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{C 000} Initial Comments {C 000}

Report of Follow-up Survey by Dennis Harrell on 
6-9-2016.  
 
Some deficiencies were not corrected.  Further 
action is required.

 

{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. Based on observation, the outside grounds 
were not maintained in a clean and safe 
condition. This could affect all residents, staff and 
visitors if the grounds are not free of obstructions, 
tripping hazards or have equipment in disrepair.
Findings on April 13, 2016 an June 9, 2016:

b. Front Sidewalk - the concrete sidewalk had 
and eighteen inch area were the top half inch of 
concrete has spalled or chipped off. This makes it 
difficult for some wheel chairs and walkers to 
traverse.

New finding on 6-9-2016:
A mattress was found leaning against the exterior 
side of an exit door and a chair in the immediate 
path of exiting from the same door.  Items stored 
against exit doors or in exit paths could delay or 
prevent an evacuation in an emergency.
Note:  This deficiency was corrected during the 
survey.
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