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INITIAL COMMENTS

A annual and follow up survey was completed on
December 15, 2025. Deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G .1700 Residential
Treatment Staff Secure for Children or
Adolescents.

This facility is licensed for three and currently has
a census of two. The survey sample consisted of
audits of two current clients.

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

obtainad.
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Effective immediately, the agency will implement the
following corrective actions to ensure full compliance with
service authorization, clinical documentation, and service-
delivery requirements:
1. Service Authorization Prior to Admission
The agency will ensure that each consumer has
an active and valid service order prior to
admission into the treatment facility or initiation
of services.
This Rule is not met as evidenced by: 2. Intake Assessment Completion .
d ; 7 : ay An Intake Assessment will be completed prior to
Bz_ased on record review and interviews, the facility the delivery of any billable services.
failed to develop and implement treatment plan, 3. Comprehensive Clinical Assessment (CCA)
goals and strategies based on client needs within If a current CCA is not on file, a Comprehensive
30 days admission for 1 of 2 Clients (#2) The Clinical Assessment will be completed within 72
: y ) ' hours of intake, in accordance with service
findings are: definition and Medicaid requirements.
4. Person-Centered Plan (PCP)
Review on 11/10/25 of Client #2's record A Person-Centered Plan will be developed based
revealed: on the CCA and will be reviewed and signed by
ms all required legal parties prior to ongoing service
-Admission date of 9/10/25. ey, DRER gome
-Diagnoses of Attention Deficit Disorder and 5. Crisis Plan Development
Oppositional Defiant Disorder. A Crisis Plan will be developed in collaboration
-History of alcohol and marijuana abuse, with the consumer and legal guardian, as
) . f tob applicable, and signed by all required partics.
struggles with authority ﬁgures, steahtjig, obacco 6. Transition/Discharge Planning
use and verbal and physical aggression. A Transition/Discharge Plan will be initiated at
-No documentation of a treatment plan. the start of services to support continuity of care
and planned step-down services.
R . g . 7.  Authorization Submission
InterVIe\:v on 12/3/25 with the Acting Associate Upon completion and signature of all required
Professional (AP) revealed: documentation, the full clinical packet will be
-There had been issues communicating with submitted through the designated authorization
Client #2's Mother/Guardian because she will not portal for approval.
return calls 8.  Team Meetings
? U ca. . ; \ Child and Family Team (CFT) meetings and
-"She (Chent #2's Mother/Guardian has treatment team meetings will be scheduled and
everything we need but won't send it." conducted in accordance with the applicable
-The Residential Coordinator/Acting Qualified service definition.
Plrofessmnal (QP) was responsible for treatment Responsible Participating Parties
plans. e  Intake Assessment: Intake Coordinator
: : : : e  Comprehensive Clinical Assessment (CCA):
Interview on 11/10/25 with the Residential Licensed Clinical Professional (LCMHC, LCSW,
Coordinator/Acting QF revealed: ] ) LTAS (M)} with Medisal Pirector (MD)
~"We (staff) have been having issues getting his signature
Division of Health Service Regulation . Person-Centered Plan (PCP): Qualified Mental
FATEFORNM 9 195 K] T EonmROaton sneet 1901 21
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Health Professional (QMHP), with Medical
Director (MD) signature

Crisis Plan: QMHP, Qualified Professional
(QP), and Legal Guardian, as applicable

Transition/Discharge Plan: QMHP and Legal
Guardian, as applicable

Monitoring and Ongoing Compliance

®  The Clinical Supervisor will conduct routine

chart audits to verify timely completion,
accuracy, and required signatures of all clinical
documentation.

Any identified deficiencies will be addressed
through immediate corrective action and staff
re-training.

Compliance data will be tracked and reviewed
during supervisory and quality-assurance
meetings to ensure sustained adherence to
regulatory and Medicaid standards.

IDate of Full Compliance

The agency will achieve and maintain full compliance
immediately upon implementation of this Plan of
Correction and will continue ongoing monitoring to prevent
ecurrence.
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(Client #2) information from his guardian
(mother)."

