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{C DDO}‘ Initial Comments

1, Report by Suzanna Fay

Fallow-up Survey on November 9, 2016 from
3:21 PM ta 3:50 PM at the above referencad
 facility. Not all of the previously cited deficiencles
were corracted. Therefore, further action is
i required.

\ DHSR Construction Section conducted a Biennial

The remaining deficlencies are as follows:

{C 117}, Have Current San. And Fire Safaty Approvals
SECTION .0300 - THE BUILDING

10A NCAC 13G .0302 DESIGN AND
CONSTRUCTION

(n) The home shall have current sanitation and
fire and building safety inspection reports which
shall be maintalned in the home and avallable for
reviaw,

Thiz Rule is not met as evidenced by:

1. Raview of records revealed that the facility did
not have a current Fire Inspection. Confirmation
. was made with the local Fire Inspector that the
facllity would be inspected Thursday, September
1, 2016, Provide a copy of hig inspection report
to DHSR/Construction Section with your signed
Pian of Corractions,

|

. 11/09/16: SF-The Fire Inspector had come to the
| facility on August 30, 2016, The facllity did not

| pass and a follow up inspection is required.

| Provide a copy of the approved Fire Inspection

‘ report when complete.

{c 174}}. Building Equipment Malntained Safe, Operating

{C 000}

{(c 117}

{C 174}
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(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES 1D
(EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY GR LEC IDENTIFYING INFORMATION)

PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION L xs)
(EACH CORRECTIVE ACTION S8HOULD BE
GROSS-REFERENGED TO THE APPROPRIATE

i GOMPLETE

DEFIGIENGY)

{C 174} | Continued From page 1

SECTION .0300 - THE BUILDING
10A NCAC 13G .0317 BUILDING SERVICE

EQUIPMENT
i (a) The building and all fire safety, electrical,

~ care home shall be maintainad in a safe and
operating condition.
() This Ruie shall apply to new and existing
famlly care homes.

This Rule i not met as evidenced by:
1. Observations revealed that the screen was

mechanical, and plumbing equipment in a family

|
|

damaged at the screen door to the carport. Have
a qualifiad technician repair or replace the door.
Provide documentation of the repairs in the form
of photos, receipts or work orders.

. 11/09/16: SF-At the time of this survey, the

screen door had not baen repaired. Have a
gualified technician repair or replace the door.
Provide docurnentation of the repairs in the form

of photos, receipts or work orders.

2. Dbsetvations revealed that the kitchen drawer

- 1o the right of the sink was damaged. Also
obsarved that the bottom edge trim on the base

cabinets was falling off and the doors would not
close property.

11/09/16: SF-At the time of this survey, the
drawer had not besn repaired nor had the
cabinets heen repaired, Also observed damage
to the countartop above the drawer. Have a
qualified technician repair the kitchen cabinets
and the countertop. Provide documentation of
the repairs in the form of phatos, receipts or work
ordars,

3. Observations revealed that the laminate
adgeband on the hall bath sink was pulling away

{C 174}

*‘ DATE
|
|
|

s
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{C 174}, Continued From page 2 {G 174}

from the sink. Have a qualified techniclan repair
| the laminate. Provide documentation of the

‘ repairs in the form of photos, receipts or work
orders.

11/09M6. SF-Observations revealed that the
laminate edge had not been repalred, Have a

| qualified technician repair the laminate. Provide
documantation of the repairs in the form of
photos, receipts or work arders.

. 6. Observations revealed that the tub faucet in

| the master bath was running a steady stream of
| water. Have a qualified technician repair the

" faucet so that it no longer drips. Provide

- documentation of the repairs in the form of
recelpts or work orders.

11/09/16; SF-At the time of this survey, the
faucet had not been repaired. Have a qualified
technician repair the faucet so that it no longer
drips. Provide documentation of the repairs in the
form of receipts or work orders.

7. Obsearvations revealed that the heat detactor
in the attic had fallen off of the base. Secure the
heat datactor to provide fire protaction for the
attic. Provide documentation of the repairs in the
form of photos.

11/09/16: SF-interview with Staff revealed that
they had not been in the attic to rapair the heat
detector. Secure the heat detector to provide fire
protection for the attic. Provide documentation of
the repairs in the form of photos.

New Deficiency on 11/9/16:

i
i 8. Observations revealed that the floor around
! the toilet in the hall bath was getting soft. The

"'Ea.
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10ANCAC 133G .0317 BUILDING SERVICE
EQUIPMENT

(d) The hot water tank shall be of such size to
provide an adequate supply of hot water to the
kitchen, bathrooms, and laundry. The hot water
' temperature at all fixtures used by residents shall
be maintained at a minimum of 100 degrees F
(38 degrees C) and shall not exceed 116 degrees
F (46.7 degrees C).

