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C 000 Initial Commenis C oo APPROVED POC DISCLAIMER
R el Saneey by Billy S. Bryant “This plan of correction is submitted as
' required under State and Federal law.
Records indicate this facility was first licensed on The Sflbm'ssmn of this Pian of
06/18/1997. The facility is currantly licensed for Correction does not constitute an
125 Beds with & 25 Bed Special Care Unit in 3 admission on_the part of (Name of
separate stand alone facility. Therefore the Community} as to the accuracy of the
fﬂCi':ngEh Ewererﬁuwe?fefhfﬂggggf;mﬂanfe with the survevors® findings or the conclusions
appiicable portions of the ules for drawn_therefrom. _Submission of thi
Licensing of Adult Care Homes of Seven ar Maore mn of Correction also does oot
Beds and applicable portions of the 1986 (1897 : admission that the findines
Revisions) Edition of the North Carolina Building constitute an admission that the fMdings
Code(s), Institutional Occupancy and the 1996 constitute 2 deficiency or that the s
Rules for Licensing of Adult Care Homes of and_severity regarding the deficiency
Seven or Mare Beds in effect at the time of initial cited are correctly applied. Anv ¢ &
licensura, to the Commupity’s policies and
procedures  should be  considersd
C 166 Housekeeping-Maintained Free of Hazards C 168 subseguent remedial measures that
concept is emploved in Rule 407 of the
SECTION .0300 - PHYSICAL PLANT Federal Rules of Evidepce and anv
10ANCAC 13F .0306 HOUSEKEEPING AND corresponding_ state _tules of _civil
giﬁﬁﬁfﬁ hall procedure and should be inadmissible in
omes shail: : :
== on _that basis, he
(5) be maintained in an uncluiiered, clean and {ﬂ:ﬂ‘r’ roces mg,ubr:;ts omels LS
: Community submils  tnis  plan ol
orderly manner, free of all obstructions and el . . N .
hazards: correction with the mt§ntmn fhan; it be
{e) This Rule shall apply to new and existing inadmissible by any third party in any
facilities. civil or ecriminal action acainst the
This Rule is not met as evidenced by officer, director. atiornev. or sharsholder
:_..;;E?d Egnfohsferwatign tlnn‘e:| fat:}i:.ilty i]:ts qg_t ] of the Communitv or affiliated
intained free from hazards. The building code ies.”
required clearance for electrical equipment must COMpARES.
not be encroached upen. Obstructing access to
electrical equipment could prevent quick
operation if needed for an emergency or other
situation,
i Findings on 09/15/2016:
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C 188 Continued From page 1 C 168
a. Electrical Room Adjacent to Room #44 - C166
Access to the electrical panels is obstructed by
items stored in front of the panels.
1. a-d
b. Mechanical Room Adjacent to Room #42 - To ensure that the facility is maintained free
Access to the electrical panels is obstructed by from hazards, Maintenance Director will
items stored in front of the panels. place a label on all electrical equipment stating
¢. Kitchen - A portable self contained A/C unit “Building code requires clearance for all electrical
: - i uni : .
was placad in front to 2 wall mounted electrical Equ'.pment i nee?ied for an emergency and at"
breaker pansl. no time shall equipment access be obstructed”.
Maintenance Director will make weekly rounds
d. Special Care Unit - Access to the wall mounted to assure that all areas are free of any obstructions.
electrical panels is obstructed by items stored in
front of the panels. 11/30/16
2. Based on observation the storage of oxygen
bottles was not maintained in a manner that kept 2a
the facility freelfrom hazards. Oxygen boftles that Personal Care Director will ensure that
are not stored in an oxygen botfle rack or all residents receiving oxygen have the
otherwise restrained from falling or being appropriate storage racks manufactured
knocked over may present 2 danger to the PRrop 5 .
occupants of the facility. for axygen. The vendor supplying the oxygen
will be notified upon receipt of the order
Finding on GE:"‘I 52016 _ that racks manufactured to hold
a. Oxygen cylinders were stored in a rack soft drinks are not allowed in the facility.
manufactured to held soft drinks/sodas.
. ) o ) 11/30/16
G 189 Building Equipment Maintzined Safe, Operating C 189
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311  OTHER
REQUIREMENTS
{a) The building and all fire safety, slectrical,
mechanical, and plumbing eguipment in an adult
care home shall be maintained in 2 safe and
operating condition.
(k) This Rule shall 2pply to new and existing
facilities with the exception of Paragraph (g)
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C 188| Continued From page 2 C 188
which shall not apply to existing facilities.
This Rule is not met as evidenced by: c.189
1. Based on observation there is a failure to
maintain the facility's fire safety eguipment in a (1a - 2a)
safe operating condition. Fire resistant rated
cross corridor doors are required to close
completely and latch in the event of a fire. The To ensure that the facility fire safety equipment
occupants in the facility could be effected if the is in safe operating condition, vendar (Eastway
doors do not completely close and latch to help Lock & Key} adjusted cross corridor doors to close
I"?lt _thle spread of smoke andor fire to the area completely and |atch in the event of a fire.
orangin. Maintenance Director will ensure monthly that all
Finding on 08/15/20186: cross corridor doars completely close and lateh
a. When relessed from their magnetic hold open | to help limit the spread of smoke and/or fire
devices the fire resistar?t rated corridor dr:qrs to the area of origin. Fire drills are conducted monthly
adjacent to raom #486 did not latch to remain and cross carridor doors will be checked at that
closed. time.
2. Based on cbservation there is a failure to 11/30/16
maintain the facility's fire safety equipment in a
safe operating condition. Smoke resisting cross
corridor doors are reguired to close completely
and latch in the event of a fire. The occupants in
the facility could be effected if doors do not
completely close and latch to help limit the spread
of smoke or fire to the area of origin.
Finding on 09/15/2018:
a. Adjacent to Room #38 - When released from
their magnetic held open devices the smoke
resistant doors did not completely close creating
a gap between the doors and did not latch closed.
3. Based on observation there is a failure to
maintain the facility's fire safety equipment in a
safe operating condition. Resident room doors
are required to close completely and latch in the
event of a fire, The occupants in the facility could
Division of Health Service Regulation
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latch to help limit the spread of smoke or fire to
the area of origin.

