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V111 Continued From page 1 V111 i

e The D

client's oresenting problem shall he docurnented.

s P ole s not met as evidenced by:

Basen on record review and interview, the facility
failed o ensure an admission assessment for 1
of 1 former clients (FC#3) was complated prior to

-~ delivery of services. The findings are:

Reviow on 9/8/235 of FC#3's record revealed:

- Avrmssion dater 5/9/25

- Diagnoses: Autism Spectium Disorder, Mild
Inteflectual Developmerital Disability, Attention
Deficit Hyperactivity Disorder, Oppositional

. Defiant Disorder

Discharge date: 8/16/25
No documentation of an admission

assessment

interview on 9/8/25 the House Manager/Qualified
Professional (HM/QP) reported:
- She was the QP for the facility

- She had not yet completed admission

ascessmants for new clients entering the facility
ractor/Co-Owner and the
Administrator/Co-Owner weare responsible for
cornpleting admission assessments

- She did not know if the admission
assecsmant was completed for FCH#I

vice Fegulation

ABus
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Assecsment Treatment/Habilitation Plan
WAL GAL 276G 0205 ASSESEMENT AND
TREATMENT/HABILITATION OR SERVICE
" PLAN
(¢) The plan shall be deveicped based on the
_assessiment, 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,
{r1) Tre rian shall include:
(1) client cutcome(s) that are anticipated to be
achieved by orovision of the service and 2
. projected date of achievement;
(2} slrategies;
(3} staff responsible;
{4) a schedule for review of the plan at least
annually in consultation with the client or legally

FORM APPRQOVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIE (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECT ON IDENTIFICATION NUMBER: A UL COMPLETED
MHL073-080 B WING 09/09/2025
NAME OF SROVIDFR OR SUPPLIER STREET ADDRESS, CITY. STATE, ZiP CODE
HOUSE OF PHYLL EMPOWERS, LLC 425 SOUTH WAIN STREET
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(X3 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
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 DATE
DEFICIENCY) _
S e e e :
Vit Cor mued o page 2 Vi1
Email received from the Director/Co-Ownear on
9/9/25 revealed:
- "We can not iocate the original initial
Cassezsnant (for FCH3) but one was done
hacanse tha admissions team meets befora
accepting a new resident. It seems the document
was misplaced”
i
Interview an 9/9/25 the Administrator/Co-Owner
reported:
An adimission assessment had been
cormpic e for FC#3 but they ware unabie to
: lacaia it
: Thare iz 2 committee that meets prior to new
client (,.dxm sions to review the referral and
delarrine apprepriateness
~  She "decidad that we are going to remedy
this bv outtirg (*ommiﬁee meeting notes on the
assesomant formy
i
VOTEZ Z7GL205 (G0 V112 i
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HOUSE OF PHYLL EMPOWERS, LLC

STREET ADDRESS, CITY, STATE, ZiP CODE

425 SOUTH MAIN STREET
ROXBORO, NC 27573

responsible person or both;

{5) basis for evaluation or assessment of
outcome achievement; and

(6) written consent or agreement by the client or
racnonsible party, or a written statement by the
provider stating why such consent could not be
obtained.

Thi not met as evidenced by:

Bas rd review and interview, the facility

fail ritten consent from client guardians
. anc evelop and implement goals and

izs o maet the needs for 3 of 3 audited
(#1, #2 and former client #3). The findings

»on 98725 of client #1's record revealed:
imission date: 6/16/25
iagnoses: Autism Spechum Disorder
. Post-traumatic Stress Disorder, Disruptive
Dysragulation Disorder, Attention Deficit
activity Disorder (ADHD), Children's Arthritis
eatment plan dated 3/18/25 revealad:

No goals or etrategies idenlified for
nantation by this facility

Mo written consent from guardian

Review on 9/8/25 of client #2's record revealsd:
Admission date: 5/17/25
Diagnoses: ASD, ADHD, Gppositional Defiant
Disordar (ODD)

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE
TAG KEGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
e cesiercen e e e s o _.,“ \‘L
V112 Cenrtinued From page 3 V112 ]“W cn Ny J
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V112 Continued From page 4 V12

