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C 000 Initial Comments

! Report of Biennial Construction Survey by Frank
. Slrickland and Ed Miller on 03/30/2016:

 Information obtained from the DHSR database

" Indlcates that this facilily was first licensed on

, 1111911990 for 120 beds, Based on this

; information, this facility must meet the 1887

i Minimum Slandards and Regulations for Homes
i for the Aged and Disabled, the 1878 NC Slate

i Bullding Code for I-Inslitutional Unrestrained

i ocoupancies, wilh amendments through 1968

| and the applicable portions of the current Rules
| for Adult Care Homes of Seven or More Beds

! Deficiencles have been ciled and a Plan of
¢ Correction is required,

C 1115 Must Have Current San, & Fire Safely Reporls

SECTION .0300 - PHYSICAL PLANT
C{0A NCAC 13F 0302 DESIGN AND
| CONSTRUCTION(
i f) The facilily shall have current sanilation and
! fire and building safely inspeciion reporls which
| shall be maintained in the home and available for

[ reviaw.
1

: This Rule Is not met as evidenced by:
" 1-Based on chservations, the facilly has not
maintained documentation in site for review.

Findings on 03/30/2016:

' Evidence dogumentation of approval from the
Lagcal Fire Inspections Deparlment approval
raport was not on sl for review.

C 164_5 Housekeeping and Furnishings-Clean, Repaired

C oo

¢

C 164

Inspections Completed

4/716

! PNOXSDE

. Akwiasdi K. Revels
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C 164 Confinued From page 1

SECTION 0300 - PHYSICAL PLANT
10A NCAC 13F 0306 HOUSEKEEPING AND
| FURNISHINGS
j (a) Adult care homes shall:
i {1) have walls, cellings, and floors or floor
! coverings keplt clean and in good repalr;
i {2) have no chronic unpleasani odors;
' {3) have furniture clean and in good repair;
i (&) This Rule shall apply to new and existing
| facililies.

This Rule is not meél as evidenced by:
1-Based on observalion, this facllity failed lo
provide an environment In accordance with this
. Rule by not providing ventilation where odors are
- generaled. This could affect residents and staff
| by subjecling them lo house-keeping odors.

]' Findings on 03/30/2016:

i The mechanical exhaust fan is not exhausting

i interlor air In the following room{s):

| (a) Soiled Linen "B" Hall (Not enough CFM/Odor)

]

: 2-Based on observations, this facility has failed to
' maintain the flocring in the corridors,

" The vinyl flooring has expanded and created trip

i hazards lo resldents and staff,

* Findings on 03/30/2016:

The following localions have damaged lloor
coverings:
! (a) "A" Hall adjacent to Main Nurse's Station
i {b) "A" Hall-Outside Maint, Office
: (e} "B" Hall-Oulside Employee Bathroom

' 3-Based on observalion, the facilily has not
. maintained and serviced the HVAC supply and
. return alr grilles.

i Findings on 03/30/2016;

G184

Exhaust fan will be changed to be
adequate for designated areas
on or before

4/28/16

Trip hazard removed from i
the flooring
Floor coverings will be repaired or!
replaced on or before
HVAC will be serviced on or before

| 4114116
4127116

5/5/16
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The return-air grilles have excessive particulale .
| build-up al the following locations:

! (8) All Showsr Room and Bathrooms

i (b) Laundry Room in "B" Hall

i {c) TV Room

4--Based on observalion, the facllily has not
mainlained in a sale manner by improper slorage
of oxygen cylinders, This could affect all

{ residents and stalf by polentially exposing them

| to hazards for a ruptured ruplured cylinder.

Findings on 03M6/2016:

! There was a Type M9 oxygen cylinder on the

. counlertop and a Type E oxygen cylinder in the
corner of the Med Slorage Room not in slorage
racks from the vender,

! 5-Based on observalion, the facility has not

“ maintained In a safe and operating condition of
* the corrldor handrails. This could affecl all

" residents by disrupling grasping support for

+ slabilily of a resident.

' Findings on 03/30/2016:
i The corridor handrail is loose oculside Room 25

' 6-Based on observation, the facilily has nol
| mainlained the finish condition of the .
i of exterior doors and frames.

- Findings on 03/30/2016:

. The exlerior HM door frame has peeiing palni on
i the exlertor adjacent o the Soreen Porch in the

. "B" Hall.

. 7-Based on observalion, the facility has nof
' maintalned the finishes on countertops and
" casework,

Oxygen will be secured in the
proper storage area, on or beford 4/20/16
Exterior doors will be repaired or
replaced on or before

Handrail will be secured on or
before

Paint will be scraped and
repainted on or before
Countertops and casework will bs
cleaned, repaired and/or replace
on or before

4127116

4/27/16

5/5/16

=—i{lr

5/5/16
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C 164: Continued From page 3

. Findings on 03/30/2016:
* The countertop laminate edging is not in place
- located in Room 23.

C 189, Building Equipment Maintained Safe, Operaling

‘ SECTION .0300 - PHYSICAL PLANT

P 10ANCAC 13F .0311  OTHER

E REQUIREMENTS

i {a) The building and all fire safely, eleclrical,

j mechanical, and plumbing equipment in an adult
| care home shall be mainfained in a safe and
| operaling condition.

¢ (k) This Rule shall apply to new and existing
: facililies with the exceplion of Paragraph (e}
: which shall not apply lo existing facllities.

|

i This Rule is nol met as evidenced by:

| 1-Based on observation, the factlity has not

' maintained in a safe and operaling condition

| because {he noted interlor doors do nol falch

¢ .

: preventing the containment of fire and/or smoke
i from the room of origin. This could affect all

' residents and slaff in the event of a fire.

i Findings on 03/30/2016:
i The doors al lhe noled localions do not latch or
¢ difficully in operalion:
" (a) "A" Hall Exlerior Exit door drags severly
- located al the facilily front facade
i {b) "A" Hall Resident Phone Room Entry door
| {c} Exit door drags nex| to Conf. Room
| (d) Smoke Barrler Door drags on the floor
- adjacent lo Room 30
" {e) Room A38
(f) Room B10, B24 & B48

: 2-Based on observalions, this facility has nol

C 164

C 189

Edging will be put in place on or
before

5/6/16

i

Interior doors will be in good
repair and properly working on or
before

Latching mechanism will be
replaced and/ or repaired on or |
before

5/5/16

5/5/16
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C 189§ Continued From page 4 G 189 .
b ntained r b f Reinforcements were added on | 4/1/16
| been maintained.in a safe manner because o
breaches through fire-rated consiruciion Cracks and gaps were resealed and
invalidated its Integrity. This could affect all filled in on 4/1/16
| resldents and slaff in the event that a fire and/or !
: smoke is not conlained in a room or compariment i
. of erigin, |
i
| Findings on 03/30/20186:
. There are smoke deteclion and life-safely
" devices localed al the following locations with
i openings in lhe celling thal are nol sealed with a
firg-raled malerlal;
i (&) Ceiling mounted Exil sign In "B" Hall
i () Library Room Smoke Delector
| {c) Hall Smoke Detector located outside Activily
| Room
| (d) Closet for Room 11
i
_i
i
; ] |
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