-It was difficult communicating with Client #2's
Mother/Guardian.

-"She (Client #2's Mother/Guardian) will say she
is going to send us documents and never send
them. | have not gotten all of his (Client #2) stuff
(previous documents).”

-Was responsible for the development of
treatment plans.

-Would develop a treatment plan with the
information he had.

Interview on 12/3/25 with the Chief Executive

Officer (CEQ)/Licensee revealed:
_The Residential Coordinator/Acting QP is
responsible for treatment plans and coordinating

care for Client #2.
alBerd-fdfenwiatiorwith the Residential

V112

C =
TR T T INIVE

ORUTT Treonunuator

LI'EH'B'G!"N'!SF'-."I'



PRINTED: 01/07/2026
FORM APPROVED
Division of Health Service Regulation

Coordinator/Acting QP to get Client#2 a
treatment plan.

V118 57G 0209 (C) Medication Requirements v

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.
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V 118| Continued From page 3 V118

(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.

iviclon-atHoalth-Serdso-Rogulat
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This Rule is not met as evidenced by:

Based on observation, interviews and record
reviews the facility failed to ensure medications
were administered on the written order of a
physician for 1 of 2 Clients (#2) and failed to keep
MARs current for 1 of 2 Clients (#1). The findings
are:

Cross reference 10A NCAC 27G .1701
Coordination of Services (V293). Based on record
review and interview the facility failed to
coordinate with other agencies to meet the needs
for 1 of 2 clients (#2).

Review on 11/10/25 of Client #1's record
revealed:

-Admission date of 5/8/23.

-Age 16 years old.

V118
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-Diagnoses of Oppositional Defiant Disorder and
Conduct Disorder.

-History of behavioral issues, verbal and physical
aggression, property destruction, self harm and
impulsive behavior.

-Physcian Order's dated October 1, 2025 for
Qelbree Extended Release (ER) 200 miligrams
(mg)g capsules, take one capsule by mouth daily
for mood and Risperidone 1mg, one tablet by
mouth daily for mood and Fluoxetine 20mg, take
one tablet by mouth daily in the morning for
mood.

-Preceeded PO's dated 3/4/25 for Qelbree ER
200mg capsules, take one capsule by mouth
daily for mood and Risperidone 1mg, one tablet
by mouth daily for mood and Fluoxetine 20mg,
take one tablet by mouth daily in the morning for

mood.

Revievy on 11/1 QI25 of Client #1's MARs from

V118
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If continuation sheet 19 of 21




Division of Health Service Regulation

PRINTED: 01/07/2026
FORM APPROVED

September 1, 2025 to November 10, 2025
revealed:

-There was no September 2025 MAR available.
-No documentation that Client #1's medications
had been administered from September 1-30,
2025.

Interview on 11/13/25 with Client #1 revealed:
-He got his medications at the appropriate times.
-Had not missed any of his medications.

Observation on 11/10/25 at 1:24 pm of Client #2's
medications revealed:

-Risperidone .05mg, take one tablet by mouth
twice daily for mood dispensed on 10/14/25.
-Trazodone 50mg, take one tablet by mouth at
night as directed for insomnia dispensed on
10/14/25.

-Amphetamine Salts ER 10mg, take one capsule
by mouth in the morning for Attention Deficit

AND PLAN
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Disorder dispensed on 10/14/25.

Review on 11/10/25 of Client #2's MARS from
September 11, 2025 to November 10, 2025
revealed there were no initials for administration
for the following medications for client #2:
-Risperidone 0.05mg on 10/8/25- 10/17/25,
10/26/25- 10/31/25 and 11/5/25 - 11/10/25 (total
26 days).

-Amphetamine Salts ER 10mg on 10/8/25-
10/17/25 and 10/26/25 - 10/31/25 (total 14 days).
-Trazodone 50mg 10/8/25- 10/16/25 and 10/29/25
-10/31/25. (total 11 days).

