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D000 Initial Comments Dooo The response in the cited statement of
deficiencies do not constitute an admission
The Adult Care Licensure Section conducted an gt{/égﬁgﬁg:g%;ggﬁg&umno{ggif :t%t; 2:-]1?%?(:]
annual survey on 07/07/26-07/08/26. deficiencies or corrective action report. The
plan of correction is prepared solely as a
D 3161 10A NCAC 13F .0905 (c) Activities Pragram D 316 matter of compliance with state laws.
10A NCAC 13F .0905 Activities Program
{c) The activity director shall;
(1) use information on the residents' interests and
capabilities as documented upen admission and (F:ﬂC”i{t’Y EfeCUti\éegiﬂ?gtor{ gUSingSS gfﬁcf b
s oordinator, an esident Care Loordinator will be
updated as needed to arrange for or provide in-serviced on the requirements of 10A NCAC 13F
planned individual and group activities for the -0905{c), Including ensuring monthly activity 8/8/2026
residents, taking intc account the varied interasts, calendars are posted by the first day of each month,
- ol | diff, i residents are encouraged to participate in activities,
capabilities, and possible cultural differences o and the activity program remains in compliance.
the residents; Facility E v Direct i aud
acility Executive Director will audit common areas
(2) prepare a monthly calendar of planned group and resident room activity calendars to ensure the | 8/8/2026
activities in a format that is legible and shall be cuirrent month's calendar is posted and readily
posted in a location accessibie to residents by the accessible to residents.
first day of each month, and updated when there Facility Executive Director and/or designee will
are any changes; conduct weekly audits for 60 days to snsure activity
(3} involve community rescurces, such as gaifendarsr aée postelcll t;and avaflal&le to residents. Any 8/8/2026
i ! eficient findings will be corected immediately with
recreaticnal, volunteer, and religious ) additional education provided as necessary.
organizations, to enhance the activities available
to residents: Facility staff will be in—ser\gced on their responsibility
' to actively encourage resident participation in
(4) evaluate and document the overall scheduled activities, provide reminders and 8/8/2026
effectiveness of the activities program at least assisrttancedto rtes;tider?ts as needeid, and dir?ct or
: P : ascort residents to the appropriate activity location
every S,'X months with input from the residents to based on their individual needs and ai}i|i§IyES.
determine what have been the most valued
activities and to elicit suggestions of ways to Facility Executive Director and/or designes wil 8/8/2026
enhance the program: observe at least one scheduled activity each week
p g. ' . . o for 80 days to ensure residents are encouraged to
(5) encourage residents to participate in activities; participate, staff are assisting residents as needed,
and and activities are conducted according to the posted
. | :
(6) assure there are, supplies necessary for calendar
planned activities, supervision, and assistance to
enable each resident to participate. Aides and
other facility staff may be used to assist with
activities.
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This Rule is not met as evidenced by;

Based on observations and interviews, the facility
failed to have a current activity calendar posted in
the facility.

The findings are;

Observations throughout the facility during initial
tour on 07/07/26 beginning at 9:05am and
centinuing until 10:10am revealed:

~There was no activity calendar posted for July
2026.

-Several residents rooms included a posted
monthly activity calendar on the interior wall or
door that was dated May 20286.

Interview with the Administrator on 07/07/26 at
12:50pm revealed:

-She hired a new Activity Director (AD) about a
month ago.

-The AD quit without notice last week.

-The AD was responsible for developing and
posting the moenthly activity calendar.

Interview with a medication aide (MA) on
07/08/26 at 9:40am revealed:

-She removed old monthly activity calendars from
residents rooms the morning on 07/08/26 and
replaced them with a July 2026 calendar.

-She removed old monthly activity calendars from
several resident rooms that were dated for
February 2026 and May 2026.

Interview with a family member on 07/08/26 at
10:10am revealed:

-There was an activity calendar dated May 2026
taped to the back of the door in the recom of the
resident he was visiting.

-A staff member came into the room on 07/08/26
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and removed the May 2026 activity calendar and
replaced it with a July 2026 calendar.

-He visited the resident daily and staff would
accasionally ask him if the resident he was
visiting wanted to come to an activity but it was
nof often,

A second interview with the Administrator on
07/08/26 at 10.40am revealed:

-She was not aware there were muitiple monthly
activity calendars posted throughout the facility,
but none were dated for July 2026.

-The monthly activity calendar was supposed fo
posted by the first day of the menth.
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