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. HUMPHREY FAMILY CARE makes every effort to 11/10/2024
{C 000j Initial Comments {C 000} perate in substantial compliance with all applicable
regulations. HUMPHREY FAMILY CARE's written
Report by Jonathan Gamsey redible allegation of compliance for the deficiencies noted.
t is the facility's policy to maintain current sanitation and
. . i . ire and building safety inspection reports, including sewage
DHSR Construction Section conducted a Biennial jpumping records, in the facility and make them available for
Follow-up September 17, 2024 from 08:30 AM to eview in accordance with 10A NCAC 13G .0302(n).
09:05 AM at the above referenced facility. At the orrcctn_/eAAcnon for Affected Residents; On _[11/15/2_024],
. a1 7 ¢ Administrator contacted the sewage pumping service
time of the survey, not all deﬁqen_mes We_re provider and obtained copies of all previous pumping
corrected therefore further action is required. ecords. These records have been placed in a designated
Additional deficiencies were also observed. binder in the Administrator's office for easy access and
eView.
NOTES: Identifying other Residents having the Potential to be
: ected: All residents have the potential to be affected by
. o ] ] . he lack of proper documentation of sewage system
1.) At the time of our visit, we cited deficiencies aintenance. A complete review of all required sanitation
that require an acceptable plan of correction. All 'aﬂld szﬁfy records was conducted on [11/ 15/224] o ensure
deficiencies listed were discussed with onsite f[]lafﬁt;hflézq“”ed documentation is present and propetly
Staﬁ_durmg t_h‘_e eXI_t interview. There were Measures put into place or Systemic Changes:
previous deficiencies that were not closed out 7 ) A
from an open biennial survey, these deficiencies I (tJn 1 lflsfoif],t;he Ac'im[;;n?trat;)]rl cree't:eg anev:l ﬁl:;%y
f i system specifically for maintaining all sanitation and safe
e brotht forward from RIRVIOUS SUPvey. records, including sewage pumping documentation.
2. A new policy was implemented on [11/15/2024] requiring|
: : - ’ p
2.) Take actions to correct all listed deficiencies, that copies of all sewage pumping records be obtained
- . . . g . g . .
once completed provide verification in the form of lqungedlatcly following service and filed in the designated
; ; ; inder.
photos, rgcefpts’ invoices, etc. for all work 5. The Administrator will maintain a tracking log for all
performed. required inspections and service records, including sewage
pumping schedules.
- : 4. Staff in-service training was conducted on [11/15/2024]
€ 117 Have Current San. And Fire SafEty Appmvals G 117 to educate all administrative staff about the importance of
aintaining these records and the new filing system.
SECTION .0300 - THE BUILDING lan to Monitor Performance:
10A NCAC 13G .0302 DESIGN AND L. 'i_‘{lc _Admigis;rfator will Zor}n)duzt wf%kilﬁ/ a}:dits oftzf .
sanitation and safety records binder for the first month, then
CONSTRUCTION 4. onthly thereafter, to ensure all required documentation is
(n) The home shall have current sanitation and present and properly filed.
fire and building safety inspection reports which . The Maintenance Director will maintain a preventive
shall be maintained in the home and available for aintenance calendar that includes scheduled dat_es for
review ewage pumping and will verify that documentation is
’ eceived and filed after each service.
. i . - Results of these audits will be documented on a
This Rule is not met as evidenced by: onitoring form and reviewed during monthly Quality
1.) At the time of the survey, it was observed that Assurance meetings. i 2
i i - Any identified issues will be addressed immediately, an
]’Ehetf;'amllty could not [?\rO?.UCthhe pum[;mg rtelfords additional staff training will be provided as needed.
OI'_ . e Se"!’age and the '.ql'“ V\_’aStes rom the he Administrator will report menitoring plan results to the
facility. This is not compliant with the rule. Take uality Assurance Committee monthly. The Quality
IAssurance Committee will monitor on an ongoing basis untill
substantial compliance of the sct-forth protoco] is achieved.
4 s Date ofCOmplif;gce: [11/10/2024]
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C 117 Continued From page 1 C 17 TUMPHREY FAMILY CARE makes every effort to opeate in substaatial compliance with 117152024
[Family Care Home regulations. HUMPHREY FAMILY CARE is submitting this Plan of
s Correction in compliance with its regulatory obligations and does not waive any objections it
the necessary steps to keep records on-site for iy bave as to the merit or form of any allogations containcd hercin This Plan of Cerrection
E constitutes HUMPHREY FAMILY CARE's written credible allegation of compliance for the