Interview on 12/8/25 the the Dispensing
Pharmacy revealed:
-"If a person (client) missed doses of Qelbree,

Risperidone and Fluoxetine they may experience
some withdrawal symptoms such as fatigue,

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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-"If they (client) missed doses of Risperidone,
Trazodone and Amphetamine Salts ER they may
experience some withdrawal symptoms such as
fatigue, irritability, nausea, change in appetite
etc.”

Interview on 12/8/25 with Client #2's
Doctor/Prescriber revealed:

-Prescribed Trazodone and Risperidone to
stabilize mood and the Amphetamine Salts to
help with concentration

if a patient has Attention Deficit Disorder.
-Clients are scheduled biweekly to monitor how
they are responding to medications.

-Client #2 is scheduled biweekly but could not
provide further information without consent.

Interview on 11/13/25 with Client #2 revealed:
-Denied missing any medication.
-Denied the facility had ever ran out of his
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medications.

Interview on 12/3/25 with the Acting Associate
Professional revealed:

-Client#1's September 2025 MAR was
completed,

-Client #1's September 2025 MAR was not
provided prior to the survey exit date.

-There were problems getting Client #2 to his
prescriber/doctor every two weeks.

-The Doctor/Prescriber would not refill Client #2's
prescriptions if he (Client #2) did not come to his
appointments.

Interview on 12/8/25 with the Residential
Coordinator/Acting QP revealed:
-Did not know where the September 2025 MAR

for Client #1 was.
"It (September 2025 MAR for Client #1) may

have been misplaced.”

"\"nininn' of gl bl
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-He was responsible for making sure clients had
medications available for administration.

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

Review on 12/11/25 of the Plan of Protection
dated 12/11/25 and signed by the Residential
Coordinator/Acting QP revealed:

"What immediate action will the facility take to
ensure the safety of the consumers in your care?

As of today, December 11, 2025 we
(CEO/Licensee) will be switching prescriber
(Doctor/Prescriber) to ensure medication
management in a timely fashion. He (Client #2) is
scheduled for an appointment Monday December
15th, 2025. We will also coordinate with the
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guardian to get the insurance reinstated.

Describe your plans to make sure the above
happens.

We will meet with mom to assist with getting the
insurance reinstated and utilize a new prescriber
(Doctor/Prescriber) to prevent delays."

Review on 12/12/25 of the 1st amended Plan of
Protection dated 12/12/25 and signed by the
Residential Coordinator/ Acting QP revealed:
"What immediate action will the facility take to
ensure the safety of the consumers in your care?

As of today, December 11, 2025,
[CEO/Licensee]. will be switching prescriber
(Doctor/Prescriber) to ensure medication
management for [Client #2's] is done in a imely
fashion. [Client #2] is scheduled for an

Diision-otHoalth-Service-Regulation
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appointment with the new prescriber
(Doctor/Prescriber Monday, December 15th,
2025. The CEO (Chief Executive
Officer/Licensee) and QP (Residential
Coordinator/Acting QP) will also coordinate with
[Client #2's] guardian to get the insurance
reinstated. The QP (Residential
Coordinator/Acting QP) will start making a copy of
MARSs to keep in his records so if a MAR is
misplaced, he will have a copy as of today
December 11, 2025.

Describe your plans to make sure the above
happens.

The CEO (CEO/Licensee) and QP (Residential
Coordinator/Acting QP) will meet with [Client #2]
mom and utilize a new prescriber
(Doctor/Prescriber) to prevent delays in filling his
medication, The QP (Residential
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V118 Continued From page 8 v Effective Immediately

Coordinator/Acting QP) will use a new filing 01/23/2026

system to assure all MARs are accounted for and I. Qualified staff will reconstruct salssing
keep them in his records." MARs when fleasxblc by using pharmacy

fill dates, service orders, and written staff
statements, maintaining documentation in
the client record.

