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Initial Comments

Report of Construction Section Biennial Survey
by Dennis Harrell on 8-23-2017.

Records indicate this facility was first licensed on
5-27-1997, as a HA for 76 Beds including a 22
Bed Special Care Unit, Therefore the facility was
surveyed for conformance with the applicable
portions of the 2005 Rules for Licensing of Adult
Cara Homes of Seven or More Beds, applicable
portions of the 1996 (1997 Revision) Edition of
the North Carolina Building Code(s), Institutional
Occupancy and the 1996 Rules for Licensing of
Adult Care Homes of Seven or More Beds in
effect at the time of initial licensure.

Existing Licensed Fac- No less than '71 Rules

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .02301 APPLICATION OF
PHYSICAL PLANT REQUIREMENTS

The physical plant requirements for each adult
care home shall be applied as follows:

(2) Except where otherwise specified, existing
licensed facilities or portions of existing licensed
facilities shall meet licensure and code
requirements in effect at the time of construction,
change in service or bed count, addition,
renovation, or alteration; however in no case shall
the requirements for any licensed facility where
no addition or renovation has been made, be less
than those 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
Health Service Regulation at no cost;

This Rule is not met as evidenced by:
Based on observation, some of the Delayed
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Egress exit doors failed to comply with Section
1012.6.2 of the 19896 NC State Building Code.
Section 1012.6.2 requires a sign shall be
provided on each locked door adjacent to the
release device that reads "PUSH. THIS DOOR
WILL OPEN IN 15 SECONDS. ALARM WILL
SOUND."
Findings include; .
a. There was no sign provided on the Delayed Ke qu’}ﬂl_ 4 qu P (aeed €w ﬁi‘}fﬂ/ﬁ?
Egress service entrance exit. i
b. The signs provided at the front exit door, dee ‘:1 of SR ewtrone,
dining room exit door and some other exits was Lpit ect dook AV
posted on the wall above the door. diiing Boom el dook
. S Mo ﬂ[/ﬁi-"o‘-';w‘e'whﬂj
C 166 H C 166 D . i
ousekeeping-Maintained Free of Hazards ﬁl»*‘\j* i ,:1 Y ation fo
SECTION .0300 - PHYSICAL PLANT ensuet werkive
10ANCAC 13F .0306 HOUSEKEEPING AND F-rb po s 1‘1 -
FURNISHINGS

(a) 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: o WG T A 0

1. Based on observation, the building was not Mo Mp{ &JUW ( Fﬁm 3
maintained in a safe manner by not properly I.{Jt?'ﬁ-v ﬂrﬂ.ii'[_ I A Ll new &4 cl-ﬁl'lfm
handling portable medical oxygen cylinders. This H et e {[ness
could affect all residents, staff and visitors if F)f-"r O The mdmf MmE
cylinders fall, breaking their valves, propelling the D E.E,ciu-\' Wt 'L'{' ¢ Bt —g‘lg)ﬂngﬁ
cylinder and turning it into a dangerous projectile. P vt A fod \‘g i }
Findings include: S o] 'I'F JK holdes Gor afi/%cf i7
a. Several (11) portable medical axygen cylinders sie P UGS - : g om 103
were stored in an unapproved cardboard box or &y €4 [Cuders

in no container in room 103.

b. One portable medical oxygen cylinder was Qnﬂ_}_ﬂr Po‘d‘ﬂ—h"ﬂf c i

D Vyre) oo !ﬂf

stored in no container in room 101. Cornchoce
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2. Based on observation, the facility was not
maintained in a safe condition because of
improper storage too close to a fire sprinkler
head. Storage that is not kept at least 18 inches
below the sprinkler head could negate the ability
of the fire sprinkler system to extinguish a fire.
Finding includes;

Linens had been stacked all the way to the ceiling
in closet off the Clarebridge laundry. Note; This
deficiency was corrected during the survey.

Fire Safety-Rehearsals on Each Shift

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0308 PLANFOR
EVACUATION

(b} There shall be rehearsals of the fire plan
quarterly on each shift in accordance with the
requirement of the local Fire Prevention Code
Enforcement Official.

(c) Records of rehearsals shall be maintained
and copies furnished to the county department of
social services annually. The records shall
include the date and time of the rehearsals, the
shift, staff members present, and a short
description of what the rehearsal involved.

(f) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

Based on a review of documents, the records
available onsite included little to no description of
what the rehearsal involved.

Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER

C 166

C 185

C 189

Meets Required
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REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by

1. Based on observation, the facility failed to be
maintained in a safe condition because of exit
signs not working properly. Malfunctioning exit
signs could delay or prevent an evacuation in an
emergency.

Findings include:

a. The exit sign in the therapy room was not
illuminated.

b. The combination emergency light/exit sign
near the maintenance office did not work on
battery when tested.

2. Based on observation, the battery powered
emergency light in the corridor near room 306
would not work when tested. Battery powered
emergency lights that will not work properly for at
least 90 minutes could endanger the residents
and staff.

3. Based on observation, corridor doors are
prevented from closing quickly and latching to
resist the passage of fire and smoke. Corridor
doors that do not close completely and latch
present the possibility that a fire that begins in
one space can quickly spread to the corridor and
the remainder of the facility.

Findings include:

a. The 3/4 hour fire barrier doors in Special Care
are damaged and not closing completely when

R
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activated by the fire alarm system. -
b. Both sets of double doors to the dining room — ﬁl-h{b M‘W qf%'la’_}ilﬁmﬁ ‘,3'/ 3'[/'?
do not latch when closed. ﬁPQ'- eck 4o he - ’
¢. The door to room 407 does not fit the opening B j
properly to be resistant to the passage of smoke. | — We athen 5"!72' MY ﬂ'PPI*“ d
d. The door to room 408 does not fit the opening 4 {)b‘ﬁt o+ HOB A5 ; ?/5 Wi T
properly to be resistant to the passage of smoke, ﬂ_ ded L Lzl ‘L"Wj
0 O et -
4. Based on observation the required one-hour : : -f—ar“..- C,le 49
s : (NS '91‘3 ¢
fire rated walls and/or ceilings were compromised
in locations, Holes and penetrations that are not - 5
sealed with materials approved for use in . B IO g lr'-::f
one-hour fire rated construction present the ﬁgfg.ﬁ A C e w?“ di:f PLon.
possibility that a fire that begins in one space can mﬂclLM‘-L Loe ; S ?/ %?
quickly spread to other areas of the facility. ov # helt | el W{*‘-‘* AR (
Findings include: 0 oo 200 Lt Regaiar
a. Holes in the ceiling of the outside mechanical s e He propev nﬁ'ﬂ.o@a&
room, Wi @Lg f }
b. Hole in the ceiling of the storage room on #1 med e :
Hall,
c. Hole in the wall in room 202, , {_1) nfai'.
d. Excessive build-up of lint on the ceiling L lowssiues AT hon
radiation damper in the exhaust vent in the Efeess v | gaandy ],;lu;,ﬁ_ q/ﬂ of
resident laundry on #3 Hall could prevent the Lem wed pe Mu}u" St
;:!arnper from closing properly in the event of a o FH R H“M-_;IF . J ‘ Loled
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