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An annual survey was completed on 8/18/25.
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 3 and currently has a
census of 3. The survey sample consisted of
audits of 3 current clients.

V 117| 27G .0209 (B) Medication Requirements V117 neCEIVEY

10ANCAC 27G .0209 MEDICATION |
REQUIREMENTS ‘ ‘

(b) Medication packaging and labeling: ; ~ueR.MH Licensure Sect
(1) Non-prescription drug containers not = = 1
dispensed by a pharmacist shall retain the
manufacturer's label with expiration dates cleariy
visible;

(2) Prescription medications, whether purchased
or obtained as samples, shall be dispensed in
tamper-resistant packaging that will minimize the ;
risk of accidental ingestion by children. 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 prescriber's name;

(C) the current dispensing date; |
(D) clear directions for self-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 i
center), and the name of the dispensing '
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practitioner.

This Rule is not met as evidenced by: @
Based on observation, record review and |
interview the facility failed to ensure 1 of 3 audited
clients (#3) had a packaging label on each
prescription drug. The findings are:

Review on 8/15/25 of client #3's record revealed:
- admitted 11//6/13 ’
- diagnoses of: Autism, Mild Intellectual
Developmental Disorder & Bipolar

- aFL2 dated 11/11/24 with the following
medications

-  Famotidine 20 mg (milligrams) twice day
(stomach acid)

- Clonazepam .5mg 1/2 moming (anxiety)

- Vitamin D daily

- Aripiprazole 5mg evening (antipsychotic)

- Depakote 500mg 2 bedtime (Bipolar)

- Metformin 500mg morning (Diabetes)

-  Sertraline 50mg daily (Depression)

Observation on 8/15/25 at 4:42pm of #3's
medication box revealed:

- amedication pill roll inside the white box

- no packaging label which identified the
following:

- the prescriber's name |
- the current dispensing date |

During interview on 8/15/25 staff #2 reported:
- client #3's medication pill rolls came in a large |
bag with the pill label on the outside of the bag

This Deficiency has been corrected by |
asking Medical Arts Pharmacy to convert = gjog/o5
all all boxed medications back to bubble
packs with the labels. We previously had |
labeled bottles and transitioned to bubble |
packs, however the pharmacy started
sending out boxed package rolls. Prior

to the State audit, our Pharmacist was
asked to convert back to the bubble

packs, which have the detailed label
information. This deficiency has been
corrected. All medications are labeled

in bubble packs with all the detailed
information to include the prescriber's i
name and dispensing dates. Also to
maintain continued compliance, a part
time nurse is on staff to perform weekly
audits on medications at each facility.
Audit form will be attached.
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- she threw the large bag away because it took |
up space in the medication room |
- will keep the large bag in the future

During interview on 8/18/25 the |
President/Licensee reported: ;
-  staff needed to keep the medication label to
reorder medications

- the Director/Registered Nurse decided to no
longer use the medication pill rolls

- the facility will return to the use of the
medications in the bubble packs

- "medication labels were already attached to
the bubble pack”

27G .0604 Incident Reporting Requirements
10ANCAC 27G .0604 INCIDENT
REPORTING REQUIREMENTS FOR ‘
CATEGORY AAND B PROVIDERS |
(a) Category A and B providers shall report all
level Il incidents, except deaths, that occur during |
the provision of billable services or while the ,
consumer is on the providers premises or level Ill |
incidents and level Il deaths involving the clients
to whom the provider rendered any service within |
90 days prior to the incident to the LME '
responsible for the catchment area where
services are provided within 72 hours of
becoming aware of the incident. The report shall
be submitted on a form provided by the
Secretary. The report may be submitted via mail,
in person, facsimile or encrypted electronic
means. The report shall include the following
information:

(1) reporting provider contact and
identification information;

(2) client identification information;

(3) type of incident;

