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 N 000 Initial Comments  N 000

On 04/02/2024, Surveyors conducted an 

abbreviated survey at Arc House. 

2 deficiencies were identified. 

Census 9

 

 N 481 83.43(1) Environment safe, clean, and 

comfortable

Environment. The CBRF shall provide a living 

environment that is safe, clean, comfortable, and 

homelike.  All common dining and living areas 

shall contain furnishings appropriate to the 

intended use of the room.

This Rule  is not met as evidenced by:

 N 481

Based on observation and interview the provider 

did not ensure a safe, homelike environment for 9 

of 9 residents at the facility. 

Findings include:

On 04/02/2024 at approximately 10:06 AM, 

Surveyor toured the facility and observed the 

following:

1.) Multiple light bulbs were burnt out and/or 

missing. 

2.) The paint was peeling off of walls throughout 

common areas of the facility. 

3.) The vent in the floor of the kitchen was not 

secured and the tiles in front of the vent were 

broken. 
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 N 481Continued From page 1 N 481

4.) In the furnace room there were combustibles 

located within 3 feet of the furnace including 

cardboard boxes. 

On 04/02/2024 at approximately 11:00 AM, 

Surveyor interviewed Manager A who confirmed 

the paint and vent needed to be fixed and 

understood the boxes should not be within 3 feet 

of the furnace.

 N 633 83.59(1)(c) Exit doors, passageways 32 inches 

clear

All habitable floors shall have at least 2 exits 

providing unobstructed travel to the outside.  

Small class AA CBRFs licensed on or before the 

effective date of this section with no more than 2 

habitable floors may have one exit from the 

second floor. Exit doors and doors in exit 

passageways shall have a clear opening of at 

least 32 inches in width and 76 inches in height.

This Rule  is not met as evidenced by:

 N 633

Based on observation and interview the provider 

did not ensure 2 of 3 exits were unobstructed to 

the outside.

Findings include:

On 04/02/2024 at approximately 10:06 AM, 

Surveyors toured the facility. During a tour of the 

facility, Surveyors observed cleaning supplies 

including buckets, a mop, and other various 

cleaning supplies in front of the rear door of the 

facility. Surveyors also observed the basement 

exit door was blocked by bags of clothes. 
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 N 633Continued From page 2 N 633

On 04/02/2024 at approximately 11:00 AM, 

Surveyor interviewed Manager A. Manager A 

stated the bags of clothes were his/her fault as 

they were clothes that needed to be donated. 

Manager A stated s/he would also make sure the 

cleaning supplies were moved to a different 

location.
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