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| Furnighings from the nonsacured room on 11503, r
: (8) Adult care homes shal The Maintenanc Director hald an in-service on 11/3¢ it | o
: {5) be maintained in an uncluttered, clean and the Housskooping staff 1 reviow the Proper storags of
| orderly manner, frea of all obstructions and chemicals and cleaners.
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evidencad by storage of furniture and i
housekeeping chemicals tefl unsecured end
accassibla to all residants inckuding five residents '
known to have dementia and/or wandering i
behaviors, i
Tha findings are: lJ

Obsearvation of an unoccupied resident room
(room #204) on the Asslsted Living (AL} section
of the facillty on 11/03r20 at 10:07am revealad:
~The entrance room doorwas in a partially
openad position with ltams in the room vishle

! from the haltway of the facility.

; “The door was rot equipped with & key lock or
 any othar lacking mechanlsm,

| ~Thera was a square metal bed frame without a
| R3tiress with a headboard attached to the frame
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; stored on the floor on the lslt side of the room,

creating a fall or trip hazard.

-There was a floor ¢leaning machine in the
middle of the room's fleor causing a fall or trip
hazard,

-There was an aerosol spray ¢an of "popcorn
cailing texture” stored on a nightstand.

-There warae dried white colored material spacks
scattered across the outside of the asrosol can
and around the spray nozzde,

-There were labeled diractions on the front label
that read as "DANGER" flammabte vapor,
contents under pressure, causes eye, skin and
respiratory Irritation,

~Theara were labeled directions that read if the

| contents were swallowed and if the person was

conscious to rinse the mouth with water. Call
Poison Control immediately and do not induce
vomiting unless directed tc do so by medical
personnel.

-There were labeked directions that read if the
contents were in the eyes, to rinse the eyes for 15
minutes with water.

-There were labeled directions that read if the
contents were on the skin, to rinsa well with soap
and water,

-There were instructions that read to get medical
attention if irritation develops.

-There was a plastic container that was
approximatsly & pounds (lbs) containing a
heavy-duty floor stripper concentrated liquid with
slightly less than % of the concentrated liquid
remaining, stored on the floor against a bed on
the right sida of the room,

~There was a round type lid on the top of the
container. The seal around the lid had baen
broken, )

-There was |abeled directions on the front of the
{abel that read "WARNING” this product can
expose you 1o chemicals which was known to

L
|
CROSS-REFERENCED TO THE APPROPRIATE 1 DATE
\
:
b
r
]
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. ~There were labeled directions that read to avoid

 contact with skin, mucous membranes and eyes

| and to avoid breathing vapors or mist of the

liquid.

-There were labeled ditections that read to use

safety goggles. chemical resistant gioves and

shoe covers when using the concantrated

chemical liquid.

i -Directions read overexposure to the :

; concentrated chemical liquid by inhalation or ] I’

i absorption could produce cantral nervous system

depression resulting in headache, nausea or
dizziness. “DO NOT" swallow this product. i i

! -There were first aid instructions capitalized to

contact the local Poison Control Center for

emergency medical assistance,

-There were 2 enclosed cardboard boxes

containing foaming scap and & small hand {ool

stored on the floor beside the heavy-duty floor

stripper concentratad liquig causing & fall or trip

hazard.

-There was a two-shelf utitity cart with opened

storage bins storad beside the bed to the right of

the room.

-The top storage bins had multiple items indluding

tool parts, screws, a power tool and several hand

tools.

-There were containers of paint and a container

of a liquid used for floor care stored on the

second shelf.

-There was a 1-gallon container with & leng

flexible tubing with a spray nozzle on the end

attached to the container of insecticide labsled as

a bed bug killer with agg kill.

-The long flexible tubing for the insecticide was

laying against a named brand pinsapple Ravored

soda that had been opened with approximately %

of the soda remaining, stared diractly beside the

| insecticide container on the second shelf.
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~-There was opaned large plastic container without !
a lid to close the container [abeled as a high !
traffic floor pofish with a small amount of the }
pailsh remaining in the container (the liquid polish |
only coverad the bottom of the container). |
-There were labeled directions that read the '
product was an eye and skin irritant. |
-There were cans of paint that had been opened !
with dried paint on the cutside of the containers ‘
stored between the head of the bed and the wall !
of the room.

-There were large containers of unopened paint
stored on the flcor, a large step ladder (with a
least 4 staps) and lamps with cords an the floor,
stored at the foot of the bed causing a fall or trip
hazard.

Observation on the left haltway of the facility on
11/03/20 at 10.07am revealsd:

-There were occupied resident rooms around
room #204, |
-There were residents walking and propefling
wheelchairs up and down the hailways without ;
staff. ;

interview with a resident on 11/03/20 at 3:40pm i
revealed:

-The resident had observed room #204 being

! used for storing items for approximately the last 3
months.

~The resident saw boxes and a utility cart stored i
in the room. 5
-The resident knew some residents were !
confused and wandered in the facility because :
some of the residents had wandeared into his i
room.

