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INITIAL COMMENTS

An annual, complaint and follow up survey was
completed on October 25, 2018. The complaint
was unsubstantiated (Intake #NC00143633).
Deficiencies were cited.

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

27G .0202 (F-I) Personnel Requirements

10A NCAC 27G .0202 PERSONNEL
REQUIREMENTS

(f) Continuing education shall be documented.
(g) Employee training programs shall be
provided and, at a minimum, shall consist of the
following:

(1) general organizational orientation;

(2) training on client rights and confidentiality as
delineated in 10A NCAC 27C, 27D, 27E, 27F and
10A NCAC 26B;

(3) training to meet the mh/dd/sa needs of the
client as specified in the treatment/habilitation
plan; and

(4) training in infectious diseases and
bloodborne pathogens.

(h) Except as permitted under 10a NCAC 27G

| .5602(b) of this Subchapter, at least one staff
| member shall be available in the facility at all

times when a client is present. That staff
member shall be trained in basic first aid
including seizure management, currently trained
to provide cardiopulmonary resuscitation and
trained in the Heimlich maneuver or other first aid
techniques such as those provided by Red Cross,
the American Heart Association or their
equivalence for relieving airway obstruction.

(Y The governing body shall develop and
implement policies and procedures for identifying,
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| reporting, investigating and controlling infectious
| and communicable diseases of personnel and
| clients.

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to ensure at least one staff in the facility
was trained in basic first aid and cardiopulmonary
resuscitation for 1 of 3 sampled staff (#2). The
findings are:

Review on 10/16/18 of the record for Staff #2
revealed:

-Hire date of 10/8/18.

-No documentation of first aid or cardiopulmonary
| resuscitation training (CPR).

Interview on 10/16/18 with Staff #2 revealed:
-She indicated that her first aid and CPR training
was scheduled for the current week.

-She stated that she had been told by the Owner
that she had 30 days upon hire to complete.

Interview on 10/25/18 with the Owner revealed:
-Staff #2 had prior training in first aid and
cardiopulmonary resuscitation. She had been
hired with the understanding that she had already
completed this training. They thought she had 30
days to complete the training.

-The training was expired and she was scheduled
| for the training on 10/17/18.

-Staff #1 worked in the facility on shift alone.

V 118‘ 27G .0209 (C) Medication Requirements

V 108

application, rather than upon

V118

North Carolina Qutreach Group Homes,
LLC has implemented a process through
which we reguire newly hired employees to
submit to the following at the time of

being hired: Back ground check, Health-
Care Registry check, CPR/First Aid.
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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;

i (B) name, strength, and quantity of the drug;

| (C) instructions for administering the drug;

' (D) date and time the drug is administered; and

i (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 interview, and record review the facility

| failed to maintain the MAR current and ensure

| prescription drugs were administered as ordered
by the physician for 3 of 3 sampled clients (#1,#2,

V118
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#3).
The findings are:

Observation on 10/16/18 at 10:05am of the
medications for Client #1 included:
-Melatonin 3mg 1 tablet at night.
-Olanzapine 5mg 1 tablet under tongue with
supper.

-Pantoprazole Sodium 40 mg 1 tablet daily.

Observation on 10/16/18 at approximately
10:45am of the medications for Client #2
included:

-Melatonin 10mg 1 capsule at bedtime.
-Quetiapine Fumarate 25mg 2 times daily, 1
tablet at 7am and 1 tablet at 12pm.

Observation on 10/16/18 at approximately
8:58am of the medications for Client #3 included:
-Benztropine .5mg, 1 at bedtime.

Review on 10/16/18 of the record for Client #1
revealed:

-Admission date of 8/24/17 with diagnoses of
Autism, Bipolar, Depression, Sleep Apnea,
Gastro esophageal Reflux Disorder, Traumatic
Brain Injury, Asthma, Constipation, Fetal Alcohol
Syndrome, Craniosynosis and Cerebral Palsy.
-Physician order to discontinue Topiramate on
9/14/18.

