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C 000 Initial Comments C 000
| Report by Jonathan Gamsey

DHSR Construction Section conducted a Biennial ‘

Survey on October 27, 2023 from 02:35 PM to ; eS|

04:00 PM at the above referenced facility. DHSR 6% % s . i

records indicate the home was first licensed on 2= D

July 18, 1980 as a Family Care Home for five (5) N P e

ambulatory Residents (who are able to evacuate

and respond without any physical or verbal
assistance during a fire or other emergency.)
Based on this information we are requiring the
home to maintain compliance with the following: _
the 1977 "Rules for Family Care Homes Minimum f
and Desired Standards and Regulations" the
applicable portions of the 2005 Rules 10A NCAC
13G for Family Care Homes and the 1978 North

- Carolina State Building Code - Section 409.1(g) -
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 on-site
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:

C 108 Existing Home Remodeling-Submit Plans C 108

SECTION .0300 - THE BUILDING

10ANCAC 13G .0302 DESIGN AND 1

CONSTRUCTION g
| () Any existing licensed home that plans to
" have new construction, remodeling or physical ‘
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opened, this could impede proper evacuation in a
time of need. This is not compliant with the rule.
Take the necessary steps to repair the door to
ensure proper function.

7.) At the time of the survey, it was observed that
Bathroom #1 had chipping paint. This is not
compliant with the rule. Take the necessary steps
to patch and paint the bathroom.

8.) At the time of the survey, it was observed that
the attic access door handle was becoming
detached. This is not compliant with the rule.
Take the necessary steps to properly attach the
attic door.

9.) At the time of the survey, it was observed that
in bedroom #2 the light globe is missing. This is
not compliant with the rule. Take the necessary
steps to install a new globe.

10.) At the time of the survey, it was observed in
the staff office a fixture was near the exit door not
allowing 36 inches of clearance that could impede
evacuation in a time of need. This is not
compliant with the rule. Take the necessary steps
to relocate or remove the fixture.

11.) At the time of the survey, it was observed
that the bathroom in Bedroom #3 has caulking
around the tub that needs to be redone. This is

' not compliant with the rule. Take the necessary
' steps to remove and redo the caulking.

12.) At the time of the survey, it was observed
that the door in bedroom #4 was sticking. This
could impede proper evacuation in a time of
need. This is not compliant with the rule. Take the
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necessary steps to repair the door for proper 4’0 (D‘re\/e"’d‘-
function.
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M G loke has Yooy
13.) At the time of the survey, it was observed <
that bathroom #2 was missing a light globe. This )
is not compliant with the rule. Take the necessary ReplaceC
steps to install a new light globe. o
! % ; C.)Yh f
14.) At the time of the survey, it was observed 'Tha"( h* i .\—efr) //0/;1
that bathroom #2 had a patch on the ceiling. This xo he Sk ,
is not compliant with the rule. Take the necessary PR
steps to finish repairs and paint the ceiling dib d -\—,W\JZ. 0.9-_9~ qj
A e
15.) At the time of the survey, it was observed wo@owt“ e et
that bathroom #2 had peeling paint around the . I 4‘ Q
shower head. This is not compliant with the rule. d (MAQ_Q h ausre

Take the necessary steps to patch and paint
around the ceiling head.

1 Pd ad
2 Q. ,.% oY u,u-Q-Q— ‘
16.) At the time of the survey, it was observed PZQ - S ' I

that the top of the door jamb in bedroom #5 was
separating. This is not compliant with the rule.

