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Initial Coniments

Report of 3iennial Follow Up Constn,iction Survey
by Dennis Harrell or 4-16-2019.

Some deficiencies were not corracted. Furthar
action is riquired.

Housekeeping-Maintained Free of Hizards

SECTION .0300 - PHYSICAL PLANT
T0ANCAC 13F .0206 HOQUSEKEEPING AND
FURNISH NGS

{a) Adult care homes shall:

(5) be malntained in an uncluttered, clean and
orderly mz nner, free of all obstructio s and
hazards;

{e) This Fule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Based »n obsérvation, the building was not
mainiaine: in a safe manner by not froperly
handling gortabie medical oxygen cylinders. This
could affait all residents, staff and visitors if
cylinders fall, breaking their valves, propelling the
cylinder ard turning it into & dangerous projectila.
Findings cn 4-16-2019:

b. Severa portable medical oxygen cyiinders
wera stored in an unepproved bever:ge crate.

c. Severa portable medical oxygen iylinders
wera stored in an unapproved plastic: storage
crate,

Building E juipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
104 NCAC: 13F 0311  OTHER
REQUIREMENTS

{C 000}

{C 166}

{C 188}
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(a) The building and all fire safety, elnctrical,
mechanicz |, and plumbing equipmanl in an adult
care hame shall be maintained In a safe and

" operating condition.

{k) This R.le shall apply to new and exigting
facilities w th the exception of Paragraph ()
which shal not apply fo existing facililies.

This Rule s not met a3 evidenced by

1. Based -1 cbservation, many corriior doors
are prever ted from closing quickly ard latching to
ragist the |assage of fire and smoke, Corridor
doors that do not cloge completely atd latch
present th 2 possibility that a fire that begins in
one space can quickly spraad to the izorridor and
the remair der of the facility.

Finding or 4-16-2019;

e. The daarto bedroam 18 will not lxtch when
closed.
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0 How the corrective aclion(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place.

0 Include dates when corrective dction will be completed. The corrective action dates must
be acceptable to the State. Any completion date greater than 15 days from date of survey
requires a written waivar from DHSR-Construction Section.

= Cotrective actior. must begin immediately
Y ‘our Signed Plan of Correction cin be;
Mail to: DHSR Construction Section
2705 Mail Service Center
Raleigh NC 27699-2705
Fax to: (919)-733-6592
Emz il to: DHSR.Construction. Admin@dhhs.ne.gov

I you have any questions concerninz the instructions contained in this letter, please contact me.

S incerely,
. :';:-/é;:www.ii o 'f:/rr"wf// '
I ennis Harell

E iennial In: titutional Engineering Sarveyor
I HSR - Construction Section

c:  Adult Care Licensure Section with attachment
Coun'y Building Inspection Ciepartment - with attachment-(via e-mail only)
Rutherford County DSS - with attachment-(via e-mail only)



