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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 

initial survey on 07/21/22 and 07/22/22.

 

 C 069 10A NCAC 13G .0312(g) Outside Entrance And 

Exits

10A NCAC 13G .0312 Outside Entrance and 

Exits

(g)  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 

for resident use 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 bedroom of the person on call, the office area 

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:

 C 069

TYPE A2 VIOLATION

Based observations and interviews, the facility 

failed to ensure 3 of 3 exit doors accessible to 

residents were equipped with a sounding device 

that alerted when opened allowing 2 of 3 sampled 

residents (#1, #3) who were intermittently 

disoriented and one who was known to have 

wandering behaviors and leave the facility without 

staff knowledge (#1). 

The findings are:

Review of the facility's undated Security for 

Wandering Residents policy revealed:

-All alarms designed to alert staff of possible 

elopement will be operational.
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 C 069Continued From page 1 C 069

-Staff would listen for alarms on doors.

-Staff was responsible for testing and monitoring 

alarms once daily. 

-The Administrator was responsible for evaluating 

staff response to alarms and the actions staff 

took or failed to take when an alarm sounded.

-The Administrator would ensure all staff acted 

quickly when an elopement occurred, and all staff 

knew how to proceed.

Observations of the facility on 07/21/22 at 8:40am 

revealed:

-There was no audible sounding device that 

activated when the kitchen entrance door to the 

facility was opened.

-The door was unlocked. 

-There were four residents in the facility 

unsupervised, as there was not staff in the facility.

Observations of the first side door on 07/21/22 at 

8:43am and intermittently throughout the day until 

12:00pm revealed:

-There was a hard-wired device on the inside of 

the door and door frame.

-There was no audible sounding device that 

activated when the left side facility entrance door 

was opened. 

-The door was unlocked.

-The door led to the facility parking lot.

-Approximately 100 feet from the facility on the 

grounds was the entrance to the facility property 

and a busy highway. 

Observations of the second side door on 

07/21/22 at 9:10am, 10:00am, and 11:00am 

revealed:

-There was no audible sounding device that 

activated when the right-side facility exit door was 

opened. 

-The door was unlocked. 
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 C 069Continued From page 2 C 069

-The door led to the side yard of the sister facility 

grounds, there was a privacy fence, and 

approximately 107 feet from the door to the front 

of the facility grounds was a busy highway with 

cars passing. 

-Behind the facility approximately 100 feet was a 

less busy street with one car passing.

a. Review of Resident #1's current FL-2 dated 

07/11/22 revealed:

-Diagnoses included major neurocognitive 

disorder.

-Domiciliary was documented for the current level 

of care. 

-Special Care Unit (SCU) was documented for 

the recommended level of care. 

-The resident was ambulatory, constantly 

disoriented and wandered.

Review of Resident #1's previous FL-2 dated 

06/16/22 revealed:

-Diagnoses included major neurocognitive 

disorder, hypertension, adult failure to thrive, and 

acute cystitis without hematuria.

-Assisted living facility was documented for the 

recommended level of care. 

-The resident was ambulatory and constantly 

disoriented.

Review of Resident #1's undated Resident 

Register revealed:

-The resident was admitted to the facility on 

06/21/22.

-The resident was forgetful and needed 

reminders.

Review of Resident #1's resident record revealed 

there was no care plan documented.

Review of Resident #1's local hospital case 
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 C 069Continued From page 3 C 069

management reassessment dated 06/14/22 

revealed the resident was deemed to "lack 

decision making capacity" with recommendations 

for "a surrogate decision maker" per her 

psychiatric evaluation.

Review of Resident #1's local hospital history and 

physical dated 06/15/22 revealed:

-Diagnoses included dementia, major 

neurocognitive disorder, hypertension, and history 

of stroke.

-The resident was admitted on 06/11/22 for lack 

of self-care pending placement on discharge. 

-There was no documented discharge date.

Review of the facility's daily log for Resident #1 

dated 07/04/22 to 07/10/22 revealed:

-On 07/04/22, there was handwritten 

documentation the resident was "back and forth" 

wanting to leave the facility. 

-On 07/04/22 at 2:00am, the resident was walking 

the facility halls.

-On 07/05/22, the resident was confused, wanted 

to leave, and informed staff she was leaving the 

facility.

-On 07/06/22, Resident #1 was walking and 

talking about leaving the facility. 

-On 07/07/22, Resident #1 walked out of the 

facility to the end of the road and returned to the 

facility.

-On 07/08/22, Resident #1 was "very agitated" 

and wanted to leave the facility. 

-On 07/09/22, Resident #1 was "very agitated".

-On 07/10/22, Resident #1 left facility grounds, 

walked down the road, and was brought back to 

the facility. 

Review of the facility's daily log for Resident #1 

dated 07/12/22 revealed the resident was walking 

up and down the halls. 
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 C 069Continued From page 4 C 069

Interview with the MA/SIC on 07/21/22 at 9:35am 

revealed:

-The facility did not have exit door alarms that 

sound when opened. 

-Resident #1's family member wanted to place 

the resident in a memory care unit because he 

did not want the resident to wander away from the 

facility. 

Interview with Resident #1 on 07/21/22 at 9:40am 

revealed:

-She had been trying to leave the facility for one 

month now. 

-She walked outside on the facility grounds 

looking for a way to leave.

-She would get in trouble with staff if she was 

caught trying to leave the facility. 

-She walked outside with intentions of leaving the 

facility but would turn around and return to the 

facility when she saw staff because she did not 

want to get in trouble.

-Sunday (07/17/22) was the last time she tried to 

leave facility grounds.

-She walked out the side door closest to the 

privacy fence, walked down the fence line to 

highway then became scared she would get 

caught and returned to the facility. 

-At the end of the highway on the opposite side of 

the privacy fence were apartments and a hotel. 

-She thought she could live at the apartments if 

she left the facility. 

-She could climb out of her bedroom window at 

night to leave the facility grounds.

-She had not yet climbed out of her bedroom 

window at night because she was afraid, she 

would get caught. 

Telephone interview with Resident #1's family 

member on 07/21/22 at 7:41pm revealed he was 
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 C 069Continued From page 5 C 069

worried Resident #1 would walk out of the facility, 

leave the facility grounds, and not know where 

she was because she was diagnosed with 

dementia and had memory problems.

Telephone interview with Resident #1's Primary 

Care Provider (PCP) on 07/22/22 at 8:00am 

revealed:

-He did not know the facility did not have an 

activated sounding device on the exit doors. 

-The resident was agitated, confused, and not 

oriented.

-Resident #1 was alert to name only.  

-Resident #1 needed to be placed in a SCU to 

keep her safe because she had a decreased 

cognition level, agitated, and confused.

-He told the RCC or Administrator around the first 

of July 2022 Resident #2 needed to be placed in 

a SCU because of her cognition level. 

-The facility should have placed an exit alert 

device on Resident #1 or had a sounding device 

on the exit doors in the facility to alert them when 

the resident attempted to exit the facility. 

-The resident was at risk for harm or injury exiting 

the facility without staff knowledge.

Interview with the Administrator on 07/22/22 at 

12:00pm revealed:

-Resident #1 was documented as a wanderer on 

the 07/11/22 FL-2.

-The RCC should have activated the door alarms 

to sound when opened since Resident #1's 

07/11/22 FL-2 documented the resident as a 

wanderer.

Interview with the RCC on 07/22/22 at 12:10pm 

revealed:

-She never felt Resident #1 would elope. 

-She overlooked the 07/11/22 FL-2 

documentation indicating Resident #1 wandered.
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 C 069Continued From page 6 C 069

-She did not answer when asked why the door 

alarms were not armed for Resident #1 when she 

exited the facility and was discovered walking by 

the road. 

Refer to interview with a resident on 07/21/22 at 

9:45am.

Refer to interview with the Resident Care 

Coordinator (RCC) on 07/21/22 at 10:05am.

Refer to second interview with the MA/SIC on 

07/21/22 at 10:25am.

Refer to interview with a second MA/SIC on 

07/21/22 at 2:04pm.

Refer to interview with the Administrator on 

07/22/22 at 12:00pm.

Refer to interview with the RCC on 07/22/22 at 

12:10pm.

b. Review of Resident #3's current FL-2 dated 

06/08/22 revealed:

-Diagnoses included schizophrenia and bipolar.

-The resident was ambulatory and intermittently 

confused. 

Review of Resident #3's care plan dated 07/08/22 

revealed:

-The resident was oriented and memory 

adequate. 

-The resident was independent with ambulation.

Review of Resident #3's Resident Register dated 

06/10/22 revealed the resident was forgetful and 

needed reminders. 

Observation of Resident #3 on 07/22/22 at 
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 C 069Continued From page 7 C 069

10:20am revealed she was verbally slow to 

respond with conversation and confused 

regarding the date. 

Interview with the Resident Care Coordinator 

(RCC) on 07/21/22 at 10:05am revealed Resident 

#3 was intermittently confused. 

Telephone interview with Resident #3's mental 

health provider team nurse on 07/22/22 at 

11:26am revealed:

-She expected the facility to follow their door 

alarm policy.

-The resident had a history of delusion and 

paranoia, but both were currently stable.

-The resident did not wander. 

Refer to interview with a resident on 07/21/22 at 

9:45am.

Refer to interview with the Resident Care 

Coordinator (RCC) on 07/21/22 at 10:05am.

Refer to second interview with the MA/SIC on 

07/21/22 at 10:25am.

Refer to interview with a second MA/SIC on 

07/21/22 at 2:04pm.

Refer to interview with the Administrator on 

07/22/22 at 12:00pm.

Refer to interview with the RCC on 07/22/22 at 

12:10pm.

___________________

Interview with a resident on 07/21/22 at 9:45am 

revealed there were no facility door alarms that 

activated when opened. 

Interview with the Resident Care Coordinator 
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 C 069Continued From page 8 C 069

(RCC) on 07/21/22 at 10:05am revealed the 

facility did have door alarms placed but they were 

not activated because the facility was newly 

opened. 

Second interview with the MA/SIC on 07/21/22 at 

10:25am revealed:

-The facility had never activated the door alarms 

since opening June 2022. 

-She did not know why. 

Interview with a second MA/SIC on 07/21/22 at 

2:04pm revealed the facility exit doors did not 

have audible alarms when opened. 

Interview with the Administrator on 07/22/22 at 

12:00pm revealed:

-The door alarms were not activated.

-It was the responsibility of the RCC to activate 

the door alarms. 

Interview with the RCC on 07/22/22 at 12:10pm 

revealed:

-Facility door alarms had never been activated 

until prompted to during the survey on 07/21/22.

-The door alarms were to be activated when a 

resident was determined to wander to alert staff if 

the resident tried to exit the facility.

-She would know a resident wandered if they 

exited the facility or walked by the road.

___________________

The facility failed to ensure the exit doors were 

equipped with sounding devices that were 

activated and enabled Resident #1 who was 

disoriented to exit the building without the staff 's 

knowledge on 07/17/22 and on 07/07/22 and 

07/10/22 walked along a highway. This failure 

resulted in substantial risk of serious injury and 

neglect to the residents and constitutes a Type A2 

Violation.
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 C 069Continued From page 9 C 069

____________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 07/22/22 for 

this violation.

 C 187 10A NCAC 13G .0601 (b)(2) Management And 

Other Staff

10A NCAC 13G .0601 Management And Other 

Staff

(b)  At all times there shall be one administrator 

or supervisor-in-charge who is directly 

responsible for assuring that all required duties 

are carried out in the home and for assuring that 

at no time is a resident left alone in the home 

without a staff member.  Except for the provisions 

cited in Paragraph (c) of this Rule regarding the 

occasional absence of the administrator or 

supervisor-in-charge, one of the following 

arrangements shall be used:

(2) The administrator shall employ a 

supervisor-in-charge to live in the home or reside 

within 500 feet of the home with a means of 

two-way telecommunication with the home at all 

times.  When the supervisor-in-charge does not 

live in the licensed home, there shall be at least 

one staff member who lives in the home or one 

on each shift and the supervisor-in-charge shall 

be directly responsible for assuring that all 

required duties are carried out in the home; or

This Rule  is not met as evidenced by:

 C 187
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 C 187Continued From page 10 C 187

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to ensure at all times 

there was one Administrator or 

Supervisor-In-Charge who was directly 

responsible for assuring that at no time a resident 

was left alone in the home without a staff 

member. 

