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%\r i MARK PAYNE - Director, Division of Health Service Regulation

January 18, 2022

Mr. Ronnie Moore Jr., Executive Officer
Elon Village Homes, Inc., Licensee
Elon Village Home

P.O. Box 245

Elon, NC 27244

email address: elonvillagehomes@gmail.com

Re: Receipt of Plan of Correction (Event ID SUPW11)

Facility: Elon Village Home
Licensure Number: HAL-001-128
County: Alamance

Dear Mr. Moore:

Based on our telephone conversation on January 18, 2022, there was an addendum to the Plan of Correction for the
Statement of Deficiencies dated November 23, 2021. The pages noting the addendum are provided for your records.

Please do not hesitate to contact us at 984-365-2578, if you have questions or we may be of further assistance.

Sincerely,

W e

&

Shonda Stacey, Licensure Consultant
Adult Care Licensure Section
Division of Health Service Regulation

Enclosure

cc: Scott Hunsaker, Supervisor, Alamance County DSS
Kathy Norman, Team 4 Supervisor, Central Regional Office, Adult Care Licensure Section
Raleigh Facility File

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES + DIVISION OF HEALTH SERVICE REGULATION
ADULT CARE LICENSURE SECTION

LOCATION: 801 Biggs Drive, Brown Building, Raleigh, NC 27603
MAILING ADDRESS: 2708 Mail Service Center, Raleigh, NC 27699-2708
https://info.ncdhhs.gov/dhsr/ « TEL: 919-855-3765 » FAX: 919-733-9379

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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4] 1o BUMMARY STATEMENT OF DERICIENCIES 1 T
PREFIX | [EAGH DEFICIENCY MUST B2 PRECEDED v FuLL L e (e CORRECTVE AT e | el
™ RECULATORY O |5C IDENTIFYING RiFORMATION) TAG GROSSREFERENCED 10 THE APPROPRIME | oare
. ; BEFICIENSY, i
F e
0 000) nitial Comments B ooo Administrator will enroll staff for the
" The Adult Care Licensure Section conducied an first available class for %mww ’
+ annual and foflow-up survey on November 23, Director. I got an e-mall 1/11/22 that 12/8/21
2021, she would begin class in March or
April if they had enough participants. D129-
© 126 10ANCAG 1370404 (2) Qualifications Of Aciivlly D129 1 will continue to reach out fora addendu(n
Direclor per telelpghone
! sooner class before if i find one | conversdion
10A NCAC 137 0404 Qualificatione OF Activity will enroll her in that. i with Mr. Moore
- Director ' :oon M
" revealed
{2) The ackvity direclor hired on ar aftar July 1, 1 m1-
| 2005 shall have completed or cornpiate, within 01/18/22
; nine monihs of employment or assignment to this

' position, the basic a=tivity courss for assisied

. livinig activity directors offered by communily :

- colisges or a comparable activity course as !
determined by the Departmant based on

; Instruciional hours and content A person with a

 tlegree in recreation administration or therapautic

1 Fecreation or who is state or nationally cerified as I
2 Therapeulic Recreation Spacialist or cerlified by !
the Mational Cerfification Council for Activity
Professionals maets this requirement s does a
parson who compieted the aclivity coardinator

! course of 48 hours o more fhrough a community

1 college before July 1, 2005,

i This Rule is niot it as evidenced by: X

| Based on interviews and obsarvations, the faciily i
failed 1o have a qualified aciivity director i
designated o the adult care home.

, The findings are !

Review of the facility census revesied the carrent
; census was 9 residents.

| Chservetion of the facility haltway on 1123021 at
Dndeion of Healh Service Raguiation

i
i
LABORATCRY DIRESTORS 04 FACYIDERISUPELIER AEPRESENTANVES mnﬂUﬂsMM TITLE ﬂc;mln'h:u %‘f ECE’G( sEmoE ) - f} ..2 2-
A

STATE FORM SUPIAI Erontinunton shoet 1 af 17

dum was reviewed and acknowledged on D/18/22
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PEEL [LACH DEACIENCY MUST BE PRECEDED BY FULL PREFDL {EACH CORRECTIVE ACTION SHOULD BE

TS REGULETOHY OR 15 IDENTIEYING HFORMATION) TA CROSS-MOFERERCED TO THE APPROPRIATE
: BEFICEENTY}
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D128 Continued From page 1 D 128

t &.30am revealad,
§ -An achvily calendar was posted on a dry erage
hoard that was attached 1o the wall
-Thara were 14 hours of activities documented
| perwesk,

Interview with 3 of 3 residents on 11/23/21
revealed they preferred io do individual actvities
at the Facility such as watching ielevision, coloring
prewres and listening fo music.

