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| The Adult Care Licensure Section conducted g
complaint investgation and a COVID-19 focusad
Infectionr. Control Survey with an onsite vistt on
. B105/21 and 4 desk TRVIEW Survey on (4 '06/21 -
M/08/21 and a telephone exil on 01/08/241
D080 104 NCAG 13F .0306(ay6) Hous_ek_eeping And D 080 I _! " .ﬂ ﬁ@ AA
Furnishings Confrac

T0A NCAC 153F 0306 Housekeeping And
Furnighings

(8} Aduft care homes shatt

{(8) have a supply of bath soap, clean towals,
washeloths, sheels, plilow cases, blankats, ang
additional caverings adequats for resident use on
hand at a§ times:

This Ruite shal) apply to néw and existing
facities.

This Rute s not met s avidenced by

Based or intervigws 2ng racord reviews the
tacifity faled to ensyre the facility was freé of
hazards as evidence by reports of live bed bugs
in resident rooms #14 ang #20 and not following
mixing msteuctions on an insecticide.

The findings are:

Review of docuimentation dated 0102121 titien
"5t shift notes” reveatad:

-Al 11:00agfive bed bugs were seen in 5
{named) rasivenrs bad.

~There was no documisntation of the ve bed
bugs beirg reparted to other staif, Management,
OF & pest cantroi service.

-The documentation was not signed.

Interview with the housekeeperimaintenance on
01/G5/21 at 11:13am revealen:
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| -He saw bed bugs crawling on tha wall in room

" #14 about 1 wesik ago.

“He sprayed an insecicide around the ceiling and
baseboards of room #14;

-The insecticite labe indicated it would treat bed
bugs.

-He reporied the five bed bug activity to the owrer
the same day. .

-The named resident in the 01/02/21
doctmentation resided in room #20.

identfied by the housekeeper/maintenance as
used fur spraying the faciiity for bag Bugs
fevealed:
-The insecticide was an indoorfoutdoor insect
i concentrate.
-The mnsecticide was approved for contral of the
listed pests and mites indoors and outdoors.
-Bed bugs were not tisted as pasts controlled
using the insecticide.
-The main ingredient was Bifenthrin 7,99,
Mix 1 ounce (0z) of insecticida with 1 gallon (gal)
of water,
! “Move person to fresh air if inhaled, Call 911 i
‘ not braatting.
-If on skin or clothing, remove condaminated
dothing and rinse skin immediately with water for
15 - 20 minutes. Call a peison control center or
dacter for treatment advice.

1 Review of a manufaciurers labsi on 3 container

Interview wﬂ?&he Manager on 01/05/21
11:36am;
-He did not knaw basd bugs were seen in room
. #20's bed on 01/02/21.
' -He did not know who dosumented the 01/02/21
note regarding bed bugs in the bed of roomn #20,
: -He did not know there ware live bed bugs seen
i - on the walls of room #14,
| ' -He did not remember being told about bed bug
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D080 Continued From page 2 Doso |

activity in the facility. _
-He may have been told abouit bed bug activity in i
the faciity and it "skpped his mj nd”.

~He expected staff to tell him when bed:bugs
were seen so ha could spray the rooms,

-The facility did not have a pest control contract,
-"t am the exterminator.”

-He would spray hed frames, mattressas,
furniture, base boards and walls in raoms where
bed bug activity had been seen.

-He could not remeriber the fast time he sprayed.
. -He would use the same insecticide ag the

! hc}usekeeparlmaintenance.

tnterview with a medication aide/supenisor
{MA/S) on 01/5/21 at 2:30pm revealed:

-Bhe had not seen bed Bugs in the facility in i
about & months to 1 year. |
-Bhe would raport bad bugs to the Manager,

——————

Telephone interview with the Administrator on )
01/06/21 at 3:13psi revealed:
~The facility last had bed bugs about 1 year ago. i
-The bed bugs wers treated at that time by an l
exterminator.

! “There had not been any bed bugs In the facility

! since that time.

L -Any siaff who saw bed bugs ware 1o tell him

" Immediately so he could call an exterminator to

| treal the facility,

, | -Ha saw tﬁ Mangager at the facitity last night,

01/08/21.

-The Manager did not teil him about bed bugs in

the facility:

-He expected the Manager to have told him last

! | night, 01/65/21, about the bed bugs in the facility.
J -t was nol gcceptable io treat the bed bugs with

an over the counter insecticide because staff }
| were not icensed pest controllers. J
[ -Staff should not yse an over the counter i
Divislon of Health Service Regulation
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U080 Continued From page 3

insecticide to treat bed bugs because it was not
| known what effects the chemical coutd have on
| the residents.
| -It was not acceptable to not have scheduled an
| exterminator to evaiuate and treat the facility for
| bed bugs.
[

 Telephone intérview on 0¥07/21 at 11:15am with
& nurse for the National Pesticide irformation
Center revealad;

-The active ingredient in the name brang
chemical used by the facility to treat bed bugs
was “Biferin®.

-Biferin was a pyrethicai pesticide,

-Droplets could suspend in air if no adequate
ventilation when sprayed.

-The pesticide was an irritant to skin causing:
tingling and numbness ffin contact.

-If inhaled It could cause respiratory track and
nasal imtation, The irritation was not specified,
-The facility shiould follow label directions as it
was a federal law and risk for exposLre ty not
I follow the label,

Telephone interview with the
| housekaeper/maintenance on G197/21 at
{ 11:28am revealad:
-He would mix 3 0z of the insect spray with 1 gal
of water.
-He likad to make it "extra strong” to be certain it
would kifi the bugs becauss stronger meant it was
more effective
-He would have the residerts leave the rooms,
open the-windows for ventilation, and spray the
rooms,
-The residents wouid return to their rooms about
2 hours [ater.

Based on observations and interviews, it was
determingd the resident in room #14 wag not

D 8o
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" Qualifications .

T0A NCAC 13F .0407 Cther Staff Qualifications
{a) Each staff person at an adult care home
shalf.

{8) have no sutistantiated findings listed on e
North Carolina Mealth Care Personnel Registry
according to G.S, 131E-256;

This Rule s not met as evidericad by;

Based on record reviews and interviews the
facitity failed to snsure 1 of 3 sampled staff (Staff
A) had no substantiated findings #isted on the
North Carolina Heaith Care Parsonne! Registry
(HCPR} in accordance with G.8§. 131 E-256 upon
hire,

The findings are:

Review of Staff A's personnel record revealed:
-Thers was handwritten documentation of a
09/11/20 hire dale,

-There was no documentation of a HCPR check
being complat®® upon hire.

-There was documentation a HCPR check was
completed on 01/07/21 with no substantiated
findings.

Telephone interview with the Adrministrator on
01/06/21 at 3:13pm revealad:
- was his responsibility to verify findings on the
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interviewatle,

Based on observation, irterviews, and record J

reviews, it was determined the resident in room !

#20 was not inferviewible. |

D137 10A NCAC 13F 0407(a)(5} Other Staff D137 | loyees j}f.f/f(‘
f 0407(8)(5} Other : All pew oppley
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HCPR,
-HCPR was fo be verified prior {0 hire.
A second telephone interview with the
Adrministrator on §1/08/21 at 12:30pm ravealed:
-Staff A's HCPR was verified on 01/07/21, J
-Not verifying Staff A's HCPR bafore her start |
| date was an oversight on his part, _
] [}
i : 4 ,{J/éfdf&
0 139 10ANCAC 13F .0407(8)(7) Other Staff D139 Al new ¢ mpk f&ﬂ '
Qualificationg “ ' : dld M

T0ANCAC 13F 0407 Other Staff Qualifications
{a} Each staff person at an adult care tiome shatj:
{7) have a crimina) background check in
accordance with .5, 114-19.10 and 1310:-40);

This Rute is not met as evidanced by:
Based on record review and interviews, the
facilty faited to éngure 1 of 3 sampled staff {Staff
A) had a criminal background check completad
upon hire,
The findings are:
Review of documents from StaffA's personne|
record reveled:
-Stalf A was hired on 09/ 11120,
-There was documentation of g statewide crimingl
i background ﬁeck completed on 01/07/21.

| Telephons interview with the Administrator on

| 01108121 at 3:13pm reveated-
“H was his respansibility. to compiets a criminaf

. background check prior to Staff A's stant date,
-A criminal background check was to be
completed prior to hire.

]

& Criminal 5:5(}{6({
46 be pecfacmes prioi 4o
hire . #JMI\"!{}J(KA{ .ﬂd/
(i adl st hire Gils
enfol© nfl hat Jeen

;,mﬂ/&-/'—J '

!
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Facilities

10A NCAC 13F .0801 Manageinent of Fadilities
With a Capacily or Census of Saver to Thirty
Residents

(a) An adull care home administrator shall be
responsible for the total operation of an adult cars
home and shait also be responsible to the:
Division of Health Service Regulation and the
county department of social services for maeting
and maintaining the rules of this Subchapter.
The co-adminisirator, when there is one, shail
share equal responsibility with the administrator
for the operation of the home and for meeting
and maintaining the rules of this Subchapter,
The tarm administrator also refers to
co-adminigtrator where it is used in this
Subchapter.

'

This Rule is not met as evidenced by:
TYPE A1 VIOLATION:

Based on observations, Interviews, and record
reviews, the Administrator failed to ensure the
ranagement and total opsrations of the facility
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Asecond telephone interview with the f

Administrator on 01/08/21 at 12:30pm reveatad: |

-Staff A's criminal background check was ‘

completad on D1/07121.