The findings are:

Observation of the facility on 07/21/22 from 

8:40am to 9:04am revealed:

-At 8:40am, there was no answer at the kitchen 

door when knocking.

-At 8:42am, the kitchen door opened freely, there 

was no staff in the kitchen, dining room, or 

hallway.

-There was no staff response when announced 

presence.

-At 8:43am, a resident stepped out of her room 

into the hallway.

-At 8:44am, three additional residents were 

observed in their rooms.

-There was no staff in the facility.

-The office door to the Administrator's office was 

locked and there was no answer when knocked 

on the door. 

-At 8:55am, the first and a second resident 

walked out of the facility's side door.

-At 9:03am, a personal care aide (PCA) walked to 

the facility from a sister facility and stood outside.

-At 9:04am, the medication aide/supervisor in 

charge (MA/SIC) turned into the facility parking lot 

from the highway.

Interview with the first resident on 07/21/22 at 

8:43am revealed:

-There was supposed to be one staff in the 
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facility. 

-She did not know where the staff was.

-She saw the staff outside a few minutes ago.

-There was currently a total of four residents, 

including herself, in the facility without staff 

present. 

Telephone interview with a PCA of a sister facility 

on the same grounds on 07/21/22 at 8:50am 

revealed:

-The Administrator had not yet arrived at the 

facility.

-She did not know when the Administrator would 

arrive. 

-The MA/SIC was supposed to be in the facility.

-She did not know where the MA/SIC was 

located.  

A second interview with the first resident on 

07/21/22 at 8:55am revealed:

-Another resident called the MA/SIC on her cell 

phone. 

-The MA/SIC should arrive soon. 

-There was a resident in the facility who 

wandered.

Telephone interview with the MA/SIC on 07/21/22 

at 9:01am revealed:

-She left the facility grounds three minutes ago to 

make bank deposits. 

-She was currently in line at the bank making 

resident deposits.

-She left the residents in the facility without staff 

supervision this morning, 07/21/22, to make the 

deposits.

-Before she left, she told staff in a sister facility on 

the same grounds to watch the residents for her 

while she was gone.

-She also left the residents in the facility 

unsupervised in June 2022 to make bank 
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deposits. 

Interview with the second PCA from the sister 

facility on 07/21/22 at 9:03am revealed:

-The MA/SIC told her she was going to the bank 

about 30 minutes ago.

-The residents were left unsupervised in the 

facility while the MA/SIC was gone.

-She looked out the window towards the building 

to check on the residents. 

Observation of the facility on 07/21/22 at 9:07am 

revealed:

-At 9:07am, the MA/SIC entered the facility. 

-From 8:40am to 9:07am, four residents were left 

in the facility unsupervised. 

Interview with the Resident Care Coordinator 

(RCC) on 07/21/22 at 9:16am revealed:

-She just arrived at the facility grounds.

-She was the RCC for the facility's cluster homes. 

-The Administrator was not on the facility 

grounds. 

Interview with a second resident on 07/21/22 at 

9:20am revealed:

-The MA/SIC left the residents unsupervised at 

times to go the office. 

-She did not remember how many times.

-Sometimes, the MA/SIC left the residents 

unsupervised to run errands and go to the store.  

-She did not remember the last time or for how 

long.

-Yesterday (07/21/22), the MA/SIC left the 

residents unsupervised.

-She did not remember for how long or why. 

Observation of the MA/SIC on 07/21/22 from 

9:28am to 9:30am revealed:

-At 9:28am, the MA/SIC walked out of the facility 
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to the office across the parking lot leaving the 

residents unsupervised.

-A resident walked to the front door, looked out 

the window, and mumbled she could not go 

anywhere and returned down the hall. 

-At 9:30am, the MA/SIC returned to the facility. 

Interview with the MA/SIC on 07/21/22 at 9:30am 

revealed:

-The RCC had previously taken resident records 

from the facility to the Administrator's office.

-She walked to the office to get the resident 

records. 

-She was the live in MA/SIC 24 hours a day, 7 

days a week, for the facility.

-She left the residents unsupervised in the facility 

4 times a day to pick up and return lunch and 

dinner to the main kitchen across the parking lot, 

for about 4 minutes total.

-She always told staff at a sister facility to watch 

the residents when she left the resident's 

unsupervised to make monthly bank deposits.

-It would take a total of 10 minutes to drive to the 

bank, make the deposits, and return to the facility. 

-She told the RCC the day before she went to the 

bank.   

-She told the RCC yesterday (07/21/22) she was 

going to make bank deposits today (07/21/22).

-She never told the Administrator she left the 

residents unsupervised or that she went to the 

bank.

-She did not know if the Administrator knew she 

left the residents unsupervised or that she went to 

the bank. 

A second interview with the first resident on 

07/21/22 at 9:45am revealed sometimes the 

MA/SIC left the facility unsupervised when she 

went to a sister facility on the same grounds to 

help in that facility.
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A second interview with the RCC on 07/21/22 at 

10:05am revealed:

-She was unable to contact the Administrator via 

telephone this morning.

-She left a voicemail for the Administrator to 

return her call. 

-The MA/SIC was not supposed to leave 

residents unsupervised. 

-Another staff was supposed to supervise the 

residents if the MA/SIC had to leave the facility.

-It was the responsibility of the MA/SIC to tell her 

before she left so she could arrange staff to 

supervise the residents prior to her leaving. 

-She did not know the MA/SIC left the residents 

unsupervised this morning, 07/21/22, until she 

arrived.

-She did not know the MA/SIC left the residents 

unsupervised every month to make bank 

deposits. 

-It was not acceptable to leave the residents 

unsupervised for any amount of time because the 

residents required supervision 24 hours a day. 

-There were two residents who were confused 

that resided in the facility. 

-Leaving the residents unsupervised placed the 

residents in danger because anything could 

happen. 

Interview with the Administrator on 07/21/22 at 

12:00pm and 12:53pm revealed:

-She did not know until she arrived at the facility 

today (07/21/22) that the MA/SIC left the 

residents in the facility unsupervised to go to the 

bank. 

-She expected residents to always be supervised 

24 hours a day, 7 days a week.

-She was available 24 hours a day, 7 days a 

week by telephone. 

-She did not know the MA/SIC left the facility 
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during lunch and dinner to pick up and return 

meals from and to the main kitchen. 

-The MA/SIC should not have to pick up and 

return meals from and to the kitchen because the 

kitchen staff was responsible for meal delivery 

and pick up to the facility.

Interview with the Administrator on 07/22/22 at 

12:00pm revealed:

-She was always accessible by staff 24 hours a 

day 7 days a week via telephone even when she 

was on vacation. 

-She did not remember if staff had ever called her 

about any resident concerns.

_________________

The facility failed to ensure there was an 

Administrator or Supervisor-In-Charge or in the 

absence of the Supervisor-In-Charge, a staff 

member, in the facility to ensure all residents 

were not left unattended when the 

Supervisor-In-Charge left the facility for 27 

minutes without staff present.  In the facility were 

two residents who were confused, one of those 

who wandered and had a history of elopement. 

This failure was detrimental to the health, safety, 

and welfare of the residents and constitutes a 

Type B Violation.

_________________ 

The facility failed to provided a Plan of Protection 

in accordance with G.S. 131D-34 on 07/22/22 for 

this violation.

 C 243 10A NCAC 13G .0901(b) Personal Care and 

Supervision

10A NCAC 13G .0901 Personal Care And 

Supervision

(b)  Staff shall provide supervision of residents in 

 C 243
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accordance with each resident's assessed needs, 

care plan and current symptoms.

This Rule  is not met as evidenced by:

TYPE A2 VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to provide supervision 

for 4 residents leaving them alone in the facility 

for over 20 minutes and for 1 of 3 sampled 

residents (#1) who was disoriented and had a 

history of leaving the facility without staff 's 

knowledge and a known desire to leave the 

facility. 

The findings are:

Review of the facility's undated Identification and 

Supervision of Wandering Resident's policy 

revealed:

-The policy was not dated. 

-The facility was to identify residents who develop 

disorientation and wandering behaviors to keep 

them safe until a secured environment could be 

obtained for the resident. 

-Staff were to observe and report any changes in 

orientation or behavior to the resident's physician 

immediately. 

-The facility was to provide a secure boundary or 

perimeter to safely accommodate the resident 

when a cognitively impaired resident exhibited 

unsafe wandering behavior. 

-Supervision of the resident was to be provided to 

meet the identified needs of the resident. 

-Staff would frequently observe the location of 

each resident at risk for elopement.

-Staff communicate about information related to 

the presence of behaviors that indicate 

elopement was likely was necessary.

-All alarms designed to alert staff of possible 
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elopement would be operational. 

-Staff would hear the alarm system which was on 

all doors and windows. 

-Staff was responsible for testing and monitoring 

alarms once per day. 

-The Administrator would ensure all staff act 

quickly when an elopement occurs, and all staff 

knew how to proceed. 

-The facility would identify which resident were at 

greatest risk of wandering.

-The facility would correctly supervise at-risk 

residents.

-The facility would identify and control wandering 

triggers.

-Staff would check on residents every 30 minutes 

(or as stipulated in the plan of care) that were at 

risk.

-Staff would notify the resident's physician.

-Staff would listen for alarms on doors and 

windows.

-Staff would notify the resident's physician once 

found if wandered off.

-Staff would evaluate if a different level of 

placement was needed. 

-Staff would provide 1 on 1 supervision if deemed 

necessary. 

-Staff would provide regular every 30-minute 

checks on residents who were at risk for 

wandering. 

Review of the Supervisor-In-Charge (SIC) job 

description dated 02/21/22 revealed:

-The SIC was responsible to assure residents 

were not left unsupervised at any time without a 

staff member. 

-The SIC was responsible to supervise residents 

in accordance with the resident's assessed 

needs, care plan, and current symptoms. 

Interview with the first resident on 07/21/22 at 
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8:55am revealed there was a resident in the 

facility who wandered.

Review of Resident #1's current FL-2 dated 

07/11/22 revealed:

-Diagnoses included major neurocognitive 

disorder, hypertension, adult failure to thrive, and 

acute cystitis without hematuria.

-Domiciliary was documented for the current level 

of care. 

-Special Care Unit (SCU) was documented for 

the recommended level of care. 

-The resident was ambulatory, constantly 

disoriented and wandered.

Review of Resident #1's previous FL-2 dated 

06/16/22 revealed:

-Diagnoses included major neurocognitive 

disorder, hypertension, adult failure to thrive, and 

acute cystitis without hematuria.

-Assisted living facility was documented for the 

recommended level of care. 

-The resident was ambulatory and constantly 

disoriented.

Review of Resident #1's undated Resident 

Register revealed:

-The resident was admitted to the facility on 

06/21/22.

-The resident was forgetful and needed 

reminders.

Review of Resident #1's resident record revealed 

there was no care plan documented.

Review of Resident #1's local hospital case 

management reassessment dated 06/14/22 

revealed:

-The resident was deemed to "lack decision 

making capacity" with recommendations for "a 
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surrogate decision maker" per her psychiatry 

evaluation. 

-Case management was assisting the resident's 

family member in Assisted Living placement. 

Review of Resident #1's local hospital history and 

physical dated 06/15/22 revealed:

-Diagnoses included dementia, major 

neurocognitive disorder, hypertension, and history 

of stroke.

-The resident was admitted on 06/11/22 for lack 

of self-care pending placement on discharge. 

Review of Resident #1's new resident admission 

notes dated 06/21/22 revealed:

-"Sad" was marked in a section titled arrival 

status. 

-There was a note section for documentation on 

day 1, day 2, and day 3.

-"Bad day" was documented in the notes section 

on Days 1, 2, and 3.

-There was no additional information documented 

to describe what "bad day" indicated.  

Review of the facility's daily log for Resident #1 

dated from 06/21/22 to 06/26/22 revealed:

-There was a column titled "Days of the week" to 

the left of the log.

-The days were titled Sunday through Saturday.

-Dates were not documented on the days of the 

week.

-There was handwritten documentation of "not so 

good" by Tuesday.

-There was handwritten documentation of "bad 

day" by Wednesday.

-There was handwritten documentation of "bad 

day" by Thursday.

-There was no documentation of additional 

information which indicated what "bad day" and 

"not so good" meant. 
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Review of the facility's daily log for Resident #1 

dated 07/04/22 to 07/10/22 revealed:

-On 07/04/22, there was handwritten 

documentation the resident was "back and forth" 

wanting to leave the facility. 

-The resident was angry with her family member 

because she was placed in the facility. 

