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R , Response Preface
C 000} |nitial Comments C 000 _Thf: %';vlde_rlsubnﬂtsthls Plan ufc;rfecﬂ_qn (PC:'CJ In accordance with
specific regulatory requirements. The Provider does riot denote
_ . \ = agreement with the Statement of Deficlencles nor does it co:stitute
Report of a Construction Section Biennial Survey an admission that the stated deficiencies are accurate,
by Ed Miller, conducted on November 16, 2018.
?’hedPnl:vt(ﬁz_;ubrnits ;hlj POC with the in}enﬂan that it be
: f f 1 nadmiss thi in any civil or oiminal actiol inst
Records indicate this facility was first licensed as the P_,m,,de,oﬁ’az';”em;,o";e“fagéz'}fomc;fd,-:c{‘;'i,gh’;;ﬁ{;,‘;
a Home for the Aged serving 60 residents on fme l;ul'n\r_i&;r-t‘fhe Prlovidehrehe_fe_bz;_egiwesme right to thallenge
. . o & $ time the Provi i !
1-11-1996, Therefore, the facility is required to (1) ar el Upon to acversely nfluence o svrve 84 bas ot
meet the 1996 Rules for the Licensing of Adult way, forghef-s:hdionagglnriﬁeﬁm" ;‘ffutﬁlfémdfeﬁ{ﬁrfv'r'anv
r P " : ncrease iy future remedies, w
Care Homes, the applicable portions of the 2005 the State of North Carolina orany_otrh:‘:enzletr)l-j,-or[e;)as:’rv:ﬁgsae:yb\.zay.
Rules for Adult Care Homes of Seven or More 1o facifitate of promote action by any third party bgainst the Provider,
Beds, and the 1996 North Carolina State Building
Code Section 409.1- Group -2
Deficiencies were cited that require a Plan of
Correction,
C 101| Existing licensed Fac- No less than ‘71 Rules c101 Plan of Correction — C-101
: The provider believed it was in compliance with
SECTION .0300 - PHYSICAL PLANT providing all rgguired exlg access doors with exit
10A NCAC 13F .0304 APPLICATION OF signs. The faCIhty has p0||C|E§ andprocedurés
N _ "designed to maintain these goaks, Maintenance
PHYSICAL PLANT REQUREMENTS _ work orders, routine maintenance checks, safety
The physical plant requirements for each adult committee audits, and various quality assurance
care home shall be applied as follows: measures are examples of the many components
(2) Except where otherwise specified, existing utilized.
licensed facilties or portions of existing licensed
facilities shall meet licensure and code o
requirements in effect at the time of construction, Bxlt signs weve mounted above all required exitsin 11 /58 /19
change in service or bed count, addition, the Dining Room,
renovation, or alteration; however in no case shall
the requirements for any licensed facility where The Mainitenance Director will assura that all
no addition of renovation has been made, be less requ‘lr.e_d_ exit.sl'gns_rgmaln above the required exit:
than those requirements found in the 1971 doors by‘i'nc_luding visual checks of such during the
"Minimum and Desired Staridards and community’s monthly exit light testing. These
- P > " checks are part of the community’s Quality
Regulations" for "Homes for the Aged and Infirm", ove
neEyUd » s Improvement and Safety Program.
copies of which are available at the Division of
Health Service Regulation at no cost;
This Rule is not met as evidenced by:
1. Based on observation, the Building does not
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C 101 i Cc101 .
Continued From page 1 The Maintenance Director inspected the entire
meet the code requirements in effect at the time bullding to assure that the required exit signs were
of initial Licensing or alteration, by not providing In place. All required exit signs were In compliance.

all required exits or exit access doors with exit
signs. This could affect residents, staff, and
visitors by not providing egress directions for a
prompt évacuation of the building.

