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An annual survey was completed on March 10,
2026. Deficiencies were cited.

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

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

V 114| 27G .0207 Emergency Plans and Supplies V114

10A NCAC 27G .0207 EMERGENCY PLANS
AND SUPPLIES

(a) Each facility shall develop a written fire plan
and a disaster plan and shall make a copy of
these plans available

to the county emergency services agencies upon
request. The plans shall include evacuation
procedures and routes.

(b) The plans 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 the facility's response to fire
emergencies.

(d) Each facility shall have a first aid kit
accessible for use.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure fire and disaster drills were held
quarterly and repeated for each shift. The findings
are;
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Review on 3/10/26 of the facility's fire and 7 54’1’/4 %"V 4 : ! d
disaster log revealed: %» ‘éﬁ W W,
-1st quarter (January 2026, February 2026 and Zn 7 VZ
March 2025) had no documentation of 2nd shift ‘ﬁzﬁ /W6 &nw
fire drill and no 1st and 2nd shift disaster drill.
-2nd quarter (April 2025 through June 2025) had e M o
no 3rd shift fire drill and no 3rd shift disaster driil.
-3rd quarter (July 2025 through September 2025) M/ﬂ f%
had no 2nd shift fire drill and no 1st and 2nd shift
disaster drill. fﬁ A 7/77 MW IJMC/A(A
-4th quarter (October 2025 through December
2025) had no 3rd shift fire drill. %ﬂ 4 é/ # ,7 2tk W
Interview on 3/9/26 with Client #1 revealed: W /p
-Fire and disaster drills were being held at the
facility. %Wé mm(, N 2wl 60
Interview on 3/9/26 with Client #2 revealed: W lg
-Client #2 repeated questions about fire and i
disaster drills due to his diagnosis. j«% a{
édjf
Interview on 3/10/26 with the U // 5’ ’
Administrator/Director/QP #1 revealed: Ad éf
-She understood she was to do fire drills and 1 MZ’/%{ ”“v A/LL(/CLI.sbh.((
disaster drill each month. 12 0% A PM/ﬂl’ Mintrs o
-"Everybody says something different ..."
-She will correct her fire and disaster drill sheets ﬁ% %I’ 44/1«/# as W UL <y
to make the drills were accurately documented
for each shift and for each quarter. %Wﬂ7 / /) %M %p
q
V 289 27G .5601 Supervised Living - Scope V 289 / o / W/
10ANCAC 27G .5601  SCOPE W
(a) Supervised living is a 24-hour facility which %/7) -&44// -
At
provides residential services to individuals in a '51 Al// m
home environment where the primary purpose of A C4
these services is the care, habilitation or Z hi%m Y ¥ Ates,, )
rehabilitation of individuals who have a mental
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illness, a developmental disability or disabilities,
or a substance abuse disorder, and who require
supervision when in the residence.

(b) A supervised living facility shall be licensed if
the facility serves either:

) one or more minor clients; or

(2) two or more adult clients.

Minor and adult clients shall not reside in the
same facility.

(c) Each supervised living facility shall be
licensed to serve a specific population as
designated below:

1) "A" designation means a facility which
serves adults whose primary diagnosis is mental
ilness but may also have other diagnoses;

2) "B" designation means a facility which
serves minors whose primary diagnosis is a
developmental disability but may also have other
diagnoses;

3) "C" designation means a facility which
serves adults whose primary diagnosis is a
developmental disability but may also have other
diagnoses;

4) "D" designation means a facility which
serves minors whose primary diagnosis is
substance abuse dependency but may also have
other diagnoses;

(5) "E" designation means a facility which
serves adults whose primary diagnosis is
substance abuse dependency but may also have
other diagnoses; or

(6) "F" designation means a facility in a
private residence, which serves no more than
three adult clients whose primary diagnoses is
mental iliness but may also have other
disabilities, or three adult clients or three minor
clients whose primary diagnoses is
developmental disabilities but may also have
other disabilities who live with a family and the
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V 289 | Continued From page 3

family provides the service. This facility shall be
exempt from the following rules: 10ANCAC 27G
0201 (a)(1),(2).(3).(4).(5)(A)&(B); (6); (7)
(ALB)(E)(F).(G).(H); (8); (11); (13); (15); (16);
(18) and (b); 10A NCAC 27G .0202(a).(d).(g)1)
(i); 1T0ANCAC 27G .0203; 10ANCAC 27G .0205
(a),(b); 10A NCAC 27G .0207 (b),(c); 10ANCAC
27G .0208 (b),(e); 10ANCAC 27G .0209[(c)(1) -
non-prescription medications only] (d)(2).(4); (e)
(1)(A),(D),(E);(f):(@); and 10A NCAC 27G .0304
(b)(2),(d)(4). This facility shall also be known as
aiternative family living or assisted family living
(AFL).