-The resident's medications helped for about 3 

hours.

-At 2:00am, the resident was walking the facility 

halls.

-There was no documentation Resident #1 was 

placed on increased supervision.

-There was no documentation the resident's 

Primary Care Provider (PCP) was notified she 

wanted to leave, was walking facility halls at 

2:00am, or the resident's medications were not 

effective after 3 hours.

-On 07/05/22, there was handwritten 

documentation the resident was confused, 

wanted to leave, and informed staff she was 

leaving the facility.

-There was no documentation Resident #1 was 

placed on increased supervision.

-There was no documentation the resident's PCP 

was notified she wanted to leave.

-On 07/06/22, there was handwritten 

documentation Resident #1's medications were 

not effective 2 to 3 hours after administration. 

-Resident was walking and talking about leaving 

the facility. 

-There was no documentation Resident #1 was 

placed on increased supervision.

-There was no documentation the resident's PCP 

was notified she wanted to leave.

-On 07/07/22, there was handwritten 

documentation Resident #1 walked to the end of 

the road and returned to the facility.

-The resident's family member was called to talk 
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with the resident. 

-There was no documentation Resident #1 was 

placed on increased supervision.

-There was no documentation the resident's PCP 

was notified she wanted to leave.

-On 07/08/22, there was handwritten 

documentation Resident #1 was "very agitated" 

and wanted to leave the facility. 

-There was no documentation Resident #1 was 

placed on increased supervision.

-There was no documentation the resident's PCP 

was notified she was agitated or wanted to leave.

-On 07/09/22, there was handwritten 

documentation Resident #1 was "very agitated".

-There was no documentation Resident #1 was 

placed on increased supervision.

-There was no documentation the resident's PCP 

was notified she was agitated.

-On 07/10/22, there was handwritten 

documentation Resident #1 left facility grounds, 

walked down the road, and was brought back to 

the facility. 

-The time was not documented.

-There was no documentation Resident #1 was 

placed on increased supervision.

-There was no documentation the resident's PCP 

was notified the resident left facility grounds.

-The resident's family member was called.

Observation of the outside of the facility on 

07/21/22 at 9:57am revealed:

-There was a side exit door opening to the side 

yard adjacent to a privacy fence.

-There was a sister facility in front of the facility 

which blocked the view of the highway when 

standing beside the facility. 

-Exiting the facility through the side door to the 

highway was 107 feet. 

-At the end of the fence line was a main, high 

traffic highway.
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-On the opposite side of the privacy fence were 

apartments and a hotel.

Review of the facility's daily log for Resident #1 

dated 07/12/22 revealed the resident was walking 

up and down the halls. 

Observation of Resident #1 on 07/21/22 at 

9:07am revealed:

-Resident #1 walked up to the MA/SIC.

-Resident #1 told the MA/SIC she forgot what she 

wanted to say.

-Resident #1 was confused and ambulated 

independently and steadily. 

-Resident #1 turned to walk down the hallway.

-Resident #1 turned and walked back to the 

MA/SIC and requested to call her family member.

Interviews with the MA/SIC on 07/21/22 from 

9:10am to 9:35am revealed:

-She was the live in MA/SIC 24 hours a day, 7 

days a week, for the facility.

-There were no residents in the facility who 

wandered. 

-There were no resident's in the facility on 

increased supervision. 

-All residents were supervised every hour as a 

facility protocol.

-Resident #1 was admitted to the facility on 

06/21/22.

-Resident #1 was confused at times and had a 

diagnosis of dementia. 

-Resident #1 did not want to be at the facility.

-Resident #1 told her she was going for a walk 

outside when she was first admitted in June 

2022. 

-She looked out the window and saw Resident #1 

at the front of the facility grounds by the highway.

-She went to Resident #1 and directed her back 

to the facility.
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-Resident #1 walked away from the facility only 

that one time. 

-Resident #1's family member told her the 

resident had a stroke, was confused, and 

diagnosed with dementia.

-Resident #1's family member wanted to place 

the resident in a memory care unit because he 

did not want the resident to wander away from the 

facility. 

-She documented "bad day" for days 1, 2, and 3 

on Resident #1's new resident admission notes 

dated 06/21/22.

-A bad day meant Resident #1 was confused and 

did not know why she was at the facility. 

-Resident #1 was confused, cursed, resisted 

care, and wandered in other resident rooms 

during her first three days at the facility.

-Resident #1 was argumentative with redirection 

during her first three days at the facility. 

-Increased supervision was not provided for 

Resident #1. 

Interview with Resident #1 on 07/21/22 at 9:40am 

revealed:

-She had been trying to leave the facility for one 

month now. 

-She walked outside on the facility grounds 

looking for a way to leave.

-She would get in trouble with staff if she was 

caught trying to leave the facility. 

-She walked outside with intentions of leaving the 

facility but would turn around and return to the 

facility when she saw staff because she did not 

want to get in trouble.

-Sunday (07/17/22) was the last time she tried to 

leave facility grounds.

-She walked out the side door closest to the 

privacy fence, walked down the fence line to 

highway then became scared she would get 

caught and returned to the facility. 
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-At the end of the highway on the opposite side of 

the privacy fence were apartments and a hotel. 

-She thought she could live at the apartments if 

she left the facility. 

-She could climb out of her bedroom window at 

night to leave the facility grounds.

-She had not yet climbed out of her bedroom 

window at night because she was afraid, she 

would get caught. 

A second interview with the first resident on 

07/21/22 at 9:45am revealed:

-About one week ago, she saw Resident #1 walk 

out the back, side door closest to the fence line.

-Resident #1 walked along the fence line towards 

the highway.

-She did not see how far Resident #1 walked 

because her view was blocked by a sister facility.

-She did not tell staff she saw Resident #1 

walking along the fence line towards the highway. 

-Sometimes the MA/SIC left the facility 

unsupervised when she went to a sister facility on 

the same grounds to help in that facility.

Interview with the RCC on 07/21/22 at 10:05am 

revealed:

-Resident #1 was intermittently confused.

-Resident #1 said she wanted to go home at 

times.

-She did not think Resident #1 had ever tried to 

leave or had left the facility. 

-The only places Resident #1 went outside the 

facility was to the gazebo between the 

administrative office and another sister facility .

-The gazebo was across the parking lot of the 

facility. 

-She expected staff to encourage Resident #1 to 

return to the facility if she was caught trying to 

leave.

-She did not expect staff to tell her or the 
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Administrator Resident #1 tried to leave the 

facility if staff was able to redirect the resident to 

return because the situation would have been 

handled.

-Management notification would have been 

required if the resident tried to leave the facility 

and staff was not able to redirect the resident. 

-Once the resident returned to the facility, she 

expected staff to educate the resident not to 

attempt to leave again or a discharge notice 

would be given.

-It was the responsibility of the MA/SIC to tell her 

if Resident #1 was by the road.

-Resident #1 walked to a sister facility on the 

same grounds which was located by the main 

highway when she first arrived.

-She could not remember the date.

-The MA/SIC saw Resident #1 and escorted her 

back to the facility.

-The MA/SIC notified Resident #1's family 

member.

Review of the facility's documented supervision 

log for Resident #1 dated July 2022 on 07/21/22 

at 10:25am revealed:

-There was electronic documentation of times 

7:00am to 12:00pm documented on the top of the 

log.

-There was no staff supervision documented for 

Resident #1 on 07/21/22 for times 7:00am to 

10:00am.

A second interview with the MA/SIC on 07/21/22 

at 10:25am revealed:

-She always walked outside with Resident #1. 

-Resident #1 paced up and down the facility 

hallway at times. 

-She performed supervision checks on all the 

residents every hour to make sure they were 

present and safe.
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-She documented Resident #1's hourly 

supervision log after she completed all of the 

days tasks such as after breakfast, laundry, and 

resident care was performed.

-Each day, she back documented Resident #1's 

supervision log after all her tasks were complete. 

-She could remember what the residents were 

doing because she was always walking through 

the facility.

-It was the responsibility of the RCC to have 

reviewed Resident #1's FL-2.

-Resident #1's family member wanted the 

resident to be placed in a special care unit (SCU).

-She was able to see the front door and when 

residents exited the facility by the front door when 

sitting in a chair located in front of her office 

window.

-She was able to see residents when they exited 

the back, side door from the window when sitting 

in the chair located in front of her office window.

-The facility did not have a supervision policy. 

-The facility did not have a wandering resident or 

resident behavior policy. 

Observation of the facility on 07/21/22 at 10:25am 

revealed:

-There was a door on each end of the hall when 

entering the facility. 

-The office was located to the right of the facility 

entrance door.

-There was a window opposite the entrance of 

the office.

-Directly in front of the window was a chair 

positioned with the back of the chair facing the 

window.

-The view of the back, side of the facility was 

obstructed by the corner of the facility. 

-The back, side facility exit could not be seen 

from the window. 
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A second interview with the RCC on 07/21/22 at 

11:12am revealed:

-Resident #1's family member wanted the 

resident admitted to a SCU when she told him the 

resident kept wanting to go home and walked 

away from the facility to a sister facility located 

beside the highway. 

-She then contacted Resident #1's PCP and 

informed him the family member wanted the 

resident placed in a SCU.

-At that time, Resident #1's PCP updated her 

FL-2 which was dated 07/11/22.

-The MA/SIC did not tell her Resident #1 was 

cursing, pacing door to door, wandering through 

out the facility in and out of resident rooms, or 

walking outside up and down the fence line.

-It was the responsibility of the MA/SIC to tell her 

Resident #1 was cursing, pacing door to door, 

wandering through out the facility in and out of 

resident rooms, or walking outside up and down 

the fence line immediately when occurred so the 

resident's PCP could be notified. 

-She notified Resident #1's PCP around 07/04/22 

that the resident wanted to go home. 

-Resident #1's PCP ordered a medication at that 

time. 

-She did not know at that time Resident #1 was 

cursing, pacing door to door, wandering through 

out the facility in and out of resident rooms, or 

walking outside up and down the fence line.

-She did not  know the supervision needs of 

Resident #1.

-It was her responsibility to review FL-2's for 

orders and appropriate placement 

recommendations with new admissions and 

updated FL-2's.

-She would compare the new FL-2 to the 

previous for changes in orders. 

-She was available to the facility 24 hours a day, 

7 days a week via telephone call.
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-The MA/SIC was to contact the Administrator if 

she could not contact the RCC. 

A third interview with the MA/SIC on 07/21/22 at 

11:48am revealed:

-She did not know Resident #1 left the facility the 

week of 07/04/22.

-She told the RCC Resident #1 paced back and 

forth in the facility at times. 

-She did not state when the RCC was told.

Interview with the Administrator on 07/21/22 at 

12:00pm revealed:

-She was not told Resident #1 was exit seeking.

-She assessed Resident #1 for admission to the 

facility.

-Resident #1 did not have signs or symptoms of 

decreased cognition when she performed the 

resident assessment. 

-She did not know Resident #1 left the facility, 

walked down the road, and was brought back to 

the facility on 07/10/22.

-She did not know until she arrived at the facility 

today (07/21/22) that the MA/SIC left the 

residents in the facility unsupervised to go to the 

bank. 

-It was the responsibility of the MA/SIC to report 

to her or the RCC immediately a change in 

resident behavior so the resident could be 

evaluated by a mental health provider. 

-She was available 24 hours a day, 7 days a 

week by telephone. 

-It was the responsibility of the MA/SIC to tell the 

RCC if a resident left the facility, then the RCC to 

notify the resident's PCP and family member. 

Interviews with the RCC on 07/21/22 between 

12:40pm and 3:53pm revealed:

-The MA/SIC working the week of 07/04/22 

should have immediately called to tell her 
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Resident #1 left the facility, was pacing, and 

wanted to leave. 

-She visited the facility every morning to discuss 

with staff what was happening in the facility and 

with the residents. 

-She specifically asked the MA/SIC working the 

week of 07/04/22 how the residents were doing 

during her morning facility visits.

-Resident #1's family member was attempting to 

find placement for the resident in a SCU.

-Resident #1 was evaluated by a facility with a 

SCU last week as a request by the resident's 

family member. 

-The facility was waiting on an FL-2 before they 

could accept Resident #1. 

-She had not assisted Resident #1's family 

member in finding placement in a SCU because 

the son was actively seeking. 

-She had not contacted the local adult home 

specialist for assistance in SCU placement for 

Resident #1. 

-There was no reason why. 