Review on 12/12/25 of the 2nd amended Plan of

Protection dated 12/12/25 and signed by the 2. Qualified staff will ensure all clients have
Residential Coordinator/Acting QP revealed: current and accurate MARs by reconciling
~"What immediate action will the facility take to medication service orders with MAR
ensure the safety of the consumers in your care? documentation.

3. Qualified staff will verify that all
As of December 11, 2025, [Licensee] will be prescribed medications are in stock and
switching prescriber (Doctor/Prescriber) to ensure administered strictly in accordance with

provider orders.
4. Qualified staff will maintain written
documentation of all medications that are

medication management for [Client #2] is done in
a timely fashion. [Client #2] is scheduled for an

appointment with the new prescriber out of stock, including pharmacy

(Doctor/Prescriber) Monday, December 15th, notification dates and anticipated refill

2025. The Residential Coordinator (Residential timelines.

Coordinator/Acting QP) will be sure to get a copy 5, Qualified staff will implement and

of the Doctor's orders from the new prescriber mainiain o weekly medisatve .

(Doctor/Prescriber) at each visit going forward. management audit, documenting findings,
Siviel Somvios-Ragulit
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The Residential Coordinator (Residential corrective actions, and follow-up.
Coordinator/Acting QP) will start making a copy of 6.  All staff administering medications are
MARS to keep in his records so if a MAR is required to initial the MAR immediately
misplaced, he will have a copy as of December following administration. Any late entries
11, 2025. must include a clearly documented

explanation and supervisory review.

Describe your plans to make sure the above Systemic Prevention Measures

happens. 1. All residential staff will receive MAR
documentation training prior to their first
The CEO (CEO/Licensee) and Residential scheduled shift in the facility.
Coordinator (Residential Coordinator/Acting QP) 2. The Qualified Professional (QP) will
will meet with [Client #2's] mom (Guardian) and review MARs 2-3 times weekly to ensure
utilize a new prescriber (Doctor/Prescriber) to completeness, accuracy, and compliance,
prevent delays in filling his medication. The documenting all reviews.
Residential Coordinator (Residential 3. The agency will transition pharmacy

services to The Neil Group if repeated
discrepancies or untimely medication
delivery occurs.

Coordinator/Acting QP) will get a copy of the
Doctor's (Doctor/Prescriber) orders on December

15, 2025 at [Client #2]' doctor's appointment, and 4. Level I Incident Reports will be
will use a new filing system to assure all MARs completed in the IRIS system within 24
are accounted for and keep them in his records.” hours for all medication errors or

documentation discrepancies.

5. Appropriate medical professionals will
be notified within 24 hours when
medications are out of stock or when a
medication error occurs, in accordance with
policy.

6. Alternative local pharmacies will be
contacted to obtain medications when
primary pharmacy supply is unavailable to
prevent missed doses.
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The facility served clients with diagnoses of
Oppositional Defiant Disorder, Conduct Disorder
and Attention Deficit Disorder. Client #1's
September MAR was missing and there was no
documentation that Client #1 received his
madications from September 1-30, 2025 (30
days). Client #2 missed 14 days of his
medications in October 2025 and missed his

Divicion-aiHoalth-Sorvdee-Regulation
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V 293

doses of Risperidone 5 days in November 2025
due to the facility not following up with his
Prescriber/Doctor biweekly. This deficiency
constitutes a Type B rule violation which is
detrimental to the health, safety and welfare of
the clients and must be corrected within 45 days.

27G .1701 Residential Tx. Child/Adol - Scope

10A NCAC 27G .1701 SCOPE

(a) Aresidential treatment staff secure facility for
children or adolescents is one thatis a
free-standing residential facility that provides
intensive, active therapeutic treatment and
interventions within a system of care approach. It
shall not be the primary residence of an individual
who is not a client of the facility.

(b) Staff secure means staff are required to be
awake during client sleep hours and supervision
shall be continuous as set forth in Rule .1704 of
this Section.

