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V GO0 INITIAL COMMENTS v 000
An annual and complaint survey was completed
on 7/11/18. The complaints were substantiated RECEIVED
{%F‘ltak@ #NCOD?&ZE?{)' NCOO" 53 1 8_9 and By DHSR - Mental Health Lic. & Cert. Section at 8:09 am, Jul 24, 2019
NCOO153511). Deficiencies were cited. y

This facility is licensed for the following service
category: 10A NCAC 27G .6600A Supervised
Living for Aduits with Mental Iliness.

V 110l 276G 0204 Training/Supervision V10
Paraprofessionals

10ANCAC 273G 0204 COMPETENCIES AND
SUPERVISION OF FARAFROFESSIONALS
(8) There shall be no privileging requirements for
paraprofessionals,

{b) Paraprofessionals shall be supervised by an
associate professional or by a qualified
professional as specifisd in Rule .0104 of this
Subchapter.

(6) Paraprofessionals shall demonsirate
knowledge, skills and abilites required by the
popuiation served.

(d) Absuchtime as a competency-based
employment system is established by rulemaking,
then qualified professionals and associate
professionals shall demonstrate competencs,
(e) Competence shall be demonstrated by
exhibiting core skills including:

(1) technical knowledge;

(2) cultural awareness;

{3) analytical skills;

{4) decision-making;

{5) Interpersonal skills,

(6) communication skills; and

{7} clinical skills.

{fy The governing bedy for each facility shall
develop and implement policies and procedures
for the initiation of the individualized supervision
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pian upon hiring each paraprofessional.

This Rule iz not met as evidenced by:
Based on record reviews and interviews one of For all DIC medications, Evic Taylor, Group -
seven aldited staff (staff #1) failed fo Hame Director wilt call Freda Kietsch, COO TH2MG

demonstrate the knowledge, skills and abilities vHo the day of D/C order to make her aware.
required for the population served, The findings Director will D/G medicatien from MAR and
are: ramove medication from medication box and
. complete Southarn Phamacy retum form and Ongoing
. ) place the D/C medication and form in the DIC

Review on 7/16/19 of client #1's record revealad: Box for pharmacy i pick up, The Director wil
Admission dafe of 3/4/18. take & §icture of DG madication, forr snd 0/C
g : ; : : box and send to Frada Kietsch, COO, 1o
HQ'EI“ng?f?S ‘?f S}?’hl‘zoaf:‘?wve E’?”éder' f_‘;_”%m*a' confirm that madication DG process has been

igh Lnolesterol, incontinence, rakgue, 100acco completed and will notify Freda Klstsch, COO
Use and Overweight. whan pharmacy has picked up the medication,
-Physician’s order dated 5/30/19 for Xanax 1 mg, See attached sheets for Drugs Returned to
one tablet three times daily. Pharrmacy.
'-Th@rﬁ‘ Wé‘m ém O?der“ Chﬂng@. G 6[5{19 fC%E“ the Théfﬂ?éutiCAltemaiives’ Medlca%lan D%Spcsaf
Xanax 1 mg. The order changed {0 Xanax 0.25 Policy was revisad on 71719 lo reflect that al
mg, one tablet by mouth fwice a day. non-controlled and controlled substances shall

be disposad of by ransfer o a local pharmacy

Review of the facility's personnel records on for destruction. See attachad revisad Policy,

7H11/18 revealed:

-Staff #1 had a hire date of 1111516,

-Staff #1 was hired as a Residentiai Supports
Warker.

Review of facility records on 7/10/19 revealed:
-An internal investigation dated 8/18/19 had the
following information-Staff were questioned abeout
a missing medication for client #1, "[Staff #2)
reported she knew nothing about a missing
medication or the medication not being returned
to the pharmaocy. [Staff #2] stated she was not
working when the medication was returned fo the
Division of Hasith Service Regulation
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pharmacy.” [Staff #1] reported that the medication
was put in the D/C (discontinuation} box to be
refumed to the pharmacy on 5/30/18. The
pharmacy deliveryman arrived to drop off the new
batch of medications for the group home on
5/30/19 at around 11:00 p.m, [Staff #1] attempted
to have the deliveryman take the Xanax;
however, the deliveryman would not accept the
discontinued medication because a return
controlled form was not available.....[Staff #1] said
she put the medication back in D/C
{discontinued) return box. On the night of 5/1/18
the deliveryman came with the D/C raturn form.
[Staff #1] went back into the locked closet to
retrieve the medication and fill out the form. The
medication was gone. When [Staff #1] was
questioned why she did not notify the Direcior of
the missing medication she stated, "I thought
someane just flushed the medication." [Staff #3]
was a fill in staff on 8/1/19, [Btaff #3-] was
guestioned and stated he had not one info the
DIC (discontinued) closet and was not aware that
a medication was in the box to be returned. After
guestioning the staff that worked shifts during the
time the medication went missing and afier
questioning [The Group Horme Director], the
rmedication was missing and not reported o [The
Group Home Direstor] and he was unaware of the
missing medication until MCO (Managed Care
Organization) visited on 6/18/19.

interview with siaff #1 on 71101148 revealed:
-Client #1 had an incident with missing Xanax
medication in June 2018,

-Client #1 had a change with her Xanax
medication,

-She had to send the packet of Xanax back to the
pharmacy.

