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C000) Iniisl Comments cow | IbANCAG 13G- 6702 MGM'
| i
| The Adult Care Licensure Section conducted an Tobev G losi$ Test on d
initial survey and a COVID-19 focused Infection z GJ‘h
Control survey on January 5, 2021 - January 6, muhoa] E xooml n on
2021 with an onsite visit on January 5, 2021 and
| a desk review survey and telephone exit on : @
| dariiiny 6 2901, o)) UFon ouooefF‘h ng
C 202 10A NCAC 13G .0702(a) Tuberculosis Test and cxe  [pew resident refe rral
| Medical Examination i
' From o .[lmolilty; the
10A NCAC 13G .0702 Tuberculosis Test and

| (a) Upon admission to a family care home each

| resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
spacified in 10A NCAC 41A .0205 including .

| subsequent amendments and editions. Copies of

| the rule are available at no charge by contacting

| the Department of Health and Human Services,
Tuberculosis Gontrol Program, 1902 Mail Service

i Center, Ralaigh, North Carolina 27699-1902.

i‘ This Rule is not met as evidenced by:
| Based on record reviews and interviews, the

1. Review of Resident #1's current FL-2 dated
10/28/20 revealed diagnoses included brain
injury, bipolar disorder, siroke, arthritis, COPD
(chronic obstructive pulinonary disease),
hypertension, pancreatitis, sleep apnea and
bladder incontinence.
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document 1he resvlt

' facility failed to ensure 3 of 3 sampled residents o
| (#1, #2, #3) were tested for Tuberculosis (TB) ! ,
disease in compliance with the guidelines from ' of HvooT 'g-f Te test
the Commission for Public Health. | -;
; o inolode  the defe of
The findings are: | J
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€ 202 | Continued From page 1 c202 T}'\e, admint strodoy wil! |
N . wt :
' Review of Resident #1's Resident Register "?IQ.UQ’C“‘T e docme 1
| revealed he was admitted to the facility on y o % TB |
| 10/01/20. cowton waw 3 4we |} |
1 Review of Resident #1's record revealed there glaw To5T vosvits  be
were no TB skin test available for review. <, 13 |
oyed o v wdmiwsstioy
| Telephone interview with the Administrator on 1& i
| 01/06/21 at 1:06pm revealed: K3
-Resident #1 was admitted from another facility. b@Pf'D ye e VE)GPd e wt
!-Stmwasmtawamﬂ'\emmmdocummﬁon +o TD"‘E/
the TB skin test was administered for Resident wé ,I—Q,V
i e e home © wn i
-She was responsible to ensure the TB skin test = ; o 0
| was administered upon admission. oo ly © |
-The facility was responsibie for ensuring TB skin . &A . |
test raquirements wera completed. b oNT ¥ Y\ﬁ ‘
| Refer to interview with a medication aide (MA) on sn recUvi W9 fwe B o
| 01105121 at 1:04pm. :
| s, oy dministre®y
i2. Review of Resident #2's current FL-2 dated yesute s é
10/08/20 revesled diagnoses included : ; : e TE
| sehizoaffective disorder, bipolar type, wl“ Ynsul o twod
' hyperlipidemia, hypertension, urinary ‘
| incontinence. o 6T r@;%Ulb owe Aooume 4"3‘90’
i . |
| Review of Resident #2's record revealed there { o dete
| were no TB skin test available for review. ho tmludﬂz ef 1
. o, 1Th@
l; Telephone interview with the Administrator on oud mi wtvatow. :
01/05/21 at 1:06pm revealed: !
| _Resident #2 was admitted from a local hospital. acke @bk d ve sy lts D‘F ’
! “The resuit of the TB skin test was usually = & |
' documentad on the initial FL-2 sent from the e fest s o W clvae
| hospital. . . . |
-She always made sure the hospital administered it ¢lae ® § w dvyafon |
the TB skin test. |
_She was not aware Resident #2 needed a T8 T4 P
Division of Heaith Service Regulation : s
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c202! Confinued From page 2 cz2 |Tr e T8 skiw test is

skin test,
-She was not aware there was no documentation
the TB skin test was administered for Resident
I—ShuwnsresponslblamarmraﬂwTBsimw
was adminieterad upon admission.
-The facility was responsible for eneuring TB skin
test requirements were campleted.

Telephona interview with the Administrator on
01/06/21 at 10:55am revealed:
~The local hospital medical records department
had been contacted about the residents' TB skin
| test administered.
l -The hospital only had documentation for the TB
skin test administered.
~There was no documentation in the residents’
| hospital record for the TB skin fest results.

