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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the 

Henderson County Department of Social Services 

conducted an annual and follow up survey and a 

complaint investigation on 01/22/25.  The 

complaint investigation was initiated by the 

Henderson County Department of Social Services 

on 12/17/24.

 

 D 269 10A NCAC 13F .0901(a) Personal Care and 

Supervision

10A NCAC 13F .0901 Personal Care and 

Supervision

(a)  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:

 D 269

Based on observations, interviews, and record 

reviews, the facility failed to provide personal care 

assistance for 1 of 3 sampled residents (#1) who 

required assistance with nail care and had 

fingernails and toenails that were yellowed, long, 

and jagged.

The findings are:

Review of Resident #1's FL2 dated 07/09/24 

revealed diagnoses included cellulitis of the 

scrotum.

Review of Resident #1's Resident Register 

revealed an admission date of 01/07/15.

Review of Resident #1's Care Plan dated 

09/05/24 revealed:

-The resident was forgetful and needed 
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 D 269Continued From page 1 D 269

reminders.

-The resident required extensive staff assistance 

with bathing, dressing, and grooming/personal 

hygiene.

1. Observation of Resident #1's hands on 

01/22/25 at 11:10am revealed:

-The fingernails on the resident's right and left 

hands were yellowed, long, and jagged.

-The thumbnail on the resident's right hand was 

broken and jagged with half of the nail missing.

Interview with Resident #1 on 01/22/25 at 

11:10am revealed:

-He knew his fingernails were long.

-He was able to cut his own fingernails.

-He did not know how long it had been since his 

fingernails had been cut.

-He would rather cut his own fingernails than to 

have staff help him.

Interview with a medication aide (MA) on 

01/22/25 at 11:35am revealed:

-Resident #1's fingernails were very long.

-Resident #1 was not able to cut his own 

fingernails.

-Resident #1 was resistant to staff assistance 

with nail care.

Interview with the Administrator on 01/22/25 at 

12:40pm revealed:

-She and the staff had offered to cut Resident 

#1's fingernails, but he would not let them cut 

them.

-She had offered to take Resident #1 to a nail 

salon to get his nails cut and he refused.

-She convinced Resident #1 to file his own nails 

"once in awhile."

-Resident #1 would not accept nail care from the 

home health registered nurse (RN) who saw him 
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 D 269Continued From page 2 D 269

two to three times a week.

Attempted interview with Resident #1's home 

health RN on 01/22/25 at 10:57am was 

unsuccessful.

Attempted interview with Resident #1's home 

health agency Clinical Manager on 01/22/25 at 

11:00am was unsuccessful.

2. Observation of Resident #1's feet with a 

medication aide (MA) present on 01/22/25 at 

12:09pm revealed:

-Resident #1's left great toenail was yellowed, 

thick, long, and jagged and protruded 

approximately 1/4 inch past the flesh of the toe.

-Resident #1's toenails on his left foot were yellow 

in color, thick, long, and jagged.

-Resident #1's toenails on his right foot were 

yellow in color, thick, long, and jagged.

Interview with a medication aide (MA) on 

01/22/25 at 11:35am revealed:

-He knew Resident #1's toenails were long and 

thick and needed to be cut.

-He had taken Resident #1 to a local podiatrist for 

foot care until the business recently closed.

-He had been trying to get Resident #1 an 

appointment at another podiatry office, but an 

appointment had not yet been available.

 D 366 10A NCAC 13F .1004 (i) Medication 

Administration

10A NCAC 13F .1004 Medication Administration

(i)  The recording of the administration on the 

medication administration record shall be by the 

staff person who administers the medication 

 D 366
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 D 366Continued From page 3 D 366

immediately following administration of the 

medication to the resident and observation of the 

resident actually taking the medication and prior 

to the administration of another resident's 

medication.  Pre-charting is prohibited.

This Rule  is not met as evidenced by:

Based on observations, interviews, and record 

reviews, the facility failed to ensure the 

medication aide (MA) observed residents take 

their medications for 2 of 3 sampled residents (#3 

and #4) related to cups of medications observed 

on tables in the residents' rooms.

The findings are:

1. Review of Resident #3's current FL2 dated 

11/27/24 revealed diagnoses included depression 

and schizophrenia.

Observation of Resident #3's room during the 

initial tour on 01/22/25 at 8:46am revealed there 

was a medication cup on the bedside table that 

contained 4 medication tablets.

Review of physician's order for Resident #3 

revealed:

-There was an order for lamotrigine (treats bipolar 

disorder) 25mg take two tablets daily dated 

11/27/24.

-There was an order for trazadone (treats 

depression) 100mg at bedtime dated 11/27/24.

-There was an order for olanzapine (treats 

schizophrenia) 5mg twice daily dated 12/06/24.

Review of Resident #3's medications available for 

administration on 01/22/24 at 10:00am revealed:

-There was one bubble pack labeled lamotrigine 

25mg take two tablets daily and 32 round tablets 
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 D 366Continued From page 4 D 366

remained.

-There were two bubble packs labeled olanzapine 

5mg twice daily and 17 round tablets remained in 

one bubble pack and 16 in the second.

-There was one bubble pack labeled trazadone 

100mg at bedtime and 16 round tablets remained 

in the bubble pack.

