Division of Health Service Regulation

PRINTED: 06/06/2017

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HAL035024

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: 01 COMPLETED
B. WING 05/25/2017

NAME OF PROVIDER OR SUPPLIER

100 SUNSET DR
YOUNGSVILLE, NC 27596

FRANKLIN MANOR ASSISTED LIVING CENTEF

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY)

C 000

C 164

Initial Comments

Report of a Biennial Construction Survey by Billy
S. Bryant conducted on 05/25/2017.

A review of records indicated this facility was first
licensed on 07/09/2013. The facility is currently
licensed for as a 54 Bed Special Care Unit.
Therefore the facility was surveyed for
compliance with the applicable portions of the
2012 Edition of the North Carolina Building
Code(s), Institutional Occupancy, and for
conformance with the 2005 Rules for Licensing of
Adult Care Homes of Seven or More Beds in
effect at the time of initial licensure.

Housekeeping and Furnishings-Clean, Repaired

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 chronic unpleasant odors;

(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:

1. Based on observation a section of the corridor
wall and ceiling was not maintained in good
repair.

Finding on 05/25/2017:

a. Corridor - A water leak has damaged the wall
and ceiling above the entrance door to room
#137.
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C 185 Fire Safety-Rehearsals on Each Shift C 185

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0309 PLAN FOR
EVACUATION

(b) There shall be rehearsals of the fire plan
quarterly on each shift in accordance with the
requirement of the local Fire Prevention 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 rehearsals, 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 a review of records the facility has
not conducted rehearsals of the fire plan quarterly
on each shift in accordance with the requirement
of the local Fire Prevention Code Enforcement
Official.

Finding on 05/25/2015:

a. Areview of provided records revealed the
provider did not have documentation for the
rehearsals of fire drills for any of the 3 work shifts
for the months of June, July, and August .

C 189 Building Equipment Maintained Safe, Operating C 189

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
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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 facility did not
maintain electrical emergency/safety lighting
equipment in safe operating condition. This could
effect occupants of the facility if egress paths and
exits were not illuminated during a power outage.

Finding on 05/25/2017:

a. Corridors - The wall mounted emergency light
fixtures adjacent to rooms #126 and 139 did not
operate when tested on battery power.

b. TV Lobby - The wall mounted emergency light
fixture has dual lights, when tested only one of
the light fixtures worked.

C 199 Exhaust Ventilation C 199

SECTION .0300 - PHYSICAL PLANT
10ANCAC 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
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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 there is an absence of
exhaust ventilation in spaces required to have
exhaust ventilation. Failure to exhaust air from
the designated areas could effect the occupants
of the facility by not removing odors, fumes or
possible air borne contaminates from areas or
rooms required to have exhaust ventilation.

Finding on 05/25/2016:
a. 100 Hall - The central exhaust system for the
entir 100 hall was not working.
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