Interview with a resident on 11/03/20 at 3:31 pm
revealed:

-Room #204 had been used for storage about 2
Divigion of Health Service Ragulalkon
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weeks.
-The door to room #204 was left open at times.

! Interview with a medication aice (MA) an 11/03/20 '
! at 3:45pm reveated:

j -5She had not observed any of the rasidants going
| into the unoccupied resident room #204.

i -She could not provide any information regarding

i tha contents stored in resident room #204

i because she had not pald any attention to the

| room when she walked down the hallway.

i Interview with a personal care aide (FCA)on

- 11/03/20 at 4:05pm revealad:

| -She was not sure what was stored in resident
room #204.

-The entrance door to rasident room #204 was
usually closed,

-She would have concerns if chemicals ware
stored in an unsecured manner in resident room
#204 because of confused and wandering
residents could open the door, have
unsupervised access {o tha items in the roomm and
could possibly drink a harmful liquid.

Telephone interview with Divisicnal Director of
Clinical Services, on 11/04/20 at 2:38pm
revealed:

i -She expected all chemicals within the facility to
be stored properly.

-She expected the Maintenance Director to store
all chemicals within tha facility to be locked in the
designated areas.

-The importance of properly storing all chemicats
within the facility was so the resident could not
access them and ingest them.

Telephone interview with tha Maintenance
Director on 11/04/20 at 2:58pm revealed:
i -There were two designated areas within the

Division of Health Service Regulation
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facility for chemical storage.
-The two designated areas within the facility for
chemical storage were reoms 100 and 200 which
| had & key lock and code entries.
4‘ -To monitor the proper storage of chemicals, he
would walk the hallways of the facility as much as
i he could to verify the propar storage of the
! facility's chemicals.
; -Room 204 was not a storage room for
| incontinent pads/briafs, soaps, ladders, bad bug
| spray, the maintenance carl with tools, or staffs
drinks.
1\ -The previous night (11/02/20), he had left the
: chemicals in room #204.
-He could not track over the waxed floor to
! retrieve the chemicals in room 204.
i -He did not secure the door of room 204 prior to
| the leaving the facility the night of 11/02/20.
! -The square cans of the chemicals chserved in
|
I
I
|
|

: room 204 were Hoor strippers. |
-The drink left in room 204 was a resident's ;
concern due to the possibility of a resident
inadvertently ingesting a corrosive chemical
varsus the drink left in room 204.

-All chemicals within the factlity were supposed to
| be locked up.

|

; Interview with the Administrator on 11/03/20 at

' 10:22am revealad:

-Room #204 was an unoccupied room usad for

storage.

-3he was not sure how long the chemicals and

other items had been stored in room #204 but

knew staff started stripping the ficors a week or

50 ago at the facility.

-There were residents residing on the AL saction

of the facility that had dementia.

-She was not sure if any of the residents would

accidantally ingest a harmfu! chemical but "you

never know".

Division of Health Service Regulation
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| -She would have someone monitor the doorway

i of room #204 immediately until the items could ba

| removed and secured.

.’ Telephone interview with the Administrator on

| 11/04/20 at 4:19pm revealed:

' -She expected whomever was using any

chemicals at the facility to lock it up when

completed In either housekeeping closet

-She expected avery chemical at the facility to be

locked {o not allow access to residents.

-The Administrator monitorad chemicals were

properly secured on her daily walk through the

facility.

~On her daily walk through all areas of the facility,

she laid eyes on all the residents in assisted living

and the memory cars unit to aliow them an

opportunity to voice their opinion or concems, and

: she verified the cleanliness of the facility

| (assisted living, memory care unit, and kitchen),

| -She thought the items observed in room #204,

| incontinent pads/briefs and bed frama had been

| thers about a weak.

’ -She was not sure how long the paint had been in

| room #204,

| ~The Maintenance Diractor and the Administrator
were responsible to verify every chamical at the
facility was secured in the housekeeping closets.

| Review of the facility's policy for Housekeeping
! Chemical Handling and Storage revealed;

| -The policy was dated effective 11/04/20 and

J planned to review on 11/01/21.

-The purpose of the policy was to ensure all
 housekeeping chemicals were handled and
stored properiy.

-The measures wers 1o be used in all areas of the
{ facility and utilized by any staff using

| housekeeping chemicals,

| -The definition saction read: Safaty data sheets

Division of Health Service Regulaton
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ware furhished by the vendor or manufacturer,
-The definition for locked storage was proper
location of chemical storage or locked for limited ;
access by staff only. . i
-All cleaning or housekeeping chemicals would
be maintained in proper containers, labeled and
stored in housekesaping closets with cloaked

| doors,

: -When chemicals were not in use, they would be

! locked fn the proper storage closet.