Take the necessary steps to repair and or replace Jj} s 0Q t(Q_P (QQQ_, ‘%”& 4/ /9/%

the door jamb. '
Soor AN |

17.) At the time of the survey, it was observed ?

that in bedroom #5 on the far side of the room, a .“9 1

hole was in the wall underneath the receptacle. e, Ll PQ'('O"\ 5/9¢)¢

This is not compliant with the rule. Take the 4 ek ‘-}'LQ. u._u-QQ ;

necessary steps to patch and paint the wall. he [e/ Fq

that the old ADT panel was located in the kitchen.
. This is not compliant with the rule. Take the W ;
' necessary steps to bring it back to working Ra —~eQ

condition and or remove it. ‘

19.) At the time of the survey, it was observed Q/Q. M Nauoe Q;vwz} 4 ‘5/94/
| that the light receptacle cover near the kitchen ~ M‘Pq e 1

sink was damaged. This could potentially lead to €0 ocdArcronwv— i
 electrical shock. This is not compliant with the WQ,_%K— 8+ duwn

rule. Take the necessary steps to replace the light {

Division of Health Service Regulation
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receptacie cover. mspedec)&ge(v 1ed R
20.) At the time of the survey, it was observed ang @Q&(i@%d
that the light over the kitchen sink had no bulbs. ” ‘nswm “'C’h{_

This could lead to electrical shock. This is not
compliant with the rule. Take the necessary steps

to install bulbs. LQ 00 {»\m}‘w‘-& Llﬁtk{’

21.) At the time of the survey, it was observed K‘+W
that the ceiling fan in the kitchen was too low. <o %&W
This is not compliant with the rule. Take the ‘Qi"\
necessary steps to bring the ceiling fan to 80 ?O 1n
inches and or remove it. \ \ 1(\\&_‘
22.) At the time of the survey, it was observed \Z/Q o S BPA/D 7
that the vent hose behind the dryer was crimped. Dvyen Hosa_ ‘
This is not compliant with the rule. Take the (U\
necessary steps to replace the dryer vent hose.
' 23.) At the time of the survey, it was observed \LQ CUJJLL censd Lo 3 /50/34/
that the smoke detector breaker was not properly sme Ke d_m‘"@
labeled. This is not compliant with the rule. Take 4 he
the necessary steps to locate the proper panel b/uaJCm / S
| that energizes smoke detectors and label it. /7’7’ 4”'“‘?7
24.) At the time of the survey, it was observed
that the pathway leading to the laundry room has /1676 W / g/z&
fixtures and storage that do not allow proper S
- clearance of 36 inches. This could impede proper
evacuation in a time of need. This is not ﬂemowéd

compliant with the rule. Take the necessary steps
to remove any items that do not allow proper 36
inches of clearance.

C 183 Outside Premises-Clean, Safe C 183

SECTION .0300 - THE BUILDING
- 10ANCAC 13G .0318 OUTSIDE PREMISES
| (a) The outside grounds of new and existing

