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C 000 Initigl Comments C Coo |

Report of a Biernial Construction Survey by Ed
Miller on Seotember 5, 2016.

Records indicate that this facility was first
fcensed November 13, 1991 for Sixty-Nine (EDy
Beds. Basad cn this infermaticn, the facility is
required to meet the 1891 Homes for the Aged-
Minimurm and Desired Standards and
Reguiations; appiicable portions of the 2005
Licensing of Adult Care Homes of Seven or More
Beds; and the 1991 North Carolina State Building
Code, Section 409.1- Institutional {1} Dzcupaney.

Deficiercies were noted which require a Plan of
Correction.

S107

Existing Licensed Fac- No less than '71 Rules C 107

SECTICN .0300 - PHYSICAL PLANT
T0ANCAG 13F .0301  APPLICATION OF
PHYSICAL FLANT REQUIREMENTS
The physical plant requirements for each adult
care home shz'l be applied as follows:
(2) Except where otherwise spacified, existng
licensed faciiittes or partions of existing licensed
facilities shall meet licensure and code
reguirements in effect at the time of construction,
change in service or bed count, addition.
renovation. or alteration; however in no case sha'
the requirements for any licensed facility whare
no addition cr rencvatior. has been made, be less
| than these requirements found in the 1971
"Minimum and Desired Standards and
Regulations” for "Homes for the Aged and Infirm",
copies of which are available at the Division of
Heaith Service Ragulation at no cost;

| This Rule is not met as evidenced by:
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i

' Continued From page 1 cio1 |

1. Based on observation, the Building did n
meeTT TOUT NG Sixte Biniing e
' (Al Ticensing, TS coukd aftect all
| residents, staff and visitors during a fire
j emergency if there are no vision panals to check
| for smoke In the aclacent smoke compartment | |
| Findings on September 6, 2016:

“a. Smoke Barrier Doars near Bedroom 110 - the |

double-egress cross-corridor doors did not have

~YiSIOD panels,

Must Have Current San. & Fire Safety Reports 111
SECTION .0300 - PHYSICAL PLANT

T0ANCAC 13F .0302 DESIGN AND
CONSTRUCTION(

f} The facility 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: |
1. Based on record review, and intervisw with |
Executive Director, the facility failed to maintain in !
the facility, current (complated within the last |
twelve months) annual inspection repart{s)
required by this Rule. This deficiency affects |
residents, staff and visitors by preventing any

| deficiency that may be discoverad with annual

| inspections from being corrected.

| Findings on September 5, 2016:

2. There was no Annual Fire Alarm System At ,

Inspecticn and Testing Report in accordance with |¢”; P Pyratid 1

NFPA 72, available for review. |}"—'\r SR SRR

b There was no Annual Sprinkler System Tt P B , . HH."“-?
| Inspection and Testing Report in accordance with cedeaggel Jpraee s o

NFPA 25, available for review, Wl Vet rppe ode A Qest 0 20 ‘

¢ Records indicated that the last annual Fire ?JQF"-' g B A ¥ .
- Marshal Inspection Report was performed an ’ IS LB

i P i ‘_C-_- F.i'r{? 0500 M, R T*ilg ,l ut
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Jﬂlugust 28, 2':'15_ 5 E'u\'i‘ is.l .‘ T{‘?f{‘ ey ‘:’g LR g S ‘.! i
FURINL RO iy e
C 133 Bathrooms-Hand Grips c133 TR TR P P TR o PR
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT
(e} Thea requirements for bathrooms and toilet
rooms are:
{(8) Hand grips shall be installed at all
commoades, tubs and showers used by or
accessible o residents:
" This Rule is not met as evidenced by:
1. Based on observation, the facility failed to
provide commodes, tubs and showers accessible .
to residents with hand grips. This deficiency
affects all residents whe use theses fixtures by
not providing increased safety, controlled against
instability/balance, and maneuverability at the 1)
fixtures. . C o e _‘_ 11t
Findings on September 6, 2018 QJS 3 a““rw oD LY oA e wd \ N
a. Bedroom 220 Bathroom - the commode had PN AR
a loose side hand grips (grab bar). { *E'i-‘ﬁ* L. e |
IR J."{':i"ﬂi*f‘":-.f'ﬁ A TH S SR
C 153 Exit Door Locks-Single Hand Motion C 153 g aiosem o che P s
S s G, L
. s ik o B -’.f ! J .'f‘g L,
SECTION .0300 - PHYSICAL PLANT Al oy ¢ ngfeys et
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT
' (h} The requirements for outside entrances and
| exits are:
| (3} All exit door locks shall be easily operable, by
a single hand motion, from the inside at all times
| without keys; and
i This Rule s nat met as evidenced by: |
Division of Health Service Regulation I
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C 153 | Continued From page 3

