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Residence.

V111 27G .0205 (A-B)

PLAN

be limited to:

admission;

and

V 000 INITIAL COMMENTS

An annual survey was completed on 7/7/25.
Deficiencies were cited.

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

This facility is licensed for 3 and has a current
census of 2. The survey sample consisted of
audits of 2 current clients,

Assessment/Treatment/Habilitation Plan

10A NCAC 27G .0205 ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE

(a) An assessment shall be completed for a
client, according to governing body policy, prior to
the delivery of services, and shall include, but not

(1) the client's presenting problem;

(2) the client's needs and strengths;

(3) a provisional or admitting diagnosis with an
established diagnosis determined within 30 days
of admission, except that a client admitted to a
detoxification or other 24-hour medical program
shall have an established diagnosis upon

(4) a pertinent social, family, and medical history;

(5) evaluations or assessments, such as
psychiatric, substance abuse, medical, and
vocational, as appropriate to the client's needs.
(b) When services are provided prior to the
establishment and implementation of the
treatment/habilitation or service plan, hereafter
referred to as the "plan,” strategies to address the
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V111 Continued From page 1 Vi |
client's presenting problem shall be documented. i
I
This Rule is not met as evidenced by: ’75—.2’ )SLU(),(: aﬂ
Based on record review and interview, the facility ) |
failed to ensure admi;sion assessment was adﬂ; :]_j,é)/] / ﬁfﬂ_/\ % }2.,
completed prior to delivery of services affecting 1 )
of 2 clients (Client #2). The findings are: djjcﬁjj[@/l f oLl .
. . P
Review on 7/3/25 of Client #2's record revealed: (‘ONP k’f{{ WJ C’}ﬂl (({,l |
- Admission date 10/16/23; _ \ |
- Diagnosis Adjustment Disorder with Disturbance &6 {)15&/&_, Qﬂ Q /) :
of Conduct, Severe Intellectual Developmental ‘ : 3\
Disorder, Cerebral Palsy; ‘ LUI | , 40 )_,pr[,{_ M{. {.A
- No documentation of an admission assessment -
completed prior to receiving services at the i ; li h i1
facility. AP0 i Z4NGiS
’ 4 ( /
Interview on 7/7/25 with the Qualified (1 ¥r ,J, i/dAe) ¥ £ ﬁﬂ)
Professional revealed: ’ /
- Client #2 transferred from an unlicensed facility _ i’ /& [\ )O ([ Q/
to a licensed facility under the same pravider; ‘ *
- Was not aware an admission assessment . )
needed to be completed. @u[aﬁf[i{( ?{,{({Zﬁf} 0! / {
V118 27G .0209 (C) Medication Requirements vie (OmeM Ny /LJ{LLQ_/ i
{ . il g
10ANCAC 27G .0209 MEDICATION | i CONPIELar Nl
REQUIREMENTS | ! | |
| W daidapility |
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V118  Continued From page 2 IRARE:] |

(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. '7/ C Vi /} Y. ﬂ(ﬂ /)/) A )5 |

(4) A Medication Administration Record (MAR) of
all drugs administered to each client must be kept

current. Medications administered shall be ﬂ‘bz C{ Z{fﬂr((/

recorded immediately after administration. The j
MAR is to include the following: ( ﬂ Ve E /0 :7 fiam e C K’
(A) client's name;

(B) name, strength, and quantity of the drug; d/)/, ?/ [ﬁ/ d(/ll It /C .
(C) instructions for administering the drug;

(D) date and time the drug is administered: and m&,ﬂ)%/ /(4 £ é} m( //ft?ﬂﬂ/)
(E) name or initials of person administering the

drug b @ N3 Aclturacey

(5) Client requests for medication changes or |
checks shall be recorded and kept with the MAR

filfa followeq up by appointment or consultation S’/Z( F{aqul (P P ((,U/ I/ '