Refer 1o interview with a MA on 01/05/21 at
1:04pm.

3. Review of Resident #3's current FL-2 dated
10/13720 revealed:

-Diaghoses included schizophrenia and

" hyperlipidemia.

-There was an admission date for Resident #3 of
08r22/20.

Review of a hospital After Visit Summary dated
08/25/20 - 09/22/20 revesled:
| -There was documentation a TB skin test was

siHve , fwe od ministredpr
-E.:n re,ol_uea&'!‘ ~ O[NW;:IF
Xv'cg o.mc’ Gjmfﬂm |
wssessmad by we |
o5 idewts mddwh mnoLi
s docormevdadion  Of W |
n@90.:{1\)@) chest X oy , I
rgs0lt  bedore wco@fphug’

(e roide vt W0 e |
,‘.aﬂi“@' |

s nogodtves Lo |
sdmini strartor will MPT
iew now residedd Md.

| placed on 08/31/20. 7 . s o
-There was no documentation for the TB skin test wr‘"""jw 34- ['MDU ")L l
m e rest de wt's ovrivad |
Review of Reaident #3's record revealed: § e
-There was no tuberculosis (TB) screening form. indo e ,fWM’lB;. e |
| -There was no further documentation for TB skin ‘ni St y wiif .
| test administered. wd mipi afo ‘ |
‘-TherummdommmhﬁonfnranyTledn Sehedulp ol VOS5I d@uﬁ' ﬁ
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| hospital.

| _She always made sure the hospital administered

| the TB =kin test.

l -information on the step one TB skin test for

| Resident #3 might be in the hospital discharge

| information.

l -She was responsible to ensure the TB skin

testing was completed.

( _She could not recall if she knew the TB skin test

administered to Resident #3 at the hospital had

' not been read.

| There was no documentzation for two-step B
skin testing for Resident #3.

| Interview with Resident #3 on 01/06/21 at 3:25pm
| revealed:

| -He was administered a TB ekin test when he

| was in the hospital and “it was normal”.

| -He had not had another TB skin test since his

| admission to the facility.

‘ Telephone intarview with the Administrator on

| 01/08121 at 10:55am revealed:
_The local hospital medical records department
had been contacted about the residents’ TB skin

. test administered 08/25/20.

| -The hospital only had documentation for the TB

| skin test administered.

| There was no documentation in the residents’
hospital record for the TB skin test results.

| Refer 1o inferview with a MA on 01/05/21 at

ensUf e
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G 202 | Continusd From page 3 c2 o W 5&00!’\0( T3 SKa
! test results. [‘QS‘I‘; T7- 21 d}ﬂys ,fyorn
Telephone intarview with the Administrator on ol fwe 157
| p1/05/21 at 1:06pm revealed: (e &m + :
-Resident #3 had a TB skin test administered at e i w ,{@5-\-,
the hospital before he was admitted to the faciity. B S i
| -The result of the TB skin test was usually - ‘b-h—agh)y wil
. documented on the initial FL-2 sent from the Twe @@ Miwy

|
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© 202 | Continued From page 4 cae | The wdminStrator  will ia]G].’u
1:04pm. fe;v-('”m o m0n+hl5 ;follow,‘
| ' vp on il new vesidents |
Interview with a MA on 01/05/21 at 1:04pm A _
| revealed the Administrator was responsible for wo UNSVIY ™8 skin tests !
ensuring resident TB skin testing was completed | i
| prior to admission. ox® 0ON® and, dewv mented
C 612 10A NCAC 13G .1701 (c) Infection Prevention & ce12 oA NOAC 134G 170 | (© : i’il(-f-'ll
. Control Program (temp)
10A NCAC 13G .1701 INFECTION Infection  Preventon
PREVENTION AND CONTROL PROGRAM
(c) When a communicable disease outbreak has wpd OOMTOI P[O&Tﬁm
| been identified at the facility or there is an '[‘ h
| emerging infectious diseass . raoclt WS
threat, the facility shall ensure implementation of 9 The fo 1y :
the facility 's IPCP, related policies and : m@nmd wn  Infectiop
| imPie
| procedures, and published o\ . \ |
guidance issued by the CDC; however, if . jeontrel on prebennion
guidance or directives specific to the
| communicable disease outoreak or l o oheury Two
' emerging infectious dissase threat have been plan " _
|tssuedinmiﬁngbyuaeNcoHHSomcaim of st ywsideﬂTb
damrlment.meq»cti:h ‘ 6“@‘9 !
idance or directives shall be implemented by . it A
bty Hbee | nd gisitors
Fo qocility Cotafeon
- |
- : do
| 61"'%) ¢ wnd ohng
' o\m‘{y sweanings Of
This Rule is not met as evidenced by: .
Based on observations and interviews, the facility G]'m_H—, \‘Q«Si&m’ﬂs wn&;
failed fo ensure recommendations and guidance L j
established by the Centers for Disease Control wssontol visitors: !
| (CDC), the North Carolina Department of Health ;
Division of Heall Service Regulation
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cmzl Continued From page 5 cel2 Onl ecsental visitors '
and Human Services (NC DHHS) and the local oW e allow Qd ot e ‘

