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The Adult Care Licensure Section conducted an ' CIW\? (/hed@ [ 137‘- ‘ﬁ) W

- annual survey on June 22, 2018,

c074;i ::OA NCAC 13G .0315(a)(1) Housekeeping and cor4 imb)ﬁe)‘[ P O\IJJH BJ (o }’}‘9'()
; Fumnishings ; “ ﬁie C‘“gt
10A NCAC 13G .0315 Housekeeping And V(WH Vi d § ‘ l
- Furnighings ' , ! «Fﬂ%"ﬁfﬂﬂ duﬁ' :

; (a) Each family care home shall:

vt o o v g . Sl Will dicument

| is Ru apply to new and existing homes. oN : l ifV) u ’\/9 207

§ This Rule is not met as evidenced by: ’ﬁ 4 I/LM m}

| Based on observations and interviews, the facility W(JW Avd M‘thﬂnﬂ
failed to assure the walls and ceilings in 3 of 4

| residents’ rooms and the common resident
. bathroom were kept clean and in good repair.

\K
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, The findings are:
| l v
Observation of resident room #1 located on the )”w Q'NM -h) W ’IZ'Q‘
 left side of the main haliway in the facility on C“"‘" ,,)\, M (,Wnbdﬁ—f;d/v
. 08/22/18 at 6:56am revealed: ,
' -Four of four baseboards were dirty with brown M\[‘Q) bw\) n\LQ/+

dust.

T et 1) intyads, 71 wilhs
| approximately 5 inches long and 3 inches wide. ﬂi\ld/(/{ y "\/\/’“ b&

. Interview with the resident who resided in the

| resident room #1 on 06/22/18 at 6:57am revealed
he had not noticed the scraped paint area or the
dust on the basehoards.

| Observation of resident room #2 located on the
. left side of the main hallway in the facility on
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C 074 . Continued From page 1

06/22/18 at 6:59am revealed:
. -Four of four baseboards were dirty with brown
| dust.
| ~There a scraped wall area located to the lower
 right wall by the room entrance that measured
| approximately 1 foot long and 4 inches wide.
' -There were scattsred dusty brown cobwebs on
: the wall and ceiling comers.

i Attempted interview with the resident who resided
in resident room #2 revealed the resident was not
| present at the facility.

i Interview with the supservisor in charge (SIC) on

: 06/22/18 at 6:58am and 7:00am revealed:

" -She was just filling in for the other SIC

iﬁemporarﬂy.

| -She did not know about the dusty baseboards or
the scraped wall areas in resident room #1.
-She had not seen the cobwebs or the scraped

* wall area in resident room #2 because she was
not normally scheduled to work this facility.

. ~It was expected for the staff to clean the

. baseboard once a month and as needed.

| -Staff were expecied to clean the walls and

. ceilings for cobwebs once a week and as needed.

| -She did not do any cleaning in facility on

* 068/22/18 because she was only filling in for the
other SIC.

- <The other SIC did the cleaning in the facility.

. -She was not sure if anyone checked to see if the
cleaning was done at the facility.

. -Staff was supposed to report any needed repairs

| like the scrapad wall to the Administrator as soon

" @s they saw.

| -The Administrator would contact whoever was

imededlomakeanympeirs.
Observation of resident room #3 located on the

- end of the main haliway in the facility on 06/22/18
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c 074!' Continued From page 2

? at 7:05am revealed:

. Four of four baseboards were dirty with brown

- dust.

 -There were scattered areas of white cracked and
peellng paint throughout the ceiling of the room.

i -The door of the closet had a gray stain areas

1 that measured approximately 2 % feet long and
4 inches wide.

| Aftternpted interview with the resident who resided
in resident room #3 revealed the resident was not
. present at the facility.

! Interview with the same supervisor in charge

: (SIC) on 06/22/18 at 7:07am ravealed:

! -She was not aware of the peeling paint in the

| celling of resident room #3.

| -There had not been any leaks to the roof of the
facility that she was aware of.

-The stains on the closet doot were probably from
Wteras:dentioudmgthedmr&ndhenammloul
residue in the resident’s hand.

-Staff should be wiping down the closet door as
. neaded to avoid stains.

