
Basic Orientation 

Agenda 

 

 

Day One 

 

1:00 p.m. 1:15 p.m.   Registration 

1:15 p.m. 1:30 p.m.   Welcome 
1:30 p.m. 2:30 p.m.   Resident Rights 

2:45 p.m. 4:30 p.m.   Monitoring/Inspection of Adult Care Home  

      Protocols 

 

(Breaks included-Bring your own refreshments) 
 

 

Day Two 

 

8:30 a.m. 10:00 a.m.   Painting the Picture 

10:00 a.m. 11:30 a.m.   Principals of Documentation/Compliance Tools 

 
  

11:30 a.m. 12:30 a.m.   Lunch on your own 

 

12:30 p.m. 4:30 p.m.   Medications  

(Breaks included-Bring your own refreshments) 
 

 

Day Three 
 

8:30 a.m. 11:30 a.m.   Staff Training and Competency LHPS &  

Health Care, Personal Care & Supervision, 

Accident & Incident Reporting, Restraints, 
Resident Assessment & Care Plan 

 

11:30 a.m. 12:30 a.m.   Lunch on your own 

 
12:30 a.m. 4:30 p.m.   Food Service  

 

(Breaks included-Bring your own refreshments) 
 
 

Day Four 

 

8:30 a.m. 9:00 a.m.   Activities 
9:00 a.m. 12:00 p.m.   Team Surveys & Monitoring 

12:00 p.m. 1:00 p.m.   Wrap Up Evaluations and Certificates 
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BASIC TRAINING—DAY ONE 

 

Chapter 1- Welcome & Inspection Protocols 

 

1- Basic Orientation Agenda 

2- Basic Orientation Manual Cover Page 

3- Basic Orientation Manual Table of Contents 

4- Monitoring Inspection of ACH Protocols Powerpoint 

5-Standards of Operation 

6-Role of Surveyor 

7-Team Leader Guidelines 

8-Team Member Guidelines 

 

 

 

BASIC TRAINING----DAY TWO 
 

 

 

Chapter 2-Painting the Picture 

 

1-Painting the Picture-Principles of Documentation Powerpoint 

 

Chapter 3-Principles of Documentation 

 

1- Principles of Documentation Exercises Powerpoint 

2- Adult Care Monitoring Report-Form #4606 

3- Adult Care Corrective Action Report-Form#4607 

4- ACLS Resident Record Review-Form #4608 

5- SCU Checklist Alzheimer’s-Related- Form #4632 

6- SCU Checklist-Behavior #4633 

7- Plans of Correction 

8- Contact Information Form PRC Notice- Form #4611 

9- Citation-Violation Decision Tree 

10- POP form #4659 

 

 



 

 

 Penalty Related Forms  

11-#4657 

12-#4610,  

13-#4610b,  

14-#4660  

15-Bullet/Dash Writing for SOD’s 

16-Sample SOD’s 

 

 

Chapter 4- Medications 

 

1- Medication Monitoring PowerPoint 

2- Exercise: Medication Aide Qualifications 

3- Example FL-2, Garrett Clayton 

4- Example Resident’s Health Service Record, Garrett Clayton 

5- Example Telephone Order, Garrett Clayton 

6- Example MAR, Garrett Clayton 

7- Example Medication Monitoring Form, Garrett Clayton 

8- Instructions for Completing the Medication Administration Skills 

Checklist- Form #4605 

9- Guidelines for Completing the Medication Administration Skills 

Checklist 

10- Measuring Tips 

11- Abbreviations 

12- Inhalers:  Technique for Proper Use of Metered Dose Inhalers 

13- Medication Aide Qualifications Checklist 

14- Storage Information for Medications in Adult Care Homes 

15- Types of Drug Orders.doc 

16- Prescription Label Requirements 

17- Over-the-Counter Drugs 

18- Guidelines for Proper Handling of Medication Samples in ACH’s 

19- Medication Samples Acquisition Log- Form #4627 

20- Sample Medication Error Report –Form #4628 

21- Commonly Used Controlled Substances 

22- Sample Controlled Substance Count Sheet 

23- Psychotropic Medications 

24- Medications That Should Not Be Crushed or Chewed 

25- Medication Distribution Systems 

26- Hyperglycemia-Hypoglycemia Illustration 

27- Tips on Measuring Medications 

28- Safety Rules for Medications 



 

 

29- Guidelines for the Development of Medication Policies & 

Procedures 

30- Medication Management Self-Survey- Form #4612 

31- MAR Inspection Worksheet- Form #4629 

32- Medication Management Quality Assurance Checklist- Form #4641 

33- Medication Observation Worksheet- Form #4642 

34- Medication Storage Inspection Worksheet- Form #4615 

35- Exercise:  Introduction, John Matthews 

36- Exercise:  FL-2, John Matthews 

37- Exercise:  Telephone Order, John Matthews 

38- Exercise:  MAR, John Matthews 

39-Administration Monitoring Form, John Matthew 

40-Medical Release Form 

41-Facility Medication Aide Verification Form 

42-Med Training Requirements 

 

