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INITIAL COMMENTS

An Annual and Follow Up Survey was completed
August 28, 2019. A deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G 5600C Supervised
Living for Adults with Developmental Disabilities.

27G .0303(c) Facility and Grounds Maintenance

10ANCAC 27G .0303 LOCATION AND
EXTERIOR REQUIREMENTS

(c) Each facility and its grounds shall be
maintained in a safe, clean, attractive and orderly
manner and shall be kept free from offensive
odor.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure facility grounds were maintained
in a safe and attractive manner. The findings are:

Observation on 8/28/19 at 9:30 a.m. revealed:
-The kitchen floor under the dishwasher was
ripped with a hole about 5 inches.

-The kitchen counter-top was cracked and broken
around the sink.

-Air vents missing in the dining room, kitchen,
bathroom #1 and #2.

-Bathroom #1 floor was sinking next to the bath
tub.

-Client #3's bedroom dresser had 6 of 6 broken
drawers.

Interview on 8/28/19 with Staff #2 revealed:
-Floor in front of dishwasher had been that way
since February 2019.
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-Maintenance has been called to fix the floor and

counter-top.

-Air vents are being washed and hadn't been put

back in place.

-Had not noticed floor by the bath tub. Will submit
work order to maintenance.

-Client #3 may need a new dresser.

Interview on 8/28/19 with Qualified Professional
revealed:

-Maintenance was at the home fixing other things
recently.

-Will check why they did not fix the counter-top
and floor.

-Will have staff to put vents back in place.

-Will replace dresser for client #3.
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