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Initial Comments
Report by Luis Padilla

DHSR Construction Section conducted a Biernial
Survey on August 28, 2018 from 1:00 PM to 2:10
PM at the above refarenced facility,. DHSR
records indicate the home was first licensed on
Qctober 16, 1997 as a Family Care Home for six
{6) Residents with up to three (3) non ambulatory
residents (unable to respond and evacuate
without physical or verbal assistance during a fire
or other emargency). Based on this we are
requiring the home fo be in compliance with the
following: The 1992 Minimum Standards and
Regulations for Family Care Homes, the
applicable portions of the 2005 Rules for Family
Care Homas 10ANCAC 136G, and the 1988 North
Carolina State Building Gade - Section 419.3 -
Small Residential Care facilities

At the time of our visit, we cited deficiencies that
reguire an acceptable plan of correction; all
deficiencies listed below were discussad with
on-site staff during the exit interview, Tha listed
deficiencies are as follows:

Housekeeping-Must Hava Approved Sanitation

SECTION .0300 - THE BUILDING

10ANCAG 136G 0315 HOUSEKEEPING AND
FURNISHINGS

(a) Each family care home shall:

(4} have a North Carolina Divigion of
Envirecnmental Health approved samtatlon
classification at all times;

(&) This Rule shall apply to new and existing
homes.

This Rule is not met as evidencad by;
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1.) The rule requires each family care home shall
have a North Carolina Division of Environmental
Health approved sanitation clagsification at all
times: .
During our visit it was observed that there were cleaned % Wahdain }t‘% 5 /
dead flies/bugs located in the back left Bathroom 1718
of the home. This is not compliant with the rule, % w2 (,L.Q,{_g-. bp’ pw?erf'\;
Make arrangemeants to have the deficiency W an ._Q&Q/v
correctad; provide to our office a new Sanitation
Inspection Report aiong with your plan of
corrections.
C 174 Building Equipment Maintained Safe, Operating 174

SECTION .0300 - THE BUILDING

TOANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT '

{8} The building and all fire safety, electrical,
mechanical, and plumbing squipment 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.) The rule requires all plumbing equipment in a
family care home shall be maintained in a safe
and operating condition:

During our visit it was observed that the toilet in
the staff bathroom wagz broken at its base. This is
not compliant with the tule.

Make arrangements to have the deficiency
corrected; provide documentation in the form of
phatoes for all completed work.

Starked change Now ‘i;%;."
Torvlet Wil be Linichd 18
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2.} The rule requires all plumbing equipment in 8
family cars home shall be maintained in a safe
and operating conditior::

During our visit it was observed that the in the
front Bathroom, there was a hole in the tub. This
i& not compliant with the rule.

Make arrangements to have the deficlency
corrected; provide documentation in the form of
photos for all completed work.

3)) The rule requires all building equipment in a
family care home shall be maintained in a safe
and aperating condition

During our visit it was observed that there was a
loose handrail in the back right Bathroem of the
home. This is not compliant with the rule.

Make arrangements to have the deficiency
correctad; provide documentation in the farm of
photos for all completed work,

4.) The rule requires all fire safety equipment in a
family care home shall be maintained in a safe
and operating condition:

During our vigit it was observed that the Fire
Extinguishers for the home were not being
inspected on a monthly basis by staff. This is not
compliant with the rule.

Make arrangements to have the deficiency

correctad; provide documentation in the form of
photos for all completed work.

Building Service Equipment-Call Systemn
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- SECTION .0300 - THE BUILDING
10ANCAC 13G .0317 BUILDING SERVICE
: EQUIPMENT
- (f) Where the bedroom of the live-in staff is
- located in a separate area from residents'
bedrooms, an electrically operated call system
. shall be provided connecting each resident
' bedroom to the live-in staff bedroom. The
. resident call system activator shall be such that it
- can be activated with a single action and remain
- on until deactivated by staff. The call system
- activator shall be within reach of resident lying on
- his bed.
(J) This Rule shall apply to new and existing
- family care homes.

. This Rule is not met as evidenced by:

. 1.) The rule requires where the bedroom of the
live-in staff is located in a separate area from
residents' bedrooms, an electrically operated call
: system shall be provided connecting each

' resident bedroom to the live-in staff bedroom:

v During out visit it was observed that the call
system for the home was not functional. This is
not compliant with the rule.

K Make arrangements to have the deficiency
_ corrected; provide documentation in the form of
- invoices/receipts for all completed work.

C 118% Bedrooms-Windows

CT10: 42C

' .2205 BEDROOMS

- {9) Each resident bedroom must have one or

30 foot candles of light at floor level. The window
. area must be equivalent to at least eight percent

more operable windows and be lighted to provide !
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of the floor space. The windows must be low
enough 1o see outdoors from the bed and chair,
with a maximum 36-inch sill height.

This Rule is not met ag evidenced by:

1.) The rule requires each resident bedroom must
have one or more operable windows and be
lighted to provide 30 foot candles of light at floor
level; E

During our visit it was observed that the window W A@W Wil b(?_,. (%\*’)GQA [ W é_
for Bedroom #4 and #5 was not operating
correctly. This is not compliant with the rule. {) 0‘3»&

Make arrangements to have the deficiency
corrected: provide documentation in the form of
photes for all completed work,

C 138| Outside Entrances/Exits-Single Hand Motion C 138

T10: 42C

2209 QUTSIDE ENTRANCES AND EXITS

(d) Al exit doors locks must be easily oparable,
by a single hand motion, fram the inside at all
times without keys,

This Rule is not met as evidenced by:

1) The rile requires all exit doors locks must be
easily operable, by a single hand motion, from the
inside at afl imes without keys:

During our visit it was observed that the side

entrance door for the home is not single hand 4;0&, E"M Aest. QA/
| Yt

motion. This is not compliant with the rule, | @ 4
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Make arrangements to have the deficiency
corrected; provide documentation in the form of
photos for all completed work.
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