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 V 000 INITIAL COMMENTS  V 000

An annual, complaint and follow up survey was 
completed on February 9, 2024. The complaint 
was unsubstantiated (intake #NC00212818). 
Deficiencies were cited. 

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

This facility is licensed for 4 and currently has a 
census of 2. The survey sample consisted of 
audits of 2 current clients and 1 former client.

 

 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  

 V 118

Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 106899STATE FORM ZEP011



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/26/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

MHL096-271 02/09/2024
R

NAME OF PROVIDER OR SUPPLIER

WINSTON

STREET ADDRESS, CITY, STATE, ZIP CODE

1606 SALEM CHURCH ROAD
GOLDSBORO, NC  27530

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 118Continued From page 1 V 118

(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.  

This Rule  is not met as evidenced by:
Based on record reviews, observation and 
interviews, the facility failed to administer 
medications on the written order of a physician 
and failed to keep the MARs current affecting one 
of three audited clients (#1). The findings are:

Review on 2/8/24 of client #1's record revealed: 
-21 year old male.  
-Admitted on 9/5/23.
-Diagnoses of Moderate Intellectual Disability, 
Disruptive Mood Dysregulation Disorder, 
Attention Deficiet Hyperactivity Disorder, 
Oppositional Defiant Disorder, Pheylketonuria 
(PKU), Conduct Disorder, Intermittent Explosive 
Disorder, Post Traumatic Stress Disorder, 
Asthma and a history of Seizures. 
-No evidence of a self-administration order for 
Palynziq 20 milligram (mg). 

Review on 2/8/24 of client #1's signed physician 
orders revealed: 
-9/5/23 - Famotidine 20 mg 2 tablets daily. 
-9/6/23 - Palynziq 20 mg subcutaneously once 
daily rotating sites. 
 
Review on 2/8/24 of client #1's MARs from 
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11/1/23 - 2/7/24 revealed: 
-Famotidine 20 mg has not been administered 
since 1/24/24. 

Observation on 2/7/24 between 11:30am - 
11:45am of client #1's medications revealed: 
-Famotidine 20 mg was not available onsite. 

Interview on 2/8/24 client #1 stated: 
-He received his medications daily. 
-He self administered his daily injection. 

Interview on 2/8/24 the Group Home Manager 
stated: 
-Client #1 self administered his Palynziq 20 mg 
injection daily and staff monitored. 
-The facility was waiting on client #1's Famotidine 
20 mg order. 

Interview on 2/8/24 the Director of Operations 
stated: 
-He was not aware client #1's Famotidine 20 mg 
was not available. 
-The facility requested client #1's self 
administration order for Palynziq prior to his 
admission however he was unable to locate it.

 V 290 27G .5602 Supervised Living - Staff

10A NCAC 27G .5602       STAFF
(a)  Staff-client ratios above the minimum 
numbers specified in Paragraphs (b), (c) and (d) 
of this Rule shall be determined by the facility to 
enable staff to respond to individualized client 
needs.
(b)  A minimum of one staff member shall be 
present at all times when any adult client is on the 
premises, except when the client's treatment or 
habilitation plan documents that the client is 
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capable of remaining in the home or community 
without supervision.  The plan shall be reviewed 
as needed but not less than annually to ensure 
the client continues to be capable of remaining in 
the home or community without supervision for 
specified periods of time.
(c)  Staff shall be present in a facility in the 
following client-staff ratios when more than one 
child or adolescent client is present:
(1)           children or adolescents with substance 
abuse disorders shall be served with a minimum 
of one staff present for every five or fewer minor 
clients  present.  However, only one staff need be 
present during sleeping hours if specified by the 
emergency back-up procedures determined by 
the governing body; or 
(2)           children or adolescents with 
developmental disabilities shall be served with 
one staff present for  every one to three clients 
present and two staff present for every four or 
more clients present.  However, only one staff 
need be present during sleeping hours if 
specified by the emergency back-up procedures 
determined by the governing body. 
(d)  In facilities which serve clients whose primary 
diagnosis is substance abuse dependency:
(1)           at least one staff member who is on 
duty shall be trained in alcohol and other drug 
withdrawal symptoms and symptoms of 
secondary complications to alcohol and other 
drug  addiction; and
(2)           the services of a certified substance 
abuse counselor shall be available on an 
as-needed basis for each client.