~They were required to put discontinued
medication in a locked box and keep it in the
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hallway closet.

-A pharmacy person came o the home io get the
medication.

-The pharmacy person refused to take the Xanax
and toid her she needed a controlled medication
form.,

-3he put the medication back in the locked box,
however she did not put if in the locked hallway
closet,

-She put the medication box on the tap of the
refrigerator in staff office area.

-The pharmacy person came out the next night fo
pick up the Xanax.

-When she locked in the locked box the Xanax
Wwag missing.

-She was not sure what happened 1o the
medication.

-She thought other staff possibly stole the
medication.

interview with the Group Home Director on
7H10/19 and 7/11/19 revealed:

-On 6/18/18 they had a vislt form the local
Managed Care Organization (MCO).

-The staff from the MCO informed them there
was a complaint related to some missing
medication.

-He was informed there was a complaint in
reference to client #1 missing some Xanax
tablets.

Client #1 was prescribed Xanax tablets at the
beginning of June 2018,

-Staff felt ke the mifligrams of Xanax was
possibly oo much for client #1.

-The Xanax was making client #1 "loopy and
sleepy.”

-The physician was contacted and agreed to
decrease the dosage,

-The Xanax pills were supposed to be returned
the pharmacy that same night.
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~He thought staff had retured the medisation
towards the beginning on June 2019.

-He did not know there was an issue until the
MCO staff brought it to his attention.
-Therapeutic Alternatives did an investigation
once the issue was brought fo their attention.
-Staff #1 informed them she was in the process of
returning the Xanax to the pharmacy.

-Staff #1 said a pharmacy person came io the
home, howaver the person would nof take the
Xanax,

-Staff #1 told them the pharmacy person refused
to take the medication because she did not have
the correct form.

-Staff #1 was toid she was supposed to have a
controfied drug form for the Xanax.

~Staff #1 teld them she put the medication back
into discontinued box and in the locked hallway
closet,

-Staff #1 told them a pharmagy person came out
the next night.

-The pharmacy person brought the controiled
drug form for the Xanax.

-Staff #1 told them she went into the discontinued
box to get the Xanax.

-Staff #1 told them the Xanax was no longer in
e discontinued box.

~3he told them she did not bring it to anyone's
attention because she thought other staff sent
medication back.

-The Pharmacy confirmed the Xanax for client #1
was never returmned to the pharmacy.

-Staff #1 never informed themn that she lef{ the
discontinued box with Xanax on the top of the
refrigerator in staff office area.

Interview with the Chief Operations Officer on
7111718 revealed:

-She was aware of the incident with the missing
Xanax for client #1,

YADKIN
DKIN PLACE SOUTHERN PINES, NG 23387
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-She received a call from the local MCO about
the medication issue in June 2018,

-Prior o the local MCO coming out, they were not
aware the Xanax medication was missing for
chient #1.

-Staff #1 informed them she attempied 1o return
the Xanax medication.

-Staff #1 told them the pharmacy person refused
to take the medication.

-Staff #1 told them she was suppossd to have a
controiled medication form attached o the
medication,

-Staff #1 informed them she put the locked
medication box which contained the Xanax into
the locked hallway closet.

-Staff #1 informed them the pharmacy person
returned to the home the next night to get the
medication.

-Staff #1 informed them she went into the locked
medication box, however the Xanax was missing.
-Staff #1 informed them she never said anything
about the medication missing because she
thought someons threw it away.

-Staff #1 never informed them that she left the
discontinued box with Xanax on the top of the
refrigerator in staff office ares.

270 0207 Emergency Plans and Supplies

T0ANCAC 276G .0207 EMERGENCY PLANS
AND SUPPLIES

(&) A writter: fire plan for each facility and
area-wide disaster plan shall be developed and
shall be approved by the appropriate [ocal
authority.

