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The Aduit Care Licansure Section conductad &
state-involved COVID-18 focused Infection J
Control complaint Investigation with an onsite viglt

on 01/12/21 and a desk review urvey on !
0113721 and & tele phone exit on 01/13/21. |

D 612 10A NCAC 13F .1801 (c} Infection Pravention & D612
Control Program {temp) : !

T0ANCAC 13F 1801 INFECTION [
PREVENTION AND CONTROL PROGRAM

(c) When a communicable disease outbreak hag |
been identifled at the facility or there is an

emerging infactious r
disease threat, the facility shay ensure
implementation of the Tacility ' s IPCP, related ! .
policies and procedures, and '
published guidance Issuad by the CDC; hawsver, :
if guidance or directives specific to the
communicable disease

+ outbreak or smerging Infectious dizears threat
have been ssued in writing by the NCDHHS or
local health

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

This Rule is not met as evidencad by: ‘
TYPE B VIOLATION

Baged on observations, recorg reviews, and

| imerviews the facility failed to ensure

| recommendalions and guidance estabiished by
the Caniers for Disease Control (CDC), the North
Carofina Dapartment of Health and Human |
Services (NCDHHS), and the locsi counly health ;

department (LHD) were implemented and =~ - J
maintained to provide pratection of residents

during the global pandemic of COMID-19 related

to the screening of staff and viskors.
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The findings are:

Review of the Centers for Disease Control (CDC)
guideiinas for the prevention and spread of the
Coronavirus Disease in long term care ( LTC)
facilities dated 11/20/20 revealed personnel
shouid be screened for the presence of fever and
symptoms of COVID-19 before starting each
shift.

Review of the North Carolina Department of
Health and Human Services {NCDHHS) guidance
for prevention and spread of Coronavirus in LTC
facilities dated 10/20/20 revealed staff should be
screened daily for signs and symptoms of
COVID-19,

Review of the facillty's infection control COVID-A 9
policles and procedures dated May 2020
revealed:

-All employee temperatures were 1o be taken at
the beginning of each shift,

~The residents were not allowed to have visitors
inside the facility.

-There was no procedure referencing screening
of visiting agency's staff.

-There was no procedure referencing screshing
of staff or visitars for slgns and symptoms of
COVID-19,

Review of the facility's screening log revealed:
-The log was titled Staff Temp Log.

-The log included the date, shift, and day.

-There were instructions printed on the log of "this
log must be filled out daily for every shift upon
arrivai to work®,

~There were three columns on the log titled for
name, temperature, and time.

-There were 13 names printed on the log in the
name column.
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Review of the facility's staff schedule and Staff
Temp Logs for COVID-19 dated 01/01/21 through
01/12/21 revealeqd:

-Muttiple staff had not signed in consistently each
shift the staff worked at the facility,

-There were no documented temperature
readings for multiple staf#f who worked each shift,
-On 01/01/21, the facility staff schedule
documented 12 staff worked a shift at the facility.
There was no documentation for temperature
screening or signs and symptoms screening for
10 of the 12 staff.

-Cn 01102121, the facility staff schedule
documented 12 staff worked a shift at the facility
There was no documentation for temperature
screening or signs and symptoms screening far 7
of the 12 staff.

-On 01/03/21, the facility staff schedute
documented 14 stalf worked a shifi at the facility.
There was no documentation for termpearature
sCreening or signs and symptoms screening for 9
of the 14 staff.

-On 01/04/21, the facility staff scheduie
documented 15 staff worked a shift at the facility.
There was no documentation for temperature
screening ar signs and symptoms screening for 8
of the 15 staff,

-Gn 01/05/21, the facility staff schedule
documented 15 staff worked a shift at the facility.
There was ho documentation for temperature
screenings or signs and symptoms screening for
10 of the 15 staff.

-On 01/06/21, the tfacility staif schedule
documented 13 staff worked a shift a1 the facility.
There was no documentation for temperature
screenings or signs and symptoms scragening for
11 of the 13 staff.

-On 01/08/21 the facility staff schedule
documented 15 staff worked a shift at the facility.
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There was no documentation for temperature
screenings or signs and symptoms screening for
10 of the 15 staff,

-On 01/09/21 the facility staff schedyule
docurmented 14 staff worked a shift at the facility.
There was no documentation for temperature
screenings or signs and symptoms screening for
12 of the 14 staff,

-On 01/10/21 the facility staff schedule
documented 15 staff worked & shift at the facility,
There was no documentation for temperature
screenings or signs and symptoms screening for
13 of the 15 staff.