Treatment plan dated 1/28/25 revealed:
- No goals or strategies identified for
implementation by this facility
No written consent from guardian

Review on 9/8/25 of former client (FC#3)'s record
reveaied:
- Admission date: 5/9/25
-~ Diagnosas. ASD, ADHD, QDD, Mild
Intellectual Developmental Disability !
- Treatment plan dated 1/28/25 revealed:
Mo goals or strategies identified for
implerrentation by this facility
- Mo written consent from guardian

Intervieyw on 8/8/25 the House Manager/Qualified
Professional reported:
- Hear duties at the facility included developing

Chrearment plans and attending child and family

tearm meelings

- Thes thouaht the faciiity had 4 months after

admission w update client treatment plans
The Director/Co-Owner gave her those

tirnelramsas

She was working on updating the treatment

plan for client #2

Client #1 had a treatment plan at admission
and L faciliy had not "gotter to the point of
neading o tipdate it yet”

Interview on 9/9/25 the Adrinistrator/Co-Owner
reported:

- She was not sure of the timeframes for
having client treatment plans updated

- She agread that some goais and strategies
specific t the facility coutd have better preparad
staff to address clients' needs and prevented
some hehaviors and incidents

.- 8he would ensure that the facility was

corapleting and updating treatment plans

Divigion of Haalth S¢ vice Regulation
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ed for sach shift.
hall e conducted under conditicns that
| simulats tha tacility's respense to five
amergencies.
{d) Each facility shall have a first aid kit
- accessible for use.

This [ale is not met as evidenced by:

Basec on record review and interview the facility
failed to ensure fire and disaster drills were
compieted quarterly and on each shift. The
findings are:

C Raview on 9/8/25 of the facility's fire and disaster

drilts from 11/1/24-9/8/25 revealed:
N day snift fire or disasier drills during the

4th quarter of 2024 (October-December)
- N overnight shift fire drills during the 1st
quarter of 2025 (January-March)
- No day shift fire drills during the 2nd guarter
of 2025 (A < lduneg)

l

A Yo
"o?:e complettd.

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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PREFIX (* ACH 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 DATE
DEFICIENCY)
V112 Continued From page 5 V112
aporepriately rnoving forwerd
V114 27G 0207 Emergency Plans and Supplies V114 \’“H ’/e'
/ 0207 EMERGENCY PLANS Ml\ Updﬁdﬁe ov/ P.:..
10ANCAC 27G. ~MERGENC NS . (o)
WD SUPPLIES oo\ | A os (e SV ‘Q'Q" Y
h facility shall develop a written fire plan dﬁ-' ON o,\ﬂl LI
lisaster plan and shall make a copy of mCLV N OAQA
lans available o enC N JYhF"' qv \I'
sounty emergency services agericies upon SY“‘F"’ gmd\./(
L. The plans shall include evacuation x(a’} r‘rcﬂ* for
lures and routes. clees not howe q\o' {
{ 3 pleas shiall be made available 1o all staff "F-‘- Ml\ !
¢ acuaiion procedures and routes shall be Q VM m . “F '_ewlw {
r lin the ve’mﬂ AL Sth 4 i
o - . cLing ontt O- ‘
{ and disaster drills in a 24-hour facility onNn Cm vl u- ;
} s e held at least quarterly and shail be ensoy € 3t g) :
!
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V 114 Continued From page 6 V114

Interview on 9/8/25 client #1 reported: |
Did not remember how long he had lived at :
the facitity i
- The facility did fire and disaster drills
The facility staff woke him up for a tornado
driit by banging on his door and it made him really
angry
- There were maps around the facility to direct
him where to go for a fire
"~ For s fire, he would go out the front door

Interview on 9/8/25 client #2 reported:
He did not recall how long he nad lived at the

facility

~eackily practiced fire and disaster drills

-

Intervicw on 9/8/25 the Direct Support
Professional Lead reported:
"~ He had worked at the facility since April 2025
The facility practiced fire and disasier drills
- Drilis were completed monthly
The faciiity staff completed announced and
unannouncead drills
- Announced drills were typically between 4:00
om anc 8:00pm and unannounced drifls were
typicaily when clients were sleeping