Observation of the facility at 1:18pm revealed 

Resident #1 was pacing in the hallway from door 

to door. 

Interviews with the Administrator on 07/21/22 

between 2:00pm and 4:00pm revealed:

-Resident #1 was not confused per her 

assessment of the resident.

-Resident #1 was angry with her family member 

because she was placed in the facility.  

-She did not know Resident #1's family member 

requested the resident transferred to a SCU 

because she was just returning from vacation. 

Interview with a second MA/SIC on 07/21/22 at 

2:04pm revealed:

-She worked the week of 07/04/22.
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-She completed the daily log for Resident #1 the 

week of 07/04/22.

-Resident #1 was determined to leave the facility 

regardless of what anyone did because she did 

not want to be at the facility. 

-Resident #1 left the facility twice the week of 

07/04/22.

-Resident #1 told her that week she was going to 

leave the facility and return to her home. 

-Around 07/07/22, Resident #1 left the facility 

unsupervised and walked to the brick columns at 

the front of the facility located by the main 

highway.

-She saw Resident #1 standing beside columns 

located by the main highway, called her name, 

and she returned to the facility. 

-On 07/10/22, Resident #1 became upset with her 

family member and left the facility unsupervised.

-Resident #1 walked out of the facility and to the 

left behind a sister facility located beside a 

highway behind the facility unsupervised.

-The sister facility was two facilities over from the 

resident's facility. 

-Resident #1 remained on the facility grass that 

was beside the highway, never leaving facility 

grounds.

-Staff in a sister facility called and told her 

Resident #1 was walking alongside the road 

behind the facility. 

-She walked to the back of the facility, called 

Resident #1's name, and returned to the facility 

with the resident. 

-Resident #1 told her she was walking and 

wanted to see what was on the other side of the 

privacy fence. 

-There were apartments on the other side of the 

privacy fence. 

-She called Resident #1's family member and 

reported the resident had left the facility and let 

the family member speak with the resident.
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-She was only supposed to call to tell the RCC a 

resident left the facility and/or grounds if the 

resident did not return to the facility. 

-Resident #1 would get confused, angry, and 

agitated.

-She did not tell anyone when the resident 

became confused, agitated, or angry. 

-She was not trained by the facility to tell anyone 

when residents became confused, agitated, or 

angry. 

-She attempted to talk to and calm Resident #1 

when she became confused, agitated and angry. 

-She was trained by the facility's contracted 

pharmacy to administer Resident #1's ordered 

Ativan medication when she became agitated.

-She would notify Resident #1's PCP or the RCC 

if the resident's Ativan did not relieve her 

agitation. 

-Some days, Resident #1's Ativan did not help 

relieve her agitation.

-Those days, Resident #1 would be more 

confused, pace, and report wanting to leave the 

facility. 

-She did not notify Resident #1's PCP the 

resident was more confused, paced, and reported 

wanting to leave the facility because the RCC 

was working with the resident's family member for 

placement in a SCU. 

-Resident #1 was evaluated by a facility for 

placement sometime in July 2022.

-Should did not remember the date. 

-The RCC needed to follow up with Resident #1's 

PCP regarding a diagnosis before the other 

facility could accept her. 

-She did not administer Resident #1 a third dose 

of Ativan the week of 07/04/22 because the 

resident refused the medication. 

-She did not notify Resident #1's refusal of the 

third dose of Ativan when she was agitated 

because she did not want the resident to be over 
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sedated. 

Telephone interview with Resident #1's family 

member on 07/21/22 at 7:41pm revealed:

-Resident #1 was diagnosed with vascular 

dementia during a hospital admission about 1 

month ago prior to the facility admission. 

-Resident #1 needed supervision that was 

appropriate for someone diagnosed with 

dementia because the resident had a short-term 

memory. 

-He was not specific regarding the resident's 

supervision needs.

-The resident would get very angry and confused 

at times because she did not think she needed to 

be at the facility. 

-He did not know if the resident wandered. 

-The RCC told him the resident wanted to leave, 

walked out the facility, then returned inside 

because it was hot. 

-He did not know the resident left the facility 

grounds. 

-He did not know if the resident was agitated, 

cursing, or pacing at the facility.

-Facility staff did not tell him the resident needed 

to be in a SCU. 

-The resident's memory had decreased over the 

past few years. 

-Because Resident #1 was confused, he was 

worried the resident would walk out of the facility, 

leave the facility grounds, and not know where 

she was.

-He expected staff to tell him if the resident left 

the facility or wandered because he wanted the 

resident to be safe. 

-He could not get an answer at the facility when 

calling on the weekends and would become 

worried something happened to the resident. 

-He expected staff to always be present in the 

facility to keep Resident #1 safe because she 
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required supervision to keep her safe.

-He last spoke with Resident #1 on 07/20/22 and 

there were no concerns. 

Telephone interview with Resident #1's PCP on 

07/22/22 at 8:00am revealed:

-The resident was agitated, confused, and not 

oriented.

-Resident #1 was alert to name only.  

-Resident #1 needed to be placed in a SCU to 

keep her safe because she had a decreased 

cognition level, agitated, and confused.

-He told the RCC or Administrator around the first 

of July 2022 Resident #1 needed to be placed in 

a SCU because of her cognition level. 

-It was unacceptable to leave Resident #1 

unsupervised and placed the resident and other 

residents at risk for falls, injuries, verbal and 

physical abuse.

-Should a fire occur, Resident #1 could not safely 

exit the building when left unsupervised.

-Resident #1 could leave the facility which would 

place the resident at risk for harm when left 

unsupervised. 

-The facility did not notify him Resident #1 left the 

facility and was walking alongside a highway. 

-The facility did not notify him Resident #1 wanted 

to leave the facility.

-He expected the facility to have contacted him 

immediately to notify him Resident #1 left the 

facility and was walking by the highway.

-He expected the facility to have placed Resident 

#1 on increased supervision every 15 minutes or 

1 on 1 supervision to protect the resident from 

harm until proper placement in a SCU could have 

been made. 

-Resident #1 should not have been left 

unsupervised to where she was out of the facility 

without staff present. 

-The Administrator had his personal cell number 
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and was able to contact him any time of the day 

or night.

Observation of Resident #1 on 07/22/22 at 

11:11am revealed the resident was pacing back 

and forth from side door to side door in the 

hallway. 

Interview with the Administrator on 07/22/22 at 

11:03am revealed:

-Resident #1 told her she was very confused 

yesterday (07/21/22) but was much better today.

-Resident #1 was not confused today (07/22/22).

Second interview with the Administrator on 

07/22/22 at 12:00pm revealed:

-Nothing had been put in place to increase 

Resident #1's supervision since the current FL-2 

dated 07/11/22.

-Nothing had been done to find SCU placement 

for Resident #1 since the new FL-2 dated 

07/11/22 was obtained. 

-The facility "dropped the ball" on Resident #1.

-She never saw Resident #1 as a flight risk. 

Interview with the RCC on 07/22/22 at 12:10pm 

revealed:

-She never saw Resident #1 as someone who 

wandered.

-She never saw Resident #1 as someone who 

would leave the facility.

-Around the first of July 2022, she called Resident 

#1's PCP and notified him the resident was 

pacing, agitated, and wanted to go home. 

-The facility never increased supervision for 

Resident #1. 

____________________

The facility failed to provide supervision for 

Resident #1 who had a diagnosis of dementia, 

was confused, would exit seek, and told staff 6 
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days in a row from 07/04/22 to 07/10/22 she 

wanted to leave. The resident left the facility twice 

in one week without staff knowledge to be 

discovered by roads each time. The resident had 

a plan to exit from her bedroom window at night 

and had walked along a privacy fence to a busy 

highway beside the facility unsupervised and 

without staff knowledge.  The facility's failure 

resulted in substantial risk of serious physical 

harm and constitutes a Type A2 Violation. 

_________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 07/22/22 for 

this violation.

 C 246 10A NCAC 13G .0902(b) Health Care

10A NCAC 13G .0902 Health Care

(b)  The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents.

This Rule  is not met as evidenced by:

 C 246

TYPE A2 VIOLATION

Based on observations, interviews, and record 

reviews the facility failed to ensure health care 

referral and follow up for 2 of 3 sampled residents 

(#1, #2) related to a hospital follow up 

appointment for wound care and a urinary tract 

infection (#2) and exit seeking, elopement, 

agitation, and refusals of a medication to treat 

agitation (#1). 

The findings are:

Review of the facility's residential contract 

revealed the facility would provide scheduling for 

the services of a physician and other specialized 
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health care provider on a regular and emergency 

basis. 

Review of the Supervisor-In-Charge (SIC) job 

description dated 02/21/22 revealed she was 

responsible for referral and follow up to meet the 

routine and acute health care needs of residents 

and assure documentation of all contacts with the 

health professionals in the resident record. 

1. Review of Resident #1's current FL-2 dated 

07/11/22 revealed:

-Diagnoses included major neurocognitive 

disorder, hypertension, adult failure to thrive, and 

acute cystitis without hematuria.

-Domiciliary was documented for the current level 

of care. 

-Special Care Unit (SCU) was documented for 

the recommended level of care. 

-The resident was ambulatory, constantly 

disoriented and wandered.

-There was an order for Ativan 1mg 3 times daily 

as needed for agitation.

Review of Resident #1's previous FL-2 dated 

06/16/22 revealed:

-Diagnoses included major neurocognitive 

disorder, hypertension, adult failure to thrive, and 

acute cystitis without hematuria.

-Assisted living facility was documented for the 

recommended level of care. 

-The resident was ambulatory and constantly 

disoriented.

Review of the facility's undated Identification and 

Supervision of Wandering Resident's policy 

revealed:

-Staff were to observe and report any changes in 

orientation or behavior to the resident's physician 

immediately. 
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-Staff would notify the resident's physician once 

found if wandered off.

Telephone interview with the facility's contracted 

pharmacist on 07/21/22 at 11:38am revealed:

-Resident #1's Primary Care Provider (PCP) 

prescribed Ativan 1mg three times daily as 

needed for agitation on 06/23/22.

-There were 90 tablets of Ativan dispensed on 

06/24/22 which would last about 1 month if 

administered 3 times daily. 

Review of Resident #1's undated Resident 

Register revealed:

-The resident was admitted to the facility on 

06/21/22.

-The resident was forgetful and needed 

reminders.

Review of Resident #1's resident record revealed 

there was no care plan documented.

Review of Resident #1's new resident admission 

notes dated 06/21/22 revealed:

-Sad was marked in a section titled arrival status. 

-There was a note section for documentation on 

day 1, day 2, and day 3.

-"Bad day" was documented in the notes section 

on Days 1, 2, and 3.

-There was no additional information documented 

to describe what "bad day" indicated.  

Review of the facility's daily log for Resident #1 

dated from 06/21/22 to 06/26/22 revealed:

-There was a column titled "Days of the week" to 

the left of the log.

-The days were titled Sunday through Saturday.

-Dates were not documented on the days of the 

week.

-There was handwritten documentation of "not so 
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good" by Tuesday.

-There was handwritten documentation of "bad 

day" by Wednesday.

-There was handwritten documentation of "bad 

day" by Thursday.

-There was no documentation of additional 

information which indicated what "bad day" and 

"not so good" meant. 

Review of the facility's daily log for Resident #1 

dated 07/04/22 to 07/10/22 revealed:

-On 07/04/22, there was handwritten 

documentation the resident was "back and forth" 

wanting to leave the facility. 

-The resident's medications helped for about 3 

hours.

-At 2:00am, the resident was walking the facility 

halls.

-There was no documentation the resident's PCP 

was notified she wanted to leave, was walking 

facility halls at 2:00am, or the resident's 

medications were not effective after 3 hours.

-On 07/05/22, there was handwritten 

documentation the resident was confused, 

wanted to leave, and informed staff she was 

leaving the facility.

-There was no documentation the resident's PCP 

was notified she wanted to leave.

-On 07/06/22, there was handwritten 

documentation Resident #1's medications were 

not effective 2 to 3 hours after administration. 

-Resident was walking and talking about leaving 

the facility. 

-There was no documentation the resident's PCP 

was notified she wanted to leave.

-On 07/07/22, there was handwritten 

documentation Resident #1 walked to the end of 

the road and returned to the facility.

-There was no documentation the resident's PCP 

was notified she wanted to leave.
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-On 07/08/22, there was handwritten 

documentation Resident #1 was "very agitated" 

and wanted to leave the facility. 

-There was no documentation the resident's PCP 

was notified she was agitated or wanted to leave.

