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An annuel and Tolow-up survey was Gomgheted
on Aprit 25, 2018 Deficionclies wero Citwd.

This tacility is licensed for the following service
. category: 10A NCAC 27G .5600A Supervised
" Living for Adults with Mental liinass.

V4 276G 0207 Emergency Plans and Supplies

COANCAQR 276G 0207 EMERGENCY PLANS

- AND SUPPLIES

(a} A written fira plan for each facility and

area-wids disaster plan shall be developsd and

. shall be approved by the appropriate local
authonity
&) The plm shall ba made avallable 1o ol stalf

- and avacuation procecuros and routes shall be
posted in the facility,
{c} Fire and disastar Jriffs in a 24-hour facility
ahall be heldd at Inast quarterly and shadl ba
repeated for sach shift. Drills shalt be conductad
under conditions that simulate Mire emergencies,
{¢) Each facility shall have basie firet ald supplios
accassibie for use.

This Fuie s not met as evidenomd by,
- Based on record review and interviews, the
taciiity failed to conduct fire drilis under conditions
. that simulate emergencies. The findings ans:

Revigw on 4725/19 of the faciiity's firs drill log
' revaaled the following:

~2/25/19- 2nd shift

274/ 18- 2nd shift,

~4/208/16- 2nd mhift.

«1/10/18- 18t shift,
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V14 Continved From page 1 V114 Q’M& ans o ﬁg’*m e Ll
-12/15M8- 1st shift. DO o Grs Dl “’51 P
-12/3/118- 3rd shik Pertermed duay
-11/20/18- 15t Shift, eyr3a aﬁtﬂ odEC DN
<PHTA8- 2nd shift. ~ e Lo :
-10/20/18- 3rd shift, seets
~10/3/18- 2nd shift.
/17719~ Biank.
-B15/18- Blank,
-Bf2B/18- Blank.
-B/4/18- Blank, ;‘
TH418- Blank, !
711118~ Blank, f
~B12B/18- Biank, {
-H/12118- Biank.
-5¢16/18- Blank,
-513/18- Blank,
4125148~ Blank.
~Thores were no fire drills conducted on third shift
for the first quarter of 2018,
-During the second and third quarter of 2018, it
wais uhable 1o be determined which shift the drifls
wera conducted from 4125/18 through 917/18 as |
“fime/shift” on the fire drill ing were left blank. ‘
Interviews with client #1 and client #2 on 4/25M19 |
ravaaled. ;
-Drifls were being conducted at the group home. { !
I
Interview on 4/2519 with the Executive Director | l
ravesled: |
~Staff thet worked st the home from Aprl through |
Saplember of 2018 was no longer employed. ;
-New staff started working in SBeptember at the |
group hormae, !
-He was unaware the fire drill log was migsing !
which shift drills had been conducted from 4/5/18 {
through 91718, ; )
~Staff wolld be re-tralned on completing fire dril ‘
fog correctly 10 include a drilt per shift per quarter, :
-He confirmed fire drills shifis for the second and !
Division of Healh Service Reguialion R
STATE FORM o 95%71¢ # continuntion stieet 3 o g
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V 114 Continued From page 2 f

third quarter of 2018 wore ynable to be g
determined. |

V121 27G 0209 (F) Medication Requirements

10A NCAC 27G 0208 MEDICATION
REQUIREMENTS

(f) Medication raview:

(1) f the client receives psychotropic drugs, the
govarming body or operator shall be responsible
for obtaining a review of pach client's drug
regimen at laast every six months. The raview
shall be to be performed by a pharmacist or
physician. The on-site manager shall assure that
the client's physician is informed of the results of
the review when medical intervention is indicated.
(2) The findings of the drug regimen review shall
be recorded in the client record along with
corrective action, if applicable.

This Rule is not met as evidenced by:

Based on record reviews and interview the facility
falled to obtain drug reviews every six months for
one of thres clients (Cllant #2) who received
psyohotropic drugs. The findings are!

5
Review on 4/25/19 of Client #2's record revesied:
-Admission date of 171817,

-Diagnoses of Schizophronia; Menial Retardation,
-Physician's order dated 11/19/18 for Benztropine
Mesylate 0.5 my, 1 tabist twice a day.
-Physician's order deted 3/7/19 for Trazodons
100 mg, 2 /2 tablets avery night.

-Physician’s order dated 1/115/19 for Clozapine
200 mg. 2 tablets avery night.

-The February, Merch and April MAR revealed
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V121 Continued From page 3 vizt |
Client #2 was administered the abave |
medications daily. !

-Thera was no evidence of a six, months
puychotropic drug review for Client #2,

Interview on 42519 of Client #2's pharmacist

revaaled:

cz?emf reviews had never been performed for the
nt.