V367

V117
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(4) description of incident;
(5 status of the effort to determine the
cause of the incident: and
(6) other individuals or authorities notified

or responding.
(b) Category A and B providers shall explain any |
missing or incomplete information. The provider |
shall submit an updated report to all required
report recipients by the end of the next business
day whenever: |
(1) the provider has reason to believe that
information provided in the report may be
erroneous, misleading or otherwise unreliable; or |
(2) the provider obtains information

required on the incident form that was previously
unavailable. ?
(c) Category A and B providers shall submit,

upon request by the LME, other information
obtained regarding the incident, including:

HOHY34

(1) hospital records including confidential

information;

(2) reports by other authorities: and

(3) the provider's response to the incident. | |

(d) Category A and B providers shall send a copy |
of all level lll incident reports to the Division of
Mental Health, Developmental Disabilities and |
Substance Abuse Services within 72 hours of
becoming aware of the incident. Category A *
providers shall send a copy of all level Il j
incidents involving a client death to the Division of |
Heaith Service Regulation within 72 hours of 3
becoming aware of the incident. In cases of _
client death within seven days of use of seclusion |
or restraint, the provider shall report the death ;
immediately, as required by 10A NCAC 26C

.0300 and 10A NCAC 27E .0104(e)(18).

(e) Category A and B providers shall send a
report quarterly to the LME responsible for the
catchment area where services are provided. |
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The report shall be submitted on a form provided |
by the Secretary via electronic means and shall
include summary information as follows:

(1) medication errors that do not meet the
definition of a level Il or level lll incident:

(2) restrictive interventions that do not meet
the definition of a level Ii or level Ill incident:

(3) searches of a client or his living area; |
(4) seizures of client property or property in |
the possession of a client; w
(5) the total number of level Il and level IlI
incidents that occurred; and

(6) a statement indicating that there have
been no reportable incidents whenever no
incidents have occurred during the quarter that .
meet any of the criteria as set forth in Paragraphs
(a) and (d) of this Rule and Subparagraphs (1)
through (4) of this Paragraph.

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to submit a level Il incident report to the
LME/MCO (Local Management Entity/Managed
Care Organization) within 72 hours. The findings
are:

Review on 8/15/25 of the Incident Response
Improvement System revealed no level Il incident |
reports

During interview on 8/15/25 client #2 reported:

V 367

This deficiency has been corrected by a 9/5/25

training session and meeting that
occurred with the staff of that facility.
incident reporting was explained and
steps of how to complete and when to
initiate the report was instructed.
Understanding voice from everyone
present. This included the Program
Manager, and the Accountability
Center. Also, we have developed a
special training session during new hire
orientation with practice exercises on
how and when to complete an incident
report. This will ensure all staff are
knowledgeable of the protocol for
incident reporting. The Executive
Director will make sure all new hires are
trained with new exercise and also
annual training will include a practice
exercise for refreshers. This will be
performed annually and during time of
hire. New hire training exercise. is

- client #3 and staff #1 exchanged words attached.
- client #3 threw a chair
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- staff #1 called the police
- he did not see the police come

During interview on 8/15/25 client #3 reported:

- lost his temper with staff #1

- he liked to joke "but don't like getting play”

- he will "explode”

-  words were exchanged between him and
staff #1

- police came and tried to arrest him

- the Program Manager called and spoke with
him

- it was resolved "leave it alone"

During interview on 8/15/25 staff #1 reported:

-  called the police one time

- client #3 got upset and threw a chair

- he was upset another client mimicked him
during an activity

- helaughed at first, then he got upset

- had not seen him “act like that before"

- she called the police and spoke with the
police outside

- the police did not speak with client #3

- she and staff #3 spoke with client #3 and he
calmed down

- she completed the incident report & gave to |
the PM

During interview on 8/15/25 staff #3 reported:

- the police came to the facility a week ago

- client #3 became upset and threw a chair
- staff #1 wanted to do crafts with the clients
and client #3 did not want to

- staff #1 called the police when client #3
became upset and threw a chair

- the police spoke with staff #1 about the
incident

-  after the police spoke with staff #1, they left
- she (staff #3) spoke with client #3 and he

| V367
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calmed down
- staff #1 was supposed to write the level II
incident report

During interview on 8/15/25 & 8/18/25 the
President/Licensee reported:

- he was not aware the police came to the
facility for client #3

- anytime the police came to the facility, he
needed to be notified '
- the PM completed level Il incident reports but |
was unaware the police was called to the facility

- the PM thought it was resolved after he

spoke with clients and staff

- alate entry level Il incident report was
submitted in IRIS
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Medication Administration Weekly Check

Facility:

Member Name:

Task

Yes

No

Comments/Explanation

Are all the medications
present that are on the
MAR?

