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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted a 

state involved complaint investigation and a 

COVID-19 focused Infection Control survey with 

an onsite visit on October 29,2020, and a desk 

review survey on October 30, 2020 and 

November 2 -6, 2020  with a telephone exit on 

November 6, 2020.

 

 D 079 10A NCAC 13F .0306(a)(5) Housekeeping and 

Furnishings

10A NCAC 13F .0306 Housekeeping and 

Furnishings

(a)  Adult care homes shall

(5)  be maintained in an uncluttered, clean and 

orderly manner, free of all obstructions and 

hazards;

This Rule shall apply to new and existing 

facilities.

This Rule  is not met as evidenced by:

 D 079

Based on observations, record reviews, and 

interviews, the facility failed to ensure the facility 

free of hazards as evidenced by storage of 

housekeeping chemicals left unsecured and 

moisturizing lotions kept in a resident room 

accessible to all residents in a special care unit 

known to have dementia.

The findings are:

Observation of a Resident's Room #131 on 

10/29/20 at 11:28am revealed:

-The were no residents in the room at the time of 

the observation.

-There were three 4-ounce bottles of moisturizing 

lotion on a dresser.

-There was one 3-ounce bottle of antifungal 

powder on a dresser.
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 D 079Continued From page 1 D 079

-The was one 4-ounce tube of skin protectant 

paste on a dresser.

-There was one 4-ounce tube of skin protectant 

and moisturizing cream on a dresser.

Observation of the medication room on the SCU 

on 10/29/20 at 11:37am revealed:

-The door to the medication room was in a fully 

open position with items in the room visible from 

the doorway.

-The door was not equipped with a key lock or 

any other locking mechanism.

-There was a large bucket full of water and a mop 

to the right of the medication cart.

-There was a 1.12 pounds (lbs.) opened box of 

"carpet odor eliminator" on a counter to the left of 

the medication cart.

-There was an aerosol spray can of "enzyme 

fabric and carpet cleaner" stored on the counter 

next to the opened box of "carpet odor 

eliminator".

-The directions on the front label of the aerosol 

carpet cleaner spray included "CAUTION" 

contents under pressure, harmful or fatal if 

inhaled or swallowed, eye and skin irritation.

-The directions on the back label of the aerosol 

carpet cleaner spray included "DANGER" 

extremely flammable aerosol, may cause skin 

irritation.

-There was a 1.77-liter (L) container of hand 

sanitizer located to the left of the aerosol spray 

can of "enzyme fabric and carpet cleaner".

-The directions on the back label of the hand 

sanitzer included "WARNING" flammable, keep 

away from fire or flame,  keep the product out of 

the eyes, in case of contact with eyes flush 

thoroughly with water, avoid contact with broken 

skin and do not inhale or ingest and to contact 

medical help or contact a Poison Control Center 

right away if ingested.
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 D 079Continued From page 2 D 079

-There was 7-ounce (oz) aerosol spray can of "air 

freshener" stored on the counter to the left of the 

hand sanitizer.

-The directions on the front label of the aerosol air 

freshener included "Warning" flammable, harmful 

or fatal if swallowed, contents under pressure.

-The directions on the back label of the aerosol 

air freshener included "DANGER" flammable, eye 

and skin irritant, aspiration hazard if swallowed, 

may irritate respiratory tract if misused, extensive 

skin contact with liquid may cause freezing of the 

skin, overexposure in years to high vapor 

concentrations may cause kidney and/or liver 

damage.

Interview with a personal care aide (PCA) on 

10/29/20 at 11:13am revealed:

-All the residents in the SCU had a diagnosis of 

dementia.

-Most of the residents stayed in their room during 

the day.

-One resident in the SCU stayed in the television 

room during the day.

-Resident's lotions were kept in the unlocked 

cabinets above their dressers or on the top of 

their dressers.

-The door to the medication room was usually 

closed.

-She had temporarily left the door open to the 

medication room.

-The door to the medication room did not have a 

lock.

-The housekeeping chemicals had been stored in 

the medication room since the last time the SCU 

was cleaned.

-She did not remember the last time the SCU had 

been cleaned.

Interview with Chief Operating Officer (COO) on 

11/06/20 at 1:59 pm revealed:
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 D 079Continued From page 3 D 079

-Items such as lotions and toiletries should be 

stored in the SCU in a lockable space.

 D 198 10A NCAC 13F .0604 (d-4) Personal Care And 

Other Staffing

10A NCAC 13F .0604 Personal Care And Other 

Staffing

(4) The job responsibility of the staff member on 

duty within the home is to provide the direct 

personal assistance and supervision needed by 

the residents.  Any housekeeping duties 

performed by the staff member between the 

hours of 7 a.m. and 9 p.m. shall be limited to 

occasional, non-routine tasks.  The staff member 

may perform housekeeping duties between the 

hours of 9 p.m. and 7 a.m. as long as such duties 

do not hinder care of residents or immediate 

response to resident calls, do not disrupt 

residents' normal lifestyles and sleeping patterns 

and do not take the staff member out of view of 

where the residents are.  The staff member on 

duty to attend to the residents shall not be 

assigned food service duties.

This Rule  is not met as evidenced by:

 D 198

TYPE B VIOLATION

Based on record reviews and interviews, the 

facility failed to provide direct personal care 

assistance and supervision to all residents while 

staff performed housekeeping duties between the 

hours of 7:00am and 9:00pm.

The findings are:

Interview with the Compliance Director on 

10/29/20 at 10:39am revealed:
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 D 198Continued From page 4 D 198

-The facility did not have a housekeeper.

-The maintenance staff had been working as the 

housekeeper.

Interview with the maintenance staff on 10/29/20 

at 10:52am revealed:

-He was scheduled to work one day a week at the 

facility.

-He had worked three days during the current 

week.

-He had not worked as the housekeeper.

-He did not know if the facility had a 

housekeeper.

Interview with a resident on 10/29/20 at 11:10am 

revealed there was not enough staff, every other 

day there was a new staff administering 

medications and staff were the housekeepers.

Interview with the Business Office Manager 

(BOM) on 10/29/20 at 11:05 revealed:

-The facility did not have a housekeeper.

-The housekeeper tested positive for COVID-19. 

-The housekeeper had last worked on 10/14/20.

Interview with a personal care aide (PCA) on 

10/29/20 at 11:13am revealed:

-She did not remember the last time she saw the 

housekeeper.

-Resident rooms in the SCU were not cleaned 

daily.

-She did not know how often other staff cleaned 

the SCU.

Interview with a second PCA on 10/29/20 at 

11:58am revealed:

-The housekeeper had been out for a while.

-She did not remember the last time she saw the 

housekeeper.

-The PCAs tried to take the trash out daily.
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 D 198Continued From page 5 D 198

-The maintenance staff did sanitize and disinfect 

door knobs and hand rails when he worked.

Second interview with the BOM on 10/29/20 at 

12:19pm revealed:

-The medication aide/supervisor (MA/S) and PCA 

cleaned up resident rooms during their shifts.

-There was no staff responsible to ensure the 

facility was cleaned daily.

-The maintenance man was not the housekeeper.

-She reported to the Quality Improvement 

Director (QID) a week ago that staff on first shift 

had stepped up to clean the facility.

Interview with a MA/S on 10/29/20 at 2:27pm 

revealed staff were responsible for cleaning and 

sanitizing resident rooms because there was no 

housekeeper. 

Telephone interview with a MA/S on 10/30/20 

11:31am revealed:

-There had not been a housekeeper since June 

or July 2020.

-MAs were responsible for passing medications, 

toileting, dressing and bathing residents and 

cleaning and sanitizing the facility; it was not 

possible for one person to do.

-She had asked the former Administrator for help 

with staff and specifically housekeeping staff in 

the beginning of October 2020 but was told no 

and staff would have to work together. 

-She mentioned the concern for housekeeping 

duties to the Chief Operations Officer (COO) 

when she was at the facility on 10/20/20.

-The COO told her she understood her concerns 

and hopefully the housekeeper would be able to 

return to work soon.

-The additional duties made it so she could not 

walk the halls to monitor residents as often and 

was not able to respond to all residents' needs.
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 D 198Continued From page 6 D 198

Telephone interview with the second PCA on 

10/30/20 at 2:12pm revealed:

-She was responsible for getting residents up out 

the bed, bathed and dressed before breakfast.

-She was responsible for passing out breakfast 

and lunch trays to residents.

-She was responsible for washing, drying and 

folding residents' clothing and linens, taking out 

trash from rooms and cleaning the residents' 

rooms.

-There had never been a laundry person at the 

facility since June 2020.

-She had not been able to do any cleaning at the 

facility since last week (10/23/20).

-When she did clean residents' rooms, she wiped 

off the toilet seat, sink and shower because the 

residents used those every day.

-She also swept the floor in residents' rooms.

Telephone interview with a second MA/S on 

11/02/20 at 3:26pm revealed:

-She worked 3rd shift with one PCA; she worked 

the assisted living (AL) side and the PCA worked 

on the special care unit (SCU).

-It had been approximately one month since there 

was a PCA for the AL side and a PCA for the 

SCU.

-She was responsible for direct care tasks such 

as toileting assistance and getting residents up 

and dressed in the morning on the AL side.

-She was responsible for residents' laundry, 

cleaning and mopping common areas and 

administering 6:00am medications.

-She was not always able to check residents on 

the AL side every 2 hours; she could not be two 

places at one time.

-She had spoken with the QID and was this was 

the way staffing had to be because of the census.

Telephone interview with the former Administrator 
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 D 198Continued From page 7 D 198

on 11/02/20 at 1:22pm revealed:

-He was the Administrator from 06/15/20 to 

approximately 10/12/20; he could not remember 

the exact ate he was last at the facility.

-He kept the COO informed of his absences; QID 

had been previously scheduled to be at the facility 

around the same time he left.

-The Resident Care Coordinator (RCC) tested 

positive with the second round of testing 

(10/04/20); her results came back that 

Wednesday or Thursday (10/07/or 10/08/20) and 

she was out more than 14 days.

-The full-time housekeeper, a cook and wait staff 

also tested positive.

-The BOM tested positive for COVID-19 

approximately 2 weeks after the first round of 

testing (09/27/20) and was out for 3-4 weeks.

-PCAs were responsible for doing residents' 

laundry on all three shifts.

-The MA/Ss made a schedule to divide the 

laundry over the three shifts.

-The RCC was responsible for overseeing all 

clinical aspects in the facility including follow up 

appointments, medications and physician's 

orders.

- MA/Ss were responsible for overseeing the 

floor, passing medications, assisting PCAs on the 

floor, documentation and follow up appointments.

-Staffing and resident care were "extremely hard" 

during the COVID-19 outbreak.

-Staff had to work together to care for the 

residents; he was there every Saturday and 

Sunday helping the direct care staff.

-There were short shifts and he communicated 

the staffing issues to senior management; 

approximately 2 weeks into the outbreak agency 

staff were brought in.

-The housekeeper was there when he was there, 

and the facility was cleaned daily.

-He and the staff worked together to clean; he 
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 D 198Continued From page 8 D 198

had personally cleaned the handrails in the 

hallways twice daily.

Telephone interview with BOM on 11/04/20 at 

11:37am revealed:

-The housekeeper received positive COVID-19 

test results on 10/14/20 and has been out of work 

since then.

-There was no one who was officially responsible 

for housekeeping duties; direct care staff did 

some tidying up of resident rooms.

-The maintenance person was at the facility three 

times per week to clean and sanitize the building 

and pack up resident rooms.

Telephone interview with the Quality Improvement 

Director (QID) on 11/03/20 at 9:39pm revealed:

-There were staffing shortages during the 

COVID-19 outbreak with several staff and 

management out from work.

-She contacted a staffing agency for 

supplemental staff; she was not sure of the date.

-Staff were responsible for taking care of 

residents; she did not know of any other duties 

staff were responsible for.

-Housekeepers were responsible for cleaning and 

sanitizing the facility.

-She learned the housekeeper was out of work 

from the facility since 10/14/20 and not returning 

on 11/02/20.

-The MA/Ss and PCAs were currently performing 

housekeeping duties.

-Staff did residents' laundry each shift during the 

day; there was enough time during the day for 

staff to complete housekeeping, laundry and take 

care of the residents.

-The housekeeping tasks completed by staff was 

not routine, not done all the time and only 

included cleaning up spills and emptying trash.

-Staffing was changed due to a census decrease 
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 D 198Continued From page 9 D 198

from 33 residents in the facility to 23.

Telephone interview with the Resident Care 

Coordinator (RCC) on 11/06/20 at 11:02am 

revealed:

-She had been the RCC since 07/24/20 and was 

responsible for overseeing residents and staff , 

assuring resident records were in order and doing 

the staff schedule.

-The corporate office took over her 

responsibilities from 10/07/20 through 11/02/20 

when she was out from work.

-Staff brought their own cleaning supplies in to 

clean resident rooms and wipe down mattresses 

of former residents. 

-Staff was responsible for cleaning residents 

clothing and linens on the resident's shower days 

on 1st and 2nd shifts.

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed:

-There were several days where additional PCAs 

were added to the schedule to assist with 

housekeeping tasks.

-At times, the BOM and Administrator helped with 

housekeeping tasks.

-Staff were responsible for nonroutine 

housekeeping tasks and laundry was only done 

on 3rd shift.

_________________

The facility failed to implement and adhere to staff 

completing housekeeping duties after 9:00pm 

and before 7:00am. Staff were performing 

housekeeping duties during the hours of 7:00am 

and 9:00pm. The facility's failure was detrimental 

to the health and safety of residents, which 

constitutes a Type B Violation. 

________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on November 3, 
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 D 198Continued From page 10 D 198

2020 for this violation.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED DECEMBER 

23, 2020.

 D 270 10A NCAC 13F .0901(b) Personal Care and 

Supervision

10A NCAC 13F .0901 Personal Care and 

Supervision

(b)  Staff shall provide supervision of residents in 

accordance with each resident's assessed needs, 

care plan and current symptoms.

