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V 000 INITIAL COMMENTS V 000

An annual survey was completed on 12/5/18. A
deficiency was cited.

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

V119 27G .0209 (D) Medication Requirements V119

10A NCAC 27G .0209 MEDICATION

REQUIREMENTS

(d) Medication disposal:

(1) All prescription and non-prescription

medication shall be disposed of in a manner that

guards against diversion or accidental ingestion.

(2) Non-controlled substances shall be disposed

of by incineration, flushing into septic or sewer

system, or by transfer to a local pharmacy for

destruction. A record of the medication disposal

shall be maintained by the program.

Documentation shall specify the client's name,

medication name, strength, quantity, disposal

date and method, the signature of the person

disposing of medication, and the person

witnessing destruction.

(3) Controlled substances shall be disposed of in - S
accordance with the North Carolina Controlled DHSR - iEnid
Substances Act, G.S. 90, Article 5, including any

subsequent amendments.

(4) Upon discharge of a patient or resident, the

remainder of his or her drug supply shall be
disposed of promptly unless it is reasonably ‘ Lic. & Cert
expected that the patient or resident shall return

to the facility and in such case, the remaining

drug supply shall not be held for more than 30

calendar days after the date of discharge.
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Continued From page 1

This Rule is not met as evidenced by:

Based on records review, observations and
interviews, the facility failed to ensure all expired
medication were disposed of in a manner that
guards against diversion or accidental ingestion
affecting 3 of 3 clients (#1, #2, #3). The findings
are:

Finding #1:

Review on 12/5/18 of client #1's record revealed:
-admission date of 7/1/07 with diagnosis of
Intellectual Disability Discrder Mild, Oppositional
Defiant Disorder, Autistic Disorder, Hypertension
and Seasonal Allergies;

-physicians' orders dated 10/30/18 for the
following medications: Ibuprofen 200mg one
three times a week and Mucinex 1200mg one
every 12 hours as needed.

Observation on 12/5/18 at 3:22pm of client #1's
medications on site revealed:

-lbuprofen 200mg one three times a week had
two labels, one on top from pharmacy #1
dispensed 6/6/17 with expiration date 6/6/18,
underneath a second label from pharmacy #2
with a dispense date of 5/27/16, a manufacturer's
expiration date of 10/2017;

-Mucinex 1200mg one every 12 hours as needed
had two labels, one on top from pharmacy #1
dispensed 3/3017 with expiration date 3/30/18,
underneath a second label from pharmacy #2
with a dispense date of 5/27/16, a manufacturer's
expiration date of 10/2017.

Review on 12/5/18 of client #1's MARS from
10/2018-12/2018 revealed the following:
-Ibuprofen 200mg one three times a week not
administered,
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hours as needed had two labels, one on top from
pharmacy #1 dispensed 1/5/17 with expiration
date 1/5/18, underneath a second label from
pharmacy #2 unable to read, a manufacturer's
expiration date of 9/2017.

Review on 12/5/18 of client #2's MARS from
10/2018-12/2018 revealed Ventolin HFA 90 mcg
inhale 2 puffs every 4-6 hours as needed not
administered.

Finding #3:

Review on 12/5/18 of client #3's record revealed:
-admission date of 6/1/14 with diagnosis of
Intellectual Disability Disorder Mild, Major
Depression Disorder, Hypercholesterolemia,
Hypertension, Leukopenia, Onychonyosis,
Vitamin D Deficiency, Kidney Stones and Gastritis
Colitis;

-physician's order dated 8/22/18 for the following
medication: Desitin 13% apply twice daily as
needed.
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-Mucinex 1200mg one every 12 hours as needed
not administered.
Finding #2:
Review on 12/5/18 of client #2's record revealed:
-admission date of 7/1/07 with diagnosis of
Intellectual Disability Disorder Moderate, Attention
Deficit Disorder, Speech Impairment,
Hyperlipidemia, Asthma, Vitamin D Deficiency
and Allergic Rhinitis;
-physician's order dated 2/19/18 for the following
medication: Ventolin HFA 90 mcg inhale 2 puffs
every 4-6 hours as needed.
Observation on 12/5/18 at 3:40pm of client #2's [
medications on site revealed: Bypired ,
-Ventolin HFA 90 mcg inhale 2 puffs every 4-6 ‘ Ven&u( i HFA inhaler (Pro-Air )
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V 119 Continued From page 3

Observation on 12/5/18 at 3:31pm of client #3's
medications on site revealed:

-Desitin 13% apply twice daily as needed had two
labels, one on top from pharmacy #2 with
expiration date 6/6/17, underneath a second label
also from pharmacy #2 with expiration date of
8/16/17, a manufacturer's expiration date of
4/2017.

