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Initial Comments

Report of a Construction Section Biennial
Complaint survey was conducted by Ryan Meyer
March 3, 2025.

The complaint alleged the facility had a fire in the
kitchen.

Records indicate this facility was first licensed on
December 23, 1996. The facility is currently
licensed for 40 beds including 12 beds in a
Special Care Unit. Based on this information, we
are requiring the facility to meet the 1996 North
Carolina State Building Code Volume | General
Construction Reference Section 409.1 Group
I-Unrestrained, the 1994 Rules for the Licensing
of Adult Care Homes, and the applicable portions
of the 2005 Regulations for Adult Care Homes.

The Complaint was substantiated.

Deficiencies were noted which require a Plan of
Correction.

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 and conversations with
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the Maintenance Director and the kitchen staff the
facility is not maintaining the facility free of all
hazards.
Findings on March 3, 2025:
a. Interview with facility staff revealed that a
glove was left unattended on the shelf above the
cook top. The glove caught on fire and filled the
kitchen with smoke. During this event the fire
alarm system did not initiate due to the fire alarm
system being non-operable.
C 189 Building Equipment Maintained Safe, Operating C 189

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 there is failure to
maintain the facility's fire safety equipment in a
safe and operating condition. All the occupants of
the facility could be affected if the equipment
failed to alert the occupants in case of a fire.

Findings on February 11, 2025:

a. The fire alarm panel located at the nurses
station is indicating supervisory and trouble due
to the panel having electrical issues. This leaves
the rear half of the facility unprotected. The facility
is on fire watch.
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