-Nat verifying Staff A's criminal background check ,

before her start.date was an oversight on his part, ;

I -4
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PINE VALLEY ADULY CARE HOME

5] 1?6; Continuad From page 7 D176

} were maintainad to ensure substantial
. J corpliance with the ryles and stahutes of aduft
[ , cars homes to protect each residents' right to
i ! receive adequate and appropriate care and
[ | services and to be free of heglect as related to
| fesident rights, infection prevention and contro}
, | Program, and report and notification of a
’ suspectad or confirmed communicabile dissase

, The findings are:

( Intervisw with a medication aide/supervisor l
(MA/S) on 01/0521 at 10:37am revasled the
Adminigtrator was not in the bulding he was at

| his other faciity.
!

| Asacand interview with the MA/S on 01/05/21 at ;
¢ 11:31am revealed; !

-She was unable to contact the Adminisirator |
j -She left @ message for the Adrriinistrator at
|

ancther facility, g

13 | Interview with the Manager on 01/05/21 at |
. 3 1:40pm révealed: ;
o ’ -He told the Administrator today, 01/05/21, of the
: current survey,
-The Administrator would not be coming to tha .
tacility today, 01/05/21. ‘

Asecond interview with the Manager on 01/05/21
a8t 3:55pm reMaled:

-The Adninistrator weuld come to the facility
when needed, such as staffing shorlage.

-The Administrator was last at the facility last
week, “He just popped in.".

Telephone interviaw with a MA/S on 01/06721 at {'
§ 12:52pm revealeq: :
; -The Administrator visited the facility 1 10 2 times ' |
‘ Divisian of Haalth Service Regulation ' i "
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per weok,

-The Administrator would stay 30 minutes to 1
haour when he visited the facifity.

-The Manager or Owner ware responsible forthe
ovarall operation of the facility when the
Administrator was not In the facility.

-When the Manager was not in the facifity. the
MA/S was responsible for overall operation of the

i facitity,

-She never called the Administrator i she had a
problem in the facility.

-She always calléd the Marager or the Owner it
she had a probigm in the facility.

-She talked to the Manager and the Owner every
day.

Telepihone interview with the Manager on
01108121 at 1:24{m revealed:

-The Administrator did not have a set schedule
when he visitad the facilily.

-The Adrritistrator came to the facility 2 to 3
tirmes per week.

-The Administrator would spend an entire shift
and/ar work through the night at the facility,
-The Administrator would work on paperwork,
speak with roskdents’ famifies, or work on the floer
if the Facility was short staffed.

" Mhen the Administrator was net in the building,

e oversaw the overali operation. of the facility.
-If hee was not in the facility the MA/S oversaw the
overalf aperation of the facility,

-When hie Mieded help in the facility, he would
call the Administrator.

-If the Administrator was not available, he would
call the Qwrier,

-The Manager worked as the MA/S on third shift
11:00pm to 7:00am, Sunday through Saturday.
-The Manager worked as the cotk Sunday
through Saturday from 4:00pm - 6:00pm.

-The Manager transported residents fo

Bivision of Heaith Servica Regalatian
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]
I
| appointmerits 3 fimes per week from 1 0:00am to |
12:00pm. i
| “The Manager would start management duties at !
¢ 7:00am daily. I
| -His management duties included checking with :
i

- staft to make sure they had what they needed for
thair shift, checked residents in the facility, and ;
checked resident rooms. j

- -The Administrator was aware of the duties that
he performed daily in the faility. :
-The Manager did rtot have a process in place |
prior to 01/05/21 1 eiisure staff were doing what '
was he expected of them in inféction control and
resident cars and services.
="l just check on the residents.”

‘..‘z”-

Telephone interview with the Administratar on
01/06/21 at 31 3pm revealed:

-He visitad the facility 3 times a week for 1 - 2 :
hours depending on what needed to be done ]
when there, f
~He was at the facility the moming of 01/05/21 1o

drop off mail and the evening of 01/06/21, |
-Prior to 01/05/21, he was last atthe tagility on |
1228720 to pick up decuments, l
-He was on ledve from 12/30/20 - 04/03/21.

-When at the facility he would tour the building, |
check on residents 1o ses what they wers doing, i
and fook in the dining room and kitchen 1o see
what meals wers being prepared compared to the i
menu.

-t was a sMired resgonsibility between the Owner
and the Administrator to énsure residents with a
COVID-19 diagnosis were isolated.

-He never inspected rooms to ensure residerits .
with a COVID-19 diagnosis were isolated. ;
' ~He was concerned about the sproad of

2 CQVID-18 in the faclity becayse there had been
& residents who had tested positive and he “tried to
! stay away" from the facility when residents began
Bivision of Haalih Gervice Reguiation '
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being diagnosed with COovip.19 because he did
notwant to contract COVID-18.
-He did ot have 3 Process in place 1o ensyre
residents with COVID-18 were isolated,
-He had never provided or arranged a formal
in-sérvice trainings for staff on COVID-19.
~He did not look at the COC of NCDHHS
websites for COVID-190 Updates, .
“He did not make syrg staff werg following his
guidance for COVID-19 and overall expectations
' to ensure resident care and services wag being
' performed as he axpected,
-He rolled on the Manager and Owner o ehsurg
staff were doing what was expected.
-t was a "lack of responsibility” on his part to
ensure staff were doing what was expectad
-l dropped the ball,*

36en on television, bullstins posted in provider
offices, common sense and a conference he
attended in October 2020.

-He did not have a NOCess in place for COVID-19
testing prior to 01/05/21.

~There was no reason why a propess for testing
stafl and residents was not in place prior to
31705721

-He did not know COVID-19 Screening questions
should be Included in the screening process.

-The Manager was at the Tacitity “the majority of
the day on first shifi",
~The Manager "over saw the operations of the
* building® when he was hot there,
-The Manager wouid transport residents to and
! from provider appointments, fll in for the cook
| and help out in the kitchen if there was 5 call out,
| and staff as.a MA.

Civision of Haaith Service Reguistion
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-He did not know how mary times a waek the !
Manager would provide resident transportation, fill f
! in for the cook, or staff as a MA. i
-He did not know the Manager cocked resident i
dinners every day. :

-He did not know the Manager staffed as a MA/S '
third shift 7 days & week.

ik
£

2

Telephone interview with the facility’s Primary
Care Provider (PCP) or DH/07/21 at 11:31am
revealed:

! -She did rot know if she had ever ssen the
Administrator at the facility durng her facility ‘
visits, !
-She wouid often see the Manager during her i
faciiily visits.

1

|
Non-compliance was Idaritifiad at viclation leval in !
the following rule areas: f
1. Based on observations and interviews the 1!
faclfity failed to ensure 2 out of 2 residents ]
sampled ware freated with respect, consideration ‘
and dignity related to personal care. [Refer to Tag l
D338, 10A NCAC 13F 0908 Residant Rightg
(Type B Violation}.] [
I
|

2. Based on observations, record revigws, and

interviaws, the facility failed to ensure

recommendations and guidanoe established by :
the Centers for Disease Contral (CDC) and the
North Carolff Departiment of Health and-Human |
Services (NC DHHS) were implementad and |
rhaintained to provide protection of residents
during the global pandemic of COVID-19 related
to implementing ali guidance and training of staff
regarding that guidance:; screening of visitors,
staff, and residents; facility wite testing and
retesting during an outbresk: isalation and
eohorting of residents with confirmed or
Division of Heslth Service Regulation
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Suspscted COVID-19 diagnosis: and
inapipropriate use of facemasks by staff. [Refer
to Tag D612, 10A NCAC 13F -1801{c) infection
Prevention and Control Frogram (Type A1
Violation)],

3. Based on interviews and recard reviews the
facility failed to report COVID-19 diagroses to the
local health departmert (LHD) whén one resident
and one staff member tested positive for
COVID-19 and failed 1o report suspected
COVID-19 for one residert 1o the LHD. [Refer to
Tag D618, 10A NCAC 13F -1802(A) Reporting
and Notification of a suspected or confirmed
eommunicable disease outbreai {Type A2
Viglation)).

The Adminlstrator fafled to raviow and ansure
implementation and maintenance of the
guideiines and recommendations established by
the Ceniers for Disease Control (€DC), logal
health departmenit (LHD), and the North Carolina
Department of Heaith and Human Services (NC
DHHS} for COVID-18 and failed o have g
system for oversigit of the overail operations of
the tacility rasulting in the COVID-19 outbreak in
the facility nat being reported to LHD; mass
testing for staff and residents being delaysd unti!
prompting during the survey; a resident with E
confirmed COVID-19 dlagnosis not being isolated
from othdr residents; staff, visitors and residents
nat baing eMeened for signs and symploms of
COVID-18; and residents not being provided with
the services necessary to maintain their health
and safely relateq to testing during the COVID-18
pandemié. The Administrator's failure resulted in

E]

serlous lect of the residents which constitutes

] Tm&gl Violation.

e
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: aceordance with G.S. 131D-34 on 01/08/21 for
| this vielation.

|
{ CORREGTION DATE FOR THE TYPE A1
| VIOLATION SHALL NOT EXCEED FEBRUARY

i 7,2021.

[13271i 10A - . ; .A,.&M Mﬂ'i(t./) X
' NCAC 13F .0906 (i-3) Other Rasident Care D 327 f;ﬂ ~ ;
Ard Service &n 1‘ fﬁ : E t “ ,

10A NCAC 13F .0906 Other Resident Care And' M’M !J il

Services

Visting Y :

(3) Asignout register shall be maintained for ‘f x" g W
planned visiting and ather scheduled absénces ll)ﬁ e 4 M o S d
which indicates the resident's departure time,

expected time of return and the narie and 74 4

telephornie number of the respansible party; ‘&'4 J“/ W ;:j} ﬂé{

o3
4’;“‘ 'ﬁ ’ ﬂ 4
This Rule is not met as evidenced by: 76 e J oo ST . 2"
Based on cbservations, record review's and s ¢ A
interviews, the facility falled to have a sign out a

register that indicated the departure time,
expected time of return for residents as
evidenced by a resident (#1) who was out of the
facility during the onsite survey and failed 1o sign
eut when he Eeft the premises.