-On 07/09/22, there was handwritten 

documentation Resident #1 was "very agitated".

-There was no documentation the resident's PCP 

was notified she was agitated.

-On 07/10/22, there was handwritten 

documentation Resident #1 left facility grounds, 

walked down the road, and was brought back to 

the facility. 

-There was no documentation the resident's PCP 

was notified the resident left facility grounds.

Review of the facility's daily log for Resident #1 

dated 07/12/22 revealed the resident was walking 

up and down the halls. 

Review of Resident #1's June 2022 electronic 

medication administration record (eMAR) 

revealed:

-There was a handwritten entry of Ativan 1mg 1 

tablet three times daily as needed for agitation. 

-There was no documentation Ativan had been 

administered to the resident. 

-There was no documentation the resident 

refused Ativan. 

Review of Resident #1's July 2022 eMAR 

revealed:

-There was a handwritten entry of Ativan 1mg 1 

tablet three times daily as needed for agitation. 

-There was documentation Ativan was 

administered once daily on 07/04/22 and from 

07/12/22 to 07/14/22.  The time was not 

documented.

-There was documentation Ativan was 

administered twice daily from 07/05/22 to 
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07/11/22.  The time was not documented. 

-There was no documentation the resident 

refused Ativan. 

Review of the back of Resident #1's July 2022 

eMAR revealed:

-Ativan administered on 07/05/22 at 8:00pm was 

not effective.

-The time or specifics were not documented.

-Ativan administered from 07/06/22 to 07/11/22 at 

8:00am and 8:00pm was not effective.

-The time and specifics were not documented.

Interview with the medication aide/supervisor in 

charge (MA/SIC) on 07/21/22 from 9:10am to 

9:35am revealed:

-Resident #1 told her she was going for a walk 

outside when she was first admitted in June 

2022. 

-She looked out the window and saw Resident #1 

at the front of the facility grounds by the highway.

-She went to Resident #1 and directed her back 

to the facility.

-Resident #1 did not want to be at the facility.

-Resident #1 walked away from the facility only 

that one time. 

-She did not notify Resident #1's PCP the 

resident was by the highway because the resident 

was adjusting to the facility. 

-She documented "bad day" for days 1, 2, and 3 

on Resident #1's new resident admission notes 

dated 06/21/22.

-Bad day meant Resident #1 was confused and 

did not know why she was at the facility. 

-Resident #1 was confused, cursed, resisted 

care, and wandered in other resident rooms 

during her first three days at the facility.

-Resident #1 was argumentative with redirection 

during her first three days at the facility. 

-She did not notify Resident 1's PCP because the 
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resident was adjusting to the facility. 

Interview with Resident #1 on 07/21/22 at 9:40am 

revealed:

-She had been trying to leave the facility for one 

month now. 

-She walked outside on the facility grounds 

looking for a way to leave.

-She would get in trouble with staff if she was 

caught trying to leave the facility. 

-She walked outside with intentions of leaving the 

facility but would turn around and return to the 

facility when she saw staff because she did not 

want to get in trouble.

-Sunday (07/17/22) was the last time she tried to 

leave facility grounds.

-She walked out the side door closest to the 

privacy fence, walked down the fence line to 

highway then became scared she would get 

caught and returned to the facility. 

-At the end of the highway on the opposite side of 

the privacy fence were apartments and a hotel. 

-She thought she could live at the apartments if 

she left the facility. 

-She could climb out of her bedroom window at 

night to leave the facility grounds.

-She had not yet climbed out of her bedroom 

window at night because she was afraid, she 

would get caught. 

Second interview with the MA/SIC on 07/21/22 at 

10:28am revealed:

-Resident #1 had not been evaluated by a mental 

health provider because the facility was unsure if 

the resident would remain at the facility or be 

transferred to a special care unit (SCU).

-Resident #1 would curse, was agitated at times, 

resistant to care, angry, walked from door to door 

in the hallway looking out the window, wandered, 

and walked from the back porch to the fence line 
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looking at flowers at times.

-Resident #1's Ativan worked briefly but she 

would return to the same agitated state. 

-She could not remember the time frame when 

the Ativan would no longer be effective for 

Resident #1. 

-She did not notify Resident #1's PCP the 

resident was agitated, angry, paced, cursed, 

resisted care, and wandered. 

-It was the responsibility of the Resident Care 

Coordinator (RCC) to notify Resident #1's PCP 

the resident was agitated, angry, paced, cursed, 

resisted care, and wandered. 

Interview with the RCC on 07/21/22 at 11:12am 

revealed:

-She was available to the facility 24 hours a day, 

7 days a week via telephone call.

-The MA/SIC was to contact the Administrator if 

she could not contact the RCC. 

-She notified Resident #1's PCP around 07/04/22 

that the resident wanted to go home. 

-Resident #1's PCP ordered a medication at that 

time. 

-She did not know at that time Resident #1 was 

cursing, pacing door to door, wandering through 

out the facility in and out of resident rooms, or 

walking outside up and down the fence line.

-Resident #1 was last seen by her PCP on 

07/08/22 as a hospital follow up visit. 

-The MA/SIC did not tell her Resident #1 was 

cursing, pacing door to door, wandering through 

out the facility in and out of resident rooms, or 

walking outside up and down the fence line.

-It was the responsibility of the MA/SIC to tell her 

the resident was cursing, pacing door to door, 

wandering through out the facility in and out of 

resident rooms, or walking outside up and down 

the fence line immediately when occurred so the 

resident's PCP could be notified.
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-If she had been told Resident #1 was agitated, 

angry, paced, cursed, resisted care, and 

wandered she would have notified the resident's 

PCP for a medical evaluation. 

Review of Resident #1's PCP visit note dated 

07/08/22 revealed:

-The visit note was an electronic form.

-Handwritten diagnoses included hypertension 

and sleep deprivation.

-There were handwritten checks placed in boxes 

beside no complaints, rested comfortably 

overnight, and alert and oriented times one (the 

specific orientation was not documented).

-There was handwritten documentation of "AL" 

written beside the electronic documentation 

"Disposition: Resident to continue".

Third interview with the MA/SIC on 07/21/22 at 

11:48am revealed:

-She did not know Resident #1 left the facility the 

week of 07/04/22.

-She told the RCC Resident #1 paced back and 

forth in the facility at times. 

-She did not state when the RCC was told.

Interview with the Administrator on 07/21/22 at 

12:00pm revealed:

-She was not told Resident #1 was exit seeking.

-Resident #1 did not have signs or symptoms of 

decreased cognition when she performed the 

resident assessment when admitted to the facility, 

-It was the responsibility of the MA/SIC to report 

to her or the RCC immediately a change in 

resident behavior so the resident could be 

evaluated by a mental health provider. 

-She was available 24 hours a day, 7 days a 

week by telephone. 

-She did not know Resident #1 left the facility, 

walked down the road, and was brought back to 
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the facility on 07/10/22.

-It was the responsibility of the MA/SIC to tell the 

RCC if a resident left the facility, then the RCC to 

notify the resident's PCP.

Second interview with the RCC on 07/21/22 at 

12:40pm revealed:

-She visited the facility every morning to discuss 

with staff what was happening in the facility and 

with the residents. 

-She specifically asked the MA/SIC working the 

week of 07/04/22 how the residents were doing 

during her morning facility visits.

-The MA/SIC working the week of 07/04/22 did 

not mention Resident #1 to her. 

-The MA/SIC working the week of 07/04/22 

should have immediately called to tell her the 

resident left the facility, was pacing, and wanted 

to leave. 

Interview with a second MA/SIC on 07/21/22 at 

2:04pm revealed:

-She worked the week of 07/04/22.

-She completed the daily log for Resident #1 the 

week of 07/04/22.

-Resident #1 was determined to leave the facility 

regardless of what anyone did because she did 

not want to be at the facility. 

-Resident #2 left the facility twice the week of 

07/04/22.

-Resident #1 told her that week she was going to 

leave the facility and return to her home. 

-Around 07/07/22, Resident #1 left the facility 

unsupervised and walked to the brick columns at 

the front of the facility located by the main 

highway.

-She saw Resident #1 standing beside columns 

located by the main highway, called her name, 

and she returned to the facility. 

-Resident #1 would get confused, angry, and 
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agitated.

-She did not notify Resident #1's PCP when the 

resident became confused, agitated, or angry. 

-She was not trained by the facility to tell anyone 

when residents became confused, agitated, or 

angry. 

-She attempted to talk to and calm Resident #1 

when she became confused, agitated and angry. 

-She was trained by the facility's contracted 

pharmacy to administer Resident #1's ordered 

Ativan medication when she became agitated.

-She would notify Resident #1's PCP or the RCC 

if the resident's Ativan did not relieve her 

agitation. 

-Some days, Resident #1's Ativan did not help 

relieve her agitation.

-Those days, Resident #1 would be more 

confused, pace, and report wanting to leave the 

facility. 

-She did not notify Resident #1's PCP the 

resident was more confused, paced, and reported 

wanting to leave the facility because the RCC 

was working with the resident's family member for 

placement in a SCU. 

-She did not administer Resident #1 a third dose 

of Ativan the week of 07/04/22 because the 

resident refused the medication. 

-She did not notify Resident #1's refusal of the 

third dose of Ativan when she was agitated 

because she did not want the resident to be over 

sedated. 

Second interview with the Administrator on 

07/21/22 at 3:40pm revealed:

-The MA/SIC was responsible to notify Resident 

#1's PCP that after 1 to 2 hours of administering 

Ativan, the resident was agitated.

-The MA/SIC should have told the RCC the Ativan 

was not effective for Resident #1.

-The RCC would have notified Resident #1's PCP 
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the resident was agitated and refused the ordered 

Ativan as needed for agitation. 

A second interview with the RCC on 07/21/22 at 

3:53pm revealed:

-She would have notified Resident #1's PCP the 

ordered Ativan was ineffective if the MA/SIC 

would have told her. 

-The MA/SIC should have documented Resident 

#1 refused the third dose of Ativan then notified 

Resident #1's PCP for additional orders. 

Telephone interview with Resident #1's PCP on 

07/22/22 at 8:00am revealed:

-He did not have access to Resident #1's 

electronic documentation. 

-The resident was agitated, confused, and not 

oriented.

-Resident #1 was alert to name only.  

-The facility did not notify him Resident #1 left the 

facility and was walking alongside a highway. 

-The facility did not notify him Resident #1 wanted 

to leave the facility.

-He expected the facility to have contacted him 

immediately to notify him Resident #1 left the 

facility and was walking by the highway.

-Ativan was ordered 3 times a day as needed to 

treat Resident #1's agitation. 

-The facility did not notify him Resident #1 

refused the third dose of Ativan.

-The facility did not notify him Resident #1 still 

had agitation after administering Ativan. 

-He expected the facility to have called to notify 

him Resident #1 had agitation after administering 

the ordered Ativan.

-He expected the facility to have called to notify 

him Resident #1 refused the third dose of Ativan. 

-Resident #1 was placed at risk for increased 

agitation which could lead to physical altercations 

with other residents by not notifying him the 
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resident refused the third dose of Ativan.

-Resident #1 was placed at risk for increased 

agitation which could lead to physical altercations 

with other residents by not notifying him the 

resident still had agitation after administering 

Ativan. 

-The Administrator had his personal cell number 

and was able to contact him any time of the day 

or night. 

2. Review of Resident #2's current FL-2 level of 

care screening tool dated 07/12/22 revealed:

-Diagnoses included left lower leg cellulitis (a 

bacterial skin infection), venous ulcer left leg, and 

hypertension. 

-The resident was ambulatory with assistance of 

a cane. 

-The resident was administered Ancef 

intravenously in the hospital (a medication used 

to treat infection).

Review of Resident #2's local hospital emergency 

department (ED) after visit summary dated 

07/12/22 revealed:

-The resident was diagnosed with lacerations, an 

open leg wound, cellulitis, and a urinary tract 

infection (UTI)

-The resident was prescribed Clindamycin (an 

antibiotic used to treat bacterial infections) and 

Macrodantin (an antibiotic used to treat UTIs).

-The resident was to follow with her Primary Care 

Provider (PCP) as soon as possible. 

-The after visit summary had a handwritten 

signature from a provider and was dated 

07/13/22.

Review of Resident #2's local hospital ED after 

visit summary sheet dated 07/15/22 revealed:

-The resident was to follow up with her PCP as 

soon as possible, in 2 days, around 07/17/22.
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-The reason for follow up was not documented. 

