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- Adult Care Licensure Section conducted an

‘ . .. )
annual and follow-up survey on March 11, 2021. i z,.., Q)\(\ UDQA -\l \bﬁ-‘: V
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- Control Program
. (a) In accordance with Rule (1211 of this

| Subchapter and G.S. 131D-4.4A(b)(1}, the facility Uﬂﬁ' \/Ub Q\fli&
. shall establish and
- implement a comprehensive infection prevention WUD%O{\A\(B

. and controt program (IPCP) consistent with the
. federal Centers for

- Disease Control and Prevention (CDC) guidelines CD\(\O DC)( Qm Mb
. on infection prevention and control.

* (b} The facility shall ensure implementation of the

; facility's IPCP, related policies and procedures, )\B bl Qm\nﬂ\)‘Q
. and guidance or

: directives issued by the CDC, the local health

i department, and/or the North Carolina &Q{%
i Department of Health and Human YQ O\ :

. Services. \ W
Q >r\ﬂ& Loer ™ &
reviews, the facility failed to ensure
VeEno “"3
. Department of Health and Human Services :

This Rule is not met as evidenced by:
recommendations and guidance by the Centers
NCDHHS) were implemented and maintained \ b QA
( ) plemer m& Pone Qo@r

- Based on observations, interviews, and record ’?\,X\\S N Q_C/C/\ﬁot
for Disease Contrel (CDC) and the North Carolina b(\/{ -~

| ; e\

" during the global Coronavirus {COVID-19)

¢ pandemic {o provide protection to the residents o O} \

. and to reduce the risk of transmission and 0)3 O;_\O . g)
infection as related to screening visitors for signs &Q.{ &( 0\&)\
and symptoms of COVID-19 when entering the {m\\ﬂ

?:!i?ﬁdings are; N \‘oc(l-C\'Y \Dm‘/o .
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: Review of the Center for Disease Control (CDC)

| guidelines for the prevention and spread of the

* coronavirus in a long-term care (LTC) facility

| revealed:
Facility employee should actively screen all
visitors to the facility for signs and symptoms of
COViD-19.

. -Send visitors home if they have a fever

. (temperatures of 100.0 degrees Fahrenheit or

© greater) or symptoms consistent with COovVID-19.

Review of the North Carolina Department of
' Health and Human Sesvices (NCDHHS} for
prevention and spread of the coronavirus inkLTC
 facilities revealed all visitors to the facility should
| be screened for signs and symptems of
; COVID-19 prior to entering the facility.

| Review of the facility's Infection Control Policy
| revealed:
i .CDC recommends aggressive visitor restrictions

| Visitors should be screened for fever, symptoms
of COVID-19 {shortness of breath, cough, sore

| throat, flu-like symptoms), recent travel, contact

. with someocne positive for COVID-19, and if the

| visitor was waiting on a pending COVID-19 test

: resuit,

. -Ifthe visitor answered no to all the screening

| questions then they should use hand sanitizer

* and sign the visitor log before entry.

Observation at the entry of facility on 03/11/21 at
9:15am revealed:
-The medication aide (MA) came on the porch to
greet surveyors and then allowed surveyors to
enter the facility.

-There was a bottle of hand sanitizer on a small

: table beside the front door.

. and enforcing sick leave policies for alt personnel.
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-The MA did not check the surveyors
- temperatures or did not ask screening questions
- for COVID-18.

Interview with the MA on 03/11/21 at 9:40am
revealed:
-She was the only staff at the facility and lived

there.
. -They had a no visitor policy and did not aliow

anyone in the facility.

. -She had to let the "state workers" in the facility.

. -All ather visitors stayed on the front porch.

. -Bhe had a thermometer and a questionnaire that
. she was suppose to use to screen visitors.

-She and all the residents had been fully
vaccinated against COVID-19 for at least a
maonth.

Telephone interview with @ member of a task

. force working with the local Department of Social
: Services on 03/11/21 at 11:45am revealed:

-She had visited the facility several weeks ago
and was screened when she entered the facility.
-She had her temperature checked and was
asked several screening questions.

. -She and the registered nurse she was with had

reviewed the importance of screening all visitors
to the facility for COVID-19.

-1t was important for the staff to screen visitors to
decrease the risk of transmitting COVID-19.

! Interview with the Administrator on 03/11/12 at
¢ 10:56am revealed;

-The MA knew she was required to screen all

' visitors entering the facility.

. -He thought she was mare relaxed now that

. everyone had received the vaccine.

-The facility was still not allowing the residents to

: have personal visitors inside the facility.
. -The facility had the supplies fo screen the
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! visitors and he would make sure to review the
importance of screening visitors with the MA.
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