| county health department (LHD) during the global s Hme .
| pandemic of COVID-18 were | and A 5 m |
maintained to provide protection and reduce the rfO)U«\‘@ of ; !
risk of transmission and infection to residents v % &5 & |
| regarding Visitor screening, resident screening omcl A S lﬂO‘V d - QPH_ !

| and ial distancing of residents. : : ¥ |
| Review of the CDC's Considerations for [ ' ys on
Preventing Spread of COVID-18 in Assisted Geney o oondr o0

1‘ Living Facilities, last updated 05/28/20, revealed:
| _Screen all visitors and staff for the presence of

fever and symptoms consistent with coviD-18 | [ | H‘ ,1‘
before starting each shift, when they enter the ; h’zd SInwae | !
| bukding. i There P 4 ?5 P
| -Ensure all residents have been aske at - oo !
| daily about fever and symptoms consistent with on ol enfrasnce |
| COVID-19. o o8 |
| -Post sighage at all entrances and leave notices o {, 4R {NU ‘ Hy " P te |
| for contract service providers atall residences . .
| that provide information about current visitation _ O‘Hﬂ visiters of |
policies or restrictions. 0 n - ‘(.ﬁ nS
-Post signage at alt entrances that remind visitors o T : (e
l and personnel not to enter the building if they HO vigh ‘l'ﬁh on ves |
| have fever or symploms consistent with -
| coviD-18. g T 6 wooning of j
-Instead of communal dining, consider delivering +om 5 ‘
meals to rooms, creating a “grab n’ go” option for ,‘-6‘,.‘.0{5 o,‘.. .symp '
residents, or staggering mealtimes to v b
accommodate social distancing while dining. | Qwn 1
l-Schadule group activities in a staggered feshion of Iness s
to liimit number of residents participating and -9
' allow them to remain at least 6 feet apart from W?OSU 17 o VI P '
| each ather. ase d'] @
. -Remind residents i remain at least 6 feet apart and ensvring fe o

| from others when they are outside their room. ) . l
f oJl visitors wewing

| Review of the NC DHHS Guidance for Smaller o |
| Residential Settings Regarding Visitation, a coveniwq -

| Communal Dining, Group and Outside Activities, I 2 \9 _
Givision of Fiealth Service Reguiation
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C 612 Continued From page & ce12 T ull‘fy hws lmP{WE’n’F'IfM- (21

last updated 06/26/20, revealed:
! -The facility must have a plan that include
| Procedures for conducting daily screening for
| temperature check, presence of symptoms, and
| known exposure to COVID-19 of all residents and
staff, particularly those returning from extended
| visits or time outside of the home.
-Screen visitors for symptoms of iliness, known
| expasure to COVID-19, and pressnce of a face
covering.
| -During communal dining ensure 6 feet of space
i between each individual.

| Review of the NC DHHS COVID-18 Long-Term
Care Infection Control Assessment and

| Response (ICAR) Tool, last updated 09/20,

! revealed:
-Actively screen all residents at least daily for

1 fever and respiratory symptoms; immediately

| isolate anyone who is symptomatic.

l -Enforce social distancing among residents.