review. deficiencies noted.
{It is the facility's policy that all cooking units must be mechanically ventilated to the outside or
e equipped with an unvented, recirculating Tan provided with any special filter per
jmanufacturers’ instructions for ventless use, in accordance with 10A NCAC 13G .0307(b).
5 [Corrective Action for Affected Residents: On 11/15/2024, (1 i acted a i d|
{C 1 25} KI tChen_Ran ge HOOd {C 1 25} HVA(‘ucmllm:llor to assess andf':lfss:al.lnat]sappmpgalc mml;:{;}?ﬂﬂ:?;:;?t:ﬁah;eﬂsg
jstove. The installation of a new range hood with proper mechanical ventilation to the outside will
be completed by ]l.’l.ifzou,. } . ' ) )
SECTION .0300 - THE BUILDING b ey U kot pops Ko e, T Admiissir Condcid
1 OA N CAC 1 3G : 0 30 7 KITC H EN Eﬂl‘l}lg environmental assessment on 11/15/2024 1o ensure no other ventilation issues exist in the
(b) The cooking unit shall be mechanically s s ghack i Sy Clagges:
ven t| Iated EO th e OUtS | de or be an unve nted ] fi.ceﬁg;éllizgitig‘cl;;ﬁgihammj ventilation system will be installed above the stove by a
H H o H 4 H 2. By 3/5/2024, the Maint Director will develop and implement a monthly environmental
recirculating fan pr_qwd ed with any special filter mpici,onf.f;mﬁiﬂf; eyl s .mdm"vem.a::m;,m, crion
} per manufactu rers II‘IStI‘UCtIOF‘IS fOl' VentleSS use. 3 By 3/ 5!7.0‘)7_1'4m‘ll|)l;:"1\:;n11||a!_ralm\\II:SI;LUE;M: |n-iemcs lrammg to all siall rcgsé;rsr:ir:flg e
4. The Administrator will i ap 1 schedule for the ventilation
system as per the manufacturer’s recommendations.
This Rule is not met as evidenced by: [lan to Monitor Performance:
H H 1. The Main ¢ Dirc 1l inspect the kitchen ventilati m weekly for the fi
1.) Atthe time of the survey, it was observed that o, 1 i (e, oI Engs o GOl spocion checklis.
the mechanical ventilation above the stove is B e e
miSSing i ThlS iS hOt Compliant Wlth the ru Ie_ Ta ke 36 :ul?:;;l:l;él:uo" system issues will be addressed immediately throngh work orders and tracked
the necessary steps to install a mechanically it i fecords
Ve'rltl lated_ vent abOVe the stove. . . he Admini will report ig plan results to the Quality Assurance Commitice. The
T h is deﬁclency was prev!ou Sly Clted du rin g our m“eﬁ;égf::z?;ﬁig‘):]uiT::}g‘;:f1 monitor on an ongoing basis until substantial compliance of
2024 biennial follow up survey _a_nd action hasn't b orcaisiiiasong
been taken to address the deficiency HUMPHREY FAMILY CARE is submilting this Plan of Correction in compliance withits |1 1/15/2024
regulatory obligations and does not waive any objections it may have as (o the merit or form of
uty allegations contained herein. This Plan of Corrcction constitutes HUMPHREY FAMILY
= ICARE's written credible allegation of compliance for ficienci ed.
{C 169] Fire SafEty—S moke Detectors {C 169} it is the fﬂcatilzv's policy that Eglmolfingonm?lls ks gclrr-hcc:rimf;unic;efcnnii‘lam to the cutside or
be equipped with an unvented, recircuiating fan provided with any special filter per
imanufacturers’ instructions for ventless use, in accordance with 10A NCAC 13G .0307(b).
S E CTI O N 03 DO - -I- H E B U I LDI NG Cl%x;eéuvelfculon{orAITec{ciR:;iﬂdgms: On 211;};‘%:14, trI: Ad;nilﬁiﬁa:grwlllficd:;icc:md
. contractor o assess and i an appropriate mechanical ventilation system above the
1 OA NCAC 1 3G 031 6 F I RE SAF ETY AN D ;1covc‘ ‘E‘i]xc iiési:ﬂl;;ﬁ;;gc;:sz TeW FAnge hundpllz-iﬂ?pmpermmhanical ventilation to the outside will
- completed by 317,
Dl SAST E R P LAN Jdchnugn;;iﬂ;cr Tl%eslme;lsrhaung zltse l;ztennalrm be A.frfccied All residents lmve the pl?tﬁnual
fto be affe the lack of T kit el a ful
(b) The bu | |d | ng s hai I be p I‘OVIded W| th SmOke Fuul ty snwmm‘nmlial uu,ss}:vrlf?\lcon lclflr;ﬂ“2024 to ensure no other ventilation issues exist in the
acility.
detectors as required by the North Carolina State AR gl ptmes g
BUI |d I ng COde a nd U : L |IStEd heat deteCtOYS ibf;:‘;ﬁ;z}(\)?cgn]:;&ncmm@ ventilation sysiem will be instatled above the stove by a
connected to a dedicated sounding device e e on o
{ |Ocated in the attlc and basement These gﬁ’:"‘;??i:/lul—! the Administrator will provide in-service training to all staff regarding the
| detectors shall be interconnected and be o e o oA e bl
pro\”ded Wlth battery backu p Fvislcm S;pcrlh{:jn:nuﬁcmrs recommendations.
- an to Monitor Performance:
- i - The Mainten; Di vill ins| the kitchen ventilation system weekly for the fi
Note: Smoke d etectors are required to be ;“’%312‘,5‘;““#“5’-;:“??’ l;:%::,;;, d{?ﬂm “ﬁn‘i‘:}@?’1‘114‘522:‘5;2??{-“;“‘“‘,;%1‘”.“}"’“;&"““'
% iminisirtor will review the environmental inspection ¢ ist monthly to ensure
interconnected by this Rule. The application of e A e T :
the R u Ee perm ItS the h eat d etecto rs to be - ?ﬁ@zgﬁuun system issucs will be addressed immediately through work orders and tracked