Interview on 9/8/25 the House Manager/Qualified
" Profassional reported:
- She had worked at the facility since it opened
- Drills were supposed to be dong on each shift
- during each quarter
hera was a outline the facilily stafi used to
- ensure all drills were completed and the staff
picked & day and time to complete drills _ :
She had talked to the Director/Co-Owner
ahout revising how drills were completed and '
scheduling out dates staff was to complete them

Division of Health Service Regulation
STATE FORM 6892 SOYL11 If continuation sheet 7 of 15
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V 114 Continued From page 7 V114 ;
interview o 979/25 the Administrator/Co-Cwner
reported:
- {he faciity had the following shifts:
During summer: day shift was 9:00 am -
9:00 pm and overnight shift was 9:00 pm - 9:00
am
- During school year: day shift was 3:00
pint - 9:00 pm and overnight shift was 9:00 pm -
9:00 am
- Weekend shifts were 9:00 am - 9:00 pm
for day shift and 9:00 pm - 9:00 arn for overnight
shift year-round ‘.'
_ - Staff was responsible for comg.eting drills
"and she thougnt the system they used was
wiorkiing
| She would talk to staff about revising
" their system
V117 276 .0209 (B) Madication Requirerments V117 ;

TOANCAC 273G 0209 MEDICATION

CREQUIREMENTS
- (h) Medication packaging and labeling:
(1) Non-prescription drug coniainers not

dispensed by a pharmacist shali retain the

~manufecturet's labet with expiration dates clearly

Bivision of Health Service Requlation
STATE FORM

visible,

(%} Prescrintion medications, whether purchased
or obfained as samples, shall ba dispensed in
tamper-resistant packaging that will minimize the
visk of accidental ingestion by children. Such
packaging includes plastic ¢r glass bottles/vials
with tarnper-resistant caps, or in the case of
unit-of-use packaged drugs, a zip-lock plastic bag
may te adeguate;

(3) The packaging label of each prescription
drug dispensed must include the following:

(&) the client's name;

(8) the prescriber's name;

090 SOYL11
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V17 Continued From page 8

) the cuirent dispensing date;

D) clear directions for self-administration;
(&) 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

- center, and the name of the dispensing
praciitioner.

[
\
{

This Rule {5 not met as evidenced hy:
Based on observation, record review and

. interview, the facility failed to ensure 1 of 2
aiditad current client's (#1) medications had
packaging labels. The findings are:

Review on 9/6/25 of client #1's record revealed:
Admigsion date: 6/16/25
-~ Diagnoses: Autism Spectrum Disorder,
Post-traumatic Stress Disorder, Disruptive Mood
Dysregdation Disorder, Attention Deficit
Hyperacuvity Disorder, Children's Arthritis
- Physician's orders dated 8/15/25 for the
- following:
- Aripiprazote 10 milligrams (mg) take 1
tablet by mouth twice daily (mood)
- Olenzapine 10 mg take 1 tablal by mouth

Aigaty anger)

Observation at approximately 2:43 >m on 9/8/25
evealed:
A bottle of aripiprazole 10 mg with na
rmacy label
A clear rasealable plastic bag with client #1°s
dlu and "M meds ((nedications)” handwritten

V117

Twe will e oin, S‘};‘jw
AiSPoS ING oF »n
0’3\; wﬁair Co'we rtNva%
(Rrom frerapeuht \%# |
HOVSL manoer andm'gw
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V117 Continued From page 9

on it and inside was one white oval tablet that
looked identical to the tablets inside the blister
pack medication card for client #1's olanzapine
10 my

Interview an 9/8/25 the House Manager/Qualified
Professicnal reported:

* - 8he and the Director/Co-Owner were
responsible for reviewing medications for
compliance
- The bottle of aripiprazole 10 mg in client#1's
rnedicz ion bin was something he brought with
him at admission
~ His mother wanted hin to linish using all
medications in bottles prior to switching to the
blister pack medication cards
- She did not consider that there was no
pharmacy label visible on it
- Thre single tablet in the resealable bag was a
medication that his parents returned after
therapeutic leave

