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 V 000 INITIAL COMMENTS  V 000

A complaint and an annual survey was completed 

on 5/10/21. The complaint was substantiated 

(intake #NC176565). Deficiencies were cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .1700 Residential 

Treatment Staff Secure for Adolescents or 

Children.

 

 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 

 V 118
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 V 118Continued From page 1 V 118

file followed up by appointment or consultation 

with a physician.  

This Rule  is not met as evidenced by:

Based on records review, observations and 

interviews, the facility failed to ensure a 

Medication Administration Record (MAR) of all 

drugs administered to each client was kept 

current and medications administered were 

recorded immediately after administration 

affecting 3 of 3 clients (#1, #2 and #3). The 

findings are:

Finding #1:

Review of client #1's record on 4/28/21 and 

5/3/21 revealed:

-admission date of 4/8/21;

-diagnoses of Conduct Disorder, Attention Deficit 

Hyperactivity Disorder(ADHD), Post Traumatic 

Stress Disorder (PTSD) and Disruptive Mood 

Dysregulation Disorder(DMDD);

-physician's order dated 3/8/21 for Guanfacine 

HCL ER 2mg(milligram) one tablet daily.

Observation on 5/3/21 at 11:25am of client #1's 

medications on site revealed Guanfacine HCL ER 

2mg(milligram) one tablet daily dispensed 3/8/21. 

Review on 4/28/21 and 5/3/21 of client #1's MARs 

from 4/8/21 through 5/3/21 revealed the dosage 

dates of 5/1/21 and 5/2/21 for Guanfacine HCL 

ER 2mg(milligram) one tablet daily were blank 

with no explanation on the form. 
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 V 118Continued From page 2 V 118

Interview on 4/26/21 with client #1 revealed:

-took his medications in the morning, at noon and 

at night;

-got his medications daily;

-not missed any medications. 

Finding #2

Review of client #2's record on 4/28/21 and 

5/3/21 revealed:

-admission date of 12/2/20;

-diagnoses of Oppositional Defiant 

Disorder(ODD), Intellectual Developmental 

Disorder(IDD)-Mild and Autism Spectrum 

Disorder;

-physicians' orders dated 1/4/21 for the following 

medications: Metformin 500mg one half tablet the 

the morning and in the evening and 

escitalopram(generic for Lexapro) 5mg one tablet 

daily.

Observation on 5/3/21 at 10:50am of client #2's 

medications on site revealed:

-Metformin 500mg one half tablet the the morning 

and in the evening dispensed 4/1/21;

-escitalopram(generic for Lexapro) 5mg one 

tablet daily dispensed 4/1/21.

Review on 4/28/21 and 5/3/21 of client #2's MARs 

from 3/1/21 through 5/3/21 revealed the following 

dosage dates were blank with no explanation on 

the form:

-3/10/21 in the pm and 3/11/21 in the am for 

Metformin 500mg one half tablet the the morning 

and in the evening;

-3/11/21 for escitalopram(generic for Lexapro) 

5mg one tablet daily.

Interview on 4/26/21 with client #2 revealed:

-took medication Metformin, a blue pill for his 

diabetes;
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-got his medications daily;

-not missed any medications. 

Finding #3

Review of client #3's record on 4/28/21 and 

5/3/21 revealed:

-admission date of 1/26/21;

-diagnoses of DMDD, ADHD, Conduct Disorder, 

Cannabis Abuse and Diabetes;

-physician's order dated 1/26/21 for Abilify 10mg 

one tablet daily.

Observation on 5/3/21 at 11:45am of client #3's 

medications on site revealed Abilify 10mg one 

tablet daily dispensed 4/30/21. 

Review on 4/28/21 and 5/3/21 of client #3's MARs 

from 3/1/21 through 5/3/21 revealed the dosage 

date of 3/31/21 in the am for Abilify 10mg one 

tablet daily was blank with no explanation on the 

form. 

Interview on 4/26/21 with client #3 revealed:

-took his medications in the morning and at night;

-got his medications every day;

-not missed any medications. 

Interview on 5/10/21 with the Executive Director 

and Lead Qualified Professional revealed:

-not aware of the blanks on the clients' MARS;

-consistently train staff on how to complete the 

MARs;

-have a "buddy system" to check the MARs;

-plan to address the issue.

 V 296 27G .1704 Residential Tx. Child/Adol - Min. 

Staffing

10A NCAC 27G .1704 MINIMUM STAFFING 

 V 296
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REQUIREMENTS 

(a)  A qualified professional shall be available by 

telephone or page.  A direct care staff shall be 

able to reach the facility within 30 minutes at all 

times.

(b)  The minimum number of direct care staff 

required when children or adolescents are 

present and awake is as follows: 

(1)           two direct care staff shall be present for 

one, two, three or four children or adolescents;

(2)           three direct care staff shall be present 

for five, six, seven or eight children or 

adolescents; and

(3)           four direct care staff shall be present for 

nine, ten, eleven or twelve children or 

adolescents.

(c)  The minimum number of direct care staff 

during child or adolescent sleep hours is as 

follows: 

(1)           two direct care staff shall be present 

and one shall be awake for one through four 

children or adolescents; 

(2)           two direct care staff shall be present 

and both shall be awake for five through eight 

children or adolescents; and

(3)           three direct care staff shall be present 

of which two shall be awake and the third may be 

asleep for nine, ten, eleven or twelve children or 

adolescents.