-The Administrator and the Maintenance Manager
would monitor chemical use and ensure that
chemicals were used and stored property.

| -No cleaning supplies or chemicals could be Joft :
un-supervised in residant rooms or common i
1 FOOms when resitents were present or could be ‘
] present, .
~Ths Administrater and Maintenance Manager i
would ensure new employees were trained and
oriented to the chemical use and storage
guidelines.,

1. Review of Resident #1's current FL-2 dated
05/28/20 revealad:

-Diagnrioses included dementia, Parkinson's
disease, asthma, rhinitis, coronary chstructive
pulmonary disease, gastroesophageal reflux
disease, atrial fiorillation and hypertension.
-The resident was semi-ambulatory with a
rollator.

-The resident was constantly disoriented and
! wandered.

Review of Resident #1's Assessment and Cara
Plan dated 07/07/20 revealed:

-The resident wandered and ambulated with a
walker.

-The resident was always disariented and had a
significant memory loss and required direction.

Division of Health Service Regulation
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i Observation of Resident #1 on 11/03/20 at
- 9:52am revealed the resident was lying in her bad
. holding a stuffed animal.

I Telephone interview with a personal care aide

| (PCA) on 11/04/20 at 1:25pm reveaied:
-Resident #1 was able to ambutate by herself.

| -Resident #1 got confused about date, time, and
i location.

+ -Resident #1 knew where her room was located.

| Telephone interview with a second PCA on
11/04/20 at 2.06pm revealed:

-Resident #1 was only oriented to person.
-Resident #1 ambulated with a walker, and had
been cbserved in the facility's hallway, dining
roam, and an old room (resident room #1090).

. -Resident #1 required re-girection back to her

| room,

| -Resident #1 was observed in her old room daily,
i -Resident #1 just moved from her old room to her
| new room about a month ago.

| -Resident #1's wandering occurred daily.

i

| Based on observations, interviews and record

| reviews, Resident #1 was not interviewable,

|

,l 2. Review of Resident #2's currant FL-2 dated

| 05/28/20 revealed:

: -Diagnoses included hypotension, coronary artery
disease, paranoid schizophrenia, coronary
obstructive pulmanary diseass, digbetes type 2,
anemia, and active encaphalopathy.,

-The resident was semi-ambulatory with a
rollator,
-The resident was constantly disoriented.

Review of Resident #2's Assessment and Care
" Plan dated 08/21/20 revealed:
-The resident ambulated with a walker,
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-The resident was always disoriented and was
forgetful, requiring reminders.

Cbservations of Resident #2 on 11/03/20

! intermittently from 9:15am - 4:45pm revealed the
i resident was walking up and down both haltways :
 with a rollator of the AL section of the facility !
without staff,

Teiephone interview with & personal care aide

: (PCA) on 11/04/20 at 1:25pm ravealed:

¢ “Resident #2 always used a walker to ambulate.
-Resident #2 was disoriented to date and time. :
~Resident #2 had to be re-directsd back to his i
room. ;
-Resident #2 did not go into other residents’
reoms howaver he had been obeerved in the !
facility's hallways and dining room,

Telephona interview with a second PCA on
11/04/20 at 2:08pm revealed:

-Resident #2 atways used a walker to ambulate.
-Resident #2 was only orignted to person.
-Resident #2 had to be re-directed back to his
room.

-Resident #2 would ambulate in the haliway,
dining rcom, in the medication room.

" Interview with a medication aide (MA) on 11/03/20
at 3:45pm revealed Resident #2 walked or sat in
the hallways often of the facility but she had naot
observed the resident entering resident rooms.

Based on observations, interviews and record
reviews, Residert #2 was not interviewable.

3. Review of Resident #3's current £L-2 dated
04/23/20 revealed:

-Diagnoses included a type 2 odontoid ¢2
fracture, history of demantia, history of cerebral
Division of Heslth Service Regulation
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i vascular accident, and a history of hypertension.
-The resident was non-ambulatory.

‘ -The resident was constantly disoriented.

| Review of Resident #3's Assessment and Care

‘ Plan dated 07/07/20 revealed:

i ~The resident wandared and was ambulatory with

a wheelchair.

-The resident was always disoriented and had

significant memery loss and required diraction.

Observation on the right hallway of the AL section
of the facility on 11/03/20 at 9:29am revealed:
-Resident #3 was propelling hersalf in a
wheelchair in the hallway.

-Two other female residents questioned Resident
#3 why she was in their room a few minutes ago.

. Observations of Resident #3 an 11/03720
intermittently from 9:29am - 4:45pm revealed the
resident was propelling herself up and down baoth
hallways of the AL section of the facility without
staff,

Intervisw with a medication aide (MA) on 11/03/20
at 3:45pm reveaied Residant #3 wandered into
rooms at the facility but would enter the raem and
then came back out.

Telephone interview with a personal care aide
(PCA) on 11/04/20 at 1:25pm revealed:
-Resident #3 was able to propel her wheslchair
indepandently.

-Resident #3 was disoriented to date and time.
-Resident #3 raquired staff re-diraction back to
her room.

-Resident #3 wandered and had been cbserved
in the facility's hallway.

