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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction
Survey by Ed Miller, conducted on June 19, 2024,

Not all previously cited deficiencies have been

corrected; therefore, a new plan of correction is
required.

{C 166} Housekeeping-Maintained Free of Hazards {C 166}

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: 02 .bJHE‘) Stoved M b é//j/y/

1. Based on observation the facility was not

maintained free from hazards. Oxygen bottles Wf
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 June 19, 2024: A [,J
a. Linen Closet- There were three unsecured a ‘6 ﬁ) ! ]
oxygen bottles on the floor behind the door & one jz ’#’“ hw e ?/ ﬂ[u(

unsecured oxygen bottle standing on the floor Clogt o ginvel) covvely

behind other bottles.

{C 188} Electrical Outlets in Wet Locations {C 188}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0310 ELECTRICAL OUTLETS
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{C 188}

{C 189}

Continued From page 1

All adult care home electrical outlets in wet
locations at sinks, bathrooms and outside of
building shall have ground fault interrupters.

This Rule is not met as evidenced by:

1. Based on observation the facility is not
maintaining the electrical components located
near a water source in a safe manner.
Findings on June 19, 2024:

a. Laundry- The receptacles behind the washing
machine did not trip on test indicating the lack of
ground fault protection.

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:
3. Based on observations, the building fire safety

was not maintained in a safe operating condition.

This could expose all to fire/smoke if not
contained in the room of origin.
Findings on June 19, 2024:

a. Room 2 There were missing acoustical ceiling
tiles, part of a fire-resistance-rated ceiling
assembly.
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