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C 000 Initial Comments C 000
The Adult Care Licensure Section completed an
annual survey on 12/02/25.
- Y £33 5
C 202 10A NCAC 13G .0702 (a) Tuberculosis Test and C 202 9V1 Otcﬂfn i 55;

Medical Examination

' 10A NCAC 13G .0702 Tuberculosis Test and

' Medical Examination, and Immunizations
(a) Upon admission to a family care home each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Public Health as specified
in 10A NCAC 41A .0205 including subsequent

| amendments and editions.

This Rule is not met as evidenced by:
Based on interviews and record reviews, the
| facility failed to ensure 3 of 3 sampled residents
- (#1, #2, and #3) were tested for tuberculosis
disease (TB) using a two-step skin test upon
admission.

The findings are:

1. Review of Resident #1's current FL2 dated
11/13/25 revealed diagnoses included dementia,
depression, breast cancer, history of stroke,
seizures, type Il diabetes, glaucoma, and adrenal
gland disease.

Review of Resident #1's record revealed there
' was no Resident Register.

| Review of Resident #1's record revealed there
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/) 0194 A/3 | R
| was no documentation a two-step TB skin test R,Q,.S | M#_f/_ ‘5 C / /3/
- was completed. TH Sy NFAS 'S Omyﬂ
Interview with Resident #1 on 12/02/25 at 1:45pm
revealed she did not remember having a TB test
completed at the facility.
Refer to the interview with the Administrator on
12/02/25 at 12:26pm.
tedend” H ] 5 7L
2. Review of Resident #2's current FL2 dated g s % } ; %/3 %25
01/06/25 revealed diagnoses included bipolar /{6 ; p s Com
disorder, seizures, schizophrenia, and g/ . é_@’ I P
hypothyroidism.
Review of Resident #2's record revealed there . M ‘;Qt. 5 oS /a’%g
was no Resident Register. /Q_QSI \LQ 4 'S C_O/?!/ﬁ /S
T SK'in 6 AR
Review of Resident #2's record revealed there
' was no documentation a two-step TB skin test
was completed.
Interview with the Administrator on 12/02/25 at
8:35am revealed that Resident #2 was in a day
treatment program and would not be in the facility
- until 4:00pm.
| Refer to the interview with the Administrator on e M
12/02/25 at 12:26pm. 3 P . £ lose o {%/3/25
” a
» v W (4 S
3. Review of Resident #3's current FL2 dated T jFi: 2 ig /EQLS ! M qu\ J5)
01/07/25 revealed diagnoses included type Il ’ See com »a
diabetes, depression, and paranoid 1S dm - ﬂ( - Wi é‘ef(
schizophrenia. dq{—c . an QW“SA/&UZZ V.
fore d ‘
Review of Resident #3's record revealed there mont X / KeS 1 M
was no Resident Register. Tesi Jwi il b
#—1 C(,l'\.d K& e s;;(mmm
| Review of Resident #3's record revealed there mo A f-pre,d %f oea; l 4
' was no documentation a two-step TB skin test and K '{a [Job(— Y
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C 230 10A NCAC 13G .0801 (a) (b) Resident
Assessment

10A NCAC 13G .0801 Resident Assessment

(a) The facility shall complete an assessment of
each resident within 30 days following admission
- and annually thereafter.
(b) The facility shall use the assessment
instrument and instructional manual established
by the Department or an instrument developed by
' the facility that contains at least the same
| information as required on the instrument
established by the Department. The assessment
shall be completed by an individual who has met
. the requirements of Rule .0508 of this
Subchapter. If the facility develops its own
assessment instrument, the facility shall ensure
that the individual responsible for completing the
resident assessment has completed training on

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 4 B COMPLETED
FCL023007 B, WING 12/02/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3727 RUBE SPANGLER ROAD
GORDON'S FAMILY CARE HOME LAWNDALE, NG 28090
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ‘ PROVIDER'S PLAN OF CORRECTION | *5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ; DATE
DEFICIENCY) ‘
! |
C 202 Continued From page 2 C 202 »
Rostded #25 {00 13325
was completed. S ' Skewn, 7[65-/_; 1\9
| Interview with Resident #3 on 12/02/25 at 1:45pm C/G m/ P
revealed he did not remember having a TB test
' completed at the facility.
Refer to the interview with the Administrator on
12/02/25 at 12:26pm. [
| / 5 t 4}/
g
Interview with the Administrator on 12/02/25 at alt res ideoil S o : %\5
12:26pm revealed: 2, an c{ HS A
| -All 3 of her residents had been residing at the {rh‘: e
' facility for 14 years or longer. Com W e ia .
-She remembered all 3 of residents getting TB P ‘? /M < Wi l/
tests completed. )}9 reﬁs(;(/\jf %
| -She remembered thinning the records, but did ; moni J—C,b"e»d %r S l}<
| not know where she placed all the paperwork th’ %l oy cﬁ.oCtC
showing the results for the TB tests. MO"{'AS
Aai [ \l °
| C230
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how to conduct the assessment using the
facility's assessment instrument. The assessment
shall be a functional assessment to determine the
resident's level of functioning to include

| psychosocial well-being, cognitive status, and

~ physical functioning in activities of daily living.
The assessment instrument established by the
Department shall include the following:

