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D 006| Initial Comments

The Adult Care Licensure Section and the
Rutherford County Departrnent of Soclal Services
conducted Annual and Follow-up Surveys and a
Complaint Investigation on 6/9/15 and 6/10/15.
The county inliated the Comptaint Investigation
on 6/4/15.

D 072; 10A NCAC 13F .0305{m) Physical Environment
10A NCAC 13F .0305 Physical Environment
{m) The requirements for outside premises are.
{1} The outside grounds of new and existing
faclitiea shall be maintained in a clean and safe
condition;

{2) If the homa has a fence arcund the premises,
the fence shall not prevent residents from exiting
or entering freely or bae hazardous; and

{3} Cutdoor walkways and drives shail be
#lumninated by no lass than five foot-candles of
{ight at ground [evel.

This Rule is not met as svidencad by
TYPE B VIOLATION :

| Based on observations and ir;terviews tha facihty
failed to assure the outside groundf af the facillty
were maintained In a ciean and safa cund;!!un

Tha findings are:

Observatmn on 8/10/15 at 10:30am of the outside
of the facllity revealed:

~ A three sided concrete biack stmcture covered
with vinyl siding used for a smoking area by the
resldents was located anprommately 15 faet from
the bullding. -

~ One of the vinyl siding panels on the side of the
structure had partially fallen down and was still
hanging in an upright position which exposad
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D 072| Continued From page 1 D Q72 §
|
rofted woaod, ' . r \
- The inside of the same structure had an area of \ W 0SS f(,m\ éch. ¢
approximately 3 feet by 2 faet on the ceiling of { ~1

vinyl which was loose and detached from the
structure and hanging down approximately 3
inches.

~ The front portion of the roof of the structure had
a plece of vinyl missing approximately 2 feet in
length which exposed rofted wood,

A confidentjal interview with a resident revealed
the vinyl on the side of the building had fallen
several weeks ago, and the reason it pullad away
from the concrete blocks was that several
residents had tried to puli it down

Observation on 6/10/15 at 10:35am of the exit

- The vinyt on the corners of the walls had pulled
away from the vinyl aiding exposing gaps
bebween the vinyl and the comer caps.
;,J;hﬂgfgyle\ggg 83%?{;‘“‘%’ A bu‘rjs‘ﬁe%" gncﬂ?éc v?gﬁ
bemda the door.

"= A pedestal chair used for resldants was dirty
and permanently weather-worn and faded.

- The light above the doar had a bare bulb that
was exposed with no cover '

Obseruation 8/10/15 at 10:37am of the gfounds
of the facility revealed a partlal section of chain
link fence, approximately 10 feetIn length, with
sharp edges of wire and w(thout any type of
covering.

Conilnued obsawatlon on 6/10/15 at 10:4Q0am of
the extarlor pramises of the facility revealed:

~ Two worr: and faded empty gas contalners
against the building without caps.

