PRINTED: Q7/03/2018
FORM ARPPROVED

Division of Health Service Regulation

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 COMPLETED

FCLOB9-033 B. WING 05/10/2018

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3341 OLD HWY #10 E
NEBO, NC 28761

. X4 ID ‘ SUMMARY STATEMENT OF DEFICIENCIES 10} PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EAGH 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)

MOUNTAIN VIEW FAMILY CARE HOME

C 000 Initial Comments C 000

Report by Anthony Brinson

DHSR Construction Section conducted a Biennial
Survey on May 10, 2018 from 11:45 AM to 2:15
PM at the above referenced facifity. DHSR
records indicate the home was first licensed on
March 11, 1991 as a Family Care Home with a
capaciy of Six (6} all-ambuatory residents {able
to respond and evacuate without any physical or
verbal assistance during a fire or other
emergency). Based on this information we are
requiring the home to maintain compliance with
the following: the 1991 "Rules for Family Care
Homes Minimum Standards and Regulations”,

' the applicable portions of the 2005 Rules 10A

i NCAG 13G for Family Care Homes, and the 1991
North Carolina State Building Gode -

| Section-513.1 - Exception #1 -Residential Care

' facilities.

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

G 172, Fire Safety-Four Rehearsals c172 1y {)\ B S S0 e

SECTION .0300 - THE BUILDING s %y ; 5 g
10A NCAC 13G .0316 FIRE SAFETY AND SAker e LS8
DISASTER PLAN TS se T e a S .
(e) There shall be at least four rehearsals of the ot oo Soh SChe (g
fire evacuation plan each year. Records of

rehearsals shall be maintained and copies
furnished to the county department of social
cervices annually. The records shall include the
date and time of the rehearsals, staff members
present, and a short description of what the
rehearsal involved.
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This Rule is not met as evidenced by:

1.) The rule requires "There shall be at least four

. rehearsais of the fire evacuation plan each year.
Records of rehearsals shall be maintained and
copies furnished to the county department of
social services annually. The records shall
include the date and time of the rehearsals, staff
members present, and a short description of what
" the rehearsal involved".

it was observed at the time of survey that there
were no copies or reference of required fire drills
being conducted on the third shift (roughly
between the hours of 11:00 PM te 6:00 AM)

Please note that the rule references quarterly
drills {minimum of four per year), but the intent is
to have a minimum of four yearly drills (one for
each shift during the quarterly period a total of 12
per year). Take measures to perform
unannounced drills during ali three shifts. Copies
of fire drills should remain on site at all times for
review. These records are reviewed to verify
consistency during drills, verifying the date and
time of drill{s), notification method, resident and
staff activity, condition simulated, any problems
encountered, weather conditions and elapsed
time to complete the drill. This info is crucial to
ensure the safety and well-being of both residents
and staff is maintained.

C 174 Building Equipment Maintained Safe, Operating C 174

SECTION .0300 - THE BUILDING

i TOANCAC 13G .0317 BUILDING SERVICE

EQUIPMENT

{(a) The building and ali fire safety, electrical,

mechanical, and plumbing equipment in a famity
care home shall be maintained in a safe and
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! operating condition. S
- (i) This Rule shall apply to new and existing Lr Y R LR aTeN C A
| family care homes. - T i
X ol W e T U R T Ay o
| This Rule is not met as evidenced by: P AN vy SACANR
1.} The Rule _states that th_e building and_allﬂre e o ~ e e
- safety, electrical, m_echamcal, and plembing THNE L i T e
equipment in a family care home shall be
maintained in a safe and operating condition. e e @"‘V coRE Ty LN
! At the time of survey it was cbserved that in the . o e Vi
i lower level kitchen {Staff Area) two of the RGO VI S S
[ countertop receptacles focated within six feet of : o . Fo e i
the sink where not GFCI protected as required. ":.;f\, o By LA
Take measures to have the deficiency corrected, PR TN Ul g o —XE,

once completed forward copies of
inveices/receipts of the work performed to DHSR e o bt R e S
Construction Section. a0

