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D 000 Initial Comments  D 000 

The Adult Care Licensure Section conducted an 

annual and follow-up survey on August 19, 2026 

through August 21, 2026.

 D 611 10A NCAC 13F .1801(b) Infection Prevention & 

Control Policies & Pro 

10A NCAC 13F .1801  INFECTION 

PREVENTION AND CONTROL POLICIES AND 

PROCEDURES 

(b) The facility's infection and control policies and 

procedures shall be implemented by the facility 

and shall address the following: 

(1) Standard and transmission-based 

precautions, including: 

(A) respiratory hygiene and cough 

etiquette; 

(B) environmental cleaning and 

disinfection; 

(C) reprocessing and disinfection of 

reusable resident medical equipment; 

(D) hand hygiene; 

(E) accessibility and proper use of 

personal protective equipment (PPE); and 

(F) types of transmission-based 

precautions and when each type is indicated, 

including contact precautions, droplet 

precautions, and airborne precautions; 

(2) When and how to report to the local 

health department when there is a suspected or 

confirmed reportable communicable disease 

case or condition, or communicable disease 

outbreak in accordance with Rule .1802 of this 

Section; 

(3) Measures for the facility to consider 

taking in the event of a communicable disease 

outbreak to prevent the spread of illness, such as 

isolating infected residents; limiting or stopping 

group activities and communal dining; limiting or 
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restricting outside visitation to the facility; 

screening staff, residents, and visitors for signs of 

illness; and use of source control as tolerated by 

the residents; and 

(4) Strategies for addressing potential 

staffing issues and ensuring staffing to meet the 

needs of the residents during a communicable 

disease outbreak. 

 D 611 

This Rule is not met as evidenced by: 

Based on observations, interviews, and record 

reviews, the facility failed to ensure infection 

control practices of hand hygiene were observed 

during assistance in feeding residents during a 

meal. 

The findings are: 

Review of the facility's Hand Hygiene Policy and 

Procedure dated 08/2019 revealed: 

-Effective hand hygiene reduced the incidences 

of healthcare associated infections. 

-Staff were to wash their hands before and after 

eating and before or after any procedure. 

Observation in the dining room during breakfast 

meal service on 08/20/26 between 7:53am and 

9:00am revealed: 

-A personal care aide (PCA) was seated to the 

right of a resident at a table in the dining room. 
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 D 611 Continued From page 2

-The plate on the table in front of the resident had 

pureed foods in different bowls on a plate. 

-The PCA was feeding the resident. 

-The PCA got up and went to another table and 

cut up a resident's food and encouraged the 

resident to eat. 

-The PCA returned the table to continue feeding 

the first resident. 

-The PCA later got up and went to another table 

and cut up French toast for another resident and 

encouraged the resident to eat. 

-The PCA returned to the table to continue 

feeding the first resident. 

-The PCA did not sanitize her hands between 

handling of the first resident and the other 

residents' silverware. 

-After assisting the resident she was feeding from 

the dining room, the PCA went to both residents 

she had cut up food for and tried to encourage 

them to eat by picking up a piece of food with the 

fork. 

-The PCA did not sanitize her hands between 

assisting the 2 residents. 

Interview with the PCA on 08/20/26 at 2:49 

revealed: 

-She was responsible for providing feeding 

assistance to residents. 

-If a staff member was providing feeding 

assistance to more than one resident, the staff 

member was supposed to sanitize their hands 

between assisting each resident. 

-Staff was not supposed to assist more than one 

resident at a time in the dining room. 

-She assisted 2 other residents in the dining room 

to encourage them to eat. 

-She did not sanitize between the 3 residents in 

the dining room today, 08/20/26, because the 

only available sanitizer was on the medication 

cart. 
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 D 611 Continued From page 3

-She did not tell anyone she needed hand 

sanitizer. 

-She sanitized her hands before returning to the 

dining room after taking the first resident out of 

the dining room. 

-She received training on feeding assistance and 

hand hygiene in 2025. 

Interview with a second personal care aide (PCA) 

on 08/20/26 at 2:41pm revealed: 

-She was responsible for providing feeding 

assistance to residents. 

-She washed/sanitized her hands between each 

interaction. 

-She washed her hands before entering the 

dining room. 

-She kept a small bottle of hand sanitizer in her 

pocket. 

-She never assisted another resident while 

providing feeding assistance. 

-Training regarding feeding assistance was 

provided upon hire and every other month. 

-Washing/sanitizing hands between residents 

was done to prevent the spread of germs. 

Interview with a medication aide (MA) on 

08/20/26 at 2:06pm revealed: 

-She was working as a PCA. 

-She assisted residents with feeding in the dining 

room. 

-When providing feeding assistance, staff were 

not to feed or assist any other residents. 

-Staff were to wash or sanitize their hands in 

between assisting residents in the dining room. 

-Washing/sanitizing hands between assisting 

residents in the dining room prevented sanitation 

issues. 

-Staff were trained on feeding assistance and 

hand hygiene upon hire. 
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 D 611 Continued From page 4

Interview with a second MA on 08/21/26 at 

11:53am revealed: 

-When providing feeding assistance to residents, 

staff were to sanitize their hands prior to 

assisting. 

-Staff were not supposed to assist more than one 

resident at a time to avoid cross contamination. 

-Training on feeding assistance and hand hygiene 

was provided upon hire as well as yearly through 

online courses or a trainer. 

Interview with the facility's contracted primary 

care provider (PCP) on 08/20/26 at 3:10pm 

revealed: 

-Staff were expected to sanitize their hands 

between resident interactions in the dining room. 

-Staff not sanitizing their hands while providing 

feeding assistance caused infection control 

concerns. 

Interview with the Wellness Director (WD) on 

08/20/26 at 3:35pm revealed: 

-The PCAs and MAs were responsible for 

providing feeding assistance to residents. 

-When providing feeding assistance, the staff sat 

one on one with the residents. 

-Feeding assistance was provided with one staff 

per resident. 

-It was expected that the staff members washed 

their hands before going into the dining room and 

after feeding the resident. 

-Staff wanted to help other residents if the 

residents did not need feeding assistance but 

needed encouragement. 

-Failure to sanitize between residents could have 

led to the spread of bacteria. 

-There were small bottles of hand sanitizer in the 

supply closet that were recently ordered. 

-Staff members had been using the hand 

sanitizer on the medication cart. 
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 D 611 Continued From page 5

-The PCAs had access to the hand sanitizer on 

the medication cart. 

-Training was provided by the human resources 

department; she was unsure what training staff 

received. 

Interview with the Administrator on 08/20/26 at 

3:46pm revealed: 

-PCAs and MAs were responsible for providing 

feeding assistance to residents. 

-Staff were expected to sanitize their hands 

before and after providing feeding assistance. 

-Staff should not be touching other residents' 

utensils and if they did so, they should have 

washed or sanitized their hands. 

-Staff should be sitting with the resident they were 

providing assistance to at all times. 

-All staff received hand hygiene training (unsure 

when). 

-She was unsure if staff received hand hygiene 

with feeding assistance training. 

-Failure to sanitize when providing feeding 

assistance could have led to the spread of 

communicable diseases. 
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