The ﬁndings are:

Resident of Resident #1's current FL-2 dated
12/29/20 ravealed diagnoses of schizoaffective
disorder, Vitamin O deficiency, and nail fungus,

Review of Resident #1's Resident Regisler

Civizion of Health Service Regutation |
STATE FORM sese 550511 I continuation shoe! 14 «f 55
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D327 Continuved From page 14
revealed an admission date of 09/14/18,

Review of Resident #1's Letter of Appointment
General Guardian dated 09/08/16 revealed
Resident #1 was documented as an Incompetant
person and was appointed a Power of Attonery
(FOA}.

Observations during the facility on 01/05/21 from
10:37am te 1:18pm revealed:

-Resident #1 was not present in the facifity.

-The sign out log was not at the nurses' station.

Interview with a personal care side {(PCA) on
01/05/21 at 12:40pm tevealed:

-Resident #1 had lefl the faciity after breakfast.
-Resident #1 left the facility daily.

Interview with Resident #1 an 01/05/21 at 1:16am
revealed:
-He had left the facility aftar he. ate breakfast in
the facility on 04/05/21 at 9:30am.
-He did fiot sign out when he left the facility after
he ate breakfast.
~He would sign out if the sign out register was
available at the nurse's station,
| -The medication aids/supervisor (MASS) sliowad
| him to leave if he returned before It was dark
Qutside,
-He wailked to a local grocery store and hung out
at the storey
! | He watked to a local fast food restaurant to eat
: lunch, after he Jeft the grocery store.
]
| Review of the sign out register revealed there
| were no entries documented for 01/05/21.
f
J Review of the dally resident hourly checklist dated
; 01/05/21 revealed:
-Residemt #1 was chocked as "in the facifity" from

—T
D 327 !
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D 327

Continued From page 15

8:00am to 9:00am, §:00am to 10:00am, and
10:004m to 11:00am.

-Resideni #1 was not checked as "in the facility”
from 11:00am to 12:00pm and 12:00pm to
1:00pm.

Telephone intarview with Resident #1's Power of
Attorney (POA) on 01/07/212 at 8:24am ravealed:
-He was aware that Resident #1 laft the facility
daily and walked inlo town.

-Rasident #1 would become irritable if he was not
able to leave tha facility.

Telephone interview with Resident #1'¢ social
worker at his Primary Care Provider's office on
01/06/21 at 11:13am revealed:

-She was aware that Resident #1 was laaving the
facility daily.

-She expected Resident #1 o notify staff and sign
out ori the sign out register when he laft the
tacility.

Interview with the Manager on 01/05/21 at
11:50am revealed:

-Resident #1 left the facility every day.

-Resident #1 refused 1o sign out svery time he left
the Tacility.

-Rasident #1 would become upset if he was
asked 1o sign out or asked to not leave the

facility.

-The sign a ragister should have been available
for residents o yse at the nurse's station.

-Meé had not reviewsd the sign out register and did
nol remember the last time he raviewad it.

Telephone interview with the Administrator on

" 0HO8/21 at 4:09 revealed:

-Resident #1 |eft the facility whenever he wanted
.
-Resident #1 was supposed to sign out of the

D327

STATE FORM
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facility on the sign out register.

: -Resident #1 was supposed to notify a stafl
member when he left the facility.

-He was not aware that Resident #1 had not

' signed out of the facility on the sign out register.
-He had not reviewsd the sign out register and did
not remember the ast time he reviewed it.

D 338 10A NCAC 13F .0908 Resident Rights

10A NCAC 13F .0908 Resident Rights

An adylt care home shall assure that the rights of
alt residents guaranteed under G.5. 131D-21,

" Dadlaration of Residents' Rights, are maintained
and may be exercised without hindrance.

Thig Rule Is not met as evidenced by:
TYPE B VIOLATION

Based on ohservations and interviews the facifity
failed 1o ensure 2 out of 2 residents samgled
were treated with respect, consideration and
dignity related to personal care.

The findings are:

1. Observations of a resident's room on 01/05/21
&t 1:20pm revealed:

-There was a male resident with upper and lower
extremity contractions lying in bed.

-The residept was not wearing clothing and his
genitals and buttocks were exposed.

-The resident's room door was open.

-There was no staff in the room.

-The medication aide/supervisor (MA/S) walked
into the resident’'s room with bed linen in her
ams.

Interview with the MA/S on 01/05/21 at 2:25pm

pas  Sall shall Close Joors oéf.l:j
,ac:!ja'naf Ll o FAScire ,Ox‘f;.uag/
ram*:’ 4 ol zz{mir are
‘e fe o o, 7 P iy oF
fes: Jtﬂz"ﬁ9ff7g'q,t‘j ﬂquZ/
soadoeded SA 192, 5 R,
Pacfl"f‘& 0@&?/’_4{;«]/ /ma,j ofw‘)}"
Ho TG "iﬁr,f :a{c LA frmj 1
i bador ) oo ety
NG e L e b ,f é"‘”ﬂ/qr'kc
OF £S5 rufe i "5)117 mef

2754

Division of Health Service Regulation
STATE FORM

b S58811 if continuation shwet 17 of 55



-

L Sl ae T R Rl e
PRINTED: 01/20/2021
FORM APPROVED
Division of Health Service Regulation. . _ .
STATEMENT OF DEFIGIENCIES [¥1) PROVIDER/SUPPLIERACLLA (2) MULTIPLE CONSTRUCTION (X3} DATE BURVEY
AND PLAN OF CORRETCTION IDENTIFICATION NUMBER; A BUDRG: COMPLETED
s c
HALO26048 e 50 01/08/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, TP CODE
3322 CAMDEN ROAD
VALLEY ADULT E
PINE VALLEY ADULT CARE HOM | oine ol §
(X431 _ SUMMARY STATEMENT OF DEFICIENCES 0 PROVIDER'S PLAN OF GORRECTION [ o
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | cowrLeT
TAG REGULATORY ORLSE IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE | BAIE
DEFICIENCY) i
D 338, Continued From page 17 D 338

{ reveglad:

! -Resident room doors should be-closed during

+ personal care for "dignity and respect” of the

| resident.

| -She removed the resident's clothing and adult

| incontinent brisf 1o perform incontinent care dnd
change the finens.

| -Bhe did not-have bed linens to place on the bad,

" -She left the room to refrieve bed linens.
-She did not close tha resident's room door
during personal care biecause she was g0
focused on the resident,
-She had been praviously trained to close the
resident doors when performing personal care by
the facility's contracted Registered Nurse (RN).
-She did not know when she was trained and
could not associate the training to a speeific
holiday.or tima of year,
<Bhe did not know why she left the resident'’s door
open to retrieve bed linens,

Aiterngited interview with the male resident in the
room that was observed on 01/05/21 at 3:55pm
was unsuccessful,

Refer 1o Interview with the Manager on 01/05/21
at 1:40pm.

Refer to interview with the Administrator on
21/06/21 at 3:13pm.

2. Observdthns of ancther residsnt room on
01/05/21 at 1:35pm revealed:

-There was a female resident lying in bed in the
room.

-The room was located across from the nurses’
station.

-The resident's room door was completely open.
-The personal care aide (PCA) was performing
incontinent care for the resident.

Givision of Healih Sarvice Regulation
STATE FORM
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-The PCA rolled the resident fram her back to her
right side and began to wipa the residents
buftocks. '

-The resident's butscks was exposed and visible
from the hall and nurses® statien,

-The manager was sifting in the nurses’ station.
-Thizre were 2 cther residents giting In chairs in
the hailway parallel and to the right of the nurses’
station, i

-The resident recsiving personal care wis visible
by at the least one of thé residents in tha hall,
-The Manager was prompted regarding the
residen! being exposed and the door open during
personal care. ]
-The Manager sighed, stood from the chair, I
walked to the room, and closed the door. I

Interview with the PCA on 01/05/21 at 2:20pm
i revealed: i
-She did not pay attention the resident's door not
being clesed when provided personal care for the
residan! whose buftocks were axposed,
-Nonmally she would close residerit dédrs whan
peiforming personal care.

b Attsmpited Interviaw with the ferviale resident on
‘ 01/05/21 at 3:25pm was unsuccessful.

Refer to interview with the Manager on 01705721
al 1:40pm.

Refer to intiview with the Administrator on
01/06/21 at 3:13pm.

interview with the Manager on 01/05/21 at

1:40pm revealsd:

~Closing the resident's door with personal care |

"must have slipped the PCA and MA/S mind™. |

-He expected resident room doors to be !

“¢racked” opan when staff performed personal

Division of Health Servite Reguiakion
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| care.

| -Staff had been trained to keep resident room i
i doors "cracked” open when they performed ;
: personal care. _ i
-The doors should be "cracked” open when I
i staffed performed personal care in case the !

] resident felt from bed and staff needed to "cail®

out for help.

interview with the Administrator on 01/05/21 at
3:13pm revaalad;

-Leaving resident doors open when providirig i
personal care would expose the resident to other I
residents and staff in the facility. i
-Staff were expected to close resident doors }
when providing personal care to respect the

resident's privacy. J
-Staff had been trained to close resident doors ;
when they performed personaf cafe.

 The facility fafied to ensure two residents were
i treated with dignity and respact. The Tacility's l
 fatlure resuited in a male resident whose clothing l
! and adult Incontinent brief had been removed i
having his buttocks and genitals exposed when !
the room door was open while the MAJS stepped :
out of the reom to retrieve bad linen; and a |
female resident whose buttocks was exposed ‘
when the room door as left open during adult %
incontinent brief change that was visible from the !
nurses' station and hall. The facility's failure was :
detrimentaf® the welfare of the residents and i
constitutes a Type B Violation. i

! The facility pmwgé_a a plan of protection in
i accordance with G.S. 131D-34 on 01/07/21 for
; this violation.

i CORRECTION DATE FOR THE TYPE B

_ l VIQLATION SHALL NOT EXCEED FEBRUARY
Division of Health Service Regulation
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D 612 10A NCAC 13F 1801 (c) Infection Prevention & 0612 Tpdeotion am-ﬂav/ Len dhatl ,,gé;/ :

| Control Program (temp)
i 10A NCAC 13F 1801 INFECTION
PREVENTION AND CONTROL PROGRAM
(c) When a communicable disease autbreak has
teen identified at the facility or there is an
emerging infecticus.
disease threat, the facility shall ensure
implementation of the facility ' s IPCP, refated
policies and procedures, and

if guidance or directives specific to the
communicable disease

outbreak or emerging infectious disease threat
have been issued in writing by the NCDHHS or
local health

department, the specific guidance or directives
shall be implemented by the facility.

