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C 000 Initial Comments C 000

| This report is of a Biennial Construction Survey
done by Bob Getchell on January 28, 2016.

This facility was first licensed as a Home for the
' Aged serving 60 residents on April 7, 1998.
Therefore the facility was surveyed for
conformance with the 2005 Rules for Licensing of
Adult Care Homes of Seven or More Beds, and,
the 1996 Morth Carolina Building Code(s) (1988
Revision), Institutional Occupancy.

Deficiencies were noted which will require a new |
plan of correction.

C 101| Existing Licensed Fac- No less than '71 Rules c 1

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0301 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 reguirements 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.
1. Based on observation, the door locks doe not
meet NC State Building Code requirements for \
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c 101 ! Continued From page 1 C 101 .

| 'Special Locking Arrangements' in effect at the

| time of construction or alteration. This would

‘ affect all residents by not allowing free egress in _
| an emergency. ;

i Findings include: . i
a. The push button maglock over ride switches at Il Covvtehor pncile D"j faculy 15’ '2-} &3 L";p
tdhe exits on the Eﬂﬂ Hall are mc}mentar:.r. This e Fece . O - OF | peside =il
oes not meet the requirement for the emergency | Fehes r!*?.’m led 1 pve v

release switches to be on/off switches which do SHjIs f"f s\ ' f ol E‘Clmﬂiﬁ 1L7‘ \are

not rely on electronics or relays to unlock the o § LEadb) :Pl {
| door. Wi ,._l,r_{f.l W Jp{.'\-t = Akpial g S g ToAN

/ '}r.r wm«:: (hI R 1 'LJ |' !I
b. There is no master over ride switch for the oA ,/ EWHL« meta | H 1B e
' magnetically locked doors on the 300 Hall at the Mm Ilﬁr Dwf Tﬁvf g Wigta N bt

Nurse Station within the unit. “ﬁ Tt e 2 ‘:ﬁff FB

LG 1-:.u. days tn Ha HD6

Hag wuses Sabhan

C 133| Bathrooms-Hand Grips C 133

| SECTION .0300 - PHYSICAL PLANT
| 10A NCAC 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 observation, the facility was not
maintained in a safe manner by not providing |
securely fastened hand grips in the bathrooms ;
and/or toilet rooms

Findings Include:
a) The tub in the bathroom near room 201 has tﬁ{‘ﬁ N o {"‘F'“‘ s “"lll“" 1%; ; 19 [ S'i I
Az ki b ot AT | [f

no hand grips on either side of the tub.
b) The hand grip on the shower wall in the 1) Staowes v QY V€ placed wa
| tublfshower room near room 201 is loose. (t—, { [y oaen FEPANE c
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C 164 Housekeeping and Furnishings-Clean, Repaired
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
| FURNISHINGS
| () Adult care homes shall:
| (1) have walls, 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 resident furnishings
in bedrooms and other areas were not maintained
in good condition.

Findings include:

a) Room 306 has furniture with handles
loose/missing on the drawers.

b) Room 305 has furniture with handles
loose/missing on the drawers.the finish worn to

the bare wood

C 166 Housekeeping-Maintained Free of Hazards

| SECTION .0300 - PHYSICAL PLANT

| 10A NCAC 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:
| Based on cbservation, the building was not
maintained free of hazards by improper storage

C 166

|
|
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C 186 | Continued From page 3 C 166
¥ -
of oxygen cylinders. This would affect all S’fﬁ"} DX\J en tan |,45 iw"’d "51“3].]' \
, residents by potentially exposing themto hazards U-'.B Fa % A A Hrareg -
from a ruptured cylinder.
Findings include:
The oxygen bottles are being stored loose on the
floor, and also in beverage crates that can not
prevent them from tipping over.
C 188

C 189| Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311  OTHER
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 building was not

maintained in a safe manner by not maintaining

 the fire-resistance rating of building components.

| This would affect all residents by not containing

| smoke and fire in the room or smoke
compartment of origin.

¢ Findings include:

. The attic smoke barrier wall over room 301 has
| ' n unprotected penetration by a computer wire
_ b. The Boiler Room ceiling has two unprotected
enetrations by threaded rod.
:} The Med Room has a sprinkler escutcheon
~.dropped revealing an unprotected penetration in

the ceiling.
|
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| d) The Med Room has an HVAC vent that has a
radiation damper activated.

