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Vv 000| INITIAL COMMENTS V009
An annual and follow up survey was complated
on 04-17-18. Deficiencies were cited.
This facility is licansed for the following service
category 10A NCAC 27G 1700 Residential
Treatment Staff Secure for Children or
Adolescents
V 14| 27G 0207 Emergency Plans and Supplies V114 \/ “"\ ‘ ” ('C{
10ANCAC 27G .0207 EMERGENCY PLANS ¢ Fice Arill 9«*%: Lo\ be g "
AND SUPPLIES e eooh ﬁf) 3
(n) A written fire plan for each facility and Com \ﬁ’%@ \ =
area-wide disaster plan shall be developed and ueeeer \{
shall be approved by the appropriate locai &n Cb =
autherity, C\ ‘ £ 474
(b) The plan shall be made available to all staft e Q&W W s\\& L “\ L{ 7 T
and evacuation procedures and routes shall be - U my\,&
posted in the facility, m Q«%W\P\@’\‘ﬁa ; ; O r:j
{¢) Fire and disaster drills in a 24-hour facility *’f 4
shali be held at least quarterly and shall be 00 %;\_Wg}f cg)&r 2 \j
repeated for each shift. Drills shall be conducted ,)t,\ ) \‘
under conditions that simulate fire emergencies. - ‘ Y ;
(d) Each facility shall have basic first aid supplies * Tecs mendtorie b ;\56‘;
accessible for use. b " f_g 3\&& N = e /Bmﬁr
C\r\ 1 nojtﬁabooﬁ .
This Rule is not met as evidenced by ' .
Based on record review and inferviews, the LRVNT \ [’)ﬂ mmﬁm{ecg D Al
facility failed to assure disaster drills were ;
completed at Jeast quarterly and repeated for \O\-( Qp %‘m NOND i
each shift. The findings are: %: . A?, ﬁf[ \(
Review un 04-16-19 of the facilty's records
between January-April 2019 revealed:
-No disaster drilis were completed
-Ablank log identified the following shifts to
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10ANCAC 27G 0208 MEDICATION
REQUIREMENTS

{¢) Medication adrminiatration:

(1) Presaription or non-prescription drugs shall
only be administered 10 a client on the written
order of a person autharized by law to prescribe
drugs.

{2) Medications shall be seif-administered by
clients only when autharized in writing by the
cliant's physician.

(3) Medications, including injections, shall be
administered only by leensed peraons, or by
unlicensed persans trained by a registered nurse,
pharmacist or other legally gualified person and
privilaged 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
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V 114 | Continued From page 1 V114
operate the group home: 1st shift =
7:00am-2:00pm, 2nd shift = 3:00pm-11:00pm and
3rd shift = 11:00pm-7:00am,
During an interview on 04-17-18, staff #3 reporied
she had not completed disaster drills,
During an interview on 04-17-19, Qualified
Professional/Director stated
-Drills were completed every two weeks on
pay day
~Dlsaster drill logs should have been in the
book
-Didn't bring paperwork at the time of the
interview
-if he had additional information he would
regpond in the “rebuttal’ to statement of
deficiencies
v 118 276G .0208 (C) Medication Requirements V118
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recorded immediately after atministration. The
MAR is to include the following:

{A) client's name;

(B) name, strength, and guantity of the drug,
(C) instructions for administering the drug;

(D) date and time the drug is administered, and
{(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 followsd up by appointment ar consultation
with & physician.

This Bule is not met as evidenced by

Based on ohservation, record review and
interview, the facllity failed to assure medications
ware available to administer as well as assure the
MAR was kept current for one of four clients (#1).
The findings are:

Review on 04-15-19 of client #1's record
reveatsd:

Admitted: 02-08-18

-Diagnoses: ADHD (Attention Deficit
Hyperactivity Disorder), Conduct disorder and
inaomnia due to other mental disorders

-Age: 15

A. Physician's order dated 01.28-18 Focalin XR
10 myg tablet one in the morning (central nervous
systern stimulant used to treat ADHD).

Medication court sheet listed "04-13-19. .
beginning amount 1. Time: 7 AM...Dose given 1
tab {tabiet)...ending amount 0"

-Aprit 2019 MAR listed Focalin was:
administered 1st-12th only. Mo evidience Focalin
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2:00pm of client #1's medication revealed no
Focalin.

During interview on 04-15-19, staff #1 reported
client #1 was:

-On a horpe visit 04-12-19 {0 04-14-19

~Given the last dose of Focalin the morning of
D4-15-19°

During interview on 04-16-19, client #1 reported:
~Facility had never ran out of his medication

Interview on 04-16-13, the Medication Assistant at
the Physician's office reported:

O 04-15.19, the group homme salled for an
emergency supply of Focalin, A four day supply
was prescribed unill his appoirtmernt on 04-18-19

Nofe: Due to the conflicting information fram
interviews and documentation on the MAR as well
as medication count sheet, it could not be
determined if cient #1 received Fooslin as
ordered by the physician.

