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HELPING HANDS ASSISTED LIVING

C 000 Inftial Commants C 000

Report of a Construction Section Biennial Survey
by Suzanna Fay conducted on March 13, 2025.

Records indicate that thig facility was first
licensed on July 1, 1990 as a HA. The facility is
currently licensed for 73 Beds including 30 bed
Special Care Unit. Therefore, this facility was
surveyad for conformance with the 1987
Minimum Standards and Reguiations for Homes
 for the Aged. The 1978 North Carolina State
Building Code(s)- Institutional Occupancy and the
applicable portions of the 2005 Rules for
Licensing of Adult Care Homes of Seven or More
Beds.

Deficiencies were cited that require a Plan of
Correction.

C 101} Existing Licensed Fac- No less than '71 Rules C 10

SECTION .0300 - PHYSICAL PLANT RQM\QLD @Q d@_(:.c,qgmqeg &chcf

10ANCAC 13F .0301 APPLICATION OF — :
PHYSICAL PLANT REQUIREMENTS Were dme L e &:uled
The physical plant requirements for each adult

care home shall be applied ag follows: V\MQE)QQ.,% \'s Qﬂdarg b

(2} Except where otherwise specified, existing
licensed facilities or portions of existing licensed M

. facilities shall meet licsnsure and code Conplekt Yasda and

requirements in effect at the time of construction,

change in service or bed count, addition, ot S e dule d Fwm

rénovation, or alieration; however in no case shall
the requirements for any licensed facility where . - i
no addition or rénovation has been made, be less % COM OL& Jt"D C@f‘ﬂ"
than those requirgrments found in the 1871
"Minitnum and Desired Standards and
Reguiations" for "Homes for the Aged and Infirm",
copies of which are gvailable at the Division of
Heaith Service Ragulation at no cost;
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G101, Continued From page 1 G101
. {
This Rule is not met as evidenced by: Cﬂw\ma Pron cnd Mam hhas
1. Observations revealed that the facility is not in .
compliance with code requirements in effect at \D‘L?,ﬂ Qaﬂ&d . Thb.\ {rre, %ﬂhﬁdm@l
the time of conatruction, change in service or bed -}1) é\ \(\ Q ‘ ‘
count, addition, renavation or atteration. For mé an Lo W A ek
 licenged facilities equipped with speclal locking (’;o wC/ L a .
the doors shall unlack upon actuation of the 0‘ i Lin a Sﬂ‘ 1S
automatic fire detection system or automatic l Wik d vor We Cj m h f

sprinkier system. m\d il A dDD( S d

Findings on March 13, 2025: . . ’ ' N
a. SCU - the exit doors did not release when the ' Overin d e Swikthes / ‘JLCﬁdI&" swikelh .
fire alarm was activated.
T\ne)\{ vl Tepaus s ecded.

2. Observations revealed that the facility does -
not meet licensure and code requirements in ﬂ*ﬁ,&L\ C.ame 0nd Lhs C::‘-&C‘
effect at the time of canstruction, change in .
service or bed count, addition, renovation or »Pf-.‘ or uh cé\ o) LOo e
alteration. Electromagnetic locks shall have an ' !
onfoff emergency release swiich capable of Pm?w\ T LOLL ' i:Lﬂ
interrupting power to all electromagnatically ! \ .
locked doors in the facility. Release switches W inepechon

 shall be located and properly ident/fied at each ‘H) d © %P L'Stm‘:'
nurses station serving the locked unit. An an 0\ € anu tssles ae.
additional on/off emergency release switch shall
be pravided for each lacked door and located We il ' 41¢
within 3 feet of the door, Lo \Hn !

