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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 
on April 20, 2018.  The complaint was 
unsubstantiated (intake #NC00135022).  A 
deficiency was cited. 

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

 

 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 record review and interview the facility 
failed to ensure the facility and it's grounds were 
maintained in a safe, clean, attractive and orderly 
manner.  The findings are:

Review on 4/19/18 of Division of Health Service 
Regulation (DHSR) Construction survey dated 
4/6/18 revealed:
-     At the time of the follow up survey it was 
observed that mold was still present in Bedroom 
5

Interview on 4/19/18 with DHSR Construction 
representative revealed:
-     The mold found in bedroom 5 was 
sporadically on the wall

Interview on 3/1/18 with the Building Owner 
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 V 736Continued From page 1 V 736

revealed:
-     She was contacted after the last state survey 
regarding the mold in the home
-     She purchased mold cleaner and paint to 
correct the issue
-     Her maintenance man cleaned the mold 
however he did not provide any paperwork 
regarding the work performed

Interview on 3/1/18 with the Administrator's 
Husband revealed:
-     He's responsible for the upkeep of the facility 
and addressing maintenance concerns
-     He was informed of the mold throughout the 
house and informed the building owner
-     Staff cleaned the areas with Clorox as a 
method to fix the issue
-     The building owner would not pay for a 
professional to treat the areas because the quote 
from a locate agency was extremely expensive 
(over $3,000)
-     They could only do what the building owner 
would allow correct the issue

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