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Initial Commeants

Report of Construction Section Biennial Survey
by Dennis Harrell on 1-11-2017,

Records Indicate this facility was orginally
constructed and licensed as a nursing home. The
facility was licensed for the first time as an Adult
Care Home on 6-29-2012, (submitted on
§-23-2011). The facllity is cummently licensed as g
60 Bed Special Care Unit. Tharefore the facillty
was surveyed for conformance with 2005 Rules
for Licensing of Adult Care Haomes of Seven or
More Beds in effect at the tme of initial licensurs
and applicable portions of the 2008 Edition of the
Marth Carclina State Bullding Coded(s),
Institutional Occupancy.

Must Have Current San, & Fire Safety Reports

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0302 DESIGNAND
CONSTRUCTION(

fi The facllity shall have current sanitation and
fire and bullding safety inspection reparts which
shall ba maintained In the home and avallable for
review.

This Rule is not met as evidenced by:

Based on a review of documents, the most recant
Fira Marshal bullding safety inspection report was
dated 12-18-2015. Buildings must ba inspected
and approved annually as required lo ensure all
systems can operate proparly In an actual

smargency.
Housekeeping-Maintained Free of Hazards

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

G000

1N

C 166

Wie have requested an annual Fire Marshall
building safety inspection. Estimated completig
A112017
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FURNISHINGS

{a) Adult care homes shall;

(6) be maintained in an uncluttered, clean and
orderly manner, free of all cbatructions and
hazards;

| (&) This Rule shall apply to new and existing

facilities.

This Rule e not met as evidenced by:

1. Based on observation, there was no key onsile
to allow entry Into the front hall Business office
and Business office file room to survey for
hazards,

2, Based on cbservation, a drain grate was
migsing on & 4 Inch drain through the sidewalk
from the 3rd floor, The missing grate presented a
trip and fall hazard,

3. Based on obsarvation there was & hasp and
padlock on the outside of the door to the walk-in
coaler on the back hall. Latching hardware that
can only be operated from one side of the door,
such as hasps and padlocks, present the
possibilty that someona could be trapped in the
cooler,

4 Based on observation, a sink had baean
removed in the 3rd floor storage bshind the nurse
station. The drain had been sealed with foam.
Drains that are not sealed propery could allow
noxious, combustible odors and possibly harmiul
bacteria to enter the facility.

5. Based on obsarvation, the wasta traps had
baen allowed to become dry in the tolet and sink
in the bathroom near the riser room. Dry waste
traps allow noxious, combustible odors and
possibly harmful bacteda to enter the facility,

£ 166

The

The hasp has been removed.,

The drain has a plug installed.

City water has been turned off . trap fillad with
water, no adors

4" drain grate has been replaced. 362017
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Continued From page 2

8. Based an ohsarvation, part of the latch
assembly was missing on the 1 hour doors to the
laundry. The missing hardware exposed sharp
edges,

Fire Safaty-Rehearsals on Each Shift

{ SECTION 0300 - PHYSICAL PLANT

10A NCAC 13F .0308
EVACUATION

(b) Thera shall be rehearsals of the fire plan
guarterly on each shift in accordance with the
requirement of the local Fire Prevention Code
Enforcement Official.

{¢) Receords of rehearsals shall be maintained
and coples furnished to the county department of
soclal services annually, The records shall
include the date and time of the rehearsals, the
shift, staff members prasent, and a short
description of what tha rehearsal invobved.

{f) This Rule shall apply to new and existing
facilities,

PLAN FOR

This Rule Is not met as evidenced by

Basad on a review of documents, the records
svailable onsite included no description of what
tha rshearsal involved.

Building Equipment Malintained Safae, Operating

SECTION .0300 - PHYSICAL PLANT

10A MCAC 13F .0311  OTHER
REQUIREMENTS

{a} The bullding and all fire safety, electrical,
mechanical, and plumbing equipment in an adull
care home shall be maintalned in a safs and
operating cendition,

(k) This Rule shall apply to new and existing
facilities with the excaption of Paragraph (&)

C 156

C 185

C 189

A part has been orderad for the latch assembly,
Estimated completion: 4112017

We will do three rehearsals per quarter. All
employees involvad will sign documentation
stated their acknowledgement of rehearzal.

