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 V 000 INITIAL COMMENTS  V 000

An annual survey was completed on March 7, 
2024. Deficiencies were cited.

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

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

 

 V 112 27G .0205 (C-D) 
Assessment/Treatment/Habilitation Plan

10A NCAC 27G .0205       ASSESSMENT AND 
TREATMENT/HABILITATION OR SERVICE 
PLAN
(c)  The plan shall be developed based on the 
assessment, and in partnership with the client or 
legally responsible person or both, within 30 days 
of admission for clients who are expected to 
receive services beyond 30 days.
(d)  The plan shall include:
(1) client outcome(s) that are anticipated to be 
achieved by provision of the service and a 
projected date of achievement;
(2) strategies;
(3) staff responsible;
(4) a schedule for review of the plan at least 
annually in consultation with the client or legally 
responsible person or both;
(5) basis for evaluation or assessment of 
outcome achievement; and
(6) written consent or agreement by the client or 
responsible party, or a written statement by the 
provider stating why such consent could not be 
obtained.

 V 112
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 V 112Continued From page 1 V 112

This Rule  is not met as evidenced by:
Based on record reviews and interview, the 
facility failed to develop and implement treatment 
strategies for 1 of 3 clients audited (Client #1). 
The findings are:

Review on 03/05/24 of client #1's record 
revealed:
- 65 year old female.
- Admission date of 10/27/22.
- Diagnoses of Mild intellectual Developmental 
Disability (IDD), Gastroesophageal Reflux 
Disease, High Cholesterol, Diabetes Mellitus and 
Colon Cancer.
- Physician order dated 01/4/24 Lantus (lowers 
blood sugar) - 5 units at bedtime.

Review on 03/05/24 of a signed FL-2 dated 
12/23/23 for client #1 revealed:
- Check finger stick blood sugar values once a 
day.
- Januvia (controls blood sugar) 25 milligrams 
(mg) - take once daily.
- Metformin (manages blood sugar) 500mg - take 
twice daily.

Review on 03/05/24 of client #1's 
Person-Centered Profile (PCP) dated 08/24/23 
revealed:
- "8/24/23...The previous provider locked locked 
the kitchen down and monitored portions via 
cameras. Many of these strategies presented as 
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 V 112Continued From page 2 V 112

client right's violations and the restrictions were 
quickly lifted by the new owners. However, the 
decision has been made to begin locking the 
pantry and kitchen between the hours of 10pm 
and 6am for the well being of the residents. This 
will be reflected in a new goal noted below. [Client 
#1] is very happy in her current placement:
- "Characteristics/Observation/Justification for this 
goal: Will likely receive cancer treatments; 
excessive weight gain over the last year; 
increased blood sugar...Over the plan year, 
[Client #1] will work diligently to maintain physical 
health as evidenced by:..Remain complaint with 
house rules (refrigerator and pantry will be locked 
the hours of 10pm and 6am)."
- No strategies to address diabetes management 
or treatment.

Interview on 03/05/24 client #1 stated:
- She was her own guardian.
- Staff checked her blood sugar daily.
- She had no concerns with treatment at the 
facility.

Interview on 03/05/24 the Registered Nurse 
(RN)/Associate Professional stated:
- The facility does not lock the refrigerator in the 
facility.
- Client #1's PCP may not have been updated 
from previous providers.

Interview on 03/07/24 the RN/Qualified 
Professional stated:
- He understood client #1's PCP needed to reflect 
strategies to address treatment needs.
- He would ensure client #1's PCP contained 
information for staff to address her current needs.
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 V 114 27G .0207 Emergency Plans and Supplies

10A NCAC 27G .0207 EMERGENCY PLANS 
AND SUPPLIES
(a) A written fire plan for each facility and 
area-wide disaster plan shall be developed and 
shall be approved by the appropriate local 
authority.  
(b) The plan 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 fire emergencies.  
(d) Each facility shall have basic first aid supplies 
accessible for use.

This Rule  is not met as evidenced by:

 V 114

Based on record reviews and interviews, the 
facility failed to ensure fire and disaster drills were 
conducted quarterly and repeated on each shift. 
The findings are: 

Review on 03/05/24 of facility records for 2023 
revealed:
- No fire or disaster drills documented for the 3rd 
quarter of 2023.
- No fire or disaster drills documented for the 4th 
quarter of 2023.

Interview on 03/05/24 the Quality Assurance 
Supervisor stated:
- The facility had one shift.
- Staff worked from Friday to Friday.
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 V 114Continued From page 4 V 114

Interview on 03/05/24 and 03/07/24 the 
Registered Nurse/Qualified Professional stated:
- He understood fire and disaster drills had to be 
completed quarterly and repeated on each shift.

 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  
(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.  

 V 118
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 V 118Continued From page 5 V 118

This Rule  is not met as evidenced by:
Based on record reviews, observation and 
interviews, the facility failed to ensure 
medications were administered on the written 
order of a physician and that MARs were kept 
current affecting 1 of 3 audited clients (#6). The 
findings are:

Review on 03/05/24 of client #6's record 
revealed:
- 60 year old female.
- Admission date of 09/26/22.
- Diagnoses of Mild Intellectual Developmental 
Disability, Anxiety Disorder and Adjustment 
Disorder with Depressed mood.
- Provider visits for injured ankle on 01/19/24 and 
02/02/24.
- Medication order 01/24 - Meloxicam (pain 
reliever) 7.5mg - daily as needed.

Review on 03/05/24 of client #6's January 2024 
thru March 2024 MARs revealed the following 
transcribed entry:
- Meloxicam 7.5mg - take 1 tablet by mouth daily 
as needed for pain.
- Staff initialed Meloxicam as administered on 
01/10/24, 01/11/24, 01/19/24, 01/21/24, 01/23/24, 
01/25/24, 02/02/24, 02/03/24, and 02/05/24 thru 
02/07/24. Total of 11 doses.

Observation on 03/05/24 at approximately 
1:47pm revealed no Meloxicam available for 
administration.

Interview on 03/06/24 client #6 stated:
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 V 118Continued From page 6 V 118

- She had fractured her ankle recently.
- She had followed up with her provider regarding 
her ankle injury.
- She still had pain in her ankle.

Interview on 03/06/24 staff #2 stated:
- She had worked at the facility since November 
2023.
- She had training in medication administration.
- All clients had received their medications.
- Client #6 had received her medication as 
needed.
- She failed to properly document when she gave 
client #6 her as needed medication.

Interview on 03/05/24 the Registered Nurse 
(RN)/Associate Professional stated:
- The pharmacy had sent client #6 a 30 day 
supply of Meloxicam.
- The facility staff had documented the Meloxicam 
was administered 11 days.
- Staff had failed to document when the other 
doses of Meloxicam were given.

Interview on 03/07/24 the RN/Qualified 
Professional stated:
- Clients received their medications as ordered.
- Facility staff are frequently inserviced on 
documentation of medication administration.

Due to the failure to accurately document 
medication administration, it could not be 
determined if the client received their medications 
as ordered by the physician.
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