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records indicate the home was first licensed on .

~ October 29, 2015 as a Family Care Home for five Y {’(_Q_i {}"\;
(5) ambulatory Residents (able to respond and ’
evacuate without any physical or verbal Lo
assistance during a fire or other emergency). N«
Rased on this information we are requiring the '

the 2005 Rules 10A NCAC 13G for Family Care

North Carolina State Building Code - Section
425.2 - Residential Care Homes.

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

C 101 Existing Licensed-No Less than '71 Rules

SECTION .0300 - THE BUILDING

10ANCAC 13G .0301 APPLICATION OF
PHYSICAL PLANT REQUIREMENTS

The physical plant requirements for each family
care home shall be applied as follows:

(2) Except where otherwise specified, existing
licensed homes or portions of existing licensed
homes shall meet licensure and code
requirements in effect at the time of construction,
change in service of bed count, addition,

" renovation or alteration; however. in no case shall
the requirements for any licensed home, where
no addition or renovation has been made, be less
than those requirements found in the 1971
"Minimum and Desired Standards and
Regulations” for "Family Care Homes", copies of
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C 000 initial Comments C 000
Report by Wendy Chester ~
O
DHSR Construction Section conducted a Biennial
Survey on January 10th, 2018 from 11:00 AM to - -3 ., '\, Aol ”C&C «
12:45 PM at the above referenced facility. DHSR 5'.'_%‘«2} < L\{ AL \/){-’
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1
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| NAME OF PROVIDER OR SUPPLIER

| SERENITY FAMILY C/

I xa) D SUMMARY STATEMENT OF DEFICIENCIES B PROV‘DFQ‘S PLAN OF CORRECTION (X5)

U BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX \L_ACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG _ REGULATORY OR LSC IDENT! EYING INFORMATION) TAG O3S-REFERENCED TO THE APPROPRIATE DATE
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€107 Continued From page , C 101 @/{Q\ @{\HY\QQ‘@ 011318
; - v .

which are avaiiable atthe U Divisi

Service Regulation - \JOHQVUC\IO}" Section, 701

2arbour Drive, Raleigh, North Caro lina 27 603 at

no cost; )
o o (¢ 10\
This Rule is not met as evidenced oy

h
shall meet licensure an nd code raqu:emen*g in
effect at the time of construction, i 38

the requirements for any !!“enveo nhome, W

no addition or renovation has been made, be less b X . i
ihan those reguirements found in the 1871 N éjr&\\ .
"Minimum and Desired Standards aﬂr* 5‘? ! Q/ \

Regulations” for "Family Cars Home

Finding: | é?)@' (e % ‘itb/‘(\

our survey it wes observad hat
or the wa

xer haaLex was o,oac PJU\
h arine fm‘\

1.) The Rule requires s that existing ficensed % Q,O ;QU,S
homes or povw‘ ions of existing licensed homes Sedg/ @r

from tha cvarfiow
ares © mae :he building oroblems with 1
neater may go unnoticed until an unsafe pressure

condition ocours.

Directive:

us S
of ?'ne= Vef%o:\/ ol oe 1 t*s omc net’to x%ﬁ"’"\w’lam
7 the building, including ouiside of “"»e
Cr_awlsp ce, have the technician make ihe repal
so that it doss ter minate outside of !
Drovide DHSR Cam
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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C 101 Continued From page 2 C 101
and photos of the final termination point.
C 116 Construction-Meet Sanitary Requirements - Cc118 ~ | .
¥ N HE A /‘
Gatlo 1T A BCAL 13,
SECTION .0300 - THE BUILDING -
10ANCAC 13G .0302 DESIGNAND (;fj ) § h{; VerTm in
CONSTRUCTION ‘ \\
(m) The building shall meet sanitation /\‘ A DG Were oo
' requirements as determined by the North e “C\,S , A
Carolina Department of Environment and Natural BN o L am ’H\ﬁ‘ A
Resources: Division of Environmental Health. A ’a*v'\«"*i¢ '\r“ O’\
. ~ Lo oo \—T//‘\ ~ % ) P ; —
This Rule is not met as evidenced by: \LJ\}J\/ i § e XWL-‘; QW
1.) The Rule requires that the "building shall meet 5 , L ‘C? ,
_ sanitation requirements as determined by the § AL MAM T o }Ce,
North Carolina Department of Environment and - N : : k_
Natural Resources; Division of Environmental M AN GLE CQOQ_,@\@: 1%
Health." o T an)
» e house WERHY.
Finding: A ] _ i Vo
e~ ncluge e
At the time of the survey it was found that there - x\/\,,u,@&i \
was evidence of vermin living in the Atic. Vermin T e .~ - iD
bait was found eaten and recent droppings were m (o é \QLLC)&/ ~
observed. Active vermin sounds were heard ‘ s
which is what initially drew our attention. This is a - 4{ PN NOE (a, © ﬁj\) \&m
violation of sanitation regulations in accordance w‘ﬁ U%})P i A
with EHS Form 2094 Section 14 Vermin Control: ‘ ~ - o . ”} Cﬁs
Premises: .1615 "premises neat, clean, drained AT N ¢l MY N /)
and free of litter and vermin harborages and RPN 2 gv : ﬁ&
breeding areas.” » ~ o~y ({ !
Effect: - Ve
e Nas, el
\ermin and their droppings can transmit disease LA - | \ » '
and pose health risks. \ermin can cause damage o a&\ A~ LA A X‘K\_E/ C ‘Q/CU
to the structure. TV LA
A/ [RY .
Directive: :’ = QA/ -~ QN ‘g &%
) - : :
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| (@) There shall be bedrooms sufficient in

