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An annual survey was completed on March 24,
2023. Deficiencies were cited,

The facility is licensed for the following service
category. 10A NCAC 27G .5600F Supervised
Living: Alternate Family Living in a Private
Residence.

This faciliity is licensed for 2 and has a census of
2. The survey sempie consisted of audits of 2
current clients,

V117 276G 0208 (B) Medication Reqguirements V11T

10A NCAC 27G 0209 MECICATION
REQUIREMENTS
{t) Medication packaging and labeling:
{1) Non-prascription drug containers not
dispensed by a pharmacist ghall retain the
manufacturers label with expiration dates clearly
visitble;
(2) Prescription medications, whether purchasad
or obtained as samples, shall be dispensed in
tamper-resistant packaging that will minimize the
rigk of accidental ingestion by childran. Such
packaging includes plastic or glass bottles/vials
with tamper-resistant caps, or in the case of
unit-of-use packaged drugs, a zip-lock plastic bag
may be adequate;
(3) The packaging label of each prescription
drug dispensed must include the following:
{A) the client's name;
(B) the prescribar's name;
(C) the current dispensing date;
(D) clear directiong for seif-administration;
(E} the name, strength, quantity, and expiration
date of the prescribed drug; and
{F) the name, address, and phone number of the
pharmacy or dispensing location (e.g,, mh/dd/sa -
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interviews, the facility failed to malntain pharmacy
packaging labels as required for each
prescription drug dispensed for one of three
audited clients (#1). The findings are:

Review on 3/23/23 of client #1's record revealed:
20 year old male,

-Admission date of 6/28/19.

-Diagnoses of Moderate Intellectual
Developmenta! Disability, Attention Deficit
Hyperactivity Disorder-Combined, Disruptive
Mood Disorder, Post Traumatic Stress Disorder,
impuise Control, Conduct Disorder.

Review on 3/23/23 of client #2's signed physician
orders dated 1/6/23 revealed Palynzig 40mg (2,
20mg injections) daily.

Observation on 3/23/23 at approximately 1:10pm
of client #1's medications revealed;

-58 individual Palynziq injections without the
pharmacy label.

interviaw on 3/23/23 the Qualified Professiona}
stated:

-Client #1's Palynzig injections came in one big
box and the label was on the box,

~Thes box was thrown away.

-He understood all prescription medications

AFL provider will ensure that pharmacy
packaging labels are maintained as required for
ach presoription drug dispensed which inclwdes
he member's name, prescribers name, date,
directions for administration, name, strength,
uslity and expiration date of the prescribed
rug, phone number of pharmacy and name
ispensing practitioner.
he Residential Director will monitor labels for
Il medications during monthly home visits and
note form that is ettached. Both R and AFL
will sign off on attached form indicating that
this rule is met.

(%43 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION %8
PHEFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PRERIN {EACH CORRECTIVE ACTION SMOLLD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CHOSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V17| Continued From page 1 V117
center), and the name of the dispensing
practitionsr,
This Rule Is not met as evidenced by: Vi17
Based on record reviews, observation snd 52323
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10A NCAC 27G .0209 MEDICATION
REQUIREMENTS

{e) Medication Storage:

{1) All medication shall be stored:

(A} in a securely locked cabinet in a clean,
well-lighted, ventilated room between 59 degrees
and 86 degrees Fahrenheit.

{B) in a refrigerator, if required, between 36
degrees and 468 degrees Fahrenheil. If the
refrigerator is used for food itams, medications
shall be kept in a separate, locked compartment
or container,

(C) separately for each client,

(D) separately for extarnal and internal use.

(E) in a secure manner if approved by a physician
for a client to seif-medicate.

(2) Each favility that maintaing stocks of
controlled substances shall be currently
registered under the North Carolina Controlled
Bubstances Act, G.S. 90, Article 5, Including any
subsaquent amendments,

This Rule is not met as evidenced by:

Based on record reviews, observations end
interviews, the facility falled to ensure a
refrigerated medication was kept in a locked
compartment or container for one of two audited
clients (#1) The findings are

Review on 3/23/23 of client #1's record revealed:
-20 yaar old mais.

ENHANCED FAMILY SERVI
CES GREENVILLE, NG 27634

(X0 SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION (X&)
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 bave

DEFICIENCY)
V17! Continued From page 2 V117
should be properly laheled,
V120 27G 0209 (E) Medication Requirements V120

Vi20

Facility has putchased a lock box to keep
medications in refrigerator. RID and QP will
mign off on the attached form on monthly basis
indicating that this rule is met,

ed3-23
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-Admission date of 8/28/19.

-Diagnoses of Moderate intellectual
Developmental Disability, Attention Deficit
Hyperactivity Disorder-Combined, Disruptive
Mood Disorder, Post Traumatic Stress Disorder,
impulae Control, Conduct Disorder,

Review on 3/23/23 of alient #2's signed physiclan
orders dated 1/8/23 revealed Palynziq {lowers
blood levels of phenylalanineg) 40mg (2, 20mg
injections) daily.

Observation on 3/23/23 at approximately
12:50pm of client #1's medications revealad:

-A small black refrigerator that was unlocked
sitting on the counter beside the facility
refrigerator.

-58 individual Palynziq Injections were inside the
small black refrigerator,

Interview on 3/23/23 the Qualified Professionat
stated:

-He was told it was ok to stare client #1's Palynziqg
medication in the small black refrigerator on the
counter.

-He was unsure who told him.

-He would secure the Palynzig medications as
soon as possible,

-He understood all medications were required to
be kept secure,

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 6)
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SANIBELLE LANE MEDICATION FORM (LABEL/REFRIGERATION}

Name of Individual

MonthfYear

MName of Medication{s} Label Attached: Yes/No | Medication Requires Refrigerated Medicationisina

Refrigeration: Yes/No (#s, | locked box: Yes/No/Na
is itin the refrigerator — make

Yes [ | Neo [ ] Mo | ] Yes[ 1 mo [] waal]
Yes[ | Neo H No % Yes % No H N/A [ ]
Yes | |  HNo No Yes No ﬂfp.%
Yes| | No | | No | | Yes [ | No || N/A
Yes | |  No H No E Yes No N/AL ]
Yes E%% No No Yes h&{i——iééé 94]!%{::]
Yes No [ | Noe [ ]  {Yes[] No nN/al ]
Yes [ ] Mo No Yes % No [ ] w/A %
Yes | | HNo @ No Yes No N/A
Yes[ ] HNo No Yes | | "3&5 n/al ]
Yes No [ ] No | | Yes [ | we []  nal]
Yes No [ ] No | | Yes % No H n/all
Yes Mo I l No Ej Yes Mo Q@i[l
Yes| | nNo [ ] No [ ] Yes | | mNo []  wn/al]

Comments:

Residential Director’s Signature

Date

AFl’s Signature

Due to QA by 5™ of each month

Date
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