Review on 10/16/18 of the record for Client #2
revealed:

-Admission date of 5/12/18 with diagnoses of
Moderate Intellectual Developmental Disability,
Autism, Attention Deficit Hyperactivity Disorder
and Paranoid Schizophrenia.

-Physician order for Melatonin 10mg 1 capsule at
bedtime dated 9/5/18.

errors and to properly handle them when
they occur, North Carolina Outreach Group
Homes, LLC has created a simplified form.
The first section of the form to be used so |
when the pharmacy is contacted, the |
contact can be recorded in a legible and
timely fashion. The second section of the
form is one that will simplify initial recording
Level 1 medication-related Incidents if and |
when they occur.
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Review on 10/16/18 of the record for Client #3
revealed:

-Admission date of 6/8/17 with diagnoses of
Autism, Schizophrenia, Anxiety Disorder, and
Borderline Intellectual Disability. ‘
-Physician's order dated 1/19/18 for Benztropine i
.5mg at bedtime.

-Physician's order dated 5/4/18 to increase
| Benztropine to 1mg at bedtime.
-Physician's order dated 9/14/18 to reduce the w
bedtime dose to .5mg. ‘

Review on 10/16/18 of the August, September,
and October 2018 MARS for Client #1 revealed:
-8/1/18 Melatonin 3 mg was not delivered from
supplier, not administered.

-8/27/18 Pantoprazole Sodium was not delivered
from the supplier, not administered.

-9/26/18 Olanzapine 5 mg, refused by client.

| -10/1/18 Topiramate 100mg was not delivered

' from the supplier. Medication was discontinued in
| September.

-10/2/18 Topiramate 100mg resident refused.
This medication was discontinued in September.

Review on 10/16/18 of the August, September
and October 2018 MARS for Client #2 revealed:
-9/5/18-9/1818 No documentation of Melation
10mg being administered.

-9/5/18 Quetiapine Fumarate 25mg 7am dose
was not delivered from the supplier.

' -9/6/18 Quetiapine Fumarate 25mg 7am dose

| was not delivered from the supplier.

| -9/8/18 Quetiapine Fumarate 25mg 7am dose
was not delivered from the supplier.

Interviews with Client #1, Client #2, and Client #3
revealed no concerns regarding medications.

Review on 10/16/18 of the August, September,
Division of Health Service Regulation
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- and October 2018 MARS for Client #3 revealed:
-The August 2018 MAR indicated the Benziropine

dose was .5mg instead of 1mg.

-The entire month of September indicated the

Benztropine dose was .5mg instead of the dose

of 1mg prior to the change on 9/14/18.

-The facility failed to reflect the change in

Benztropine dose.

|
|
| Interview on 10/16/18 with the local pharmacy
| revealed:

! -The Pharmacist confirmed the change in orders

| for the Benztropine and confirmed that the correct
| milligram was dispensed to the facility as the
order changes occurred.

|
Interview on 10/25/18 with the Registered
Nurse/Qualified Professional revealed:

-She had recently started fulltime employment
with the facility.

-Prior to her fulltime employment she was not
responsible for the oversight of medications.
-She would now be the primary person reviewing
| the MAR and ordering the medications for all the
client.

-She would also be making any changes
necessary in the electronic MAR system.

Interview on 10/25/18 with the Owner revealed:
-She was responsible for re-ordering the
medications for the clients.

-If the staff do no peel and stick the labels on the
medications she had no way of knowing the
medications were out.

-They had an issue with the previous physician
providing written prescriptions due to being out of
‘ the office, but now had arranged for a nurse
 practitioner to come to the facility and to write

| prescription for 1 year.

| -She was not made aware of any refusals by

V118
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V 118 Continued From page 6 vV 118 In order to mitigate concerns of medication
errors in the case that the medication has not

clients or medications not being delivered on
time.

-There was a system in place for daily MAR
review, however, the errors had not be identified.

This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.