This Rules is not met as evidenced by:
TYPE A1 VIOLATION

Based on abservations, record raviews, and
interviews, the facility failed to ensure
recommendations and guidance established by
the Centers for Disease Control (CDC) and the

Sarvices (NC DHMHS) were implemented and
maintained 1o provide protection of residents
during the global pandemic of COVID-10 related
to implementing alf guidance and training of staff
regarding that guidance; screening of visitars,
staff, and residents; facility wide testing and
retesting during.an eutbreak; isolation and
cohorting of residents with confirmed or
suspected COVID-12 diagnosis; and

publishad guidanca issued by the COC; however,

North Carolina Departmant of Health and Human
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inappropriate use of facemasks by staff,
The findings are:

: Review of the CDC guidelines for the prevention
and spread of COVID-19n assisted living
facilities revealed:

-All essential visitors and personnel should be
screened for the presence of fever and symptoms
of tha virus when entering the facility.

-Personnel shouid wear a facemask and
rasidants should be encouraged to wear a
facemask when out of their rooms and when
leaving the facility. !
-A single new case of COVID-19 should be

, considered an outbreak.

| -Perform viral testing of all residents as scon as

l there is.a new confirmed case.

-Tesung identifies infected regidents quickly to

+ assist in their clinical management and allow

rapad implementation of infection prevention and

control interventions {e.g., isolation, cohorting,
use of personal protective equipment) to pravent
transmission.

: -After initially performing viral testing of all

residents in response 1o an outbreak, the CDC

recommends repeat testing to ensura thero are
ne new infections among residents and staff and
that transmission has been tsrminated.

-Continue repeat viral testing of all previousiy |

negative residents, genarally every 3 days to 7

| gays, until M testing identifies no new cases of i

' COVID-19 infaction among rasidents or staff for a !

; period of at least 14 days since the most recerit
positive resull
-!f COVID-18 is suspected or identified in a
! residant immediately isolate the resident in their
room and notify the health department. The
resident shouid be pricritized for testing.
-Encourage all other residents to seit-isolate, if i
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D612 Continued From page 22 D642 ,

not already doing £, while awaiting asssssmsnt,
-Persons with COVID-19 and experiencing
symptoms should not be around others for 10
days since symploms first appaared, 24 hours
with no faver withiout the use of fever reducing
medications and other symptoms of COVID-19
are Improving.

-Persons with COVID-10 and not oxpemenetng
symptoms shotld not be arcund others until 10
days after a positive test for COVID-19.

Review of the NC DHMS guidelines for the
prevention and spread of COVID-18 in long term

, care facilites ravealed:

-Staff should be scresned for faver and
respiratory symptoms prior-lo starting their shift.
-Residents should be aclively screened for fever
and respiretory symptoms at least daily.

-Follow current CDC guidance for testing of
résidents in long term care seftings.

-Consuit with your local health department {(LHD) i
regarding placement of residents testing positive , {
for COVID-18.

-Symptomatic residents and asympiomatic. '

; residents who iest positive for COVID-18 should

 be cohorted in a designated location and cared

for by a consistent group of designated facility

staff.

The faclliting infoction control prevention policy
and COVID-18 policies and procedurss were

! requested on 01/05/21 but were riot provided
prior to survey exit.

Raview of the census provided on 01/05/21
revealed there were a fotal ofzgreaden:s in the
faciity.

R R

1. Implementation and training of CDC and
NCDHHS resoommnﬁaﬁons and guidance.
Divison of Heaflh Garvice Fegulation

STATE FORM s 859611 H contination sheet 23 of 56

-
i
3

i




PRINTED: 01/29/2021

FORM APPROVED
Divigion of Health Service Regulaticn .
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMBLETED
o C
HALO26048 B, WING : 01/081201
NAME OF PROVIDER OH BUPPLIER ‘BTREET ADDRESS, CITY, STATE, XIP CODE
: 3522 CAMDEN ROAD
PINE VALLEY ADULT CARE HOME FAYI LE, NC 28
4o | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (k83
PREFIX | {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE ;
THG REGLLATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Da¥e
DEFICIENGY) ;
D612 Continued From page 23 pet1z |

Interview with the medication aldefsupsrvisar
(MA/S) on 01/05/21 at 10:45am revealod:
-There were no residents in the facility who were
diagnosed with COVID-19.

<There was one resident currantly in the hospital
with COVID-19,

Interview with the maintenance stafffhousekeeper
on 61/06/21 at 11.06am revealad he did not
remamber if he recsived any COVID-19 training
at the facility.

Interviaw with the Mariager on 01/05/21 at
11:14am revealoxd:
-The facility had policies related to COVID-19 and
Infection Cantrol, but he could not find them.
-He educated staff monthly about COVID-19:
updates that he received from the adult home
J specialist (AHS) from the local Department of
Sociaf Services (DSS).
| -He fast aducated facility staff in December 2020
| about screening for COVID-19 symptoras and the
| proper way o wear a facemask.

! Asecond intarview with the MA/S on 01/05/21 at
11:31am revaaled:
-She had not received any COVID-18 fraining by
the faciiity,
-Everything she learned about preventing the
+ transmission of COVID-19 was learnad when she
| went to the M8spital refatad to COVID-18 in
{ Novamber 2020.

A second interview with the Managsron 01/05/21
| at 12:01pm revealed:
| “The last in-service for COVID-19 provided by the
! Administrator was March or April 2020. .
-He thought the local health department (LMD)
sent COC updates via email.
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-He would review with staff if COVID-19 updates
or guidelines were received by the LHD via email.
-If he received any- COVID-19 updates via.email
from the LHD he would kesp the updates in his
‘amail folder.
-He could riot provide the COVID-19 updates
received via ernail from the LHD.
-Ha educated staff in December 2020 to perform
COVID-18 screening quastions for staff befors

* clocking in to work.

¢ -He aducated staff in December 2020 to parform

' COVID-19 screening questions for before

! antering tha-facility.

! -He educated staff Ih Decerber 2020 to wear

i their facamasks over their nose and under thelr
chin,

| “He knew what education to provide the staff

| regarding COVID-19 by reading informiation from

i NC DHHS received via email.

| ~Thers was no docurrientation of staff education

' for COVID-19.

. =He last received-emsil from NC DHHS one

: month ago about the COVID-19 vacéing,

-He did not know where the email from NC DHHS

was.

-The Administrator would knew whera the smai

from NC DHHS was lpcated,

{ -THe LHD and adult home specialist (AHS) with

If the local DSS would call weakly to check in with

| the facility regarding COVID-19.

| -Sometimshe LHD and AHS would provide
verbal COVID-19 updates during their weekly
calls.
-The last verbai updatéd received from the LHD
was 2 weeks ago regarding the COVID-19
contamination perod.
-Staff were educated al thal time regarding the
COVID-19 contamination period,
-Ha tried to verbally educate facility staff weekiy
with COVID-18 updates if recaived during the

|
1
i
J
i
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weeldy phone calls from the LHD and AHS.

A third interview with the Manager on 01/05/21 at
12:24pm revealsd: _

-He did not check the CDC or NC DHHS
guidelines for guidance and recommendations on
COovID-18,

-If ha had questions, he would contact the AHS or
LHD.

-The Administrator received emailed updates
from the NC DHHS.

-The Administrator caliéd Him with any updates
that he received from NC DHMS.

-He was last updated by the Administrator in
December 2029.

-He verbally told staff the updated COVID-19
information that he received from the
Administrator in Dacember 2020.

“He turmed on the televisiorn for residents and
staff to watch and receive updated COVID-19
updated informstion.

Interview with the cook an 81/05/21 at 12:36pm
ravesgied:

-He had not raceived any COVID-18 education
from tha facliity.

~He knew how to comectly wear a facemask by
watching the news and *using commion senss".

Telaphone interviw with the Administrator on
1/06/21 at 3:13pm revealed:

~He never at the COC wabsite for updated
COVID-18 guidance.

-He never locked at the NC DHHS website for
update COVID-19 guidance.

-He would look 2t emalis received from NG
DHHS.

-The last NC DHHS aémail he icoked at was about
2 weeks ago regarding visitation and dining.

-He had not provided staff any in-services on
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COVID-19.

-He attanded a vinuai healtheare association
conference in October 2020 where he ieamed
information about COVID-19.

-He had traineg tacility staff in Ociober 2020
about the proper uge of wearing a facemask and
nd hygiens from information obtainad during

the October 2020 virtual conference. ~

-Frier to Octobar 2020 he would provide staff
education on COVID-19 rom information he hag
learned through the television, budfeting posted at
provider offices, ang common sense,

-He recdived updated information on guidelines
from the long-term cary association through
email.

-He verbally provider any updated information he
received about COVIN-19 (o the Mansger,
-Facllity staff had never hag an afficial COVID-19
in-service taughit by trained Personnel.

-He had not reachag out o the LHD or pharmacy
to train the facllity staff on CoVID-1g,

Documentation of COVID-19 updates the facilty
received via email from the LHD were requesteg

2. Screaning of staff, residents, ang visitors for
© Bigns and syfptoms of COVID-19,

Observation dusigg the facility lour on 01/05/21
ffom 10:37am . 11:04am revealed:
-Survayors were permitted entrance into the
facility by a resident and waited in haiiway in the
front entranea.
-The resident wajkeq down the hall and informed
the MA/S of visitors in the faciiity.
-The medication alde/supernvisgr (MA/S) wag
ohearved putling on a mask as she walked to the
front entrance door.

e e e
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dawn tha hall.

building.
teperatuios.

questions.

the visitor log book,

into-the fagility.

