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10A NCAGC 13F .1801 Infection Prevention and
l Control Program
(@) In accordance with Rule 13F .1211 of this
! Subchapter and G.S, 131D, 4A(b)(1), the facility
I shall establish and
implement a comprehensive infection prevention
| and control program (IPCP) consistent with the
federal Centers for
Disease Control and Prevention {CDC)
I guidelines on infection prevention and control.
| (b) The facility shall ensure implementation of
| the facllity's IPGP, related palicies and
| procedures, and guidance or
directives issued by the CDC, the local health
department, and/or the North Carolina
| Department of Heaith and Human
; Services.
I
|
i
' This Rule is not met as evidenced by
l TYPE B VIOLATION
; Based on observations, record reviews, and
interviews, the facility failed to ensure
I recommendations and guidance established by
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' department (LHD) during the global pandemic of
COVID-19 were implemented and maintained to

‘ provide protection and reduce the risk of

' transmission and infection to residents regarding
designating staff to work with residents diagnosed

» with COVID-19 and the proper use of face

J masks, gloves, gowns, and face shields.

|
The findings are:

| Review of the CDC guidelines for the prevention
and spread of the coronavirus disease in Long

| Term Care (LTC) facilities last updated 12/10/20

| revealed:

| -Staff should wear appropriate PPE when in
contact with a resident who has COVID-19.

t -Stail caring for residents with known or

| suspected COVID-19 should at a minimum wear
eye protection (goggles or face shield), N85 or

‘ higher-level masks or face mask if N95 masks
are not available, gloves and gown.

i -ldentify health care personnel who will be

| assigned to work only with residents on the

. COVID-13 care unit,

| Review of the NCDHHS guidelines for prevention
' and spread of the coronavirus in LTC facilities
revealed: _
-If COVID-19 has been identified in the facility, all
i health care personnel should wear all
recommended PPE: surgical masks, N95 masks
(if available) gowns, gloves and face shield, N95
| masks for the care of all residents in quarantine
i regardiess of the presence of symptoms.
-The facility should cohort residents that testad
positive with dedicated staff in one area and
COVID-19 negative residents with dedicated staff
| in a separate area.

| 1. Observation of a Medication Aide (MA)
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| supervisor on hall 300 an 12/10/20 at 12:38pm

| revealsd:

I -She entered room 332 that had bsen indicated

" as a room with a COVID-19 positive resident,

I dressed in full PPE: mask, gown, gloves, and a
face shield.

~She exited room 332 dressed in full PPE: mask,

gloves, gown and a face shield.

-She stood beside the PPE cart placed outside of

room 332.

" -She removed the gown and gloves.

-3he opened the door fo room 332 and discarded

the used PPE inside of the room.

-She did not wash or sanitize her hands.

Interview with the MA supervisar on 12/10/20 at
12:54pm revealed:
-She did not have a plastic bag ta discard the
used PPE.
| -She had left to go to the staff restroom and
“clean self fully", wash her hands after glving the
| resident their meal.
! -She had completad training on how to use all
PPE;

* Observation on 12/10/20 at 12:24pm revealed:
| -Kitchen staff placed a plate of food on a table in
1 front of 3 resident rooms with a yellow sign on the
| daor.
-The MA supervisor who was wearing a mask and
gloves carried the plates of food from the table to
| the residents inside the 3 rooms.
’ -The MA supervisor did not wear a gown or face
shield.
-The MA supervisor did not change gloves
between entering each rasident room.

Interview with a second MA on 12/10/20 at
12:32pm revealed:
-She did not wear a gown while delivering foed to
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residents in rooms with a yellow sign an the door. |
! -She understood the yellow sign to be that those ‘ Lufe_v‘&_ G,d i\\ G d ,S\'\e_\fd b
| residents were to stay in their rooms and not | \ . v‘\
| interact with other residents. UJC& vee oS AN :}t"a\"

-She did not change her gloves in between thosa
i residents rooms.

