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| The Adult Care Licensure Section and the

] Carteret County Department of Soclal Services
; conducted a complaint invastigation with an

| onsite visit fiom 01/26/29 - 01/27/21 and a desk
;raviewsumyﬁ'ommfzwm-mmwmmma ‘
{ telephone exit conference on 01/20/21. The {
: Carterst County Department of Socig| Services ‘
i initiated the complaint investigation on 01/14/21,

!
074 10A NCAC 13F .0306(a)1) Housekesping And D 074
i Fumishinge |

I

: 10A NCAC 13F .0306 Housekeeping And R f

i esponses 1o the clied deficiency do
Furnighings | not constitute an admission by the
(8} Acult care homes shell: facllity of the facts allaged or condlusions

|(1} have wails, cellings, and ficors or floor | 8etforth in the statement of deficlency or

. Coverings kept clean and In good repair: ' cofractive action report; the plan of correction

i issoldypraparadasamaﬂarofmpﬂem

5 I with stale law.

| |

| This Rule is not met as evidenced by: J

| TYPE B VIOLATION | |
Based on observations, interviews and record ;

’mﬁms.ﬂmfadityhﬂsdtommmaﬂm E l
were kept clean in the hallway, several resident

| Fooms, residant bathrooms and the common ‘

| showerispa room and on a showsr wall
! Inthe designated COVID-19 unit,

’ The findings are; *
| Observations in the designated COVID-19 unit o I

i 01/20/21 from 4:00pm to 5:05pm revealed:
g-Tharewasbladcdﬁtfwimannﬂ'aﬂourswhan I
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! the nurses' station.

. -There were food particles on the floor near the

: dining room,

" -In resident room #308, there was a black grime
 build-up around the toilet rim and stains on the

, toilet seat, There was a trashcan overflowing with
i trash.

-In resident room #310, there was grime build-up
on the shower walls, clumps of hair on the

- shower floor and two yellow stained towsls on the
. shower floor.

-in resident room #307, thers were two trashcans
in the room overflowing with trash and the floors
had black dirt grime build-up.

, Interview with a medication aide (MA) on

' 01/20/21 at 4:35pm revealed:

. ~The designated COVID-19 unit had not had a

. housekeeper in the past two weeks,

-Staff were required to complete housekeeping

- duties (take out trash and sweep/mop floors),

~ when resident care was completed.

. ~She had not completed any housekeeping or

* laundry task today due to having to complete the
- medication pass and personal care needs of the
! residents.

i Interview with a resident on 01/20/21 at 4: 10pm
revealed:

-There had been no housekseping services in the
. designated COVID-19 unit the past “two weeks",

: =The staff would come in their room and take out
: the trash if they "had time".

| ~The floors were so dirty in her room, she could

i feel it on her feat.

_ Interview with the Administrator on 01/20/21 at
i 5:20pm revealed:

: -The designated COVID-18 unit never had a

i housekeeper,
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A contracted cleaning service arrived
on site on 1-27-21.

Deep cleaning of floors, walls, public
bathrroms, resident bathrooms,

public areas was completed by 2-2-21.

Executive Director initiated search for i
additional housekeeping staff on !
1-18-21. A permanent housekeeper |
was hired on 2-1-21. !
Housekeeping department currently ;
consisists of 2 full time housekeepers
and a houskeeping/Maintenance
Manager.
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' first part of January 2021, personal care aides

. (PCAs) and MAs were expected to pick up trash
, ald perform housekeeping duties as necessary.
-She did not know the floors were dirty, showers
were not clean, or trash had not been picked up
out of residents' rooms.

-She had not gone on the dezignated COVID-19
unit, she just started working on 01/08/21 and

" was instructed by the facility's corporate

. management not to go on the unit.

: Observation on the designated COVID-19 unit on
: 01/21/21 from 2:00pm to 2:45pm revealed:
-There was black grime build-up on the floor near
i the dining room/patio.

: -In resident room #308, there were food particles
- behind a sitting area and black grime build-up on
i the floor.

. =In resident room #310, the trashcan was

- overflowing with trash.

 -In resident room #310, there was a strong urine
; oder in the room and a wet incontinent pad in

j trash can.

|

i Interview with a PCA on 01/21/21 at 2:30pm

' revealed;

| ~The MAs and PCAs "usually” did not do

| housekeeping duties.

| -She was just "told today" by the Resident Care

i Director (RCD) to start doing “some"

" housekeeping duties, because at that time the

: floors were looking dirty.

- ~The designated COVID-19 unit had not had a

- housekeeper in about two wesks.

- =She tried to clean in resident rooms when there
- were two staff on the unit and the residents’
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-5taff members were expected to perform ) . I
| housekesping duties when all personal care and A linen order that consisted of towels,
i‘ needs of the residents had been met. Washcloths, sheets pl||0WS and pl”OW )
-Since opening the designated COVID-19-unit the cases was placed on 2-26-21. Alllinens: 3 44.04

have been delivered to the community.

Training was provided to housekeeping/
Maintenace Manager regarding the routine
cleaning of public areas, resident
rooms/bathrooms, frequency of trash
removal, and the weekly deep cleaning
of resident rocoms.

Housekeepers are respeonsible for the
general cleanliness of the facility.
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; persenal care had been completed.

. Observation of a resident room #305 located on
the designated COVID-19 unit on 01/26/21 at
11:03am revealed:

«There was a plastic knife on the floor and a

cardboard box filled with trash, stored beside a

trash can in the living room area of the room.

~There was a full, closed, clear trash bag
containing trash, stored across the top o” the
opening of the trash can.

-~There were smalll, scattered black stains on the

 floors in the living room and bedroom.

. =There was a laundry hamper that was turned
over sideways and clothing items and shoes
scattered throughout the room, on the floor and

: beds in the room.

. Interview with a resident residing in resident room
#305 at 11:07am revealed:
-Tre toilet had "been stopped up" since yesterday
{01/25/21).

. -The resident reported that the toilet was full of

'+ feces and would not flush last night (01/25/21).

| -She reported it to staff working on the unit last

' night, however, no one came to repair the toilet,
-The resident was concerned because she
shared this bathroom with another resident.
~The resident was concerned about viruses,

! illnesses and her own safety of using the soiled
toilet.

 -She had bean on the designated COVID-19 unit

hall for a few weeks or more.

-No one (staff) cleaned or sanitized high touch

areas on the designated COVID-19 unit.

-It had been approximately one week since the

floors had been mopped on the COVID-19

- designated unit.

 -The resident was concerned because her living

- area had not been cleaned.

D074

’DJ)‘-!

Executive Director conducts weekly
rounds throughout community to monitor
maintanance and housekeeping concerns.

Twice a month the Executive Director

and Maintenance Manager will complete

a thorough walk thru of the community
inspecting maintenance and housekeeping -
needs.

2-25-21
and
ongoing
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| The resident had attempted to clean the room
herself.

Observation of the resident assigned to room
#305 on 01/26/21 at 11:07am revealed the
resident was tearful when discussing the toilet
and her living area and conditions on the
designated COVID-19 unit.

Observation of the residents' bathroom in room
#305 on 01/26/21 at 11:04am revealed:

-There was a trash can stored on the right side of
the entrance door that was approximately 3/4th
full,

-The toilet bowl was filled with a thick brown
substance, scatterad brown splatters and white
paper material in the toilet bow!.

-The thick brown substance exceaded the level of
the water inside the toilet bowl.

Interview with the MA assigned to the designated
COVID-19 unit on 01/26/21 at 11:10am revealed:
-She was attempting to clean and sanitiza the

| areas on the COVID-19 unit but had been busy

| assisting residents, giving medication to the

' residents and had not had time yet.

-She was the only staff working on the designated
COVID-19 unit.

-The facility had two housekeepers, one
housekeeper left the facility and the other
housekeepar mostly worked on the other side of
the facility (The non-COVID-19 section of the
facility).

-She was not sure why the housekeepers did not
clean and sanitize on the designated COVID-19
unit.

-The staff working on the floor were respensible
to clean and sanitize the unit.

-She did not know the toilet in room #305 was not
working.
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Observation of the common
bathroom/shower/spa room located on the
designated COVID-19 unit on 01/26/21 at
11:16am revealed:

-There ware heavy concentrated black colored
stains in the shape of foot tracks on the floor that

; circled around the sides and front of the toilet.
| ~There were scattered sections of paper towels
i and toilet paper scattered around the front and

sicles of the toilet.

-Some of the scattered sections of paper towels
and toilet paper were wet with yellow colored
stains.

Interview with the Administrator on 01/26/21
11:30am revealed she did not know aboul the
cleaning needs in the common bathroom, the
flocrs, the toilet in resident room #305 or the trash
build-up in residents' room, .