(b) The plan shall be made available to all staff
and evacustion procedures and routes shail be
posted in the facility,

(c) Fire and disaster drills in a 24-hour facility

V110

V114
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under conditions that simulate emergencies, The
findings are:

Raview on 7/11/19 of the facility's fire drill log
revesled the following:

~711/18-2nd shift

-6/11/19~1st shift

-518/19-1st shift

~4{11/19-2nd shift

-3(25/19-3rd shift

~23/18-2nd shift

~H22/18-1st shift

~12/31/18-3rd shift

-There were no fire drilts conducted during 3rd
shift for the 2nd quarter of 2019,

Review on 7/11719 of the facility's disaster drilf og
revealed the following:

~713/19-2nd shift

-6/16/10-1st shift

=5f21/18-20d) shift

-4130/19-2nd shift

-3/26/19-15t shift

-2/ 18-1 8t ghift

~1/28119-3rd shift

12224 8-2nd shift

-There were no disaster driffs conducted during
3rd shift for the 2nd guarter of 2018.

scheduled.

Director with completing dates/shifts time for fire
and disaster drifls for the remainder of the year
for Yadkin Placa (seo attached schedui). Eric
Taylor, Director will review fire and dizaster drills
monthly to meke sure all drills are completed as

o ‘ ‘ FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/ISUPPLIER/CLIA (%) MULTIPLE CONSTRUCTION {63} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
MHL063-087 B. WING 07/11/2019
NAME OF PROVIDER OR BUPPLIER STREET ADDREES, CITY, STATE, ZIF CODE
360 YADKIN ROAD
YADKIN PLACE
ADK LA SOUTHERN PINES, NC 28387
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION o
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T THE APPROFPRIATE OATE
V 114 | Continued From page 8 V114
shall be held at least quarterly and shall be
repeated for each shift. Drills shall be conducted
under conditions that simulate fire emergencies.
{¢) Each facility shall have basic first aid supplies
accessible for use.
This Rule is not met as evidencead by:
Based on record reviews and interviews, the
facility failed to conduct fire and disaster drills V 14 Freda Kietsch, COO assisted Eric Taylor, 711G
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-There were no disaster dills conducted during
2nd shift for the 1st quarter of 2018.

interview with client #2 on 7/10/19 revealed;
-Staff conducted fire and disaster drills with them.
-%he was not sure how often the drilla were being
conducted.

Interview with client #3 on 7/10/19 revealed:
-Staff did fire and disaster drills with them

-She thought the fire and disaster drills were done
monthly.

interview with the Group Home Director on
711118 revealed:

-The group home had three separate shifts,

-He was g ittle confused about the way the drills
were suppesed o be conducted,

-He confirmed staff falled to conduct fire and
disaster drifls under conditions that simulate
emergencies.

interview with the Chief Operating Officer on
7111/19 confirmed.

-Siaff failed to conduct fire and disaster drills
under conditions that simulate emergencies.

V 18] 273G .0208 (C) Medication Requiremenis

10ANCAC 27G 0209 MEDICATION
REQUIREMENTS

(¢} Medication administration:

(1) Prescription or non-prescription drugs shall
only be administered to a client on the written
order of a perscn authorized by law to prescribe
drugs.

{2) Medications shall be self-administered by
clients ohly when authorized in writing by the
client's physician.

V114

V118
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{3) Medications, including injections, shall be
administered only by licensed parsons, or by
unlicensed persons trained by a registered nurse,
pharmacist or other legally qualified person and
privileged 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
recorded immediately after administration. The
MAR is to include the following:
(A) client's name;
{B) name, strength, and quantity of the drug;
{C) instructions for administering the drug;
(1) date and time the drug is administerad; and
(E) name or initials of person administering the
drug.
(6) Client requests for medication changes or
checks shall be recorded and kept with the MAR
file followed up by appoiniment or consuliation
with a physician.
For all 70 medicationa, Erie Taylor, Group Home
Director wilt cali Freda Katsch, COOG the day of DIC
order to make her aware.  Dirsctor will D/C
. . . ) madication from MAR and remove medication from
This Rule is not met as e&vxdgnced_ by: medication box and complete Southam Pharmacy 711210
Ba?‘?d an record review and IHQQNIBWS, the return form and place the YC medication and form
facility failed to follow the physician's orders and VB in the D/C box for pharmacy to pick up.  The
failed to keep the MAR current for one of three Director will take a picture of DIC medication, form Ongolng
clients (#1) The findings are: and DIC box and send to Frada Kietsch, COC, to
- g . cordirm that medication DO process has heen
L o completed and will nolify Freda Kletsch, COO when
1. The following is evidence the facility faled to phammacy has picked up the medication.
follow the physician’s orders, - A
Medication Administration Refresher tralning was
\ . , ivenn by Vicki Rhodes, RN on 7A12/19.  Staff
ReVIEW on ?/1{};‘?9 Ofclleﬂt #‘2 8 I"ECO%"d Tevea]edi gresent ywas Fred Rughgs' =y Taygog" Janice TH2M18
-Admission date of 3/4/1¢. Sroith, Le'Quasia Burch and Deana Chamberiain.
~Diagnoses of Schizoaffective Disorder, Anemia, See attachad training record and terlificates,
High Cholesteroi: Incontinence, Fatigue, Tobacco Staffing scheduled with all staff with Freda Kletsch,
Use and Overweight. ‘ COO on 8/2/19 at 10:00 am,
-Physician’s order dated 12/31/18 for Flucxeting