| number and size to meet the individual needs

| according to age and sex of the residents, the

| administrator or supervisor-in-charge, other

‘ live-in staff and any other persons living in a

| family care home. Residents are not to share

| bedrooms with staff or other live-in non-residents.
' (b) Only rooms authorized by the Division of

| Facility Services as bedrooms shall be used for
bedrooms.

| This Rule is not met as evidenced by:

1.) The Rule requires that "only rooms authorized
' by the Division of Facility Services as bedrooms

| shall be used for bedrooms.”

Finding:
At the time of the survey it was suggested that
when staff stays overnight they sieep on the
couch or in the Living Room. There is no
| documentation identified as filed with DHSR that
any Bedrooms were assigned to Staff. The only
- couch located was in the Living Room and no pull
| out bed was observed. There was no call station
' located in any Bedroom or in the Living Room

W\C\MLD.W‘**&é?

eekly .
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41D | SUMMARY STATEMENT OF DEFICIENCIES ’ D PROVIDER'S PLAN OF CORRECTION S
PREFIX | (EACH 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
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C 116‘?; Continued From page 3 C 116 - v
A"
' Have a qualified technician determine the best . j ( i [ ‘QQ&C,GW m
course of vermin removal and dropping cleaning \S&
for the area and maintain a vermin free condition. " - LS
Provide to DHSR Construction Section copies of Py C\ g N g
| invoices, service contract, purchase receipts, and ¢ U m é ' 1 é i
 photos to verify the deficiency is corrected. \ < oA ﬂ
Neo  eng, mon
C 126, Bedrooms-Sufficient In Number C 126 & ’YWH
| SECTION .0300 - THE BUILDING \D ] J(E’\Q/ ml {\ ‘ e IZ
10A NCAC 13G .0308 BEDROOMS G
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A RUILDING: &%
FOLGB202E | B.WING §1/18/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE

SERENITY FAMILY CARE HOME #3 o
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE F’QEC"DFD B8Y FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

DFFiCiENCY)

‘BROVIDER'S PLAN OF CORRECTION %5)
(22 ECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

C126 Continued From page 4

in a home of this floor plan layout.
Effect;

This observation creates privacy issues for both
Residents and Staff. The lack of a call system
wherever the Staff is sleeping creates a safety
concern for the Residents located away from
where the Staff sieeps.

Diractive:

if there is a need for Staff to stay owm,gh then
a raduction in Resident occupancy is reqwed,
Bedroom heeds to be reassigned for that Staff,
and a call system must be added to the Staff
Bedroom. Provide documentation (o DHSR
Construction Section that confirms whether onl
awake Staff is to service this facllity, or that 2
Bedroom has been reassigned. if the iater,
orovide a revised floor plan decigna’c'ng all
changes, invoicss, purchase receipts, and photo
docurnentation to DHSR Construction Section
that a gualified tschnician has installed a call
system.

e

C 130 Bedrooms-Windows

SECTION .0300 - THE BUILDING
{0ANCAC 136G .0308 BEDROOMS
(g) Each resident bedroom must have one or

arsa shall be equivalent to at least sight percant
of the floor space. The windows shall havs a
maximum of 44 inch sill height.