V 120, 27G .0209 (E) Medication Requirements

10A NCAC 27G .0209 MEDICATION
REQUIREMENTS

(e) Medication Storage:

(1) All medication shall be stored:

(A) in a securely locked cabinet in a clean,
well-lighted, ventilated room between 59 degrees
and 86 degrees Fahrenheit;

(B) in a refrigerator, if required, between 36
degrees and 46 degrees Fahrenheit. If the
refrigerator is used for food items, medications
shall be kept in a separate, locked compartment
or container;

| (C) separately for each client;

| (D) separately for external and internal use;

i (E) in a secure manner if approved by a physician
| for a client to self-medicate.

| (2) Each facility that maintains stocks of

; controlled substances shall be currently

| registered under the North Carolina Controlled

| Substances Act, G.S. 90, Article 5, including any

| subsequent amendments.

| This Rule is not met as evidenced by:

| Based on observation and interview the facility
| failed to store medications separately for 2 of 3
' sampled clients (#1, #3). The findings are:

yet been delivered by the pharmacy. North
Carolina Outreach Group Homes, LLC has
ensured proper delegation of medication ordering
and confirmation to our full-time registered nurse|
As needed, when prescriptions are required, the
RN notes it on the "Medication Reorders" form
provided to the facility by the pharmacy. This
document is transmitted either by fax or in persor|1
to the pharmacy. On any day a form is sent, the
RN either personally picks up the medicines or
the pharmacy delivers them. The RN also

V120 completes weekly medication cart audits to ‘
ensure that medication administration is handled |
properly. In the case that the RN is not available,
this task falls to the Administrator.
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V 120| Continued From page 7 Vv 120 To resolve the existing issue of medications
being stored improperly and to avoid future
Observation on 10/16/18 at 9:02am of the lgsttles o;:t(h;e sam|_<|a regardL,Lr\(I:orr:(h Carollnad _
—— ; utreach Group Homes, as engaged in
medication storage revealed: the following measures. Additional med-cart

-Current medications administered to clients were
all stored in separate compartments inside of the
| medication cart.

-The extra bubble packs of Sertraline and
Trazodone for Client #1 and the extra bubble
pack of Benztropine for Client #3 were stored
together with extra medications for another client
(not included in the sample) in the bottom drawer
of the medication cart.

Interview on 10/16/18 with the Owner revealed:
-He knew that the current medications
administered to clients had to be stored
separately, however, he did not know that the
overstock medications had to be separate as
well. He indicated this had never been a problem
| in previous surveys.

storage dividers have been put into use.

In the case that storage divider quantity is
insufficient, each med cart is equipped with
plastic, sealable storage bags for medication
separation whether the medication is current
or is over-stock.

V123 27G .0209 (H) Medication Requirements V123
10A NCAC 27G .0209 MEDICATION
REQUIREMENTS
(h) Medication errors. Drug administration errors
and significant adverse drug reactions shall be
| reported immediately to a physician or
pharmacist. An entry of the drug administered
and the drug reaction shall be properly recorded _
in the drug record. A client's refusal of a drug |
shall be charted. !
|
|
!
|
|
|
This Rule is not met as evidenced by: !
| Based on record review and interview the facility ‘
failed to ensure drug errors were reported to a ‘
Division of Health Service Regulation '
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pharmacist of physician immediately for 2 of 3
sampled clients (#1 and #2). The findings are:

Review on 10/16/18 of the record for Client #1
revealed:

-Admission date of 8/24/17 with diagnoses of
Autism, Bipolar, Depression, Sleep Apnea,
Gastro esophageal Reflux Disorder, Traumatic

| Brain Injury, Asthma, Constipation, Fetal Alcohol
Syndrome, Craniosynosis and Cerebral Palsy.

- Review on 10/16/18 of the record for Client #2
revealed:

-Admission date of 5/12/18 with diagnoses of
Moderate Intellectual Developmental Disability,
Autism, Attention Deficit Hyperactivity Disorder
and Paranoid Schizophrenia.

