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V000 INITIAL COMMENTS V 000

An annual and complaint survey was completed
on July 19, 2021. The complaint was
unsubstantiated (Intake #NC00177597).
Deficiencies were cited.

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

V 114 27G .0207 Emergency Plans and Supplies V114

10ANCAC 27G .0207 EMERGENCY PLANS
AND SUPPLIES

(a) A written fire plan for each facility and
area-wide disaster plan shall be developed and
shall be approved by the appropriate local
authority.

(b) The plan shall be made available to all staff
and evacuation procedures and routes shall be
posted in the facility.

(c) Fire and disaster drills in a 24-hour facility
shall be held at least quarterly and shall be
repeated for each shift. Drills shall be conducted
under conditions that simulate fire emergencies.
(d) Each facility shall have basic first aid supplies
accessible for use.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to conduct fire and disaster drills under
conditions that simulate emergencies quarterly
and for each shift. The findings are:

Review on 7/19/21 of the facility's fire drill log
revealed:
-2/18/21- 1st shift.
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-2/18/21- 2nd shift.

-12/2/20- 1st shift.

-10/1/20- 2nd shift.

-8/20/20- 1st shift.

-There were no fire drills performed on first and
second shift for the second quarter of 2021.

Review on 7/19/21 of the facility's disaster drill log
revealed:

-2/18/21- 1st and 2nd shift (performed at 7:00 PM
which entailed both shifts.)

-12/12/20- 2nd shift.

-12/12/20- 1st shift.

-10/3/20- 1st shift.

-8/10/20- 1st shift.

-There were no disaster drills performed on first
and second shift for the second quarter of 2021.
-Disaster drill performed on 2/18/21 was done to
cover both first and second shift for the first
quarter of 2021.

Interview on 6/27/19 with the
Administrator/Qualified Professional revealed:
-She was under the impression that fire and
disaster drills had been performed for the second
quarter of 2021, but were never filed.

-She was unaware that one drill would be
sufficient to cover two shifts.

-She confirmed the facility failed to conduct
disaster drills under conditions that simulate
emergencies quarterly and for each shift

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
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This Rule is not met as evidenced by:

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

Observation on 7/19/21 at 8:45 AM of the Middle
Hall Bathroom revealed:

-There was mold/mildew all around the edge
between the tub and the wall.

-The floor of the tub was dirty/stained.

Observation on 7/19/21 at 8:53 AM of the
Bathroom at the of the Hallway revealed:

-The toilet seat was broken and missing a piece
of the front.

Observation on 7/19/21 at 9:00 AM of the
sunroom area revealed:

-There were miscellaneous items stored in the
room, including a Christmas tree and
decorations.

-There was a bed frame in the middle of the
room.

-Boxes scattered throughout the room.

Interview on 7/19/21 with Staff #1 and the
Administrator/Qualified Professional revealed:
-Client #1 was very strong and did not know his
own strength. He had broken several toilet seats
at the house already.

-They had tried to buy other kind of toilet seats
that would go down by themselves, but he was
used to lowering the seat himself and would end
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up breaking them.

-They had already contacted a person to repair
the seat and was planning to come in this week.
-Former Client would use the bathroom located in
the middle hallway. Client #1 never used the
tub/shower in that bathroom.

-They were in the process of fixing the room
where Former Client #1 stayed as well as the
bathroom he used.

-Sun room had been used mostly as a storage
room.

-Facility also had an empty room that was being
used as a storage room.

-She acknowledged that the facility grounds were
not maintained in a clean, safe and attractive
manner.
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