Division of Health Service Regulation
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C 183 Continued From page 7 C 183 oy
family care homes shall be maintained in a clean ] 5/ ‘,M
and safe condition. SC, i Q9 |
This Rule is not met as evidenced by: o] o lng’m&ﬂe‘c)
1.) At the time of the survey, it was observed that Qezpa Vi
multiple foundation vents were not properly
seated and or missing the screens. This could
allow for pest penetration into the crawml space.
This is not compliant with the rule. Take the
necessary steps to properly repair and install new na o -H‘-”— g ) ‘q’/; (/
screens as needed. ) Q Loy \\ ‘\’S
W 9
2.) At the time of the survey, it was observed that Lol hdd“‘) se
the stand-alone window HVAC units were not W Vo) <+ =
- properly sealed. This could potentially allow water
and or pests inside the facility. This is not
compliant with the rule. Take the necessary steps
to properly seal around the window units. J/Q | Y\Q.I) (B {\6&»\)
3.) At the time of the survey, it was observed that | S 4«:&&6& il £ /30})79
the facility had multiple spots of fascia in need of MC
repair. This is not compliant with the rule. Take SNLs M*-H\QJ\ )
the necessary steps to repair as needed and t) -L,QL \ Oso h o
paint the facia. brea.—CS Lt ¢ ‘
' 4.) At the time of the survey, it was observed that \H“L"CC\(/‘O“‘ (e e A
the downspout for gutters at the front'right is KQP“U’%) o1 e \,WC-GA |
' down. This is not compliant with the rule. Take the ~<}’ d e |
| necessary steps to reinstall the gutter downspout. L'n\_a_ ﬁ;—\\e{g ,
ceimns
5.) At the time of the survey it was obseweth;m ‘SPO 7 ;
' the resident's home had neglected gutters. This is M
' not compliant with the rule. Take the ;\deoessary \L/Q hO& QN ‘H’QX‘S |
steps to clean out the gutters and build a G S LA
preventative maintenance plan to ensure the -]—U.)l Ca. SiNc- 24
- gutters are cleaned regularly Q ) ] W\ ‘ \ 70/94‘
6.) At the time of the survey, it was observed that cQocanse) C}UW 6
at the front of the facility, the screened-in porch ;
has multiple points of exposed wood that need to
Division of Health Service Regulation »
" 3UDD21 If continuation sheet 8 of 10
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C 183 Continued From page 8 c 183 !)\w \’\G o \_\L_a._, 5//5];*4
be painted. This is not compliant with the rule. Yed) '
Take the necessary steps to paint the exposed WOS ed Lo pa i
wood. ~% X 1S Wiﬂﬂ oM Lo
7.) At the time of the survey, of the survey, it was SCceenedd -1n PO° ;
observed that the front screened-in porch has a
slope that does not have handrails or hand grips
to assist clients. This is not compliant with the
rule. Take the necessary steps to install handrails
and or grips to assist staff or residents up the
C 111 Dining Room cm
The Home O e
Arrangement and Size of rooms ._5)(\9-— P\C‘ N 15 to e ‘
C. Dining Room hotu>een e
(1) In existing buildings the dining room must be e ool
near the kitchen and large enough to seat all L s +K1+d«ml I~
residents, family and guests comfortably with A | /%Pz},
adequate space for serving food. Facilities D +o GetHha 190Fet| G
licensed for the first time must have a dining
room or area of 120 square feet or more used Needed 1M order +0
exclusively for dining. When used in combination |
with a kitchen an area 5 ' wide must be allowed Corne. 10to Comphomla.
as work space in front of kitchen work areas. Lo HN StoXa. ofle .L_Q ;
This space cannot be used as dining area. f
(2) Well lighted, heated and ventilated with il l SUbrV\ 23 d\f‘ouj (\3‘ N
windows. H o ,
(3) All dining room doors mustbe 2'8 " wide Mo Forace C ‘
minimum. bou(‘ C_\Q. Q&(‘-\—me,rﬁ' o (Z-
| This Rule is not met as evidenced by: OPPf'O vall bﬂ..?o e dumr;s
1. At the time of the survey it was observed that s !
' the Dining Room is 115 square feet. This is not C\ﬂy e Nnova |
compliant with the rule. Take the necessary steps
to be compliant with the rule.
*This deficiency was previously cited during
. our 2020 biennial survey and action hasn't been
Division of Health Service Regulation
STATE FORM - 3UDD21 I continuation sheet 9 of 10
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C 108 Continued From page 1 C 108 @ Yhe SUcve
changes done to the facility shall have drawings o Y LA
Submitted by the owner or his appointed o d (ﬂns's rﬁ*wg
representative to the Division of Health Service G Com i Chovy i~
Regulation for review and approval prior to Ule oota_ 5
commencement of the work.
NO Constcuction (|
Cranoe Shoald ‘Q-Q-Ck’ L.
This Rule is not met as evidenced by: UO/O \ Solorari !; l
;gdAtmetime of the survey, a conversation was d raud And % N
in regards to increasing capacity from 5 to 6 L ow
that would involve construction. Ensure that the G \ E CoV - o % *
rule above is followed. Any existing licensed daghrmendt |
home that plants to have new construction, }
remodeling or physical changes done to the ;
facility shall have drawings submitted by the
facility to the DHSR for review and approval as
- well as reach out to local building officials for
proper permits.
C 147 Outside Entrances/Exits-Single Hand Motion C 147
- SECTION .0300 - THE BUILDING
10ANCAC 13G .0312 OUTSIDE ENTRANCE ,
| AND EXITS |
(d) Al exit door locks shall be easily operable, 1 |
' by a single hand motion, from the inside at all ‘))(\l e,ye,hoaﬁ ‘ \QaS S
times without keys. Existing deadbolts or turn \ ‘ e |
 buttons on the inside of exit doors shall be remov eéljoﬁ-o g S B, K |
' removed or disabled. Stoecem ? f QA'
, ; haag Mooy | )
| e 00
' This Rule is not met as evidenced by: Wil ke \nS ;
- 1.) At the time of the survey, it was observed that ‘
| the kitchen screen door had an eye hook. This is
| not compliant with the rule. Take the necessary
. steps to remove all components of the eye hook
' and ensure all doors can easily be operable by a
single-hand motion.
Division of Health Service Regulation
STATE FORM 659 3UDD21

