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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 6/4/2020.  

Deficiencies were cited as a result of the 

complaint survey for Intake #NC00165763. The 

complaint allegations were substantiated.

 

W 420 CLIENT BEDROOMS

CFR(s): 483.470(b)(4)(iv)

The facility must provide each client with 

functional furniture, appropriate to the clients 

needs.

This STANDARD  is not met as evidenced by:

W 420

 Based on interviews and record review, the 

facility failed to ensure client #2 was provided with 

functional furniture to support his needs.  This 

affected 1 of 2 audit clients (#2).  The finding is:

Client #2 did not have equipment/furniture to 

support his stature.

Review on 6/3/2020 of a document dated 

6/3/2020 provided by the extermination company 

confirmed the facility had been treated for bed 

bugs on 5/25/2020 and on 6/3/2020.

Interview on 6/3/2020 with staff B revealed clients 

#1 and #2 were removed from  bedroom #6 

because the facility had recently been treated for 

bed bugs in bedroom #6. Further review with staff 

B explained client #1 was sleeping on a air 

mattress in the activity room and that client #2 

was sleeping on a physical therapy table in the 

front dayroom area,

Interview on 6/3/2020 and 6/4/2020 with the 
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W 420 Continued From page 1 W 420

Director revealed the facility had recently been 

treated for bedbugs. Further interview revealed 

during this time from 5/25/2020 until the present, 

clients #1 and #2 had been removed from 

bedroom #6 and relocated until the Extermination 

company returned. The Director confirmed client 

#1 was temporarily sleeping on an air mattress in 

the activity room and client #2 was sleeping on a 

physical therapy table with a leatherlike pad in the 

front dayroom.

Interview with the Maintenance Supervisor on 

6/4/2020 confirmed the mattresses and bed 

frames for #1 and #2 are available but have not 

been placed in bedroom #6 until the 

extermination company returns to the facility for a 

follow up visit in two weeks. 

Additional interview on 6/4/2020 with the Director 

confirmed no other alternatives other than the 

physical therapy table were provided as a bed for 

client #2 to sleep.
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