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INITIAL COMMENTS

An annual survey was completed on November
16, 2021. A deficiency was cited.

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

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

Observation on 11/16/21 at 12:20 PM of the
Kitchen revealed:

-Drawer from cabinet located between
refrigerator and stove was broken and missing
the front side.

Observation on 11/16/21 at 12:25 PM of the first
bedroom located to the right revealed:

-1t did not have privacy blinds. A rolled-up paper
curtain was placed and client was not able to roll
it down.

Observation on 11/16/21 at 12:30 PM of the first
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bedroom located to the left revealed:

-There were a significant number of holes made
by push pins on the wall.

-Walls were dirty and needed to be painted over.

Observation on 11/16/21 at 12:35PM of the
bathroom located in the hall revealed:

-There were brackets from missing towel rack still
hung on the wall.

-Walls needed to be painted over.

Observation on 11/16/21 at 12:40 PM of the
outside of the home revealed:

-There were several holes and cracks observed
on the sidings on the front of the house.

Interview on 11/16/21 with the Qualified
Professional revealed:

-Facility rented the house.

-Landlord was responsible for making repairs to
the house.

-One of the clients had broken the towel rack in
the bathroom and it was decided to just take it
down.

-Client missing the curtains had pulled down on
them and agency decided to cover the window
with the paper curtain. Client changed inside the
bathroom located inside her room.

-She was unaware of all the push pin holes that
were located inside one of the client's room.
-Drawer in the kitchen had been previously
broken and repaired, but the front side continued
to come off. Agency was in process of fixing it
again.

-She would inform owner about things that
needed to be repaired.

-She acknowledged agency failed to ensure
facility grounds were maintained in a clean, safe
and attractive manner
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