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Initial Comments

The Adult Care Licensure Section conducted an

annual and follow-up survey and complaint
investigation on 07/31/25.

10A NCAC 13F .0905 (f) Activities Program

10A NCAC 13F .0905 Activities Program

() Each resident shall have the opportunity to
participate in at least one outing every other
month. Residents interested in being involved in
the community more frequently shall be
encouraged to do so.

This Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure all residents were offered at least
one outing every other month.

The findings are:

Observation of the facility on 07/31/25 at 9:00am
revealed:

-There was an activity calendar for July 2025
posted on the wall of the hallway.

-There were no outings scheduled on the July
2025 calendar.

Interview with one resident on 07/31/25 at 9:02am
revealed:

-it had been a long time since staff had taken
them on an outing, but she was not sure exactly
how long it had been.

-Staff used to take them on outings.

Interview with a second resident on 07/31/25 at
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9:08am revealed:

-Staff had not taken them on a outing for about 2
years.

-They used to take them shopping to get
supplies.

-She missed being able to go out and get
supplies.

Interview with a third resident on 07/31/25 at
9:15am revealed the staff did not offer outings.

interview with fourth resident on 07/31/25 at
10:38am revealed:

-Staff were too busy to take the residents on an
outing.

-Staff used to take the residents to a local store
but that had not happened in over one year.
-She would like to go on an outing.

Interview with a fifth resident on 07/31/25 at
10:40am revealed:

-Staff used to take the residents to the store for
an outing but that had not happened in over two
years.

-Staff only took her to medical appointments.
-She would like to go on an outing.

Interview with a medication aide (MA) on
07/31/25 at 10:30am revealed the facility used to
schedule outings fo a local store but the residenis
argued about where to sit on the vehicle and then
the facility stopped the outings.

Interview with a second MA on 07/31/25 at
10:36am revealed the residents did not go on
outings and she did not know why.

interview with the Resident Care Coordinator
(RCC) on 07/31/25 at 10:26am revealed:
~The facility had not scheduled any outings since
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COVID-19 started (March 2020).

-When a resident was fransported to a medical
appointment the staff and resident might stop at a
fast food restaurant for something to eat or stop
at a local store.

-The facility transported some residents to a local
church on Sundays.
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