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) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TASG REGULATORY OR LSS IDENTIFYING INFORMATION)

C uODi Initial Comments
|
| Report by Rick Benten & Robin Fay

. DHSR Construction Section conducted a Biennial
| Survey on December 3, 2015 from 11:00amta
12:15pm at the above referenced facilty. DH3R |
records indicate the home was first licensed on l
i July 01, 2007 as a Family Care Home for six {8)
Residents {able to evacuate and respond without |
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 10ANCAC 133G for Family Care F
i Homes, and the 2006 Morth Carclina State !
| Building Code - Section 421.2 - Residential Care :
Homes, i
At the timea of our visit, we cited deficiencies that
require an acceptable plan of correction. They
are as fellows:

c 1?4i Building Equipment Maintained Safe, Cperating

\ SECTION .0300 - THE BUILDING §
10ANCAC 135G 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.

{j) This Rule shall apply to new and existing
family care homes.

This Rule is not met as evidenced by |
| KITCHEN i
"1} During the survey, it was chserved that the

range hocd had greasy filters and the underside !
, of the cabinet attached range hood was also :
| extremely greasy. Arrange for scmeone to clean |
| the undersice of the range hood and replace the
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| existing filters. Provide to our office copies of any,
| documentation that verifies the repairs.

i
! 2} During the survey, it was chserved that the |
. ceiling mounted air vent was loose and the vent |
was also stained. Contact a qualified technician
ta make the necessary repairs. Provide to our
office copies of any documentation that verifies
the repairs.

" 3) During the survay, it was cbserved that all of
the drip pans on the range were severely
darmaged or were burned through. Arrange for
someonea to install new drip pans on the stove
and ensure they fit the surface burner. Provide o

. our office copies of any documentation that

; verifies the repairs.

|
DINING ROOM |
1) During the survey, damage to the wall was !
observed behind the docr that leads out of the |
dining room to the hallway. Contact a qualified
technician to make the necessary repairs.

Provide to our office cepies of any documentation i
that verifies the repairs. '

2) During the survay, it was observed that the
dining room light fixture had only one bulb in
operation, three burned out and one missing. ;
Arrange for someone to install new light bulbs in |
the fixture. Provide to our office copies of any |
documentation that verifies the repairs.

LIVING ROOM b
1) During the survey, it was observed thatthe
cleset door in the living room was severely
damaged at or near the latching mechanism.
Contact a qualified technician to make the
necessary repairs. |f the door cannot be

repaired, the provider must have a new door
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| installed Provide to our office copies of any !
2) During the survey, it was cbserved that no , .
12) g y. | ‘ the Proat domr Was &
|

documentation that verifies the repairs.

sign was at the entrance door to the living room .
from the hallway indicating that the front door was
a second means of egress. Arrange to have an

exit sign installed to direct the residents out of the .

e s o
S":‘_’.LENJ- MLQI'J T .
Qﬁrt,ﬁ-f;; P‘N’ f'}”rffy

will be placed 78

| home in the event of an emergency. Provideto N E
our office copies of any documentation that ' } He hati iy M Iy
verifies the repairs. : i oyl oub © 2 T
e 2R M0 ekl
3} During the survey, it was observed that living E i NS f-.{ ar'e

room has damaged window blinds. Purchase | | Saigp 5O !rg,acﬁj )
new blinds and arrange for your staff or a i . SOV / b
qualified technician to install the new blinds. 2 Damascd blwds i ¥ {15
Provide to our office copies of any documentation 3. : Torarn A b "

that verifies the repairs. ! JiviAa TRe ’

| i ﬁwlasﬂi . .

- LAUNDRY/UTILITY ROCM ‘; el / i FHiiey Reem
1} During the survey, a significant amount of dust | La'-"“h S : :
and miscellansous clothing items were observed | |, Dus TRYe 1[7( ﬁ,ﬁu«l o
behind the dryer. The dryer cord and the other | L sc, odotbiry | -
miscelaneous clothing items were compromising | o rye Of d msc, e | / . lié
the integrity of the metallic dryer duct  Arrange ! ;'#EJ'V-‘-? <+ oy er f,.@rtj |
for someaone or a qualified technician to remove | 3 A ' S S
the items, clean the area, and ensure the metallic ; Cepep! iy e mf&ﬁr FD ‘—]

I

|
guct has not been compromised. Provide to our

e metallit dry Ju cﬁ,
office copies of any decumentation that verifies

M dsh bas feme

fhe repairs : | Pathesen ] .
| - o e | iliolte
BATHROOM 1 Mo Shopy poziel 1w T S
1} During the survey, it was observed in the ; i ;5 muj/'/, |
hallway bathroom, the shower nozzle was het luday Pothrsom |

extremely moldy. Contact a qualified technician

to make the necessary repairs. Provide to our o s ! i s f g
office copies of any documentation that verifies | 0 The yowrilatio ¢ WA K st
the repairs. f falredm 1S oAl 545 !

