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Control Program (temp)

10A NCAC 13F .1801 INFECTION
PREVENTION AND CONTROL PROGRAM

{c) When a communicable disease outbreak has
been identified at the facility or thare is an
emerging infectious

dissase threat, the facility shall ensure
implemeniation of the facllity ' s IPCP, related
policies and procedures, and

publfishad guidance izssued by the CDC; however,
if guldance or dirsotivas spactiic to the
communicable disease

outbreak or amerging infectious disease threat
have been lssued in writing by the NCDHHS or
local heslth

department, the specific guidance or directives.
shall ba implemeniad by the facility.

This Rule s nol met as evidenced by:

Basad on observations, interviews and record -
reviews, the fadllity falled to ensure
recommendalions and guldance established by
the Centers for Disease Control (CDC) and the
North Carolina Depariment of Health and Human
Services (NC DHHS) were implemented and
maintained o provide protection of residenta
during the global pandemic of COVID-18 to
raducs the risk of transmission and Infection to
residents by implementing tha proper use of face
masks and ensuring the proper scresning of staff,

The findings are:
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The Executive Director provided training |
The Adult Cara Licensure Saction conducted a on proper use of wearing a maskto all | |
complaint investigalion survey with an onsite visit current staff on 2/5/2021 and 2/25/2021. |2/5/2021 |
::::'?Wa a d::;‘ f:n";* e 02/04/21 All newly hired staff will be provided with |2/25/2021/
elephone 204721 training on how to wear a mask properly I i
DE12 and the expectations of wearing a mask ;
De1z 13F . Inf Pravention & ; [ -
10A NCAG 1801 {op indeotion P o prior to entering the community and while i

on shift this training will be provided
during the orientation training. Ongoing |
Person responsible for ongoing [
Monitoring :

The Executive Director or Designee will

i

conduct rautine monitoring of proper

mask use dally on different shifts to verify 4
that staff are wearing thelr masks L i
properly. ’ . fi

Staff will be trained by Executive Director g '

or designee on reporting to their , i

Supervisor if they observe a mask not - | 2/25/2021!

being wern or not worn properly, Tralning ‘

date 2/25/2021 ]

Ongolng Monitoring : F _

Monitoring of mask use will be ongoing | ‘
and training by Executive Director or l

designee will occur monthly or as a need s ;

identified for three months and willbe | ‘

discussed during the Quality Assurance |
review starting 03/15/2021 and ongoing
for monthly for three months .
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Review of the Centers for Disease Control (CDC)
guidelines for the prevention and spread of the
coronavirus disease in LTC facilities last updated
11/20/20 revealed:

-Health care personnei should always wear a
facemask while they are in the facility.

-All health care personnel should be screened at
the beginning of their shift by actively checking
their temperatures for fever and screening for
other symptoms of COVID-18; and document the
absence of those symptoms.

Review of the NC DHHS guidslings for the core
principles of COVID-18 infection prevention for
larger residential settings, with seven or more
beds, last updated on 10/16/20 revealed:

_Staff should use the appropriate personal
protective equipment (PPE) when providing
resident care.

-Facility should screen all staff daily for
temperature-theck, presence of symptoms, and
known exposure to COVID-19.

1. Observation of the Special Care Unit (SCU) on
02/03/21 at 11:00am through 11:02am revealed
the Speclal Care Manager at the nurse's station
talking on the phone with a N85 mask hanging
around one ears and not covering her mouth or
her nose.

Observation of the assisted living (AL) unil on
02/03/21 at 12:53pm revealed a medication aide
(MA) standing at the mediation cart with a N85
mask hanging around one ear and not covering
her mouth or her nose.

Observation upon entering the SCU on 02/03/21
at 9:15am revealed the facility's Director of Sales
entered the SCU with her mask below her nose.

