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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 1/11/23 for 

intake #NC00195354.  No deficiencies were 

cited.

 

W 420 CLIENT BEDROOMS

CFR(s): 483.470(b)(4)(iv)

The facility must provide each client with 

functional furniture, appropriate to the clients 

needs.

This STANDARD  is not met as evidenced by:

W 420

 Based on observation and interview, the facility 

failed to maintain functional furniture for 1 of 3 

sample clients (#6).  The finding is:

Observation in the group home on 1/10/23 at 

12:45 PM revealed client #6's dresser to have the 

knobs missing on the left side of the dresser.  

Further observation revealed the drawers to client 

#6's dresser to also be broken and off track.

Interview with the home manager on 1/10/23 

revealed client #6 can be rough on his dresser.  

Continued  interview with the home manager 

revealed she will have the maintenance staff to 

assess the dresser to determine if it is able to be 

repaired or replaced. Interview with the home 

manager and qualified intellectual disabilities 

professional (QIDP) on 1/11/23 revealed client #6 

should have access to a functionable dresser to 

store his clothing.
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