(1) resident identification and demographic
information;

(2) current diagnoses;

(3) current medications;

(4) the resident's ability to self-administer

' medications;

(5) the resident's ability to perform activities of

daily living, including bathing, dressing, personal
hygiene, ambulation or locomotion, transferring,
toileting, and eating;

(6) mental health history;

(7) social history, to include family structure,

' previous employment and education, lifestyle
habits and activities, interests related to
community involvement, hobbies, religious
practices, and cultural background;

(8) mood and behaviors;
(9) nutritional status, including specialized diet or
| dietary needs;

| (10) skin integrity;

(11) memory, orientation and cognition;

(12) vision and hearing;

(13) speech and communication;

(14) assistive devices needed; and

(15) a list of and contact information for health
care providers or services used by the resident.

| The assessment instrument established by the
Department is available on the Division of Health
Service Regulation website at
https://policies.ncdhhs.gov/divisional/health-benef
its-nc-medicaid/forms/dma-3050r-adult-care-hom
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e-personal-care-physician/@@display-file/form_fi
le/dma-3050R.pdf. at no cost.

" This Rule is not met as evidenced by:
Based on interviews and record reviews, an initial
assessment had not been completed within 72
hours of admission for 3 of 3 sampled residents
(#1, #2, and #3) living in the home.

The findings are:

1. Review of Resident #1's current FL2 dated
11/13/25 revealed diagnoses included dementia,
depression, breast cancer, history of stroke,
| seizures, type |l diabetes, glaucoma, and adrenal
. gland disease.

Review of Resident #1's record revealed there
was no Resident Register.

Review of Resident #1's record revealed:
- -There was no documentation of an initial

assessment completed for Resident #1.

-There was a care plan dated 12/14/21.

Refer to the interview with the Administrator on
12/02/25 at 1:45pm.

2. Review of Resident #2's current FL2 dated
01/06/25 revealed diagnoses included bipolar
disorder, seizures, schizophrenia, and

| hypothyroidism.

' Review of Resident #2's record revealed there
was no Resident Register.

Review of Resident #2's record revealed:
' -There was no documentation of an initial
| assessment completed for Resident #2.
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-There was a care plan dated 12/14/21. C % 5 O
Refer to the interview with the Administrator on /}Z_Q/g TM ?f:‘ 5
12/02/25. (reen—
/Oa,pee/u)o AC ha oo
3. Review of Resident #3's current FL2 dated Lo C@ fed an A COM/ﬂ
01/07/25 revealed diagnoses included type I " s “ it ster
diabetes, depression, and paranoid 3 -fu) -
schizophrenia. 0? \ S-[-(__P 6ng and
<. fest
Review of Resident #3's record revealed there 16 sk 7 5655 —
. . d/‘y( as
was no Resident Register. 5 Care P e
merits Q VL now w‘
Review of Resident #3's record revealed: ’ /
-There was no documentation of an initial b&_, /r\O ' s CQS
assessment completed for Resident #3. ﬂ"\t ra¥ (5 Q V -
-There was no documentation of any care plans O”C ac ,b“ ‘{ ’{-—or’
completed for Resident #3. s ‘I—J‘ <.
on
. Refer to the interview with the Administrator on ¢ M
' 12/02/25 at 1:45pm. C 230~ %Q r
. Interview with the Administrator on 12/02/25 at :ﬁ: 1 /Z/ZS M M
| 1:45pm revealed: % M#} 'Z&S’
. -All of her residents had been residing in her / ha
facility for 14 years or longer. ' s 75‘/ 2 szr Q&/
-She thought Resident Registers were completed %
within 72 hours of admission, but she did not
know what happened to them. Mi ““S&Y""FD lders "hl
-She did not know if an initial resident ?s- - Che :‘M
| assessment had been completed for her "D‘f W monr S -
| residents.
| -She had thinned the records, but she was not
- sure what happened to the paperwork.
-It was her responsibility to make sure paperwork
was completed.
C 236 10A NCAC 13G .0802 (a) (c) Resident Care Plan C 236
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C 236 Continued From page 6 C 236 5 (0 _m }'\Q,& W
10A NCAC 13G .0802 Resident Care Plan m wi/l )fﬂé\{//