. , . .
Findings on March 13, 2025; Come and theck ot e M:j
a. SCU - the overide awitch at the exit to the . -

. courtyard did not release the' door on four out of Lot le} Y'Y'\G’rr-\r%[.j chicks
five attempts, ‘ o
b. 8CU - the door exiting into the courtyard did A% ekl 4o Male S

not release with the master switch.

doprs Loorking jeropry,
3. Observations revealed that the facility is not in © Gt cj ‘ "‘IF '
compliance with code requirements in effect at The Covrechon oLt Vo 7 W

the time of construction, change in service or bad
count, addition, renovation ar alteration. For \oq S , | ] 25,
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C 101 | Continued From page 2 C 101
licensed facilities equipped with special locking, V\eﬂ s \Nave \DE,EJ") m&;d e Q.D(’
for any required smergency release switch that is ,
of the locking type, all staff that are responsible Stakl to cnd o have
for the evacuation of the occupants of the locked ;. \ - ‘
unit must carry emergency release switch keys. N Spwﬂ-k Colouned O!.J'Nﬂh
Findings on March 13, 2025: Nurse Stahon as wel .
a. SCU - the key for the emergency avarride
switches is located in the switch at the Nurses C,?D mpl eed H / 0] 15,
Station. None of the staff carried keys for the
override switches.
G 132 Bathrooms-Must Provide Privacy C132

P SECTION .0300 - PHYSICAL PLANT

TOANCAC 13F 0305  PHYSICAL
ENVIRONMENT

(8) The requirements for bathrooms and toflet
rooms are: ,

(5) The bathrooms and toilat rooms shall be
designed to provide privacy. Bathrooms and toilet

Curdaons Wil
W occkdnreorm®

Pav

rooms with two or more water closets
(commodes) shall have privacy partitions or
curtains for each water closet. Each tub or
shower shall have privacy partitions or curtaing:

This Rule is not met as 'avi'denced by:
1. Observations revealed that the facility did not
have privacy curtains at all of the water closets.

Findings on March 13, 2025:
a. Women's Bath - the third commode did nat
have a privacy curtain,

i b. Men's Bath - the third commode did not have

a privacy curtain, .
. Bath across from Room 23 - the first stall does
not have a privacy curtain.

Plocse h
cul shells Gor privady .
TWis wul et Qﬂmpl.&\t@\

by +hs)2s.
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C 150 | Cantinued From page 3 C 150
C 150 Corridors-Frae of equipment and Obstructions C 150
SECTION 0300 - PHYSICAL PLANT .
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT \ . \ e
(g) The requirements for corridors are: Kalls vwill Wiauntaun =1t
(4) Corridors shall be free of all equipment and
other obstructions, C Lok ok o\tGranwy {:ﬁ)("‘
This Rule Is not met as evidenced by: mr e5S ok ol WY‘\&S \ Tre
1. Based on observation there is a failure to \D . C}
maintain the corridors free of all equipment and e g&r\f\,(‘_ﬂ_
other obstructions. Corridors must maintain six S\{Aﬂ.‘- \ ten W
fest clear for agress. Means of egress or exit .
paths that are obstructed or blocked could delay &ﬁﬂ\ m&ﬂ&ﬁm / W Q3
or hinder emergency evacuation of the occupants -
from the facility. w bu W\EWLL:W ha,u 5

Findings on March 12, 2026: | i- \{_QU? e @Y‘Ub ok Cl
a. Corridor outside 28 - medical carts were lined

up on-one side of the corridor and reclining chairs %% gnaoli

wera lined up on the other side reducing the ma m)nﬂf“ W n ‘3 ﬂ
| corridor width to about 36 inches.

Treernice Gad hall s

c 164i Housekeeping and Fumnishings-Clean, Répaired C164 C\ LA 1.+ J E' 9

SECTION 0300 - PHYSICAL PLANT .
10ANCAC 13F 03068 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall; :

{1) have walls, ceilings, and flaors or floor
coverings kept clean and in good rapair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and.in good repair;

(2) This Rule shall apply to new and existing
facilitiss.

ThIS Ruls Is nc:t met as ewdenced by

Division of Health Service Ragulaﬂnﬂ ‘
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¢ 164 | Continued From page 4 G164 -
\a reakadned and
1. Observations revealed that the walls, ceilings . C'O% baﬁ&
and floors were not kept in good repair. (3 Q.WCA . oo \ | ] 15
Findings on March 13, 2025: \ b - \ A )
2. Room 42 - the cove base below the window is . it Sorr o (Lt
pulling loosa from the wall. CE,L\ @
b. Room 39 - the ceiling is bubbled and flaking mp CU..-V‘:RA 3 i-|' I | } ’2_5
around the supply vent.
¢. Conference Raom - the vinyl floor tiles along
the left wall are stalned and cracked. 1 e bed ‘
(. Floors are beng
G 166/ Housekeeping-Maintained Free of Hazards C 166
Ping ‘ repleced as Mmoney 18

