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Vv 000 INITIAL COMMENTS V 000 _VICIO.I' &lASSQClaICS will ensure that the facility _—
is maintained in such a manner to ensure a safe,
clean, attractive, odorless, and orderly
ggzin Zug:eﬁg.rg r?g Wﬁ::;{g gleted on May 23, environment through implementation of a
' sy ) preventive maintenance system.
| This facility is licensed for the following service —_ - .
: All identifi needs will
category: 10A NCAC 27G .5600C Supervised incluccllz btutlflgtﬁl:ill)t?ilred to regellirt;iﬂaeidir: iﬁd N
Living for Adults with Developmental Disabilities. walls, ceiling light replacement, foot board
The facility is licensed for 3 and currently has a ;‘;g‘sr’i:;ﬁsc;ozﬁk:; window blinds, repairof |, ).,
census of 3. The survey sample consisted of . T
SUdits oF 3 curreit clichts. Staff will be in-service on completing the
. . maintenance work order form upon
V 736 27G .0303(c) Facility and Grounds Maintenance | V736  |dentification of facility repair needs, and

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 interviews, the facility
| was not maintained in a safe, clean, attractive,
and orderly manner. The findings are:

Observation on 5/23/24 at approximately 8:40 am
of the facility revealed:

-Living Room - There was a hole about 8 inches
long and 4 inches wide on the wall leading to the

complete incident reports relative to client #3's
behaviors to include but not limited to property
damage or attempts of the same.

The maintenance technician will repair holes in
walls, holes in doors, footboard repair, replace
any broken window blinds, replace ceiling
lights. In addition, the maintenance technician
will inspect the entire facility to ensure that any
other repair needs are addressed.

7/22/2024

The preventive maintenance plan will be
implemented and tracked by the Residential QP
and the Quality Management Director, Work
orders and a preventive maintenance schedule,
and monitoring tool will be implemented.

The Director of Quality Management and the

kitchen. Residential QP will monitor in the facility Haziatan
G i reekly t tinued i ‘
-Hallway to Bedrooms - Ceiling light was not weekcy To ensure contfiued compliance
wonng. Client #3's behavior support plan will be
-Client #3's Bedroom - Door to the room was rzgffoinfngﬁﬁiEgisﬂd?e}fs ﬁ%pglgiu -
bmk_e\r/]\acrfgg\l,(veg"l: dr:é:vr:a&:"e’;ﬂfncisessih — ontacted to request a higher level of care for
) F(;otboard frorm Bt was brgken ’ Client #3, The Quality Management Director
| will facilitate these corrective actions,
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-Medicine closet - Thee was a hole punched in on
the door about the size of a fist.

-Bathroom - Blinds in window were missing 3
sections

Interview on 5/23/24 with the Director of Quality
Management revealed:

-He was not aware of the holes on the walls.
-Client #3 had a history of property destruction.
-Client #3 would be receiving a new Psychological
evaluation.

-Facility would be requesting for a 1:1 and

| perhaps a higher level of care for Client #3.
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