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Initial Comments
Report by | uis Padilla

DHSR Construction Section conducted a Biennjal
Survey on August 30, 2018 from 9:50 AM to 11:00
AM at the above referenced facility. DHSR
records indicate the home was first licensad on
July 285, 1987 as a Family Care Home for six (6)
Residents with up to three (3) non ambulatory
residents (Unable to respond and evacuate
without physical or verbal assistance during = fire
or other emergency). Baged on this we are
requiring the home to be in compliance with the
following: The 1592 Minimum Standards and
Regulations for Family Care Homes, the '

“applicable portions of the 2005 Rules for Family

Care Homes 10A NCAC 113G, and the 1556 North
Carolina State Building Code - Section 418.3 -
Small Residential Care facilities

At the time of our visit, wa cited deficiencies that
require an acceptable plan of ¢orrection; all
deficlencies listed below were discussad with
oh-site staff during the exit interview. The listed
deficiencies are as follows;

Houskeeping And Furnishings-Clean, Repaired

SECTION 0300 - THE BUILDING
10ANCAC 13G .0315 HOUSEKEEPING AND
FURNISHINGS

{8) 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} Thisi Rule shall apply to new and existing
homes.

This Rule is not met as evidenced by
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1.) The rule requires have walls, ceilings, and
floors or floor eoverings kept clean and in good
repair;

During cur visit it was observed that the cefling in
the back left Bathroom was beginning to bubble.
This is not compliant with the rule.

Make arrangements to have the deficiency
corrected; provide documentation in the form of
photos for all completed work.

2.) The rute requires each family care home shall
have furniture ¢lean and in good repair:

During our visit it was observed that the front
bathroom sink cabinet was dislodged. This is not
compliant with the rule,

Make arrangements to have the deficiency
correctad: provide documenitation in the form of
photos for all completad work.

Building Equipmant Maintained Safe, Operating

SECTION .0300 - THE BUILDING

10A NCAC 13G 0317 BUILDING SERVICE
EQUIPMENT

{a) The building and «lfl fire: séfety, electrical,
mechanical, and plumbing equipment in & family
care home shall be maintained in a safe and
operating condition.

) This Rule shall apply to new and existing

| family care homes.

This Rule is not met as evidenced by:

1.) The rule requires mechanical equipment in a
family care home shall be maintained in a safe
and operating condition:
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Dutring our visit it was observed that-the dryer
duct in the faundry room had a hole in it, causing
lint to spew out. This is not compliant with the
rule,

Make arrangements to have the deficiency
corrected; provide documentation in the form of

-| photos for alf completed work.

2.} The rule requires electrical equipmentin a
family care home shall be maintained in a safe
and operating condition;

During our visit it was observed that there was a
broken faceplate receptacle in the attic of the
homeg. Thig is not compliant with the rule.

Make arrangements to have the deficiency
cartested; provide documentation in the form of
photos for all completed work.

Bulilding Service Equipment-Call System

SECTION .0300 - THE BUILDING

10ANCAGC 13G .0317 BUILDING SERVICE
EQUIPMENT

(fy Where the bedroom of the live-in staff is
locatad 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.
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This Rule is not met as evidenced hy:
1.) The rule requires where tha hedrcom of the
live-in staff is located in a separats area from
residents’ bedrooms, an electrically opearated call
system shall be provided connecting each
resident bedroom to the live-in staff badroom:
During out visit it was observed that the call w bobl 4%{%91/‘«\ [@/
system for the home was not functional. This is ﬁ%é}, J
not comphiant with the rule. W i] Wi ed.
Make arrangements to have the deficiency OQ
cotrected; provide documentation in the form of ? g&
| invaices/receipts for alf completed work. '
C 138 Outside Entrances/Exits-Single Hand Motion C138

T10: 42C€

2209 OUTSIDE ENTRANCES AND EXITS

(d) All exit doors locks must be easily operable,
by a single hiand motion, from the inside at all
times without keys.

Thiz Rule is not met as evidenced by:

1.) The nule requires all exit doors locks must be
easily operabie, by a single hand motion, from the
inside at all timas without keys:

During our visit It was observed that the side
entrance door for the home are not singie hand
motion. This is not compliant with the rule.

Make arrangements to have the deficiency
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.2211 FLOCRS

(a) Al floors must be of smooth, non-skid
material and 80 constructed as o be easily
cleanable.

(b) Seatter or throw rugs are not to be used.
(c} Al floors must be kept in good repair.

This Rule is not met as evidenced by:
1.) The rule requires scatter or throw rugs are not
fo be used:

During our visit it was observed that throw rugs
were being utilized in Bedroom #4 and #5. This is
not comphiant with the rule.

Make arrangements to have the deficiency
correctsd. Ensure that all throw rugs in the home
are removed fram site. Once completed provide
documentation in the form of photas for all
completed work.

Bed poemtd-3 el
vugs  Reamoved
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corrected; provide documentation in the form of
photos for all completed work,
C 143 Floors C 143
T10: 42C
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