(i} This Rule shall apply to new and existing
family care homes.

|

’ This Rule Is not met as evidanced by:

' 1. The water temparature at tha time of this

| survey was 126 degrees Fahrenhsit. Adjust the

| thermostat on the hot water haater to be between

| 100 and 116 degrees. Monitor the water

| temperature three times a day for three days.

| Record your findings on the Hot Water Temp Log

| laft at the facility. Return the log to
DHER/Construction Section with your signed Plan
of Carractions.

the water temperature was 70 degrees. Interview
| with Staff revealed that she needed a part
| replacement. Adjust the thermostat on the hot
- water heater to be batween 100 and 116 degress.
" Monitor the water temperature three times a day

} 11/09/16: SF-At the time of the follow up survey,

See /\/Ju,of

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S FLAN OF CORRECTION x6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE . COMPLETE
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO (':I"‘I;I)E APPROPRIATE DATE
{C 174} Continued Fram page 3 {C 174}
| floor around the toilet was slightly lower than the _ .‘ . Qt 419 i
rest of the floor. Have a qualified technician LX nﬁ)‘[ﬁlﬁc) é)\?\(_)ﬁ‘} !
‘ check for damages and make any necessary ‘QI ’8”@— MC&)\:{@ (DE QF,CU?R?;
| repairs to prevent further damage and possible O R
| injury. Provide documentation of the repairs in ez oM ﬂ-ﬁﬂ_‘[) DAL NI 15T
the form of photos, recelpts or work orders. - ( N'G'tﬂ-}
| dond feplacse
{C 177} Building Service Equipment-Hot Water ©1rn | pegdect
SECTION .0300 - THE BUILDING
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CLEMMIE'S FAMILY CARE HOME Il

{C 177}| Continued From page 4 {C 17T}
for three days. Record your findings on the Hot @ %
Water Temp Log left at the facllity. Return the log

to DHSR/Canstruction Section with your signed C@mﬂﬂ_& r
Plan of Corrections. ‘ !

(254

{C 183} Outside Premises-Clean, Safe {C 183}

SECTION .0300 - THE BUILDING
10A NCAC 133 .0318 CUTSIDE PREMISES 1
(@) The outside grounds of new and existing }
|
\

family care homes shail be maintained in a clean
and safe condition,

This Rule is not met as avidenced by: T Jred O SECATE- e
1. Obsarvations revealed that the second to last - . x e
board on the front entry ramp was loose and bDQQ‘/\ ol Q“:'j{_‘ (t [ 115 7
| poses a tripping hazard. Have the board T . oeef |
" secured. Provide documentation of the repairs in won t Secuve p P &

the form of photos, recelpts or work orders. M / [ ﬁ(ﬂ £ o C? walGie

11/09/16: SF-Observations revealed that the Yo nician do +ix,
loose board was attemptad to be secured by ¢ "
adding a pisce of wood under the loase one. The
board ig not securad and is still very loose. Have
! the board secured. Provide documentation of the
repairs in the form of photos, receipts or work

orders. "
) o ’11 (:mcl [)J'(‘O"O‘
3. Observations revealed that the crawl space an N

| vent to the left of the kitchen window was N L uxd-ﬂd ?LBC}'\MCUH EI“’ 519
. damaged leaving an opening for pests to enter o
| the crawl space. Have a qualified technician . -

replace the vent. Provide documentation of the ‘{‘O Lnstal Y,

repairs In the form of photas, receipts or work
arders.

11/09/16: SF-At the time of this survey, the crawl
space vent has not been replaced. Have a
qualified technician raplace the vent. Provide

Division of Heslth Sarvice Regulation
STATE FORM 848 YBVO2ZE If continuation sheet 5of 6
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{G 183}| Continued From page 5 {C 183}

' documentation of the repairs in the form of .
| photas, receipts or work orders. !

4. Observations revealed that the crawl space
door was heavily damaged. Have a qualified |
" techniclan replace the crawl space door. Provide
r documentation of the repalrs in the form of 1

photos, receipts or work orders,

| 11/09/16: SF-At the time of this survey, the crawl — |
! space door was still heavily damaged. Have a taLM Ppole Aoot C) .
- qualified technician replace the crawl space door. MQ [)E lg (g GP/WP_ \<i5. {7

Provide documentation of the repairs in the form

of photos, recsipts or work orders. bler —S MW% ! jljj Q\W J

|
|
Division of Health Service Regulation
STATE FORM T YEVEZ2 if gontinuation sheat 6 of G
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Hot Water Temp Record

Name of Facility (f[cmm,gfqm[ (aﬁcd,}-c et
Surveyor__Suzanna

Date Reading Temperature | Signature Print Names | Comments
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Hot Water Temp— 100 - 116 Deg Recommend Record Temp once/week

Maintain this log of hot water temperatures showing measurem

conseculive days

Return completed log to:

Division of Health Service Regulation
Construction Scetion
2705 Mail Service Center

Raleigh NC
Attention:

7699
WLéth Nea

s made three times a day fi

Fax Mumber 919-733-6592

Revised 02/08/2011

hree