-On 01/11/21 the facility staff schadule
documented 17 stalf workad a shift at the: facility.
There was no documentation for temperature
screenings or signs and symptoms screening for
8 of the 17 staff,

-On 01/12/21 the facility staff schedule
dacumented 16 staff worked a shift at the facility.
Thers was no documentation for temperature
screenings or signs and symptoms screening for
15 of the 16 staff.

Interview with the Administrator on 01/12/21 at
9:25am revealed:

~The facility did not have visitors.

-There was no documentation for visitor
screenings of COVID-19,

-Most of the home health agencles had stopped
visiting the facility since there had been positive
COVID-19 residents identified in the facility, but
there was "one or two" staff visiting residents at
the facility from a home heaith agency.

Interview with g housekeeper on 01/12/21 at
9:48am revealed:

-She sprayed her hands with sanitizer at the front
table after clocking in for work,

She took her termperature with the thermometer
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when the thermometer was lying on the front
table.
~Sometimes another staff member had the
thermometer.,

-“If | saw another staff member with the
thermometer later, | would take my temperature”,
-Sometimes she would write her temperature on
the log but sometimes she did not have a pen
and there was not a pen on the table,

-8he took her temperature this morning but there
was no pen to record her termperature,

~There was no one af the front table to monitar
the staff screening area,

-She received COVID-19 training around
November or December 2020

Interview with a Personal Care Aide (PCA) on
01/12/21 at 1¢:21am revealed;

-Infection Contro) /COVID-19 fraining was given
to all staff around October,

-When she reported to work each fnoming she
clocked In, sprayed sanitizer on her hands, and
took her temperature.

-She took her temperature this moming but did
not have a pen fo write it down.

-There were no staff screening questions.

Interview with a medication aige (MA) on
01/12/21 2t 10:37am reveaaled:

-Several staff had tested positive for COVID-19,
-Prior to starting work today, she sanitized her
hands and faok her temperature, but she forgot to
record her temperature on the staff temperature
log.

-There were na screening questicns for staff,
-She was not aware of the temperature log heing
audited.

Interview with the Cook Supervisor on 01/12/21 at
12:43pm reveaied:
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-When she reported to work, she entered the
facility through the kitchen door,

~8he only cama out of the kitchen when she went
to the bathroom or to get a snack.

-She "usually" had the "aide" or medication aide
go get the thermometer so she could check her
temperature,

-She had not checked her temperature this
moming (01/12/21) because she was late and
when she was late, she just started getting things
ready to start mea! preparation.

-Staff usually screened themselves by checking
their own temperatures and writing the
temperature resuits on the temperature log
located by the time clock,

-She did not know who was responsibls for
scraening staff.

Interview with the Kitchen aide on 01/12/21 at
1:05pm revealed:

-She "usually® entered the facility through the
front door when she reported to work, but “lately,
last three weoks™ she kad been entering the
facillty through the kitchen back door.

-She had naot checked her temperature at the
facility in the last three weaks because she did
not want to go into the halls of the facility because
she feared getting COVID-19.

~There was no thermometer in the kitchen to
check her temperature.

-She reported to work at 6:00am teday (D1/1 2/21)
and did not check her temperature.

-She had never been asked about signs ang
symptoms of COVID-19.

Intervigw with the Administrator on Q1/12/21 at
1:37pm revealed:

~Thera were no designated temperature
Parameters but if the temperature reached 100
degrees Fahrenheit, that was considered out of
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range.

-There was no staff screening log for signs and
symptoms of COVID-19 and he did not say why.,
-Staff were instructed to notify me or the Resident
Care Coordinator {RCC) of any COVID-19
symptoms such as aching, colds, high
temperature, or not feeling well,

-Each staff member was instructed to check their :
temperatures each day prior to starting work and
record the temparatures on the staff temperature
log.

-The RCC was responsible for collecting the log
and filing them,

-The RCC knew to look over the logs the same
day.

-Evidently the RCC was not checking the logs.
-He checked his temperature each morning at
home and he did not record his temperature on
the staff temperature logs.

