PRINTED: 07/23/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCT - bHNDATE SURVEY
ental He
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
02018
MHL026-942 B. WING AUG 1 07/19/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE | j= & Cert. Section
2724 BLLOSSON ROAD
ABOVE & BEYOND CARE, LLC HOPE MILLS, NC 28348
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
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)
V 000| INITIAL COMMENTS Voo lyuiie~ The Exteive Ditecop
An annual survey was completed on July 19, ]
2018. Adeficiency was cited. hos COMt acd. \h “O%L
This facility is licensed for the following service Ly r .
category: 10ANCAG 27G .5600C Supervised %05““0(\{ © qu west  Medicaghons

Living for Adults with Developmental Disabilities.

D plaud in Disol packs
V 116| 27G .0209 (A) Medication Requirements V116

10A NCAC 27G .0209 MEDICATION 0s o :i 2 NSV S
REQUIREMENTS
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(4) Other than for emergency use, facilities shall
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locked supply of prescription drug samples.
Samples shall be dispensed, packaged, and
labeled in accordance with state law and this
Rule.

This Rule is not met as evidenced by:

Based on interview and record review, the facility
failed to assure that dispensing of medications
was restricted to persons authorized by law to do
so, affecting 1 of 3 audited clients (#1). The
findings are:

Review on 7/19/18 of client #1's record revealed:
-22 year old male admitted 9/15/17.

-Diagnoses included Mild Intellectual
Developmental Disability, Schizoaffective
disorder, and Bipolar disorder.

Review on 7/19/18 of Client #1's Medication
Administration Record revealed the following
medications were administered:

-Claritin 10 mg (milligrams) daily at 7 am
(allergies)

-Muitivitamin daily at 7 am (supplement)

-Abilify 2 mg, 4 tablets daily at 7 am
(anti-psychotic drug)

-Quetiapine Fumarate 100 mg daily at 7 am
(anti-psychotic drug)

-Passion Flower 250 mg daily at 7 am (herbal
supplement)

-Lamictal 100 mg, 3 tablets twice daily at 7 am
and 9 pm (anticonvulsant)

-Lithium ER 300 mg twice daily at 7 am and 9 pm
(bipolar disorder)

-Quetiapine Fumarate 25 mg 2 tablets daily at 9
pm

-Quetiapine Fumarate 300 mg 2 tablets daily at 9
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pm
-Zonisamide 25 mg daily at 9 pm
(anti-convulsant)

Observations at 1:13 pm on 7/19/18 revealed:
-1 multi-compartment medication planner filled
with client #1's medications.

-Tablets were grouped in compartments per
dosing times and for 7 days.

Interview on 7/18/18 the Group Home Manager
stated:

-She pre-poured client #1's medications weekly.
-Client #1 had been doing this prior to admission,
but he was not allowed to do this in the facility.
-She had been pre-pouring his medications since
his admission in September 2017.

-The medication planner, pre-filled with his
medications, would be sent with client #1 when
he went on home visits.

-She did not know regulations prohibited this
practice.
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