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Initial Comments

Report by Jonathan Gamsey

DHSR Construction Section conducted a Biennial
Survey on September 26, 2023, from 10:50 AM to
11:35 AM at the above referenced facility. DHSR
records indicate the home was first licensed on
January 23, 2012 as a Family Care Home for six
(6) ambulatory Residents (able to respond and
evacuate without any physical or verbal
assistance during a fire or other emergency).
Based on this we are requiring the home to be in
compliance with the following: the 2005 Rules
T0A NCAC 13G for Family Care Homes the
applicable portions of the 2009 North Carolina
Building Code - Section 421.2 - Residential Care
Homes

NOTES:

1.) At the time of our visit, we cited deficiencies
that require an acceptable plan of correction. All
deficiencies listed were discussed with onsite
staff during the exit interview.

| 2.) Take actions to correct all listed deficiencies,
| once completed provide verification in the form of

photos, receipts, invoices, etc. for all work
performed.

The cited deficiencies are as follows:

Fire Safety-Four Rehearsals

SECTION .0300 - THE BUILDING

10ANCAC 13G .0316 FIRE SAFETY AND
DISASTER PLAN

(e) There shall be at least four rehearsals of the
fire evacuation plan each year. Records of
rehearsals shall be maintained and copies

C 000
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furnished to the county department of social

services annually. The records shall include the

date and time of the rehearsals, staff members

present, and a short description of what the
rehearsal involved.

This Rﬁle is not met as evidenced by: ch‘ S'\-a'g \a&m ‘N tS"‘ti,
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C 174 Building Equipment Maintained Safe, Operating C174 SW U)l' \\ CMO\M

SECTION .0300 - THE BUILDING Javiee Arils fo ensur€
10ANCAC 13G .0317 BUILDING SERVICE

EQUIPMENT reslent wder He

(@) The building and all fire safety, electrical, -
mechanical, and plumbing equipment in a family (\D Yo C'(Oluu s, ‘ ‘q C
care home shall be maintained in a safe and

operating condition. a_a‘m N n(&vl\-brv L) I\\

() This Rule shall apply to new and existing

| family care homes. Ce V"D —\'O dr\\/\ \P“

This Rule is not met as evidenced by: MDV\% ‘ _l-b ensirc
1.) At the time of the survey it was observed that j dbﬂ ¢ conk

the doors for bedroom 1 would not latch properly. dn “5 ot <4

This is not compliant with the rule. Take the -~ :
necessary steps to repair the doors so they latch W\C S w A \’\4\ ENSW(]

secur_e;lg. i P DA\ dhouYg CMI.,(L ‘*n ot g
* This deficiency was previously cited during .
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our 2021 biennial survey and action hasn't been

' taken to address the deficiency.

2.) At the time of the survey it was observed that
there was not a night light provided in the hallway.
This is not compliant with the rule. Take the
necessary steps to provide a night light in the

| hallway.

* This deficiency was previously cited during
our 2021 biennial survey and action hasn't been
taken to address the deficiency. i

3.) At the time of the survey it was observed that
there was wood paneling used as a wall covering
in multiple areas. This is not compliant with the
rule. Take the necessary steps to treat the
paneling with a fire retardant material capable of
achieving a minimum of a Class C finish or
provide documentation of any previous treatment.

* This deficiency was previously cited during
our 2021 biennial survey and action hasn't been
taken to address the deficiency

*New Deficiencies *

4.) At the time of the survey it was observed that
the side exit on the right-hand side is not latching.
This is a safety issue for the residents as it allows
others to get into the home unless the door is
shut with special knowledge. This is not compliant
with the rule. Take the necessary steps to repair
or replace the locking mechanism so the door
shuts without special knowledge.

5.) Atthe time of the survey, it was observed that
the windows in bedroom 1 and bedroom 4 are not
working as intended and are not working as
points of egress. This could impede proper

| evacuation in the event of an emergency. This is

not compliant with the rule. Take the necessary
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steps to ensure the window functions as intended
in the event of an emergency.

6.) At the time of the survey, it was observed that
bedroom 1 has lights that are burnt out. This is

| not compliant with the rule. Take the necessary
| steps to replace the bulbs.

7.) Atthe time of the survey, it was observed that
there was a fixture blocking the emergency
egress window in bedroom #2. Which could
impede proper evacuation in the event of an
emergency. This is not compliant with the rule.
Take the necessary steps to remove the fixture to
ensure proper pathing to the window in the event
of an emergency.

