviews, the facility failed to ensure residents
were provided the necessary care and services to
mantain their physical health as related to
resident rights.

Based on observations, record reviews, and
interviews. the facility fai'ed to ensure
recommendations and guidance establ'shag by
the Centers for Disease Contirol (CDC), the North
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would continue looking.
1
The facility failed to ensure staff were following V1517085 HmME por fei ;
infection control guidelines during z viral ) r MAIQUED IN FACLIT
pandemic related to the screening of visitors and z _ ALEM EATED -
| staff, appropriate t;se of personal protective | UNTIL  PIFSE A up5 iH
equipment (PPE) by staff, and following social
distancing guidelines related to communal dining’ ; cﬂﬂiﬂf 7 ﬂé/‘ggyu T OHRS D |
to reduce the risk of transmission and infection . Py
which placed the residents at risk of contracting a }Z}b/?ﬂﬁ. C/ﬂ Mﬁm). e
sericus viral illness. This failure resuited in |
substantial risk of serious physical harm and “EEZMS#EZ Hep NoT™ JEEAM JT
neglect and constitutes a Type A2 violation. OF THE crunTy 1
The facility submitted a plan of protection on 1
07/29/20 in accordance with G.S. 131 D-34 for ]
this violation PYIE  (F THE RES DTS
| CORRECTION DATE FOR THE TYPE A2 TR HVE  Sttiop AN ‘
VICLATION SHALL NOT EXCEED AUGUST 30, =g : = 1SN s
2026 SIGNS R SYMPTONS |
- Covidb A —
C 814 G.§ 131D-21(4) Declaration Of Resident's Rights co14 ‘
|
SAEE SURER
Every resident snall have the following rights: - AAS  Rrupys ANS
4. Te be free of mental and physical abuse, '-"M_T CES N n
neglect, and exploitation. /D‘E‘WS e é‘m
o , \HFE AUD HAME peyer. BerM
i This Rule is not met as evidenced by:

POISED , NEGLEZTED oh pRZivifED -

THERE pE po REGumt
WVIs imves  in 7ts Facukry
AND WITH ONLY 4 RESIDEMTS,
EXfpsupe 10 Covip HAS B

VER BDKITED — Nd ££5:p2p/
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Carolina Department of Health and Human
Services (NCDHHS), and directives from the
| loca! health department (LHD) were implemented
| and maintained to provide protection of the |
| residents during the global coronavirus
| {COVID-18) pandemic as related to appropriate
screening of visitors and staff, appropriate use of
personal protective equipment (PPE) by staff, ang
i residents following social distancing guidelines
[Refer to Tag 311, 10A NCAC 13G .0909 |
J Resident Rights (Type A2 Violation)].
{
|
I
[ ‘
| |
i
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