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| An annual survey was completed on 8/13/18,
This faciity is licensed for the following service
nategory: 10A NCAG 27G .S600C Supervised
Living for Adults with Developmental Disabilities.
v 118 276G 0209 (D) Medication Requitements V119
= V 418 Nursing wilf use an inzervica as a ;
;%AQE?QgégSnggs MEDICAHON waining tool for direct support assctiams an | 10/18A2
A= USIA D medication administration Including disposal
(d} Medication disposal: y of disgontinued medieations, Third shift is
(1) All prescription and noh-prescription reapansible for checldng medication every
medication shall be dispesed of in a manner that Wednesday night and will eaf nursing to
b . 2 . : 3 inform them of any expired medications.
guards against diversion or accidental ingestion. Third shift willfax over shift cesponsibifity
(2) Non-conirolled substances shall be disposed sheat tu ensure they have completed their |
of by incineration, flushing into septic or sewer chggs,tgamm} of ;Z:gfa?ﬁons ﬁy enaure !
systemn, or by wansfer to a loeal pharmacy far posasdoislbasil e il A
destruction. A recard of the medication disposal ey |
| shatl he maintained by the program. nursing and er clinical feam and then on
Documentation shail specify the client's name, routme becis. Medications that have heen |
medication name, strength, quantity, disposa iﬁ:ﬁguﬁfﬁ;‘fgﬁzymﬁfﬁ%ﬁ |
d?t& Bl}d m&thodi i’lB‘ signature of the person nursing office within 24 hours or by the next
| disposing of medication, and the person business day, In the future nursing will angur
I witnessing destruction. sherff are wained fo dispose of medications
| (3) Controlled substances shall be disposed of in prompily without ervor.
accordance with she North Carolina Controlied
Substances Act, G.8. 80, Article 5§, including any
i subsaguent amendments,
(4} Upan discharge of @ patient or resident, the
remainder of his ¢r her drug supply shall ke
disposed of promptly uniess it is reasonably
expected that the patient or resident shall retum
to the facility and in such case, the remaining
drug supply shall not be held for mare then A0
catendar days after the date of discharge.
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This Rule is not met ag evidenced by,

Hased on observation, recard review and
interviews the facility failed to assure medications
were disposed of to guard against accidental
ingestion for 1 of 3 audited clients (#5), The
findings are:

Observation on 8/13/18 at approximately 10:20
am of client #5's medications ravealed Cetirizine
10 mg tablets with an expiration date of 3/1/19.

Reaview on 6/13/1§ of client #8's record revealed:
- gh admission date of 1/28/85

« an Individual Support Plan dated 2/21/18 with
diagnoses including Moderate Intellectusl
Developmental Disability, Ssasonal Allergies and
Elevated Cholesteral

- & physician’s order dated 10/30/18 indicated the
above medication was discontinued

During an interview on 6/13/19, the Manager
reported she was nat sure why the medication
was on site.

During an interview on 8/13/19, the Registered
Nurse reported he was not sure why the
medication was on site.

V124 27G 0209 (F) Medication Requirements V121

10A NCAC 27G 0209 MEDICATION
REQUIREMENTS

() Medication review:

(1} If the client receives psychotropic drugs, the
governing body or operator shall be respansible
for obtaining a review of each client's drug
regimen at least every six months. The review
shall be io be performed by a pharmacist or
physician, The on-site manager shall assure that
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’ ' . V121 QF will comect this by having physician and/
the client's physician is informed of the results of or pharmacist sign the medisation regimen review
the review when medical intervention is indicated, Sﬁrl:ﬁ;mﬁ ‘:&?ﬂfgﬁ%ﬁ%%ﬂ:ﬁﬁ?ﬁﬁ 101819
{2) The ﬁndur_lgs of ti‘te drug regimen review shall and QP to review person supportsd peychatrople
be recorded in the client recard along with medicatians. OP and clinical team will manitor
corractive action, if applicable, medical charts/ racords on a reuting basis by
completing chart raviews to ensure medication
mgiman review is sampletad forall individusgis
supported who recelve peychotropic medications.
Physicians and/ or phamacist will sign the
peychotrapic madication review formy for
; . ; . Non-iCF individuais supperted &t least every
This Rule is not met_ as evggr\c&q by: the facil =i motths, QP and nursing will inform physician
Based on record review and interview the Tacility afthe rasults of the review when medical intervention
failed to ensure the 8§ month drug regimen review i3 Indicatad. In the future nursing will identity
was hot completed for 1 of 3 audited clients (#3) a pharmacy to complete the drug regimen
on psychotropic medications. The findings are: reviaw priar to administrating medications.

Review on 6/12/19 of client #3's record revealed:
- admitted 05/40/89

- diagnoses anxiety disorder, mild mental
retardation, seizure disorder

- & physician's order dated 2/6/18 for abilify

During an interview on 6/13/19, the Quaiified
Prafessional reported the agency was tfrying to
identify a phartnacy to complete the drug regimen
reviews, Review of April, May and June 2019
medication administration record revealed
medication was given.
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HEALIR SERVIEES, (LE

August 22, 2019

Ms. Keisha Douglas
Facility Compliance Consultant |
Menta! Health Licensure & Certification Section

RE: Recertification Survey Completed on June 13, 2019 (Paper work received 8/19/19)
Wake County Group Home #2, 4808 Whitehall Avenue, Raleigh, NC 27604
MHL Number: MHL-002-389

Dear Ms. -Douglas

Thank you fot your recent survey of Wake County Group Home #2. tt was a pleasure working with you
and we look forward to vour follow up and return to ensure all deficiencies have been corrected.

Enclosed you will find the plan of correction for all deficiencies cited. If anything was missed please let
me know and | will make the proper corrections.

Sih

Maorris Thomas
Administrator



RHA Health Services, LLC
2527 E. Lyon Station Rd
Creedmoor, NC 27522
Phone: 919-528-2558
Eax: 919-528-2971

FAX TRANSMISSION

CONFIDENTIAL HEALTH INFORMATION ENCLOSED

- ] L] [ ] » L [ ] L ] » » »

919-715-8078
To: |Keisha Douglas Fax:
From: Morrig Thomas Date: 08/22/19
Re; Pages: |5 (Inciuding Cover)
CcC:
Urgent For Review As Requestad Pleaso Reply | Please Recycle

Additional Comments;

Confidentiality Note: The enclosed facsimile transmisslon containg confidential medical record information. This
information has been disclosed to the recipient identified above and is protected by State and Federal law, Those
faws limit your abiilty to further disclose this confidential medical information without the prior witten consont of the
patient/cliont and his/her legal guardian or unless otherwise permitted by State and Federal faw. If you are not the
intended reciplent, you are hereby nofified that any USE, disciosure, copying , distribution, or OTHER action taken
WITHOUT RESPECT TO the contents of these documents is strictly prohibited. ¥ you have received this information
in error, please nofify the sender immediately and arrange for the return or destruction of these documents.

’

Last Modified: 7/7/2008 Form # 2011-RTP