This Rule  is not met as evidenced by:

 D 270

TYPE A2 VIOLATION

Based on observations, interviews and record 

reviews, the facility failed to provide supervision 

for 1 of 4 sampled residents (#1) who required 

increased supervision due to a resident 

experiencing 8 falls within one month, an episode 

of leaving the facility and who had a history of 

confusion and wandering behaviors (#1).

The findings are:

1. Review of Resident #1's current FL-2 dated 

07/29/20 revealed: 

-Diagnosis included collapsed vertebrae, 

insomnia, cognitive communication deficit, 

dysphagia, brief psychotic disorder, alcohol abuse 

and orthostatic hypertension.

-There was no documentation on Resident #1's 

orientation, behaviors and ambulatory ability.

a. Review of the facility's undated falls policy 
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revealed:

-The policy aimed to provide guidance to 

residents and staff on fall prevention and 

education, steps to take when a fall occurred and 

actions for proper reporting.

-When a fall occurred an incident report was 

completed.

-Procedures for what to do after a fall occurred 

was on a case by case basis.

Upon request on 10/30/20 and 11/03/20, a 

current care plan for Resident #1 was not 

provided for review.

Review of a physical therapy (PT) visit note dated 

07/30/20 for Resident #1 revealed the resident 

needed a walker for safety; Resident #1's balance 

was poor when unsupported.

Review of a PT visit note dated 08/04/20 for 

Resident #1 revealed the resident was impulsive 

with excessive gait speed and a high fall risk.

Review of a care note dated 08/27/20 from 

7:00am to 3:00pm for Resident #1 revealed the 

resident was "very" weak and unsteady; staff 

would continue to monitor and report any 

changes.

Review of a care note dated 08/28/20 from 

7:00am to 3:00pm for Resident #1 revealed:

-Resident #1 had an unwitnessed fall ambulating 

in his room with no injury.

-Resident #1's primary care provider (PCP) and 

family member were notified.

-Staff would continue to monitor and the resident 

continued PT.

Review of an incident/accident report dated 

08/28/20 at 10:15am for Resident #1 revealed:
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-Resident #1 was found on the floor in his room 

without injury.

-Interventions implemented included for resident 

to ring call bell for all assistance to avoid most 

falls.

Review of a care note dated 08/29/20 from 

7:00am to 3:00pm for Resident #1 revealed:

-Resident #1 slipped from his bed to the floor on 

his blanket; he denied injury.

-Staff would continue to monitor closely and 

report to the Resident Care Coordinator (RCC).

Review of a care note dated 08/30/20 from 

11:00pm to 7:00am for Resident #1 revealed:

-Resident #1 was found on the floor in his room 

without injury.

-Staff would continue to monitor.

Review of an incident/accident report dated 

08/31/20 at 12:10am for Resident #1 revealed:

-Resident #1 was found on the floor in his room 

without injury.

-Interventions implemented included resident 

encouraged to use call bell instead of trying to get 

up himself.

Review of a care note dated 08/31/20 from 

7:00am to 3:00pm for Resident #1 revealed:

-Resident #1 was found on the floor at 8:53am 

without injury.

-Resident #1's PCP, family member, the RCC 

and Administrator were notified.

Review of an incident/accident report dated 

08/31/20 at 8:53am for Resident #1 revealed:

-Resident #1 was found on the floor in his room 

without injury.

-Interventions implemented included for resident 

to ring call bell for all assistance to prevent fall 
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risks.

Review of a care note dated 09/01/20 from 

7:00am to 3:00pm for Resident #1 revealed the 

resident's gait was "very" unsteady and staff 

would continue to monitor to help prevent falls.

Review of a care note dated 09/02/20 from 

7:00am to 3:00pm for Resident #1 revealed the 

resident had "some weakness in his gait" and 

needed assistance at all times.

Review of a care note dated 09/19/20 from 

7:00am to 3:00pm for Resident #1 revealed:

-Resident #1 had an unwitnessed fall ambulating 

in his room.

-Resident #1 complained of right hip pain and 

was sent to the emergency room (ER).

-Notification was faxed to the PCP.

Review of an incident/accident report dated 

09/19/20 at 9:30am for Resident #1 revealed:

-Resident #1 was found on the floor in his room 

with injury to his right hip and was sent to the ER.

-Interventions implemented included for resident 

to ring call bell for all assistance to help with fall 

risks.

Review of Resident #1's ER record dated 

09/19/20 revealed:

-Resident #1 was seen in the ER for a fall and 

dizziness.

-Resident #1 reported dizziness and 

lightheadedness with standing.

-Resident #1 reported trying to stand and fell, slid 

off his bed and landed on his buttocks.

-Resident #1 complained of right hip pain and 

said he did not have the strength to pull himself 

back up.
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Review of a care note dated 09/20/20 (no time) 

for Resident #1 revealed:

-Resident #1 was found on the floor, sitting by his 

bed with his urinary catheter detached.

-The catheter was cleaned and placed back in the 

tube.

-A message was left for the PCP and family 

member.

Review of a PT visit note dated 09/21/20 for 

Resident #1 revealed:

-Resident #1 was lethargic, weak and had "very 

poor" mobility.

-Resident #1 reported dizziness when standing 

and was unable to ambulate safely.

Review of a care note dated 09/21/20 from 

7:00am to 3:00pm for Resident #1 revealed:

-Resident #1 was not doing well but vital signs 

were within range.

-Resident #1 had trouble sitting upright, was 

lethargic and had slow speech.

-Concerns were reported to the Administrator who 

suggested making an appointment with the PCP.

-Resident #1 had an appointment scheduled for 

09/25/20 with his PCP.

Review of a care note dated 09/21/20 from 

3:00pm to 7:00pm for Resident #1 revealed:

-Resident #1 slid on his bedding onto the floor; he 

denied injury.

-The medication aide (MA) saw that Resident 

#1's left knee was swollen, inflamed and warm to 

the touch.

Review of a care note dated 09/21/20 from 

3:00pm to 11:00pm for Resident #1 revealed the 

resident was having trouble standing.

Review of a care note dated 09/23/20 (no time) 
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for Resident #1 revealed:

-Resident #1 had an unwitnessed fall in his room, 

hit his head and had a knot on the back of his 

head.

-Resident #1 was sent to the ER; the family 

member and RCC were notified and a report was 

faxed to the PCP.

Review of an incident/accident report dated 

09/23/20 at 2:45pm for Resident #1 revealed:

-Resident #1 was found on the floor in his room 

with a knot on his head and was sent to the ER.

-Interventions implemented included for resident 

to ring call bell for all assistance.

Review of a care note dated 09/23/20 from 

3:00pm to 11:00pm for Resident #1 revealed the 

resident was admitted to the hospital.

Review of Resident #1's hospital admission 

record dated 09/23/20 through 09/25/20 revealed:

-Resident #1 was seen in the ER for syncope, 

urinary tract infection and a fall; 09/23/20 was the 

resident's third ER visit for syncope in the past 

month.

-Resident #1 reported pushing a friend in a 

wheelchair; he turned around and everything 

went black.

Review of a care note dated 09/27/20 from 

7:00am to 3:00pm for Resident #1 revealed the 

resident was encouraged to use his walker when 

ambulating in his room and was still "very" 

unsteady.

Review of a care note dated 09/30/20 from 

7:00am to 3:00pm for Resident #1 revealed:

-Resident #1 had an unwitnessed fall ambulating 

in his room without injury.

-Resident #1's PCP, family member and the 

Division of Health Service Regulation

If continuation sheet  16 of 846899STATE FORM NPL911



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/11/2020 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL021008 11/06/2020

C

NAME OF PROVIDER OR SUPPLIER

EDENTON PRIME TIME RETIREMENT VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

105 MARK DRIVE

EDENTON, NC  27932

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)
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Administrator were notified.

Review of a care note dated 09/30/20 from 

3:00pm to 11:00pm for Resident #1 revealed the 

resident was sore from the fall earlier that day.

Telephone interview with Resident #1's family 

member on 11/05/20 at 12:10pm revealed:

-Resident #1 fell and fractured his back, was 

hospitalized and then went to a rehabilitation 

center before being admitted to the facility.

-Resident #1 was in a wheelchair when he first 

got to the facility.

-Staff called each time Resident #1 fell whether 

the resident injured himself or not.

-She did not know what caused Resident #1 to 

fall so many times.

-She had talked with staff about Resident #1's 

medications, but they did not see any medications 

that would cause falls.

-She did not know if Resident #1 had a bed 

and/or chair alarm or fall mat.

Telephone interview with a personal care aide 

(PCA) on 11/05/20 at 1:58pm revealed: 

-She reported any resident concerns to the MA on 

duty for 1st shift.

-Before Resident #1 contracted the COVID-19 

virus he was able to walk; the resident had a 

wheelchair, but he did not use it.

-Resident #1 stayed in his bed most of the time.

-When Resident #1 got up to walk, he was fast 

and unsteady on his feet.

-She would walk by and see Resident #1 out of 

bed and ask why he did not use his call bell to 

ask for assistance.

-Resident #1 started to have falls before he 

contracted the COVID-19 virus.

-Resident #1 was on every 15 minute checks 

after each fall; she would also check him 
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 D 270Continued From page 17 D 270

whenever she walked by his room.

-Resident #1 did not have a chair and/or bed 

alarm or a fall mat; the resident had a regular bed 

and mattress.

-Resident #1 never complained about anything.

Telephone interview with a MA on 11/04/20 at 

11:00am revealed: 

-Resident #1 was okay for one to three weeks 

after he was admitted to the facility (07/18/20), 

then he started having falls.

-Resident #1 was sent to the ER for the falls and 

started physical therapy.

-There were no other fall prevention measures 

besides physical therapy after each of Resident 

#1's falls.

Telephone interview with a second MA on 

11/04/20 at 3:33pm revealed: 

-Resident #1 had repeated falls because he 

would try to get up and just collapsed onto the 

floor.

-Once on the floor, Resident #1 did not call out for 

help; staff would find the resident on the floor 

while doing their rounds.

-Resident #1 did not complain of feeling dizzy.

-Resident #1 had a hospital bed with half length 

side rails and staff always made sure to keep his 

call bell within reach.

-Resident #1 had never used his call bell when 

she worked.

-Resident #1 would have every 15 minute checks 

completed after each fall for 72 hours; the checks 

were documented in the care notes.

-Documentation of the 15 minute checks were 

included in the care note she wrote at the end of 

her shift for each resident who was in the hot box.

-Residents who were in the hot box had to be 

monitored each shift and have a care note 

documented by the MA.   
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-She worked second shift with one PCA for the 

whole facility.

-She worked on the assisted living (AL) side and 

the PCA worked in the special care unit (SCU).

-Working with just one PCA in the facility was a 

lot of pressure to pass medications and answer 

call lights; "mistakes were made and things were 

missed."

-She was not always able to complete every 15 

minute checks.

Telephone interview with a third MA on 11/05/20 

at 1:19pm revealed: 

-The physical therapist said Resident #1 could 

not feel his feet; he was always unsteady.

-When Resident #1 stood up his blood pressure 

would be elevated.

-Resident #1 had a walker and a wheelchair; he 

fed himself and went to the bathroom by himself.

-Resident #1 "really did need assistance," he 

would try to do for himself.

-Resident #1 did not have a chair and/or bed 

alarm or fall mat.

-The facility had chair/bed alarms and floor mats, 

but no one ever mentioned using them for 

Resident #1.

Telephone interview with a fourth MA on 11/05/20 

at 2:30pm revealed:

-Resident #1 lost his balance going to the 

bathroom and fell.

-Before Resident #1 started having falls he was 

able to walk okay.

-Resident #1 had a wheelchair.

-For residents with repeated falls, safety checks 

were increased from every 15 minutes to every 5 

-10 minutes.

-Safety checks were documented in the book in 

the medication room.

-Resident #1 did not have a chair and/or bed 
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alarm or fall mat.

Review of "15 Minute Check Sheets" for Resident 

#1 revealed:

-On the sheet dated 09/03/20, there was 

documentation of a fall on 08/31/20 under the 

comment section; there were staff initials 

documented on each 15 minute interval for 1st, 

2nd and 3rd shifts.

-On the sheets dated 09/19/20 through 09/22/20, 

there were staff initials documented on each 15 

minute interval for 1st, 2nd and 3rd shifts except 

3:15pm to 3:45pm and 3rd shift on 09/19/20 and 

9:15pm to 10:45pm on 09/20/20.

-On the sheets dated 09/26/20 through 09/28/20, 

there were staff initials documented on each 15 

minute interval for 1st, 2nd and 3rd shifts except 

9:15pm to 10:45pm on 09/26/20 and 2nd shift on 

09/27/20.

-On the sheets dated 09/30/20 and 10/04/20, 

there were staff initials documented on each 15 

minute interval for 1st, 2nd and 3rd shifts except 

3:15pm to 9:45pm on 10/04/20.

-On an undated sheet there were staff initials 

documented on each 15 minute interval for 1st 

and 3rd shifts and no staff initials for 2nd shift.

Upon request on 11/05/20, "15 Minute Check 

Sheets" dated 08/28/20 through 09/02/20 for 

Resident #1 were not provided for review.

Telephone interview with Resident #1's Physical 

Therapy Assistant (PTA) on 11/05/20 at 9:04am 

revealed:

-Resident #1 had poor general health and was 

declining; hospice involvement was attempted but 

the resident was initially declined.

-On admission to the facility Resident #1 was 

able to walk a little independently, then only with 

therapy.
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-Declining cognitive status had caused Resident 

#1's falls.

-He was told by staff Resident #1 got up 

somewhere in the night and went outside; he was 

not sure how far the resident went.

-Resident #1 was not able to walk steadily; he 

was unsafe to get up by himself.

-He notified the MA on duty for staff to keep an 

eye on him. 

Telephone interview with the Medical Office 

Assistant at Resident #1's PCP's office on 

11/10/20 at 11:02am revealed:

-Staff had not contacted the PCP's office to 

discuss fall prevention measures including a 

review of medications.

-The PCP had been notified of Resident #1's 

falls.

-The PCP last reviewed Resident #1's 

medications at his first office visit in July 2020.

Telephone interview with the RCC on 11/06/20 at 

11:02am revealed:

-She did not complete a care plan for Resident 

#1.