{ Observation in the hallway of tha designated

COVID-19 unit on 01/26/21 at 1:26pm revealed:
~The cardboard box filled with trash was in the
hallway.

-There was a large wheeled garbage can in the
hallway.

Qbservation of resident room #3098 on 01/26/21 at
1:28pm revealed;

~There were black stains ana scattered loose
debris on the floor of the living room and
bedroom.

-There was a trash can on the floor stored behind
a recliner that was in full view leading into the

. Tesidents' rooms that was overfilled with trash
" and some of the trash was scattered on the floor

around the trash can.

: ~There was a second trash can in the residents'

bedreom filled with incontinent linen savers and
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Observation of the bathroom in resident room
#3089 on 01/26/21 at 1:37pm revealed there was
scattered loose debris and a solled disposable
wipe on the bathroom's floor.

Observations on the designated COVID-19 unit

on 01/26/21 at various times from 1:20pm to

3:00pm revesaled:

-In resident room #303, the trash container was

overflowing with trash.

-in resident room #307, dirt residue on the floors

around the beds and napkins and other debris
under the bed.

 -In resident room #304, the trash container was
overflowing and there was dirt residue on the

. floor.

" -In resident room #308, the trash container was

. overflowing and there was dirt residue on the

floor.

. -In resident room #310, there was dirt residue on
tne floor and the trash container was overflowing

© with trash,

i Observation on the COVID-19 unit at various

. times between 10:35am - 11:30am and 1:24pm -
© 2:35pm on 01/26/21 from revealed:

" -There were scattered areas fof black stains and
. debris on the floor in the hallways.

| ~Staff were not observed cleaning or disinfecting

. any of the high touch areas on the unit.

. Interview with a resident on the designated

: COVID-18 unit on 01/26/21 at 10:45am revealed:
- -She had tested positive for COVID-19
approximately 2 weeks ago and was immediately
moved to the COVID-18 unit.

-Since she had been in the unit, there was only
 one staff, a MA assigned to work 12 hours at a

D074
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-The resident was concerned one MA was not

| capable to care for all the needs of the residents
: and perform cleaning and disinfecting needs on
| the unit. g
% ~The resident had not seen any facility

: housekeepers cleaning or sanitizing high touch
! areas in the COVID-19 unit.

Interview with a second residant on the
designated COVID-18 unit on 01/26/21 at 1:30pm
and on 01/27/21 at 8:16am revealed:
- =The facility staff did not saniiize or disinfect the
. high touch areas of the room such as doorknobs,
i handrails and faucets.
-The resident could not remember the last time
. the room was cleaned by staff because it was so
sporadic that staff cleaned the resident's room.
-Staff mostly just removed trash from the room
approximately twice a week,

i Interview with a third resident on the designated
: COVID-19 unit on 01/26/21 at 1:40pm revealed: -
. -Staff removed the trash out of her rcom, i |
" however, did not clean and disinfect her room. !

. “When she was first moved to the COVID-19 unit
- after testing positive for COVID-19, her room was i
| "filthy".

F ~She had not observed staff cleaning high touch i
. areas such as door knobs or in the haliway.

" Interview with the housekeeper on 01/26/21 at
. 9:52am revealed: |
- -There was not a housekeeper assignad to clean |
" the designated COVID-1€ unit. |
-The housekeeping staff were net aliowed to go in
the designated COVID-18 unit. ;
: -The PCAs were responsible for housekeeping |
: duties in the dezignated COVID-19 unit. :
\
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Interview with the Housekeeping Supervisor on
01/26/21 at 10:02am revealed:

~He did not know if cleaning was being done in
the designated COVID-12 unit,

-He did not go in the designated COVID-19 unit
due to the pandemic.

-The staff in the desighated COVID-18 unit were
setup to work independently and no one else was
allowed to enter.

-There was a MA and PCA scheduled on the
designated COVID-19 unit and they were
responsible for cleaning the designated
COVID-18 unit

Telephene interview with the former Administrator
on 01/28/21 at 1:38pm revealed:

-The first residents with COVID-19 were initially
diagnesed on 01/04/21.

-The designataed COVID-18 unit was completely
set up on 01/056/21.

-The MA was responsible for cleaning thi:
designated COVID-19 unit,

-The MA was responsible for sweeping, mopping,
sanitizing and taking out the tragsh.

-Sanitizing and disinfecting were to be done every
two hours by the MA.

-She walked through the designated COVID-19
unit one time a day if the RCD was not in the unit
working.

Telephone interview with the Administrator on
01/29/21 at 10:54am revealed:

-There were some shifts the MA worked as the
only staff in the designated COVID-19 unit.

~-The facility was to be sanitized every two hours.
-The MA was responsible for cleaning and
sanitizing.

-The RCD and the MAs would have heer.
responsible to notify her of any cleaning and

, | sanitizing needs on the designated COVID-19
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unit.

-The MA and PCAs should have been sanitizing
the high touch areas every 2 hours.

-She did not physically monitor the designated
COVID-19 unit to decrease spread of the virus in
the building and depended on the MA to inform
her of any concerns.

Telephone interview with the Communicabie
Disease Nurse at the local health departmeant on
01/28/21 at 3:40am revealed:

-She understood the facility had maintenance

 staff that were responsible for cleaning the
" facility.

-The designated COVID -19 unit needed frequent
cleaning, especially of the high touch areas.

_ =If the designated COVID-19 unit was not kept

clean, it could cause mora illness.

The facility failed to ensure the floors were kept
clean and free of build-up and debris, a resident
shower wall was cleaned, resident living areas
were free of excess trash in several rooms; and
human waste [eft overnight in a toilet that needed
repair in one shared resident bathroom which
resulted in emotional distress for one resident:
and no sanifizing and disinfecting done for high
touch areas every two hours to prevent ilinesses
in the designated COVID-18 unit of the facility.
The facility's failure was detrimental to the health,
safety and welfare of residents and constitutas a
Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 for this violation

- on 01/20/21 with an addendum on 01/26/21,

01127121, 01/29/21 and 02/19/21.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 15,

| Housekeepers have been instructed to
ensure sanitizing and disinfecting of high | 1-27-21
touch areas is completed every two hours

| and
" ongoing
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D 204i 10A NCAC 13F .0604(e)(1)(E) Personal Care and
Other Staffing

10A NCAC 13F .0604 Personal Gare and Other
Staffing

(e) Homes with capacity or census of 21 or more
shall comply with the following staffing. When the
home is staffing to census and the census falls
below 21 residents, the staffing requirements for
a home with 2 census of 13-20 shall appy.

(1) The home shall have staff on duty to meet
the needs of the residents. The daily total of aide
duty hours on each 8-hour shift shall at all times
be at least:

(E) The Department shall require additional staff
if it dstermines the needs of residents cannot be
met by the staffing requirements of this Rule.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observation, interviews and record
" reviews, the facility failed to provide adequate
" staffing to meet the needs of residents residing in
» the designated COVID-192 unit, with a resident
census ranging from 7 - 22 for the month of
i January 2021, for residents who required
i additional staff assistance with supervision due to
i disorientation, who were dependent andfor
' required staff assistance for incontinence care,
" meal set-up and assistance with eating,
transferring, dressing and bathing.

i The findings are:

D074
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Raview of a facllity census form for January 2021
revealed there were between 7 - 22 residents
residing on the designated COVID-19 unit.

Review of an assignment sheet dated 01/20/21
revealed:

-Staff on duty on second shift on 01/20/21 was 1
medicaticn aide (MA) assigned to the designated
COVID-18 unit,

-Staff on duty for second and third shift on
01/20/21 was 1 MA assigned to the designated
COVID-18 unit.

| Observations on the designated COVID-19 unit
. on 01/20/21 from 4:15pm to 5:00pm
~The unit had a total of 22 residents.
-There was one staff on duty for the
| 3:00pm-11.00pm shift.
| -There was a resident sitting in a wheelchair at
! the entrance to the designated COVID-19 unit
* yelling and cursing to go back to bed.
_ -There was a second resident crumbling a pisce
- of cornbread walking into another resident's
. Toam.
" -There was a third resident sitting in a wheelchair
" in the hallway asking to go to bed.
-There was a fourth resident requesting
. assistance for personal hygiene products.
. -The MA was completing blood sugar checks on
assigned rasidents.

i Interview with the MA on 01/20/21 at 4:25pm

: revealed:

. -She was the only staff working on the unit for the
. 3:00pm - 11:00pm shift. There was only one staff
assigned for the 11:00pm -7:00am third shift.
-The designated COVID-19 unit had twenty-two

* assigned residents on the unit; 4 residents

' needed assistance with transferring to bed,

Executive Director had identified the need
for increased perscnal care staff on 1-8-2.

