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May 29, 2019 _
Tokesga Gilchrist (via e-mail only)
Po Box 392

Red Springs, NC 28377

ROY COOPER * Governecr
MANDY COHEN, MD, MPH « Secretary
MARK PAYNE -« Director, Division of Health Service Regulation

RE: HA Follow-Up Biennial Construction Survey

FID #960772  Hal078083
Red Springs Assisted Living
1301 E. Fourth Avenue

Red Springs Robeson County

Dear Ms. Gilchrist:

On May 23, 2019, a Biennial Follow-Up Construction Survey was conducted at your facility by the
Construction Section of the Division of Health Service Regulation to determine if your facility was in
compliance. As a result of this survey, your facility is not in substantial compliance due to uncorrected
deficiencies. Failure to correct the outstanding deficiencies may jeopardize the status of your license.
Corrections are required and a Signed Plan of Correction must be submitted.

Plan of Correction {(PoC)

A PoC for the deficiencies must be submitted June 13, 2019

Your PoC for the deficiencies must contain the following:

0 What corrective action(s) will be accomplished by the facility to correct the deficient

practice;

) How you will identify other life safety issues having the potential to affect residents by the
same deficient practice and what corrective action will be taken;

0 What measures will be put into place or what systemic changes you will make to ensure
that the deficient practice does not recur; and,

0 How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place.
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) Include dates when corrective action will be completed. The corrective action dates must
be acceptable to the State. Any completion date greater than 15 days from date of survey
requires a written waiver from DHSR-Construction Section,

» Corrective action must begin immediately
Your Signed Plan of Correction can be:
Mail to: DHSR Construction Section
2705 Mail Service Center
Raleigh NC 27699-2705
Fax to: (919)-733-6592
Email to: DHSR.Construction.Admin@dhhs.nc.gov

If you have any questions concerning the instructions contained in this letter, please contact me.

Sincerely,

O &7
A ECRAE PO FECT 6‘7;/)44
Suzanna Fay

Biennial Institutional Engineering Surveyor
DHSR - Construction Section

cc:  Adult Care Licensure Section-with attachment
County Building Inspection Department - with attachment-(via e-mai! only)
Robeson County DSS - with attachment-(via e-mail only)
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{C 000}/ Initial Comments {C 000}
Report of a Biennial Follow Up Construction
Survey by Suzanna Fay conducted en May 23,
2018,
There are deficiencies cited in the Biennial
Construction Survey that remain to be corrected.

{C 189)| Building Equipment Maintained Safe, Operating | {C 189 |PAtEery powered exit light 16/13/19

- installed
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS
{a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and Cn-gite Maintenance 6/13/19
operating condition. -
{k) This Rule shall apply to new and existing Teck'1n1c1an( &
facilities with the exception of Paragraph (e} Designee will check to ongoing
which shall not apply to existing facilities. ensure exit lighting is in
working order monthly.
This Rule is hat met as evidenced by:
2. Based on observation the facility did not
maintain electrical emergency/safety lighting
equipment in safe operating condition. Occupants Corporate Maintenance
of the facility could be effected if the signs , . ,
indicating exit paths could not be seen in the Supervisor/Designee will 6/13/19
event of an emergency evacuation. conduct random inspections (&
Findings on May 23, 2019: Lo ensure proper engoing
a. Observation at the time of survey revealed the emergency/
facility does not have battery backed up safetyv lighting equi £
emergency exit lighting. Stalf indicated the _ @ {Ie y 19 . t0g equipmen
facility's exit signs/lights (with one exception) A is in working crder. Any
receive emergency power from the building iggues found will be
generator. At the time of this survey, the L red i & 1
generator is not capable of supplying emergency repalred immediately.
power to the exit signs. The new generator must
meet the requirements for an emergency
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{C 189} | Continued From page 1 {C 189}

generator or if it only meets the requirements for
standby generator, supply battery backed up exit
lighting.

Note: Review of DHSR Construction Records
indicated that there is no evidence the generator
meets the requirements for an emergency
generator,
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