Findings on November 16, 2018:

a. Dinning - this room does not have exit signs.
for all of its required exits,

C 150 Corridors-Free of equipment and Obstructions C 150 Plan of Correction - C-150 L
The providerstrives to ensure‘that the cordors are frea of all
equipment and other obstructions, The Facllity has policies and
SEGTION .0300 - PHYSICAL PLANT precedsdsgned o e gods Moot
10A NCAC 13F .0305 PHYSICAL vai'iou;quaﬂtyassurance measures are examplés of the many
ENVIRONMENT companents utillzed '
1NeN nized,
' : i . The tray rack and empty boxes that were obstructing the kitchen exit
(Q) The _re_qmrements f_or cotridors are were removet and the deficlency was cormected priugr tothe 1 1/15/18
(4) Corridors shall be free of all equipment and Construction Surveyor departing the premises, '
other obstructions. P\e Execuit;\'esvlrector rr:}z:‘rti]e;&v«ved th;ﬁndings fr.t;:::he DHSR
anstruction Survey with QA members during the facifity's monthty 12/19/1
. . - . ) QA Meeting. g 3
This RUle_ Is not met_ a? ewden?ed_ by: Department Managefs and staff were re-educatéd an the Impartance .
1. Based on observation, corridars are not free ?fconlirgluouslymo_niioring ;xiu and corvidors to assure that theyare ' 12/18/19
. . . : ree of all equipment and other obstructions. A pesting remindin
of obstructions. This would affect all residents, Staft was also Qisplayed gt the ime dock. % 111/20/18
staff, and visitors by slowing or obstructing egress o Other A
during an emergency o1 Other Areass :
ishiet ' ] The Maintenance Diractor inspected the antire bullding to assure that
Findings on November 18, 2018: corridors were free of all equipment and other obstructions. No othes
a. Kitchen - there is a tray rack and many empty concems were noted,
boxes, obstructing the exit. Deficiency corrected
before Construction Surveyors departed site.
C 160 Outside Premis‘es—CIean. Safe € 160 %aen;:rig?dl;ﬁ:ce_sg]eﬁrium that the outside premises are
'ma]nt;lned Ln a cle;r; and safe cnr;l‘ition. Trlmse facility has pdlicles and
SECTION .0300 - PHYSICAL PLANT procedures deslgned to maintain these goals. Maintenance work
¥ orders, routine malntenance checks, safety committee audits, and
10A NCAC 13F .0305 PHYSICAL variotis qualltyassurance measures are examiples o‘f'i:: mansyan
ENVIRONMENT components.utifized,
f v P : ; ie e Prior to the Inspectian, plans were in pracess ta tear down the
.(m.) The rqutrements for, outside prem_lsgs are: wooden stalrs at the back of the building. However, a cement
(1) The outside grou nds of new and eXIstlng walkway needs to be poured leading to the other set of stairs, prior to
facilities shall be maintained in a clean and safe e 2y e ek p du o Inclement
condition; '
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N The other set of stalrs that are In safe tondition, {5 1used b
C 160| Continued From page 2 C 180 staff, instead of using the wooden stairs, Resldents, nurvisitors,y
has access to either set of stalrs. This entrance s for employes use
anly, o _
This Rule Is not met as evidenced by: ,f'agiﬁ‘r-?1@%‘;’.‘-1@3‘;’{?‘}“‘%&? i@ﬁ;ywﬁe_rﬁ,j'gom'er ta successtully
. Based on observation, the outside grounds Jcompete M destiction o foe anden A
1 ~ astEd 0? ?tl)se;v. tion Ithe Ut§|defg n The Maintenance Diréctor Is responsible for monitering outside
Werg {‘0 maintained in a clean anc safe gr?uncils am‘i buildigg,alleastmonthly, ta assure that cleanliness and
condition: safety i maintained,
Findings on November 16, 2018: !Ighgl';l)tlher»\reas- oo "
y : . _ ; aintenance Director Inspected the entire axtedor buyilding to
a. WQOden Stalrs off Bac‘k Deck sgveral treads assure that there were no other areas that were notmalnt‘aineg ina
are loose and spongy making the stairs cleanand safe conditian, No ather concerns were noted,
hazardous to traverse, '
i I i _ i Plan of Correction = C-164
c 164 Housekeeping and FUI’H]ShIﬂgS Clean' Repalred C 164 The provider strives to ensure that the buliding mechandcal systets
are kegt cles:jn a‘;dli:igood ﬁepai"' ;he faclll!ty r;:; pollcies and
SECT'ON 0300 " PHYS|CAL PLANT pracedures designed o maintain these goals. Malntenance work
TN oA arders, routine maintenance thecks, safety committee audits, and
1 UA NCAC 13F .0306 HOUSEKEEPING AND various quallty assurance measures are examples of the malnsyan
FURNISHINGS companents utilized.
(a) Adult care homes shall: The ventitation system with radlation dampers throughout the
(1) have walls, ceilings, and floors or floor cammunity have been cleaned and are in good repalr, 12/19/18
coverings kept clean and in good repair; The hl'lalntanance Dlrelctorls-respglnslbleformotr]nltpring the
) H . ventilation syster, at least manthly, to assure that it is kept clean and
(2) have no chronic unpleasant odors; In good repan, 4 Pt clean an
(3) have furniture clean and in good repair,
Thi Y isti I af Other Areas-
(_e_) \ Th|s Rule shall apply to new and emstmg After cleaning the ventilation system throughout the community, the
facilities. Malntenance Diréctor re-inspected the entire community’s ventilation
systern with radiation dampeérs to assure that the entire ventilation
system was free of dust and in good repalr,
This Rule is not et as evidenced by:
1. Based on observation, the building
mechanical systems are not kept ¢lean and in
good repair,
Findings on November 16, 2018;
a. Entire Building - the ventilation system
throughout the Facility with their radiation
dampers have an excessive accumulation of
dust/lint.
# ; . ; Plan of Correction —C-185
C 185 Fire Safety Rehearsals on Each Shift C 185 The provider strives to ensure that fire safety rehearsals are
performed quart;rb[' on!each shiftin accordgnce'\fnlm the
_ requirement of the local Fire Prevention Code Enforcement Offlcial,
SECTION [0300 - PHYSICAL PLANT The facility has palicies and procedures designed to malntaln these
10ANCAC 13F .0309 PLAN FOR goals. Safety committae audits, and vasious quality assurance
EVACUATION measures are examples of the components utifized,