A recruiting campalign involving HR,
community leadership and DVPO was
initiiated on 1-11-21.

Recruiting efforts continued until staffing
stabilized on 2-18-21,

CARTERET HOUSE
NEWPORT, NC 28570
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’ toileting and meal set-up. i

: «She had been werking the designated COVID-19
sinca it opened and there had been only one staff ]

assigned to the unit for each shift.

. -She had notified the Administrator (no date

provided) and the Resident Care Director (RCD)

concerns of one staff taking care of twenty-two

residents.

-She was responsible for administering

" Inedication to twenty-two residents, giving
showers for residents whom are assigned on
night shift, delivering dinner trays/evening snacks,
assisting with toileting and helping assist

 residents into bed.
-She had not completed any housekeeping or
laundry task due to medication pass, dinner being
served/clean-up and helping assist residents with
toileting or going back to bed.

A second interview with the MA on 01/20/21 at
4:35pm revealed:;

. -There needed o be at least two staff a MAand a

| personal care aide (PCA) on this unit.

i -She was unable to complete her tasks as MA

| and perform personal care needs of the
residents.
-The siaffing issue had been happening since the
designated COVID-19 unit was set up the first of
January 2021.
~lt's difficult to keep an eye on all these
residents"”.

! -She had made management aware of needing

, more staff and no response was provided.

interview with a resident on 01/20/21 at 4:45pm

revealed:

-There was only one sfaff in the unit at all imes.
. -8ha had not received a shower "in weeks", due
_ to there was not enough staff to assist her.

-The MA was trying to administer medications
Division of Health Service Regulation
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and help all the other residents, and she "hated"
to ask for a shower,

~She had not seen a housekeeper since she was
transferred to the designated COVID-19 unit, the
iviA would take out trash and help with laundry.

Interview with Administrator on 01/20/21 at
5:16pm revealed:
- -She was staffing to the aide hours of needs
. which was 20 hours.
-She requested additional staffing from sister
facilities and corporate had reached out fo the
_ Emergency Operation Center (EOC) for
additional asslstance with staffing.
-Her expectations were for staff to let her know If
they were needing additional assistance with :
providing care to the residents, i

Telephone interview with a resident's family : |
member on 01/19/21 at 10:00am revealed:
-There were not enough care staff to provide care
- {0 the residents.
-The resident had not had & shower in days, dus
to staff shortages. i
-This had been a problem at the facility for 4
manths.
-The PCA staff had to complete housekeeping '
, and personal care for all the residents on the !
designated COVID-19 unit.
-She attempted to notify the administrator via
telephone but was unable to reach anyane.

Review of an undated and unlabeled list of i
- residents' residing on the CCVID-12 unit on
01/26/21 - 01/27/21 revealed:
-There was documentation of twe residents who
were disoriented "at times" and one resident that
. was discriented.
- -There were two residents requiring extensive
. staff assistance with bathing and two residents
Division of Health Service Regulation
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requiring staff supervision for bathing.
~There was a third resident listed under bathing
. needs with no documentation for the lavel of care
required from staff.
-There were 5 residents that required assistance
from staff for incontinence care. ;
. =There was one resident that required assistance i {
¢ from staff with eating. [ !
-There were two residents that required staff [
! assistance with transferring. i |
' “There were three residents that required staff | ‘ i
assistance with dressing.

interview with the Divisional Vice President of

. Operations (DVPO} on 01/27/21 at 5:00pm
revealed the facility had been attempting to hire
and bring in more staff for the last few weeks.

Interview with the Administrator on 01/27/21 at
12:36pm revealed the facility had utilized and
remained on a list for needed staff assistance
from EOC.

Interview with a MA assigned to the designated
COVID-18 unit on 01/26/21 at 10:37am ravealed:
-She was the only staff working on the designated
COVID-18 unit today (01/26/21).

-She was working today (01/26/21) from 7:00am -
7:00pm.

Observations on the designated COVID-18 unit
on 01/26/21 intermittently between 10:37am -
11:29am revealed:

| ~The MA was up and down the halls assisting

| residents.

_ -There were times when the MA could not be
saen from the haliways while residents were up
and down the halls, in the common dining area,
one resident geing outside to smoke, and
residents going in and out of their rooms.

Division of Health Service Regulation
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" Interview with a resident on the designated

COVID-18 unit on 01/26/21 at 10:45am revealed:
-There were times since she had been on the
designated COVID-19 unit there would only be

. one staff, a MA assigned to work 12 hours at a

time.

. =The resident was concerned one MA was not

capable to care for all the needs of the residents,
medications and perform cleaning and
disinfecting needs on the unit.

-Most of the residents would be moving out of the

, tlesignated COVID-19 unit this week.

Interview with a second resident on the

i designated COVID-19 unit on 01/26/21 at

1:40pm revealed:

-There was not enough staff working each shift,
"We don't have any help".

-0n 01/21/21, a PCA had to leave early, leaving
one MA to care for all the residents on the unit.

1 -When there was not enough staff on the unit, it

- caused a delay in care for the residents.

' -The resident was independent with her toileting

. needs, however there were some residents on

. the designated COVID-19 unit that ware

_ completely dependent on staff tc assist them with

toileting.
-The resident knew at least 2 named residents
that were dependent on staff for toileting needs.

_-She was concerned because she knew there

were times the two residents (named) had to "lay"
in their urine because a bad urine odor was
observed on ths residents,

Observation on the designated COVID-19 unit on
01/26/21 from approximately 1:50pm - 2:02pm
revealed:

-A female resident’s pants was wet and 2 linen
saver in her wheelchair was wet.

Executive Director reviews monthly schedule
to ensure proper staffing levels,

Daily staffing and personal care _
assighments are reviewed daily during 2/1/202
management stand up meetings by the
Executive Director and Lead SIC to ensurs Sl
staffing meets the needs of the residents. going
DVPQO reviews personal care staffing
levels during monthly site visits.
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-The resident was attempting to transfer herself

to her bed and required physical support to

prevent her from falling.

~The MA was verbally prompted and transferred

the resident back into the wheelchair.

-A second female resident was walking in and out

of resident rooms.

-The resident was tearful and was repeating “was
- the baby okay".

-The MA was busy in and out of other resident

rooms assisting other residents down the hall.

. Interview with the MA on 01/26/21 at 2:27pm

i revealed:

i -She was not able to do everything needed when

i she worked by herself in the designated

i GOVID-19 unit.

‘ -The residents on the designated COVID-19 unit
needed at least two staff in order to get the

| resident needs completed.

| -She had one resident that had slipped off her

| bed and onto the floor earlier today (01/26/21)

| when attempting to transfer herself from the

: wheelchair to the bed.

| -She did not witness the resident's incident.

i -The named resident was not injured and was not

| sent to the emergency department for evaluation,

| -The named resident's primary care provider was

| notified.

I

i Telephone Interview with a family member on

" 01/26/21 at 3:30 pm revealed:

- -The designated COVID-18 unit had only 1 MA on

: staff on all shifts, this had been happening the

* past two weeks.
-Residents were not being properly taken care of
due to having one staff member on duty.
-Residents had to wait to get showers or
assistance because there was only one staff on
the unit at all times,

D 204
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Interview with a MA on 01/27/21 at 7:40am

. revealed:

. =She had been working at the facility in the

" designated COVID-19 facility for the last *2

- weeks" on the 7:00pm-~7:00am shift.
~There had been times withir the |last week that
she worked her 12 hour shifts without any other

. staff,

i -She was able to complete all needed tasks such

i as personal care, assisting residents,
housekeeping and cleaning tasks because there

| was not a lot to do at night for the residents.

| -She was concerned if something happened such

. as an emergency on the floor or when staff were

. busy assisting one resident and felt concerned

* how could the other residents be monitored
during that time; "you can't be in two places” at
one time.

" -8ne had never told management her concermns of
working alone because management was aware
the facility was short staffed.

-She had worked alone in the COVID-19 un't on
some shifts caring for as many as 22 residents.
-She was not adle to recall how many times she
had worked alone in the designated COVID-19
unit, but had worked as the only staff more than
she had worked with another staff,

-There were approximately 3 residents that had
some dementia, but thought all the residents on
the designated COVID-19 unit had some level of
dementia.

-There were currently five residents who were
depandent on staff for incontinent care.

-There were two residents that required staff
assistance to transfer.

Interview with a resident on 01/27/21 at 8:46am
revealed the designated COVID-19 unit had been
understaffed for a few months and
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i
the MA was the only staff who worked in the !
designated COVID-19 unit and did all the work for :
the last few months. '
Interview with the Administrator on 01/27/21 at
2:28pm ravealed:

-She realized there was not enough staft to care

for the residents on 1st shift.