A+t ncl }/f(é/l /‘c/' ﬁ%//f/(lﬁm
Rdminishahen Class

|
) — o il
This Rule is not met as evidenced by: C{/P o (/ ﬁié)ff({f/ﬁ L’r)”(‘/ﬁﬂ"
Based on observations, record review and ) . 7 & : .
interviews, the facility failed to ensure the MAR ,é)/ I/ (i ’/ﬂ/ci a fa IP\('IUM

was kept .cur.rent affecting 1 of 2 clients (Client quplc OF qu ‘()/D FC’[/ ﬁ/

#1). The findings are:
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Review on 7/3/25 of Client #1's record revealed: |
- Admission date 9/13/21; |
- Diagnoses Cerebral Palsy, Severe Intellectual
Developmental Disorder, Diabetic Type 2 with |
Peripheral Neuropathy:; |
- Physician's order dated 3/27/25 Polyethylene !
Glycol 3350 Laxative Powder (constipation), Mix %
17 grams 8oz of liquid and drink by mouth daily;
Ketoconazole cream 2% (antifungal), Apply |
topically twice a week. \

Observations on 7/3/25 of Client 1's medication
revealed:

- Polyethylene Glycol 3350 Laxative Powder,
Ketoconazole cream 2% were available.

Review on 7/3/25 of Client #1's MAR from April 1,
2025-June 30, 2025 revealed:

- Polyethylene Glycol 3350 Laxative Powder,
Ketoconazole cream 2% not listed on the MAR
from April 2025.

Interview on 6/26/25 with Client #1 revealed:
- Was administered medications daily. |

Interview on 7/3/25 with the Alternative Family ;
Living (AFL) Provider revealed: | ‘ |
- Was not aware the medications were left off the '
April MAR.

Interview on 7/7/25 with the Qualified

Professional revealed:

- Checked the MARs during monthly visits for the
| previous month. :

V119 27G .0209 (D) Medication Requirements V119 |

10A NCAC 27G .0209 MEDICATION | ’
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REQUIREMENTS

(d) Medication disposal:
(1) All prescription and non-prescription |
medication shall be disposed of in a manner that ’
guards against diversion or accidental ingestion. ;
{2) Non-controlled substances shall be disposed ‘

of by incineration, flushing into septic or sewer i
system, or by transfer to a local pharmacy for [
destruction. A record of the medication disposal |
shall be maintained by the program.
Documentation shall specify the client's name, | |
medication name, strength, quantity, disposal
date and method, the signature of the person
disposing of medication, and the person
witnessing destruction. )ﬁ _

(3) Controlled substances shall be disposed of in s sz { / :
accordance with the North Carolina Controlled ! /DK&ZM U/ﬁ‘(‘( ﬂ'\( *
Substances Act, G.S. 90, Article 5, including any e - |
subsequent amendments. (P éU)/ 84 /f ((C (_U

(4) Upon discharge of a patient or resident, the :

remainder of his or her drug supply shall be mOﬂ -f/ l{'/ 0[{/[(2’(’770” i

disposed of promptly unless it is reasonably

ik o e epliedel Qudds apal ;g gﬁ; vl )

s B D o prkecLORA |
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This Rule is not met as evidenced by: ﬂﬂjﬂw pﬁc}/&@/{;[ WIZ

Based on record reviews, observations and

interviews the facility failed to dispose of

medications in a manner that guards against ’ L? /LZJI/A((Z L ;P

diversion accidental ingestion affecting 1 of 2

current clients (Client #1). The findings are: | ; / {' ikt ) |
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Review on 7/3/25 of Client #1's record revealed:
- Admission date 9/13/21:
- Diagnoses Cerebral Palsy, Severe Intellectual
Developmental Disorder, Diabetic Type 2 with

| Peripheral Neuropathy.

Observation on 7/3/25 at approximately 1:08pm
of Client #1's PRN (as needed) medication
revealed:

- Acetaminophen 325 milligrams (mg), take two
tablets by mouth every 6 hours as needed was
dispensed on 1/9/24 and expired on 1/2025.

Interview on 7/3/25 with the Alternative Family
Living (AFL) Provider revealed:

- Was not aware the Acetaminophen 325mg was
expired;

- Would call the pharmacy to get the
Acetarninophen refilled and disposal of the
medication.
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