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(b} The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to provide referral in a
timely manner to meet the routine healthcare
neads of 1 of 5 sampled residents {(#3) related to
a rash.

The findings are:

Review of Resident #3's current FL-2 dated
04/14/23 revealed:

~Diagnoses included vascular dementia,
hyperlipidemia, chronic obstructive pulmonary
disease (COPD), hypertansion, muscle
weakness, and transient ischemic attack (TIA),
-The resident's level of care was the special care
unit.

-There was an order for Baza Protect 12%
topical, apply to perineum after each incontinent
episode for skin protection as needed.

Review of Resident #3's physician order dated
04/03/23 revealed:

-There was an order to apply barrier cream to

perineum area after sach incontinent episcde.
-Resident #3 was admitted to hospice.

Review of Resident #3's Resident Ragister

matter of compliance with State law.

Gates House shall ensure referral an
follow-up to meet the routine and
acute health care needs of Residents

The Area Clinical Director {ACD)
in-serviced all staff on the importancs
of reporting acute changes in a timel
manner, as well as the required doc-
umentation.

Executive Director (ED)/Care Man-
agers will re-educate the Med Techs

of the 24 hour report log, as well as
follow up on staff usage of this log.
RCC will ensure shift to shift commu
ication using this reporting tool. This
will ensure resident changes, med
changes, etc. are reported and
reviewed between shifts.

Care Managers will bring the Electro
Activity Report, Incident Reports, and
EMAR compliance reports to manag
ment meeting daily for review with th
ED to ensure any necessary follow-u
has been completed. Any concerns
that are identified by the ED and Car|
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revealed an admission date of 02/28/23. P
Review of Resident #3's progress notes dated ED/Care Managers will make rounds 6/19/23
EI(%!"IBIZZS trr?'vehaled resident had a severe rash on no less than daily to ensure Resideni‘ts
1S INner thigns. are receiving appropriate care, and

are able to voice any needs that
they may have. Any noted concerns
will be addressed promptly with MD
and RP nofification as appropriate.

Review of Resident #3's April 2023 electronic
medication administration record (eMAR}
revealed:

-There was an entry for Baza Protect Cream
(zinc oxide) 12%, apply to perineum area after
each incontinent episade for skin protection as
needed.

~There was no documentation the Baza Protect
Cream 12% was administered from 04/05/23
through 04/28/23, ‘

Review of Resident #3's May 2023 eMAR
revealed:

~There was an enfry for Baza Protect Cream (zinc
oxide} 12%, apply to perineum area after each
incontinent episode for skin protecticn as needed.
-There was no documentation the Baza Protect
Cream 12% was administered from 05/01/23
through 05/03/23.

Observation of Resident #3's perineum area on
05/04/23 at 3:10pm revealed slightly reddish rash
betweaen the inner thighs.

Interview with Resident #3's responsible person
(RP) on 05/04/23 at 3:15pm revealed:

~There were reddish "burps" on the resident's
inner thighs when she and a family member
came fo the facilify to visit on 03/18/23.

-She informed the personal care aide (PCA) who
notified the medication aide (MA} regarding the
rash,

-The MA applied a cream to the area.
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Interview with Resident#3's family member on
05/05/23 af 8:05am revealed:

-8She and and friend came to the facility with the
RF on 03/18/23 to visit Resident #3.

-She noticed Resident #3 was "winching” and
said his "private" hurt.

~She took Resident #3 to the bathroom and
noticed he was saturated with urine and had
reddish bumps or rash on his inner thighs,

~-She notified the PCA.

-The PCA notified the MA who applied a cream to
the area.

-The PCA said Rasident #3 had a bath that day,
but she did not notice the rash at that time.

Interview with the PCA on 05/05/23 at 10:15am
revealed:

-She was the PCA on the special care unit
{SCU)when Resident #3's family visited on
03/18/23.

~She noticed a reddish rash or bumps when she
took Resident #3 to the bathroom.

-She did not remember seeing the rash before
then or anyone reporting it to her.

-Sha notified the family and the MA,

~The MA came to the room and chserved the
rash and appliad a cream to the area,

~She did not know if the MA reported it to anyone.

Interview with the MA on 05/05/23 at 9:43am
revealad:

-She was the MA on the special care unit when
Resident #3's family visited on 03/18/23,

-The PCA nofified her of the rash on Resident
#3's inner thighs.

-She came to the the room and cbserved the
resident had a reddish rash or bumps cn his inner
thighs that was bleeding.

-She applied a "house stock™ barrier cream to the
area until the primary care provider { PCP) could
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be notified to see if something could be ordered,
-Tha resident commented " that eased it off.”
-She notlfied the PCP via telemetric and the
response was to monitor the area for spreading
or getting worse until the PCP comes to the
facility.

-The PCP usually came to the facility every other
week.

-She did not know if Resident #3 was on the list
to be seaen by th PCP or if the PCP saw Resident
#3 when she came to the facility on the next visit.

Interview with the hospice aide on 05/04/23 at
3:48pm revealed:

-She was Resident #3's hospice aide.

