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 V 000 INITIAL COMMENTS  V 000

An annual and follow-up survey was completed 
on June 21, 2022. Deficiencies were cited. 

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

This facility is licensed for 6 and currently has a 
census of 5. The survey sample consisted of 
audits of 3 current clients.

 

 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 facility grounds were maintained 
in a clean, safe and attractive manner. The 
findings are:

Observation on 6/20/22 at about 2:10 pm of the 
Hall Bathroom #1 revealed:
-Plastic/rubber strip covering corner of the wall 
between sink and shower was lose and coming 
off at certain parts. 
-There was mold/mildew inside the shower on the 
walls and floor.

Observation on 6/20/22 at about 2:13 pm of the 
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Hall Bathroom #1 revealed:
-There was mold/mildew on the bottom of the tub. 

Observation on 6/20/22 at about 2:18 pm of 
Client #4's room revealed: 
-There was a sticky substance on the floor, in 
front of the window.

Observation on 6/20/22 at about 2:20 pm of 
Client #5's room revealed:
-The floor was dirty..
-Walls were dirty.
-There was a pile of cigarette butts and lose 
tobacco on top of the dresser. This was also 
noted on survey back on 2/26/20.

Observation on 6/20/22 at about 2:23 pm of 
Client #1's room revealed:
-Three strips from the window blinds were 
broken. 

Observation on 6/20/22 at about 2:28 pm of the 
Outside area revealed:
-The grass was tall. 

Interview on 6/21/22 with the Program 
Coordinator revealed:
-House belonged to the Department of Housing 
and Urban Development (HUD.)
-HUD was responsible for doing maintenance to 
the house. 
-She was last at the house last month. 
-She was aware of rubber strip on the corner of 
wall inside the bathroom coming off as well as the 
blinds in Client #1's room needing to be replaced. 
-She was not aware of Client #5's room being 
dirty and the situation with the cigarette butts 
being on top of the dresser. 
-She acknowledged the facility failed to ensure 
facility grounds were maintained in a clean, safe 
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and attractive manner.

This deficiency constitutes a re-cited deficiency 
and must be corrected within 30 days.
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