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INITIAL COMMENTS

A complaint survey was completed 3/15/18. The
complaint (Intake # NC00135370) was
substantiated. Deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600A Supervised
Living for Adults with Mental lliness.

27G .0304(b)(2) Fire Retardant Mattresses

10ANCAC 27G .0304 FACILITY DESIGN AND
EQUIPMENT

(b) Safety: Each facility shall be designed,
constructed and equipped in a manner that
ensures the physical safety of clients, staff and
visitors.

(2) All mattresses purchased for existing or
new facilities shall be fire retardant.

This Rule is not met as evidenced by:

Based on observation and interviews, the
governing body failed to assure mattresses in
client bedrooms were safe and in good repair.
The findings are:

Observation on 3/14/18 at approximately 3:20 PM
of the client bedroom area revealed:

- client #2's bed had a bed with a torn mattress
with metal springs showing

- client #6's bed had a thin and worn mattress
that showed the prints of the wooden slats
through the ticking
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During an interview on 3/14/18, client 32 reported
he often had toileting accidents that contributed to
the poor condition of his mattress.

During an interview on 3/14/18, client #6 reported
he could feel the wooden through his mattress
which caused him not to experience comfortable
sleep at night.

During an interview on 3/15/18, the Administrator
reported client #2 did have frequent toileting
accidents and he also deliberately torn and hid
things inside his mattress. The Administrator
reported she would replace the worn mattresses.

Division of Health Service Regulation

STATE FORM

6899

59LT11

If continuation sheet 2 of 2




