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INITIAL COMMENTS

‘ Acomplaint survey was comaleted on June 18,
[ 2027, The complaint was substantiated (intake
| #NC00176676). A deficency was cited.

i

This facility is licensed ‘or ihe following service
category: 10A NCAC 2/G .5800C Supervised
Living for Adults w..ih Developmental Disabilities

27G .0303(2) Pesi Control

10A NCAC 27G .0303 ILOCATION AND

| EXTERIOR REQUIREMENTS

(d) Bundings shall be kept free from insects and
rodents.

This Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility was not kepi free irom insects. The
findings are:

Interview with facility Di ector on 6/15/21
revealed:

-[Local Pest Contrui Comoany] provided
treatment for bed bugs after bugs were
discovered in the faciiity. The pest control
company provided muliiple treatments.

-After the first treatizni the bugs were still no:
gone.

-On 4/15/21, the facility discovered more bugs
after the initial treatment on 4/8/21.

-The facilty moved all residents to a hotel unti!
treatment was successiul and no other bed bugs
were found in the facility

Record review on 6/16/21 of treatment provided
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by ihe local pest cunite! agency revealed:

-Tre pest conliol w ol pouty providad routine
quere iy pest coniL sarvice on 2/3/21. No bed
| bugs were noted

-AFest Contro! Service Agrezment signed 4/8/21
wilii a proposal for the facility to have »ed bug
treziment services. which: also occurred on
418021,

-A szivice repor deted 4/19/21 of a bed bug
insoechon of e izulily

-A service report deiad £/26/21 of bad bug
treatment services provided at the facility.
4/28/21 of a bed bug

' that showad no further

Interview with *hs ity Director on 6/18/21
revesled:

the final hed bug treatment was conducied
anc he facility vas cleared of bed bugs, the
agency replaced all furiture in the facility,
including bedding, end also purchased all new
clothing for the residanis.
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One On One Care, Inc./114 Caring Way

114 Caring Way, Shelby, NC 28150

MHL# 023-160

V 738 Pest Control

Measures in place to correct and prevent the deficient area of practice:

Facility will continue to do regular pest control services with Nelon Cole to prevent further
infestation. At this time, facility will continue quarterly bed bug inspections. Last treatment was
done on 7/30/21, however, pest control stated that no bed bugs were found at that time.

Staff and clients will be encouraged to report any new activity as soon as possible.
Who will monitor?

Staff, Home Manager, QP, clients and pest control will monitor

How often will it be monitored?

Staff and clients will monitor daily. Pest control will monitor quarterly.
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WANDY COHEN, MD. MPH - Secretary

MARK PAYNE - Cirector, Divisien of Hea't' Service Regulation
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July.23, 2021 DHSR - Mental Health
Eddie Scruggs, Direcior o o
Ona on One Cars, Ing. AUL 6 2021
LG Bastdaanony el
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Re: Complaint Survey completed Ju*\w 18, 2021
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Thank you for the cooperation and courtesy extended during the complaint survey compleiad June 18,

SO0 Thocarplanl was substariiztad.

Enclesed you ATl fincd ail deficiencier citad fisted ¢ the Statement of Deficiencizs Form. The purpose of
the Statement of Deficiencies is to prowde you with specific details of the practice that does not comply
vl state reguletions. You must dzvilon wne Plan of Correction that addresses each deficiency listed on
tha Ctate For m et ‘-?:*.'.1‘. itic our -“::-- hithir te dayn of racant of thic lotter Relow yr" will find
datails of the type of deficiencizs T2uad, tha time fames for compliance plus what to include in the Plan of
Coiraction

Typa of Deficiar~ies Found
Lypa ot Llencierties Founn
= Standard lavel deficiency.

E“‘ 'm ! ceficier iciency must b2 corresiad within 6C avs from the exit of the sunvay, which is
gust 17, ””7‘
What to include in the Plan of Correciion

* indicate what measures will be pid in p'ace to correct the deficient area of practics (i e. changes
in policy and procedure, staff training, charges n staffang patterns, etc.).
Indicate what measures will Le puiin place o prevent the problem from occurring again.
Indicate who will meritor the siustion te ersure it will not ocour agair
Indicate how often the monitoring will take place.
e Sign and date th= bottom of the first page of the State Form.

@ e o

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your records.
Flease do not include confidential information in your plan of correction and please remember
never to send confidential information (protected health information) via email.

Send the origina! cocmpleted form to cur office at thi= following address within 10 days of receipt of this

lettar.
MENTAL HEALTH LICENSURE & CERTIFICATION SECTION

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES » DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Umstead Drive, Williiams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 27699-2718
www.ncohhs. goy/ghsr « TEL: 919-855-3795 « FAx: 919-715-8078

AN EQUAL OFPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



luly 29, 2021
Caring Way 114
Eddie Scruggs

Mental Haa'th Licensiuiz and Certification Section
NC Division of Health Service Regulation
2716 wail Service Center
Raleigh, NC 27699-2718

Actoliow up visie Ll ce conducten to veniy col viole . a1s nave beer corrected. If we can be of further
assistance, plec s cal Robin Su'fridge at 3.6-68" 7342

Siicerely,

Doned . ( rga‘/’ud?z
Sonia S. Eldridge

Facility Complience Zonsultant 1l

Mental Health L'censure & Certification Section

Ce dhhs@ :yahaaith.com
Pam Priclgen, Administrative Azsistant



