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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Survey by Ed Miller, conducted on November 20, 
2019.

Deficiencies were cited that will require a new 
Plan of Correction.

 

{C 166} Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT
10A NCAC 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:

{C 166}

Findings on 11/20/2019:
2.   Based on observation, the right side access 
panel will not stay attached to the generator in the 
backyard exposing controls and switches to the 
elements and to the residents.  Exposed parts 
and controls could be a hazard to all occupants of 
the facility.

 

{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.

{C 189}
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{C 189}Continued From page 1{C 189}

(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, corridor doors are 
prevented from closing quickly and latching to 
resist the passage of fire and smoke.  Corridor 
doors that do not close completely and latch 
present the possibility that a fire that begins in 
one space can quickly spread to the corridor and 
the remainder of the facility.
Findings on 11-20-2019;
a.  There were 2 holes at the latchset through the 
door to the medroom.
f.  The latchset is loose on the door to bedroom 
13.

3.  Based on observation, the exterior of the 
building was not properly maintained in a safe 
condition.  
Findings on 11-20-2019;
d.  The window screens are missing on the back 
ends Bedrooms.
e.  The front right gutter is slope to the middle not 
to the downspouts.
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