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Initial Comments
Report by Jonathan Gamsey

DHSR Construction Section conducted a Biennial
Follow-up Survey on May 8, 2024 from 10:50 AM
to 11:30 AM at the above-referenced facility. At
the time of the survey, not all deficiencies were
corrected therefore further action is required.
Additional deficiencies were also observed.

NOTES:

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. There were
previous deficiencies that were not closed out
from an open biennial survey, these deficiencies
were brought forward from the previous survey.

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:

G.S 131D 21(1) Declaration of Resident's Rights

G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
(1) To be treated with respect, consideration,
dignity, and full recognition of his or her
individuality and right to privacy.

This Rule is not met as evidenced by:

1.) At the time of the survey, it was observed that
two camera monitors were in the living room that
viewed bedrooms. This is not compliant with the

rule. Take the necessary steps to only allow
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SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(a) 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.

(i) 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 fire sprinkler head in the dining room had a
penetration hole in the ceiling exposing an
opening that could allow the spread of smoke and
heat. This is not compliant with the rule. Take the
necessary steps to ensure that the sprinkler head
and escutcheon plate are working as intended.

2.) At the time of the survey, it was observed that
other fire sprinkler head-concealed escutcheon
had started to drop. This is not compliant with the
rule. Take the necessary steps to repair, it is
recommended to utilize a certified professional to
set the escutcheon back in its original state.
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access to the camera feed to just family
members and provide written permission from the
family to DHSR.
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