- Observation of the common resident bathroom on
6/22/18 at 7:18am rovealed:
. -There were scattered areas of white cracked and
| peeling paint throughout the ceiling of the room.
' -There were ssveral brown stains scattered on
[ the ceiling.
; -The ceiling air vent was covered with brown dust
| and had peeling paint areas to 2 of its 4 sides.
! ~Three of three walls of the showeritub enclosure
. had numerous black and brown stains scattered
 throughout the grout of the walls.
| <The plastic baseboard moldings by the tub had
. several puckered areas and scattered brown
stains.
. -The lower wall area located to right of the vanity
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 had several black and brown stains. ' q ! i (SWZ' ANj l ﬂz‘)M‘)ﬂZ

: Intervi ith nd SIC on 6/22/18 at 8:10am
eSO st AL | e ) g fhley TV e

-She usually worked as the SIC for this facility. . |
-She swept for cobwebs about once a month. A /@,Fﬁyu %ww; »
-She had not noticed any problems with cobwebs. P "
-She cleaned the baseboards in the facility about . -
. once a month, but she was not sure when the last ,F»Jw:)})uj pfb}\ﬂ\' N RS
. time the baseboards were cleaned.

' -There were several areas of the walls and ) A /}WWNW

ceilings that had scrape marks and pesling paint. . c,) J eu M 0 ’

. -She had told the Administrator about the ceiling
- -The Administrator was supposed to repaint in the Hﬁ/
residents' rooms, but it had not been done yet. KQ«?’

PATHWAYS

| in resident room #3 about a month ago. v + “ﬁll))
-She had not noticed the ceiling or air vent in the

%ghmem&mmwt::;lm@myatonomw {;’ﬁk'f— And " A+ 7"0& M

nd thal there stal
e e e e ; /&f/m@dr/-d anrt

| -She cieaned the walls of the shower/tub

enclosure at least once a week. ﬂ”’f/m 10f /)WQ/ bw;) ' i
Telephone interview with the Administrator on neLt md AL 109 Wi ”«ﬁ

8/22/18 at 10:32am revealed:

* -He did not know of any problems with cobwabs
- or dirty baseboards in the facility. i /
-He expected the staff to clean for cobwebs at ﬂ'}QMMM Wb? Ju\)QJ (lc?(ﬂ“é
least once a week. !

. -The baseboards in the facility were supposed to . :

be cleaned by the staff at least once a month. d@ 9)/5"

<The staff had told him about the peeling paint J 1
_ and scraped walls areas in the facility abouta

month ago. ;
- -He was planning to repaint the inside the entire
| facility once the weather was better.

| -He just had not had gotten around to getting the
painting done yet.

-Staff should clean the shower walls as needed
Division of Health Service Regulstion
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- 80 the grout does not have any stains. o dﬁ) i
| -He normally came to the physically 3 to 4 times a WI“ a) C/Ww "7 ‘9’)%

co'ls% 10A NCAC 13G .0315(a)(3) Housekeeping and core ik w+4u, d/-]y wan
Fumistings ol avd jooi widl | pL 5
' 10A NCAC 136G 0315 Housskeeping and W | & e Galsh
) Faa; ' At |
| (a) Each faiy cae home sht: g oy braw |

£

| (3) have furniture clean and in good repair; P o
:'lhisRuleshalIapp!ymnewandexisﬁng homes. MAOV+%Q/ ?ﬁM
' This Rule is not met as evidenced by: o Sppff- w11 Oaumptt OV

| Based on observations and Interviews, the facility “+hq e Whﬂu{?
| failed to assure a dresser in resident's room was OW'Vf) / |
| clean and in good repair. ' ‘f
. The findings are:

' Observation of resident room #1 located on the

5 ‘ 5 o+ R A-OJ' ’7 I3
et o e ity Sk 9T )
| ~-There was a 4 drawer dresser with a missing N ) .
front panel from its third drawer. | 1 ;
t-mmrmlmbm;gammewau in g Ad o FRFPL Will Mt
i the corner of the room to the right of the dresser. ’ e "‘h? . ;
| Sl el Befhy;
Interview with the resident who resided in the }:AL' 'Lf . e
' resident #1 on 06/22/18 at 6:57am revealed: wrals Avd 'aql}a’l& mlﬁdw
| -He was admitied ility on 06/21/18 and :5
s it ety 1 N YO

-The panel of the dresser was missing when he

i :‘a: ;;lmt:r:li:inmuse he could still use b}ﬂ-(/k/ MA{ b’W’v

gthesomerdmmoﬂhedresser. Df\l T:E _‘,_‘
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cmsi Continued From page 5

 Interview with the supervisor in charge (SIC) on

. 06/22/18 at 8:10am revealed:

| -She was aware of the broken drawer in the

" resident's room.

