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{C 000} Initial Comments _ ] {c 000} Response Preface '

. ' . The provider submits this Plan of Carregtion
Report of a Biennial Follow Up Construction (POC) in accordance with specific regutatory
Survey by Ed Miller, conducted on January 17. requirements., The Provider does not denote

2019 agreement with the Statement of Deficiencies
C : nor does it constitute an admisston that the
stafed deficlencles are accurate,

Deficiencies were cited that will require a new

Plan of Correction. The Provider submits this POC with the

intention that it be Inadmissible by any third
' o party in any clvil or criminal action against the
{C 184} Housekeeping and Furnishings-Clean, Repaired | {(C 164} Provider or any employee, agent, officer,
\ director, or shareholder of the Provider. The
Pravider hereby reserves the right to challengs

SECTION .0300 - PHYSICAL PLANT . :
y the findings if at any time the Provider
10A NCAC 13F .0306 HOUSEKEEPING AND detennlngs that the findings: (1) are relied
| FURNISHINGS ' o upan to adversely inflience or serve as a

basis, In any way, for the selection and/or

a) Adult care homes shall; .
(&) Adult ca om hail imposition of future remedies, or for any

(1) have walls, ceilings, and floors orfloor - S increase In fulura remedies, whethar much
coverings kept C'e?” and in goed repair; . remadies are imposed by the State of North
(2} have no chronic unpleasant odors; ' " Carolina or any other entity; or (2) serve, in
{3) have furniture clean and in good repair; tah% wa;l/‘i;o fac;ql:t?ttz eoir: ;r:cr‘gzgglt-e icr:]bonhi;y_ any |
i gt rd party agains . Any chariges
(e). .T.hls Rule shali appry to new and ex:stlng . to Provider's policy or procedures should be
facilities, . - S . considerad to be subsequent remedia? ;o
measures as that concept Is employed In Rule
; . 407 of the Federal Rules of Evidence and
i This Rule is not met as evidenced by: should ba inadmissible in any proceeding on
1. Based on observation, the building that basls.
mechanical systems are not kept clean and'in Plan of Correction - C-164
good repair. . _ o
indi . - The provider strives to ensure thaf the building
Fmdén%.s on -J.an.uary 17, 201 gl . mechanical systems are kept clean and in good
a. ntire Bullding ,',the ,Vent' a_non S_ys,tem repalr. The facillty has policies and procedures ‘ )
throughout the Facility with thefr radiation designed to maintain these goals through routine )
dampers have an excessive accumulation of preventive maintenance checks by the N,
dust/lint. : . Malntenance Director. l ’

1. a. The ventilation system with radiation

{C 185Y Fire Safety-Rehearsals on Each Shift -] {C 185} dampers throughout the community have been
cleaned and are in good repair.

good repalr.

SECTION .0300 - PHYSICAL PLANT. The Malntenance Director Is respansible for
10ANCAC 13F .0309 PLAN FOR monitoring the ventiiation system, at [east
EVACUATION ' : monthly, to assure that It Is kept clean and In )

{b) There shall be rehearsals of the fire plan
quarterly on each shift in accordance with the
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| facilities with the exception of Paragraph (e}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS .

(a) The building and all fire safety, electrical,
mechanical, and plumhing equipment in an adult
care home shall be maintained in a safe and
aperating condition.

(k) This Rule shall apply to new and existing

which shall not apply. to existing facilities.

This Rule is not met as evidenced by:

1. Based on observation, the building's
emergency equipment was not maintained in a
safe and operating condition. This would affect all
If they could not promptly find their way to an exit
during an emergency.
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{C 185}| Continued From page 1 {C 185} After the Maintenance Dirécisf cleaned the _
_ : ventllation system throughout the community, the '
requirement of the local Fire Prevention Code Executive Director re-inspacted the entire
Enforcement Official |~-community’s ventilation system with radiation
e : inbai ' “dampers fo assure that the entire ventilation I
(c) Recprds of rehearsals shall be maintained system was free of dust and In good rapair.
and copies furnished to the county department of f
social services annually, The records shall Plan of Gorrection - G-185
include the date and time of the rehearsals, the The provider strives & that fire safaly \l\g l]q
H e provider § €5 o ensure
Shlﬁ’ -.Sta’ff members present,_ and.a Shon rehearsals are performed quarterly on each shift /
description of what the rehearsal involved, in accordance with the requlrement of the local |
() This Rule shall apply to new and existing Fire Prevention Code Enforcement Official. The |
facilities. i ‘ facility has policies and procedures designed to |
: maintain these goals through safety committes |
. . L : audits, and quality assurance measurgs, !
This Rule is not met as evidenced by: s, and quality |
2. Based on Record review and interview with The Fire Drill Report Form was revised to Include |
Executive Director the Factlity failed to document a sectlon for a brlef descriptian of the fire drill,
a short description of what the rehearsal involved. 5 _ :
New Finding on January 17, 2019: © The Maintenance Director is responsible for -
a. There is no short description of what the | assuring that fire safety rehearsals are conducted
rehearsal involved, and documentex! as reqlired, Including a brief -
: description of the-drill. : : . :
- - L -1
{C 189} Building Equupment Maintained Safe, Operating | {C 189} Plan of Correction — €199 -

The provider belleved It was in compilance with
malntaining the ventilation system in proper
working order. The fagillty has policies and
procedures designed to maintain these goals
through routine maintenance chacks.

