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FAITH ASSISTED LIVING FACILITY

C 000 [nitial Comments | coo0

Report of Construction Section Biennial Survey
by Suzanna Fay conducted on May 14, 2025.

Records indicate that this facility was first
licensed on November 1, 1954. The facility is
licensed for 32 beds. Based on this information,
the facility was surveyed using the applicable !
portions of the current 2005 Rules for Adult Care
Homes of Seven or More Beds which requires all
existing facilities to meet at least the 1971
Minimum and Desired Standards and Regulations
for Homes for the Aged and Infirm.

Deficiencies were cited which will require a Plan
of Correction [POC].

C 143 Janitor's Closets-Locked C 143 ‘
s
SECTION .0300 - PHYSICAL PLANT | I*M*
10ANCAC 13F .0305 PHYSICAL .
ENVIRONMENT A 6*’0(@(]6 clcrets aﬂd (o0M\S

(f) The requirements for storage rooms and

closets are: | Aeprtain, @ 20dDUS SWISTUCES
(B) There shall be separate locked areas for W \ﬂ g

storing cleaning agents, bleaches, pesticides, i Shal e \ocked atall e, 5} 4 IZS

and other substances which may be hazardous if .‘ ot i y i
ingested, inhaled or handled. Cleaning supplies | LL{KS Will gz mon ﬂﬁ:‘ Jﬂi!

shall be monitored while in use; ‘ C hocked. Jrhm‘_fj‘“ﬂ'f ok ‘l'hL S >h ‘ HS

This Rule is not met as evidenced by: ‘ |
1. Observations revealed that all storage rooms |

and closets containing cleaning agents, bleaches '

and other substances which may be hazardous if |

ingested, inhaled or handled were not kept

locked.

Findings on May 14, 2025; §
a. Hopper Room - cleaning agents were stored in |
this room and the door was not locked at the time |
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C 143 Continued From page 1 I C 143
of survey. This was corrected at the time of '
survey.
b. Med Room - the door was not locked and
several medication packages were observed on a
shelfin the room. This was locked at the time of | |
survey. J :
C 160 Outside Premises-Clean, Safe C 160
SECTION .0300 - PHYSICAL PLANT 0
10ANCAC 13F .0305 PHYSICAL %TCLC Q’ \LQ %
ENVIRONMENT
{m) The requirements for outside premises are: < =
(1) The outside grounds of new and existing ‘q:\'b\(\'\‘ C“Zel@ _,’P;{‘d\? ) :
facilities shall be maintained in a clean and safe + Sof F on |
condition; ‘Ffl.ulﬂ% xreroe SO 1+ i
ek oEnoRhwing Neae -l uodt,
11'hiE°.j bRule is not met a]s zvigenced by: . ’\'lDC’ Sertions C‘.-L ext{er O EOEF it
’ servations revealed that the outside . " s 3
premises were not maintained in a clean and safe | P)PP"‘Q out o+t Wy QﬂdCG_P
L 0F brick wall thadhasboren
Findings on May 14, 2025: ‘ o sholl be. e redl b5
a. Front Gazebo - several of the rail spindles |
have broken out and are laying on the gazebo i
floor. ;
b. There is a section of the exterior soffit falling | “Ti19 oXen o ]’ﬂ- 3‘ O
out at the back of the North Wing near the fire | WO b ne (S a‘nci:
wall. This allows pests to enter the facility. ' ( d 1
c. Back of North Wing - there are two sections of | W ﬂd@ LU DUQL(\ W\
the exterior soffit popping out of the trim leaving b&S \dQ, o on .&AH’\/\ h{,@\ 2,)(1'%' =i
gaps in the exterior soffit for pests to enter. | |M l 23
d. Outside wall at Office - the end cap of the - h\ﬁ@b{,@){\ C CUY\D\IQd
brick wall has broken off and there is no flashing
to protect the brick from moisture. Thereis a
green growth at the top of the wall at the back
side.
e. South Hall exit - there are two broken chairs [
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and a window screen dumped beside the ramp.

C 164 Housekeeping and Furnishings-Clean, Repaired
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:
1. Observations revealed that the ceilings and
floors were not kept clean and in good repair.

Findings on May 14, 2025:

a. There was a pattern of exhaust fans with
accumulations of dust on the grille.

b. Kitchen - there are approximately twenty-two
missing, chipped or broken flcor tiles in front of
the cabinets on the right wall.

C 166 Housekeeping-Maintained Free of Hazards
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

(e) This Rule shall apply to new and existing
facilities.
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C 166 Continued From page 3

1. Based on observation the facility was not
maintained free from hazards. Oxygen bottles ‘
were improperly stored. Oxygen bottles without | |
any means of restraint to prevent them from !

falling or being knocked over may present a
danger to the occupants of the facility.