L -
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i ‘ The Executive Director, afong with the Maintenance
C 185| Continued From page 3 €185 Director Identified schedulingg needs for future 11/20/18
(b} There shall be rehearsals of the fire plan monthly fire safety rehearsals based on the shift
quarterly on each shift in accordance with the rotation requirement.
requirement of the local Fire Pravention Code - . _
Enforcement Official. The Maintenance Director is responsible for assuring |
; that fire safety rehearsals are conducted and
(c) RBGPrdS of r ehearsals shall be maintained documented as required. The Maintenance Director
and copies fumished to the county department of and Executive Director are responsible for
social services annually. The records shall moriltoring fire safety rehearsal drifls, at least
include the date and time of the rehearsals, the monthly, to assure that shift rotation is maintained
shift, staff members present, and a short and documented in accardance with the local Fire
description of what the rehearsal involved. Prevention Code Enforcement Official.
(f) This Rule shall apply to new and existing
facilities.
This Rule is not met as evidenced by:
1. Based on Record review and interview with
Executive Director/Administrator/Maintenance
Director/Technician/Manager, fire safety
rehearsals are not being performed regularly with
at least one per shift for each quarter,
Findings or Novernber 16, 2018:
a. Inthe 1st quarter for the last 12 months, no
rehearsals were was perfarmed during 3rd shift.
b. In the 3rd quarter for the last 12 months, no
rehearsals were was performed during 3rd shift.
¢. Inthe 4th quarter for the ast 12 months, no
rehearsals were-was performed during 1st and
Znd shifts.
C 189 Building Equipment Maintained Safe, Operating | C 189 Plan of Corraction - C-189

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}

The provider strivas to ensure that the building,
along with all fire safety, electrical, mechanical and
plumbing equipment Is maintained in a safe anid
operational condition, The facility has policies and
procedures designed to maintain thiase goals,
Maintenance work orders, routine maintenance
thecks, safety commiittee audits and various quality
assurance measures are examples of the many
components utilized.
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maintained in a safe and operating condition,
because the commercial kitchen hood's fire
suppression system lacked the inspections,
maintenance, and documentation required to
ensure a properly working system. This could
affect residents, staff, and visitors if the
commercial kitchen hood's suppression system
fails to operate properly when needed.

Findings on November 16,2018:

a. Kitchen -since the last semi-annual
maintenance of the commercial kitchen hood's
fire suppression system, performed in July 2018,
there has been no documentation of the monthly
in-housefowner inspections.

3. Based on observations, the Building fire
safety was not maintained in a safe and operating
condition. This could expose all to fire/smoke if
not contained in room of origin.

Findings on November 16, 2018;

a. Riserroom - there is a gap around a flue, not
firestopped as it penetrates the

areas of concern immediately to a Department
Manager or Shift Supervisor,

All Department Managers will assist in monitoring
doors for pathway obstructions; chack smoke
barrier doors for positive latching; be obsarvant for
doors belng wedged/propped open with any items;
and monitor storage areas to assure that items are
stored below the outlined ceiling clearance space,
and check oxygen concentrators and other medical
equipment for proper plug directly into an outlet.