Are there any blanks on
MAR that was not initialed
or signed by staff?

Does all medication have a
label? Can you read the
label? Does the label on the
medication match the
MAR?

Are there any medications
that have expired or will be
expiring soon?

Medication Name:

Document expired/expiring date

Have Replacement medications been ordered or picked up?

Is there a Provider order
and signature for each
prescribed medication?

Is the narcotic count
correct with all staff
signatures and double
locked?

Are there any medications
that need to be discarded?

Correction(s) needed per staff /Any recommendations?

Print Name/Title

Nurse Signature:

/ Date:

Form revised 3/4/24




Incident Report Training Exercise

Scenerios:

While George was eating lunch at the Day Program, George became very agitated, because
he wanted what Larry had. George was redirected and encouraged to eat his lunch.
George became upset and threw his food across the room and stormed off to the corner of
the room. And began yelling. George calmed down after he was not bothered for a few
minutes but staff continued to watch him for safety.

Is this a level 1, 11, or 111 incident? Why? Complete correct form.

Sara came into the facility after a long hard day of supported employment. She yelled,
“who moved by cup”?! My cup was right beside the refrigerator, who moved it?! I am
tired of this stuff. Sara turned the kitchen table over which struck the staff’s right leg.
Then Sara started kicking and punching walls, placing indentions in the walls. Staff
attempted to de-escalate Sara. Sara started fighting everyone in the house, hitting a second
member in the nose with bleeding started. Sara continues to get worse. Staff then call the
police.

Is this a level 1, 11, or 111 incident? Why? Complete the correct form

John was outside playing softball with other members from the house as staff watched on
baseline. John hits the ball and slides into first base. He is safe; however, he notices a small
amount of blood on his hands. Staff takes him to the bathroom, washes his hands with
soap and water and place a bandaid on the site. John returns to the game.

Is this a level 1, 11, or 111 incident? Why? Complete the correct form
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Guardian Angel Healthcare, LLC.

Climbing to Higher Heights Together

- J

LEVEL 1 ACCIDENT/ INCIDENT REPORT

NAME OF FACILITY

&

ADDRESS

NAME OF CONSUMER

DATE/TIME OF EVENT
DATE/TIME OF NOTIFICATION OF SUPERVISOR
DATE REPORT FILED

PERSON FILING REPORT

Describe in detail the incident / accident.

Use Continuation Page If Needed

Signature of Person Filing Report / Title
Date

Supervisor /Title

/Date
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Guardian Angel Healthcare, LLC.

Climbing to Higher Heights Together

LEVEL (2)
ACCIDENT/ INCIDENT REPORT

NAME OF FACILITY

ADDRESS

NAME OF CONSUMER

DATE/TIME OF EVENT

DATE/TIME OF NOTIFICATION OF SUPERVISOR
DATE REPORT FILED

PERSON FILING REPORT

Describe in detail the incident / accident.

Use Continuation Page If Needed

Signature of Person Filing Report / Title

Date

Supervisor /Title

/Date




Guardian Angel Healthcare, LLC.

Climbing to Higher Heights Together

LEVEL (3)
ACCIDENT/ INCIDENT REPORT

NAME OF FACILITY

ADDRESS

NAME OF CONSUMER

DATE/TIME OF EVENT

DATE/TIME OF NOTIFICATION OF SUPERVISOR
DATE REPORT FILED

PERSON FILING REPORT

Describe in detail the incident / accident.

Use Continuation Page If Needed

Signature of Person Filing Report / Title

Date

Supervisor /Title /Date