. -The dresser drawer was broken by a previous

: resident about a week ago.

¢ “"The dresser drawer was never fixed even after

- the resident was discharged from the facility last
wesekend"”.

' -She had tried to fit the drawer back together, but
. she could not fix it.
-Sha just leaned the panel against the wall in the
comer of the resident room.

| -She told the Administrator about the broken

' dresser drawer in resident room #1 the week

| before.

| -The Administrator was aware the dresser drawer

" was stilt broken when the new resident was

; admitted to the room on 06/21/18.

| Telephone interviow with the Administrator on
' 08/22/18 at 10:32am revealed:

-He was aware of the dresser drawer being

| broken in the resident’s room.

I -Staff had made him aware of it about a week
ago when a previous resident ripped off its front
paneal.

! -He had not had the time to fix the dresser

¢ drawer.

-He planned to fix the drawer within the next
woeek.

C 078; 10A NCAC 13G .0315(a){5) Housekeeping and
: Furnishings

10ANCAC 13G .0315 Housekeeping and

| Fumishings

- (a) Each family care home shall:

| (5) be maintained in an uncluttered, clean and

co76

co78
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0078‘; Continued From page 6

. orderly manner, free of all obstructions and
| hazards;
This Rule shall apply fo new and existing homes.

|

|
|
This Rule is not met as evidenced by:
| Based on observations and interviews, the facility
| failed to assure the facility was kept free of
é hazards as evidenced by a partially detached
| baseboard heater panel with exposed metal
i edges in one resident room, a missing floor vent
| in the common resident bathroom, and failing to
| replace a light bulb in the haliway.

. The findings are:

|
’ Observation of resident room #1 located on the
. Ioft side of the main haliway in the facHlity on

' 08/22/18 at 6:56am revealed:

| -There was a baseboard heater under the front

_ | window with part of its front metal pane! partially

- detached from its right side.

1 -A sharp edge of the metal panel of the

* baseboard heater was exposed and bent away
from the body of the heater approximately 2

-One resident was present in the room.

| Interview with the resident who resided in the

" resident room #1 on 06/22/18 at 6:57am

| revealed:

| -He had been admitted to the facility on 06/21/18
and he had not noticed the front panel of

i baseboard heater was partially detached from its

: right side.

' -He did not have any complaints about the

| baseboard hester because he had not noticed it.

|
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. Interview with the supervisor in charge (SIC) on
06/22/18 at 6:58am revealed she was not aware
of the partially detached front panel of baseboard
heater.

. Observation of the common resident bathroom on

: 06/22/18 at 7:18am revealed:

' -There was no floor vent cover to the duct work

* located approximately 8 inches adjacent to the

i right side of the floor next ta the commode.

! -The open area of duct work measured

' approximately 10 inches long and 4 inches and
was easily accessible to all residents when they

. used the bathroom.

' “There were no waming signs postad regarding

: the open area of duct work.

- Observation of the main haliway on 06/22/18 at
' 7:30am revealed:

. -The light in the haliway did not work.

~There was one light for the hallway and the

* hallway was approximately 12 feet long.

Interview with a resident at the facility on 06/22/18
. revealed he had not noticed the missing vent
_ cover or the light did not work in the main haliway.

| Interview with a second SIC on 06/22/18 at

| 8:10am revealed:

I -A previous resident had knocked the front panel

. off of the baseboard heater in resident room #1

| and 'knocked out the light in the main hallway

. about a week and a half ago.

' -She fold the Administrator about the basseboard
heater panel and the broken lightbulb about a
-The Administrator was supposed to get a

: repairmen for the baseboard heater panel and he
hadnotdnngodmelsghtbulbmmamam
| hallway.
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C 078’ Continued From page &

-She knew about the missing air vent cover in the
common resident bathroom.

. -A previous resident had ripped up the air vent

| cover last week.

- -She tokd the Administrator a week ago about the
vent cover and he was supposed io replace the
air vent cover in the bathroom.

! "It woukd be easy for any resident to accidently
step down into the open duct work when a
resiiont was using the common resident
bathroom".