BASIC TRAINING----DAY THREE 
 

 

 

Chapter 5-Staff Training and Competency 

 

1- Staff training Qualifications Powerpoint 

2- Perpetual Staff Log-Form #4617 

 

 

Chapter 6- Licensed Health Professional 

Support-LHPS 

 

1- LHPS Powerpoint 

2- LHPS Self-Assessment- Form #4637 

3- LHPS Survey Guideline 

4- LHPS Review and Evaluation of Resident- Form #4618 

5- LHPS Initial Evaluation and Quarterly Review- Form #4619 

6- Example LHPS Review-Injection 

7- Example LHPS Review- Diabetes and Lung Disease 

8- LHPS Review Tracking Tool-Form #4620 

9- LHPS Quality Assurance Tool-Form #4621 

10- LHPS Skills Competency Evaluation Form -Form #4622 

11- Tracking tool 

12- Staff Validation by LHPS Tracking Tool-Form #4623 

13- Temporary LHPS Physician's Certification-Form #4624 



 

 

14- Sample MAR, Garrett Clayton 

 

 

 

Chapter 7- Health Care 

 

1- Monitoring Healthcare Powerpoint 

2- Health Care Self-Survey Tool- Form #4636 

3- Quality Assurance Tool for Tracking Lab Work (Labs)-Form #4625 

4- Quality Assurance Tool for Tracking Medical Appointments-Form 

#4626 

 

 

 

Chapter 8-   Personal Care, Supervision, Accident and 

Incident Reporting, Restraints, Assessment and 

Care Planning 

 

1- Personal Care Powerpoint 

2- Personal Care Self Survey Module 

3- DMA-3050R 

4- Resident Assessment Self Instructional Manual for Adult Care 

Homes 

5- Accurately Measuring Water Temperatures 

6- Hot Water Temperatures Self-Survey Tool 

7- Factors to Be Considered When Analyzing Hot Water Safety Issues in 

Facilities 

8- Common Medical Abbreviations 

9- Monitoring Personal Care and Health Care 

 

 

 

Chapter 9- Food Service 

 

1- Basic Food Service Powerpoint 

2- Food Service Orientation Manual 

3- Menu Substitution Form- Form #4613 

4-Purees 

5- Food Service Activity (cover page) 

6- Food Service Monitoring Activity 

7- Food Service Monitoring Worksheet- Form #4614 

8-Butterfields Assisted Living 

9-Diet list-activity 

10-FL2-April B 

11-FL2-Margaret 



 

 

12-FL2 May G 

13-FL2 Myrtle 

14-FL2 Simon 

 

BASIC TRAINING----DAY 

FOUR 

 

 

Chapter 10- Activities 

 

1- Activities Powerpoint 

2- Guidelines for surveying activities 

 

 

 

Chapter 11- County Oversight  

         1-County Oversight Powerpoint 

2-Rule area guideline form 

3-Abrupt Closure process for DSS 

 

Chapter 12-General Statutes & Rules 

Chapter 13-Participant Activities 

1-Mr.Oranje’ 

2-Mr. Pear 

3-Mr. Plumb 

4-Mrs. Betty Berry 

5-Mrs. Apple 

6-Mrs. Bluebarry 

7-Mrs. RasBerrie 

9-Resident selection form 

10-Sample Survey Worksheets 

         11-Team 1 Exercise 

         12-Team 2 Exercise 
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Division of Health Service Regulation
Adult Care Licensure Section

2708 Mail Service Center
Raleigh, NC 27699-2798

Phone: (919) 855-3765
Fax:   (919) 733-9379

Questions may be sent to:
DHSR.AdultCare.Questions@lists.ncmail.net

1

Other DHSR 
Adult Care Licensure Section 
Regional Offices
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THANK YOU FOR 
TURNING OFF YOUR 
CELL PHONES AND 

PAGERS

Monitoring/
Inspection of 

Adult Care Homes  
Protocols
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OBJECTIVES
At the end of this session

the participant will be able to:

 Identify the purpose of inspection/monitoring

 Identify the types of inspection/monitoring

 Utilize general inspection/monitoring
protocols

 Utilize a six-step inspection/monitoring
process

Purpose Of All 
Inspection/Monitoring Is To:

* Evaluate/Determine/Promote Rule 
Compliance with an Overall Intent to 
Protect the Health, Safety, and 
Welfare of North Carolina Adult 
Care Home Residents



4

Monitoring Triggers:

* Routine (planned) monitoring 
at least quarterly

* Complaint Investigations
* Entity reported death 
Investigations

* Follow-Ups 

General Inspection/Monitoring 
Protocols

 Attitudes (Personal Skills)

* Professional/Courteous/
Congenial

* Open/Direct/Concise

* Objective/Constructive/Helpful
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General Inspection/Monitoring 
Protocols

 Visits:
* Routinely Unannounced
* Routinely during established 

business hours
* Always have a specific purpose

and a detailed plan

General Inspection/Monitoring 
Protocols

 Resident Interactions:
* Respect Rights/Confidentiality

* Knock before entering room
* Seek consent to speak to or 
examine resident or belongings

* Request staff presence with 
physical interventions

* Ensure private discussions are not 
overheard
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General Inspection/Monitoring 
Protocols :

 Staff Interactions:
* Respect Needs/Confidentiality

* Initiate Contact & Identify 
Purpose

* Be Considerate of Need to Serve 
Facility & Residents

* Ensure private discussions are not 
overheard

General Inspection/Monitoring 
Protocols

 Staff Interactions:

* Respect Needs/Confidentiality
* Seek Understanding
* Share/Clarify/ Validate Findings
* Intervene Only to Prevent Serious 
Errors or Provide Technical Assist.

