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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on 8/9/19.  A deficiency was cited.

This facility is licensed for the following service 
category: 10A NCAC 27G.5600A Supervised 
Living for Individuals 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 interview the facility 
failed to be maintained in a clean, attractive and 
orderly manner.  The findings are:

Observation of the facility on 8/8/19 at 3:50pm 
revealed:
-Large circular 1 foot by 1 foot stain on carpet in 
den area.
-2 foot long stain on carpet beside the couch.
-Second couch in den area also had round stain 
on the carpet in front of it.
-Multiple small stains on the carpet throughout 
the den area.
-Kitchen counter had numerous stains as well as 
burn marks.
-The oven door would not close completely 
therefore it did not create a good seal when 
cooking.  The top of the door had burn marks 
from the heat escaping
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 V 736Continued From page 1 V 736

Interview on 4/4/19 with the House 
Manager/Qualified Professional revealed:
-She was responsible for making sure staff were 
doing their jobs and keeping the facility clean.
-She had the carpet shampooed and 
mechanically cleaned several times but the stains 
would not come up.   
-Can't clean the stains or burn marks off the 
kitchen counter.
-None of the clients want to use the oven to cook 
because the heat coming from the top of the door 
makes the  kitchen very hot as well as possibility 
of scalding the person using the oven.  
-The landlord was responsible for replacing the 
carpet in the main living areas as well as kitchen 
counters and appliances.  These replacements 
had been requested but it was taking a long time.
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