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D 0001 Initial Comments 

The Adult Care Licensure Section conducted an 
annual and complaint investigation survey on 
9/29/15 - 10/2/15. 

D 0671 10A NCAC 13F .0305(h)(4) Physical Environment 

10A NCAC 13F .0305 Physical Environment 
(h) The requirements for outside entrances and 
exits are: 
(4) In homes with at least one resident who is 
determined by a physician or is otherwise known 
to be disoriented or a wanderer, each exit door 
accessible by residents shall be equipped with a 
sounding device that is activated when the door is 
opened. The sound shall be of sufficient volume 
that it can be heard by staff. If a central system 
of remote sounding devices is provided, the 
control panel for the system shall be located in 
the office of the administrator or in a location 
accessible only to staff authorized by the 
administrator to operate the control panel. 

This Rule is not met as evidenced by: 
TYPE A2 VIOLATION 

Based on observation, interview, and record 
review, the facility failed to assure 2 of 6 exit door 
alarms were activated with sufficient volume to 
alert staff which resulted in 1 of 7 sampled 
residents (#6) who was disoriented eloping from 
the facility. 

The findings are: 

Observation upon entrance to the facility on 
9/29/15 at 9:45 a.m. revealed the front entrance 
door did not alarm. 
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Observation on 9/29/15 at 10:15 a.m. of the B 
Hall revealed: 
- A door alarm was attached to the exit door. 
- Attempt to open the door was not successful. 

Interview on 9/29/15 at 11:15 a.m. with a 
Personal Care Aide (PCA) revealed: 
- The B Hall exit door was difficult to open and 
required a strong push. 
- As she pushed on the door it did not open but 
she said the alarm sounds and the location of 
which door was alarming was able to be detected 
at the entrance area nurse station. 

Observation of the side door on C hall on 9/29/15 
at 11: 10 a.m. revealed a surveyor opened the 
door, the door alarmed and staff immediately 
checked the outside of the door for residents. 

Observation on 9/30/15 at 10:36 a.m. revealed: 
-Residents were constantly going in and out of 
the back door, which was located between C and 
D halls, to the smoking area on the back porch. 
-The door did not alarm. 

Interview with a Nurse Aide (NA) on 10/2/15 at 
12:10 p.m. revealed: 
-The alarms are on at all times on all of the doors 
except the front entrance door and the door 
leading to the back porch. 
-The front door and back porch alarms are off 
during the day. 
-She was unsure the times the front porch and 
back porch door alarms were turned on. 

Interview with a second NA on 10/2/15 at 12:15 
p.m. revealed: 
-The alarms are on at all times on all of the door 
except the front entrance door and the door 
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leading to the back porch. 
-The front door and back door alarms are turned 
on and the doors are locked at 10:00 p.m. 
-When residents go out the back door to smoke 
at night staff watch the residents. 
-The alarms are turned off and the front and back 
doors are unlocked at 6:00 a.m. 

Interview with Maintenance on 10/2/15 at 12:23 
p.m. revealed: 
-The side doors are alarmed all day. 
-The front and back doors are alarmed and 
locked during third shift, possibly around 11 :00 
p.m. and unlocked and unalarmed at 6:00 a.m. 

Review of Resident #6's current FL-2 dated 
2/6/15 revealed: 
-The resident's diagnoses included uncontrolled 
Type II Diabetes Mellitus, insomnia and 
schizoaffective disorder. 
-The resident was constantly disoriented and 
ambulatory. 

Review of Resident #6's Resident Register 
revealed the resident was admitted to the facility 
on 8/29/14. 

Review of Resident #6's Care Plan dated 2/6/15 
revealed: 
-The resident was sometimes disoriented. 
-The resident had "no problems" with the upper 
extremities and ambulation. 

Interview with Resident#6 on 9/30/15 at 5:50 
p.m. revealed she had never gotten out of the 
facility or went anywhere with any of her 
roommates. 

Interview with a third NA on 10/1/15 at 9:21 a.m. 
revealed Resident #6 had never wandered away 
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from the facility. 

