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A complaint and follow up survey was completed
on January 14, 2020. One complaint was
substantiated (intake #NC00159845) and two
complaints were unsubstantiated (intake
#NC00159916 and NC00159955).

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

V 736/ 27G .0303(c) Facility and Grounds Maintenance @ V 736

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
was not maintained in a safe, clean, attractive
and orderly manner. The findings are:

Observation on 1/14/20 of the facility at
approximately 4:28pm revealed:

-Client #1's bedroom had 11 stained areas on the
walls. The bathroom had a rusty floor vent and
one light bulb did not work.

-The hallway air return vent was bent and rusty.
-Client #5's closet had a large pile of soiled
clothes on the floor. The top drawer in client # 5's
nightstand had several snack wrappers and bugs
in it. The floor vent was rusty.

-Client # 4's bedroom door had a hole
approximately 6 inches long in it. The bathroom
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had a broken toilet paper holder. The bathroom
sink had a black substance on the surface.
-Client #2's double pane window had a crack on
the outside.

-Client #6's closet had clothes scattered on the
floor.

-Inside of microwave covered in dark brown
stains.

-Uncooked rice spilled on top of cabinet in the
kitchen.

-Broken tile on living room floor.

Interview on 01/14/20 the Licensee/Qualified
Professional stated:

-Client #5's clothes in his closet were going to be
washed.

-Client #4 uses black dye and she would address
the sink in his bathroom.

-Clients and staff had made a lot of progress in
addressing the facility and ground issues
identified.

This deficiency has been cited 7 times since the
original cite on 6/4/14 and must be corrected
within 30 days.
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