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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on August 10, 2018. A deficiency was cited.

This facility is licensed for the following service 
category: 10A NCAC 27G .1700 Residential 
Treatment Staff Secure for Children or 
Adolescents.

 

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

Observations during facility tour on 8/9/18 
between 3:10 pm and 4:15 pm revealed:
-Kitchen:  

-Floor tiles torn away, separated exposing 
sub-floor

-Seam in back splash over sink stained a 
dark brown color

-Cabinet doors, upper section to right of 
stove, would not close securely
-Client #2's room:

-Stains and wrinkles in carpet
-Carpet tears on steps from dining room into 

the step-down to bedroom
-Exit door to front drive: storm door bottom 

panel replaced with overlapping metal panels; 
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 V 736Continued From page 1 V 736

door would not close securely.
-Side chair had multiple rips in seat cushion 

-Client #3's room:
-Small holes in wall by light switch
-3 areas of wall repairs had not been sanded 

smoothly before painting
-Hall bathroom:

-Paint worn away where shower rods were 
mounted

-Panel at base of wall behind toilet detached 
from wall

-Light fixture missing 2 bulbs, leaving 2 
sockets exposed 

-Floor surface worn away in front of toilet
-No sink stopper in place
-Vanity doors scuffed

Hallway:
-Hole in wall covered in mesh
-Air return vent dented, dusty

Outdoors: Railing leading from exit door of client 
#2's room unstable, not attached to the house.

Interview on 8/9/18 the Qualified Professional 
Stated:
-The Licensee had plans to replace the flooring.
-The hole in the hallway wall was covered 
temporarily until it could be repaired.
-The facility would follow up on needed repairs.

This deficiency constitutes a re-cited deficiency 
and must be corrected within 30 days.
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