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INITIAL COMMENTS

An annual and follow up survey was completed
on July 10, 2019. Deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G .4100 Residential
Recovery Programs For Individuals With
Substance Abuse Disorder & Their Children.

27G .0207 Emergency Plans and Supplies

10ANCAC 27G .0207 EMERGENCY PLANS
AND SUPPLIES

(a) A written fire plan for each facility and
area-wide disaster plan shall be developed and
shall be approved by the appropriate local
authority.

(b) The plan shall be made available to all staff
and evacuation procedures and routes shall be
posted in the facility.

(c) Fire and disaster drills in a 24-hour facility
shall be held at least quarterly and shall be
repeated for each shift. Drills shall be conducted
under conditions that simulate fire emergencies.
(d) Each facility shall have basic first aid supplies
accessible for use.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to conduct fire and disaster drills at least
quarterly for each shift. The findings are:

During an interview on 7/10/19, the Administrative
Assistance reported the staff schedule used for
fire and disaster drills was 1st shift: 6:00am -
6:00pm and 2nd shift: 6:00pm - 6:00am
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Review of fire drills between January, 2019 -
June, 2019 revealed:

- 1/25/19 no specific time noted but checked
in box for 5:00pm - 9:pm

- 3/24/19 checked in box for 5:00pm - 9:pm

- 6/28/19 checked in box for 8:00am -
5:00pm

Review of disaster drills between January, 2019 -
June, 2019 revealed:

- 1/18/19 checked in box for 8:00am -
5:00pm (Actual Medical)

- 1/20/19 checked in box for 8:00am -
5:00pm (lce Storm)

- 6/20/19 6:15pm (Power Failure)

- 6/29/19 checked in box for 5:00pm -
7:00pm (Power Failure)

- 6/30/19 4:35am (Actual Medical)

During an interview on 7/10/19, the Director
reported:

- the facility had almost closed down the last
half of 2018 and they had discharged all their
clients by July, 2018. Circumstances changed
and they were able to remain open. They began
admitting clients again in December, 2018.
Because of this, there were no drills between July
- December, 2018. She thought they had been
running the drills as required.

27G .0304(b)(4) Hot Water Temperatures

10A NCAC 27G .0304 FACILITY DESIGN AND
EQUIPMENT

(b) Safety: Each facility shall be designed,
constructed and equipped in a manner that
ensures the physical safety of clients, staff and
visitors.

(4) In areas of the facility where clients are
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exposed to hot water, the temperature of the
water shall be maintained between 100-116
degrees Fahrenheit.

This Rule is not met as evidenced by:

Based on observation and interviews the facility
failed to ensure the water temperatures were
maintained between 100-116 degrees Fahrenheit.
The findings are:

Observation on 7/9/19 between 2:00pm and
2:30pm revealed:
- Apartment # 1956:
- Kitchen -122 degrees Fahrenheit (F)
- Downstairs Bathroom - 120 degrees F
- Upstairs Bathroom -120 degrees F
- Apartment # 1848:
- Kitchen -120 degrees F
- Downstairs Bathroom - 125 degrees F
- Upstairs Bathroom - 120 degrees F
- Apartment # 1958
- Kitchen - 96 degrees
- Downstairs Bathroom - 96 degrees F
- Upstairs Bathroom - 94 degrees F

Observation on 7/10/19 between approximately
9:30am - 10:30am revealed:
- Apartment # 116B:
- Kitchen - 122 degrees F
- Bathroom - 122 degrees F
- Apartment # 118D:
-Kitchen - 118 degrees
-Bathroom - 120 degrees

During interview on 7/10/19 the Client Care
Supervisor stated the apartments are very old
she has submitted some maintenance request
previously to adjust water temperatures and will
submitted them again.
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