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COMY Initial Comments 000

Report by Suzanna Fay

DHSR Construction Section conducted a Biennial |
Survey on October 13, 2015 from 10:35 &AM o fg;l NI RVEIER
11:41 AM at the above referenced facility. DHSR N S T
records indicate the home was first licensed on f L (AN @8 90 B
August 1. 1986 as a Family Care Home for six AN 20 2016 |
ambulatory Residents (able to evacuale and | L] ||
respond without any physical or verbal assistance P ———————
during & fire or other emergency.) Based on this [P P FILEY - I
infarmation we are reguiring the home to maintain
compliance with the following: the 1584 Family
Care Homes Minimurm Standards and
Regulations, applicable portions of the 2006
Rules 104 MCAC 136 for Family Care Homeas
and the 1978 (Revision §) North Carolina State
Building Code - Section 400,71 (g) - Residential
Care Facilities.,

Atthe time of our visil, we cited deficlencies thai
require an accepiable plan of correction. They
are as follows,

Mote: Please provide a phone number where the ,
adminisirator or contact person can be reached, I
Mumerous calls were placed over several days to I
{336) 534-1416 and to {338) 421-0435. No -
response was raceived to these calls. I
Dbservalions revealed that calls were not i
returned 1o the Staff person in charge either when
a question arose,

= 17| Have Currant San, And Fire Safety Approvals CNnr

SECTION 0300 - THE BUILDING

104 NCAS 136 0302 DESHGN AND

COMSTRUCTICN

{n)  The home shall heve current sanitation and
| fire and building safely Inspection reports which
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C 17 Continued From page 1 Cu7
! shall be maintained in the home and available for |
| review. .
This Rule is not mat as evidenced by

[ 1. Review of records revealed that coples of the

| current Fire Inspection Report and the current

| Sanitation Inspection were not available st the
site. Provide copies of the Fire and Sanitation

| Reparts for the last two years with your signed
Plan of Corrections.

C 153 Houskeeping And Fumishings-Clean, Repaired C 153

SECTION ,0300 - THE BUILDING
104 NCAC 136 0315 HOUSEKEEPING AMD
FURMISHINGS
[ {a) Each family care home shall;
| {1) have walls, ceilings, and floors ar floor
coverings kepi clean and in good repair,
(2} have no chronic unpleasant odors;
(3} have furniture clean and in good repair;
(e} Thiz Rule shall apply to new and existing
homes.

| This Rule is not met as evidenced by |
1, Observations revealad thal the seat on one of |

the dining rogm chairs had split down the middle |
and the padding was exposed. Have a qualified

| technician repair the sest or provide ancther
chair. Provide documentation of the rapairs in the
form of photos or coplas of receipts or work
orders,

2, Dbsarvations revealed that the ceiling finish in
| the corner of the dinimg room near the hell door
was peeling off and there were vellow stains
| around the damaged partion indicating a possible
leak. Have a qualified technician repair the
cailing and any leaks associated with the
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| the form of photos or coples of receipts or work
| orders,

3. Observations revealed black stains on the
mattrezs cover and pillow on bvo of the four bads

| in the back bedrooms. The staine appear to be

| from bedbugs. Have a qualified exterminator
ireat for pests and follow all steps recommended
by the exterminalor to eliminate the infestation.

| Frovide recaipts for all inspections and

| treatments. If the facility has already been

| treated, provide documentation of the treatment

| and steps taken o eliminate the pests.

C 171 Fira Safety- Evacuation Plan

SECTION 0300 - THE BUILDING

104 NCAC 123G 0316 FIRE SAFETY AND
DISASTER PLAN

(d) Avwritten fire evacuation plan (including a
diagrammed drawing) which has the approval of
| thi local code enforcamant official ghall be
prapared in large print and posted in a ceniral

| location on each floor. The plan shall be
reviewed with each resident on admission and
shall be a part of the crientation for all mew staff.

This Rule is nat mat as evidenced by:
1. Obsarvations revealed one evacualion plan
gitting on the hutch in the dining room.  Post the
plan in a cenfral location. Verify the locations with
| the local Fire Inspector. Provide documentation
| of the repairs in the form of photas.

C 174 Building Equipment Maintained Safe, Operating

| SECTION .0200 - THE BUILDING
| 10ANCAC 13G 0317 BUILDING SERVICE

| C153

damage. Provide documentation of the repairs in |

CA7

C1T4
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174 | Continued From page 3 174

EQUIPMENT
| {a) The building and all fire safety, electrical,
| mechanical, and plumbing eguipment in & family
| cara home shall ba maintzined in a safe and
operating condition,
ij) This Rule shall apply to new and existing
| family care homes.

Thizs Rule is not met as evidenced by

i 1. Observalions revealed that the finish on the

{ kitchen counter to the right of the sink was warn

| dowm through the top laver. Have a qualified

{ technician replace the worn countertops. Provide
documentation of the repairs in the form of
photos or copies of receipis or work orders,

2. Observations revealed that the emergancy
lights in the kitchen and in the hallway were not
working at the time of this survey. Have a
gualified technician repair or replace the
emergency light fictures, Provide documentation
| of the repairs in the form of copies of receipts or
| work orders.