*intenvigw wilh tha SupervisorActivty Director on
1123025 at4-NZ2pm revealad:
-She and the Adminisirator became co-owners of
the facitity in 2002.

. <Sha began working mors frequently at the faclity

as the Supsnvisor aller her reliremant

-Bhe assumed the folloving duties af the facility

as fhe Supsrvisor: yard work, seasonal

demorations. meal preparation, and refief

meclication side {MA].

-The facilily's previous Activity Diractor left in

2014

-Shiz became the fachity s Activity Director

Movember 2020

-She and the Administrator discussed the need

| for her o complets & basic acivity course.

' .She had not enrolied into a courss.

+ -She did not know there was 8 time fimit lo

k acquire the aclivily course.

; -She did not hold a dagree in recraation

T agministration or therapautic recreabion.

 Inifende with the Adminisirator on 11/23/21 al
4:45pm revesled:
i -The Superviscr was the Activity Oirectar,
| -The Supérvisor was responsible for completing
| the monthly activity calendar af the facilily.
“The Suparvsor had not enrolizd in a basic
| activity course,

Chvisian of Heal? Service Raguation
ETATE FORM ¥ s SLIFIE u

eontizmaiien shaclk 2 of 17




PRIMTED: 12/18/2024

i ioliowing:

* {1) performing & physical sssessment of the

' resident as related to the resident's dizgnasis or
cumrent condition requiting one or more of the
tasks spectfiad in Paragraph (a) of this Fiule;

| {2} evaluating the resident's pregrass 1o care

* being provided;
(3) recommending changss in the cars of the

- resident as needed basad on the physical

i assessment and evaluation of the progress of the

; resident, and

| (4) documenting the activities in Subparagraphs

| (1) hrough (3) of thus Paragraph.

| This Rule is nol met as evidenced by:

an evaluation and essassmant for subcutanso
infections for a resident, {

Sleects Tincay

1Masz

lad:
mNMDr had the LHPS nurse comgpiete u!s

Division of Heallh Servics Requlation A .
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERIGLE, LLT UCTIo)
AKD FLAl OF CORRES NN IGENTITICATION HUMEER: T:M J:E ConSTRUSTON m’%ﬁﬁrﬁ 4
HALOGY{28 8, WING 2202
NAME OF PROVIDER OR SUPPLIER BIREET ADDRESS, GITY. ETATE. ZIF COOE T
ELON VILLAGE HOME 715 EAST HAGGARD AVENUE
ELON, NG 27244
(E4) 10 SUMMARY STATEMENT OF DERCIENCIES : :
PREFLX [ {EACH DEFCIENCY MUST BE PRECEDED BY FuLL mfm Enﬂ%ﬁ&%ﬁﬁsﬁuﬁne | compen
TG | REQULATORY OR L2C IDENTIEVIHG RIFORMATION) TAR CROSS-AEFERENCED 10 THE APFAGERIATE DATE
; CEFICIENT Y}
D128 Continued From page 2 B 128 F
-He did nol know the Activity Director had rine |
maniths frarm the date of hire to complate the
. COurse !
! -He was respansible for ensuring the Activity !
- Director completed {he basic activity course i
| within nine months of the hire date. ;
U 280h 10A NCAC 13F .0003(c) Licensad Heallh D280
Professional Support
, 10ANCAC 13F 0803 Licensed Heallh Administrator had LHPS 12/6/22
| Professional Support come out and do a D;gga o
| (€} The facility shall assure that participation by a assessment for resident’s 2 & g E fele1 ana
i registerad nurse, oceupstional therapist or ich d pe versalion
; Bhysical herapist in the on-site review and 3 which usesa caneand a i?t% e
i evatualion of the residents’ health siaius, care walker. : on 1/18/42
 Plan and care provided, as required in Paragraph D129 ! reviealed
() of this Rule, is compleled within the first 30 addendum L 12/E/21-
! days of admission or within 30 days from the dete ez teklghone | S Stiesy
| & resident develops the need for the task and at SR Hoons i 4 pisiiaa
| least quarterly thareafter. and includes the on 1118122 b

