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INITIAL COMMENTS

An Annual Survey was completed on October 4,
2018. A deficiency was cited.

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

27G .0303(c) Facility and Grounds Maintenance

10ANCAC 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:

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

Observation and tour on 10/04/18 between
12:15-12:30 PM of the facility revealed:

-Water Stains on the walls of both the
upstairs and downstairs bathrooms used by the
clients

-Upstairs bedroom: Occupied by client #3-
bedroom door damaged- with panel torn enough
to see inside of door frame

-Downstairs- water stain on carpet

Interview on 10/04/18, the Qualified Professional
reported he:

-was not aware of the water stain markings in
bathroom or damaged bedroom door for client #3
prior to tour

-was aware of the water stain on the carpet
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downstairs due to the flooding post recent
hurricane (9/13/18-9/19/18). The water only
reached the inside area near the doorway not the
other area of the downstairs

-would contact the maintenance person
immediately
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