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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 
annual survey on 12/01/15 - 12/02/15.

 

 D 315 10A NCAC 13F .0905(a)(b) Activities Program

10A NCAC 13F .0905 Activities Program
(a)  Each adult care home shall develop a 
program of activities designed to promote the 
residents' active involvement with each other, 
their families, and the community.
(b)  The program shall be designed to promote 
active involvement by all residents but is not to 
require any individual to participate in any activity 
against his will.  If there is a question about a 
resident's ability to participate in an activity, the 
resident's physician shall be consulted to obtain a 
statement regarding the resident's capabilities.

This Rule  is not met as evidenced by:

 D 315

Based on observation, interview, and review of 
the facility's activity calendar, the facility failed to 
develop a program of activities designed to 
promote the residents' active involvement.  The 
findings are:

Observation during tour of the facility starting at 
8:30 a.m. on 12/01/15 revealed there was no 
activity calendar posted in the facility.

Interview with the medication aide / nursing aide 
on 12/01/15 at 10:35 a.m. revealed:
-  She did not know if the facility had an activity 
calendar.
-  The residents go outside for walks sometimes.
-  They watch television in the living room and 
there are some magazines in the living room.
-  They have a fitness room in the office building 
next door but the residents do not use it because 
they are not physically able to use it.
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 D 315Continued From page 1 D 315

-  One of the residents has their own car and 
goes out on their own.
-  She was not aware of any outings with the 
other residents.

Observation with the medication aide / nursing 
aide on 12/01/15 at 10:37 a.m. revealed:
-  She found an activity calendar posted on the 
wall in the staff office.
-  The calendar was for November 2015.

Interview with the Supervisor on 12/01/15 at 
12:20 p.m. revealed:
-  The activity calendar was usually posted in the 
living room.
-  She would find the December 2015 activity 
calendar.

Interview with a resident on 12/01/15 at 9:30 a.m. 
revealed:
-  The facility is new and they do not have any 
activities yet.
-  The resident would like to play bingo.
-  The resident drives and also goes out with 
family and friends.

Interview with a second resident on 12/02/15 at 
8:30 a.m. revealed:
-  They do not have a lot of activities at the facility.
-  They watch television.
-  The resident gets bored.
-  The resident had not been to another building 
for activities.

On 12/01/15 at 1:35 p.m., the Supervisor 
provided a December 2015 activity calendar to 
the surveyor that she got from the office building 
next door.

Review of the December 2015 activity calendar 
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 D 315Continued From page 2 D 315

revealed:
-  Activities listed on the calendar included: movie 
and popcorn, exercise, card and board games, 
baking activities, religious activities, arts and 
crafts, crossword puzzles, and sing along.
-  Each week averaged 14 to 16 hours of planned 
activities.
-  The activity listed for 12/01/15 was movie and 
popcorn 6:00 - 8:00 p.m.

Interview with the personal care aide on 12/01/15 
at 4:10 p.m. revealed:
-  They do not have any activities at the facility.
-  They have no activity supplies such as cards, 
board games, or arts and crafts.
-  She thought they were waiting to start activities 
until the facility next door opens and they have 
more residents.

Observation of the facility on 12/02/15 at 8:30 
a.m. revealed the December 2015 activity 
calendar was still not posted in the facility.

Interview with two residents on 12/02/15 revealed 
they did not watch a movie or eat popcorn on the 
evening of 12/01/15.

Interview with a medication aide / nursing aide on 
12/02/15 at 9:50 a.m. revealed:
-  He had worked at the facility for about 2 
months.
-  He usually worked from Friday night through 
Monday mornings.
-  He was not aware of an activity calendar at the 
facility.
-  He had not seen any activity supplies at the 
facility.
-  He would sometimes take residents for a walk if 
they were physically able.
-  He would bring his own cards and a checkers 
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game and play with one of the residents.

Telephone interview with the Administrator on 
12/01/15 at 4:55 p.m. revealed:
-  There should be a monthly activity calendar 
posted in the facility.
-  She was not aware there was no activity 
calendar was posted.
-  They were currently working on growing their 
activity program.
-  They go on outings into the community.
-  They have activities available in the office 
building across the driveway to the facility.
-  They have an exercise room and a movie room 
in the office building that can be used by the 
residents.
-  They have an activity staff person who helps 
make the calendar but she was last at the facility 
about a month ago.
-  The activity staff person has not been active at 
the facility because they do not have a lot of 
residents currently.
-  The personal care aides on duty at the facility 
are currently responsible for working with the 
activities at the facility.
-  The activity staff person will start coming to the 
facility weekly.

Interview with the Supervisor on 12/01/15 at 5:15 
p.m. revealed:
-  This was a new facility and they have not been 
doing activities.
-  They do not have any activity supplies at the 
facility.
-  They were currently working on getting an 
activity program started at the facility.