Diviznn of Healh Senics Reguizton
STATE FORM
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W comimaalion shoet 30f 17
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REGULATORY OR L5C IDERTIFYHG 1NFORTIATION) TG CROSS-REFERENCED TO THE APPROFRIATE DATE

. DEFICIENTY)

L) I
PREFL
TRG

0280 Cordinued From page 3 D280

Based on observations, record reviews and !
§ inanviews, ine facility falled to ensure quariery

: licensad health professional suppert (LHPS)

| evaluations were completed for 2 of 3 sampled

rezidant (#2 and #3) with LHPS tasks for &

subcutanaous injection (#2) and use of an |
.l assislive device for ambutation (#3). i

The findings &re:

| 1. Review of Resident #2°'s curvent FL-2 daled !
1 OB(25/21 revealad, i
' Diagnoses included psychosis, history of
; carcbral palsy, and hislory of hydrocephalus.
Thera was a medicalion order for Humira
mjm:hr:-n mijeel 0 8mi subcutaneous every 14

days.

| Review of Resident #2's recard revealed there
" were no licenssd health professional support
| {LHFS) avaivations.

interview wilh Residant #2 on 11/23/21 at 3:24pm

revealad:

-She recelved two injestiong,

' .One injection was administerad at the providers
| offize and fha other mjsction was administered al
" \he faciity by the medication aige (MA).

-The MA injected Mumira info her thigh every
other week

Interdew with Administrator on 11423721 at
4:45pm rovealed: H
-Resident 22 raceived an intramuscular injaction 1
gl the provider's office. :
Ha knew Rasident #2 received another injection, i
|

but he did rot know subeutaneous injsclions wers
1 a LHPS lask

| -He had not todd the LHPS nurse about Hesident

| #2's subcutanecus injeclions. i
Trvsion of Hearn Service Regutntan

BTATE FORM b U W contiroation sheel 4 of 17
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PRINTED: 12812004

Attempled telephone interview with ha LHPS
nurse on 1TH23/21 5t 3:57om was unsuccesshiy,

i Refer is interview with the Adrridnistrator on
J: 1123121 at 4:45pm,

£. Review uf Resident #3's eurrant FL-2 dated
08/25/21 vevealed:
| -Diagnoses included cerebral palsy, hypertension,
 seizure disorder, mild mental retardation,
| esteoporesis, and mild hyparipidemia,
, -“Resident #3 was ambulatory
i
J Chservation of Resident #3's in the dinfng room
. 00 1923121 2t 10:372m revealad she ambulated
j with the use of 3 four-point cane.

" Review of Residant #3's record revealed thera
| were no icensed healih professional support

| (LHPS) evaluations.

. Interview wilh Residsni #3 on 11/22/21 at 3:46pm
I' revea.ed she used 3 cane to watk and had used a
- cane since her admission in 2007,

" Interview with the Administrater an 11/23/21 a1
4.48pm revagled,
-Residant 3 ysed a cana to ambulale.

| -He had not made the LHPS nurse awsre hat

| Residanl #3 used & cane for ambulation

§

| Atiampted lstephorie inferview with the LHPS
nurse on 11423421 al 3:57pm was unsuccessiul,

i Refer to interview with the Administralor on
_' 1423/21 ac 4:45pm.

| Intenyiew with Administrator on 11/23/21 st
| 4:48pm revested;

" ) FORM APPROVED
Rivision of Heallh Service Ra 1
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLE, {421 MULTIPLE CONSTRUCTION DATE BURVEY
AND PLAH OF CORRECTION IDENTIISATION NUMBRR: i mjcmm.srun
HALgniiae B wWiNE 1112312024
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Gam | SUISHARY STATEMENT OF DEFICENCIES i FROVIDER'S PLAN OF CORRECTION i
PREFIx - (EACH DEFICIENGY MLIST BE PRECEDED BY FusLL FREFL; {EACH CORRECTIVE ADTION BHOULD BE i mﬁ'm
TAG RESULSTORY OR LEG IUEHTI"MJNF{:H#.MTW T GRD&S-R!FERMEEU TOTHE AFFROFRIATE Dalg
_f DEFICIENCY) !
D 280 | Continued From page 4 D220
|
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{£2} WULTIFLE CONSTRUCTION
A BUILDEE:
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COMPLEVED

B ViIkG

1112312021

HAME OF PROWVCER OR BURPLIER
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STREET ADDRESS, CITY, STATE, ZIF CODE
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(A 1 E
PREFIE
TASS 3

!

