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V000 INITIAL COMMENTS vooo |
An annual and follow up survey was completed ‘ DHSR - Mental Health
on 4/27/18. Deficiencies were cited.
This facility is licensed for the following service 5 MAY 312018
category: 10A NCAC 27G .5600C Supervised ‘
Living for Individuals of all Disability Groups. Lic. & Cert. Section
| |
V114 27G .0207 Emergency Plans and Supplies V114 }
10A NCAC 27G .0207 EMERGENCY PLANS « Staff will be in-serviced on the Fire and Implemen-
AND SUPPLIES Disaster Drill requirements, to include tation
() A written fire plan for each facility and timing/frequency - one on each shift per begining
area-wide disaster plan shall be developed and \ Ouarier.and canted), both fite and disastar  |:SE21/2019,
shall be approved by the appropriate local ‘ plans.. This insenvice wil ke facmt_ate by
N PP y pPprop the Qualified Professional and Assistant Complete
authority. . Service Coordinator (site supervisor). Implemen-
(b) The plan shall be made available to all staff ; « Assistant Service Coordinator will schedule  tation by
and evacuation procedures and routes shall be ‘ Drills monthly, and will communicate this 6/25/18.
posted in the facility. schedule_on a written calendar and
(c) Fire and disaster drills in a 24-hour facility ‘ verbally, in monthly staff meetings. The
shall be held at least quarterly and shall be Sensdtied day and ima il it e (gle
) i ‘ of one per shift per quarter. The Drills will
repeated for each shift. Drills shall be conducted reflect a different shift each month, rotating
under conditions that simulate fire emergencies. | through all three shifts over each three
(d) Each facility shall have basic first aid supplies | month period.
accessible for use. [ * Qualified Professional will review Fire and
Disaster Drill documentation every month
at monthly staff meetings. The drills will be
‘ reviewed in staff meeting discussion or
addressed individually, as needed, for
This Rule is not met as evidenced by: accuracy and safety concerns are
Based on record review and interview the facility ' identified. 7
failed to conduct fire and disaster drills quarterly | ' Irztﬁg;f; Sr? r;’?ﬂf;}ffg%fg;iﬂ:'ilﬁ52:2?
on each shift. The findings are: : understanding and accuracy of running
drills.
Review on 4/25/18 of the facility disaster drills |
revealed:
-No documentation of a 3rd shift fire drill for |
7/2017-9/2017. |
-No documentation of a 1st or 2nd shift fire drill
for 10/2017-12/2017. ‘
-No documentation of a 2nd shift disaster drill for
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V 114 Continued From page 1 V114 5
4/2017-6/2017. ‘
-No documentation of a 3rd shift disaster drill for }
10/2017-12/2017. }
-No documentation of a 3rd shift disaster drill for
1/2018-3/2018.
Interview on 4/27/18 with the Qualified
Professional revealed:
-The facility had 3 shifts 7am-3pm, 3pm-11pm
and 11p-7am.
-The Qualified Professional Assistant would ‘
schedule the fire drills. ‘
-She was aware of the rule requirement and this
would be addressed as an area of improvement.
V118 27G .0209 (C) Medication Requirements V118 !
10A NCAC 27G .0209 MEDICATION ‘ All staff, including Assistant Service Coordinator Implementatior]
; and Qualified Professional, will be in-serviced on beginning
REQUIREMENTS _ Medication Requirements Rules, specific to s212018.
(c) Medlcgthn admlnlstratlon_. ) - importance of having medications available in the Chtilige
(1) Prescription or non-prescription drugs shall homef/facility as prescribed on the medication Implementatior
only be administered to a client on the written | administration record by the Director of by 6/25/2018.
order of a person authorized by law to prescribe | Operations (at next staff meeting).
All medications will be reviewed weekly, by
drugs. | ; ; ? o 5
icati hall If . | Assistant Service Coordinator. Medications will
(2) Medications shall be self-administered by be inventoried against MAR, ordered, and
clients only when authorized in writing by the received by ASC. If there is anything missing or
client's physician. not able to be delivered timely, ASC will notify
(3) Medications, including injections, shall be QP Supervisor and follow up will occur to ensure
administered only by licensed persons, or by medication = availahle aspreasabed.
licensed persons trained by a registered nurse o T S s b
un i P Y - g ' Administration Record at least monthly, and will
pharmacist or other legally qualified person and | communicate with ASC regularly, at least weekly,
privileged to prepare and administer medications. | about any concerns or unresolved issues with
(4) A Medication Administration Record (MAR) of ‘ medications. _
all drugs administered to each client must be kept gl_l UntreSOfl\-gd smtJ_atlon_s will ?(? reponelgtj t_o the
current. Medications administered shall be S AT s R ConSisiois 9y
. : . ) as needed until resolution is met.
recorded immediately after administration. The |
MAR is to include the following:
(A) client's name;
(B) name, strength, and quantity of the drug;
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(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.