* Acknowledge Good Work & Problem 
Solving Efforts
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Monitoring Process
 Step 1.  Plan and Prepare

Monitoring Trigger Plan Based On:

Routine (planned) Annual Survey
Findings

Complaint Investigation    Potential Rule/Rights
Non-Compliance

Follow Up Previous Rule/Rights
Non-Compliance

Monitoring Process

 Step 2. Conduct Entrance Conference:

* With Administrator or Designee
* Communicate purpose of visit ( General 
Rule Area) 

* Information/Assistance Required
* Notice of Exit Conference & Time if 
Known

* Staff Involvement/Assistance Required
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Monitoring Process
 Step 3. Collect and 

Evaluate Specific Data:

* Conduct Facility Tour, select 
appropriate sample/size

* Take the Lead, stay focused
* Keep designated person informed and 
request any information unable to 
find

* Be Courteous

Monitoring Process
 Step 4. Pre-Exit Conference Planning:

* Make Notes of What to Tell Administrator 
or designee (Fundamental Focus Forms)

* Complete/Start Reports
* Monitoring Report (MR)
* Corrective Action Report? (CAR)
* Do You Have a Violation? 

* Plan of Protection?
* Is it Past Corrected?
* Intend to Write a Penalty Proposal?
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Monitoring Process

 Step 5. Conduct An Exit Conference: 
* No surprises……
* Present Findings Before Leaving or
* +/- Findings Explained & Clarified

* Show Findings Are Rule Based
and Supported By Evidence

* Leave Copy of Monitoring Report

Monitoring Process
 Step 6. Complete Follow-Up:

* Provide Monitoring Report
* Provide Additional Reports 
Within Specified Time 
Frames

* It is Called a Process 
Because The Steps are 
Repeated on each Follow-
Up



 

ADULT CARE LICENSURE SECTION STANDARDS OF OPERATION 
________________________________________________________________________ 
Section:  Adult Care Licensure Section 
Title:  Adult Care Licensure: Type A1, Type A2, Past Corrected Type A1 or A2 and 

Type B Violations  
Effective Date:  09/13/11 
Revised Date:  
_______________________________________________________________________ 
 
Purpose: 
The purpose of this procedure is to define the process when Type A1, Type A2, Past Corrected 
Type A1 or A2 or Type B Violations are identified on surveys and when to schedule follow-up of 
violations. 
 
Statutory Authority: 131D-34 
 
1. Type A1 and A2 Violations 

• When a Type A1 or A2 Violation is identified, the surveyor contacts the supervisor and 
reviews the findings.  If it is agreed a Type A1 or A2 violation is to be cited, the provider 
or their designee will submit a written plan of protection before the surveyor leaves the 
facility.  (ACLS form # 4659 “The Plan of Protection” is provided to the administrator or 
designee for completion.)  The plan of protection must include actions the provider will 
take to eliminate the threat(s) of serious physical harm, abuse, neglect, exploitation or 
death to residents.  The surveyor/team will evaluate the plan of protection to ensure it 
directly addresses the non-compliance cited and eliminates the actual or substantial risk 
of serious physical harm, abuse, neglect or exploitation or death. 

• The facility has 30 days from the exit date to correct Type A1 and A2 Violations. 
• Failure to submit a plan of protection may result in a summary suspension of the license 

to operate if the risk to residents requires emergency intervention by DSHR.  If there is 
imminent risk to one or more residents, local APS staff will be notified before the 
surveyor leaves the facility.  

•  The follow up to the Type A1 or A2 Violation is scheduled to ensure the 30 day time of 
correction has passed and there is a period of time after the 30 day to allow for full 
evaluation of the correction of the non-compliance. 

 
**After determination by QIC review that the findings support a Type A1 or Type A2 Violation: 

• For Type A1 Violations, the surveyor will follow procedures for a penalty proposal. 
• For Type A2 Violations, determination if a penalty proposal will be forwarded is made 

after taking in consideration the compliance history of the past 36 months, preventive 
measures and response to previous violations by the facility.  The surveyor/team will use 
ACLS form # 4660 “Type A2 – Determining if a Penalty Should be Proposed” for the 
determination.  (The form is maintained with surveyor notes.)  The provider will be 
informed when the decision is made.  
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2.  Unabated Type A1 and A2 Violations 
• A follow up visit is conducted to assess if the Type A1 or A2 rule violation has been 

corrected within the 30 day required time frame.  This follow-up involves a detailed 
evaluation of the specific rule area cited and corrective action has taken by the facility to 
ensure the deficient practice is not only presently corrected but also that systems are in 
place to ensure sustained compliance. 