She thought his parents had pcpped the
tablet out of the blister pack mistakenly and
olaced it 'n the resealable bag
- Facility staff was "supposed to put it back in
the pack”

interview on 9/9/25 the Administrator/Co-Owner

reported:

- it had "been a process with {client #1's]

rnadicatiorn,

- They had difficulty getting medication orders

irarn client #1's mother when he admitted to the

facitity

- When client #1 admitted to the facility, ail his

medication was in bottles and the facility used

blister pack medication cards so everything had

sEuh 3wl ed over

- She thought "the pill in the bag was when he
" {client #1) went on therapeutic leave and it came

V117

Division of Heaith Se vice Rogutation
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vV 17 Continued From page 10 V117 | :
hack to us like that” :
- "Thatis not the way we send medication with ;
rim for therapeutic leave" i
"'l investigate and see whet happened and
find a salution®
V18 276G 0208 {C) Medication Requirements V118

CIOANMNCAC 276G .0209 MEDICATION
REQUIREMENTS
(c) Medication administration:

drugs.

client's physician,

{1) Presciiption or non-prescription drugs shall
anlv be administered to a client on the written
ordar of & person authorized by law (o prescribe

{2) Mediregdions shall be self-administered by
clients onby when authorized in writing by the

- (3) Medications, including injections, shall be
. aagministered only by licensed persons, or by

unlicenzod parsons trained by a registerad nurse,
oharmacist or other legally qualifiad person and

privitlegad o prapare and administer medications.
(4) A Medi:ation Administration Record (MAR) of

~all drugs adrninistered to each client must be kept

current Medications administered shali be
recorded immediately after administration. The
MAR is 10 include the following:

(&) clien s name;

23) name, strength, and quantity of the drug;
[C) instructions for administering the drug;

(D) date and tirne the drug is administered; and
(E2) name or inidals of person administering the
dryg,

{5) Client recuests for medication changes or
checks shl be recorded and kept with the MAR
file followed up by appointment or consultation
witn a2 physician.

Division of Hea.th Service Reguiation

STATE FORM 3899
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V 118 Continued From page 11 V118 i

This Rul» s not met as evidenced by:
Based 01 1ecord review and interview the facility |
failed to keap the MARSs current for 2 of 2 cuirent

audited clients (#1 and #2). The findings are: .

A, Review on 9/%/25 of client #1's record
revealed:

Aadmisson date: 6/16/25

Diagncses: Autism Spectrunt Disorder
(AS3D), Post-traumatic Stress Disorder, Disruptive
Mood Dysragulation Disorger, Attention Deficit
Hyceractivity Disorder (ADHD) and Children's
Arthritie
- Phveician's orders dated 8/7/25 for the
following.

- Mew chapter all flora probiotic gummy

- take 1 gumimy by mouth twice daily (supplernent)

- Kids gummy multivitamin take 1 gummy
by mouth twice daily (supplement)
- Physician's order dated 8/15/25 for clonidine
hydrochlorids (HCH 0.1 milligram (mg) take 1
tabiet by mouth twice daily  (ADHD)
- Physician's order dated 7/23/25 for
aripiprazole 10 mg take 1 tabiat by routh at night

{mood) i
- Physician's orders dated 7/25/25 for the
following:

- Flticasone 50 micrograms (mcg) take 2
pufis wwice daily in each nostril (asthma)

- Duiera inhaler 50 rcg take 2 puffs by
mouth twice daily (asthma)

Review on 9/8/25 of client #1's MARs from '

8117128 - 8131125 revealed: i

Divizion of Healh Se vige Reoulktion

STATE FORM 6839 SOYL11 If continuation sheet 120f 15




PRINTED: 09/19/2025

FORM APPROVED
Division of Healllh Service Regulation
STATEMENT OF DEFISIEL CIES (X1) PROVIDER/SUPPLIER/CUIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
ABULDING: __
MHL073-080 HWING 09/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