This Rule is not met as evidenced by:

which would be required for overnight sleep Staff

more operable windows and be lighted io provide
30 foot candles of light at floor level. The window

C 126 \\ TQ m&%ﬂ(g&

<§2§‘m y (2SO0 C,/k}
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2130

O A VAL 1RE.0K

To,  bedroom wWirdew
‘noToom #H4 h@\s

heon fxed €
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STATEMENT OF DEFICIENCIES

| (X3) DATE SURVEY

AND PLAN OF CORRECTION | ' a BUILONG: " coveLETED
i !
‘% |
: 34/16/2018

SROVIDER'S PLAN OF CORRECTION (X5)

[ZACH CORRECTIVE ACTION SHOULD BE COMPLETE

ZRENCED TO THE APPROPRIATE DATE
DEFICIENCY} i

(30 (EmHWD&§ |

TAG

Finding: . AQOICE.. ne_
At the time of the survey it wasvoﬁbservec‘: thet ”e (\\C\\,\/ %/sz@r\ OGQCQ \(“ﬂ/}(ﬂ

window in Resident Bedroom # i

etlisfielek
wouid not sigy in an cpen posit

o
&
0
0
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means of emergen

A
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Directive:

1

Have 2 guat

Ade 1o

. o434 Bathroom-Location, Entrance Through C 134 ~

: . 7 -3

SECTION 0500 - THE NG 1D A /\)CAL | 5 G v o @O]

104 NCAC 413G .0308 IATHROOM

(c) Entrance 1O the bathroom shall not!

l thr tchen, another person’s hedroom, CF _ ) )

| - Ls of 030118 T 0301

| stod so e ere s o more a1 40 Tee 10T desaration for o
| g R @ﬂféiijQﬁnw@
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i
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C 134 Continued From page 8

bathroom door.

This Rule is not met as evidenced by:
1.) The Rule requires that an "entrance fo the

person's bedroom, or another bathroom.”
Finding:

At the time of our survey the Rear Bathroom,
Staff

Bedroom # 3, was described as the
Bathroom and it was locked.

=ffect:

the Resident whose room must be used to
access it creates a privacy issue.

Directive:

Reassign the Bathroom to only be used by

Bedroom, which also would require the
of a call system that interfaces with sach
Resident Bedroom. Provide to DHSER
Construction Saction any documsnistion, 2
revised floor plan designating &l plan wa"g
invoices, purchase recsipts, and photogr
method chosen to remedy this de uﬁ,enoy.

C 138 Storage Areas-Ssparate

SECTION .0300 - THE BUILDING
10ANCAC 13G 0310 STORAGE AREAS

The use of this Bathrcom by anyens other than

the

hathroom shall not be through a kitchen, another

labeled #2, whose entry Is located within Resident

Resident of Bedroom #3. Or, recrient the access
door to this Bathroom to open 1o and from the
Rear Corridor. Cr, lower the number of Residenis
and reassign Bedroom #3 into an overnight Staff
addition

zohs oz"

34 ¢t nOQQL
rempved fie the rear
hathreom witthin
resdont, #3 bed— |
Yoom, “The €S 1&an(
Aaorrently o
room A0S thQ,
OOy Bne OSH He
rear baddhrotim
abeled 2, We
hswe, NO dﬁs“@m@

m&f bethrcoms |
@t +4he Rosehil 1\
eakion, e offiee.
ananag er will eondor
WeekAyY

L34 oA DAL
3, 0310

49\\8
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: 21/45/2018 |

—

NAME OF PROVIDER OR SUT k

i !

[ SEREMITY FAMILY T/ ‘
;)’A:) FxD e CS;‘:? N OF CORRECTION (X5}

PREFIX [(EacHDERTE S & £ ACTION SHOULD BE COMPLETE

TAG REGULATORY R4 SC 108 D TO THE APPROPRIATE DATE

FIGIENCY)

C 139 Continued From page 7 Cc138 N O :
i ontiny pag C/ \))q G‘;@ﬂxm “D&d %
and Sroroae L8

is notmet as S\f’!ﬁ nced by
e thpt el

torace area

m
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) 53
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O
o
‘l’ ©
D p

T Wa :
whscn Sont a*ned all of the item hat shouid e \ \
separately siored. These fiem '=«_ d old \CU&,‘{\\Q. \é O/ Q@«-v\ \ﬂ ‘é g
matiresses, an unysed stove, @ port h Q{\
liple trash 02gs fuil of U Y \}L\S ‘D\/\}e/
containers cf pre-packaged . : lg/ﬂ\” C/L
uaph°s laundry cieaning onami is. &t floor - Q/d - ~
eezer full of food. \E \\/ ) !

