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w An annual and follow up survey was completed ‘
- on March 18, 2020 A deficiencies was cited.
! a
| This facility is licensed for the following service g
| category: 10A NCAC 27G .5600A Supervised R EC E I V E D
- Living for Adults with Mental lliness ‘ ‘
| MAR 30 2020 ,
V736 |

V736 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 the home was maintained in a
 safe attractive manner. The findings are:

| Observation on 3/12/20 at 9:30 AM revealed:
| ~Table lamp sitting in the middle of kitchen table
| with cord draped across the floor plugged into the
| wall causing a safety hazard for a client to trip.
| -Kitchen cabinets were sticky to touch.
| -Multiple light bulbs out in the kitchen.
| -Spider webs through the house in corners and
| cedmgs
| -Baseboards throughout the house extremely
| dmy
| -Walls throughout the house stained and dirty.
| -Banister in stairway had white paint peeling off
and exposed wood showing.
| -Client bathroom upstairs had a one inch hole in
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' the wall with towel rack missing.

' -Smoke detector up stairs hallway chirping.

- -Down stairs bathroom had a strong smell of
urine.

| -Down stairs bathtub and shower area had lots of
| black mildew and needed deep cleaning.

-Client #1's bedroom (downstairs) floor was

| covered with multiple items and had a strong

| body odor smell.

| -Client #2's bedroom (downstairs) had no working
| light.

| -Client #3's dresser had several broken drawers.

| -Siding on front and back of home had large

| spots of green algae.

-Back deck of the home was extremely dirty.

' During interview staff #1 stated:
-She cleaned the home regularly but having six
| clients keeps her buys.
| -She is not able to do the "deep cleaning” the
| home needs.
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| An Annual survey was completed 3/18/20. A |
deficiency was cited. :
' This facility is licensed for the following service
| category: 10A NCAC 27G .5600A Supervised
| Living for Adults with Mental lilness.
!
V736 27G .0303(c) Facility and Grounds Maintenance | V 736 i
10A NCAC 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. ;
| %Wﬁ
| This Rule is not met as evidenced by: o TVLO}/‘ ‘l @‘rg' ’1 oY C ‘/L Vi’ v
5
 Based on observation and interviews the facility _;
failed to ensure the home was maintained in a N2 n 6
| safe and attractive manner. The findings are: U{’I H ey j ng \jz %
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' Observation on 3/11/20 at 10:00 AM revealed: € M’»P L Ltey :5
| -Multiple smoke detectors in the home were FOOWL s aﬂ) \/-Q / LQ £ ad .
; chirping.
| -Vacant client bedroom lamp was broke. \0 b § Ye MQ\J?J
—The mattress in Client #1's room was sunken in. {.?{b\"gj ¢ (_,\i b st L ‘\j{ ;Fi ) Lf—
1 -Splder webs in the ceiling area corners. H \(US S ( { / i
My b bl
; The Licensee stated:
| -She would get batteries for the smoke detectors. YHoana W L) b G \ﬁC@é ﬁ?(; on.
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Access Health System 2, Inc

5208 Country Pines court
Raleigh, NC 27616
Ph: (919) 850-3297
Fax: (919) 341-5234
Adninistrator: Gloria Ilonze RN,BSN cel | (919) 349-3807
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Confidentiality Note

This information has been disclosed to you from records protected by Federal Confidentiality
rules (42 CFR Part 2). The federal rules prohibit you from making any further disclosure
of this information unless further disclosure is expressly pemitted by the written consent
of the person to wham it pertains or as otherwise pemitted by (42 CFR Part 2). A general
authorization for the release of medical or other infomation is not sufficient for this
purpose. The federal rules restrict any use of the information to criminally investigate or
prosecute any alcohol or drug abuse patient.