2) During the survey, it was observed thatthe |
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c 174 Continued From page 3 G174 |
" machanical ventilation was extremely dusty. : Batbyom < . e 1
Arrange for someone to clean the mechanical ‘) BaHaiy Aid A i f{{’fﬂ:
ventilation. Provide fo our office copies ofany | i , phe Fa W‘ﬁ i
documentation that verifies the repairs. have equé inted i
BATHROOM 2 ; 5 .
1) During the survey, it was observed thatthe ! - i
bathroom did not have adequate lighting. ' :f " Fesrior "/;E- Bt J
Arrange for somacne to install brighter bulbs in l Vo o) e i
this location. Provide to our office copies of any | “Bedyeo |
| documentation that verifies the repairs. E . Tolef o batkryo m |
INTERIOR ¥ BATH in BEDROOM #4 | pppstertin Ranwivs,
1) During the survey, it was observed thatthe |
: toilet in the small bathroom was constantly :
trunning. Contact a gualified technician to make '3
~ the necessary repairs. Provide to our office ! 3 The Vet iwo The hat& J ;’g}ff{p
copies of any documentation that verifies the ; “r - bodrasm 44 s
repairs. ' bath ) .
I dusk b/mfs e e
2) During the survey, it was observed that the | 7
mechanical ventilation was extremely dusty. :
Arrange for someone to clean the mechanical | B ..(3 0 / |
ventilation. Provide to our office copies of any | W ot 2 0m :
. documentation that verifies the repairs, | m} Q; 2 as | } / L
: . Py 20 - wlagiil
& +
BEDRQOM #1 _ [ & Drois
1) During the survey, it was observed that the and S . .
H
) ) dop [aled BT Clopy
| doer installed on the resident closet was ; oy ek (e Rep (OCw :
' damaged. Gontact a qualified technician to make i Rambye y ,*7‘5 . '
| fhe necessary repairs. Provide to our office . | 2, A bro N chs _ﬂf( g7 5‘
copies of any documentation that verifies the ‘ ti"d’. pas obsar wad £ ¥
repairs or install a privacy curtain on the open ; s f ofs s er’d
closet. ; 7&,4;/ ﬁfsdff Jim e \
| | i : a5 Wb broker
| 2) During the survey, 3 broken clothes rod was 'ﬂ.ﬁ,, oW _
" obzerved in the bedroom closet, Contact a ' JanTy X 4 i ﬁecf Fny
qualified technician to make the necessary : Clo +hi & ;
repairs. Provide to cur office copies of any I !fi Sed :
docurmentation that verifies the repairs. '
Division of Health Sarvice Regulation
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C 174 Continued From page 4 C 174 3) "f'_f;w Esw'f'!‘fk{.j arée Vipd
. OJ JFE
3) During the survey, it was observed that the was _ 7 bea € lood
- area around the ceiling mounted air vent was BrirVeat's have hae o

dirty. Contact a gualified technician to make the
necessary repairs. Provide to our office copies af
| any documentation that verifies the repairs.

"’1'[:) Em.\!'ﬁfﬂhﬂ fraae /<5
g feer ofF fw /
héiij ﬂ; :/ fiaw ot 212304
L O i

| Bed room > !
| L Pamag. FEowall W3S
EEDROOM #2

4 ap He o wprer -
1) During the survey, damage to the wall was | Dbsevie (x adst 11511"'
observed at the upper right side of the window ?‘ s siale 6 £ L wadss )

where there was an attempt to hang curtains. adte P £
Contact a gualified technician to make the i _ J\ e fo vy Jm‘,-..: 3 '
necessary repairs. Provide to our office copies of | W
any documentation that verifies the repairs.
| e wasedanasd i

. - A
2} During the survey, it was observed that there | . Cde +
is a damaged window blind in Bedroom #2. i D pldvio bl a8
Purchase a new blind and arrange for someone | '
or a qualified technician to install the new blind in | ,
the location specified above. Provide supporting | s -
documentation to our cffice such as a purchase | 2, G Cz a rf' e 55 20 ;..-{;M{ b

receipts and pictures of the installed window blind | . wall,
for verification of the completed work. i I oo left

! : !
| I H
i | | !

3) During the survey, 2 depression was observed |

4y During the survey, it was observed that
several bedframe marks dotted the floor at the
bed located on the outer wall. Contact 2 qualified
- technician to make the nacessary repairs.
" Provide to our office copies of any documentation !
that verifies the repairs.

in the left wall. Contact a qualified technicianto | k Ty
make the necessary repairs. Provide to our office | g"/d oo 3
copies of any documentation that verifies the : D . @O W‘iﬁiﬁb J
repairs. : f, Just o fs Illf)l}'ul
o aafttd :
. BEDROOM #3 | Rroud j’iff-f Cenlth i
i 1) During the survey, accumulated dust was . Vort and s V‘FVF b
| observed around the ceiling vent and the vent Seheipdid

Oivision of Heallh Service Repulation
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supporting documentation to our office such as a |
purchase receipt ar a picture for verification of the |
completed work, :
3) During the survey, it was observed thatthe |
bedframe's glides were missing which has '
resulted in damage to the linoleum floor under the |
framme. Contact a qualified technician to make the
necessary repairs tc the floor and to the frama.
Provide to our office copies of any documentation
that verifies the repairs.

