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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the 

Caldwell County Department of Social Services 

conducted an annual and follow up survey and a 

complaint investigation on 07/15/25 through 

07/16/25.

 

 D 344 10A NCAC 13F .1002(a) Medication Orders

10A NCAC 13F .1002 Medication Orders

(a)  An adult care home shall ensure contact with 

the resident's physician or prescribing practitioner 

for verification or clarification of orders for 

medications and treatments:

(1) if orders for admission or readmission of the 

resident are not dated and signed within 24 hours 

of admission or readmission to the facility; 

(2) if orders are not clear or complete; or

(3) if multiple admission forms are received upon 

admission or readmission and orders on the 

forms are not the same.

The facility shall ensure that this verification or 

clarification is documented in the resident's 

record.

This Rule  is not met as evidenced by:

 D 344

Based on observations, record review and 

interviews, the facility failed to clarify medication 

orders for 2 of 5 sampled residents (Resident #1 

and #4) related to orders to start a multi vitamin 

and change an inhaler (#1) and incomplete 

orders for pre-meal insulin, long-acting insulin, 

and an antifungal cream (#4). 

The findings are:

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

02/12/25 revealed diagnoses included type 2 

diabetes, chronic kidney disease stage 4, 

bradycardia, and hypertension.
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 D 344Continued From page 1 D 344

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

02/12/25 revealed:

-There was an order for Novolog (used to control 

blood sugar) 8 units three times a day before 

meals.

-There was an order for Novolog 100 units before 

meals.

Review of Resident #4's primary care provider 

(PCP) six month medication review orders dated 

02/03/25 revealed Novolog 100unit/ml inject 5 

units subcutaneously before meals hold if 

fingerstick blood sugar (FSBS) is less than 150.

Review of Resident #4's PCP order dated 

02/06/25 revealed increase premeal Novolog to 8 

units three times a day prior to meals hold for 

FSBS less than 150.

Review of Resident #4's February 2025 

medication administration record (MAR) revealed:

-There was a computer generated entry for 

Novolog 100unit/ml 5 units before meals hold if 

FSBS less than 150 scheduled at 7:30am, 

11:00am, and 4:00pm.

-Novolog 5 units was documented as 

administered as ordered from 02/01/25-02/06/25 

at 7:30am.

-There was a handwritten entry for Novolog 8 

units before meals hold if FSBS less than 150 

scheduled at 7:30am, 11:30am, and 4:30pm.

-Novolog 8 units was documented as 

administered as ordered from 02/06/25 at 

11:30am -02/28/25 as ordered.

Review of Resident #4's March 2025 to July 2025 

MARs revealed:

-There were computer generated entries for 

Novolog 100unit/ml 8 units before meals hold if 
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 D 344Continued From page 2 D 344

FSBS less than 150 scheduled at 7:30am, 

11:00am, and 4:00pm.

-Novolog 8 units was documented as 

administered as ordered.

Observation of Resident #4's medications on 

hand on 07/15/25 at 4:26pm revealed:

-There was one Novolog 100unit/ml Flexpen 

available with instructions to inject 8 units three 

times a day before meals hold if FSBS is less 

than 150.

-There was a handwritten note with an open date 

of  07/10/25.

Interview with a medication aide (MA) on 

07/16/25 at 10:08am revealed:

-The night shift MAs were responsible for 

completing resident FL2s.

-Resident #4's Novolog pre-meal orders were 

contradictory and incomplete.

-The Resident Care Coordinator (RCC) was 

responsible for reviewing the FL2s before having 

the PCP sign them.

Interview with the Director of Nursing (DON) on 

07/16/25 at 12:50pm revealed she contacted 

Resident #4's PCP and received the following 

clarification order for Novolog 100units/ml inject 8 

units before meals hold if FSBS is less than 150.

Refer to interview with the RCC on 07/16/25 at 

10:10am.

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

02/12/25 revealed there was an order for Lantus 

100 unit twice daily. 