SUMMARY STATEMENT OF DEFICIENCES
(EAGH CEF CiENGY MUST BE PRECEDED §Y FULL
REGULATORY OR LA IDENTIFY NG INFORMAT IO

PROVIDER'S PLAN OF CORRECTION
iEACH CORRECTWEACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRISTE
DEFICERCT)

i I
pREFl |

THG o

i
D280} Conlinued From page 5

i The LHPS nures came 1o the facility o complete
I the LHPS svaluations and her last visit fo the
, facility wars Oclober 20219
" <He told the LHPS nurse wha she needed o
evglnate
Af a resident had 8 LHPS task he wouoid have 1o
: tell the LHPS nurse to make her eware.
-He'was responsible for ansuring the LHPS
evalustions wore completed for residents,

D353 104 NGAG 13F ,1004(1) Medication
© Administation

C 104 MCAS 13F 1004 Medication Administration

; () If medications are propared for dministration

i i advance, the fullewing procedures shall be

« implemented to keep the drugs identified up o

. he point of adninistration and proftect them from

i contamination and spiliags;

b (1) Medications are dispensed in 2 sesled
package such as unil dose and mulli-paks lhat is

| Iebeled with the name of each medication and

' sirength In the sealed package. The labaled

_ peckage of madications is to remain unopened
ane kept enclosed in & capped or sealed

contakmar that ls labeled with ihe reskdent’s nams,

untd the medicatlons are administared io the

resident. If the multi-pak is also labaled with the

- resident's fiame, )t does nol have to be enciosed

. m & capped or sealed container,

| {2) Medications not dispensed in a sealed and

" labgled package as specified in Subparagraph (1)
of this Paragraph are kepl enclosed in a sealed

! container tha! identifies the name and strength of

] each maedication prepared and fhe resldant'a

| nama;

i (3} A saparate containar is used for each residant
and each plannad administralion of the

! medicatons and labsled according o

Dzs0

D363 |
Administrator had a2 meeting with a
staff to go over rules and regulations
for medication administration also
contacted instructor to give i
medication class. Administrator will

monitor weekly |

All staff completed medication
administeation for 2022. Had
instructor go over the areas in
the inspection to be sure they
clearly understood. Will be
monitored on a weeldy basis by
Administrator and SIC

Division of Heakh Senvice Regutalion
STATE FORS

+

L)

Tersr b

G
COMPLETE

1/6/2022
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42) MULTIPLE CONSTRUCTION
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2LWNG
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) i SUMMARY BTATERENT OF DEFCIERCIES
BREFlZ | v (EACH DEFICIENCY IAUST B2 PRECEDED BY FULL

s REQULATGHTY QR LSC IDENTIFNG FORMATION)

o PROVIDER'S FLAN OF CORRECTION

e
PAEFIX (EACH CORREGTWE ASTION SHOULD BE COELETE
Thes CROSS-REFERENGED TO THE ARPPROPRIATE BeTE

D383, Continued From page 6

Subparagraph (1) or (2) of this Paragraph; and
{4} All contalners are placad togather on a
. separaie tray or olher deviee that is labslad wilh
- Ihe planned time for administration and siored In
" 8 lecked area which is only ascassible fo =12 as
specified in Rule 1006(d) of this Section,

P

i
This Rule is not mel as evidenced by:
 Based on observations, inteniews, and record
! revidws, the facility failed fo assure medications
{ praparad in advance were identified up to the
. paint of adminisiration and protectad from
| contamination and spillage for 3 of 3 residents
(#1, 2. and #3) during the maming medication
j Pass on 1102321,

The findings are:

i Observation of 2 medication aide (A} in the
dining room on 11/23/21 at 10:12 am revealad:

{ -There were six residents sitiing in the dining

; meom ealing breakfast,
-The tia endered the dining ream fram the
hallvway camying six medication cups conleining
medeations

. =The cups were not fabeled with any information

| and fhe cups wers not covered or sesled

" -She took the medication cups to whers 4
restdents were sealed and placed a meadication
cup in front of Resident #2, Resident #2 and then
ihe other twa rasidents =itling at the tabla.
-Bhe turned to another table where bwo residents
set and placed the remaining medication cups in

: front of Resident #1 and the other resident
-The resideats did not Immediately iRt fhe
medication cups to fake their medications.

