CUNSTRUCTION SECTION
PRINTED: 03/14/2017

MAR 28 2017 FORM APPROVED
Division of Health Service Regulation ‘

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA @ ‘ (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 COMPLETED
FCL092206 B. WING 03/10/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1101 LOXLEY PLACE
NOVELTY HEALTHCARE SERVICES RALEIGH, NC 27610
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 000, Initial Comments cooo 7y (1 dnrnsshefoe st
Report by Suzanna Fay AR, \\{/&R’/{;’" a2 )
DHSR Construction Section conducted a Biennial fbwbmv’%‘g’v\m" e M
Survey on March 10, 2017 from 1:49 PM to 3:00 e e b N/ SPSNT” g
PM at the above referenced facility. DHSR Ll A .
records indicate the home was first licensed on A /. 2 R NN W/ N
May 1, 2007 as a Family Care Home for six ’m bed voenn i 3
ambulatory Residents (able to evacuate and ) - y P S N
respond without any physical or verbal assistance L Oe () et dﬁaf
during a fire or other emergency.) Based on this P P g Y- A?,
. . . . . £ I LA L™
information we are requiring the home to maintain iﬁ/ v W 72’%/ v
compliance with the following: the 2005 Rules é/ / %Tf/ /7
10A NCAC 13G for Family Care Homes and the S
2006 North Carolina State Building Code - !
Section 421.2 - Residential Care Homes. P

At the time of our visit, we cited deficiencies that
require an acceptable plan of correction. They
are as follows:

C 114 Construction-Windows C 114

SECTION .0300 - THE BUILDING

10ANCAC 13G .0302 DESIGNAND
CONSTRUCTION

(k) All windows shall be maintained operable.

This Rule is not met as evidenced by:

1. Observations revealed that the window in
Bedroom #3 would not stay open when the sash
was raised. Have a qualified technician repair the
window so that it will open and remain open for
ventilation and for emergency egress. Provide
documentation of the repairs in the form of
photos, receipts or work orders.

C 128 Bedrooms-Minimum Area C 128
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C 128 | Continued From page 1

SECTION .0300 - THE BUILDING

10ANCAC 13G .0308 BEDROOMS

(d) There shall be a2 minimum area of 100
square feet, excluding vestibule, closet or
wardrobe space, in rooms occupied by one
person and a minimum area of 80 square feet per
bed, excluding vestibule, closet or wardrobe
space, in rooms occupied by two persons.

This Rule is not met as evidenced by:

1. Observations revealed that Bedroom #2 was
being used by two Residents. The bedroom is
141 sf and is not large enough {o accommodate
two people. The bedroom occupied by Staff was
modified to accommodate two Residents and
maintain a capacity of six. Relocate the
Residents to the Staff bedroom. Provide
documentation of the repairs in the form of
photos.

C 135 Bathroom-Hand Grips

SECTION .0300 - THE BUILDING
10ANCAC 13G .0308 BATHROOM

(e) Hand grips shall be installed at all
commodes, tubs and showers used by the
residents.

This Rule is not met as evidenced by:

1. Observations revealed that the toilet in the hall
bath did not have handgrips. Have a qualified
technician install handgrips. Provide
documentation of the repairs in the form of
photos, receipts or work orders.

2. At the time of this survey, the second bath was
undergoing renovations. Verify that the shower
and toilet have handgrips when complete.

Provide documentation of the repairs in the form
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of photos or receipts.

Bathroom-Mechanical Ventilation

SECTION .0300 - THE BUILDING

10ANCAC 13G .0309 BATHROOM

(g) The bathrooms shall be lighted to provide 30
foot candles of light at floor level and have
mechanical ventilation at the rate of two cubic
feet per minute for each square foot of floor area.
These vents shall be vented directly to the
outdoors.

This Rule is not met as evidenced by:

1. Observations revealed that the master bath
did not have mechanical ventilation. Have a
qualified technician install an exhaust fan that is
ducted to an exterior location. Provide
documentation of the repairs in the form of
receipts or work orders.

Outside Entrances/Exits-Free of Obstructions

SECTION .0300 - THE BUILDING

10ANCAC 13G .0312 OUTSIDE ENTRANCE
AND EXITS

(e) All entrances/exits shall be free of all
obstructions or impediments to allow for full
instant use in case of fire or other emergency.

