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MACKEY CREEK HOME

V 000/ INITIAL COMMENTS V 000

An annual and follow up survey was completed
on January 10, 2023. A deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600F Supervised
Living for Alternative Family Living.

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

A sister facility is identified in this report. The
sister facility will be identified as sister facility A
and the former client identfied as Client #A1.

V 289 27G .5601 Supervised Living - Scope V 289 V289

10A NCAC 27G .5601 SCOPE CEO provided all Licensed facilities with an
i iving i i ili i updated training teaching them how many
(@) SuDeMS.ed “Ymg 2 ? 24 hqu d faplllty w.h ich they are allowed to have in their facility at all times
provides residential services to individuals in a and what to do in emergency situations.
home environment where the primary purpose of . ) ) o ‘
QPs will continue to monitor facilities to ensure 1/31/2023

these services is the care, habilitation or they are never out of compliance with number
rehabilitation of individuals who have a mental of members present.

illness, a developmental disability or disabilities,
or a substance abuse disorder, and who require
supervision when in the residence.

(b) A supervised living facility shall be licensed if
the facility serves either: DHSR M

(1) one or more minor clients; or vient,
(2) two or more adult clients.

Minor and adult clients shall not reside in the
same facility.

(c) Each supervised living facility shall be L ic
licensed to serve a specific population as . oc;‘t;’o n
designated below:

(1) "A" designation means a facility which
serves adults whose primary diagnosis is mental
illness but may also have other diagnoses:

(2) "B" designation means a facility which J
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Monitoring will take place on a monthly basis.
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V 289 | Continued From page 1 V 289

serves minors whose primary diagnosis is a
developmental disability but may also have other
diagnoses;

(3) "C" designation means a facility which
serves adults whose primary diagnosis is a
developmental disability but may also have other
diagnoses;

(4) "D" designation means a facility which
serves minors whose primary diagnosis is
substance abuse dependency but may also have
other diagnoses;

(5) "E" designation means a facility which
serves adults whose primary diagnosis is
substance abuse dependency but may also have
other diagnoses; or

(6) "F" designation means a facility in a
private residence, which serves no more than
three adult clients whose primary diagnoses is
mental illness but may also have other
disabilities, or three adult clients or three minor
clients whose primary diagnoses is
developmental disabilities but may also have
other disabilities who live with a family and the
family provides the service. This facility shall be
exempt from the following rules: 10A NCAC 27G
10201 (a)(1),(2),(3),(4).(5)(A)&(B); (6); (7)
(A),(B).(E).(F).(G),(H); (8): (11); (13); (15); (16);
(18) and (b); 10A NCAC 27G .0202(a).(d),(g@)(1)
(i) 10A NCAC 27G .0203; 10A NCAC 27G .0205
(a),(b); 10A NCAC 27G .0207 (b),(c); 10ANCAC
27G .0208 (b),(e); T0A NCAC 27G .0209[(c)(1) -
non-prescription medications only] (d)(2),(4); (e)
(1)(A),(D),(E):(P:(g); and 10A NCAC 27G .0304
(b)(2),(d)(4). This facility shall also be known as
alternative family living or assisted family living
(AFL).
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This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to provide services within the scope of their
license affecting 2 of 2 current clients (#1, #2).
The findings are:

Review on 12/15/22 of the facility's license
revealed:

-licensed for Supervised Living for Alternative
Family Living with a capacity of 2.

Review on 12/15/22 of Client Census revealed:
-two clients resided in the facility.

Review on 12/15/22 of Client #1's record
revealed:

-Date of Admission: 6/20/18;

-Diagnoses: Moderate Intellectual
Developmental Disability, Post-Traumatic Stress
Disorder (D/0), Blindness, Anxiety Disorder D/O,
and Autistic D/O.

Review on 12/15/22 of Client #2's record
revealed:

-Date of Admission: 2/21/18

-Diagnoses: Fetal Alcohol Syndrome,
Post-Traumatic Stress D/O, Generalized Anxiety
Disorder, Mixed Obsessional thoughts and acts,
Oppositional Defiant D/O, and Schizoaffective
D/O, Bipolar Type.

Review on 1/10/23 of Sister Facility Client #A1's
(Client #A1) record revealed:

-Date of Admission: 3/18/21;

-Date of Discharge: 10/10/2022:

-Diagnoses: Moderate Intellectual
Developmental Disability, Autistic D/O, Disruptive
Mood D/O, Attention Deficit Hyperactivity D/O,
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Persistent Disinhibited Social Engagement D/O,
Vitamin D Deficiency and Constipation.

Interview on 1/10/23 with AFL Providers #1 and
#2 revealed:

-licensed for 2 clients;

-Client #1 and #2 have resided at the facility for
years.

-there was a medical emergency at a sister
facility a couple months ago and Client #A1 came
over with his day worker, spent the night, and
then went back to the sister facility where he
lived,

-Client #A1 stayed in their son's room who was
not at home,

-aware that it put them above capacity, but it was
in Client #A1's best interest at the time.
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