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£ Dﬂﬂi Initial Comments C 000

; Report of a Biennial Construction Survey by
i Frank Strickland and Billy Bryant on 09/29/2016;

records indicate this facility was first licensed on
06/15/1997 as a HA. The facility is currently :
licensed for 60 Beds. Therefore, this facility was !
surveyed for conformance with the applicable |
portions of the 2005 Rules for Licensing of Adult |
Care Homes of Seven or More Beds and '
applicable portions of the 1996 (1997 Revision) |
Edition, of the North Carolina Building Code(s), |
Institutional Occupancy, and the 1996 Minimum |
Standards and Regulations for Homes for the |
Aged in effect at time of initial licensure.

|
Deficiencies have been cited and a Plan of |
Correction is required, |

|

C 164| Housekeeping and Furnishings-Clean, Repaired | C 164

SECTION .0300 - PHYSICAL PLANT

10A NCAC 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. Ve
N b “k"'
This Rule is not met as evidenced by: '_T\'\@- (e 1 \ H /llf

: ; e lin
1-Based on observation, this facility has failed to | ¢ »..\"h Ok snes e celing
maintain the finishes on ceiling surfaces in areas - lj;, ey 1,-\
that serve food to the residents. S

awn
A r\"x“
Findings on 09/26/2016: NQ‘: ) irm :tt)df*“‘e)

| The ceilings in the Dining Hall have finishes that
have failed due to previous water migration fram
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C 164 | Continued From page 1 C 164 ‘ |
the attic and need repair. |
2-Based on observation, this facility has failed to i '
| maintain the operation and service of interior [ |
door. |
Findings on 08/29/2016: |
The interior door in the Utility Room has missing | ADQ,,. \\-:-q AwdEt 1 S ﬁ l‘%’l 1'--J’
| door hardware that prevents the from latching.
Toaelied on WK \d e q
3-Based on observation, this facility has failed to . Aot
maintain the operation and service of plumbing f_m é,OL)Q- = (" |
fixtures
Findings on 09/29/2016; \q: \ed \,L}Li”nrb“ed \D}ql v
The toilet is loose that is located Men's Bathroom -\'\‘& d 25
accross the hall from the Nurse's Station. l n@j..
Mea™ = \M\m S
| 4-Based on observation, this facility has failed to »ﬂuf S S 3(6 gb[_‘,-\
maintain the mechanical afe At
o2 |
exhaust components.
Wi |\
Findings on 09/29/2016: \P}\E" Gaa Sl
| The exhaust duct has become unfastened to the --"'i" (] > X
ceiling housing that is located in Room 407. SO0 51:1:;4.15\1&"6 b |
L ; . E A p{'b
C 189 Building Equipment Maintained Safe, Operati C 189 "3 \’\ o
iiding Equipment Maintained Safe, Operatin 5
g P P g | IL\L‘J( ,(,\_.LL& N w“a |
| SECTION .0300 - PHYSICAL PLANT Tousy CA M |
1DANCAC 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 |
facilities with the exception of Paragraph (&)
which shall not apply to existing facilities. | |
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C 188 Continued From page 2

This Rule is not met as evidenced by:

1-Based on chservation, this facility has failed to
post documentation as required by the NC State
Building Code regarding to Special Locking
Systems.

Findings on 09/29/2016:

A wiring diagram and special locking system
components location map shall be posted under
glass adjacent to the FACP.

2-Based on observations, this facility has not
been maintained penetrations due to breaches
| through fire-rated construction invalidated its
integrity of ceiling construction. This could affect
all residents and staff in the event that a fire
andfor smoke is not contained in a room or
compartment of origin.

Findings on 09/29/2016:

There is a hole in the ceiling filled with foam that
is not fire-resistant that is located in the outside
Mechanical Room,

3-Based on observations, this facility has not
been maintained penetrations due to breaches

| through fire-rated construction invalidated its
inteqrity of ceiling construction. This could affect
all residents and staff in the event that a fire
and/or smoke is not contained in a room or

| compartment of origin,

Findings on 09/29/2016:

The sheet-rock ceiling has been damaged due to |

the instaliation of a new pressure gauge on the

sprinkler riser that is located in the Sprinkler Riser

| Room.

| 4-Based on observations, this facility has failed to

C 189

boiing diaGramm +

‘;Fft"i‘;bl \ﬁ?ﬂ%‘)‘\%“”
ﬂl}f\“-ia AN m Ay | IMS&
Updier 3lass ﬁt"‘“‘\'g‘«
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provide working clearances at electrical

equipment.

' Findings on 09/29/2016: | ' "'T"r'\'i’. houyelno \d lowso %—%g

| There are household items and equipment that

| are blocking access to the electrical circuit panels 4 et LA"'QT‘NK"\'} e vemeid
located in the Electrical Panel Room. “ E“: b e i]lq.{ € dE,(
C 199 Exhaust Ventilation c18 | e DN GO W5

SECTION 0300 - PHYSICAL PLANT
10ANCAC 13F .0311  OTHER
REQUIREMENTS
(g) The spaces listed in this Paragraph shall be
provided with exhaust ventilation at the rate of
| two cublc 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) sciled linen storage;
(2) soil 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 facilities.

| This Rule is not met as evidenced by:
1-Based on observation, this facility failed to
provide an environment in accordance with this
Rule by not providing ventilation where odors are
generated. This could affect residents and staff
by subjecting them to house-keeping odors.

Findings on 09/29/2016; | AN 2 ﬂu‘.:)\‘ Y_ﬁﬁ% T ke 'l‘#g\i{

The mechanical exhaust fans are not exhausting i
interior air in the following locations: | | b‘r‘-‘Pﬁm‘-’ Wv‘:ﬁb
(@) All of the Resident Bathrooms in the 200 & | ‘ are (O \Wueﬂ \\l LWVHING

Division of Health Service Regulation
STATE FORM ] JWaH21 If cantinuation sheet 4 of 5



PRINTED: 10/18/2016

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERSCLEA [(¥2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: I I COMPLETED
HAL092115 HMiNe 09/29/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1225 W GANNON AVENUE
COVENTRY HOUSE OF ZEBULON
ZEBULON, NC 27597
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES ) ' PROVIDER'S PLAN OF CORRECTION {45)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
| DEFICIENCY) ,
! [
C 199 '

c 199‘ Continued From page 4

400 Halls.
[

Dwision of Health Service Regulation
STATE FORM

el JUWEHZ

If continualion sheet 5of 5




