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V000 INITIAL COMMENTS V 000

An annual, complaint and follow up survey was
completed on August 12, 2021. The complaint
was unsubstantiated (intake #NC00178626).
Deficiencies were cited.

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

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 interviews, the
facility failed to have a fire and disaster drills held
at least quarterly and repeated on each shift. The
findings are:

Review on 8/12/21 of the facility records from
7/1/20 - 6/30/21 revealed:
-No fire or disaster drills were documented for the
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3rd quarter (7/1/20-9/30/20) of 2020.
-No fire or disaster drills were documented for the
4th quarter (10/1/20-12/31/20) of 2020.

Interview on 8/12/21 staff #1 stated:

-He worked at the facility for 7 months.

-He worked both shifts.

-Drills were completed monthly on the 5th, 15th
and 25th.

Interview on 8/11/21 staff #2 stated:

-He worked with the company for 3 years and at
the current facility a few months.

-He worked both shifts.

-Drills were completed "4 times a month" on the
5th, 15th and 25th.

Interview on 8/12/21 staff #3 stated:

-He worked at the facility for almost 3 months.
-He worked both shifts.

-He had only participated in a tornado drill.

Interview on 8/10/21-8/12/21 the Qualified
Professional stated:

-The facility had 3 shifts 1st (8am-4pm) 2nd
(4pm-12am) and 3rd (12am-8am).

-The facility was short staffed and staff worked 2
shifts 8am-8pm and 8pm-8am for most of 2021.
-She would have to locate all the fire and disaster
drills for the past 4 quarters.

-She was unsure why fire and disaster drills for
the past year were requested.

-She had not provided fire and disaster drills for a
year (4 quarters) in the past surveys.

-She was unable to locate fire and disaster drills
for 2020.

-She understood fire and disaster drills were to be
held quarterly and repeated on each shift.
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V 736 | Continued From page 2 V 736
V 736 27G .0303(c) Facility and Grounds Maintenance | V 736

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
was not maintained in a safe, clean, attractive
and orderly manner. The findings are:

Observation on 8/10/21 between 3:25pm and
4:30pm revealed:

-The bedroom at the end of the hall to the left had
excessive damage to each wall. There was
missing sheetrock that exposed the installation
and the wood frame the length of the wall and the
width about 1/3 of the wall and 4 holes in the wall
below the missing sheetrock of different shapes
and sizes above the head of the bed. The
adjacent wall had missing sheetrock with
exposed the installation and the wood frame on
both sides of the window each about 2 feet by 2
feet. There was a hole in the wall below the
window. The next adjacent wall and wall with
closet had multiple holes and missing sheetrock
that exposed the wood frame of various sizes and
shapes.

-The master bedroom door had 2 cracks about 6
inches by 4 inches. The master bathroom door
was off the hinges. The top lid of the toilet was
missing.

-The hallway linen closet door was missing.
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-The hall bathroom had missing sheetrock
surrounding the light switch about 3 times the
size of the light switch that exposed wire and the
hall was visible through the missing sheetrock.
The floor vent had brown rust like substance
covering the vent.

-The hall had holes in sheetrock approximately 3
on each side of various shapes and sizes.

-The living room wall with the facility's decorative
board had square shaped holes on each side of
board.

-The living room/dining area ceiling had a
discolored white paint like substance the length of
the dining area.

-The bedroom off the kitchen had a hole in the
wall next to the window approximately 12 inches
by 12 inches. The carpet had light and dark spots
of various shapes and sizes.

-The back bathroom with the laundry area had a
hole in the wall next to the toilet about the size of
a fist.

-The sitting area in the back of the facility had
various dark spots on the carpet.

Interview on 8/12/21 the Qualified Professional
stated:

-The repairs at the facility were ongoing.

-Some repairs were on hold pending discharge of
client #4 who was recommended for a higher
level of care.

This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.
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