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INITIAL COMMENTS

An annual and follow up survey was completed
on 6-30-25. A deficiency was cited.

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

This facility is licensed for 6 and currently has a
census of 5. The survey sample consisted 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 observations and interviews the facility
failed to be maintained in a clean, attractive
manner and shall be kept free from offensive
odors. The findings are:

Observation on 6-30-25 at approximately 5:00pm
revealed:

-Two bedrooms on the left side of the house
had strong, foul odor.

-1 bedroom had several bed pads piled on
top of each other on the bed.

-The shared bathroom on the left side of the
house: had a wet floor around the toilet and had a
strong, foul odor, shower had brown and black
substances on the shower floor, the shower
shelves, and the tracks of the shower door, the
wall by the toilet had brown streaks running down
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the wall, the paper towel hanger was hanging
from the wall, approximately 1 inch away from the
wall, brown substance was encrusted around the
bottom of the toilet, brown substance was
smeared on the toilet seat and lid, brown
substance was encrusted on the lid bolt covers,
the door jamb had light brown marking along the
left portion of the door jam,

-Back door had brown marking along the
inside of the door.

-Front door had several strips of missing
paint on the door jamb one approximately 6
inches long.

-Outside back door had paint chipped and
cracked over the door.

-Outside windows need painting and spider
webs removed.

Interview on 6-30-25 with Staff #3 revealed:

-She was a substitute staff but has worked in
the facility before.

-The clients clean, but staff are always
supposed to ensure cleanliness in the house.

Interview on 6-30-25 with the Administrator
revealed:

-The staff there now were substitutes as the
regular staff had surgery.

-She knew that the windows needed
repainting.

-They were not allowed to replace the
windows with vinyl because the house was in an
historic district.

-She would ensure that all staff understood
that they needed to keep the facility clean.
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