Finding on 09/15/2016:

a. Room #52 - The corridor daor to the room
contacts the door frame preventing it from closing
and latching.

4. Based on observation there is a failure to
maintain the facility's fire safety systems in a safe
manner. Penetrations or holes in fire resistant
rated ceilings could effect the occupants of the
facility by allowing fire and smoke to spread
beyond the area of origin.

Findings on 09/15/2016;

a. Special Care Unit telephone Room - There is a
gap in the fire resistant rated ceiling where it is
penetrated the fire sprinkler piping.

b. Telephone Reom - The slesve for the data
cabling that penetrates the fire resistant rated
ceiling is epen on the bottom of the sleave,

5. Based on observation the facility was not
maintained in a safe manner by a failure to
maintain electrical emergency/safety related
equipment in operating condition. This could
effect occupants of the facility If egress paths to
exits were not illuminated during a power outage
or if illuminated directional exit signs did not
designate exit doors,

Finding on 09/15/2016

a. Special Care Unit - The wall mounted
emergency lights adjacent to rooms #8680 and #6564
did not operate when tested om battery power.

b. Assisted Living - The illuminated directional
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C 188| Continued From page 3 C188
be effected if doors do not completely close and 3a

To maintain the facility’s fire safety equipment

is operating safely, Maintenance Director will ensure
that resident room doors close completely and latch

in the event of a fire. Resident room door #52 repaired
and all doors will be checked monthly to make sure they
close completaly.

11/30/18

4.a=-hb

To maintain the facility’s fire safety systems in a safe
manner, all holes/gaps in the fire resistant rated ceilings have
been repaired. Maintenance Director will ensure that all

like areas are maintained and checked monthly.

11/30/16

5.a-b

Maintenance Director will ensure that all exit signs &
mounted emergency lights are checked during daily walk
thru and properly illuminated at all times. Vendor
{Warden) scheduled to replace lightning at exit doors
and at the main entrance.

11/30/16
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light at the main entrance did not operate when
tested on battery power,

5. Based on observation the maintenance of the
facility's fire safety equipment inspections are not
being recorded per standard practices. If
inspections of fire safety equipment are not being
performed the result could be that the equipment
may not operate properly to provide fire
extinguishing functions which could possibly
effect all occupants of the facility.

Finding on 08/15/2016:
&. There is no record of the portable facility's fire
extinguisher monthly inspections.

Maintenance Director will ensure manthly that all
fire safety equipment inspections are being recorded
monthly in an effort that the equipment is working
properly ta provide fire extinguishing functions.

11/30/116
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