~Group hoiné owner had never reguested from

the pharmacist & drug review of psychotropic !

medications to the clients served at the home.

~Pharmacy woukd conduct drug reviews of Client

#2's psychotrapic medications if group home

ownheridirector would ordar them.

interview on 4/25/19 with the Director revealed:
«He wiss not aware that a drug review of
psychotropic medications had to be conducted to
the clients by & pharmacist or physician every six ;
months, i ;‘
-He would have pharmacist review Client #2's
psychotrapic medications.

He confirmed the six months psychotropic drug
review for Client #2 was not complated.

|
V736 276G G304(c) Facility and Grounds Maintenance ; V736

10ANCAC 275G 0303 LOCATION AND
EXTERIOR REQUIREMENTS

{¢) Each faclity and Jts grounds shall be
maintained in a safe, clean, attractive and orderly
manner and shall be kept free from offensive S
odor. l

This Rule is not met as avidenced by
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V736 Continued From page 4 V738
Rased on observation and interview, the facility
failed to ensure tacility grounds were maintained
in a clean, safe and attractive manner. Tha :
findings are.
R Lo o Iv)
Obsarvation on 4/25/19 at 12:15 PM of the E v ¢ Cashoe Do (*ﬁr“ ;[
kitchen area revealed: i Ao o %c::‘f"ib'—“-%“ Ve,
~Linoleum flooring was peeling off nexttothe Aty Yo Gl 1y e
fridge. ?. oSy Py Qe f/i‘?
DA e (G 4%:3,4& oo
Cbservation on 4/25/18 at 12:20 PM of the living | Clmgh ClaGen . RGP
area revealsd: § Conauet edh
-Paint was peeling off from the green wait. 3 . \ ond, DD ﬁ% -4
-Alarm system was hanging off by its cables and | ¥ C 3 ~ e COL
not secured to the wail. i Crne Yaoxwe @ )
| The fpoildy o tleenes
Observation on 4/25/19 at 12:22 PM of the i ; e on o wesilly
bedraom next to the kitchen revaaled: | {gaen fem™ 0 et
-Carpet next to the bed had a stain about 12 | LasS whelades o
inches in diameter. E Do igy s W2 pele -
-Bottom drawer from the dresser was missing the e Aufek wecet Uy, COC
front side, X RIS
Closet doors were dirty and stained, 5 A=A AT ) X Nean
Anside of room's entrance door was stained and e khave a'dedy Crea A
dirty. C\W“"“"M_‘) She wres U0 .
_ et AR (e S e
Observation on 4/25/19 at 12:27 PM of bedroom : YAy Lo
on the right side of the hall revesled: | ceporied o
-Dresser drawers were all out of track. | Ounoc v WO 0 ke
; b Loock o Lo
Obsarvation on 4/25/19 at 12:30 PM of bedroom | “‘\“hutﬁ\ - W s U’(i”c‘*:ﬂ Skar H\}
on the left side of the hall revesled. i BRI MR Acco:
-Carpet had several stains, § CAS He \;);*Q\'\(U" - ("- ‘} e
] ‘s & ) by @l
Observation on 4/25/19 at 12.35 PM of the ; : g \Qf t, ; )D . (b,k o ‘,.-”m#;l
facifity's outside revealed: f: G R ped G “‘é et
“The back side of back door was dirty and ; T he /if .1ty 0 The
stainad. g avctoe b
Interview on 4/25119 with the Director revealed:
Civrinall oF Flealth SEvice Reaiaion —
ETATE FORM pewy HEXT( Hf CONBAUNBON sham) 5 ofd



01/02/2014 18:41 FAX

g ga7

PRINTED: 06/01/2019

ivisi FORM APPROVED
Q!!A‘;’?; 1 of Health Servl ulation "
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTIO %3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, L z:uwm- " ( ,GOMNH ED
R
MHLOGY-232 B. WING 0A/26/2018 .
NAME QF PROVIDER OR SUPPLIER STREET AUDRESS, QITY. STATE, ZIP CODE
07 AARDNE WAY
CHANGING LIVES FAMILY CARE HOME 2
F, R BURLINGTON, NC 27217 —
() 1D SUMMARY STATEMENT OF DEFICIENGIES . PROVIDER'S PLAN OF CORRECTION -
FREF (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EAGH CORRECTIVE ACTION SHOULD BE cwl"}:
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) A CROSS.REFERENCED TO THE APPROPRIATE D&
| DEFICIENGY) e
V738 Continued From page 5 v 738 i
~Agency was responsible for doing maintenance i
for the home l
-Ha confirmed the faciiity failed to ensure faclity |
grounds ware maintained in a safe, clean, i
attractive end ordarly manner, i
i
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