Review of Resident #4's primary care provider 

(PCP) six month medication review orders dated 

02/03/25 revealed Lantus 100unit/ml 58 units 
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 D 344Continued From page 3 D 344

every morning and at bedtime.

Review of Resident #4's February 2025 to July 

2025 medication administration records (MARs) 

revealed:

-There were computer generated entries for 

Lantus 100unit/ml 58 units every morning and at 

bedtime scheduled at 8:00am and 8:00pm.

-Lantus 100unit/ml 58 units was documented 

administered as ordered.

Observation of Resident #4's medications on 

hand on 07/15/25 at 4:26pm revealed:

-There was one Lantus 100unit/ml Solostar pen 

available with instructions to inject 58 units every 

morning and at bedtime.

-There was a handwritten note with an open date 

of  07/09/25.

Interview with a medication aide (MA) on 

07/16/25 at 10:08am revealed:

-Resident #4's Lantus order on the FL2 was 

incomplete.

-The Resident Care Coordinator (RCC) was 

responsible for reviewing the FL2s before having 

the PCP sign them.

Interview with the Director of Nursing (DON) on 

07/16/25 at 12:50pm revealed she contacted 

Resident #4's PCP and received the following 

clarification order for Lantus 100units/ml inject 58 

units every morning and at bedtime.

Refer to interview with the RCC on 07/16/25 at 

10:10am.

c. Review of Resident #4's primary care provider 

(PCP) order dated 01/15/25 revealed Nystatin 

Cream (used to treat fungal skin infections) 

100,000unit/gm apply to abdominal folds topically 
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 D 344Continued From page 4 D 344

every 8 hours as needed for yeast/redness and 

irritation.

Review of Resident #4's PCP six month 

medication review orders dated 02/03/25 

revealed Nystatin Cream 100,000unit/gm apply to 

abdominal folds topically every 8 hours as 

needed for yeast/redness and irritation.

Review of Resident #4's current FL2 dated 

02/12/25 revealed there was no order for Nystatin 

Cream 100,000unit/gm. 

Review of Resident #4's February 2025 to July 

2025 medication administration records (MARs) 

revealed:

-There were computer generated entries for 

Nystatin Cream 100,000units/gm apply to 

abdominal folds every 8 hours as needed for 

yeast/redness and irritation.

-There were no documented administrations.

Observation of Resident #4's medications on 

hand on 07/15/25 at 4:26pm revealed there was 

one tube of Nystatin Cream 100,000units/gm 

available with instructions to apply to abdominal 

folds every 8 hours as needed for yeast/redness 

and irritation.

Interview with the Director of Nursing (DON) on 

07/16/25 at 12:25pm revealed she contacted 

Resident #4's PCP and received the following 

clarification order for Nystatin Cream 

100,000units/gm apply to abdominal folds 

topically three times a day as needed for 

yeast/redness and irritation.

Refer to interview with the RCC on 07/16/25 at 

10:10am.
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 D 344Continued From page 5 D 344

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

02/24/25 revealed:

-Diagnoses included chronic obstructive 

pulmonay disease (COPD) and protein calorie 

malnutrition.

-An order for albuterol 90-80mcg/ACT, 1 puff 

every 4 hours as needed. 

Review of Resident #1's physicians orders 

revealed:

-An order dated 02/10/25 for albuterol Sulfate 

HFA 90mcg, 1 puff every 4 hours as needed.

-An order dated 02/11/25 for a multivitamin daily.

Review of Resident #1's May-July 2025 

medication administration record (MAR) revealed:

-There was an entry for Albuterol Sulfate HFA 

90mcg, 1 puff every 4 hours as needed with no 

documented administrations.

-There was an entry for and documentation of 

administration of a multivitamin daily

Observation of medications on hand on 07/16/25 

at 12:02pm revealed:

-Albuterol Sulfate HCL 90mcg was available for 

administration.

-A multivitamin was available for administration. 