CEFICIEMGY)
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which shall not apply ko existing faciities,

This Rule |s not met as evidenced by:

1. Based on observation the requirad one-hour
fire rated walls andfor ceilings were compromised
in saveral locations, Holes and penetrations that
are not sealed with materials approved for use In
one-hour fire rated construction presant the
possibility that a fire that begins in one space can
quickly spraad to other areas of the facility,
Findings include;

a, Fire rated celling tiles damaged or misslng in
areas lhroughout the 3 story portlon of tha facility.
b. Fire rated suspended ceiling grid and tiles
missing in storage closet on the back hall,

¢, Holes in the wall in the back bullding men's
resiroom,

d. Hole in the celling of the linen closet near
room 105 on the front hall,

&. Hele in the calling of the med room,

f. Hole in the wall of the copy reom,

g. Holes in the wall in the ingesfible room,

k. Holes in the wall in the employee loungs.

2. Based on observation, many cormridor doors
are prevented from clesing quickly and latching lo
resist the passage of fire and smoke. Corridor
doors that do not close completely and latch
present the possibility that a fire that bagins In
one space can quickly spread to the corridor and
the remainder of tha facility.

Findings include;

a. Baoth sets of smoke barrler doors on the front
hall net latching propery when activated by the
fire alarm system. One door latches to the other
door but that door fails to latch to the frame.

b. The smoke barrler doors near the elevator do
not latch when activaled by the fire alarm system.
c. Hale thraugh the door to the activity roam.

C 188

a, & b, an order has been placed for ceiling
tile and suspended ceiling grid. Estimated
completion: 401 1/2017

¢ d, & f g, and h....all holes have baan filled
with UL rated fire caulk.

The lacking machamsm for the smoke barrier
doors has been rapaired.

The smoke barrier doors near the elvator havd
been repaired and now latch,

Hole in activty room door has been repaired.

382017
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d, Latchset removed from door to riser room, d, & e, latchsets have been replaced, a/9/2017
&, Lalchset removed from door to Business office
on back hall,

3. Based on obeervation, the battery powered The batter powared emargancy light in the 2nH
emergancy light in the 2nd floor stairway would floor stairway has been replaced.

not work when tested, Battery powered !
emergency lights that will not work properly for at
least 30 minutes could endanger the residents
and staff,

32017

i |

4. Based on observation, the exit doars to the An exit sign for the exit doors to the stairway
stalrway on ths 2nd and 3rd floors are not marked second floor has been ordered, Estimated
with an iluminated exit sign. The exit signs completion date: 4/11/2017

provided are In the center of the corrider more
than 10 feet away.

5._ Based an Dbﬂﬁh?thn. the cover E'atﬂ was Cover plate has been installad on elactrical
missing on an ekectrical junction box in the 2nd junction box in the 2nd floer linen storage, sz

floor linen storaga,

C 191 Unvented & Porable Elec. Heaters Prohibited Ci:

SECTION 0300 - PHYSICAL PLANT
10ANCAC 13F .0311  OTHER
REQUIREMENTS

(b} There shall be a healing system sufficient o
| maintain T8 degraes F (24 degrees C) undar
| wintar design conditions. In addition, the
following shall apply to heaters and cooking
appliances,

{2) Unvented fusl buming room heaters and
portable electric heaters are prohibited,

(k} This Rule shall apply to new and existing
facllities with the exception of Paragraph (e)
which shall nat apply to existing facilities.

This Rule is not met as evidenced by:
Based on observation the facility failed to adhere
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to the prohibition of portable electric heaters.
Partable electric hestars are a polential fire
hazard and as such could effect all occupants of
the facility.
Finding Includes; ;
Thera was a portable alactric heater in use in the The portakle electne heater is gone. 392y
elevator room,
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