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Based on observations, record reviews, and \'f
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Review of the facility's water temperaiure log
revealed:

-There were water temperatures documented for
2020 and 2021.

-The water temperature log did not indicate which
water fhitures were used to test the temperatures
documented.

-There were water temperatures documented for
06/06/20, 07/01/20, 08/01/20, 09/03/20, 10/03/20,
11/02/20, and 12/02/20 of 101 degrees
Fahrenheit (F).

~There were waler lemperatures documented for
0101/21, 04/01/21, 05/01/21, 06/01/21, and
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07/01/21 of 101 degrees F.
-There were water temperatures documented for
02/01/21, and 03/01/21 of 100 degrees F.

Observation of the hot water temperatures in the
hallway resident bathroom on 07/29/21 at 8:58am
revealed the waler temperature at the sink fixture
was 85.2 degrees F and the shower fixiure was
94.3 degrees F.

Observation of the hot water temperatures in the
private resident bathroom on 07/29/21 at 9:02am
revealed the water temperature at the sink fixture
was 93.7 degrees F and the shower fixture was
98.1 degrees F.

Observation on 07/29/21 at 10; 11am revealed
there was a small non- digital water thermometer
available to test the hot water temperatures with a
range from D degrees F to 220 degrees F.

Observation of the hot water temperatures in the
hallway resident bathroom with the Administrator
an 07/29/21 at 10:11am revealed the hot water
temperature at the sink fixiure was 97.2 degrees
F and the shower fixture was §7.2 degrees F.

Interview with the Administrator on 07/29/21 at
10:25am revealed she would go outside and
access the hot water heater to adjust the hot
waler heater lemperature.

Observaiion of the hot water temperatures in the
hallway resident bathraom on 07/20/21 at 2:20pm
revealed the waler temperature af the sink fixture
was 131.2 degrees F and the shower fixture was
128.8 degrees F.

Interview with the Administrator on 07/29/21 at
2:21pm revealed she would adjust the hot water
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the facility should be between 110 degrees F.
-She notified the Administrator If the hot water
temperature was below or above 110 degrees F,

Interview with the Administrator on 07/29/21 at
3:57pm revealed:

-Hot water temperatures were tesied monthiy.

-If the hot water temperature was between 100
degrees F and 116 degrees F.

-She expected staff to notify her if the hot water
temperature was not between 100 degrees F and
116 degrees F and ad|ust the hot water heater
temperature.

-She did not know the water temperatures were
fower than 100 degrees F, but she thought the
hot water temperature was low due to 6 residents
showering, and laundry.

~The hot water heater was fuelad by gas not
electricity and she adjusted the hot waler
temperature bwice.,

-She was responsible for ensuring the facility hot
water temperatures remained between the range
of 100 degrees F and 116 degrees F.

10A NCAC 13G .1004(j) Medication
Administration

10A NCAC 13G . 1004 Medication Administration
(i) The resident's medication administration
record (MAR) shall be accurate and include the
fallowing:

{1) resident's name:

(2} name of the medication or treatment order;
{3) slrength and dosage or quantity of
medication administered;

(4) instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treaiments as needed {PRN) and
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revealed:

~There was an entry for levetiracetam 500mg one
tabiet twice daily, scheduled for 8:00am and
8:00pm.

-There was documentation of administration of
leveliracetam from 08/01/21 to 06/30/21 at
8:00am.

-There was no documentation of administration of
levetiragetam from 06/01/21 to 06/30/21 at
8:00pm.

Observalion of Resident #3's medications on
hand on 07/29/21 at 2:32pm revealed:

-There was one bubble packet of levetiracetam
500mg tablets,

-There were 29 tablets remaining in the packet
and available for administration,

-Resident #3's leveliracetam was dispensed on
07/15/21.

interview with Resident #3 on 07/29/21 at 5:07pm
revealed:

-She saw the picture of the lavetiracetam fablets,
and she verified that she had not missed any
doses.

-She lodk levetiracetam in the morning and
before bed.

Telephone interview with Resident #3's
pharmacist on 07/29/21 at 1:55pm revealed:
~There was an order dated 02/01/21 for
leveliracetam 500mg one tablet twice daily.
-Leveliracetam was dispensed with the cycle fil
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levetiracetam from 05/01/21 to 05131721 at i
8:00am. N\ ’N\,LA.h erne' bb"
-There was no documentation of administration of
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healer temperature again.

