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Residential Facilities Section

• Enforce regulatory standards, inspect and license the following:

• Community Residential Care Facilities/Assisted Livings

• Crisis Stabilization Units

• Adult Day Cares

• Facilities for Chemically Dependent or Addicted Persons



435 CRCFs/ALFs 
in 

South Carolina



DON’T GET SPOOKED BY AUDITS: 
Maintaining Compliance



Items Needed



Staff Record Review



Criminal Background Check

• Include staff member’s name

• Date of completion

• Must be completed prior to the hire date

• No prior conviction or pled no contest to abuse, neglect, or 
exploitation of a child or vulnerable adult



Current/Accurate Information

• Staff/Volunteer information must include:
• Address

• Phone Number

• Personal/work/training background



Job Description



In-Service Training
• Must be documented, signed and dated by the trainer and 

trainee

• Appropriate resources
• Licensed/registered certified persons
• Books
• Electronic media

• Timeframe to complete training
• Prior to resident contact for new hires
• Annually thereafter (every 12-13 months)



In-Service Training
• Basic 1st Aid
• Vital Signs 
• Contagious/Communicable 

Disease
• Medication Management
• Care of Persons 

(physical/mental condition)
• Restraint Techniques

• OSHA
• CPR 
• Confidentiality
• Bill of Rights for LTC
• Fire Response

• Within 24 hours of 1st day on the job

• Emergency 
Procedures/Disaster Prep

• Within 24 hours of 1st day on the job

• Activity

***Bolded trainings are for designated staff members.*** 



In-Service Training & 
Orientation



Health Assessment

• Evaluation of the health status
• Required for all staff who have contact with residents
• Completed within 12 months prior to resident contact
• Must include a TB Test
• Completed by physician/authorized healthcare provider

• A written standing order and/or protocol signed by a physician is 
required for a Registered Nurse (RN) to perform the assessment

• Must be reviewed annually



Tuberculin Skin Test
• Completed within 3 months 

prior to resident contact

• Tuberculin Skin Test or BAMT

• Single TST/BAMT is 
acceptable if the employee 
has a documented negative 
result within the previous 12 
months 



Tuberculin Skin Test

• Examined within 48-72 hours of injection

• Measurement recorded in millimeters (including 0mm)
• “Negative” is not acceptable

• Performed by authorized healthcare provider
• Licensed in South Carolina (MD, APRN, PA)



Private Sitters

• Private contractor who provides sitter or companion services to 
a resident

• Orientation prior to contact
• Resident rights
• Confidentiality
• Disaster Prep
• Emergency Response Procedures
• Safety Procedures & Precautions
• Infection Control



Private Sitters

• Record must contain:
• Documented Orientation

• Resident rights, regulation compliance, policies/procedures, training and duties
• Current Information

• Name, address and telephone number
• Health assessment

• Within 12 months prior to resident contact or 1st day working
• Criminal Record Check

• Prior to working as a private sitter
• TB Test

• Prior to resident contact or 1st day working



Private Sitters

• Not included in the minimum 
staffing requirements

• Must sign in and out of the 
facility

• Display identification that is 
visible



Resident Record Review



Residents Records

• Required entries/documentation
• Signed & dated entries

• Orders by physician/authorized healthcare provider

• Documentation for care/services

• Observation Notes



Residents Records

• Required entries/documentation
• Provisions for emergency medical care, payments for medications
• Special care info (DNR, allergies etc.)
• Resident photo
• 72 Hour assessment
• Individual Care Plan (ICP)
• Written Service Agreement
• Fiscal Management
• Physical Exam & TB Test



Orders
• Orders required for all 

medication, care, services, 
procedures and diets

• Signed by physician or 
authorized healthcare provider

• Completed prior to or at the time 
of admission and subsequently



Documentation of 
Care/Services

• If a resident receives services such as home health, hospice, 
physical therapy and/or occupational therapy, documentation of 
the services must be provided.



Observation Notes

• Frequency of completion:
• Monthly

• Daily if there is a change in 
the resident’s medical 
condition or a serious 
incident occurs.