I 3. At the time of this survey the smoke detector |
ir the hall outside of the Stafl room and the

| smicke detector in the fiving room was chinping

| indicating low batteries. Install a battery in 2ach

| detector and insure that the delectors are working
cormacily. Provide documentation of the repairs in
the form of coples of receipts or work orders,

4. Observalions revealed that the trim at the

back door was peeling off the door, Have a
qualified technician repair the door, Provide
documentation of the repairs in the farm of [
photos or copies of receipts or work orders.

5. Obsenvations revealed that the back door
dragged and was difficult to open, Have &
Divisan of Heallh Sarvice Reguistion
STATE FORM [T MDY D21 P canfnuaion shessd A4 of 11
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C 174 | Continued From page 4

quadified echnician repair the door.  Provide
documentation of the repairs in the form of mples
of receipts or work orders,

B, In the shower bath, observations revealed that

| the wall at the shower head was damaged and
the paper was peeling off, the flange was not

| sECUre exposing an opening in the wall and the

| shower head was corroded, Have a qualified

| technician repair the shower haad and wall,
Provide documentation of the repairs in the form
of photos or copies of receipts or work orders,

7. Observations revealed that the overhead light
I in the shower was koose and falling from the
| ceiling. Have a gualified person sacure the light
Provide documentation of the rapairs in the form
i of photos or copies of receipts or work crders.

&, QObservations revealed that the walls around
the aluminum tub doar in the back bathroom were
dirty and the frim was carroding, Have a qualified
| person clean and repair the tub door. Provide
| documentation of the repairs in the form of
photos or copies of receipts or work orders,

| the call switch in the badroom aff of the living
room was mizsing. Have a gualified parson
| inztall a pull chord. Provide documentation of the
repairs in the form of photos.

9. Observations revealed that the pull chord for ‘
|

! 10, Cbservations revealad that in the bedroom
off of the livimg room the outlet behind the bed

| was loose and had been taped up with scolch
tape. Have a qualified technician repalr the f
outlet. Provide documentation of the repairs in-+ |
the farm of copies of receipts or work arders,

11. Obsarvations revealed that the interior wall fo |

| 174
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| G174
the right of the sliding glass door in the Staff reom | |
is unfinished. Have a qualified technician
complete the wall repairz. Provide documentation |

| of the repairs in the form of photos or copies of | |
recaipts or work orders,

12. Observations ravealed that the exterior siding |

| at the base of the wall on either side of the sliding
glass doors is rotting and damaged. Have a

| qualified technician repair the damaged siding.

| Provide documentation of the repairs in the form
of phatos or coples of receipls or work orders.

13. Observations revealed that the bath mat in
the tub of the hall bath was black around the [
edges. Provide a new clean mat for the tub.
| Frovide documentation of the repairs in the farm
| of photos or coples of recelipts or work orders,

14. Observations revealed that the door knob at
| the front entry door was loose. Have a qualified
| technician secure the door hardware, Provide
{ documentation of the repairs in the form of copies
| of recaipts or wark orders.

15, Observations revealed that the electrical |
autlet on the outside wall behind the bed in tha
front cormer bedroom did not heve a cover, Have
a qualified person install & cover plale, Provide
documantation of the repairs in the form of
phoios,

16. Observations revealed that in the back hall
| bath, the sink cabinet was lined with bed pads
| Remove the bed peds and have a qualified
| technician repair any leaks and damages to the
| cabdnets from the leaks. Provide documentaticn
| of the repairs in the form of photos or copies of
receipts or work orders.
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C 174 | Continued From page & | C174 |

| 17. Observations revealed that the plywood ramp |

| off of the front porch was soft and flexible and did [

| hot appear safe or sturdy for exiting. Have a

| qualified technician replace the ramp with a more .
substantial ramp. All ramps are required to have | |
handrails. Provide documentation of the repairs

{ in the form of photos or copies of receipts or work |

| orders, |

| 18. Observations revealed a section of the
exterior rim outside of the front corner badraom
had rotted and broken off. Have a qualified | |
technician repair the exterior wood tim. Provide |

| documentation of the repairs in the form of [

| photos or copies of recalpts or work orders. |

| 19. Observations of the roof revealed a sag in
the roofline at the ridoe to the left of the bathroom [
vent at the front of the facility. Have a qualified | |
i technician inspect the roof for damages and -
make the neceszary repalrs. Provide |
{ decumentation of the repairs in the form of [
phatos or copies of receipts or work orders. | |

| 20. Observations revealed that the dryer exhaust
cap was missing leaving an opening in the
i exterior wall. Have a qualified technician install a | |
dryer cap. Provide documentation of the repairs
| in the form of photas or copies of recalpts or work | |
{ ordars. | |
| 21. Observations revealed broken shards of '
glass in the back window of the back corner
bedroom. Clean and remave the glass to prevent |

| injury. Provide documentation of the repairs in |
I the form of phatos.,

C 123 Quiside Entrances/Exits | ©123 |
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c 123| Continued From page 7 C 123