Ch a3

Disesion of heaith Sendes Reguisticn
STATE FORM

Ak ;-mﬂ*fiﬂ
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FORM APPROVED

STATERIENT OF DEFCIERCIES (1) FROATDEREUPPLIERICLA
AHD Puib OF CORRECTWON FOENTIFIGATION HUBBER;

HALDOH2E

42) MULTIPLE CONSTRUCTION
A BULDRA:

B VaNG

{43 DWTE SURVEY
COMPLETED

TH2arozd

ELON VILLAGE HOME

MABIE OF PROVIDER O SUPRLIER STREETADDRESS, CITY, STATE, 2 CODE
T15 EAST HAGEARD BVENUE
ELON, NC 27244

) i SUMMARY BTATERIENT OF DEFICIENCIES
PREFIX {EAGH DEFICIZNGY MUST BE PRECEDED BY FULL
TAG REGULATORY Of LSC MIEHT.FYIHG BIFCRAMATION)

7] PROVIDER'S PLAN OF CORRECTION

A5

PREF[X (EACH CORRECTWE ACTION SHOULD BE COMFLETE
TAG CROSGE-REFERERCED TO THE ARPPROFRIATE L e

D383 Confinued From page 7

-The residents continued to eal their breakfast
and the (A lefl the dinmg reom.
I -Mesident #1, Resident #2 and Rasident #3 ook
' ther meadication before jfeaving the dining room
. fahle,
-The MA did not watch the residents take thelr
medicalions befora walking away,

1. Review of Resident #1's curren FL-2 dated
VIABED revealad:

-Diagnoses includad diabeles melilus, menatal
ratardation, and allergic rhingts,

-There was a medication order for enternc coaled
: asgirin 81mg daily.

-Thers was a madication order for vitamin 812
1000meg daily,

~There was & medication order lor Jentaduelo
Smg-1000mg daily,

~Trere was a medicathon ordsr for fluoxetine

- 20mg three capsules daily,

, -Thera was a medication order for glipizide
extended release Smg daily with breakfast.
-There was a medication order for lusarian

. potassiem 25mg daily.

" -There was a medication arder for omsprazole
! £0mg daily.

Thers was a medicalion order for loratadine

b 1lhmg daily

Intervisw with Resident #1 on 1123121 af 2:20pm
revealed:

~ =He reeeivad his medications in the dining room
in the moming and al night.
-The MA administered his medications to him.
<Hiy medicaton cup was not labaled with his

| medicalion nEMSs.

i -His medication cug was not labeled with his

' name, and it was not sealed when sha

: administerad his madicalions.

Tasa

Diviglon of Healt: Servics Regulaton
STATE FO{tM

g
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@ain SUMLIARY STATEMENT OF DEFICIZNGIES
PREFLX (EACH BEFICIENCY MUST BE PRECEDED BY ULl
Thes REGULATORY DR LIC INENTIrinG IMFGRMATISN

5]
FREFIX
rate)

PROVIDER'S PLAN OF CORRECTION

BEFICIENCY)

(RACH CORRESTIVE AGTION SHOLNLD BE
CRUBE-REFERENCED TO THE AFFROPRLETE . LATE

i
D363} Continued Fram page 8

I Refer to the intarview with the medicafion aide

: (WA) on 1172321 al 5:3%pm.

Reder 1o tie interview with the Administrator en
TUEH2T at 4.45 pm

i 2. Review of Resident £2's current FL-2 dated

: 08/25/21 revealed:

| -Diagnoses included psychosis, history of

i werebial paisy, and history of hydrocephalus,

~There was 8 medication order for serfmiine

100mp daily.

-1hers was a medication order for Linzess
14dmcg dady wilh breakfast,

, ~There was & medication order for

| chtarpromazing 200mg every maming.

