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 V 000 INITIAL COMMENTS  V 000

An annual and complaint survey was completed 

on 8/11/22. The complaint was substantiated 

(intake #NC00189483). Deficiencies were cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600E Supervised 

Living for Adults with Substance Abuse 

Dependency.

This facility is licensed for 9 and currently has a 

census of 4. The survey sample consisted of 

audits of 2 current clients and 1 former client.

 

 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 record review and interviews, the 

facility was not kept free from insects. The 

findings are:

Interview on 6/7/22 with the Program Director 

revealed:

-The facility was treated for bedbugs 

approximately 2 weeks prior;

-She was going to submit documentation from the 

pest control company.

Additional interview on 6/7/22 with the Program 

Director revealed:

-She had talked with the facility maintenance 
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department today;

-They had informed her that a pest control 

company had inspected the facility in response to 

a complaint of bedbugs;

-The pest control company found no signs of 

bedbugs so the facility was not treated;

-She was going to submit documentation from the 

pest control company.

Interview on 6/13/22 with the Program Director 

revealed:

-The pest control company inspected the facility 

today with a k-9;

-The k-9 alerted that there were bedbugs in an 

upstairs bedroom;

-Treatment was going to be completed;

-She was going to submit documentation from the 

pest control company.

Interview on 7/13/22 with the Program Director 

revealed:

-The facility was treated by a pest control 

company for bedbugs;

-A follow up by the pest control company was 

scheduled for 7/16/22.

Interview on 7/28/22 with the Program Director 

revealed:

-The facility was treated by a pest control 

company for bedbugs again on 7/16/22;

-The pest control company will inspect the facility 

again on 8/1/22.

Review on 8/4/22 of documentation from the pest 

control company revealed the facility was 

inspected today (8/4/22) with a k-9 and there 

were no alerts to bedbugs.

Interview on 8/11/22 with client #1 revealed:

-She had reported to the Program Director shortly 
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after she was admitted on 4/18/22 that she had 

observed bedbugs on her bed;

-She was moved from her bedroom upstairs to a 

bedroom downstairs for a few days;

-She was informed that her bedroom upstairs had 

been treated and she was able to move back 

upstairs.

Interview on 8/11/22 with staff #1 revealed:

-She had observed bedbugs in an upstairs 

bedroom several months prior;

-The facility had been treated by a pest control 

company since that time.
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