This Rule is not met as evidenced by:

1. Observations revealed that the operable
window in what is being used as a Staff bedroom
was blocked by a large clothes rack. This
window is for emergency egress and must be
kept free of obstructions in the case of an
emergency. Rearrange the furnishings o keep
this window clear. Provide documentation of the
repairs in the form of photos.
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C 152 Floors C 152 ]Z;% vt “";j/a é/c’@?? V"T o e
10ANCAC 13G .0314 FLOORS Ktela er:cwﬁQ L&Mgﬁ%ﬁ Ve
a) All floors in a family care home shall be of ; ) ]
( ) y M@ a ) wx ‘ 3

smooth, non-skid material and so constructed as he V“"ﬁf/@%s’tﬁgi %/f’?{’ S v
to be easily cleanable. P ,Q T i g My

(b) Scatter or throw rugs shall not be used. Feehina o b/@% L{/]I 2, -

(c) Allfloors shall be kept in good repair.

R » o h
This Rule is not met as evidenced by: > j [ YL—CHJJ gﬁw" Sjooé’lli S
1. Observations revealed that the kitchen and ‘ U Cope .
laundry floors were not maintained in good m /é /}.{,(;{/W &/&&x(::» wq,ki
condition. The vinyl was torn in the laundry closet o A 4.
and at the laundry room doors. There was a e o i J\, MJL /O( o be K

large tear at the refrigerator as well. The vinyl (, ’fi T
tiles had gaps in several places allowing dirt to T o~ N : ’ A

get into the crevices. There were small pock VQ {“f ;j? L UM}“ ﬁ L%

marks in the vinyl in front of the cabinets and ' >
refrigerator. Have a qualified technician replace
the flooring in the kitchen and laundry. Provide
documentation of the repairs in the form of
receipts or work orders.

C 153/ Houskeeping And Furnishings-Clean, Repaired C 153

SECTION .0300 - THE BUILDING

10ANCAC 13G .0315 HOUSEKEEPING AND
FURNISHINGS

(a) Each family care home shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;

(e) This Rule shall apply to new and existing
homes.

This Rule is not met as evidenced by:

1. Observations revealed small food stain spots
on the kitchen ceiling around the oven. Have the
ceiling cleaned to remove the stains. Provide

Division of Health Service:Regulation
STATE FORM 6898 ME7021 If continuation sheet 4 of 9




Division of Health Service Requlation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

FCL092206

PRINTED: 03/14/2017
FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: 01 COMPLETED
B. WING 03/10/2017

NAME OF PROVIDER OR SUPPLIER

NOVELTY HEALTHCARE SERVICES

RALEIGH, NC 27610

STREET ADDRESS, CITY, STATE, ZIP CODE
1101 LOXLEY PLACE

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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documentation of the repairs in the form of
i
photos. K cbain r@«wy& %, sod LAl
C 174, Building Equipment Maintained Safe, Operating | C 174 % (/J("Q"/‘M ‘“i( e

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. Observations revealed that the grease filter in
the kitchen range hood had an accumulation of
grease. Clean the grease filter o remove the
grease. Provide documentation of the repairs in
the form of photos.

2. Observations revealed that the right hand door
on the laundry room was off the track and
wouldn't close. Repair the door so that it will
close. Provide documentation of the repairs in
the form of photos or receipts.

3. Observations revealed that the outlet cover
was missing at the outlet to the left of the window
in Bedroom #1. Install a cover plate. Provide
documentation of the repairs in the form of
photos or receipts.

4. Observations revealed a large brown stain on
the left side closet door in Bedroom #1. Clean the
door. Provide documentation of the repairs in the
form of photos.
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C 174 Continued From page 5 C174 -7Z:, “‘W@Q éc;,v s g’gzzﬁm&#z
5. Observations revealed that the towel bar £ ~
len—ec ? el
brackets were coming out of the wall and there il M ’\'Qf / =
was not a bar for the towel in Bedroom #2 over 24 77
the bed on the left. Have a qualified technician Leclinrcoon (’”ﬁ“ﬁ’ ¢
repair or replace the towel bar. Provide .
documentation of the repairs in the form of /4 R oot d N
photos or receipts. =7 divecSfh vy f%& A
6. Observations revealed that the master f-elocc @2/ JfneJediens %/7*’\’%\
bathroom was undergoing renovations. Provide @,
documentation of the repairs when complete. 5/{/&\%4%/ gy?&é’ Yoo bzl Com @{K 0
7. Observations revealed that the tile was — Lo '/”D&A PN (f (/*( u
damaged around the tub in the hall bath at the - -
faucet and at the end wall. Have a qualified WA Lo, [« N Y
technician repair the tile. Provide documentation W hs A bage_ uv@)q é o
of the repairs in the form of photos, receipts or e DN -
work orders. 99 Wﬁ & \%;5 M L
. 5’ Lk 25
8. Observations revealed that three of the four e
light fixture sockets did not have light bulbs in the 4 lf ibs;__, k C u ?LL K?IVV\«_{, PO \{"Qw
hall bath. Install light bulbs for the safety of the N
Residents. Provide documentation of the repairs g/\)\ VU\ W&( A [O@L%ﬁwp% Q»‘:;{Juk‘
in the form of photos or receipts. }L éél@@l
9. Observations revealed that several of the ' i .
bricks on the front steps were loose or broken off éWg%e ‘/‘é‘&“& é/\j’ = / / 2// /7 .
which poses a tripping hazard. Have a qualified L ) )
technician repair the front steps. Provide i‘/’\’ %W o M“(? (/‘“f://
documentation of the repairs in the form of (M [ v Y, WQ,\’ o
photos, receipts or work orders. _ )
. Bu k‘fﬁvh f/m"f” gwfs L)‘g ‘;// ZA“ZJ +
10. Observations revealed damaged siding '
behind the A/C unit outside of the Living Room. | NI 'y Lol b
Have a qualified technician replace the damaged / é% < g QQ © letp %Mﬁ
siding. Provide documentation of the repairs in MR A7 VWJ et A 4% e q
the form of photos, receipts or work orders. {k U o U oe redface A