(a) The facility shall develop and implement a
care plan for each resident based on the

| resident's assessment completed in accordance
. with Rule .0801 of this Section. The care plan
' shall be resident-centered and include the

resident's preferences related to the provision of
care and services. A copy of each resident's
current care plan shall be maintained in a location
in the facility where it can be accessed by facility

| staff who are responsible for the implementation

of the care plan.
(c) The care plan shall include the following:

' (1) a description of services, supervision, tasks,
' and level of assistance to be provided to address

the resident's needs identified in the resident's
assessment in Rule .0801 of this Section;

(2) frequency of the services or tasks to be
performed;

(3) revisions of tasks and frequency based on
reassessments in accordance with Rule .0801 of
this Section;

(4) licensed health professional tasks required
according to Rule .0903 of this Section;

(5) a dated signature of the assessor upon

' completion; and

(6) a dated signature of the resident's physician

. or physician extender as defined in Rule .0102 of
| this Subchapter within 15 days of completion of

the care plan certifying the resident is under this
physician's care and has a medical diagnosis with
associated physical or mental limitations
warranting the provision of the personal care

 services in the above care plan in accordance
' with G.S. 131D-2.15. This shall not apply to
| residents assessed through the Medicaid State

Plan Personal Care Services Assessment for the
portion of the assessment covering tasks needed
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C 236 Continued From page 7 C 236
| for each activity of daily living of this Rule for
- which care planning and signing are directed by
Medicaid.
. . : e /af')5
| This Rule is not met as evidenced by: C/ 2\ 3 (Q )0
Based on interviews and record reviews, the } Com W
| facility failed to ensure care plans were 0 Wa. S /)Of /éf T'DKCL/
completed annually or completed within 30 days Q/w( S p n u) /y}[
following admission for 3 of 3 sampled residents Co ’o -% S, A/O 9
@1, #2, and #3). Lo
The findi H M IfCé ,#33 2S5
e findings are: 9‘ 4 (
/’)
- 1. Review of Resident #1's current FL2 dated v
11/13/25 revealed diagnoses included dementia, h 2 & F p(OCALOf
depression, breast cancer, history of stroke, ﬁ//l S f
seizures, type |l diabetes, glaucoma, and adrenal
' gland disease. M / B %
' Review of Resident #1's record revealed there ‘ )‘Q/j [i p/ VUQL‘P\ /‘ /
was no Resident Register. LS Com /7 (e fé-,a/
reg ts
Review of Resident #1's record revealed: MSs M ﬁ
-There was a care plan dated 12/14/21 for 5 C(F”l W /[
Resident #1. % ¢ M [ 7)
-There was no care plan completed within 30 e ‘< C,(L""e'
- days following admission available for review for wi { / M
- Resident #1. 4 ’Ld} K)l” t d?f
- -There was no care plan completed within the 62 . q/ﬁ/ﬂu NS /‘&ﬂ
past year for Resident #1. mo Wﬂ' ,'QI'
Refer to the interview with the Administrator on
12/02/25 at 1:45pm.
2. Review of Resident #2's current FL2 dated
01/06/25 revealed diagnoses included bipolar
disorder, seizures, schizophrenia, and
Division of Health Service Regulation
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hypothyroidism.

Review of Resident #2's record revealed there
was no Resident Register.

Review of Resident #2's record revealed:
-There was a care plan dated 12/14/21.

-There was no care plan completed within 30
days following admission available for review for
Resident #2.

| -There was no care plan completed within the

| past year for Resident #2.

Refer to the interview with the Administrator on
12/02/25 at 1:45pm.

3. Review of Resident #3's current FL2 dated
01/07/25 revealed diagnoses included type Il
diabetes, depression, and paranoid
schizophrenia.

Review of Resident #3's record revealed there
| was no Resident Register.

Review of Resident #3's record revealed:
-There was no care plan completed within 30

| days following admission available for review for

' Resident #3.

| -There was no care plan completed within the
past year for Resident #3.

Refer to the interview with the Administrator on
- 12/02/25 at 1:45pm.

Interview with the Administrator on 12/02/25 at
1:45pm revealed:

| -She knew care plans should be completed within

| 30 days of admission and updated annually.

| -She had forgotten that care plans needed to be
updated annually and had not been making sure
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care plans got completed. LGLV\-S hve
-She thought all 3 Residents had care plans but M Cg = }ﬂ J i
could not locate one of them. leen m#ﬁd] @V %
-She had thinned the records, but did not know 0(/ {{/ a/./\/d W lq,&&ﬁ( 7 c;z /3
‘ where she had placed all the paperwork. q - ) lM . 41/20( /5
| -It was her responsibility to make sure paperwork 4l & "ZJ r(.,d 0?
was completed. W « [ ( b e NN /
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