Observation with the Administrator of the office 
building across the driveway to the facility on 
12/02/15 at 11:15 a.m. revealed:
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-  There was a fitness room with exercise 
equipment, a library with books, and a movie 
room.
-  No other activity supplies were observed.

Interview with the Administrator on 12/02/15 at 
11:27 a.m. revealed:
-  She had found some activity supplies under the 
desk in the staff office of the facility.
-  These supplies could be used by staff for the 
residents.

Observation of the bag with supplies on 12/02/15 
at 11:27 a.m. revealed:
-  There were packs of magic markers, colored 
pencils, crayons, scissors, and one pack of 
notebook paper.
-  The packages did not appear to have been 
opened.

Observation throughout the survey on 12/01/15 - 
12/02/15:
-  No activities were observed to be done or 
offered in the facility.
-  The residents usually gathered in the living 
room and watched television and one resident 
looked at a magazine.

 D992 G.S.§ 131D-45 (a) Examination and screening

G.S. § 131D-45. Examination and screening for 
the presence of controlled substances required 
for applicants for employment in adult care 
homes. 

(a) An offer of employment by an adult care home 
licensed under this Article to an applicant is 
conditioned on the applicant's consent to an 
examination and screening for controlled 

 D992
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 D992Continued From page 5 D992

substances. The examination and screening shall 
be conducted in accordance with Article 20 of 
Chapter 95 of the General Statutes. A screening 
procedure that utilizes a single-use test device 
may be used for the examination and screening 
of applicants and may be administered on-site. If 
the results of the applicant's examination and 
screening indicate the presence of a controlled 
substance, the adult care home shall not employ 
the applicant unless the applicant first provides to 
the adult care home written verification from the 
applicant's prescribing physician that every 
controlled substance identified by the 
examination and screening is prescribed by that 
physician to treat the applicant's medical or 
psychological condition. The verification from the 
physician shall include the name of the controlled 
substance, the prescribed dosage and frequency, 
and the condition for which the substance is 
prescribed. If the result of an applicant's or 
employee's examination and screening indicates 
the presence of a controlled substance, the adult 
care home may require a second examination 
and screening to verify the results of the prior 
examination and screening.

This Rule  is not met as evidenced by:
Based on interview and record review, the facility 
failed to assure examination and screening for 
the presence of controlled substances were 
performed for 2 of 3 staff (B, C) that were hired 
after 10/01/13.  The findings are:

1.  Review of Staff B's personnel file revealed:
-  The hire date for Staff B was 09/25/15. 
-  Staff B was a personal care aide.
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-  There was a consent form for a urine drug 
screen signed by Staff B on 11/04/15.
-  There was no documentation of the urine 
controlled substance exam and screening being 
completed.

Interview with Staff B on 12/02/15 at 10:00 a.m. 
revealed:
-  She started working at the facility in September 
2015.
-  A family member was injured and she was out 
on leave for the month of October 2015.
-  She came back to work around November 10, 
2015.
-  She signed a consent for the urine screening.
-  A urine sample had not been taken yet.
-  She did not know when the urine screening was 
going to be done.

Refer to interview with the facility's Supervisor on 
12/02/15 at 10:12 a.m.  

Refer to interview with the Administrator on 
12/02/15 at 10:17 a.m.

2.  Review of Staff C's personnel file revealed:
-  The hire date for Staff C was 10/23/15. 
-  Staff C was a medication aide / nursing aide.
-  There was a consent form for a urine drug 
screen signed by Staff C on 10/26/15.
-  There was no documentation of the urine 
controlled substance exam and screening being 
completed.

Interview with Staff C on 12/02/15 at 9:50 a.m. 
revealed:
-  He had worked at the facility for about 2 
months.
-  He signed a consent for the urine screening.
-  A urine sample had not been taken yet.
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-  He did not know when the urine screening was 
going to be done.

Refer to interview with the facility's Supervisor on 
12/02/15 at 10:12 a.m. 

Refer to interview with the Administrator on 
12/02/15 at 10:17 a.m.
____________________________

Interview with the facility's Supervisor on 12/02/15 
at 10:12 a.m. revealed:
-  Staff were told to get a urine screening done.
-  She did not realize Staff B and Staff C had not 
done the urine screening.
-  They did not have a system to monitor to make 
sure the urine screenings were done.
-  She stated, "We dropped the ball".

Interview with the Administrator on 12/02/15 at 
10:17 a.m. revealed:
-  She was aware urine screenings were required 
as a condition of employment.
-  She had requested staff to get the urine 
screenings done.
-  She did not realize the urine screenings for 
Staff B and Staff C had not been done.
-  She would make sure the required urine 
screenings were done.
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