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V 000 INITIAL COMMENTS V 000 V 736 Facility & Grounds
An annual, complaint and follow up survey was Mamtena_nce .
completed on March 27, 2024. The complaint i 1. A8 ewdenced from the SEenleky’ S0
was unsubstantiated (intake #NC00214548) QuiciieQ2q, 1. Wes. deimired st
DRSS Wars titad: Nantucket Residential did fail to follow
; the instructions for maintaining the rules
| This facility is licensed for the following service G5 BeL o AT mingr mampsnanes: for
category: 10ANCAC 27G .5600C, Supervised e homs, | |
Living for Adults with Developmental Disabilities. | THEplan HeEsbesn Ful 0 plice
a. The kitchen floor had a small,
The facility is licensed for 4 and currently has a ripped area in the vinyl at the
census of 2. The survey sample consisted of threshold of the den area.
audits of 2 current clients. Hobb's flooring was contacted
and was scheduled for repair.
- _ President decided to have the
V736 27G .0303(c) Facility and Grounds Maintenance | V 736 : whole  vinyl  kitchen floor
replaced instead of patch and
10ANCAC 27G .0303 LOCATION AND » :
EXTERIOR REQUIREMENTS age of vinyl. Replacement is
(c) Each facility and its grounds shall be ECLT?S_“ 'egmforraﬁp%aiz e
maintained in a safe, clean, attractive and orderly put inAa worlg shder st a%y Hine
(r;r:je:ﬂner and shall be kept free from offensive : there is a small tear or rip in
‘ ; ! flooring to keep from turning into
| | H
' This Rule is not met as evidenced by: I ?hehﬁ;ar(iu:r safely’ vongerm i
Based on observation and interview, the facility ‘ b. The de% had -
was not maintained in a safe, clean, attractive ' roat Hobb's floari e
| and orderly manner. The findings are: calpel, ORLS: TREMNG. Wes
: contacted and was scheduled
Observation on 03/27/24 at approximately ' for_ Tepall. Hobb's Floodng
l 10:14am and 2:00pm revealed: I 'nd'C'?ted theh hgfe W?Sh vgr){
- The kitchen linoleum floor had torn areas near ! Smal Snougn  Pe Ralk 4
the threshold of the den area. Fresidert declded 1o .have thes
' -The den area had a hole in the carpet. i gan Inganieg e of
- One of the windows in client #2's bedroom 1 Palciiing, aid age of carpe.
| waild Hsk stay open when lifted. : Replacement is scheduled for
- Client #2's tile shower had dark areas of grout. I ':‘ﬂpr'l 26, 20.34' Pian. P{(ogr(ajm
- Client #1's bedroom had a softball sized white i AR hput UVESWRIR O SEx
unpainted patch on the wall. The corner behind . at:any Flme t Fs e small tear
the chair in the room had a large white unpainted ‘ S ip o flooring to keep from
| area. The ceiling fan had 1 of 4 I|ght bulbs that ‘ turning into a hazard or safety
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V 774 Continued From page 2 \V 774 : f  The items in two vacant rooms

have been removed and
furnished asf/for bedrooms.
Explanation: CRS has always
wanted clients to have their
choice furnishings. We had
always wanted to let clients
choose their own furnishings for
their personal space. Clients

Interview on 03/27/24 the Qualified Professional : have always toured the facility
stated she was not aware vacant licensed client ! before moving in. If clients did
|
|

rooms were required to be furnished. not have furnishings before
moving in, CRS shopped with

i them prior to them moving in &
: they chose what they liked and

bedding and pillow.

Interview on 03/27/24 the Program Manager

| stated:

- The facility had 2 vacant rooms.

- One of the previous clients took their personal
bed with them at discharge.

we would have everything
prepared for them upon arrival.
Plan: Corrected. Rooms have
been furnished. QP purchased
furniture  for  both  rooms
4/17/2024. Rooms will always
remain furnished by Admin and
QP’s.
V 744 Facility Design & Equipment
One client had just recently moved and
had taken belonging with them. The two
vacant rooms have been furnished with
all requirements as stated in the rules.
Explanation as stated above (f) for the
reason. All-vsci.. will always remain
furnished. Plan: At any time, a client
moves out and chooses to take the
furnishings with them, CRS with
purchase new furnishings within 30 days
in case the client does not return to the
facility. QP purchased furniture for both
rooms on 4/17/2024. Rooms will always
| remain furnished by QP and Admin.
| QP will monitor house checks monthly with
: ' Program Manager
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V736 Continued From page 1 V736 c. Client # 2 bedroom window
did not work. would not stay lifted. President
- The 2 vacant client bedrooms held storage contacted —
stems ctor, on 4/16/2024. | R
ﬂcame and inspected the
Interview on 03/27/24 the Qualified Professional window on  4/23/2024.  On
stated she had no additional questions regarding | | 4/24/2024 a window _was
the items identified for maintanence. , | ordered for replacement.
w ndicated depending on
oz I shipment, the window should be
V774 27G .0304(d)(7) Minimum Furnishings V774 received and replaced by May
10, 2024. Plan: Program will
ITE()QAUTF(’:IG\I(E:N%YG {0304 FACILITY DESIGN AND chepk windows in clients rooms
(d) Indoor space requirements: Facilities licensed g:fr;r:g én 22:Ryahd°;;eifc :Zggiéor
prior to October 1, 1988 shall satisfy the minimum d Clien)t’ 8 0. frathras showér
square footage requirements in effect at that ' tall t discolorad. Th .
time. Unless otherwise provided in these Rules, SEll GROLL QLCRIITEE, SIS 18
residential facilities licensed after October 1, no mmold ‘or b_acterla and.ls Just
1988 shall meet the following indoor space aged over me. ‘Wve tned @l
S types of cleaners gr]d there was
(7) Minimum furnishings for client bedrooms shall no change. President chose to
include a separate bed, bedding, pillow, bedside Just pay Someone: 19, coie 0
table, and storage for personal belongings for and put a recoat of top grout
P over the old grout. This is
scheduled for 4/27/2024 by
maintenance  man. Plan:
Program Manager will continue
to inform landlord of complaint.
e. Client 1 bedrcom paint areas
This Rule is not met as evidenced by: are schernlad to be painted
Based on observation and interview the facility maintenance man on 4/27/2024.
failed to have minimum furnishings for a client Plan: At any time, repairs
' bedroom which included a separate bed, (holes, scrapes, efc.) are don'e
' bedding, pillow and bedside table. The findings on a wall, Program Manager wil
| e assure painting of the wall is
‘ completed as well and if
' Observation on 03/27/24 at approximately ass@ance B needed contact
| 10:14am of 2 vacant client rooms revealed: admin. One Light bulb replaced
| - Various items for storage. in ceiling fan and Program
| - No minimum furnishings to include a bed, Manager will ensure all bulbs
| are up and always working.
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