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D000 initlal Comments D 0c0
The Adult Care Licensure Section conducted a {&) A facillty wide audit of ali resident 043042026,
, gg;:l:ar and follow-survey from 03/10/26 to !'gomf‘ was conducted on 03/30/26 to weekly Xs
26, identify any additional damaged or fondr weeks
! migsing window coverings. Any & monthiy
; deficiencies identified duri j i
D 083 '1=DA g:hmc 13F .0308 (a)(9) Housekeeping And D 083 Sy Baraot immedmi;géhfnzﬂf: ——
| PARTERga alf resident rooms have intact blinds/
10A NCAC 13F 0306 Housekeeping And e ek peenbe ey
Furnishings (b) The tacility has implemented the
fotlowing measures:
(a) Adult care home shall; {1} Maintenance staff will conduct
59) ha‘va curtains, draperies or blinds at windows weekly environmental rounds to check
glnr\;es:dem use areas to provide for resident the condition of window coverings in al
acy, resldent rooms. .
Notwithstanding the requirements of Rule .0301 {2) All staff have been educated
of this Section, this Rule shall apply to new and regarding the importance of maintaining .
existing facilities. regident privacy and to promptly report {
any damaged blinds to management/
maintanance.
This Rule s not met as evidenced by: (3) The administrator implemenied
Based observations and interviews, the facility SRV BN PO 0ok A me
failed to provide window blinds that were not dooument any damaged of Missing
damaged Iin 4 of 24 sampled residant ropms (A4, T
AB, B22, B24). ’ o
) (c) Monitoting Plan
| Thea o A1 (1) The administrator/maintenance staft
Observation of resident room A4 on 03/10/26 at :::] f:‘\:izwa:;: n;‘a;nnm":‘::ﬁ;%m
9:10am revealed: " ;
st R — to ensure ongoing compliance.
-The room had one window that faced the
facility's parking lot.
-The window had vertical blinds that covered part
of the window.
- «There ware 4 slats missing from the vertical
blinds.
Interview with the resident that resided in room A4
.| on 03M10/28 at 1:57pm revesaied;
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-She wouid like her blinds to be fixed or replaced.
-She was aware someone coutd ses in her room [
from outside.

-She did not feel like she had privacy.

Observation of resident room A8 on 03/10/28 at
9:12am revealed:

-Two residents resided in the room,

-The raom had one large window that faced the
back of the facility. .
~The window had vertical blinds that covered part '
of the window.

~Thers was one slat missing and a 2nd slat,
broken in half, missing from the vertical biinds.

Interview with one of the residents that residad in
room A8 on 03/10/28 at 1:5%pm revealed:

-He knew people could see into the window from
oltside.

-He had not mentioned the broken blinds to staff.

| Observation of resident room 822 on 03/10/26 at
9:57am revealed:

~Two residents rasided in the om,

-The room had one window that faced the back of
2 facility.

-The window had vertical blinds that coverad part
of the window.

-There were 4 siats missing from the vertical
blinds.

Interview with one of the residents that resided In
room B22 on 03/10/26 at 9.58am revealed:

-He knew people could gee into the window from
outside.

~Not having privacy bothered himn.

-He had mentioned the broken blinds to staffin
the past, but nothing was dohe.

Observation of resldent room B24 on 03/10/26 at
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10:00am revealed:

-One resident resided in the room.

-The room had one windaw.

-The window had vertical blinds that covered half
of the window.

~There were multiple slats misging from the
vertical biinds.

Interview with the resident that resided in room
B24 on 03/10/26 at 1:.44pm revealed:

-He knaw people couid see into the window from
outside.

-He would move to the other side of his room
when changing s0 no one from outzide the
window would see him.

-He hed asked staff, in the past, about fixing the
vertical blinds but nothing had been done,

Interview with the Resident Care Coordinatar
(RCC) on 03/11/26 at 3:20pm revealed:

-She had been made aware of the broken blinds
in some resident rooms.

-The Administrator was responsible for replacing
broken plinds.