interconnected with smoke detectors, but does Do e e ok L RS
i 1 [The or will repon i lan results to the Quality A C i Th
nOt req u I re !t Q!:ﬂh['\’ Assurance Comfupllcc will momlorl}' ?)11 unslorll;c‘»?nlg bgls ulrt:nl :j;;z;f;m gé:mm:o?
Ty . . the set-forth protecol is achieved.
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; HUMPHREY FAMILY CARE is submitting this Plan of Correction [ | /15/2024
{Cc 169} Continued From page 2 {C 169} in compliance with its regulatory obligations and does not waive any
objections it may have as to the merit or form of any allegations
contained herein.
. y 4 It is the facility's policy to maintain functional heat detectors in the
This Rule is not met as evidenced by: attic that are properly connected to a dedicated sounding device and
1.) At the time of the follow-up survey it was eet dthe reqf;lit‘ee(;itz};?ciiictalion§ o;;:(t)l;de; ;bvailef;eg;a:gi Es;:;g
: -degree erature, in ce :
observed that the current heat detectors in the _oaxe(ig ’
attic were not functional and are fixed at 135 o on il Baicrmiilisesiii s
B Cf E t
degrees Fahrenhsit Take the proper steps to e b i e lanios
bring the heat detectors back into compliance. contacted a licensed fire safety contractor to replace the non-
functional heat detectors in the attic. New UL-listed heat detectors
y : ith 135-degree rate of rise capability were installed on [11/15/2024
NOTE: the provided Heat Detector(s) are ] and verified to be properly connected to the dedicated sounding
currently disabled and are not at the proper rating evice with battery backup.
of 135 degree rate to rise. This is not Comphant dentifying other Residents having the Potential fo be Affected: All
with the rule. Take the necessary steps to replace urrent and future residents have the potential to be affected by this
i v deficiency. A complete facility-wide inspection of all heat detectors
the !mpropef' heat detecton_’s with new to en_sure was conducted on [11/15/2024] by the licensed contractor to ensure
that there will properly notify all occupants in the all other detection devices are functioning properly and meet
event of a fire or other emergencies. All heat POUiements;
detectors need to be connected to a dedicated casures put into place or Systemic Changes:
sounding device and be either a 135 degree rate B o e ve maint
. - . [1. The inistrator has implemented a new preventive maintenance|
of rise dg\{rce ora194 degree f|x§d heat detector. sehedule for testing all heat detectors monthly.
This deficiency was previously cited during our - A contract has been established with [Fire Safety Company] for
2023 biennial survey and action hasn't been :;em‘ét:;lrz inspections of all fire safety equipment, including heat
taken to address the deficiency. . The Maintenance Director completed training on [11/15/2024]
egarding proper heat detector specifications and testing procedures.
. . . i ; - A mew documentation system has been implemented to track all
{C 174] BUIIdIng EqUIpment Maintained Safe, Operatlng {C 174} fire safety equipment inspections and maintenance.
5. The facility's fire safety policy has been updated to include
pecific requirements for heat detector specifications and
SECT’ON .0300 - THE BU|LD|NG aintenance.
10A NCAC 13G .0317 BUILDING SERVICE Plan to Monitor Performance:
EQUIPMENT ] Jl The Maintenance Director will conduct monthly testing of all heat
(a) The building and all fire safety, electrical, det;}c]toxdi.gg gocmenglrlesuns in ﬂt::e ;ire saffctyllog. —_—
| - = ¥ £ i . The inistrator will review the fire safety ogs weekly for the
mechanical, and plumb_mg _equlpment in a family st month, thisn ity theraftet
care home shall be maintained in a safe and 3. Quarterly professional inspections will be documented and
i iti eviewed by the Administrator.
o_perat_lng condition. o o 4. Any identified issues will be addressed immediately with
(J) This Rule shall apply to new and eXiStan (documentation of corrective actions taken.
fam”y care homes. 5. The Quality Assurance Committee will review fire safety
mpliance quarterly to identify any patterns or trends requiring
dditional intervention.
This Rule is not met as evidenced by he Administrator will report monitoring results to the Quality
P : ‘Assurance Commitiee monthly until substantial compliance is
2) At the time of the survey, I.t was_observed that achieved and maintained for three consecutive months. The
the bathroom floor near the right side of the ompletion date for all corrective actions is [11/15/:2024].
' facility is cracked and soft around the toilet. This
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s HUMPHREY FAMILY CARE makes every effort to operate in
{C 174} | Continued From page 3 {C 174} substantial compliance with all applicable regulations. HUMPHREY L5204