Observation of the hot water temperatures in the
haliway.resident bathroom on 07/29/21 at 5:07pm
revealed the water temperature at the sink fixture
was 128.7 degress F.

interview with a resident on 07/29/21 at 9:03am
revealed:

-She had observed the water was too cold.

-She did not use the hallway bathroom along with
the other residents, but she used her private
bathroom,

-She bathed herself and turned on the hol water
minutes before she showered to fry to warm the
water,

-Bhe had told the Administrator about the hot
water temperature.,

-The water had not been hot since her admission
18 months ago.

Interview with another resident on 07/29/21 at
9:08am revealed:

-She used the hallway bathroom and she did not
need any assistance with aclivities of daily living
{ADL).

~She had not noticed that the water temperature
was oo hot.

Interview with the Supervisor-in-Charge (SIC) on
07/29/21 at 3:05pm reveaied:

-The Administrator checked the hot water
temperatures monthly,

-She checked the hot water temperatures if she
was scheduled to work on the first day of the
month,

~She ustd a water thermomeler that was stored
in the kifchen on a clipboard with the water
temperature log.

i -Bhe thought the hot waler temparature ranga for
Division of Health Service Regutation
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documenting the resulting effect on the resident;
(6) date and time of administration;

(7) decumentation of any omission of
medications or treatments and the reason for the
omission, including refusals: and

{8) name or initlals of the person administering
the medication or treatment. if initials are used, a
signalure equivalent to those initials is io be
documeénted and maintained wiih the medicalion
administration record {(MAR).

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure the
accuracy of medication administration records for
1 of 3 sampled residents {(#3), including a
medication used to prevent seizures, a
medication to treat gastro-esophageal reflux
disease {GERD) and an ophthalmic medication
used for dry eye relief,

The findings are:

1. Review of Resident #3's current FL-2 dated
06/21/21 revealed diagnosis included epileptic
seizures.

a. Review of Resident #3's current FL-2 dated
06/21/21 revealed there was an order for
levetiracetam 500mg (used to treat seizures) take
one tablet twice daily.

Raview of Resident #3's May 2021 printed
medication administration records (MAR)

revealed:
-There was an entry for levetiracetam 500mg one

tablet twice daily, scheduled for 8:00am and
8:00pm.
-There was documentation of administration of
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on the 15th of each month.

-Depending upon the number of days in the
month, 30 or 31 tablets were dispensed each
month.

Interview with the Suparvisor in Charge (SIC) on
07/29/21 at 3:05pm revealed:

-She did not know Resident #3's lsvetiracetam
was nol documented as administered at 8:00pm
on the May 2021 and June 2021 MARs.

-She administered it fo Resident #3,but she did
not know why she never docummented the 8:00pm
dose for May 2021 and June 2021,

Refer to telephone intervisw with Resident #3's
pharmacist on 07/29/21 at 1:55pm.

Refer to interview with the Administrator on
07/29/21 at 3:57pm.

b. Review of Resident #3's current FL-2 dated
06/21/21 revealed there was an order for
omeprazote 20mg (used o treat
gastro-esophageal refiux disease) take one tablet
twice daily.

Review of Resident #3's May 2021 printed
medication administration records (MAR)
revesled:

-There was an entry for omeprazole 20mg one
tablet twice daily, scheduled for 8:00am and
8:00pm.

-There was documentation of administration of
omeprazole from 05/01/21 to 05/31/21 at 8:00am,
-There was no documentation of administration of
omeprazole from 05/01/21 to 05/31/21 at 8:00pm.

Review of Resident #3's June 2021 printed MAR
revealed:
~There was an entry for omeprazole 20mg one
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tablet twice daily, scheduled for 8:00am and
8:00pm.

-There was documeniation of administration of
omeprazole from 06/01/21 to 06/30/21 at B:00am,
~There was no documentation of administration of
omeprazole from 06/01/21 to 06/30/21 at 8:00pm.

Observation of Resident #3's medications on
hand on 07/29/21 at 2:32pm revealed:

-There was one bubble packet of omeprazole
20mg capsules.

-There were 31 capsules remaining in the packet
and available for administration.

-Resident #3's omeprazola was dispensed on
a7H5/21.

interview with Resident #3 on 07/20/21 at 5.07pm
revealed:

-She saw the picture of the omeprazole capsules.
-She took omeprazole two times a day in the
morning and before bed.