' -There was a medication order for metnpraint
succinale exlended release (ER) 25mg daily,

i -There was a medication order for aripiprazole
Smmg daily.
-There was a medicalion arder for baclefen 10mg

i three limas daily.

| -There was a medication order for baciofen 20mg

b three times daily.

" -There was & medicaiion order for folic acid 1mg
daily.

-There was a medication order for omepraznle

; 20mg dady.

i -There was a madication ordar for vitamin 812

H00micg daily,

Interview with Resident #2 on 11/23/21 at 3.24pm

| revealed.

* -The medicalion aides (MA} administarad

| marning medicalions,

¢ -She recsived her moming medication at the
zame tirne the other residents recoived

| medications in the dining room

- «Her medication cupwas not labeled wilh her

| name or names of her medications in the past.

0363

e e i B el gt |+ - R

1
1

Diviston af Heakth Serdes Ragulation
BTATE FORM
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FORM APPROVED

STATEMENT OF DEFICIENCIES
AN PLAKN OF COARECTICH
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(A2) MULTIPLE CONSTRUCTION

A BUILDING;

BWING
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MRAME OF FROVICER Of SURPLIER
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HJUBAARY STATEVENT OF DEFICIEHCES
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[T
PREFIA |
A l

i

i
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-She was able io recognize some of her
- medications by the color of the {ablets.
-Her medications were admimsterad in the dining
. ragin, ol in e medication room or her resident
L Fogm,
-The MAs braught the madication cups io the
! dinng room from the medicaticn room.

]
! Refer to the inlerview with the MA on 11/2%21 at
5:3%pm.

Refer to the interview with fhe Administrator on
| 112321 at 4:450m.

3. Review of Resident #3's curan! FL-2 dafad
| DBI2521 revealed
-Diagroses included cerabral palsy, hypertsnsion,
sgizure disardar, mikd rmenlal retardation,
ostecporosis, and mild hypedipidemia,
~Thare was a medicalion arder for amiodipine
* besylate 10mg daily
| -Thera was 2 madication arderfor lamatrigine
100mg teice daily.
-There was & medication order for lamotrigine
25myg bwics dally.
~Thers was & medication order for calcium
B00rmg and vitamin D 400 units twics daily.
- -Thers was a medication order for buspirona Smg
bwa tablats tedee datly,
<There was a medicaiion order for risperidone
1eng daily.
-Thers was 8 medicsfion order for losaran
100rng daily.
-Thera was a medieation order for matoprolal
i suceinate extended release {ER) 50mg ons and a
! half tableis daily.
' There was a medication order for famotidine
- 20mg daily.

i interview with Resident #3 an 11/23/21 at 3:46pm
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1

revealed she recelved her madications in the
; dining reom daily and her medication Cup that
« moming was not labelad with her name.

Rafer o ihe interview with the MA on 112371 of i
5:39pm,

| Reter to the interview vath the Adinistrator on
1 114237217 al 4:45pm.

Interview with the MA on 11/23(21 at 5:38pm

; revaalad:
‘She prepared six résidents' madications at the
sanw; fime in the medication room bacause she
had done it that way for a long time.

| -She took all residants their medications in ane

i leip to the dining room.

| -She did nof lebsl the residents’ medication cups i
wilh thei names or madicafion names.
-She had a method to determine which

! medication cup belonged o each resident.

1 -She stacked the medication cups in her hand in

| the sequence of who she would administer

! medicalkons (o in the dining room,

| -She knew she was supposed fo lsbe! {he
medisalion cups and that was what she was
iramed 1o do.
~5he was rasponsible for ensuring medications
ware administered accurately by labeling the

| medicafion cups,

Intarview with the Administrator on 11/23/24 af
! 4:45pm revazled: ]
| -He was aware each resident shouid have
 madication adrministared and documented before
. preparing and administering another resident's
| medications,
! -He held the MAs responsibie for administering
i medicafions accuralzly.
t -He was overall respensible for ensuring staff
Divizon of Health Sernge Regulation
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admnmlenng medicaions were aware when
| pre-pouring medications all requirements for
| lebeling and decumenialion was compieted.
D61J 10A NCAC 13F 1801 () Infection Prevention & be12