425 SOUTH MAIN STREET

HISE OF PHYLL EMPO S S
HOUSE OF PHYLL EMPOWERS, LLC ROXBORO, NG 27573

{Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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 DATE

DEFICIENCY)
V118 Continued From page 12 V118

- Mo siaff initials to indicate administration of
medications ror the following:
. - New chapter all flora probictic gurmy for
£:00 pm dese on 8/30/25 and 8/31/25
- Kids gummy multivitamin for 8:00 pm
dosa on T12/25 and 7/19/25 :
Cloridine HC1 0.1 myg for 8:00 am dose :
on 7/289/25 and 8/30/25 ;
- Anpivrazole 10 mg on 8/17/25 i
: Fluticasone 50 meg for 8:00 pm dose on '
6/28/25, G/29/25 and 7/25/25 i
- Diulera inhaler 50 racg for 5:00 pm dose
on B/17/28, 6720125 and 7/25/25

Interview an 9/8/25 client #1 reported: :
- He did not remember how long he had lived 5
at the facility

- He ook his medication daily and there were
no issues with medication '

3. Review or G/8/25 of client #2's record |
ravealed: !
- Admission date: 5/17/28

Diagnesas: ASD, ADHD and Oppositional
Defiant Disardar

FPhysician's order dated 5/27/25 for Zyrtec 10 i
mg take 1 {ablet at bedtime (allergies)
- Physician's order dated 8/20/25 for clonidine
HC! 0.2 rag {ake 1 tablet at bedtime

Prhvsician's orders dated 7/29/25 for the
followino:

risega extended refease (ER) 1.5 mg

l2kn 7 fablet by mouth with 3 mg at bedtime
{antipsychotic)

- Inveya ER 3 mg take 1 tablet by mouth
with 1.5 mq at bedtime
- Physician's order dater! 6/25/25 for :
cyproheptadine HCH4 mg take 1/2 tablet by !
rmouth thres times daily for appetite
encouragement !
Division of Health Se~vice Regulation
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- Physiclan's order dated 8/22/25 for focalin

- extended release (XR) 10 mg fake 1 tablet by

mouth every day with 30 mg (ADHD)

Review on 9/8/25 of client #2's MARs from 6/1/25
- 8/31/25 revealed:

.- No steff initials to indicate administration of

medications for the following:
Zyitec 10 mg on 8/27/25
- Clonidine HCI 0.2 g on 8/27/25
- Invega ER 1.5 mg on 7/17/25
Invegz ER 3 mg on 7/17/25 and 8/27/25
Cyoroheptadine HCI 4 mg for 8:00 am
dose on &/16/25
- Foualin XR 10 mg on 8/28/25

Interview on 9/8/25 client #2 reportad:

Ha did not recall how iong he had lived at the
facility
- Somelimes he "tries to say no" to taking his
medics ion but he always took it

- Noigsues with medication

Interview o 9/8/25 the Direct Support

" Professional Lead (DSP Lead)reported:

He had worked at the facility since April 2025
Al client got their medication daily and on
time

C- "We make sure of that"

- He reviewed the MAR to ensure everyone
was getting their medication

“ - He nouced missing staff initials sometimes

and he would follow-up with that staff so they

- could correct it on the MAR

“interview on 2/8/25 the House Manager/Qualified

Professional (HM/QP) reported:

- She had worked at the facility since it opened
She and the Director/Co-Uwner reviewed

MARs weekly

vV 118

Division of Maallh “a-ice Raoguiation
STATE FORM

o899 SOYL1

if continuation sheat 14 6i 15




we wall rttyiun ol stadf
cn mhiding boxed PDRES
of e mad cominiyrah oy
wWe Will alfo rthrau~ ol 030
stoff on making svre

Mot & yeond Stodff
nunber enNtWe e Mae
ofter qmng meds.

were  omisiiond from o~
cieNts supp\mantt #&8ng

ovy 04 S4ock- s pOrantl
?m\(\'o\,o, trese supplemwty,
wL howve asxed pOreni)
to purthase M LJIIL ¢o
1D+ We 4o not N .
MARS will i rtvieved

N dng hovse monader

WIXZNE



