84/89/2013 @7:17 9185966005

Division of Health Service Requlation [

DS OFFICE

, 1 o
| C l\

PAGE 84/09

PRINTED: 08/20/2018

FORM APlF’ROVED

STATEMENT OF DEFICIENCIES (X1) PE
AND PLAN OF CORRECTION IDEN

.mhi082-042

¥|oenlsupleemdLu.o.
IFICATION NUMBER:

‘ (X2) MULTEPL, E CQNSTRUCTJON
A BLIILDING

(X3) DATE SURVEY
COMPLETEG

I i

1
B WING

08/16/2018

NAME OF PROVIDER OR SUPPLIER

SAMPSON GROUP HOME

STREETADDRESS cn‘v STATE, ZIP cons

300 JACOBS STREFT
CLINTON NC 28328

|

(Xs) ID SUMMARY STATEMENT OF DEFICIENCIES

PREFIX
TAG

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

ID!
PREFIX
TAG

: PROVIDER'S PLAN QF CORRECTION
i (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

U]
OMPLETE
DATE

DEFICIENCY)

V000! INITIAL COMMENTS

2018. A deficiency was cited.

V 118: 27G 0209 (C) Medication Requirements
10A NCAC 27G .0209 MEDICATION
REQUIREMENTS

(c) Medication administration:

(1) Prescription or non-prescription druge sha
only be administered to a client on the written
arder of a person authorized by law to prescri
drugs.

(2) Medications shall be self-administered by
clients anly when authorized in writing by the
client's physician.

(3) Medications, including ifjections, shall be
administered only by licensed persons, or by

all drugs administered to each client must be
current. Medications administered shall be
recorded Immediately after administration. Th
MAR is to include the fol!owing'

(A) clients name;

(B) name, strength, and quantity of the drug;
(C) instructions for administering the drug;

drug.
(5) Client requests for medmat;on changes or

with & physician.

An annual survey was completed on August 15, =)

This facility Is licensed for the following service
category: 10A NCAC 27G .5600C Supervised

Living for Aduits with Develgpmantal Disabilities. ; P ' .
| | ; R D U

TRE

unlicensed persons trained by a registered nurse, . i
| pharmaclst or other legally qualified person and :
! privileged to prepare and administer medications.
* (4) A Medication Administration Record (MAR) of ! g !

(D) date and time the drug is administered; and
(E) name or initials of persun administering the

checks shall be racorded and kept with the MAR i :
file followed up by appeintment or consultation . ;

v 000,

v 118}
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This Rule is not metas evic:lanced by:
Based on record reviews, interviews and
observation the facility failed to administer ‘

. medications as ordered by the physician and

keep the MAR current affecting 1 of 3 audited
clients (#2). The findings are:

Review on 08/14/18 of cllent #2's racord
revealed:

| -52 year old male.

-Admission date of 03/14/86.

-Diagnoses of Schizoaffactive Disorder,
Depressed Type, Moderate; Mental Retardation,
Diabetes Type Il and Hypertension.

Revlew on 08/14/18 of clierit #2's Physician
orders revealed: '

07/16118 .

-Discontinue Geodon (used to treat schizophrenia
and the manic symptoms of bipolar disorder)
80mg bid (twice a day).

-Discontinue Cogentin (reduces the effects of
certain chemicals in the body that may be
unbalanced as a result of disease (such as
Parkinson's) and drug therapy) 1mg bid (twice a
day). ‘

-Start Invega (used to treat schizophrenia) 9mg
PO (by mouth) ghs (at bedtime).

| Review on 08/14/18 of cllent #2's July and August:

2018 MAR's revealed the following transcription:
-Benztropine (Cogentin) 1mg Take 1 tablet by
mouth twice daily. :

-Ziprasidone (Geodon) 80mg Take 1 capsule by
mouth twice a day.
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-Handwritten transcription next to each
medication starting on July 17, 2018 and on the
August MAR revealed, "Dc'd (discontinued)
07/16/18.

-No initials after 07/18/18 were listed to indicate
the medication had been administered.
-Handwritten transcription on the 07/201€

revealed, "Invega 9mg Take (1) tablet by mouth at.

bedtime start 07/17/18,

| -Initials were present from 67117.’1 8-08/13/18 to

indicate Invega 9mg had been administered.

Observation on 08/14/18 at approximately
11:30am of client #2's bubble packs filed on

08/08/18 revealed Benztropine 1mg and Geodon

80mg and the medication had been removed
from the bubble pack starfing on

08/08/18-08/14/18 with two dates written (unable '

to identify transcription) next to two of the bubbles

| to indicate staff had removed the medication.

Continued review on 08/1 4718 of cllent #2's
August 2018 MAR revealed:

-No initials were present from 08/08/18-08/14/18 |

for Geodon 80mg and Benztropine 1mg (o
indicate the staff had administered the medication.
even though the medication had been removed
from the bubble pack.

During interview on 08/14/18 client #2 was

! unaware of the medications that was prescribed

by the Physician.

