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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on 12/5/19.  Deficiencies were cited.  

This facility is licensed for the following service 
category: 10A NCAC 27G .5600C Supervised 
Living for Adults with Intellectual and 
Developmental Disabilities.

 

 V 117 27G .0209 (B) Medication Requirements

10A NCAC 27G .0209 MEDICATION 
REQUIREMENTS
(b)  Medication packaging and labeling:
(1) Non-prescription drug containers not 
dispensed by a pharmacist shall retain the 
manufacturer's label with expiration dates clearly 
visible;
(2) Prescription medications, whether purchased 
or obtained as samples, shall be dispensed in 
tamper-resistant packaging that will minimize the 
risk of accidental ingestion by children.  Such 
packaging includes plastic or glass bottles/vials 
with tamper-resistant caps, or in the case of 
unit-of-use packaged drugs, a zip-lock plastic bag 
may be adequate;
(3) The packaging label of each prescription 
drug dispensed must include the following:
(A) the client's name;
(B) the prescriber's name;
(C) the current dispensing date;
(D) clear directions for self-administration;
(E) the name, strength, quantity, and expiration 
date of the prescribed drug; and
(F) the name, address, and phone number of the 
pharmacy or dispensing location (e.g., mh/dd/sa 
center), and the name of the dispensing 
practitioner.

 V 117
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 V 117Continued From page 1 V 117

This Rule  is not met as evidenced by:
Based on observations, interviews, and record 
review, the facility failed to ensure all prescription 
medications available for administration were not 
expired and contained a current dispensing date 
for 2 of 3 clients (Client #1 and Client #3). The 
findings are:

Record review on 12/4/19 for Client #1 revealed:
-Admission date of 1/4/19 with diagnoses of 
Moderate Intellectual Disability, Autism, 
Oppositional Defiant Disorder, Attention Deficit 
Hyperactivity (ADHD) and Seasonal Allergies. 
-Physician ordered medications on 1/31/19 
included Ketoconazole 2% apply topically on 
Mondays and Thursdays for scalp lesions and 
Nasal Spray 0.05% 1 spray into nostrils for nose 
bleeds as needed.

Review on 12/4/19 of MARs for 
October-December 2019 revealed:
-Ketoconazole was administered 10/3/19, 
10/7/19, 10/10/19, 10/14/19, 10/17/19, 10/20/19, 
10/24/19, 10/28/19, 10/30/19, 11/4/19, 11/7/19, 
11/11/19, 11/14/19, 11/18/19, 11/21/19, 11/25/19, 
11/27/19 and 12/2/19. (18 doses)
-Nasal Spray was not administered within the 
dates surveyed.

Record review on 12/4/19 for Client #3 revealed:
-Admission date of 4/24/19 with diagnoses of 
Autism, Bipolar and ADHD. 
Physician ordered medications on 9/17/19 and 
3/19/19 included Neutrogena 3% shampoo apply 
to scalp as directed and disposable needles for 
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 V 117Continued From page 2 V 117

Victoza 18mg to administer 0.6mg 
subcutaneously daily.

Review on 12/4/19 of MARs for 
October-December 2019 revealed:
-Neutrogena shampoo was administered 10/3/19, 
10/7/19, 10/10/19, 10/14/19, 10/17/19, 10/21/19, 
10/24/19, 10/28/19, 10/30/19, 11/4/19, 11/7/19, 
11/11/19, 11/14/19, 11/18/19, 11/21/19, 11/25/19, 
11/28/19 and 12/2/19. (18 doses)
Victoza was administered daily 10/1/19-10/31/19, 
11/1/19-11/30/19 and 12/1/19-12/4/19. (65 doses)

Observation on 12/4/19 at approximately 10am of 
medication boxes for Client #1 and for Client #3 
revealed: 
--For Client #1-1 tube of Ketoconazole 2% cream 
had expiration date of 5/2019 and 1 tube had 
dispense date of 10/30/18; Nasal Spray 0.05% 
had dispense date of 6/21/18. 
--For Client #3-Salicylic Acid 6% Shampoo had 
expiration date of 1/2019 and box of disposable 
needles for Victoza pen had expiration date of 
10/2018.

