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Initial Comments

Report of Biennial Construction Survey by Frank
Strickland on 04/24/2015:

Information gathered from the DHSR database
indicates that this facility was either first licensed
or submitted for licensure on 07/01/1978 for 20
residents. Based on this information, we are
requiring that this facility meet the 1977 Minimum
and Desired Standards and Regulations for
Homes for the Aged and Infirm, the applicable
portions of the current 2005 Rules for Adult Care
Homes and the 1967 edition of the NC State
Building Code.

Deficiencies were cited and a Plan of Correction
is required.

Bathrooms-Hand Grips

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT

(e) The requirements for bathrooms and toilet
rooms are:

(6) Hand grips shall be installed at all
commodes, tubs and showers used by or
accessible to residents;

This Rule is not met as evidenced by:

1-Based on observations, the building has not
maintained the hand grips at all commodes. This
can make use of commodes by residents difficult
and unsafe.

Findings on 04/24/2015:
The hand grip is loose located in the shared
bathroom for Rooms 5 & 6.

2-Based on observations, the building has not
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maintained the HVAC return-air grilles cleaning
and particulate build-up is present. This
condition can effect the air quality of the
habitable spaces and the efficiency of the HVAC
system.

Findings on 04/24/2015:
The Maintenance Shop Room has a very dirty
and clogged with particulates return-air grille.

C 166 Housekeeping-Maintained Free of Hazards C 166

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
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:

1-Based on observations, the building has not
maintained finish surfaces on the ceilings of
resident's rooms. This could effect the air quality
due to airborne particles for the residents and
staff.

Findings on 04/24/2015:

The ceiling finish for Room 5 is falling off the
sheet rock and finish gypsum particles are on the
floor.

2-Based on observations, the building has not
maintained the attachment of corridor handrails to
adjacent supporting walls. This can effect
residents that use the handrails to move
throughout the facility in a safe manner.
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Findings on 04/24/2015:
The corridor handrail was not attached to the wall
in a secure manner located outside Rooms 3 & 4.
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