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INITIAL COMMENTS

An annual survey was completed on 3-6-19.
Deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G 5600C Supervised
Living for Adults Whose primary Diagnosis is a
Developmental Disability.

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
failed to be mainatined in a clean, safe, and odor
free manner. The findings are:

-Kitchen: Wall behind the garbage can was
dirty with what appeared to be food, wall behind
the sink was dirty.

-Living room: Brown substance splashed on
two of the walls, two peices of broken furniture,
couch arm stained

-Washing machine top was dirty.

-Tub bathroom: Bathtub was very dirty, soap
scum on the shower walls, shower was missing
the shower head.

-Shower bath: wall behind the sink was dirty,
the walls were dirty.

-Dining room: curtain holder on the back door
was blocking full acess to the handle.
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Interview on 3-6-19 with the manager revealed:

-They discuss cleanliness at every staff
meeting.

-She didn't know about the missing shower
head.

-The staff had told her that the brown
splashes in the living room wouldn't come off.

-They would get the house clean and develop
some kind of check list to make sure it stayed
clean.
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