Interview on 12/4/19 with live-in Staff #1 revealed:
-Had worked there for the past 2 ½ years.
-Was responsible for direct care as well as 
passing medications.
-Had not noticed the expirations dates of some 
medications. 
-He guessed the House Manager would be 
responsible to checking the medications.

Interview on 12/5/19 with the Qualified 
Professional revealed:
-Was not in the facility on a regular basis but 
probably should be there more often.
-Reviewing medications in the home was her 
responsibility.
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-Would monitor more closely.

 V 118 27G .0209 (C) Medication Requirements

10A NCAC 27G .0209 MEDICATION 
REQUIREMENTS
(c) Medication administration:  
(1) Prescription or non-prescription drugs shall 
only be administered to a client on the written 
order of a person authorized by law to prescribe 
drugs.  
(2) Medications shall be self-administered by 
clients only when authorized in writing by the 
client's physician.  
(3) Medications, including injections, shall be 
administered only by licensed persons, or by 
unlicensed persons trained by a registered nurse, 
pharmacist or other legally qualified person and 
privileged to prepare and administer medications.  
(4) A Medication Administration Record (MAR) of 
all drugs administered to each client must be kept 
current. Medications administered shall be 
recorded immediately after administration. The 
MAR is to include the following:  
(A) client's name;  
(B) name, strength, and quantity of the drug;  
(C) instructions for administering the drug;  
(D) date and time the drug is administered; and  
(E) name or initials of person administering the 
drug.  
(5) Client requests for medication changes or 
checks shall be recorded and kept with the MAR 
file followed up by appointment or consultation 
with a physician.  

 V 118
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 V 118Continued From page 4 V 118

This Rule  is not met as evidenced by:
Based on observation, record review and 
interviews, failed to follow the written order of a 
physician affecting 2 of 3 clients (Client #1 and 
Client #3). The findings are:

Record review on 12/4/19 for Client #1 revealed:
-Admission date of 1/4/19 with diagnoses of 
Moderate Intellectual Disability, Autism, 
Oppositional Defiant Disorder, Attention Deficit 
Hyperactivity (ADHD) and Seasonal Allergies. 
-Physician ordered medications on 1/31/19 
included Ketoconazole 2% apply topically on 
Mondays and Thursdays for scalp lesions.

Review on 12/4/19 of MARs for 
October-December 2019 revealed:
-Ketoconazole was administered 10/20/19 
(Sunday), 10/30/19 (Wednesday).

Record review on 12/4/19 for Client #3 revealed:
-Admission date of 4/24/19 with diagnoses of 
Autism, Bipolar and ADHD. 
-Physician ordered medications on 3/19/19 
included Victoza 18mg (diabetes) give 0.6mg 
subcutaneously daily and ordered on 9/17/19 
Ketoconazole 2% apply topically on Mondays and 
Thursdays.
-There was no doctors order for 
self-administration of Victoza.

Review on 12/4/19 of MARs for 
October-December 2019 revealed:
-Victoza was administered daily 10/1/19-10/31/19, 
11/1/19-11/30/19 and 12/1/19-12/4/19. (65 doses)
-Ketoconazole was administered 10/30/19 
(Wednesday).

Interview on 12/4/19 with Client #1 revealed:
-Didn't know what medications he took or when 
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 V 118Continued From page 5 V 118

he used the prescription shampoo.

Interview on 12/4/19 with Client #3 revealed:
-Staff #1 gave him his insulin pen and he set it 
himself then gave himself the shot every day.
-He thought he used the prescription shampoo 
every day but wasn't sure.

Interview on 12/4/19 with live-in Staff #1 revealed:
-Client #1 and Client #3 were only given their 
prescription shampoo on Mondays and 
Thursdays.  Both showered independently.
-Wasn't aware Client #3 couldn't give himself his 
shot every day.