-Physician order for Melatonin 10mg 1 capsule at
| bedtime dated 9/5/18.

Review on 10/16/18 of the August, September,
and October 2018 MARS for Client #1 revealed:
-8/1/18 Melatonin 3 mg was not delivered from
supplier, not administered.

-8/27/18 Pantoprazole Sodium was not delivered
from the supplier, not administered.

| -9/26/18 Olanzapine 5 mg, refused by client.

| -10/1/18 Topiramate 100mg was not delivered

| from the supplier. Medication was discontinued in
| September.

| -10/2/18 Topiramate 100mg resident refused.

| This medication was discontinued in September.

Review on 10/16/18 of the August, September
| and October 2018 MARS for Client #2 revealed:
! -9/5/18-9/1818 No documentation of Melation
| 10mg being administered.
| -9/5/18 Quetiapine Fumarate 25mg 7am dose
| was not delivered from the supplier.

| -9/6/18 Quetiapine Fumarate 25mg 7am dose

** This has been addressed through
V118

V123
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V123 Continued From page 9 V123
was not delivered from the supplier.
-9/8/18 Quetiapine Fumarate 25mg 7am dose
was not delivered from the supplier.
Interview on 10/25/18 with the Owner revealed: .
-She was not aware an incident report should be |
: completed for any med errors.
| -She was not aware that a pharmacist or
| physician should be notified of any med errors or i
| missed medications. ;
V 290 V 290

27G .5602 Supervised Living - Staff

10A NCAC 27G .5602 STAFF

(a) Staff-client ratios above the minimum
numbers specified in Paragraphs (b), (c) and (d)
of this Rule shall be determined by the facility to
enable staff to respond to individualized client
needs.

(b) A minimum of one staff member shall be
present at all times when any adult client is on the
premises, except when the client's treatment or
habilitation plan documents that the client is
capable of remaining in the home or community
without supervision. The plan shall be reviewed
as needed but not less than annually to ensure
the client continues to be capable of remaining in
the home or community without supervision for
specified periods of time.

(c) Staff shall be present in a facility in the
following client-staff ratios when more than one
child or adolescent client is present:

[ (1) children or adolescents with substance
| abuse disorders shall be served with a minimum
| of one staff present for every five or fewer minor
' clients present. However, only one staff need be
! present during sleeping hours if specified by the

| emergency back-up procedures determined by
the governing body; or
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2) children or adolescents with
developmental disabilities shall be served with

- one staff present for every one to three clients

present and two staff present for every four or
more clients present. However, only one staff
need be present during sleeping hours if
specified by the emergency back-up procedures
determined by the governing body.

(d) In facilities which serve clients whose primary
diagnosis is substance abuse dependency:

(1) at least one staff member who is on
duty shall be trained in alcohol and other drug
withdrawal symptoms and symptoms of
secondary complications to alcohol and other
drug addiction; and

(2) the services of a certified substance
abuse counselor shall be available on an
as-needed basis for each client.

This Rule is not met as evidenced by:

Based on observation and interviews the facility
failed to ensure that one staff was present at all
times when any adult client is on the premises.
The findings are:

| Observation on 10/15/18 at 10:30am revealed

that the 5 current clients were spending the day at
the sister facility.

Interviews on 10/15/18 with Client #1 and Client
#3 revealed that they were transported daily to
the sister facility where they stayed during the
day.

Interview on 10/16/18 with Staff #1 revealed:
-The clients went to the sister facility every day, 7
days per week.
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| -She indicated that the clients enjoyed it more at
| the sister facility because there were more

| activities at that site.

| -She also stated that it was hard to stay "staffed
. up" and that scheduling was part of the reason

| that the clients spent the day at the sister facility.

|

| Interview on 10/25/18 with the Owner revealed:

| -They had combined clients of this facility with

their sister facility at the location of the sister

facility.

