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INITIAL COMMENTS

A complaint and follow up survey was completed
on April 25, 2025. The complaint was
substantiated (intake #NC00229761). A
deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC .5400 Day Activity for
Individuals of all Disability Groups.

This facility has a census of 23. The survey
sample consisted of audits of 1 current client.

27G .5401 Day Activity - Scope

10ANCAC 27G .5401 SCOPE

(a) Day activity is a day/night facility that provides
supervision and an organized program during a
substantial part of the day in a group setting to
individuals who are mentally ill, developmentally
disabled or have substance abuse disorders.

(b) Participation may be on a scheduled or
drop-in basis.

(c) The service is designed to support the
individual's personal independence and promote
social, physical and emotional well-being through
activities such as social skills development,
leisure activities, training in daily living skills,
improvement of health status, and utilization of
community resources.

This Rule is not met as evidenced by:
Based on record reviews and interviews the
facility failed to provide supervision for 1 of 1
audited clients (#1) The findings are:
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Review on 04/25/25 of client #1's record
revealed:

- Admission date of 10/10/22.

- Diagnoses of Moderate Intellectual
Developmental Disability.

- Person-Centered Plan dated 04/09/25.
- No history of elopement or wandering.

Interview on 04/25/25 client #1 stated:

- "Yeah" he liked to draw.

- He was not able to state if he had walked off
from the facility.

Interview on 04/25/25 staff #3 stated:

- Approximately a week she and staff #1 had
taken a group of 8 or 9 clients for a walk.

- Client #1 had remained behind at the facility with
the Support Coordinator.

- The group she was walking with had been gone
for approximately "3 or 4 minutes."

- They were out of view of the facility,
approximately a half block from the day program.
- She turned around and client #1 was walking
down the street behind them.

- Client #1 had no history of elopement.

- Client #1 was not injured.

- She notified the Support Coordinator and the
Director of Day Services that client #1 had walked
away from the facility.

- All clients were to be supervised.

- The Support Coordinator stated he had ordered
an alarm for the door to alert staff of traffic in the
facility.

Interview on 04/25/25 the Support Coordinator
stated:

- He had worked at the facility for approximately 4
weeks.

- He had all relevant trainings to meet client
needs.
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- He recalled when client #1 left the facility
unsupervised.

- A group had gone on a walk and he was
supervising clients including client #1.

- Client #1 had walked out of the facility and
walked to another group with staff #3.

- "It was my responsibility" to supervise client #1
when he walked off.

- No injury to client #1.

- Client #1 did not have a history of walking off.
- He had ordered a "bell" for the front door to
prevent this issue from occurring again.

Interview on 04/25/25 the Director of Day
Services stated:

- All clients at the facility were to be supervised.
- He was notified client #1 had walked off from
the facility to join another group.

- He understood client #1 was gone
approximately 1 minute before he caught up with
the group walking.

- Client #1 had no history of elopement.

- A door alarm had been ordered for the front
door to prevent this issue from occurring in the
future.
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