. Control Program (lemp}

i 10A NCAC 13F 1801 INFECTION
PREVENTION ANC CONTROL PROGRAM

| {c) Vvhen a communicable disease outbreak has

" beon [dentified a1 the facility or there is an

. emerging infeclious
disease thraat, the facility shall ensure
impiementation of the facility * 5 1PCP, refated
polices and procedures, and

" published guidance issued by the CDC; however,
. if guidance or dirsciives specific to the

| communicable dissase

i ! oulbreak or smarging Infectious disease threat
have been [ssued in witing by the NCDHHS or
local health
depariment, the spacific guidance or directives
shall be implemented by the facility,

- This Rute is not med as evidenced by:

| Based on observalions, record reviews, and

| interviews. he facility fatled to ensure

l recommendalions and guidance established by

| the Centers for Disease Control {CDC), and the

| Maorth Caroiina Department of Health and Human
Sarvices (NC DHHS) were implemaniad and

| maintanad to provide prolection to 5B residents

I duning the global coronavirus (GOVID-18)
| pandemic as relaled to appropriate use of

_ personal protective equipment (PRE) face masks
by siaff ta reducs fhe risk of transmission and
infaction and screening of visitors, staff and
residenls
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The findings are:

1. Raview of the Centers for Disease Control and
Prevenlion (CDC) Interim infeclion Prevenfion
and Control Recommendations to prevent
SARE-CoV-2 (COVID-19) zpread in Long-Tem
Care Facillis dated 0811071 revealad:

-The guidance referred 1o Interim infection
Control Retammendations for Healtheare
Personngl furing the COVID-19 Pandemic.

-The guidance indicated that sourea control
shauld be implemanled for healthcare personnet,
-Source cantrol included & veel-itling face mask,
MO9S face maek or respirator.

Review of the NC DHHS Guidance for Basl
Practices for infection Prevantion in Long Tem
Care Facilities {LTC) dated 02/10/21 revealsd
LTC fzciittes should foliow the CDC guidance for
appropriate sslection and use of FRE.

Observation of the faclity upon enfrance into
tacility an 11/23/21 al B:16am reveaiad the
medication side (MA) was not wearing g face
imask

Oibservalion of the Adminisirator in the facility on
1142321 2t 9:430m revealed he entered the
facility without a face mask.

Ops=ervations throughow the f2cilty on 112524
al vanous fimes revealed:

AL 10:00am the MA served the breakfast meal to
&ix residents and was not wearing a facemask.
A 12:05pm the Supervisor entered the facility
withowt wasmng & facemask.

-At 4:30pm the MA re-entersd the faciity without
wearng a facemask,

check temperatures daily use
sanilizer whenever necessary,

by Administrator and SIC

Administrator will read all current
CDC Covid Rules and put them in
place. Have a class to go over all
rules to insure all staff is aware.
Staff is Lo wear masks at all times,

Screen all visitors before they enter
the facility. I installed at the entry
door container with thermometer
and visitot sign in. Monitored daily ;

12/6/21
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Intenuaw with 2 resident on 11723721 at 2:20pm
revealsd

-Siaff did not wear & tace mask inside the facifity .
_Staff wore face masks when he was transported
lo the physician's office.

i Interview with a secand residsnt on 112321 al
| 3:24pm revealed:

| -She wone & facemask when she went to her
physician's office.

—E{aﬁ did riot wear & face mash when inside tha i
Facility, but thay wore & face mask in fhe vehicle t
when transporting residents.

Interview with a MA on 11/23/21 at 5:38pm
reveated:
| Btait knew the proper wey o wear facemasks.
The Administrator trained staff concaming i
COVID-19.
-She did not know the date of the last training
S855100.
-Shi didl not know sha was supposed fo wear 2
| tace mask while in the facility, bacauss she and
! the residents were vaccinated.
| -Tha faelity had several face masks thatwere
| provided to the staff.