-Resident #1 had a walker and wheelchair that he 

did not use; the resident walked fast leaning 

forward and would fall.

-The majority of Resident #1's falls were from the 

resident attempting to get up and use the 

bathroom.

-Staff kept Resident #1's wheelchair next to his 

bed as a fall prevention measure.

-She had asked the former Administrator about a 

bed and/or chair alarm for Resident #1 but he 

said alarms could not be used in the facility.

Based on review of Resident #1's 

incident/accident reports and care notes dated 

07/30/20 through 09/30/20; and interviews with 
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staff, there were no interventions implemented to 

prevent falls and injury for Resident #1. 

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed:

-Fall prevention measures were done on a case 

by case basis; she did not know the specifics of 

Resident #1's falls.

-The process was for the MA to notify the PCP 

after completing the incident report; the RCC was 

responsible for consulting the PCP for additional 

fall prevention measures.

-The RCC and MA completed an internal analysis 

of the falls including time of day and what fall 

prevention measures were already in use such as 

non-slip socks.

Upon request on 11/04/20 incident/accident 

reports dated 08/29/20, 09/20/20 and 09/30/20 for 

Resident #1 were not provided for review.

b. Review of the facility's undated Identification 

and Supervision of Wandering Residents Policy 

revealed:

-The facility did not admit residents who 

wandered or were at high risk for wandering.

-If a current resident exhibited signs of wandering 

the resident would be reassessed for appropriate 

placement and an immediate discharge notice 

would be issued.

-The policy applied to wandering residents as 

long as they remained in the facility.

-The facility would identify residents who walked 

or wheeled around unrestricted and were a threat 

to leave the facility unattended due to their 

confusion.

-A wandering resident list would be implemented 

and made available to staff.

-Reassessment would be performed and the care 

plan changed accordingly when a significant 
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change occurred which might indicate a potential 

wanderer.

-Supervise and implement routine checks, 

monitoring devices and/or techniques according 

to the need of each resident.

Review of a care note dated 08/22/20 from 

7:00am to 3:00pm for Resident #1 revealed:

-Resident #1 walked out of the facility headed 

down the road and said he was going to the 

coffee shop.

-Resident #1 was guided back to the facility 

without issue and staff instructed him not to leave 

the facility unattended.

-Resident #1 was placed on every 15 minute 

checks for 72 hours.

Upon request on 11/05/20, "15 Minute Check 

Sheets" dated 08/22/20 through 08/25/20 for 

Resident #1 were not provided for review.

Review of a care note dated 09/30/20 from 

11:00pm to 7:00am for Resident #1 revealed:

-Resident #1 walked out of the facility headed 

towards the PCP's office.

-The Resident Care Coordinator (RCC) was 

notified.

Telephone interview with Resident #1's family 

member on 11/05/20 at 12:10pm revealed 

Resident #1 had wandered off from the facility in 

September 2020 trying to go to the doctor's office; 

he was in the facility's parking lot and staff 

brought him back inside the building.

Telephone interview with a medication aide (MA) 

on 11/04/20 at 11:00am revealed: 

-On 08/22/20, she was passing medications when 

the personal care aide (PCA) called to her that 

resident #1 was outside the building headed 
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toward the road.

-Resident #1 was placed on every 15 minute 

checks for 72 hours after attempting to leave the 

building.

Telephone interview with a PCA on 11/05/20 at 

4:44pm revealed: 

-The night of 09/30/20 when Resident #1 went 

outside the building she had been helping another 

resident for about 35 minutes and the MA was in 

the medication room.

-When she got to Resident #1's room he was not 

there; he had never left the building before 

09/30/20.

-She did not know about Resident #1 leaving the 

facility on 08/22/20.

-When she finished with the other resident, she 

went to check on Resident #1 because 

sometimes the resident was on every 15 minute 

checks.

-Resident #1 would try to get up by himself and 

fall so she always tried to check him every 15 

minutes.

-Resident #1 did not have a bed and/or chair 

alarm, just his call bell.

-Resident #1 used to ring the call bell and then he 

just stopped; she did not know when.

Telephone interview with a second MA on 

11/05/20 at 3:47pm revealed:

-She was working 3rd shift on 09/30/20 when 

Resident #1 left the facility.

-The PCA went to check on Resident #1 and he 

was not in his room.

-She and the PCA looked all over the inside of the 

facility and Resident #1 was not found.

-She called the RCC and the PCA went outside to 

look for Resident #1.

-The PCA found Resident #1 outside in the 

parking lot.
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-The PCA reported that she had last checked 

Resident #1 one hour before the incident.

-She completed an incident report and faxed a 

copy of the report to Resident #1's primary care 

provider (PCP).

-The RCC said she was going to complete an 

elopement report on the incident involving 

Resident #1 being outside the facility.

-She did not know what an elopement report was.

-Resident #1 had frequently walked towards 

doors in the facility.

-The RCC and the 1st shift MA had mentioned 

placing Resident #1 in the special care unit (SCU) 

about one week before 09/30/20 because he was 

always trying to get out of the facility.

-Resident #1 was a high fall risk and fell the week 

of 09/30/20.

-Resident #1 had an unsteady gait and used the 

wall or hand rails in hallways to lean on when he 

walked.

Telephone interview with the Medical Office 

Assistant at Resident #1's PCP's office on 

11/10/20 at 11:02am revealed there was no 

documentation the facility had contacted the 

PCP's office regarding Resident #1 having a 

decline in cognitive ability, wandering, leaving the 

facility and change in the level of care in August 

and/or September 2020.

Telephone interview with the RCC on 11/06/20 at 

11:02am revealed:

-Resident #1's memory started to decline in 

August 2020 when the falls started.

-She did not know about Resident #1 leaving the 

facility on 08/22/20.

-The MA called her on 09/30/20 when the staff 

could not find the resident in the facility; she 

instructed the MA to call law enforcement.

-She then called to notify the former Administrator 
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who instructed her to call the staff back and tell 

them not to call law enforcement.

-The former Administrator directed staff to look 

for Resident #1 outside.

-The former Administrator told her the incident 

was not considered elopement because Resident 

#1 was on the assisted living (AL) side.

-Exit doors on the AL side were locked from the 

outside but could be pushed open from the 

inside.

-She had concerns about Resident #1's cognitive 

ability prior to 09/30/20.

-Resident #1 was wandering the halls and going 

into other residents' rooms.

-She did not know of any prior attempts by 

Resident #1 to leave the facility.

-On 09/28/20 she tried to complete a new care 

plan for the resident and increase his level of care 

to the SCU.

-The former Administrator said no on a new care 

plan and increase in the level of care for Resident 

#1 because the resident's cognition was fine.

Telephone interview with the former Administrator 

on 11/04/20 at 1:59pm revealed:

-Resident #1 had decreased muscle strength; the 

resident continued to decline despite receiving 

physical therapy.

-Resident #1 had many falls due to trying to get 

up on his own without using his call bell to 

request assistance.

-Resident #1 was placed on every 15 minute 

checks after each fall, discouraged from getting 

up on his own and encouraged to use his call bell.

-The RCC would know about other interventions 

put in place to prevent falls.

-He did not know anything about Resident #1 

leaving the facility on 08/22/20 and 09/30/20.

Telephone interview with the Chief Operation 
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Officer (COO) on 11/06/20 at 2:00pm revealed:

-She did not know the specifics of Resident #1 

leaving the facility on 08/22/20 and 09/30/20.

-If there was a resident on the AL side with 

cognitive decline and wandering behaviors; staff 

should have followed up with the PCP to have the 

resident evaluated for the SCU.

-The RCC was responsible for contacting the 

PCP regarding a change in the level of care for a 

resident.

-Concerns about residents were reports to the MA 

by the PCA, the MA then reported to the RCC and 

PCP.

-Resident concerns and notification to the PCP 

were documented in the care notes.

Attempted interviews with Resident #1's Primary 

Care Provider on 11/05/20 at 8:54am and 

11/05/20 at 4:27pm were unsuccessful.

______________________________

The facility failed to supervise Resident #1 which 

resulted in 8 falls, two emergency room (ER) 

visits, hip and head injuries and one episode of 

leaving the facility with known confusion and 

within hours of a fall. The facility's failure to 

supervise Resident #1 placed the resident at 

substantial risk of harm and demonstrates 

serious neglect which constitutes a Type A2 

Violation.

______________________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 11/06/20 for 

this violation.

THE CORRECTION DATE FOR THE TYPE A2 

VIOLATION SHALL NOT EXCEED DECEMBER 

6, 2020.

Division of Health Service Regulation

If continuation sheet  27 of 846899STATE FORM NPL911



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/11/2020 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL021008 11/06/2020

C

NAME OF PROVIDER OR SUPPLIER

EDENTON PRIME TIME RETIREMENT VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

105 MARK DRIVE

EDENTON, NC  27932

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 273Continued From page 27 D 273

 D 273 10A NCAC 13F .0902(b) Health Care

10A NCAC 13F .0902 Health Care

(b)  The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents.

This Rule  is not met as evidenced by:

 D 273

TYPE A1 VIOLATION

Based on interviews and record reviews, the 

facility failed to ensure physician notification for 1 

of 4 sampled residents (#1) related to a decline in 

physical condition including the ability to sit up, 

eat and swallow as well as failed to follow up with 

hospital referral appointments to a urologist and 

cardiologist.

The findings are:

Review of Resident #1's current FL-2 dated 

07/29/20 revealed diagnoses included collapsed 

vertebrae, insomnia, cognitive communication 

deficit, dysphagia, brief psychotic disorder, 

alcohol abuse and orthostatic hypertension.

a. Review of Resident #1's monthly vital signs 

record revealed the temperature documented for 

August 2020 (no day number documented) was 

100.2 degrees Fahrenheit (F).

Review of Resident #1's hospital admission 

record dated 09/23/20 to 09/25/20 revealed the 

resident was discussing hospice services with a 

hospice provider while hospitalized on 09/24/20.

Review of  Resident #1's care note dated 

09/26/20 (no time) revealed the resident was 

evaluated for hospice for dementia and cardiac 
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diagnosis; the resident was not appropriate for 

hospice at that time.

Telephone interview with the Hospice Nurse (HN) 

on 11/05/20 at 4:20pm revealed she did not know 

why Resident #1 was not appropriate for hospice 

services on 09/26/20.

Review of Resident #1's physical therapy (PT) 

visit note dated 10/02/20 (no time) revealed the 

resident's cognition was poor, he was "very weak" 

and lethargic.

Review of Resident #1's care note dated 10/02/20 

from 7:00am to 3:00pm revealed the resident 

seemed confused and lethargic; staff would 

continue to monitor; there was no documentation 

the PCP was notified.

Review of Resident #1's care notes dated 

10/02/20 from 3:00pm to 11:00pm revealed:

-Resident #1 was not able to sit up; the resident 

would fall back after being assisted to sit upright.

-Resident #1 was sent to the emergency room 

(ER) and returned with a diagnosis of COVID-19.

Review of Resident #1's ER record dated 

10/02/20 revealed:

-Resident #1 presented to the ER with staff 

reporting the resident was "gazing at the ceiling 

and not acting right."

-Resident #1 arrived with a fever of 101.4 

degrees F, mild cough and congestion.

-Resident #1 was tested for COVID-19 and had a 

positive result.

-The resident was given Tylenol and was "stable 

for outpatient management."

Review of Resident #1's care note dated 10/03/20 

(no time) revealed: 
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-Resident #1 did not have a fever, "barely ate" 

meals, refused meds and stated he could not 

swallow.

-There was no documentation the PCP or a 

member of management were notified.

Review of Resident #1's care note dated 10/03/20 

from 3:00pm to 11:00pm revealed:

-Resident #1 did not eat supper and did not take 

his medications.

-There was no documentation the PCP or a 

member of management were notified.

Review of Resident #1's care notes revealed 

there was no documentation on 10/04/20.

Review of Resident #1's care note dated 10/05/20 

from 7:00am to 3:00pm revealed:

-Resident #1 "did not seem to be doing well" and 

had a rattling sound coming from his chest.

-There was no documentation the PCP or a 

member of management were notified.

Review of the facility's "Resident's Daily 

Temperature Log" dated 10/05/20 revealed there 

was documentation Resident #1's oxygen 

saturation level (O2sat) was 86% and 

temperature was 99.6 degrees F.

Review of Resident #1's care note dated 10/05/20 

from 3:00pm to 11:00pm revealed:

-Resident #1 was not able to take his medications 

and did not eat supper.

-There was no documentation the PCP or a 

member of management were notified of the 

resident change in condition and O2sat of 86%.

Review of Resident #1's care note dated 10/05/20 

from 11:00pm to 7:00am revealed the resident 

refused his 6:30am medication; there was no 
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documentation the PCP or a member of 

management were notified.

Review of Resident #1's care note dated 10/06/20 

from 7:00am to 3:00pm revealed:

-Resident #1 was not able to take medications; 

the resident was making gurgling sounds and 

rattle in his chest.

-The PCP was called, and staff were awaiting a 

consult; the note did not specify the type of 

consult.

Review of Resident #1's care note dated 10/07/20 

(no time) revealed the resident was admitted to 

hospice and deemed imminent. 

Review of Resident #1's HN visit note dated 

10/09/20 at 4:05am revealed the resident was 

pronounced dead at 4:05am; the funeral home 

and family member were contacted.

Telephone interview with the HN on 11/05/20 at 

4:20pm revealed:

-She was the after-hours Registered Nurse (RN); 

the Nurse Case Manager admitted Resident #1 to 

hospice on 10/07/20 for hypoxia. 

-She was at the facility "most every night" during 

that week to provide support.

-She declined to discuss specifics related to the 

care of Resident #1 and deferred to the Nurse 

Case Manager.

Telephone interview with a medication aide (MA) 

on 11/05/20 at 1:19pm revealed: 

-Sometimes she did not write out the results of 

vital signs taken and would just write "vital signs 

within normal limits" in a care note.

-The protocol for changes in a resident's 

condition were to report to the Resident Care 

Director (RCC) or the Administrator for them to 
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advise on what to do.

