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V 000| INITIAL COMMENTS v 000

An annual survey was completed on 5/16/18.
Deficiencies were cited.

This facility is licensed for the following service h
category: 10A NCAC 27G .5600F A Facility in a Mental Haa
Private Residence, Which Serves No More Than DHSR .

Three Adult Clients Whose Primary Diagnoses is ?.ma
Mental lliness, or Three Adult Clients or Three MAY 29
Minor Clients Whose Primary Diagnoses is a

Developmental Disability. Lic. & Cert Section

V 118| 27G .0209 (C) Medication Requirements V118

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.
(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.
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(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.

This Rule is not met as evidenced by:

Based on observation, record review and
interview, the facility staff failed to ensure drugs
administered to clients were recorded
immediately after administration, in client's
Medication Administration Record (MAR) and
failed to keep medications on hand, for 1 of 1
client (client #1). The findings are:

Review on 5/16/18 of client #1's record revealed:
-an admission date of 1/1/17;

-diagnoses of Attention Deficit Hyperactivity
Disorder, Mood Disorder, Oppositional Defiant
Disorder, Bipolar Disorder, Moderate Intellectual
Disability, and 4th Duplicate Chromosome

-an order by a physician dated 4/12/18 to take
Benztropine (used to treat involuntary movement)
.5 milligrams twice daily.

Observation at 3:03 pm on 5/16/18 of
medications on hand revealed:

-Benztropine .5 milligrams was available;
-Cetirizine (used to treat allergies) 10 milligrams,
take daily was available;

-Benztropine and Cetirizine were dispensed on
4/16/18;

-Melatonin Time Release (used to regulate sleep)
10 milligrams, 1-2 at bedtime as needed was not
available.

Review on 5/16/18 of client #1's MAR revealed:
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10A NCAC 27G .5601 SCOPE

(a) Supervised living is a 24-hour facility which
provides residential services to individuals in a
home environment where the primary purpose of
these services is the care, habilitation or
rehabilitation of individuals who have a mental
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:

(1) one or more minor clients; or

(2) two or more adult clients.

Minor and aduit 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
illness 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
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-Benztropine was not listed as a medication;
-Cetirizine was not listed as a medication;
-Melatonin was listed.
Interview on 5/16/18 with the Provider revealed:
-client #2's Melatonin was at his Guardian's home
rather than at the facility;
-he didn't think that he had to keep over the
counter medications on hand at the facility;
-Benztropine and Cetirizine were not on the MAR
yet as the medications had been recently
ordered.
V289 27G .5601 Supervised Living - Scope V289
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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 illness 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
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)
(A).(B).(E).(F).(G).(H); (8); (11); (13); (15); (16);
(18) and (b); 10A NCAC 27G .0202(a),(d),(g)(1)
(i); T0A NCAC 27G .0203; 10A NCAC 27G .0205
(a),(b); 10A NCAC 27G .0207 (b),(c); 10A NCAC
27G .0208 (b),(e); 1T0A NCAC 27G .0209[(c)(1) -
non-prescription medications only] (d)(2),(4); (e)
(1)(A),(D),(E);(M:(g); and 10A NCAC 27G .0304
(b)(2),(d)}{4). This facility shall also be known as
alternative family living or assisted family living
(AFL).

This Rule is not met as evidenced by:
Based on record reviews and interviews, the

V 289
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facility failed to operate under the scope for which WPAw "’\’ )
it was licensed affecting 2 of 2 clients (clients #1 AV s DA s, TR
LN e G, W OIS

and #2). The findings are:

Review on 5/16/18 of the facility's license
revealed the facility was licensed for the following
service category: 10A NCAC 27G .5600F A
Facility in a Private Residence, Which Serves No
More Than Three Adult Clients Whose Primary
Diagnoses is Mental lliness, or Three Adult
Clients or Three Minor Clients Whose Primary
Diagnoses is a Developmental Disability.

Review on 5/16/18 of client #1's record revealed:
-an age of 22 years old;

-an admission date of 1/1/17;

-diagnoses of Attention Deficit Hyperactivity
Disorder (ADHD), Mood Disorder, Oppositional
Defiant Disorder, Bipolar Disorder, Moderate
Intellectual Developmental Disability and 4th
Duplicate Chromosome.

Review on 5/16/18 of client #2's record revealed:
-an age of 13 years old;

-an admission date of 5/14/18;

-diagnoses of Autism, ADHD, Temper Tantrums,
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Sleep Disorder, Severe Intellectual Disability; 8\”\}“ N\ ¥ v \(..: "33‘*&&&3{\--—’
Sensory Integration Disorder of Childhood, Pica, TG aXxedy < RN S
Primary Nocturnal Enuresis, Poor Weight Gain, —~ T -
and Skin Picking Habit. Q ROVAZ .
Interview on 5/16/18 with the Provider revealed: 2 &‘\\ﬁw z&‘"\ \ '%J\(‘ 1‘*’\\{”}& \*-«';";f(;. LAV
-"I have been doing this a long time and | \-‘ e B v B 8 i i CNAE
questioned combining adults and children in the O,D £ o - '
facility;" SR o ‘-»Le:\\q' QO NO Yé
-the Licensee had informed him that there were LY VRN ARG
no issues with combining adults and minors in the J
facility.
Interview on 5/16/18 with the Licensee revealed:
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-he had been informed by the local management
entity-managed care organization and his
Qualified Professional that he was allowed to
move a minor client into the facility that was
already serving an adult client;

-"there's so many rules and I'm still learning;”
-he had allowed client #2 to be admitted to the
facility as an emergency placement as a favor to
his Guardian,;

-"l explained to them [the Guardian] what my
setting was and they were ok with it;"

-a request for a waiver to place client #2 at the
facility had not been submitted to the Department
of Health and Human Services.
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TRAINING CERTIFICATE

has completed the required

Employee Training

1n

Medication Administration onous

and is hereby granted the rights and privileges belonging to that training and achievement.

