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{c mm{ Initial Comments , {C 0og}

1 Report of Follow-up Survey by Dennis Harreli on
| 4-8-2017.

Several deficiencies were not corrected. Further
action is required.

{C 101}, Existing Licensed Fac- No less than '71 Rules {C 101}

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0301 APPLICATION OF

PHYSICAL PLANT REQUIREMENTS

The physical plant regquirements for each adult

care home shall be applied as follows: i

(2) Excapt where otherwise specified, existing !
!

licensed facilitiss or portions of existing licansed
facilities shall meet licensure and code
reguirements 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 requirements 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
Heallh Service Regulation at no cost;

This Rule iz not met as evidencad by.

1. Based on observation, the facility failed to
meet NC State Building Code at the time of initial
Licensing for corridor doors that are not 1 %4
inches thick and solid core construction or
equivalent. This could affect all residents, staff
and visitors if smoke/fire is not contained in Room |
of origin,

| Findings on September 13, 2016 and 2-7-2017 ) A Ao Sl

" and 4-6-2017:
- | & AHall Happer Room - the corridor door was 1 |
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{C 101}| Continued From page 1 C1N |, e pudt O astalid 5/"’/’“?

: 3/4 inches thick and of hollow construction.

{C 164} Housekeeping and Furnishings-Clean, Repaired | (C 164}

SECTION .0300 - FHYSICAL PLANT
10ANCAC 13F 03068 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; i
i (3) have furniture ciean and in good repair;
(e} This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

! 2. Based on Observation, the facility failed to . 5,{

 keep walls, ceilings, floors or figor coverings and ; Mkﬁﬂh
furnﬂure clean and in good repair. o _‘}*LLJ C/OW A Gt"' f
| Findings on September 13, 2016 and 2-7-2017 /U,,’O fiahs O #a.sba -

| and 4-6-2017: .
e o e Mmmwwm 30/

:.usﬁd H:?agﬂerinr near Bedroom 4 - the gutter /1*{10 e o) -
: :?:mclﬁ;‘: Jgszﬁy from the fascia board and ig not H)LL. p T GO Q2 /11704(,@4_;

i m.ﬂ.‘-—“]‘&
(C 166} Housekeeping-Maintained Free of Mazards {C 158} D{f P d M"aﬁd V%_’)ﬂ f [
7

SECTION .0300 - PHYSICAL PLANT nan
10ANCAC 13F .03068 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

! (8) be maintained in an uncluttered, clean and

: " orderly manner, free of all cbstructiuns and

| hazards, i
' {e) This Rule shall apply to new and existing |
facfiities. }
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{C 186) | Continued From page 2

| This Rule is not met as evidenced by

4. Based on Observation, a hazard was present

due to the possgibility of the backflow of

contaminated water Into the domestic water

supply.

Findings on September 13, 2016 and 2-7-2017

and 4-8-2017.

d a. G Hall Eathroom - the specialty tub had a
sprayer wand with hose long enough to reach into

the gray waler, but appear not to have vacuum

breaker to prevent backsiphonage of gray water

| back into the potable water plumbing lines.

{c 139}] Building Eq_rui_pment Maintained Safe, Operating

SECTION 0300 - PHYSICAL PLANT
10ANCAC 13F 0311 QOTHER
REQUIREMENTS
{a) The building and all fire safety, elsctrical,
{ mechanical, and plumbing equipment in an adult
| cars home shall be maintained in a safe and
- operating condition.
. {k} This Ruie shall apply to new and existing
i facllities with the exception of Paragraph (g}
| which shall not apply to existing facilities.

This Rule is not met as evidenced by:

1. Based on cbservation, the Fire Alarm system
wag not maintained in 2 safe and operating
condition. This would affect residents, staff and
visitars by not providing sarly detection and
activeting the fire alarm system.

Findings on September 13, 2016 and 2-7-2017

: and 4-6-2017:

l'a. The fire alarm panel was showing a frouble

! signal. The troubls code corresponded to the

t felco problem, A through test was performed and

{C 168)

{C 189}
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{C 189} Continued From page 3 {C 189}

the singlke was received by the moniloring
| comipany. Interview of Administrator revealed that
. on fire alarm activation e staff member calls 811,
-! 2. Based on observation, the Fire Alarm system
was not maintained in a safe and operating
condition, This would affect residents, staff and
visitors by not providing early detection and
activating the fire alarm system.
Findings on Seplember 13, 2016 and 2-7-2017
and 4-6-2017:
a.  AHall Dity Linen Cleset in Laundry - the fire
alarm system's heat detecter was dangling from
the ceiling by its powerfoperational wires,
Note: This deficiency was corrected during the
| SUreYy,

3. Based on observation, the building's
emergency equipment was nol maintained in a
safe and in operating condition. This would affect
residents, staff and visitors if they could nof
promptly find their way to an exit during an
smergency.

Findings on September 13, 2016 and 2-7-2017;
b. Intersection of A Hall and Main Hall - there
was no exit sign at this intersect to direct the

| occupants from the Main Hall to turn and egress
! the front or back exits of A Hall,

! Finding on 4-8-2017:

. A melal exit sign had been installed that was not
- an illuminated exit sign as required

| 4. Based on observations, the Building fire

- safety was not maintained in a safe and operating
condition. This could expose residents, staff and
visitors to fire/smoke if nol contained in Room or
cormpartment of origin

Findings on September 13, 2016 and 2-7-2017:

o. SCU Exterior Mech Room - a leak had
deteriorated the firs-resistance-rated ceiling
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{C 189}

Continued From page 4

assembly, (tape and Joint compound coming
apart) and there were holes/gaps around

- equipmentiobjects.

Finding on 4-6-2017:

There was now a hole of approximately 2 ft. by 2
ft. in the fire rated ceiling.

5. Based on cbservation, the facility was not
maintained in a safe manner by having fire rated

; doors not close complately in order to contain

| smoke and fire. This could affect all residents and

i staff by not containing smoke and fire in the fire

{c 199)

compartment of origin.
| Findings on September 13, 2016 and 2-7-2017:
“a. Cross-Corridor fire doors near Kitchen - the
doors hit each other and did not close complétely
when the fire alarm system released the doors.
Finding on 4-6-2017.
The door had been trimmad and would now
close, but there was a gap of about 3/8 inch
between the doors. A gap that farge cannot
prevent the passage of smoke and fire unless an
aslragal is provided.

Exhaust Ventilation

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

' (9) 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
requirament does not apply to facilities licensed
bafore April 1, 1984, with natural ventilation in
these specified spaces:

{1) soiled linen storage;

I {2} soil utility room;

" {3) bathrooms and toilet rooms,

{4) housskeeping closets; and

{C 168}

{C 199}
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{8} laundry area.
(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:
|2 Based on Observation, the facility failed to
! provide ventilation in areas where odoers are
| generated or reguired. This could affect all
residents, staff and visitors by subjecting them %o
odaors,
Findings on September 13, 2016 and 2-7-2017
and 4-8-2017:
b SCU Laundry - there was no exhaust
ventilation system in this area,
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