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INITIAL COMMENTS

An annual, complaint and follow up survey was
completed on 4/30/26. The complaint was
unsubstantiated (intake #NC00235394). A
deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .1700 Residential
Treatment Staff Secure for Children or
Adolescents.

This facility is licensed for 4 and has a current
census of 4. 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 interviews the facility
was not maintained in a clean, attractive and odor
free manner. The findings are:

Observation on 4/30/26 at 11:01 am of the facility
revealed:

-There was about a 4 inch piece of flooring
missing in the upstairs hallway.

-The door of the upstairs bathroom had a 7 inch
crack near the door knob and at the bottom right
corner.

-All three of the clients' bedroom walls had
several white paint patches on the walls
throughout their rooms.
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Interview on 4/30/26 with Client #1 revealed:

-Did not know how long the white patches of paint
on the wall.

-"[Chief Executive Officer (CEQO)/Licensee] is
getting it (wall) repainted.”

-Did not know how long the bathroom door had
been cracked.

-Did not know how long the piece of flooring in
the hallway was missing.

Interview on 4/30/26 with Client #2 revealed:

-Did not know how long the white patches of paint
on the wall.

-Did not know how long the bathroom door had
been cracked.

-Did not know how long the piece of flooring in
the hallway was missing.

Interview on 4/30/26 with Client #3 revealed:

-Did not know how long the white patches of paint
on the wall.

-Did not know how long the bathroom door had
been cracked.

-Did not know how long the piece of flooring in
the hallway was missing.

Interview on 4/30/26 with the Qualified
Professional revealed:

-The CEO/ Licensee was having a contractor
repaint the rooms.

-"Someone is supposed to come out and paint in
the next week."

-The CEO/Licensee was responsible for repairs.

Interview on 4/30/26 with the CEO/Licensee
revealed:

-Was having a contractor come out to finish
making repairs in the facility.
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This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.
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