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{C 000} Initial Comments 

The Adult Care Licensure Section conducted a 

follow-up survey on 12/23/25. 

{C 000} 

{C 120} 10A NCAC 13G .0316 (f) Fire Safety and 

Emergency Preparedness Plan 

10A NCAC 13G .0316 Fire Safety and 

Emergency Preparedness Plan 

(f) There shall be at least four unannounced fire 

drills of the fire evacuation plan every year on 

each shift. For the purpose of this Rule, a fire drill 

is the method of practicing how occupants of the 

facility shall evacuate in the event of a fire or 

other emergency. Documentation of the fire drills 

shall be maintained by the administrator or their 

designee in the facility and be made available 

upon request to the Division of Health Service 

Regulation, county department of social services, 

and the local fire code enforcement official. The 

documentation shall include the date and time of 

the fire drill, the shift, the names of staff members 

present, and a short description of drill. 

Notwithstanding the requirements of Rule .0301 

of this Section, this Rule shall apply to new and 

existing facilities. 

{C 120} 

This Rule is not met as evidenced by: 

Based on observations, interviews, and record 

reviews, the facility failed to ensure that fire drills 

were unannounced and that residents evacuated 

without staff prompting, resulting in 1 of 3 

residents (#1) who did not respond to the smoke 
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{C 120} Continued From page 1 

detector alarm during the drill. 

The findings are: 

Review of the facility's current license effective 

01/01/25 revealed the facility was licensed for 5 

ambulatory residents. 

Review of the facility's fire rehearsal schedule 

revealed: 

-On 09/23/25 at 6:30am, a fire drill was 

conducted on the third shift. 

-There was no documentation of the number of 

residents, the description of what happened 

during and after the drill, or the time it took the 

residents to evacuate the facility. 

-On 12/22/25 at 6:50pm, a fire drill was 

conducted on second shift. 

-The alarm was sounded, all the residents 

evacuated the facility, and a head count was 

completed. 

-The fire drill took six to seven minutes; there was 

no count of the number of residents who 

participated in the fire drill. 

Review of Resident #1's FL2 dated 12/01/25 

revealed: 

-Diagnoses included paranoid schizophrenia and 

obsessive-compulsive disorder. 

-There was no information for disorientation. 

-He was ambulatory. 

Review of Resident #1's Resident Register 

revealed an admission date of 01/30/20; there 

was no family member or guardian listed. 

Review of Resident #1's care plan dated 10/31/25 

revealed: 

-The resident was ambulatory. 

-He required limited assistance from staff with 

{C 120} 
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{C 120} Continued From page 2 

toileting, bathing, dressing, and grooming. 

-He was oriented, and his memory was adequate. 

Observation of the facility on 12/23/25 at 9:20am 

revealed: 

-There was one staff member doing cleaning and 

three residents in the facility. 

-One resident was in the television room, a 

second was in his room and Resident #1 was in 

his room with the door closed. 

-The Administrator activated the alarm on the 

smoke detector. 

-There was a loud beeping noise that could be 

heard throughout the facility. 

-The first resident who was in the television room 

exited the facility through the front door. 

-The second resident came out of his room with 

his shoes in his hand and asked if he could put 

them on before he exited the facility. 

-Resident #1 did not attempt to leave the facility. 

-The staff doing the cleaning went to get Resident 

#1 out of his room but stopped in the hallway. 

-The Administrator stopped the alarm on the 

smoke detector after three minutes and went into 

Resident #1's room. 

-Resident #1 was awake and was laying on his 

bed. 

-The Administrator asked him why he did not 

leave during the fire drill. 

Interview with Resident #1 on 12/31/25 at 9:00am 

revealed: 

-He knew to leave the facility and go to the house 

next door and stand on the porch during a fire 

drill. 

-He did not remember the last time the facility did 

a fire drill. 

-The staff told him if he heard the fire alarm then 

he had to leave and go to the porch next door. 

-The staff did not talk to him during a fire drill . 

{C 120} 
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{C 120} Continued From page 3 {C 120} 

Second interview with Resident #1 on 12/31/25 at 

9:25am revealed: 

-He knew to leave the facility if he heard the fire 

alarm. 

-He heard the fire alarm going off but he thought 

it was a test not a drill. 

-The alarm would sound like a "beep, beep, 

beep" when the Administrator tested the smoke 

detector. 

-The alarm for the fire drill sounded different; the 

"beep, beep, beep" would keep going and not 

stop. 

-If he thought it was a "real" fire drill he would 

have gone outside to the porch next door. 

-Sometimes the Administrator would test the 

smoke detectors, and the residents did not have 

to leave because it was a test. 

-He got confused with the sounds of the fire 

alarms. 

-After the fire drill that morning, 12/23/25, the 

Administrator explained the fire drill and the test 

for the smoke detectors sounded the same. 

-He knew now that he had to go outside when he 

heard the "beeps". 

Interview with the third resident on 12/23/25 at 

9:27am revealed: 

-Sometimes the Administrator tested the smoke 

detectors when it was not a fire drill. 

-Resident #1 always evacuated during a fire drill. 

-The staff did not have to tell Resident #1 to leave 

during a fire drill. 

Interview with a staff member on 12/23/25 at 

9:42am revealed: 

-She had conducted fire drills with the residents. 

-She made sure they all went out of the facility 

during a fire drill. 

-Resident #1 went out for all fire drills. 
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{C 120} Continued From page 4 

-The Administrator would activate the sound on 

the alarm, and she would go around and tell the 

residents they had to get out. 

-She would "rush" them out of the facility, she 

would tell them, "Come on we got to move fast". 

-The last time she participated in a fire drill was 

about a month ago. 

-They did at least one fire drill a month. 

-The Administrator had trained her on how to do 

the fire drill. 

-She was told to make sure the residents were all 

out of the facility and out front on the porch. 

-The residents had to go out first in front of her. 

-All the fire drills were done the same way. 

Interview with the Administrator on 12/23/25 at 

9:32am revealed: 

-The smoke detectors made a beeping sound 

when he activated them during a fire drill, when 

they needed a battery or when he would test 

them to make sure they were working. 

-He would test the batteries in the smoke 

detectors by pushing the button on the smoke 

alarm; maybe Resident #1 thought that was what 

he was doing. 

-He inspected the fire extinguishers and the 

smoke detectors to look for fire hazards once a 

month with a staff member. 

-He did fire drills for the residents once a month. 

-He would hold the button on the smoke detector 

in the kitchen during a fire drill and watch for the 

residents to exit. 

-Staff were not supposed to talk to the residents 

during a fire drill. 

-The staff were supposed to exit and do a head 

count. 

-He did not understand why Resident #1 did not 

exit during the fire drill because he had exited on 

his own during the last two drills. 

-He was going to have fire drills more frequently 

{C 120} 
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{C 120} Continued From page 5 

until every resident and staff knew what was 

expected. 

{C 120} 
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