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C 000 Initial Comments C 000 Q Q 4q ﬂ) %\]q
The Adult Care Licensure Section and the e . .
Mo iodse dvseusne

Buncombe County Department of Social Services

conducted an annual survey on 12/19/18. % b}V&Q’Q *hQ' \mgofm (e

C 249 10A NCAC 13G .0902(c)(3)(4) Health Care C 249 . \\ ?\(\\‘ =\ CA G

10A NCAC 13G .0902 Health Care & 03
(¢) The facility shall assure documentation of the QL CVY
OKIBQ;\ b m

following in the resident's record:
(3) written procedures, treatments or orders from

a physician or other licensed health professional; AQ) M@(g

and

(4) implementation of procedures, treatments or *\ > 'Q‘( N \& LX :
orders specified in Subparagraph (¢)(3) of this

Rule. /D\ QQ’Q S\ \ﬂ?\){m p
This Rule is not met as evidenced by: 6{ ?\U '\(\C& VVOV\C\U 0

Based on observation, interview and record \ Q\\‘ ) -
,@3\\\ bV Q o}ﬂ\NU\ {2

review, the facility failed to assure 1 of 3 sampled
residents (Resident #2) order for hot compresses

daily were completed as ordered by the physician. Oy 0 (\\.\ ¢ «5\‘ b j \( Q;D\ ﬂ
The findings are: R)( &(\M\ 1 \‘

Review of Resident #2's current FL2 dated \(m })\

11/16/18 revealed a diagnosis of impaired 'Q :

cognition. m Q_QX\(\‘N\\'\X\\
Review of Resident #2's record revealed a \(\] Pa QYD\{\ G

physician note from an Ophthalmologist
appointment dated 10/08/18 with the following

documentation: })\‘QQ Q N\ '
docurnee | ; \
The resident had diagnoses of cataracts an Qm\“\bhmv 6V &Q 5 Q@:\LQ

blepharitis (inflammation of the eyelids).

-There was an order for hot compresses to the d ~OUO %
eyelids daily. QP
2. \BT. Ror
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electronic Medication Administration Records -

(eMARS) revealed: ! “M\\(\\O\Y&N O¢ &U)\%'UL.L

-An entry for hot compress apply to both eyes :

daily scheduled for 10:00am to 10:00pm. W\\\\ \f\\’l}( \ \W (¢ o)\(&g_,&p

-Staff (Supervisor-In-Charge (SIC) and Relief
' SIC) had initialed as administered daily beginning

11/01/18 through 12/18/18. OL} \QO\%\ *W\&{ ﬁ\@(\w\\\\
Interview with Resident #2 on 12/19/18 at \'D U\S LVR A‘S‘\“}S aff e

10:45am revealed:

-She had been having trouble with her eyes for "a ‘ 3 o &)‘\\‘ \\(\05 C,G)( Q. A

long time, like irritation in both eyes."

-She had gone to "eye doctor" some time ago s \9 \X‘Q\’\‘(
and her eyes had not improved. % A VBYA \\ > AA
-She thought the irritation was from "maybe little ) S\ SO NETNT

NG
flakes of paint or something falling from the | P\/\\\Y)\ () OL{\

ceiling in her room." “\ o O\ L&\D
-She had told the SIC that her eyes were irrnitated \O\\ Q‘Q d

and "l think she did not believe me." : -
-She was not aware of an order for hot m\ OR ﬂ\Q\\ A\ )

compresses to her eyes.

-She did not recall the Ophthalmologist Y SL@\M

discussing anything about putting hot

compresses on her eyes. o Q D\\
-Staff had not been applying any compresses to 5{ O\C A\}B /g\’(k Q.&\}J\QO& i)

her eyes. .
-She would sometimes at night, when she was \OX\ 4
washing her face, rub a warm washcloth over her %\) U\DL\I o Q.Q\(\\Q

eyes and that seemed to help. \N;)o‘\ ( 0\}‘ a\ ‘(\3 Q_,C}J‘ Q0

Interview with the Supervisor-in-Charge (SIC) on V A OJ\&\

12/19/18 at 11:00am revealed. O > oY AQJ( ¢ }( (A\ﬁ
“When the order was first written, she did do the O}j " ¢ oAU 01
hot compresses a couple times. Qo C CoX

-Then the resident told her when she offered to 5> S Q\J\Q\Q—- DQ \3\&
do the hot compresses, she had already done DO . y \A QA L
them so she did not offer to do them anymore. CMO’ \()9_)03 ? ()\3 |

-The resident always stayed in the bathroom a
long time and she (SIC) thought the resident was
"probably putting compresses on then."
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-She had not asked the resident specifically if she
was placing compresses on her eyes daily.
-She had been documenting the eMARSs as

administering, because she thought the resident
was completing the task.

-She did not recall the resident telling her that her
eyes were irritated.

Interview with the Relief SIC on 12/19/18 at
11:15am revealed;

-He had applied the hot compress "a couple of
times," but thought the resident was "doing it
herself."

-The resident had not mentioned to him that her
eyes were irntated.

Telephone interview with the nurse from the
Ophthalmologist office on 12/19/18 at 11:40am
revealed:

-Because of the Blepharitis diagnosis, the
physician ordered the hot compress to both eyes
to avoid inflammation of eyelids which could lead
to infection.

-Often patients with Blepharitis will have swelling,
redness or “crusting” around the eyelids,
especially if they had poor hygiene or irritation of
their eyes.

Observation of Resident #2 on 12/19/18 revealed:
-The resident wore eye glasses.

-There was no "crusting”, swelling, or redness of
either eye.
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