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INITIAL COMMENTS

An annual and complaint survey was completed
on 1/10/19. The complaint was unsubstantiated
(Intake #NC00146023). A deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .4300 Therapeutic
Community

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
orderly manner. The findings are:

Observation on 1/9/19 at approximately 11:20am
of the client rooms revealed:

-Room #2 had mold above the bathtub in the left
corner on the ceiling, approximately 2 x 8 inches.
-Room #7 had mold on the ceiling above the bed
in the right corner, approximately 6 inches.
-Room #8 had a small hole above the bathroom
sink, the area was moist around the hole.

Interview on 1/9/19 with the Facilities Manager
revealed:

-He generally did a walkthrough of the facility a
minimum of once each week.

-The facility did not have an issue with mold.
-He was not aware of the mold or the moisture
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issue in the client areas.

-He was sure there was no mold in the attic area
of the building.

-He would ensure the mold and moisture was
resolved.
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