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INITIAL COMMENTS

An annual survey was completed on March 25,
2022. Deficiencies were cited.

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

This facility has a current census of 3. The survey
sample consisted of audits of 3 current clients.

27G .0303(c) Facility and Grounds Maintenance

10A NCAC 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 3/25/22 at 2:30 PM of the Dining
area revealed:

-There was a hole about one inch long on the wall
on the left from the window.

-There was a hole about 3 inches long on the wall
on the right from the window.

Observation on 3/25/22 at 2:35 PM of the Hall
Bathroom revealed:
-Exhaust fan was very loud.
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Observation on 3/25/22 at 2:38 pm of Client #3's
bedroom revealed:

-Portion of the door by the door handle was
broken.

Observation on 3/25/22 at 2:45 pm of the Outside
area revealed:

-Bottom of door frame from back door was
broken and rotten.

Interview on 3/25/22 with the Qualified
Professional revealed:

-Agency was responsible for doing maintenance
for the home.

-She was aware of items that needed to be fixed.
-Work orders had already been submitted.

-She confirmed the facility failed to ensure facility
grounds were maintained in a safe, clean,
attractive and orderly manner.
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