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V 000, INITIAL COMMENTS V 000
An Annual and Follow-Up Survey was completed
on December 6, 2018. Deficiencies were cited.
This facility is licensed for the following service
category: (
- 10ANCAC 27G .5600C: Supervised Living ‘
for Developmentally Disabled Adults According to V114 27G .0207 |
V 114 27G .0207 Emergency Plans and Supplies V114 Emergency Plans and Supplies
10A NCAC 27G .0207 Emergenc
10A NCAC 27G .0207 EMERGENCY PLANS Plane and Suonl gency . 12mins
AND SUPPLIES ANSORS SHpRNSS
(a) A written fire plan for each facility and All group home facilities operated I
area-wide disaster plan shall be developed and by Springwell Network, Inc. have '
shall b_e approved by the appropriate local developed a fire and disaster plan
ddtherty: that will include such drills 1st, 2nd
| (b) The plan shall be made available to all staff ol INCICSUPECES 5% enty |
and evacuation procedures and routes shall be and 3rd shifts during the week and |
postgd in the _facirity. - N weekend when residents are on site.
' (c) Fire and disaster drills in a 24-hour facility These times will be include on the
shall be held at least quarterly and shall be tion During the th K |
repeated for each shift. Drills shall be conducted . ki
under conditions that simulate fire emergencies. staff will conduct drills according to |
(d) Each facility shall have basic first aid supplies the following schedule. 1st shift during
accessible for use. the week will be 6:00 am-9:00 am.
2nd shift 3:00 pm-9:30 pm and 3rd shift
will 9:30 pm-6:00 am which will includei
_ _ ) deep sleep drills. On the weekend the
This Rule is not met as ewdenceq by: - staff will conduct drills 1st shift ‘
Based on interview and record review, the facility ) ] ) hi ‘
staff failed to hold fire and disaster drills at least SIS0 PIGENEIT
quarterly, and repeated on each shift, under 3:00 pm-9:30 pm and 3rd shift :
conditions that simulate an emergency. 9:30 pm-6:00am which will also include
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me
or the time"

shift"

second and third"

s an easy fix"

REQUIREMENTS

drugs.

client's physician.

V 114 Continued From page 2 V114

Professional (QP) revealed:

- he was responsible for making sure each
facility completed required drills

- "They (GHM/S) all turn them (drill logs) in to

- "l didn ' t look for what shift they were done,
- "Now | know to ask them and record what

=" ...1"Il have to add to my (Quality
Assurance) report to capture all shifts; first,

Interview on 12-6-18 with the Residential
Director/Qualified Professional (RD/QP) revealed:
- "we ' Il put the shift times on the forms, that '

- "It ' s definitely the GHM/S ' s responsibility
to make sure the drills are held"

- "they should wirte it on the calendar -on the
wall or the electronic communication."

- "And the QP, when they go in for their site
visits, that should be on their forms to insure that
gets done during monthly monitoring.”

V118 27G .0209 (C) Medication Requirements V118
10A NCAC 27G .0209 MEDICATION

(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

(2) Medications shall be self-administered by
| clients only when authorized in writing by the

(3) Medications, including injections, shall be

[

According to V118 27G .0209 (C) . 1211118
Medication Requirements

10A NCAC 27G .0209 Medication

Requirements

All group home facilities will have a

written order for prescription or non-

prescription drugs that is administered

to all clients on the written order from

an authorized person by law.
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V 118

Continued From page 4

- Dysarthric Speech
- last seen by his primary care physician 2-28
-18
- prescribed the following medications
according to his Medication Administration
Record (MAR):
- loratadine, 10 milligrams (mg), take
one, daily
- multi-vitamin, take one, daily
- vitamin D3, 1,000 mg. take one daily
Further review of client #1 ' s facility record failed
to reveal a physician ' s order for the loratadine,
multi-vitamin or vitamin D3.

Interview on 12-5-18 with the Group Home
Manager/Supervisor (GHM/S) revealed:

- she usually took clients to their doctor ' s
appointments

- the physician ' s orders were supposed to
be in their MAR books

- she was unsure why client #1 ' s orders
were not in his book

- she would put some process or form in
place that would insure all physician ' s orders
were secured and placed in the client ' s books
for reference in the future

Interview on 12-6-18 with the Qualified
Professional (QP) revealed:

- the GHM/S is the only staff transporting
clients to their doctor ' s appointments

- there used to be a protocol in place, to
make sure a prescription was obtained, but he did
not indicate why the protocol was unsuccessful

- going forward, "l ' Il follow up and makes
sure there ' s a current script (prescription) for
each client.”