-Resident #1 had been having issues, staff sent 

the resident to the ER and the ER would send the 

resident "right back."

-The protocol for elevated temperatures was to 

administer Tylenol if the temperature was 101 

degrees F.

-If the resident's temperature did not go down 

after giving Tylenol, then the MA was supposed to 

call the PCP.

-She would not called the PCP for Resident #1 

having a temperature of 100.2 degrees F as 

documented on the August 2020 monthly vital 

signs.

Telephone interview with a second MA on 

11/05/20 at 3:47pm revealed: 

-She did not remember what Resident #1 was like 

the night of 10/01/20; once Resident #1 tested 

positive for COVID-19 he "got worse."

-Resident #1's behavior was not normal, he was 

not responsive.

-She saw Resident #1 walk down the hall in a 

T-shirt and incontinence brief a couple of times.

-Resident #1 not taking his medications was a 

change in his condition; towards the end he had 

trouble swallowing, but the Hospice Nurse was 

involved at that time.

-She could not remember who she notified of 

Resident #1's change in condition.

-When a resident had a change in condition, the 

MA was supposed to call hospice or the resident 's 

PCP.

-Some MAs documented calling hospice and/or 

the PCP and some did not.

-If the PCP instructed the MA to send the resident 

to the ER then the resident would be sent.

-If a resident had an O2sat level of 80% or a 

temperature of 99.6 degrees F then she would 

call the resident's PCP.
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Telephone interview with a third MA on 11/04/20 

at 3:33pm revealed: 

-It was usually the first shift MA who called the 

PCP to report a change in a resident's condition; 

she thought the first shift MA notified Resident 

#1's PCP.

-She called the resident's PCP whenever a 

resident was sent to the hospital. 

-Documentation the PCP notification was in the 

physician's notes section in the resident's record.

-She contacted hospice when Resident #1 was 

declining; she documented hospice contact in the 

care notes.

Telephone interview with the former Administrator 

on 11/04/20 at 1:59pm revealed Resident #1 went 

to the hospital and returned on hospice, so all 

notifications for a change in condition would have 

been reported to hospice.

Telephone interview with the RCC on 11/06/20 at 

11:02am revealed:

-If Resident #1's PCP was notified of the 

resident's temperature and diarrhea in August 

2020, then there should be a note in the 

resident's record.

-The MAs reported any resident concerns directly 

to the former Administrator prior to September 

2020.

-She called hospice to evaluate Resident #1 at 

the end of September 2020 because the resident 

was foaming from his mouth.

-Resident #1 continued to decline between 

09/26/20 and 10/02/20; she called the resident's 

PCP but the resident was not seen.

-She was not sure of the date she called; there 

should have been a notification sheet in the 

resident's record.

-She called hospice again before 10/07/20 
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because Resident #1 was declining fast with 

COVID-19.

-She did not know about Resident #1 not taking 

medications, not eating, difficulty swallowing and 

chest congestion between 10/02/20 and 

10/06/20.

-She had not called Resident #1's PCP between 

10/02/20 and 10/06/20; she was certain the 1st 

shift MA contacted the PCP.

-There should have been notes in Resident #1's 

record of the MA's contact with the PCP.

Telephone interview with the Compliance Director 

(CD) on 11/06/20 at 12:51pm revealed she did 

not find any PCP notifications in Resident #1's 

record.

Telephone interview with the Medical Office 

Assistant at Resident #1's PCP's office on 

11/10/20 at 11:02am revealed:

-She was returning a call from a message 

received on 11/05/20 regarding Resident #1.

-Resident #1 was usually seen in the office; his 

last visit was in July 2020.

-Resident #1 had an appointment on 09/04/20 

which was canceled; the resident was a no show 

for his next appointment on 09/09/20 and his 

appointment on 10/09/20 was canceled.

-The PCP's office was not notified by staff that 

Resident #1 had passed until last week 

(11/03/20).

-Staff called the PCP's office on 08/10/20 to 

report Resident #1 was not taking his 

medications; staff did not report the resident had 

had a temperature of 100.2 degrees F and 

several days of diarrhea.

-The PCP's office did not receive another call or 

fax regarding Resident #1 until 09/23/20.

-The hospice liaison at the hospital called on 

09/23/20 requesting a hospice consult.
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-The PCP's office did not have any notation of a 

call or fax from staff with any concerns about 

Resident #1 between 09/25/20 and 10/02/20.

-The PCP received a fax on 10/02/20 

documenting Resident #1 was diagnosed with 

COVID-19 and had new medications from the 

hospital.

-The PCP's office received a call on 10/06/20 that 

Resident #1 was not taking his medications.

-There was no notation of a call or fax from staff 

with any concerns about Resident #1 between 

10/02/20 and 10/06/20.

-Staff did not call to notify the PCP Resident #1's 

O2sat was 86% on 10/05/20.

-Staff had the PCP's contact number and should 

have called him.

Telephone interview with the former Administrator 

on 11/02/20 at 1:22pm revealed:

-He was the Administrator from 06/15/20 to 

approximately 10/12/20; he could not remember 

the exact date he was last at the facility.

-Staff were expected to send a resident to the 

emergency room for evaluation for any symptom.

-If symptoms were mild such as a temperature of 

99.1 degrees Fahrenheit (F), then staff should 

contact the resident's PCP for instructions.

Telephone interview with the Quality Improvement 

Director on 11/03/20 at 9:39pm revealed staff 

were expected to contact the resident's PCP and 

family member for a temperature of 99.4 degrees 

F or greater and an O2sat level of 94% or less.

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed:

-Concerns about residents were reported to the 

MA by the PCA, the MA then reported to the RCC 

and PCP.

-Resident concerns and notification to the PCP 
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were documented in the care notes.

-Staff should have contacted Resident #1's PCP 

the same day for changes in condition including 

O2sat of 86%, shortness of breath, not eating 

and difficulty swallowing.

b. Review of Resident #1's hospital admission 

record dated 09/23/20 through 09/25/20 revealed:

-Resident #1 was seen in the emergency room 

(ER) for syncope, urinary tract infection and a fall; 

09/23/20 was the resident's third ER visit for 

syncope in the past month.

-Resident #1 reported pushing a friend in a 

wheelchair; he turned around and everything 

went black.

-Resident #1 needed to follow up with an 

outpatient cardiologist for a possible Holter 

monitor (a portable continuous cardiac monitoring 

device).

-Resident #1 was scheduled to see the 

cardiologist on 10/01/20 at 11:15am.

Telephone interview with the scheduling 

receptionist at the cardiologist's office on 11/05/20 

at 8:57am revealed:

-Resident #1 had an appointment with the 

cardiologist scheduled for 10/01/20.

-Resident #1 was a no show for the appointment 

and the appointment was not rescheduled.

Telephone interview with the Resident Care 

Coordinator (RCC) on 11/06/20 at 11:02am 

revealed she did not know anything about the 

referral to a cardiologist for Resident #1 until 

today (11/06/20); she never got the hospital 

discharge paperwork.

Telephone interview with the Medical Office 

Assistant at Resident #1's PCP's office on 

11/10/20 at 11:02am revealed the primary care 
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provider (PCP) was not notified Resident #1 did 

not go to his cardiology referral appointment.

c. Review of Resident #1's care note dated 

09/19/20 from 7:00am to 3:00pm revealed:

-Resident #1 went to the emergency room (ER) 

on 09/19/20 and was treated for urinary retention.

-Resident #1 returned to the facility with a urinary 

catheter and was to follow up with a urologist.

Review of ER discharge instructions dated 

09/19/20 for Resident #1 revealed the resident 

was to follow up with a urologist (the instructions 

did not specify a timeframe).

Review of Resident #1's care note dated 09/20/20 

(no time) revealed:

-Resident #1 was found on the floor, sitting by his 

bed with his urinary catheter detached.

-The catheter was cleaned and placed back in the 

tube.

-A message was left for the primary care provider 

(PCP) and family member.

Review of Resident #1's care note dated 09/21/20 

from 3:00pm to 7:00pm revealed staff called the 

urologist's office, left a voice message and was 

awaiting a call back.

Telephone interview with the scheduling 

receptionist at the urologist's office on 11/05/20 at 

12:44pm revealed Resident #1 had not had an 

appointment scheduled and had never been seen 

by the urologist.

Telephone interview with a medication aide (MA) 

on 11/05/20 at 1:19pm revealed:

-She left messages several times with the 

urologist's office; she did not know what 

happened.
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-She thought she would have documented on the 

shift report for the oncoming MA to follow up.

-She did not think Resident #1 went to see the 

urologist.

-If Resident #1 went to see the urologist, there 

would have been a consultation form in the 

resident's record.

Telephone interview with the Medical Office 

Assistant at Resident #1's PCP's office on 

11/10/20 at 11:02am revealed the PCP was not 

notified Resident #1 did not go to his urology 

referral appointment; the PCP would have wanted 

the resident seen by the urologist.

Telephone interview with the Resident Care 

Coordinator (RCC) on 11/06/20 at 11:02am 

revealed:

-She knew of the referral to a urologist for 

Resident #1 but thought he did not go because 

he went back to the hospital.

-Resident #1 had the urinary catheter removed 

when he was sent back to the hospital following a 

fall on 09/23/20.

-She did not know anything about the referral to a 

cardiologist for Resident #1 until 11/06/20; she 

never got the hospital discharge paperwork.

-Initially (July 2020) hospital discharge orders 

were left in a box for her to make follow up 

appointments and put appointments on the 

transport calendar.

-The former Administrator changed the process in 

September 2020 to having the MAs review 

discharge orders and manage follow up 

appointments.

-The MAs would then make copies of the 

discharge order for her to review but the copies 

went to the former Administrator or were filed 

directly in the residents' record.

-She, the Business Office Manager (BOM) or the 
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former Administrator took residents to and from 

medical appointments.

-Staff had also been told by the local health 

department (LHD) that residents could not be 

taken out of the facility for medical appointments 

due to the COVID-19 outbreak at the facility.

-There was no means of virtual medical visits at 

the facility. 

-The former Administrator had requested an 

electronic tablet from the corporate office in 

August 2020 and the BOM made a second 

request "recently."

Telephone interview with the BOM on 11/04/20 at 

11:37am revealed:

-She, the RCC and Administrator were 

responsible for getting residents to and from 

medical appointments.

-She did not know who was responsible for 

getting residents to medical appointments in the 

absence of the RCC, Administrator and herself.

-Appointments were documented on physician 

visit forms which were taken to the provider on 

each appointment.

-The provider completed the form at the 

appointment, the completed form was given to 

the MA by the transporter.

-The MA reviewed the physician visit form for 

appointment, schedules appointments and 

documents appointments on the appointment 

calendar.

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed:

-The RCC was responsible for reviewing provider 

visit forms to ensure referral appointments were 

made and on the calendar.

-On weekends and off hours the MA on duty was 

responsible for reviewing provider visit forms for 

referral appointments and the RCC was 
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responsible to review.

Attempted interview with the Hospice Nurse Case 

Manager on 11/05/20 at 4:36pm was 

unsuccessful.

Attempted interviews with Resident #1's Primary 

Care Provider on 11/05/20 at 8:54am and 

11/05/20 at 4:27pm were unsuccessful.

______________________________

The facility failed to follow up on the health care 

needs of Resident #1 including reporting changes 

in condition to the primary care provider (PCP) 

and/or referring the resident to local hospital and 

ensuring follow through on hospital referral 

appointments. The facility's failure to report 

changes to the PCP and/or sending Resident #1 

to the local hospital resulted in untreated and 

undiagnosed symptoms and a rapid decline 

following COVID-19 infection. The facility's failure 

resulted in neglect, serious physical harm and 

death which constitutes a Type A1 Violation.

______________________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 11/06/20 for 

this violation.

THE CORRECTION DATE FOR THE TYPE A1 

VIOLATION SHALL NOT EXCEED DECEMBER 

6, 2020.

 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.

 D 338
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This Rule  is not met as evidenced by:

TYPE A1 VIOLATION

Based on observations, interviews and record 

reviews, the facility failed to ensure 

recommendations and guidance by the Centers 

for Disease Control (CDC), the North Carolina 

Department of Health and Human Services 

(DHHS) and directives from the local health 

department (LHD) were implemented and 

maintained when caring for 33 residents during 

the global Coronavirus (COVID-19) pandemic as 

related to front entrance signage for COVID-19 

precautions; screening of staff and residents; use 

of personal protective equipment (PPE); basic 

hand hygiene and infection control procedures; 

environmental cleanliness and safety precautions 

to reduce the risk of transmission and infection; 

reporting of positive COVID-19 test results and 

follow up testing of all staff and residents; and 

management of staff and residents testing 

positive for COVID-19. 

The findings are:

Review of the CDC guidelines for the prevention 

and spread of COVID-19 in assisted living 

facilities revealed:

-Signage should be posted at all entrance 

regarding current visitation policies or restrictions 

and a reminder to visitors and staff not to enter if 

they have a fever or symptoms consistent with 

COVID-19.

-All essential visitors and personnel should be 

screened for the presence of fever and symptoms 

of the virus when entering the building.

-Immediately notify the local health department if 

COVID-19 is suspected or confirmed among 

residents or facility personnel.

-Personnel should wear a face mask; visitors 
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should wear a face mask; and residents should 

be encouraged to wear a face mask when out of 

their rooms and when leaving the facility.

-Provide 60% alcohol-based hand sanitizer 

throughout the facility.

-Ensure there are adequate cleaning and 

disinfecting supplies available.

-Disinfect surfaces and objects that are frequently 

touched in common areas at least once per day.

-A single case of COVID-19 in any staff should be 

considered an outbreak; testing of all residents 

should be performed if an outbreak occurs.

-A resident with COVID-19 might be able to 

remain in the facility if the resident: is able to 

perform their own activities of daily living (ADLs), 

can isolate in their room, have meals delivered, 

can be checked on regularly by staff and is able 

to request assistance if needed.

-If the resident with COVID-19 requires more 

assistance than can be safely provided, they 

should be transferred to the hospital.

-Persons with COVID-19 and experiencing 

symptoms should not be around others for 10 

days since symptoms first appeared, 24 hours 

with no fever without the use of fever reducing 

medications and other symptoms of COVID-19 

are improving.