This Rule  is not met as evidenced by:
Division of Health Service Regulation
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Based on record review and interviews the facility 
failed to maintain staff-client ratios above the 
minimum numbers to enable staff to respond to 
client needs affecting 1 of 3 clients audited (#1).  
The findings are:

Review on 2/8/24 of client #1's record revealed: 
-21 year old male. 
-Admitted on 9/5/23.
-Diagnoses of Moderate Intellectual Disability, 
Disruptive Mood Dysregulation Disorder, 
Attention Deficit Hyperactivity Disorder, 
Oppositional Defiant Disorder, Pheylketonuria 
(PKU), Conduct Disorder, Intermittent Explosive 
Disorder, Post Traumatic Stress Disorder, 
Asthma and a history of Seizures. 

Review on 2/8/24 of client #1's treatment plan 
dated 1/1/24 revealed: 
-"...My behavioral health support needs are 
extensive and can include verbal and physical 
aggression, property destruction, self injurious 
behaviors, elopements and a history of 
sexualized behaviors with children and animals 
...require a highly structured daily routine where I 
am kept busy and engaged to deter me from 
having time to get into trouble ...require a 
structured environment with one on one supports 
in all setting to provide coaching, redirection and 
intervention...Goals...Currently has additional 
staffing due to impulsive behaviors, self-harm, 
aggression and property destruction..." 

Interview on 2/8/24 client #1 stated: 
-There was 1 staff in the morning and 2 staff in 
the afternoon. 

Interview on 2/8/24 the Group Home Manager 
stated: 
-She worked 2nd shift from 3pm-11pm at the 
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facility. 
-She was working with another staff but now she 
worked alone. 

Interview on 2/8/24 the Director of Operations 
stated: 
-The facility had previously operated one to one. 
-The facility had 1 staff on each shift after the last 
client was discharged. 
-Client #1 was not supposed to have one on one 
services. 
-Client #1 no longer needed one to one services 
and his treatment plan needed to be updated.

 V 367 27G .0604 Incident Reporting Requirements

10A NCAC 27G .0604       INCIDENT 
REPORTING REQUIREMENTS FOR 
CATEGORY A AND B PROVIDERS
(a)  Category A and B providers shall report all 
level II incidents, except deaths, that occur during 
the provision of billable services or while the 
consumer is on the providers premises or level III 
incidents and level II deaths involving the clients 
to whom the provider rendered any service within 
90 days prior to the incident to the LME 
responsible for the catchment area where 
services are provided within 72 hours of 
becoming aware of the incident.  The report shall 
be submitted on a form provided by the 
Secretary.  The report may be submitted via mail, 
in person, facsimile or encrypted electronic 
means.  The report shall include the following 
information:
(1)           reporting provider contact and 
identification information;
(2)           client identification information;
(3)           type of incident;
(4)           description of incident;
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(5)           status of the effort to determine the 
cause of the incident; and 
(6)           other individuals or authorities notified 
or responding.
(b)  Category A and B providers shall explain any 
missing or incomplete information.  The provider 
shall submit an updated report to all required 
report recipients by the end of the next business 
day whenever:
(1)           the provider has reason to believe that 
information provided in the report may be 
erroneous, misleading or otherwise unreliable; or
(2)           the provider obtains information 
required on the incident form that was previously 
unavailable.
(c)  Category A and B providers shall submit, 
upon request by the LME, other information 
obtained regarding the incident, including:
(1)           hospital records including confidential 
information;
(2)           reports by other authorities; and
(3)           the provider's response to the incident.
(d)  Category A and B providers shall send a copy 
of all level III incident reports to the Division of 
Mental Health, Developmental Disabilities and 
Substance Abuse Services within 72 hours of 
becoming aware of the incident.  Category A 
providers shall send a copy of all level III 
incidents involving a client death to the Division of 
Health Service Regulation within 72 hours of 
becoming aware of the incident.  In cases of 
client death within seven days of use of seclusion 
or restraint, the provider shall report the death 
immediately, as required by 10A NCAC 26C 
.0300 and 10A NCAC 27E .0104(e)(18).
(e)  Category A and B providers shall send a 
report quarterly to the LME responsible for the 
catchment area where services are provided.  
The report shall be submitted on a form provided 
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by the Secretary via electronic means and shall 
include summary information as follows:
(1)           medication errors that do not meet the 
definition of a level II or level III incident;
(2)           restrictive interventions that do not meet 
the definition of a level II or level III incident;
(3)           searches of a client or his living area;
(4)           seizures of client property or property in 
the possession of a client;
(5)           the total number of level II and level III 
incidents that occurred; and
(6)           a statement indicating that there have 
been no reportable incidents whenever no 
incidents have occurred during the quarter that 
meet any of the criteria as set forth in Paragraphs 
(a) and (d) of this Rule and Subparagraphs (1) 
through (4) of this Paragraph.

