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SUMMARY STATEMENT OF DEFICIENCIES 
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V 0001 INITIAL COMMENTS

An Annual Survey was completed 11/8/18. No 
deficiencies were cited. 

This facility is licensed for the following service 
category: 1 0A NCAC 27G .1700 Residential 
Treatment Level Ill for Adolescents 

V 1W 27G .0209 (E) Medication Requirements 

10A NCAC 27G .0209 MEDICATION 
REQUIREMENTS 
(e) Medication Storage:
(1) All medication shall be stored:
(A) in a securely locked cabinet in a clean,
well-lighted, ventilated room between 59 degrees
and 86 degrees Fahrenheit;
(B) in a refrigerator, if required. between 36 
degrees and 46 degrees Fahrenheit. If the 
refrigerator is used for food items, medications
shall be kept in a separate, locked compartment
or container;
(C) separately for each client,
(D) separately for external and internal use,
(E) in a secure manner if approved by a physician
for a client to self-medicate.
(2) Each facility that maintains stocks of
controlled substances shall be currently
registered under the North Carolina Controlled
Substances Act, G.S. 90, Article 5, including any
subsequent amendments.

This Rule is not met as evidenced by· 
Based on observation and interview the facility 
failed to ensure medication was stored in a 
securely locked box for one of one clients from a 
sister facility (SF#1). The findings are 
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Vl20 27.G.0209(E) Medicotion Requirements 

Measures put in place lo correct the deficient area or 
practice 

On 11/09/18 a mandatory board mc:c:ting was 
l scheduled to n:vic:w the findings from DHSR. Different
i scenarios were discussed and prc:vcntati ve 

I 
measures/interventions were reviewed and voted on for 
approval by the Board. 

' Measures put in place lo prevent the problem from 
! occurrinl! again 

Our ascncy ensured that this ruh: was met as 
cvidcnci:d by removing the medication from 5309 Kyle 
Drive on 11-08-18. Additional staff training updates 
have been provided to all staff. A small lockable: 
medication refrigerator has been purchased for each 
home to avoid being out of compliance at any location. 

Who will monitor the situ:ition to ensure ii will not 
occur again 

Our asenc} 's medication management 
personnel (Mrs. Bridget JdTrics & Ms. Kimberly 
Reeves)) and the Cxccuti\e Director (Mr Bruce Ward) 
or an addi<ional designated qualified staff will moni<or 
the implcmcnllltion to ensure that the dcficicncy will 
not occur again 
How often the monitoring will take place 

Maintaining documcntation continues to be a 
mandatory part of our prosram (  

 or a 
designated qualified s<aff will carefully monitor the 
implc!mcntation on a monthly or ,as needed basis to 
ensure that the deficicncy will not occur again 
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