- A lawn rake with a broken nandie leanlng

door located near the smoking structure revealed:
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D 072 Continued From page 2 porz " d _
against the building. \/\ N \ \N&% %PCU € | &
- The vinyl siding and gutter was cavered wih a : , | <
dark greenish stain, OO { 6@(1 e | 80
-~ The gutter down spout was detached from the f ’ QL
bullding and hanging freely. 1 \N&f) T(L
- Vegetation was growing in the gutter. u}é(&r (M’\A N0 Jr
. O\ N}
Further observation on 6/10/%5 at 10:45am of the /\‘ 9 \O\M \d g
exterior of the facility revealad: -
- Aorie inch pipe coming from the building which \f\m U@ y\ \ym
had the vinyl siding torn away from around the “f .1CY\ 0% f
plpe exposing a two inch hole into the wall of the Y £ !O& d
facility. i
- An empty bleach bottle covered by grass (& cV &
approximately 5 inches In halght. \f . ~ \ W &1[:5) Y \&Cé/ ;}
| @ BBp
Obsarvation on 6/40/15 at 10:50am of the extdrior i & \ PQ/ WO\ rf@(? A‘ -
back of the facility revesled: HIUAY . e, ()
- A 4 inch square hole around the dryer vent and = w h‘o \LQ/ W aé; i ’?7?(
water hose. \ _ KPH '3 y\ﬂf)
- Dryer lint was molded onto the vinyt siding. E’Jm b {;D{Of\
~ Awooden door leading Inlo the faundry room - ’ _e—d . ;
which was broken, and waather worn with the ‘ (QXY\ {f 3 2008
wood peeling off. DY U’ (\&M({L\X\O\ v 6@519(/ r W
Continued observation on 8/10/15 at 10:55am of A -QP WL \’\ 0% eeen 1/(;
the back exterlor of the facility revealed: \! \ 531 O\ ll'\6 : ]
- A window which would not shut all the way w\\\é V\‘Qd
down missing a screen. ‘ J
- Vegatation growing up the side of the wall into C e \N\ \ \ (@D\Mﬁ’ b
the guttering and under the vinyl of tha soffit box, BOO o YOO ?):
\QL\,U(‘\ ™ 7]
Continuing observation on 6i10!1g at 11:00am of { N h&é b( &r‘{ [bia-l-ﬁ
the exterior side of the facility revéaled: ﬁ\l\\ cg, S0 i Jl 1
- Two large missing pieces of v ny1 siding Pl 2 d m \I 29{ - ! Qh
approximataly 2 feat by 2 feet :n size from {he ? T '\0@ —at M r O € ‘
gable end of the building. - h poery €t ;
- Vegetation growing up under the vlny* 5|dmg of :
the soffit and under the guttering.- ‘ ;
- The vinyt siding around the 3ower snda of the '
Jvislon of Health Sarvice Reguiatlon i T
i e DZERT!
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0 072| Contlnued From page 3

wall has a large plece of vinyl missing
approximataly 4 inches by 10 Inches.
inches which created a trip hazard.
the porch and ground.

heing used as a cigarette receptacie.

exterlor of the building reveaied:
and gutter of the bullding.

stained green and brown.

-The maln entrance «f the facility had a large
black stainad area, approximately & inchas in
diametsr, on each side of the door where
residents had used the wall to extingulsh
cigarettes.

a plan of protection.

2015.

D074 10A NCAC 13F 0306(3)( 1) chsakeeplng And

Furmshmgs

10A NCAC 13F .0306 Housekeeping And
Fumishings
(@) Adultcare homes shalk

bullding was torn, missing and had ragged edges.
- Beside tha side exit door the corner of the exit

| - The concrete exit ramp from the side exit door
: had a clean oul drain sticking up approximately 3

- The slde porch had cigarette butts and ashes on

- There was a large metal car with sharp edges

Observation on 6/10/15 at 11:05am of the front
~Viegetation growing up under the soffit, shutlers

~The gutters arourd the front of the bullding were

On 6/25/15, the facility was requested to provide

THE DATE OF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED JULY 25,

D072
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D 074| Continued From page 4 D074 6 Cﬁ OA
1 {1} have walls, cellings, and floors or floor wl"

coverlngs kept clean and in good repair;

This Rule ia not met as evidenced by:
THIS IS ATYPE B VIOLATION

Per observation and interviews, the faclity failed
to assufe walls, eeilings, and floors throughout
the facility, Including resident rooms, hallways,
dining room, and living room. were clean and in
good rapalr,

The findings are:

A. Observatlon of the facility cellings on 6/9/15
from 9:00am to 10:30am revealad:

1. The center of the celling In resident Room #12
near the overhead light fixture had delached from
the celling joists and sagged approximately 15
degrees from level.

- The two pieces of drywall making up the celling
in Room 12 had separated lgaving a quarter inch
gap.

- Two resldents were iiving in Room #12, and 1
resident was stilt [n bed.

Interview with the housekeaper at 9:253m on
6/9/15 revealed the celling sag happened within
the past 2 days.