(c) The population served shall be children or
adolescents who have a primary diagnosis of
mental illness, emotional disturbance or
substance-related disorders; and may also have
co-occurring disorders including developmental
disabilities. These children or adolescents shall
not meet criteria for inpatient psychiatric services.
(d) The children or adolescents served shall

V 293
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require the following:

(1) removal from home to a
community-based residential setting in order to
facilitate treatment; and

(2) treatment in a staff secure setting.

(e) Services shall be designed to:

(1) include individualized supervision and

structure of daily living:
(2) minimize the occurrence of behaviors

V 293
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(3) ensure safety and deescalate out of
control behaviors including frequent crisis
management with or without physical restraint;
4) assist the child or adolescent in the
acquisition of adaptive functioning in self-control,
communication, social and recreational skills; and
(5) support the child or adolescent in
gaining the skills needed to step-down to a less
intensive treatment setting.

(f) The residential treatment staff secure facility
shall coordinate with other individuals and
agencies within the child or adolescent's system
of care.

V293
+ . . . Effective immediately, New Leaf Adolescent  [01/023/2026
This Rule is not met'as ewde:nced.by. . Care will acknowledge and document all
Based on record review and interview the facility medications prescribed to and administered to
failed to coordinate with other agencies to meet clients upon admission. However, to ensure
the needs for 1 of 2 clients (#2). The findings are: timely, consistent, and clinically appropriate

medication management, New Leaf will refer and|
i " transfer medication-management responsibilities
Review on 11/10/25 of Client #2's record to The Neil Group when an active, reliable
prescriber is not in place or when continuity of
care cannot be ensured, This approach is
intended to improve access, reduce medication
delays, and strengthen clinical oversight.

Prevention and Ongoing Compliance
Measures

1. Medication Review at Intake
The QMHP will complete a comprehensive
medication review at the time of intake with the
client’s legal guardian, including verification of
current prescriptions, dosages, and prescriber
information.

2.  Medication Management Referral
If no active prescriber is identified at intake, or if
medication management is inactive or delayed,
the QMHP will initiate a referral to The Neil
Group for medication management services at
the time of admission.

3, Staff Training
All clinical and direct-care staff will receive
training on Medication Administration Record
(MAR) documentation requirements, including
accuracy, timeliness, and error prevention.

4. Ongoing MAR Review
The QMHP will review MAR documentation
2-3 times per week to cnsure completeness,

aceurncy, and complianea, and will address any
identified discrepancies immediately.
5.  Prescriber Reliability Monitoring

i £ Hbalth-Sorieo-Rogulation
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If a client has an external prescriber and
medication management is determined to be
unreliable or delayed, New Leaf will transition
medication management services to The Neil
Group to ensure continuity and timely clinical
response,

6.  Incident Reporting
Level I incident reports will be completed in the
IRIS system for all medication-related
documentation errors in accordance with agency

; policy.

7. Medical Notification
Appropriate medical professionals will be
notified within 24 hours of any medication error
to ensure prompt clinical review and corrective

action.
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revealed:
-Admission date of 9/10/25.
-Age 16 years old.

-Diagnoses of Attention Deficit Disorder and
Oppositional Defiant Disorder.

-History of alcohol and marijuana abuse,
struggles with authority figures, stealing, tobacco
use and verbal and physical aggression.

-No documentation of Physician's Order and
coordination of care for medication management
biweekly visits for medication.

Interview on 12/3/25 with the Acting Associate
Professional revealed:

-"He (Client #2) had to go (to see his
prescriber/doctor) every 2 weeks and he missed
some appointments due to staff scheduling.”
-"We (staff) would have to call and remind her
(Client #2's Mom/Guardian) to send the orders
(physician's orders) to the pharmacy."

-The Residential Coordinator/Acting Qualified
Professional (QP) was responsible for scheduling
medical appointments and making sure clients
have medications in stock.

Interview on 12/3/25 with the Chief Executive

balelon of Llb

Raaulatian
=R =eg
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Officer (CEO)/Licensee revealed:

-Did not participate in the operations of the
facility.

