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Initial Comments

The Adult Care Licensure Section and the Polk
County Department of Social Services conducted
an annual and follow-up survey on 11/12/25.

10A NCAC 13F .0904(d)(4) Nutrition and Food
Service

10A NCAC 13F .0904 Nutrition and Food Service
(d) Food Requirements in Adult Care Homes:
(4) Water shall be served to each resident at
each meal, in addition to other beverages.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure water was served at the lunch
meal for 10 of 10 special care unit (SCU)
residents, in addition to other beverages.

The findings are:

Observation of the lunch meal service on
11/12/25 between 11:30am and 12:35pm
revealed:

-There were 10 residents present for the lunch
meal service.

-The residents' preferred beverages were placed
on the tables prior to the residents being seated
(tea and cranberry juice)

-No residents were asked if they wanted water in
addition to their preferred beverage.

-No residents were served water prior to the
meal.
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Interview with a personal care aide (PCA) on
11/12/25 at 11:45am and 12:15pm revealed:
-Beverages were placed on the tables prior to the
residents arriving in the dining room.

-She knew what each resident liked to drink and
placed those beverages on the tables according
to the residents' preferences.

-Water was not placed on every table or offered
to all residents at every meal.

-She did not know water should have been
served to all residents with each meal.

Interview with the Dietary Manager (DM) on
11/12/25 at 4:35pm revealed:

-PCAs passed out meal trays, monitored
residents while they were eating and refilled their
drinks.

-She was aware water should be served at every
meal.

-She expected the PCA and staff to serve water
to residents at every meal.

-She sent empty glasses to the SCU and the PCA
was responsible for providing residents with water
and their preferred beverage.

Interview with Executive Director on 11/12/25 at
4:50pm revealed:

-Residents were to be served water daily with
each meal and expected staff to do so.

-She did not know all residents in the SCU were
not being served water with each meal.

10A NCAC 13F .1005 (a) Self-Administration Of
Medications

10A NCAC 13F .1005 Self -Administration Of
Medications
(a) An adult care home shall permit residents
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who are competent and physically able to
self-administer their medications if the following
requirements are met:

(1) the self-administration is ordered by a
physician or other person legally authorized to
prescribe medications in North Carolina and
documented in the resident's record; and

(2) specific instructions for administration of
prescription medications are printed on the
medication label.

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure 1 of 4
residents (#5) had physician's orders to
self-administer a topical medication used for pain
relief.

The findings are:

Observation of Resident #5's room on 11/12/25 at
9:57am revealed a tube of Voltaren gel (used
directly on the skin as a pain reliever) on her
dresser with only % of the tube contents
remaining.

Interview with Resident #5 on 11/12/25 at
10:01am revealed:

-She had pain in her joints and used the Voltaren
gel for pain relief.

-She most recently used it 3 or 4 days ago for
pain in her left shoulder, left hip and right hip.
-She experienced some pain relief from using it.

Review of Resident #5's current FL2 dated
3/26/25 revealed there was no order for Voltaren
gel, no order to self-administer any medications,
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and no order to keep Voltaren gel in her private
room.

Review of Resident #5's electronic medication
administration record (eMAR) for September
2025 revealed:

-There was no entry to administer Voltaren gel for
pain.

-There was no documentation Voltaren gel was
administered from 09/01/25 through 09/30/25.

Review of Resident #5's eMAR for October 2025
revealed:

-There was no entry to administer Voltaren gel for
pain.

-There was no documentation Voltaren gel was
administered from 10/01/25 through 10/31/25.

Review of Resident #5's eMAR for November
2025 revealed:

-There was no entry to administer Voltaren gel for
pain.

-There was no documentation Voltaren gel was
administered from 11/01/25 through 11/12/25.

Interview with the medication aide (MA) on
11/12/25 at 10:03am revealed:

-Resident #5 did not have an order for Voltaren
gel.

-Resident #5 had no orders to self-administer any
medications, including Voltaren gel.

-Resident #5 should not have had Voltaren gel in
her room.

-Resident #5 had never reported any shoulder or
hip pain to her but did sometimes report knee
pain.

Interview with the Resident Care Coordinator
(RCC) on 11/12/25 at 11:42am revealed:
-She was unaware Resident #5 was
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self-administering Voltaren gel for pain.
-Resident #5 did not have a self-administration
order for Voltaren gel.

Interview with the Executive Director on 11/12/25
at 11:47am revealed:

-She was unaware Resident #5 was
self-administering Voltaren gel for pain.
-Resident #5 had not reported she was using
Voltaren gel for pain relief for her shoulder or hips
to any of the staff that she was aware of.

-It was required for a resident to self-administer
any medications to have a physician's order and
a self-administer assessment completed.
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