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C 000| Initial Comments ’ C 000
The Adult Care Licensure Section conducted an
annual survey and a complaint investigation from
10/01/25 to 10/02/25.
C 220, 10A NCAC 13G .0705 (b) Discharge Of © 220
Residents

10A NCAC 13G .0705 Discharge Of Residents

(b) The discharge of a resident initiated by the
facility at the direction of the administrator or their
designee shall be

based on one of the following reasons:

(1) the discharge is necessary to protect the
welfare of the resident and the facliity cannot
meet the needs of the resident, as documented
by the resident's physician, physician assistant, or
nurse practitionar in the resident's record;

(2) the health of the resident has improved
sufficiently so that the resident is no longer in
need of the services provided by the facility, as
documented by the resident's physician,
physician assistant, or nurse practitioner in the
resident’s record;

(3) the safety of the resident or other individuals
in the facility is endangered as determined by the
facility at the direction of the administrator or their
designee in consultation with the resident's
physician, physician assistant, or nurse
practitioner;

(4) the heaith of the resident or other individuals
in the facility is endangered as documented by a
physician, physician assistant, or nurse
practitioner in the resident's record; or

(5) the resident has failed to pay the costs of
services and accommodations by the payment
due date according to the resident's contract after
recelving written notice of warning of discharge
for failure to pay.
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C 220 Continued From page 1 c220
This Rule is not met as evidenced by:
Based on interviews and record reviews, the
facility failed to ensure an appropriate reason for
discharge for 1 of 3 sampled residents who had a |
30-day discharge (#1). 1
The findings are: ‘
Review of Resident #1's current FL2 dated (rol nb':c’)(boc Q) @'\f\b
09/25/25 revealed diagnosis included mood of d
disorder, impulsive control disorder, anxiety, DI DU'WSQ— POPRWOE
major depressive disorder, schizophrenia, % .
diabetes maliitus type 2 and intellectual disability. LS {Achkugde ant
oECioke SO
Review of Resident #1's Resident Register D\pp D()fi e
revealed Resident #1 was admitted to the facility Lo Autihacye 0=
on 03/19/25. "
3’ S\oles N e (e
Review of Resident #1's Notice of Discharge OB
dated 09/24/25 revealed:
-The reason for discharge was documented as
Resident #1 "was not happy” at the facility and ~ne odmanistekor il
made "false claims against the home and staff".
-The discharge was signed by Resident #1 and fekee cx\ (j,\)c\'\(yp
the Administrator.
e 0 el
Review of Resident #1's progress note dated \extren P S
09/20/25 revealed the Administrator documented 3\\)9 N ‘3(0 { ebic\@r\-‘c}[ W
Resident #1 shoved another resident in the |
comer. A yoonke SUWe e
interview with Resident #1 on 10/01/25 at 8:09am ap X optt te (eexdn Yor
revealed:
-On 09/20/25, he shoved another resident into a Beachee
comer because the other resident called his \O-3.25
family member a bad name. Conpre ted DN
-He put the other resident in a "shoulder lock™ and
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C 220

Continued From page 2
the Administrator broke it up.

interview with the Administrator on 10/02/25 at
2:05pm revealed:

-Since August 2025, Resident #1's behavior
changed, and Resident #1 became more
demanding and wanting to move to another
facility because he said he was told by his Mental
Health Manager there were less rules, and he
could receive more money there.

-Resident #1 first told her he was not happy here
and again wanted to go to another place after the
09/20/25 episode when Resident #1 shoved
another resident.

-On 09/24/25, the local Department of Social
Services (DSS) came to the facility and informed
her that Resident #1 told a representative at the
day program and his case manager that on
00/20/25 the male Supervisor-in-Charge hit
Resident #1 in his "bad eye".

-The local DSS said Resident #1 then reported
the male SIC "held" Resident #1 down to keep
Resident #1 from "killing" the other resident
during the Incident on 08/20/25.

-The male SIC was not even at the facility when

| the episode happened between Resident #1 and

another resident on 09/20/25.

-So, on 09/24/25, after the discussion with the
local DSS and Resident #1, she issued a 30-day
discharge notice.

-She did not know that she could have
documented the reason for the discharge was
because she was unable to meet his health care
needs.

c220

Division of Health Service Regulation

STATE FORM

6699 MOGC11 If continuation sheet 3 of 3




-."._."m.... -...-u. |".|.. “.I-__m..nln...-.-....uf....“.,.- ..|.| = . ."....-.u. “.”L- 1.__H“ N = .M.H..
T | TR oy L ._
SR o RN N
e e u..-““__.: ,wmfé TR
T N LR = S

. g .

s -.. _“.. - Pli ....- . - .

o I AR . el Lh ki fig -l “ .
N P ..q._,..._ _"__“ T..H. i u_ _W. S
S A Fw;, S IR,
= i.ﬁ._-..._. T R L
ﬂ_.r. .

..W ml.-l..r — — I.I.._q. |I|L-.—”I.-I
1l 4, il s, __“_...

== ....ln_ll - -._.n1._n._ .rH._I.-.
.. |. " o .l..r.
" n I II B Ih
N N =