-She had been coming to the facility, Monday
through Friday, for a about a month.

-She saw Resident #3 on yesterday, 05/03/23.
~The area batwesn the inner thighs was still
reddish.

-She gave him a bed bath and applied barrier
ointment and yeast powder to the area.

-She instructed the MAs and the PCAs to apply
the cream when they provided incontinent care.
-Sometimes he could tell you when he needed
incontinent care.

Interview with the memory care coordinator
(MCC) an 05/05/23 at 12:30pm revealed:
-Resident #3's rash was not reported to her when
it was chserved by family members who were
visiting on 03/18/23.

-She did not know why the PCA did not notice the
rash when giving Resident #3 a bath.

-She expected the rash to be reported to her, the
primary care provider (PCP) or hospice in a
timely manner.

-She expected there not to be a delay in getting
the barrier cream order.
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Interview with the Administrator on 05/05/23 at
1:45pm revealed

-She did not recall there being an issue with
Resident #3 having a rash.

-She expected the PCA to report the rash to the
MA and the MCC to ensure treatment was
ordered in a timely manner.

Attempted interview with Resident #3's PCP on
05/04/23 at 10:00am was unsuccessful.

Based on cbservations, record reviews and
interviews, it was determined that Resident #3
was not interviewable,

10A NCAC 13F 1802 (b} Reporting & Notification
of a Suspected or C

10ANCAC 13F .1802 REPORTING AND
NOTIFICATION OF A SUSPECTED OR
CONFIRMED COMMUNICABLE DISEASE
QUTBREAK

(b) The facility shall provide the residents and
their representative(s) and staff with an initial
nofice within 24 hours following confirmation by
the local health department of a communicable
disease outbreak. The facility, in its initial
notification to residents and their
repraesentative(s), shall:

(1 not disclose any personally identifiable
information of the residents or staff;
(2) provide information on the measures

the facility is taking to prevent or reduce the risk
of transmission, including whether normal
operations of the facility will change; and

D273

D619

idents, their representatives, and

local health department of a

ACD in-serviced all staff on the
importance of proper notification,

facility outbreaks related to infecti
control.

Gates House shall provide the Res-

staff with an initial notice within 24
hours following confirmation by the

communicable disease outbreak.

documentation, and posting of any

ED will ensure that any positive cases 6/19/23
of COVID are reported promptly to

5/9/23

on

(3) provide information to the resident(s)
concerning measures they can take to reduce the
risk of spread or transmission of infection.

the local health department,the Resi-
dent's responsible party, and medica
provider being sure to stay within the
required timeframe.
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an outbreak status, the ED/Care
Managers will notify the Residents,
their representatives, and staff of a
communicable disease outbreak.
Notifications will be documented
appropriately.

This Rule is not met as evidencad by:

Based on chservations, record reviews and
interviews, the facility failad to notify the
responsible persen of 1 of 5 sampled residents
{#3) of positiva COVID-19 cases in the facility
rasulting in a communicable disease outbreak.

ED will ensure signage is posted to |6/19/23
clearly indicate the facility is exper-

iencing an outbreak. Signage will be

The findings are:

Review of COVID-19 Infection Pravention
Guidance for Long-Term Cars Facilities from
North Carclina Department of Health and Human
Services {NCDHHS) dated 12/30/22 revealed:
~The facility should utilize sighage to advise of
infection prevention strategies.

-During an outbreak investigation visitors should
be made aware by the facility of the potential risk
of visiting during an outbreak investigation,
visitors should wear face coverings or masks
during visits, visits should ideally occur in the
resident's room, visitors should only go to and
from the resident's room and/or designated
visiting areas, and visitors should physically
distance themselves from other residents and
staff when possible.

Review of Resident #3's current FL-2 dated
04/14/23 revealed:

-Diagnoses included vascular dementia,
hyperlipidemia, chronic cbstructive pulmonary
disease (COPD), hypettension, muscle
weakness, and fransignt ischemic attack (TIA).
-The resident's level of care was the special care
unit.

Raview of Resident #3's Resident Register
revealed an admission date of 02/28/23.

posted on any exit door that visitors
may use to enter and exit the buildin
Signage will also give infection contr
guidance on masks, hand washing,
and social distancing for visitors that
still choose to enter.

ED/Care Managers will make randon
rounds no less than twice daily to
ensure proper infection control
practices are being utilized during an
outhreak.

n 6/19/23
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Review of Resident #3's Accident/Incident (A/T)
Report dated 03/19/23 reveslad:

~The resident was observed laying in bed
shaking.

~The resident had a temperature of 101.5
degrees Fahrenheit,

-The emergency medical sarvice (EMS) was
called and the resident was transported to the
emergency room {ER).

-The resident's discharge diagnosis was
COVID-19,

-The primary care provider (PCP), the
Administrator, the local department of social
services (DSS), and the responsible person (RP)
were nofified that Resident #3 was sent to the
ER.

Review of Resident #3's progress notes dated
03/19/23 revealed:

-The resident was sent to the ER due to a change
in condition.

