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SAFE HAVEN # 2

C 000 Initial Comments C 000

Report by Glenn Hoppin m
Ao

DHSR Constrection Section conducled a
Complaint Survey on August 18, 2017 from
1:00pm until 2:30pm at the above referenced
facility. DHSR records mdicate the home was
first licensed on August 1, 2012 as a Family Care
Hame for six (8) ambulatory Residents (able o
evacuate and respond without any physical or
wvarbal assistance during a fire or olbwer
emergancy). Based on this infosmation we ara
requiring the home to maintain compliance with
the following: the 2005 Rules 104 NCAC 130G for
Family Care Homes, the 2009 Morth Caroling
Siate Building Code - Section 421.2 - Residential
Care Homes

The complaint stated that the facility had bwo non
amblatory rasidents. The complaint was
substanlatad.

Al the time of our vislt, we cited deficiencies that
require an acceptable plan of correction. Thay
are as follows:

C 105 Initiad Licensure-Meet NCSBE C 105

SECTION 0300 - THE BUILDIMNG

1048 NCAC 136 0302 DESIGM AND
CONSTRUCTION

(a) Any building licensed for the first time as a
family care home shall mest the applicable
requirements of the Morlh Carofina State Building
Code, All new construction, additions and
rencvations lo exisling buildings shall mest the
requiremients of the Morth Caroling State Buiding
Code for One and Two Family Dwellings and
Residential Care Facilities if applicable. All
applicable volumes of The North Carolina State
Tivizaon of Healin Senice Regaaton
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[ am writing in response to the August 18, 2017 complaint survey and the corrective action
issued as a result of that visit. Please find attached the result of the facility plans for future
adherence,

In response to Section .0300-The Building 104 NCAC 13G .0302 Design and Construction
Initial Licensure—Meet NCSBC
B/18/2017

The facility will follow Option one which is 1o remove gl non-ambulatory residents from the
facility and only serve am bulatory residents,

Fach resident and resident family were notified on 8/19/2017 that a resident would he
discharged from the facility, following the approved discharged process, if that resident
becomes immobile and unable to ambulate. This is in accordance with the state mandated
policy.

8/18/17 and ongoing

The facility will re-assess and re-evaluate the ambulatory status of all residents, Any resident
found to have decreased ambulatory status will be assessed by their physician. If residents found
incapable of the ability to ambulate we will notify DHSR and the facility will follow directives,
Any resident unable to ambulate or found to be immohile will be discharged from the facility in
accordance with applicable rules. All residents will be assessed upon admission to the facility to
verify ambulation status as documented on residents' F1.2 and admission papers. Any resident
incapable of ambulation will not be admitted



