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 V 000 INITIAL COMMENTS  V 000

An annual and complaint survey was completed 

4/17/19. The complaint (Intake #NC00148962) 

was not substantiated. Deficiencies were cited.

This facility is license for the following service 

category: 10A NCAC 27G .5600A Supervised 

Living for Adults with Mental Illness.

 

 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 interviews, the 

governing body failed to assure the facility was 

maintained in a clean and attractive manner. The 

findings are:

Observation on 4/11/19 between 3:25 - 3:40 PM 

revealed the carpets were stained and dirty in 

clients' bedrooms and throughout the facility, 

upstairs and downstairs.

During an interview on 4/15/19, the Qualified 

Professional (QP) reported he had just began 

work at the facility in February2019. The QP 

reported he was on site several times per week.

 

 V 744 27G .0304(b) Safety  V 744
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 V 744Continued From page 1 V 744

10A NCAC 27G .0304 FACILITY DESIGN AND 

EQUIPMENT

(b) Safety: Each facility shall be designed, 

constructed and equipped in a manner that 

ensures the physical safety of clients, staff and 

visitors.

This Rule  is not met as evidenced by:

Based on observation and interviews, the 

governing body failed to assure the facility was 

maintained to ensure safety of clients, staff and 

visitors. The findings are:

Observation on 4/11/19 between 3:25 and 3:40 

PM revealed cigarette ashes in the upstairs 

bathroom commode.

During an interview on 4/11/19, the staff #1 

reported client #1 knew better than to smoke in 

the house. Staff #1 reported there was a 

designated area to smoke outside.

During an interview on 4/16/19, the Administrator 

reported smoking in the facility was a violation of 

facility rules.
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