Interview with the faciiity Administirator at 9:30am
on 6/9/15 revealed the falling caling happened
just last night, and ha was here this moming 1o
repair the ceiling.

Interviow with Resident #3 who lived in Room #12
on 6/8/15 st 10:15am revealed:
[ - The cailing started falling a couple of days ago

. \(DV%
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P 074 Continued From page 5 D074

and he reported it to staff {not specified) at that
time.

- He was not sure when staff started working on
the ceiling to make repairs.

- The had heavy rain last night, on 6/8/15, but
there were no leaks in the ceiling.

Interview with Resident #3 on 6/9/15 at 11:45am
reveaied: . :

- He was not concerned about the ceiling in his
roam.

~ Staff offered to move him to another room this
morning, {6/9/15.)

Interview with Resident #3's roommate on
€6M90/15 at 10:00am revealed:

- The ceiling in Room #12 started falling "about 2 R
to 3 weeks ago.”

- At that time, he told the Supervisor, and the
Supervisor told the Administrator. -

- Staff offered him another room, due to the sag
in the ceiling, on 6/8/15 at about 8:00pm.

- He did not want to move fo another reom and
was not concerned about the ceiling falling.

2. The ceiling sheefrock had cracked and sagged
ihe entire length of the dining room approximately
15 fest.

- The sag was so pronounced, the heating and air
conditioning vent bad fallen from the ceiling,
leaving an open hole.

3. The exhaust vent in the common shower rcom
ceiling had a heavy build up of dust making the
vent ineffective at removing excess moisture from
the bathroom.

