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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on July 20, 2018.  Deficiencies were cited.

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

 

 V 736 27G .0303(c) Facility and Grounds Maintenance

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:

 V 736

Based on observation and interview, the facility 
was not maintained in a clean, attractive and 
orderly manner. The findings are:

Observation on 07/19/18 at approximately 
9:45am revealed:
- The back storm door had a broken plexiglass 
window.
- Two kitchen cabinet doors were off the hinges 
and one kitchen cabinet door was propped 
against cabinet. The paint was worn off the 
surface on multiple areas of the cabinets.
- The paint on kitchen ceiling was peeling in 
multiple places.
- The fabric was worn off the surface of the left 
arm rest of the love seat in the living room.
- There were thick layers of dust on the window 
sills of client #2 and client #3's rooms.
- There was a hole approximately 6 inches in 
length on closet door in client #5's room.
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 V 736Continued From page 1 V 736

- There was a loose door handle in 1st hall 
bathroom.
- The paint in client #4's room was peeling from 
ceiling.

During interview on 07/19/18 staff #1 stated:
- He had no questions regarding facility items 
discussed at exit of the survey.

During interview on 07/19/18 Licensee stated:
- She recently had a new stove put in the facility 
and a cabinet door had to be removed.
- She was aware of maintenance concerns and 
stated concerns are being addressed.
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