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10A NCAC 13G .0315 Housekeeping And
Furnishings

(a) Each family care home shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

This Rule shall apply to new and existing homes.

This Rule is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to assure walls, ceilings
and floors had no stains and holes.

The findings are:

Observation of the kitchen on 7/21/15 at 9:30
a.m. revealed:

-The carpet in front of the refrigerator and freezer
had multiple black stains.

-The vinyl floor in the kitchen had multiple brown
stains.

-The back door in the kitchen had scraped paint
on both sides of the door.

Observation of the living room on 7/21/15 at
10:24 a.m. revealed:

-The baseboards on all four walls in the living
room had black and brown stains.

-The carpet in the living room had two areas that
was missing threads of carpet from one wall
across the room to another wall.

Observation of bathroom A (near the dining room) |
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SUMMARY STATEMENT OF DEFICIENCIES

on 7/21/15 from 10:24 a.m. to 10:44 a.m.
revealed:

-The carpet on the floor at the front entrance to
the bathroom had black stains.

-The metal soap holder and metal tooth brush
holder attached to the wall had built up white
stains and green mold.

-Both hinges on the toilet seat had brown stains.
-The wall on the right side of the toilet had brown
and black stains.

-The sink attached to the wall had a ring of dirt
around the inside of the sink.

-The baseboards on three of four walls had brown
and black stains.

-The corner of the fioor between the bathtub and
the sink had built-up gray dirt.

-The front and back of the bathroom door had
areas of missing paint.

Observation of the carpet upon enfrance into a
bedroom on 7/21/15 at 10:30 a.m. revealed two
areas of missing threads of carpet four feet each.

Observation on 7/21/15 at 10:45 a.m. revealed:
-The door to a woodened storage closet and the
door to a woodened pantry near bathroom A had
holes the size of a tennis ball.

-The carpet upon entrance into a second
bedroom had four feet of a missing thread from
one wall to another.

-The baseboards in a resident's room across
from the staff's room had black stains.

Observation of bathroom B (beside staff room) on
7/21/15 at 10:46 a.m. revealed:

-All three walls had many brown stains.

-The sink, which was attached to the wall, had a
ring of dirt inside the sink.

-Some of the caulking around the sink had come
apart.
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brown spider webs.

-Two of two baseboards had brown stains.

-The hinges on the toilet seat had brown and blue
stains.

-Areas of paint were missing from the wall behind
the toilet.

-Parts of the toilet tissue holder were on top of the
toilet lid.

-The inside of the bath tub had a brown ring of
dirt.

-The electrical socket on the wall had brown dirt
around it.

Observation of a third bedroom across the hall
from the staff room on 7/21/15 at 11:10 a.m.
revealed:

-The wall next to the bed near the entrance door
had brown stains.

-The entrance door had a screw missing on the
hinge and would not close properly causing the
door to stick.

Interview and observation with the Administrator
on 7/21/15 at 11:10 a.m. revealed:

-She was unaware of the spider webs on the
ceiling in bathroom B.

-The ceilings should be cleaned during staff daily
cleaning.

-She got a broom and started removing the
spider webs.

Interview with a resident on 7/21/15 at 3:49 p.m.,
a second resident on 7/21/15 at 4:24 p.m.
revealed:

-Staff cleaned the facility daily.

-The residents did not have a problem with the
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Interview with a fouﬁh resident on 7/21/15 at 4:46

p.m. revealed: Walls in thad %Wm 2eress

-Staff cleaned the bathroom and floors daily.

-The resident did not have a problem with the ‘646711 p% U‘* and| 8 /3!’6—
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Supervisor-in-Charge (SIC). B for W MPM

Interview with the SIC on 7/21/15 at 4: 55 p.m.
revealed:

-The bathrooms are cleaned daily.

-The walls are cleaned one to two times weekly.
-She did not know the Iast time the walls were
cleaned.

Observation on 7/21/15 at 11:25 a.m. revealed a
maintenance repair man and another SIC were
working on the repairs at the facility.
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10A NCAC 13G .0315 Housekeeping and
Furnishings

(a) Each family care home shall:

(3) have furniture clean and in good repair,

This Rule shall apply to new and existing homes.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to assure cabinets, resident dressers, a
bookshelf and a rocking chair in one of the
resident rooms were clean and in good repair.

The findings are:

Observation of the woodened cabinets in the
kitchen on 7/21/15 at 10:16 a.m. revealed:

-All of the cabinets were sticky and needed to be
polished.

-Both cabinets under the sink had wood that was
peeling.

Interview with the Administrator on 7/21/15 at
10:11 a.m. revealed the wood on the cabinets
was loose, because a resident kicked the
cabinets.

Observation of a woodened book shelf in the
living room on 7/21/15 at 10:24 a.m. revealed
several scratches on all of the shelves.

Observation of bathroom A, located closest to the
dining room, on 7/21/15 at 11:00 a.m. revealed
both cabinets under the sink had missing knobs.

Observation of a woodened dresserin a
resident's room across from the staff's room on
7/21/15 at 11:10 a.m. revealed:

-One dresser drawer had two missing handles.
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Interview with the other resident who lived in the 5 9

above room on 7/21/15 at 4:30 p.m. revealed the
resident did not have any problems with the
furniture at the facility.

Interview with the Administrator on 7/21/15 at
5:00 p.m. revealed: o

-The furniture is polished weekly and repaired as
needed.

-She needed to replace some furniture.

-She had done many repairs at the facility.