Divigion of Heaith Sarvica Ragulation

STATE FORM

S840

HZkM1

[t erntinuation shest 9 of 18




JOL/23/2019/TUF 03:15 PM FAT o, P 012
PRINTED: 07M17/2018
o , ‘ FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIERICLIA (X2 MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
MHLD63-087 B, WING 0771412019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, QITY, STATE, ZIP CODE
360 YADKIN ROAD
YADKIN FLACE
SOUTHERN PINES, NC 28387
(4) 1 SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RERERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
V 118 | Continued From page 9 V118

20 myg, one capsule dally and Quetiapine 100 mq,
one tablet at bedlime.

-there was a disconfinuation of medication order
dated §/30/19 for Fluoxetine 20 myg and
Quetiapine 100 mg.

Review of facility records on 710/18 revealed:
~Incident reports for client #1 revealed the
following: (1). 6/18/19-"[Staff #3] administered 1
tab (tablet) Prozac 20mg during 8am med
{medication) pass on 6/18/19. This medication
was discontinued on 5/306/19." {2). 6A17/19-
[Former staff #7] administared 1 tab (tablet)
Seoquel 100mg during 8pm med (medication)
pass on 8/17/19. This medication was
discontinued on 5/30/19. [Former staff #7] initials
were written on back of med (medication) pack
with date of 8/17/19 and the tablet was missing
from pack.”

Interview with the Chief Operations Officer on
TH1/19 revealed:

-She was aware of the medication errors made by
staff #3 and F5 #7.

~The Group Home Director was respansibie for
reviewing the MAR's, orders and medications.
-The Group Home Director should review the
MAR's, orders and medicgtions {o ensure there
were no errors.

-A discontinued medication must immediately be
placed in the discantinued box and returned to
the pharmacy.

-She confirmed staff #3 and FS #7 failed to follow
the physician's orders for client #1.

2. The following is evidence the facility failed to
keep the MAR current,

Review on 7M10/19 of client #1's record reveaied:
-Physician's order dated 3/18/19 for Benziropine
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V 118

V120

Continued From page 10

Mesylate 1 g, one tablet two times daily;
Clozapine 100 mg, four tablets at bedtime;
Aforvastatin 20 mg, one {ablet at bedtime and
Divalproex 500 mg, three tablets at bedtime.
-The July 2019 MAR had a biank box on 7/8/19
for Clozaping 100 mg.

-The May 2019 MAR had blank boxes on 5/31 for
Benztropine Mesylate 1 mg, Glozapine 100 mg,
Alorvastatin 20 mg and Divalproex 800 mg.

interview with the Group Home Director on
7/10/19 revealed:

-He thought staff possibly forgot to sign the May
and July MAR's to indicate medication was
administered.

-Thers were no issues with clients getting their
prescrived medications.

-He confirmed staff failed to keep the MAR
current for client #1.

Interview with the Chief Operations Officer on
71119 confirmed:
-Staff falled to keep the MAR current for client #1.

27G .0209 (E) Medication Requirements

10A NCAC 273G 0208 MEDICATION
REQUIREMENTS

(e} Medication Storage:

{1) All medication shall be stored:

{A) in a securely iocked cabinet in a clean,
walllighted, ventilated room between 58 degrees
and 86 degrees Fahrenheit;

{B) in a refrigerator, if required, between 36
degrees and 46 degrees Fahrenheit, If the
refrigerator is used for food items, rmedications
shall be kept in a separate, locked compartment
or container,

(C) separately for each client;

V118

V20
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seclrely lecked cabinet affecting one of three
current clients (#1). The findings are:

Review on 7M10/19 of client #1's record reveated:
-Adrrission date of 3/4M19.

-Diagnoses of Schizoaffective Disorder, Anemia,
High Gholesterol, Incontinence, Fatigue, Tobacco
Use and Overweight,

-Physician's order dated 5/30/19 for Xanax 1 mg,
one tablet three times daily.

-Thers was an order change on 6/5/19 for the
Xanax 1 ma. The order changed to Xanax 0.25
mg, one tablet by mouth twice a day.