-Thera were times Resident #3 would enter into
other residents' rooms and had to be redirectad
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by staff,

|
¢ Telephone interview with a second PCA on

, 11/84/20 at 2:06pm revealed:

. -Rasident #3 was able to prope! her wheslchair
" independently,

. Resident #3 was only oriented to person.
-Resident #3 required staff re-direction back to
her room. i
-Resident #3 wandered and had been obsarved :
in the facility's hallways, dining roam, and other
residsnts' rooms,

-In other residents' rooms Resident #3 would pick
up items within in their rooms.

-She had observed Resident #3 with other
resident's drinks.

-She knew Resident #3 had been in other
residents' rocms because the other residents
wouid tell her.

Based on observations, interviews and record
reviews, Resident #3 was not intarviewabla,

4. Review of Resident #4's current FL-2 dated
10/20/20 revealed:

-Diagnoses included dementia with behaviors,
hypertension, bipolar hypomania, and diabetes
mellitus,

-The resident's crientation status indicated she
was intermittently disariented.

-She was ambulatory,

-The assistive device was blank.

Observatlons of Resident #4 on 11/03/20
intermittently from 10:02am - 4:45pm revealsd
the resident was walking up and down both
hallways of the AL section of the facility without
staff.

Interview with a medication aide {MA) on 11/03/20
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| at 3:45pm revealed Resident #4 wandered in the
| hallways of the facility, but she had not observed
| the resident antering resident rooms,

j Telephone intarview with a personal care aide

| (PCA) on 11/04/20 at 1:258pm revealed:

| -Resident #4 had to be told the date, time, and
| Place.

i -Resident #4 knew she was not at her house.

{ -Resident #4 required re~direction back to her
room.

-Resident #4 had been observed in the facility's
haliways and front area of the facitity.

-She had not observed Resident #4 in another
resident's room.

-Resident #4 was a new admission to the
assisted living side of the facitity from the memaory
! care unit and she was still getting the "hang" of
i her new locatior.

i

! Telephone interview with a second PCAon

i 11/04/20 at 2:06pm revesled:

; ~Resident #4 was only criented to person,

| “Resident #4 did wander and had been obsarved
in the facility's halbways,

Based on observations, interviews and record
reviews, Resident #4 was not interviewabla.

5. Review of Resident #5's current FL-2 dated
03/27/20 ravealed:

-Diagnoses included traumatic brain injury,
dementia, depression, and hypertensicn.

-The resident's orientatjon status Indicated he
was constantly disoriented,

-He was ambulatory.

-His assistive device was indicated as a walker.

Telephona interview with a personal care aide
{PCA) on 11/04/20 at 1.25pm reveaiod:
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-Resident #5 ambulated with his walker but

i basieally stayed in his room.

-Resident #5 was disoriented 1o date and time, he
needed reminders.

Based on observations, interviews and record
reviews, Resident #5 was not interviewable,

D601 10A NCAC 13F 1801 {a) (b} Infection Prevention D801
and Control Program

10A NCAC 13F .1801 Infection Prevention and
Control Program

{a) In accordance with Rula 13F . 1211 of this
Subchapter and G.S. 131D-4,4A(b}(1), the facility
shall establish and

implement a comprehensive infection prevention
and centrol program (IPCP) consistent with the
federal Centers for

Disease Control and Prevention (CDC)

i guidalines on infection prevention and controi,
{b) The facitity shall ensure implementation of
the facility's IPCP, related policies and
precedures, and guidance or

directives issued by the CDC, the local health
department, and/or the North Carclina
Department of Hsalth and Human

Services.

This Rute is not met as evidenced by:

Based on record reviews, intarviews and
observations, the facility failed to ensure
recommendations and guidance by the Centers
for Disease Contral {CDC) and the North Carolina
Department of Health and Human Servicas
{DHHS) were implemented and maintained when

Division of Health Servica Regulation
STATE FORM L1

X8sCH ff continuation sheal 14 of 27




PRINTED: 11/25/2020

FORM APFROVED
Rivision of Health Service Reguiation
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2) MURTIPLE CONSTRUCTION (%3} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: . COMPLETED
A BUILDING:
HAL092203 B. VNG 11/04/2020
NAME OF PROVIDER OR SUPPLIER STREET AGDRESS, CITY, STATE, ZIP CODE
809 WEST CH M STREET
CHATHAM COMMONS g ATHAM STRE
CARY, NC 27512
HOD | SUMMARY STATEMENT OF DEFICIENCIES D ; PROVIDER'S PLAN OF CORREGTION : x5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREMX ! (EACH CORRECTIVE ACTION SHOULD BE | commETs
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE i DATE
DEFIGIENCY) ;
D801, Centinued From page 14 D601 !

caring for residents during the global Coronavirus
{COVID-18) pandemic as related to scresning of
staff, practicing sociat distancing; and maintaining
environmental cleanliness and precautions to
reduce the risk of transmission and infection,

_i The findings are:

f

! Review of the Centers for Disease Control (CDC)

. guidelines for the prevention and spread of the

. Coronavirus Disease in long term care (LTC)

" facilities rovealed:

" -Personnel should be screened for the presence
of fever and symptoms of COVID-19 befora

- starnting each shift.

