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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Survey by Ed Miller, conducted on September 13, 
2018.

Deficiencies were cited that will require a new 
Plan of Correction.

 

{C 189} Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 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:

{C 189}

2.  Based on observation, corridor doors are 
prevented from closing quickly and latching to 
resist the passage of fire and smoke.  Corridor 
doors that do not close completely and latch 
present the possibility that a fire that begins in 
one space can quickly spread to the corridor and 
the remainder of the facility.
Findings on 9/13/2018 include;
a.  The smoke barrier door did not close 
completely and latch when activated by the fire 
alarm system. Per interview with Manager, a 
replacement door has been ordered, 
b.  The edge of the smoke barrier door is 
damaged and does not fit the opening properly to 
be resistant to the passage of smoke. Per 
interview with Manager, a replacement door has 
been ordered,
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c.  The right leaf of the dining room doors did not 
latch when closed. Per interview with Manager, a 
replacement door has been ordered.
d.  There was a hole at the latchset through the 
door to the personal hygiene closet.

Division of Health Service Regulation

If continuation sheet  2 of 26899STATE FORM PH9S22