-She had been staffing according to the numbers

but woutd be staffing according to the residents

needs.

-She expected staff to let her know if they were

1 "overwhelmed" or needed help to care for the

l residents.

|

: Telephone interview with the Administrator on

i 01/29/21 at 10:54 revealed:

| -The RCD was respensible for scheduling while

i she was employed at the facility.

i ~The RCD 's last day of employment was

| 01118721,

i =The RCD would complete the staff schedule and

" hang it on the bulletin board in office.
~The Administrator became responsible {or

staffing on 01/14/21.

. -Her concem was she was new in learning the

' residents.
-She had not been made aware of residents
personal care needs not being met due to

 staffing.

. ~The MA and the RCD were responsible to
monitor the designated COVID-19 unit,
-The MA and the RCD wouid have been
responsible to report any issues or concerns in
the designated COVID-19 unit to her.
-After the RCD's employment ended, the MA
would have been responsible to report any issues
or concerns to her in the designated COVID-19

" unit, |
~-She had not been making physical rounds on the }

Division of Health Service Regulation
STATE FORM

SUHCN

If continuation sheet 19 of 50



PRINTED: 02/19/2021

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
C
HAL016018 BING 01/29/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3020 MARKET STREET
CART
S NEWPORT, NC 28570
o) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE ! COMPLETE
TAG : REGULATORY OR LSC IDENTIFYING INFORMATION) y TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
! DEFICIENCY) |
! |
D 204 Continued From page 19 D 204 i

designated COVID-19 unit in an attempt to limit ;
| exposure to the residents and staff throughout the
' remainder of the facility.
. =She knew there was a need to staff according to
i the residents’ needs.

' Refer to Tag 0259 10A NCAC 13F .0001(a)
Personal Care and Supervision

The facility failed to ensure adequate staffing to
provide direct personal care assistance and
supervision needed by the residents residing in
the designated COVID-19 unit with a census !
ranging from 7 up to 22 residents for the month of i
January, which included residents who were
disoriented req..iring supervision and rediraction,

' at least two residents requiring extensive staff
assistance with bathing and grooming needs, 5
residents that required assistance from staff for
incontinence care, one resident that required

' assistance from staff with eating, two residents
that required staff assistance with transferring
and three residents that required staff assistance
with dressing. The facility routinely staffed one
person on each shift on the designated
COVID-18 unit, leaving staff responsible for 5
administering medications, !
housekeepingrsanitizing and laundry duties, meal i
cet up, personal care assistance and supervising
residents. This failure placed the residents at
substantial risk for serious physical harm and
neglect and constitutes a Type A2 viclation. |

' The facility provided a plan of protection in
. accordance with G.S. 131D-34 on 01/20/21 and
an addendum on 1/29/21 for this violation. )

CORRECTION DATE FOR THE TYPE A2

VIOLATION SHALL NOT EXCEED FEBRUARY
28, 2021.
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10A NCAC 13F .0901 Personal Care and
Supervisicn

. (&) Adult care home staff shall provide personal

care to residents according to the residents' care

‘ plans and attend to any other personal care
' needs residents may be unable to attend to for

themselves.

This Rule is not met as evidenced by:

| TYPE A2 VIOLATION

, Based on observations, interviews and re cord

| reviews, the facility failed to ensure staff provided
| personal care assistance to 3 of 7 sampled

| residents (#6, #5, and #1) who required staff

| assistance with transferring and incontinence

i care (#6, #5) and a resident who heeded

. assistance with bathing (#1).

The findings are:

1. Review of Resident #6's FL-2 dated 12/10/20
' revealed:
, -Diagnoses included Alzheimer's disease,
- shoriness of breath, anxiety, vertigo, depression,
. schizoaffective, hypertension and history of left
" hip repair.
-She was non-ambulatory with the use of a
wheelchair.

: Review of Residant #6's licensed health
. professional support (LHPS) evaluation dated
09/01/20 revealed:
-She was able to stand with stand-by assistance.
. =She transferred in and out of her wheslchair with
 assistance from staff,

-She was incontinent of bowel and bladder.

"Who am | sheets” have been

implemented and staff received

training related to personal care needs = 3519024
described on the "Who am | sheets",

These sheets are

available for quick reference in binders
located in the med room and they are
also placed on resident closet doors.
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+ -She completed her activities of daily living
. (ADLs) with the assistance from staff,

Review of Resident #8's current Assessment and
Care Plan dated 04/23/20 revealed:
-Resident #6 needed a walker for
ambulationflocomotion.
~-Resident #6 was sometimes disoriented.

i -Resident #6's memory was adequate.

i -Resident #8 needed limited assistance \vith

! toileting, ambulatienflocomotion, bathing,

! dressing, grooming/personal hygiene and

i transferring.

. Observation of Resident #6 on 01/26/21 at

" 1:51pm revealed:

: -The resident was observed standing up in her

| bedroom with her wheelchair behind her and both
hunds on the bed.
-Resident #6 had incontinent linen savers
positioned over the seat of her whaelchair.
-The incontinent linen savers were soaking wet
and a urine odor was detected.
-Resident #6's pants were saturated.
-The resident was slightly leaning over the bed
while aftempting to raise her legs up on the bed.
-There was no staff visible.
-Loud verbal attempts were made several times
to alert the medication (MA) that Resident #8
needed assistance immediately.
-The MA verbally responded from down the
hallway that she was coming to the resident's
room.
-Resident #6 continued to attempt to raise her
legs on the bed, the resident's head was face
down on the bed, legs bending at the knee and

the resident was progressively falling toward the
left.

-The resident was supported on both sides of her
body until the MA entered the room and assisted

raceived education regarding

Shower assessment sheets have
been implementad.

sheets after avery shower,
ED eor appropriate designee

noted.

All current staff and new hires have

community expectation that all lnconhnen!; 2/212021
residents are checked every two hours.

Staff is to complete shower assessment

will review and follow up on concerns

1/28/2021
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! Resident #6 to sit in the wheelcha'r.

; Interview with the MA on 01/26/21 at 2:27pm

| revealed:

| -She was not able to do everything needed when

| she worked by herself in the designated

| COVID-19 unit.

! -The residents on the designated COVID-189 unit

' needed a MA and a personal care aide {PCA) in

| order to get the residents needs complated.

-Resident #6 required incontinent care every 2

hours,

: -She knew Resident #8 was soiled and needed

" incontinence care provided after lunch but she

had net had a chance to assist Resident #8.

. =She last provided incontinent care for Resident

| #6 at the beginning of her shift which started at

i 7:00am on 01/26/21. Incontinence care should be

! performed every 2 hours, however, she had not

yet had time to provide incontinent care for

: Resident #8 since after breakfast this morning

‘(01/26/21).

" -Resident #6 needed staff assistance to wansfer

" but had a tendency to attempt to transfer herself.

. -Resident #6 was at risk for falling when she
attempted to transfer independently.

Interview with 2 MA on 01/27/21 at 7:40am
. revealed:
| -Resident #6 was dependent on staff to transfer,
| -Resident #6 was dependent on staff for
incontinent care.
|
| Based on observations, interviews and record
| reviews, it was determined Resident #6 was not
i interviewable.

Telephone interview with the Administrator on
' 01/20/21 at 10:45am revealed:
: -Skin breakdown for Resident #6 was a concern

D 269

Shower list schedule was updated and staff
received fraining regarding following the
schedule as posted.

112772021
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| when she was wet with urine and had nc:
received every 2 hour incontinent checks from
staff.

| -Staff were not required to document when every

i 2 hour incontinent checks were done.

Refer to the interview with the Administrator an
01/27/21 at 2:29pm.

! Rafer to the telephone interview with the former
. Administrator on 01/28/21 at 1:38pm.

Refer fo the telephone interview with the
- Administrator on 01/29/21 at 10:54am.

2. Review of Resident #5's current FL-2 dated
01/25/21 revealed:

 -Diagnoses included chronic pain, hypertsnsion,
i pneumonig, "COVID", failure to thrive,

_ transurethral resection of the prostate,

. hydrenephrosis, and arthritis.

~The resident was intermittently disoriented.

" -The resident was incontinent of bowel and

' bladder,

Review of Resident #5's current Assessment and
" Care Plan dated 12/29/20 revealed:
- -The resident was always disoriented and had
i significant memory loss and required dirgction.
| ~The resident required limited staff assistance
with eating, extensive staff assistance with
transferring ana dependent on staff for toileting
needs.

a. Observation of Resident #5 on 01/26/21 at
11:20am revealed the resident was lying in bed
with his eyes closed in his room.

| Interview with the medication aide (MA) on
| 01/28/21 at 2:27pm revealed incontinence care

(2084

Executive Director or designee reviews
shower assessment sheets weekly.