. During interview on 08/14/18 the week day

manager revealed:

-She started working at the facility in May 2018.
-She worked Monday-Friday as the manager.
-She administered medications to the clients,
-She was out of work last week and was not
aware the discontinued medication had been
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administered to client #2.

. -The discontinued medication did not get
. dellvered to the home until 08/08/18 and only

received it from the 08/08/18 until it was
discovered on 08/14/18. !
-Client #2 did not have any changes from taking
the medication.

-Client #2 continued to talk to someocne not
present and respond to stimuli not present which
he was doing prior to the medication change.
-Staff #1 worked the week she was out and she
had a long week and did not recognize the :
generic names on the medication and did not pay !
attention to the medication whan she

administered it to Client #2.

During interview on 08/15/18 staff #1 revealed:
-The error was an "honest mistake."

-She was normally very goad about checking
medications for the clients.

-She did not know how she missad that the
medications had been discontinued.

During Interview on 0B/14/18 the Residential
Service Coordinator revealed:

-She had been on vacation the week the
medication had been dellvered from the
pharmacy to the office.

-She was responsible for dispersing the
medication to the facility from tha office.

-She knew the medication for client #2 had been

. discontinued and she would have removed it from |
. the medication batch before sending it to the ;

: facility. ;

-The staff at the facility were aware the

| medication had been discontinued and was

unsure why the staff administered the medication |
to client #2. ‘ i

During interview on 0/14/18:the Qualified
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Professional (QP)/Executive Director revealed:
-She felt the emror occurred dua to the Physiclan
not sending the dnsconhnue order to the

pharmacy.

.The medication should have never been sent to
the facllity from the office and the administrative
staff working during that time did not check the |
medication appropriately.

" “The staff working that week had previously been -
- a house manager and knew the process for
i checking the medication to prevent errors.

Review on 08/14/18 of the Plan of Protection
dated 08/14/18 and completed by the
QP/Executive Director revealad:

"\What immediate action will the facility take to
ensure the safety of the consumers in your care?
1. Administration to follow-up with Dr (doctor)

and pharmacy to meke sure all orders for
medications are in placa.

2. Staff will read MAR 3x (times) and compare to |

i medication pack to ensure correct medication is

given.

i -Describe your plans to make sure the above

| happens.
: 1, Staff will be retrained in IVIAR

2. Administration will manitor MAR 2X weekly."

Client #2 had a dignoses of Schizoaffective
Disorder, Moderate Mental Retardation and
Diabetes Typs Il insulin dependent. Client#2
reported having some psychatic symptoms
including responding to internal stimuli at which
point the Physician made changes to his

! psychotropic medication discantinuing the
| Geodon BOmg and Cogentin 1mg and prescri ibing |

invega 9mg. The facility continued to administer
the Geodon 80mg and Cogentin 1mg for a period -
of 7 days along with the Invega 9mg placing him

A4

18]

1]

Division of Health Sarvice Regulallon

STATE FORM

6659

G2E411

|
|
|
Ir o%ntlnuaﬁm sheel Sof6
|




84/@9/2813 87:17 91659600805
1 & ‘ |
[ i '

1
i

Division of Health Service Regulation | | |

(s

'

. DS OFFICE

PAGE  @9/89

|
PRINTED: 08/20/2018
FORM ARPROVED
3 |

v 118 | Continued From page 5

at risk for abnormal heart rhythm and increased

. blood sugars which could be detrimental to

| health, safety and welfare. This deficiency
constitutes a Type B rule violation. If the violation |
is not corrected within 45 days, an administrative
penalty of $200.00 per day is imposed far failure
to correct within 45 days. '

H ¢ A
STATEMENT OF DEFIGIENCIES (x1) PROJDER/SUPPLIER/CUIA 1%2) MULTIPUE CONSTRUCTION 1 |03 oaTE surRvEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING . | COMFLETE
'mhi0B2-042 aAb . | 08/15/2018
1 l
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, 5 ire. 2 CODE ‘ |
300 JACOBS STREET i '
SAMPSON GROUP HOME ; |
A CLINTON, NC 28328 I
(X4) 10 SUMMARY STATEMENT OF QEFIGIENCIES ‘ o PROVIDER'S PLAN OF CORREGTION xe)
FREFIX (BACH DEFICIENGY MUST BE PRECEDED BY FULL PREEIX | (EACH CORRECTIVE ACTION SHOULDBE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG {CROSS-REFERENCED TO THE APPROPRIATE | 0ATE
: DEFICIENCY) !
v 118

i
|
‘ !
' |
|

Division of Haalth Servics Regulalion
STATE FORM

)

B2E41N.

| IF ﬁ‘anlinustlﬁn sheet 8ol




B4/09/2013 87:17 9185360805
ARas | r DS OFFICE, L PAGE @2/89
I ] ’
. , I |
! | | : |
YR a3 NC DEPARTMENT OF ~ ROYCOOPR - Governor s
. : HEALTH ANDCES ~ MANDY|COHEN, MD, MPH - Secretary
654 HUMAN SERVI " MARK p:AY NE - Director. Division of Health Service Regulation

; : \ ‘ ‘

; |
I
| !