Review of Resident #2's skin assessment sheet 

dated 07/13/22 revealed there was 

documentation of a left lower leg wound and a 

bacterial skin infection of the leg. 

Observation of Resident #2 on 07/22/22 at 

9:51am revealed:

-The resident was lying in bed with both legs on 

the bed.

-The resident had an elastic bandage to her left 

lower leg.

-There was a piece of white tape with handwritten 

documentation of an initial and the date 07/16/22 

across the elastic bandage. 

Interview with Resident #2 on 07/22/22 at 9:51am 

revealed:

-She injured her leg about eight days ago before 

she was admitted to the facility.

-She had an open wound to her left lower leg. 

-She did not have pain in the leg.

-She did not experience dysuria (pain with 

urination).

-Staff was supposed to perform a dry dressing 

change to her leg wound once weekly. 

-The medication aide/supervisor in charge 

(MA/SIC) changed the elastic bandage covering 

her wound about one week ago.

Interview with the MA/SIC on 07/21/22 at 

10:37am revealed:

-It was the responsibility of the Resident Care 

Coordinator (RCC) to review all hospital 

discharge and ED information.

-It was the responsibility of the RCC to make 

resident appointments. 

-It was the responsibility of the RCC to provide 

resident transport to and from medical 
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appointments. 

-It was the responsibility of the RCC to tell her 

when a resident had medical appointments so 

she could make sure the resident was ready. 

Telephone interview with Resident #2's previous 

PCP on 07/21/22 at 1:04pm revealed:

-Resident #2 was last treated 07/21/21 for a 

medication refill.

-Resident #2 did not have an appointment 

scheduled. 

A second interview with the MA/SIC on 07/21/22 

at 1:20pm revealed:

-Resident #2 was admitted to the facility with a 

leg wound.

-Resident #2 told her when she was admitted to 

the facility staff was to change the elastic 

bandage to her leg weekly. 

-Resident #2 told her she was supposed to follow 

up with her PCP but did not know when.

-Resident #2 has not been treated by her PCP 

since admission to the facility.

-She changed Resident #2's elastic bandage 

about 1 week ago.

-Resident #2 did not have wound care orders. 

A second observation of Resident #2 on 07/21/22 

at 1:25pm revealed:

-The MA/SIC removed the elastic bandage from 

the resident's left lower leg.

-There was a white, non-stick dressing 

(approximately 4 inches by 8 inches in size) on 

the front part of the resident's left lower leg.

-There were two areas of dried blood, each 

approximately 2 inches in diameter on the middle 

top of the dressing. 

-The non-stick dressing was adhered to the 

resident's leg where the dried blood was located.

-Resident #2's left lower leg was light red in color 
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and smaller than the right with multiple deep 

healed scars and deformity of the tissue. 

-There was no streaking or swelling to the left 

lower leg. 

-There was no odor.   

Interview with the RCC on 07/21/22 at 2:25pm 

revealed:

-She was responsible for reviewing all orders, 

discharge summaries, and hospital papers for 

referrals and other orders. 

-She was responsible to scheduled resident 

appointments and make referrals to providers per 

orders within 1 to 2 days of receiving the orders, 

discharge summaries, and hospital papers. 

-Resident #2 had a wound to her leg that was 

obtained prior to being admitted to the facility. 

-Resident #2 did not have wound care orders. 

-She did not know Resident #2 had a dressing to 

her left lower leg. 

-Resident #2 was not scheduled to see her PCP 

or any other provider.

-Resident #2 was not to follow up with her PCP or 

any other provider after her hospital discharge to 

the facility. 

-Resident #2 would see the facility PCP at the 

next facility visit scheduled the first week of 

August 2022 as a routine appointment. 

-She did review Resident #2's local hospital after 

visit summary report dated 07/12/22.

-She overlooked the documentation for Resident 

#2 to follow up with her PCP as soon as possible. 

-She did review Resident #2's local emergency 

department after visit summary sheet dated 

07/15/22.

-She overlooked the documentation for Resident 

#2 to follow up with her PCP as soon as possible 

for a visit in 2 days (around 07/17/22). 

Interview with the Administrator on 07/21/22 at 
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2:30pm revealed:

-She and the RCC were responsible to review 

hospital documentation for orders and referrals. 

-The RCC was responsible to make resident 

referral appointments within 24 to 48 hours of 

receiving the documentation and/or orders.

A second interview with the RCC on 07/21/22 at 

3:29pm revealed:

-The medical provider who signed Resident #2's 

after visit summary sheet dated 07/12/22 was the 

ED provider.

-Resident #2 was admitted to the ED on 07/12/22 

and discharged on 07/13/22.

A second interview with the Administrator on 

07/21/22 at 3:40pm revealed:

-She did not know Resident #2 was to have a 

hospital follow up with her PCP as soon as 

possible after discharge from the hospital.

-Not making the referral appointment for Resident 

#2 was a facility mistake. 

-She was out of the facility last week and she had 

not reviewed Resident #2's resident record. 

-The Administrator was prompted to schedule 

Resident #2 for a medical evaluation today.

Review of Resident #2's local urgent care visit 

note dated 07/21/22 revealed:

-The resident was treated for a leg wound.

-The resident's skin was assessed to have a 

non-healing wound. 

-Diagnosis included disorder of the skin and 

subcutaneous tissue, unspecified. 

-The resident was prescribed Keflex 500mg every 

6 hours for 10 days (used to treat infections).

-The resident was to follow up with her PCP.

-Wound care was reviewed.

-There were no specific wound care instructions 

provided. 
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Telephone interview with the facility's PCP on 

07/22/22 at 8:00am revealed:

-He had not treated Resident #2 since admitted to 

the facility.

-The facility did not notify him Resident #2 had a 

wound or required a hospital follow up 

appointment as soon as possible after her 

discharge to the facility.

-He expected the facility to have notified him 

Resident #2 had a wound and needed a follow up 

appointment when she was admitted to the 

facility. 

-He would have ordered home health for the 

resident if the facility had notified him the resident 

had a wound to her left lower leg. 

-Resident #2 was at risk for delayed wound 

healing, worsened infection requiring additional 

antibiotics, hospitalization, and/or surgery since 

he was not notified about the resident's needs. 

-The Administrator had his personal cell number 

and was able to contact him any time of the day 

or night. 

_________________

The facility failed to ensure the acute and routine 

health care needs were met for Resident #1 who 

was agitated, was pacing, exit seeking, left the 

facility grounds without staff knowledge and 

discovered walking along the roadside of a street 

and standing beside a busy highway which placed 

the resident at risk for harm and injury and had 

refused medication and documented 

ineffectiveness of the medication used to treat the 

agitation; and for Resident #2 who was admitted 

to the facility with a diagnosis of cellulitis and an 

open wound with instructions on 07/12/22 to 

follow with her Primary Care Provider as soon as 

possible, then on 07/15/22 instructed by the 

emergency department (ED) provider to see her 

PCP within 2 days which resulted in a 5 day delay 
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in care placing the resident at risk for delayed 

wound healing, prolonged infection, 

hospitalization, and surgery. The facility's failure 

resulted in substantial risk of serious physical 

harm and serious neglect and constitutes a Type 

A2 Violation.

_________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 07/22/22 for 

this violation.

 C 288 10A NCAC 13G .0905(a) Activities Program

10A NCAC 13G .0905 Activities Program

(a)  Each family care home shall develop a 

program of activities designed to promote the 

residents' active involvement with each other, 

their families, and the community.

This Rule  is not met as evidenced by:

 C 288

Based on observations, interviews, and record 

review, the facility failed to implement an activity 

program that promoted active resident 

involvement.

The findings are:

Review of the facility's residential contract 

revealed the facility would provide meaningful and 

stimulating individual and group activities to 

include social, recreational, intellectual, 

educational, and religious activities.

Review of the facility's undated Activities Program 

policy revealed the facility would develop activities 

designed to promote the resident's active 

involvement with each other, their families, and 

community. 
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Observation on 07/21/22 at 9:35am of the 

activities calendar posted on the wall located in 

the resident hallway revealed an activities 

calendar dated July 2022.

Review of the July 2022 activities calendar for 

07/21/22 revealed:

-There was exercise scheduled from 9:00am to 

10:00am.

-There was reminiscing scheduled from 10:00am 

to 11:00am.

-There were current events scheduled from 

3:00pm to 4:00pm.

Review of the July 2022 activities calendar for 

07/22/22 revealed:

-There was exercise scheduled from 9:00am to 

10:00am.

-There was movie night with popcorn scheduled 

from 6:00pm to 8:00pm.

Observations of the facility from 9:00am to 

5:00pm revealed:

-No activities were offered to the residents.

-Staff on duty had not conducted or offered to 

facilitate the exercise, reminiscence, or current 

events that were scheduled. 

Interview with a resident on 07/22/22 at 10:18am 

revealed:

-She walked every day.

-The facility had not offered activities other than 

walking since she was admitted to the facility 

about one week ago.

Interview with a second resident on 07/22/22 at 

10:20am revealed:

-The facility had not offered activities since she 

was admitted to the facility about one month ago.

-There was nothing to do in the facility.
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-She got lonely.

-She watched television and colored in her room. 

Interview with a third resident on 07/22/22 at 

10:25am revealed the facility did not offer 

activities to the residents.

Interview with the medication 

aide/supervisor-in-charge (MA/SIC) on 07/22/22 

at 11:15am revealed:

-Some activities offered to the residents were 

watching movies, drawing, and crossword 

puzzles.

-She did not have time to offer activities to the 

resident's on 07/21/22 or this morning, 07/22/22.

-During dinner last night, 07/21/22, the residents 

discussed their day and things happening in their 

lives.

-This morning, 07/22/22, the residents went 

outside for a walk. 

Interview with the Resident Care Coordinator 

(RCC) on 07/22/22 at 12:10pm revealed:

-The MA/SIC in each building was independently 

responsible for providing residents with activities. 

-She expected activities to be offered to the 

residents daily per what was assigned on the 

activity calendar.

-She expected the residents to exercise in the 

mornings which consisted of stretching.

-She did not know activities were not being 

offered to the residents. 

-She was in the building everyday Monday 

through Friday.

-She did not remember the last time she saw 

activities offered to the residents.

Interview with the Administrator on 07/22/22 at 

12:15pm revealed:

-She did not know activities were not being 
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offered to the residents.

-The MA/SIC was responsible for offering 

activities to the residents and following the activity 

calendar.

 C 311 10A NCAC 13G .0909 Residents' Rights

10A NCAC 13G .0909 Resident Rights

A family care home shall assure that the rights of 

all residents guaranteed under G.S. 131D-21, 

Declaration of Residents' Rights, are maintained 

and may be exercised without hindrance.

This Rule  is not met as evidenced by:

 C 311

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility to ensure 1 of 3 sampled 

residents (#3) was treated with respect and 

consideration by placing a lock on the residents 

door that was lockable from the hallway and 

required a key to unlock from inside the residents 

room without providing the resident with the key. 

The findings are:

Review of Resident #3's current FL-2 dated 

06/08/22 revealed:

-Diagnoses included schizophrenia and bipolar.

-The resident was ambulatory and intermittently 

confused. 

Review of Resident #3's care plan dated 07/08/22 

revealed:

-The resident was oriented and memory 

adequate. 

-The resident was independent with ambulation 

and dressing.

-The resident's needs with transfers was not 
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documented. 

Review of Resident #3's Resident Register dated 

06/10/22 revealed the resident was forgetful 

needing reminders. 

Observation of Resident #3's room on 07/21/22 at 

9:58am revealed:

-Resident #3 was sitting on her bed.

-There was a locking doorknob on the door. 

-The door could be locked from the outside in the 

hallway.

-A key was required to unlock the door from the 

inside of the bedroom.

-Once closed and locked, the resident could not 

exit through the door without a key.

-The windows and screen were unlocked and 

opened and closed freely.

Interview with Resident #3 on 07/21/22 at 9:59am 

revealed:

-She originally had a doorknob with lock access 

from the inside of her bedroom.

-The doorknob was changed about 2 weeks ago.

-Now, she needed a key to exit her bedroom door 

should the door be locked from the hall.

-She did not have a key to her bedroom door. 

-She felt frightened because she may be locked 

in without a key to exit the room.

-She checked her bedroom windows to make 

sure she could get out if needed when the 

doorknob was changed. 

-If locked in her room, she would exit through the 

bedroom window.

-She had not been locked in her bedroom. 