Review of facility records on 7/10/19 revealed:
-An internal investigation dated 6/18/19 had the
following information-Staff were questioned about
& missing medication for client #1, "[Staff #2]
reported she knaw nothing about a missing
medication or the medication not being refurned
to the pharmacy. [Staff #2] stated she was not
working when the medication was returned to the
pharmacy.” [Staff #1] reported that the medication
was put in the D/C (discontinuation) box to be
returned to the pharmacy on 5/30/18. The
pharmacy deliveryman arrived to drop off the new

fror medication box and complate Southemn
Phammacy return form and place the DIC
medication and form in the D/C box for pharmacy
tp pick up. The Director wilt take a picture of /G
medlcation, form and D/C box and send to Freda
Kigtsch, COO, to confirm that medicatlon DIC
process has been completed and will notify Freda
Kietsch, COO whan pharmaey has picked up the
medication,

Medication Administration Refresher training was
given by Vickl Rhodes, RN on 7/12/19. Staff
present was Fred Hughes, Eric Taylar, Janice
Sendth, La'Guasia Burch and Deana Chamberlain,
See attached record and centificates.,

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/GLIA 1X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
MHL.083-087 B. WING Q7111120149
NAME OF PROVIDER OR SUPPLIER STREET ADDREESS, CITY, STATE, ZIP CODE
360 YADKIN ROAD
YADKIN PLACE
SOUTHERN PINES, NC 28387
(%43 10 BUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORRECTION o)
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENGED TO THE APEROPRIATE DATE
DEFICIENCY)
V 120| Continued From page 11 V120
(& %par&tely for axtarnal and internal use;
{E) in a secure manner if approved by g physician
for a client to self-medicate.
{2) Each facility that maintaing stocks of
controlfed substances shail be currently
registered under the North Carolina Controlled
Substances Act, G.8. 90, Article 5, including any
subsequent amendments.
This Rule is not E’HEIE as EWd?nCEd. by: Viza For all /G medications, Eric Tayior, Group Home
Based on record review and interviews, the Director will call Frada Kletseh, COO the day of e
facility failed fo ensure medications were in & D/C order to make her aware. Director wil ByG
medication from MAR and remove medication Ongoing
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batch of medications for the group home on
5/30/19 af around 11:00 p.m. [Staff #1] attempted
tn have the defiveryman fake the Xanax;
however, the defiveryman wouid not acoept the
discontinued medication because a refurm
confrofled farm was not available.,...[Staff #1] said
she put the medication back in D/C
{discontinued) return box. On the night of 6/1/19
the deliveryman came with the D/C return form.
{Staff #1] went back into the locked closet to
retrieve the medication and fil out the form. The
medication was gone. When [Staff #1] was
guestioned why she did not notify the Director of
the missing medication she stated, "l thought
somecne just flushed the medication." [Staff #3]
was a fill in staff on 6/1/18. [Staff #3-] was
guestioned and stated he had not one into the
DIC {discontinued) closet and was not aware that
a medication was in the box to be refurned. After
questioning the staff that worked shifts during the
time the medication went missing and after
questioning [The Group Hame Director], the
medication was missing and not reported to [The
Group Home Director} and he was unaware of the
missing medication until MCO (Managed Care
Organization) visited on 6/18/18.

Interview with staff #1 on 7110719 revealed;
-Client #1 had an incident with missing Xanax
medication in June 2018,

-Client #1 had a change with her Xanax
medication.

-8he had to send the packet of Xanax back to the
pharmacy.

-They were required to put discontinued
medication in & locked box and keep it in the
halhway closet.

-A pharmacy person came to the home fo get the
medication.

-The pharmacy perscn refused to take the Xanax

YADKIN PLACE
SOUTHERN PINES, NC 28387
(%43 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGUIATORY OR L5C IDENTIFYING INFORMATION) TAG CROSH-REFERENCED TO THE APPROPRIATE CATE
DEFIGIENCTY)
V 120 | Continusd From page 12 V120
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and toid her she needed & controlled medication
form.

-She put the medication back in the locked box,
however she did not put it in the locked hallway
closet.

-She put the medication box on the fop of the
refrigerator in staff office area.

~The pharmacy parson came out the next night to
pick up the Xanax. ‘
-When she {ooked in the locked box the Xanax
was missing.

~She was not sure what happened to the
medication.

~She thought other staff possibly stole the
medication.

-5he confirmed facility staff failed to ensure
medications were securely locked in a cabinet,

interview with the Group Home Director on
7H10/18 and 7/11/18 revealed:

-0n 6/18/18 they had a visit form the local
Managed Care Organization (MCO).

-The staff from the MCO informed them there
was a complaint related to some missing
medication,

-He was informed there was a complaint in
reference 1o client #1 missing some Xanax
tablets.

