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€ 000} Initial Comments Coo0

Report by Luis Padilla

DHBR Construction Section conducted a Biennial
SUWEY on August 30, 2018 from 9:00 AM to 9:60
AM at the above referenced facility. DHSR
records indicate the home was first licensed on
Octaber 16, 1997 as a Family Care Home for six
(B} Residents with up to three {3) non ambulatory

-IVED

residents {unable to respond and evacuate 0CT 11 2018
without physical or verbal assistante during a fire
or other emergency). Based on this we are ' CONSTRUC”@N SECTIGN

requiring the home fo be in compliance with the
following: The 1992 Minimurm Standards and
Regulations for Family Care Homes, the |
applicable portions of the 2005 Rules for Family !
Care Homes 10A NCAC 13G, and the 1996 North ' ;
Caralina State Building Code ~ Bection 410.3 -
Small Residential Care facilities

At the time of our visit, we cited deficiencias that
require an acceptable plan of correction; all
deficiencies listed below were discussed with
on-gite staff during the exit interview. The listed
deficiencies are as follows:

C 159 Housekeeping-Curtains, Blinds, Res, Privacy C 159

GECTION .0300 - THE BUILDING

10ANCAC 13G .0318 HOUSEKEEP]NG AND

{ FURNISHINGS

{a) Each family care home shall:

. {9) have curtains, draperies or blinds at windows
in resident use areas {o provide for rasident

! privacy; :
i (8) This Rule shall apply t6 new and existing i
homses.

This Rule is not met as evidenced by:

1.) The rule requires each family care home shall
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SECTION .0300 - THE BUILDING
T0ANGAG 136G .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 gafe and

! operating condition.

: (i) This Rule shall apply to new and existing

family care homes.

This Rule is not met as evidenced by:

1.) The rule requires all fire safety equipment in a
family care home shall be maintained in a safe
and operating condition:

Puring our visit it was observed that the Fire
Extinguishers for the horme wera not being
inspected on a monthly basiz by staff. This is not
compliant with the rufe.

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

2.} The rule requires all plumbing equipment in a
family care home shall be maintained in a safa

Five

W\W oy
wil] gpested ln
by shalt--

A BUILDING: 01
FCLD11288 B.WING 0B/30/2018
NAME OF PROVIDER OR, SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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E #1
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
G 188| Continued From page 1 C 159
have curtaing, draperies or blinds at windows in
resident use areas o provide for resident privacy:
Durlng our visit it was observed that Bedroom #2 “Wlﬁl: . Yo \/'208&’45{ Cré f /
did not have blinds installed for privacy, This is E}? l P ' 12|
not compliant with the rule,
Make arrangements to have the deficiency
corrected; provide documnetation in the form of
photos for all completed work.
C 174) Building Equipment Maintained Safe, Operating G174
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EVERGREEN LIVING HOME #12
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LEICESTER, NG 28748

SECTION 0300 - THE BUILDING

10ANCAC 136G .0317 BUILDING SERVICE
EQUIPMENT ‘

{f} Whera the bedroom of the live-in staff is
incated in a geparate area from residents’
bedrooms, an electrically operated call system
shall be provided connecting each resident
badraom to the live-in staff bedroom. The
resident call system activator shall be such that it
can be activated with a singls action and remain
on until deactivated by staff. The call sysiem
activator shall be within reach of resident lying on
his bad.

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

This Rule is not met as evidenced by:

1.) The rule requires where the bedroom of the
live-in staff is focated in & separate area from
residents’ bedrooms, an slectrically operated call
system shall be provided connecting each
resident bedroom to the live-in staff bedroom:

During out visit it was observed that the call

: system for the home was not functional. This is

not compliant with the rule.

Call
be. Ruged

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORRECTION (x8)
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
C 174 Continued From page 2 C174
and operating condition:
During our visit it was observed that the toilet for 4;*{—&.@- Qg&h)"ﬂ“’h ':{'-t)? !d—w?u W
the Staff Bathroom was loose at its base and )6 / ‘P,
dirty. This is not compliant with the rule, -
"y P R e
Make arrangements to have the deficiancy
sorrected; provide documentation in the form of
¢ photos for all complated work. -
i
C 180| Building Service Equipment-Call System G180
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G180

C 183

C 118

Continued From page 3

Make arrangements to have the deficiency
corrected; provide documentation in the form of
invoices/receipts for all completad work.

Qutside Premises—c:iean, Safe

SECTION 0300 - THE BUILDING

10ANCAC 13G 0318 OQUTSIDE 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.) The rule requires the outside grounds of new
and existing family care homes shall be
maintained in a clean and safe condition:

During our visit it was observed that the dryer
exhaust duct had a bulld-up of lint around it. This
is not compliant with the rule.

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

phatos for all completed work,

Bedrooms-Windows

T10: 420

2205 BEDROOMS

{g) Each resident bedroom must have one or
more operable windows and be lighted to provide
30 foot candles of light at floor lsvel. The window
area must be equivalent to at least sight percent
of the floor space. The windows must be low
enough to see outdoors from the bed and chair,
with a maximum 38-inch sill haight.

Thiz Rule is not met as evidenced by:
1.) The rule requires each resident bedroom must

c i8¢

C 183

c118

C,QQQM DYy st
dueh ks

Whe

Division of Health Service Ragulation
STATE FORM

1:00]

5FZ021

If continuation shest 4 of §




_Division of Health Service Regulation

PRINTED: 08/25/2018
FORM APPROVED

Qutside Entrances/Exits-Single Hand Motion

T10. 42C

| .. 2209 QUTSIDE ENTRANCES AND EXITS

{d) Al exit doors locks must be easily operable,
by a single hand motion, from the inside at all
fimes withaut keys.

This Rule. is not met ag evidenced by:

1.) The rule requires all exit doors locks must be
easily operable, by a single hand metion, from the
ingide at all imes without keya:

During our visit it was ohserved that the side
enhtrance door far the home I= not single hand
motion. This is not compliant with the rule.

Make arrangements to have the deficiency
corrected; provide documentation [n the farm of
photos for all completed work.
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C 118! Continued From pagse 4 c118
have one or more operable windows and ba
fighted to provide 30 foot candles of light at floor
level:
During our visit it was observed that the window Winde w -{6 P B‘Qﬁz Loo mAEL ] /, /
for Bedroom #5 was not operating corractly. This ' o ff*
is not compliant with the rule. will Y
Msake arrangements to have the deficiency R A
corrected; provide documantation in the form of 'P AN
photos for all completed work.
€138 C 138
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C 143 Floors G143
T10: 42C

2211 FLOORS

i {a) Al floors must be of smanth, non-skid

material and $¢ constructed as to be easily
cleanable. ,

{b) Scatter or throw rugs are not to be used.
{c) All floors must be kept in good repair.

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

During our visit it was observed that throw rugs
were being ufilized in the Staff Bedroom. This is
not compliant with the rule.

Make arrangements to have the daeficiency
corrected, Ensure that all throw rugs in the home
are removed from site. Once completed provide
documentation in the form of photos for il
complated work.
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