4. The ceiling fan in the dining room had a build
up of dust and debris on the blades, motor, and
light fixture.

Division of Health Service Reguiation
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5. There was a half-inch gap between the § Md‘ 5N (e (’DI’\ F‘Hg\ ep\{ /&)
walthoard and heating and alr conditioning ventin \/ O ARG [ r‘ﬁ
the ceiling of Room 11, ’ \/\a
{ e Dan
6. Observation of resident Room #4 revealed: Q_:(’J; \ Y\% an w\ Y‘C{)W\ \éﬁ
- Ceiling fan blades in the room wera heavily { EG
coated with dust and cobwebs. 3 (, \¢ O)/\
- Ceiting palnt around a vent in the bathroom was ‘ C&‘ _
chipped away with exposed areas of sheetrock. Ng \DQJ&D POA ﬂ“"éd 1;:3‘(‘
-~ Smoke deteclors wera dingy and coated with ‘
dust Srnoke Qe os V\f@@
Refer to interview with the housekeeper or1 6/8/15 f Cpq\(@é O«Y\d C)
at 3:15pm,
Rafer to Interview with dietary manager on 6/9/15
at 3:07pm.
Refar to interview with the facility Execuitve
Director on 8/9/15 a at 2:35pm
B. Observation of the facitity floors on 6/8/15 from QO()W\ \Veé
9:00am to 10:30am revealed: Dz,\oﬂé \\Q D‘ee‘n (€m d
o
1. The flooriwal! junction on the outside wall of m boa\’"& Wire Fx
Room #11 had a heavy accumulation of thick ke d F"COV t 16
black debris. Llent 1‘3{)3 el |
~The floors of Room #11 were bacdly scuffed and W C, 3 K{ Er f{’,{ﬂ ' 1
a portion of the vinyl baseboard was missing. & { ey r
- The floor tile under a corner of the bed frame R m -
was broken from the weight of the baed. : Ogr [, W 05 1€ W\O\/-QO{ ;
junct be Ipse boald (€00
2. The flooriwall junction of Room #14 had a ued viny! e
heavy accumulation of thick, black debris and the
vinyl baseboard was missing. : QOOYY\ q
3. The floor-wall junction of Room #9 behind the : Xb(f <, WQC meed E
f entrance door had a heavy accumulation of thick
| black debris and missing vinyl baseboard. O,V\d Vi i’\q b@é& M(({ [ ﬁpb@d
Jlvislan of Heallh Service Regulation
STATE FORM a0
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¢ il had been
4. Three floor tiles in the dining room were ? DD C\ O\N‘C\ w&o((l-e/ ‘
cracked and wern expesing tha floor H:/()a- ( € A
underlayment. | (3 room /’;J‘J
5. Two fioor tilos were broken and sxposed the béet’\ f e C\ r}j
cement floor at the front entrance door to the ’m NS
facifity. '& . ﬂmrme, Cl
6. The base of the toilet in the main shower room Y {Xl\fﬁd '
floor had a heavy build up of a thick, dark brown /‘ﬁ)i *3{7 WCL% Qj -
substance all around the edges. @@g@o WO ,‘Zlffv
AV ’ ’
7. The floor/wall junctions in the cammon : O‘ﬂw /}”
hallways had a heavy accumulation of thick black - 2DV OJ\C\
debris along the entire length of the haltways, ; . . VOO ‘
L oynesS 1O A ¥y
8. The comers of tha floors and door junctures in ! oY e\ !
the dining room had heavy dirt bulldup. ' WVQJ LN ’@TE
Review of the current facility sanitation rating 1\ ‘@{OD( 05 b@{ ™ . ?) f’ v
provided by the facllity dated 11/25/13 revealed: . @ N W Y6 A,-?:Z/
| - Ascore of 90 parcent. & 6*{ P
- THe floors throughout the faciiity needed to be i (\ I\L-Q,Ou\'\ ‘
stripped, waxed and buffed. o ‘g O \)J\'Qﬁ
- The smooth and cleanable finish had worn off L » '
the floars. - % ' N : W
- The floor tiles in the restroom with the shower 1 ) nby~ Tl k 5 v (e 3(&1 e
stall were damaged and stained with rust. b{ QN {CU‘QA m fbj:“ i
- The floor and wall juncture throughout the ﬁ
facility and especlally In the main shower room ;
was sollad, not well sealed, and needed repair. ?
- Clean and repalr the flooriwall jJunctures in the ;
facllity.
Refer to Interview with the housekesper on 8/9/15
at 31 5pm . i
Refer to interview with dietary manager on 6/9/15 ;
at 3:07pm. - o .
Aivision of Health Servica Regulation
STATE FORM oo DZERT if conunuation xheet 8 of 21




2015-08-05 11:47 Southern Manor

t

Division of Health Service Requlation

828 248 9532 >>

P 10/21

PRINTED: 06/25/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA (M2 MULTIPLE CONSTRUCTION X3) DATE SURVEY N
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: . L COMPLETED
R
HALO81008 B. winG 06/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS CITY, STATE, ZIP COoDE
390 HARDIN ROAD
SOUTHERN MANOR REST HOME
FOREST CITY, NC 28043
{X4) ID SUMMARY STATEMENT OF OEFICIENCIES 0 ’ PROVIDER'S PLAN OF CORRECTION : (5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
: DEFICIENCY) )
i
0074} Continued From page 8 La74 !

Refer to interview with the facility Executive
Director on 6/9/15 a at 2:35pm

C. Observation of the facility walls on 6/9/15 from
9:00am o 10:30am revesled:

1. The dining room air intake vent in the wall
ahove the dining tables was occludod with a
heavy bulid up of dust and debrls.

2. All 5 walls adjacent to each dining roam table
had a sticky build up of a dark brown substance
equal to the width of each table.

3. The doors on resident rooms' #1, #3, #4, #7,
#9, #12, and #13 and 2 dining room antrance
doors were highly scuffed, chipped, and torn
down to the wood finish.

4. The louvared closet doors in resident rcoms'
W2, #3, #8, #9, #11, #13. and #14 were covered
with a thick buitd up of dust and dabris,

5. The front door to the facility was dirty and
rusted especially near the dour handie.

6. The masonry wall beneath the window air
conditioner in the living room had delerigrated
with peeling palnt and loose cement coafing due
ta the condensation from the alr conditioner
draining into the living room instead of outside the
building.