SECTION .0300 - PHYSICAL PLANT 3% actalol e, e tder—ormr Sp
T0ANCAC 13F .0306 HOUSEKEEPING AND )
FURNISHINGS . Cu s e
(a) Adult care homes shall; QM CU.L (9’@ 8 \"\\fllé ‘D
(5) be maintained In an uncluttered, clean and e WinH=ing
orderly manner, free of all obstructions and 30{‘ & :\\JL \ w d
hazards; o\ vo 5 0Dy

&) a-ﬁ ‘
{¢) This Rule shall apply to new and existing v . ;. ; ’
facillies. We will repare gonkrente

e Ry room Craciled TU<S

i This Ruls is not met as evidenced by - s . ;

. 1. Based on obgervation thers is a failure to %WM' Wil b{"
maintain the facility free from hazards. Means of &5 } ' 25
egress or exit paths that are obstructed or C@Wd btj ' .
blocked could delay or hinder emergency
evacuation of the accupants from the facility.

Findings on March 13, 2025: :
a. Exit by Room 7 - the door is sticking and is CLa Ex e d  r \ 3 Cb‘O\ﬁ Yo \9&'
difficult to open which may hinder exiting during a
fire or other emargency. @P&h &A Frpwl\i . Puopr Was
C 189| Building Equipment Malntained Safe, Operating | € 189 Checle d by Fue Mowrshall
ne

SECTION .0300 - PHYSICAL PLANT

wpon LhSpLehon Wik
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10ANCAC 13F 0311
REQUIREMENTS
{2) The building and all fire safety, electrical,
mechanical, and plumbing equiprnent 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.

OTHER

This Rule' is not met as evidenced by:

1. Based on observation, the electrical
aquipment is not balng maintained in a safa
operating condition, Missing or broken cover
Plates on electrical devices at exterior locations
allows the elements ta penatrate the outlet.

Findings on March 13, 2025:
a. The cover plate on the exterior outiet near the
1 front entry is broken off.

2. Based on observation electrical equipment
has not been maintained in a safe manner.

Findings on March 13, 2025:
a. Bath across from Raom 39 - the light switch at
the door is loose. .

3. Based oh observation there is a failurs to
maintain the facilitys fire safety equipment in a
safe operating condition. Occupants in the smoke
compartment could be exposed to smoke or fire if
doors do not completely close and latch to help
limit the spread of smake or fire to the area of
orlgin.

Findings on March ‘i3, 2023:
| &, Room 12 - the door did not latch when closed.
[ b. Room 11 - tha bed sticks out beyond the: door

{4y D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN QOF CORRECTION
PREFIX {EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETE
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. DEFICIENCY)
C 182} Continued From page 5 G189

15sues | buy will o to
MeXe gaster (£ possdole.
TY s not ppencd often,

Tneedore not as tasy, fout
N econ be ﬂp&ﬂtd.

Compleked H)1)25.

la. Cover p\ade continues Yo
be Ceplaced. Tesidents Use
puLklet bo play rmusic,

W Loins, U Whle njoywy
PWstde and Contruniies !
birai Covers, Cover will
b reelaced onle ,
Conpiele Hel2s. |

Zai L\QWF Switeh 10 WWW
Boor hguiened sl

2a. P 1L door ladch & Led
So con Chose. 4ls]25
B, bed vowd Vo closedoer
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praventing the door from closing. This was
corrected at the time of survey.

c. Room 20 - a coat hanget was hanging from
the daor knab which preventad the door from
closing. The hanger was removed at the time of
survey.

4. Based on ohservation thers is a failure to
maintain the building's fire safety syatems In a
safe condition. Holes or gaps at penetrations
through fire resistant rated ceilings could allow
fire and smoke to spread beyond the area of
arigin,

Findings on March 13, 2025;

a. Room 20 - the escutcheon ring on the
sprinkler head has dropped leaving a gap In the
fire resistant rated ceiling.