This Rule is not met as evidenced by: ’
\

Findings on May 14, 2025:

a. Oxygen Storage - there were approximately
nineteen small oxygen bottles sitting, unsecured,
on the floor of the room.

b. Oxygen Storage - there were four tall oxygen

bottles in a shallow plastic crate without any [ ]'*'Tgi O l U" *

means of restraint to prevent them from tipping

over. |
Al aroom sings Shall
C 167 Housekeeping- Supply Soap, Clean Towels C 1867 Y‘ ,-\
A G Xoper NG g lan)|2
SECTION .0300 - PHYSICAL PLANT 7 \)( Gna ¢ r\/‘ﬂj (C“ﬂ}&ﬁ
10ANCAC 13F .0306 HOUSEKEEPING AND Mo o SAPP";@E'
FURNISHINGS

(a) Adult care homes shall:

(6) have a supply of bath soap, clean towels,
washcloths, sheets, pillow cases, blankets, and
additional coverings adequate for resident use on
hand at all times;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by: f '
1. Observations revealed that the facility did not | '
provide a supply of clean towels for hand drying |
at the bathroom sinks.

Findings on May 14, 2025: |
a. All of the paper towel dispensers have been |
removed from the bathroom walls. |
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C 185 Fire Safety-Rehearsals on Each Shift c185 |
- B s
SECTION .0300 - PHYSICAL PLANT A}é lag C \3—5 *‘
10ANCAC 13F .0309 PLAN FOR \5
EVACUATION \ : sl rehearsals
(b) There shall be rehearsals of the fire plan TUUD ‘F\(f d( ) ’ 6 ’ |5l-25
quarterly on each shift in accordance with the . S f‘/'\f on : '
requirement of the local Fire Prevention Code | were Cco ﬂd rﬁ'
Enforcement Official. | o Eachaooter
(c) Records of rehearsals shall be maintained ' bO‘*’h Shids, £ac J&W
and_ copies furnished to the county department of 5\'\0_\1 m ¥ .@; e d(,u
social services annually. The records shall . . i )
include the date and time of the rehearsals, the -.~(:Ur’ bCJrJY\ < s C2 1o

shift, staff members present, and a short

| description of what the rehearsal involved.
(f) This Rule shall apply to new and existing
faclilities.

This Rule is not met as evidenced by: !
1. Review of records revealed that the facility
was not conducting quarterly fire rehearsals on i
each shift and did not provide a short description | '

of what the rehearsal involved.

Findings on May 14, 2025: |
a. The facility operates on two shifts. There was |
not a record of a fire rehearsal on the second

shift of the first quarter of 2025.

b. There was not a record of a fire rehearsal
conducted on the first shift of the third quarter of
2024,

c. There was not a record of a fire rehearsal
conducted on the first shift of the fourth quarter of |
2025. ‘

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

SECTION .0300 - PHYSICAL PLANT !
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. Observations revealed that the electrical
equipment was not maintained in a safe and
operating condition. Open light sockets can
cause injury if a resident touched the opening
with wet hands.

Findings on May 14, 2025:
a. Bath by Room 14 - there is an open socket at
the light fixture above the sink.

2. Observations revealed that the plumbing
equipment was not maintained in a safe and
operating manner. Water Closets securely
mounted to maintain seal prevent water leaks and
sewer gas from entering the facility.

Findings on May 14, 2025:

a. Bath by Room 14 - the toilet is not secure to
the floor. This was corrected at the time of
survey.

3. Based on observation the facility did not
maintain electrical emergency/safety lighting _
equipment in safe operating condition. Occupants |
of the facility could be affected if the signs '
indicating exit paths could not be seen in the
event of an emergency evacuation.

Findings on May 14, 2025:
a. North Wing - the exit sign on the right side of
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Findings on May 14, 2025:

a. Laundry - one of two of the dryer exhaust
openings were not in use leaving a hole in the
wall.

5. Based on observation there is a failure to
maintain the facility's 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 smoke or fire to the area of
origin.

Findings on May 14, 2025:

a. Women's Half Bath - the door is rubbing on
the frame and does not close without excessive
force.

b. Half Bath by Room 5 - the door is swollen and
does not close and latch.

c. Bathroom by Oxygen Storage - the door is
swollen and does not close.

d. Room 17 - the door is rubbing and requires
excessive force to close and latch.

6. Observations revealed that the plumbing

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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€189 Continued From page 6 C 189
the fire wall did not illuminate on test. % \aq Cl g__qﬁQOﬂhQUﬁL*
[ ——T

4. Observations revealed that the building was ‘ |

not maintained in a safe and operation condition. Nomn'5 1z boddn (1(_30( rubbw )

Openings in exterior walls allows for pests and/or ; o 3

the elements to enter the facility. Frome, Hhat wi not ¢ \ose 5 'HI’ZS

equipment is not maintained in a safe and 5
operating condition. Sinks securely mounted to
maintain seal prevents water leaks and falls if the
sink is not properly supported.