2) The Rule states that the building and all fire o FORIN CALN AN

safety, electrical, mechanical, and plumbing (W
; equipment in a family care home shali be . I VR IO o
| maintained in a safe and operating condition. s TH I T & Y
: At the time of survey it was observed that in the R SRR
. attic space once you: pass through the access (il b
i door (on the right) there was some electrical
“wiring that is un-protected outside of an approved s
. - o Lt i - AR
! junction box. Cw™ T - L5
Take measures fo have the deficiency corrected, = "1' E:["-_‘:{ LG Y Q RGN
. once completed forward copies of photos or L
| receipts of the work performed to DHSR I e ‘\.\-\,! Y v o
b % \,7\.\ [ ~ siid W =TT

- Construction Section. - )
SONE L Ty e
C 119? Bathroom c 118 “—SLUF\QF\'\W‘\ (\ A_\i—-}hﬁ R

fV. The Buiiding fl e G g -Et‘{\r\&zk_\ s@ o e
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G. Physical Environment . ‘o ps o T B

5. Bathroom {10 NCAC 42C .2206) B AND R T s olled

a. Facilities licensed as of April 1, 1984 must T R o e e LTI I

3 ‘-._/\ kY A [} e, “\, b=

have one full bathroom for each five or fewer —

persons including live-in staff and family. WV XTI e {ou Y

b. It there is a question whether a home licensed o . s

before April 1, 1984 has a sufficient number of \ C'—‘F‘ CAC CL}‘ g }\.—&»—3«;\’\!}/

bathrooms, the Division of Facility Services is T R _

responsible for determining the size and number -‘7:‘} \\'_-}f: ):!3 \(‘yu\:\( 0y

! of bathrooms required based on the number of
persons living in the home.

c. The bathroom(s) must be designed to provide
privacy. A bathroom with more than one toilet or
tub/shower must have privacy partitions or
curtains.

i d. Entrance to the bathroom is not to be through
a kitchen, another person 's bedroom, or another
bathroom.

e. The bathroom must be located as
conveniently as possible to the resident 's
bedrooms.

f. Hand grips must be installed at all commodes,
| tubs and showers on the floor level used by the
residents.

g. Nonskid surfacing or strips must be installed
in showers and bath areas.

h. The bathroom must be wel! lighted and
adequately ventilated.

i. The bathroom floor must have a non-slippery
water-resistant covering.

i This Rule is not met as evidenced by:

1.) The rule requires that Hand grips must be
installed at all commodes, tubs and showers on
the floor level used by the residents.

At the time of our survey it was observed that

- there was not a handgrip in the bathroom located
off of the 3 bed bedroom this is not compliant with
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the rule; provide a handgrip to assist residents
entering in and out of the shower.

Take measures to correct the deficiency once
completed provide to DHSR Construction photos
verifying compliance.
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FIRE REHEARSAL SCHEDULE {QUARTERLY)

Home: Mountain View Family Care Date of Fire Drill CJ)"& VA (l%
Address: 3341 HWY 10 East

Nebo, NC 28761
Time of Fire Drill:_ 11.300m
Person in Charge: 6'@,&@1 (O U WOt
Time of Evacuation:_t 1 lﬁqiﬂm
Brief Description of What Happened During Fire Drill
ALL X fosmoma =, e TRES GO
OACE AL

Date of Fire Drill&>S5 13| ! k)

Time of Fire Drill:_| .40 As

Person in Charge:_Gydeess (US04 T

Time of Evacuation: 1 {€@aa.

Brief Description of What Happened During the Fire Drill

AL DTY fesTaes 1=, Ann Smass ST Ou™r
G,

Date of Fire Drill (e[ 11 &

Time of Fire Drill: L@ o0 A
Person in Charge:_ G, DUCK GO
Time of Evacuation: “1 @3 4

Bnef Descnptlon of What Happened During the Fire Drill
DK AeSoe TS A DR QO cu—
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