V. The Building
| C. Physical Environment
8. Dutzide Enfrances/Exits (10 MCAC 420
[ .2209) |
a. All floor levels must have at keast two exits. I
there are only bwo, the exils must be as remote
from each other as reasonably possible
b. At least one entrancedesit door must ba a
{ mimimum clear width of three feet and another
rust be a minimum clear width of two feet and
eight inches.
[ ¢ At least two outside entrences/exits for the
| residents’ floor level must be at ground level ar
| accessible by ramp with a 1 inch rise for each 12
| inches of length of the ramp. If there are only bwo
entrancesfexits, the entrancesfexits must be as
remate from each other as reasonably possible.
{The requirement for the ramp st exits not at
ground level applies fo homes which have at least
| ane resident who needs personal assistance in [
| gelting up or down staps.) '
[ d. All exit doar locks must be easkly operable, by
| & single hand motion, from the inside at all times
| without keys,
&, All enfrances’axit must be free of all
| obsfructions or impedimants 1o allow for full
| instant uze in case of fire or other emengency.
f. All steps, porches, stoops and ramps must be
provided with handrails and guardrails.

This Rule is not met as evidenced by;
1. Cbsarvalions revealed & drop off at the front

| porch of approximately four inches. Thers was
alzo a small ramp at the entrance. Meither the
ramp nor the porch had handrails. Have a

| qualified technician install handrails at the porch

[ and ramp. Provide documentation of the repairs
in the form of photos or coples of recaipts or work

| orders.

ul — -
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|
123 Continued From page 8 ' C123

2. Observations ravealed that the storm door at

the front entrance has a thumb fatch that, when

engaged, does not allow for single hand modion

exiling. Have a qualified technician remove or

disabia the thumb latch. Provide documentation

of the repairs in the form of copies of receipts or
| work orders.

G126 Floors { G125

IV. The Building
{ Z. Phyzical Environment
100 Floors (10 NCAC 420 2211)
a. Al floors must be of smooth, non-skid
| material and 30 constructad as to be easily
| clzanable,
| b, Scalter or throw rugs are not (o be used,
c. Al floors must ba kept in good repair.

| Thiz Rule is not met az evidenced by

| 1. Observations revealed that the vinyl floor in
the kilchen had been patched with tape in front of
the refrigerator, The floar in the dining room was
alzo patched with tape near the living room wall.
Hawve a qualified techniclan properly repalr or
replace the floors in the dining and kitchen areas.
Provide documentation of the repairs in the form
of photos or copies of receipts or work orders,

| 2. Observations revealed that the vinyl floor in
the back hall bath has pulled away from the
edges at the twb unit and dir iz collecting in the
gap. Hawve a qualified technician repair the floor
in the bathroom. Provide documentation of the |
rapairs in the form of photos or copies of receaipts

| or work orders.

C 133 Fire Safety-Fire Extinguishers L13s
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| IV, The Building .
E. Fire Safely Requirement (10 MCAC 420 [
22713)

2. Fire extinguishers of the iype recommended
| by the fire inspecior must be provided. The _
| minimum requirements ara: !
I a. One ten pound {net charga) “A-B-C" type '
centrally located; and

b, One fen pound "A-B-C" or CO2 type kocated
| in the kitchen,

| This Rule is not met as evidenced by

[ 1. Obsarvations revealad that the fire
axtinguishers wera not being serviced. The last
ingpection was conducted in Movember of 2013
and the last monthly in house ingpection was
canducied on January 1, 2014, Have a qualifisd
| techniclan service and tag the extinguishers.

| Train Staff to perform monthly inspactions on the
exfinguishers. Provide documentation of the
repairs in the form of photos or copies of receipts
or work orders.

c 13?! Fire Safaty-Fire Rehearsals | G137

IY. The Building

E. Fire Safety Requirement (10 MCAC 420
2213)

G. Thare must at least four fire rehaarsals aach
yvear with at least one tolal evacuation of the
building every six months. Records of rehearsals
are to be maintained and copies fumished o the
county department of social services for
submission to the Division of Facility Services
annually. The records must include the date and
time of the rehearsals, staff members prasent,

| the length of time for the tolal evacuations, and a
short descriplion of what the rehearsal involved.,
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|
C 137| Continued From page 10 | Cav

| This Rule is not met as evidenced by:
1. Review of records revealed that the Fire and

| Disaster Drill log was not available at the site or
that the Staff parson on sita had not been trained
on where records were kept. Provide a copy of |
the last & months of fire and dizaster drills ‘
conducted at the facility to DHSR/Construction

| Section with your signed Plan of Comrections.
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