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Report of Blannial Construction Survey by Frank von B L
| Strickland on 03132015 '

Infarmation cbitained from the DHSR database
indicates that this facility was either firet licansed |
of aubmitted for licensure on 0207280 for 24
residenis. Based an this information, we are
requiring the facility to meet the 1877 Minimum
and Desired Standards and Regulations for
Homes for the Aged and Infirm, the applicable
portions of the 2005 Regulations for Adult Care
Hames, and the 1978 Edition of the North
Caroling State Building Code-Sachon 408.1(c)
Institutional Oocupancy.

I
| A deficiency has been cited and A Plan of
Correction s required,
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SECTION 0300 - PHYSICAL PLANT ETIER MAR § SLECTE
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REQUIREMENTS It S ke peh METERIZED

{a)} The building and all fire safety, electrical, _ﬁ " VA P ey

mechanical, apd plumbing equipment in an adult Iy PE [ggsrare” T e p 9;'_
home shall be maintzined in & safe and _ - /24

E::raua;isn:iﬁmmm nes FrRe AapM SYsTEM / &y

(k) This Rule shal apply to new and existing
facilities with the exception of Paragraph (&)
+ [whitk-hall rot-apply to-Existing faciities.

This Rule s not met as svidenced by;

1-Based on obsarations, the facility has failed to
maintain the building fire safety features. This
could effect the safefy of staff and all residents by
not contaning smoke andfor fire in the
compartrment of orlgin.
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Findings on 031 3/2015:
a, The facility has return-air grilles in the ceilings
of the exit access corridor that do not have any
fire dampers (ceiling radiation dampers) in place
i for the openings at the time of survey,
|
! 1
2-Basad on chsarvations, curmanily the facility is A =T
using the exit access corrdor as a return-alr =lesl +EL ﬁ dﬂj T
| plenum that can effect the safety of staff and all -—Uf.rTIE?hJ H-AL'J Ly e
| residents by not containing smoke and/or fire in |
the-companment of origin. TRsTht— W |
' s pED UV
Findings on 0313/2015: THe cusToMIZ '
| @ The facility is using the exit access corridor as T MEST }"ﬂl‘.ﬂa ! ,ﬁl/ o ¢
a relumn-air plenum making 1 likely that smoke _ — YT | JIEZ L
will migrate inte the exlt ascess corridor if the Eﬁ'ﬂﬁfﬁgp‘ '
syslam is moving air during a firefamoke event,
| At the time of survey, il was not determined
whathar ar not the HVAC ehuts down and stops
mowing air upon acthvation of the fire alarm
| system
L -
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