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 V 000 INITIAL COMMENTS  V 000

An annual and complaint survey was completed 
on September 12, 2024. The complaint was 
substantiated (intake #NC00221142). 
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 3 and has a current 
census of 2. The survey sample consisted of 
audits of 2 current clients.

 

 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
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(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 review and interview, the facility 
failed to keep the MARs current affecting one of 
two audited clients (#2). The findings are:

Reviews on 9/11/24 and 9/12/24 of client #2's 
record revealed:
-Admission date of 7/11/22.
-Diagnoses of Mild Intellectual Disability, Mixed 
Hyperlipidemia, Type II Diabetes, Autism, 
Hyperoxaluria and Iron Deficiency Anemia.
-Physician's order dated 4/8/24 for Jardiance 10 
milligrams (mg) (Diabetes), one tablet every 
evening with evening meal.
-Physician's order dated 4/1/24 for Fish Oil 1,000 
mg (Heart health), one capsule twice daily. 
-Physician's order dated 10/11/23 for Metformin 
500 mg (Diabetes), two tablets twice daily and 
Rosuvastatin Calcium 10 mg (Bone health), one 
tablet in evening with evening meal.

Review on 9/11/24 of MARs for client #2 
revealed:

No staff initials to indicate the medication was 
administered for the following-
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-September 2024:
Jardiance 10 mg on 9/7 and 9/8
Fish Oil 1,000 mg on 9/8 and 9/9 am doses, 
9/7/and 9/8 pm doses 
Rosuvastatin Calcium 10 mg on 9/7 and 9/8  

-August 2024:
Jardiance 10 mg on 8/25 and 8/26
Fish Oil 1,000 mg on 8/25 and 8/26 am doses, 
8/25 thru 8/26 pm doses
Metformin 500 mg on 8/31
Rosuvastatin Calcium 10 mg on 8/25 and 8/26 

-July 2024:
Jardiance 10 mg on 7/20 and 7/21 
Fish Oil 1,000 mg on 7/31
Rosuvastatin Calcium 10 mg on 7/20 and 7/21  

Interview on 9/11/24 with the Assistant Director 
revealed:
-She thought client #2 went on home visits and 
staff did not indicate that on the MARs. 
-There were no issues with clients not getting 
their prescribed medication. 
-She confirmed the MARs were not kept current 
for client #2.

 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 assess the capability for one of 
two audited clients (#1) to be unsupervised in the 
community.  The findings are:

Review on 9/11/24 of client #1's record revealed:
-Admission date of 3/15/21.
-Diagnoses of Severe Intellectual Disability, 
Cerebral Palsy, Neurogenic Bladder, 
Osteoporosis, Hand Contractures, History of 
Migraine Headaches and History of Sepsis.
-No documentation that client #1 had been 
assessed for capability of having unsupervised 
time in the community without staff supervision.

Interview on 9/12/24 with client #1 revealed:
-He had unsupervised time in the community. 
-He normally goes out in the community 
unsupervised after leaving his day program. 
-He went out unsupervised in the community 2-3 
days a week. 
-He used the public access transportation to get 
around in the community.

Interview on 9/12/24 with a day program staff 
revealed:
-She had seen client #1 in the community 
unsupervised after leaving the day program. 
-She saw him several times around the local city 
without staff supervision. 
-"[Client #1] took the access van all over the [local 
city] unsupervised by staff."

Interview on 9/12/24 with the Associate 
Professional/Supervisor revealed:
-Client #1 had unsupervised time in the 
community. 
-Client #1 went out in the community "someday's" 
after his day program unsupervised. 
-"I thought because he (client #1) was his own 
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guardian it was ok for him to be unsupervised in 
the community."

Interview on 9/12/24 with the Assistant Director 
revealed:  
-She was not aware client #1 went out into the 
community unsupervised. 
-Client #1 had Community Networking service in 
the evenings after he left the day program.
-She acknowledged client #1 had not been 
assessed for capability of having unsupervised 
time in the community without staff supervision.