-The Residential Coordinator/Acting QP was
responsible for operations and coordination of
care.

-The Residential Coordinator/Acting QP was
responsible for making sure the clients have their
medications.

Interview on 12/8/25 with the Residential
Coordinator/Acting QP revealed:

-Client #2 saw the Doctor/Prescriber his
Mother/Guardian wanted him to see, not the
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Doctor/Prescriber the facility used.

-"[Client #2's] Prescriber (Doctor/Prescriber) does
not send his prescriptions to the pharmacy in a
timely manner."

"l have to call and remind her (Doctor/Prescriber)
to send his (Client #2) prescriptions to the
pharmacy."

-"She (Doctor/Prescriber) wanted to see him
(Client #2) every two weeks and sometimes it is
hard to get him (Client #2) there."

-There were staffing problems preventing Client
#2 from making all of his appointments with the
Doctor/Prescriber.

-He was responsible for coordination of services
and care.

-Would be switching Doctor/Prescriber to ensure
Client #2 can get his medication as prescribed.

This deficiency is cross referenced into 10A
NCAC 27G .0209 Medication Requirements
(V118) for a Type B rule violation and must be
corrected within 45 days.

V 366 27G .0603 Incident Response Requirements

10A NCAC 27G .0603 INCIDENT
Dy icione AEUHM' {H

V 293

V 366
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RESPONSE REQUIREMENTS FOR

CATEGORY AAND B PROVIDERS

(a) Category A and B providers shall develop and

implement written policies governing their

response to level |, Il or lll incidents. The policies

shall require the provider to respond by:

(1) attending to the health and safety needs

of individuals involved in the incident;

(2) determining the cause of the incident;

(3) developing and implementing corrective

measures according to provider specified

timeframes not to exceed 45 days;

(4) developing and implementing measures
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to prevent similar incidents according to provider
specified timeframes not to exceed 45 days,

(5) assigning person(s) to be responsible
for implementation of the corrections and
preventive measures;

(6) adhering to confidentiality requirements
set forth in G.S. 75, Article 2A, 10A NCAC 26B,
42 CFR Parts 2 and 3 and 45 CFR Parts 160 and
164; and

(7) maintaining documentation regarding
Subparagraphs (a)(1) through (a)(6) of this Rule.
(b) In addition to the requirements set forth in
Paragraph (a) of this Rule, ICF/MR providers
shall address incidents as required by the federal
regulations in 42 CFR Part 483 Subpart |.

(c) In addition to the requirements set forth in
Paragraph (a) of this Rule, Category A and B
providers, excluding ICF/MR providers, shall
develop and implement written policies governing
their response to a level Il incident that occurs
while the provider is delivering a billable service
or while the client is on the provider's premises.
The policies shall require the provider to respond
by:

(1) immadiataly sacuring the cliant record

by:
Bivision-etHbciisonice-RDLEINING the client record;
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(B) making a photocopy;
(C) certifying the copy's completeness; and
(D) transferring the copy to an internal
review team;
(2) convening a meeting of an internal
review team within 24 hours of the incident. The
internal review team shall consist of individuals
who were not involved in the incident and who
were not responsible for the client's direct care or
with direct professional oversight of the client's
services at the time of the incident. The internal
review team shall complete all of the activities as
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follows:

(A) review the copy of the client record to
determine the facts and causes of the incident
and make recommendations for minimizing the
occurrence of future incidents;

(B) gather other information needed;

(C) issue written preliminary findings of fact
within five working days of the incident. The
preliminary findings of fact shall be sent to the
LME in whose catchment area the provider is
located and to the LME where the client resides,
if different; and

(D) issue a final written report signed by the
owner within three months of the incident. The
final report shall be sent to the LME in whose
catchment area the provider is located and to the
LME where the client resides, if different. The
final written report shall address the issues
identified by the internal review team, shall
include all public documents pertinent to the
incident, and shall make recommendations for
minimizing the occurrence of future incidents. If
all documents needed for the report are not
available within three months of the incident, the