Telephone interview with Resident #3's
pharmacist on 07/29/21 at 1:55pm revealed:
-There was an order dated 02/01/21 for
omeprazole 20mg one capsule twice dally.
-Resident #3's omeprazole was dispensed with
the cycle fill on the 15th day of the month.

interview with the Supervisor in Charge {SIC) on
07/29/21 at 3:05pm revealed:;

-She did not know that she had not documented
administering Resideni #3's 8:00pm dose of
omeprazole on the May 2021 and June 2021
MARs.

-She administered omeprazole o Resident #3,but
she did not know why she never documented the
8:00pm dose for May 2021 and June 2021.

Refer to telephone interview with Resident #3's

Division of Health Service Regulation
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pharmacist an 07/29/21 at 1 :52pm.

Refer lo interview with the Administrator on
07/29/21 at 3:57pm.

¢. Review of Resident #3's current FL-2 dated
06/21/121 revealed there was an order for
Restasis 0.05% (used to treat chronic dry eye)
instill one drop in both eyes twice daily.

Review of Resident #3's May 2021 printed
miedication administration recards {MAR)
revealed:

~There was an entry for Restasis 0.05% instill one
drop in both eyes twice daily, scheduled for
8:00am and 8:00pm.

-There was documentation of administration of
Restasis from 05/01/21 to 05/31/21 at 8:00am.
-There was no documeniation of adminisiration of
Restasis from 05/01/21 to 05/31/21 at 8:00pm.

Review of Resident #3's June 2021 MAR
revealed:

~There was an eniry for Restasis 0.05% instill one
drop in both eyes twice daily, scheduled for
8:00am and B:00pm.

-There was documentation of administration af
Restasis from 06/01/21 to 06/30/21 at §:00am.
~There was no documeniation of administration of
Restasis from 06/01/21 to 06/30/21 at 8:00pm.

Observation of Resident #3's medications on
hand on 07/29/21 at 2:32pm revealed:

~There was one box of Restasis drop vials.
-There were 31 vials remaining in the box and
available for administration,

-Resident #3's Restasis was dispensed on
07/01/29,

Interview with Resident #3 on 07/29/21 at 8:07pm

Division of Health Service Regulalion
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revealed:
-She had eye drops placed in each eye twice
daily.

-She had not missed any doses of the eye drops.

Telephone interview with Resident #3's
phammacist on 07/29/21 at 1 :55pm revealed:
~There was an order dated 03/02/21 for Restasis
one drop in each eye twice daily.

~The facility had to call for refills of Resident #3's
Resiasis.

-The last refill of Resident #3's Reslasis was
07/04121.

~Each box contained 30 doses and each
individuat vial contained one dose.

Interview with the Supervisor in Charge (SIC) on
07/29/21 at 3:05pm revealed:

-She administered Restasis 1o Resident #3.
-Each viat was used once and contained enough
medication for one drop in each eye.

-She did not know why she never documented
the 8:00pm dose for May 2021 and June 2021,

Refer to telephone interview with Resident #3's
pharmacist on 07/29/21 at 1:55pm,

Refer to interview with the Administrator on
07/28/21 at 3:57pm.

Telephone interview wilh Resident #3's
pharmacist on 07/29/21 at 1:55pm revealsd:
-The pharmacy provided MARS to the facility.
-The MARs were delivered on the 26 th or 27 th
of each month.

Telephone interview with the Administrator on
07/29/21 at 3:57pm revealed:

-The pharmacy provided MARs for the facility.
-3he and the SIC reviewed the new MARSs sach
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-She ysed the pill packs to review the new MARs. 3 "3 “d, \
~Bhe tried to review the previous months MARs lo
identify missed documentation and errors.
-She did not know the MAs were not documenting
some medications at 8:00pm.
~8he thought Resident #3 was administered ajl
her medications at 8:00pm and the MAs did not
document thoroughly.
-The MAs and SIC were responsible for ensuring
residents' MARs were accurate.
C 612 10A NCAC 136G 1701 {c) Infection Prevention & C612 _\_V\bth\LC_... é\b (\L O b, -
Control Program {temp) i <
v A o g\—“}.;v Yol an
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akie = 7 O Moot
been identified at the facilify or there is an
emerging infectious disease ‘ \g‘\r\e_,\. VAR AV \X. Q ()v\v\ y
threat, ihe facility shall ensure implementation of
the facility * s IPCP, related policies and {
procedures, and published -L.:)W ‘3‘ \1’5‘-& } r\,g—@;m& Qu‘,w\
guidance issued by tha CDC; howavar, If ‘
guidance or directives specific to ihe ""Lb 1 &w\-\ -\.(’ Mqo ‘.
communicable disease ouibreak or p
emerging infectious disease threat have been N -\. o :
issued in writing by the NCDHHS or local health \O N ls‘l'«\'\;"--t»:_zu’\ OO\ O 5&\4\/%
depariment, the specific N :
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This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure
recommendations and guidance established by
the Centers for Disease Control (CDC), and the
North Carolina Department of Health and Human
Services (NC DHHS) were implemented and
maintained to provide proteclion of the residents
during the global coronavirus (COVID-18)
pandemic as related to use of personal prolective
equipment (PPE) face masks by staff to reduce
the risk of transmission and infection and
screening of staff and residents.