• If the facility has not corrected the violation, an Unabated Type A1 or A2 violation is 
identified.  The facility is to provide a plan of protection in writing before the 
surveyor/team leaves the facility.  (ACLS form # 4659 “The Plan of Protection” is 
provided to the administrator or designee for completion.)  The facility must provide in 
writing a date not more than 30 days from the exit date by which they will be in 
compliance.    The date the facility will be in compliance may be faxed to the surveyor’s 
or team’s office within 24 hours. 

• A second follow up visit is conducted to determine if the deficient practice resulting in 
the Unabated Type A1 or A2 violation has been corrected by the submitted date.   

 
**After determination by QIC review that the findings support the Unabated Type A1 or 
Unabated Type A2 Violation, the surveyor/team will follow procedures for a penalty proposal for 
Unabated Violations. 
 
Recommended daily fine for Unabated Type A1 or Type A2 Violations: 
 

Unabated Type A1 or A2 Violation 
 Unabated Type A1 Unabated Type A2  

Adult Care Homes licensed for  
6 or less beds (Family Care Homes) 

 
$500.00/day 

 
$375.00/day 

Adult Care Homes licensed for  
7 or more beds 

 
$1,000.00/day 

 
$750.00/day 

 
 

3. Past Corrected Type A1 or A2 Violation  
• When a Past Corrected Type A1 or A2 Violation is identified during survey, a Plan of 

Protection is not required.  The surveyors will contact supervisor for review of the rule 
area and assess the following factors in considering whether a penalty should be 
proposed: 

 
a. Preventative measures in place prior to the violation. 
b. Whether the violation or violations were abated immediately. 
c. Whether the facility implemented corrective measures to achieve and maintain 

compliance. 
d. Whether the facility’s system to ensure compliance is maintained and continues 

to be implemented. 
e. Whether the regulatory area remains in compliance. 

 
**If the above factors are met, no penalty will be proposed 
**If factors for ‘b’, ‘c’, or ‘e’ above are not met, a penalty will be proposed. 
 

• A Plan of Correction is not required and no follow-up is scheduled for past corrected 
Type A1 or A2 Violations. 
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• Findings for the violation include the facility’s response to the violation (the factors listed 
above that were met.) 

 
**After determination by QIC review that the findings support a Past Corrected Type A1 or Type 
A2 Violation, the surveyor/team will use ACLS form # 4657 “Past Corrected A1/A2: 
Determining if a Penalty Should be Proposed” to determine if a penalty will be proposed.   
 
4. Type B Violation Identified 

• When a Type B Violation is identified during survey, the provider or their designee will 
submit a written plan of protection before the surveyor/team leaves the facility.  (ACLS 
form # 4659 “The Plan of Protection” is provided to the administrator or designee for 
completion.)  The plan of protection must include actions the provider will take to 
eliminate the non-compliance that is identified as detrimental to the health, safety and 
welfare of residents. 

• The facility has 45 days from the exit date to correct Type B Violations 
• Failure to submit a plan of protection may result in further administrative action.  If there 

is significant risk to one or more residents, local APS staff will be notified before the 
surveyor leaves the facility. 

• The follow up to the Type B Violation is scheduled to ensure the 45 day time of 
correction has passed and there is a period of time after the 45 days to allow for full 
evaluation of the correction of the non-compliance.    

 
5. Unabated Type B Violation 

• A follow up visit is conducted to assess if the identified Type B rule violation has been 
corrected within the 45 day required time frame. 

• If the facility has not corrected the violation, an Unabated Type B Violation is cited.  The 
provider or their designee will submit a written plan of protection before the 
surveyor/team leaves the facility.  (ACLS form # 4659 “The Plan of Protection” is 
provided to the administrator or designee for completion.)  The facility must provide in 
writing a date not more than 45 days from the exit date by which they will be in 
compliance.  This may be faxed to the surveyor’s or team’s office within 24 hours.   

• A second follow up visit is conducted to determine if the deficient practice resulting in 
the Unabated Type B violation has been corrected by the submitted date.   

 
**After determination by QIC review that the findings support the Unabated Type B Violation, 
the surveyor/team will follow procedures for a penalty proposal for Unabated Violations.  
 
Recommended daily fine for an Unabated Type B Violation: 
 

Unabated Type B Violation 
Adult Care Homes licensed for 6 
or less beds (Family Care Homes) 

 
$ 100.00/day 

Adult Care Homes licensed for 7 
or more beds 

 
$200.00/day 
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Purpose: 

The purpose of this information is to establish guidelines for the role of 

surveyor in the adult care licensure section and give direction to the 

surveyor for on-site inspections.  

 

Policy: 

This policy applies to all facility survey consultants in the adult care 

licensure section of DHSR.  Surveys of adult care facilities are conducted 

annually to ensure compliance with licensure rules in accordance with NC 

G.S. 131D-2.11.  The surveyor uses observation, record review and 

interview to gather information regarding the facility’s compliance with the 

licensure rules.  The county Department of Social Services Adult Home 

Specialists is invited to participate as a member of the survey team. 