August 21, 2018

Jaime McNeill

Duplin Sampson Group Homes, Inc.
. P.O.Box 1190 : : :

Clinton, NC 28329 i

Re: Annual Survey completed 08/15/18 : |
Sampson Group Home, 300 Jacobs Street,|Clinton, NC 28328

MHL # 082-042 5 |
E-mail Address: dup1insampsohhomes@earthlink’.n‘et
Dear Ms. McNeill: I | l

Thank you for the cooperation and courtesy ei(iended dt.fxring the annual survey
completed 08/15/18. ; g 5

Enclosed you will find all deficiencies cited listed gn the Statement of Deficiencies Form.
The purpose of the Statement of Deficiencies is g provide you with specific details of!
the practice that does not comply with state regulgtions. You must develop one Plan of
Correction that addresses each deficiency listed r{rlthe State Form, and return it to our

office within ten days of receipt of this letter. Belgw you!will find details of the type of
deficiencies found, the time frames for compliancg plus what to include in the Plan of.

Correction. \

Type of Deficienciés Found 3 ‘
« Type B rule violation is cited for 10A NCAG 27G !.0209 Medication .
Requirements (V118). i : i
. | |

Time Frames for Compliance . : | ]
« Type B violation must be corrected WiJhir 45 ddys from the exit date of the

survey, which is 09/29/18. Pursuant to !N«:}*h Carolina General Statute § 122C-

24 .1, failure'to correct the enclosed deficigncy by the 45™ day from the date of
the survey may resultin the assessment ¢f an administrative penalty of $200.00
(Two Hundred) against Duplin Sampson (roup Homes, Inc. for each day the:
deficiency remains out of compliance. | ! :

What to include In the Plan of Correction -

i
H s :
! |

|| ' L |

! | :

' ' 1o i y

NC DEPARTMENT OF HEALTH AND HUMAN SERVIGES « BIVISION|OF HEALTH SERVICE REGULATION |
| LocaTiON: 1800 Umstead Drive, Wilians Building, Haldigh, NC 27603 l ;
| MAILING ADORESS: 2718 Mail Service Cantdr, Raleigh, NC 27699-2718 ‘

i www.ncdhhs.govidnsr - TEL: 919-s§5-3 95 - FAX: 919-715-8078

| i
AN EQUAL OPPORTUNITY / AFFIRMATIYE ACTION EMPLOYER

i : i
= i
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: ' : i
¢ Indicate what &neasures will be put in place No correct the deficient area of
practice (i.e. changes in policy and procedufe, staff training, changes in staffing
patterns, etc.). : i ) !
« Indicate what measures will be putin place lo prevent the problem from
occurring again. ; 3 ‘
« Indicate who will monitor the situation to epsure it will not occur again.
« Indicate how offen the monitoring will take place.|
e Signand date: the bottom of the first page of the State Form.

Make a copy of the Statement of Defiéiencies 'w'itrjl:he PILn of Correction to retain for
your records. P.'e:asé,= do not include confidenti information in your plan of
correction and please remember never to send confidentlal information
(orotected health information) via email. | i

Send the original corgnpleted form to our ofﬁce‘ét the following address within 10 days of
receipt of this letter. : i !

] :
Mental Health Licensure and Jertification Section
NC Division of Health Senjice Regulation i
2718 Mail Service [Center }
Raleigh, NC 2769§-2718 ] |

A follow up visit will be conducted to \.f*erify all violgtions have been corrected. If we ca
be of further assistance, please call Wendy Bopn; at 252-568-2744. :
Sincerely, . ‘ !

M&w«aﬁw‘
Emily Stanley, BSW : 3

Facility Compliance Consultant | f e
Mental Health Licensure & Certification Section
¥ 2 |
Cc: Leza Wainwright, Director, Trillium Heal:th Resources LME/MCO :
Kim Keehn, Quality Management Director, Trillium Health Resources LME/MCO
Sarah Stroud, Director, Eastpointe LME/MEO | . |
Jeanette Jordan-Huffam, Quality Management Director, Eastpointe LME/MCO

File ' i |
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910-592-8395
910-596-0005 Fax :
duplinsampsonhomes@earthlink.net
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® Comments:
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The document or information inside this facsimile contains confifiential !nformation belonging to
the sender that is legally privileged. This information is intended only for the use of the individual or entity
named above. The authorized recipient of this information is prghibited from disclosing this information to any.

other party and is required to destroy the information after its st
required by law. -‘ ;

If you are not the intended recipient, you are hereby notified tha
taken in reliance on the contents of these documents is strictly
error, please notify us by teleﬁhhonesand return the original to th

ted neged has been fulfilled, unless otheﬁwise i
¥ |

any disclosure, copying, distribution, or'action
rohibited. If you received this transmission in
above address. Thank you.
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