1. Based on observation, the building did not
meet the requirements for cutside entrance ang
exits. This would affect reside nts, staff and

! during an emergency.
| Findings on September 6, 2016
a. Exitnear Bedroom 128 - the replacemeant
| door handie for the exterior door did not provide
single hand motion to exit the building.
b.  Exit near Becroom 116 - the raplacement
door handle for the exterior door did not provide
single hand motion to exit the building.
c. Front Exit - the replacement door handle for
the exterior door did not provide single hand
motion to exit the building. '
d.  Dining Room Exit - the replacement door

nand motion to exit the building.
€. Exit near Bedroom 213 - the replacement
| door handle for the exterior door did not provide
single hand metion te exit the building.
I
c 1E4| Housekeeping and Furnishings-Clean, Repaired
| SECTICN .0300 - PHYSICAL PLANT
10ANCAC 13F 0306 HOUSEKEEFING AND
FURNISHINGS
(a) Adult care homes shall:
(1) have walis, ceilings, and floors or floor
coverings kept clean and in good repair,
{2) have no chronic unpleasant odors:
| (3} have furniture clean and in good repair;
| (&) This Rule shall apply to new and existing
! facilities.
This Rule is not met as evidenced by
1. Based on Observation, the facility failed to
keep walls, ceilings, floors or floor coverings and
| furniture clean and in good repair.

visitors by requiring more time to exit the building

handle for the exterior door did not provide single

C 153 |! ’

I

C193
i wil b ceplecedusdih |
< nj".f bcrret Foam 1:-.;":a~l't3‘-'€f’ﬁi+"' |

= W ek, L b Bne ""-‘”._‘}
S T duuf .ﬁ':" 'I"{‘l iQ:«JI
|'.‘°n 8 Eiopd |

"

C 164 |

QWM Ddells coitin, 1 o | ?m‘n
|c*‘-"‘r“'tﬁ#£*ﬂ'r~-'! g A0HE e

|c.1,b1 &yelye b door hand ieeT‘ L

W

ufsju

!
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C 164 Continued From page 4 C164 .
g b Shaias will e removad-[119)]14
Findings on Seplember 6, 2015: L__>la+b Shains W_ “: ke o ‘dr [ |
a. Carridor near Bedroom 114 - the ceiling was Mo rwbeyn e e £ sl 1 T Ty
stained around HVAC grille. : N N A TR
b. Bedroom 204 - the ceiling was stained near o enbure fn il Sva
the Corrider door. . NCEB J
|
C 16€1 Housekeeping-Maintained Free of Hazards C 166

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0306 HOUSEKEEPING AND

FURNISHINGS

(@) Adult care homes shall: |
" (5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;
(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by
1. Based on Observation, the facilty failed to | (* |(oL0
maintain the building in an unclutterad, clean and

arderly manner, free of all obstructions and a n_c; ! eR N H’Vﬁ C FedUlnsT A lsh{ﬂ

| hazards, ﬁ ro .l 4
Findings on September 8, 2015: . A AST O tand
a. Bedroom 122 - the HVAC return with their wi th £ l,, gt
radiation dampers have an excessive Cleanad o™ M7 ol
accumulation of dust/iint, T L T AT O B R AL
b. Bedrcom 116 - the HVAC return with their baeelr e B |
| radiation dampers have an excessive | Ty o _ |
| accumulation of dust/lint. R NI I P POEE o S PR S T B
¢. Corridor near Bedroom 114 - the HVAC return BV vrvesss i g o @ | |
with their radiation dampers have an excessive B ey e € ’*J

accumulation ofedust!inl e

¢. Library - the HVAC return with their radiation
dampers have an excessive accumulation of
dust/lint.

€. Private Dining - the HVAC return with their
radiation darmpers have an excessive

| accumulation ﬁusmint

Divislon of Health Service Reguiation
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| All aduit care home electrical outlets in wet
locations at sinks, bathrooms and outside of
| building shall have ground fault interrupters.

This Rule is not met as evidenced by

1. Based on Observation, the facility failed 1o

provide electrical outlets in wet locations ai sinks,

bathrooms and outside of building with ground
fault interrupters. This would affect residents,
staff and visitors by not providing ground fault
protection to these devices

Findings on September 6, 2016:

Tqa, Bedroom 112 Bathroom - the ground-fault
circuit-interrupter (GFCI) electrical power
receptacle did net trip with a push of the test

! button and when tested with a circuit tester.