8. Physician's order dated 01-03-1% Calexa 10
mg one tablet daily {antidepressant)

-February-April 2019 MARSs listed no initials
to indicate Celexa was administered

During interview on 04-16-19, staff #2 reported:
-Client #1's guardian refused to sign for him
to take the medication. The physician indicated
clisnt #1 neaded the medication and therefore, it
was not discontinued. No documentation was
obtained from the guardian that she did not want
the client fo receive the medication. However, the
guardian would be able o clarify her intent via
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talephone contact

Several unsuccessful attempls were made to
contact the guardian.

During interview an 04-16-19, the pharmaciat at
the company usad by the facility reported:

-WMARSs for the facility were pre-typed based
on currant physician's orders

-Celexa remained an active physician's
orders per their records... ‘

- 28 day supply of Celexa had besn
dispensed to the facility monthly since December
2018, when the first prescription was noted,

C. Physician's order dated 10-15-18 listed
Seroquel 50 mg ons {0 two tablets at night
{psychotropic). A second physician's order dated
10-28-18 listed Seroguel 100 myg at night.
-February-April 2019 pre-typed MARS listed
no infials Seroguel 50 mg was administered,
Serogue! 100 mg was initialed as administered

During interview on 04-16-19, staff #2 reported:
-He may have forgotten to obtain phyisician's

order to discontinue medication so the pharmacy

couid remove Serogusl 50 mg from the MAR,

During interview on 04-16-19, the pharmacist at
the company used by the facility reported:

-Seroquel 50 mg rerained an active
physiclan's order per their record

-Since October 2018-present date, two
saparate bubble packets (50 mg and 100 mg)
totaling 150 mg for Seroguel had been dispensed
fo the facility monthly for client #1

During interview on 04-17-19, the Qualified
Professional/Director reperted he:
-Didd niot bring any records to this interview or
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paperwork
-Was not able fo provide any additionat
information regarding medication requirements
~Would provide any "rebuttal” to information
cited in the statement of deficiencies report with
his plan of carreetion resporise

27G 1701 Residential Tx. Child/Adol - Scope

HOANCAL 273 1701 SCOPE

{a) Aresidential treatment staff secure faciity for
children or adelescents is one that is a
free-standing residential facility that provides
intensive, active therapeutic treatment and
interventions within a system of care approach, it
shall not be the primary residence of an individua)
who is nof a client of the faility.

{(h) Staft secure means staff are required to be
awake during client sleep hours and supervision
shall be cortinuous as set forth in Rule . 1704 of
this Saction,

{¢) The population served shall be children or
adolescents who have a primary diagnosis of
mental iliness, emoetional disturbance or
substance-rejated disorders: and may also have
co=occUring disorders inchiding developmental
disabiliies. These children or adolescents shail
not meet criteria for inpatient psychiatric services,
{t)} The children or adolescents served shall
raguire the following:

{1) removal from home to a
community-based residential setting in order to
facilitate treatment; and

(2) treatment in a staff secure setting.

{8) Services shall be designed o

) include individualized supervigion and
structure of daily living,

{2) minimize the occurence of behaviors
related to functional deficits:

V118

V293

V292

Gsupedions, ol be
”Pmuw_‘tai ook dghes,
(‘_}E W\@&k@ﬂ”ﬁm mgﬁ
Mrests SPPontenentsS
A soul have. option
ot Q%ﬁﬁésf\& W PRI
or by pPhone.

Al redication changes
ol Pave o contrinue
Lo oe. approvad oy
teqal guacdians.-

6 - Ehﬁf,fﬁ? Aaneyes,
s medcakions will
e é\Ascu '&5@ &mhg

s (Al be mbm‘fw"c:{é} '

-9
4
On) 0™

U[LSQJ“—S

ey

OP Simmons meonthly
t

‘1

Division of Heaith Service ﬁegulaﬁcm

STATE FORM

Ll

5GFT1Y

I continuation sheet & of 12




PRINTED: 05/16/2019

FORM APPROVED
Pivigion of Health Service Regulation
STATEMENT OF DEFICIENCIES %1) PROVIDER/SUPPLIER/CLIA 042) MULTIPLE CONSTRUCTION (X33 DATE SURVEY
AND PLAN OF GORRECTION IRENTIFICATION NUMBER: : COMPLETED
A, BUILENG:
R
mhl092.576 B WING 0411712018
NAME OF PROVIDER DR SUPPLIER SIREET ADDRESS, SITY, STATE, 219 GODE
9609 KENNEBEC ROAD
UNITED FAMILY NETWORK AT WILLOW SPRIM WILLOW SPRINGS, NG 27592
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIGER'S PLAN OF CORRECTION (%8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
V223 | Continued From page 6 V263

{3) ensure safety and deescalate out of
controf behaviors including freguent crisls
management with or without physical restraint;
{4) assist the child or adolescent in the
acquisition of adaptive functioning in self-cantrol,
communication, social and recreational skifls; and
{5) suppor the child or adolascent in
gaining the skills needed to step-down 1o 2 less
intensive treatment setting.

