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INITIAL COMMENTS

An annual and follow up survey was completed
on 1/14/26. Deficiencies were cited.

This facility is licensed for the following service
category: 1T0ANCAC 27G .5600A Supervised
Living for Adults with Mental lliness.

This facility is licensed for 6 and has a current
census of 5. The survey sample consisted of
audits of 3 current clients.

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
Personnel Registry.
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(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) Afile 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 interview, the facility
failed to maintain complete personnel records for
2 of 3 audited staff (#1, Qualified
Professional/Registered Nurse (QP/RN). The
findings are:

Review on 1/14/26 of Staff #1's record revealed:
- Date of Hire: 10/22/21

- Job Title: Habilitation Technician

- No signed job description

Review on 1/14/26 of the QP/RN's personnel
record revealed:

- Date of Hire: 9/7/21

- No documentation of education
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Interview on 1/16/26 the Licensee/Administrator
reported that the QP/RN was unable to be
interviewed due to being on personal leave.

Interview on 1/16/26 the Licensee/Administrator
reported:

- She was responsible to ensure the staff
personnel records were kept up to date

- She "purged" the personnel records and took
out old training documentation every 2-3 years

- She had the signed job description for Staff
#1, "but is in the old files" at a different location

- Was not sure why a copy of the QP/RN's
education documentation was not in her record

- She would not be able to get the
documentation prior to the survey exit

- She would make sure the documentation was
in the personnel files for the next survey

V108 27G .0202 (F-l) Personnel Requirements V108

10ANCAC 27G .0202 PERSONNEL
REQUIREMENTS

(f) Continuing education shall be documented.
(g) Employee training programs shall be
provided and, at a minimum, shall consist of the
following:

(1) general organizational orientation;

(2) training on client rights and confidentiality as
delineated in 10A NCAC 27C, 27D, 27E, 27F and
10A NCAC 26B;

(3) training to meet the mh/dd/sa needs of the
client as specified in the treatment/habilitation
plan; and

(4) training in infectious diseases and
bloodborne pathogens.

(h) Except as permitted under 10a NCAC 27G
.5602(b) of this Subchapter, at least one staff
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member shall be available in the facility at all
times when a client is present. That staff
member shall be trained in basic first aid
including seizure management, currently trained
to provide cardiopulmonary resuscitation and
trained in the Heimlich maneuver or other first aid
techniques such as those provided by Red Cross,
the American Heart Association or their
equivalence for relieving airway obstruction.

(i) The governing body shall develop and
implement policies and procedures for identifying,
reporting, investigating and controlling infectious
and communicable diseases of personnel and
clients.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure 2 of 3 audited staff (Staff #1,
Qualified Professional/Registered Nurse
(QP/RN)) had required training to meet the needs
of the clients. The findings are:

Review on 1/14/26 of Staff #1's record revealed:
- Date of Hire: 10/22/21
- Job Title: Habilitation Technician
- No documentation of:

- Infectious Diseases and Bloodborne
Pathogens

- Client Rights and Confidentiality

Review on 1/14/26 of the QP/RN's personnel
record revealed:

- Date of Hire: 9/7/21

- No documentation of training to meet the
mh/dd/sa needs

Division of Health Service Regulation

STATE FORM

6899 6H9111

If continuation sheet 4 of 14




PRINTED: 02/02/2026

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R
MHL092-820 B. WING 01/14/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3825 CASHEW DRIVE
FAVOUR HOME 2
RALEIGH, NC 27616
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

V108  Continued From page 4 V 108

Interview on 1/16/26 the Licensee/Administrator
reported that the QP/RN was unable to be
interviewed due to being on personal leave.