(This raining is good for 1 year.)

3k S *
RN Industries Shaina N. Crudup, RN 5-24-2018
Training by: Trainer: Shaina N. Crudup, RN, BSN Date

American Heart Association
RIN#E 152774




5/24/2018 Gmail - Connect the Dots Provider Training

,’ GmaaE eric bradley <ericbradley30@gmail.com>

Connect the Dots Provider Training
1 message

Reeves, Danalouise V <Danalouise.Reeves@dhhs.nc.gov> Thu, May 24, 2018 at 2:29 PM
To: eric bradley <ericbradley30@gmail.com>

We have received your request to attend the “Connecting the Dots” training.

The following people are registered to attend the July 9", 2018 session in Raleigh:

- I
The sessions in Raleigh are on the Dorothea Dix Park campus, located in the Brown Building at 801 Biggs
Drive, Raleigh, NC 27603 from 1:00 p.m. to 4:00 p.m. Please arrive on time, as we have a full agenda.

Each registered person should bring a printed copy of the documents listed below. Handouts will not be provided at the
training. There will be assigned seating at the training and therefore it is important for each registered person to bring a copy of
the documents. Wifi may not be available, please download all of the handouts required if using a laptop computer in lieu of

printing the handouts.

Training Documents: http://www.ncdhhs.gov/dhsr/mhlcs/training.html.

e  Connecting the Dots power point

¢ Provider Resource Manual
* Procedures for Rule Enforcement

MHLC Rules http://www.ncdhhs.gov/dhsr/mhlcs/rules.html

¢ 10A NCAC Chapter 13 N.C. Medical Care Commission
Subchapter O Health Care Personnel Registry
.0101 Definitions &7
.0102 Investigating and Reporting Health Care Personnel &
* 10A NCAC Chapter 26 Mental Health, General
Subchapter C & Other General Rules
* 10A NCAC Chapter 27 Mental Health, Community Facilities and Services
Subchapter C & Procedures and General Information
Subchapter D & General Rights
Subchapter E & Treatment or Habilitation Rights
Subchapter F B¢ 24-Hour Facilities
Subchapter G &' Rules for Mental Health, Developmental Disabilities, and Substance Abuse Facilities and Services

Please contact me if you have any questions or need additional information.

https://mail.google.com/mail/u/0/?ui=2&ik=0443290048&jsver=FPvd7uxXULs.en.&cbl=gmail_fe_180508.13_p10&view=pt&search=inbox&th=16393699f1705915&s



North Carolina Department of Health and Human Services
Division of Health Service Regulation * Mental Health Licensure and Certification Section

Connecting the Dots: Provider Training
Registration Form

Please complete and return via e-mail to: Danzlouis:

Date: 6 A -0 1§

Contact Information
Your Name:
Telephone Number:
Agency Name:

CoooaiNN, dWpe. T i ie

MHL N um ber(s) Please list all:

oYyl -49 ¢

Licensure Code(s)
Please list all:

Training Location

Location Requested
Training Date Requested

‘P\z‘(’\\,@ T\ g_’,f\(m Y TATS

L1 |

Iﬂ "‘l%'—rg[_\l ! af

Please list any other people within your agency that wish to attend the training. Since seats are limited,
they must be registered as well,

Name:

Telephone Number: f Email Address: |
Name:

Telephone Number: [ Email Address: |
Name:

Telephone Number: ] Email Address: [
Name:

Telephone Number: | Email Address: |
Name:

Telephone Number: | Email Address: |




North Carolina Department of Health and Human Services
Division of Health Service Regulation * Mental Health Licensure and Certification Section

Connecting the Dots: Provider Training
Reg:stratson Form

Please complete and return via e-mail to:

Date: - &a;@f‘)l g

Contact Information
Your Name:
Telephone Number: Email Address:
Agency Name: BTSRRI T sl S W
MHL Number(s) Please list all: (ﬁ L\] ’ q q Al

Licensure Code(s)
LPlease list all:

Training Location . .
Location Requested S N T N T Y
Training Date Requested | T .G_)¢ (&

Please list any other people within your agency that wish to attend the training. Since seats are limited,
they must be registered as well.

Name:

Telephone Number: | Email Address: |
Name:

Telephone Number: | Email Address: ]
Name:

Telephone Number: | Email Address: ]
Name:

Telephone Number: | Email Address: |
Name;

Telephone Number: | Email Address: l




May 21, 2018
Quality Care Ill, LLC
Ronald Benjamin, Vice President

e Indicate how often the monitoring will take place.
e Sign and date the bottom of the first page of the State Form.

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for
your records. Please do not include confidential information in your plan of
correction and please remember never to send confidential information
(protected health information) via email.

Send the original completed form to our office at the following address within 10 days of
receipt of this letter.

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Center
Raleigh, NC 27699-2718

A follow up visit will be conducted to verify all violations have been corrected. If we can
be of further assistance, please call Barbara Perdue at (336) 861-6283.

Sincerely,

_Zlhﬁm tpﬁ&b

Sheri Spicer
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc:  Trey Sutten, Interim Director, Cardinal innovations LME/MCO
Onika Wilson, Quality Management Director, Cardinal Innovations LME/MCO
File