During daily rounds the management team . 2/28/2021
will talk to residents about any unmet needs

or concerns they have and do physical

oberservations. Management team consists  on going
of Executive Director, Maintenance Manager,

| Business Office Coordinator and Lead SIC.

Executive Director or designee

will conduct Resident Council meetings
monthly. Residents will have the opportunity
to express any suggestion or concems.

v < lbeP?
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| should be performed every 2 hours, however, she

c had not yet had time to provide incontinent care

! for Resident #5 since after breakfast this morning
(01/26/21).

Telephone interview with the Administrator on
01/29/21 at 10:45am ravealed:

-She had concerns why staff were not providing
every 2 hour incontinent checks for the residents.
-Staff were not raquired to document when every
2 hour incontinent checks were done.

Rsfer to the interview with the Administrator on
C1/27/21 at 2:29pm.

Refer to the telephone interview with the former
, Administrator on 01/28/21 at 1:38pm.

' Refer o the telephone interview with the
Administrator on 01/29/21 at 10:54am,

. b. Review of an undated and unlabeled list of
" rasidents' residing on the COVID-19 unit on
- 041/26/21 - 01/27/21 revealed
Resident #6 required assistance from staff with
" transfers,

Interview with a MA on 01/27/21 at 7:40am
- revealed:
-Resident #65 was dependent on staff to transfer.
-Resident #5 was dependent on staff for
incontinent care.

Interview with a persenal care aide (PCA) working
on the designated COVID-18 unit on 01/27/21 at
- 8:35am revealed:
-Today (01/27/21) was her first day working at the
. facility.
 -She thought every resident had gotten out of bed
- th.s morning (01/27/21).
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i -8he was not aware Resident #5 needed transfer
| assistance from staff.

! -She was not aware Resident #5 was on the unit,
| -She would find out what type of assistance the

| resident needed and would follow-up.

- Observation of the PCA on 01/27/21 at 8:44am
- revealed:
" -The PCA entered Resident #5's room.
-The room light was off.
-The PCA called Resident #5's name a few times
before the resident answered.
-Resident #5 told the PCA to leave the room.

- Interview with a MA working on the daesignated
_ COVID-19 unit on 01/27/21 at 8:44am revealed
i Resident #5 had a routine of getting out of bed
- around lunch, some days he got out of bed

i earlier.

- Telephone interview with the Administrator on
: 01/28/21 at 10:45am revealed:
-She had concemns that the PCA was not told
. about Resident #5 and his needs for staff
" assistance.
. ~The MA would have been responsible to ensure
! the PCA was aware of what type of assistance
Resident #5 required.

_ Based on observations, interviews and record
* reviews, it was determined Rasident #5 was not
! interviewable.

- Refer to the interview with the Administrator on
01/27/21 at 2:29pm.

. Refer to the telephone interview with the former
Administrator on 01/28/21 at 1:38pm.

" Refer to the telephone interview with the

D 269
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. Administrator on 01/20/21 at 10:54am, ?

' 3. Review of Resident #1's current FI.-2 dated

. 07/26/20 revealed:

- -Diagnoses included chronic obstructive

- pulmonary disease, hypertension, macular ;

" degeneration, polymyalgia, rheumatica, iron

- deficiency, and actinic keratosis.

' ~The resident was semi-ambulatory with the use
of a walker.

; -The resident's orientation section was blank.

I
i Review of Resident #1's current Assessment and
| Cure Plan completed on 01/21/21 revealed:
| -There was a handwritten entry on the care plan
- “waiting on md to sign®.
" -The resident was oriented, and her memory was
adequate.
-The resident required extensive staff assistance :
. with bathing.
-The resident required limited staff assistance
with ambulation and transferring,

. Review of Resident #1's previous Assessment
and Care Plan dated 12/13/19 revealed:

' -The resident's assistance level for bathing was
blank.

i =There was a handwritten entry of "yes" for
personal care service need for a tub bath or
shower.

- Interview with Resident #1 on the designated
COVID-18 unit on 01/26/21 at 1:30pm and on

- 01/27/21 at 8:16am revealed:

i ~The rasident was unsteady and her evesight was

decreased.

-The resident needed staff assistance with

! bathing and assistance in and out of the shower

; because she did not want to fall.

. -Staff were previously (approximately one month |

Jivision of Healih Service Regulation
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! ago) helping her with bathing.

| -The resident had been independently sponge

} bathing and using wet wipes to bathe for

~ approximately one month.

! -The resident had been using a dry shampoo

| product to wash her hair.

i =She had not asked staff for assistance and staff

_ had not offered any assistance with her bathing

- and personal care for about one month.
-Staff had assisted her prior to the last few weeks
to bathe and wash her hair.
-She thought staff did not have time to help her
with bathing because staff were working alone in
the unit.

Interview with the MA on 01/26/21 at 2:27pm
revealed the residents on the designated
COVID-19 unit needed a MA and a personal care
aide (PCA) in order to get the residents needs
completed,

Telephone interview with Resident #1's family
member on 01/27/21 at 11:27am revealed:
-The resident was "feeble” and had visual
impairments.
-A few months ago, the resident called the family
raember and requested dry shampoo and wet
. wipes,
~-The family member asked the resident why she
needed these items and the resident responded
: “just in case",
. “The resident was asked if staff were assisting
" her with bathing, and at first the resident did not

* want to tell the family member but later on
reported staff had stopped assisting her with

| bathing.

* <0n 01/13/21, the Resident Care Director (RCD)
" contacted the family member concerning the

, resident's COVID-19 test results.

' “The resident called the family member on
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01/14/17 and sounded "distraught”.
-The family member had never heard the resident
sound “that way".

- -The resident told the family member that she
hud to help them (the residents).
-The resident reported she was "dirty".
-The family member then sent the RCD a text on
her personal cell phone that was provided on
01713121,

" -The RGD had "yet" to call her back.

Review of a text message sent from Resident
. #1's family member to the RCD's person al phone
 with a time stamp on 01/14/21 at 1:30pm
| revealed:
| -There was no one around to assist the residents.
| -The resident reported that she was dirty.
| ~The family member requested for the RCD to
| have the Administrator contact her since the
| family member could "never get through to
| anyone there".
I
5 Telephone interview with the Administrator on
© 01/29/21 at 10:45am revealed:
-The RCD never reported any concerns of a text
or call related to Resident #1 or a request for her
to call Resident #1's family member.
-The RCD would have been responsible to notify
ner of the massage from Resident #1's family
: member.
~The RCD was not available for interview.

. Attempted telephone interview with Resident #1's
PCP was unsuccassful on 01/29/21 at 9:24am,

. Refer to the interview with the Administrator on
- 01/27/21 at 2:29pm.

 Refer to the telephone interview with the former
Administrator on 01/28/21 at 1:38pm.
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Refer to the interview with the Administrator on
01/29/21 at 10:45am.

Interview with the Administrator on 01/27/21 at
2:28pm revealed she expected all residents to be
' checked every two hours.

! Telephone interview with the former Administrator

| on 01/28/21 at 1:38pm revealed:

E -The staff were trained to check on all residents
avery two hours.

i -All staff knew what the residents personal cars

i heeds were from the electronic system under the

| Activities of Daily Living (ADL) section.

| ~The medication aides (MAs) and the personal

| care aides (PCAs) could provide perscnal care to

| & resident.

! -Her expectation was for the residents to receive

. the personal care they needed every two hours.

 -If a resident refused personal care the PCA

* would let the MA know and the MA would let the

" Resident Care Director (RCD) know.

" -Residents who refused care were discussed in

* the monthly meetings.

. Telephone interview with the Administrator on

. 01/29/21 at 10:45am revealed:

~ -She expected all residents personal care needs
to have been met.

: -The MA would have been responsible to report
. any personal care issues or concerns to her.
-She had not received any issues or complaints
from staff,

The facility failed to provide personal care

. assistance for 3 of 7 sampled residents including

. a resident who was fully dependent on staff for
her toileting, safe transferring needs and at risk

: for falling as evidenced by staff who was aware
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the resident was soiled with urine around funch

- and had nct provided the resident with

incontinence (due to one staff caring for all of the
needs of the resident ) care until approximately 7

. hours later when the resident was observed

without staff, saturated in urine, attempting to
transfer herself alone to her bed and from her
wheelchair (#8); a resident who had not received
assistance with incontinence care on 01/26/21
and staff not aware the resident was on the unit
on 01/27/21 (#5); and a resident who required
staff agsistance with bathing and had not been

, provided personal care needs in approximately

one month. This failure resulted in substantial risk
of physical harm and sericus neglect and

. constitutes a Type A2 Violation,

The facility provided a pian of protection in
accordance with G.8. 131D-34 on 01/28/21 for

this violation.