 

Surveyor Credentials: 
Adult Care Licensure consultants are employed by the State of North 

Carolina and are authorized by statute to conduct inspections of adult care 

facilities.  Surveyors are expected to wear their NC DHHS identification 

badge while in the facility.  County DSS personnel are also authorized by 

statute to monitor and inspect adult care facilities and should also be able 

and prepared to furnish identification if requested. 

 

Implementation: 

A. Surveyor Conduct: 
1.  Demeanor and Communication:  

Surveyors should: 

a) present a professional and congenial demeanor reflecting both a 

regulatory role and that of a visitor in the facility;  

b) promote effective communication with the administrator and 

facility staff; 

c) seek information through communication that is clear and 

courteous and demonstrates respect and sensitivity to the current 

circumstances and situations of the work environment;   

d) be alert to life threatening issues and communicate accordingly 

e) not lecture to facility staff or provide non-essential commentary 

such as personal opinions or comparisons with other facilities;   

f) be objective in surveying and reporting of findings; 
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g) listen and respond to the provider’s explanations, concerns and 

questions;   

h) be responsive to and accommodate any previously scheduled 

meetings and appointments of the administrator and staff during 

the survey; and 

i) respect the need for staff to address unscheduled needs or incidents 

that call for the immediate attention of management or other staff.   

j)    Physical Contact with Residents 

If the surveyors consider a hands-on examination of a resident 

appropriate and necessary, he/she should: 

1) request consent of the resident (consent must be granted before 

examination); 

2) request that a facility staff person be present and provide or 

assist with the necessary physical intervention; and explain to the 

resident and staff present the reason for the physical 

examination. 
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Guidelines/Responsibilities for Team Leader 
 

 
 

 I.  Off Site Preparation 

 Actions 

 For annual surveys, contact regional ombudsman confirming date of 

survey (at that time notify of any survey schedule changes) and request 

information about concerns and resident/family members for contact and 

sample consideration.  Provide estimated date and time of exit 

conference. 

 Review facility file for current license, licensure action(s), floor plan (if 

available), outstanding CARs, monitoring reports, violations and Plans of 

Correction and dates of any outstanding noncompliance.   

 Check ACTS for complaints history for past 6 months and any open 

complaints. (Will need to determine if AHS has completed any of the 

open complaints and will need to incorporate named residents and rules 

areas into survey if the AHS has not exited with the facility.)  

 Obtain from the AHS current concerns, complaints and any pertinent 

situations or circumstances going on in the facility. Also, determine if 

AHS has completed any of the investigations and exited with the facility 

for the open complaints in ACTS.     

 The team leader will assure hotel reservations, sign out state car and 

schedule team meeting. 

 Coordinate and conduct team meeting, including County AHS if 

participating in survey:  

Designate tour areas for each team member  

Designate timekeeper for survey 

Designate team member to complete Dining and Meal Observation 

Designate team member to complete Medication Administration 

Observation 

Review rule areas and named residents in complaint intake(s) 

Coordinate meeting times and place 

 

 

 

 

 

 



Page 2 of 8 
Rev. 2013-10-03   

 II.  Entrance Conference 

 Actions 

 All team members enter the facility at the same time on the first day of the 

survey.  

 Introduce self and team members to the staff in charge. Explain purpose 

of the visit, (Annual, Follow up, Complaint Investigation). Provide 

planned date of exit, explaining it could change and facility will be kept 

abreast of changes. 

 Provide business card from each team member. 

 Request private space to work. 

 Request the facility to designate a contact person with whom the team will 

share findings, request additional information and discuss concerns. 

 Ask if the facility has policies/procedures that the team needs to comply 

with during the onsite survey, e.g., signing into facility or signing out 

resident records.  If so, assure that all team members are aware. 

 Request a copy of the current resident roster by room number for each 

team member (use one copy to number the residents’ names to be used as 

resident identifiers), the number of residents receiving state assistance and 

a list of staff on duty for all days of the survey. Provide STAR rating 

packet, explaining it will need to be completed and returned to team 

leader by end of survey.   

 The team leader will determine meeting times following the tour of the 

facility, to select a sample, and throughout the survey, to discuss trends 

and findings. 

 Using information from observations and interviews with 

residents/staff/family members, obtained during the facility tour, the team 

leader will coordinate the sample selection based on the identified 

concerns and outstanding noncompliance and/or complaint intakes. 

 

 

 III.  Survey 

 After the initial tour is completed, the team members should meet briefly 

to begin to identify the core sample of residents to be included in the 

survey.  

 The guide below is for determining sample size or number of records to 

review in facilities.  When problems are identified, the sample size may 

need to be expanded for the specific area in order to determine the 

severity or lack of system regarding the non-compliance. 

 Action 
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  Select sample size based on table below:   
 Facility Census: Minimum # for structured Interviews 
 0-30 3 
 31-80 5 
 81- and greater 7 

 Modify sample size in specific rule areas if indicated.  For example: If you 

find problems with 2 of 3 sampled residents, you may want to look at 1 or 

2 more residents for the specific rule area in question.  