Interview with the Resident Cara Coordinator
(RCC) on 01/12/21 at 2:04pm revealed:

-All the facility residents except two had tested
positive for COVID-19 on 12/28/20.

-Once staff entered the facility through the front
door, staff were supposed to cluck in for work and
check their temperature.

-Bhae did not know kitchen staff were entering the
facility through the kitchen back door,

-Bhe told staff everyday they needed to check
their temperatures and write the resuits on the
staff temperature log,

-Staff would tell her they checked thair
temperaturas but forgot to document the
temperature reading,

~She could not remember the last time she spoke
to a staff about documenting their lemperature on
the staff termperature log.

-She was not able to tell if staff were symptomatic
for COVID-19 because only temperature checks
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were conducted.

consistently,

resulis,

anyone.

2:50pm revealed:

review them.

residenis.

numbers.

facliity.
temperature.

temperature.

-Temperature checks were not being done

-Sometimes she documented her temperature
check on the staff temperature lag, and
sometimes she did not.

-She knew she should document her temperature
on the staff temperature log and sometimes she
did not have a pan to write her temperature

-Staff did not report thelir self-screening resulls to

Interview with a second MA on 01/12/21 at
-She filed staff temperature logs but she did not

-She assumed the RCC réviewed them.
-Staff should have notified the RCCif they had a
high temperature,

Telephone interview with a nurse from a home
health agency on 01/12/21 at 3:45pm revealed:
~She had visited the facility in the past tweo weeks.
~She approached a staff standing at the front
desk and asked the process to see specific

-The staff directed her to the resident's room

~She noticed a log boak and thermometer at the
entrance of the facility when she entered the

-She was not directed to sign in or check her
~There was no one at the front door to check her
Telephone interview with the Facility Manager on

01/13/21 at 10:32am revealed:
-There were no COVID-190 screening questions
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for staff and she did not know why.

-All staff received COVID-1 9finfection Control
tralning from a local pharmacy in December.
-She had read information on the intemet and
NCDHHS material pertaining to infection control
and COVID-19,

~She talked with a nurse with the LHD ocna
weekly basis.

-“The Local Health Department checks to seo if
we heed anything®,

-The guidance from the LHD was to quarantine al|
residents until 14 days after the last resident
tested positive which was 01/04/21.

-Thirty-four out of thirty-seven residents tested
positive in Decembper,

-The thirty-fifth resident tasted positive on
01/04/21 while in the hospitatl and passed away
on 01/08/21.

-Alocal lab was scheduled to test the remaining
two negative residents on 01/15/21,

-All staff that tested negative on previous tests
was scheduled to test again on 01/15/21 via the
facility's rapid test,

-Months ago, the LHD instructed the facility to
check temperatures and symptoms of residents
and staff daily,

-The facility began the staff temperature logs
months ago but “stacked off".

-Staff were expected to take temperatures and
enter information at the time they took the
tamperatures,

-It was obvious the temperatures were not being
taken and recorded and nobody was following up
on it.

-She did not realize staff temperatures were not
being recorded daily.

-lt was the RCC's responsibility to review the logs.
-She was aware kitchan staff was coming through
the back door without being screened or checking
temperatures.
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-She did not report this process to anyone,
-Kiichen staff should have walked up front 1o
check temperatures or had g A come lo tha
back to check and record the temperatures,
-Temperatures should have been checked for
visitors, vending staff, and facility repair staff but it
was not done,

-She checked her temperature at home and she
would come fo work through the back door of the
facility and did not go up front to check her
temperature or record it,

Telephone interview with the Administrator on
0113/21 at 11:00am revealed:

-Infection Contrel/COVID-19 training was
conducted in the last couple of months by a nurse
with the local pharmacy.

-He received updates on COVID-19 from the LHD
and NCDHHS.

-He gave daily reminders of changes and updates
fo the staff,

-Checking temperatures for staff were directives
from the LHD and NCDHHS.

-He reminded staff daily to take their
temperatures.

-He did not realize staff temperatures were not
baing taken daily.

-The RCC was responsible for coliecting and
reviewing the staff temperature logs for accuracy
and compieteness.

Telephone interview with the LHD nurse on
0113/21 at 2:07pm revealed:;

-The facility's COVID-19 outbreak began as
fourteen residents and three staff tested positive
on 12/22/20, saven residents and cne staff tested
positive on 1212620, and thirteen residents
tested positive on 12/28/20.

