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{C 000} Initial Comments

Report of a Biennial Follow Up Construction
Survey by Suzanna Fay conducted on May 13,
2025.

There are deficiencies from the Biennial
Construction Survey that remain to be corrected.

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

- SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0301 APPLICATION OF
PHYSICAL PLANT REQUIREMENTS
The physical plant requirements for each adult
' care home shall be applied as follows:
| (2) Except where otherwise specified, existing
| licensed facilities or portions of existing licensed
facilities shall meet licensure and code
“ requirements in effect at the time of construction,
change in service or bed count, addition,
renovation, or alteration; however in no case shall
the requirements for any licensed facility where
no addition or renovation has been made, be less
than those requirements found in the 1971
*Minimum and Desired Standards and
Regulations” for "Homes for the Aged and Infirm®,
copies of which are available at the Division of
 Health Service Regulation at no cost;

This Rule is not met as evidenced by:
1. Observations revealed that the facility does
not meet licensure and code requirements in
effect at the time of construction, change in
service or bed count, addition, renovation or
alteration. Electromagnetic locks shall have an
on/off emergency release switch capable of

. interrupting power to all electromagnetically

. locked doors in the facility. Release switches

. shall be located and properly identified at each

{C 000}
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' SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0304 PLANS AND

SPECIFICATIONS

{a) When construction or remodeling of an adult

care home is planned, two copies of Construction

Documents and specifications shall be submitted

- by the applicant or appointed representative to
the Division for review and approval. As a
preliminary step to avoid last minute difficulty with

final plan approval, Schematic Design Drawings

. and Design Development Drawings may be
submitted for approval prior to the required

. submission of Construction Documents.

(b) Approval of Construction Documents and

specifications shall be obtained from the Division

prior to licensure. Approval of Construction

Documents shall expire after one year unless a

building permit for the construction has been

obtained.

(c) If an approval expires, renewed approval

shall be issued by the Division, provided revised

Construction Documents meeting all current

. regulations, codes and standards are submitted
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{C 101}| Continued From page 1 {C101} | ¢ 1@ Seci’e, . GO0 - PA”;‘ el
nurses station serving the locked unit. An Pleat 104 Neae 13F . @307
| additional emergency release switch shall be Ligtion of Pusiea! Plant
provided for each locked door and located within ‘@lion o y3ce &
3 feet of the door. Rc(.,:,,.,_,.,‘, - AL </ Jda
' Findings on May 13, 2025: emesgeacy relecse Switth hes 85232
' e. AL Side - there is not an on/off emergency !)m PRI | b, replee ‘ag He 3-35
release switch capable of interrupting power to all Tn P |
electromagnetically locked doors in the locked co rn:ro«J .‘-\) fe '67. Al
unit. An emergency switch was installed near the Ao d q by 3
front office. When released, the maglocks on the Courtye-A ond €X'7 Ty 21
gates in the AL Courtyard and at the exit by 301 row felesse when ene ey
did not release. relecse swidth 8 ae ?‘2. ted
{C 116}, Plans Submittals and Approvals {C 116}
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' by the applicant or appointed representative and f‘°"4 10/ Acae 93F 0304
reviewed by the Division. _ Plons ard Spresf:eations ~ Geprrader
(d) Any changes made during construction shall - . |
require the approval of the Division to assure that Tnstelledion hes not Oteurred . D5-13-2%
| licensing requirements are maintained. The Gemerator cos purchased
(e} Completed construction or remodeling shall \ 4 0.
| conform to the requirements of this Section ok placed at feeitty Lo
" including the operation of all building systems and Lunction dest: ~3. Onee & confate,
- shall be approved in writing by the Division prior s secued {
* to licensure or occupancy. Within 90 days 'T v b7 feeilit, Ples
following licensure, the owner or licensee shall Wl be submiited 46° DUS Q
submit documentation to the Division that "as -f‘o. approu [ Au"
built” drawings have been received from the f
builder. > oblnimadl upoldes "
(f) The applicant or designated agent shall notify 5 e o 50 /o 757 .L.J QO V4
the Division when actual construction or resg ;
remodeling starts and at points when construction f 3 m“" to Lincl “"F“"‘*

- is 50 percent, 75 percent and 80 percent
i complete and upon final completion.

This Rule is not met as evidenced by:

1. Based on observation and interview, the
facility has not submitted plans to
DHSR/Construction for review when construction
or remodeling is planned.

Findings on May 13, 2025: i
a. Interview with staff revealed that a generator
has been purchased but installation is not
complete. Plans have not been submitted to
DHSR/Construction for review and approval as |
the installation of the generator is on delay.

{C 189}, Building Equipment Maintained Safe, Operating | {C 189}

SECTION .0300 - PHYSICAL PLANT
I 10ANCAC 13F .0311  OTHER
| REQUIREMENTS
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' (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:
1. Based on observation there is a failure to

| maintain the building's fire safety systemsin a

safe condition. Holes or gaps at penetrations
through fire resistant rated ceilings could allow
fire and smoke to spread beyond the area of

origin.

Findings on May 13, 2025:

d. Room 201 - the sprinkler head is missing its
escutcheon leaving a gap in the fire resistant
rated ceiling.

ApA NCAC 13F @311 Other
requivernesds = Roam 201

Spri-kle- head  escutchoon ring
‘V\S Ltt'n 4 ed (ca. éa_\)‘\f
." *Lf' ('t. 'C’"'gou'» ce 'u\,
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