This Rule is not met as evidenced by:

Based on record review, interview and
observation the facility failed to ensure
prescription drugs were available to be
administered as ordered by the physician for 2 of
3 sampled clients (#2, #3). The findings are:

Observation on 4/25/18 at 10:30am of the
medications for Client #2 revealed:

-No Guaifenesin, Haloperidol, Hyoscyamine,
Morphine, Prochlorperazine, Acetaminophen or
Famotadine were present with his medications.

Observation on 4/25/18 at 11:15am of the
medications for Client #3 revealed:

-Glucagen 1 mg Hypo kit expired 12/7/17.

-No Ketoconazole 2% cream present with Client
#3's medications.

Review on 4/25/18 and 4/26/18 of the record for
Client #2 revealed:

-Admission date of 12/2/13 with diagnoses of
Moderate Intellectual Disability, Mood Disorder,
Chronic Obstructive Pulmonary Disease,
Dementia, Hypertension, Peripheral Vascular
Disease, Aortic Valve Disorder, Seizure Disorder
and Enuresis.
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Review on 4/25/18 and 4/26/18 of the physician |
orders dated 8/10/17 for Client #2 included:

-Guaifenesin DM Syrup 10ml every 4 hours as i
needed. [
-Haloperidol 20mg/ml .05 every 6 hours as ‘
needed. |
-Hyoscyamine 0.125 1 tablet under tongue every
4 hours as needed.

-Morphine 20mg take .025 (5mg) every 3 hours
as needed.

-Prochlorperazine 10mg 1 tablet every 6hours as |
needed. |
-Acetaminophen 650mg suppository every 6
hours for mild fever.

-Famotadine 20mg 1 tablet 2 times daily as
needed for indigestion.

Review on 4/25/18 and 4/26/18 of the record for ‘
Client #3 revealed:

-Admission date of 5/1/15 with diagnoses of
Schizoaffective Disorder, Bipolar, Moderate
Intellectual Disability, Diabetes, Traumatic Brain
Injury, Sick Sinus Syndrome, Gastroesophageal
Reflux Disease and Decreased Visual Acuity. i

Review on 4/25/18 and /26/18 of the physician

orders dated 8/21/17 for Client #3 revealed:

-Ketoconazole 2% cream apply daily as needed.

-Glucagen 1 mg Hypo kit as needed for severe

hypoglycemia. |

Interview on 4/25/18 with Staff #1 revealed: ‘
-Client #2 was currently under hospice care

-Client #2's medications were expired and his

nurse picked them up last week to replace.

-Client #2's famotidine was not a medication |
provided by hospice and she was not sure why he
did not have any in the facility.

-Staff #1 would follow up on the replacement of
Divisicn of Health Service Regulation
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the hospice medications which included the
Guaifenesin, Haloperidol, Hyoscyamine,
Morphine, Prochlorperazine and Acetaminophen.
-She was not aware the Glucagen Hypo kit for ‘
Client #3 was expired and would order a

replacement.

-She could not recall Client #3 using the |
Ketoconazole Cream. |

Interview on 4/27/18 with the Qualified ‘
Professional revealed: i
-The medications were the primary responsibility \
of the Qualifed Professional Assistant (QPA).

-She was aware that the QPA had a difficult time

getting follow up from some of the local medical |
providers for orders or changes. |
-The medications provided by hospice were

replaced on 4/25/18 and 4/26/18 and now

available in the facility for Client #2.
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