: -Implement social distancing among residents.

' Review of the Narth Carolina Department of

« Health and Human Servicas {(NCDHHS) for

| prevention and spread of coronavirus in LTC

! facillties revealed:

- -Residents and staff should be scresnad daily for
| 8igns and symptoms of COVID-19,

: -Social distancing should be implemented among
| the residents.

Review of the facility's infection control policies
and procedures revealed:

-All stalf must answer questionnaire and have
temperatures taken upon arrival befors beginning
shift

i -The questionnaire was completed via an iPad.
-All staff and essential personnel must have a
mask an when antering the facility.

-Exposed areas should be wiped down with the

| appropriate antibactenal/antivirucide cleanser on
at least a weekly basis.

1. Review of the facility's staff schedule and
COVID-19 Screening Log for 10/21/20 to

Beginning 11/03, untt infection ceontral guidelines change, al | 11/03/20
rasidents, Including those with cognitive Impairments, will ba 1
encowaged o woar masks. All staff are responsible for |
encowaging mask wearing during thelr asslgned shit The ,
SIC Is regpensible for manitoring compliance with mask |
wearing, during their assigned shift, The Exscutiva Director :
and Cars Managers cr Designee will maks rounds daily to ]
snsue compliance, !

|

Begirning 11/03, and until infection controf guidelines d\anga’,”mzm
afl residents, inctuding those with cognitive impairments will be
sncoursged to social distance. All staff are responaible for |
encouraging social distancing during their assigned shift. The

SIC is responsibie for monlloring compliance with social ;
distancing during their assigned shift. The Executive Director

and Care Managers or Desginse wifl make ks daily to
onsure compliance, ;
Beginning 11/03, the Executive Director and Divisional - 14/03/20
Director of Clinical Services started providing in-sarvices on ;

Infaction control measures with ataff that were currantly on

duty. Topics included proper donning of PPE, encouraging :
residents to wear masks and disinfecling high touch areas i g

neciuding but not limited to handrails.

In-services were held on 11/06 regarding updated infaction T1/06/20
conirol maasuras. These In-services were provided in t
conjunction with the Care Manzagers, Executive Director and :
Divisional Directer of Clinical Services. Topics included |
COVID-18 related process, !
Beginning 11/03, the facility rearranged furnfture in common
areas including but not limited to dining areas to assist in
social distencing. Furnishings will continue to be arranged in
a manner that promotes soclal distancing unill infection
control guidelings change,

11/04/20
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' 10431/20 revealed:
| ~There were columns for the submitted date/iime,

. screened name, screener name, screen type,

symptoms, temperature, COVID-1¢ facility flag,
COVID-12 contact flag, COVID-19 pending flag.
-0n 10/21/20, there were 15 out of 25 total staff
members who did not sign the COVID-19
Screening Log at the beginning of shift.

-On 10/22/20, there were 16 out of 24 total staff
members who did not sign the COVID-1¢
Screening Log at tha beginning of shift.

-On 10/23/20, there were 8 out of 27 total staff
members who did not sign the COVID-10
Screening Log at the beginning of shiff,

-On 10/24/20, there were 12 out of 23 total staff
members who did not sign the COVID-19
Screening Log at the beginning of shift.

-0n 10/25/20, there were 12 out of 22 total staff
members who did not sign the COVID-19
Screening Log at the beginning of shift

-On 10/26/20, there were 15 out of 26 total staff
members who did not sign the COVID-19
Screening Log at the beginning of shift.

| -0n 10/27/20, there were 12 out of 28 total staff
. members who did not sign the COVID-18

Screening Log at the beginning of shift.

-0n 10728120, there ware 13 out of 30 total staff
members who did not sign the COVID-19
Screening Log at the beginning of shift.

-0On 10/29/20, there were 12 out of 27 total staff
members who did not sign the COVID-19
Scraening Log at the beginning of shift,

-On 10/30/20, there were 2¢ out of 29 total staff
members whe did not sign the COVID-19
Screening Log at the baginning of shift.

-On 10/31/20, there were 16 out of 23 total staff
members who did not sign the COVID-19
Screening Log at the beginning of shift

-5taff included management, medication aides,

! personal care aides, distary, housekeeping,

The Exacutive Diractor contactad all staff on alf ghifts on 117031 103120
to remind them about the policy of pedforming the screening l
tool bafors beginning work each day,

In-services wera completed on 11/06 regarding complaing the 11/06/2¢
gcreening kool before beginning work.

Tha Exacutive Director will review the scraening report daily [ 1108120
to ansura that all employses are baing properly screened
befora thay begin work each cay.
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laundry, and maintenance,
-Multiple staff did not sign In consistently each
shift they worked at the facility.

