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C 000 Initial Comments C 000
The Adult Care Licensure Section and the C e 3 q
Madison County Department of Social Services \ ,
and follow- , Ao
conducted and annual and follow-up survey on F acly 80 UJO-Q Uk) o Y
February 04, 2016.
has condacted
C 034] 10A NCAC 13G .0302(n) Design and C 034

Construction

10A NCAC 13G .0302 Design and Construction
(n) The home shall have current sanitation and
fire and building safety inspection reports which
shall be maintained in the home and available for
review.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facility failed to have a current
sanitation inspection by the North Carolina
Division of Environmental Health.

The findings are:

Review of facility files on 02/04/16 revealed no
current sanitation inspection report available from
the Department of Natural Resources Division of
Environmental Health.

Interview with the Social Worker on 02/04/16 at
12:30pm revealed:

-The last sanitation inspection by the local County
had been done in July of 2014.

-She did not have a copy of the last inspection in
the home.

-She became aware all her facilities were late in
December of 2015 (during an annual inspection
of another one of her homes). She had called
local County Health Department in January 2016
o request someone come out to do the annual
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C 034 Continued From page 1 C 034
inspections for all her homes but no one had
come out.
Review of documentation presented by the Social
Worker revealed on 01/06/16 and again on
01/21/16 she had made telephone calls to the
local Health Department and explained the facility
was overdue for their annual inspection and
requested to have someone come out to conduct
an inspection.
C 074] 10A NCAC 13G .0315(a)(1) Housekeeping and C 074 C_O:?-L} 3/3 ////Q—

Furnishings

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 observations and interviews, the facility
failed to have tile floors clean and in good repair
in 2 of 2 resident bathrooms.

The findings are:

Observations during initial tour of the facility on
02/04/16 at 9:30am revealed:

-Two common bathrooms in the home.

-The tiled floor at the base of both toilets were
discolored/stained with heavy dark brown ring
around the floor.

Interview with the Supervisor in Charge on
02/04/16 at 10:00am revealed:
-The floors were swept and mopped every
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Monday, Wednesday and Friday.

-The tiled floors around the toilets were stained
and would not come clean.

-The floors had been discolored/stained when
she came to work at the facility in October of
2015.

Review of facility files on 02/04/16 revealed no

current sanitation inspection report available from DZ 02/ /?
the Department of Natural Resources Division of

Environmental Health.

Interviews with 3 alert and oriented residents
revealed:

-The floors were swept and mopped every
Monday, Wednesday and Friday.

-None of the residents had concems and believed
the facility was kept clean and odor free.

C 256] 10A NCAC 13G .0904(2a)(1) Nutrition and Food C 256
Service a& SLQ

10A NCAC 13G .0904 Nutrition and Food Service ()/ﬂ/[O U\/gﬂ_j/ 400 rS
(a) Food Procurement and Safety in Family Care ~

Homes: ww

(1) The kitchen, dining and food storage areas ((W/

shall be clean, orderly and protected from

contamination. Qj ¢ M_/ ’

This Rule is not met as evidenced by: \/\'GL,O
Based on observations and interviews the facility & O \}\@Vu

failed to maintain a clean oven and kitchen k

cabinets b/Q’Q/W C/Q{M\.Q/C

The findings are:

-Observations of the kitchen area on 02/04/16 at
9:40am revealed:
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-21 cabinets doors.

-The base of each door had a build-up of a thick,
dark, sticky substance.

-The interior oven and door had a heavy build-up
of dark burned on debris.

Interview with the Supervisor in Charge on
02/04/16 at 9:45am revealed:

-She had worked at the facility since October of
2015.

-She did not have a cleaning schedule for the
kitchen appliances or the cabinets.

-She did not know when the cabinets or oven had
last been cleaned.

Review of facility files on 02/04/16 revealed no
current sanitation inspection report available from
the Department of Natural Resources Division of
Environmental Health.
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