-They had staffing issues at one time. She also

stated that the sister location had more room and

activities that they all could participate in.

-They felt that the clients enjoyed being with the

clients of the sister facility.

i -They had stopped combining the homes during

| the course of the survey.

-They now had staff for each facility.

-They were in the process of lowering the
capacity for each facility.

27E .0107 Client Rights - Training on Alt to Rest.
Int.

10A NCAC 27E .0107 TRAINING ON
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS

(a) Facilities shall implement policies and

| practices that emphasize the use of alternatives
to restrictive interventions.

(b) Prior to providing services to people with
disabilities, staff including service providers,
employees, students or volunteers, shall
demonstrate competence by successfully
completing training in communication skills and
other strategies for creating an environment in
which the likelihood of imminent danger of abuse
or injury to a person with disabilities or others or

V 290

V 536

Visits between the facilities have been limited. Time |
spent by the sister facility (West Marion Group |
Home) at the Nebo Supervised Living Facility is

predominantly limited to Sunday and an occasional

week day as necessary to engage in community |
inclusion. While the West Marion individuals have |
expressed mild to severe disappointed about not |
spending as much time with their friends as they [
once did, they seem to understand the state [
restrictions on occupancy.

Division of H
STATE FORM

|
ealth Service Regulation

6899

HRRN11

| COMPLETE

If continuation sheet 12 of 16



PRINTED: 11/12/2018

FORMAPPROVED
Division of Hezalth Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTICON (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R-C
MHL059-071 B. WING 10/26/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
145 LUKIN STREET
WEST MARION GROUP HOME
MARION, NC 28752
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ! (X5)
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 536 | Continued From page 12 V 536 To avoid future delays in recertification for

property damage is prevented.

(c) Provider agencies shall establish training
based on state competencies, monitor for internal
compliance and demonstrate they acted on data
gathered.

(d) The training shall be competency-based,
include measurable learning objectives,
measurable testing (written and by observation of
behavior) on those objectives and measurable
methods to determine passing or failing the
course.

(e) Formal refresher training must be completed
by each service provider periodically (minimum
annually).

(f) Content of the training that the service
provider wishes to employ must be approved by
the Division of MH/DD/SAS pursuant to
Paragraph (g) of this Rule.

(q) Staff shall demonstrate competence in the
following core areas:

@) knowledge and understanding of the
people being served;

1 (2) recognizing and interpreting human
behavior;

(3) recognizing the effect of internal and
external stressors that may affect people with
disabilities;

(4) strategies for building positive
relationships with persons with disabhilities;
(5) recognizing cultural, environmental and

- organizational factors that may affect people with
i disabilities;
(8) recognizing the importance of and
| assisting in the person's involvement in making
| decisions about their life;

[ (7) skills in assessing individual risk for
| escalating behavior;
| (8) communication strategies for defusing

| and de-escalating potentially dangerous behavior;

training on alternatives to restrictive

necessary timeline.

completed yet.

Interventions courses are still done upon
hiring, during training, before the employee
works with staff by themself. This is simpli-
fied by the online course and training time
is extended if the course has not been

interventions, North Carolina Outreach

Group Homes, LLC has obtained a certified
in-house trainer in the state-approved NCI+
course to simplify access to the course, and to
subsequently meet the requirement within the
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Continued From page 13

and

9 positive behavioral supports (providing
means for people with disabilities to choose
activities which directly oppose or replace
behaviors which are unsafe).

(h) Service providers shall maintain
documentation of initial and refresher training for
at least three years.

(1) Documentation shall include:

A) who participated in the training and the
outcomes (pass/fail);

(B) when and where they attended; and

(C) instructor's name;

@) The Division of MH/DD/SAS may
review/request this documentation at any time.

() Instructor Qualifications and Training
Requirements:

(1) Trainers shall demonstrate competence
by scoring 100% on testing in a training program
aimed at preventing, reducing and eliminating the

| need for restrictive interventions.