{%4) ID SUMMARY STATEMENT OF DEFICIENGIES D
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Screening Process -

Interventions to prevent reoccurrence:
Current employee screenings will
continue at the beginning of each shift
per Senior Lifestyle Screening guidelines.
The Supervisor in charge or Designee on
each shift will review the screening daily,
Temperature and oxygen saturation and
follow the Senior Lifestyle screening
guidance . Any discrepancies on the
screening, temperature or OXygen
saturation will be reported to the
Executive Director, Health and Wellness
Director or designee immediately and the
employee will be sent home for further
monitoring. 2/5/2021

Training utilizing the Senior Lifestyle
Screening Guidelines was provided to ali
current staff by the Executive Director or
Designee on 2/5/2021 :

Newly hired staff will be trained on the
screening process and expectations prior
to being placed on the schedule utilizing
the Senior Lifestyle Screening Guidelines.
Ongoing

‘ Ongoing Monitoring:

The Executive Director , Health and
Wellness Director or Designee will verify
that the screening process was completed
by the Supervisor in Charge or Designee -
as the Supervisor in Charge or Designee
will Initial the screening upon completion
at the beginning of each shift . The
screenings will be brought to the daily
Department Manager’s meeting daily

through the week for review by the

2/05/2021

2/05/2021

N SE—
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A second observation on 02/03/21 at 12;08pm
revealed the Director of Sales entered the SCU
with her mask below her nose.

Observation of signage posted on the front
entrance of the facility and throughout the facility
on 02/03/21 revealed based on guidelines from
the Center for Disease Control and Prevention
(CDC) all employees and any essential third
parties entering the building were fo wear a mask
while working in the community.

Review of the facility's COVID-19 Screening
Process policy dated 08/26/20 revealed
employees must wear a mask while in the facility.

Review of the facility policy related to How lo
Wear a Face Mask (not dated) revealed:
-Staff were to place ear loops over ears.
-The mask should cover the mouth, nose and
chin. -

Telephone Interview with a resident on 02/04/21
at 2:11pm revealed: ’
-She was concerned that the 3rd shift medication
aide (MA) did not have her mask on when she
brought her medications.

-it was usually at 12:00am that the MA brought
her medications and “never wears a mask."
-She had not asked the MA to wear her mask
when she entered her room because she was
afraid to ask.

-She had not reported her concern to the
Executive Director (ED) bul had told the Activity
Director (AD} in confidence.

-She asked the AD to maintain her confidentiality.

-The MA who did not wear a mask lasi entered
her room the weekend of 01/29/21-01/31/21.

D612

E;teéutive Direttor or Designee. Date
Started 2/5/2021 2/5/2021
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Interview with a personal care aide (PCA) on
02/03/21 at 4:23pm revealed:

-She had worked at the facility for 3 to 4 months.
-"Sometimes" siaff did not wear their mask
properly because the mask "could get hot".

-The facility had trained her how to properly wear
a face mask about 3 weeks ago.

-Staff were supposed to wear a face mask at all
times while in the facility.

~The face mask should cover the nose and
mouth.

Interview with another PCA on 02/03/21 at
11:20am revealed:;

-She had observed numerous administrative staff
in the hallways of the SCU not wearing their
masks correctly.

-There was one time asked an administrative
staff person to wear their mask correctly by
covering their mouth and nose with the mask.
-The administrative staff continued to walk the
hallway wearing their mask incorrectly.

-She had not reported her concem to the ED.

interview with the Director of Sales on 02/03/21 at
5:04pm revealed:

-Staff were supposed to wear a face mask from
the time they walk through the door unless they
were ealing.

-She had seen staff wearing their face mask
under their nose and pulied down under their
chin.

-She did not wear her face mask correctly foday
because she thought she would not be heard

while she was talking.
-The ED talked to her today about not wearing
her face mask correctly.