• Resume monthly once the 
condition is stabilized or the 
incident is resolved



Provisions for Emergency 
Medical Care



Special Information



Resident Photograph

• Size must be a minimum of   
2 ½ by 3 ½ inches

• Dated

• Updated every 24 months 
unless a significant change in 
appearance

4/19/2024



72 Hour Assessment

• Conducted by a direct care staff member

• Must be signed and dated by the direct care staff member

• Completed no later than 72 hours after admission

• Assessment is NOT the same as an Individual Care Plan (ICP)



72 Hour Assessment

• Assessment evaluates the following:
• Physical
• Emotional
• Behavioral
• Social
• Spiritual
• Nutritional
• Recreational
• Vocational, educational, legal status/needs of a resident when 

appropriate





Individual Care Plan (ICP)
• Documented regimen of appropriate care/services or written action plan based on 

resident’s needs and preferences 

• Developed using the 72-hour assessment

• Must be developed within 7 days of admission
• Resident and/or the sponsor or responsible party
• Administrator or designee

• Signed & dated

• Reviewed semiannually or revised as changes in resident needs occur



Individual Care Plan (ICP)

• ICP must describe:
• Needs of the residents including ADLs which assistance is required

• What assistance, how much, who will assist, how often and when

• Arrangements to medical appointments

• Advance directives/healthcare power of attorney

• Recreational and social activities

• Nutritional needs





Written Service Agreement

• Completed prior to admission

• Agreement between the resident and/or responsible party & the 
facility

• Revised upon any changes



Written Service Agreement
• Explanation of the specific care, services and/or equipment provided by the facility

• Disclosure of fees for all care, services and/or equipment provided

• Advance notice requirement not less than 30 days to changes in fees for care, services and/or 
equipment provided

• Refund policy

• Date residents receive personal needs allowance (monthly allowance for Medicaid recipients)

• Transportation policy

• Discharge/transfer provisions 



Fiscal Management

• The administrator may maintain resident’s personal monies 
upon written request only

• Accurate accounting of personal monies & written evidence of 
purchases

• Quarterly reports of the balance of resident finances must be 
provided to the resident

• Documentation must be readily available



Physical Examination

• Examination of a resident performed by a physician or 
authorized healthcare provider

• Must be completed within 30 days prior to admission

• Annually thereafter (12-13 months)



Physical Examination

• Must address the following:
• Appropriateness of placement in a CRCF

• Medications/treatments ordered

• Self administration status

• Identification of special conditions/care required

• Need of or lack there for the continuous daily attention of a licensed 
nurse





New Admission Tuberculin 
Test

• Tuberculin skin test (TST) or BAMT

• 1st step must be completed within 30 days prior to admission 

• 2nd step completed 7 to 21 days following the 1st step

• Documented negative test within the previous 12 months, a single TST/BAMT 
can be administered within 1 month prior to admission

• Chest x-ray is ONLY acceptable if:
• History of positive results (with proof)

• Emergency placement by Adult Protective Services (SC DSS) or Department 
of Behavioral Health & Development Disabilities (formerly DMH)



TB Screening for Residents 
Admitted from the Hospital



Record Maintenance (704)
• Records of residents must be maintained for six (6) years 

following discharge

• Records of current residents are the property of the facility 
and cannot be removed without a court order EXCEPT:

• A resident moves from one licensed facility to another by the same 
licensee, then the original record may follow the resident

• Change of Ownership (CHOW)
• All active resident records or copies must be transferred to the new 

owners



Documentation Review





Regulation 60-84



Inspection and Investigation 
ROVs



Policies and Procedures

• Must address each section 
regarding resident care, rights 
and facility operations.

• Established time period of 
review

• Reviews must be documented

• Must be accessible to staff, 
residents/responsible parties



Licensed Administrator



Absence of Administrator



Personnel Records

• Request records to include:
• New staff- Employed less than 

a year
• Old staff- Employed more than 

a year
• Variety of Roles

• Administrator
• Kitchen Manager
• Med Tech
• Nurses (if applicable)
• Sitters
• Housekeeping

• Records must include:
• Background checks
• Health assessments
• Tuberculosis Tests
• Orientation & In-service 

Training
• Documented date of hire & 

resident contact date
• Accurate Information
• Job Description



Contracts

• Copies of written agreements 
with outside services:

• Staffing
• Training
• Recreation
• Food Service
• Professional Consultant
• Maintenance
• Transportation

• Must describe the following
• How services are provided
• When services are provided
• Exact service(s) to be provided
• Services provided by qualified 

individuals



Accidents/Incident Reports

• Facility must maintain a record of each accident/incident that 
occurred in the facility or on its grounds

