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. The Adult Care Licensure Section and the ,
. Sampson County Department of Social Services |
! conducted an annual survey on June 10, 2021. | ’
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| Bxits
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| (@ \n homes with at least one resident who is de 1 b\ e al armSsS /
| determined by a physician or is otherwise known - | f ,
| to be disoriented or a wanderer, each exit door . S—‘QJM{ (o -1a3d
| for resident use shall be equipped with a _ l"OML N N
| sounding device that is activated when the door is )
| opened. The sound shall be of sufficient volume Q_Ql \\& Q_,LI* . 1
that it can be heard by staff. If a central system s 1
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 dOD' ?b

| 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: - P\D,S‘\ (ik.r\'br\% \ﬂwt\i\&'

|
| The facility failed to ensure a sounding device

|
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intellectual disabilties and assessed as U,\ Moo Duo Low 1-B
disoriented (#4). _ - Vi hoadshebe
The findings are: \‘ c‘ ¥ \’0 \\'\h de

Observations of the facility at intervale on U"v ms

06/10/21 between 8:50am - 5:15pm revealed: 's €S Xhe

-There was no audible alarm when the main front UEHOI'
Fhe

exit door to the facility was opened. -'T on \\
-There was a small square box located on the

upper right corner of the interior side of the door. a‘\d m \}099".3 0
-There was no audible alarm when the back-exit . "M) ‘
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-Staff and residents were going in and out of the
main front and back-exit door and there were no
audible alarms when the doors were opened.

Review of Resident #4's current FL-2 dated
01/27/21 revealed:

-Diagnoses included mild mental retardation,
seasonal allergies, hyperlipidemia, and
arteriovenous malformation.

-The resident's orientation section of the FL-2
was blank.

-The resident was ambulatory.

-The resident's functional limitations included
hearing and sight.

Review of Resident #4's current assessment and
care plan dated 01/27/21 revealed:

-The resident was always disoriented and had
significant memory loss, requiring direction.

-The resident was totally dependent on staff for
grooming and extensive assistance from staff for
bathing and dressing.

-The resident was independent with transferring
and required limited staff assistance with
ambulation.

Observation of Resident #4 on 06/10/21 at
9:10am revealed:

-The resident was sitting in the common living
room with other residents.

-The resident was hard of hearing and could only
engage in conversation when spoken to in a
raised voice.

Observation of Resident #4's bedroom on
06/10/21 at 9:53am revealed:

-There was an exit sliding glass door in the room
that lead to the outside grounds of the facility.
-There was an exit door inside the room that lead
to the outside grounds of the facility.
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-There was a small square box located on the
upper right corner of the interior side of the door.
-There was no audible alarm when the exit sliding
glass door and the exit door was opened.
-Another resident was assigned to the room with
Resident #4.

Interview with Resident #4 on 06/10/21 at 4:20pm
revealed he used the exit door in his room to go
outside of the facility (last date not provided).

Interview with Resident #4's roommate on
06/10/21 at 4:20pm revealed:

-The exit doors at the facility did not have an
audible alarm when the doors were opened.

-No one used the exit door in the roora he shared
with Resident #4.

Interview with the medication aide/personal care
aide (MA/PCA) on 06/10/21 at 4:00pm revealed:
-She had worked at the facility for 6 years,
however had not worked at this facility since
March of 2020 because she had been working at
sister facilitys.

-There were no alarms on the exit doors of the
facility.

-She was not sure what Resident #1's orientation
because he was recently admitted to the facility.

Observation of the MA/PCA in Resident #4's
room on 06/10/21 at 4:20pm revealed:

-The MA/PCA pressed a button/switch on the
small square box on the interior exit side of the
door, then opened and closed the door.

-There was no audible sound.

-As the MA/PCA was walking away there was ar
intermittent audible beeping sound coming from
the small square box on the door.

A second interview with the MA/PCA at 4:22pm
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' ~She thought the smail Square box on the door

was a door alarm.

-She thought the door in the resident's room did
not alam each time the door was opened
because the alarm needed new batteries,

Interview with 2 secong
4:22pm revealed;
-Resident #4 was hard
disoriented.

-She was not aware Resident #4 was assessed
as aiways disoriented on his current care plan.
~The exit door in Resident #4's bedroom had an

alarm on the door.
, -She thought the alarm on the door was not
T@xng @ good connection to signal the alarm to
/ scunc when the door was opened.
-There were no Sounding alarms on the other exit
f coore of the facility or on the sliding glass door in
/ FResgent #4's room.
[ ~<he was nof aware g sounding device was
neeoed If & resident was disoriented.

MA/PCA on 06/10/21 at

of hearing but not

Telephone interview with the Administrator on
0B/10/21 at 5.00pm revealed:
-She was aware a sounding device was required
on &ll exit doors when a resident was disoriented,
 -There was an audible alarm on the facility's front
exit door.
| ~She last heard the audible alarm sound on the
| facility's front exit door Tuesday, 06/08/21.
| -Resident #4 was not disoriented, he was hard of
| hearing.
' -She was aware the resident's provider
| documented on Resident #4's current
| assessment and care plan the resident was
, always disoriented but never observed the
resident to be disoriented,
-She would immediately have the Maintenance
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Director install sounding devices on all 4 exits of
the facility.

Telephone interview with Resident #4's primary
care provider (PCP) on 06/10/21 at 4:18pm
revealed:
-Resident #4 was diagnosed with intellectual
disabilities and was hard of hearing.
-Resident #4 had been evaluated for a hearing
. aid recently.
-it was hard to assess the level of Resident #4's
mental status completely due to his hearing
 difficulty.
-She would have concerns with Resident #4
having an exit door without an audible alarm to
\ alert staff when the resident went outside,
| especially an exit door in his room.
| -Until Resident #4 received his hearing aid and
{ additional assessment information could be
’ collected for the resident’s mental status, she
thought sounding devices on the exit doors of the
facility would ensure the safety of the resident.
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