_‘ntut@\ u,,.ilS \Gon/ 0{" Cily\mwﬁv'\’#

] -She could not recall the dates when the staff had _ ]}ﬁ)@ \—h\{\ r)( HC r’miﬂ ‘ij »)‘\"v

completed the training, l

| -The staff had to wear full PPE, face mask, \_)'- C/l(A-J\ ) \—*’J i g_@ 15,) (“,._3
gloves, gowns, and face shield when praviding | ‘~
i care to residents with COVID-19 and those on . 1\& 5 C!Q’_f\.ﬁ 2 LA “*‘P\p_&m
| quarantine.
* -The staff had been trained on the proper use of | @ LAY "“-}d\ = '&V O\h \ {‘U'\N 1’°:' 0\«){“
PPE: mask, gloves, gowns, and face shields, +
~The staff had access to the PPE kept in the ‘ l STamnce, |

‘ closet near the nurses station. |
~Each roam designated for residents with

(=

|

J -She performed her duties as she was trained. | ‘L;\} (JL Q@Y‘x\ﬁ“\)aﬁ Lor Hhi\., 4 d% \ ;

coviieatte B o B | Slode and pcal quide ves, Tle
s R e e | seond dpse s 'sehediled
LIRS || o Februatey 1,203,
! lntew{ew with the Resident Care Director (RCD) | { {
| ?h:ezége?ézr?agt;cﬁill)::e’::fa?iﬁg;s on infection | M R’ N "\% ‘“"j ‘ N C:}U(:i,’ ’Ut’u")‘{‘(} ..J'*'
l éog\tlr;:g -b;g ;:;gc?fa]g .not know if any trainings were | ( 1‘“\J *‘h & T\M\";..J ,J_Lk {ou, “c ‘%é)\

| COVID-18 or residents on quarantine had a cart A J i % ‘{_
with PPE and hand sanitizer for staff use. 1 CD reec \Y4} l\) C’RC.- il s Wy
| -She expected the staff to know nat to come out :

] Complete as o€ ‘TQM"‘W

of a room donned in full PPE and to remove the

=

| . ] 5
| PPE inside of the room and discard in the j
‘ designated receplacle in the room. !:b _)-.u()_\ .
-The MAs were responsible for making sure the | Ll
PCAs wore the proper PPE at all times. I T k L Q !
L A2 !

m \ -
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Interview with the LHD on 12/10/20 at 3:15pm
revealed staff should wear full PPE, face masks,
gloves, gowns and face shield when entering

| rooms that had the yellow and blue signs.

Interview with the Lead Medicaticn Aide {LMA) on |
12/11/20 at 11:47am revealed: |

-The staff had completed training on infection ‘
contral via an online course program,

-Asurgical mask, gloves, gown, and face shield
should be worn when there was a yellow sign on
a resident's door,

-Staff was trained at least weekly during stand up
meetings on the PPE required for resident rooms.
-The facility followed the guidance from the CDC,
NCDHHS and LHD.

-The staff had access to the PPE, face masks,
gloves, gowns, and face shields, kept in the hall
cleset. |
-The PPE on the carts assigned to resident's ‘
room with COVID-18 and on quarantine was
accessible for all staff use as well.

12:27pm revealed:

-There had been 13 new cases of COVID-19

among residents on today.

-The new cases were on hails 100, 200 and 300, i

| ~The staff had received training on COVID-19 |

infection cortrol.

' -Infection control training on COVID-19 |
precautions were offered 4 times a month to ! |

 accommodate staff, \ |

Interview with the Administrator on 12/11/20 at |
\’

2. Interview with a Medication Aide (MA) cn
12/10/20 at 10:57am revealed:
-She was newly hired and had enterad into rooms i

315 and 322 for training on how to care for
residents with COVID-18.
-She had to complete "floor training” with a MA,

Division of Health Service Regulation
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-She had received training on how and when to
| wear full PPE, gloves, masks, face shields and |
| gowns by the Licensed Health Professional !
' Support nurse.
-She knew the rasident in room 322 had !
. COVID-19 because of the blue precauticn sign
| posted near the door.
-She had not been assigned to work only with
residents with COVID-19.

interview with a personal care aide (PCA) on

12/10/20 at 10:25 am revealed:

-She had received training on how to care for

residents with COVID-19.

-She worked on the 400 hall and assisted with

personal care of residents on the 300 hall when

needed.

-She had provided personal care and assisted

with feeding all residents including residents wha

had COVID-19.

-She was assigned to work with residents who

| had COVID-19 and residents who had not been
diaghosed with COVID-19.

Interview with a second PCA on 12/10/20 at
' 11:12am revealed:
-She was assigned to work on hall 100,
-She provided personal care and assisted with
feeding all residents.
-She knew which residents had COVID-19
because a blue sign was placed cn their door and
the yellow sign was for residents on quarantine ‘
due to leaving the hospital for appointments. |
-There were residents on the hall that had a
COVID-18 diagnosis as well as residents whao did
not have COVID-19, |
-She was assigned to work with residents who f
had COVID-19 and residents who had not been
diagnosed with COVID-19.