Findings on May 14, 2025:

\
a. Women's Half Bath - the sink is not secure to ’
the wall.
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b. Women's Half Bath - there was no hot water
available at the sink.

7. Based on observation the facility's fire safety
equipment is not maintained in operating
condition. Failure to maintain fire safety
equipment in operating condition due to sprinkler
heads being obstructed could affect occupants in
the fire compartment if the sprinkler head could
not suppress a fire.

Findings on May 14, 2025:
a. There was a layer of dust on the sprinkler
head outside of Room 3.

8. Based on observation there is a failure to
install plumbing piping, plumbing devices and
equipment in a safe manner or in operating
condition. The discharge from the water heater
relief valve shall be piped full size and terminate
less than 6 inches above the adjacent ground
surface using an acceptable material. Failure to
maintain or install piping, plumbing devices and
equipment in a safe manner or in operating
condition could injure occupants of the facility if
the relief valve discharged.

Findings on May 14, 2025:
a. Half Bath by Room 5 - the pressure relief
valve on the water heater was not piped.

9. Observations revealed that the plumbing
equipment is not maintained in a safe and
operating condition. Clogged sinks allow for
contaminated water to collect.

Findings on May 14, 2025:
a. Shower Bath by Room 7 - the sink is draining
at a very slow rate.
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REQUIREMENTS

provide an adequate supply of hot water to the
kitchen, bathrooms, laundry, housekeeping
closets and soil utility room. The hot water
temperature at all fixtures used by residents shall
be maintained at a minimum of 100 degrees F
(38 degrees C) and shall not exceed 116 degrees

(d) The hot water system shall be of such size to |
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C 189 Continued From page 8 C 189 | — ‘
10. Based on observation fire safety equipment "%l a.g C— \%qﬁ_goﬂth“\hkﬂ_i%
has not been inspected to assure it has been '
maintained in a safe and operable condition. c . = - .
Occupants of the facility could be affected if fire >takE (ot Qo‘qdughﬂ(ﬂ @nd-
safety equipment in the smoke compartment did ¥ .- .
not operate when needed to provide fire ! f\E’CD((luI MCM‘\{ \\ W)Lk&e ;
protection. ‘@’lﬂﬂ(ﬁ oF e exh QUSRS
Findings on May 14, 2025: SHLE ot Conducking and. |
a. Staff were not conducting and recording 2Cord . \ ] \
monthly in-house checks of the fire extinguishers.  (ecorc ‘ﬂ-f’) W\Or\-\*\ﬂl\{ LA NOUR
b. Staff were not conducting and recording Nhnrke ;""3 - . _
monthly in-house checks for the kitchen hood —hocks ‘H(UL Kr&d’tﬂ 4
suppression system. | hood uppression yskem. |
11. Based on observation the facility's fire safety ' I nouse. Chacks wnt = (0\ Jl ps
equipment is not maintained in operating : < ola)
condition. Failure to maintain fire safety Q_,OW\"\DLQ“& mbﬂ\"h\f d)l ,
equipment in operating condition could affect . o - eV s ~H/l P,
occupants of the facility if the equipment did not fice tx'hﬂj OiShes "Fﬂ" . e
function properly during a fire. Cikcron Nmﬁl su ﬂqyﬁ)uﬂ’b\f_/ 14

{ i v,
Findings on May 14, 2025: . |
a. North Hall - the door hardware plate on the fire |
Icloe:;rs was missing screws making the hardware ‘ N D(‘Pﬁ \\LLU } dwr h(fkﬂ',{ WAar< |
oose.
Plate on Firedoors Misa
C 195 - . : |

€486 Hot Water System SRS MOy \ardun e, |a|as]
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C 195 Continued From page 9 C195 |
F (46.7 degrees C).
(k) This Rule shall apply to new and existing o T Fany
facilities with the exception of Paragraph (e) ﬁk \a C lCﬁ) %
which shall not apply to existing facilities. ,
i
This Rule is not met as evidenced by: Hod -+ batn D\{ coom © had
1. Based on observation and testing, the hot A i, ~ c.
water system was not maintained between 100 o "-Ul*er‘ '&'QW\P‘ L'\+ H'\Q_ _/((\\C
and 116 degrees Fahrenheit at all fixtures used DL 125°F and Shower totHn
by residents. 6/!‘4{&5‘
. by oM T had oo waker
Findings on May 14, 2025: ! B
a. Half Bath by Room 5 - the water temperature %? (\P 0 £ 135° £ it)(l% were. |
at the sink was 125 degrees Fahrenheit. h . ) N
b. Shower Bath by Room 7 - the water | fld U\S'*”@Ol bl)q ]51'5 @ﬁd, ¢ hgc)(ﬁfﬁ_
temperature at the sink was 125 degrees R —
Fahrenheit. ‘ 0+ 5 .%O\DN\ 04 [ORCF
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