-She will clean the furniture and purchase knobs
and drawer handles for the furniture.
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10A NCAC 13G .0904 Nutrition and Food Service
(a) Food Procurement and Safety in Family Care
Homes: ,

(2) All food and beverage being procured, stored,
prepared or served by the facility shall be
protected from contamination.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to assure the refrigerator and freezers were
cleaned and the food in the deep freezer was
stored to protect food from cross contamination.

The findings are:

Observation of the refrigerator on 7/21/15 at 9:51
a.m. revealed:

-The right side was the refrigerated foods and the
left side was the frozen foods.

-Inside the freezer door were two shelves with

dried brown and red food stains.

-Two shelves on the left side of the refrigerator
had red dried liquid stains.

-The floor of the refrigerator on the left side had
brown rust stains. A frozen gallon of milk was on
the bottom shelf.

-The outside of the refrigerator door had areas of
paint that had worn off.

-The vent cover on the bottom of the refrigerator
was dirty with brown dirt.

Observation of the deep freezer on 7/21/15 9:55
a.m. revealed:

-The top and bottom of the inside of all three
shelves were covered in frozen ice.

-The inside of the freezer was covered in frozen
ice.

-The top shelf of the freezer had frozen meats,
the second shelf had frozen vegetables and the
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Interview with the Supervisor-in-Charge (SIC) on an A . ),_ /ml;aééo on g_g,} Homt .

7/21/15 at 10:00 a.m. revealed:
-He cleaned the refrigerator and deep freezer two

months ago. S$16 Yheoto Mghe” eboaned O:ctaz‘wv
-There was no set schedule. He just cleaned the .7//45/;5
refrigerator and freezer as needed. GB V&KM)M— de? went

-He was not aware meats should not be stored DY Lo and
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Review of the SIC's personnel file revealed he pehedole. ¢ ratrate

completed the state food service orientation on wll Yrenlon.

2/19/04.

interview with the Administrator on 7/21/15 at
10:00 a.m. revealed:

-She was not aware meats should be stored
below other foods in the refrigerator and freezer.
-She could not recall if she had the state food
service orientation, but was sure she and the SIC
had the state food service orientation.

Review of the Administrator's personnel file
revealed she had completed the state food
service orientation, but the training was not dated.

Interview with the Administrator on 7/21/15 at
4:55 p.m. revealed:

-The refrigerator should be cleaned one to two
times weekly and as needed.
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-The freezer should be defrosted monthly.
-Another SIC cleaned the refrigerator two weeks
ago.
C 272/ 10ANCAC 13G .0904(d)(2) Nutrition and Food C 272

Service

10A NCAC 13G .0904 Nutrition and Food
Service

(d) Food Regquirements in Family Care Homes:
(2) Foods and beverages that are appropriate to
residents' diets shall be offered or made available
to all residents as snacks between each meal for
a total of three snacks per day and shown on the
menu as snacks.

This Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to offer snacks to
residents three times daily.

The findings are:

Interview with the Supervisor-in-Charge (SIC) on
7/21/15 at 9:30 a.m. revealed the facility had two
residents who were diabetics.

Interview with the Administrator on 7/21/15 at
10:16 a.m. revealed:

-Snacks are offered at 10:00 a.m. and 7:00 p.m.
-Many times the residents do not want the
snacks.

-Residents may receive peanut butter and
crackers, fruit and juice for snacks.

Interview with another SIC on 7/21/15 at 5:30
p.m. revealed snacks are offered twice daily
(evening and at night).

Weoidonta are ,awvid-tft3 VYaafis
pnacks y

Care fomne. »J-.d_é’lc Snacleo
One. to rwoidento
ot (0&m, Bpm and Tpm -

61& Wonww that
ﬂw_ /QMW’LM_

Wm

Division of Health Service Regulation
STATE FORM

6899

099611 If continuation sheet 9 of 11




Division of Health Service Regulation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

FCL017022

PRINTED: 10/07/2015
FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING: COMPLETED
R
B. WING 07/21/2015

NAME OF PROVIDER OR SUPPLIER

D & H FAMILY CARE HOME

STREET ADDRESS, CIiTY, STATE, ZIP CODE

1111 YARBOROUGH ROAD

MILTON, NC 27305

Observation on 7/21/15 between 1:00 p.m.-2:00
p.m. revealed residents received chips and a

beverage as a snack.

Interview with a resident on 7/21/15 at 3:49 p.m.
revealed:

-The resident was a diabetic and had no
problems with the blood sugars.

-Snacks are offered every other night between
lunch and dinner and at night with medications.
-The resident received chips and water for a
snack after lunch.

Interview with a second resident on 7/21/15 at
4:24 p.m. revealed:

-Snacks are offered between meals.

-Chips were offered as a snack two hours.ago
(2:24 p.m.).

-Nothing was offered to drink with the snack.

Interview with a third resident on 7/21/15 at 4.46
p.m. revealed:

-The resident was a diabetic and received finger
sticks twice daily.

-The facility had not offered snacks in a couple of
days.

-Snacks are offered daily at night when
medications are passed out.

-The resident kept crackers in the room.

-The night of 7/20/15, residents received a
bologna sandwich and 3-4 cookies for a snack.
-The resident did not have any problems about
the snacks and did not have any complaints
about the blood sugars.

Interview with the Administrator on 7/21/15 at
5:30 p.m. revealed:
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-Sometimes snacks are offered three times daily.
-She stopped offering snacks three times daily,
because the residents weren't eating it.

-She did not remember how long she had
stopped offering residents snacks three times
daily.

-She could not locate the snack menu.
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