is not compliant with the rule. Take the necessary

| steps to resolve the soft flooring and fasten the

toilet or contact a qualified professional to resolve
the issue.

*At the time of the follow-up survey the
previously cited deficiency has not been
corrected.

This deficiency was previously cited during our
2023 biennial survey and action hasn't been
taken to address the deficiency

This deficiency was previously cited during our
2024 biennial survey and action hasn't been
taken to address the deficiency

This deficiency was previously cited during our
2024 biennial follow-up survey and action hasn't
been taken to address the deficiency

| 3.) Atthe time of the survey, it was observed that

the hall smoke detector was not interconnected
so when one smoke detector goes off all devices
in the building alarm. This is not compliant with
the rule. Take the proper steps to have all smoke

| connectors interconnected and or reach out to a

qualified professional to resolve the issue.
This deficiency was previously cited during our
2023 biennial survey and action hasn't been
taken to address the deficiency.

This deficiency was previously cited during our

- 2024 biennial survey and action hasn't been

taken to address the deficiency.

This deficiency was previously cited during our
2024 biennial follow-up survey and action hasn't
been taken to address the deficiency.

{ 4.) At the time of the survey, it was observed the

dryer hose was crimped. This is not compliant
with the rule. Take the proper steps to ensure the
dryer hose has clearance to function as intended.
This deficiency was previously cited during our

' 2023 biennial survey and action hasn't been

FAMILY CARE is submitting this Plan of Correction in compliance with
its regulatory obligations and does not waive any objections it may have ag|
fto the merit or form of any allegations contained herein.

It is the facility's policy to maintain all building and fire safety, electrical,
mechanical, and plumbing equipment in a safe and operating condition in
ccordance with 10A NCAC 13G .0317.