-Persons with COVID-19 and not experiencing 

symptoms should not be around others until 10 

days after a positive test for COVID-19.

Review of the NC DHHS guidelines for the 

prevention and spread of COVID-19 in long term 

care facilities revealed:

-Staff should be actively screened for fever and 

respiratory symptoms prior to starting their shift.

-Residents should be actively screened for fever 

and respiratory symptoms at least daily.

Interview with the Compliance Director (CD) on 
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10/29/20 at 10:34am revealed:

-The corporate office was responsible for contact 

with the local health department (LHD).

-The Administrator was responsible for monitoring 

and implementing CDC guidelines for prevention 

of COVID-19.

Observations during facility tour on 10/29/20 from 

11:00am to 12:33pm revealed there were 4 

residents on the special care unit (SCU), there 

were 7 residents on the COVID-19 negative halls 

(B and D halls) and 8 residents on the COVID-19 

positive hall (A-hall). 

Interview with a personal care aide (PCA) on 

10/29/20 at 11:06am revealed there were two 

residents who tested positive for COVID-19 that 

were currently in the hospital.

Interview with a second PCA on 10/29/20 at 

11:13am revealed she had been told by another 

PCA that all four residents on the SCU were 

considered recovered (from COVID-19). 

 Interview with the Business Office Manager 

(BOM) on 10/29/20 at 10:34am revealed:

-The hall to left of the front entrance was the 

COVID-19 positive hall; all the residents on that 

hall had tested positive for COVID-19.

-The facility had not had any new positive cases 

for three weeks.

-None of the residents were symptomatic and all 

residents who had tested positive at the facility 

were considered recovered.

-Any of the staff or residents who had previously 

tested negative continued to have testing every 

week.

Interview with the Compliance Director on 

10/29/20 at 2:13pm revealed:
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-The first round of facility wide COVID-19 testing 

was on 09/27/20.

-There were no residents who tested positive for 

the last 3 weeks; the last positive COVID-19 test 

result for residents was on 10/05/20.

-There were 14 residents who tested positive for 

COVID-19 on 10/05/20.

1. a. Interview with a medication aide (MA) on 

10/29/20 at 12:00pm revealed: 

-The residents on the front hall had all tested 

positive for COVID-19, then residents on the back 

hall started testing positive so they were moved to 

the front hall.

-One resident from the back hall was in the 

hospital, three residents from the back hall were 

now on the front hall, and three residents from the 

back hall had died.

-There were 13 staff who had tested positive for 

COVID-19 once the facility started testing 

everyone.

-A personal care aide (PCA) had reporting testing 

positive for COVID-19 somewhere near the 

middle of August to the beginning of September 

2020; no testing was done at the facility.

-The former Administrator was told by the 

corporate office testing did not need to be done 

because it was only one staff.

-Staff without symptoms were allowed to work; a 

MA, two personal care aides (PCAs), and one 

dietary aide worked in all areas (COVID-19 

positive and negative areas) of the facility after 

testing positive for COVID-19. 

-Nine residents from the facility had died from 

COVID-19 and two were currently in the intensive 

care unit (ICU) at the hospital. 

-From 10/03/20 through 10/13/20, there was only 

a MA and one PCA for the whole facility on 1st 

and 2nd shift.

-She told the former Administrator and the 
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Resident Care Coordinator (RCC) but no 

additional help was provided.

-The facility was short staffed because the 

majority of staff were out sick.

Review of admissions and discharges for the 

facility dated 10/29/20 revealed 10 residents were 

listed as discharged from the facility between 

10/07/20 and 10/23/20.

Second telephone interview with the MA on 

10/30/20 at 11:02am revealed:

-Five of the nine residents died at the facility; four 

of the five were sent to the hospital and returned 

to the facility on Hospice.

-She named five residents listed on the discharge 

list dated 10/29/20.

Telephone interview with the Compliance Director 

(CD) on 11/06/20 at 12:51pm revealed she was 

not able to contact the former PCA (who allegedly 

tested positive for COVID-19 in August 2020) for 

interview.

Telephone interview with a second MA on 

11/05/20 at 1:19pm revealed: 

-She spoke to the former Administrator on 

10/07/20 related to concerns about resident care.

-Things were "chaotic" at the facility with many 

residents being sick with COVID-19 and not 

enough staff to care for them.

-She told the former Administrator staff needed 

help and residents were not being cared for 

appropriately.

-One to two months before the outbreak, a staff 

reported testing positive for COVID-19; there was 

no follow up. 

Telephone interview with the RCC on 11/06/20 at 

11:02am revealed:
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-A PCA had been calling out sick for several days 

in the beginning of August 2020; the PCA then 

called (beginning to middle of August 2020) and 

told her that she had tested positive for 

COVID-19.

-Senior management gave the directive that staff 

and residents did not need to be tested because 

the PCA was not around anyone.

-The PCA provided direct care to residents 

throughout the facility on 2nd shift which included 

assisting with passing out dinner trays, 

showering/bathing, toileting and assisting to bed.

-The facility did not test all staff and residents 

until another staff reported testing positive for 

COVID-19 in September.

-When staff first tested positive for COVID-19 at 

the end of September 2020 staff were told to 

quarantine at home for 14 days.

-After 10/07/20, the corporate office changed the 

directive to quarantining for 10 days and staff who 

did not have symptoms were able to work.

-The former Administrator called the staff who did 

not have symptoms and told them it was okay for 

them to work before the 10 days of quarantine 

ended.

-Staff who tested positive for COVID-19 and did 

not have symptoms included a medication aide 

(MA) who passed medications to all residents and 

a dietary aide who delivered trays to all residents.

Review of the PCA's (reported as testing positive 

for COVID-19 in August 2020) punch time record 

for August and September 2020 revealed: 

-The PCA worked on the following dates: 

08/01/20, 08/02/20, 08/03/20, 08/04/20, 08/05/20, 

08/10/20, 08/12/20, 08/16/20, 08/17/20, 08/31/20, 

09/01/20, 09/02/20, 09/03/20, 09/09/20, 09/10/20, 

09/11/20, 09/12/20, 09/16/20, 09/17/20, 09/18/20, 

09/28/20, 09/29/20 and 09/30/20.

-There were no time punches between 08/17/20 
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and 08/31/20.

-There were no time punches between 09/18/20 

and 09/28/20.

Interview with the Compliance Director (CD) on 

10/29/20 at 10:34am revealed staff who had 

tested positive for COVID-19 and had not 

experienced any symptoms for 10 days were able 

to return to work.

Telephone interview with the former Administrator 

on 11/02/20 at 1:22pm revealed:

-The facility initiated COVID-19 testing on 

09/27/20 because a MA had informed him of 

testing positive for COVID-19 earlier that week 

(09/23/20).

-He could not remember the exact numbers, but 

initially 2-3 staff and 5 residents tested positive for 

COVID-19.

-The numbers increased with the next round of 

testing a week later (10/04/20).

-He did not have a training on COVID-19 

prevention with 100% of the staff, but he 

"discussed things in meetings" with the MAs on 

paydays.

-He discussed things like medication 

administration, wound care and personal 

protective equipment (PPE).

-There was a PCA that reported testing positive 

for COVID-19 "way before" the MA at the end 

September 2020.

-He sent an electronic mail notice to the Chief 

Operations Officer (COO) about the employee; he 

did not know the date of the email.

-It was decided that although the staff was a 

direct caregiver, she only worked 1-2 days in the 

"time frame looked at" and did not have contact 

within 6 feet of any resident for more than 15 

minutes and therefore testing of all staff and 

residents did not need to be done.
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-No other staff or residents had symptoms of 

COVID-19 at that time.

-"There were 28-34 residents in the facility in 

June 2020 and now there were 20 something."

-A staff tested positive with the second round of 

testing (10/04/20); her results came back that 

Wednesday or Thursday (10/07/or 10/08/20) and 

she was out more than 14 days.

-The full time housekeeper, a cook and wait staff 

also tested positive.

-Another staff tested positive for COVID-19 

approximately 2 weeks after the first round of 

testing (09/27/20) and was out for 3-4 weeks.

Interview with the Compliance Director (CD) on 

10/29/20 at 2:49pm revealed:

-The facility did the first testing for all staff and 

residents on 09/27/20 after a MA reported testing 

positive for COVID-19.

-The facility had been testing all previously 

negative staff and residents every week.

-On 10/04/20, eleven staff tested positive for 

COVID-19 and on 10/12/20, four additional staff 

tested positive.

-She did not know how many residents tested 

positive on each date; the Quality Improvement 

Director would have that information.

Interview with a third MA on 10/29/20 at 2:32pm 

revealed: 

-She was tested for COVID-19 on 10/04/20 and 

received a positive result on 10/07/20.

-She worked as the only 2nd shift MA on 10/07/20 

and administered medications to all residents in 

the facility.

-She did not have any symptoms and was told by 

the former Administrator as long as she wore a 

face mask, face shield, isolation gown, gloves 

and foot covers, she could work after receiving a 

positive COVID-19 test result on 10/07/20.
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-She changed her gown and gloves after working 

with residents in the COVID-19 positive area.

-She administered medications to residents who 

had tested negative for COVID-19 also.

Telephone interview with a PCA on 10/30/20 at 

2:12pm revealed: 

-She first tested positive for COVID-19 the week 

of 10/05/20 from the hospital testing site.

-The former Administrator approved her return to 

work 7 days after testing positive for COVID-19 

because she was asymptomatic and had a 

second test done that Friday (10/09/20) which 

was negative.

-She worked as a PCA on all halls in the facility 

each shift she worked during the COVID-19 

outbreak because she had a negative test after 

the positive test.

-She returned to work after 7 days because she 

could not afford to go 10 days without pay.

Telephone interview with the Supervisor at the 

local health department (LHD) on 10/29/20 at 

3:07pm revealed:

-The first facility wide testing was on 09/28/20 and 

seven named residents tested positive for 

COVID-19.

-Between 09/28/20 and the last testing results 

from 10/18/20, a total of 25 residents at the 

facility had tested positive for COVID-19.

-Nine of the 25 residents who had tested positive 

for COVID-19 were deceased.

Second telephone interview with the Supervisor 

at the local health department (LHD) on 10/30/20 

at 9:20am revealed:

-The facility was not to share staff between the 

COVID-19 positive and negative areas due to risk 

of spreading COVID-19.

-If there was a desperate staffing situation, staff 
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should change out of all PPE including their face 

mask.

-She did not remember why the facility initiated 

COVID-19 testing.

-She did not have information on specific staff 

and test results; some staff may have tested 

outside with their own provider.

-If a staff reported testing positive for COVID-19, 

the facility should have immediately reported that 

to the LHD.

-She had spoken with the former Administrator on 

10/06/20 related to staff going in and out of the 

COVID-19 area, using a separate exit directly 

from the COVID-19 positive area and not sharing 

staff between areas.

Second telephone interview with the former 

Administrator on 11/02/20 at 3:10pm revealed:

-All directives came from senior management 

regarding staff testing positive for COVID-19.

-The first directive was for staff to quarantine at 

home for 14 days, then it changed to 10 days, 

then it changed to staff who were positive for 

COVID-19 and did not have symptoms could 

work with residents who were positive for 

COVID-19.

-He was not aware of any instances of staff who 

had tested positive for COVID-19 and did not 

have symptoms working with residents who had 

tested negative for COVID-19.

-He did not check the schedule to make sure 

there was enough staff to separate COVID-19 

positive staff from COVID-19 negative residents.

-He was responsible for making sure COVID-19 

positive staff did not work with COVID-19 

negative residents.

-Looking back, he knew of one MA who had 

tested positive for COVID-19 and was the only 

MA on duty and therefore would have had contact 

with all residents.
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-His first concern was always the safety of the 

residents; he did not want to spread COVID-19 

from positive residents to negative residents.

Telephone interview with the Quality Improvement 

Director on 11/03/20 at 9:39pm revealed: 

-She did not have any employee on her 

spreadsheet who tested positive prior to 

September 2020 because her spreadsheet only 

went back to September 2020.

-An employee reported testing positive for 

COVID-19 on 09/23/20; the first round of testing 

for all staff and residents was done on 09/27/20.

-Testing of residents and staff continued weekly 

through 11/02/20; she did not have the exact 

numbers of residents and staff testing positive 

which each testing.

-There were "several" residents who "passed 

away COVID positive;" the facility's census went 

from 33 to 23.

-The former Administrator completed training for 

COVID-19 prevention with staff.

-The facility's policy was that staff who tested 

positive for COVID-19 and did not have 

symptoms could work with residents who had 

tested positive for COVID-19.

-Staff who tested positive for COVID-19 were not 

to work with residents who had tested negative 

for COVID-19 because of the risk of spreading 

the virus.

-She was not aware of any staff who had tested 

positive for COVID-19 working with residents who 

had tested negative.

-Staff were able to return to work after having 

COVID-19 fourteen days after testing positive and 

symptom free without medications. 

-The previous Administrator would have initially 

trained staff on COVID-19 prevention at the start 

of the pandemic in March 2020; the former 

Administrator completed additional training when 
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positive COVID-19 tests came back (10/04/20).

-Training information would have sent from the 

corporate office to the Administrator.

-The latest COVID-19 updates from the COO 

were from 10/13 - 10/16/20; staff were last trained 

on 10/19/20.

-The Chief Operation Officer (COO) monitored 

the CDC website for updated guidance and 

recommendations on COVID-19 prevention.

-The COO communicated any updates to the 

Administrator and the Administrator updated staff.

-The former Administrator told staff they were 

able to work while testing positive for COVID-19.

Telephone interview with the COO on 11/06/20 at 

2:00pm revealed:

-The facility initiated testing all staff and residents 

for COVID-19 after one staff reported testing 

positive (end of September 2020).

-If there had been a PCA who reported testing 

positive for COVID-19 in August 2020, she would 

have directed facility staff to conduct contact 

tracing for all the PCAs contacts for two days 

prior to the positive test.

-Anyone within 6 feet of the PCA for more than 15 

minutes would have been "pulled."