The findings are:

1. Review of the Centers for Disease Control and
Prevention (CDC) Consideralions for Preventing
Spread of COVID-19 in Assisted Living Facilities
dated 03/29/21 revealed:

-Personnel should wear a face mask while in the
facility and for protection during resident care
encounters,

-Personnel who worked in areas with minimat to
no community transmission of the coronavirus
should use a wellitting face mask for source
control.

Review of the CDC Updated Healthcare Infection
Prevention and Control Recommendations in
Response to COVID-18 Vaccination dated
04/27/21 revealed recommendations for use of
personil protective equipment (PPE) by
personnel was unchanged.

Review of the North Carolina Department of
Health and Human Services (NC DHHS)
Guidance for Best Practices for Infection
Prevention in Long Term Care Facllities (LTCFs)
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dated 02/10/21 revealed LTCFs should foliow the
CDC guidance for appropriate selection and use
of PPE,

Observaiion of the staff upon entrance into facility
on 07/29/21 from 8:49am revealad:

-She came to the front door of the facility without
a face mask.

~She shut the door and relurned to the door with
a face mask that was looped over one ear but not
covering her nose and mouth.

-She placed the face mask on once she
ielephoned the Administrator.

-One resident was sitfing in the living room area
without a face mask.

Observation of Lhe Administrator on 07/29/21 at
8:05am revealed she did not have a face mask
on when she came inlo the facility,

Observation of the Administrator in the haliway of
the factiity on 07/29/21 at 12:35pm revealed she
did not have her face mask covering her nose.

Observation of another staff in the facility on
07/29/21 at 3:43pm revealed she wore a face
mask below her nose and mouth.

Observalion of the facility on 07/29/21 at 4:35 pm
revaaied:

-There was a screening station in the living reom
on a table.

-There was a plastic bag of face masks on the
table.

~There was one case of surgical face masks with
50 face masks per box in a storage closet.

Interview with a resident on 07/29/21 at 5:20pm
revealed:
-Staff wore masks when they went outside of the
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facilily transporting residents lo appointmenls.
-Staff did not always wear a face mask insfde the
facility.

Interview with a second resident on 07/29/21 al
5:07pm revealed:

-She knew the SIC was not wearing a face mask
when she answered the front door on 07/20/21.
-She thought the SIC was busy doing tasks for
the facility and simply forgot to put the face mask
on properly.

Interview with the Supervisor in Charge (SIC) on
07/29/21 at 3:05pm revealed:

-She had worked at the facility for lwo years.
-8he worked Monday through Weadnesday as live
in staff and she was relieved by another staff.
-For COVID-18, she and the residents washed
their hands constantly, used hand sanitizer, no
visitors were allowed in the house except
healthcare professionals, and social distancing.
-She had received fraining congerning COVID-18
from a nurse over the telephone.

-The nurse reviewed the signs and symptoms of
COVID-18, and what to do if all Ihe residents
naeded:COVID-19 testing.

~The fraining occurred in the spring of 2020,
-There was a facliity COVID-18 policy.

-She wore a face mask everywhere she went,
and she changed it daily,

-She wore a face mask al the grocery store,
church, and at work.

-She thought the CDC guidelines were that a face
mask was to be worn in the facility..

-She did not have a face mask on when she
opened the door because she forgot to put it on.
-She had a face mask in her pocket when she
opened the front door this moming.

-She had not read the CDC guidelines concerning
| the wearing of face masks.
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-She did not see the olher staff with her face
mask below her nose and mouth while working in
the facility.

Interview with the Administralor on 07/29/21 at
3:57pm revealed:

-She had a COVID-19 policy in the COVID-19
notebaok.

-She had signage on the front door concerning
COVID-19 and she did not know who took the
signs down.