Review on 1/14/26 of text messages from the
Staff Trainer to the Division of Health Service
Regulation Surveyor (DHSR) revealed:

- The Staff Trainer would not be able to provide
documentation prior to the exit of the survey, "if
y'all are waiting around for me to send something,
| don't want you to wait too long. Just do what you
have to do (exit)...I'm sorry about that"

Interview on 1/16/26 the Owner/Administrator
reported:

- She did not have a copy of the above
trainings for Staff #1 and the QP/RN at the facility
- She "purged" the personnel records and took
out old training documentation every 2-3 years

- The training documentation was kept in "old"
files in storage

- If the Staff Trainer could not get the training
documentation, then "we would have to move on
(exit) without it"

- She would not be able to get the
documentation prior to the survey exit

- She would make sure the documentation was
in the personnel files for the next survey

V114 27G .0207 Emergency Plans and Supplies V114

10ANCAC 27G .0207 EMERGENCY PLANS
AND SUPPLIES

(a) Each facility shall develop a written fire plan
and a disaster plan and shall make a copy of
these plans available

to the county emergency services agencies upon
request. The plans shall include evacuation
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procedures and routes.

(b) The plans shall be made available to all staff
and evacuation procedures and routes shall be
posted in the

facility.

(c) Fire and disaster drills in a 24-hour facility
shall be held at least quarterly and shall be
repeated for each shift.

Drills shall be conducted under conditions that
simulate the facility's response to fire
emergencies.

(d) Each facility shall have a first aid kit
accessible for use.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that disaster drills were
completed at least quarterly and repeated for
each shift. The findings are:

Review on 1/14/26 of the facility's disaster drills
from January 2025 to January 2026 revealed:

- 3/6/25: "Meeting place: At the Kitchen
table...staff and clients listen to weather
forecasts...staff and clients get awareness of
natural disasters and safety measures
associated..."

- 4/28/25: "Disaster drills discussed today at
the kitchen table...The natural disasters occuring
at this season were discussed..."

- 6/23/25: "Meeting place: The kitchen table
and after breakfast"

- 8/26/25: "Meeting place: Kitchen area after
dinner...staff and consumers discussed weather
conditions as forecasts...safety was the center of
all discussions."

- 9/18/25: "Meeting place: Dining area in the
kitchen...discussion of weather
conditions...consumers (clients) advised to ...stay
away from hot environments"
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drills were conducted

- All disaster drill documentation was
completed by the Owner/Administrator
Interview on 1/14/26 Client #1 reported:

facilty
- She "used to" do tornado drills at the

tornado drill was completed

Interview on 1/14/26 Client #2 reported:
- Lived at the facility for 25 years

- He had never done a disaster drill
disaster

Interview on 1/14/26 Client #4 reported:
- Lived at the facility about 4 years

tornado

Interview on 1/14/26 Client #5 reported:

were a tornado

were sitting at the kitchen table

reported:

- 12/6/25: "Meeting place: Dining room table in
the kitchen...staff and consumers (clients)
discussed the weather...clients explored various
safety guides when inclement weather occur”

- No documentation that simulation of disaster

- Did not remember how long she lived at the

- She could not remember the last time a

- He did not know what to do if there was a

- They discussed tornados at the kitchen table
- Would get away from windows if there was a

- Had lived at the facility for about 9 years
- Did not know where she would go if there

- The Owner/Administrator would "sometimes"
tell clients what to do in a tornado when clients
Interview on 1/14/26 the Licensee/Administrator

- She was responsible for ensuring that
disaster drills were completed and documented

facility
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- She and Staff #1 were the only staff who
worked at the facility and the shifts varied for
when they worked

- The clients were "elderly" and she only
practiced disaster drills "sometimes"

- She and clients "discuss and not really
practice" disaster drills

- She did not always document if the disaster
drill was practiced but would moving forward

27G .0209 (C) Medication Requirements

10ANCAC 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

(
(
(
(

V114

V118
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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 ensure medications were administered
by unlicensed persons trained by a registered
nurse, pharmacist or other legally qualified
persons for 2 of 3 audited staff (Staff #1,
Owner/Administrator). The findings are:

Review on 1/14/26 of Staff #1's record revealed:
- Date of Hire: 10/22/21

- Job Title: Habilitation Technician

- No documentation of medication
administration training

Review on 1/14/26 of the Owner/Administrator's
record revealed:

- Date of Hire: 6/9/08

- No documentation of medication
administration training

Review on 1/14/26 of Client #1, Client #4 and
Client #5's MARs from November 2025- January
14, 2026 revealed:

