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Initial Comments

The Adult Care Licensure Section completed an
annual and follow up survey on July 8, 2025.

10A NCAC 13G .0312 (g) Outside Entrance And
Exits

10A NCAC 13G .0312 Outside Entrance and
Exits

(9) In facilities with at least one resident who is
determined by a physician or is otherwise
observed by staff to be disoriented or exhibiting
wandering behavior, all outside entrance/exit
doors shall have a continuously sounding device
that is activated when the door is opened. The
sound shall be audible throughout the facility. If a
central system of remote sounding devices is
provided, the control panel for the system shall be
powered by the facility's electrical system, and be
located in an area accessible to staff.
Notwithstanding the requirements of Rule .0301
of this Section, the requirements of this
Paragraph shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure 1 of 2 exit
doors accessible to a resident, who was identified
as intermittently disoriented, had working alarms
that were of sufficient volume that could be heard
by staff when activated and responded to for the
safety of the residents.

The findings are:

Review of the facility's current license effective
01/01/25 revealed the facility was licensed for 6
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ambulatory residents.

Review of Resident #2's current FL-2 dated
05/14/25 revealed:

-Diagnoses included schizophrenia, congestive
heart failure, hypertension, and osteoarthritis.
-Resident #3 was intermittently disoriented.

Observations of the facility's rear exit doors at
various times on 07/08/25 between
8:30am-4:45pm revealed:

-Residents were seen entering and exiting the
facility through the back exit door at various times
throughout the day on 07/08/25 and no alarm
sounded.

-Staff were observed entering and exiting the
facility through the back exit door at various times
on 07/08/25 and no alarm sounded.

-Resident #2 was observed entering and exiting
the back door at various times throughout the
day.

Interview with the Supervisor in Charge (SIC) on
07/08/25 at 09:25am revealed:

-The back door of the facility had an alarm
system, but it stopped working a few days ago.
-Resident #2 went out the back door to the
smoking area at different times throughout the
day.

-Resident #2 had some confusion but he did not
wander off.

Observation of the facility's back door on
07/08/25 at 11:02am revealed there was no alarm
on the door.

Telephone interview with Resident #2's primary
care provider (PCP) on 07/08/25 at 2:30pm
revealed:

-Resident #2 had some confusion but was not at
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risk of wandering.

-She was not concerned that Resident #2 would
wander off from the facility.

-She thought it was important that the facility
alarms be on and functioning because there were
residents that had confusion.

Interview with the Owner/Director on 07/08/25 at
3:30pm revealed:

-The alarm on the back door stopped working a
couple of days ago.

-He needed to call the alarm company but had
not done it yet.

-No residents had eloped from the facility over the
past year.

-The alarms on the doors should be turned on
and functioning.

Telephone interview with the Administrator on
07/08/25 at 3:45pm revealed:

-There were residents in the facility that were
disoriented.

-She was not aware the alarm on the back door
was not working.

-The door alarms should always be working.

10A NCAC 13G .0406 (a)(8) Other Staff
Qualifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shall:

(8) have an examination and screening for the
presence of controlled substances completed in
accordance with G.S. 131D-45 and results
available in the staff person's personnel file;
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This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure an examination and
screening for the presence of controlled
substances was completed for 1 of 3 sampled
staff (Staff A) prior to hire.

The findings are:

Review of Staff A's, Supervisor in Charge (SIC),
personnel record revealed:

-There was no hire date for Staff A.

-There was no documentation a drug screen had
been completed.

Attempted telephone interview with Staff A on
07/08/25 at 2:30pm was unsuccessful.

Interview with the Owner/Director on 07/08/15 at
3:30pm revealed:

-He thought there was a drug screen completed
for Staff A.

-He might have the documentation of the
completed drug screen for Staff A in his office that
was offsite.

Telephone interview with the Administrator on
07/08/25 at 3:45pm revealed:

-All staff should have a drug screen completed
prior to hire.

-She did not know why Staff A did not have
documentation of a drug screen in her personnel
record.

Prior to the exit of the survey on 07/08/25, a copy
of Staff A's drug screen was not provided.
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