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An Annual and Follow-Up Survey was completed , \/ / Loy
on 6-14-19. A deficiency was cited. g‘\ (O¢ s h 15}\ v{ CGM{I) Y
This facility is licensed for the following service l ( (0 U.\CLC ‘%( OLL( O&/O(/ 30l ?
category: x
- 10ANCAC 27G .5600C: Supervised Living N R R . (<
for Developmentally Disabled Adults t /R]C\ \4\ ‘ ,0 Co W@ LJ( J(Ll
V 18| 27G .0209 (C) Medication Requirements | vis 1SS CL“ Gro HW
10ANCAC 27G .0209 MEDICATION ! Shall\ wi \ e &
REQUIREMENTS ! s ) A <
(c) Medication administration: ; - Ha.( A%t (N
(1) Prescription or non-prescription drugs shall i 0 Sha( o ‘ |
only be administered to a client on the written ‘ N M e N pj,
order of a person authorized by law to prescribe | m 0 CQ W c&t o Min> n
drugs. i | _t )
(2) Medications shall be self-administered by | "% ool uné
clients only when authorized in writing by the | . i
client's physician. | Qp uu‘_e Mo r["(' < )
(3) Medications, including injections, shall be ' ,Q,T
administered only by licensed persons, or by . _F‘ o éj A coOmWm)
unlicensed persons trained by a registered nurse, COV\ \ i X l/'
pharmacist or other legally qualified person and - \\ b Q CoYW —HM’CV-
privileged to prepare and administer medications. \N'\- ZJ" A
(4) A Medication Administration Record (MAR) of ~ OC W W
all drugs administered to each client must be kept S
current. Medications administered shall be 54, por
recorded immediately after administration. The )g( l <D /f ) assi i
MAR is to include the following: 7 h A ,@v@wf]h
(A) client's name;
(B) name, strength, and quantity of the drug; ﬁ’é CJ( g(rof ¢ +M‘
(C) instructions for administering the drug; {b (OH £ (
(D) date and time the drug is administered: and
‘(jE) name or initials of person administering the CYQ (Ai—& N\ P(Q < ‘ \n@ us "3@
rug. !
(5) Client requests for medication changes or . B J( W \\ HWEL. M P{K B
checks shall be recorded and kept with the MAR ' “L
file followed up by appointment or consultation ’ h\.{ m 0‘/’@[ macd,
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This Rule is not met as evidenced by: ;
Based on interview and record review the facility | mD 114 @g b{,{ MCQ B“ ¢1%
staff failed to administer medications on the :

written order of a person authorized by law to ' 4{0 Q 4 Qv( QC (,"L (a
prescribe drugs and to keep a Medication % UU "
Administration Record (MAR) for each client &N A o ReuLe Nee

current and accurate, for 2 (client #1 and client

#2) of 3 clients surveyed. 4{0 - SJ(O%% QQUa@U-) as

The findings are:

N ~
Review on 6-13-19 and 6-14-19 of client #1' s [‘k < N Q/Qde

facility record revealed:

- admitted 7-6-66 Lwns Gt
- 72 years old \hQ SQ delC c'j He
- diagnosed with: ‘ (-
- Mild Mental Retardation i WQ C&LL F n Q m U‘(\
- Schizophrenia ' \\ Bub ¢ So . ath 4
- Depressive Disorder ’{ I 1 N US *
- Deaf |
- Osteoarthritis lLU.% mos J
- Tension Headaches e M/—i—oj( ™ UO{‘ A
- on 3-21-19 was prescribed by Primary Care | CG '(‘l‘.?f
Physician: @ Lu \‘D @d{/}’]m(<
- loratadine, 10 milligrams (mg) one, daily \ h"@
- flaxseed oil, 1000 mg two, twice daily & ! 5U \\ e @QW“

Review on 6-13-19 of client #2 ' s facility record

revealedd: s b e C(ﬁ -H(\(“@LL %QL\”
- admitte -5-96 (
diagnasedwits dovngadtadin vnﬂ/