Interview with the Business office Manager
(BOM) on 02/03/21 at 5:11pm revealed:
Division of Health Service Regulation

STATE FORM

e M2L711 If cantinuation sheet 4 of 11




PRINTED: 02/24/2021
FORM APPROVED

Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: RO COMPLETED

HALO026068 B. WING 02/04/2021

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1164 718T SCHOOL ROAD

THE ADDISON OF FAYETTEVILLE
CUMBERLAND, NC 28331

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

D612 | Continued From page 4 D 612

-Slaff were supposed to wear a face mask at all
times while in the facility.

-She took her mask off when she was in her
office alone.

-The facility had trained staff on how and when to
correctly wear a face mask.

-She did not work the floor but if she had seen
staff not wearing the face mask properly, she
would have said something to them,

Interview with a Supervisor on 02/03/21 at
4:45pm revealed:

~-She worked in both the AL unit and SCU on her
shift.

-Staff did not wear the face mask correctly all the
time while in the facility.

-She did not always wear her face mask covering
her mouth and nose when she was standing at
the medication cart or when she was in the
breakroom.

-Staff were supposed to wear a face mask
covering their mouth and nose while in the facility
at all times.

-The facility had trained her on how to properly
wear a face mask.

Interview with the SCU Manager on 02/03/21 at
11:20am revealed:

-Staff were supposed to wear a face mask
covering their mouth and nose while in the facility
at all times.

-Staff did not wear mask correclly while in the
facllity.

-The Supervisor on the AL side and the SCU did
not wear their mask covering their nose and
motuth.

-She had asked staff to correctly wear their mask
while in the facility and she was told "no" by the
staff.

-She had informed the ED on 01/25/21 that staff
Division of Health Service Regulation
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were not wearing their mask correctly.

-The ED did not have a response related to her
concerns.

-The facility had trained staff on the correct way to
wear face mask.

Interview with the ED on 02/03/21 at 12:14pm
revealed she had instructed all staff to wear their
mask correctly, covering their nose and mouth
during trainings and if she observed a staff
member not wearing their mask correctly, she
would correct them.

Second interview with the ED on 02/03/21 at
4:25pm revealed:

-She expecled staff to wear a mask while in the
building unless they were alone in their office.
-She expected staff to wear a mask properly,
covering their mouth and nose.

-She expected managers to prompt staff if they
were observed not wearing their mask properly.
-She expected all staff to wear their mask
properly to prevent fhe spread of COVID-19 to
ensure the residents' and staff safety.

2. Observation on 02/03/21 at 9:37am revealed.
-The Dietary Manager (DM) entered the facility
through the backdoor entrance and washed her
hands.

-She coughed and cleared her throat and did not
cover her mouth.

-She was wearing a mask covering her mouth

and nose.
-She signed her name and dated the facility's

COVID-19 Screening Tool Questionnaire but did
not complete the questions.

interview with the DM on 02/03/21 at 9:40am

revealed:
-She had a sore throat, congestion and a bad

Division of Health Service Regulation
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-She had worked on 02/02/21, had a headache
and "did not feel well."

-She did not feel well the evening of 02/02/21
once she returned home.

-She completed her own femperature check and
COVID-19 Screening Tool Questionnaire each
morning.

-She "forgot" to complete the COVID-19
screening guestions but completed them after
prompted by the surveyor.

-She answered no 1o all questions.

-She answered no to the question of "having a
sore throat and congestion” because she wanted
to work to provide support to the dietary staff.

-if she had a temperature or did not feel well, she
was expected fo inform her Executive Director
(ED).

-She should have informed the ED yesterday that
she was not feeling well.

-She would inform the ED that was not feeling
well today.

A second interview with the DM on 02/03/21 at
9:45am revealed:

-She had informead the ED thai she had a sore
throat and did not feel well.

-She had worked on 02/02/21, had a headache
and "did not feel well."

-She did not inform the ED on 02/02/21 thal was
did not feel well.

-The surveyor prompted her to inform her ED that
she was not feeling well.

-She met with the ED after complefing her
COVID-19 Screening Tool Questionnaire and
updated her on her symptoms.