7. The masonry wall next to the desk where the
resident phone was located had a 3 foot long
seuff. A 12 inch by 2 Inch portlon of the scuff was
s0 deep the underlylng cinderblock wall exposed.

Review of the current sanitation sanrtation report
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dated 11/25/13 revealed:

~ A demcrit for walls in good repair.

- An entry an the comment addendum sheet
stating, "must continue to work to repalr the walls
whare the plaster Is damaged, thoe paint is
damaged, chipping or bubbling.

Refer to interview with the housakeeper on 6/0/15
at 3:15pm.

Refer to interview with dietary manager on 6/9/15
at 3:07pm.

{ Refer to interview with the faciiity Executive

Director on 6/9/15 a at 2:35pm

Interview on June 9, 2015 at 3:15 pm with the
housekeeper revealed:

-She did nof clean the dining room.

-The person In the kitchen was responslble for
¢leaning the dining room,

Inferview on June 9, 2015 at 3:07 pm with the
dietary manager revealed:

-The tabies and chalrs were cleaned about one
month ago.

-He was responsible for cleaning the dining room
and kitchan.

-He had planned on cleaning the dining room
tabies and chairs the day we came into the
facility,

Interview with the facility Exacutive Direclor on
6/8/15 a at 2:35pm rovealed;

-~ Resident rooms are cleaned and mopped daily.
- We planned to sirip and clearn the fipors within
90 days of the construction statement of
deficlencies. (The construction survey was
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completed on 4/8/13.)

- She was aware of the problem with all the
facility doors, and planned to fix a few each
monlh due to the expense of the repairs.

On 6/9/15 the facility pravided the following plan
of correction:

- Resident's ware removed from Room #12 and
will not be allowed to return until repalrs are
made.

- If this type of incldent oceurs in other resident
rapms, residents will be moved to another room
immediately for their safety.

- All wali and floors will be kept in good repair,
and the Executive Director or Supervisor will
monitor 3 times a week to ensure all areas are
clean and in good repair,

THE DATE OF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED JULY 25,
2015,

10A NCAC 13F .0306(a){3) Housekeeplng And
Furnishings

10ANCAC 13F 0306 Housekeeping And
Furnishings

{a) Adult care homes shail:

{3) have furniture clean and In good repair,
This Rule shall apply to new and sxisting
facllities.

This Rule s not met as evidenced by:

Based on obsarvations and interviews, the facility
falled to assure furniture was clean and In good
rapair in 5 resident rooms (Rooms #2, #5, #9,
#13, and #14), and all the furniture in the
residents’ dining room.
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; I
The findings are: i |

Gbservatlon of the residents’ dining room on
6/9/15 at 10:15am revealad:

- All § dining room table edges had a thick, sticky
build up of a dark brown subsiance.

- Al 16 dining room chairs had a sticky build up of
residue on the seats and dacks of each chalr,

- One dining room table had a build up of cob
webs batween the underside of the top of the
table and the metal legs of the tabie.

Observation of resldent Room #13 on 6/9/15 at
10:00am revealad:

- The dresser had & missing knobs or pulls.

- The chest of drawers had 7 missing knobs or :
pulls. i
- Tha seat portion of a vinyl chair In the restdent's
room was tomn three-fourths of width of the seat in
a Y shaped pattern exposing the filing material of
the cushion,

Obsearvation on 6/0M5 at %15 sm of resident
Room #5 revealed a chast of drawers had a
drawer cover removed and jald on top of the
chest.

Observation of resldent Room #2 at 8:30am on |
6/9/15 revasled:

- Both night stands had broken doors, missing
back supports, and the laminate was worn down
to the prassed chipboard materal underneath.