 You always want to have a sufficient number of the sample subsets to 

determine the scope of compliance/noncompliance.  When you expand, 

you are only looking at the specific rule area for which you expanded.  

 

Note: In adult care homes with special care and assisted living units, the 

sample is a combination to include at least 2 interviews with residents or 

family members/responsible party of the unit with the smaller census.  If 

problems or concerns are identified on the unit with the smaller census, 

the number of interviews for that unit may be increased and the number 

for the unit with larger census may be decreased. 

 

For example, an adult care home with a census of 60 residents in the 

assisted living unit and 30 residents in the special care unit, 7 structured 

interviews would be conducted (at least 2 interviews with 

family/responsible party for the special care unit and 5 resident or family 

member/responsible party interviews for the assisted living).   

 

 Team members will be assigned residents from the sample to conduct 

structured interviews and further observations.  All team members will 

conduct interview with staff and residents accordingly.   

 The team will meet frequently to discuss findings.  The team leader will 

encourage all team members to get appropriate information to support 

their findings.   

 Team leader will schedule a time for the team pre exit meeting.  

 The team leader will share team decisions and needs of the team with the 

designated facility staff person when necessary.   

 If a violations are identified, the team leader will (discuss with his/her 

supervisor Type A Violations) orally and immediately inform the 

administrator of the findings which constitute the violation and request a 

Plan of Protection.   

 If noncompliance with the Centers for Disease Control (CDC) 

recommended infection prevention guidelines is identified during the 
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survey, document the applicable information on form DHSR/AC 4662 

Reporting Non-Compliance of Infection Prevention Guidelines by the end 

of the survey.  

 The team leader will advise the Administrator, or person in charge, of the 

anticipated time of the exit conference.  In the event more time is needed 

than originally stated, the team leader will inform the Administrator or 

person in charge. 

 If the team is not ready to leave the facility by 5:00pm, the Administrator 

shall be consulted.  The team at no time is to remain in the facility after 

7:00pm. 

 

 

 IV.  Coordinate Pre-Exit conference 

 Action 

 The team leader will coordinate the pre-exit conference for the purpose of 

determining patterns of non-compliance with rule areas. The team will 

identify, discuss and support deficiency decisions.   

 The team leader will note all deficiencies including rule number and area 

and document responsible staff.  In the event there are disagreements 

about citations that can’t be resolved with discussion, the team leader will 

contact his/her supervisor for direction.   

 The team will determine if additional information is necessary to support 

the noncompliance. 

 Be aware of issues which may present an imminent danger to the health 

and safety of any resident and contact your supervisor. 

 If there are multiple violations and deficiencies, and/or pervasive issues, 

the team will discuss licensure action recommendations if appropriate.  If 

the team concludes licensure action is necessary, the team leader will 

discuss the recommendation with his/her supervisor (Suspension of 

Admissions, Provisional License, Summary Suspension, and Revocation). 

 The team leader will present information in the exit conference with all 

team member(s) present for explanation if needed. 

 

 

 V.  Exit Conference 

 Action 

 The team leader will thank facility staff and acknowledge special 

courtesies. 

 The team leader will verify the facility’s correct email address. 
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 The team leader will review the format & procedure for which the facility 

will receive all correspondence related to the survey. (electronic or paper)  

 The team leader will provide the facility with copies of the resident & staff 

identifiers. (Identifiers are not used for resident and staff interviews in the 

report.) 

 The team leader will share rule based findings and explain to the facility a 

Statement of Deficiencies will be mailed within 10 business days. (There 

should be no surprises at the exit. All information should have been shared 

throughout survey.)  The team will respond to questions and allow the 

facility to provide additional information.  If discussions becomes extensive 

in length, the team leader will request information be sent, via mail or fax, 

to the team leader’s attention. 

 The team leader will inform the facility to respond with their signed plan of 

correction (POC) within 15 business days.  A date of compliance and a 

quality assurance component must be included in the POC.  

 If licensure action is being recommended, the team leader will advise the 

contact person that licensure actions will be discussed with DHSR 

management and the team leader will notify the administrator/licensee by 

telephone and in writing of decisions. 

 The team leader will collect the Star Rating packet and provide the 

Administrator/Designee with Star Rating ‘Quick Guide’ handout.  

 

 

 VI.  Post Survey:  Guidelines (may vary if home-based) 

 Action 

 The team leader is responsible for completing and submitting the Track and 

Field form to QIC Coordinator upon returning to the office.  Any 

recommendations for Type A violations or licensure recommendations should 

be discussed with Supervisor and/or Branch Manager upon returning to the 

office. Immediately inform Team Supervisor/Branch Manager of multiple 

Type A’s/B’s and licensure action concerns.   

 The team leader is responsible for setting the survey up in ACO, (form 2567) 

unless otherwise indicated.  The team leader will provide each team member 

with a copy of the updated resident and staff identifiers, as well as the survey 

times.  

 The team leader will submit the completed form DHSR/AC 4662 Reporting 

Non-Compliance of Infection Prevention Guidelines to the QIC Coordinator 

within 2 working days of the exit conference, if applicable. 

