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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 
on June 4, 2025. The complaint was 
unsubstantiated (intake #NC00230456). A 
deficiency was cited. 

This facility is licensed for the following service 
category: 10A NCAC 27G .1900 Psychiatric 
Residential Treatment for Children and 
Adolescents. 

This facility is licensed for 12 and has a current 
census of 9. 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 
was not maintained in a safe, clean, and 
attractive manner. The findings are: 

Observation on 6/4/25 at 1:00 pm revealed:
-Bathroom #2: 

-There were dark patches of stains all 
throughout the inside of the tub. 

-The mirror had three dents, each measuring 
about an inch long. 
-Bathroom #3: 

-The sink's mica countertop had a broken 
piece measuring about 5 inches long and 
exposing a sharp edge. 
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 V 736Continued From page 1 V 736

Interview on 6/4/25 with the Executive Director 
revealed: 
-The clients had an activity with paint recently and 
they had to wash the materials in the tub, which 
may it stained. 
-She was not aware of the broken piece of mica 
from one of the bathroom's countertop. 
-Maintenance personnel had already been 
notified to clean up the stained tub and do other 
maintenance repairs. 
-She acknowledged the facility was maintained in 
a safe, clean and attractive manner. 

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