I 1, Observation of the entrance door of the facility
| on 01/05/21 at 9:15am revealed there was no

signage posted for visitors regarding screening of
l o

| Observation on 01/05/21 at 9:18am revealed the
| medication aide (MA) invited the surveyors into

| the facility without performing any COVID-19
l screening.

| Observation on 01/05/21 at 3:15pm revealed:
-A resident opened the door and invited the

i surveyors into the facility.

| =The Administrator joined the survayors in the
dining room area.
-The Administrator and staff did not perform any

COVID-19 screening for the surveyors.
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symptom & of  foUSH G
cold of Ghortness of
oot - Also bk i m
vighor hos troveled
iy Ao last ) days |
wr been ?ﬂvawﬂ fo |

|
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SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE BY FULL
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o4 10 |
PREFIX |
TAG

|
| PREFIX
TG

i PROVIDER'S PLAN OF CORRECTION | °5)

(EACH CORREGTIVE ACTION SHOULD EE COMPLETE
CROSS REFERENCED TO THEAPPROPRIATE | DATE
DEFICIENGY)

T
G612 Gontinued From page 7

| Telephone interview with a MA on 01/05/21 at
1:58pm revealed:
-The facility only allowed visits for emergency
neads such as facility maintenance.

| -Before visitars entered the fadility, they wers
asked symptom screening questions and their
tamperatures were checked.

| “They did not document the resuts of the
screening for visitors.

l .She did not remember to screen the surveyors
when they were entering the facility.

‘ \fideo conferance Interview with the Administrator
‘ on 01/05/21 at 14:10am revealed:

The facility was only aliowing essential visitors

| such as the plumber for maintenance needs.

| -Resident's family and friends were using video
conferencing to visit with the residents, as the

‘I facility was not aflowing famly visitation.

| -The staff would check the visitor's temperature

| before entering and ask them coviD-18

] scresning questions, including signs and

‘ symptoms.

| -She asked visitors if they had symptoms of
COVID-19 including fever, cough, or cold

| symptoms.
-She asked visitors if they had traveled or been

| exposed o COVID-19.
Visitors were asked to use hand sanitizer upon

| entrance to the facility.

| -She did hot document the visitor screenings.

| _Residents doctor appointments were conducted

‘I mostly via video conference.
Second interview with the Administrator on
04/05/21 at 3:35pm revealed:

' .She nor the staff screened the surveyors upon

l entry to the facility because she "assumed” the
surveyors would not be out surveying if they had

| covID-19.
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-If visitors came o the facility, the visitors were
usually screened.
-There was no documeniation kept of the visitor

| screenings performed at the facility.

Refer 1o the telephone interview with the local
heaith department's (LHD) Environmental Health
Specialist on 01/05/21 at 1:12pm.

| Refer to the video conference interview with the
| Administrator on 01/05/21 at 11:10am.

| 2. Telephone interview with a resident on

| 01/05/21 at 2:06pm revealed:

| -Staff did not check his temperature daily.
-Staff asked him how he was feeling in the
morning.
-Staff did not ask him about COVID-19 signs or

| symptoms daily.

Telephone interview with a medication aide (MA)
on 01/05/21 at 1:58pm revealed:
-8he asked the residents how they were feeling
every morning.
-She did not take the residents temperatures

| daily.

' _She did not ask the residents about COVID-19
signs and symptoms daily.
-If residents reported signs or symptoms of
COVID-18 she would isolate the resident

| immediately, take the resident’s temperature, and

| assess the resident for signs and symptoms.
-She was aducated by the Administrator an the
signs and symptoms of COVID-19 and the
process for reporting the signs and symptoms
when she startad training in September of 2020.

! Video conference interview with the Administrator
| on 01/05/21 at 11:10am revealed:
-Staff did not take the resident's temperatures
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Jogumewt on Hher
Fosf-h"uea S50IEeN

ond

log- AnY
w;% imm@c\iwﬂ’\ﬂ b
r@?omc? to tne odministador

oho will fhon sk fwe |
ng@# +o jool ote cwrd. ’
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- FORM APPROVED
Division of ian
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X5) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: & COMPLETED
FCLOB1-074 B.WING 01/08/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PANDORA FAMILY CARE HOME Ii s o
SMITHFIELD, NG 27677
o4} 1D l SUMMARY STATEMENT CF DEFICIENCIES I o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
s | REGULATORY OR LSC IDENTIFYING INFORMATION) | Tas CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
| DEFICIENCY}
CG12| Confinued From page 8 c612 C}U wyah N in thelr foom;
daily. Te o..dh’h h'i‘sﬂ'MOF will
-Staff did not ask the residents abaut CoviD-19 .
Isigns and symptoms daily. Hh @N Pfoo@ed To ""nd’ -
-Staff would monitor the residents for signs and ‘hIO 'f'“
| symptoms of COVID-18 and if signs or symploms rp_,PloooQ; mﬁ)\'d' 4 "H’
i were noted they would then take their . ‘h 6‘{'5'1«H~
| temperatures and complete the screening. OHow e Fms‘ ve
-Residents did not leave tha facility exospt for .
‘medmlappomnhmatrequimdﬂwmtobein [eO)UQJ ;f»OT T&&‘h n..9
1 persan. . 1O : ) d o
—Primary care providers conducted telemedicine and 190 leott on ot &l “H

visits with the residents when able.