LME may give the provider an extension of up to
three menthe te submit the final repert; and

(3) immediately notifying the following:
Dadsionaikoaiti-Sonico-Rogulasi
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(A) the LME responsible for the catchment
area where the services are provided pursuant to
Rule .0604;
(B) the LME where the client resides, if
different;
(C) the provider agency with responsibility
for maintaining and updating the client's
treatment plan, if different from the reporting
provider;
(D) the Department;
(E) the client's legal guardian, as
applicable; and
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(F) any other authorities required by law.
This Rule is not met as evidenced by: e
R : : y: Vi New Leaf will ensure that all Level I incident reports 01/23/2026
Based on record review and interview, the facility related to medication errors are completed in the IRIS
failed to ensure Level | incident reports were system within 24 hours of the error being identified or
completed for any medication errors for 2 of 2 reported. This requirement applies to all medication-related
; i . lerrors, including documentation omissions, transcription
clients . The ﬂndmgs are: errors, and administration discrepancies.
Review on 11/12/25 of the facility's internal Prevention and Ongoing Compliance Measures
incident reports from 9/1/25- 11/10/25 revealed: . Staff Training on IRIS o
-There was no documentation of response to the Al oS LRI KD SReAlV i O R A
e s . IRIS incident-reporting system as part of initial
follpwmg incidents: Residential Staff documentation and onboarding
-Client #2's MARS from September 11, 2025 to training, with emphasis on timely reporting of
November 10, 2025 revealed there were no medicatien-relat;d incidents.
e - : ¢ + 2. Routine MAR Review
initials for adm;nlstratlon of Risperidone g.OSSng The QMHP will conduct Medication
on 10/8/25- 10/17/25, 10/26/25- 10/31/25 an ] Administration Record (MAR) reviews 2-3
11/5/25- 11/10/25 (total 26 days), Amphetamine times per week to assess accuracy,
Salts ER 10mg on 10/8/25- 10/17/25 and completeness, and compliance, and will
10/26/25- 10/31/25 (total 14 days) and Trazadone immediately address and correct identified errors,
= = 3. Mandatory Incident Reporting .
G0mg 10/6/25- 10/10/20 and 10/29/20- 10/01/20. Level | incident reports will be completed in the
(total 11 days). IRIS system for all medication-related
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-There was no documentation that supported the
facility:

-Attended to the health and safety needs of
clients;,

-Developed and implemented corrective
measures.

-Developed and implemented measures to
prevent similar incidents.

-Assigned a person to be responsible for
implementation of the corrections and preventive
measures.

Interview on 11/13/25 with Client #1 revealed:

documentation or administration errors, in
accordance with agency policy and regulatory
requirements.

Corrective Retraining

Residential staff identified with repeated
medication-related deficiencies will receive
targeted retraining on MAR documentation and
medication-error reporting procedures.
Continued noncompliance will be addressed
through supervisory oversight and corrective
action processes.
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-He got his medications at the appropriate times.
-Had not missed any of his medications or ran
out.

-"If a medication runs out it's only for a day.”

Interview on 11/13/25 with Client #2 revealed:
-Denied missing any medication.

-Denied the facility had run out of his
medications.

Interview on 12/3/25 with the Acting Associate
Professional (AP) revealed:

-All staff were responsible for incident reporting.
-Was not aware medication errors had to be
reported to a medical professional.

Interview on 12/3/25 with the Chief Executive
Officer (CEO)/Licensee revealed:

-Did not participate in the operations of the
facility.

-All staff were responsible for incident reporting.
-Was not aware medication errors had to be
reported to a medical professional.
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Interview on 12/8/25 with the Residential
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Coordinator/Acting Qualified Professional
revealed:

-Was not aware medication errors had to be
reported to a medical professional.

-All staff were responsible for reporting and
responding to incidents.

-Would make sure all medication errors are
reported to a medical professional.
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