Interview with a fourth NA on 10/1/15 at 9:46 a.m. 
revealed: 
-One day around lunch time (12 p.m.) during the 
middle of the week between July 5-18, 2015, 
Resident #6 was about twenty feet from the front 
porch. Staff saw the resident and paged the NA 
to go and get the resident. 
-Resident #6 saw staff and started running from 
the porch. The resident was on the left side of 
the breezeway. 
-When the NA had gone to get the resident, the 
resident had gotten ten feet further from the 
original location. 
-He talked to Resident #6 and the resident 
revealed "I am going to go and get my babies." 
-He gave Resident #6 a cigarette. The resident 
smoked the cigarette and he talked the her into 
coming back inside of the facility. 
-He had never known Resident #6 to try to leave 
the facility before. He remembers the incident 
well, because it was a very hot day. He could not 
remember who was on shift during the time. 
-Staff constantly monitored Resident #6 to see 
where the resident was located or if the resident 
needed anything. 

Interview with a Medication Aide (MA) on 10/1/15 
at 10:19 a.m. revealed: 
-Resident #6 had never wandered away from the 
facility. 
-Resident #6 walked around inside of the 
building. 
-Resident #6 walked into the parking lot and staff 
got the resident to come back into the facility. 
She could not remember when the incident 
happened. 
-Staff monitored Resident #6 every two hours. 
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Interview with a second MA on 10/1/15 at 10:36 
a.m. revealed: 
-Sometime between July 2015 and August 2015 
before second shift (3:00 p.m.), staff had to go up 
the street and get Resident #6. Staff went and 
got the resident. 
-She was not here when Resident #6 eloped from 
the facility. 
-Resident #6 was not allowed to leave the facility 
unsupervised. 
-Staff checked on Resident #6 every two hours. 

Review of Resident #6's progress notes an entry 
dated 7/11/15 (no time) by a third MA revealed: 
-Resident #6 had gone down the highway with the 
roommate. 
-The resident went into a neighbor's yard and 
begin throwing items in the yard. 
-The owner of the yard said if the resident came 
back into the yard she would press charges. 

Telephone interview with the MA, who 
documented the entry in the progress notes on 
7/11/15, on 10/1/15at12:21 p.m. revealed: 
-One day around lunch time (12:00 p.m.) 
someone called the facility and informed them 
Resident #6 went up the street with another 
resident who no longer lived at the facility. She 
could not remember who called the facility. The 
MA immediately locked her medication cart and 
walked to the site where both residents were 
located. The transporter person drove to the site 
to pick up both residents. It took her less than 
five minutes to get to the site where the residents 
were located. Resident #6 was in the neighbor's 
yard sale upset and throwing items. Both 
residents rode with the transporter person back to 
the facility. 
-Resident #6 went out the front door, made a left 
at the end of the drive way and was at the second 
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house to the right past the cornfield. 
-It would have taken Resident #6 five minutes to 
walk to the neighbor's yard. 
-Resident #6 did not tell staff she was leaving the 
facility. 
-She did not know who was assigned to Resident 
#6 on 7/11/15 when she eloped from the facility. 
-She had never known Resident #6 to leave the 
facility. 
-Resident #6 was never allowed to leave the 
facility unsupervised by staff. 

Interview with the Transporter person on 10/2/15 
at 3:40 p.m. revealed: 
-One day before July 4, 2015 during the day 
possibly around lunch time, Resident #6 had 
walked out of the front door at the facility and was 
walking toward the end of the driveway. 
-He had just returned from bringing another 
resident from a doctor's appointment. He was 
looking at the appointment book in the front 
Supervisor's office, he looked out the window and 
observed Resident #6 halfway in the parking lot 
heading towards the entrance of the driveway 
(located on the right side of the facility). He 
walked outside and called the resident, but she 
kept walking fast and did not turn around to 
respond to the call. 
-Resident #6 walked across the street across into 
another driveway, which was across from the 
facility. 
-He got in the van and picked up the resident. 
-The resident admitted to trying to go home. 
-Three minutes prior he had just seen Resident 
#6 in the hall standing near the nurses' station on 
Aand B hall. 
-He could not remember the date nor the time of 
the incident. 

Observation on 10/2/15 at 7:00 p.m. revealed: 
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