D612 Continuad From page 27

-After prompting, the MA/S took the tamperatures
of the surveyors 30 minutes after entering the

-The MA/S did not document surveyor

-The MA/S did not ask COVID-19 sereaning

Interview with a medication aide/supendsor
(MA/S) on 01/05/21 at 11:04am revealed:
-She could not find the visitor g to document
Surveyat temperatures,
-There were qurrently no residents who were
diagnosed with COVID-19 In-the facility,
-There was one resident currently inthe hogpital
who had tested positive for COVID-19 2 weeks
ago during a hospital admission,
-Resigents' temperatures were checked once a.
day by the MA/S and personal care aides (PCA}
and documertted in a rasident log book. |
-The MA/S checked tha temperatures of staff who |
entered the facility and documiented the
temperature in a staff log book.
-The facility had not allowed visitors to snter the
facility, except heatthcare personnel.
. -Thers were resitients in the facitity who were
currently recelving home hoafth services,
-Visiors' temfaratures were taken ai the front
entrance before they could enter ths building.
-The MA/S on duty was to take the temperature
of thar visitor and document the lemperature in

-Stalf members', residents’, and visitors' hands
must be sanitized once they enterad the building.
-She did not ask any staff members, residants, or
visitors any screening questioris before enfrance

DG12

-The MA/S did not have a tharmometer or i
Streening questions in her hand a5 she walked
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-She was not told by the facility Manager to ask
any staff members, residents, or vigilors
screaning questions.

Review of the facility's visitor log on 01/05/20 at
11:38am revealed:

-There were 12 visitors dowmented from
03/01/20 - 03/10/20
-There wera 3 visitors after 03/10/20 with no date
documented.

-There was no documentation of vigitors from
03/11/20 - 61705121,

-There were no temperatures documented,
-There were no COVID-19 screening questions
docurnented.

ImMendew with the Manager on 91/05/21 at
11:50am revealed:

-Residents were not supposed to leave the facility
during the COVID-12 pandemic.

-One resident did not follow the faciiity policy and
left the faciiity daily.

-The MA/S on duty was expected to taka the
temperature of oncoming staff members and
vis#tors,

-The MA/S on duty was expectad 10 ask the
oncoming staff membars if they had any
symptoms of COVID-19.

-If the stall member had an elevated temperature
or had any COVID-19 symptoms the staff
membar wagld not be allowdd 10 enter the facility.
-Staff temperatures and COVID-19 symptoms
should have been documented In a staff log book
by the MA/S.

-Staff temperatures and COVID-19 screening
questions had not been documented since
1213120 betause he was trying to develop a
spreadsheet for documentation. ’

-He could notfind the 2020 COVID-19 staff
scraening and temperature iog book.
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~The only visitors aliowed info the facility were
healthcare providers.

-Heaithcare providers were expected to ring tha

doorbelf at the front entrance of the building

before they entered.

-A resident or any staff member working st the

facility was expected 10 anawer the doorbell.

-if a resident answerad the door, the resident was

expecied to immediately notify a staff member

that there was a visitor at the front entrance.

: -if a stalf member answered the doorbei!, that

{ stafl membar wag expecied to have taken the
visitor's temperature before they entered the
facility.

; -The staff member was expectad to document
the visitor's temperature in the visitor fog book.
{ The staff member was expected to ask the

i visitor did they have a fever or cough after their !

| temperature was laken,

' -He threw away the visitors' temperature and !
COVID 19 screening question log boek on

= | 01401121 because a beverage had spitled on the

1 ’OQ Book.

| -Visitors' temperatures and COVID-18 séreening

I questions had net been documented since

| 01/01721 because he had not started a new log

' baok.

| *He had not started a new visitor log book

! because he was occupled with facility wide
COVID-18 vaccines on D1/04/21.

! Interview w:t?a residont on 01/05/21 at 1:18pm
, revealed:

-He left the facility dafly after he ate breakfast. :
-He loft the facility after eating breakfast this i
moming, 01/08/21.

-He walked {o alocal grocery stote and a fast
food rastaurant to eat funch,

;. -He wora his mask whenever he left the facihty
i ; -Stafl did not take his temperature when he
Divigign of Hmmmﬁ' Regulation
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returned to the facifity. B
Observations of the same resident on 01/05/21 at
1:31pm revealed: _
-The resident entered the facility through the front

-His facamesk was pulled down around his chin,
net cavering his nose, ¢

-He walked into the facility and walked past the
MA/S and PCA.

-The MA/S and PCA did not check his
ternperature or ask hifn any COVID-19 screaning
questions,

-The residant walked down the hallway and into
his room that he shared with 2 other residents,

I
i
i
|
entrance, {
F
|

L Telephone intarview with tha communicable

N disease nurse at the Local Health Department
(LHD) on 01/05/21 at 2:29prh reveated:
~Visitars should be screensd at the front entrance
by facility staff prior to entry,
-Visitors should have their temperature taken and
asked the sigis and symptoms of COVID-19 to
decrease possible transmission and exXposLIe,
-The staff member that screened the visitor
should bé dooumenting el temperaturas and
scresning questions for visitors in a fog book,
“Btaff shouid be stationed close by the front
antrance of the bullding to screen anyone coming
into facHity,

¢ Misitors should not have to prompt staff to screen ‘

| o check thekr temperatures.

' -Residents should be screened and have their

' tlemperature taken before re-entering the facility,

| after they had left the facility.

s &

 Telephone interview with a MA/S on 01/06/20 at

| 12:52pm revesied: : ! ::

| “When & resident left and returned to the faciiiy, !

_ | the PCA or MA/S were supposed 1o check the \
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' resident's tomperature when they returnéd io the ’
- facllity. '

-The MA/S and PCA wera supposad to make

sure the residant sanitized their hands upon

reentry into the facility.

. Telephone interview with the Managsr on

| 0106421 at 1:16pm revesled: :

-He expactod rasidents that left the facility and
returned to the facility to have on a mask.

-Hg expecied residents to be screenad and have
their temparature taken when they loft and
returned to the facitity.

-He was responsible for ensuring residents were
screonad and had their temperature taken when
they left and returned to the facility.

-if he was unavailable the MA/S would be
responsible for screening and taking
terperatures whan residents left and retumned to
the facifity.

-The MA/S would be responisible if he were i
unavailable because they would be the next in
chargé at the facility,

-It thies Manager and MA/S were unavailable, the
PCA would be responsible for scresning and
taking residents’ témperature whan they lsft and
returnad to the Tackity.

Telephone interview with the Administrator on
01/08/21 at 3:33pm revesled:

" «He did not equire the faclity staff to ask
COVID-19 screening questions to staff, residents,
or visitors.

-He-was not aware that it was CDC and NC
DHHS guidefings to ask scresning questions to
staff, residents, or visitors bacause he did not
review the CDC and NC DHHS website for
guidance. :

-He did not have a process In place for screening
residents for COVID-19. :
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i «He did nat check to make sure residénts,
 visitors, and staff were screened for signs and

| symptoms of COVID-18,

i He did not know if the Manager checked that {
| staff, residents, and visitors were being streened.
~The MA/S was responsible for.checking the
residents’ temperature every day, every shift,

-He was aware that there was resident that left
the facility daily and walked haif a mile to a-iogal
grocery store,

-He expacted residents who fefl the facility to
have their tetnperatirre taken by the MA/S upon
their return to the facility,

Telephona interview with the facility's Primary
Care Provider {PCP) on 01/07/21 al 11:31am
ravealed: :
-Staff tamperature checks should be performed i
prior to the baginning of each shift.

-Visitors temperatures were to be assessed prior
to entering the facility.

-Residents’ ternperatures werg to be assessed
daily.

-She expecied the tacility fo foliow CDC

| guidelinea regarding the COVID-19 screening

: questions for staff, residents, and visitors.

| -Not following CDC guidslines for COVID-19

| Bereening could place residents at risk for

! contracting COVID-19.

f -if-a resident left the campus, thé resident's
temnperaturg was to be assessed on each retum
to the facility.
-Residents who left the campus could be a
resarvolr for COVID-19 placing other residents at
risk for contracting COVID-19 if they wers not
screened on each return fo the facility.
-A resident who previously had COVID-19 should
still be screened each ime they left and returned
to the campus because they could still be a i
carrier of COVID-19 and tranamit to others. !
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Documentation was requested on 01/05/21 of
daily resident screenings but was not provided
prior to survey exit on 01/08/21.

Documentatian was requested on 01/05/21 of
daily staff screenings but was not provided prior
to survey exit on 01/08/21. .

3. Facility wide testing and retesting during an
i outbreak,

I Interview with a mediation aide/supervisor (MA/S)
on 01/05/21 at 10:45am revealed:

' <There had never been facility wide COVID-19

* " testing for residants and/or stafi.

-She tested positive for COVID-19 on 14/22/20 or
/2320 while off duty.

- -A rigsident tested positive for COVID-18 when
admilted to a ioca! hospital on either 11/22/20 or :
11/23/120.

-An additional resident was admitted % the
hospital about 2 weeks ago and tested positive
for GOVID-18 on admission.

Interview with the Manager on 01/05/21 at
Hid1am revealed;

-There were 29 residents currently in the facifity. ”
-Four rasidents in the facility had tested positive bt
for COVID-19 during hospitalizations since
November ‘C:O to Decarmber 2020.

-Two residents in the facifity were tested for
COVID-19 on 12/03/20 by their Piimary Care
Physiclan (PCP), because each of their
roormmates had tested positive during a
hospitalization.

-One of the rasidens that was tested for
COVID-19 on 12/03/20 tested negative for
COvID-19.

