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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 

on 9-24-21.  The complaint was substantiated 

(intake #NC00181014).  The complaints were 

unsubstantiated (intake #NC00180826, 

#NC00181185, #NC00181187, #NC00181493, 

#NC00181502).  Deficiencies were cited.  

This facility is licensed for the following service 

category: 10A NCAC 27G .1900 Psychiatric 

Residential Treatment for Children and 

Adolescents.

 

 V 738 27G .0303(d) Pest Control

10A NCAC 27G .0303 LOCATION AND 

EXTERIOR REQUIREMENTS

(d) Buildings shall be kept free from insects and 

rodents.  

This Rule  is not met as evidenced by:

 V 738

Based on observations and interviews, the facility 

was not kept free from insects. The findings are:

Interview on 9-15-21 with Client #1 revealed:

-"lived here for about a month;"

-had seen bugs in the cottage;

-found an ant yesterday on the counter in the 

cottage.

Interview on 9-15-21 with Client #3 revealed:

-"lived here for about 3 weeks;"

-"since admission I have seen a small spider and 

a cockroach in my room and saw a worm under 

the bathroom sink;"

-"one bug was dead and I killed the spider."
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 V 738Continued From page 1 V 738

Interview on 9-15-21 with Client #4 revealed: 

-"we have seen every single kind of bug in the 

cottage;" 

-had seen spiders cockroaches, and ants in the 

cottage. 

Observation on 9-15-21 at 12:07pm revealed:

-granddaddy longleg spider in upper corner of 

wall by window in Client #2's bedroom;

-small dead cockroach on the closet floor in 

Client #3's bedroom. 

Interview on 9-15-21 with the Executive Director 

revealed:

-killed the spider as the walk through was being 

completed; 

-would inform maintenance of the issue and 

would have them spray the cottage today. 

This deficiency constitutes a recited deficiency 

and must be corrected within 30 days.
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