Review of the facility's staff scheduioe and
COovID-19 Screening Log for 11/01/20 to 11/03/20 ;
revealed:
-There were columns for the submitted dateftime,
; screéened name, scresnar Name, screen typa,
symptomns, temperature, COVID-19 facility flag,
COVID-19 contact flag, COVID-1g pending flag.
-0On 11/01/20, there ware 9 out of 16 fotal staff
members whe did not sign the COVID-19
Screening Log at the beginning of shift,
-On 11/02/20, there were 12 out of 25 total staff
mambers whe did not sign the COMD-1¢
Screening Log at the baginning of shitt,
-On 11/03£20, there were 17 out of 29 total staif
members who did not sign the COVID-19
3creening Log at the beginning of shift.
-This was all staff which included management,
I medication aldes, parsonal care aides, dietary,
housekeeping, laundry, and maintenance.
1 -Multiple staff did not slgn in consistently each

shift they worked at the facility.

Interview with a medication aids {MA} on 11/03/20 !
at 3:45pm revealed:

-Staff were responsible to ensure they were

screened in prior to entering the facility which

included having their temperature taken and

answering questions.

-She was not aware of any staff not screening

when arriving to the facility,

Interview with the Memory Care Manager on
11/03/20 at 3:54pm revealed:

-Currently, she was the care manager for both
sides of the faclity, assisted living and memory
care unit.
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-8he expected the oncoming medication aide on
assisted living to arrive at the facility prior to their
shift starting to screen all oncoming staff. .
-She expectad all staff to sign in and screen I
every time they arrived ar returned to the facility, :

nterview with a personal care aide (PCA) on
. 11/03/20 at 4:05pm reveplad:

¢ =She worked 2nd shift.

i -The MAs were responsible to screen in staff
' when reporting to work at the faciiity.

i Telephene interview with a personal care aide

© (PCA) on 11/04/20 at 1:25pm revealed:

. -When staff or visitors entered the facility, thay

| were required to sign in, have their temperature
‘ checked, and answer COVID-19 questions

* through the electronic systemn. !
-If the electranic system for staff or visitor sign !
was not warking, they were use the paper sign-in.
-Staff and visitors "must* sign in upon entering ,
the facility. :
-t was important for staff and visitors to sign in
upcn antering the facility to confirm if a high

; temperature was present bacause it could be a
sign of COVID-19.

Telephone interview with a second PCA on
11/04/20 at 2:06pm revealad:

-ltwas the staff's rasponsibiity to check their
temperatures every fime upon entering and
returning to the facility.

~The Medication Aide on the assisted living sida
of the facility or the business office manager were
responsible to check staff and visitor's
temperatures.

-There was usually someone there to screen staff
and visitors.

~The COVID-19 screening was always done
electronically.
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-There was not a time when the electronic system
was not working.

Telephane interview with Divisional Director of
Clinical Services, on 11/04/20 at 2:38pm
revealted:

-Her expsctation was everybody, all staff
including dietary, housekeeping, and
management, were expected to sign in and
screen every time they arived or retumed to the
facility.

-Ifthe electronic screening system was not
operating, the screening paperwork would be
implemented,

: ~The corporate office kept track of the facifity’s

daily COVID-18 screening logs.

-There wera quarterly reports sent from corporate
which outlined the number of staff/visitors
screening in at the facility,

-She had not reviewed the facility's daily
COVID-19 screening logs.

-She did remember receiving an email from
corporate refated to the facility's screening logs,
and there were no issues/concerng idantified
related to the number of staff/visitors screening in
at the facifity, no additional details provided.

Telephone interview with the Maintenance
Director on 11/04/20 at 2:58pm rgvealed;

-For the screening process, there was supposed
to be a Aurse at front screening staffivisitors
entering the facility.

-Stafffvisitors should sanitize their hands, check
their temperature, and answer the COVID-19
screening questions.

-The last time the electronic COVID-19 screening
system was not operating was somstime last
week,

-Ha had not reviewed any of the COVID-18
employee screening logs to verify if the
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! housekeeping or maintenance staff had signed in
i prior to their starting their shift,

i -He was not at the facility on 10/26/20 and
10/27/20,

~The week of 10/19/20, he worked some days but
not the entirs week,

-He had not completed the electronic COVID-19

| employee screening log everyday like he should

| upon hig arrival to work because he was just
"trying” to do the job,

-Across the board "everyona® should be
completing the COVID-19 screening upon
entering the facility to make sure we are staying
free of COVID-18 in the facility.

Refer to the interview with the Communicable
Disease Registered Nurse at tha local health
department on 11/04/20 at 3:54pm.

Refer to the intarview with the Administrator on
11/04/20 at 4:19pm.

2. Review of a dining room seating chart posted
in the Assisted Living (AL) hallway of the facility
near the left side of the dining room entrance
revedled:

-There were two seating charts for breakfast,
lunch and dinner.

-Fourteen named residents were served
breakfast at 8:00am for the first seating and

i twenty named residents were served braakfast at
8:30am for the second seating.

-Fourteen named residents were served lunch at
i 12:00pm fer the first seating and twenty named
residents were sarved lunch at 12:30pm for the
second seating.

-Fourteen named residents were served dinner at
5:00pm for the first seating and twenty named
residents were sarved dinner at 5:30pm for the
second seating.