{f) The residential treatment staff secure facility
shall coordinate with other individuals and
agencies within the child or adolescent's system
of cara,

Thie Rule i not met as evidenced by:

Based on observation, record review and
inferview, the facility failed o coordinate with
other agencies within one of four clent's #1)'s
system of care. The findings are:

Review on 04-15419 of client #1's record
reveaaied:

-Admitted: 02-08-15

-Diagnoses; ADHD (Attention Deficit
Hyparactivity Disorder), Conduct disorder and
insomnia due to other mental disorders

-Age: 15

~Physician's orders Celexa 10 mg one tablet
dally (antidepressant) dated 01-03-19 and Focalin
XR 10 mg one in the marning {central nervous
systerm stimulant used to treat ADHD) dated 01~
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28.19.

Observation on 04-15-19 at approximately
2:00pm of client #1's medication revealed no
Celexa or Focalin,

interview on 04-16-19, the Medical Assistant at
client #1's Physician's office reported:

-Client #1 recaivad psychiafric services at
their agency.

-in December 2018, he was prascribed
Celaxa initially and refills provided at his §1-28-19
office visit.

-01-28-19 was his last visil. Per notes from
that appointment, the Celexa had been put on
kold until his guardian was able to attend his next
scheduled appointment in February, 2018,

-A 02-25.19 appointment was missed and not
rescheduled until 04-15-18.

-0 04-15-19, the group home called for an
emergency supply of Focalin. A four day supply
was prescribed until his appointment on 04-18-19

Several unsuccessiul attempls were made to
contact client #1's guardiafn.

During interview on 041719, client #1's care
coordinator reported:

-in December 2018, she initiated conlact with
the group home as his new care coordinator

-nitially, she only had contact with group
home because the mom was not avallabie until
Fabruary.

-She had participated in monthly Child Family
Treaiment (CFT) meetings since January 2018,
Estimated she attended ai jeast three mestings

~Prior to this interview, she was not aware of
any issues regarding Gelexa, sither in the CFT,
by group home ot the guardian

- she had beers aware of the issues with
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Celexa, she would have spoken with her
immediate suparvisor for assistance, {ried o
identify barriers with the Celexa for the mom and
spoken with physiclan regarding alternative
medications.
During intarview on 04-17-19, the Qualified
Professional/Director reported he:
-Dld not bring any records to this interview or
paperwork
-Was not able to provide any additional
information regarding medication requirerments
-Would provide any "rebuttal” to information
cited in the statement of deficiencies report with
s plan of correction response
V Z96| 27G 1704 Residential Tx, Chilg/lAdo! - Min, V208 V&Gt (‘,

Statfing

10ANCAC 27G 1704  MINIMUM STAFFING
REGQUIREMENTS

{a) A quaiified professional shalt be available by
telephone or page. A direct care staff shall be
able to reach the facility within 30 minutes at all
times,

{b) The minimum number of direct care staff
raquired when children or adolescents are
prasent and awake i as follows;

1) two direct care staff shall be present for
one, two, three or four children or adolescents;
{2) three direct care staff shaif be present

for five, six, seven or eight children or
adolescents; and

{3) four direct care staff shall be present for
nine, ten, eleven or twelve children or
adolescents.

{c) The minimum number of direct care staff
during child or adolescaent sleep hours is as
follows:
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N two diract care staff shall be presant
and one shall be awake for one through four
children or adolescents;

{2) two direct care staff shall be present
and both shall be awake for five through eight
children or adolescents; and

(3) thraee ditect care staff shall be present
of which two shall be awake and the third may be
asleep for nine, ten, eleven or fwelve children or
adolescents.

{d) In addition to the minimum number of direct
care staff set forth in Paragraphs (8)-{¢) of this
Rule, more direct care staff shall be reguired in
the facility based on the child or adolescent's
individual needs as specified in the treatment
plan.

{e) Each facility shall be responsible for ensuring
supervision of children or adolescants when they
are away from the facility in accordance with the
child or adolescent's individual strengths and
needs as specified in the treatment plan.