The repair company for the exhaust fan in
question was wailing en a motor replacement.
The entlre exhaust fan has been replaced in
Bathroom #22,

The Maintenance Dirsctor Is responsible for
checking the community’s ventilation system, at
least monthly, to assure the system is maintained
in proper worklng order,

The Maintanance Director re-inspected the entira
building to assure that all ventilation systems
were In proper working order, No other concerns
were noted,
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b. Entire Building - the exit signs do not have ! ih all ire safety. oloction), mechanins
. H along wiii all fire safety, electrical, mechanica
test buttons to confirm backup power and there is and plumbing equipment is malntained In a safo

no generator, . ‘ and operaticnal conditlon. The faility has
pollcies and procedures designed to maintain
these goals through routine menthty checks.

|
Findings on November 16, 2018: {
The provider sirives to ensure that the bullding, )

3. Based on observations, the Building fire

safety was not maintained in a safe and operating - , . . -

; . . | - 1. b. Exit Signs ~ After r hing th -
condition. This could expose all to fire/smoke if T e Tdanifed that the emesgono ehis P\ ]iHC+
not contained in room of origin. “|© and exlt signs are hard wired into a breaker

located In the first panel box in the front office,

Finding on January 17, 2018: _
The breaker has been marked so that it easlly

a. Riser room - the gap around the flue is much - Identified. Upon testing, all emergency lights and
smaller but sill the gap is not firestopped as it ‘ _‘ exit signs llluminated to confirm backup power In
penetrates the fire-resistance-rated ceiling the event of a power outage. S :
assembly. . 3. a&b, Riser Room - The Maintenance _ 5“ \C
b. Riser room - there a sprinkler pipe is sealed E&fff,%ﬁ ;eff]z'jfﬁt:‘:;?;g";Zﬁ’:ﬁtzrsé”r‘g ‘hﬁ .

\ . : -hc paired |-
with gypsum tape as it penetrates the the area in question to assure a complete seal of
fire-resistance-rated ceiling assembly. Gypsum the 1 haur fire rated celling.
tape over a hole is not be approved to seal a - 8. a & b. Bedrooms 33 & 36 - The
penetration in a 1 hour fire rated ceiling. . Maintenance Director and Executive Director

A ) again removed the power taps and plugged the

oxygen concentrators directly into the sutlet,

8. Based on observation, the Facility failed to _ '
maintain the electrical system in‘a safe and . The Mainteriance Director re-inspected all walls ‘ I g__lqh
operating condition. Using medical equipment, and ceflings for penetrations and oxygen - - ‘
high power loads such as space heaters, : vcvoe?gen”at{:g’rs for propar piug. No ther concarns
refrigerators, and microwave ovens with multiple ' _

power taps can overload building wiring is a fire The Maintenance Director is responsible for '

hazard _ rrlllogitorfng the qucgitty, atdrta;(js: rsnicnth:lsl/. to assure: _\g'ai G
Finding on January 17, 2018: . \.E':rher?1 tirsgt:g%r;%vaﬁ Sznetration%n:rein:arl?:f

a. Bedroom 33 - an oxygen concentrator is and oxygen concentrators and other medical '

plugged into a power tap. Power taps are not - '|'* equipment Is properly plugged, directly Info the

approved for medical equipment. Deficiency outlet. h

corrected before Construction Surveyors .

departed site.

plugged into a power tap. Power taps are not
approved for medical equipment. Deficiency
carrected before Construction Surveyors
departed site.

b. Bedroom 36 - an oxygen concentrator is {
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{C 199}| Continued From page 3 {C 199}
Exhaust Ventilation {C 199}

{C 199}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS _

(9) 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) sofl 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)
which shall not apply to existing facmtles

This Rule Is not met as evrdenced by:

1. Based on Observation and testing with a thin
plastic sheet, the facility failed to maintain the
ventiiation system in proper working order. This
could affect all residents, staff, and visitors by
preventing the exhaustlng of odors.

Findings on January 17, 2019:

a. Bedroom 22 Bathroom - the required exhaust
ventilation system did not work. Per interview with
Maintenance Manager the contractor found a bad
motor for this room and is scheduled to for
tomorrow to replace whole assembly.
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