- "starting immediately, before we leave the

V118

Division of Health Service Regulation

STATE FORM

i OE1911

If continuation sheet 5 of 6




V N k
“ Y Spring\iel|

Creating Pathways.
Enriching Lives.

SPRINGWELL NETWORK, INC. SITE/ OBSERVATION CHECKLIST

Date of Visit: Time: Consumer:
Services(s): Staff Present:
Location:

Person conducting Site Visit:

SERVICE REVIEW Excellent | Good Fair Poor N/A

1. Are goals currently being monitored comparable to
interventions outlined on PCP or ISP?

2. Is there a current authorization for person served?

3. Is the data being scored based on the service and
frequency authorized?

4. Has staff entered accurate data and comments when
indicated for ISP Data/Tasks, T-Logs or S-Com, MAR,
Personal Care Log, and that are relevant to PCP or ISP?

5. Is the scoring method used accurately and comments
useful in determining ability, progress, or lack of progress?

6. Has fire drills and disaster drills been completed on
appropriate shifts?

7. Physician signature on all prescription orders?

CONSUMER RELATIONS OBSERVATION

1. Are consumer’s privacy, space, and belongings
respected?

2. Are residents treated age-appropriately?

STAFF OBSERVATION

1. Are appropriate training materials used when needed?
For medication administration, are appropriate procedures
used?

2. Does staff relate to consumers by using appropriate
language and demonstrating good rapport, choice making
and independence?

3. Is cultural preference of the individual observed and
utilized?

Positive Observations/Comments:




Springwell Network, Inc.
EMERGENCY PREPAREDNESS DRILL

Name of Program/Group Home
Adress:

1*(6am-9am) weekend 1% shift (6am-3pm) 2" shift (3pm-9:30pm) 3" shift (9:30pm-6am)___
Unannounced Announced

Check type of drill performed:

Fire Bomb Tornado Hurricane Power Outage Intruder Med. Emergency Violent Situations
Date: Time AM or PM (Circle one)

Names of Staff Present

Names of Individuals Present(First name &Last initial only)

Time of Drill concluded Total drill time

Descriptions of Process(i.e. problems, concerns etc)

Signature of staff member implementing drill

Name of Program/Group Home
Adress:

1%(6am-9am)____ weekend 1% shift (am-3pm)____ 2™ shift (3pm-9:30pm) 3" shift (9:30pm-6am)__
Unannounced Announced
Check type of drill performed:

Fire Bomb Tornado Hurricane Power Outage Intruder Med. Emergency
Violent Situations

Date: Time AM or PM (Circle one)

Names of Staff Present

Names of individuals Present(First name &Last initial only)

Time of Drill concluded Total drill time

Descriptions of Process (i.e. problems, concerns etc)

Signature of staff member implementing drill Rev. 12/18




STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

MHL034-364 v [B. Wing v 125612018
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

SPRINGWELL NETWORK, INC-PRESSMAN DRIVE GROUP HOME

5130 PRESSMAN DRIVE
WINSTON-SALEM, NC 27105

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 Y5 Y4 Y5
ID Prefix v0108 Correction ID Prefix Vo110 Correction ID Prefix v0112 Correction
27G .0202 (F- 27G .0204 27G .0205 (C-D

Reg. # D Completed |Reg. # Completed | Reg. # et Completed
LSC 12/06/2018 LSC 12/06/2018 LSC 12/06/2018
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
LSC - - LSC - - LSC B -

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC B LSC i LSC -

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

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY []| (INITIALS) W 12-6-18
REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 3| (NITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [C] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

10/16/2017 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [yes [1 No

Page 1 of 1 EVENT ID: QoIw12

STATE FORM: REVISIT REPORT (11/06)



t NC DEPARTMENT OF ROY COOPER - Governor

Pz II:IIEI\A‘IkE%E‘??'{llPCES MANDY COHEN, MD, MPH - Secretary
MARK PAYNE - Director, Division of Health Service Regulation

December 11, 2018

Charlene Warren

Springwell Network, Inc.

3820 North Patterson Avenue
Winston-Salem, North Carolina, 27105

Re: Annual and Follow-Up Survey Completed December 6, 2018
Springwell Network, Inc.-Pressman Drive Group Home, 5130 Pressman Dr. Winston-Salem, NC.
27105
MHL# 034-364
E-mail Address: cwarren@grphms.com
rrolle@grphms.com

Dear Ms. Warren:

Thank you for the cooperation and courtesy extended during the Annual and Follow-Up Survey Completed
December 6, 2018.

As a result of the Follow-Up Survey, it was determined that all of the previous 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 All tags cited are standard level deficiencies.

Time Frames for Compliance

» Standard level deficiencies must be corrected within 60 days from the exit of the survey, which
is February 4, 2019,

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