. CORRECTION DATE FOR THE TYPE A2

D 324

VICLATION SHALL NOT EXCEED FEBRUARY
28, 2021,

10A NCAC 13F .0006 (d) Other Resident Care

_And Services

- 10A NCAC 13F .0906 Other Resident Care And

Services

: {d) Telephone.

(1) Atelephone shall be available in a location

- providing privacy for residents to make and

' receive calle,

(2) A pay stafion telephone is not acceptable for
local calls; and
(3) Itis not the home's obligation to pay for a

. resident's toll calls

D 269

D324
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i

" This Rule is not met as evidenced by:

" Based on interviews and record review the facility
. failed to ensure residents had access to a

: telephone to receive calls as evidenced by

- residents’ family members being unable to reach
. rasidents when calling the facility.

- The findings are:

Telephone interview with a resident's family
member on 01/19/21 at 10:00am revealed;
-The family member tried to call the facility's main
telephone number numerous times and was
unable to get in contact with anyone,

- -The number that was called, transferred to a
sister facility and informed the family member "no

' one was picking up” or "the staff were busy taking
care of residents at that time", and was given an

_ option to leave a message.
<The family member had left numerous

, messages and was still waiting on a call back

. from the facility.

Telephone interview with a second resident's

- family member on 01/26/21 at 3:30 pm revealed:
-The family member had called the facility's main
telephone number "several" times with no

| resporse.
~The family member could not reach the facility
hecause the phone calls were being transferred
to a sister facility.

- -The Administrator did not return telephone calls
when a message was left for her.

: -A resident's family had to give messages to a

medication aide (MA} to call family member

regarding care,

-In the past two months, the Administrator's

All phones in the community are working
properly. In an effort to ensure that

staff can easily answer the phone,

cordlesg phones were ordered on 1!20!2021
Med Aides |

will be able to answer the phones even  Cordless
when they are not near a desk phone. phones were
gperational
. onh 3/10/2021
All family members have received a '
wellness call between 2/5/2021- 2/9/2021
A once a month wellness call will be
placed by the Lead SIC or designee
to all family members on an on
going basis and will ensure any reported
phone issues are addressed.
A receplionist/transporter has been hired. 31172021

This employee will assist with
answering phones and will also assist
residents in calling loved ones if they
need assiatnce.
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’1 voicemail had been full.

Telephone interview with a third resident’s family |
member on 01/27/21 11:27am revealed: i
-On 01/13/21, the Resident Care Director (RCD) l
contacted the family member by telephone |
regarding the resident’s diagnostic testing !
performed. | |
-The RCD informed the family member after their '

' telephone conversation to contact the facility if

" she had any concerns.
-The family member informed the RCD that no
one at the facility was able to be contacted due to
the telephone system, {
-When attempts were made to call the facility, ‘
there would be no answer, the voice mailbox was

~ full and they were unable to laave a message.

. The call would be redirected to a sister facility

| and when a message was left, a returned call

was not received.

~There had been a communication issue with the

telephone system for "months and months". !

-The RCD offered and provided the family !

member with her personal cell number because I

of the difficulty the family member had when

calling the facility.

» ~The resident called the family member on

i 01/14/17 and sounded "distraught".

. ~The family member had never heard the resident

- sound "that way".

: ~The resident told the family member that she

. had to "help them" (the residents).
-The family member immediately called the

. facility and when the family member received a

. ring tone, the call disconnected.
-The family member then sent the RCD a text on
her personal cell phone provided on 01/13/21,

- -The RCD had not respended to the text

' message.
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i Review of a text message sent from Resident

‘ #1's family member to the RCD's perscnal phone

| with a time stamp on 01/14/21 at 1:30pm

| revealsd:

' -There was documentation the family member

. had called the facility again to speak with the
Administrator and no one answered, the

. voicemail was always full and then the ¢ all would
automatically disconnect.
-The resident had just called the family member
and was "frantic” and the "desperation" in her
voice was "disturbing".
-The resident reported that the residents in the
"COVID unit" were neglected and last night the
resident and her roommate were freezing.

' -There was ne one around to assist the residents.

" -The resident reported that she was dirty.
-The family member requested for the RCD fo

- have the Administrator contact her since the
family member could "never get through to
anyone there".

~ -There was documentation the family member

. requested the RCD to make sure the heat was
turned on and up for now.

01/29/21 at 10:45am revealed:
-The RDC’s last day of employment was 01/27/21
. and the last day the RCD was working inside the
facilty was 01/18/21.
1 -She verified the RCD's personal cell number,
- -The RCD never reported any concerns of a text
" or call from a resident's family or a request for her
to call the family for specific concerns.
-The RCD would have bean responsible to notify
her when the message was received from the
resident's family member.
-The RCD was not avallable for interview.

1
i
I
% Telephone intsrview with the Administrator on
1
1
|

Interview with a MA on 01/27/21 at 1:30pm and at

D 324
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| 3:00pm revealed:
-The designated COVID-19 unit had a stationary

- phone at the nurse's station.
-There were times she could not answer the
telephone when calls were received because she
would be busy assisting residents down the hall.
-There was a "glitch" in the phone system.
-There had been an incident when she attempted
to call the facility and her call was transferred

. automatically to a sister facility.

. =This incident occurred about ocne month age and

she reported it to the RCD.

. Telephone interview with a fourth resident's family
member on 01/27/21 at 1:31pm revealed:

-She had called the facility's main telephone
number “a couple of times" and was not able to
get an answer.

j -She had some of the staffs' personal cell phone

' numbers,

-She would call the staff if she wanted to find out
about her family member.

. Telephone interview with a fifth family member on
1 01/27/21 at 1:37pm revealed:
; -The family member attempted to call the facility
" a few weeks ago and was not able to reach
i anyona,

=The family member notified the RCD of the
 taiephone concem.

. Telephone interview with the former Administrator
" on 01/28/21 at 1:38pm revealed:
~ =All calls went tn0 a main call center until 7:00pm
. or 8:00pm after that the calls would go straight to
- the community.
-She had been aware there was a problem
' reaching the facility after the call center quit
. answering the phone at night.
- -She had given families her personal cell phone

D 324
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| number.
AWhen there was no staff in the office then the
floor staff had to answer the phone and they

| might have been busy at times and unable to

% answer the telephone.

" Telephone interview with a sixth family member
on 01/28/21 ai 3.12pm revealed.
~The family member had challenges irying to
reach the facility via telephone.
-The family member attempted to call the facility
a few weeks ago and received a message the
voicemail box was full,
-The family member netified the current

" Administrator of the telephone concern.

. Interview with another resident's family rnember
on 1/28/2020 at 3:35 pm revealed:

-In the past 3 months, she had been unable to
reach the facility via phone or email,

-She had emailed the Administrator and Business
Office Manager (BOM) several times with ne

- response.

-When calling the facility, calls were fransferred to
the Corporate Office or to a sister facility.

. -The Corporate Office and the sister facility that
the telephone calls were being transferrad to
would not know who was in charge at the facility.
“When asked for a call back, the Administrator

_ did not call the family back.

Telephone interview with the Administrator on
. 01/29/21 at 10:54am revealed:

! so when no one was in the office the floor staff
E would be able to answer the telsphons.

i -8he knew the voicemail box was full,

-She had not been abie to "figure out" the
voicemail box system and was attempting to

|
{ locate which extension had the full voicamail.

| -She had recently requested cordless te!zphones
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' -She had concerns about the telephone system

" because the residents' families should be able te
get in touch with their family members.
-She had provided families her email address.
-The RDC's last day working inside the facilty was
01/18/21.

D 338 10A NCAC 13F 0909 Resident Rights

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranfeed under G.S. 131D-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
- facility failed to contact the Power of Attorney for
1 of 1 sampled resident (#7) related to the
resident being diagnosed with COVID-19;

The findings are:

Review of Resident #7's current FL-2 dated

: 05/07/20 revealed diagnoses included memory
loss, dementia, hyperlipidemia, macular
degeneration, osteoarthritis and hypothyroidism,

i Telephone interview with Resident #7's Power of

Aftorney (POA) on 01/28/21 at 3:35 pm revealed:

' -Residsnt #7's POA was never notified Resident

. #7 was tested for or was diagnosed with
COVID-18.

_~The POA was notified of positive test results
after Resident #7 was transferrad off the

designated COVID-18 unit two weeks later.
-The POA's contact information was provided to
. th= facility and documented on the resident
! register form on admission.

D324

D338

P33%

Training provided by Executive Director
fo medication aides regarding proper
responsible party notification.
Responsible party notifications will be
documented in resident's charts.
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D 338§ Cnntinued From page 37
' Review of Resident #7's Progress noted dated
01/07/21 at 7:16 pm revealed there was an entry
by the Resident Care Director (RCD), attempted
" to call POA to update on resident condition
. including COVID-18 testing and absence of signs
' and symptoms related to residents positive
! COVID-19 test.

