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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on August 19, 2019.  A Deficiency was cited.

The facility is licensed 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 interview, the facility 
failed to be maintained in a clean, attractive and 
orderly manner.  The findings are:

Observation on 08/19/19 at approximately 11:20 
am of client #1's room revealed:
- The mattress was sinking in the middle 
approximately the size of client #1's body.
- Blinds were broken and held up with a tack.
- Closet door was detached from the hinge 
leaning against the wall beside the door frame.

During interview on 8/19/19, client #1 reported:  
- His room was "great."
- He loved to stay in his room.
- His closet door was okay.
- His bed slept fine.
- His mattress was fine.
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 V 736Continued From page 1 V 736

During interview on 08/19/19, the licensee 
reported:
- She will replace the mattress. 
- Mattress's are fairly new. 
- The blinds "just got like that," she will fix them.
- The client must have pulled the door off the 
hinge this morning. 
- She visits the home weekly and works at the 
home also.
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