 The team leader will complete the Adult Care Home Monitoring Key 
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Indicator Checklist/Star Rating Information form and save using the format: 

FacilityName_SurveyExitDate_KICS_ASPENEventID.  The team leader will 

email the completed form as an attachment (word document) to 

DHSR.AdultCare.Star@lists.ncmail.net, Team Supervisor and Branch 

Manager within 5 working days after completion of the survey. Include the 

generator and sprinkler documents as attachments in the email. 

 Team members are responsible for entering their findings into ACO by the 

agreed upon date.  County Adult Homes Specialist will e-mail their draft 

findings to the team leader for inclusion in the ACO Statement of 

Deficiencies.  *Information e-mailed is considered public, therefore only 

resident and facility staff identifiers are to be used.   

 The team leader is responsible for tracking the progress of the other team 

members’ data into ACO, and making sure team members are aware of the 

deadline for entering their findings.   

 Once all survey data has been entered into ACO, the team leader will review 

the Statement of Deficiencies for formatting and accuracy of information.   

 Not later than 5 business days from the exit date of the survey, the team 

leader emails a copy of the final Track and Field form to QIC Coordinator 

indicating that the SOD is ready for review.  (All reports must be submitted 

by the 5th business day.) Be sure to identify if licensure actions is 

recommended or not.  (Note: All determinations regarding licensure 

actions are made by the Chief after reviewing the written findings.  The 

team leader will contact the Administrator and/or Licensee of licensure 

actions via telephone.  A written notification will be sent to the 

Administrator and Licensee.)  

 After QIC review of SOD, the team leader will notify the team members of 

any corrections needed, and give a date for completing corrections.   

 The team leader will prepare the cover letter and SOD to be mailed/emailed to 

the facility by the 10th business day after the survey exit date. The cover letter 

and SOD is to be carbon copied to the County DSS Supervisor, Raleigh 

Office File, Regional Office File (i.e. Lexington, Clinton, and Asheville), 

Facility Administrator (if different from licensee) and Team Supervisor.  

A copy of the cover letter should also be sent to the Processing Assistant (for 

tracking and filing) and DHSR.AdultCare.Star@lists.ncmail.net. 

If survey is a follow-up, include a signed and dated revisit report, if 

applicable.  

 If the level of deficient practice rises, the team leader will notify the facility 

and request a Plan of Protection and inform facility of the correction date, by 

phone and document. 

mailto:DHSR.AdultCare.Star@lists.ncmail.net
mailto:DHSR.AdultCare.Star@lists.ncmail.net
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 The team leader will ensure the SOD packet has been forwarded to be mailed 

to the licensee by the 10th business day from the survey exit date. 

 The team leader will coordinate any licensure action, ensuring the negative 

action time frames are met. 

 The team members will give the team leader their survey notes for filing in 

the sensitive files.  The team leader should request a copy of the County Adult 

Home Specialist’s sensitive notes for DHSR sensitive files.  All team 

sensitive notes must be given to the Team Supervisor. 

 The Team Supervisor is responsible for submitting and faxing QIC comments 

to QIC Coordinator for filing.  Note: QIC comments should not be included in 

the public or sensitive note files.   

 The team leader makes a copy of the facility floor plan (if received) and sends 

to the Raleigh Office for the public file.  

 Each team member is responsible for entering survey time and travel time 

into the Survey Monthly Activity Tracking Log.   The Team Leader is 

responsible for entering survey information into the log as indicated by the 

log instructions.   

 
 

 

 VII.  POC REVIEW 

 The Team Leader is responsible for receiving and initially reviewing the 

facility’s Plan of Correction (POC).  When the Plan of Correction is received, 

review and make sure the POC includes: what measures will be put into place 

to correct the deficient practice; what measures will be put into place to 

prevent the problem from occurring again; who will monitor the situation to 

ensure it will not occur again; how often the monitoring will take place; and, 

date the plan of correction will be completed. The facility should address not 

only how the deficient practice will be corrected for those residents cited in 

the survey, but the plan should also be a system fix for all residents in the 

facility.  

The team leader will approve or disapprove the POC and send a letter of 

notification, if not approved, to the facility documenting reasons.  

 If facility fails to return the POC within 15 working days, the team leader 

contacts the facility assuring timely response. 

The failure of a provider to return a POC will not delay or deter the follow up 

survey.  The team leader is responsible for sending a letter providing 

notification to the provider. 
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 VIII.  Follow up Survey  

 A follow up survey to all the cited Violations will be completed after 

correction dates have passed.  A follow up to standard deficiencies will be 

completed on the next on-site survey (annual or complaint). 

After the follow up survey, the team leader will complete the necessary 

documentation i.e. letter notifying the facility of compliance.  For all citations 

found to be in compliance the Team Leader will enter a date of correction in 

ACO.   

Corrected deficiencies are documented back to the facility on a 2567B form 

(ACO).  If non-compliance is found, the team will complete a Statement of 

Deficiencies for all areas not corrected. The team leader will complete the 

appropriate letter for the follow up survey and follow the guidelines at “VI. 