 Telephone interview with the Administrator on

© 01/29/21 at 1:39pm revealed:
-The Administrator was unaware the family
member was not contacted about Resident #7
being tested or being diagnosed with COVID-19.
-Anytime a resident was being tested for

" COVID-19 or tested positive for COVID-19 the
RCD was responsible for contacting the family
member and documenting the notification.

" -The RCD would have been responsible to
continue attempts to contact the family member

. and document those attempts in the residents'

~ electronic progress notes.
-The RCD would have been responsible to notify

; the Administrator when attempts to contact the

: residents' family member were unsucces sful and

a letter would have been sent fo the residents’

family to update the contact information.

D 612 10A NCAC 13F .1801 (c) Infection Prevention &
Control Pregram (temp)

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

{=) When a communicable disease outbreak has
been identified at the facility or there is an

E emerging infectious

. disease threat, the facility shall ensure
implementation of the facility * s IPCP, related
policies and procedures, and

'
i
i
H

D338

D612
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published guidance lssued by the CDC; however,
if guidance or directives specific to the
| communicable disease
. autbreak or emerging infectious disease threat
- have been issued in writing by the NCDHHS or
_local health
department, the specific guidance or directives
shall be implemented by the facility.

. This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to ensure
recommendations and guidance from the Centers
for Disease Control (CDC), the North Carolina
Department of -fealth and Human Services (NC
- DHHS) and the Local Health Department {LHD)
were implemented and maintained during the
global Coronavirus (COVID-19) pandemic to
reduce the risk of transmission and infeciion
related to staff not wearing personal protective
equipment (PPE) as evidenced by staff wearing
face masks below the nose and mouth while in
close proximity with residents and staff and
" redirection of residents to use face masks when
- out of their rooms.

i The findings are:

Review of the Centers for Disease Control (CDC)
recommendations for long term care (LTC)
facilities dated 12/14/20 revealed:

-Residents and visitors should wear their own
cleth mask (if tolerated) upon arival to and
throughout thair stay in the facility. If they do not
have a face covering, they should be offered a
facemask or cloth mask.

-Residents may remove their cloth mask when in
their rcoms but should put it back on when

|
|
i

{
|
!
|
I
!
|

All staff have received education regarding |
proper PPE use by the Executive Director; |
to include masks covering mouth and nose
face shield or goggles when perfofming

personal care, gowns and gloves inthe | ;{12?2021
event they must work in a covid unit. 2/2/2021

Management team will monitor with physmal
observations during daily rounds.

Education is provided to all new hires . on going
and information related to PFE use is

posted for staff guidance,

LHPS RN has completed skills and 2/17/2021

competency evaluations related to proper |
PPE use, Covid 19 Infection Control and
Training on donning and doffing of PPE.
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* around others (e.g., when visitors enter their ‘
" room) or leaving their room,
-The staff should wear a facemask at all times
while they are in the healthcare facility, including
in breakroom's or other spaces where they might
encounter co-workers,
-Staff working in facilities located in areas with
moderate to substantial community transmission
are more likely to encounter asymptomatic or
pre-symptomatic patients with COVID-1¢ .
infection. i
-If COVID-19 infection is not suspected in a i
* patient presenting for care (based on symptom i
" and exposure history), staff should follow
; Standard Precautions (and Transmission-Based
. Precautions if required based on the susjected
| diagnosis).
+ -They should also wear eye protection in addition
! to their facemask to ensure the eyes, nose, and
mouth are all protected from exposure to
respiratory secretions during patient care ;
i encounters. i
: -Recommended PPE for close contact with !
_ residents included: eye protection (goggles or / !
face shield) and an N95 mask or higher-level [
|
|
i

respirator (or a face mask if respirators are not
aveilable} and gown and gloves should be used in
. addition fo PPE listed above for direct contact.

Raview of the North Caralina Department of
Health and Human Services (NCDHHS) for
prevention and spread of the coronavirus in LTC
facilities revealed:

-Face masks should be worn throughout the
facility by all residents, staff and visitors.

-If COVID-19 was identified in the facility, staff
should wear recommended PPE of facemask or :
N95 mask (if available), gown, gloves and face |
shields to care for residents in isolation or |
quarantine. ‘
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Review of the census provided on 01/28/21
: revealed there was a total of 44 residents residing
. In the facility.

Interview with the Administrator on 01/26/21 at
8:45am revealed:

. -The facility was performing weekly COVID-19

| testing for all residents and staff through an
| outside provider.

-The facility was also performing additional
"in-house" testing.

" -The facility was following guidance provided by

DHHS, CDC, and the local health department
{LHD).

-There were residents at the facility and there
were facility staff who had tested positive for
COovID-19.

-The facility had established a designated
COVID-1€ unit on the 300 hallway of the facility
around the first of January 2021.

-There were currently 16 residents on the
designated COVID-19 unit.

-There were 14 out of the 16 residents residing
on the designated COVID-19 unit that would be

. eligible to be maved out of the unit this week due

to reaching fourteen days of quarantine and baing

- asymptomatic.
: ~There were three residents who had been
i hospitalized who tested positive for COVID-19.

-One of the residents hospitalized returned to the
facility yesterday, (01/25/21) and was assigned to

" a roem on the designated COVID-19 unit for 14

days.

-A second resident currently hospitalized was
scheduled to return to the facility today {01/26/21)
" or tomorrow (01/27/21).

- -A third resident had been in the hospital 3 weeks

vith no current estimated date for discharge.

ETATE FORM
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f A second interview with the Administrator on
+ 01/28/21 at 9:00am revealed the facility had not
" had any deaths related to COVID-19.

" Review of an undated facility staff roster with
COVID-19 testing and read dates revealed there

- were 15 facility staff who tested positive for

| COVID-19 from 12/15/20 - 01/22/21.

|

| a. Observations on 01/20/21 from 4:00pm to
5:05pm revealed at the entrance/exit of the

! desighated COVID-12 unit there was no personal

| protection equipment (PPE) station set-up for

| staff to retrieve PPE when entering or to

| disposefreplace PPE when exiting the COVID-19

| unit.

|

. Observation of the first medication aide (MA) in
the designated COVID-12 unit on 01/27/21 at

' 7:27am revealed she walked in the haliway
talking on a cellphone with her mask pulled down
to her chin.

- Observations on the designated COVID-19 unit
01/27/21 intermittently from 6:44am -7:4Cam
. revealed:
-The third shift MA enterad the hallway wearing a
surgical face mask.
: -At 6:48am, she was in the hallway with her face
. mask below her nose.
. =At 6:49am, the third shift MA was talking with a
: resident in the hallway with her face mask below
. her nose.
-Tne third shift MA and the resident both had their
. face masks positioned below their nose and were
not socially distanced 6 feet apart.
-At 6:52am in the haliway, the third shift MA had
. her face mask positioned below her nose talking
, with a resident who also had her face mask below
- her nose.
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-At 7:05am, the third shift MA was walking in the
hallway and at nurse's station and was not
socially distanced of 6 feet apart to the first shift
. MA with her face mask below her nose.
. =At 7:13am), the third shift MA was observed with
" her mask below her mouth and nose talking with
" two other staff less than 6 feet apart from one
~anather,
! <At 7:14am, the third shift MA continued to wear
. her face mask below her mouth and nose and
' was in the hallway, talking with a resident who
was also wearing her face mask below her nose.
. -At 7:23am the third shift MA was wearing her
face mask below her nose when talking with the
first shift MA and not socially distancad and less
_than 6 feet apart from one another.
-At 7:24am, the third shift MA had her face mask
" positioned below her nose while talking with the
first shift MA.
_-At 7:30am, the third shift MA had her face mask
. positioned below her nose and not socially
distanced less than 6 feet apart from tne first shift
- MA.

Interview with the third shift MA on 01/27/21 at
' 7:40am revealed:
! -She had been working at the facility in the
. designated COVID-19 facility for the last 2 weeks
! on the 7:00pm-7:00am shift.
! -She had not seen the Administrator monitoring
| the unit to ensure proper PPE was worn by staff.
| -8he was not aware she had pulled her face
i mask below her nose and below her mouth and
| nose at times, i was "a habit".

| Interview with a MA on 01/20/21 at 4:35pm
 revealed:

. -Staff were required when entering the

| designated CCOVID-18 unit to wear a face mask,
t | face shield and gown at all times.
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|

| -Staff retrieved PPE from the nurse's cart or
medication room located at the nurse's station on
the designated COVID-18 unit.