! nterview with the Supsrvisor on 1123721 at
. 4:02pm revealed:
| She worked as 2 reliel ibA and was responsible i
! foryard work, seasonal decorations, and meal |
preparation i
. -Eha did not know the CDC guidelines for
COVID. 10 wera that face masks should be wom
1 in the facility.
! The fachity had an ample supply of face masks
and other PPE.
_The Adminisiralor had cocrdinaled raining
. conceming COVID-18.
-She did not have a face mask on while in the ] !
Distzion of Health Sanica Ruguagen
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: Tacility becausa she did not know she had o wesr

i

i Interaew with the Administralor an 11/23/21 ai

: & 45pm revaalad;

i -He did not know that staff had to wear face
masks inside the facility.

| He wanled to make the faciity fee! ke 2 homs

not an instifution,

-Stafl were expeciad lo wear face masks oulside

the facilify,

-He did nol know the COC guidelines conceming

staff wearng face masks in the facility.

2. Raview of the Centers for Dissase Control and
Prevention (COC) Interim Infection Prevention
end‘Conirel Recammandations o pravent
SARS-CoV/-2 (COVID 19) sproad in Wursing

. Homes and Long-Term Care Facilities dated

| 09/10/21 revealed residents should be activaly

| monitorad daily for fever, and sympioms

: consistent with COVID-19.

| Review of the Norh Caralina Department of

" Health and Human Servicas COVID-19 Long
Term Care (LTC) Infaclion Conirol Assessmm=nt

_and Response Tool for local health department

- {LHD) dated 10/2020 revealed stalf and residents

I should be screenad daily for fever, signg and

. symptoms of COVID-19.

i

| Review of three residents' September 2021,

Cretober 20219 and Movember 2024 medication

adminiskation records (MARs) revealed thare

was ho documantalion of any tempsratures,

Obserastion upon enlrance 1o the faclity on
12321 at B:46am revealed:

-Mo screening was provided upon enfranice to the
| facility.
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| -There was no screening station set-up at the

| entrance of the facilily.

i -

! Based on observations snd record reviews, the

\ facility did not have any screening logs for visilors
ar staff

 Interview with & resident on 11/23/21 a1 2:20pm
i ravealed:
<Staff had not chiained s temperature daily and
1 no one had asked him queslions canceming
| COVID-1g symploms,
l -Siaff did not obiain & temperature unless 8
residenl complained of not feeling weil.

Interview with another resident on 1123221 at
- 3:2dpm revealed she did not have her
! termperaturs checked daily,

i Intarview with a medication aide (MA) on 11/23121
at 5:3%pm revealad:

-She did not take the residenis’ lemperaturas
dally.

- -She ook rasidents’ lemparatures if they

: pomplained of not feeling well.

-There was g thermameter for use al the faclity.
-Praviously, she obtalned resident tamperaiures
daily in 2020 bul she did not document the
recidenl’s temperaturas,

-She received training conceming COVID-14 in
2020 fram the Adminisirator.

-Ghe did nof 1ake her iemperature daily while al

- work,

-Shi did not know she needad io take the
rasidenis’ and her iemperature daiy,

| -Sne had not read the COC guidelines concaming
- COMID-G,

, -Sha did not offer screening on 11/23/21 because
i there had been very few visilors 1o the facility.
-The facility previously was nol accepling any
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I
visitors inlo the facility unt May 2021, i
Interview with the Supervisar on 11723721 at I
4.02pm revealed:
* -The residents’ temperaturas were not being
laken daily because the rastdants wens
vaccinated,
-A resident's lemperature would be taken if the
resident dispiayed symploms of COVID- 19,
-Staff raported when a reajdent did qot feel well or
: had a fever.
! _Staff did not check their temperatures daily and
all staff were vaccinated.
-Bhe did not know residents and staff should
check their lemperatures daily whils &t work,
-5he had not screened harsalf when she entersd
the faciily.

P ——

lierdiew with the Adminisirator on 1142321 at

" ddSpm revealed:

-He used ihe North Cerglina Department of

Heallh and Human Senvices (NC DHHS) website

as the source of COVID-19 guidanse.

; -He received emails from NC DHHS containing

j Updates about guidance for COVID-18,

~igitors ware not allowed in the facility until

recenily.

-He did not know the COC guidelines related to
residant, staff or visitor screening for COVID-19.

{ ~The facility did not have a COVID-19 policy.

| -Residents were screaned for COVID-10 by

, testing them if they had complaints of any i

COVID-19 symploms. |

-He was respansible for ensuring the CDC

. Duitcelings for COWVID-1% screenings for residents

| end stafl with daily temperatures and screening

, for visiiors were fliowed,
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