If continuation sheet 2 of 10



PRINTED: 12/2012023

SECTION .0300 - THE BUILDING
10ANCAC 13G .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 safe and

| operating condition.

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

This Rule is not met as evidenced by:

1.) At the time of the survey it was observed that

in Bedroom #3 Bathroom the bathroom door is

not properly latching due to the door latch being

installed backwards. This is not compliant with

the rule. Take the necessary steps to properly

install the door latch

*This deficiency was previously cited during

| our 2020 biennial survey and action hasn't been
' taken to address the deficiency.

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

- EORM APPROVED
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C 147 Continued From page 2 C 147
\
A e oo R <+ S“homg
2.) At the time of the survey, it was observed that = N cer0
the front deck screen door has an eye hook and lateh has beeo 54
latch. This is not compliant with the rule. Take the , e ha Ao 5/ 7/
necessary steps to remove all components of the aNd & g‘n% i
sliding latch, and eye hook to ensure all doors Vo' SATETAL NS
can easily be operable by a single hand motion.
3.) At the time of the survey, it was observed that Shc)\h \C‘% has
the bathroom #2 door had a sliding latch. This is LY NS 3 <o 3h /94
not compliant with the rule. Take the necessary beer~ ceMO ved
steps to remove all components of the sliding ad m0+ 1M
latch and ensure all doors can easily be operable Si1noN" ha
by a single-hand motion. / worh ) e 1OS
C 174 Building Equipment Maintained Safe, Operating | C 174

ekt sl B
(%):/LM Vo) |h$‘rc-.ff£a

CorrecH:'B 3 |
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C 111 Continued From page 9 cm
taken to address the deficiency.
See pPreviewd
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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

*This deficiency was previously cited during
our 2020 biennial survey and action hasn't been
taken to address the deficiency.

4.) At the time of the survey it was observed that
the window frames were damaged and chipping
paint. This is not compliant with the rule. Take the
necessary steps to repair and paint or replace the
window frames.

*This deficiency was previously cited during
our 2020 biennial survey and action hasn't been
taken to address the deficiency.

| 5.) At the time of the survey it was observed that
| in the attic it had an open electrical junction box.
' This could potentially lead to electrical shock.
This is not compliant with the rule. Take the
necessary steps to close the junction box.
*This deficiency was previously cited during
our 2020 biennial survey and action hasn't been
' taken to address the deficiency.

* New Deficiencies”

6.)Atthetimeolthe$urveyinbedroom#1 the
door was sticking when it was attempted to be

4=
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C 174 Continued From page 3 c174 \
in Bedroom #3 bathroom the vanity light globe is _5\\0_, g\ObL \’\QS =4 /94
missing. This is not compliant with the rule. Take +Juer 3/6
the necessary steps to install a new one PUD“U'P C){\Cai)‘
%Qﬂd_encywasmwou_slymedduﬁng \\ N4 bu\b
our 2020 biennial survey and action hasn't been thu
taken to address the deficiency. G odimint l
Hhe 0 ked
3.) At the time of the survey it was observed that endStne. Q
the toilet in Bathroom #2 was loose at the base mnﬁ%o‘ﬂ) !
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