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INITIAL COMMENTS

A complaint and follow up survey was completed
on January 15, 2025. The complaint was
unsubstantiated (intake #NC00225400). A
deficiency was cited.

This facility is licensed for the following service
category: 1T0ANCAC 27G .5600A Supervised
Living for Adults with Mental lliness.

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

27G .0303(c) Facility and Grounds Maintenance

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 clean, attractive and
orderly manner. The findings are:

Observation on 1/14/25 at 2:58pm of the facility
revealed:

- the refrigerator and freezer had had stained
food drippings on the outside of the appliances

- some cabinet doors would not close or had a
missing cabinet door

- the dining room floor had rips in the tile near
the kitchen table

- the upstairs bathroom had hair in the sink

- client #3's bed was unmade with
miscellaneous clothing items on the floor and bed
- he had bags of clothes piled in the corner of
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his side of the bedroom

- asmall hole in the wall the size of quarter
near the entrance door

- bathroom floor downstairs was unswept and
the floor tile was stained with black spots

During interview on 1/14/25 staff #1 reported:

- she encouraged the clients to complete
chores daily, however they do chores "own their
on time"

During interview on 1/15/25 the Licensee
reported:

- acontractor was in the process of completing
repairs at the facility

- due to the number of calls he received for
other jobs, it prevented the completion of repairs
at the facility

This deficiency has been cited 7 times since the
original cite on 3/5/18 and must be corrected
within 30 days.
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