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Initial Comments

Report of Construction Section Biennial Survey
by Dennis Harrell on 8-26-2019,

Records indicate this Facility was first licensed on
or 7-7-1988, for 60 residents. Based on this
information, we are requiring the facility to meet
the 1987 Minimum Standards and Regulations for
Homes for the Aged and Disabled; the applicable
portions of the 2005 Rules for Adult Care Homes
of Seven or More Beds; and the 1978 Edition of
the Narth Carclina State Building Code, Revision
8 -Section 408 Institutional Occupancy.

Existing Licensed Fac- No less than '71 Rules

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0301 APPLICATION OF
PHYSICAL PLANT REQUIREMENTS

The physical plant requirements for each adult
care home shall be appiied 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 renovaticn 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, this facility failed to meet
the NC State Building Code requirements for

Special Locking (magnetic locks) on.the exit
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SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0305 PHYSICAL
ENVIRCNMENT

(h) The requirements for outside enfrances and
exits are;

{4} In homes with at least one resident who is
determined by a physician or is otherwise known
to be disoriented or a wanderer, each exit door
accessible by residents shall be equipped with a
sounding device that is activated when the door is
opened. The sound shall be of sufficient volume
that it can be heard by staff. If a central system
of remote sounding devices is provided, the
control panel for the system shall be located in
the office of the administrator or in a location
accessible only to staff authorized by the
administrator to operate the control panal.

This Rule is not met as evidenced by:
Based on interview with staff, some residents are

{Xam SUMMARY STATEMENT OF DEFICIENCIES n] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 101 Continued From page 1 C 101 W @,@1) (l/t/("_'d CU/LQL
doors. The Code requires a emergency release e r\'m/; o,
switch that will unlock the door within 3 feet of f\’DOBC\'Sl ¢ b U\M (NS Lézé’/
each locked exit door. P\em@\y
Findings on 9-26-2019: CM
- The required emergency release switch located !Q
: at each magnetically locked exit door was a large, 41 ]\l C/}/\’@\S \}\J‘\\ C
easily seen "Push to Exit" switch. None of those £ Y ‘H"/
switches worked and unlocked the doors, There l ease d YW
was also a toggle switch, some located inside the 'b)Q ,[ l 5
warning device cover and some located outside C{/‘\M 'rr'}
the cover, that did work and unlock the exit doors. )/lm(’z
However, the toggle switches were small and B
very hard to see, even in a non-emergency h W\ﬂ“’/}/ \h :H‘/,
situation with excellent lighting. Additionally, 0\(} /ﬁ
- Senior staff at the facility were unaware of the OUQ& o/ﬂ)lL O “_}m
existence of the smaller toggle switches. as G {) &% £ W
nin
C 154 Entrances/Exits-Wanderer Alarms C 154 mW\
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SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

| (a) Adult care homes shall:
« (1) have walls, ceilings, and floors or floor

coverings kept clean and in good repair;

(2) have no chrenic unpleasant odaors;

{(3) have furniture clean and in good repair;
(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

Based on observaticn, the building mechanical
systems are not kept clean and in good repair.
Findings on 9-26-201%:

a. The HVAC return grill and radiation damper in
the med room had an excessive accumulation of
dust/lint.

b. The HVAC exhaust grili and radiation damper
in the janitor's closet had an excessive

O
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considered g:onfused and/or disori‘ented. _Based \D LL\H'UW S ug ]'p(?
on observation, some of the Special Locking [/()
; emergency exit switches were not protected by (W,& (ove, 5,
wander alarms. &LMLM S
Findings on 9-26-2019; \)’P W
a. The emergency release switch at the Specially Q,(’_Q
Locked exit near 215 is outside the warning N}b m B {UL 3‘13
' device, "screamer” box. This setup could allow a vy - = 0\/\) \ v a‘/{j@—)} JD) £5) W
; resident to unlock the exit and elope without any 3”{/(‘,[/\-/ (> N -
warning. de m NS L ppmad
b. The emergency release switch at the Specially ( ‘(\QL . N
Locked courtyard gate is outside the warning b D x OL/V\D{ \\)}/\/(/ &%l QA
device, "screamer” box. This setup could allow a | Cl/lo )/& ‘—0
! resident to unlock the exit and elope without any \(\0 [{w\ \5’
' warning. M\QC/L \H\bﬁxj./}“ ’ iO
C 164 Housekeeping and Furnishings-Clean, Repaired | C 164
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- €. The HVAC exhaust grill and radiation damper QM Rz, d*@(f}gmd
. in the laundry had an excessive accumulation of Loanef):
 dust/lint. ["QT:Q, Ibéﬁkmbﬁ C”/[ {
ey L
C 166) Housekeeping-Maintained Free of Hazards C 166 'I/ ‘7’ k
mm‘ / W)O L / (J L.7{Z)
SECTICN .0300 - PHYSICAL PLANT ],\,%LU ! ' m
T0ANCAC 13F .0306 HOUSEKEEPING AND D‘F I q
FURNISHINGS
{a) Adult care homes shall:
{5) be maintained in an uncluttered, clean and
arderly manner, free of all obstructions and
hazards;
{e} This Rule shall apply to new and existing
| faciliies.
This Rule is not met as evidenced by: 0 £ /j"l ) [M[‘Eﬂﬁ )‘g)ﬁ
Based on observation, the building was not ’n’\ W C? f ]D
maintained in a safe manner by not properly \(\ bee}x\ mﬁ)}*&ﬁL
handling pertable medical oxygen cylinders. This CM , (Ji A
could affect all residents, staff and visitors if %W\ W \OW O)
cylinders fall, breaking their valves, propelling the
cylinder and turning it into a dangerous projectile.
Findings on 9-26-2019: OW C\]ﬂ f\cﬂﬁ,@ Ci %)!7
a. A portable medical oxygen cylinder was stored OL jf/ 78 d
freestanding in no container or rack in the med &W’\
room.
b. A portable medical oxygen cylinder was stored RW } M )()-
freestanding in no container or rack in the Living CL -
room/Library. b OX\/ :&1 m, o Ql ée(ewi LA A9 U 9
C 185 Fire Safety-Rehearsals on Each Shift C 185 Mm\,l Lt bﬂaw/\}
SECTION .0300 - PHYSICAL PLANT \inde RS uh ) Le. WWZ@’
10A NCAC 13F .0309 PLAN FOR C){ [ ‘-@H
EVACUATION . The ‘f&u 3 mimjesb: y
(b) There shall be rehearsals of the fire plan "%M lOﬁ WM'LQ‘ W:‘Jp
Id
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C 189