-She was unsurs of the totaj numbers of positive
staff.
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~The Faciiity Manager reported the information to
the LHD, ‘

~-The LHD nurse sant guidance to the facliity via
thé LTC autbreak toolkit and several dotuments
from NCDHHS Pertaining to COVID-19 on
12/23/20.

-Guidance regarding staff screening was included
in the documents and discussed with the ’
Administrator and F acility Manager at the facility.
-The facility was instructed tc implement g
document with screening questions including
temperature logs for staff,

~The facility wag 8xpected to screen all staff daily
for signs, symptoms, and temperatures and
record the information.

-The LHD was not aware the Tacilily was not
screening staff appropriately.

-She would expect the Administrator to ensure
the proper screening was done.

-She stated the Inappropriate screening of staff,
visitors, vendors, and faciiily repair staff could
have caused the outbreak in the facility, .

~The LHD had not visited the facility since March
2020,

~The facility sent the number of CovID-19
positive residents to the LHD each week. ,
-She instructed the facility to continue to test the
negative residents and continue the quarantine of
residents unti] 14 days after the last resident
tested positive. :

The failure of the facility to adhere to the Centers
for Disease Control (CDC), the Nerth Carolina
Division of Health and Human Services
(NCDHHS), and the local health department
(LHD) guidance refated to the screening of staff
and visitors placed the residents at increased risk
of ransmission and infection from COVID-19,
The facility's failure was detrimental to the
resident's heaith, safety and weffare and

D612 and D912:

Staff meeting was
conducted by
Administrator to
discuss the proper
procedures that was
being put in place -
regarding all Staff and
Visitor Screening.
(Sign in sheet for
meeting is attached)
1/13/2021
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2. To receive care and servicas which are

relevant federal and state laws and rules and
regulations, :

This Rule is not met as evidenced by:
reviews, the facility failed 1o ensure residents
appropriate, and in compliance with relevant

related to Infection Prevention and Control
Program.

The findings are:

Based on observations, record reviews, and
interviews the facillty failed 1o ensure

the Centers for Disease Conlrol (CDC), The

adequate, appropriate, and in compliance with

Based on ohservations, interviews, and record !
received care and services which were adequate,

federal and state laws and rules and regulations

recommendations and guidance established by

North Caroling Depariment of Health and Human
Services {NCDHHS), and the Iocal county healih

and empioyee is sent
home and visitor is
instructed to leave the
facility. RCC is
responsible for
reviewing the .
screenings on Fridays
to be sure procedures
are being followed.
RCC shares and
discusses with the
Administrator any ‘
issues before she files
the documents. If any
issues the
Administrator will
discuss with the staff,
(Current
documentation is
attached) 1/13/2021
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
SENIOR CITIZENS VILLAGE 504 WEST CANAL DRIVE
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION x5)
PREFIY {BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTe
DEFICIENCY) :
D 812| Continued From page 11 Ds&12

constitutes a TYPE B VIQLATION. 1 New form has basn

The facility provided g plan of pratection in 'mPlemented &?”d & d

actordance with G.S, 131D-34 on 01/12/21 for being used daily to do

this violation. screening on all staff

and visitors, All
THE CORRECTION DATE FORTHE TYPEB screening is done by a
\;;o;g.;ow SHALL NOT EXCEED FEBRUARY Med Tech or the RCC.
3 ' If any employee or
D912 G.S. 131D.21 — - — - Vvisitor is experiencing
.S, -21{2) Declaration of Residents’ Rights any symptoms the ,
G.S. 131D-21 Declaration of Rasidents' Rights . Administrator is
Every resident shall have the foliowing rights: ; notified immediately

113)4
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STATEMENT OF DEFIGIENCIES (<1} PROVIDER/SURPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
s b
HAL043006 il S 0111312021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIF CODE
S04 WEST CANAL DRIVE
SENIOR CITIZENS VILLAGE
DUNN, NC 28334
0} 1D SUMMARY STATEMENY OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION]} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
D912} Continued From page 12 D912
department (LHD} wers implemented and
maintained to provide protection of rasidents

during the global pandemic of COVID-18 related
to the screening of staff and visitors. [Refer to tag
812, 10ANCAC 13F 1801 Infection Prevention
and Control Program {Type B Violation)).
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