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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Survey by Ed Miller conducted on August 16, 
2023.

Deficiencies were cited that require a new Plan of 
Correction.

 

{C 160} Outside Premises-Clean, Safe

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0305 PHYSICAL 
ENVIRONMENT
(m)  The requirements for outside premises are:
(1)  The outside grounds of new and existing 
facilities shall be maintained in a clean and safe 
condition;

This Rule  is not met as evidenced by:

{C 160}

1.  Observations revealed that the outside 
premises are not maintained in a clean and safe 
condition.

New Findings on August 16, 2023:
dd.  Exit Steps near Bedroom 31- one of the 
crawl space vents has fallen out of the foundation 
wall. This leaves an opening for pests to enter the 
crawl space.
ee. Exterior to Bath 8 - one of the crawl space 
vents has fallen out of the foundation wall. This 
leaves an opening for pests to enter the crawl 
space.
ff. Exterior to Bedroom 31 - one of the crawl 
space vents has fallen out of the foundation wall. 
This leaves an opening for pests to enter the 
crawl space.
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{C 164}Continued From page 1{C 164}

{C 164} Housekeeping and Furnishings-Clean, Repaired

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.

This Rule  is not met as evidenced by:

{C 164}

1.  Observations revealed that the walls, ceilings 
and floors were not kept clean and in good repair.

Findings on August,16, 2023:
e.  Vending Supplies Closet - the window wall 
cracks and flaking have been covered with 
gypsum joint compound that needs sanding and 
painting.

2.  Observations revealed that the furniture was 
not clean and in good repair.

Findings on August 16, 2023:
a.  Room 1 - the red vinyl on the chair is cracked 
and in disrepair.

 

{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 

{C 166}
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{C 166}Continued From page 2{C 166}

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

This Rule  is not met as evidenced by:
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.

Findings on August 16, 2023:
b.  Med Room - there is one unsecured oxygen 
bottle with regulator extending beyond its collar 
guard, standing up on the floor.

 

{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 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

This Rule  is not met as evidenced by:

{C 189}

5. Based on observation, fire safety equipment 
has not been inspected to assure it has been 
maintained in a safe and operable condition. 
Occupants of the facility could be effected if fire 
safety equipment in the smoke compartment did 
not operate when needed to provide fire 
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{C 189}Continued From page 3{C 189}

protection.

Findings on August 16, 2023:
a.  Kitchen - the hood suppression system 
inspection was performed on May 30, 2023. At 
that time the system was red flagged for 
non-compliance, as the tank requires a 
hydrostatic test..
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