D6t
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! Observations in the facility's Assisted Living (AL}
. dining room on 11/03/20 at 10:05am revealed:
-There wers 13 tables and 24 chairs,

-The dining room tables were positionsd in
aligned rows,

~There were two aligned rows with 4 tables and
two aligned rows with 3 tables.

! Observation in the AL dining room during the
resident’s lunch meal on 11/03/20 revealed:

-At 12:35pm, there were 26 residents In the
dining room,

: -There were two residents seated al each table.

| -There were 8 residents seated back to back in

! the aligned rows of the 4 tables that ware

| approximately 2 feat {ft) from one another.

i ~There were two residents seated approxirmately

! 2 ft from ane another and after completing their

} meal and had repositioned their chair causing the
i residents to bacome side by side approximatety

| 2/t apart instead of being back to back from each
other.

Interview with a resident on 11/03/20 at 9:35am
| revealed:
. At the beginning of the pandemic of COVID-1g,
residents were served meals in their reom.
-The residents were currently served meals in the
dining room.
-Only twe residents could be seated at ane dining
room table during the residents' meals.

Interview with a personal care alde (PCA) on
11/03/20 at 1:01pm revealed the seating and the
number of residents served in the dining room
today (11/03/20) was the normal daily pracess for
serving the residents in the dining room. Interview
with a resident on 11/13/20 at 3:31pm revealed:

' -Staff directed residents to social distance but
Division of Health Service Regulation
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restdents did not adhere o the direction.

Tekephone interview with a personal care aide
{PCA) on 11/04/20 at 1:25pm revealed:

-She had a COVID-19 Insarvice back in August
2020.

-The toplcs reviewed included wearing gowns and
gloves, maintaining 6 feet, and the importance of
handwashing.

-The residents were not able to maintain a
distance of 8 feet apart in the dining room during
lunchtime yesterday, 11/03/20.

-The residents were not & feet apart in the dining
room yesterday, 11/03/20 and that was the
normal flow of lunch.

-Today on 11/04/20, there was 1 resident per
table,

-There were different meal times when the
residents came to the dining room,

-The thres different meal times were 11:45am,
12:18pm, and 12:30pm.

-Residents had been served in the dining reom
for the Iast 2 months by having 2 meal settings
and prior to that the residents were served their
meals in their room because of the pandemic of
coviD-19.

-She had noticed residents could not be spaced

: at least & ft apart in the dining room during past
meal services.

-She did not ask her supervisor for foedback
related to the resident being less than 6 feet apart ;
in the dining room. !
-Management did not monitor meal times
however the management team did complete
walk thru the hallways of the facility.

Telephone interview with a second PCA on
11/04/20 at 2:08pm revealed:

-She had a COVID-19 [nservice back in March
1 2020.
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! -She was aware of ihe importance of maintaining [
! 6 foet distance betwaen residents and seating
two residents at o table during meal times.

. Telephone interview with Divisional Director of
Clinical Services, on 11/04/20 at 2:38pm

! revealed:

~The residents and staff have been abserved to
group together and she expected them to
maintain 6 feet of social distancing when out of ’
their rooms.

: -She had identified issues/concerns related to
residents and staff "sometimes, "

-She had observed some staff and residents nal
socially distanced in the facility's hallway, no
additional details provided.

-She had been in the dining room previousiy
during a meal time, no additional details provided.
-She did not fesl thera was an issue with the
residents being socially distanced during meal
times until the survey team mentioned the
situation to her yesterday, 11/03/20.

-The 4 tables In the facility's dining room were not !
6 feet apart.

Refer to the interview with the Communicable
Disease Registerad Nurse at the local hsalth
department on 11/04/20 at 3:54pm,

Refer to the interview with the Administrator on
11/04/20 at 4: 19pm.

3. Interview with housekesper on 11/03/20 at

11:48am raveaied: i

-The facility used an Envirenmental Protection

| Agency (EPA} approved disinfactant spray o wipe

| down high touch aress since the pandemic of
COVID-19 began in March 2020,

;' -He cleaned all areas of the handrails on the AL

! side of the facility on Mondays, Wednesdays, and
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|
. Observation of the handrails on the left haltway

1 on the AL section of the facility intermittently ?
. between 12:00pm - 12:15pm ravealed:

-There was a wooden type handrail on both sides
of the hallway with an enciosed area between the
wall and the handrails,

-There was lcose debris, rolled thin grey colored
stripping, greyish dust scattered in areas behind
the handralls on the left haltway of the AL side of
the faciiity, :
-There was a heavy concentration of a scattered !
brown substance in the enclosed area behind the
handrail on the left hallway of the facility near the
men's shower room,

 Confidential staff interview revealed: |

. -The staff had not observed any staff cleaning

 high touch areas Including the handralls.

; -The staff hadf not been trained ar instructed to

clean any high touch arsas within the facility to
help prevent the spread of COVID-10,

Interview with a resident on 11/G3/20 at 3:40pm
revealed:

-The resident saw housekeeping staff clean the
handrails in the haliway today,

interview with the laundry staff on 11/03/20 at
12:03pm revealed:

-Sha worked in laundry and some in
housekeeping.