 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 and interview, the facility 
was not maintained in a safe, clean, attractive, 
orderly manner and kept free from offensive odor. 
The findings are:

Observation on 9/11/24 at approximately 9:50 AM 
revealed:
-Kitchen area-Food debris and approximately 15 
black scruff marks on the walls. A crack in wall 
near refrigerator approximately 6 inches long. All 
16 cabinet doors had peeling and chipped paint. 
Door jambs had approximately 20 black scuff 
markings.
-Bathroom in hallway-Shower curtain had 
approximately 30 pin sized black spots. Door to 
bathroom had approximately 15 light brown 
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stains. Walls had peeling paint and approximately 
10 black scuff markings. Floor of shower had 
soap scum.
-Hallway near bathroom-Approximately 50 black 
markings on the wall. 
-Client #1's bedroom-Approximately 100 black 
scuff markings on the walls. The door jambs had 
chipped paint. One set of blinds 2 broken slats, 
one slat broken on the end. 2nd set of blinds had 
a bent slat and one slat was broken on the end.
-Client #2's bedroom-Strong musty odor.

Interview on 9/11/24 with the Assistant Director 
revealed:
-The facility was painted last year. 
-A lot the black markings on the walls were 
caused by client #1's wheelchair. 
-They made the landlord aware of most of the 
issues with the facility. 
-The landlord had not addressed all of the issues.
-She confirmed the facility was not maintained in 
a safe, clean, attractive, orderly manner and kept 
free from offensive odor.

 V 738 27G .0303(d) Pest Control

10A NCAC 27G .0303 LOCATION AND 
EXTERIOR REQUIREMENTS
(d) Buildings shall be kept free from insects and 
rodents.  

This Rule  is not met as evidenced by:

 V 738

Based on observation and interviews the facility 
staff failed to maintain an insect free 
environment.  The findings are:
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Observation on 9/11/24 at approximately 9:50 AM 
revealed:
-Kitchen area-There was a roach (small brownish 
bug) crawling in the kitchen sink. There was a 
dead roach on the counter near the sink. 
-Bathroom in hallway-There was a roach crawling 
in the sink.

Interview on 9/12/24 with client #1 revealed:
-He saw roaches in his bedroom daily. 
-He saw roaches in his dresser drawers. 
-He saw roaches crawling on the floor and wall. 
-He also saw roaches crawling from his 
wheelchair. 
-He started seeing roaches at the beginning of 
2024.

Interview on 9/12/24 with client #2 revealed:
-He saw a roach in his dresser drawer crawling 
around daily. 
-He wasn't sure how long he had been seeing the 
roach in his drawer. 

Interview on 9/11/24 with staff #1 revealed:
-She saw roaches at the facility "on and off" over 
the last few months. 
-She started seeing roaches the earlier part of 
2024. 
-She was not sure which month. 
-She saw roaches throughout the facility. 
-"I might see roaches one week and not the next 
week." 
-She saw a few roaches crawling in the hallway 
this morning (9/11/24). 
-She saw roaches in client's #1 bedroom several 
times. 
-She cleaned client #1's wheelchair daily because 
he was "constantly" dropping food crumbs in his 
chair. 
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-She saw roaches crawling from his chair several 
times. 
-She thought there were roaches in his chair 
because he was "constantly" dropping food 
crumbs in his chair. 
-A maintenance guy came into the home to spray 
for roaches in August 2024. 
-Prior to that she could remember when he 
treated for roaches. 
-"The person was not from a pest control 
company."

Interview on 9/11/24 with the Assistant Director 
revealed:
-They were treating the facility for roaches. 
-The maintenance staff for the agency treated the 
facility for roaches. 
-She was not sure how the maintenance staff was 
treating the facility for roaches.
-"The roaches have recently been an issue since 
the end of June 2024." 
-They also had an issue with roaches at the 
beginning out 2024. 
-Client #1's bedroom was the main room being 
treated in the facility because staff reported they 
saw roaches on his wheelchair. 
-She was not sure how the roaches were getting 
into his wheelchair. 
-They had not used a company outside of their 
agency to treat for roaches.
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