-Tha resident that tested negative for COVID-19
Division of Health Service Regulation A
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on 12/03/20 was not re-tested for COVID-19.
-The other residant that was tested for COVID-19
on 12/03/20 resulted positive on 12/06/20.
-It a resident had symptoms of COVID-18 they
would ba sent out to the emergency room.
-Iri Decembar 2020, during a call to the facility by
the LHD to inguire abbut COVID-19 cutbreak
status, he asked the communicable diseass

‘ nurse to provide facility testing for COVID-19.
“He was told by the communicable disease nurse
at the LHD that ehe did not have enough siaff

. avallable to send to the facility to test all facility !
staff and residents. :

i ~He did not take steps to initiate facility wide

| testing for COVID-19 after the December 2020

{ corversation with the LHD communicable
disease nurse.

Tetephone interview with a communicable
diseasé nurse at the Local Health Depantment
(LHD) on 01/05/21 at 2:13pm revealed:

-She calied the Manager on 12/15/20 and toid
him to report all resident COVID-19 positive fest
results to the LHD.

-She had advised the Manager to call and fax the
COVID-19 test results to the LMD when he had a
resident that tested positiva for COVID-19 in the
facility,

-The facility did not have to report to the LHD
residents that test positive for COVID-19 while i
hospltalizeg; the hospital reported positive ;
COVID-19 iast to the LHD: i
-She instructad the facility Manager to do facility !
wide tasting or retesling of residents who had j
tested negative for COVID-19 when she spoke to
him on 12/15/20. i‘

x
i

Telgphone interview with a second communicabile
disease nurse at the LHD on 01/08/21 at 5:00am '
ravealed:

Division of Heaith Service Regulation
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-0n 12/15/20 during a call to the facilty, the
Manager asked for guidance regarding testing
residents for COVID-19.

-On 12/15/20 she refetred the facility fo the NC
DHHS communicable dissase nurse because the
facility was unable to handle a COVID-19
! outhreak,
-The Manager did not have a plan in place for an
COVID -18 outbresk, testing, or raporting of
residents who had testad positive for COVID-18.

Talephone intarview with the Manager on
01/06/20 at 1:15pm revealed: i
-The LHD did not give im any guidance on
getling the résidents and staff tasted for :
COVID-19.

-There was an infectious disease provider for fhe

LHD who attempt to contact him by telephone,
but he was unable to epeak with the provider

because of missed phone calls from 12/15/20 -
1217120,

~He did not follow up with the LHD provider, i

Telephong interview with the faciiity's Primary

i Care Provider (PCP) on 01/07/24 at 11:31amh

! revealed:

| -t was the facility's responsibility to provide facility |
] wide testing for COVID-19.

] -She made a routine visit to the facility on

i 12/03/20 and the Manager asked her totesta

rasident for COVID-19 because the resident's ,
family memb@® had been worried the residant E
would get sick, !
-This resident was tested for COVID-19 on
12/03/20 and the résult was positive,

-She did not know this same resident's roommate
had previously lested positive for COVID-18.
-She did not know fhiere were other residents at
ihe facility who had tested positive for COVID-19.
-On 12/03/20, she emailad the Manager to

Bivislon of Health Servich Regulstion
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contact a lab to schedule Tacility wide testing for
COvID-19,

-in the email were instructions on how 1o sét up
the facility with the lab for COVID-18 testing.
-She expected the facility to have contacted the
lab upén recsipt-of her email to schedule facility
wide testing for COVID-18.

-She expected to have been notified when the
first resident had a diagnosis of COVID-19 in
Novembar 2020,

<f notified, she would have tried to have facility
wide COVID-18 testing cornpleted in November
2020 to décrease the risk of exposura and spread
of COVID-19.

-if nofified the rasident's roommats had tested
positive for COVID-19, she would have tried to
have parformed facility wide testing instead of
only lesting two residents on 12/03/20 to
decrease the risk of exposure and spread of
COVID-19.

=She expeciad to have been told when any
resident tésted positive for COVID-19.

-Bhe was not nofified how many residents were
diagnosed with COVID-19 during her 12/31/20
visit or at any time.

- Telephone interview with the Managear on
01/07/21 at 1:30pm revealad:
-Ha received an email fram thia facliity's PCP on
12/03/20 with instructions on how to contact the
lab to schedule. facility wide testing for COVID-19.
He did notMilow up with the emall he received
on 12/33/20.from the facifity PCP.
~The email must have “slipped” his mind.

Telephone interview with the Administrator on
01/06/21 at 3:33pm revealed:

-He did not have a process in place for facility
wide te_s'ﬂng for COVID-19 prior to 01/05/21.

-Ha was not aware the PCFP gave the. directive 1o
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the Manager to have all residerits and staff tested
for COVID-19.
-He knew residents and staff needed to be tested
for COVID-19 because there were residents who
had tested positive for COVID-12
-The residents and staff nesded to be tested
because he wanted 10 prevent the spread of
COVID-19 in the taciity. ¢
-Appraximately 1 month ago he responded to a.
soficitation email regarding scheduling COVID-18
I testing for residerts and staff,
¢ -Ha did not receive a response to his email.
-He did not follow back up with the COVID:-19
testing provider.
-Ha did-not receive guidance from the LHD
regarding COVID-19 testing for residents and
staff.

# second telephone interview with the Manager

. on 0107721 at-4:15pm revealsd:

| -A contracted lab was in the facilty to set up
CoviD:-18 testing for all residents and staff loday,

| 0107421,

| -Both he and the Administrator would be

| performing the COVID-19 testing today, 01/07/21,

| onee trained by the contracted lab reprasentative

currantly onsite.

Talephone interview with the contractad lab sales
manager an 01/07/21 at 4:16pm revealed:
-He was thgte to-show the Manager how to
navigate the elactronic portal {o anter requisitions
and receive COVIB-19 teét results.
-COVID-18 testing of staff and residents would

" begin today, 01/07/21, or tomomow, 01/08/21.

Raview of COVID-18 test results dated §1/08/24 ,
and receivad 01/11/21 for 22 residents of the

facility revealed:

) -Thera were 2 out of 22 residents tested who

Oivision of Heelth Servica Regulaion —
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warg positive for COVID-19,

-There was 1 of 22 resitlents whose test was
*inconclusive® {Levels of the virus were praserit
but not enough required to interpret as positive,
Repeat lesting was.recommended),

4. lsolating/cohorting of residents with confirmed
or suspected COVID-12 diagnosis.

interview with a medication aide/supervisor MA/S
on 01/05/21 at 11:15am tovealed:
-There was no dasignated COVID-19 hall.
~There was no designated COVID-15 staff.
-Residents who retumad from the hospital with a
COVID-18 diagnosis would be isclated:in their
room for 14 days.
-Rasidents who refurned from the hospital without
a COVID-18 diagnosis would be isolatedin their
! roam for T days.
-Residents who wer exposed to another resident
diagnesed with COVID-19 would be on isclated o
their fooin for 7 days.
| -The residents on isolation would be served
meals in their roems and provided with a.bed side
commode.
-Staff wouki put on a gown, facemask, and gloves
before entering the isclated resident's room.

Interview with the Manager on 01/05/21 at
12:03am revsaled:

-There were no roams or hall désignatad for

- residents Who tested positive for COVID-19,
-Theré was not enough space in the facility to
have a designated COVID-19 hall.

-He did rol have any empty rooms in the facility
to isolate residsnts who tested posHive for
COvik-19,

-The regident who tested positive for COVID-19
stayed in his room with his roommate that was
COVID-19 negative.
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-There was no designated staff to care for
residenis with COVID-18,
“The facility did not have enough staff avaitable to
have separate staff assigned to work with just
COVID-19 positive residents.
-The residents who had a diagiesis of COVID-19
were not cehorted or isolated together.
Residerts who were diagnosed with COVID-19
ate their breakfast, lurich and dinner meals in
their room,
) -At times, he allowed rosidents dlagnosed with
?, COVID-18 to eat in the facility dining room when ;.
o no other residents-were present becaise the !
resident wanted to eat in the dining room. i
-He was not concarned thal a resident diagnosed :
with COVID-12 ate in the community dining room
because the resident would wear a facemask and
there wera na ether residents in the dining room.

Telaphone interview with the communicable
diseaso nurse at the Local Health Department
(LHD) o 01/05/21 at 2:13pm revealed:

-She spoke with the Manager on 12/15/20 and
12/20120 about keeping residents diagnosed with
COVID-19 separated from residents without
COoviD-14.

~The Manager told her that he did not have
enough space in the faciilty 10 separate residents
who had COVID-19 from residersts who did not
have COVID-19,

-She told the Manager that if a resident tested

| positive for iD-19 that the resident needed to
‘be isolated from any residents that were
COVID-1% negative.

Telephone interview with a medicstion
aidefsupearvisor {MA/S) on 01/06/21 at 1 :00pm
» revealed: :

¢ ) -There was a resident that tested positive for
COVID-19 in the taciity on 12/03/20.
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-The: resident diagnosed with COVID-19
remained in his room with another resident who
was not diagnosed with COVID-19 for 10 days.
~The resident was isclated to his room for 10
days.

Telaphoria interview with the Manager on
01/06/21 at 1:34pm revealed: -

-When thie resident was diagnosed with
COVID-1%in tha facility on 12/06/20 he was not
symptomatic.

-He dliowed the resident diagnosed wiih
COVID-13 to eat alone in the dining room during
meal imes.

-The dining room would be cleaned and
disinfecled before and after the resident ate his
meals.

-The resident would take his showerin the middls
of the night.

-The shower room would be cleaned and
disinfected before and after the resident finished
his shower.

Telaphone interview with the Administrator en
01/06/21 al 3:13pim revealed:

-He was not aware that a resident diagnosed with
COVID-18 remained In the same room as a
resident without COVID-19.

-He should have been notified immediately by the
Manager or MA/S,

-He expectag staff to isolale rasidents diagnosed
with COVID-19 away from residents without
COVID-19.