-Client #1 was prescribed Xanax tablets at the
beginning of June 2019,

-Staff feit ke the milligrams of Xanax was
possibly too much for client #1.

-The Xanax was making client #1 "loopy and
sleepy."

-The physician was contacted and agreed to
decrease the dosage.

~The Xanax pills were stipposed to be returned to
the pharmacy that same night.

~He thought staff had returned the medication
towards the beginning on June 2019,

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICUIA (X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: A BULDING: COMPLETED
MHL63-087 8. WING 07/11/2019
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
360 YADKIN ROAD
YADKIN PLACE
SOUTHERN PINES, NC 238387
{Xa) 19 BUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROS$S-REFERENGED TO THE APPROFRIATE DATE
DEFICIENCY)
V120 Confinued From page 13 V120
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-Me did not know there was an issue until the
MCO staff brought it to his attention.
-Therapeutic Alternatives did an investigation
once the issus was brought to their attention.
-Staff #1 informed them she was in the process of
returning the Xanax to the pharmacy.

-Staff #1 said a pharmacy person came 1o the
home, however the person would not take the
Xanax.

-Staff #1 told them the pharmacy person refused
to take the medication because she did not have
the correct form.

-Staff #1 was told she was supposed to have g
controlied drug form for the Xanax.

-Staff #1 told them she put the medication back
into discontinued box and in the locked hallway
closet.

-Staff #1 told them a pharmacy person came out
the next night.

-The pharmacy person brought the controlled
drug form for the Xanax.

-Staff #1 told them she went info the discontinusd
box to get the Xanax.

-Staff #1 told them the Xanax was no longer in
the discontinued Hox.

-She told them she did not bring it to anyone's
attention because she thought other staff sent
medication back,

-The Pharmacy confirmed the Xanax for client #1
was naver returned to the pharmacy.

-Btaff #1 never informead them that she left the
discontinued box with Xanax on the top of the
refrigerator in staff office area.

-He confirmed the facility staff failed to ensure
medications wera securely locked in a cabinet.

interview with the Chief Opearations Officer on
7/11/18 revealed,

-8he was aware of the incident with the missing
Xanax for client #1.
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-She received a call from the local MCO about
the medication issue in June 2019.

-Prior to the local MCO coming out, they were not
aware the Xanax medication was missing for
client #1.

~Btaff #1 informed them she altempted to retum
the Xanax medication.

-Staff #1 tokd them the pharmacy person refused
to take the medication.

-Staff #1 told them she was supposed to have a
controfled medication form atiached to the
medication.

-Staff #1 informed them she put the locked
medication box which contained the Xanax into
the locked hallway closeat,

-Staff #1 informed them the pharmacy person
returned to the home the next night to get the
medication.

-Staff #1 informed them she went into the locked
madication box, however the Xanax was missing.
-Staff #1 informed them she never said anything
about the medication missing because she
thought someane threw it away,

-Staff #1 never informed them that she left the
discontinued box with Xanax on the top of the
refrigerator in staff office area.

-3he confirmed the facility staff failed to ensure
medications were securaly locked in a cabinet,

%4y 1D SUMMARY STATEMENT QF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
V 120| Continued From page 15 V120
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Therapeutic Alternatives, Inc. — P.O. Box & 14 — Randlerman, NC 27317

€]
MEDICATION ADMINISTRATION

Freseription or non-prescription drugs shall only be administered to a consumer on written order of a person authorized by law
to prescribe drugs.

Medications shali be self-administared by consumers only when aathorized in writing by the consumer’s physician.

Medications, including injections, shall be administered only by licensed persons, or by unlicensed persons trained by a
registered nurse, pharmacist or other legally qualified person and credentialed to prepare and administer medications.

A Medication Administration Record (MAR) of 2li drugs administered to each consutner tust be kept current. Medications
administersd shall be recorded immediately after administration, The MAR shall include the following: consumer’s name;
name, strength, and quantity of the drug; instructions for administering the drug; date and time the drug is administered; name
or initials of person administering the drug,

Community Support Individual, Community Support Team, CAP-MR/DD, Crisis Respite, Psychosocial Rehabilitation, Mobile
Crisis, Intensive In-Home, Day Programs, and Targeted Case Management Services do not administer medications. Under rare

circumstances staff providing these services may administer medications on a case by case consideration. Staff must have
completed the required medication administration training and the consumer’s plan must indicate medication administration,
Staff administering medication must comply with all medication policies and procedures.

Consumer requests for medication changes or checks shall be recorded and kept with the MAR file followed-up by appointment or
consultation with a physician,

10A NCAC 27 0209 (d)
MEDICATION DISPOSAL

All prescription and non-prescription medication shall be disposed of in a manner that guards against diversion or accidental
ingestion,

Non-controlied and controlled substances shall be disposed of by transfer to a local pharmacy for destruction.
The Program shalf maintain a record of the medication disposal.

