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{C 000} Initial Comments {C 000}

This Report is of a Followup Complaint survey 
done by Bob Getchell on August 4, 2015

The followup survey revealed that all deficiencies 
have not been corrected, therefore a new plan of 
correction is required.

 

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

This Rule  is not met as evidenced by:

{C 166}

1- Based on observations, the facility has failed to 
maintain the facility in a clean manner.

Findings on 5-12-15

a- Live bed bugs and/ or signs of bed bugs were 
found present in the following resident rooms at 
the beginning of August 2015, to include but not 
limited to:

1- Room 210
2- Room 209
3- Room 205

b- The rooms are in need of a thorough cleaning 
in order to aid in the detection of pests

Findings on 8-4-15

Record review indicates the last treatment for bed 
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{C 166}Continued From page 1{C 166}

bugs was performed on 7-21-15.
An inspection on 7-27-15 found no pest activity.

The facility has not been 30 days without 
observing bedbugs, or signs of bedbug activity.
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