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 V 000 INITIAL COMMENTS  V 000

An annual survey was completed 10/15/18. A 

deficiency was cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600C Supervised 

Living for Adults with Developmental Disabilities.

 

 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 

governing body failed to assure the facility was 

maintained in an attractive manner. The findings 

are:

Observation on 10/12/18 between 11:00 - 11:13 

AM revealed:

- dents and semi-circle shaped crack in the 

stairwell wall as well as multiple scuff marks

- a hole in the wall at door knob level in client #2's 

room and the smoke detector was down

- the smoke detector in client #1's room was 

down (smoke detector in hall on this level was in 

tact)

- the commode tank lid and shower curtain in the 

upstairs bathroom was missing, the door to the 

medicine cabinet  

   was missing and a hole was in the wall behind 

the door at door knob level

- there was a 1 foot crack in the top right quadrant 
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 V 736Continued From page 1 V 736

of client #3's room door and the door frame was 

cracked

Observation at 11:32 AM revealed client #2 

knocking objects off a cabinet near where the 

surveyor was working.

During an interview on 10/12/18, the Manager 

explained the appearance of the house was due 

to numerous and repeated episodes of property 

destruction by the clients. The Manager explained 

repair work was frequently done at the facility.
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