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000 INITIAL COMMENTS ¥ In response to citation V291 27G.5603
Supervised Livin erations:
An annual suney was completed on March 28, B B Operd
2019. A deficiency was cited. On 3/29/2019. Qualificd professional and
: G g G . ; esidential Manzse 1 Street Gr
This facility is licensed for the following senvice Residentiel Mennger atiPlanr St Group
category: 10A NCAC 27G .5600A Supendsed Home discussed the need to have the
Living for Adults with Mentél - physician's orders for the referenced ProAir
' inhaler changed to allow the individual to
self-administer the inhaler while out of the
\% i ivi = i 1 . -
291 27G 5603 Supenised Living -Operations ok home. Her ability to self-administer was
10A NCAC 27G 5603 OPERATIONS assessed by her physician, and on
; o 2 i
(a) Capacity. A facility shall serve no more than ?i?g‘dm?’ .“tw, ?';d:ro‘;ﬁ-wgéil' “;aliz: forx
six clients when the clients have mental illness or 'Md‘ 'dm-llm';drf tllﬁ 4 ML _ I‘HR Y fere
developmental disabilities. Any facility licensed oo aena ACstinem, SManachs Registene
on Jure 15, 2001, and providing senices to more Nurse provided instruction on how to use
than six clients at that time, may continue to the inhaler and determined that the
provide senices at no more than the facility's individual was able to self-administer.
licensed capacity. Registered nurse will continue to monitor
(b) Senice Coordination. Coordination shall be her ability to self-administer and provide
maintained between the facility operator and the support as needed to ensure that the
ualified professionals who are responsible for individual is comfortable using the inhaler
q P p
treatment/habilitation or case management. independently.
(c) Participation of the Family or Legally Residential Manager will ensure that all
Responsible Person. Each client shall be orders for rescue inhalers that are to be used
provided the opportunity to maintain an ongoing "as nceded” are written to allow for self-
relationship with her or his family through such administration while out of the home and
means as visits to the facility and visits outside that the individuals are able to use the
the facility. Reports shall be submitted at least medication without supervision.
annually tothe parent of a minor resident, or the Monarch's Registered Nurse will also
legally responsible person of an adult resident. meiitor 1o ensure that self-administration
Reports may be in writing or take the form of a orders are putin place for newly admitted
conference and shall focus on the client's individuals or existing residents that have or
progress toward meeting individual goals, receive orders for “as needed™ inhalers.
(d) Program Activities. Each client shall hawe Individuals that are not able to administer
activity opportunities based on her/his choices, the inhaler independently will not have
needs and the treatment/habilitation plan. unsupervised time out of the home and will
Activities shall be designed to foster community be in the presence of stall that will have
inclusion. Choices may be limited when the court access Lo Lhe inhaler. 03/30/2019
or legal system is inwolved or when health or
safety issues become a primary concern.
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V291 Continued From page 1

This Rule 1s nol met a5 evidenced by:

Based on record revews, obsenation and
interiew. the facility failed to maintain
coardination between the facility operator and the
professionals who are responsible for the client's
treatment, afiscting one of three audited clients
(#1). The findings are:

Review on 03/28/19 of client #1's record
revealed:

- 39 year old female.

- Admission dale of 06/30/17.

- Diagnoses of Bipolar Mood Disorder,
Intermittent Asthma, Reducad Intellectual Ability,
Gastroesophageal Reflux Disease and Allergic
Rhinitis.

Review on 03/28/19 of client #1's signad
physician crdsrs dated 10/26/18 revealed:

- Proair (freals bronchespam) - inhale 2 puffs by
mouth as needed for shoriness of breath, cough

or wheezing.

Obsenation on 03/28/18 at approximately
11:40am of client #1's medications revesled:
- A Proair inhaler labeled for client #1 with

! cdirections {oinhale 2 puffs by mouth every 4
hours as needed for shartness of
breath/cough/wheezing.

Intendew on 03/28/19 client #1 stated:

- She had been a resident at the faciiity for less
than two years.

-She attended a day program five days a week.
- She had a diagnosis of asthma and herdoctor
’ had ordered Proair as nesded.

- She did not take her Proair inhaler to her day
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program.

Intendew on 03/28/19 staff #1 stated:

- Client #1 did not take her Proair inhaler with her
to the day program.

- If client #1 required her inhaler, the day program
staff would contact group home staff. The group
home staff would taxe the Froair inhaler to client
#1 day program as needed.

Intendew on 03/28/19 the Residential Team
Leader/Qualified Professional stated:

- She understocd client #1 needed to have her
Proair inhaler in the event of an episode of
shortness of breath.

- The facility was in the process of coordinating
client #1's Proair availability at the day program.
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Helping Dreams Take Flight

DHSR - Mental Health
APR1H 2019

Keith Huges, Facility Compliance Consulant I

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center
Raleigh, NC 27699-2718

Hello,

Lic. & Cert. Section

Please find enclosed the Plan of Correction for Plant Street. If you need additional information
or have any questions, please contact me directly at the number below.

Sincerely,

Louise Winstead, RN

Compliance Specialist — Plan of Corrections Support Professional

louise.winstead@monarchnc.org

252-289-6512

MONARCH

350 Pee Dee Avenue, Albemarle, NC 28001