-COVID-19 testing was done throughout the 

facility after the MA reported a positive test result 

because the MA passed medications to all 

residents in the facility and had worked the two 

days prior to testing.

-Her physician liaison gave her these 

recommendations; she had not contacted the 

LHD for guidance or to notify of the positive 

COVID-19 staff.

-She communicated updated CDC 

recommendations to the Administrator via calls, 

texts and emails.

-The Administrator was responsible for 

communicating updated CDC recommendations 

Division of Health Service Regulation

If continuation sheet  52 of 846899STATE FORM NPL911



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/11/2020 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL021008 11/06/2020

C

NAME OF PROVIDER OR SUPPLIER

EDENTON PRIME TIME RETIREMENT VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

105 MARK DRIVE

EDENTON, NC  27932

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 52 D 338

to staff.

-The facility's policy was for staff testing positive 

for COVID-19 not to work except in a staffing 

crisis.

-In a staffing crisis, a COVID-19 positive staff 

without symptoms could work with positive or 

suspected positive residents.

-A MA who had tested positive for COVID-19 

without symptoms should not have worked with 

residents without a COVID-19 diagnosis.

-The Administrator would have been responsible 

for directing the MA not to work with negative 

residents.

-The RCC or Administrator could have passed 

medications for the negative residents.

b. Review of Resident #1's current FL-2 dated 

07/29/20 revealed diagnosis included collapsed 

vertebrae, insomnia, cognitive communication 

deficit, dysphagia, brief psychotic disorder, 

alcohol abuse and orthostatic hypertension.

Telephone interview with a medication aide (MA) 

on 11/05/20 at 1:19pm revealed: 

-Management made Resident #1's hall (A) the 

COVID-19 positive area; Resident #1 tested 

negative for COVID-19 and was not moved out of 

the COVID-19 positive area.

-Resident #1 remained on the COVID-19 positive 

hall (A) with residents who had all tested positive 

for COVID-19.

-She talked to the Resident Care Coordinator 

(RCC) and the former Administrator about moving 

Resident #1 off the COVID-19 positive hall since 

he had tested negative. 

-The RCC and former Administrator did not give 

an answer about moving Resident #1.

-Resident #1 later tested positive for COVID-19 at 

the hospital (10/02/20). 
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Review of Resident #1's emergency room (ER) 

record dated 10/02/20 revealed:

-Resident #1 arrived with a fever of 101.4 

degrees F, mild cough and congestion.

-Resident #1 was tested for COVID-19 and had a 

positive result.

Telephone interview with the Resident Care 

Coordinator (RCC) on 11/06/20 at 11:02am 

revealed:

-Resident #1 was already on the hall designated 

the COVID-19 positive area (B hall); Resident #1 

had tested negative for COVID-19 when residents 

who had tested positive were moved to the hall.

-The COVID-19 positive area was moved from 

the B hall to the A hall after 10/07/20.

-She asked the former Administrator about 

moving Resident #1 out of the COVID-19 positive 

area since the resident had tested negative.

-The former Administrator said Resident #1 was 

okay to stay in the COVID-19 positive area 

because the resident was at the front end of the 

hall.

Telephone interview with the Supervisor at the 

local health department (LHD) on 10/30/20 at 

9:20am revealed:

-Facility's with a COVID-19 outbreak should have 

three separate areas: one for residents who 

tested positive for COVID-19, one for residents 

suspected of having COVID-19 and one for 

residents negative for COVID-19.

-She had spoken with the former Administrator on 

10/06/20 related to staff going in and out of the 

COVID-19 area, using a separate exit directly 

from the COVID-19 positive area and not sharing 

staff between areas.

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed if 
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a resident was in a semi-private room with a 

roommate who tested positive for COVID-19, that 

resident was considered presumptive positive 

based on guidance from her physician liaison and 

other county health departments.

Interview with the Business Office Manager 

(BOM) on 10/29/20 at 10:34pm revealed the 

Quality Improvement Director (QID) and Chief 

Operating Officer (COO) were responsible for 

monitoring and communicating CDC guidance for 

the prevention of COVID-19.

2. a. Interview with the Compliance Director (CD) 

on 10/29/20 at 10:25am revealed:

-The facility had not been having any visitors 

except home health.

-Staff screened themselves for symptoms of and 

exposure to COVID-19.

-She did not know who was responsible for 

making sure all staff and visitors complied with 

screening for symptoms of and exposure to 

COVID-19.

Interview with the Business Office Manager 

(BOM) on 10/29/20 at 10:34am revealed:

-The front entrance door was kept locked, so staff 

had to let in any visitors.

-All staff were responsible for responding to the 

doorbell and screening all visitors upon entrance.

-Anyone who responded "yes" to any screening 

question was not allowed in the facility.

Review of the facility's staff COVID-19 screening 

log dated 10/26/20 revealed a staff documented 

"yes" under the column for shortness of breath 

(SOB).

Review of the facility's staff COVID-19 screening 

logs dated 08/31/20 through 10/29/20 revealed 
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there were no entries with the name of the 

Resident Care Coordinator (RCC) on the 

following dates: 08/31/20, 09/01/20, 09/03/20, 

09/08/20 through 09/24/20 and 09/28/20 through 

09/30/20.

Telephone interview with the RCC on 11/06/20 at 

11:02am revealed:

-Staff checked their temperatures and document 

the presence of any symptoms on the screening 

log at the front entrance.

-The MA on duty was responsible for faxing the 

screening log to the Quality Improvement Director 

daily from July 2020 through now.

-She normally worked Monday through Friday 

from 9:00am to 6:00pm or 7:00pm and some 

weekends.

-She checked her temperature and completed the 

screening questions every day she worked; there 

must have been some logs missing from the 

review. 

Telephone interview with the CD on 11/06/20 at 

12:51pm revealed there were no additional staff 

screening logs for September and October 2020.

Review of the facility's staff COVID-19 screening 

logs dated 08/31/20 through 10/29/20 revealed 

there were no entries with the name of the BOM 

on the following dates: 09/09/20 through 

09/11/20, 09/17/20, 09/18/20, 09/22/20, 09/24/20, 

09/28/20, 09/30/20 and 10/15/20.

Telephone interview with the BOM on 11/04/20 at 

11:37am revealed:

-Her normal working hours were Monday through 

Friday from 8:00am to 5:00pm.

-She was not able to say which days she was not 

working in September 2020 and from 10/14/20 

through 10/29/20.
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-She may have forgotten to sign in on the 

screening log on some days.

-There was no one designated to monitor the 

COVID screening log to ensure all staff had 

completed screening questions and a 

temperature check. 

-Staff were supposed to complete the COVID-19 

screening process including a temperature check 

and symptom and exposure questions.

Review of the facility's staff COVID-19 screening 

logs dated 08/31/20 through 10/29/20 revealed 

were no entries with the name of the former 

Administrator on the following dates: 09/08/20, 

09/09/20, 09/14/20, 09/15/20, 09/23/20, 09/24/20, 

09/28/20, 09/30/20 and from 10/02/20 through 

10/12/20.

Telephone interview with the former Administrator 

on 11/04/20 at 1:59pm revealed:

-He was not able to say which days he was in the 

facility September and October 2020.

-From the date of the first COVID-19 testing 

(09/27/20) he was in the facility "pretty much 

daily."

-He was not sure if he was in the facility on 

09/08/20, 09/09/20, 09/14/20, 09/15/20, 09/23/20 

and 09/24/20.

-He may have missed completing the COVID-19 

screening questions and temperature check 

some days.

-There was no system to check the screening log 

to make sure all staff had answered questions 

and checked their temperature each shift.

Review of the facility's staff COVID-19 screening 

logs dated 10/09/20 through 10/13/20 revealed 

and staff time punch card reports dated 10/09/20 

through 10/13/20 revealed:

-On 10/09/20 there were five staff documented as 
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working on the time punch card report with no 

entry on the staff COVID-19 screening log.

-On 10/10/20 there were two staff documented as 

working on the time punch card report with no 

entry on the staff COVID-19 screening log.

-On 10/11/20 there was one staff documented as 

working on the time punch card report with no 

entry on the staff COVID-19 screening log.

-On 10/12/20 there were six staff documented as 

working on the time punch card report with no 

entry on the staff COVID-19 screening log.

-On 10/13/20 there were two staff documented as 

working on the time punch card report with no 

entry on the staff COVID-19 screening log.

Telephone interview with the Chief Operations 

Officer (COO) on 11/06/20 at 2:00pm revealed:

-Screening of staff and visitors was initiated in 

March 2020.

-The former Administrator and BOM were 

responsible for monitoring the COVID-19 

screening log for staff and visitors.

-In the absence of the Administrator and BOM, 

monitoring of the screening log would have been 

delegated to staff.

b. Review of an un-named and undated facility 

policy revealed:

-The "resident symptom tracker" needed to be 

scanned and sent electronically to the Quality 

Improvement Director every shift.

-There was a hand written notation the policy was 

reviewed with nine staff on 10/19/20.

Interview with a resident on 10/29/20 at 11:06am 

revealed staff did not regularly check her 

temperature and ask about symptoms of 

COVID-19; she was not able to say how often 

staff checked.
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Interview with a second resident on 10/29/20 at 

11:10am revealed residents were supposed to 

have their temperature checked three times a 

day; a resident was "lucky" if their temperature 

was checked once a day.

Interview with a third resident on 10/29/20 at 

12:20pm revealed:

-The staff was going around checking 

temperatures that morning (10/29/20), but they 

had not checked hers.

-She went to tell them in the front office, but they 

were busy and asked her to return to her room.

Review of Resident #1's current FL-2 dated 

07/29/20 revealed diagnosis included collapsed 

vertebrae, insomnia, cognitive communication 

deficit, dysphagia, brief psychotic disorder, 

alcohol abuse and orthostatic hypertension.

Review of the facility's "Resident's Daily 

Temperature Log" dated 10/05/20 revealed there 

was documentation Resident #1's oxygen 

saturation level (O2 sat) was 86%.

Review of the facility's "Resident's Daily 

Temperature Logs" dated 09/01/20 through 

10/05/20 revealed:

-There was no documentation of a daily 

temperature check for Resident #1 on 09/10/20, 

09/11/20, 09/18/20 and 10/01/20.

-There was no documentation of every shift 

temperature and O2 sat checks for Resident #1 

from 10/02/20 to 10/07/20.

Review of a care note for Resident #1 dated 

10/02/20 from 3:00pm to 11:00pm revealed 

Resident #1 returned from the hospital with a 

diagnosis of COVID-19.
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Telephone interview with a medication aide (MA) 

on 10/30/20 at 11:02am revealed: 

-Residents' temperatures and O2 sat levels were 

checked every shift by the personal care aide 

(PCA) or whichever staff was working on the 

floor.

-The results were documented on sheets kept in 

a binder in the medication room.

-The MA was responsible for sending the sheet 

via electronic mail to the Quality Improvement 

Director every shift.

-Staff had started checking residents' 

temperatures and O2 sats every shift two weeks 

ago; prior to that it was checked once daily.

-The daily temperature checks were documented 

on the vital signs sheet and kept in a binder in the 

medication room.

-The daily vital signs sheets were not sent to 

anyone.

-She was instructed on 10/03/20 by the former 

Administrator to contact the primary care provider 

(PCP) if a resident's temperature was 99.6 

degrees Fahrenheit (F) of higher and/or O2 sat 

was 90% or lower. 

-On 10/20/20, the Chief Operations Officer (COO) 

changed the O2 sat parameter to 94% or less.

Telephone interview with a second MA on 

11/04/20 at 3:33pm revealed staff had been 

checking resident temperatures every shift for 

about a month; prior to that resident temperatures 

were checked monthly. 

Telephone interview with a third MA on 11/05/20 

at 1:19pm revealed:

-Staff were supposed to check residents' 

temperatures twice daily before the COVID-19 

outbreak.

-Residents temperatures were documented on 

sheets kept in a notebook in the medication 
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room.

-Twice daily temperature checks were only for 

residents who had gone out the facility to an 

appointment or the hospital; the twice daily 

temperature checks were done for two weeks.

-She did not remember when it changed to 

checking all residents' temperatures twice daily.

Telephone interview with the Resident Care 

Coordinator (RCC) on 11/06/20 at 11:02am 

revealed:

-Residents' temperatures were checked daily on 

2nd shift prior to the COVID-19 outbreak; with the 

outbreak residents' temperatures were checked 

every shift.

-Residents' and staffs' temperatures were 

checked with an oral thermometer; there was one 

thermometer for residents and a second for staff .

Telephone interview with the former Administrator 

on 11/02/20 at 1:22pm revealed:

-Residents were initially screened for COVID-19 

with daily temperature check; it was change to 

twice daily, but he did not know when the change 

occurred. 

-The twice daily temperature checks were 

supposed to be sent daily to the Quality 

Improvement Director.

Telephone interview with the Quality Improvement 

Director on 11/03/20 at 9:39pm revealed:

-Residents were screened every shift for 

symptoms of COVID-19.

-She had been receiving documentation of every 

shift screening for all residents since 10/13/20.

-The MA scanned an electronic copy of resident 

screening documentation each shift; she 

reviewed the documentation and contacted the 

MA with any questions.

-She had instructed staff to contact the resident 's 
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PCP and family member for a temperature of 

99.4 degrees Fahrenheit (F) or greater and an O2 

sat level of 94% or less.

Telephone interview with the COO on 11/06/20 at 

2:00pm revealed: 

-Screening of staff and visitors was initiated in 

March 2020.

-Initially residents were screened only if they had 

been out of the facility and then it changed to 

daily prior to September 2020.

-Screening included a temperature check and 

checking for symptoms including a cough, 

shortness of breath, fever and diarrhea.

3. Review of an un-named and undated facility 

policy revealed:

-Surgical masks were required for all staff at all 

times in the facility.

-For "positive residents" full personal protective 

equipment (PPE) including a gown, gloves and 

N95 respirator mask were required.

-There was a hand written notation the policy was 

reviewed with nine staff on 10/19/20.

Review of the facility's COVID-19 Policy updated 

on 10/23/20 revealed:

-If a resident had symptoms of COVID-19 the 

facility should have the resident wear a face mask 

as much of the time as possible.