Documentation shall spesify the following! consumer’s name; medication name, strength, quantity; disposal date; method of
disposal; signature of the person disposing of medication; signature of person witnessing destruction,

Upon discharge of a consumer, the remainder of his or her drug supply shall be disposed of promptly unless it is reasonably
expectzd that the consumer 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 the consumer’s discharge from services.

(e)
MEDICATION STORAGE

All medication shall be stored:

3

in a securely locked cabinet in 4 clean, well-lighted, ventilated toom between 59 and 86 degrees Fahrenheit:

in a refrigerator, if required, between 36 and 46 degrees Fahrenheit. (If the refrigerator is used for food items, medications shall

be kept In 2 separate, locked compartmeni or container.};

separately for each consutmer;

separately for external and internal use; and

in a secure manner if approved by a physician for 2 consumer to selfvmedicate,

N0 Sheet a of 11
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From: Eric Taylor Erc.Tayier@mytahome.com &
Subject: fire dril
Date: Jduly 22, 2019 at 410 PM

To: Freda Kletsch freda@mytahomsa.com
Ce:  Erig. Tavlor@mytahama.com

Drills Aug Dec 2019

August Drifls: Flre 7t at 6am (3rd Shiﬂ) Disaster 20th 1230a (3"")
Sept Drills: Fire 12" at 330p (1 Shiffy . Disaster 25t at 9am (15 ahlft) L
Oct Drills: Fire 7t at 10pm (2" Shift) Dzsaster 24“" at 6pm (2"“ Shift)
Nov Drills: Disaster 3™ 515am (3" smﬁ)  Fire 16t at 3am (39 Shift)

‘ Dec Drﬂ[s Fire 5"’ 315pm (15f Shlft) Dlsastef 23*”“’ 320pm (1"‘"‘Shzft)

- Drtils w:ll rema;n in ssequenttal cz"der af sh:fts (13‘t :2"*"'i 3*’" then bac:k to 15*) E‘-if:c will
monitor dills to ensure staff accuracy of drif} knowledge and verify documentation. Eric
' wiltinitial all fire and, disaster drill records to indicate oversight of each drill mcnthly Erm ?
o w;Ei never have another mtat:on on ‘thasa dniiﬁ”’f“l ’

Co ‘EI‘1CM Taylor L 53'.”
1 CHC of Moore ’
" CHC of Hoke
“Se Habla E&paml T
' (910)-695-5558 C
‘[‘310) 692»8688 F

Ou:r mission is to delivar eompmbmmve human services tha@ empower people to achieve .
their goals in life.

CONFIDENTIALITY NOTICE ~ HIPAA Privacy Notification: This message and
accompanying documents are covered by the Electronic Communications Privacy Act, 18
US.CL 2510-2521, and contain information intended for the specified individual(s) only.
This information is confidential. If you are not the intended recipient or an agent
responsible for delivering it to the intended recipient, you are hereby notified that you have
received this docuwment in error and that any review, dissemination, copying. or the taking of
any action based on the contents of this information is strictly prohibited. If you bave
received this communication ip ervor, please notify us 1mmed1ately by e-mail, and delete the
original message. Thank you for 1esgcct to privacy.

N1t Sheet 7 of 1l
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Therapeutic Altersatives, Inc,

TRAINING RECORD

P 023

QB0 B
Date of Training:  July 12, 2019 Time:  10:0Gam ~2:00 pm
instructon Vicki Rhodes, BN Tithe:
Subject: Medication Administratign Refresher Training
Brief Subject Outiine (attach separate sheet if more space needed)
ATTENDANCE
Now Senature Print Name Work site Pasltlonisupa{visar Hourly
1-12 MJ Wofe Q2 Fecl Holos Heke ff Fote | o~
; (1 ”M(lﬂ CricTaulor | Yidlon M}fﬂﬂ .
\Sﬂf‘“‘*—‘r‘ Q i“h \kctc,\"tk':_) C ) Ce«-; \L};"‘“ V'/
- “ﬁv/ﬁm&mfﬁmfﬁ L Bteh] Wadeshonn Y rine v
Tdf Doana Chunhonan Do Chamedar \i/mﬁ\LM Pe / Exicl L\w& Ve

N

Training Form 10-7-15

Vily :S}\eﬁmaplb
V120 sheet 1a0F b Corkfi

oo

Recored +
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Sav L %maﬁmcﬂn alternatives, inc.

people * resources * outcomes

MyTAhome.com

CERTIFICATE of ACHIEVEMENT

THIS ACKNOWLEDGES THAT

ERIC TAYLOR

HAS SUCCESSFULLY COMPLETED THE TRAINING FOR wm\ HOURS

.@\.R.\./ MEDICATION ADMINISTRATION REFRESHER TRAINING \élcu.