Review on 12/5/18 of client #3's MARS from
10/2018-12/2018 revealed the following:
-Desitin 13% apply twice daily as needed not
administered.

Interview on 12/5/18 with the Group Home
Manager revealed:

-not aware of why two labels on the medications:
-been on her job about a year;

-the as needed medications have not been used:;
-client #2 has a new inhaler which is current and
not expired.

Interview on 12/5/18 with the Administrative
Assistant revealed:

-changed pharmacies from #2 to #1 over a year
ago;

-pharmacy #1 sent labels for all as needed
medications for staff to put over labels from
pharmacy #2;

-nobody caught the expiration dates on the as
needed medications.
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L8B215E
CCGH-

Batch No

19125009

CANNON PHCY ENHANCED CARE
140 CABARUS AVE W CONCORD, NC 28027 PAGE
CABARRUS GROUP HOMES FC7223009
288 AVIATION DR
CHINA GROVE, NC
704-855-0004

1403

2/ 06/

DTSR AT AT

CCGH181206140300000901

28023-6661

DELIVERY SHEETS

RX # PATIENT QTY PRICE UNIT DRUG DOCT! ROOM  SIGNED ORDER A/R
] 0 TAB IBUPROFEN 200 MG TABLET  ADAMS, CAROL CG ............. ... .
_ 8 GM  VENTOLIN HFA 90 MCG INHAL GOSS, FREDER CG .............

CHECKED BY :__ . BRINT NAME :___ o DATE :_  TIME : o
RECEIVED BY : =~~~ FPRINT NAME : __ - - DATE : TIME :

AUTHCRIZED SIGNATURES ONLY (stamped signatures & dates are not acceptable)



CANNON PHCY ENHANCED CARE
LE8B215E 19125009 140 CABARUS AVE W CONCORD, NC 28027 PAGE

CCGH- CABARRUS GROUP HOMES FC7223008 12/07/18 17:5;

288 AVIATION DR
CHINA GROVE, NC 28023-6661 R T TR T
704-855-0004 CCGH181207175200000501

Batch No 1752
CONSOLIDATETD DELIVERY SHEETS

RX # PATIENT oTY PRICE UNIT DRUG ORDER A/R
_ 14 TBM MUCINEX DM ER 1,200-60 MG RADAMS, CAROL ©G ............. .....
PRINT MAME :___ _ __ DATE :__________ TIME :________

CHECKED BY : o

DATE : e e s TIME :

RECEIVED BY :___ PRINT NAME :

AUTHORIZED SIGNATURES ONLY (stamped signatures & dates are meot acceptable)



CANNOR PHCY ENHANCED CARE

L&BZ15B 19125009 140 CABARUS AVE W CONCORD, NC 28027
CCGH- CABARRUS GROUP HOMES FC72230089

SR TRovE, be deiasssks e e
704-855-0004

Batch No 1244

CONSOLTIDATESD DELIVERY SEHEEETS

_ 113 GM DESITIN 13% CREAM ADAMS, CAROL CG

CHECKED BY ; S _ PRINT NAME :__ o o DATE :

RECEIVED BY : _ PRINT NAME :

i DATE : - TIME :
AUTHORIZED SIGNATURES ONLY (stamped signatures & dates are not acceptable)
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December 12, 2018

Ginger Pope

Cabarrus County Group Homes, Inc.
P.O. Box 1197

Concord, NC 28026

Re: Annual Survey completed 12/5/18
Cabarrus County Group Home #5, 106 S. Franklin Street, China Grove, NC 28023
MHL # 080-164
E-mail Address: jwpope@ctc.net; margiew@ctc.net

Dear Ms. Pope:

Thank you for the cooperation and courtesy extended during the annual survey completed December 5,
2018. A deficiency was cited.

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 Standard level deficiency was cited.

Time Frames for Compliance
» Standard level deficiencies must be corrected within 60 days from the exit date of the survey,
which is February 3, 2019.

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.
e Indicate how often the monitoring will take place.
= Sign and date the bottom of the first page of the State Form.

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your records.
Please do not include confidential information in your plan of correction and please remember
never to send confidential information (protected health information) via email.

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



December 12, 2018
Ginger Pope
Cabarrus County Group Homes, Inc.

Send the original completed form to our office at the following address within 10 days of receipt of this
letter.

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Center
Raleigh, NC 27699-2718

A follow up visit will be conducted to verify all violations have been corrected. If we can be of further
assistance, please call Lynn Grier at (704)596-4072.

Sincerely,
Gina McLain

Facility Compliance Consuitant |
Mental Health Licensure & Certification Section

Cc; Trey Sutten, Director, Cardinal Innovations LME/MCQ
Onika Wilson, Quality Management Director, Cardinal Innovations LME/MCO
File