This Rule is not met as evidenced by:

Based on cbservation, record review and
interview, the facility failed to ensure supervision
of children or adolescents when they are away
fram the facility in accordance with the child or
adolescent's individual strengths and needs as
specifiad in the treatment plan. The findings are;

Observation on 04-15-19 at 12:30pm revesled:

-2 vehicles pulled into the driveway directly
behind each other

-Staff #1 arrived at the home with 2 clients in
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NAME OF PROVIDER OR SUPPLIER

UNITED FAMILY NETWORK AT WILLOW SPRIb

STREET ADDRESS, CHTY, $TATE, ZIF CODE
9603 KENNEBEC ROAD

WILLOW SPRINGS, NC 27592

SUMMARY STATEMENT OF DEFICIENCIES

the car, Qualified Professional/Direcior arrived at
the home with 2 clients in a second car.

Review on 04-15-19 of client #1's record
revealed;

Admitted: 02-08.18

-Diagnoses: ADHD (Attention Deficit
Hyperactivity Disorder), Condugt disorder and
insomnia due to other mental disorders

-Age: 15

-Treatment plan updated 03-28-18 revealed
1.1 ratio when transported

Raview on 04-15-19 of client #2's record
rovealed;

~Admitted: 10819

-Giagnoses: Conduct Disorder and Cannabis
use Disorder

~Age: 15

-~ Treatment plan updated 03-29-19 revealed
1:1 ratio when fransported

Review on 04-15-19 of client #3's recard
revesaled:

-Admitted: 09-19-18

~Diagnoses: ADHD and Conduct Disorder

-Age; 16

- Traatment plan updated 09-18-18 revealed
1.1 ratio when transported
Review on 04-15-19 of client #4's recoid
revealed:

~Admittad; on 03-13-18

-Diagnoses: Disruptive Mood Dysreguiation
Bisorder, ADHD and Anxiety Disorder

~Age: 14

- Treatment plan updated 03-13-19 no
supervision requirements when client was away
from facility or being transported

(X4 1D ID PROVIDER'S PIAN OF CORRECTION (%5
FREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREER (EACH CORRECTIVE ALTION SHOULD BE coMPLETE
TAB REGULATORY OR 1LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
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NAME OF PROVIDER QR SUPPLIER

UNITED FAMILY NETWORK AT WILLOW SPRID
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2509 KENNEBES ROAD
WILLOW SPRINGS, NC 27592

(X410
PREFTX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(FACH DEFICIENCY MUST BE PRECEDED BY FuLl
REQULATORY OR L5G IDENTIFYING INFORMATION)

v
PREFIX
TAG

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

NEFIGIENCYY

CROSS-REFERENCED TO THE APPROPRIATE

{45}
COMPLETE
DATE

V298

W 736

Confinued From page 11

During interview on 04-17-19, staff #3 stated she:
~Worked 3rd shift 11:00pm-7:00am
~Transported clients alone
~Transported 2 clients from this home to the

main homs or gym, her cowarker transported the

other client in a separate car

During intarview on 04-16-19, staff #1 stated:

- The cllents were in separate cars with 1
staff per management directive

- Worked 18t shift 7.00am -3:;00pm

- Tranaported clients to medical appointments
1:1

During interview on 04-17-18, the Qualified
Professional/Director stated:

-He had been involved in the rule making
process

-He interpreted the rule to mean clients
"oresent and awake” in the facility only

“Me did not interpret the rule to mean in the
community

-if he had additional information he would
raspond in the "rebuttal' to the statement of
deficiencies compiled by Division of Health
Service Regulation

-The records were not available for review at
the time of exit

276G 0303(c) Facility and Grounds Maintenance

10A NCAC 27G .0303 LOCATION AND
EXTERIOR REQUIREMENTS

{¢) Each facility and its grounds shalf be
maintained in a safe, clean, attractive and orderly
manner and shall be kept free from offensive
odor,

V296
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NAME OF FROVIDER OR SUPPLIER

UNITED FAMILY NETWORK AT WILLOW SPERIP

9609 KENNEBEC ROAD
WILLOW SPRINGS, NC 27592

STREET ADDRESS, CITY, BTATE, ZiP CODE

This Rule Is nof mef as evidenced by;

Based on cbservation and interview, the facility
failed to assure group home was maintained in a
safe manner. The findings are;

Observation on 04-15-19 at approximately
3:30pm revealed a space heater located in the
hallway between client bedrooms and the lving
o0m,

Buring interview on 04-17-19, the Division of
Health Service Regutation Construction
Consultant reported:

-Faciliies with over 3 clients could not have
snace heaters.

During interviews  between 04-168-19 and
04-17-19, two of three staff reported:

-Space heaters were used by staff at the
facility

-One staff reported, the space heaters had
been used throughout the entire winter months

During interview on 04-17-19, the Qualified
Professional/Director responded "okay" when
nformed based on hullding code, the space
heaters were not permitted,

(X4 SUMMARY STATEMENT OF DEFICGIERCIES o PROVIDER'S PLAN OF GORRECTION (X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
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