-PPE would be available in areas where resident 

care was provided.

-A trash can to dispose of PPE would be placed 

near the exit of the resident room to discard of 

PPE prior to exiting the room.

 

Interview with the resident on 10/29/20 at 

11:06am revealed: 

-She was in the last room down the hall [pointing 

down the COVID-19 positive hall].
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-She had not been told she had tested positive for 

COVID-19 and had not been instructed to wear a 

face mask.

-Some staff wore face masks, and some did not.

Interview with a second resident on 10/29/20 at 

11:10am revealed:

-Residents were not supposed to leave their 

rooms.

-The resident wore a cloth mask outside the room 

and with contact with staff.

Interview with a medication aide (MA) on 

10/29/20 at 12:17pm revealed residents had not 

worn masks in the facility until today (10/29/20).

Interview with the CD on 10/29/20 at 2:37pm 

revealed:

-Masks were first given to residents on 10/29/20 

because residents were previously told to stay in 

their rooms since the onset of the COVID-19 

outbreak in September.

-Residents did not stay in their rooms and 

additionally it was flu season.

Telephone interview with the MA on 10/30/20 at 

11:31am revealed: 

-The first training on COVID-19 was last week 

(10/23/20) which reviewed a paper staff were 

given.

-The training was conducted over the phone by 

the Quality Improvement Director and covered 

how to properly use personal protective 

equipment (PPE).

-The PPE supplies had been kept on a cart near 

the front entrance since early October 2020. 

-There were no PPE and disposal bins located 

near the entrance/exit to the COVID-19 positive 

hall (A-hall, which was approximately 75 from the 

front entrance).
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-During the COVID-19 outbreak she worked as 

the only MA at the facility and was responsible for 

administering medications to all residents.

-She would leave the COVID-19 positive hall 

(A-hall), walk to the front entrance area, remove 

all her PPE, place the used PPE in the red 

disposal bin at the front entrance and then go and 

wash her hands in the bathroom just before the 

B-hall (approximately 50 feet from the front 

entrance) before returning to the front entrance to 

don new PPE.

-She administered medications to the COVID-19 

negative residents first then the COVID-19 

positive residents.

Telephone interview with a personal care aide 

(PCA) on 10/30/20 at 2:12pm revealed: 

-The only staff training for COVID-19 since she 

was hired in June was last week over the phone. 

-There were multiple times she worked on the 

COVID-19 positive (A-hall) and negative (B & D 

halls) areas since the COVID-19 outbreak started 

at the facility (09/27/20).

-She would remove her gown and gloves at the 

front entrance when going between areas.

-She did not remove her face mask and don a 

new one after leaving the COVID-19 positive 

area.

-A face shield was required on the COVID-19 

positive (A-hall) area; she removed and discarded 

the face shield after leaving A-hall.

-She was responsible for all the residents on the 

assisted living (AL) side on 10/30/20.

-There were still residents on the COVID-19 

positive hall (A-hall).

-She was wearing a face mask only to care for all 

the AL residents; she was told on 10/29/20 staff 

no longer had to wear isolation gowns and foot 

covers.

-She was told by the BOM that all residents 
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tested negative for COVID-19 on 10/25/20, but 

still could not be moved back to their original 

rooms.

-Residents were not wearing masks because they 

were supposed to stay in their rooms.

Telephone interview with the Supervisor at the 

local health department (LHD) on 10/30/20 at 

9:20am revealed:

-Staff and residents tested on 10/04/20 for 

COVID-19 who did not have symptoms for more 

than 24 hours were considered recovered 

because it had been more than 10 days since 

they were tested.

-Staff should have continued wearing full PPE on 

the COVID positive hall and the area considered 

active and separate from other residents until all 

residents were recovered.

-Residents were considered recovered and able 

to be moved from the COVID-19 positive area 

once they did not have symptoms for more than 

24 hours and it had been at least 10 days since 

testing positive.

-She received updates from the Quality 

Improvement Director every few days; the latest 

update was on 10/27/20.

-Not all residents on the COVID-19 positive hall 

were recovered because there were a few who 

still had symptoms. 

Telephone interview with the Resident Care 

Coordinator (RCC) on 11/06/20 at 11:02am 

revealed:

-Residents did not wear face masks until the 

COVID-19 outbreak started at the facility.

-Staff donned PPE in the parlor area; there was 

PPE on the special care unit (SCU) also.

Telephone interview with the former Administrator 

on 11/02/20 at 1:22pm revealed:
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-He could not remember the exact numbers and 

dates, but with the first COVID-19 testing 5 

residents tested positive.

-COVID-19 positive test results "continued to 

come in" for residents; there were more "positive 

than negative" residents.

-All the residents who tested positive were placed 

together in the same area on the front hall.

-Residents who were in the COVID-19 negative 

area were moved to the COVID-19 positive area 

once they tested positive.

-PPE was on a cart at the front entrance and 

there were disposal bins throughout the facility.

-All staff wore surgical face masks prior to the 

COVID-19 outbreak.

-Before the COVID-19 outbreak, residents did not 

wear masks except the few residents that 

smoked cigarettes.

-All residents started wearing face masks with the 

COVID-19 outbreak and were isolated to their 

rooms.

 Interview with the Compliance Director (CD) on 

10/29/20 at 10:34am revealed:

-Staff were expected to wear N95 respirator face 

masks except the kitchen staff who wore surgical 

face masks.

-Since all residents had been considered 

recovered, there was no additional personal 

protective equipment being worn on the 

COVID-19 positive hall.

-Staff had been wearing the N95 respirator face 

masks with face shields, isolation gowns, foot 

covers and gloves on the COVID-19 positive hall 

prior to 10/29/20.

Telephone interview with the Quality Improvement 

Director on 11/03/20 at 9:39pm revealed:

-She was responsible for all operational aspects 

of the facility.
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-She had been coordinating things at the facility 

since the former Administrator left (mid October 

2020).

-Staff were required to wear surgical masks in the 

facility since March 2020; staff switched to N95 

respirator masks with the COVID-19 outbreak for 

the COVID-19 positive area and continued with 

surgical masks in the negative area.

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed 

staff wore face masks before the COVID-19 

outbreak; with the outbreak staff then wore N95 

respirator face masks.

4. Interview with the Compliance Director on 

10/29/20 at 10:39am revealed:

-The facility did not have a housekeeper.

-The maintenance staff had been performing 

housekeeping duties for a couple of weeks.

Interview with the maintenance staff on 10/29/20 

at 10:52am revealed:

-He was scheduled to work one day a week at the 

facility.

-He had worked three days during the current 

week.

-He had not worked as the housekeeper.

-He did not know if the facility had a 

housekeeper.

-His job duties were to fix anything that was 

broken in the facility.

-When he worked at the facility, he sanitized and 

disinfected the facility with an Environmental 

Protection Agency (EPA) registered disinfectant. 

-He sanitized and disinfected hand rails, door 

knobs, cabinet handles, light switches, and toilet 

commodes. 

-He taught the medication aides/supervisor 

(MA/S) and personal care aide (PCA) how to 
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sanitize and disinfect the facility when he was not 

in the facility.

-He taught the MA/S to sanitize and disinfectant 

hand rails, door knobs, cabinet handles, light 

switches, and toilet commodes.

-He did not know if the MA/S or the PCA sanitized 

the facility when he was not there.

-He did not know if the resident rooms were being 

sanitized and disinfected.

Review of a manufacturer's label on a container 

identified by the maintenance staff as contents 

used for sanitizing and disinfecting door knobs 

and railings revealed:

-The contents were used to disinfect.

-There was an EPA registration number listed on 

the container.  

Interview with the Business Office Manager 

(BOM) on 10/29/20 at 11:05 revealed:

-The facility did not currently have a housekeeper.

-The housekeeper had tested positive for 

COVID-19. 

-The housekeeper last worked on 10/14/20.

Interview with a PCA on 10/29/20 at 11:13am 

revealed:

-She did not remember the last time she saw the 

housekeeper.

-The maintenance staff was not the housekeeper.

-She saw the maintenance man sanitize and 

disinfectant the facility when he worked.

-He would sanitize and disinfectant door knobs, 

hand rails, and tables in the special care unit 

(SCU).

-She would clean if she saw something that 

needed to be cleaned.

-Resident rooms in the Special Care Unit (SCU) 

were not cleaned daily.

-She did not know how often other staff cleaned 
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the SCU.

Interview with a second PCA on 10/29/20 at 

11:58am revealed:

-The housekeeper had been out for a while.

-She did not remember the last time she saw the 

housekeeper.

-The PCAs tried to take the trash out daily.

-The maintenance staff sanitized and disinfected 

door knobs and hand rails when he worked.

-The door knobs and hand rails were not 

sanitized and disinfected when the maintenance 

staff was not in the facility.

-The maintenance staff did not train her on how to 

sanitize and disinfect the facility.

Second interview with the BOM on 10/29/20 at 

12:19pm revealed:

-The MA/Ss and PCAs cleaned up resident 

rooms during their shifts.

-There was no staff responsible to ensure the 

facility was cleaned daily.

-The maintenance staff was not the housekeeper.

-She reported to the Quality Improvement 

Director a week ago that staff on first shift had 

stepped up to clean the facility.

Second interview with the Compliance Director on 

10/29/20 at 2:28 pm revealed:

-Common areas that residents used were 

supposed to be cleaned daily by the MA/Ss and 

PCAs.

-The maintenance staff sanitized every room in 

the facility when he worked.

Telephone interview with a MA/S on 10/30/20 at 

11:34pm revealed:

-She was informed by the Compliance Director 

the MA/Ss and PCAs were expected to do 

housekeeping.
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-A consistent housekeeper had not worked since 

June 2020.

-She expressed her concern to the Chief 

Operating Officer the previous week.

-She was told "the main concern was that the 

medication carts were cleaned daily".

Telephone interview with the Quality Improvement 

Director on 11/03/20 at 8:38am revealed:

-The MA/Ss and PCAs were responsible for doing 

housekeeping on an as needed basis at the 

facility.

-The MA/Ss and PCAs were responsible for 

sanitizing and disinfecting resident rooms, 

bathrooms, and high traffic areas.

-The facility housekeeper was out of work since 

10/14/20 due to being positive for COVID-19.

-She did not know how the MA/Ss and PCAs 

were able to complete housekeeping duties while 

caring for residents.

-Housekeeping duties were not routine duties for 

the MA/Ss and PCAs.

-She did not think staff doing resident laundry or 

housekeeping duties took away from direct 

resident care or supervision.

-Every staff member in the facility was 

responsible to sanitized and disinfect the facility.

-The former Administrator had trained the staff on 

how to sanitized and disinfect the facility.

-She provided the staff training on 10/19/20 on 

how to sanitized and disinfect the facility.

-She had taught staff how to wipe down counter 

tops, door knobs, hand rails, tables, and how to 

sanitize and disinfectant all high traffic areas 

daily.

-The MA/Ss and PCAs should clean high traffic 

areas multiple times per day.

Interview with the Chief Operating Officer 

(COO)on 11/06/20 at 1:59pm revealed:
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-The maintenance staff had been visiting the 

facility two to three times a week to assist with 

housekeeping.

-The direct care staff were responsible for 

housekeeping along with providing direct care to 

residents.

Interview with a resident on 10/29/20 at 11:10am 

revealed:

-The rooms of residents who had died from 

COVID-19 had not been cleaned or sanitized in 2 

- 3 weeks.

-There was no consistent housekeeper; "there 

would be a new one on one day then another new 

one the next and so on."

-No one cleaned the hand rails in the hallway; you 

were able to feel the dirt and grime build up just 

touching the hand rail.

-Direct care staff were the housekeepers.

Observations during the facility tour on 10/29/20 

from 11:47am until 12:17pm revealed:

-The hand rail in the hall from the special care 

unit (SCU) to front area had a thick accumulation 

of dirt and grime.

-The hand sanitizer dispenser on the wall near 

the main dining room was empty.

-The hand sanitizer dispenser on the back hall 

had a bag of clear liquid labeled "Alcohol free 

hand sanitizer."

Interview with the maintenance staff on 10/29/20 

at 12:43pm revealed:

-He had not known the hand sanitizer dispenser 

near the kitchen was empty.

-He did not know the CDC recommended 

alcohol-based hand sanitizer.

-The dispensers that were in use in the facility 

only used the alcohol free replacement bags so 

he would have to order new dispensers and refills 
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containing alcohol.

Interview with the Compliance Director (CD) on 

10/29/20 at 2:37pm revealed:

-The maintenance person was responsible for 

cleaning and sanitizing resident rooms that had 

been vacated by residents who were moved, 

hospitalized or deceased.

-There was alcohol-based hand sanitizer on the 

medication carts and at the front entrance area.

Telephone interview with a PCA on 10/30/20 at 

2:12pm revealed: 

-She had not been able to do any cleaning at the 

facility since last week (10/23/20).

-She did not know what kind of cleaning agent 

was used at the facility.

-When she cleaned residents' rooms, she wiped 

off the toilet seat, sink and shower because the 

residents used those every day.

-She also swept the floor in residents' rooms.

Telephone interview with the Resident Care 

Coordinator (RCC) on 11/06/20 at 11:02am 

revealed:

-The facility did not have cleaning supplies, there 

was no deep cleaning schedule and the 

maintenance person was only in the facility one 

day per week.

-Staff brought their own cleaning supplies in to 

clean resident rooms and wipe down mattresses 

of former residents. 

Telephone interview with the former Administrator 

on 11/02/20 at 1:22pm revealed:

-The housekeeper was there when he was there, 

and the facility was cleaned daily.

-He and the staff worked together to clean; he 

had personally cleaned the handrails in the 

hallways twice daily.
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Telephone interview with the Quality Improvement 

Director on 11/03/20 at 9:39pm revealed:

-All staff in the facility were responsible for 

sanitizing the environment considering the 

COVID-19 pandemic.

-She did not look into rooms of residents who had 

been moved, hospitalized or were deceased due 

to COVID-19 when she was at the facility 

10/13/20 - 10/16/20.

