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C OOD‘ Initial Comments C 000

LYRA FAMILY CARE

Report by Scott Greenwood e
| i
DHSR Construction Section conducted a Biennial
| Survey on October 25, 2023 from 10:45 AM to {
12:00 PM at the above referenced facility. DHSR i JAN 2 2 2024
records indicate the home was first licensed on ;
| July 08, 2019 as a Family Care Home Five (5) e
non ambulatory residents (unable to respond and
| evacuate without any physical or verbal
assistance during a fire or other emergency).
Based on this we are requiring the home to be in
compliance with the following: the 2005 Rules
10A NCAC 13G for Family Care Homes and the
| applicable portions of the 2012 North Carolina
Building Code - Section 425.4 Small Non
' Ambulatory Care Facilities. |

1.) At the time of our visit, we cited deficiencies
| that require an acceptable plan of correction. All
deficiencies listed were discussed with onsite |
| staff during the exit interview.

2.) Take actions to correct all listed deficiencies,
| once completed provide verification in the form of

photos, receipts, invoices, etc. for all work

performed.
|

The cited deficiencies are as follows:
c 102| Rules Are Minimum Requirements c102 |
| SECTION .0300 - THE BUILDING ‘
10ANCAC 13G .0301 APPLICATION OF
| PHYSICAL PLANT REQUIREMENTS
The physical plant requirements for each family |
| care home shall be applied as follows:
(4) Rules contained in this Section are minimum |
requirements and are not intended to prohibit

‘ buildings, systems or operational conditions that
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exceed minimum requirements;

| This Rule is not met as evidenced by:

1. At the time of the survey it was observed that
the resident bathroom sink faucet hot water
temperature was 117.3 degrees. This is not
compliant with the rule for routine interior
maintenance and resident safety. Take the
necessary steps to maintain the resident
bathroom sink faucet hot water temperature to
between 100 and 116 degrees at all times.

C 174| Building Equipment Maintained Safe, Operating C 174

SECTION .0300 - THE BUILDING

‘ 10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT
(@) The building and all fire safety, electrical,
mechanical, and plumbing equipment in a family
care home shall be maintained in a safe and

| operating condition.
() This Rule shall apply to new and existing
family care homes.

' This Rule is not met as evidenced by:
1. At the time of the survey it was observed that
the towel bar in bathroom # 2 was missing. This

‘ is not compliant with the rule for routine interior
maintenance and allowing the towel to properly
dry. Take the necessary steps to correct this

‘ deficiency.

2. At the time of the survey it was observed that

there was lint buildup and debris behind the

clothes dryer. This is not compliant with the rule
‘ for routine interior maintenance. Take the
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3. At the time of the survey it was observed that
o | the clothes dryer electrical connection pinch
rule for routine interior maintenance and could
potentially cause a shock hazard. Take the
necessary steps to correct this deficiency.

4. At the time of the survey it was observed that
there was s torn section of flooring in the laundry
room. This is not compliant with the rule for

routine interior maintenance and could potentially

cause a tripping hazard. Take the necessary
steps to correct this deficiency.

5. At the time of the survey it was observed that
the stove hood light bulb was burned out. This is
not compliant with the rule for routine interior
maintenance and surface lighting. Take the
necessary steps to correct this deficiency.

6. At the time of the survey it was observed that
the fire extinguishers were not being monitored

they are fully charged and have not been
tampered with. Take the necessary steps to
correct this deficiency.

7. At the time of the survey it was observed that
the fire alarm panel showed a bedroom # 4
sensor . This is not compliant with the rule for

routine system maintenance. Take the necessary

steps to correct this deficiency.

NOTE; The provider scheduled a maintenance
request at the time of the survey and alarms
tested and functioning at the time of the survey.

8. At the time of the survey it was observed that
there was dirt buildup with cob webs at the vinyl
siding, trim boards and gutter edges. This is not

clamp was missing. This is not compliant with the

on a monthly basis. This is not compliant with the
rule. Monitoring the fire extinguishers ensure that
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| 9. At the time of the survey it was observed that
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there was an old wasp nest at the upper garage ‘ S Q\’U’V . \ >

door corner. This is hot compliant with the rule for t) ) Iq,ou(
routine exterior maintenance and appearance.
Take the necessary steps to correct this
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compliant with the rule for routine exterior
maintenance and appearance. Take the
| hecessary steps to correct these deficiencies.

10. At the time of the survey it was observed that

there was peeling paint and dirt buildup at the “2 . 5§ .

front ramp guardrails. This is.rot compliant with

the rule for routine exterior maintenance and O P pen | h i'ui
appearance. Take the necessary steps to correct Qor C ] (
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