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Initial Comments

On 10/28/25, an unannounced onsite visit was
made at Gorham House for the purpose of
investigating a state recertification survey. It was
determined that Gorham House was not in
substantial compliance with 10-144, Chapter 113,
Regulations Governing the Licensing and
Functioning of Assistive Housing Programs-Level
IV, Private Non-Medical Institutions.

15.4 Sanitation/dietary services

Equipment and utensils. All kitchenware and
equipment used in the preparation, service,
display or storage of food shall be maintained in
a clean and sanitary manner.

This STANDARD is not met as evidenced by:
Based on observations and interview, the facility
failed to ensure that food surfaces were
maintained in a clean and sanitary manner.

Finding:

On 10/28/25 at 9:15 a.m., during an observation
of the main kitchen, a surveyor observed a heavy
covering of dirt and debris covering the fire
suppression system directly of the stove. The
Food Service Director and Administrator were
present at the time of the observation and
confirmed all of the above. At 9:30 a.m. during an
observation of the kitchen area of the Memory
Care Unit, the following was observed: a heavy
layer of dust on the top of the serving table, and a
moderate layer of dust like substance and
crumbs on the toaster, observations were
confirmed with the Residential Care Coordinator.

This provision has not changed in the new rule
effective 9/18/25, see Section 10 (C).
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