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Initial Comments

Construction Section Biennial Survey report by
Frank Strickland on 04/24/2018:

This facility was licensed on 03/16/1990.
Therefore, we are requiring this facility to meet
the 1984 Rules for Homes for the Aged, the
applicable portions of the 2005 Regulations for
Adult Care Homes of Seven or more beds and
the1978 Edition Volume | of the North Carolina
State Building Code-Section 409-Instutional
Occupancies. The Facility is currently licensed
for TWELVE BEDS.

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

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 been
maintained in an uncluttered and clean manner.

Findings on 04/24/2018:

The HVAC grilles in all the room have excess
particulate build-up.

Building Equipment Maintained Safe, Operating
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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:

1-Based on observation, this facility has failed to
maintain the fire-safety equipment in a safe and
operating condition.

Findings on 04/24/2018:
The exit sign adjacent to Room 6 is not illumated
and does not operate when tested.

C 199 Exhaust Ventilation

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
facilities with the exception of Paragraph (e)
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which shall not apply to existing facilities.

This Rule is not met as evidenced by:
1-Based on Observation, ths facility failed has
failed to provide exhaust ventilation.

Findings on 04/24/2018:
No mechanical exhaust ventilation has been
provided in the Laundry Room.
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