JUL-12-2016 14:28 SECU-RHOSKIE

2523325028 B. 007

FIRIS F b, Wi 1a

FORM APPROVED

(A1) PROVIDER/SUPPLIERAGLIA
IDENTIFICATION NUMBER:

STATEMENT OF DEFCIENCIES
AND PLAN OF CORRECTION

FCLO46021

(%2} MULTIPLE CONSTRUCTION =
A BULDING: 04 = R

B, WING ' P .

{X3} DATE SURVEY
COMPLETED

|
05/19/2016

i ]
HAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZI COGE ;' B f!

318 EAST RICHARD STREET © ']
STEPHENSON FAMILY CARE HOME AHOSKIE.

i

NC 27910 i i .’F

]

1

-

(Xd} ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED RY FULL
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION)

]
PREFIX
Thg

PREVIDER'S PLAN OF CORREGTION i)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
i DERKGENGY)

C {iwi Initial Comments
|'| Report by Suzanna Fay

DHSR Construction Section conductad a Biennial
Survey on May 19, 2016 from 3:20 PM to 4:20
PM at the above referenced facility, DHSR
records indicate the home was first licensed on
Novemnber 23, 2009 as a Family Care Home for
five ambulatory Residents (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 2005 Rules
10A NCAC 1305 for Family Care Homes and the
2009 North Carolina State Building Code -
Section 421.2 - Residential Care Homes,

At the ime of our visit, we clled deficiencies that
1 fequire an acceptable plan of correction. They
are as follows:

C 109 Construction-Two Stories

| SECTION .0300 - THE BUILDING

10AMCAC 13G 0302 DESIGN AND

| CONSTRUCTION

| {f) If the bullding is two stories in height, it shall
meet the following requirements:

(1) Each floor shall be less than 2500 square
feet in area if existing construction or, if new
construction, shall not exceed the allowable arsa
for R-4 occupancy in the North Carolina State
Building Code;

{2) Aged or digabled persons are not to be
 housed on any floor above or below grade level:
(3) Required resident facilities are not to be
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located on any floor above or below grade level:
and

{4) Acomplete fire alarm system with pull
stations on each floor and sounding devices
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which are audible throughout the building shall be l AL
pravided. The fire alarm systern shall be able to ) S J; 3
| transmit an automatic signal to the local 5 .
| emergency fire department dispateh center, i ' J‘ !
either directly or through a central station R L }
monitoring company connection. ;' I“ N !; ]
This Rule is not met as evidenced by; ’
1. Observations revealed that the facility did not ﬁ‘{’ “H’.LLE-' €'-f I»@M
have pull stations at each level that transmitted to :
a monitoring company. Have a qualified q: ﬁi’ _{'9,” a‘%‘( M %E“’ i
| technician install pul stations at each level that ma{—a({ P
are audible throughout the facility and that signal
| the fire department directly or are covered by a be wai 3"(‘3‘5# ﬂi" Vhisti me,
manitoring company that notifies the fire i Pm, cfg fdr, ire. |
depariment. Provide documentation of this :
correclion in the form of receipts or work orders. \&:‘EJK nﬁm l‘:d V‘L
‘H’l PLDT i l')(%,
C 137| Bathroom-Mechanical Ventitation C 137 Efmg g i ;;\, m
SECTION .0300 - THE BUILDING }5 [
10ANCAC 136G 0308 BATHROOM ,j' '
(g} The bathrooms shall be lighted to provide 30 ?
foot candles of light at fioor level and have
mechanical ventilation at the rate of two cubic The | bﬂi’h W&Mﬁ &H‘bwa)gf it
feet per minute for each square foot of floor area, @hﬁ A ]
These vents shall be vented diractiy o the || IA:Cl : aﬁf i h{:’f Gk
| outdoors. +AMmun g aﬂ'@'ﬂ" Hfd\ <
[This Rule is not met as evidenced by: G *‘&‘-’—rb* visian 'Eﬁrg:u.
1. Observations revealed that the Client Weiyes: -Qarj Nhe Uista)
bathroom was not mechanically vented. Have a ‘1 “hf
qualified technician install mechanical ventilation &-F W d’i&m!&f VE'[‘:E-" hh
for the bathroom. Provide documentation of the } 2 ‘{-hb vgem,, there | %
lrepajrsinthefurmufremiptsurwodcmﬂers, wnd-ﬂw in |W wrm
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C14g ! Continved From page 2

| SECTION .0300 - THE BUILDING

| T0ANCAC 136G 0312 OUTSIDE ENTRANCE
i AND EXITS

{e) Al entrances/exits shall be free of all
obstructions or impediments to allow for full

l instant use in case of fire or other emergency.