-Btaff had not been trained to isolate residents
diagriosed with COVID-18 from residents without
COVID-18.

-Thers should have besn empty rooms avallzble
in the facility to isolate residents diaghosed with
COVID-18 from residents without COVID-19,

-He did not know how many empty rooms there
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were n the facility,
-The resident diagnosed with COVID-19 sheuld
not ave bisen allowed out of his roam to eat in
the dining room during meal tifmes.
. -Residents diagnosed with COVID-19 should
. have been moved to an emply room away from
' residents without COVID-19 to prevent the
spraad of COVID-19 in the facility, .
-It was the responsibility of the Marager, the
i Owner, and the Administrator to make sure
| residents diagnosad with COVID-18 were isolated
! from residents without COVID-18.
’ -He had educated staff on isolating residants
| diagnosed with COVID-19 from rasidents without
I’ COVID-19 in the past {no date provided).

I Telephone interview with the facility's Primary

* Care Provider (PCP) on 01/07/29 &t #1:31arn
revealed:
-On 12/06/20 she called and gave the Mansger
orders to isolate a residsnt In his roorn for at least
14 days because the residant had tested positive
for COVID-19.
-Tha Manager agreed to isolate the resident in his
room for 14 days.
-She did not know a resident diagnosed with
COVID-19 was sharing a roem with a resident
without COVID-19,
“When residents diagnosed with COVID-19
shared a room with a resident without COVID-19
placed the ent without COVID-19 at
incraased risk for contracting COVID-18.
-Cohorting residents who were diagnosed with
€0VID-19 with residents without COVID-18 was
unacceptable because it incraased the risk for
COVID-18 transmiasion for all residents at the
facifity.
-A resident with COVID-18 should ot ezt In the
dining room even if eating alons due to the risk of
transrission of COVID-19,
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i

5. Inappropriate use of parsonal protective
equipment (PPE).

& Observations on 01/05/21 at 11:07am -
11:28am revealed:

-Thers was a nurses' station located on the
entranioe of two hallways. -

-There were two residenits sitting beside each
other along one of the haliways across from the
nurses' station.
~The two residents wore their facemasks beiow
thelr noses.

; -There was one resktent sitting alonig the second

I hallway across from tha nurses’ station.
-The fesldent wora their facemask below thair ’
nase,
-Tha three residents were visible fiom the nurses’
stafion.
~Thare was a medication alde/supervisor (MA/S)
walking around in the nurses' station.
-The MA/S did hot prompt the three residents to

i reposttion their facemasks.

i -A personal care aide {PCA) approached one of

i tha residents and repositioned the resident in the i
chair.

! -The PCA did not prompt the resideit to

] reposition the facemask.
~-The PCA did not prompt the other two residents
to reposition their facemasks.

~The MA/S an clothing of one residant

without prompting the residsnt t reposition their

facemask.
~The MA/S walked past the other two residents
without prompting them ta repositicn their
facemasks.
-The MA/S pulled down her facemask ba!cw har
rmouth to falk with visitors,

| ~The MA/S fook a breath and repositioned her

| facemask to caver her nose and mouth.
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PINE VALLEY ADULT CARE HOME

D612 Continued From page 43 D&

interview with the MA/S on 01/05/21 at 11 28am
revealed:

| She would pult her facemask betow her mouth
| about 2 times every two hours during her shift
because it was difficult to breath wearing the
facemask.

-She lowered the facemask below her mouth
because she had to take a breath of air.
-Residents were supposed to wear their
facemasks over their noses ard below their
chins.

. -Sh'edidnotnoaeethemmeresidentsweaﬁng
| their facemasks below thelr noses. '
-She should heve paid attenticn to how the
rasidents wore their facemaska,

-She should have prompted the residents io

Observations on 01/05/21 at 11:572m revealod:
-The cook walked from the kitchen through the i
dining room, down the hall the past the nurses’ !
Station to the bathreom and back to the kitchen.
~The cook wore a facernask below hig ripsa.
~The Manager was at the nurses' station.

-The Manager did not prompt the cock to
reposition his facemask to cover his nose.

Intarview with the Manager on 01/05/21 at

i 12:01pm revealed:

, -He did not W the eook's facemask belaw his

nose.

! -He axpected residents and staff to wear their

! facemask over thair nose and under their chin.

| -Every month he would educate staff to wear

. facemasks over their nose and under their chin.

| Observations of the cook on 01/08/21 at 12:38pm
revealed:
; -He was in the idtchen wearing a facemask below
Division of Heakh Service Ragulation
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o his nosa.
w§ -He was prapping residents’ meal plates for

-The cook required prompting by surveyor to
repasition his fatemask over the nose and below
the chin.

interviow with the cook on 01/05/21 st 133.39m
raveated:

-He was supposed {0 wear the facemask over his
tiose and undet his cfin.

~He would sometimes pull the facemask below
hils nose because it became hard to breath.

Observation of the facliity on 01/05/21 at 1:00pm
révealed: -
-Thers wers two residents sitting in the hafl i the l
right of the nursas' station.
-The Manager was standing in the hallway with
BUIVEYOrs,
-The MAJS walked down the hall past one
residant, the Manager and surveyors.
-The MAJSS wore her mask below her chin not
covening her nose or mouth,
. - -The Managar was prompted regarding the MA/S
" not waaring her facemask over her nose and
: under her chin.
~Tha Manager promptd the MA to reposition her
facemask.

Asecond Ilerview with the Manager on 01/05/21
at 1:00pm revealed:

~It was difficult to constantty prompt residents to
waar thair facemasks over their nose and urider
their chin.

-He axpected staff to prompt residents to wear
thair mask over their rose and undar their chin.

Telepfione interview with the Administrator on |
01106/21 at 3:13pm revealed: ;

e i ittt via N o e

mm e il
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-He expected staff to always wear facemasks
over the nose and under the chin white Ih the
Tacility,

-He expected any staff who was not wearing their
facemask over the nose and under thelr chin 1o
be prompted by other staffto wear their facemask [
correctly.

-Facemasks wers 10 be worn comectly to prevent
COVID-19 transmission and contraction because
Someone may hiive COVID-19 and not know unti
it was disgnosed.

-He expected staff to prompt residants to wear
facemasks over their nose and under their chin to

vent the spread and contraction 6f COVID-1g, |

R

Telephone Irdsrview with the facility's Primary
Care Provider (PCP) an 01/07/21 at 11:31am
revesled:

-She expacied staff and residents to always waar
masks over their nose and under their chin while:
in the facility to aide in infection control.

-She expected staff to prompt residents to wear
facemasks over their nases and under their ching
to dacraase transmission of infection.

A

b. Observation of a parsonal care side (PCA) on
01/05/21 from 12:45pm revealed: J
-She entered the laundry room waaring glovog '
and canying a bib, |
-She piaced the bib in the dirty laundry basket, |
-Stie exited the laundry room without removing |
-Bhe did not touch the doorknob whan she axited .
the faundry room. ]
-She removed a bib from another resident sitting I
| In the hallway beside the laundry room weating :‘
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| the same gloves, !

I -She entered the laundry room and placed the bib ’

! in the dirty laundry basket, :
£ | -The PCA required prompting to remove gloves |
" Division of Hesfth Servica Ragulaiion *
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and perform hand hygiens. \

Interview with the PCA on 01/05/21 at 12:50pm ,[

rovealed: !

-She hed removed a bib from a resident and j

placed the bib in the dirly laundry. 4‘

-8he exited the laundry room wearing the i

contaminated gloves. )

-Shie removed a bib from enother resident
wearing the same contarinated gloves.

-She ditl not change gloves batwesen resident
care bacause the resident was finished eating.
-She was only going to remove the resident's bib
and not "actually™ touch the second resident.
-She knew shé should change gloves and
perform hand hygiene between resident care.
-She had a shint pocket full of ploves.

Telephene interview with the Administrator on
01/06/21 at 3:13pm revealed:

-He expected gloves to be discardad and hand
hygiene performed after sach resident care
before providing care to another residerit.

-it was not acceptable that the PCA did not
dizcard gloves, perform hand hygiene and-apply
new gloves prior to removing the bib from the
second resident bacause It was placing residents
at risk for incresse of transmission of infaction.

Telephone interview with the. facilty's Primary

- S

.  Care Proviler (PCP) on 01/07/21 at 11:31am
&Y - revealed she expected gloves to be changed and
¥ : hand hygiena performed between resident care to

' décrease the risk of cross contamination.

Disease Contral (COC) and North Carclina
| Department of Haalth and Human Services (NC
| DHHS) guidelines and recommendations for
| coronavirus (COVID-19) during the global
Division of Heal Gervice-Reguiation
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pandemic in which multiple residents were
diagnosed with COVID-18. The facility did not
implement guldance and train-staff on curent
guidance; visitors, staff and residents were not
scregned for signs and symptoms of COVID-19
including a residant who was out in the
community daily; a resident with a COVID-19
diagnosis wis not isolated resulting in the
resident having meals In the common dining
area. The focitity falled to conduct faciity wide
testing and refesting for COVID-18 al the time of
an outbreak. The lack of testing and retesiing
résulted in the facitity not knowing the COVID-19 ;
status of each resident. Recommended facility 5
wide COVID-19 testing conducted on 01/08/21

revoaled 2 out of 22 residents were COVID-19

positive. The facility's fallure resulled in serious

neglect which éconstitules a Type A1 Viclation.

The faciiity proviced a plan of grotection in
accordance with G35, 131D-34 on B1/07/21 for
this violation.