-Some of the blinds were broken by resldents
when they opened their windows.

Interview with the Administrator on 03/11/26 at
3:25pm revealed:

-She was aware of the broken blinds in residents’
rooms.

=She had added cuttaing and replaced the tabs in
the vertical blinds, but the tabs easily fell out,

-t was the staff's responsibility to nofify her when
they saw broken blinds.

-She was responsible for ensuring all resident
rooms had blinds that fully closed.
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Furnishings

{b) Each bedroom shall have the following
furnishings in good repair and clean for each
resident:

{8) aminlmum of one chair that is comforiable
as preferred by the resident, which may include a
rocking or straight chair, with or without arms,
that is high enough for the resident to easily rise
without discomfort; :

(6) additional chairs available, as needed, for
use by visilors:

Noiwithstanding the requirements of Rule .0304
of this Sectton, thiz Rula ¢hall apply io new and

existing facilities.

Thig Rule is not met as evidencad by:

Based on cbservations and Interviews, the facility
failed to provide a comiortable chair for each
resident in 6 of 24 resident's rooms (A2, A4, B17,
B19, B20 and B21).

The findings are;

Obsarvation of resident room A2 on 03/10/26 at
9:00am revealed:

-Two residents resided in the room.

-One resident had a chair at the foot of the bed.
-One resident had a wheelchair baside the bed.

Observation of resident room A4 on 03/10/26 at

9:05am revealed:
-Two residents resided in the room,
-There were no chairs in the room.

immedistely corrected by providing
appropriate seating.

(b) The facility has implemented the
following measures:

(1) Maintenance staff will conduct
weekly environmental rounds to ensure
all resident rooms have required
furnishings, inckiding comfortable
chairs,

(2) Staff have been educated regarding
regulatery requiremems for resident
furnishings and the importance of
ensuring each resident has appropriate
seating.

{3) Any damaged or missing furniture
will be reported immediately to
maintenange and replaced without
detay.

(€} Monitoring Plan
{1) The Administrator/Maintenance staff
will conduct weekly audits for four
weeks, then monthly audits thereaiter to
ensure compliance.
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Interview with one of the residents In room A4 on
03/10/26 at 9:10am revealsad:

-He never had a chair beside his bed.

-When he was not lying down, he sat on his bed
or in his wheelchair,

=He would like a chair in his room.

-Ha had not requested a chair from staff,

Observation of resident room B17 on 03/10426 at
8:15am revesled:

~Two residents resided in the room.

-There was one chalr located beside one of the
resilents' bed,

-The other resident did not have a chair.

Observation of resident room B19 on 03/11/26 at
£:40 am revealed:

-Two resilents resided in the room,

~There were no chairs in the room.

Interview with one of the residents in room B19

. on 03/11/26 at 9:45am revesaled:
' -8he never had a chair in her room.

=t wauld be nice to have a chair to sit in when
famity visit.

-She sat on her bed most of the time.

~She had not requested a chair from staff.

Observation of resident room B20 on 03/11/26 at
10:002m revealed:

-Two resldents resided in the room.

-There were no chairs in the room by elther bed.

Observation of rasidenf room B25 on 03/11/26 at
10:18am revealed:

-One resident resided in the room.

-There was no chalr in the room,

Interview with one of the residents who resided in
room B25 on 03/11/26 at 10;20am revealsd:
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| “Shé would Tike & chair in her room,

-Her family had to sit on her bed when they
visited,

-When not laying down she had to sit up in the
bed

~Shé had not requested & chair from ataff.

Interview with the Resident Care Coordinator
(RCC) on 03/11/26 at 3:20pm revealed:

-She was made aware of the rule when she

1 assumed the role of RCC in September 2025,
-She was not aware some residents did not have
chairs in their rooms.

-No residents had requested a chair for thelr
raom.

interview with the Administrator on 03/11/26 at
3:30pm revealed:

-Sha was aware that all residents should have a
chair in their rooms.

-All residents were offerad a chair, but some
declined.

- It was her responsibility to ensure that sach
resident had a chair in their room,
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