-3he was Instructed by the Maintenance Director
and the Administrator that high touch areas such
as the handrails in the facility's haliways were
disinfected every day or more often than daily as
needed.

| Interview with the Maintenance Director on
Divislon of Health Service Reguiation
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‘f 11/03/20 at 1:05pm revealed:

[ -He was responsible for housekeeping staff and

| overseen the cleaning needs of the facility.

| He had a deaning schedule with tasks to be

 done daily as soon as staff arived to work which

| included “five major points” to ensure they

| disinfect daily in the living reom, nurses' station,

I employee break reom, dining reom and entrance
area of the AL side,

| -He expected and had instructsd staff to clean the

j handraiis and door knobs of the facility at least

| dally periodically throughout the day because

! these areas were touched multiple times per day.

-He had reiterated to staff the need to ensure the

handrails were cleaned often because he had

noticed some staf had were not been cleaning

the handrails as often as they should have besn

approximately 2 months ago.

Interview with a resident on 11/03/20 at 3:31pm
revealad:

-The resident obsarved hand rails were cleaned
about every 3 or 4 weeks.

-She had noticed the debris, which had been
there a long time, inside the handrails,

Telephone interview with the Maintenance
Director on 11/04/20 at 2:58pm revealed:

-His expactation for cleaning for the staff was to
disinfect as much as possible.

-The staff should be cleaning and sanitizing the
facility throughout the day.

-The handrails should be cleaned daily at least
thres times per day and as much as neaded.
-The handrails should be cleaned by the
housekeeping staff when they arrived at work,
after lunch, and before the housekeeping staff laft
for the day.

-The cleaning of the facifity's handrails had to ba
| done more "frequently.”
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| -t was hard to say when the last time the
handrails were disinfected.

-The handrails should have been disinfocted
daily.

Refer fo the interview with the Communicable
Disease Registered Nurse at the local health
department on 11/04/20 at 3:54pm.

. Refer to the interview with the Administrator on
; 11/04/20 at 4:19pm.

Telephons interview with the Communicable
Disease Registered Nurse at the local health
department on 11/04/20 at 3:54pm revealed:
-Emails along with phone communications had
been sent to all long-term care facilities in the i
county which included the fatest Centers for
Disease Control guidance relevant to healthcare
workers, i
-The infarmation distributed to all fong-term care [
facilities in the county included the following
topics listed below:

Cleaning the facility, no additional dstails provided I
related to the specific recommendation.

The importance of residents and staff to be social
distanced or at least 6 foet apart at the facility.

! How to proparly wear PPE

Handwashing

Anyone including staff upon entering the facility
should be checking their temperatures and
completing COVID-19 related questions.

An RN from the LHD would complete an onsite
assessment if & facility had two or more positive
residents with COVID-19.

Along-term care facility would be on the LHD's
watch lists if a facility had less two positive
COVID-18 cases related to a resident or staff
Divisicn of Health Servics Regulation

STATE FORM 828 XBBC 1 ¥ continuation shest 26 of 27




PRINTED: 11/25/2020

o . FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X?) PROVIDER/SUPPLIER/CLIA ((2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A BUILDING:
HAL092203 B.WING 11/04/2020
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, ZIP CODE
809 WEST C
CHATHAM COMMONS 09 WEST CHATHAM STREET
CARY, NC 27512
4o | SUMMARY STATEMENT OF DEFICIENGIES ; D : PROVIDER'S PLAN OF CORRECTION ; o8
PREFIX [EACH DEFIGIENCY MUST BE PRECEDED BY FULL " PREFIX (EACH CORRECTIVE ACTION SHOULD BE © COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ©TAG i CROSS-REFERENCED TO THE APPROPRIATE ! DATE
| DEFICIENCY)

D61 ; Continued From page 26

! member.

- if a facility had two or more positive residents with
CQVID-19 the LHD would enter the facllity onsite

' to complete an RN assessment.

Q
@
=3
purd

f Telephons interview with the Administrator on
! 11/04/20 at 4:19pm revealed:

i -8he expected all staff including dietary,

r housekeaping, maintenance staff, and
|

management, te sign in and screen every time
: they arrived or returned to tha facitity,
i -She had received email notifications from
i corporate, one in October 2020 and one prier with
- o additional details provided, related to low
| numbers on the COVID-18 screening logs.
i -She should have been looking at the COVID-19
| screening logs daily; "we have g responsibility to i
;‘ ensura the facility stays free of COVID-19".
| -She did not know why staff was not completing
| the COVID-19 screening leg upon entering the
' building because they have received in senvicas

training.
| -She expected staff and residents to social
! distance at the facility.
. -She monitered the staff and resldents were
: social distancing during her walk through the
 facility. If there were issues, she would discuss
immediatsly with the staff/resident,
-She monitored ane meal per day at the facility, it
. 'was either Junch or dinner,
-Bhe had not noticed the residents who weare
back to back in the dining reom were net socially

distance until yesterday, 11/03/20. !
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