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C 040 [nitia) Comments coao
The Adult Gare Licensure Section and the Wake Mc‘
County Department of Social Services ¢onducied

<

an annual and follow-up survey on 05/04/23, | ‘HZQ ,@(A WAL vk S'&"Y’C( h-j
¢ 248l 10A NCAG 13G .0905(a) Activiies Program ez | s QSGuNt Hx q/.[— H

10A NCAC 13G .0905 Activities Program 4
{a) Each family care home shall develop a E,Q_Qﬂ, a_,ﬁ,\/\., E, S %Q-‘E_ /4

program of actlvitlies deslgned to promote the

a4

residents' active Involvament with each other, A—c P = l‘t.:-t’_.s
their famllles, and the community. "LW %

i} E
This Rule [s not met as evidenced by: w%[ﬁ‘/f. {’_‘o P ve i
Based on observations, interviews, and record 9{ PL+
reviaw, the facilily failed te Implement an aciivity i 5-{u emi
program that promoted active Involvement by the C{,CW £ L

residenl.s. [0 _’on \_eg..‘_'cLe,V\_}g
The findings are; /-E';L 'PC A MQ%V&'E’ [+ATa IAJ’L“

Interview with the Suparvisor-in-Charga (SIC) on l

05/04/23 st B:45am revasled: d O ’_e(J
~The facliity had a current census of 5 residents, CLVL U/F

=Two of the five residents were cumently out of dM m P i
the facllity at a day program. Voo yamnm oy

-The twa rasidants usually alianded the day CT_[J,’LU' b,‘ﬂj P (i

program on Mondays, Tuesdays, and Thursdays

from 8:00am - 4:00pm. M-G\)LCL s-\_,u—e. 'H:ﬂ-\)f ‘%/\LQ—-Q#
-The other three resldents did not attend the day h
d ined faclli i day. - . b - (1
S | ackikies o offered
rvatio :07am
revisﬂeu: neitiataclly.on B }{S\:‘W --(—~O LQQ.F ',l-bl?‘)

~There was an activity calendar hanging on the

wall in the kitchen near the entrance to the living QC,-P{AD—Q, "{ v ..H/—\L C‘.G\J—) \—\_rné

Toom.
~The date on the activity calendar was June 2021. e . « b
-There was no other aclivily calendar posted In “ g ‘pfd YWLA VLA )('e-\,- L-‘\_T‘I_,Q_[
the facifity.
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Observations of the rasldonts and staff on ac ‘ v ’P\,o , a nn
05/04/23 from 8:45am to 2:15pm revealed: h\) E | 5
~No group activities were offered to the residents. . _ G
-At 11:00am, one of the 3 residents in the facility W%{dx ) ‘Oi - w-eal lj
was In tha living room asleep on thn couch while
tha television was on. OLAN a VVVG"VCH?\ \_, \"'D
-At 11:00am, the other two residents ware in thelr
rooms, one lying on the bed, the other sitting on :
the side of the bed logking down at the floor, Q,S—g e - t L—J Olf&' _Ew"
=The SIC had not conducted or offered to e
facilitate any activities with the residents. ‘2‘6 V\_{_g -
oy d 0 ard Oquoel,
Interview with a resident on 05/04/23 at 9:05am — {
ey elor Lrwelved T el da
~The resldents did not have activities.
-Staff never offered any activities to the residents. % -
-Staff did not offer coloring baoks or bingo to the QChu i {-\1 P\/Oﬂ Yoonps .
staff.
-She usually watched television all day. T —
-Staff took the residents to the store ance a l L,/,;S: fs “an ©n B e
month or evety three months. J
Interview with a second resident on 05/04/23 at PVD L_Q..Q Q- .
9:10am revealed: h ,( . ¢,
-She did not know of any group activities at the _P(:’L p ; CALGAVEND Y L
facility. . | Y
-She usually read and prayed each day. . Q
-Sha went to church at least once a week, but YE.%P G [0 LO' ’S’e\’ ?o“’
she did not get to go out on shopping trips. g
-She sometimes got bered at the facility, _Pcu, OLC,'(\AJ‘L x-\i C G.l*eh delr -U\.LL
Interview wilh a third resident on 05/04/23 at _\:b’ tt‘(_a, Y2 E'L-@LVL{-S H
9:15am revaalod: Wivov S l C) 1_5
~The residents never did any activiiles,
-The residents sat and watched telavision all day %—Q,L OVV‘—C\ "L“Kﬂ_
and smoked clgarettes. Ch - c O
-Staff took the residents to the store ance a %SF Es “9\'& ’g-%\’ k: C\“(h"f
month, M N s
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Confintzed From page 2

A secaond Interview with the SIC on 05/04/23 at
12:40pm revealed:

~Thera was no other activity calendar except the
one dated June 2021,

~The Administrator was the Activity Director and
was respansible for making the activity calendar.
-She could not do activitlies with the residents
because there was no current activity calendar to
use for activities.

Interview with the Adminlstrator on 05/04/23 at
1:00pm revealed:

-She was the facility's Activity Director and she
was responsible for making and posting the
activity calendar.

«She had not posted an updated activity calendar
because the residents did nof want to do activities
to her knowledge.
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