CORRECTION DATE FOR THE TYPE At
VIOLATION SHALL NOT EXCEED FEBRUARY

7,2021.
D618 10ANCAC 13F 1802 (a) Report & Notification of D618 416.41 }Jnn éam p‘ﬂ( n J
8 QUSSR ) piact 4or inbiction conkiel et
10A NCAC 13F .1802 REPORTING AND ’ ouTD 19 Testhaq oF M .mJ, iy, Vealg
NOTIFICATIN OF A SUSPECTED OR ce G o Medianl |My
CONFIRMED COMMUNICABLE zmpk-i’c? A %!- ~@] o HJ o s
DISEASE OUTBREAK > /-4
{a) The facility shall report suspected or aad Ghalf €orT N Weeld ’:‘ alr it P
confimed communicable diseases and CovIP % re/g-r# it fac f& deWJ
conditions within the tirne period then shall be b o &
and in tha mannar determinad by the ) . j:
Cofmissionﬁcrl’ubﬁcHeaﬂhasyspedﬁedin -’?”’*‘“"j ary J‘j”z"ﬁ"j ;’i‘&'
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Rules 10A NCAC 41A.0101 and

10A NCAC 41A .0102(a)(1) through (a)(3), which
are hereby incorporated by reference, including
subsequent

amendments.

This Rule is not met ds evidenced by:
TYPE AZ VIOLATION

Based on interviews and record reviews the
facility failed to repott COVID-19 diggnoses to the
local heaith department (LHD) when one resident
| and one staft member tested positive for
COVID-19 and failed to report suspected
COVID-19 for one resident to the LHD.

The fintings are:

Review of the Centers for Disease Control {(CDC)
| guidelines for th_e pmention ahd spread of
| COVID-18 in assisted living facilities revealed:
¢ -The local health departrant (LHD) should be
| natified immediately if COVID-18 is suspacted-or
i confirmed among residents or facility personne!, it
a resident deveioped a severe respiratory
| Infection.resultirig in hospitalization; if 3 6r more
residents or facility personnel daveloped
rew-onset respiratory symptoms within 72 hiours
of each ather.
‘ | -Prompt notification of the health department
about residents and personnel with suspected
COVID-19 wadritical,
-The LHD helped ensure all recommended
infection prevention and control measures were in
place.
-Rapid action to identify, isolate, and test others
who might be infecled was critical to preven
further spread. )

Review of the North Carofina Division Haalth and
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: Human Services {NC DHHS) guidelines for the

: prevention and spread of COVID-19 in long term
care facilities revealed a confirmed or suspacted
case of GOVID-18 in a resident or staff of a
long-tarm care setting should be immediataly
repotted fo the LHD,

Interview with a mediation aide/supervisor (MA/S)

on 01/06/21 at 10:45am revealed:

-She began to feel bad while off duty and she '
tested positive for COVID-19 on 11/22/20 or .

11/23120 af a local urgent care center.

-She reported her positive diagnosts of COVID-19
to the facility Manager,

Telephone interview with a medication
side/supervisor (MA/S) on 01/06/21 at 1:00pm i
revealad:

-There was a resident that tested positive for
COVID-19 in the facility on 12/03/20,

-The resident remainad in his room with another
resident while he was positive for COVID-19 for
10 days.

| interview with the Manager on 01/05(21 at
11:47am revealed:

| -He did not report the siaff who tested positive for
COVID-18 to the LHD.
-He did not know he needed to report the
rasidents or staff who had tested pogitive for
COViID-19 gﬂw LHD.

A second interview with the Manageron 01/05/24
#12:20pm reveaisd:
~There were 2 residents who were diagnosed with
COVID-19 at the end of Novemibar 2020 and/or
the first of December 2020 at the hospital, l
-Each of the two residents diagnosed with |
COVID-19 had a roommate.
-He asked the facility’s primary care provider l
Division of Health Bervica Raguiebon
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{PCP) to test the roommates for COVID-1% on
12403720,
-Ornie of the two residents tested by the PCP on
12/03/20 tested positive for COVID-19,
-On 12/06/20, he was notified via fax that the
i resident was positive for COVID-19, ¢
I -He did not notify the LHD the resident had tasted
' positive for COVID-19. .
-Ha did not notify the LHD he suspecied the
second resident (roommate) may have had
' COVID-19 and had tastad negative on 12/03/20.
-He did not know that he needed to report
residants who wera positiva with COVID-18 to the

LHD.

Telaphone interview with the communicable
diseaze fiurse at the LHD on 04/05/21 at 2:.00pm
ravealad:
-She called and told the Manager on 12/15/20 to
notify the LHD of any residents and staff who

- tested positive for COVID-19 in the facility.
-The faciity had not notified the LHD of any
confirmed or suspected COVID-19 diagnoses for
any staff or residents of the faciiity.
-She last spoke with the MA/S on B/04/21 and
there were no residents with a COVID-19
diagnosis repartad on that date.

Telephonie interview with a second communicable
disease nurse at the LHD on 01/06/21 at 8:00am

revesied itity had not notified the LHD of !
eny confirmed or suspected COVID-19 diaghoses !
for any staff or residents of the facility.

Review of the resident’s Iab report dated 12/06/20
reveaied the resident was tested for COVID-19
on 12/03/20 and the results dated 12/06/20 were
positive,

Reoview of the second resident's lab report dated
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12/08/20 revealed the second resident was tested
fer COVID-18 on 12/03/20 arx! the resulis dated
12/08/20 was negative.

Telephone interview with the Administrator on
01/06/21 at 3:13pm reveslead: |
-There were 4 residents who tested positive for
COVID-18 “over a span of time". .

1 -He did not specify the timeframa those residents

tested positive for COVID-19.

-Each resident who tested positive for COVID-1@

should have been raported to the Department of

Soclal Services Adult Home Specialist,

-He did not know alt residents diagnoged with
COVID-19 were to be reported 1o the LHD.

-He axpected the facility Manager to have

reportad the COVID-19 positive cases o the LHD

per guidance of the LHD sa the faclity could have
received guidance and/or assistance to help

decrease the spread of COVID<19.

The facllity failed to foflow the Centers for

Disease Control (CDC) and North Carolina

'| Department of Health and Human Services (NC

LHHS) guidelines for notification of the Jocal

health department (LHD) of staff and residents

with confirmed COVID-19 diagnoses and a
suspected COVID-19 diagnosis. The facility's

: ! faliure resulted in the facilly not recelving

B guidance from the LHD on measures for

. preventing decreasing transmission and !

infection, and s testing not being coordinated

- timely resisiting in a dely in testing which placed ]

gmgresmrtsmfnmsedﬁskfwem&admg |

| COVID-19. The faciiity's fallure resulted in !

substantial risk of serlous physical harm and

negiect io the residents and constitutes a Typa A2

Violation. :

. The facility provided a plan of protection in }
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D618 Continued From page 52 D618
accordance with G.S. 131D-34 on 01/07/21 for
this violation.

VIOLATION SHALL NOT EXCEED FEBRUARY

7,2021.
D911 G.S. 131D-21(1) Deglaration of Residents' Rights D814 PL:A af : W e
G.S. 131D-21 Declaration of Resident's Rights &a&PW -3/ 2-9 _374

Every resident shalt have the following rights:
1. To be treatad with respect, consideration,
dignity, and full recognition.of his or her
individuality and right to privacy.

|
CORRECTION DATE FOR THE TYPE A2

This Rule is not.met as evidenced by:

Based on observations, interviews, and records
reviews, the facility falled to ensure residents
were freated with respact and dignity.

The findings are: , .

Based on observations end interviews the facility

l failed to ensure 2 out of 2 residants sampled '
were treated with respect, consideration and
dignity relatad to personal care, [Refer to Tag

| D348, 10AMCAC 13F .0802 Resident Rights

(Type B Violation). o » wj,z)f)
DQ‘!dr G.8. 131D-21(4) Declaration of Residents’ Rights D914 P Lﬂ ot Pt’d‘f A7 2
(,mpfalw" -27-3/ ”

I G.S. 131D-21 Declaration of Residents'-Rights
{ Every resident shail have the fallowing rights:
I 4. To be frae of mental and physical abuse,

neglect, and exploitation.
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|
This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility fafled to assure residents
were frop from nagilect related to reporting and
notification of a suspected or confirmed

| communicable disease outbreak, infection

. pravention and control program and management
| of faciities.

The findings are:

1. Based on observations, record reviews, and
! interviews, the facHity fatled to ensure
' recomimendations and guidance established by

! the Centers for Disease Contiol (CBC)and the
| North Carclina Department of Health and Human
| Serviges (NC DHHS) were impiemented and
| maintained to provide protection of residents
| duting the global pandemic of COVID-19 related
" to implementing all guidance and training of staff
regardirg that guldance; screening of visitors,
staff, and regidents; facility wide testing and
retesting during an outbreak; isclation and
cohorting of residents with confirmed or
suspected COVID-19 diagnosis; and
Inappropriate use of facemasks by staff, [Refer
to Tag D612, 10A NCAC 13F ,1801(c) Infaction
Prevention and Control Program {Type A1
Violation]]. !

b
.
v

2. Based on observations, interviews, and recard
reviews, the Administrator fatled to ensure the
ranagameni and total operations of the facifity ‘
wara maintained to snsure substantisl

| compliance with the rulés and statutes of adult ! ?
care homes to protect each residents’ right 1o
receive adequate and appropriate care and
services and 1o be ffee of neglect as related to
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! i
fasidant rights, infection prevention and control !
program,.and report and rotification ofa
i suspacted or confirmed communicable disaase
E outbreak. [Refer to Tag D176, 10A NCAC 13F |
{ -0801(a) Management of Faciiities (Type A1 i
| Violation)) ‘
i
;3. Basad on interviewsandmwrérevimm }
" Tacity failad to repori COVID-1g diagnoses to the |
‘ocal health department {LHD) when one resident i
| and-ona staff member tested positive for !
; COVID-19 and failed to Feport suspactod
1 COVID-18 for une resident to the LMD, [Refer o :
; : Tag D618, 10A NCAC 13F -1802(A) Raporting
: | and Notification of 4 suspected er confinmed l'
I' | communicable disease outbreak {Type AZ ,
. Violation)]. I
| I
[ , !
‘ i !
! | |
| ;
| |
| |
| ' )
| |
T : f
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