-Any staff was responsible for packing and 

cleaning those rooms; staff were waiting for 

family members to become available to pick up 

former residents' belongings before cleaning and 

packing.

-She was not sure why hand rails would be 

"grimy" because they were supposed to be wiped 

down several times a day by any staff in the 

facility.

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed:

-She did not know of any rooms not being 

cleaned after residents tested positive for 

COVID-19 and were moved to the COVID-19 

positive area.

-Staff had to prioritize taking care of residents; 

those rooms were not being used and not a 

priority to clean.

5. Observation of the front entrance on 10/29/20 

at 10:00am revealed no sign for COVID-19 

precautions was observed.

Interview with Resident Care Coordinator (RCC) 

on 11/06/20 at 11:02am revealed:

-There used to be a sign on the front door "but it's 

not up there now."

-The front door sign had been down since the 

facility had started porch visits in September.
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Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed 

there was signage on the front door of the facility 

with visitor restrictions when she was at there on 

10/20/20, and residents who were isolated had 

signs up inside the facility. 

6. Observation of the interior entrance on 

10/29/20 at 10:15am revealed:

-An oral thermometer was sitting in a small box of 

alcohol wipes on the table to the left of the facility 

entrance.

-There were no disposable probe covers for the 

oral thermometer.

-There was a sign posted above the entry table 

located to the left of the facility's door that stated, 

"everyone entering the building including 

employee are required to have temp checks."

Observation of the front office on 10/29/20 at 

10:20 am revealed the Business Office Manager 

(BOM) was in the doorway opening a new 

infrared thermometer.

Interview with the Compliance Director on 

10/29/20 at 10:25am revealed:

-The facility got an infrared thermometer on 

10/29/20.

-She and the BOM could not get the infrared 

thermometer to work.

-Staff and visitors had been using an oral 

thermometer upon entry to facility.

-She did not know how long staff and visitors had 

used the oral thermometer.

-An oral thermometer was no in compliance with 

the CDC guidelines.

Interview with a Personal Care Aide (PCA) on 

10/29/20 at 11:13am revealed:
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-When she entered the facility to work, she 

checked her temperature with the oral 

thermometer at the front of the building.

-She answered the COVID-19 screening 

questions herself.

-If she had a high temperature, she would report 

it to the medication aide/supervisor (MA/S).

Interview with a second PCA on 10/29/20 at 

11:50am revealed:

-She checked resident temperatures and oxygen 

saturation three times a day.

-She documented the temperatures and oxygen 

saturations for each resident in a red notebook 

that was kept in the medication room on the 

Assisted Living hall. 

Interview with Resident Care Coordinator (RCC) 

on 11/06/20 at 11:02am revealed

-There were oral thermometers for staff and 

residents.

-Staff had a separate thermometer for residents.

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 1:59pm revealed:

-The last time she visited the facility was on 

10/20/20.

-During her visit she used an oral thermometer to 

check her temperature.

-There was no infrared thermometer available 

during this visit.

-She was not aware staff were using sandwich 

bags as covers for the oral thermometer.

______________________________

The facility failed to adhere to CDC and NC 

DHHS guidelines for COVID-19 which resulted in 

25 of 33 residents testing positive for COVID-19, 

2 residents hospitalized with COVID-19 and the 

death of 9 residents from COVID-19 due to a 
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delay in reporting a staff with COVID-19 two to 

four weeks prior to a second staff testing positive 

for COVID-19; not cleaning and disinfecting 

frequently touched items in common areas, not 

screening and monitoring staff, residents and 

visitors for COVID-19 symptoms and exposure, 

not using a no touch thermometer and not 

applying manufactured protective sleeves for oral 

thermometers use for residents and staff; not 

implementing separation and isolation of positive 

staff and residents from negative staff and 

residents; and not properly donning/doffing 

personal protective equipment (PPE). The 

facility's failure to implement recommendations to 

prevent the spread of COVID-19 resulted in 

serious neglect, physical harm and death and 

constitutes a Type A1 Violation. 

______________________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 10/30/20 for 

this violation.

THE CORRECTION DATE FOR THE TYPE A1 

VIOLATION SHALL NOT EXCEED DECEMBER 

6, 2020.

 D 465 10A NCAC 13F .1308(a) Special Care Unit Staff

10A NCAC 13F .1308 Special Care Unit Staff

(a)  Staff shall be present in the unit at all times in 

sufficient number to meet the needs of the 

residents; but at no time shall there be less than 

one staff person, who meets the orientation and 

training requirements in Rule .1309 of this 

Section, for up to eight residents on first and 

second shifts and 1 hour of staff time for each 

additional resident; and one staff person for up to 

10 residents on third shift and .8 hours of staff 

time for each additional resident. 

 D 465

Division of Health Service Regulation

If continuation sheet  76 of 846899STATE FORM NPL911



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/11/2020 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL021008 11/06/2020

C

NAME OF PROVIDER OR SUPPLIER

EDENTON PRIME TIME RETIREMENT VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

105 MARK DRIVE

EDENTON, NC  27932

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 465Continued From page 76 D 465

This Rule  is not met as evidenced by:

TYPE B VIOLATION

Based on observations, interviews and record 

reviews, the facility failed to ensure there was at 

least one staff on the special care unit (SCU) at 

all times for 2.5 of 14 evening and night shifts 

where there was one personal care aide (PCA) 

on duty who would have to leave the SCU to 

assist with the care of a resident on the assisted 

living (AL) side leaving the SCU without staff for 

15 minutes.

The findings are:

Review of the punch detail time card reports for 

10/05/20 revealed there was one personal care 

aide (PCA) working on the Special Care Unit 

(SCU) on 11:00pm-7:00am shift.

Review of the Midnight Census report dated 

10/05/20 revealed the census for the SCU was 

four residents.

Review of the punch detail time card reports for 

10/06/20 revealed there was one PCA working on 

the SCU on 11:00pm-7:00am shift.

Review of the Midnight Census report dated 

10/06/20 revealed the census for the SCU was 

four residents.

Review of the punch detail time card reports for 

10/09/20 revealed there was one PCA working on 

the SCU with one other staff for the facility on the 

3:00pm - 11:00pm shift.
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Review of the Midnight Census report dated 

10/09/20 revealed the census for the SCU was 

four residents.

Review of the punch detail time card reports for 

10/10/20 revealed there was one PCA working on 

the SCU with one other staff for the facility on the 

3:00pm - 11:00pm and 11:00pm-7:00am shifts.

Review of the Midnight Census report dated 

10/10/20 revealed the census for the SCU was 

four residents.

Review of the punch detail time card reports for 

10/11/20 revealed there was one PCA working on 

the SCU with one other staff for the facility on the 

3:00pm - 11:00pm and 11:00pm-7:00am shifts.

Review of the Midnight Census report dated 

10/11/20 revealed the census for the SCU was 

four residents.

Review of the punch detail time card reports for 

10/12/20 revealed there was one PCA working on 

the SCU with one other staff for the facility on the 

7:00pm - 11:00pm and 11:00pm-7:00am shifts.

Review of the Midnight Census report dated 

10/12/20 revealed the census for the SCU was 

four residents.

Review of the punch detail time card reports for 

10/13/20 revealed there was one PCA working on 

the SCU with one other staff for the facility on the 

11:00pm-7:00am shift.

Review of the Midnight Census report dated 

10/13/20 revealed the census for the SCU was 

four residents.
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Telephone interview with a medication aide (MA) 

on 11/02/20 at 3:26pm revealed: 

-She worked 3rd shift with one PCA; she worked 

the assisted living (AL) side and the PCA worked 

on the SCU.

-It had been approximately one month since there 

was a PCA for the AL side and a PCA for the 

SCU.

-She was responsible for direct care tasks such 

as toileting assistance and getting residents up 

and dressed in the morning on the AL side.

-During the COVID-19 outbreak there were 

residents who had declined and needed turning 

and repositioning and two staff were needed.

-There were currently 2 residents on the AL side 

that needed 2 staff to assist with toileting and 

dressing.

-She would have to get the PCA from the SCU to 

assist her with those residents.

-It would take approximately 15 minutes to assist 

each resident, so the SCU was left unattended for 

15 minutes.

-She had spoken with the Quality Improvement 

Director and this was the way staffing had to be 

because of the census.

Telephone interview with a second MA on 

11/05/20 at 2:30pm revealed: 

-There were residents on the AL side who needed 

two staff for assistance with transfers and 

toileting.

-She would have to get the PCA from the SCU to 

come and help her with the residents which left 

no one on the SCU.

-There was a resident who needed to be watched 

on the SCU because she wandered.

-She would wait until the resident was in bed 

before asking the PCA on the SCU for 

assistance.
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Telephone interview with the Resident Care 

Coordinator (RCC) on 11/06/20 at 11:02am 

revealed:

-She was responsible for doing the staff 

schedule.

-The corporate office took over her 

responsibilities from 10/07/20 through 11/02/20 

when she was out from work.

-She did not know of any residents currently in 

the facility that needed two staff for assistance 

with activities of daily living (ADLs).

-She did not know of any incidents of staff leaving 

the SCU unattended to assist on the AL side.

Telephone interview with the former Administrator 

on 11/02/20 at 1:22pm revealed:

-He was the Administrator from 06/15/20 to 

approximately 10/12/20; he could not remember 

the exact ate he was last at the facility.

-There were no current residents who required 

increased supervision.

-Staff had to work together to care for the 

residents; he was there every Saturday and 

Sunday helping the direct care staff.

-There were short shifts and he communicated 

the staffing issues to senior management; 

approximately 2 weeks into the outbreak 

(10/12/20) agency staff were brought in.

Telephone interview with the Quality Improvement 

Director on 11/03/20 at 9:39pm revealed:

-She was responsible for all operational aspects 

of the facility.

-There were staffing shortages during the 

COVID-19 outbreak with several staff and 

management out from work.

-She contacted a staffing agency for 

supplemental staff; she was not sure of the date.

-The facility was currently staffed with 2 staff per 

shift; she did not know of any resident in the 
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facility that required two staff for assistance with 

ADLs.

-There was a MA for the AL side and a PCA for 

the SCU.

-When the MA needed to administer medications 

on the SCU, the PCA and the MA switched sides.

-She was not aware of any residents in the facility 

requiring two person assistance.

- On the off shifts including evenings, nights and 

weekends, for residents who needed two staff for 

assistance with ADLs on the AL side, the MA 

would have to have the PCA from the SCU come 

and help.

-That would have left the SCU with no one.

-Staffing was changed due to a census decrease 

from 33 residents in the facility to 23.

-She asked the MA on duty 10/13 - 10/16/20, 

specifically about the needs of the residents and 

was not informed there were residents who 

needed 2 staff for assistance. 

Telephone interview with the Chief Operation 

Officer (COO) on 11/06/20 at 2:00pm revealed:

-There were some staff reporting there was a 

resident who needed two staff for assistance with 

ADLs.

-She had reviewed the resident's care notes and 

consulted other staff; that resident did not need 

two staff for assistance.

______________________________

The facility failed to ensure there was at least one 

staff on the special care unit (SCU) at all times 

which resulted in 4 residents being left 

unattended with 1 of the 4 being known to wander 

into other resident rooms. The facility's failure 

was detrimental to the health, safety and 

well-being of the SCU residents, and constitutes 

a Type B Violation. 

______________________________

The facility provided a plan of protection in 
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 D 465Continued From page 81 D 465

accordance with G.S. 131D-34 on 11/06/20 for 

this violation.

THE CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED DECEMBER 

21, 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 assure residents 

were free from neglect as related to personal 

care and other staffing, personal care and 

supervision, health care, special care unit 

staffing, infection prevention and control program 

and management of facilities.

The findings are:

1.Based on record reviews and interviews, the 

facility failed to provide direct personal care 

assistance and supervision to all residents while 

staff performed housekeeping duties between the 

hours of 7:00am and 9:00pm.[Refer to Tag 198, 

10A NCAC 13F .0604(a)(b) Personal Care and 

Staffing  (Type B Violation)].

2.Based on observations, interviews and record 

reviews, the facility failed to provide supervision 

for 1 of 4 sampled residents (#1) who required 

increased supervision due to a resident 

experiencing 8 falls within one month, an episode 
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 D914Continued From page 82 D914

of leaving the facility and who had a history of 

confusion and wandering behaviors (#1).  [Refer 

to Tag 270, 10A NCAC 13F .0901(b) Personal 

Care and Supervision  (Type A2 Violation)].

3.Based on interviews and record reviews, the 

facility failed to ensure physician notification for 1 

of 4 sampled residents (#1) related to a decline in 

physical condition including the ability to sit up, 

eat and swallow as well as failed to follow up with 

hospital referral appointments to a urologist and 

cardiologist. [Refer to Tag 273, 10A NCAC 13F 

.0902(b) Health Care  (Type A1 Violation)].

4.Based on observations, interviews and record 

reviews, the facility failed to ensure 

recommendations and guidance by the Centers 

for Disease Control (CDC), the North Carolina 

Department of Health and Human Services 

(DHHS) and directives from the local health 

department (LHD) were implemented and 

maintained when caring for 33 residents during 

the global Coronavirus (COVID-19) pandemic as 

related to front entrance signage for COVID-19 

precautions; screening of staff and residents; use 

of personal protective equipment (PPE); basic 

hand hygiene and infection control procedures; 

environmental cleanliness and safety precautions 

to reduce the risk of transmission and infection; 

reporting of positive COVID-19 test results and 

follow up testing of all staff and residents; and 

management of staff and residents testing 

positive for COVID-19.  [Refer to Tag 338, 10A 

NCAC 13F .0909 Infection Prevention and 

Control Program  (Type A1 Violation)].

5.Based on observations, interviews and record 

reviews, the facility failed to ensure there was at 

least one staff on the special care unit (SCU) at 

all times for 2.5 of 14 evening and night shifts 
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where there was one personal care aide (PCA) 

on duty who would have to leave the SCU to 

assist with the care of a resident on the assisted 

living (AL) side leaving the SCU without staff for 

15 minutes.

Refer to Tag 465, 10A NCAC 13F .1308(a) 

Special Care Unit Staffing  (Type B Violation)].
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