(Corrective Action for Affected Residents: By 11/15/2024, the following
corrections will be completed:

* A licensed plumber will repair the bathroom floor and teilet on the right
side of the facility

" A licensed electrician will properly interconnect all smoke detectors

* The dryer hose will be properly repositioned and replaced if needed

* The attic door will be repaired to ensure proper closure

* The building exterior will be professionally power washed

* The loose exterior outlet will be properly secured by a licensed
electrician

* The loose railing to the laundry room will be securely fastened

* The damaged cover plates near the attic access door will be replaced

* The damaged ceiling arca will be repaired by a qualified contractor
[dentifying other Residents having the Potential to be Affected: All
residents have the potential to be affected by these maintenance issues.
[The Administrator conducted a full facility inspection on 11/15/2024, to
identify any additional maintenance issues requiring attention.

IMeasures put into place or Systemic Changes:

1. The Administrator has established a preventive maintenance program
that includes:

* Weekly building inspection checklist implementation

* Quarterly professional inspections of all safety equipment

* Creation of a maintenance log to track repairs and completion dates
* Implementation of a vendor management system for tracking
professional services

2. Staff training will be conducted by 11/15/2024 _ on:

* Daily environmental rounds requirements

# Proper reporting procedures for maintenance issues

| Emergency maintenance protocols

[Plan to Monitor Performance:

1. The Maintenance Supervisor will:

= Conduct daily rounds to inspect building conditions

* Complete weekly maintenance checklists

* Document all repairs in the maitenance log

2. The Administrator will:

* Review maintenance logs weekly

* Conduct monthly facility-wide inspections

* Venify completion of all repairs

3. Quality Assurance monitoring will include:

* Monthly review of maintenance logs

* Quarterly facility inspection reports

 Review of any resident complaints related to facility maintenance

The Administrator will report monitoring results to the Quality Assurance
Committee monthly for six months or until substantial compliance is
jchieved and maintained. The completion date for all corrective actions is
11/15/2024
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taken to address the deficiency.

- This deficiency was previously cited during our

2024 biennial survey and action hasn't been
taken to address the deficiency.

This deficiency was previously cited during our
2024 biennial follow-up survey and action hasn't
been taken to address the deficiency.

8.) At the time of the Follow-up survey, it was
observed that the attic door was no longer
working as intended "closing flush with the
ceiling”. This is not compliant with the rule. Take

' the proper steps to repair/replace the attic door.

This deficiency was previously cited during our
2024 biennial survey and action hasn't been
taken to address the deficiency.

This deficiency was previously cited during our
2024 biennial follow-up survey and action hasn't
been taken to address the deficiency.

10.) At the time of the Follow-up survey, it was
observed that the exterior of the building is not

' being properly maintained. This is not compliant

with the rule. Take the proper steps to power
wash the building and or hire an exterior service
to assist.

This deficiency was previously cited during our
2024 biennial survey and action hasn't been
taken to address the deficiency.

This deficiency was previously cited during our
2024 biennial follow-up survey and action hasn't
been taken to address the deficiency.

11.) At the time of the Follow-up survey, it was
observed that the exterior outlet next to the office
exit door is loose in its opening. This is not
compliant with the rule. Take the proper steps to
fasten the outlet to the wall and or hire a qualified
professional fo resolve the issue.

This deficiency was previously cited during our
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{C 174}| Continued From page 5 {C 174}

2024 biennial survey and action hasn't been
taken to address the deficiency.

This deficiency was previously cited during our
2024 biennial follow-up survey and action hasn't
been taken to address the deficiency.

12.) At the time of the survey, it was observed
that the railing leading up to the laundry room was
loose. This is not compliant with the rule. Take

| the necessary steps to repair and or replace.

This deficiency was previously cited during our
2024 biennial follow-up survey and action hasn't
been taken to address the deficiency.
This deficiency was previously cited during our
2024 biennial follow-up survey and action hasn't
been taken to address the deficiency.

New Deficiencies

13.) At the time of the survey, it was observed
that the two cover plates to the left and right of
the attic access door were damaged. This is not
compliant with the rule. Take the necessary steps
to replace the cover plates as needed.

14.) At the time of the survey, it was observed
that the ceiling was damaged directly left of the
access door. This is not compliant with the rule.
Take the necessary steps to repair the ceiling.

i

Vision of Health Service Regulation

STATE FORM

6899

F9G324

If continuation sheet 6 of 6




