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Initial Comments

Construction Section Biennial Survey report by
Frank Strickland and Billy Bryant on 08/31/2017:

The facility was first licensed on 02/03/1997 for
Ninety-Seven (97) residents, including Sixteen
(16) Special Care Residents. Based on this
information, we are requiring that this facility meet
the 1996 Rules for the Licensing of Domiciliary
Homes and the 1996 North Carolina State
Building Code, Section 419- Institutional
Occupancy; and the applicable portions of the
2005 Rules for Adult care Home of Seven or
More Beds.

Deficiencies have been cited and a Plan of
Correction is required.

Outside Premises-Clean, Safe

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT

(m) The requirements for outside premises are:
(1) The outside grounds of new and existing
facilities shall be maintained in a clean and safe
condition;

This Rule is not met as evidenced by:
1-Based on observation, this facility has not
maintained the exterior in a safe condition.

Finndings on 08/31/2017:

There are vinyl ceiling panels that are located at
the rear Lower Level Covered Courtyard Porch
that are missing and have fallen to the ground.
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Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT
10ANCAC 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:

1-Based on observation, this facility has not
maintained in a safe manner by improper storage
of oxygen cylinders. This could affect all
residents and staff by potentially exposing them
to hazards for a ruptured cylinder.

Finndings on 08/31/2017:

There are oxygen bottles in Room 9 that are not
secured to the structure or stored in approved
racks.

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:
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1-Based on observation, this facility has failed to
be maintained in a safe condition.

Findings on 08/31/2017:
The ceiling construction is damaged at the Lower
Level Stair Tower on the Cresent Side.
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