8.) At the time of the survey it was observed that
in bedroom 3 multiple blinds are damaged. This
is not compliant with the rule. Take the necessary
steps to repair the blinds and or replace them.

9.) At the time of the survey, it was observed that
in bedroom 3 the lamination is rippling in multiple
parts of the room. This could lead to a tripping

| hazard. This is not compliant with the rule. Take

the necessary steps to mend the flooring and
replace it as needed.

10.) At the time of the survey it was observed that
the toilet in the bedroom 3 bathroom was loose at
the base causing a potential for leaks to happen
and also for residents to be injured when using
the facilities. This is not compliant with the rule.
Take the necessary steps to secure the toilets to
prevent any leaks or possible injuries

11.) At the time of the survey, it was observed
that in the hallway bathroom, the grab bar for the
toilet was loose, this is a safety concern for the
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residents. This is not compliant with the rule.
Take the necessary steps to secure it back to the
wall.

12.) At the time of the survey, it was observed
that the exhaust fan in the bathroom had debris
and dust on it. This could cause improper

| exhaust. This is not compliant with the rule. Take

the necessary steps to clean the exhaust fan.

| 13.) At the time of the survey, it was observed

that there was a build up of lint and debris behind
the washer and dryer causing a possible fire
hazard. This is not compliant with the rule. Take
the necessary steps to clean the lint and debris
from the area which will prevent any type of spark
from igniting the material

| 14.) At the time of the survey, it was observed
| that there was a beeping smoke alarm or heat

detector. The Surveyor could not narrow down
the location. This is not a complaint with the rule.
Take the necessary steps to find out what is
causing the beeping in the home, and replace or
repair the smoke detector or heat detector if
needed.

15.) At the time of the survey it was observed that
the attic had multiple open junction boxes that
could lead to electrical shock. This is not
compliant with the rule. Take the necessary steps
to put covers on the junction boxes.

Outside Premises-Clean, Safe

SECTION .0300 - THE BUILDING

10ANCAC 13G .0318 OUTSIDE PREMISES
{a) The outside grounds of new and existing
family care homes shall be maintained in a clean

| c174
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This Rule is not met as evidenced by: . l‘
1. At the time of the survey it was observed that NS L€ -}Qaa,
there were several areas at the trim of the front w V\\ |
porch that had cracking and gaps in the caulking. -&a?\a. o\ d;&'mti €<s
This is not compliant with the rule. Take the
necessary steps to recaulk these areas. aveé COT(‘(.C} ‘e—d -

* This deficiency was previously cited during | %)
our 2021 biennial survey and action hasn't been (O/YU.OKI h 7Ry s

taken to address the deficiency.

CU.U\H(’/W}? oN m—l'

| 2. At the time of the survey it was observed that 07 o M(a ¢
there was not a handrail provided on the inside of ’P
\ V\sw\c, el Wamp

the ramp next to the deck. This is not compliant
with the rule. Take the necessary steps to add a
handrail. {\{ >(](—«—F{) dC{X Mj ¢ &
* This deficiency was previously cited during
our 2021 biennial survey and action hasn't been O\O Lew N PY er PQMK
taken to address the deficiency. w\-& p{
TFIN S C
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* New Deficiencies *

3.) At the time of the survey, it was observed that

in the rear of the yard, the staff said the septic E)Cl"{’l C Cou '\Ly d(S\OOJ‘f’
| tank had standing water and an unpleasant order. ca‘ ! H,\

The area looked like the septic tank was backing £ [ou/&\/\ o o C‘W

up. This is not compliant with the rule. Take the | Ol,dp\f T

necessary steps to provide documentation from

local officials to verify the proper operation of the ; b&

septic tank. TM EIC(’L‘ S \-&)\\,k

. , (epary €
4.) At the time of the survey, it was observed that

in the front yard, the bush's wooden debris was
left. This is not compliant with the rule. Take the
necessary steps to dispose of the post
appropriately.

5.) At the time of the survey, it was observed at
the front of the house the gabble has multiple
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holes in the vinyl. This is not compliant with the
rule. Take the necessary steps to repair and or
replace.

6.) At the time of the survey, it was observed that

 the back deck railing is not fastened properly, and
| could propose a safety concern. This is not

compliant with the rule. Take the necessary steps
o fasten the railing.
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