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The Adult Care Licensure Sectlon conducted a
follow up survey on 08/31/21.
i
© 201 10A NGAL 136 0701 (b) Admission Of caol
5 Residents
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10A NCAC 13G 0701 Admissions Of Residents

(b} Exceptions. Psople are not to be admitled:
{1} for treatment of mentaf lliness, or aleohol or

drug abuse: ) 1&}0) I M ’%mgﬂ
gg E Eiﬁgzgnc:;r:;mmg care under J |ﬁd{ﬁ"}5 OVQZ‘ LIH"Q’ ﬁ JP/ d.‘: ; l

continuous medical supenvision;

(8) forlotging, when {he personal assistance [,j ho I“]ﬂ'y ﬂ Chimz L

and suparvision offered for the aged and disabled

[3;'}3 r::;g:idsaadazgrectihmat to the health or { Uﬂ,ll} '/7 W(S' W [ 5(" ﬁ) /9 J‘j{
safety of others,
afety of others . 5 ,\;@wf l‘?’ J@ﬁ?#&n‘r@

o ¢
This Rule ls not met as evidenced by: /}(5/?1(}/ [‘-/ \/’éﬁ U/Z 4 jﬁ
Based on interviews and record raviews, the '
facllity fafed to ensure 1 of 3 sampled residents C..;' ye 1 /2 MW /,9/5 ;/‘9 £4

{Resident #2) was not admilted for the traatment

of a mental liiness. ) _é?m{ / (J JE G}?f/ uﬂ{{{é’k ®

. The fndings aret
Jf«f«'vw‘! g ) proommdihes
Review of Resident #2's current FL.2 dated ; ]
02/46i24 revealed: 9 [_ % 2, ;70 me m M Pﬂﬁ)”?wm
-Dizgnoses Inclded bipolar type and Arel d‘j‘ L,lfﬁ_& /+
. ' V4 mﬁ " 7"06-

schizoaffeefive disorder.
-The resldent was ambulatory.

-Thete was no infarmation related to orenlation
I
status. i (i)dlgfj w:f ) MVQ«YGL
! “The recommended level of care was domiciliary. _/_‘
! There were no other documented diagnosis. ; W—Q)L c[-PrQ,l bﬁ"lll 3""/ fflm i (E
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Review of Resident #2's record revealad there h) vae, & { CoMby "' ’f) W
was no current Resident Reglster complstad, Q'C[ LA,H’ 5 UJ d; ﬁltmy
v NI FI¥ostis g
Review of Resident #2's care plan dated 02/26/21 Ny ; de'("” & i NMeadrfi gy ,aéci 3
revealed: . o b
-The resident was afented with adequate /0 {,) \gﬁ &M J "Q%’IYI[ f‘ ,37 (}K a{‘ﬂ’/lﬁ' / ’c’% 7 7
MmOy, Sen i)
“The resident was independent with eating, / 4‘}# 455
tolleting, ambulation and transferring. WGW ‘

“The resitent reguired supervision with bathing,

dressing ard grooming/personal hygiene. N 7

o Muase wrll gorte?
Interview with Resident #2 on 058/31/21 at 'fD Qj\éf {}/ i / .
11:53am ravealed: ' 4
He did net know the name of hlg mantal heallh P /ﬁb@WJ % j

diagnoses. ,/;(64. 73 W M

-He did not know if he had a medieal diagnosls,

Interview with the Supervisor in Chargs (S1C} on CIQ‘Q‘N@({ é () ,7 ;)7’(5 it DR B Jdontie d, ,;,5-%3
08/31/21 at 11:04am revealed: v 3 ? ] -
-Resldent #2 had mental health diagnoses. SwF / wm/ % et 0‘/(%, A
-She thought Resident #2 could be admitled ta L §i Uanitis s d-{' ’7
s

-She did not know when Resident #2 was
admitted to the family care hame, - 5 8
-Resident #2 had bsen lransferrad from anether )D % pﬂ,@ﬂ, '}111 W!&GW )

family care home.

the facility only with his mental health diagnosis. " IJHON I:'ILOL}V? VM" } / _ﬁ % 9

Altampted telephons Interview with the Primary ’ [ im ’p[?,]!edr @..J 7’0?}[5?_ /
Care Provider on 08/39/21 at 12:11pm was
unsuccessiul.

Telaphong intarview with the Administrater on
08/31/21 at 1:03pm ravealed:

-He was not aware resldents could not be :
admitted with only menial health diagnoses. :

+Resldent #2 was receiving mental heatth ) =, [
services, éﬁ‘k % / U"ﬁ 6L
Lo

«He did not know the date of Residant #2's
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admission to the family care home.
¢ 230! 10A NCAC 43G .0801(a) Resident Assessment C 230 )
10A NCAC 136G 0801 Resident Assessment ® w } e’”““& J&f 2

{a} Afamily 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:

Based on record roviews 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
{amily care home.

.He did not know how long he had fived 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
admitied to the family care home.
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* -The Administrator was responsible for
i 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 fo 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 Resldent #2 not having an

updated Resident Register.
-He was the person responsible for completing
the Resident Register.

10A NCAGC 13G 1006 {g) Medication Storage

10A NCAC 13G .1006 Medication Storage

{g) Medications shall not be stored in a

rafrigerator 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 s located in a locked
medication area.

This Rule Is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure medications, such as insulins,
that were stored inslde the kitchen food
refrigerator were kept in a locked container.

C 358
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The findings are: /ﬂf?ﬂd; o/ ;)'J /Vﬁ /zg{’j |
Observation on 08/31/21 at 9:23am revealed: b‘j A&\) /?4 ;7’1&‘/}// RELM M

“The kitchen was adjacent to the dining area used . i
j s iutd, |

by residents for eating meals. ,}
st Wit | manai
My ARSI,

-The kitchen was accessible from the living raom
and hall that led to the resldents’ rooms.
-There was a latch for a padlock on the

refrigerator, but the refrigerator was not locked. W%ﬁ Wj M A /&z(. ‘))ﬁc‘f

“There were two boxes of prescribed insulin in a
clear storage bag placed on the sheif of the ?M Ml[? )

refrigerator door. . ‘
TRl Completinu Chie

o

“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 kilchen contained an upright
refrigeratorfreezer combination. !
—There was not a sign posted as a notice to f
residents to niot open the refigerator. :

2]

! Interview with 2 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.
.8he had always kept the insulin in the
refrigerator.

-She did not the insulin was to be keptin a

i lockbox if stored in the refrigerator.
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. -8he kept the refrigerator locked when she was

hot prepating 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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The Adult Care Licensure Section conducted an
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