- The Licensee/Administrator and Staff #1 had
signed that all of the clients' medications were
administered

Interview on 1/14/26 Client #1 reported:
- The Licensee/Administrator or Staff #1
administered her medications during their shift
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Interview on 1/14/26 Client #4 reported:
- - The Licensee/Administrator or Staff #1
administered her medications during their shift

Interview on 1/14/26 Client #5 reported:
- - The Licensee/Administrator or Staff #1
administered her medications during their shift

Interview on 1/16/26 the Licensee/Administrator
reported:

- She was responsible for ensuring training
was up to date

- She was the full time staff and Staff #1 was
"relief" staff

- She and Staff #1 administered the
medications to the clients when they were on shift
- She and Staff #1 had completed medication
administration training annually

- She and Staff #1 had their annual medication
administration training scheduled for this
upcoming Saturday (1/17/26)

- She "purged" the personnel records and took
out old training documentation every 2-3 years

- She did not have copies of old medication
administration trainings at the facility

- The old documentation was in storage at a
different location

- She would not be able to get the
documentation prior to the survey exit

- She would make sure the documentation was
in the personnel files for the next survey

27G .5602 Supervised Living - Staff

10ANCAC 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

V118

V 290
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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
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
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as-needed basis for each client.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure 3 of 5 clients (#1, #2, #3) were
assessed and deemed capable of being in the
community without staff supervision. The findings
are:

Review on 1/14/26 of Client #1's record revealed:
- Admitted: 4/28/14
- Diagnoses: Schizoaffective Psychosis;
Bipolar Affective Disorder; Depression; Seizure
Disorder; Posttraumatic Stress Disorder (PTSD);
Hypothyroidism; Mood changes; Osteoporosis
- An unsupervised time assessment with no
date and no signatures with Client #1's name:

- "Recommendation for level of supervision
needed when in the community: 4"

"4: Moves about the neighborhood or
community with continual staff supervision
requiring staff to be within audible, visual and
physical proximity of the individual"

Interview on 1/14/26 Client #1 reported:

- She used to attend a day program and
stopped attending about a month ago

- Apublic transportation bus would pick her up
at the facility and bring her back to the facility at
the end of the day

- There were no staff on the bus with her to
and from the day program

Review on 1/14/26 of Client #2's record revealed:
- Admitted: 3/12/14
- Diagnoses: Paranoid Schizophrenia; PTSD;
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Depression; Bipolar Disorder;Anxiety

- Treatment plan dated 1/31/25: "...He (Client
#2) is not approved for unsupervised time in the
home or community"

Interview on 1/14/26 Client #2 reported:

- Apublic transportation van transports him to
and from the facility and day program

- There are no staff on the van during the
transport

Review on 1/14/26 of Client #3's record revealed:
- Admitted: 12/2/14

- Diagnoses: Schizophrenia, Multiple Sclerosis,
History of Type Il Diabetes; Seizures

- "ACT (Assertive Community Treatment) staff
will work closely with [Client #3]'s family to
develop a plan to teach [Client #3] how to travel
for visits independently using the bus system to
promote independence..."

- No documentation of an unsupervised time
assessment that Client #3 is approved for
unsupervised time in the community

Interview on 1/14/26 with Client #3 was
unsuccessful due to Client #3 not wanting to
answer any questions.

Interview on 1/14/26 Client #4 revealed:

- There is a public transportation van that
comes to pick up Client #2 and Client #3 for their
day program

- Staff did not go on the van with them

Interview on 1/16/26 the Licensee/Administrator
reported that the QP/RN was unable to be
interviewed due to being on personal leave

Interview on 1/14/26 the Licensee/Administrator
reported:
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- She and the QP/RN are responsible for
completing unsupervised time assessments

- She "did not know that clients being on public
transportation was unsupervised time"

- The primary care doctor had told her the
clients can get on public transportation so she
thought it was okay for the clients to use the
public transportation

- It was a verbal discussion she had with the
doctor and was not documented

- She would get with the QP/RN to complete
the unsupervised time assessments

This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.
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