2 Trainers shall demonstrate competence
by scoring a passing grade on testing in an
instructor training program.

3 The training shall be
competency-based, include measurable learning
objectives, measurable testing (written and by
observation of behavior) on those objectives and
measurable methods to determine passing or

| failing the course.

4) The content of the instructor training the
service provider plans to employ shall be
approved by the Division of MH/DD/SAS pursuant
to Subparagraph (i)(5) of this Rule.

5) Acceptable instructor training programs
shall include but are not limited to presentation of:
(A) understanding the adult learner;

(B) methods for teaching content of the

| course;

V 536
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(C) methods for evaluating trainee
performance; and
(D) documentation procedures.
6) Trainers shall have coached experience

teaching a training program aimed at preventing,
reducing and eliminating the need for restrictive
interventions at least one time, with positive
review by the coach.

N Trainers shall teach a training program
aimed at preventing, reducing and eliminating the
need for restrictive interventions at least once
annually.

(8) Trainers shall complete a refresher
instructor training at least every two years.

(i) Service providers shall maintain
documentation of initial and refresher instructor
training for at least three years.

(1) Documentation shall include:

(A) who participated in the training and the
outcomes (pass/fail);

(B) when and where attended; and

© instructor's name.

2) The Division of MH/DD/SAS may

request and review this documentation any time.
(k) Qualifications of Coaches:

@) Coaches shall meet all preparation
requirements as a trainer.

(2) Coaches shall teach at least three times
the course which is being coached.

(3) Coaches shall demonstrate

' competence by completion of coaching or

| train-the-trainer instruction.

} () Documentation shall be the same preparation
\

as for trainers.

Division of Health Service Regulation
STATE FORM

HRRN11

If continuation sheet 15 of 16




Division of Health Service Regulation

PRINTED: 11/12/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

MHL059-071

B. WING

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING:

COMPLETED

R-C
10/25/2018

NAME OF PROVIDER OR SUPPLIER

WEST MARION GROUP HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

145 LUKIN STREET
MARION, NC 28752

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

|

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

Review on 10/16/18
revealed:

expired on 4/12/18.

Review on 10/16/18

revealed:

for this training.

re-certified timely.

[
Vv 536% Continued From page 15

This Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure staff received training annually on
alternatives to restrictive intervention for 2 of 3
sampled staff (#1 and Registered
Nurse/Qualified Professional). The findings are:

of the record for Staff #1

-Hire date of 6/13/14.
-Training on alternatives to restrictive intervention

of the record for the

Registered Nurse/Qualified Professional

-Hire date of 3/28/17.
-Training on alternatives to restrictive
interventions expired on 4/13/18.

Interview on 10/25/18 with the Owner revealed:
-They had experienced difficulty finding a trainer

-She located a new alternative to NCI which was
for de-escalation only. She believed that the
training had been approved by the state.
-She had failed to have the staff identified

This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.

V 536
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MEDICATION REORDERS

Refills Only

[ ] Check here if you
need additional forms I

LT

DIRECTIONS: If completing form by hand, enter one medication per reorder field;
or attach reorder label below and indicate any new directions/label changes. “X” out
unused areas and provide form to pharmacy. If faxed, attach activity report after
faxing. Please phone the pharmacy if you need a medication prior to routine delivery.
Put initials in box when received and retain according to facility policy.

|
o

] Facility Name e 7 Wing/Station

| Faxed By ‘ Date ] _ .:F—?ime Faxed |Page e

Dathas .

MAXIMUM OF

C1AM |
OPM | of

16 | REORDER STICKERS PER SHEET

GLEGLEM N Order Taken By f Computer Technician Picked By
USE
ONLY i

Packed By |Checked By I[Checl-:z-:u:j By | Delivered By

Received By |Date/Time

Form # MP5224  (Rev. 04/13)

Reorder From: MED-PASS’ 500.435-8884

Vi Fine At of Dicument Drsige.