Interview with the Director of Nursing (DON) on 

07/16/25 at 12:25pm revealed she contacted 

Resident #1's PCP and received the following 

clarification orders:

-Albuterol Sulfate HFA 90mcg, 1 puff every 4 

hours as needed.

-A multivitamin daily.

Refer to interview with the RCC on 07/16/25 at 

10:10am.

____________________

Interview with the Resident Care Coordinator 
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 D 344Continued From page 6 D 344

(RCC) on 07/16/25 at 10:10am revealed:

-The night shift MAs were responsible for 

completing resident FL2.

-There had recently had a large turn over in night 

shift MAs.

-The MAs were trained on completing resident 

FL2s, but were inexperienced.

-The PCP would sign the FL2s without reviewing 

the orders to ensure they were correct and 

complete.

-She became responsible for reviewing the FL2s 

before they were submitted to the PCP "a month 

ago" because of the errors they had found on 

some of the FL2s.

 D 438 10A NCAC 13F .1205 Health Care Personnel 

Registry

10A NCAC 13F .1205 Health Care Personnel 

Registry

The facility shall comply with G.S. 131E-256 and 

supporting Rules 10A NCAC 13O .0101 and 

.0102.

This Rule  is not met as evidenced by:

 D 438

Based on interviews and record reviews the 

facility failed to complete a 24-hour initial 

allegation report followed by a 5-day investigation 

report to Health Care Personnel Registry (HCPR) 

concerning an allegation of physical abuse 

related to a staff (Staff A) slapping Resident #2.

The findings are:

Review of Resident #2's current FL2 revealed:

-Diagnoses included dementia, blindness and 

anxiety.

-There was documentation she was constantly 
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 D 438Continued From page 7 D 438

disoriented and required total care.

-She was documented as being verbally abusive 

and injurious to others. 

Review of Resident #2's care plan dated 05/08/25 

revealed she needed extensive assistance with 

transfers. 

Interview with a PCA on 07/15/25 at 3:00pm 

revealed:

-She worked as a PCA from 3:00-11:00pm.

-In May 2025 she was assisting a Staff A transfer 

Resident #2 when she observed Resident #2 

pinch Staff A.  

-Staff A slapped Resident #2 in the face after she 

was pinched. 

-She did not report the incident initially because 

she was new and afraid they would not believe 

her. 

-Two days after the incident she reported it to her 

supervisor. 

Interview with the Facility's Director of Nursing 

(DON) on 07/15/25 at 3:59pm revealed:

-She was aware of the alleged incident with Staff 

A involving Resident #2.

-The incident was investigated.

-Staff A reported that Resident #2 became 

aggressive towards her while providing care and 

she put her hand on Resident #2's chin and 

turned her face away from her but did not slap 

her.

-She did not complete a HCPR 24-hour initial 

report or a 5-day investigative report  because 

she did not know that needed to be done.

Interview with the Special Care Coordinator 

(SCC) on 07/16/25 at 8:06am revealed:

-In March or April 2025 a PCA reported to her she 

witnessed Staff A slap Resident #2. 
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 D 438Continued From page 8 D 438

-The PCA said she waited 2 days to report it 

because she was a new employee and did not 

think she would be believed.

-She investigated the alleged incident, talking to 

multiple staff that worked with the Staff A. 

-Staff A told her Resident #2 started to bite her 

while they were providing care and she in turn 

used her hand to move Resident #2's face away 

from her and told her she could not bite.

-She was unable to substantiate the incident. 

-She did not complete a HCPR 24-hour initial 

report or a 5-day investigative report because she 

was not aware that was part of the investigative 

process. 

Interview with the Administrator on 07/16/25 at 

12:19pm revealed:

-She was aware of the alleged incident with 

Resident #2.

-The incident was thoroughly investigated and 

deemed to be unsubstantiated.

-She never completed a HCPR 24-hour initial 

report or a 5-day investigative report because she 

thought the only time the facility had to report to 

HCPR was if an allegation was substantiated. 

Based on observation and record review 

Resident #2 was not interviewable.
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