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Initial Comments

Construction Section Biennial Survey report by
Frank Strickland and Suzanna Fay on
05/02/2018:

This facility was licensed on 05/03/2010. This
facility is currently licensed for 96 Beds with a 36
Bed Special Care Unit. 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 2006 Edition of the
North Carolina Building Code(s), Institutional
Occupancy and the 2005 Rules for Licensing of
Adult Care Homes of Seven or More Beds in
effect at the time of initial licensure.

Deficiencies have cited and a Plan of Correction
is required.

Must Have Current San. & Fire Safety Reports

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0302 DESIGN AND
CONSTRUCTION(

f) The facility shall have current sanitation and
fire and building safety inspection reports which
shall be maintained in the home and available for
review.

This Rule is not met as evidenced by:
1-Based on observations, this facility has failed to
have current safety inspection reports.

Findings on 05/02/2018:

There are not a current Building Sanitation, Fire
Alarm System and Fire Sprinkler System
Marshal's safety inspection reports on site for
review.
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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-Based on observation, this facility has failed to
maintain the ceilings in good repair.

Findings on 05/02/2018:

The ceiling in the "B" HALL Mechanical Room
has ceiling penetrations that have failed fire
protection.

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.

This Rule is not met as evidenced by:
1-Based on observation, this facility has not
maintained in a safe manner to prevent
obstructions and hazards.
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Finndings on 05/02/2018:

There are oxygen bottles in Room B5 that are not
secured to the structure or stored in approved
racks.

2-Based on observation, this facility has not
maintained in an uncluttered, clean and orderly
manner.

Finndings on 05/02/2018:

The storage materials on the top shelves in the
"B" HALL Storage Room are greater than 18"
from the ceiling blocking the sprinkler heads.

Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 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 (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

1-Based on observation, this facility has failed to
maintain the fire safety equipment in a safe and
operating condition.

Findings on 05/02/2018:

The emergency lighting did not illuminate when
tested in the emergency mode located at the
following locations:

(a) "A" HALL adjacent to Room A5

(b) "D" HALL Resident Laundry Room
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(c) Kitchen above dishwasher
(d) Dining at Beverage Bar

2-Based on observation, this facility has failed to
maintain the fire safety equipment in a safe and
operating condition.

Findings on 05/02/2018:

Sprinkler escutcheons were found to be not flush
and secure to the ceilings at the following
locations:

(a) "B" HALL exterior Porch ceiling.

3-Based on observation, this facility has failed to
maintain the mechanical equipment in a safe and
operating condition.

Findings on 05/02/2018:

The return-air grilles and housing have excessive
particulate build-up locate in "D" HALL Public
Bathrooms.
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