-She was instructed by the ED to return home
and would not be working today.
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cough.
-She did not feel well but wanted o come to work
to help the dietary staff.
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Interview with the Director of Sales on 02/03/21 at
5:04pm revealed:

-Staff self-screened for COVID-19 in the break
room by the time clock.

-The self-screening included checking
temperature, oxygen level and completing the
COVID-19 screen form.

-She did not collect nor monitor the COVID-19
screen forms completed by the staff.

-She did not know who was responsibie for
collecting or monitoring the COVID-19 screening
forms.

Interview with the Business office Manager
(BOM) on 02/03/21 at 5:11pm revealed:

-All staff entered the facility through the backdoor
and self-screened for COVID-18 in the
employees' breakroom.

-She checked her temperature and her oxygen
level and completed the COVID-18 screening
form and left the form in the employees'
breakroom.

-The department heads or the Executive Director
(ED) were responsible for collection and
monitoring the completed employee COVID-19
screening forms at the end of day.

-She was not responsible for collecting the
completed employees COVID-19 screening
forms.

-She last collecied the completed employee
COVID-19 screening forms abouf a month age.
-When she did collect the completed employee
COVID-19 screening forms, she did not review
the forms prior to giving them 1o the ED.

-She collected the screening forms a month ago
"so they wouldn't be lying around”.

interview with a Supervisor on 02/03/21 at
4:45pm revealed:

D&12
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-Staff at the facility self-screened for COVID-19in
the employees' breakroom when arriving to work.
-She self-screened for COVID-19.

-She did not collect the completed COVID-19
screening forms.

-She did not know who or when the COVID-19
screening forms were collected.

Interview with a transportation coordinator on
02/03/21 at 4:23pm revealed:

-Staff entered the facility through the back door
and self-screen for COVID-19 at the slart of each
shift.

-She checked her temperature and completed
employee COVID-19 screening form before
starting her shift.

-Staff completed their own self-screening for
COVID-19.

Telephone interview with the transportation
coordinator on 02/04/21 at 12:15pm revealed:
-She had not been instructed or trained by the ED
to collect the staff screening logs.

-She began collecting the staff screening logs a
few months ago because the binder they were in
became too full,

-She removed the staff screening logs every
Friday.

-She reviewed the staff screening logs to ensure
staff had answered the screening questions and
they did not have a temperature.

-A high iemperature was either 101 degrees (F)
or 102 degrees (F).

-If she saw a temperature of 101 degrees (F) or
102 degrees (F) recorded on the staff screening
iog, she would talk to the staff person with the
temperaiure.

-After speaking with the staff person, she would

notify the ED.
-She had collected and reviewed the staff
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screening logs on 01/29/21.

Interview with the ED on 02/03/21 at 12:23pm
revealed:

-The transportation coordinator would gather the
staff screening forms weekly.

-The transportation coordinator would notify her if
she had a concern on the screening log, if a staff
recorded a temperature or symptom that would
require her to follow up with that staff.

Telephone interview with the ED on 02/04/21 at
4:15pm revealed:

-She started as ED at the facility in September
2020 and the self-screening process was in place
from the previous ED.

-She continued to allow staff to self-screen.

-She did not have any concerns about staff
screening themselves.

-She reviewed the screenings sheets each
morning.

-The Transportation Coordinator brought her the
screening logs every 2 weeks.

-She ensured siaff screened correctly by
reviewing the screening log daily and would ask
staff additional questions if she had concerns.
-She would educate siaff that beginning 02/04/21
that they would not be able to self-screen at the
beginning of their shift any longer.

-She would educate staff that beginning 02/04/21
that a medication aide or a department manager
would take their temperature and complete their
COVID-19 Screening quesiions at the beginning
of each shift.

-She expected the staff to have another staff
member verify their screening information and to
sign as a witness to ensure staff were not
self-screening.

-The facility did not have any positive COVID-19
residents or staff.
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