~ The seat portion of a viryi chair in the resident's
room was torn three-fourths the length of the
seal, approximately 1 inch wide, and exposing the
fillingg matarial of the cushion

Cbservatlon of rasident Room #9 at 9:45am on
6/8/15 revealed the night stand was missing
| knobs or pulls,

T i
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Observation of rasident Room #14 at 10:10am on
6/3/15 rcvealed:
- The chest of drawers had 1 missing drawer
handle.
- The bed on the left side of the room had a
missing protective lop laminate strip which
exposed very sharp edges on the foothosrd of the
bed.

Interview with the facllity Supervisor on 6/9/15 at
2:40am revealed the dining raom furnlture had
been cleaned "last weok.”

interview with the facility Administrator on 6/10/15
at 9:50am revealed:
- Ha planned to remove alt the old furniture in the
facility and replace It with furniture from his other
facllity, "this weet."

Review of the most recent county inspecticn
report of the facility dated 11/2513 revealed a
demerlt for "furniture clean and In good repair.”
(The comment addendum noted “need to raplace !
damaged furniture, drassers and bedside tables, :
In resldent rooms.)

During the two days of the survey, no residents
complained about the condition or cleanfiness of
the furniture in the facility.

D079 10A NCAC 13F .0306(a){5) Housekeseplng and D079
Furnishings

10A NCAC 13F .0306 Housekeeping and 5 H\k ‘ﬂ&z &v A6 L\Oé

Furnishings |
{a) Adult care homas shall ‘ _‘ ‘
{5) be maintained In an uncluttered, clean and DC{J/V\ T(’/fY\OJé’d .

|
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hazards;
This Rule shall apply fo new and existing
facilities.

This Rule is not met as evidenced by:
THIS IS ATYPE B VIOLATICN

Based on observations and interviews, the facility
failed to assure the home was maintained in a
clean and orderly manner and free from hazards
regarding open light sockets in outside light
fixtures posing a shock hazard, a personal floor
fan with no front cover exposing fan blades in a
resident’s room, a defective table lamp in a
resident's room posing a shock hazard, sharp
broken vinyt molding at the entrance door to the
facility, profruding nail heads on a bench in the
enfrance area to the facility, exposed nails on the
furniture in a resident’s room, unsecured oxygen
tanks in a resident's room, a broken handle with
sharp edges on the faucet of a lavatory ina
resident's room, a missing toiiet tank lid, and dirty
heating and air conditioning intake vents in the
dining room and hallway.

The findings are:

Buring a four of the Tacility on 6/9/15 from 9:00am
fo 10:30am and 6/10/15 from 9:30am to 10:00am
the following were observed:

- Two ceiling fans in the entrance area to the
facility with no bulbs in the light fixtures exposing
empty sockets,

- Four exterior flood light fixtures at the corners of
the building with no bulbs exposing empty
sockets. :

- A broken plece of sharp vinyl molding on the left
side of the front enirance door near the door
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handia.

- Protruding nail heads an bath onds of of 2
bench in the front entrance area of the facility.
(Residents were obsarved sitting on this bench
throughout the survay.)

- Alarge intake vent with a heavy hulidup of dust
on the plastic grate on the wall of the dining room
next 1o a dining room table.

- A personal pedestal floor fan In Room #5 with a
mlissing front cover exposing the blades of the
fan.

- Room 7 had four unopened M24 oxygen
cylinders of which 2 wera laying over on the floar
and 2 were standing in a corner of the room. One
additional M24 oxygen cylinder was in a pull
stand on the opposite side of the room.

- Room #11 had 2 drawers of a chest of drawers
missing the strip of wood that served as the pull
to open the drawer. Fourteer short, but very
sharp nails were protruding approximately 1/2
inch along the top edge of the drawers where the
missing strip used to be.

- The toilat tank lid to the commoda was missing
in the bathroom of rasident Room #4,

- Room #3 had a lamp on nightstand with no
shade, and socket with bulb loose and leaning

- with wire exposed and a smoke detector (low

battery alarm) sounding.

Interview with the Restdent living in Room #3 on
6/10/15 at 9:43am revealed:

- The smoke detactor alarm had been beeping for
about a month.