| This Rule is not met as evidenced by:
1. Atthe ime of this survey, there was a ladder
and other items oulside the door to the exterior

stored items to maintain the exits, Provide
documentation of the repairs in the form of
photos,

C 169 Fire Safety-Smoke Detectors

SECTION .0300 - THE BUILDING

10ANCAC 13G .03168 FIRE SAFETY AND

DISASTER PLAN

(b) The building shall be provided with smoke

detectors as required by the Morth Caroling State

i Building Code and U.L. listed heat detectors

connected to a dedicated sounding device

located in the attic and basement. These

detectors shall be interconnected and be

provided with battery backup,

Mote: Smoke detectors are required to be

| interconnected by this Rule. The application of

+ the Rule permits the heat detectors to be
interconnected with smoke detectors, but does
net require it.

This Rule is not met as evidenced by:

1. Observations revealed two Staff bedrooms
| upstairs. Neither of the bedrooms had smoke
| detection. Have a qualified technician install

F smoke detectors in each bedroom wired to the

ramp blocking passage to the ramp. Remove the
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C 169| Continued From page 3 C 169 ool
N
hause current, interconnected with the other S
smoke detectors in the facility and with battery G
backup. Provide documentation of the repairs In i pd }: !
the form of receipts or work orders. : P i !
Py i
C 174’ Building Equipment Maintained Safe, Oporating | G 174 i} . Iflﬂ :
SECTION .0300 - THE BUILDING Pofrof i
T0AMCAC 136G 0317 BUILDING SERVICE Loy J,F ]
EQUIPMENT B
(@) The building and all fire safety, electrical, A LR 1
mechanical, and plumbing equipment in a family S -ji I
care home shall be maintained in a safe and Vo
operating condition. S
(i} This Rule shall apply to new and existing LY N
family care homes. foo| i
ot
This Rule s not met as evidenced by Vi i .f !
’ 1. Observations revealed that the metal transition The | oty Pf!j!tﬂ;‘l'{ﬁb daor
strip leading into the computer room was loose has 1040 b'rg on , ik
and bent up creating a tripping hazard. Secure ; N r{”pmr'gd Qfﬂfaﬂ lo
the metal strip to prevent ripping. Provide Wﬁdmmmaivr* Ll |l
documentation of the repairs in the form of Cﬁnﬁu U!i’f L{.g Wm%or,‘{’f’&f
recaipts, R
phatos or canp WTS uj"LII lﬁt_‘aj in E ]
2. Observatiohs revealed that the left handle on W/P i {ﬂ,‘, i
the window in Room 1 was broken off. Have g \.
qualified technician replace the handle so that the " T‘.‘b&;’z MJI-&. on the L{,,iaﬂ(fm g 3 ﬂé:; "
window is easy to open, Provide documentation F T R
of the repairs in the form of photos or receipts. LN ?Mm % W”{ {’&b”w'
| _ and: praintainved by
3. Observations revealed that the floor vent in Admlini Stradp R
the bathroom was loose and may be too small for ~Th :_E] gt - i i{"l‘» Iy
| the opening. Install a secure vent that meets the - OO enas TN 1(9 -
size of the vent opening. Provide documentation yeean hée 5 :’A’&’
of the repairs in the form of pholos, receipts or s d= and woill be
work orders. Mdnifoved “b{.j ‘Hae. ﬁﬁﬂm;m -
4. Observations revealed a 1/2" board nailed to 1o rﬂ'm‘ r" H’« QM efafy |
Wision of Health Service Reguiation : F e
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C 174 Continued From page 4 174 The board | |m ‘ﬂéz/ 1%9:'*