Tb, Fublic Restroem - an electrical power
rece

| not ground fault protecteo.

C 189 Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F 0311 OTHER
| REQUIREMENTS

| (a) The building and zl! fire safsty, electrical

care home shall be maintained in a safe and

aperating condition,

(k) This Rule shall apply to new and existing
| facilities with the exception of Paragraph (e)

was within six feat of the sink, and was

mechanical, and plumbing equipment in an adult |

xeyo | SUMMARY STATEMENT OF DEFICIENCIES I o FROVIDER'S PLAN OF CORRECTION {5y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TGO THE AFPROPRIATE DATE
| ‘ DEFICIENCY; J
|
C 165 Continued From page 5 cies | |
I 1. Private Dining - a HVAC grille was falling out |
of the cailing, | '
C 188 Electrical Outlets in Wet Locations C 188
‘ SECTION .0300 - PHYSICAL PLANT '
10A NCAC 13F 0310 ELECTRICAL OUTLETS

c133

ol

!i |
|

ctag |

Erectvical g papacle L—ﬂ\?ﬁl

Ty W 1P Pmire o J_ r
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| which shall not apply to existing facilties.

This Rule is not met as evidenced by:
1. Based on Observation, fire rated doors of
hazardous areas were not being maintained in a
safe and operating condition keeping roems the
NC State Bullding Code defines as "Hazardoys
Area" separated from the rest of the Building.
I This could affect residents, staff and visitors if
smokeffire is not contained in Room of origin,
| Findings on September 6. 2016:
a. Bio-Hazard Room near Bedroom 114 - this
| room is being used to store soiled linen and did
! not have a corrider door that was self-closing or
automatic closing by smoke detection as required
for soiled linen storage.

2. Based on obsarvation, the Building was not
maintained in a safe and operating condition,
because exit door have signage that deters
usage of exits. This would affect all residents,
staff and visitors if they could not promptly find
their way to an exit during an emergency.
Findings on September 6, 2016:

a. All exit doors except front - these exits each
were equipped with a paper signage that reads |
| "ONLY ENTER AND EXIT MAIN ENTRANCE.

NO EXCEPTIONS PLEASE".and does not allow

for exiting in an emergency.
. b, Exit near Bedroom 230 - this exit had yellow
caution tape stretched across the open deterring
usage of exit. Deficiency corrected before
Construction Surveys departed the site.

3. Based on abservation, the Bullding was not
maintained in a safe and oparating condition,
because the door(s) protecting the opening in the
smoke barrier did not restrict smoke. This eould

| affect all residents, staff and visitors by not
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a. Smake Barrier near Bedroom 110 - the front
leaf, of the double-egress cross-corridor door, it
’ t's frame and would not close completely when
the fire atarm system released the doors,
' b. Smoke Barrier near Bedroom 110 - the
Cross-corridor double-egress doors, had thera
|' astragal removed and did rot provide a sSmoke
J tight seal between the meeting edges of the

doors when the fire alarm system released the
doaors

I

| 4. Based on abservation, the building's
€mergency equipment was not maintained in a
safe and in operafing condition. This would affect

| residents, staff and visitors if they could not

| promptly find their way to an exit during an
emergancy, ‘

| Findings on September 6. 2015

| 2  Cross-Corridor Doors near Bedroom 110 -

tested. Exit signs must work cn backup power 1o

provide directions during power outages,

b. Cross-Corridor Coors near Bedroom 216 -

the exit sign did not work on backup power when
‘ tested. Exit signs mugt work on backup power to

provide directions during power outages,

9. Based on cbservations and record review,
the Building was not maintained in a safe ang

| operating condition. The fire sprinkler heads have
- become obstructad with debris. This couid affect

| all residents, staff ang visitors if the fire sprinkler
heads' have their thermal elements insulated with
cebris causing a delay in the response o a fire
Findings on September 6, 2016

a. Clean Linen - the fire sprinkler heads were
debris-loaded with lint.

the exit sign did not work on backup power when i
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C 189] Continved From page 7 189 r
| Containing the smoke in the compartment of ! | |
| erigin,
| Findings an September 6, 2015

|
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c 139| Continued From page 8 \ C 189 '
| 6. Based on observation, the interior doors were | | H -
not maintained in a safe and operating condition. o b C 3 l('-q
e e g g foddng g
. Findings on September &, 2016 {oon Cox e.ciof d‘- ag o : ‘
'@ Library - the corridor door's coordinater, was tﬁ COpaLEey .
’ not working and the deor closures are not e v o
adjusted to close the door leafs in proper TGN By e e ke 18 Ol
sequence so they can clese and latch properly. . O T
’ 'z,i'}?.'ﬂ'k B IR SRR T B 4 B QAR |

