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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 
on September 11, 2018. The complaint was 
unsubstantiated (intake #NC00141218). A 
deficiency was cited.

This facility is licensed for the following service 
categories: 10A NCAC 27G .2300 Adult 
Developmental and Vocational Programs for 
Individuals with Developmental Disabilities; 10A 
NCAC 27G .5400 Day Activity for Individuals of All 
Disability Groups; and 10A NCAC 27G .5500 
Sheltered Workshops for Individuals of All 
Disability Groups.

 

 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 and kept free from offensive 
odors. The findings are:

Observation on 09/11/18 at approximately 
11:30am revealed:
- The hallway bathroom used by the male clients 
had a smell of urine. The wall paper in front of the 
urinal had peeled away from the wall. The 
commode bowl cover on the 2nd toilet was 
missing. 
- The wall outside the women's bathroom had a 
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 V 736Continued From page 1 V 736

baseball sized hole in the wall.
- The kitchen area revealed soiled carpet.
- The literacy room revealed bits of debris 
scattered on the floor.
- The carpets in the hallway had dark spots and 
were soiled.
- A baseball sized crack was on the wall in the 
hall. The walls contained marks and scuffed 
areas scattered throughout the facility.

Interview on 09/11/18 the Day Program Manager 
stated the walls were starting to get painted.

Interview on 09/11/18 the Director of Operations 
stated:
- The men's bathroom was scheduled to be 
remodeled.
- Repairs to the facility were being completed.

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