-The primary care provider (PCP) and RP were
notified.

~An A/l report was completed.

Review of Resident #3's hospital admission
report dated 03/22/23 revealed:

-The resident was admitted to the hospital on
03/19/23 and discharged back to the facility on
03/22/23.

~The diagnosis was pneumonia due to COVID-19.

Interview with Resident #3's responsible person
{RP}on 05/04/23 at 3:15pm ravealad:

-She was not nofified that there were COVID-18
cases in the facility around 03/10/23.

-She and another family member visited Resident
#3 an 03/18/23, the day before he was sent to the
ER on 03/19/23 and diagnosad with COVID-18.
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-Resident #3 was not feeling well the day they
visited him on 03/18/23,

-She did not recall seeing any signage on the
entrance door informing visitors of positive
COVID-19 cases in the facility.

~She did not recall any staff at the facility
informing her that there were positive COVID-19 |
cases in the facility.

-She should have been notified that COVID-19
cases were in the facility.

Interview with Resident #3's family member on
06/06/23 at 4;30pm revealed:

~The RP was not notified that there was
COVID-19 cases in the facility.

-She and a friend visited Resident #3 with the RP
on 03/18/23, the day before he went fo the
hospital on 03/19/23 and was diagnosed with
COVID-19.

-Resident #3 was not feeling well on the day of
their visit on Q3/18/23.

-She did not recall seeing any signage informing
visitors that the facility had positive COVID-19
cases,

~She did not recall any staff informing them that
the facility had positive COVID-19 cases in the
facility

-Had she known there were COVID-19 cases in
the facility, she would have worn a mask or
decided not to visit that day.

-Not knowing there were COVID-19 cases In the
facility exposed her and others she came in
contact with after leaving the facility to COVID-19,
-She and the RP did not know there were positive
COVID-19 cases in the facility until they went to
the hospital on 03/19/23 and the physiclan
informed them that Resident #3 had COVID-19
and it would be bast for them not to visit the
resident at that time.

-A staff person from the facilty called them after
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Resident #3 was diagnosed with COVID-19 and
asked them if they knew Resident #3 was in the
hospital, and informed them there had been
positive cases in the facility.

Telephene interview with a Registered Nurse
(RN) with a reglonal infection prevention support
team on 05/05/23 at 11:06am revealed:

~She specke with the Administrator by telephone
on 03/10/23 regarding the COVID-1¢ outbreak in
the facility.

-She provided guidance on prevention guidelinas
to prevent the spread of COVID-19 by telephone
and email on 03/10/23.

~She provided the Administrator with an
attachment in an email on 030/10/23 of
COVID~19 Infection Prevention Guidelines for
Long-Term Care Facilities from the North
Carolina Department of Health and Human
Services (NCDHHS).

-She highlighted portions of the decument to
reinforce with the Administrator guidelines the
facility needed to implement and follow during the
COVID-19 outbreak,

-She instructed the Administrator to post signage
per the NCDHHS COVID-19 Infection Prevention
Guidance for Long-Term Care Facilities at the
facllity to ensure staff, residents, and visitors were
aware of the COVID-19 cutbreak.

-She expected the facility to post signage of the
COVID-19 outbreak because visitors needed to
be aware of the facility's outbreak status and
wear face masks to prevent the spread of
COVID-19,

-She instructed the Administrator that the facility
needed to contact the RP for all residents to notify
them that the facility has an outbreak of
COVID-19.

-The Administrator was expected to notify all RPs
of the COVID-19 outbreak to protect the
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community from potential exposure to COVID-19;
once anyone walked into the facility, they were
exposed to COVID-19.

Interview with the memory care coordinator
{MCC) on 05/03/23 at 4:00pm and 05/05/23 at
12:30pm revealed:.

-A team worked on notifying residents’ families
around 03/10/23 to inform them of positive
COVID-19 cases in the building.

-She notified Resident #3's RP to inform her of
positive COVID-19 cases,

-She could not document the call in the resident's
progress notes because she had not been issued
a code yet to access the facility's computer
system.

~8he could not provide any documentation that
she called Resident #3's RP.

Interview with the Administrator on 06/03/23 at
3:45pm and 05/05/23 at 1:45pm revealed:
-Several residents wers tasted for GOVID-19
around 03/10/23 due to symptoms and ware
found to be positive.

~The local health department was notified
regarding the positive cases.

~The facility followad the Infection Prevention
Guidance of Long Term Care facilities and the
local health department,

-The lecal health department sent signage to the
facility to post at the entrance of the facility to

- inform visitors that COVID-19 was in the facility.

~The signage was posted on the front door of the
facility,

~She and members of the management team
contacted family members to inform them that the
facility had positive cases for COVID-19.

~Family notifications were documented in the
residents’ progress notes,

~The MCC notified Resident #3's RP regarding
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positive COVID-19 cases in the facility.

-The MCC could not document notification in
Resident #3's progress notes because she
recently came from another facility and had not
been issued a code yet to access the facility's
computer system.

Based on observation, record review, and
intarviews, it was determined that Resident #3
was not interviewable.
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