Division of Health Service Ragulation
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 Interview with another MA on 12/10/20 at
| 10:05am revealed: | ‘
| -She had been assigned to work on the 400 hall ‘ J
i that had residents that had been on quarantine |
after returning from medical appointments and ; |
_ residents whe did not have COVID-19, '
-She had assisted with the care of the residents | |
on the 300 hall who had a diagnosis of 1
COVID-18, were an quarantine and the residents
i who did not have COVID-189. | |

| Interview with a LHD on 12/10/20 at 3:15pm |
revealed: |

-She had spoken with Administrator and ‘

recommended the facility designate staff to only |

work with the residents who had a diagnosis of i

COVID-19. |

-The expectation was that the facility had followad ; 1

| the guidelines for designating staff to provide care |

| of residents diagnosed with COVID-18. '

| -Allowing all staff to work with residents with ‘ I

. COVID-19 could further cause the virus to spread

' throughout the facility. } ‘

Interview with the LMA on 12/11/20 at 11:47am

i revealed: | I
-She had not been informed there should have
been staff designated to work only with residents |
with a diagnosis of COVID-18. | |
-Having designated staff to work with residents ‘: 1
with a diagnosis of COVID-19 had not been a i
practice of the facility. |

| Interviow with the RCD on 12/10/20 at 4:30pm
1 revealed: |

-There was 1 MA and 2 PCAs assigned to work l
! each hall.
| -There had not been any staff designated to work I
| only with residents diagnosed with GOVID-19 | f
i because it was a recommendation and not a
Division of Heélth Setvice Regulation
STATE FORM as8 2K8211 If continuatior: sheet 7 of 10
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| requirement.

| -She had received information on COVID-19
guidance from NCDHHS via an email and from

| the Administrator.

| Interview with the Administrator on 12/10/20 at ’
4:08pm revealed:
| -Staff had not been designated to work with |
ressdents diagnosad with COVID-19, |
| -Staff had been trained on how to wark each hall.

I -Staif had not been specifically assigned to work |
only with residents with COVID-19 because it was

| @ recommendation.

| -Sha received guidance and information relating
to COVID-19 from CDC, NCDHHS and the LHD.

| The failure of the facility to adhere to the Centers
for Disease Conirol (CDC), the North Carolina
! Department of Health and Human Servicas (NC ' |
DHHS) and local health department (LHD)
| recommendations and guidance for designating
staff to work only with residents with a diagnosis i
of COVID-19 and proper use of PPE to include |
| wearing full PPE to include a gown, gloves, face [
| mask and face shield when providing care to
| residents under quarantine or who had a
diagnosis of COVID-18 placed the residents at |
increased risk for transmission and infection frem |
COVID-19. The facility's failure was detrimental to
' the residents health, safety and welfare and |
| constitutes a Type B Viclation. |

| accordance with G.S. 131D-34 on 12/10/20 for |

The facility provided a plan of protection in }
|
this violation. l

’ THE CORRECTION DATE FOR THE TYPE B ' |
VIOLATION SHALL NOT EXCEED JANUARY 25, \
2021, ‘ I

Division of Health Service Regulation
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D912 G.S. 131D-21(2) Declaration of Residents’ Rights D912 |

| G.5. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:

| 2. To receive care and services which are

| adequate, appropriate, and in compliance with

| relevant federal and state laws and rules and
regulations.

|

I

|
This Rule is not met as evidenced by:

i Based on observations, interviews and record
reviews, the facility failed to ensure residents
received care and services which were adequate,
appropriate and in compliance with relevant

| federal and state laws and rules and regulations

| related to Infaction Prevention and Control

i

i Program.

| The findings are:
Based on cbservations, record reviews, and

! interviews, the facility failed to ensure
recommendations and guidance established by

| the Centers for Disease Control (CDC), the North

" Carolina Department of Health and Human
Services (NCDHHS) and the local county health
department (LHD) during the global pandemic of

' COVID-19 were implemented and maintained to

| provide protection and reduce the risk of
transmission and infection to residents regarding

| designating staff to work with residents diagnosed

| with COVID-19 and the proper use of face
masks, gloves, gowns, and face shields. [Refer to

| Tag 601, 10A NCAC 13F .1801 Infaction
Prevention and Control Program (Type B

i Vialation)].

|
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