! e. The attic smoke barrier wall over the cross
gorridor doors at the Nurse Station/Activities

| Room has an unprotected penetratipon by wire

| f, The Physical Therapy Room has two

- unprotected ceiling penetrations by conduit.

g. The Janitors Closet/Phone Room near the

\/ Beauty Shop has unprotected ceiling penetrations

by cable.

h) The draftstop wall over the entry to the 200

Hall is split open, tape is falling off, and there are

unprotected penetrations around HVAC ducts

penetrating the wall,

Mg

v

R

These unprotected openings are not in

| conformance with the requirement to use a
through penetration fire stop system that has
been tested in accordance with ASTM E-814.
[
2. Based on observation, the facility components
were not maintained operable by having doors
that did not close completely and latch.

Findings include:

The following doors have issues;

a) The Laundry Room door is being held open by
5 a table

b} The Living Room door is being held open by a

chalr,

¢) The Activities Room door is being held open by
a chair

3. Based on observation, the building fire
protection equipment was not maintained to keep
the facility safe. This would affect all residents if
| the systems failed to detect smoke.

Findings include:
a. The sample tubes for the HVAC duct mounted
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c 159| Continued From page 5

| smoke detectors in the attic were dirty throughout
 the building.

4. Based on observation, the building plumbing
equipment was not maintained in a safe manner
by allowing cross connects. This would affect all
residents by potentially siphoning waste water
into the potable water system.

Findings include:

The spray hose on the Beauty Shop sink has no
vacuum breaker. Install vacuum breaker on
beauty shop sink spray hose.

C 193] Exhaust Ventilation

SECTION .0300 - PHYSICAL PLANT

104 NCAC 13F .0311  OTHER
REQUIREMENTS

| (g) The spaces listed in this Paragraph shall be
| provided with exhaust ventilation at the rate of
two cubic feet per minute per square foot. This
requirement does not apply to facilities licensed
before April 1, 1984, with natural ventilation in
these specified spaces:

(1) soiled linen storage;

' {2) soil utility room;

(3) bathrooms and toilet rooms;

{4) housekeeping closets; and

(5) laundry area.

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

} which shall not apply to existing facilities.

| This Rule is not met as evidenced by:
| 1. Based on observation, the building exhaust
| ventilation was not maintained in accordance with

I this Rule,

C 189
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Findings include:
g LL@bYO AU Gans wene -S|y,

a) The exhaust fan in the Janitors Closet in the

Laundry is not working.
b) The exhaust fan in bathroom 306 is not

working.
¢} The exhaust fan in bathroom 101 is not

working.
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Heidi Kexs

From:
Sent:
To:
Subject:

Heidi Keys

-------- Original message --------

Heidi Keys <HKEYS@nc.rr.com>
Monday, March 07, 2016 12:45 PM
Heidi Keys

Fwd: Your Amazon,.com order

From: auto-confirm@amazon.com
Date:03/07/2016 12:41 PM (GMT-05:00)

To: HKEYS{@ne.rr.com

Subject: Your Amazon.com order

El":

Hello Heidi Keys,

Order Confirmation

Thank you for shopping with us. You ordered "UPC Certified Salon Shampoo...".
We'll send a confirmation when your item ships.

Details
Order #114-6071879-0579446

Arriving:
Friday, March 11 -
Wednesday, March 16

EF.

We hope to see you again soon.
Amazon.com

Ship to:
Heidi Keys
MEADOWVIEW ASSISTED LIVING...

Total Before Tax $59.99
Estimated Tax  $0.00
Order Total: $59.99

Customers Who Bought Items in Your Order Also Bought



E o ] TM3SE Biack Barber

- ] e
Salon Shampoo
=270

Equipment Black... Beauly Salon Spa...

$8.99 $23.85

The payment for your invoice is procassed by Amazon Payments, Inc. P.O. Box 81226 Seattle, Washington
28108-1225, If you need meora information, please contact (866} 216-1075

By placing your order, you agree to Amazon.com's Privacy Notice and Conditions of Use. Unless othanwisa
noted, items sold by Amazon.com LLC are subject to sales tax in selact slates in accordance with the applicable
laws of that state. If your order contains ane or mara lems from a seller other than Amazon.com LLC | it may be
subjecl to state and local sales tax, depending upon the seller's business poficies and the location of their
operations. Learn more about tax and seber information

This emall was sent from a nofification-only address that cannot accept incoming emall. Please do not reply to

fhis message.