Refer to the telephone interview with the local
| health department's Environmental Health
Specialist on 01/05/21 at 1:12pm.

Refer to the video conference intervisw with the
Administrator on 01/05/21 at 11:10am.

' 3 Observation via video conference on 01/05/21
at 11:31am revealed:

-The dining room table saté people.

“The seats at the table were not 6 feet apart in
distance.

| Telephone interview with a resident on 01/05/21
at 2:06pm revealed all 6 of the residents would sit
at the dining table to eat meals.

| Telephone interview with a medication aide (MA)
on 01/05/21 at 1:58pm revealed:

' Al six of the residents ate at the dining room
table together for meals.

~There was not six feet of space in between the

| residents at the table during meals.

' Video conferance interview with the Administrator
| on 01/05/21 at 11:10am revealed:
“The facility conducted communal dining with all &

tre fooiltity |
The Sttt will wlse wndua«i—
quily symprom e
oond mmww’f""o“" O’f'

all The vesidenTs: before
wssoming fhe days
|Vt &9 |

Bng vesident un-’rh w
ositive soreening |
immm‘wdy be i&olaﬂ{d
n the ,fazoih"i:g i4 |
fowswhle ©F Hmwy%e
b0 an ovtside Fedlity |
a1 ggcuwnﬁ ne * |

will !
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PRINTED: 01/28/2021

FORM APPROVED
{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
FCLO51-074 B ey e 01/06/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
101 W STEVENS ST
PANDORA FAMILY CARE HOME i P
o4 D SUMMARY STATEMENT OF DEFICIENCIES D 1 PROVIDER'S PLAN OF CORRECTION [
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ! CROSS-REFERENCED TO THE APPROPRIATE | DATE
i DEFIGIENCY) .
cm"conunu.u From page 10 cen |The adminisTrator will bd alelz
of the residents at the table during meals. coheied Of Po.si‘hu& !
| ~The residents were not seated 6 feet apart : £ ; | |
lduring meals. soree n ‘,mm@chafevhg, - |
| Refer to the telephone intsrview with the local The wdministrator will |
| health department's (LHD) Environmental Health . 1
| Specialist on 01/05/21 at 1:12pm, ihen  noti £y the resi dentp
Refer to the video conference interview with the sidwn and  the awufw
| Administrator on 07/05/21 at 11:10am. phy
| Tolephone interview with the LHD Ervironmental hew Hh de;)oe;r’r"f‘?'“’f wrthin
| Health Specialist on 01/05/21 at 1:12pm r e : 4
- -Guidance was given to the Family Care Homes (X I |{5 Igl
| in the county on a case by case basis. D}f\ih\g wn 3[00{7 4
| -She sent out an email a few weeks ago to all of ol h l
lﬁmeresidenﬁalmrehomuhhoou‘ﬁym moﬁUt*‘“ ot the ‘{'m :B
| provided a link 1o the NG DHHS Long Term Gare __h-oaa 6“’(’63‘
| Outbreak Toolkit Instructions. will bo proe . |
-Sha included in her email that residential cares , ' AA'S’l“OJi’\ ol hﬂ o
| are unique and not specifically addressed in the b.)l'ﬂ" FX1ve ‘
guidance, but that the information can be applied . &
| in their home. pnly 3 red dents o |
' -The facllity was on the email list to receive the o w.l— or !
| guidance that was sent by the LHD. allo wod v dinn ing
| . ot ot the cufnd ﬂ'
' Video conference interview with the Administrator interv ‘ o |
| on O1/05/21 at 11:10am revealed: ble ot a tme, with |
“The facility did not have a COVID-19 spedific 1o |
| policy and procedure that they were using. oot b erfuieon them- i
| -She used the guidance provided by North 6 T '
| Carolina Department of Health and Human i 19
Services (NC DHHS) refated o COVID-19, The dini o i n l
| -She received the email updates from NC DHHS . L Ve & |
| related to COVID-19 guidance. Ais! ﬂ.fé} OT'ed {0 |
| -She did receive the guidance sent by the local & Y%“cﬁen-}s ove |
iheaﬂh depertment (LHD) that was sent to the oTh ey
Aduit Care Homes. 8
| . jesd owad ot  dhe Jwbie. 1
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