This Rule is not met as evidenced by:

Based on observation, record review and
interview, the facility failed to operate under the
scope for which it is licensed, affecting 1 of 3
audited clients (Client #1). The findings are:

Observation on 3/9/26 at 4:39 p.m. of Client #1
inside the facility revealed:

-He repeatedly picked up his walker to his
shoulder level to walk.

-The Administrator/Director/Qualified Professional
#1 (A/D/QP #1) verbally prompted Client #1 to put
his walker on the floor when walking.

Review on 3/9/26 of the facility's North Carolina
Division of Health Service Regulation Facility
License revealed:

-The facility was licensed for 3 ambulatory clients.

Review on 3/10/26 of Client #1 record revealed:
-Admission date of 8/3/20.
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V 289 Continued From page 4 Vv 289 W ﬁ[’% MW h/w /0737
-Diagnosis of Major Neurocognitive disorder, M%% 77 E/ //ﬁ/ﬁ //,‘7

Traumatic Brain Injury, Seizure disorder, Arthritis, ‘

and Equinus Deformity of Left Foot. i/t /M/ﬁ/z:t/ /p MW
-12/1/25 treatment plan had: /ﬁ{/ MM/Q&D @//‘3"

-"[Client #1] has impaired mobility and as a
result he needs physical assistance with walking,

Z::i)r:ge?gwn, transferring from one place to ’/ 3 é 7 FS [ M ﬁ '"oh ;L’ M'/D yg b 7

-"[Client #1] will receive help in these situations / nt
(emergency evacuations), especially with the
physical aspect due to his limited mobility in M \W/ 273

evacuating." / 2 / 5 ﬂ,-% Yo ”M
Interview with Client #1 revealed: f/ 6 L/q ,4,1/,(,&{/ /h b/ W

- He uses his walker by himself during a fire drill

to exit the facility. Lovy /L/ A /‘;’
2

Interview with (A/D/QP #1) revealed: / ,)&//% J 7/” /'a ?1{

-"Sometimes we put him in the wheélchair and L M f M .y ‘}W ‘5&’”4’”‘ 3
staff push him out (fire drills).” Jn, pAo Y lah, 71 ruds

-"|f there was a real fire, we're going to put him in

the wheelchair and get (Client #1) out (of facility)." 7, D/W FSCLH wi/l

-She will submit a Change Application on her }L/ Necl 2 p,,/?q/dz 7

license for 1 non-ambulatory client being served. on. // 2
/) p u;a inlrdeid 1o

V 367| 27G .0604 Incident Reporting Requirements V 367 /)7L47 N /lﬂ S /g /Zé
REPORTING REQUIREMENTS FOR y "’2‘///“’ ot Moniley

CATEGORY AAND B PROVIDERS iy n Nee 7

(a) Category A and B providers shall report all

level Il incidents, except deaths, that occur during St le Enrey j&nc7

the provision of billable services or while the o M

consumer is on the providers premises or level ll| W 6 WLZ(/

incidents and level Il deaths involving the clients L, ’

to whom the provider rendered any service within 0/ / ﬂd M p J M( 7

90 days prior to the incident to the LME

responsible for the catchment area where

services are provided within 72 hours of ) hH é/;/ 14,

Division of Health Service Regulation
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V 367 Continued From page 5 V 367 Fj ééﬁ A(/W £o W/‘é&/ Mé &7
becoming aware of the incident. The report shall aAn //) /{/0714 //70// M’%’L’

3

be submitted on a form provided by the «
Secretary. The report may be submitted via mail, uletsd 57/ dn //’é/;’/lﬁw'
in person, facsimile or encrypted electronic ROV

means. The report shall include the following p 715¢ MP em

M reporting provider contact and .
L) H wnile bontstC

identification information;

R il Yose A)ealing e b
4 description of incident; y .
55; escription of inciden AM%%{// N 4/ /,/_g@

status of the effort to determine the

cause of the incident; and M anner ﬁ) ‘B/’)% W

information: ?ﬁzm/ é/ /e /‘5) /leﬂﬁdfé
S

6) other individuals or authorities notified

or responding. WM& 74

(b) Category A and B providers shall explain any

missing or incomplete information. The provider ,b) W%W 7 %
shall submit an updated report to all required .

report recipients by the end of the next business A‘M//W Q '/77 /
day whenever: - .

(1) the provider has reason to believe that A/ /L%f/y %ﬁp //)}/ﬂ/ﬂ/‘
information provided in the report may be . ; ﬂ
erroneous, misleading or otherwise unreliable; or % IA&IW [‘fl/{ ) /
(2) the provider obtains information . .

required on the incident form that was previously 7% /A ;4 MW /h M
unavailable.

(c) Category A and B providers shall submit, M ﬂ

upon request by the LME, other information W é M L %
obtained regarding the incident, including: i M vaé

Q)] hospital records including confidential Wﬂ:ﬂ Wﬂ /

information;
2) reports by other authorities; and ZML \MM 9&“/
3) the provider's response to the incident.