The Maihtenance Director will be responsible for
manitering the facility, at least monthly, to assure:
all Emergency Lights and Exit Signs illuminate when
tested, the kitchen hood fire suppression system is
checked and initialed, fire- wall penetrations are
sealed, exits are free and clear of obstructions; no
doors throughout the facllity are wedged open with
any type of device or item; all storage areas have
items and/or supplies stored at least 18 inches
below sprinkler heads and oxygen concentrators
and other medical equipment is properly plugged
directly into the outlet.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 COMPLETED
HAL034090 B WiNG 11/16/2018
NAME ©F PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
6401 HOLDER ROAD
CLEMMONS V
NS VILLAGE | CLEMMONS, NG 27012
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION {x5)
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G 189| Continued From page 4 C 189 Pathway obstructions, doors that positive latch, fire
' barrier penetrations, door propping and storage
which shall not apply to existing facilities. height are evaluated atleast quarterly as part of the
Quality Improvement (Ql) and safety audits,
Th'SBRUIQ 18 noLm_et at? ewdhencegi t?y‘. , The Executive Director reviewed the findings from
1. Based on observation, the building's the DHSR Construction Survey with QA members | £2/15/18
emergency eqmpment was not rpalntamed ina during the facility’s monthly QA Meeting.
safe and operating condition, This would affect all
if they could not promptly find their way to an exit ,
ey pPromptly jinc Y The Maintenance Diractor, Executive Director and 12/18/19
during an emergency. , v
Findi N ber 16. 2018: Resident Care Director re-educated facility
Indings on ikovember 16, U108 o department managers and staff regarding means of
a, Corridor near Bedroom 10 - the wall-mounted egress for obstructions; fire door closures for correct
self-contained emergency light did not illuminate operation and positive latching; use on other docrs
on backup power when the test bution is pushed, not Identified for props and/or wedges, storage
b. Entire Building - the exit signs do not have areas for correct celling clearance, and proper plug
test buttons to confirm backup power and there is for axygen concentratars and other medical
no generator. equipment.
. o The Administrator posted a reminder notice at the
2. Based on observation, the Building was not time clock for all staff to report any of the above 11/20/18
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C 189 i - ‘ 1. o
189 Continued From page 5 C 189 a. Emergency Light- The Malntenance ﬁirectorrepalred the wall- 11/25/18
. . e mounted sélf-contained emargency light In the corridor near
flre~re_slstance-rated Cel"ng {:lssemlq!y. . Bedroom 10 so thatthe light llluminates on backup power when the
b' Riser room - there a Sprlnkler plpe is sealed EESE;‘:;Z:? p:fsttil:émarchlng(he exit lights, it was idasitified that
. ; X - Afte i it was Idesitifled tha
with gypsum tape as it penetrates the the exlt slgns are hard wired Into the emetgency ights. To test the
fire-resistance-rated celling assembly. Gypsum ey JODt st buttors wére prossed and l et
3 : 4 2f, MO
tape over a hole is not be approved to seal this taken. Pre actones
type of penetration. i Kitchen Hood Suppression Systerm - The Maintenance Director was 11/29/18
re-trained by tha Execitive Directar regarding the requiremant to.
4. Based on obse‘rvation, the smoke t'ight ;he‘ickand (nlt1al the kitchen hood suppression system on @ monthly
. X . 5.
corridor doors are not maintained in a safe and 5
' it a. Riser Room - The Malntanance Director sealed the gap asound the |1 4,
operatlng condition. flue with a 1-hour fire rated sealant. . 11/25/18
Findings on November 16, 2018: b. Riser Roomm —The Maintenance Director remaved the gypsum tape
a. Bedroom 7 - the corridor door did not lateh :rom the sprinkler plpe-ard saated it with 2n fira rated sealant,
into its frame when closed, 2. &b, Bedroom Doors Roam's 5 & 7 - The Maintenance Diractor 1
b. Bedroom 5 - the corridor door did not latch 'rj?palred both doors to assure proper closure and latching, 1/29/18
into its frame when closed, 4. Nurse Station Electrical Pane! «The Malntenance Director replaced

the two open slots in question with the appropriate breaker to assure 1 1/ 25/ 18
_ ) " _ that Itis guarded against accldental contact.
5. Based on observation, the Facility failed to 6

