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INITIAL COMMENTS

A complaint and follow up survey was completed
on 1/24/2020. The complaint was substantiated
(intake #NC00158927). A deficiency was cited.

This facility is licensed for the following service
categories: 10A NCAC 27G .4400 Substance
Abuse Intensive Outpatient Program and 10A
NCAC 27G .4500 Substance Abuse
Comprehensive Outpatient Treatment

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 record review and interview the
Licensee failed to ensure the facility was
maintained in a safe, attractive manner. The
findings are:

Observation on 1/21/2020 at 11:00 AM revealed:
-Missing tiles in hallway ceiling.
-Tile floor in men's bathroom ripped.
-Chirping smoke detectors throughout the
building.
-Multiple fly strips hanging down with dead
flies on them.
-Water ceiling stains throughout building.
-Outdoor path to smoking area had metal
pieces and wires hanging from the ceiling.
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During interview on 1/21/20 The Program Director
stated:

-The building is very old and the landlord is
not good about fixing repairs.

-The fly strips were up because they had flies
so bad and this was an attempt to reduce that.

-There had been some leaks, but the roof
was repaired.

-The outdoor area is not an area they rent, it
the landlord's area and that can touch that.

-Have been looking to relocate to a different
location but having difficulty doing so.
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