the floor in front of the right sink. The board ,m/ ‘#}g& _ ,
poses 3 tripping hazard. Install a flat or beveled e mat/-ed J"-'l.f'l ’&
edge cover or patch the floor propetly to prevent
tripping. Provide decumentation of the repairs in With & me |5f V'm-f*
the form of photos, recelpts or work orders. Mmmh r L@”{ cank d
5. Observations revealed that the countertop for |.-|—0 m‘ﬂ 'I‘Df
the right sink in the bathroom was not secure and TFHL {:ﬂm -&9{3 —CQV "H‘LL
was not properly fitted to the cabinet. The hf"'sfnkﬂl 6?9,674&4
wallpaper was ton at the edge of the sink. Have ~ T?‘
a qualified technician fit and secure the 5 hmﬁ Em’i’i‘ = Muw.d-
countertop and repair the damaged wail. Provide | wm b& ed
documentation of the repairs in the form of el g f1 ™
photos, receipts or wark orders. ’ bg I{E‘éﬂ'}q*&a!ﬂ -:1Adf?“l-l.?1t ?ﬁaﬂfe
ot GOk 5{? : 5
6. At the time of this survey, the outlet at the right ' g idE: +Q {af
* bathroom sink did not have power. Have a “The. Qui-[e,.-'{- ; GJ!' % i w
qualified technician repair or replace the outlet, bath -"s‘?ﬂ ﬂd - ; 2
Provide documentation of the repairs in the form s Slin[k_ Wil be
of receipts or work orders. remm&gfb ’Cbhaﬁézcé ﬁf?-ﬁ(!&:
7. Observations revealed that the outside '{‘@ Chhid[{ln netpred
Me '.
stringer of the exterior stair had sheared off and Pﬁ dmu FHEW
separated at the bolt at the intermediate landing. i
| Have a qualified technician repair the stair. :
| Provide documentation of the repairs in the form Adm"‘ a ‘k?"'t' Iﬂlf[ hauf"
of photos, receipts of work orders. 4 ua & "f'{ Chal ¢tlan ?/Bd?( e
{ W"" &Jf'-‘ moni Si
G 180| Building Service Equipment-Call System ! C 180 Lo Cﬁn ‘h ﬂr 3 gﬁg :
SECTION .0300 - THE BUILDING | 1 I
| 10ANCAC 13G .0317 BUILDING SERVICE .t :!i'
' EQUIPMENT el
| {f) Where the bedroam of the five-in staff is g i B
located in a separate area from residents’ . 5 g
bedrooms, an electrically operated call system B ||
shall be provided connecting each resident | i
bedroom to the live-in staff bedroom. The ; P
resident call system activator shall be such that it I
Hi |
Divislon of Hgalth Service Reguiabion 5i
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€ 180 | Continued From page 5 C 180 f i; '
can be activated with a single action and remain £orELl
on until deactivated by staff. The call system I
activator shall be within reach of resident lying on Pog dls
his bed. : - P I
1 G) This Rule shall apply to new and existing oREE
family care homes, Pood I |
This Rule is not met as evidenced by: ) 'TF; Mr'l "!l[ ) ,
1. Observations revealed that the Staff bedrooms Vi mi i stvedts
were located upstairs, Interview with Staff : ! hl i fﬁ' - g
reveaied that the facility does not have 24 hour ! P\&‘{'&‘; i 5] k -i!ﬂz
awake Staff. Have a qualified lechnician install & O o PR (AR ‘
call system in accordance to the licensure Call ?ng’lﬁf.m ‘E} be. (Laiv,
requirements. Provide documentation of the ol ] G . :
repairs in the form of receipts or work orders. EH.L{’%‘&E,I il Jf% b
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| has o Complete ceeur
5 %%?I i A"
Rog 1 1 Drtlled by
S
R
! Pl [ ol
7 0
; L L ]
T v o
B
Pl a
| i Al
S T
PRl
L
P
]l
' thall 3
PoOop e
i i i:' ::
i |
] o
i Y B
R
Division of Healih Service Reguiatian ' R
STATE FORM o svauzs | L 1 ¥ contlumtion snest 8 of §
(ol
s B |
fonb
oA e
‘ ! 1
RN
R



