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J An annual and follow up survey was completed /fﬂj (9 76
l on 2/1/22. Deficiencies were cited. bq‘)& 7
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V 114 27G .0207 Emergency Plans and Supplies
|

| T0ANCAC 27G .0207 EMERGENCY PLANS

| AND SUPPLIES

! (a) A written fire plan for each facility and

| area-wide disaster plan shall be developed and

' shall be approved by the appropriate local

‘ authority.

| (b) The plan shall be made available to all staff
and evacuation procedures and routes shall be
posted in the facility.

l (c) Fire and disaster drills in a 24-hour facility

| shall be held at least quarterly and shall be

l repeated for each shift. Drills shall be conducted
\ under conditions that simulate fire emergencies.

| (d) Each facility shall have basic first aid supplies
\ accessible for use.

|

J

i This Rule is not met as evidenced by:

| Based on record review and interviews, the

i facility failed to ensure fire and disaster drills were
| held quarterly and repeated on each shift. The

’ findings are:

Interwew on 1/31/22 with paraprofessional #1
I revealed staff worked 3 shifts that included 1st
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(8:00am - 4:00pm), 2nd (4:00pm - 12:00am) and

|
}‘ 3rd (12:00am - 8:00am).

Via J{h‘,dufé' WW@ 57

/

\ Review on 1/31/22 of the fire drill logs for the

| months of January 2021 - December 2021

[ revealed:

-No documentation that a 2nd shift drill was

r completed during the 3rd quarter of July 2021 -

| September 2021;

| -No documentatlon that 2nd or 3rd shift drills

| were completed during the 4th quarter of October
\ 2021 - December 2021.

\ Review on 1/31/22 of the disaster drill logs for the
| months of January 2021 - December 2021

| revealed:

| -No documentation that a 3rd shift drill was

| completed during the 1st quarter of January 2021
| - March 2021 ar the 2nd quarter of April 2021 -

| June 2021;

-No documentation that a 1st shift drill was
completed during the 3rd quarter of July 2021 -
September 2021 or the 4th quarter of October

‘ 2021 December 2021.

|‘ Interview on 2/1/22 with the Qualified

Professional revealed that it was the responsibility
| | of the Owner to ensure that drills were completed
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| as required.

l Interview on 2/1/22 with the Owner revealed:
| -It was her responsibility to ensure fire and
‘ disaster drills were completed as required;

-She was aware that fire and disaster drills were
| required to be completed quarterly for each shift;
| -She was sure that the drills had been completed
as required but the staff had failed to document
accurately.

|
|
J
I

&?
Z/ wel Ay Ko Mew{%/
?ol/mw m é/é«f/ J

7

,om

|

M

i
Division of Health Service Regulation
STATE FORM

b 0G1011

If continuation sheel 2 of 2




STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / GLIA / MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building
MHL079-132 v1 [B- Wing v | 21112022 -
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE
FAYETTEVILLE STREET COMMUNITY LIVING HOMES #3 855 MORGAN ROAD

EDEN, NC 27288

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey
report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 X5
ID Prefix w0289 Correction ID Prefix Correction ID Prefix Correction
T e e I -
27G .5601
Reg. # Completed Reg. # Completed Reg. # Completed
e e e
LSC 02/01/2022 LSC LSC
s S e -
ID Prefix Carrection 1D Prefix Correction ID Prefix Correction
- - — e
Reg. # Compieted Reg. # Completed Reg. # Completed
s - —
LSC LSC LSC o
D Prefix Carrection ID Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
_ e _—
LsC LsC - ) Lsc o
D Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
_— et e e —e
LSC LSC Lsc B
ID Prefix Correction ID Prefix Correction ID Prefix Correction
q e e - S T
Reg. # Completed Reg. # Completed Reg. # Completed
- T e
LSC LSC LSC
s e s . S
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
INITIAL i r
STATE AGENCY 1| anNimiaLs) Sheri Spicer 2/4/22
gs:li\gen BY 35;:!}5\\!::)0 BY DATE TITLE W ellec, gS 0P  |parE
FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF /’
12/17/2019 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? D YES I:al’ NO
Page 1 of 1 EVENT ID: DZFP12

STATE FORM: REVISIT REPORT (11/08)