. . . a: Basement Storage -~ The Maintenance Directar removed tha items i
malnta]n the el“aptrlcal s.ystem in a safe and In question that were-obstructing the fire sprinkler head, 12/3/13
operating condition. ' 7

a. Bedroom Door Room 33 - The Malntenance Director remaved the

Findings on November 1 6, 201 8. trashean and repalred the door to assure proper dosure and latehing. | 1 1/16/18

a. Nurse Station - electrical panel A has two b. Laundry Room Door — The Maintenance Director unobstructed the

open slots were breakers have been removed or goortoassure proper losire and atching.

blanks fell out. This allows access to energized 'a. & b. Bedrooms 33 & 36 ~ The Mairitenance Director and Med Tech 11/16 ,
components that are not guarded against :fsmﬁnnetﬂ’?:ﬁhimm plugged the oxygen concentiatars 16/18

accidental contact,

6. Based on observations, the Building was not
malntained in a safe and operating condition, The
fire sprinkler heads have become obstructed.
This could affect all if the fire sprinkler heads'
spray cannot reach are area of a room.

Findings on November 16, 2018;

a. Basement Storage - items are being stored
within the area 18 inches below the fire sprinkler
head.

7. Based on Observation, the corridor doors are
not maintained in a safe and operating condition.
This affects all by not containing smoke and fire
in the room of origin.

Division of Health Service Regulation
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C 189| Continued From page 6 C 183 |Id of Other Areas-

The Maintenance Director inspected all doorways for

Findings on November 16, 2018 obstructlons; fire door closures for correct operation

a. Bedroom 33 - the corridor door has a and positive latching; walls and ceilings for
trashcan holding the door open, This prevents the penetrations; use on other doors not identifled for
rapid release of the door with a light push or pull props and/or wedges, and storage areas for correct
of the door, to close and latch. celling clearance and oxygen concentrators for

b. Laundry - the corridor door has a coat hanger proper plug. No other concerns were noted,

holding the door open. This prevents the rapid
release of the door with a light push ar pull of the
door, to close and latch,

8. Based on observation, the Facllity failed to
maintain the electrical system in a safe and
operating condition. Using medical equipment,
high power loads such as space heaters,
refrigerators, and microwave ovens with multiple
power taps can overload building wiring is a fire
hazard

Findings on MNovember 16, 2018;

a. Bedroom 33 - an oxygen concentrator is
plugged into a power tap. Power taps are not
designed for medical equipment.

b. Bedroom 36 - an oxygen concentrator is
plugged into a power tap. Power taps are not
designed for medical equipment.

C 199 Exhaust Ventilation C 199 Plan of Correction - C-159
: The provider believed it was In compliance with
SECTION 0300 - PHYSICAL PLANT maintaining the ventilatlon system in proper
10ANCAC 13F 0311 OTHER working order. The facility has policies and
REQUIREMENTS procedures designed to maintain these goals,

Maintenance work orders, routine maintenance

(9) The spaces listed in this Earagraph shall be checks, safety committee audits, and various quality
provided with exhaust ventilation at the rate of assurance measures are examples of the many
two cubic feet per minute per square foot. This components utilized,

requirement does not apply to facilities licensed
before April 1, 1984, with natural ventilation in

these specified spaces: The Maintenance Director replaced the exhaust
(1) solled iinen storage; iventilation units in the Laundry Room and Bathroom 12/28/18
(2) soll utility room; #22,

(3) bathrooms and toilet rcoms;

Division of Health Service Regulation
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C 199| Continued From page’/ C199 The Maintenance Dire(i.tor is responsible for checking
i ' R the community's ventilation system, at least
gg; :;%L;saerl;e;zg}g closets; and monthly, to grgzure the systemyls malntained In
: ) - proper working order.
(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph ()
which shall not apply to existing facilities.
Id of Other Areas-
This Rule is not met as evidenced by, The Maintenarce Director inspected the entire
1. Based on Observation and testing with a thin building to assure that all ventilation systems were
plastic sheet, the facility failed to maintain the in proper working order. No other concerns were
ventilation system in proper working order. This noted,
could affect all residents, staff, and visitors by
preventing the exhausting of odors.
Findings on November 18, 2018:
a. Bedroom 22 Bathroom - the required exhaust
ventilation system did not work.
b. Laundry - the required exhaust ventilation
system did not work.
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