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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on September 9, 2022.  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 15 and currently has a 
census of 7.  The survey sample consisted of 
audits of 3 current clients.

 

 V 107 27G .0202 (A-E) Personnel Requirements

10A NCAC 27G .0202 PERSONNEL 
REQUIREMENTS
(a)  All facilities shall have a written job 
description for the director and each staff position 
which:

(1) specifies the minimum level of education, 
competency, work experience and other 
qualifications for the position;

(2) specifies the duties and responsibilities of 
the position;

(3) is signed by the staff member and the 
supervisor; and

(4) is retained in the staff member's file.
(b)  All facilities shall ensure that the director, 
each staff member or any other person who 
provides care or services to clients on behalf of 
the facility:

(1) is at least 18 years of age;
(2) is able to read, write, understand and 

follow directions;
(3) meets the minimum level of education, 

competency, work experience, skills and other 
qualifications for the position; and

(4) has no substantiated findings of abuse or 
neglect listed on the North Carolina Health Care 
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Personnel Registry.
(c)  All facilities or services shall require that all 
applicants for employment disclose any criminal 
conviction.  The impact of this information on a 
decision regarding employment shall be based 
upon the offense in relationship to the job for 
which the applicant is applying.
(d)  Staff of a facility or a service shall be 
currently licensed, registered or certified in 
accordance with applicable state  laws for the 
services provided.
(e)  A file shall be maintained for each individual 
employed indicating the training,  experience and 
other qualifications for the position, including 
verification of licensure, registration or 
certification.

This Rule  is not met as evidenced by:
Based on record review and interviews, the 
facility failed to ensure that each staff member 
met the minimum level of education required for 
the position affecting 1 of 3 audited staff (Staff 
#2). The findings are:

Review on 9/6/22 of Staff #2's record revealed;
-Educational requirements on the job description 
"Must have a GED (General Educational 
Diploma) or high school diploma ..."
-No evidence of a high school diploma, or GED.

Interview on 9/6/22 with Staff #2 revealed:
-Her job title was Resident Manager.
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-She did not have a high school diploma, or GED.

Interview on 9/6/22 with Program Director 
revealed:
-She was aware that Staff #2 did not have a high 
school diploma. or GED.

 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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This Rule  is not met as evidenced by:
Based on record reviews and interviews, the 
facility failed to ensure 1 of 3 audited staff (Staff 
#2) demonstrated competency in medication 
administration and failed to keep the MAR's 
current affecting 3 of 3 audited clients (Client #1, 
#4 and #6) The findings are:

Review on 9/6/22 of Staff #2's record revealed:
-Date of Hire: 11/22/21.
-Job Title: Resident Manager.
-No evidence of medication administration 
training. 

Review on 9/6/22 of Client #1's record revealed:
-Date of Admission: 12/16/21.
-Diagnoses: Opioid Use Disorder, Severe; 
Stimulant Use Disorder.
-Physician's Orders included:
     -Fluticasone 50 micrograms (mcg) 1 spray 
each nostril daily ordered on 5/11/22.
     -Ibuprofen 600 milligrams (mg) by mouth 3 
times a day as needed (PRN) ordered on 5/11/22.
     -There was no documentation to indicate the 
reason of use for the ibuprofen. 
     -Hydroxyzine 25 mg 1-2 PRN anxiety ordered 
5/11/22.
     -There was no documentation to indicate the 
route, or how often hydroxyzine could be 
administered.
     -Albuterol 90 mcg 2 puffs every 4 hours as 
needed ordered on 11/11/21.
     -There was no documentation to indicate the 
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reason of use for the albuterol.
     -Voltaren/diclofenac gel 1% apply to shoulder 
PRN ordered on 5/11/22.
     -There was no documentation to indicate the 
dose, frequency or use of the Voltaren/diclofenac 
gel. 
     -Tylenol/acetaminophen 500 mg every 6 
hours; Advil/ibuprofen 200 mg every 6 hours; 
amoxicillin "500 4 x 1 hr (hour)" ordered on 
7/22/22 to be taken at the "same time before next 
appointment."
     -There was no documentation of the dosing 
strength of the amoxicillin or the administration 
route for the Tylenol/acetaminophen, 
Advil/ibuprofen, amoxicillin and the time frame of 
when to start and stop each medication could not 
be determined.
     -There was no order for doxycycline hyclate to 
be administered 8/27/22 through 9/1/22.  
     -There was no order for clindamycin to be 
administered on the dates of 6/1/22 through 
6/7/22.  