(d) Category A and B providers shall send a copy ‘—WW% /O Wﬁ—ég

of all level Ill incident reports to the Division of .
Mental Health, Developmental Disabilities and é/)W n M ﬂ/’-{%
Substance Abuse Services within 72 hours of &/ LV);

becoming aware of the incident. Category A

providers shall send a copy of all level |ii

Division of Health Service Regulation
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incidents involving a client death to the Division of
Health Service Regulation within 72 hours of
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.
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 1l or level lll incident;

(2) restrictive interventions that do not meet
the definition of a level Il or level Il incident;

(3) searches of a client or his living area;
(4) seizures of client property or property in
the possession of a client;

(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 all Level Il incident reports to the
Local Management Entity/Managed Care

dz) Lhnents and
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Organization (LME/MCO) within 72 hours as
required. The findings are:

Review on 3/9/26 of the facility's Level Il incident
reports revealed:

-No documentation of a Level 1l incident report for
the allegation of Client #3's sexualized behavior
on 10/17/25.

Interview on 3/10/26 with the Qualified
Professional (QP #2) revealed:

-She and Administrator/Director/QP #1 (A/D/IQP
#1) were responsible for submitting Level lI
incident reports into North Carolina Incident
Response Improvement System (IRIS).

-She had submitted the 10/17/25 Level il incident
report for Client #3 into IRIS on 10/27/25.

-She later acknowledged she had not
successfully submitted the Level Il incident report
for Client #3 into IRIS.

Interview on 3/10/26 with A/D/QP #1 revealed:
-She did not know whether the Level |l incident
report for Client #3 had been successfully
submitted into IRIS.
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FSCLH Summary Statement of Deficiencies
V 114 27G .0207 Emergency Plans and Supplies

Fayetteville Street Community Living Homes is committed to servicing our clients by utilizing all
safety measures to ensure safety and security at all times. FSCLH have a safety plan in place and
has updated all procedures to ensure that the expectation is clear on each shift by each client
and staff member. FSCLH will ensure that all drills are preformed monthly to ensure that they
are completed per quarterly protocol. The drills will include the following Fire drill, Medical
Emergency, utility failure, bomb threat, psychiatric/threatening situation and natural disaster.
All drills will be unexpected with the review of each command per drill. Drills will be conducted
per shift including 3™ shift and early morning shifts. FSCLH has added drills to the orientation of
new staff members to ensure they are familiar of the plan of action per drills. Each staff
member will be given a list of each expected action to take to ensure that everyone will be well
knowledgeable of the expectation of successful drills. Administrator will discuss the drill
performances per staff training as well as staff meeting in effort to ensure everyone is
knowledgeable of the expectation and to eliminate sited State surveys. Administrator will
review and will ensure that monthly drills are accurately documented for each shift and for
coverage for each quarter.

V289 27G. Supervised Living-Scope

FSCLH has made the preparation for the State License to change for one Non-ambulatory client
being served in the home. This will include that one client will need assistance per day to day
activity, an emergency or drills procedures. FSCLH will continue to assist the client with
impaired mobility by providing him with his walker per him standing up or him making any such
movement such as him walking, or the changing of his position while standing. FSCLH will
continue to counsel the client and will ensure he understand the importance of him utilizing his
safety tools to assist him with walking successfully. Due to the time limitations of drills FSCLH
will ensure his safety per drills by placing him safely in his wheelchair and escorting him out the
home. FSCLH has made contact with the client’s medical professionals and has requested
documentation for clarity of client’s ability such as his current need for his wheelchair and his
limited mobility in evacuating or any emergency situation. FSCLH will continue to provided
counsel to the client to eliminate any confusion and will continue to explain in great details the
need for the safety tools to be used. All staff members will receive additional training as it
relates to assisting the client per drills.




V367 27G.0604 Incident Reporting Requirements

FSCLH will continue to report level of incidents immediately to State Services per IRIS reports as
needed. FSCLH will include providing all reporting incidents to the guardian, LME and State
services as protocol per 72 hours of incident. FSCLH will continue to complete in house incident
reports to maintain knowledge of any assistance render to a client in need of any source of
emergency care. FSCLH will follow all protocol of the category levels of incidents. FSCLH will
make emergency contact with staffing protocol such as the administration, register nurse, and
QP. FSCLH will interview all staff members and the client that the incident involves. FSCLH will
complete an in Home incident report as well as an Incident Response Improvement System
(IRIS) Report. FSCLH will contact all those needing to be contacted in a timely manner to ensure
that everyone is fully knowledgeable of the current situation/circumstance involving the
incident and client. FSCLH will include any contact with the natural support, Care Manger,
emergency personnel (nurse or authorizes etc.) FSCLH will received the thumbs up symbol to
ensure that all documents and information has been provided into IRIS successfully. FSCLH will
continue to successfully conduct training to ensure that incidents are eliminated as soon as
possible.

Robin William
Fayetteville Street Community Living Homes

855 Morgan Road, Eden NC 27288




