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{C 000} Initial Comments {C 000}

The Adult Care Licensure Section conducted a 

follow up survey on 08/31/21.

 

 C 201 10A NCAC 13G .0701 (b) Admission Of 

Residents

10A NCAC 13G .0701 Admissions Of Residents

(b)  Exceptions.  People are not to be admitted:

(1) for treatment of mental illness, or alcohol or 

drug abuse;

(2) for maternity care;

(3) for professional nursing care under 

continuous medical supervision;

(4) for lodging, when the personal assistance 

and supervision offered for the aged and disabled 

are not needed; or

(5) who pose a direct threat to the health or 

safety of others.

This Rule  is not met as evidenced by:

 C 201

Based on  interviews and record reviews, the 

facility failed to ensure 1 of 3 sampled residents 

(Resident #2) was not admitted for the treatment 

of a mental illness.

The findings are:

Review of Resident #2's current FL2 dated 

02/16/21 revealed:

-Diagnoses included bipolar type and 

schizoaffective disorder. 

-The resident was ambulatory.

-There was no information related to orientation 

status.

-The recommended level of care was domiciliary.

-There were no other documented diagnosis.
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 C 201Continued From page 1 C 201

Review of Resident #2's record revealed there 

was no current Resident Register completed.

Review of Resident #2's care plan dated 02/26/21 

revealed:

-The resident was oriented with adequate 

memory.

-The resident was independent with eating, 

toileting, ambulation and transferring.

-The resident required supervision with bathing, 

dressing and grooming/personal hygiene.

Interview with Resident #2 on 08/31/21 at 

11:53am revealed:

-He did not know the name of his mental health 

diagnoses.

-He did not know if he had a medical diagnosis.

Interview with the Supervisor in Charge (SIC) on 

08/31/21 at 11:04am revealed:

-Resident #2 had mental health diagnoses.

-She thought Resident #2 could be admitted to 

the facility only with his mental health diagnosis.

-She did not know when Resident #2 was 

admitted to the family care home.

-Resident #2 had been transferred from another 

family care home.

Attempted telephone interview with the Primary 

Care Provider on 08/31/21 at 12:11pm was 

unsuccessful.

Telephone interview with the Administrator on 

08/31/21 at 1:03pm revealed:

-He was not aware residents could not be 

admitted with only mental health diagnoses. 

-Resident #2 was receiving mental health 

services.

-He did not know the date of Resident #2's 
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 C 201Continued From page 2 C 201

admission to the family care home.

 C 230 10A NCAC 13G .0801(a) Resident Assessment

10A NCAC 13G .0801 Resident Assessment

(a)  A family care home shall assure that an initial 

assessment of each resident is completed within 

72 hours of admission using the Resident 

Register.

This Rule  is not met as evidenced by:

 C 230

Based on record reviews and interviews, the 

facility failed to ensure that an initial assessment 

was completed within 72 hours of admission 

using the Resident Register for 1 of 3 sampled 

residents (#2).

The findings are:

Review of Resident #2's current FL-2 dated 

02/16/21 revealed diagnoses included bipolar 

type and schizoaffective.

Review of Resident #2's record revealed there 

was no Resident Register available for review.

Interview with Review #2 on 08/31/21 at 12:56pm 

revealed:

-He did not know the date he moved into the 

family care home.

-He did not know how long he had lived at the 

family care home.

Interview with the Supervisor-in-Charge (SIC) on 

08/31/21 at 12:04pm revealed:

-Resident #2 had been transferred from another 

family care home.

-She did not know when Resident #2 had been 

admitted to the family care home.
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 C 230Continued From page 3 C 230

-The Administrator was responsible for 

completing the Resident Register.

Interview with the Administrator on 08/31/21 at 

1:03pm revealed:

-He did not know the date of Resident #2's 

admission to the family care home.

-When a resident transferred from one family 

care to another, he had residents to complete and 

sign a new residents' rule packet that listed the 

rules and regulation for the family care home.

-He was not aware of Resident #2 not having an 

updated Resident Register.  

-He was the person responsible for completing 

the Resident Register.

 C 358 10A NCAC 13G .1006 (g) Medication Storage

10A NCAC 13G .1006 Medication Storage

(g)  Medications shall not be stored in a 

refrigerator containing non-medications and 

non-medication related items, except when 

stored in a separate container.  The container 

shall be locked when storing medications unless 

the refrigerator is locked or is located in a locked 

medication area.

This Rule  is not met as evidenced by:

 C 358

Based on observations and interviews, the facility 

failed to ensure medications, such as insulins, 

that were stored inside the kitchen food 

refrigerator were kept in a locked container.
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 C 358Continued From page 4 C 358

The findings are:

Observation on 08/31/21 at 9:23am revealed:

-The kitchen was adjacent to the dining area used 

by residents for eating meals.

-The kitchen was accessible from the living room 

and hall that led to the residents' rooms.  

-There was a latch for a padlock on the 

refrigerator, but the refrigerator was not locked.

-There were two boxes of prescribed insulin in a 

clear storage bag placed on the shelf of the 

refrigerator door.

-The two boxes of insulin were Lantus. 

-The storage boxes were labeled with a resident's 

name.

-There was food and drinks stored in the 

refrigerator with the insulin.   

-The kitchen contained an upright 

refrigerator/freezer combination.

-There was not a sign posted as a notice to 

residents to not open the refrigerator. 

Interview with a resident on 08/31/21 at 11:53am 

revealed:

-The staff had stored his insulin in the 

refrigerator.

-The refrigerator remained unlocked when staff 

cooked.

-He had not gotten his insulin out of the 

refrigerator.  

-Residents were not allowed to open and retrieve 

items from the refrigerator.  

Interview with the Supervisor-in-Charge (SIC) 

08/31/21 at 9:35am revealed:

-She was the staff who administered the insulin.

-She had always kept the insulin in the 

refrigerator.

-She did not the insulin was to be kept in a 

lockbox if stored in the refrigerator.
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 C 358Continued From page 5 C 358

-She kept the refrigerator locked when she was 

not preparing meals or getting other items out 

when needed.

-Residents did not have access to the 

refrigerator.

Interview with the Administrator on 08/31/21 at 

1:03pm revealed he had not been made aware of 

the insulin being stored on the shelf of the 

refrigerator door.
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