• Must be documented, reviewed, investigated (if necessary)

• Retained by the facility for 6 years



Resident Records

• Request the following 
records:

• New admissions- less than a 
year

• Old admissions- greater than 
a year

• Home Health
• Hospice

• Records must include:
• Orders
• Documents of care/services
• Tuberculosis screening & 

Physical exams
• Observation Notes
• Assessments & ICPs
• Photo
• Provisions for care
• Agreements
• Financial Records



Reference Materials

• Hard copy or digital version

• Published within the previous 
3 years

• Adequate information 
concerning medications



CLIA Waiver



Pharmacy Reports
• Quarterly reports are required 

for the following facilities:
• Utilize unit/multi dose system

• Onsite review of the 
medications

• Program properly implemented 
and maintained

• Conducted by a pharmacist 
at least quarterly



Medication Destruction Record

• The following must be 
documented:

• Signatures of witness
• Mode of destruction

• Records retained for 2 years



Menus

• Menus signed by a physician/authorized healthcare provider for 
medically prescribed diets

• Planned and written a week in advance and dated as served

• Current week’s menu must be posted 

• Records of menus maintained for at least 30 days



Diet Manuals
• Published within the previous 5 

years
• Food sources & quality
• Protection, storage, preparation & 

services
• Worker health & cleanliness
• Recommended dietary allowances
• General menu planning
• Menu planning to special needs

• Hard copy or digital copy 
acceptable



Continuity of Essential 
Services

• Written plan that addresses the continuation of essential 
services to residents if the following occurs:

• Power outage

• Water shortage

• Short staff due to inclement weather or other causes



Annual TB Risk Assessment



Veterinarian Records

• If the facility allows pets, the following compliance must be met:

• Screening by a veterinarian prior to resident contact

• Required inoculations

• Present no apparent threat to the health, safety and well being of the 
residents

• Pet’s housing area must be kept clea



Quality Improvement Plan

Written and implemented program that provides effective self 
assessment and implementation of changes designed to improve 
the care/services provided by the facility. 



BEWARE OF THE BLACK CAT: 
Top Citations of R.60-84



Frequency of Citations
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Helpful Tips
• Audit staff and resident files at a frequency determined by the administrator. 

• Document findings and corrective actions
• Assure all files are available and completed in a timely manner
• Verify signatures have been attained
• Confirm all files are onsite

• Administrator or designee should perform walkthroughs of the facility at a 
frequency determined by the administrator. 

• Document findings and corrective actions
• Check for medications and chemicals in resident rooms without orders to self-administer
• Check for maintenance and housekeeping issues
• Check facility temperatures and water temperatures

• Maintain a temperature log
• Assure all required signage is posted conspicuously
• Assure oxygen cylinders are properly secured



Helpful Tips

• Audit the medication cart and MARs at a frequency 
determined by the administrator.

• Document findings and corrective actions.
• Assure all medications with orders are present in the facility and ready to be administered 

at the scheduled time(s)
• Verify no medications have expired and are stored correctly
• Check for blanks on the MARs, control sheets and both shift change sheets
• All staff have received appropriate training
• Have a backup pharmacy if you’re unable to get medications filled or received in a timely 

manner 



POTION OF PRODUCTIVITY: 
Department & Regulatory 

Reminders



Transfer of Regulations to New 
Chapter

• All regulations have been transferred to a new chapter of the 
S.C. Code of Regulations

• DPH Regulations were transferred from Chapter 61 to Chapter 
60

• NO SUBSTANTIVE changes were made to Regulation 60-84



Reminders
• Update facility information

• Report administrator changes

• Loss of Service Memorandum

• TB Screening Memorandum

• Changes to Department e-mail addresses @dph.sc.gov

• Residential Care Committee: Virtual meeting tentatively scheduled for Nov. 5th @10am

• Emergency Evacuation Plans (EEPs)



Survey for CRCFs & Nursing 
Homes

Be on the lookout for a survey at the end of the month regarding 
Alzheimer's special care programs and/or memory care units.



TRICK OR TREAT: 
Q & A



CONTACT ME

JoMonica Taylor 
(803) 545-4257

taylorjj@dph.sc.gov

https://dph.sc.gov/professionals/healthcare-quality/healthcare-facility-licensing/community-residential-care  

mailto:taylorjj@dph.sc.gov
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