7. Based on Observation, the Building was not ShEL e ging
maintained safe and operating, because some LLALEY L ¥
| building components fail to function as criginally | | ‘
| intended or ara missing. This could affect |
residents, staff and visitors if a camponent does
| not work properly or is missing limiting use of
equipment/spaces.

|
Findings on September 6, 2016: ! a b’ C_cr Civey daci s _HI]?IMP

a. Exit near Bedroom 116- the exterior axit door

hits the alarm sensor, requiring mere than 15 £33 Y bad o0 oy |
pounds of force fo set the door into motion. | T } T '
b.  Bedroom 222- the corridor door hits its frame, = (s Y@ paare i

requiring extra force to close and latch the door. o b ha e g g
aquinng extra close and la e doar C"!h'i'?i‘"" wé-;;-,-‘iﬁ-__h; AN VA

8. Based on observation, the Bullding was not . Veve Wy T

maintained in a safe and operating condition, ey, Al Bies
because the commercial kiichen hood's fire T".' Fage i Iy

* extinguishing system lacked the inspections, I

| maintenance and decumentation required to
ensure a properly working system. This could

| affect residents, siaff and visitors if the \ |

r
¥

|
SET R, wel ) |“‘ghl-(‘

commercial kitchen hood's suppression system -

| fails to oparate properiy when needed. Q. 'H‘t:‘ﬂd : : ;
Firdings on September 8, 2016: CSUNT o e R IR R
a. Kitchen -Since the semi-annual maintenance |\Q£ ¢ "Fr. . .

of the commercial kitchen hood's fire
extinguishing system in July 2016, there has been

|1‘§~a’=f‘* [ETI E AR TR

no record keeping of the menthly inspections. [ "Af:zi e Bt wan ) 1
¢ & FETFAT NN A .
‘ 9. Based on observations. the Building fire LAY % he,j_,a [R5 R
| safely was not maintained in a szafe and operating CACE ods i uwebtls drwery bod
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I condition. This could expose residents, staff and
, visitors to fire/smoke if not contained in Room or
| compartment of arigin

| Findings on Septernber 6, 2016:

a. Bedroom 204 Bathroom- there was a 5 x 16

inch hole threugh the fire-resistance-rated ceiling
. assembly.

b, Sprinkler Room - there was a gap arcund a
' copper pipe where the escutcheon was faliing
ans was not firestopped as it penetrate the
fire-resistance-rated ceiling assambly.
¢ Sprinkier Room - there was a gap around a
metal support not firestopped as it penetrate the
fire-resistance-rated ceiling assembly.
d. Sprinkler Room - there was a gap around the
sprinkler riser not firestopped as it penetrate the
fire-resistance-rated ceiling assembly,

e Activity Room - a cable had iis firestopped
| sealant pulled out leaving a hold not firestopped
as it penetrate the fire-resistance-rated eailing
assembly.

10. Based on observation, the Building was not
maintained In a safe and operating condition.
because the corridor doors did not resist the
passage of smoke due to the doors not
positively/automatically laiching into their frame

+ under normal closing force. This could affect all
residents, staff and visitors if the doors were not
laiched and did not contain smokeffire in the
room of origin.

Findings on September 6, 2016:

a. TV room - the autornatic flush bolt on the
inactive Izaf of the double doors did not lateh in to
its frame, therefore the active leaf had no latched
| lzaf to lateh to. '

| 11. Based on Observation, the Building was not
maintained in 2 safe condition. This could affect
| residents, staff and visitors by not caontaining

c18%

Cisd la-gt A

witdl a e

a
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| Findings on September 8, 2016

"b. Bedroom 108 - ine corridor door had a wedge

smoke and fire in tha room of erigin.

a. Bedroom 230 - the corridor door had heles
through it where the replacement hardware did
not cover the installation holes to the pervious
hardware.

helding the door cpen, preventing the rapidly
release of the door with a push or pull of the docr,
to closeand latch,

¢. Bedroom 104 - the corridor door had a wedge
holding the coor open, preventing the rapidly
release of the door with a push or pull of the door,
to close and latch.

d.  Activity Room - the corridor door had a
wedge holding the door open, preventing the
rapidly release of the door with a push or puil of
the doar, to close and lateh.