JULY 12,

JUL/23/2019/TUE 03:13 P
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» therapeutic alternatives, inc.

peo Uﬁ £ * resgurces » outcomes

MyTAhome.com

CERTIFICATE of ACHIEVEMENT

THIS ACKNOWLEDGES THAT

FRED HUGHES

rd
HAS SUCCESSFULLY COMPLETED THE TRAINING FOR M ;= HOURS

g\/ MEDICATION ADMINISTRATION REFRESHER TRAINING \%

JULY 12, \ﬁwwg\ =

{ 2019 | o ot




P 026

FAT No,

JUL/23/2019/TUE 03:20 P

» therapeutic alternatives, inc.

people « resources * outcomes

MyTAhomecom

CERTIFICATE of ACHIEVEMENT

THIS ACKNOWLEDGES THAT

DEANA CHAMBERLAIN

~ _
HAS SUCCESSFULLY COMPLETED THE TRAINING FOR w 2 _ HBOURS

g\l MEDICATION ADMINISTRATION REFRESHER TRAINING \%

e, N T p

SIGNED, \n\mwmmmubmm RN

N@H@
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) Smavmcmm alternatives,inc.

people « resources « outcomes

MyTAhome.com

CERTIFICATE of ACHIEVEMENT

THIS ACKNOWLEDGES THAT

JANICE SMITH

7
HAS SUCCESSFULLY COMPLETED THE TRAINING FOR - _m.,mu HOURS

.@ﬁ\/ MEDICATION ADMINISTRATION REFRESHER TRAINING \/é

SN SN o

amzmc\mw\mmmwmm w&

2019
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T therapeutic alternatives, inc.

people - resources » outcomes
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CERTIFICATE of ACHIEVEMENT

THIS ACKNOWLEDGES THAT

LA’QUASIA BURCH

HAS SUCCESSFULLY COMPLETED THE TRAINING FOR ° w \\M HOURS

5} MEDICATION ADMINISTRATION REFRESHER TRAINING \%

JULY 12,

SIGNED, Ki RHODES, RN
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FAX COVER SHEET

Therapeutic Alternatives, Inc.
962 8. Fayetteville Street

Asheboro, NC 27203
{336) 626-1700 Office
(336) 625-2767 Fax

P 001

Send To: Mental Health Licensure and
Certification Section - NCDHHS

From: Freda Kletsch, COO

Attention: Kimberly Sauls, Facility
Compliance Consultant [

Date: 723/19

Office Location: Raleigh, NC

Office Location: Ashebore, NC

FAX Number: 919-715-8078

Phone Number: (336) 626-1700

Urgent

Reply ASAP

Please comunent

o Please review

X For your information

o0 0

Total Pages including cover sheet:

Comments:

28

Original being sent by regular mail.

Plan of Correction attached in connection with Annual and Complaint Survey completed
7/11/19 — Yadkin Place, 360 Yadkin Road, Southern Pines, NC; MHL #063-087; Tiake
#NC00152879, NC00153189 and NC0O0153511.

Signature:

IF BOX 15 MARKED, the individual obtaining this document from the fix machine is requested to sign
and return this cover sheet to the fax number indicated above,

Confidentiality Notice

The documents accompanying this cover sheet may contain confidential information belonging to the
sender that is legally privileged. This information is intended only for the use of the individual or entity

named above. If you are not the intended recipient, you are hereby notified that any disclosure,
copying, distribution, or action taken in reliance on the contents of these documents is strictly

prohibited. If you hava received this information in error, please notify the sender immediately to
arrange for the return of these documents.
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July 23,2019

BY REGULAR MAIL &
TELEFAX (919-715-8078)

Mental Health Licensure and Certification Section
North Carolina Department of Health and Human Services

2718 Main Service Center
Raleigh, NC' 27699-2718

Re:  Annual and Complaint Survey completed 7/11/19

Yadkin Place, 360 Yadkin Road, Southern Pines, NC 28387

MHL # 063-087

Intake #INCO0152879, NCO0O153189 and NCO0153511
Dear Sir/Madam:

Enclosed please find our Plan of Correction in connection with the Department’s Annual
and Complaint survey completed op July 11,2019, The original Plan of Correction is being sent
to you by regular mail.

Please contact me if you need further information.

Yours truty,

Ahcta. K elaed.> ¢ 00

Freda Kletsch, COO

FK:tf
Enclosures

Carporate Office - PO Box 814 « Randleman, NC 27317 + Phone: 877-MYTAHOME « Fax: 336-495-5552



