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Initial Commenis

Report of Construction Section Biennial Survey
by Dennis Hamell on 4-18-2018.

Recards indicate this facilify was first licensed on
5-1=1971, for 60 resident beds. Based on the
above information, the facility is required to meet
the 1971 Minimum and Desired Standards and
Regulations for Homes for the Aged and Infirmed;
the applicable portions of the 2005 Rules for Aduit
Care Homes of Seven or More Beds; and fhe
1967 North Carolina State Building Code, Section
407.1, Group D-2, Institutional Occupancy.

Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall;

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

(&) This Rule shall apply to new and existing
facilities.

This'Rule is not met as evidenced by:

1. Based on observation, an exterior exit path
was not maintainad unciuttsred and frea of
obstructions.

Finding includes:

A cart was blocking the exterior exit path from the
exit near the handicap bathroom. Note; This
deficiency was corrected during the survey.

2. Based on observation, the facility was not
mairtained free of hazards.

Finding includes:

One of the supports was broken on the handrail
for the basement stairs.

C coD

C 166

1.

2

Corrected during inspection. 4/18/1
Cart was relocated, and staff
was instructed to not block

exterior exit path.

Handrail support replaced 5/2/18
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bathroom 2 was loosely mounted. A loose
handgrip could fail and cause a resident to fall.

C 189 Building Equipment Maintained Safe, Operating | C 189

SECTION .0300 - PHYSICAL PLANT
T0ANCAC 13F 0311 OTHER
REQUIREMENTS

(@) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shali be maintained in a safe and
operating condition.

fadﬁesﬁﬂrﬂ:eexcepﬁonoﬂ’ﬁagraph(e)
which shall not apply to existing facifities.

This Rule is not met as evidenced by:

1. B&edmommaﬁon,mmwmmm
maintained in a safe condition because of exit
signscouldde!ayorpreverﬁanevamaﬁoninan

emergency.

Findings include:

a. The exit sign near the front door did not work
on battery when tested.

b. The exit sign near the emergency exit at room
:;1 ?ﬁe“;’:,t s;gno:earﬂ,e smoking area exit did la-f All emergency exit sign 4/20/18
not work on baitery when tested. backup batteries have been
d. The exit sign near the dining room door did not replaced

work on battery when tested.

e. Theexitsignnearmeexitbyﬂ'te kitchen did
not work on battery when tested.

f. Theexitsimnearﬂreh:mdrytﬁdnotworkon
battery when tested.
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Fifl:llﬂgs' include;
a. ﬂvesnmkebmrierdoornearmedmom1
does not close and latch when
adivﬁedbyﬂreﬁreaiannsysﬁem.

b. Thesrnokebafﬁerdoornearsiohazam
Shiagedo&smﬁosemmmlyandm
anacﬁvaﬁedbymemeahmsyswrn_

c. Thereis a wire i

d. ThedoortomomZSiscﬁﬁicuﬂtocloseand
then very difficult to open.

e. Thedoork:romn?ﬁﬂnoﬂam.mchsed_
f ThedooriaoroomZOwﬂnotlatchwhendosed_

wasoorrectedduringmesuwey.

h. ﬁsedmrtarm4d0&ndﬁtﬂmopemng
pmpeﬂ?mbemislamtoﬂ)epmsmeofsmke_
i ﬁledoortonwdromn1doanotﬁtme
opening properly to be resistant to the passage of
smoke.

i- Thedoortoroomudoesnotﬁtﬂ:eoperﬁng
Pfopeﬁyﬁoberesismmtomepassageofsmoke,
k Thefeisnodoorstopprwiﬂedatmempof

m. ‘I'hedoortodo;wmai:shmﬂ:apbammmn
"Ofﬁtﬂ‘eﬂpe"iﬂgpfmeﬂytoberesisiamtoﬂre
passage of smoke,

All door issues noted 5/10/18

have been addressed by
our commercial door
contractor.
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n. Thedoortodowmlairshandicapbaﬂtmnz
notﬁtﬁueommpropalymbemistammme
passage of smoke.

0. ThedoortoroomZZwasﬁedopenwﬁha
clothes hanger.

one-hour fire rated construction present the
possibi&tyﬂlataﬁrematbegiminonespacecan
qdcldyspreadtooiherafeasofﬂ'nefadﬁty.
Findings include:

a. Holes(Z)inﬂ'zewaﬂaboveﬂledooraiann
panel,

b Unsea!edm'mpeneﬁaﬁonmmebﬁemem
ceiling,

C. Unseaiedpatchmthebasementceiﬁng.

. Holes have been repaired and
Sealed with fire proof caulking
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