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 C 000 Initial Comments  C 000

The Adult Care Licensure Section and the 

Mitchell County Department of Social Services 

completed an annual survey on August 23, 2023.

 

 C 231 10A NCAC 13G .0801(b) Resident Assessment

10A NCAC 13G .0801Resident Assessment

(b)  The facility shall assure an assessment of 

each resident is completed within 30 days 

following admission and at least annually 

thereafter using an assessment instrument 

established by the Department or an instrument 

approved by the Department based on it 

containing at least the same information as 

required on the established instrument.  The 

assessment to be completed within 30 days 

following admission and annually thereafter shall 

be a functional assessment to determine a 

resident's level of functioning to include 

psychosocial well-being, cognitive status and 

physical functioning in activities of daily living.  

Activities of daily living are bathing, dressing, 

personal hygiene, ambulation or locomotion, 

transferring, toileting and eating.  The 

assessment shall indicate if the resident requires 

referral to the resident's physician or other 

licensed health care professional, a provider of 

mental health, developmental disabilities or 

substance abuse services or a community 

resource.

This Rule  is not met as evidenced by:

 C 231

Based on observations, record reviews, and 

interviews, the facility failed to ensure a care plan 

was completed within 30 days of admission, 

which included a functional assessment to 

determine a resident's level of functioning to 

include psychosocial well-being, cognitive status, 
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 C 231Continued From page 1 C 231

and physical functioning in activities of daily living 

(ADL) for 1 of 3 sampled residents (Resident #1) 

and failed to ensure a care plan was completed 

annually for 1 of 3 sampled residents (Resident 

#3).

The findings are:

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

05/10/23 revealed:

-Diagnoses included memory loss and high blood 

pressure.

-Resident #1 was intermittently disoriented.

Review of Resident #1's resident register 

revealed Resident #1 was admitted to the facility 

on 05/12/23.

Review of Resident #1's record on 08/22/23 at 

10:35am revealed there was no care plan in the 

record.

Interview with the Administrator on 08/22/23 at 

10:50am and 2:35pm revealed:

-She was responsible for completion of all 

resident paperwork including care plans.

-Resident #1 had come to the facility from a very 

challenging situation and she had been unable to 

get all the necessary information to complete a 

care plan.

-Resident #1 required assistance with meals, 

medication, and laundry.

-She knew the care plan was supposed to be 

completed within 30 days of admission, but she 

"just didn't get to it."

2.  Review of Resident #3's FL2 dated 07/07/22 

revealed:

-Diagnoses included schizoaffective disorder and 

major depression.
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 C 231Continued From page 2 C 231

-Resident #3 was intermittently disoriented.

Review of Resident #3's resident register 

revealed Resident #3 was admitted to the facility 

on 07/16/08.

Review of Resident #3's record 08/22/23 

revealed:

-The most recent care plan was dated 07/07/22 

and was signed by Resident #3's primary care 

provider (PCP).

-Resident #3 required supervision with eating.

-Resident #3 was independent with bathing, 

dressing, grooming, hygiene, toileting and 

transfers.

Interview with the Administrator on 8/22/23 at 

12:30pm and 2:35pm revealed:

-She was responsible for completion of all 

resident paperwork including care plans.

-She knew someone had a care plan that was 

due in July.

-She thought she had been taken the care plan 

for Resident #3 to the doctor's office and dropped 

the care plan off to be signed.

-Resident #3 required assistance with meals, 

medication, and laundry.

-Resident #3 required supervision with eating but 

was independent for all other ADL's. 

-Even though not much had changed with 

Resident #3 in the past year, she should have 

had a new yearly care plan for him completed 

timely.
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