' vo*mr stible,
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STATEMENT OF DEF!CE:I\CEQ | {X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTICON (X3) DATE SURVEY
AND PLAN OF CORRECTION : IDENTIFICATION NUMBER: | o COMPLETED
{ | A BUILDING: §
i i
{ i
| FCLO82028 B.wine 01/10/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STA |
ERENITY EAMILY CARE HOME 158 Y \SAC\ICLA LISHO ‘
ERENITY F GILY CAF i i 34 = E 31 ~ -
SERE ARE HOME # ROSE HILL, NG 28458 :
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES : DQOWD:RLSAP_LA\I OF CORRECTION OK(})SL)ET_ 1
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL _ (EACH CORRECTIVE ACTION SHOULD SE COMPLETE |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROSSREF :.«cggg T\ é \:i)r: APPROPRIATE |
FICIED !
t
C 139 Continuad From page 8 C 38 C/%’?)O\ @@\'\ﬁ“@% 24 \&
Section showing the corrected condition of the m)@gi 6‘7) 7 ﬁ/ g
Laundry Roorm. T= :
C 142 Corridor-Night Ci4z
L F .
(A0 . |
SECTION .0300 - THE BUILDING . Ax ;\}Qéﬁ?(‘ \3) G—) D3\\\
ANCAC 136 .0311 CORRIDOR (RO
(b) Corridors shall be lighted with ni
oroviding 1 fooi-candle power at ths oo \ (3,
il ants asta e
This Rule is nct mat as evidenced by: 5
1.) The Rule requires that "Corridors shail be a )S_\(\& &*D Y\,)T 6,, Y‘Q&(\
fighted with night lights providing 1 foot-candle \
power at the floor.” D T‘r\ &D? &f%
Finding: \ e h’\‘é 5- tb’ig
Al the time of the survey it was found that naither 5 -
the Front nor Rear Corridors in the home had U Vﬁ d Q} ! S b’h
! night lights providing the required 1 foot-candle
H .
sower of lighting at the floor. @%d CP( Y\C&\e_, 3}\%\;\
Effects: Dﬁ W\Q.-. { ) Q,Q(’ D“\QCK’
Night lignts provide minimal but effective light to
aliow for safe movemenis throughout the'homs &t 6@ OEHZ‘\Q}\QQ :
"ngh without disturbing other Residenis wnile A QJ
ey sese Sapto, Iffhve
Directive: % \\ \ :
acdional |
install low height and low power night lights in
both the Front and Rear Corridors. Provide to 6@ (:vd & A ‘%é \'\-Qz
DHSR Construciion Section copies of purchase .
recsipts and photos fo verify deficiency S k m k» | & :
corrections. & (-’ \ \ § “» :
The difice. MONASRS WDiLL Ao
C 146 Outside Entrances/Exite-Ramp(s) G 148 O ' ‘
C e =2 3
Division of Health Service Regulation
STATE FORM 3856
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10ANCAC 13G .0314 FLOORS

(a) All floors in a family care home shall be of
A&y © g

smooth, non-skid material and sc constructed as
to be sasily cleanable.

) Sca ter or Lnrow ug s shall
(C\
WL

[ T -t
101 S8 Used.

v denced by:

This Rue isnotmeta
1.} The Rule requir
in gooo repair.”

res

es “all ficors shall be Kep?

ML

Findings:

Al the time of the surve
thers were multiple inst
covering. Thess are as describe

a. In the Rear Corridor of the home there was a
crack several inches long in the vinyl
perpendicular o the flow of travsl,
b. In the pathway of the Rear exit there
+er sized hole in the viny.
In the Dining Room between the Rsear wall and
he dining table there was a tear a couple incnes
Eons In the vinvi.
In the Laundry Room thars are
couple of inchas each, in the vin
appliances.

wo {ears,

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLI (X2i MULTIPLE CONSTRUCTION (X3) DATE SURVEY 5
AND PLAN OF CORRECTION IDENTIFICATION N A BUILDING: COMPLETED |
i
a ) Py !
ECLOBZ028 B WING 9410/2018 |
i
NAME OF PROVIDER OR SUPPLIER |
SERENITY FAMILY CARE HOME #3 ;
(X4y 1D SUMMARY STATEMENT OF DEFICIENCIES 1D ' PROVIDER'S PLAN OF CORRECTION x5) |
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX ;—ACH CgﬁR CTIVE ACTION SHOULD BE COMPLETE |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) D TO THE APPROPRIATE DATE |
uiENCY) E
C 146 Continued From page 10 C 148
i 1 ! %) noe; _ ‘«\g
(e Conwh o0\
Direclive: , :
d ] {
A 5 :
e See P4 10 |
Have a gualified technician level Ins landing so [
that it does not tilt and bring the top surface level '
with grade. Provide to DHSR Construction
Section copies of photos confirming correction of :
deficiency.
C 152 Floors C 52
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