 V 138 27G .0404 (A-E) Operations During Licensed 
Period

10A NCAC 27G .0404       OPERATIONS 
DURING LICENSED PERIOD
(a)  An initial license shall be valid for a period not 
to exceed 15 months from the date on which the 
license is issued.  Each license shall be renewed 
annually thereafter and shall expire at the end of 
the calendar year.
(b)  For all facilities providing periodic and 
day/night services, the license shall be posted in 
a prominent location accessible to public view 
within the licensed premises. 
(c)  For 24-hour facilities, the license shall be 
available for review upon request.
(d)  For residential facilities, the DHSR complaint 
hotline number shall be posted in a public place 
in each facility.
(e)  A facility shall accept no more clients than the 
number for which it is licensed.

 V 138
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 V 138Continued From page 6 V 138

This Rule  is not met as evidenced by:
Based on observation, record review and 
interviews, the facility failed to ensure that it 
would serve no more clients than the number for 
which it is licensed. The findings are:

Review on 12/4/19 of the facility's license issued 
by the Division of Health Service Regulation valid 
through 12/31/2019 revealed:
- Capacity 3.

Observation on 12/4/19 at approximately 9:30am 
revealed:
-A fourth individual was sleeping on the living 
room couch with pillow and blankets. A large pile 
of clothes was spread over the corner of the living 
room and in front of the TV.
-A box containing the fourth client's epipen was 
on the top shelf on the door of the refrigerator.

Interview on 12/4/19 with Client #1 revealed:
-The fourth client didn't stay over last night.

Interview on 12/4/19 with Client #2 revealed:
-The fourth client came over to the house all the 
time.  He got along well with the forth client 
because he used to live there.  He stayed over 
sometimes.

Interview on 12/4/19 with Client #3 revealed:
-He didn't know if the fourth client stayed over or 
not-he went to bed early.

Interview on 12/4/19 with Staff #1 revealed:
-The fourth client lived at a sister facility with the 
House Manager but had just stayed last night.
-The House Manager was home sick.

 

Division of Health Service Regulation

If continuation sheet  7 of 96899STATE FORM XDBB11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 12/17/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

MHL059-077 12/05/2019

R

NAME OF PROVIDER OR SUPPLIER

STAMEY HOME 1

STREET ADDRESS, CITY, STATE, ZIP CODE

180 JUSTICE ROAD

MARION, NC  28752

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX
TAG

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

 V 138Continued From page 7 V 138

-This client used to live in this facility and got 
along well with the residents.
-After a phone call with the House Manager, Staff 
#1 reported this fourth client did not stay in the 
facility last night.  
-The fourth client kept an epipen as this facility 
and at his home, just in case it was needed.

Interview on 12/4/19 with the Qualified 
Professional revealed:
-She was aware the fourth client visited the 
facility, but thought it was more of an every once 
in a while visit.
-She did not know if the fourth client ever slept 
over but would make sure staff knew that he 
could not.

 V 736 27G .0303(c) Facility and Grounds Maintenance

10A NCAC 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:

 V 736

Based on observation, record review and 
interviews the facility failed to be maintained in a 
safe, clean, attractive, orderly manner.  The 
findings are:

Observation on 12/4/19 at approximately 9:30am 
of the facility interior revealed:
-The shared bedroom on the left had 2 holes 
each about 5" diameter about a foot above the 
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 V 736Continued From page 8 V 736

bed where Client #2 slept.  On the opposite side 
of the wall where Client #1 slept were 3 patched 
areas just above the bed. The spackle was rough 
and not painted.
-The bedroom on the right had about a 5-6" hole 
on the far wall about 5' up from the floor.

Interview on 12/4/19 with Client #1 revealed:
-He knocked the holes in the wall.  He didn't 
mean to.  It had been several weeks ago.  He 
didn't know anything about the patched holes on 
the other wall.

Interview on 12/4/19 with Client #2 revealed:
-Client #1 used to sleep on that side of the room 
and he had punched the holes in the wall.  He 
couldn't remember how long the holes had been 
there.

Interview on 12/4/19 with Client #2 revealed:
-He had just leaned against the wall and it caved 
in.  He though it had been patched before.  

Interview on 12/4/19 with the Qualified 
Professional revealed:
-Was not aware of the damaged walls.
-The House Manager was responsible for the 
home repairs since he owned the home.
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