. -She had not thought about posting signs in the
common resident bathroom to remind them to
watch out for the open duct work.

: Telephone interview with the Administrator on

| 06/22/18 at 10:32am revealed:

. -He was aware of the front pane! of baseboard

heater in the resident's room, the broken

lightbub, and of the missing floor vent cover in

the resident common bathroom.

-"Staff had told him about all of these things about

; a week ago when previous resident had tom

| them up".

' -He had not had the time to fix the baseboard

: heater panel, replace the floor vent cover, or

| broken fightbulb.

" -Ha planned to fix the baseboard heater panel,
replace the ficor vent cover, and broken lightbulb

| within the next week.

C 1051 10A NCAC 13G .0317(d) Building Service
| Equipment
{
| 10A NCAC 13G .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
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| 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).

: This Rule is not met as evidenced by

' Based on observations and interviews, the facility
4 ‘ failed to maintain hot water temperatures
: between 100-118 degrees Fahrenheit (°F) for 2 of
. 2 fodures in 2 resident bathrooms.

| The findings are:

| Observation on 06/22/18 at 7:20am revealed the
- hot water temperature at the sink in the common
. resident bathroom was 88°F.

Observation on 06/22/18 at 7:40am revealed the
~ hot water temperature at the sink was 90°Fin a
. resident bathroom located in resident room #4.

* Second observation on 06/22/18 at 10:00am
. revealed the hot water temperature at the sink in
' the common resident bathroom was 88°F.

. Second observation on 06/22/18 at 10:10am

! revealed the hot water temperature at the sink
. was 88°F in a resident bathroom located in

| resident room #4.

I Interview with a resident on 06/22/18 at 7:25am

: revealed:

" -He was admitied to the facility on 6/21/18 and he
| used the common resident bathroom to take his

| bath.

-He had not noticed any problems with the

i temperature of the water in the common resident
| batheoom.

! -“The temperature of the water was warm but not
;laoohot"

gw M/a )/Y}av;”}‘)& W«-
~mpew4vwwmna,/md
p/w'/v el

i e bdu%d
lobDﬂMQ/ [16°.

, «M'IW
Stoeivit] d e

WQQJQ'O oON /?&SJ‘QC"

%W’&IDO */‘Dmﬁﬁ-@
UL WAL e f
) er lawqﬁ *ﬂ'»‘w/w

[1°.

’ ﬁdfm\/ﬂ?ﬂﬂﬁ/ﬂ& will

Moo IR FHepRRe
Anc) Pﬁ{-}(,@{ o e'\Jth@

MPWIQ éﬂt&ﬁ/&d

Division of Heafth Servios Regulstion
STATE FORM

4V7011 ¥ continuaion sheet 10 of 12



PRINTED: 07/02/2018
FORM APPROVED

i

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING:
FCL008030 B s 06/22/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
BATNGYE 743 CHARLES TAYLOR ROAD
AULANDER, NC 27805
N0 SUMMARY STATEMENT OF DEFICIENCIES i D i PROVIDER'S PLAN OF CORRECTION 5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
e ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

C 105! Continued From page 10

| Attempted interviews with the 3 other residents
who resided at the facility revealed the residents
| were not present at the facility.

| interview with the Supervisor-in-Charge (SIC) on
06/22/18 at 7:25am revealed:

- -She checked the water temperatures for the
facility once a month.

: -The water temperatures were usually between

104 - 108 °F.

| -She was not sure when she last checked the

| water temperatures in the facility or what the last

| temperature readings wers.

. -She normally wrote the water temperatures

| down on piece of paper but she was not able

" locate her documentation of the water

- temperatures.

. -There had not been any complaints from the

' residents regarding the water temperatures.

, ~She thought originally the water temperature

| were low because all of the residents had just

| taken their showers on the moming of 06/22/18.

; -She would call the Administrator about the water

| temperatures being low.

I

- Telephone interview with the Administrator on

06/22/18 at 10:32am revealed:

-He was not aware of any problems with the

: water temperatures being low in the facility.

-Staff checked the water temperatures in the

facility once a month and staff would have

reported any problems with the water

tempaeratures to him.

-He was not aware of any resident complaints

about the water temperatures in the facility.

-Hewas not sure if the facility had a water

! temperature log.

‘ -He would call a repairman to adjust the water
temperatum for the facility.
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