~Staff were expected to wear z face masks in the
facility,

-The ofker staff who came to assist the SiC on
007/29/21 had her face mask down because she
had a respiratory illness.

-She also had respiratory illness and took face
mask breaks by removing the face mask from her
nose and mouth.

-She did not know the current CDC guidelines for
long term care faciiities concerning wearing a
face mask in the facility,

-She was responsible for following the CDC
gidelines related to the use of face masks,

Atiernpled lelephone inlerview with the [ocal
county health department (LHD) Registered
Nurse (RN) on 07/29/21 at 1:29pm was
unsuccessful.

2. Review of the Ceniers for Disease Control and
Prevention {CDC) Considerations for Preventing
Spread of COVID-19 in Assisted Living Facilities
daled 03/29/21 revealed all rasidents and staf
should screen daily for symploms consistent with
COVID-19 (fever or chills, cough, shortness of
breath or difficulty of breathing, fatigue,
headache, body aches, loss of taste or smell,
sore throat, congestion or runny nose, nausea or
vomiting and diarrhea.
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Review.of the NC Department of Health and
Human Services COVID-19 Long Term Care
{LTC) Infection Control Assessment and
Response Tool for local health department (LHD}
dated 10/2020 revealed staff and residents
shouid be screened daily for fever, signs and
symptoms of COVID-149.

Observation of the facility on 07/29/21 at 8:48am
revealed;

-3taff provided screening upon entrance into the
facility.

-There was a screening station in the living room
on a fable.

-There was a thermal scan thermomeater available
for use on the table.

Review of three residents' May 2021, June 2021,
and July 2021 medication administration records
(MARSs) revealed ihere was no documentation of
any temperatures,

Interview with the Supervisor in Charge (SIC) on
07/29/21 at 8:55am revealed there were 5
residents residing in the facility.

Review of residents' temperatures in a spiral
notebook revealed:

-There werse temperatures documented from
04/03/21 10 07/11/21, but not daily.

-There were temperatures docurnented for 5
residenis on 04/03/21, 04/0%/21, 04111121,
04/18/21, 04/25/21, 05/02/21, 05/08/21, 05/16/21,
05/23/21, 05/30/21, 06/06/21, 06f13/21, 06 B/21,
06/20/21, 07/02/21, 07/04/21 and 07/11/21.
-There was no dosumentation for the time the
temperatures were oblained.

Interview with a resident on 07/29/21 at 5:20pm
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revealed staff took her temperature sporadically
and no one had asked her questions conceming
COVID-19 symptoms.

Interview with another resident on 07/29/21 a
5:07pm.revealad:

-Her femperature was checked when she left and
returned to the facility.

-No one asked him any questions about
COVID-19 symptoms.

Interview with the Supervisor in Charge (SIC) on
07/29/21 at 3:05pm revealed:

-She obtained the resident’s temperatures and
documented the resident's temperatures in a
spiral notebook kept in the medication cart.
-She screened herself on the first day back at
waork by taking her temperature, and she
documented her temperature in the notebook.
-She was given a policy to read about COVID-19.
-She did not ask the residenls about COVID-19
symptoms but observed them for symptoms,
-She did rot know the CDC guidelines related to
screening of the residents and staff,

-She had not obtained the resident's
temperatures from 07/26/21 to 07/29/21.

Interview with the Administrator on 07/29/21 at
5:45pm revealed:

-Visitors were still screened and their
temperatures were checked.

-She thought if a person was vaccinated the
screening process had changed,

-She called the local health department
frequently, but when she asked questions she did
not specify if it pertained to long term care or
pubiic guidelines.

-She expected staff o screen themselves when
they lefl'and returned to the facility.

-She did not require the staff to document their
Division of Health Servica Regulation
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temperaturas uniess they had a fever.
-Residents were screened when they left and
refurmed to the facility by taking their
temperatures

-She iook her ternperaiure when she entered the
facility, but she did not document her
temperature.

-She did not know staff were supposed to scraen
daily.

-She did not know the CDC guidelines related to
staff and resident screening.

-She was responsible for following the guidelines
of the CDC for sereening of staff and residents by
taking temperatures daily and documenting the
results on (he screening log.

-She was responsible for ensuring all staff were
following the guidetines of the CDC by providing
daily temperature screenings for residents and
staff in the facility.

Attempled telephone interview with the local
county health department (LHD) Registered
Nurse (RN) on 07/29/21 at 1:29pm was
unsuccessful.
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