Review on 9/1/22 of Client #1's June 
2022-September 2022 MAR's revealed:
- Ibuprofen 600 mg every 6 hours PRN pain 
administered 6/1/22-9/1/22.
-Clindamycin 150 mg by mouth 3 times daily for 7 
days administered 6/1/22-6/7/22. 
-Hydroxyzine 25 mg 1-2 capsules by mouth every 
6 hours PRN anxiety/sleep administered 
6/1/22-9/1/22.
-Albuterol 90 mcg 1-2 puffs every 4 hours PRN 
wheezing.
-Voltaren/diclofenac gel 1% use as directed 
topically once daily administered 6/1/22-9/1/22.
-Diflucan/fluconazole 150 mg take 3 capsules in 
one day administered as 1 capsule on 7/8/22, 
one capsule on 7/9/22 and one capsule on 
7/10/22.
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 V 118Continued From page 5 V 118

-Doxycycline hyclate 100 mg 1 tablet by mouth 
once a day administered 8/27/22-8/31/22 and 1 
capsule by mouth every 6 hours for 7 days 
administered on 9/1/22.
-Tylenol/acetaminophen 500 mg every 6 hours; 
Advil/ibuprofen 200 mg every 6 hours; amoxicillin 
"500 4 x 1 hr (hour)" was not listed from 
7/22/22-9/1/22.
-June 2022 MAR had two page #2's which listed 
different administration data for 
Voltaren/diclofenac gel 1% and fluticasone nasal 
spray from 6/1/2022-6/30/2022.

Review on 9/6/22 of Client #4's record revealed:
-Date of Admission: 3/29/22.
-Diagnoses: Stimulant Use Disorder, Severe; 
Cannabis Use Disorder, Severe; Alcohol Use 
Disorder, Severe; Unresolved Trauma, Shame, 
Resentments, Loss of Structure, Financial, 
Family, Relational Social, Emotional Stressors 
Related to Addictive Patterns.
-Physician's Orders included: 
     -Ibuprofen 800 mg by mouth 3 times per day 
ordered 8/18/22.
     -Senna 8.6 at bedtime as needed ordered 
8/18/22.
     -There was no documentation to indicate the 
strength, route or reason for use of the Senna.
     -There were no client identifiers on the order 
sheet dated 8/18/22.

Review on 9/1/22 of Client #4's June 
2022-September 2022 MAR's revealed:
-Ibuprofen 600 mg by mouth every 6 hours PRN 
pain administered 8/19/22-8/31/22 and ibuprofen 
600 mg 1 tablet by mouth 3 times daily PRN (no 
administration reason documented) administered 
9/1/22. 
-Senna 8.6 mg 2 tablets by mouth twice daily prn 
constipation administered 8/19/22-9/1/22.
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Review on 9/6/22 of Client #6's record revealed:
-Date of Admission: 7/26/22.
-Diagnoses: Opioid Use Disorder, Severe; 
Unspecified Anxiety.
-Physicians' Orders included: 
     -Minipress/prazosin 1 mg at bedtime PRN.
     -There was no documentation of the 
administration route or reason.

Review on 9/1/22 of Client #6's July 
2022-September 2022 MAR's revealed:
-Minipress/prazosin 1 mg 1 capsule by mouth at 
bedtime PRN administered 8/24/22-9/1/22.
-There was no documentation of the reason for 
administration.

Interview on 9/6/22 with Staff #2 revealed:
-She was responsible for the oversight of client 
medications and was responsible for transcribing 
physician's orders onto the MAR for each client.  
-She had not received any medication 
administration training.

Interview on 9/6/22 with the Program Director 
revealed:
-Staff #2 had not received medication 
administration training due to COVID 19.
     
This deficiency constitutes a re-cited deficiency 
and must be corrected in 30 days.

 V 369 G.S. 122C-6 Smoking Prohibited

§ 122C-6 SMOKING PROHIBITED; PENALTY
(a) Smoking is prohibited inside facilities licensed 
under this Chapter. As used in this section, 
"smoking" means the use or possession of any 
lighted cigar, cigarette, pipe, or other lighted 

 V 369
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 V 369Continued From page 7 V 369

smoking product. As used in this section, "inside" 
means a fully enclosed area.
(b) The person who owns, manages, operates, or 
otherwise controls a facility subject to this section 
shall:
(1) Conspicuously post signs clearly stating that 
smoking is prohibited inside the facility. The signs 
may include the international "No Smoking" 
symbol, which consists of a pictorial 
representation of a burning cigarette enclosed in 
a red circle with a red bar across it.
(2) Direct any person who is smoking inside the 
facility to extinguish the lighted smoking product.
(3) Provide written notice to individuals upon 
admittance that smoking is prohibited inside the 
facility and obtain the signature of the individual 
or the individual's representative acknowledging 
receipt of the notice.
(c) The Department may impose an 
administrative penalty not to exceed two hundred 
dollars ($200.00) for each violation on any person 
who owns, manages, operates, or otherwise 
controls a facility licensed under this Chapter and 
fails to comply with subsection (b) of this section. 
A violation of this section constitutes a civil 
offense only and is not a crime.
(d) This section does not apply to State 
psychiatric hospitals. (2007-459, s. 3.)

This Rule  is not met as evidenced by:
Based on observation and interview, the facility 
failed to post signs that smoking is prohibited 
inside the facility. The findings are:

Observation on 9/1/22 at 10:32 am revealed:
-No evidence of any No Smoking signs posted in 
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the facility.

Interview on 9/1/22 with the Program Director 
revealed:
-She was unaware of the requirement to post No 
Smoking signs in the facility.

 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 the facility was not 
maintained in a safe, clean, attractive and orderly 
manner. The findings are:

Observation on 9/1/22 at 10:32 am revealed:
-Air vent on the ceiling in bathroom #2 was 
covered with layers of gray colored dust.
-Shower floor in bathroom #3 was cracked and 
chipped and the molding strip was missing at the 
top portion of the shower.
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