Interview with a personal care aide (PCA) on

01/21/21 at 2:30pm revealed:

-Staff were required to wear a face mask, face
_shields and gowns at all times when on the
" gesignated COVID-19 unit.

-The supplies were |ocated on the nurses' cart or
. medication room.

Interview with the Administrator on 01/20/21 at
5:20 pm revealed:

-Staff were required to enter/exit from the patio to
the designated COVID-19 Unit.

~There were PPE supplies on the designated
COVID-19 unit for all staff members.

-Staff were required to wear full PPE (facemasks,
gowns, face shields and gloves).

-She had not visited on the designated COVID-19
unit and was instructed by corporate not to go on
the designated COVID-19 unit.

Observation of the facility's supply of PPE in the
main office of the facility on 01/27/21 at 8:30am
revealed:

-There were seven large cardboard boxes of
gowns.

-There were at ‘east two large clear bags of face
shields,

-There were several boxes of gloves.

Telephone interview with the former Adm.nistrator
on 01/28/21 at 1:38pm revealed:

. -The staff had training on wearing face masks,
face shields, gowns and gloves.

-The staff providing direct care to residents who
tested positive for COVID-19 were to wear face
shields, face masks and gowns.
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~There was a hook outside the residents' rooms,
and the staff could hang their gowns up and
disinfect them as needed.

-Her expectation was always for the staff to wear

_ gowns and face masks on the designated
. CGVID-18 unit.
- -She did not know of any issues with staff not

wearing a gown and face masks on the
designated COVID-19 unit.

Telephene interview with the Administrater on
01729721 at 10:54am revealed:

-Staff in the designated COVID-18 unit should be
wearing a face mask, face shield and gown at all
times.

| -She had not been on the designated COVID-19

unit, so she was not aware staff did not have cn
proper PPE.

-Wearing the face mask, face shield and gown
would help prevent the spread of COVID-19.
~Ehe did not physically moniter the designated
COVID-19 unit to decrease spread of the virus in
the building and depended on the MA to inform
her of any concerns.

Telephone interview with the Communicable
Disease Nurse at the local health department on
01/29/21 at 9:40am revealad:

-Staff should keep full PPE on while in the
designated COVID-18 unit because it protected
them and others from further spread of
COVID-19.

-The facility needed a non-teuch receptacle to
dispose of PPE when coming off the designated
COVID-19 unit.

b. Observations on 01/20/21 from 4:00 pm to
5:05 pm revealed no re-direction from the
medication aide (MA) was provided to three
residents about wearing face mask.
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Interview with a MA on 01/20/21 at 4:35pm
revealed:

-Residents werz asked when they left their room
to wear their face mask at all times, unless taking
medication or eating/drinking.

-She let the residents know whan she saw them
not wearing a face mask, to put their face mask
on ar ask if they need a new face mask.

interview with a personal care aide (PCA) on
01/21/21 at 2:30pm revealed she tried to remind
the residents to wear their face masks,

Interview with a resident on 01/20/21 at 4:10pm

~and on 01/26/21 at 1:30pm pm revealed:

-She wore her face mask every time she left her
room.
-She had seen a lot of residents not wearing their

- face masks and staff did not say anything to

them.
-Residents were told to wear their face masks

- when leaving their rooms.

~"Some" staff would tell residents to put a face

~mask on ar pull up their mask over their 110s8.

- Obsarvations of the residents in the designated

COVID-19 unit on 01/27/21 between 6:48am to
8:10am revealed staff were in the hallway with
residents and did not provide any redirection to

residents to reposition or pull up their face masks.

Observations on the designated COVID-1¢ unit

01/27121 intermittently from 6:44am -7:40am

- revealed:

-Thie third shift MA did not redirect the resident to
practice social distancing or reposition her face -
mask over her nose.

" -At 7:10am, the MA did not prompt a resident to

adjust her face mask above her nose.

i
i
|
i
1
i
!
i
|
|

D812
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-At 7.11am, two MAs at the nurse's station did not
redirect a resident to adjust her face mask.
-At 7:14am, the third shift MA did not redirect a

_ resident to adjust her face mask above t.er nose.

Interview with the third shift MA on 01/27/21 at
7:40am revealed.

-She was trained to redirect residents to wear a
face mask when in the hallways,

-She knew to redirect residents to apply a face
mask and make sure the face mask coverad the
residents' mouth and nose when seen in the
hallway without a face mask or attempt to redirect
. the resident to their room.

-8he was unable to provide an answer why she
did not provide any redirection to the residents
when the residents were in the hall without a face
mask covering their nose.

Interview with a MA on 01/27/21 at 1:30pm

revealed staff had been trained fo redire.t

residents to apply a face mask when leaving their
_rooms,

Interview with Administrator on 01/20/21 at 5:20
pm revealed staff were instructed to redirect

residents to wear their face masks when out of
the room. i

- The facility failed to follow the Centers for [
- Disease Control (CDC), North Caralina [
. Department of Health and Human Services (NC H
DHHS) and the Local Health Department (LHD)
guidelines and recommendations for coronavirus
- (COVID-18) during the global pandemic which
resulted in residents not being redirected by staff i
to wear face masks when in the hallway and staff ?
observed wearing face masks below the nose !
and/or mouth to prevent the spread of COVID-19 ! ;
| which placed residents at risk for increased |
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{ |
transmission and spread of COVID-19. This ;
failure was detrimental to the health, safety and i
welfare of the residents and constitutes a Type B !
Violation.
_ The facility provided a plan of protection in
5 accordance with G.S. 131D-34 on 01/26/21 with
an addendum on 01/29/21 for this violation,
! CORRECTION DATE FOR THE TYPE B
i VIOLATION SHALL NOT EXCEED MARCH 15, i
L2021 !
D912 G.S. 131D-21(Z) Declaration of Residents’ Rights ; D812

- G.8S. 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,

. This Rule is not met as evidenced by:

- Basad 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
as related to housekeeping and fumishings.

The findings are:

Based on observations, interviews and record

reviews, the facility failed to ensure the floors

were kept clean in the hallway, several resident

rooms, resident bathrooms and the common

: bathroom/shower/spa room and on a shower wall
in the designated COVID-12 unit. [Refer to Tag

| 0074, 10A NCAC 13F .0306(a)(1) Housekeeping

* And Fumishings (Type B Violation)].

Refer to POC response related to
0074 10A NCAC 13F.0306 (a) (1)
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D914 G.S. 131D-21(4) Declaration of Residents’ Rights

G.S. 131D-21 Declaration of Residents' Rights
| Every resident shall have the following rights:
i 4. To be free of mental and physical abuse,

i reglect, and exploitation.
|
t

| This Rule is not met as evidenced by:

i Based on obsevations, interviews and record

; reviews, the facility failed to assure residents

“ were free of neglect as related to personal care,
infection prevention and control, and personal
care and other staffing.

The findings are:

. 1. Based on observations, interviews, and record
raviews, the facility failed to ensure

" recommendations and guidance from the Centers

- for Disease Control (CDC), the North Carolina

. Department of Health and Human Services (NC

. DHHS) and the Local Health Department (LHD)

- were implemented and maintained during the

. gichal Coronavirus (COVID-18) pandemic o
reduce the risk of transmission and infection

" related to staff not wearing personal protective
equipment (PPE) as evidenced by staff wearing

: face masks below the nose and mouth while in

. close proximity with residents and staff and
redirection of residents to use face masks when

" out of their rooms, [Refer to Tag D612, 10A
NCAC 13F .1801(c) Infection Prevention and

+ Control Program (Type B Viclation})].

2. Based on observation, interviews and recerd
reviews, the facility failed to provide adequate
staffing to meet the neads of residents residing in
the designated COVID-19 unit, with a resident

, census ranging from 7 - 22 for the month of

. January 2021, for residents who required

Refer to POC response related to

D612 10A NCAC 13F.1801(c) (a) (1)
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- Continued From page 49

" additional staff assistance with supervision due to
disarientation, who were dependent and/or
required staff assistance for incontinence care,

* meal set-up and assistance with eating,

i transferring, dressing and bathing. [Refer to Tag

i D0204, 10A NCAC 13F .0604(e}1(E) Personal
Care and Other Staffing (Type A2 Violation)].

1

3. Based on observations, interviews and record
i reviews, the facility failed to ensure staff provided
! personal care assistance to 3 of 7 sampled
residents (#6, #5, and #1) who required staff
assistance with transferring and incontinence
care (#86, #5) and a resident whe needed
assistance with bathing (#1). [Refer to Tag
- D0269, 10A NCAC 13F .0801(a) Personal Care
and Supervision (Type A2 Violation)].

D914

Refer to POC response related to i
D0204, 10A NCAC 13F.0604(e)1(E)

Refer to POC response related to
D0269, 10A NCAC 13F.0901(a)
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