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 V 000 INITIAL COMMENTS  V 000

An annual and follow-up survey was completed 
on April 24, 2019.  A deficiency was cited.

This facility is licensed for the following service 
category: 10A NCAC 27G. 5600E Supervised 
Living for Adults with Substance Abuse.

 

 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 
failed to ensure facility grounds were maintained 
in a clean, safe and attractive manner. The 
findings are:

Observation on 4/24/19 at 12:30 p.m. revealed:
-There were numerous dark stains on the carpet 
throughout the facility. 
-There were numerous wrinkles on the carpet 
throughout the facility.

Observation on 4/24/19 of the Living area at 
12:34 p.m. revealed:
-Furniture's upholstery was peeing off. 

Observation on 4/24/19 of the upstairs bathroom 
at 12:40 p.m. revealed:
-Several black spot stains about an inch wide on 
the shower's ceiling
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 V 736Continued From page 1 V 736

Observation on 4/24/19 of the upstairs' bedroom 
to the left at 12:42 p.m. revealed:
-One of the walls had paint peeled off.

Interview on 4/24/19 with the Administrator 
revealed:
-She was aware of the stains on the carpet; had 
them professionally cleaned, but stains returned.  
Due to monetary constraints, she has not been 
able to resolve issue.  
-She had received an estimate to have carpets 
replaced with flooring and was over $20,000. 
-A cork board used to be located in the upstairs 
bedroom which was taken down and created and 
the paint to be peeled off.
-She would have her maintenance person paint 
over the peeled area in the upstairs' bedroom and 
clean spots from shower's ceiling. 
-She acknowledged that the facility grounds were 
not maintained in a clean, safe and attractive 
manner.

Division of Health Service Regulation

If continuation sheet  2 of 26899STATE FORM 1XG611