- He had not told anyone because he had gotten
used to it

I'« The socket In the lamp had been brokan since
! he had been in the room.

fnterview with the resldent who resides in Room
#11 on 8/10/15 at 9:45am revealed:

|
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| she always opened the drawers by pulling the

- She stored her clothes in the chest of drawers.
~ She had not noficed the protruding nafls.
- She had never been stuck by the nails because

sides. (Resldent gestured by raising both hands
and made a pulling motion.}

inteniew on 6/8/15 at 8:58 am with the
Supervisor revealad:

-There was an oxygen stand In the office that she
would get and put the oxygen cylindars in.

- The company who supplies the oxygen brings
the cylinders and puts them m the residents room
withaut any staff knowing.

- They had a new lamp for Room #3 that they
would raplace it with.

- The smoke detactors with the batterles were
going to be removed since they had the other
ones. (Per observation on 6/10/15 at 11:15am,
the battery powered smoke detectors had been
taken down and placed In the facliity office.)

Interview with the Executive Director of the facility
on B/5/15 at 2:35pm ravealed:

- She was unaware of the exposad nail heads on
the bench in tha front porch area.

- She was made aware of the the problems with
the external light fixtures on the last construction
survey. (The construction survey was compieted
on 4/8/15)

- She was unaware of the missing fan cover on
tha pedesta! fioor fan in Room #5

- She was unaware of the lamp in Room #3
posing a shock hazard.

- She was made aware of the broken viny!
molding around the front deor during a
construction survey on 4/8/15

On 6/8/15, the facllity provided the following plan

Jivislon of Health Servica Regulation
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of protection:
- The facility Exacutive Director or Supenisor will
perform a walk through of the facility daily to
ensure facility is free from any hazards,
- If hazards are found, the Executive Director or |
Supervisor will remove or repalr hazards.
- If the Executive Director or Supervisor cannot ;
repair the hazards, a contractor will be on call to j
make the rapalrs. ;
THE DATE OF CORRECTION FOR THIS TYPE ‘
B VIOLATION SHALL NOT EXCEED JULY 25,
- 2015, |
D 105 10ANCAC 13F .0311(a) Other Requirements D 105 |

10A NCAC 13F .0311 Other Requirements

(a) The bullding and ali fire safety, electrical,
mechanical, and plumbing equipment In an aduit
care home shall be maintained in a safe and
operating condition.

This Rule is not met as evidancad by:
TYPE B VIOLATION

Based on observations, and interviews the facifity
failed to assure the facllity dryer ventliation was
free of lint and plumbing was maintained in a safe
and oparaling condition.

The findings are:

Observation on 6/10/15 at 10:45am of the exterior
dryer vent revaaled.

- A5 Inch 90 degree vent turred towsrd the
ground.

- The vent had a plastlc grid aver the opening.

- There was approximately thres inches of fint
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covering the end of the vant and extending Inside
the ventilation pipe.

Observatlon on 6/10/15 at 11:00am of the laundry
room reveatad the facllity clothes dryer was
attached to tha vent from the inslde with an
aluminum type hose.

Interview with the Supervisor on 6/10/15 at
10:55am revealed:

- The Medication Alde (MA) had checked the
dryer ven! last month, but had not checked It this
maonth.

- The facility does not keep a log of the dryer vent
checks.

- Tha Supervisor was not aware the dryer vent
was clogged now.

Interview with the Supervisor on 6/10/15 at
11:10am revealed:

- She would make sure that the venl was
Immediately cleaned.

- She would assure that the vent was checked
weekiy.

Inteview with the MA on 6/10/15 at 11:20 am
revealed she had cleaned the diyer vent about
. one month ago.

1 Review of the current Fire Inspection Report

* dated 11/14/13 reveaied:

. - Fire extinguishers needed the annual service

: due.

| - Combustibles too close to the gas hot water

¢ haater.

