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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on March 18, 2020    A deficiencies was cited.

This 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 ensure the home was maintained in a 
safe attractive manner.  The findings are:

Observation on 3/12/20 at 9:30 AM revealed:
-Table lamp sitting in the middle of kitchen table 
with cord draped across the floor plugged into the 
wall causing a safety hazard for a client to trip.
-Kitchen cabinets were sticky to touch.
-Multiple light bulbs out in the kitchen.
-Spider webs through the house in corners and 
ceilings.
-Baseboards throughout the house extremely 
dirty.
-Walls throughout the house stained and dirty.
-Banister in stairway had white paint peeling off 
and exposed wood showing.
-Client bathroom upstairs had a one inch hole in 
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 V 736Continued From page 1 V 736

the wall with towel rack missing.
-Smoke detector up stairs hallway chirping.
-Down stairs bathroom had a strong smell of 
urine.
-Down stairs bathtub and shower area had lots of 
black mildew and needed deep cleaning.
-Client #1's bedroom (downstairs) floor was 
covered with multiple items and had a strong 
body odor smell.
-Client #2's bedroom (downstairs) had no working 
light.
-Client #3's dresser had several broken drawers.
-Siding on front and back of home had large 
spots of green algae.
-Back deck of the home was extremely dirty.

During interview staff #1 stated:
-She cleaned the home regularly but having six 
clients keeps her buys.
-She is not able to do the "deep cleaning" the 
home needs.
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