Post Survey”.   

If previously cited violations are found to be unabated, complete an Unabated 

Administrative Penalty Proposal. 
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 I.  Off Site Preparation 

 Action 

 Participate and assist in offsite preparation for survey.  Gather all needed survey 

forms and other resources (thermometer, rule book, medication book, etc.) 

 Ensure that you are aware of the agreed upon departure time from the office, 

departure time from the facility and any other meeting times for the team.  Be ON 

TIME.  If an emergency arises, contact the team leader or the office as soon as 

possible so that other arrangements can be made.  The route or travel plans for the 

survey are based on travel from the office.  Team members should travel in one 

state car if possible.  Trips of more than 1 day and that are 60 miles or greater or 1 

hour in travel are generally considered overnights.  The option to commute is 

open but with the understanding that commuting back and forth is not to be 

figured for comp time.  Team members are expected to enter and exit at the same 

time during the survey on all days unless you have obtained prior approval from 

your supervisor.  

 Arrangements for meeting members, including county staff, the first day of the 

survey should not be at the facility but at a convenient location.  (This works 

better if there are not delays or changes with the survey). 

 Record the date designated by the team leader to have completed entering your 

findings into ACO.  This allows the team leader time to review findings prior to 

giving the Statement of Deficiencies to DHSR Management for review. 
 

 II.  Entrance Conference: 

 Action 

 Team members are expected to enter and exit at the same time during the survey. 

 Give the team leader your business card. 

 Each team member should sign in and out of the facility as appropriate if facility 

requires visitors to sign in. 

 All team members will communicate with the various staff they are working with 

e.g. food service staff, medication aides, etc.  All team members will be available 

to answer questions throughout the survey. 

 Facility staff is to have access to any records we may be using in order to 

minimize our interference with the normal work routine of the staff.  If facility has 

a chart sign out process, team members will comply. 
 

 III.  Survey: 

 Action 

 All team members participate in the tour talking briefly with staff, residents and 



Guidelines/Responsibilities for Survey Team Member 
 

Page 2 of 3 
Revised 09/2013 

family members while making general observations.  Tour findings are 

documented. 

 The survey will focus on observations and interviews of sampled residents or 

family/responsibility parties and staff.  During all observations, attention should 

be made to care being given, staff interactions with residents and infection 

prevention practices. Reference the survey process regarding Tour and 

Observation, Dining and Meal Observation, Medication Administration 

Observation and Structured Interview for Resident and/or Family and Staff. 

 The surveyor will investigate any concerns conveyed during the process and will 

expand the survey to clarify concerns and to determine if the facility is in 

compliance.  If problems with care and services are identified, the content of the 

record will be evaluated in order to confirm or obtain needed information to 

determine compliance in the specific area identified.  The decision to expand a 

survey in a specific rule area is made by the survey team after a brief review of 

the non-compliance found in the identified area.  If problems are identified during 

the review of staff records, 2 additional records will be reviewed for the specific 

area to confirm or obtain needed information to establish the extent of the 

deficient practice.  If there are multiple violations and deficiencies, and/or 

pervasive issues, contact your supervisor.  

a.  The team members will meet frequently to discuss findings.  Share any difficulties 

in obtaining needed information or other issues with the team leader, which might 

lengthen the survey.  If you complete your assignment, ask the team leader or 

other team members for tasks that need to be done.  

b.  The facility should be given every opportunity during the survey process to 

submit any information that would invalidate any finding by the survey team.  

Problems identified as immediately impacting resident safety should be shared 

with the team leader as soon as identified, i.e., hot water temperatures, smoking, 

wanderers etc. 
 

c.  IV.  Pre-Exit 

d.  Action 

e.  The team pre-exit conference will be held for the purpose of determining patterns 

of non-compliance and deciding what will be cited as deficiencies.  Team 

members will share their findings and consensus will be reached as to which 

deficiencies will be cited based on scope and or severity.  In the event there are 

disagreements about citations that can’t be resolved with discussion, contact your 

supervisor.  The team at the pre-exit, if applicable, will discuss any 

recommendations for administrative sanctions. 

f.  The team leader usually does the bulk of the presentation; however, the 



Guidelines/Responsibilities for Survey Team Member 
 

Page 3 of 3 
Revised 09/2013 

responsibility can be shared as necessary.  Remember this is to be concise 

information, as the details should have already been shared with the appropriate 

facility staff during the survey. 
 

g.  V.  Exit Conference 

h.  Action 

i.  If you are asked by team leader to address your deficiencies, give clear, concise 

report of the deficiencies with sufficient detail to substantiate the findings. 
 

 VI.  Post Survey: 

 Action 

 Team members are responsible for entering their findings into ACO by the agreed 

upon date.  Team members will make necessary changes after QIC review by the 

designated date.  After the deficiencies are completed and reviewed as necessary, 

the team members will give the team leader their field notes for filing in the 

sensitive files. 

 Each team member is responsible for entering survey time and travel time into the 

Survey Monthly Activity Tracking Log. 
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