. ~ Docurnentation neaded of the fire alarm service,

Attempfs to contact the county Fire Marshalt prior
E to axit from the facllily were unsuccessiul.

b
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B. Observation of resident Room #14 on B/9/15 at
9:30am revealad:
- Awall mounted lavatory In the room beside the

entrance door. Qm\ \(

- The hot water was turned off at the supply line
connection, I\(\C c b@Qy\ ? (xed
~ The sink drain was comoded and leaked badly

onto the floor when the cold water was turned on.

Interview with the reslident who resided In Room
#11 at 10:08am on 6/9/15 revealed:

- She had lived in the facility 3 months.

- The sink draln in her room (#11) had leaked
since she was admitted.

- She hadn't told anyone, but "they know about it.” ;
- They (staff} planned lo fix it but she was nol ’
sure when,

Interview with the facllity Director on 8/9/15 at
10:10am revealed: ;
~The leak had Just happened. i
~ A plumber had been cafled o repair the |eak.

Review of the most racant county inspection
report dated 11/25/13 revaealed a note In the |
comment addendum sheet stating, "need to
repair the leaking handsink in Room #11."

Obsarvation of the sink In Room #11 on 6/10/15
at 10:30am revealed the drain had been repaired
with new PVC pipe and did not Isak.

On 6/10/15, the facility provided the following plan
of protection:

~ Executive Director or Suparvisor will
immediately removae linl and check it one time a
week to ensure lint Is removed and documant.

~ (In another plan of protection the Executive

i
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Director noted either she or the Supervisor would
check the fagility 3 limes a week to ansure all
areas of the facllity are clean and in goed repair.)
THE DATE OF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED JULY 25,
2015,
0912 G.S. 1310-21(2) Declaration of Residents' Rights | D912 I IC or
ministder| S| Ma 09

G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the fallowing rights:
2. To receive care and services which are
adequale, appropriate, and in compllance with
retevant federal and state laws and rules and
regulations.

This Rule s not met as evidenced by:

Based on observations and interviews, the facility
failed to assure every resident recelved care and
services which ware adequate, appropriate, and
in compliance with elavant federal and state laws
and rules and regulations in the area of walls,
caillngs and floors clean and In good repair,
facliity free from environmental hazards, and
facility dryer free from lint and operated In a safe
condition.

The findings are;

Based on observations and interviews the facllity
falled to assure the outside grounds of the facility
werea malntained in a clean and safe condition.
[Refer to Tag D72, 10A NCAC 13F 0305 (m)
Physical Environment, (Type B Violation.)]

Per observation and interviews, the facllity falled
to assure walls, ceilings, and floors throughout
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the facillty, including resident rooms, hallways,
dining room, and living room, were clean and in
good repair. [Refer to Tag D74 10ANCAC 13F
0308(a)(1) Housekeeping and Furnishings, (Type
B Violation. )]

Based on observations and interviews, the facility
falled to assure the home was maintained in a
clean and orderly manner and free from hazards
regarding open light sockets in outside light
fl:xtures posing a shock hazard, a personal floor
fan with no front cover exposing fan blades in a
resldent's room, a defective table lampin a
resident’s room posing a shock hazard, sharp
broken vinyl molding at the entrance door to the
facility, protruding nall heads o a bench in the
entrance area to the facillty, exposed nalls on the
furpiture In a resident's room, unsecured oxygen
tanks in a resident's room, a broken handle with
sharp edges on the faucel of a lavatory in a
resident’s roam, missing toilel tank lid, and dirty
heating and air conditioning intake vents in the
dining room and hallway. [Refer to Tag D78, 10A
NCAC 13F .0306 {3){5) Housekeeping and
Furnishings, (Type B Violation.)]

Basad on observations, and interviews the facifity
failed to assure the facllity aryer ventilation was
free of lint and plumbing was maintained In a safe
and gperating condition. [Refer to Tag D105, 10A
NCAC 13F .0311(a) Other Raguirements, (Type B
Violation.)]
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