. 4] During the survey, it was observed that

. several pieces of trash were scattered about the
bedroom floor, Arrange for someone o clean the
floor and dispose of the trash. Provide to our
office a picture for verification of the completed
wWork.

BEDROCM #4 5
1; During the survey, it was observed that !
bedroom #4 has damaged window blinds. |
Purchase new blinds and arrange for your staff or |
2 qualified technician to install the new blinds.
Provide supporting documentation to our office
such as a purchase receipls and pictures of the
installed window blinds for verification of the

| completed wark,

1
+ 2) During the survey, trash and dust was

¥y 1D SUMMARY STATEMENT OF DEFICIENCIES I in i PROVIDER'S PLAN OF CORRECTION (N5
PREFIX {EACH CEFICIENCY MUST BE PRECEDED BY FULL | pREFIX [EAGH CORREGTIVE ACTION SHOULD BE COMPLETE:
TAG REGULATORY QR LSC IDENTIFYIMG [NFORMATION) ! TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
. ; DEFICIZNCY)
C 174| Continued From page 5 | C174 ) )
was stained. Contact a qualified technician to : 2. ﬂ, nir 1S pas & iss |
make the necessary repairs. Provide to our office | o~ ! 5l
copies of any decumentation that verifies the E -Ilr d:‘j— JN’W [ I
repairs,
2) During the survey, it was observed that a |
dresser had a missing front drawer. Arrange for | | fof
the purchase a new dresser or contact a qualified | ) e
- . fghe
technician and have them make the necessary ! T he Led L’ 5 ded
repairs. Under either circumstance, provide

wers missies 4
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someone to clean the area. Provide supporting
documentation to our office such as a picture of |
the cleaned mechanical vent for verification of the |
completed work, |

3) During the survey, it was observed that the .
door to the % bathroom has damage on the lower |
right corner. Contact a qualified technician to !
make the necassary repairs. Provide to our oﬁicai
copies of any documentation that verifies the
repairs,

HALLWAY

1} During the survey, a dirty return air filter was
cbserved in the return vent. Arrange for
someone o change the return air filter. Provide
to cur office copies of any documentation that
verifies the repairs.

2) During the survey, It was cbserved that the fire |
extinguisher was siting on the hallway floor due |
to the bracket being damaged, Contacta !
qualified technician to make the necessary
repairs. Provide to our office copies of any
documentation that verifies the repairs.

EXTERIOR

1) During the survey, it was observed that the
- home has several damaged or missing window
screens, Contact a qualified technician to make
| the necessary repairs. Provide to our office
| copies of any documentation that verifies the

repairs.

2) During the survey, it was cbserved that on the '
rear side of the home thers is damage to the vinyl
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FCLOS4052 B. 'WING 12/03/2015
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trim work which has exposed the wooden fascia | Ok ke AHoms Ao , /
. board and soffit. Contact a qualified technician to : P Ao A W S
make the necessary repairs. Provide to our office | Was dam@ga 7
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E I H
| copies of any decumentation that verifies the E J ha i
repairs. ; - i
P | %, W g kﬂié, 5. epnd 9‘/;2‘?/;;:
*3) During the survey, an opening was observed | 5,,-,-{31”’ e e Co muo bk
in the rear soffit with exposed wiring. Contact a M aigs b ” ko M eare
gualified technician to make the necessary i G § 9
i repairs. Provide to our office copies of any ' o D :;é Lo
documentation that verifies the repairs. | Y LJ s 4o ” ]

i that verifies the re pairs,

4) During the survey, a window on the far left
side of the home was cbserved having severely
peeling paint arcund the framing and glass
. sections. Contact a gualified technician to make
| the necessary repairs. Provide to our office
copies of any documentation that verifies the
repairs.

| &) During the survey, it was observed that the

t exterior light fixtures had no bulbs instalted.
Arrange for someone to install the missing bulbs.
Provide to our office copies of any documentation

6) During the survey, it was observed thata
section of the downspout on the right side was
missing. Contact a qualified technician to make
the necessary repairs. Provide to our office
copies of any documentation that verifies the
repairs.

7) During the survey, it was observed thatthe
extericr dryer backdraft is crumpled and filled with |
expended lint. Contact a qualified techniclantc
make the necessary repairs. Provide to our office
copies of any documentation that verifies the
repairs.
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