This Rule  is not met as evidenced by:
Based on record reviews and interviews the 
facility failed to ensure critical incident reports 
were submitted to the Local Management 
Entity/Managed Care Organization (LME/MCO) 
as required.  The findings are:

Finding #1 
Review on 2/8/24 of client #1's record revealed: 
-21 year old male. 
-Admitted on 9/5/23.
-Diagnoses of Moderate Intellectual Disability, 
Disruptive Mood Dysregulation Disorder, 
Attention Deficit Hyperactivity Disorder, 
Oppositional Defiant Disorder, Pheylketonuria 
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(PKU), Conduct Disorder, Intermittent Explosive 
Disorder, Post Traumatic Stress Disorder, 
Asthma and a history of Seizures. 

Review on 2/8/24 of the North Carolina Incident 
Response Improvement System (IRIS) for 
January 2024 revealed: 
-No level II report submitted by the facility for 
client #1 on 1/12/24. 

Review on 2/8/24 of a level I incident report for 
client #1 dated 1/12/24 revealed: 
--Type of Incident, Behavior Suicidal Threat, 
Aggressive Act Injury (due to) Aggressive 
Behavior by individual, Other:.
-"Description of the incident including facts 
only...See attached papers [Client #1] arrived 
today via taxi from the hospital and immediately 
was threatening staff members and their 
family...Cops where called and once they arrived 
[client #1] was able to tell them he was 
fine...Cops said there was nothing they could do 
and left. [Client #1] lunged at staff...Cops where 
called again and they where able to speak with 
[client #1]..." 

Interview on 2/8/24 client #1 stated: 
-He was involved in an incident with Former 
Client (FC) #3 and the police responded to the 
facility. 
-There was another incident FC #3 attacked a 
staff and he (client #1) called the police. 

Finding #2
Review on 2/7/24 and 2/8/24 of FC #3's record 
revealed: 
-32 year old male. 
-Admitted on 11/13/23.
-Discharged on 1/29/24.
-Diagnoses of Autistic Disorder, Severe 
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Intellectual Disability and High Blood Pressure. 

Review on 2/8/24 of the North Carolina  IRIS for 
January 2024 revealed: 
-No level II report submitted by the facility for FC 
#3 on 1/13/24. 

Review on 2/8/24 of a level I incident report for 
FC #3 dated 1/13/24 revealed: 
-Type of Incident, Behavior Aggressive Act Injury 
(due to) Aggressive Behavior by individual, 
Other:.
-"Description of the incident including facts only...
[FC #3] had shit the front door and I opened it 
back because I was going to go out of the door 
but has I reached to open the door [FC #3] 
slapped me on my chest and arm and was trying 
to steal the keys I had. Police and starter was 
called..." 

FC #3 was discharged prior to the survey and 
was not available for interview. 

Interview on 2/8/24 the Director of Operations 
stated: 
-A level II incident report should be completed 
anytime Law Enforcement responds to the facility.  
-No level II incident reports were completed for 
client #1 on 1/12/24 and FC #3 on 1/13/24.
-He would ensure the Qualified Professional was 
retrained in incident reporting.
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