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Initial Camments

Report of a Biennial Construction Survey by Ed
Miller on June 22 2016,

Record indicate that the facility was licensure on
December 3, 2009 for Ninely-Six (95} Beds, of
which Thirty-Six (38) are Special Care Beds.
Based on the above information, the facility is
required to meet the 2005 Minimum and Desired
Standards and Regulations for Homes for the
Aged and Infirmed and the 2006 North Carolina
State Building Code, Section 407, Institutional
Cecupancy, Group 1-2.

Deficiencies were noted which require a Plan of
Carrection.

Bathrooms-Hand Grips

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F 0305 PHYSICAL
ENVIRONMENT

(e) The requirements for bathrooms and toilet
rooms are:

{(6) Hand grips shall be installed at all
commodes, tubs and showers used by or
accessible to residents;

This Rule is not met as evidenced by:

1. Based on chservation, the facility failed to
ensure that all resident commodes, tubs and
showers are equipped with hand grips. This
deficiency affects all residents who use theses
fixtures by not providing increased safety,
controlled against instability/balance, and
maneuverabllity at the fixtures.

Findings on June 22, 2016:

a. "B"Hall Spa - there was no hand grip (grab
bar) for the tub.
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C 188| Continued From page 1
C 188 Electrical Outlets in Wet Locations

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0310 ELECTRICAL OUTLETS
All adult care home electrical outlets in wet
locations at sinks, bathrooms and outside of
building shall have ground fault interrupters.

This Rule is not met as evidenced by.

1. Based on Observation, the facility failed to
maintain in a safe manner, the electrical power
receptacles in wet areas. This would affect all
residents, staff and visitors by not providing
ground fault protection to these devices.
Findings on June 22, 2016:

a. Bedroom Suite A1/A2 - there was an
electrical power receptacle within six feet of the
common sink, not protected from ground faults.
b. Bedroom Suite AS/AE - there was an
electrical power receptacle within six feet of the
common sink, not protected from ground faults.
c. Bedroom Suite D1/D2 - there was an
electrical power receptacie within six feet of the
common sink, not protected from ground faults.
d. Beadroom Suite DS/DE - there was an
electrical power receptacle within six feet of the
common sink, not protected from ground faults.

C 189| Building Equipment Maintained Safe, Operating

SECTION 0300 - PHYSICAL PLANT

10A NCAC 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
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facilities with the exception of Paragraph (&)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

1. Based on observation, the Building was not
maintained in a safe and operating condition,
because the exit signs did not work properly,
relay directional information properly or were
missing. This would affect all residents, staff and
visitors If they could not promptly find their way to
an exit during an emergency.

Findings on June 22, 2016:

a. Intersection of "B" Corridor and Short
Corridor near Nurse Station - the exit sign's
chevrons graphics misrepresent the way to
egress from the building during an emergency.

2. Based on observation, the Building was not
maintained in a safe and operating condition,
because the commercial kitchen hood's fire
extinguishing system lacked the inspections,
maintenance and documented required to ensure
a properly working system. This could affect all
residents, staff and visitors if the commercial
kitchen hood's suppression system fails to
operate properly when needed.

Findings on June 22, 216

a. Kitchen - Since the semi-annual maintenance
of the commercial kitchen hood's fire
extinguishing system in January 2016, there has
been no record keeping of the monthly
inspections.

3. Based on observations, the Building was not
maintained in a safe and operating condition,
because of holes and gaps around penetration
through the fire-resistance-rated construction,
These breaches invalidate the
fire-resistance-rated construction's integrity. This
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could affect all residents, staff and visitors if
smokeffire is not contained in Room or .
compartment of origin, 2).335*-“: Vit wAg C atﬁdn:gg’
Findings on June 22, 2016: e -5,_,7.;&‘.31- o= ST,
a. Building System Room - there was an

open-ended sleeve with cable bundle penetrating
the fire-resistance-rated ceiling assembly.
Deficiency corrected before Construction
Surveyors departed Site.

4. Based on observation, the facility fire Y. 3) B.\..\qn P ;\-_-\“bwr Yo
resistance rated components have not been
maintained in a safe and operating condifien. The heers ﬁé_j‘”ﬁ“i“ &3 frktﬁf- ?“’?LT\\'-\

corridor doors are not smoke resisting. This could
affect all residents, staff and visitors if the doors
did not contain fire fsmeke in the room of origin.
Findings on June 22, 2016.

a.  "D" Hall Activity Room - the corridor door did
not latch into its frame when closed.

5. Based on observation, the Building was not S8y TS e\ Smoke Bareves Dbotr
maintained in a safe and operating condition,

because the door(s) protecting the opening in the s oeen M&“’*ﬁ_‘i ‘e Yaheh
emoke barrier did not close completely and latch (or-r-r,ﬂr"-*-\ {R ) “% e B\

to restrict smoke. This could affect all residents, T T

staff and visitors by not containing the smoke of
the fire in the compartment of origin.

Findings on June 22, 2016

a. “D" Hall Smoke Barrier - the back leaf, of the
double-egress cross-corridor doors near did not
latch when the fire alarm system released the
doors. Deficiency corrected before Construction
Surveyors departed Site.

6. Based on observation, the Building was not
maintained in a safe and operating condition,
because the fire sprinkler escutcheon plates were
impaired, exposing openings through the
fire-resistance-rated construction. This could
affect all residents, staff and visitors if smoke/fire
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is not contalned in the Room or compariment of
origin, ‘_b » ;l
Findings on June 22, 2016: " e Vg 150 o
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a. Carridor near Bedroom 105 - the fire sprinkler '{’ ﬁ) &Q‘ ‘1.
escutcheon plate was missing. Deficiency while. Serveqe™ wWas DO T
corrected before Conslruction Surveyors
departed Site,
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