5. Based on observation and testing there is
failure to maintain the facility's emergency fire
alarm system devices and equipment in a safe
operating condition. All the occupants of the
facility could be affacted If tha equipmant fallad to
alert the occupants in case of a fire,

FIndll‘IQB on March 13, 2025;
a. Room 20 - the heat detactor is not secura to
its hase.

6. Based on observation there is a failure to
malntain the facility's fire safety equipment in a
safe aperating condition. The occupants in the
smoke compartment could be affected if the fire
resistant rated dodrs do not completely close and
tateh to help limit the spread of smoke and/or fire
to the area of arigin.

Findings on March 13, 2025:
| 8. The left cross corridor door by Room 31 did

[7/&. Escutdrcon ring ©1
Spanlier hedd Pmmd

wp fu prevent gap
Conpleted */s5)26.

Sa. Heak oleketor In P

Conpleted 4/5)25.

Stheduded +o tona and
Chuct. Com dor dovr b‘f
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C 189 | Continued From page 6 C 189

badk

N 20

Screweol back proply.

| et

Ken 3.

Wil b congploted by /25,
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G 182| Continued From page 7 C 189 ’ oy
J Ta. Groldsboro Eire Movshall
not latch when released by the fire alarm. .
Comes Ytar fo i nspee
7. Based on observation the facility did not i .
mairtain electrical emergency/safety lighting bm 7@1&!‘] o RCE B PM"IML J hes
aquipment in safe operating condition. This could . - !
affact ocoupants of the facility if egress paths and I’TM #ojd WS 1y 6 hts gn # 5[?’15
exits were not iluminated during a power outage. dt? ho 1 Necess , g hawve | fo
Findings on March 13, 2025:
a. There was a pattern of.axit lighting and Werk Sipee We “DE' | ha.

: emergency lighting not maintained with battery ' Ll '

' back-up so they did not iluminate on test. Emergtnsy ldj up g | L
Interview with staff revealed that they had not vide§ Emerdgtindy ek
maintained the lights as they were powerad by M(-‘L)f P v g ﬂld F,
the generator. |t does not appear that the é,D r enhre boaldin 3 Wher g,[azjmﬁj
generator is an emérgency genarator., ; o Our ‘g : c.k/uf:? 4

1S 0L, Emerqen @
C 108 C 199 Ly

Exhaust Ventilation

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

() The spaces listed in this Paragraph shail be
provided with exhaust ventilation at the rate of
two cubic feet par 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} housekesping closets; and

i (5) laundry area. -
+ (k) This Rule shall apply to new and existing

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

This Rule is not met as evidenced by:
1. Observations revealed that the facility did not

There 15 PO [dlf)ﬁﬂ- and

QWM v

QWMK 5&19,#1)16'3“ atd
12 r it bmkf&ﬁj} and
QA 8t run A W
/8 mins @ cuts back ot
Hh b«f Watwel Gas as

ﬂ/ﬁdﬁﬁu@i
does

wieil mt be Wit €
T+ S an g,mquaf bactitep
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C 199 | Continued From page 8 c18n L,
maintain exhaust ventilation in specified spaces. EFlectncian 15 scheduled P
Lack of ventilation allows for the build up humidity
that can cause mildew and slick areas and Come. (.?-ﬂCt Ensiirt, @il >
prevents the dissipation of odors. , L(:L A or
Wsiked are replace
Findings on March 13, 2025 ,
a. Bath across from Room 39 - the exhaust fan /‘W M Ga.n d W20 A
is not working. '
b. Maintenance Closet - the exhaust fan is not /01"&' M . Oo /WLLHM
warking. ,
¢. Bath across from Room 6 - the exhaust fan is 5 /
nat working. . / ¢ /25,
d. Men's Half Bath - the exhaust fan is not
working.
e. Men's Bath - the exhaust fan was not working.
f. Bath across from Room 23 - the exhaustfanis | i -
| not working. We wul tondunwe Jr‘D Myaﬁﬂw

d Lrak Mnrmcﬁh\mdw"&{w
Yo pracidan QUL Lquipred
& \owl&mg un %ood chondardse

NISS

Y it VIR
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