quarterly on each shift in accordance with. the
requirement of the local Fire Pravention 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 rehearsais, 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:

1. Based on review of documents, fire drill
rehearsals are not being done regularly with at
least one per shift each quarter. Failure to
rehearse the fire plan could lead to confusion and
delay in an actual emergency,

Findings on 9-26-2019:

a. In the 2nd quarter of this year, there was no
rehearsal done during the 1st shift,

b. In the 4th quarter of last year, there were no

. rehearsals done during the 1st and 2nd shift.

2. Based on a review of documents, the records
available onsite included little to no description of
what the rehearsal involved. Specifically, the
location of the simulated fire was not listed, nor
was the staff's responce.

Building Equipment Maintained Safe, Operating

SECTICN .0300 - PHYSICAL PLANT

10A NCAC 13F .0311 OTHER
REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care homea shall be maintained in a safe and
operating condition.
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{k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not appiy to existing facilities.

This Rule is not met as evidenced by: W

i 1. Based on observation, the fire alarm system !a fhﬁ ”3}!5 f
was showing a "Trouble" condition. Fire alarms in w/y\./ nia [ C@,Q@{Z 2 Q{ | ?
"Trouble” may fail to operate properly when Y

needed.

2. Based on observation, the facility failed to be {I;\ P _/\ \D\

maintained in a safe manner by allowing large e L}p
guantities of combustible storage to be kept in an
. area that is not designed and equipped as a Mf ‘:"p‘ QD’Y\

storage room in accordance with the NC State

Building Code. This situation could result in a fire ees |10 lg)l

C’\)

growing larger than the construction's ability to g

contain it. 0? . _05\ U'U-jtm OIC Cl/l {

Finding on 9-26-2019; Cleane . |

Former bedroom 202 is now being used for O‘F LL” U.,P5

storage of about 150 cases of diapers as well as Cﬂg

other combustibles. LL S‘%’l '0‘

3. Based on observation, battery powered ‘
emergency lights would not work when tested. y @@U\. MMJ\(Q 63!( oL - I ‘b H
Battery powered emergency lights that will not (3

work properly for at least 90 minutes could
endanger the residents and staff.

Mal-functioning lights include the following areas:
a. Corridor at the Busmess office,

b. Kitchen.

woedad o, | ifelid
BW&% woelled oy | el

g—-@b«

4. 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 clese completely and latch
present the possibility that a fire that begins in

t one space can quickly spread to the corridor and
' the remainder of the facility.
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Findings on 9-26-2019;
a. Both of the cross-corridor 3/4 hour fire rated
doors near room 102 do not close completely and

. latch when activated by the fire alarm system.

b. There was a hole at the latchset through the
door to room 303.

c. There was a hole at the latchset through the
back door of the Living room.

- d. The latch to the chart room was disabled with

tape,

5. Based on observation, the required one-hour
fire rated walls and/or ceilings were compromised
in several locations. Holes and penetrations that

. are not sealed with materials approved for use in

one-hour fire rated construction present the

. possibility that a fire that begins in one space can

quickly spread to other areas of the facility.
Findings on 9-26-2019;

a. The exit sign near the medroom is very locse
from the ceiling causing a hole above the sign.
b. Hole at the flue in the ceiling of the mechanical
room near room 209,

¢. Holes (2) in the ceiling of the Nursing office,
d. Unsealed penetration in the ceiling of the
Nursing office,

e. Holes (4) in the wall of the Nursing office,

f. Unsealed sleeve in the electrical room,

g. Damaged ceilirig in the exterior mechanical
room. ’ '
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