Interview with the MA/SIC on 07/21/22 at 

10:08am revealed:

-She did not know Resident #3's bedroom 

doorknob was installed with the lock access 
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towards the hall.

-She did not know why Resident #3's doorknob 

was installed backwards.

Interview with the Resident Care Coordinator 

(RCC) on 07/12/22 at 10:10am revealed:

-She did not know Resident #3's bedroom 

doorknob was installed with the lock access 

towards the hall.

-She did not know why Resident #3's doorknob 

was installed backwards.

A second interview with the RCC on 07/21/22 at 

2:20pm revealed Resident #3's doorknob should 

not be accessible from the hall because anyone 

can lock the resident in her room.

Interview with the Administrator on 07/21/22 at 

2:23 pm revealed:

-She did not know Resident #3's doorknob was 

installed where the resident could be locked in 

her room from the hallway. 

-She did not know who installed Resident #3's 

doorknob.

-Resident #3's doorknob should be installed 

where the Resident could not be locked in her 

room.

Telephone interview with Resident #3's mental 

health provider team nurse on 07/22/22 at 

11:26am revealed:

-The resident had a history of delusion and 

paranoia which both were currently stable.

-The resident's doorknob should not be installed 

where the resident could be locked in her room.

-Installing the doorknob where it could be locked 

by anyone in the hall could cause the resident to 

have paranoia. 

-If the resident was locked in her room and the 

facility caught on fire, the resident would not be 
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able to exit through her door. 

-Exiting through the resident's window in the 

event of an emergency was dangerous.

Telephone interview with Resident #2's Primary 

Care Provider (PCP) on 07/22/22 at 8:00am 

revealed:

-Placing a doorknob on Resident #2's bedroom 

door where it could be locked by anyone in the 

hall placed the resident at risk for being locked in 

her room.

-The resident would not be able to escape the 

facility through her door in the event of an 

emergency.

-Having to climb though her bedroom window in 

the event of the resident's door being locked 

placed the resident at risk for harm or injury. 

______________________

The facility failed to ensure Resident #3's rights 

were protected by installing a door lock 

accessible by anyone in the hall requiring the 

resident to have key to exit her room and not 

providing her with a key.  The resident was 

placed at risk for harm and injury in the event of 

an emergency.  This failure was detrimental to 

the health, safety and welfare of the resident and 

constitutes a Type B Violation.

_______________________

The facility provided a Plan of Protection in 

accordance with G.S. 131D-34 on 07/22/22 for 

this violation.

 C 350 10A NCAC 13G .1005 (a) Self-Administration Of 

Medications

10A NCAC 13G .1005  Self-Administration Of 

Medications

(a)  The facility shall permit residents who are 

competent and physically able to self-administer 

 C 350
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to self-administer their medications if the 

following requirements are met:

(1) the self-administration is ordered by a 

physician or other person legally authorized to 

prescribe medications in North Carolina and 

documented in the resident's record; and

(2) specific instructions for administration of 

prescription medications are printed on the 

medication label.

(b)  When there is a change in the resident's 

mental or physical ability to self-administer or 

resident non-compliance with the physician's 

orders or the facility's medication policies and 

procedures, the facility shall notify the physician.  

A resident's right to refuse medications does not 

imply the inability of the resident to 

self-administer medications.

This Rule  is not met as evidenced by:

Based on observations, interviews, and record 

reviews, the facility failed to obtain a physician's 

order for a resident to self-administrator their 

medication to include antibiotic drops and inhaled 

bronchodilator's for 1 of 3 sampled residents (#2). 

The findings are:

Review of the facility's undated medication 

self-administration policy revealed:

-Residents were not allowed to self-administer 

medication without a written order from their 

Primary Care Provider (PCP).

-Medications were to be stored with all other 

medications. 

-No resident shall be left alone while taking 

medications.
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-Staff would ensure resident medications were 

taken properly and in the quantities prescribed. 

Review of Resident #2's current FL-2 Level of 

Care Screening Tool dated 07/12/22 revealed: 

-Diagnosis included chronic obstructive 

pulmonary disease (COPD).

-The resident was ambulatory with a cane and 

not disoriented.

-There was a handwritten physicians signature 

dated 07/13/22 at 1:47pm. 

Review of Resident #2's resident record revealed 

there was no order for self-administration.

a. Review of Resident #2's current FL-2 Level of 

Care Screening Tool dated 07/12/22 revealed 

there was an order for Advair Diskus 

250-50mcg/dose inhale one puff two times daily 

(a bronchodilator used to prevent symptoms of 

asthma and COPD).

Observation of Resident #2's room on 07/21/22 at 

9:51am revealed:

-There was a handheld metered dose inhaler of 

Advair Diskus 250-50mcg/dose on the resident's 

dresser.

-There were 56 doses remaining with an 

expiration date of September 2022.

Interview with Resident #2 on 07/21/22 at 9:51am 

revealed:

-She kept Advair Diskus in her room and used it 

twice a day to treat breathing problems.

-She last used the Advair Diskus this morning, 

07/21/22.

-She brought the Advair Diskus to the facility 

when she was admitted about one week ago.

-The medication aide/supervisor-in-charge 

(MA/SIC) knew she kept the Advair Diskus in her 
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room and self-administered.

Review of Resident #2's resident record revealed 

there was no order to self-administer Advair 

Diskus.

Review of Resident #2's July 2022 electronic 

medication administration record (eMAR) 

revealed:

-There was an entry for Advair Diskus 250-50 

inhale one puff by mouth twice daily.

-There was documentation Advair was 

administered from 07/14/22 to 07/20/22 at 

8:00am and 8:00pm. 

-There was documentation Advair was 

administered on 07/21/22 at 8:00am.

Observation of Resident #2's medications on 

hand on 07/21/22 at 3:38pm revealed:

-There was an unopened box of Advair Diskus. 

-In the unopened box was a handheld metered 

dose inhaler of Advair Diskus with 60 doses 

remaining.

Second interview with the MA/SIC on 07/21/22 at 

4:00pm revealed:

-Resident #2 brought the Advair with her to the 

facility when she was admitted. 

-Resident #2 just completed that last dose of 

Advair this morning.

-The current Advair on hand was new and 

delivered from the facility's contracted pharmacy. 

-Resident #2 told her when she was admitted to 

the facility that she could self-administer the 

Advair.

-She always kept Resident #2's Advair in the 

medication cabinet.

-She left Resident #2's Advair with the resident to 

administer this morning, 07/21/22, and forgot to 

go back to get it from the resident.
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-She took Resident #2's Advair, placed it in her 

pocket, and then placed it in her sleeping 

quarters, forgetting to lock the Advair in the 

medication cabinet today, 07/21/22.

-She documented the Advair was administered 

based on what the resident told her because she 

did not observe the resident self-administer 

Advair. 

Second interview with Resident #2 on 07/21/22 at 

4:10pm revealed:

-The MA/SIC removed the Advair from her room 

this morning, 07/21/22.

-She did not know why.

Telephone interview with the facility's contracted 

pharmacist on 07/22/22 at 12:17pm revealed:

-Advair Diskus one puff twice daily, 60 doses to 

last 30 days, was dispensed for Resident #2 and 

delivered to the facility on 07/14/22.

-Resident #2 did not have a self-administration 

order for Advair. 

b.  Review of Resident #2's current FL-2 Level of 

Care Screening Tool dated 07/12/22 revealed 

there was no order for Symbicort (a 

bronchodilator used to treat asthma and COPD).

Observation of Resident #2's room on 07/21/22 at 

9:51am revealed there was a handheld metered 

dose inhaler of Symbicort 160/4.5 labeled 

"Sample-not for sale" with 24 doses remaining.

Interview with Resident #2 on 07/21/22 at 9:51am 

revealed:

-She thought the Symbicort was Albuterol (a 

bronchodilator used to prevent bronchospasm's 

in asthma and other lung diseases) and she 

self-administered it as needed to treat shortness 

of breath.
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-She brought the Symbicort to the facility when 

she was admitted about one week ago.

-She last self-administered the Symbicort on 

07/20/22 to treat shortness of breath.

-The medication aide/supervisor-in-charge 

(MA/SIC) knew she kept the Symbicort in her 

room and self-administered.

Review of Resident #2's resident record revealed 

here was no order to self-administer Symbicort.

Review of Resident #2's July 2022 electronic 

medication administration record (eMAR) 

revealed there was no entry for Symbicort.

Observation of Resident #2's medications on 

hand on 07/21/22 at 3:38pm revealed there was 

no Symbicort available.

Second interview with the MA/SIC on 07/21/22 at 

4:00pm revealed:

-She thought Symbicort was Albuterol used to 

treat shortness of breath. 

-Resident #2 had not reported shortness of 

breath since admitted to the facility. 

-Resident #2 kept the Symbicort in her purse. 

-She did not know Resident #2 had Symbicort in 

her room until prompted by the survey today, 

07/21/22.

-She took Resident #2's Symbicort, placed it in 

her pocket, and then placed it in her sleeping 

quarters, forgetting to lock the Symbicort in the 

medication cabinet today, 07/21/22.

Second interview with Resident #2 on 07/21/22 at 

4:10pm revealed:

-The MA/SIC removed the Symbicort from her 

room this morning, 07/21/22.

-She did not know why.
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Telephone interview with the facility's contracted 

pharmacist on 07/22/22 at 12:17pm revealed 

Resident #2 did not have an order for Symbicort 

or an order to self-administer medications.

c.  Review of Resident #2's current FL-2 Level of 

Care Screening Tool dated 07/12/22 revealed 

there was no order for Neomycin and Polymyxin 

B Sulfates and Hydrocortisone ear drops (used to 

treat bacterial ear infections and discomfort).

Observation of Resident #2's room on 07/21/22 at 

9:51am revealed:

-There was a bottle of Neomycin and Polymyxin B 

Sulfates and Hydrocortisone ear solution with 

manufacturers label with copyright dates of 2002 

and 2004.

-The label was tattered and torn with an 

expiration date of December 2008.

Interview with Resident #2 on 07/21/22 at 9:51am 

revealed:

-She used the ear drops as needed to treat ear 

pain.

-She had not used the ear drops in months.

-She brought the ear drops with her when she 

was admitted to the facility about one week ago. 

-The medication aide/supervisor-in-charge 

(MA/SIC) knew she kept the ear drops in her 

room and self-administered.

Review of Resident #2's resident record revealed 

there was no order to self-administer Neomycin 

and Polymyxin B Sulfates and Hydrocortisone ear 

solution.

Review of Resident #2's July 2022 electronic 

medication administration record (eMAR) 

revealed there was no entry for neomycin and 

Polymyxin B Sulfates and Hydrocortisone ear 
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solution. 

Observation of Resident #2's medications on 

hand on 07/21/22 at 3:38pm revealed there was 

no Neomycin and Polymyxin B Sulfates and 

Hydrocortisone ear solution available.

Second interview with the MA/SIC on 07/21/22 at 

4:00pm revealed:

-She did not know Resident #2 had Neomycin 

and Polymyxin B Sulfates and Hydrocortisone ear 

solution in her room.

-She did not think Resident #2 had an order for 

Neomycin and Polymyxin B Sulfates and 

Hydrocortisone ear solution.

-Resident #2 did not have a medication 

self-administration order from a provider.

Second observation of Resident #2's room on 

07/21/22 at 4:10pm revealed the bottle of 

Neomycin and Polymyxin B Sulfates and 

Hydrocortisone ear solution was on the resident's 

dresser.

Telephone interview with the facility's contracted 

pharmacist on 07/22/22 at 12:17pm revealed 

Resident #2 did not have an order for Neomycin 

and Polymyxin B Sulfates and Hydrocortisone ear 

solution or an order to self-administer 

medications.

Refer to interview with the MA/SIC on 07/21/22 at 

10:28am.

Refer to interview with the Administrator on 

07/21/22 at 4:20pm .

______________

Interview with the MA/SIC on 07/21/22 at 

10:28am revealed:

-There were no residents in the facility who stored 
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medications in their rooms.

-She knew residents did not have medications in 

their rooms because she checked resident 

belongings for medications when the residents 

were admitted to the facility. 

-There were no residents in the facility who had 

orders to self-administer medications. 

Interview with the Administrator on 07/21/22 at 

4:20pm revealed:

-Residents were to have a medication 

self-administration order by a provider in order to 

self-administer medications.

-Medications were not to be stored in resident 

rooms due to possible accidental ingestion which 

would not be safe for the residents.