- Intellectual Disability Disorder

- Schizophrenia % l lm u

5* cfb bt
- Schizoaffective Disorder, Bipolar Type 47\ P ULD u\) g‘h-m,‘iﬁ_ bp r D’Wlf) W
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sl ™
- Gastro-Esophageal Reflux Disease E b m § (\" (Zﬁb{ l
a 46{0
C\\ s K of{l

- Sleep Apnea
g/w 0 LM“}DT

- on 10-4-18 was prescribed by Primary Care
Physician:
- Vascepa 1 gram (gm) one, daily
- ranitidine 150 mg one, twice daily
- loratadine 10 mg one, daily
- on 2-4-19 was prescribed by Primary Care
Physician:
- benztropine mesylate 2 mg one, daily

Finding #1: Failed to administer medications on |
written orders '

Review on 6-13-19 of client #2 ' s MAR revealed: i
- benztropine mesylate was administered
twice daily from 2-4-19 until 2-14-19

Finding #2: Failed to keep a MAR for each client |
current and accurate l
i

Review on 6-14-19 of client #1 ' s MARs
revealed:
- loratadine was not documented as given:
-4-27-19 j
- 4-28-19
-flaxseed oil was not documented as given:
- 4-27-19 am dose [
- 4-28-19 am dose 5
- 4-5-19 pm dose
- 4-6-19 pm dose I
-4-7-19 pm dose
- 4-26-19 pm dose
- 4-27-19 pm dose
- 4-28-19 pm dose
- 4-29-19 pm dose

Review on 6-13-19 of client #2 ' s MARs
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revealed: [
- Vascepa was not documented as given: :
- 5-5-19 ;’
- ranitidine was not documented as given: .
- 5-5-19 |
- 5-22-19 |
- benztropine mesylate was not documented [
as given: s
- 4-29-19 .
- 4-30-19 '
- loratadine was not documented as given: |
l - 4-29-19

|
- 4-30-19 f
l

Interview on 6-13-19 with the Qualified ‘
Professional (QP) revealed: i

- the facility has been creating their own MAR
forms '

- client #2 ' s benztropine mesylate had .
previously been prescribed to be given twice daily |

- the risks for errors was increased when f
client' s medications changed frequently

- during the month of February, the facility
manager was transitioning out of employment,
and possibly not as diligent as she should have
been

- the QP also reviews the MARSs to reduce
mistakes

- nevertheless, "that ' s on me, that would be
on me at the time ..."

- "it would be good going forward for staff
making errors to have additional medication
administration training."

Interview on 6-14-19 with the Residential Director |

revealed: '
- "the facility manager was leaving, on her |

way out and she was supposed to know g

everything -medication changes and relay that |

information (to the rest of the staff)."
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- "l " m thinking staff were overwhelmed and |
confused"” |
- a new procedure will be for the facility |
manager to review client ' s MARs at the end of |
each shift 1
- the facility manager will be expected to ;
review all medication changes '
- the QP will review MARs after the facility |
manager !
1
-
i
|
;’
|
i
|
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WV orkshop
“"Davidson

EMPOWERING INDIVIDUALS WITH
THE TOOLS FOR SUCCESS SINCE 1964 CARF Accredited

Vocational & Life Skills Training
for Adults with Disabilities

The United Way of Davidson County

June 24, 2019

DHSR - Mental Health
Scott Walton, LCSW e o
Facility Compliance Consultant I JUL 012019
Mental Health Licensure and Certification Section ,
NC Division of Health Service Regulation Lic. & Cert, Section

2718 Mail Service Center
Raleigh, NC 27699-2718

Dear Mr. Walton:

Please find enclosed the plan of correction required per your annual survey completed June 13, 2019 at The
Workshop of Davidson Group Home I (MHL 029-024). Thank you for your assistance during this review.

Sincerely,

Y bl 00 o

Kara Cody
Executive Director

Mailing Address
P.O. Box 906

Lexington, NC 27293-0906
Telephone: (336) 248-2816

Location: Group Homes Fax: (336) 248-4995
275 Monroe Road 228 West Ninth Street, Lexington, NC Email: info@workshopofdavidson.org
Lexington, NC 27292 509 Shoaf Street, Lexington, NC www.workshopofdavidson.org