INH 091306 g



NORTH CAROLINA OUTREACH GROUP HOME, LLC
MEDICATION ERROR CALL LOG/INCIDENT REPORT
FOR LEVEL 1 MEDICATION INCIDENTS ONLY

Individual: OEB OMD OAF OTG 0OJG OAH OGLE OGLO OKN 0OJS OWS CORS

Called: OPCP OPharmacist OOther
Name & Phone Number of Doctor/Pharmacist/Other:

Reason of Call (choices):

A) Late C) Missed E) Wrong Medication(s)
B) Early D) Wrong Dose F) Other:
Med Name Reason | Reason 2 Notes

S e T T T e e S e e e S e e e e P G |

Report Date: Incident Date: Incident Time:
Error Type: MEDICATION ERROR, LEVEL 1 (one)

Site: ONebo O West Marion OOther:

Incident Summary/Causes:

Injuries? OYes O No If yes, explanation:

Employees Involved (Name, Address, Phone Number, Identity [e.g. Individual, Employee, Other):

Actions to avoid future occurrences or compensate (if required):

Incident Report Verification:

Printed Name Signature Position Date
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November 15, 2018

Betsy Burleson, Owner

North Carolina Qutreach Group Homes, LLC
PO Box 249

Nebo, NC 28761

NHeR

Re:  Annual, Complaint and Follow up Survey completed October 25, 2018 > - Mental Health
West Marion Group Home, 145 Lukin Street, Marion, NC 28752
MHL # 059-071
E-mail Address: betsyburleson@yahoo.com
(Intake #NC00143633)
SEcCtion

Dear Ms. Burleson:

Thank you for the cooperation and courtesy extended during the annual, complaint and follow up survey
completed October 25, 2018. The complaint was unsubstantiated.

As a result of the follow up survey, it was determined that some of the deficiencies are now in
compliance, which is reflected on the enclosed Revisit Report. Additional deficiencies were cited during

the survey.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form. The purpose of
the Statement of Deficiencies is to provide you with specific details of the practice that does not comply
with state regulations. You must develop one Plan of Correction that addresses each deficiency listed on
the State Form, and return it to our office within ten days of receipt of this letter. Below you will find
details of the type of deficiencies found, the time frames for compliance plus what to include in the Plan of

Correction.

Type of Deficiencies Found
e Re-cited standard level deficiencies.

e All other tags cited are standard level deficiencies.

Time Frames for Compliance
« Re-cited standard level deficiencies must be corrected within 30 days from the exit of the
survey, which is November 24, 2018.
e Standard level deficiencies must be corrected within 60 days from the exit of the survey, which
is December 24, 2018.

What to include in the Plan of Correction

¢ Indicate what measures will be put in place to correct the deficient area of practice (i.e. changes
in policy and procedure, staff training, changes in staffing patterns, etc.).
Indicate what measures will be put in place to prevent the problem from occurring again.
Indicate who will monitor the situation to ensure it will not occur again.
Indicate how often the monitoring will take place.
Sign and date the bottom of the first page of the State Form.

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 27699-2718
www.ncdhhs.gov/dhsr « TEL: 919-855-3795 « FAX: 919-715-8078

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

MULTIPLE CONSTRUCTION
A. Building

MHL059-071

v1 |B. Wing

DATE OF REVISIT

10/25/2018

NAME OF FACILITY

WEST MARION GROUP HOME

145 LUKIN STREET
MARION, NC 28752

STREETADDRESS, CITY, STATE, ZIP CODE

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 X5 Y4 Y5
ID Prefix V0114 Correction ID Prefix V0133 Correction ID Prefix Correction
27G .0207 G.S. 122C-80

Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC 10/25/2018 LSC 10/25/2018 LSC

1D Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LsSC LsC B LSC

ID Prefix Correction 1D Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LsC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LsSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY []| (INITIALS) K R Shertts, 11-12-18
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 1| aNmALS)

FOLLOWUP TO SURVEY COMPLETED ON ] CHECK FORANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
12/1/2017 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? D YES [] nO
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