11. Observations revealed the left side corner
trim was rotted and damaged outside the Living
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12. Observations revealed that a fire had
occurred at the corner of the ramp landing. The
corner post and several of the spindles had
charred and burned. Have a qualified technician
replace the damaged rails. Provide
documentation of the repairs in the form of
photos, receipts or work orders.

13. Observations revealed that the exterior soffit
outside of Bedroom #3 had holes where the soffit
had rotted. There was one hole outside the
bathroom window and a second hole outside the
bedroom window. The fascia trim had been
replaced and there were gaps between the soffit
and the fascia trim that are in need of caulking.
Have a qualified technician replace the damaged
sections of soffit and caulk to fill the gaps.
Provide documentation of the repairs in the form
of photos, receipts or work orders.

14. Observations revealed a cable box at the wall
outside of Bedroom #2. The box was open and
the cable wires were hanging out of the box.
Contact the vendor to secure the wires and keep
the box closed to protect the wiring. Provide
documentation of the repairs in the form of
photos, receipts or work orders.

15. Observations revealed that the cover for the
dryer backflow preventor had dry rotted and was
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C 174! Continued From page 6 C174 JT[:QJ e X, ﬁ\m Ias 5»{52/%«55&
#3
Room over the ramp. Have a qualified technician Wg@o& A i’fuu\«f VTS ot
replace the damaged trim. Provide
documentation of the repairs in the form of Vil i) o d A 8, ;\Q/«f lic Y
photos, receipts or work orders.
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severely damaged. Have a qualified technician C }N XX/DQ /}
replace the drawer exhaust cover. Provide T L e
documentation of the repairs in the form of - ﬁ/:ﬁa e Kw/ bew C”fcf/ﬁb /
photos, receipts or work orders. ;,i/r V\,\,_a,« IRz }f‘ Copoe’ }«6_,\_ Jéj’;
(&/“*"x"‘ m Ve ZAWVINYS wﬂ{xjﬂ [acae ’{‘/*‘3’
Division of Health Service Regulation i
8899 / }i [’ ] %

STATE FORM

ME7021

If continuation sheet 7 of 9




Division of Health Service Regulation

PRINTED: 03/14/2017

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

FCL092206

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: 01 COMPLETED
B. WING 03/10/2017

NAME OF PROVIDER OR SUPPLIER

NOVELTY HEALTHCARE SERVICES

RALEIGH, NC 27610

STREET ADDRESS, CITY, STATE, ZIP CODE
1101 LOXLEY PLACE

(X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

C 180

C 180

C 183

Continued From page 7

Building Service Equipment-Call System

SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(fy Where the bedroom of the live-in staff is
located in a separate area from residents’
bedrooms, an electrically operated call system
shall be provided connecting each resident
bedroom to the live-in staff bedroom. The
resident call system activator shall be such that it
can be activated with a single action and remain
on until deactivated by staff. The call system
activator shall be within reach of resident lying on
his bed.

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

This Rule is not met as evidenced by:

1. Observations revealed that the facility has
sleep-in Staff. No call system was observed. If
the Staff bedroom is relocated to bedroom #2,
then only the front bedroom would need a call
button. Provide a call for any bedrooms not
within close range of the Staff bedroom. You may
submit systems for approval fo
DHSR/Construction Section.

Outside Premises-Clean, Safe

SECTION .0300 - THE BUILDING

10ANCAC 13G .0318 OUTSIDE PREMISES
(a) The outside grounds of new and existing
family care homes shall be maintained in a clean
and safe condition.

This Rule is not met as evidenced by:
1. Observations revealed trash along the side
outside of Bedrooms #2 and #3. Remove the

C 180

C 180

C 183
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the form of photos.

trash. Provide documentation of the repairs in
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