(d)  In addition to the minimum number of direct 

care staff set forth in Paragraphs (a)-(c) of this 

Rule, more direct care staff shall be required in 

the facility based on the child or adolescent's 

individual needs as specified in the treatment 

plan.

(e)  Each facility shall be responsible for ensuring 

supervision of children or adolescents when they 

are away from the facility in accordance with the 

child or adolescent's individual strengths and 
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needs as specified in the treatment plan.

This Rule  is not met as evidenced by:

Based on interviews and observations, the facility 

failed to ensure minimum staffing requirements. 

The findings are: 

Observation on 4/26/21 at 2:45pm revealed:

-a passenger van parked in front of facility; 

-two vehicles/cars parked in the drive-way; 

-two staff present, one male and one female on 

site; 

-male identified as the Qualified Professional 

#1(QP#1) of the facility;

-female identified as the Assistant House 

Manager (AHMgr) of the facility;

-five clients present in living room.

Continued observation on 4/26/21 at 3:35pm 

revealed: -

a female staff/third staff arrived;

-identified at the House Manager(HMgr).

Interview on 4/26/21 with client #1 revealed:

-when he got home from school, two staff were 

present at the facility;

-two staff were the QP#1 and the AHMgr;

-HMgr "she's off today;"

- varies times the HMgr comes to work.

Interview on 4/26/21 with client #2 revealed:

-when he comes home from school, usually 2-3 

staff here;

-he rides the bus with client #3;
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-other clients go to day treatment;

-bus brought him home at 2:15pm;

-the QP#1 and the AHMgr were at the facility 

when his bus pulled up.

Interview on 5/3/21 with the HMgr revealed:

-have 2 clients who ride bus to and from public 

school;

-have 2 clients attend the Alternative School;

-have 2 clients in day treatment;

-facility staff transports clients to and from day 

treatment;

-her normal shift at the facility is from 11am-8pm;

-she also fills in as needed.

Interview on 5/5/21 with QP #2 revealed:

-have 3 staff always if 6 clients at the facility. 

-have 2 staff when some of clients are at school.

-always have 3 staff on weekends. 

Interview on 5/10/21 with the Executive Director 

and Lead Qualified Professional revealed:

-always have required staffing scheduled for the 

facility;

-when there are 4 or less clients, have 2 staff;

-have 3 staff if more than 4 clients;

-was not aware there were 5 clients with 2 staff at 

the facility on 4/26/21;

-a client must have come home early from 

school.

 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.

 V 736
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This Rule  is not met as evidenced by:

Based on observations and interviews, the facility 

was not maintained in a safe, clean, attractive 

and orderly manner. The findings are: 

Observation on 4/26/21 at 4:15pm revealed:

-three holes in wall by closet door between 

kitchen and living room; 

-several patched, unpainted areas throughout 

facility; 

-the wooden and iron railing on the right side of 

staircase leading from the middle level to the 

upper level was shaky and not sturdy.

Additional observation on 5/3/21 at 12:45pm 

revealed: 

-Holes by closet between kitchen and living room 

patched but not painted;

-client #1's bedroom on the third level: broken 

blinds on the window near the closet. Dresser 

drawers with missing knobs. Smears of black ink 

on the wall. Patched unpainted walls. Broken 

sheetrock above the light fixture by bedroom 

door;

-bathroom on third level by client #1's bedroom: 

no light covers on two of the recessed lights over 

sink. Damage around the edges of the mirror 

(black areas). The sink was stopped up. Peeling 

paint behind the toilet;

-second bedroom at end of hallway on second 

floor: patched unpainted walls.

Interview on 5/10/21 with the Executive Director 

and Lead Qualified Professional revealed:

-the facility needs some work;
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-client #1 also very destructive;

-spent over $8000.00 in repairs;

-they are trying to find a new location for the 

facility;

-hope to move license to new location soon.

 V 753 27G .0304(b)(5) Indoor Lighting

10A NCAC 27G .0304 FACILITY DESIGN AND 

EQUIPMENT

(b)  Safety: Each facility shall be designed, 

constructed and equipped in a manner that 

ensures the physical safety of clients, staff and 

visitors.

(5)           All indoor areas to which clients have 

routine access shall be well-lighted. Lighting shall 

be adequate to permit occupants to comfortably 

engage in normal and appropriate daily activities 

such as reading, writing, working, sewing and 

grooming.

This Rule  is not met as evidenced by:

 V 753

Based on observations and interviews, the facility 

failed to ensure all indoor areas to which clients 

have routine access was well-lighted. The 

findings are: 

Observations on 5/3/21 at 12:45pm revealed:

-bedroom on third floor level: no overhead light, 

no lamp, only light from the closet; 

-first bedroom on right of hallway on second floor 

level: two beds with dressers, no overhead light, 

no lamps, only light from attached bathroom, very 

dark in the bedroom.

Interview on 5/3/21 with the House Manager 
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revealed no overhead lights "because this is an 

old house."

Interview on 5/10/21 with the Executive Director 

and Lead Qualified Professional revealed:

-not have overhead lights in the bedrooms;

-always have lamps in bedrooms for clients for 

lighting;

-not sure what happened to lamps.
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