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The Adult Care Licensure Section conducted an X4) Phy avironment

annual survey on March 15, 2022 through March

16, 2022.

Staff training completed (4/7/2022)
D067) 10A NCAC 13F .0305(h)(4) Physical Environment D 067 on audible alarms for seven exit doors.

10ANCAC 13F 0305 Physical Environment

(h) The requirements for cutside entrances and
exits are;

{4) In homes with at least one resident who Js
determined by a physiclan or is otherwise known
to be disoriented or a wanderer, each exit door
accessibie by residents shall be aguipped with a
sounding device that is activated whan the deor is
opened. The sound shall be of sufficient volume
that it can be heard by staff. If a cantral system
of remote sounding devices is provided, the
control panel for the system shall be Jocated in
the office of the administrator or in a locafion
accessibla only to staff authorized by the
administrator to oparate the control panel,

This Rule Is not met as evidenced by:

Based on observations, interviews, and record
reviews the facility fallad fo ensure 2 of 7 exit
doors accessible to residents on the Assisted
Living (AL) unit was known to be constantly
disoriented (#1,#3,#4) were equipped with a
sounding device when the door was opened.

The findings are:
Observation upon enfrance to the facility on
03/15/22 at B:45am revealed the facility had 7 exit

doors on the AL ynit.

Observations upon entrance to the facility on

“Audibie” alarms have been installed for
the identified seven exit doors that alert
time they open/close. The alarms are
plugged into a working outlet so they
would be no battery failure. We do have
a full functioning generator in case of
power loss,
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| | 03/16/22 at 8:45am and Intermittently through the
day unrtil 4:00pm revealed there was no alarm

sounding device when the front/entrance door to

! the facility was cpened.

Observation of the exit door at the back of the
| facility on 03/15/22 at 8:45am and 8:15am
revealed:

i -The door was unlocked,

~There was no sounding device when the door
WES opened.

| -The door exited to a parking lot behind the
facility.

Observations upon entrance to the facility on
03/186/22 at 7:00am and intermittently throughout
the day until 2:00pm there was no alarm
sounding device when the frant/entrance door to
the facility was opened,

Observation of the exit door at the back of the
facility on 03/16/22 at 7:15am and 7:30am
revealed:

-The door was unlocked.

-Thers was no sounding device when the doar
was opened.

-The doer exited to a parking lot behind the

i facility.

1.Review of Resident #1's FL-2 dated 07/31/21
revealad:

-Diagnoses included dementia and hypertension,
-She was semi-ambulatory.

~She was constantly disoriented.

-The resident resided on the AL unit.

Review of Resident #1's care plan dated 07/02/21
revealed:

: -She was forgetful and needed reminders,

: -She did not have wandering behaviors.
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| Refer to the interview with the Administrator on
! 03/16/22 at 2:05pm.

2. Review of Resident #3's FL-2 dated 02/18/22

revealed;

-Dlagnoses included Alzheimer's dementia and

revealed:

| directad,

revealed:

| health services,

to her wheelchalr.

unspecifled psychosis.

-She was constantly disoriented.

-She was non-ambulalory and used a wheelchair,
-The resldent resided on the AL unit.

-5he resisted care,
-She was receiving medications for mantal
ilness/behavior, but she was not receiving mental

Raview of Resident #3's cara plan dated 02/18/27

-She was always discriented.
-She had significant memory and had to ba

~-8he had wandering behaviors.

Refer to the interview with the Administrator on
D3/16/22 at 2:05pm,.

3.Review of Resident #4's current FL-2 dated

; 02/18/22 revealed:

! -Her diagnoses included Alzheimer's, dementia,
| and major depressive order.

‘ -She was constantly disotented.

-She was non-ambutatory.

-The resident restded on the AL unit.

Review of Resident #4's care plan dated 02/18/22

. -She was non-ambulatory and was totally
. dependent on the assistance of one with transfers

i -The primary care provider (PCP) signed and
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‘ dated the cara plan on 02/18/22.
| Interview the Administrator on 03/16/22 at 2:05pm
‘ revealed:
‘ -The front/entrance door remained uniocked
} during the day.
‘ ~The front/entrance door was locked around
‘ 6:00pm daily.
-The frant/entrance door did rot have a sounding
‘ device,
‘ -The back-exit door was locked from the outside
; and it did not have a sounding device.
| -She had residents that resided on the AL that
!‘. was disoriented.
| -She was not aware that she needed a sounding
| device on all the exit doors in the facility because
| she had residents that were disoriented,
|
|
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