Review of Resident #3's MAR for 01/01/25 - 

01/21/25 revealed:

-There was an entry for lamotrigine 25mg take 

two tablets daily with an administration time of 

8:00am and documentation the lamotrigine was 

administered at 8:00am on 01/01/25 - 01/21/25.

-There was an entry for olanzapine 5mg twice 

daily with administration times of 8:00am and 

8:00pm and documentation the olanzapine was 

administered at 8:00am and 8:00pm on 01/01/25 

- 01/21/25.

-There was an entry for trazodone 100mg at 

bedtime with an administration time of 8:00pm 

and documentation the trazodone was 

administered at 8:00pm on 01/01/25 - 01/21/25.

Interview with Resident #3 on 01/22/25 at 8:47am 

revealed:

-The medications in the cup were his evening 

medications from the previous day.

-The Medication Aide (MA) forgot to observe him 

take his medications and he forgot to take them.

Interview with the MA on 01/22/25 at 9:58am 

revealed that sometimes Resident #3 would keep 

the medications under his tongue and he thought 

the resident had swallowed them.

Refer to the telephone interview with the facility's 

contracted Nurse Practitioner (NP) on 01/22/25 at 

11:00am.
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 D 366Continued From page 5 D 366

Refer to the interview with the Administrator on 

01/22/25 at 10:50am.

2. Review of Resident #4's current FL2 dated 

05/27/24 revealed diagnoses of schizoaffective 

disorder.

 Review of physician's orders for Resident #4 

revealed:

-There was an order for escitalopram oxalate 

(treats depression) 5mg three times daily dated 

05/27/24.

-There was an order for gabapentin (treats pain) 

300mg four times daily dated 06/18/24.

-There was an order for buspirone (treats anxiety) 

15mg three times daily and benztropine 

(antipsychotic medication) 0.5mg twice daily 

dated 09/04/24.

Observation of Resident #4's room during the 

initial tour on 01/22/25 at 9:00am revealed:

-There were three medication cups on the 

dresser and one medication cup contained one 

yellow capsule, a second medication cup 

contained one yellow capsule, two round tablets, 

and one rectangle tablet, a third medication cup 

contained one yellow capsule and one round 

tablet.

-There were two yellow capsules on the dresser 

next to the medication cups.

-There was a fourth medication cup on a table 

next to the bed that contained one yellow 

capsule, two round tablets, and one rectangle 

tablet.

Observations of Resident #4's medication 

available for administration on 01/22/25 at 10:53 

am revealed:

-There were two bubble pack labeled benztropine 

0.5mg twice daily and 17 round tablets remained 
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in one bubble pack and 18 in the second.

-There was one bubble pack labeled buspirone 

15mg three times daily and 18 rectangle tablets 

remained.

-There was one bubble pack labeled 

escitalopram 5mg three times daily and 8 round 

tablets remained in the bubble pack.

-There were four bubble packs labeled 

gabapentin 300mg four times daily and 26 yellow 

capsules remained in one bubble pack, 17 in the 

second, 16 in the third, and 24 in the fourth 

bubble pack.

Review of Resident #4's Medication 

Administration Record (MAR) for 01/01/25 - 

01/21/25 revealed:

-There was an entry for benztropine 0.5mg twice 

daily with administration times 8:00am and 

8:00pm and documentation the benztropine was 

administered at 8:00am and 8:00pm on 01/01/25 

- 01/21/25.

-There was an entry for buspirone 15mg three 

times daily with administration times of 8:00am, 

12:00pm, and 8:00pm and documentation the 

buspirone 15mg was administered at 8:00am, 

12:00pm, and 8:00pm on 01/01/25 - 01/21/25.

-There was an entry for gabapentin 300mg four 

times daily with administration times of 8:00am, 

12:00pm, 4:00pm, and 8:00pm and 

documentation the gabapentin was administered 

at 8:00am, 12:00pm, 4:00pm, and 8:00pm on 

01/01/25 - 01/21/25.

-There was an entry for escitalopram 5mg three 

times daily with administration times of 8:00am, 

12:00pm, and 8:00pm and documentation the 

escitalopram was administered at 8:00am, 

12:00pm, and 8:00pm on 01/01/25 - 01/21/25.

Interview with Resident #4 on 01/22/25 at 

11:05am revealed sometimes the MA did not 
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 D 366Continued From page 7 D 366

observe him swallow his medications and left the 

medications in his room and then he would forget 

to take the medications.

Interview with the Resident Care Coordinator 

(RCC) on 01/22/25 at 11:05am revealed:

-He administered the morning, afternoon, and 

evening medications to Resident #4.

-He was sure he observed Resident #4 take his 

medications and did not know why the 

medications were in the room.

Refer to the telephone interview with the facility's 

contracted NP on 01/22/25 at 11:00am.

Refer to the interview with the Administrator on 

01/22/25 at 10:50am.

________________________

Telephone interview with the facility's contracted 

NP on 01/22/25 at 11:00am revealed:

-Staff should have questioned the residents why 

they were not taking their medications when 

medications were found in the rooms.

-Staff should ensure residents take their 

medications and not leave them in the rooms.

Interview with the Administrator on 01/22/25 at 

10:50am revealed:

-The RCC administered the morning, afternoon, 

and evening medications.

-The RCC should have observed the residents 

take their medications.

-She did not know why the RCC left the 

medications in the rooms.
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