12. Based on observation, the Building Sprinkler
System was not maintained in a safe and
operating condition. This could affect all

residents, staff and visitors if smekelfire is not
contained in the Room or compartment of orgin.
Findings on September 6, 2016:

a. Corridor near Bedroom 120 - the fire sprinkler
ascutcheon plate did not cover the complete hole
through the fire-resistance-rated ceiling, allowing
the spread of fire and smoke.

b. Clean Linen near Bedroom 104 - the fire
sprinkler escutcheon plate was missing, exposing
opanings through the fire-resistance-rated ceiling,
aliowing the spread of fire and smake.

c. Activity Room Cioset 104 - the fire sprinkier
escuicheon plate was missing, exposing
openings through the fire-resistance-rated ceiling,
aliowing the spread of fire and smoke.

d. Activity Rcom's Office Closet- the fire
sprinkler escutcheon plate was missing, exposing -
openings through the fire-resistance-rated ceiling, |

il

THE OAKS OF ALAMANCE
OF ALAMA BURLINGTON, NC 27215
X4y | SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION 15
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSE-REFEREMCED TO THE APPROFHIATE DaT=
DEFICIENGY)
C 189| Continued From page 10 G188

q‘\ﬁ-e“ ‘u‘z‘% L ¥ - ’H.-'-at,l}{- L-‘-f
Ciphaed g COvEl ho K

>

[

b= 3d = door Lo i \“(.j:-,fg e SR } -

FRELE b e B s N R

PRSI ARE o
] d-: Pf’:}?ﬂ'f‘ EL;«E—”‘M

prades Wil g o Sl Y

..n}jli*f
11]3:5’“4

i |39

Divigion of Health Service Regulation

STATE FORM

EBDY

TCKF2{ If cortinuat

an sheet 11 of 13



Jan 251701:39p Mary Cole

3365844474 p.13

PRINTED: 10/06/2016

provided with exhaust ventilation at the rate of
two cubic feet per minute per sguare foot. This
reguirement does not apply to facilities licensed
befare April 1, 1984, with natural ventilation in
these specified spaces:

(1} soiled linen storage;

(2) soil utility room:

(3) bathrooms and toilet rcoms:

(4} housekeeping closets: and

{5) laundry area,

{(k} This Rule shall apply to new and existing
facilities with the exception of Faragraph (e}
which shall not appiy to existing facilities.

, This Rule is not met as evidenced by:

1. Based on Observation and testing with a thin
plastic sheet, the facility faflsd to maintain the
ventilation system in preper waorking order, This

t
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allowing the spread of fire and smoke.
e. Kitchen above Ice Machine - the concealed : ) S
fire sprinkler escutcheon plate had been painted e-¥n E scut t}h@ an Pharte “a ]latv] g
over and may not release when neaded. Wil ee i nsta e o s -
. Kitchen above |ce Machine - the fire sprinkler . _ sw Ve g g bt '
escutcheon plate did not cover the complete hola prapad B Cuwdin 2
through the fire-resistance-rated ceiling, allowing
the spread of fire and smoke,
13. Based on observation, the electrica! system
was not being maintained safe.
Findings on September 6, 20156
2. Loading Dock - the GFCI electrical outlet's P“
weatherproof cover was missing.
c 199| Exhaust Ventilation C 199
SECTION .0300 - PHYSICAL PLANT
T0ANCAC 13F 0311 OTHER
REQUIREMENTS
| () The spaces listed in this Paragraph shall be
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| could affect all residents, staff and visitors by ' | |
' preventing the exhausting of odors. i
Findings on September 6, 2015: Voedi e i e £ .A.L ] 3
i‘ a Bie-Hazard Room near Bedroom 114 - this i o I n,,*‘{.ﬁi A X QPZ g:“f"%‘ : 1 “ ‘ <
| soiled linen room with utility sink did not have a a7 wandd By L0 N W Angd i
working exhaust ventilation system and odors k> i ’ -
were present. . 4 Sards
b. Bedrcom 104 Bathroom- the exhaust s e 7 5T VR "3‘- ,;_'“_"\%,)hu
ventilation system did not work. L5 Lasi )i we 2 PR el
| Staff Toilet Room in Copy Reom - the AR LA ]\LHP
ilati i : - R :‘.'1“"1 W \H
| exhaust ventilation system did not work. | o, Bt ¥ AT L J nwyxe
' - D hF Lt pedt gadl et
|' sy b gy i 1 S B |
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