-She did not know Resident #2 self-administered 

medications and stored medications in her room. 

-It was the responsibility of the MA/SIC to ensure 

residents did not self-administer medications.

-It was the responsibility of the MA/SIC to ensure 

residents did not store medications in their 

rooms.

 C 367 10A NCAC 13G .1008(a) Controlled Substances

10A NCAC 13G .1008 Controlled Substances

(a)  A family care home shall assure a readily 

retrievable record of controlled substances by 

documenting the receipt, administration and 

disposition of controlled substances.  These 

records shall be maintained with the resident's 

record and in such an order that there can be 

accurate reconciliation.

This Rule  is not met as evidenced by:

 C 367

Based on observations, interviews, and record 

reviews, the facility failed to ensure controlled 
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substance records for 1 of 1 sampled residents 

(#1) were accurately reconciled with the 

administration of controlled substance's used for 

anxiety and agitation.

The findings are:

Review of the facility's undated controlled 

substance (CS) policy revealed:

-CSs would be documented on a declining count 

and signed. 

-The date, time, dose given, and amount 

remaining shall be documented on the CS log. 

-The Resident Care Coordinator (RCC), 

Administrator, and vendor pharmacy was to be 

notified if all medications were not accounted for.

Review of Resident #1's current FL-2 dated 

07/11/22 revealed:

-Diagnoses included major neurocognitive 

disorder and failure to thrive. 

-The resident was ambulatory and was constantly 

disoriented and wandered.

a. Review of Resident #1's current FL-2 dated 

07/11/22 revealed there was an order for 

Klonopin 0.5mg one tablet twice daily.

Review of Resident #1's previous FL-2 dated 

06/16/22 revealed there was an order for 

Klonopin 0.5mg one tablet twice daily.

Review of Resident #1's July electronic 

medication administration record (eMAR) 

revealed:

-There was an entry for Klonopin 0.5mg take one 

tablet twice daily.

-There was documentation Klonopin was 

administered from 07/01/22 to 07/20/22 at 

8:00am and 8:00pm. 
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-There was documentation Klonopin was 

administered on 07/21/22 at 8:00pm. 

-There was a total of 41 doses of Klonopin 

documented as administered on the eMAR.

Review of Resident #1's controlled substance 

(CS) log for Klonopin revealed:

-The headings were: date, time, doses present, 

and signature (denotes dose given)

-There was a CS record for 60 tablets of Klonopin 

dispensed on 07/01/22.

-There were 38 doses documented as 

administered from 07/01/22 at 8:00am to 

07/19/22 at 8:00pm, leaving a balance of 22.

-Under the last documented date and time 

section was documented July 22nd, 8:00am, the 

number 22 was circled, there was no signature 

indicating a dose was administered. 

Observation of Resident #1's Klonopin on hand 

revealed there were 18 doses remaining. 

Interview with the medication 

aide/supervisor-in-charge on 07/21/22 at 4:15pm 

revealed:

-She last administered Klonopin to Resident #1 

last night, 07/20/22.

-She forgot to document in Resident #1's 

Klonopin CS log the medication was administered 

last night, 07/20/22.

Observation of the MA/SIC on 07/21/22 at 

4:18pm revealed:

-She attempted to back document Klonopin was 

administered on 07/20/22.

-She was stopped by the Administrator.

Second observation of the MA/SIC on 07/21/22 at 

4:54pm revealed she approached surveyor with a 
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yellow pill in her hand. 

Second interview with the MA/SIC on 07/21/22 at 

4:55pm revealed:

-She found a tablet that looked like Resident #1's 

Klonopin in the medication cabinet.

-She must have accidentally punctured the foil 

bubble pack on the back with her fingernail 

causing the medication to fall out of the bubble 

pack.

Interview with the Resident Care Coordinator on 

07/22/22 at 12:10pm revealed:

-She last compared Resident #1's eMAR to the 

Klonopin CS log the end of July 2022.

-She did not remember if the count was accurate.

Telephone interview with the facility's contracted 

pharmacist on 07/22/22 at 12:17pm revealed 

there were 60 tablets (a 30-day supply) of 

Klonopin 0.5mg to be administered twice daily 

dispensed and delivered to the facility on 

07/01/22.

Refer to interview with the medication 

aide/supervisor-in-charge on 07/21/22 at 4:15pm.

Refer to interview with the Administrator on 

07/21/22 at 4:20pm.

 

b. Review of Resident #1's current FL-2 dated 

07/11/22 revealed there was an order for Ativan 

1mg take one tablet three times daily as needed 

for agitation. 

Telephone interview with the facility's contracted 

pharmacy on 07/22/22 at 12:17pm revealed:

-Resident #1's Primary Care Provider ordered 

Ativan 1mg three times daily as needed for 

agitation on 06/23/22.
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-There were 90 tablets of Ativan 1mg dispensed 

on 06/23/22 and delivered to the facility on 

06/24/22 for Resident #1.

-Depending on how administered, depended on 

how long the Ativan supply would last for 

Resident #1. 

Review of the facility's resident record for 

Resident #1 revealed there was not an order for 

Ativan. 

Review of Resident #1's June 2022 electronic 

medication administration record (eMAR) 

revealed:

-There was a handwritten entry for Ativan 1mg 

one tablet three times daily as needed for 

agitation; the entry was not dated.

-There was no documentation Ativan was 

administered for the month of June 2022. 

Review of Resident #1's July 2022 eMAR 

revealed:

-There was a handwritten entry for Ativan 1mg 

one tablet three times daily as needed for 

agitation; the entry was not dated.

-There was documentation Ativan was 

administered twice daily from 07/05/22 to 

07/11/22; the times were not documented.

-There was documentation Ativan was 

administered once daily on 07/04/22 and from 

07/12/22 to 07/14/22; the times were not 

documented

-There was a total of 18 doses of Ativan 

documented as administered on the eMAR. 

Review of the back of Resident #1's July 2022 

eMAR revealed:

-There was handwritten documentation Ativan 

was administered at 8:00am on 07/04/22 and 

07/11/22.
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-There was documentation Ativan was 

administered to Resident #1 at 8:00am and 

8:00pm from 07/05/22 to 07/11/22.

-There were two apostrophes documented for the 

medication name at 2:00pm on 07/12/22 and 

07/14/22.

-There were two apostrophes documented for the 

medication name at 8:00am on 07/13/22 and 

07/14/22.

-There were two apostrophes documented for the 

medication name at 8:00pm on 07/17/22.

Review of Resident #1's controlled substance 

(CS) log for Ativan revealed:

-There was a CS record for 90 tablets of Ativan 

dispensed on 06/23/22.

-There was documentation Ativan was 

administered at 8:00am on 07/11/22.

-There was documentation Ativan was 

administered at 8:00pm on 07/04/22 and 

07/13/22.

-There was documentation Ativan was 

administered at 8:00am and 8:00pm from 

07/05/22 to 07/10/22 and on 07/14/22.

-There was documentation Ativan was 

administered at 2:00pm on 07/12/22 and 

07/14/22.

-There were 19 doses of Ativan documented as 

administered from 07/04/22 at 8:00pm to 

07/14/22 at 8:00pm, leaving a balance of 71.

-There was no documentation Ativan was 

administered for the month of June 2022.  

Observations of Resident #1's medications on 

hand on 07/22/22 at 3:30pm revealed:

-There was a bubble blister pack labeled Ativan 

with a fill date of 06/23/22.

-There was documentation on the administration 

label to administer 1 tablet three times daily as 

needed for agitation.
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-There were 70 tablets remaining.

Interview with the medication 

aide/supervisor-in-charge (MA/SIC) on 07/21/22 

at 4:15pm revealed:

-She administered Ativan 1mg to Resident #1 last 

night, 07/20/22.

-She administered Ativan 1mg to Resident #1 at 

12:00pm today, 07/21/22.

-Resident #1's Ativan count was not accurate 

because she forgot to document on the eMAR 

and the CS log Ativan was administered to the 

resident on 07/20/22 and 07/21/22.

-She failed to document Ativan was administered 

to Resident #1 on 07/21/22 because the CS log 

and eMAR was in the same office as the 

surveyor. 

-She documented Ativan was administered to 

Resident #1 twice on 07/11/22 in error; she did 

not administer Ativan twice to the resident on 

07/11/22.

-She administered Ativan to Resident #1 for a 

total of three doses on 07/14/22; she documented 

incorrectly on the residents eMAR.

Interview with the Resident Care Coordinator on 

07/22/22 at 12:10pm revealed:

-She last compared Resident #1's eMAR to the 

Ativan CS log the end of July 2022.

-She did not remember if the count was accurate.

Refer to interview with the medication 

aide/supervisor-in-charge on 07/21/22 at 4:15pm.

Refer to interview with the Administrator on 

07/21/22 at 4:20pm.

________________

Interview with the medication 

aide/supervisor-in-charge on 07/21/22 at 4:15pm 

revealed she was supposed to document in the 
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CS log immediately after a medication was 

administered so the CS count would be accurate.

Interview with the Administrator on 07/21/22 at 

4:20pm revealed it was the responsibility of 

whoever administered a medication to document 

the dose administered on the CS log immediately 

after administered to ensure an accurate count.

 C 911 G.S 131D 21(1) Declaration of Resident's Rights

G.S. 131D-21  Declaration of Resident's Rights

Every resident shall have the following rights:

(1) To be treated with respect, consideration, 

dignity, and full recognition of his or her 

individuality and right to privacy.

This Rule  is not met as evidenced by:

 C 911

Based on observations and interviews, the facility 

failed to ensure residents were treated with 

respect, consideration, dignity, and full 

recognition of his or her right to privacy and 

safety.

The findings are:

Based on observations, interviews, and record 

reviews, the facility failed to ensure 1 of 3 

sampled residents (#3) was treated with respect 

and consideration by placing a lock on the 

residents door that was lockable from the hallway 

and required a key to unlock from inside the 

residents room without providing the resident with 

the key. [Refer to Tag 311, 10A NCAC 13G .0909 

Resident Rights  (Type B Violation)].

 

 C 912 G.S. 131D-21(2) Declaration of Residents' Rights  C 912
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G.S. 131D-21  Declaration of Resident's Rights

Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

This Rule  is not met as evidenced by:

Based on observations, interviews, and record 

reviews, the facility failed to ensure residents 

received care and services which were adequate, 

appropriate, and in compliance with relevant 

federal and state laws and rules and regulations 

as related to outside entrances and exits.

The findings are:

1. Based observations and interviews, the facility 

failed to ensure 3 of 3 exit doors accessible to 

residents were equipped with a sounding device 

that alerted when opened allowing 2 of 3 sampled 

residents (#1, #3) who were intermittently 

disoriented and one who was known to have 

wandering behaviors and leave the facility without 

staff knowledge (#1). [Refer to Tag 0069, 10A 

NCAC 13G .0312g Outside Entrances and Exits 

(Type A2 Violation)].

2. Based on observations, interviews, and record 

reviews, the facility failed to ensure at all times 

there was one Administrator or 

Supervisor-In-Charge who was directly 

responsible for assuring that at no time a resident 

was left alone in the home without a staff 

member. [Refer to Tag 0187, 10A NCAC 13G 

.0601(b)(2) Management and Other Staff (Type B 

Violation)].
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 C 914 G.S 131D-21(4) Declaration Of Resident's Rights

Every resident shall have the following rights:

4.  To be free of mental and physical abuse, 

neglect, and exploitation.

This Rule  is not met as evidenced by:

 C 914

Based on interviews and record reviews the 

facility failed to ensure residents were free from 

neglect and physical harm related to personal 

care and supervision and health care.

The findings are:

1. Based on observations, interviews, and record 

reviews, the facility failed to provide supervision 

for 4 residents leaving them alone in the facility 

for over 20 minutes and for 1 of 3 sampled 

residents (#1) who was disoriented and had a 

history of leaving the facility without staff 's 

knowledge and a known desire to leave the 

facility. [Refer to Tag 243, 10A NCAC 13G 

.0901(b) Personal Care and Supervision (Type A2 

Violation)].

2. Based on observations, interviews, and record 

reviews the facility failed to ensure health care 

referral and follow up for 2 of 3 sampled residents 

(#1, #2) related to a hospital follow up 

appointment for wound care and a urinary tract 

infection (#2) and exit seeking, elopement, 

agitation, and refusals of a medication to treat 

agitation (#1). [Refer to Tag 246, 10A NCAC 13G 

.0902(b) Health Care (Type A2 Violation)].
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