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V000 INITIAL COMMENTS V 000

An annual survey was completed on August 30,
2021. A deficiency was cited.

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

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

Observation on 8/30/21 at 12:43 P.M. of the
Living Room area revealed:
-Walls were dirty with lint and cobwebs.

Observation on 8/30/21 at 12:45 P.M. of the Hall
Bathroom revealed:

-There was mold/mildew on the grout of the wall
tiles inside the bathtub.

-Patchwork completed on drywall inside bathtub
area was unfinished and needed to be painted
over.

-Light fixtures on wall by the sinks were broken
and did not light up.
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-One of the light fixtures by the sink was dangling
by its cable.

-There were two holes between the mirrors by the
sink.

-Both sink faucets were heavily covered with
calcium.

Observation on 8/30/21 at 12:48 P.M. of the
Bedroom located at end of hall and to the left
revealed::

-Carpet was stained and dirty.

-There were clothes and bed covers on the floor
and outside the closet and dresser.

Observation on 8/30/21 at 12:50 P.M. of the
Bedroom located at end of hall and to the right
revealed:

-There were several stains on the carpet.
-Carpet was dirty.

Observation on 8/30/21 at 12:52 P.M. of the
Bedroom located in front of the hall bathroom
revealed:

-There were several stains on the carpet.
-Carpet was dirty.

-Drawers from the dresser were broken.

Observation on 8/30/21 at 12:55 P.M. of the
ceiling by the Hallway revealed:

-There was a plastic film covering an exhaust
system that had dirt and lint on top.

Observation on 8/30/21 at 12:57 P.M. of the
Bedroom located behind the kitchen revealed:
-There was a large section of the carpet by the
entrance that was wet.

-Carpet was dirty and stained throughout the
room.

Observation on 8/30/21 at 12:59 P.M. of the
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Bathroom located inside the room revealed:
-Bottom of the shower area had a piece coming
off.

Observation on 8/30/21 at 1:05 P.M. of the
outside of the backdoor revealed:
-Wood frame was rotten at the bottom.

Interview on 9/19/19 with staff #1 revealed:

-He had started working at this house a few
months ago.

-He was aware of parked vehicles in property.
-He was informed that they belonged to property's
landlord.

-There had been a leak coming from upstairs
bathroom that created damage to the ceiling
downstairs.

-Work on ceiling had not been finalized.

Interview on 9/19/19 with the Assistant Director
revealed:

-Agency was responsible for making necessary
repairs to the home.

-Residents were supposed to vacuum their rooms
with staff assistance.

-He had a calcium remover liquid and was
planning to use it to clean the faucets in the
bathroom.

-He believed the carpets had been at the house
for several years.

-He knew the carpets needed to be replaced.
-Door frames in the back of the house had
recently been replaced, but water had damaged
them again.

-Some of the residents had a hard time
maintaining things in working order.

-Some of the residents liked to pick and pull
things apart from furniture or fixtures.

-He confirmed that the facility failed to ensure
facility grounds were maintained in a clean, safe
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