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INITIAL COMMENTS

An annual survey was completed 9/19/19.
Deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

V118 27G .0209 (C) Medication Requirements

10ANCAC 27G .0209 MEDICATION
REQUIREMENTS

(c) Medication administration:

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

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

(3) 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
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:

(

(B) name, strength, and quantity 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

(5) Client requests for medication changes or
checks shall be recorded and kept with the MAR
file followed up by appointment or consultation
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This Rule is not met as evidenced by:

Based on review of medications, record review
and interviews, facility staff failed to assure
medication administration records (MARs) were
kept current for one of three audited clients. The
findings are:

Review on 9/18/19 of client #2's medications
revealed Potassium Extended Release 20
milliequivalent (MEQ) tablets were present with
instructions to take one tablet three times daily.

Review on 9/18/19 and 9/19/19 of client #2's
record revealed:

- an admission date of 7/15/11

- an FL2 dated 7/30/19 with diagnoses including
Intellectual Disability, Panic Disorder, Essential
Hypertension, Moderate persistent Asthma and
Macrocytosis without Anemia

- a physician's order dated 7/30/19 to administer
one Potassium 20 MEQ tablet three times daily
- MARs for July, August and September 2019
with documentation to reflect Potassium 50 MEQ
tablets were administered daily

- a pharmacy print out dated 9/18/19 reflected
that between January and September 2019,
Potassium 20 MEQ tablets with instructions to
administer one tablet three times daily

During an interview on 9/18/19, staff #1 reported
the dosage had been incorrectly transcribed onto
the MARs since April 2019 but the error was not
detected until the survey. Staff #1 reported the
correct dosage was administered.
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V 367 27G .0604 Incident Reporting Requirements V 367

10ANCAC 27G .0604 INCIDENT
REPORTING REQUIREMENTS FOR
CATEGORY AAND B PROVIDERS

(a) Category A and B providers shall report all
level Il incidents, except deaths, that occur during
the provision of billable services or while the
consumer is on the providers premises or level lll
incidents and level Il deaths involving the clients
to whom the provider rendered any service within
90 days prior to the incident to the LME
responsible for the catchment area where
services are provided within 72 hours of
becoming aware of the incident. The report shall
be submitted on a form provided by the
Secretary. The report may be submitted via mail,
in person, facsimile or encrypted electronic
means. The report shall include the following
information:

(1) reporting provider contact and
identification information;

(2) client identification information;

(3) type of incident;

(4) description of incident;

(5) status of the effort to determine the
cause of the incident; and

(6) other individuals or authorities notified

or responding.

(b) Category A and B providers shall explain any
missing or incomplete information. The provider
shall submit an updated report to all required
report recipients by the end of the next business
day whenever:

(1) the provider has reason to believe that
information provided in the report may be
erroneous, misleading or otherwise unreliable; or
(2) the provider obtains information
required on the incident form that was previously
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unavailable.

(c) Category A and B providers shall submit,
upon request by the LME, other information
obtained regarding the incident, including:

(1) hospital records including confidential
information;

(2) reports by other authorities; and

(3) the provider's response to the incident.

(d) Category A and B providers shall send a copy
of all level lll incident reports to the Division of
Mental Health, Developmental Disabilities and
Substance Abuse Services within 72 hours of
becoming aware of the incident. Category A
providers shall send a copy of all level llI
incidents involving a client death to the Division of
Health Service Regulation within 72 hours of
becoming aware of the incident. In cases of
client death within seven days of use of seclusion
or restraint, the provider shall report the death
immediately, as required by 10A NCAC 26C
.0300 and 10A NCAC 27E .0104(e)(18).

(e) Category A and B providers shall send a
report quarterly to the LME responsible for the
catchment area where services are provided.

The report shall be submitted on a form provided
by the Secretary via electronic means and shall
include summary information as follows:

(1) medication errors that do not meet the
definition of a level Il or level Il incident;

(2) restrictive interventions that do not meet
the definition of a level Il or level Il incident;

(3) searches of a client or his living area;
(4) seizures of client property or property in
the possession of a client;

(5) the total number of level Il and level Ill
incidents that occurred; and

(6) a statement indicating that there have

been no reportable incidents whenever no
incidents have occurred during the quarter that
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meet any of the criteria as set forth in Paragraphs
(a) and (d) of this Rule and Subparagraphs (1)
through (4) of this Paragraph.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
staff failed to assure a level Il death report for one
of one deceased clients (former client #1) was
reported to the local management entity (LME)
within 72 hours. The findings are:

During an interview on 9/4/19, staff #1 reported
former client #1 (FC#1) passed away at an area
hospital on 9/3/19.

Staff #1 further reported:

- FC#1 coughed a little after eating several days
earlier and was taken to the doctor

- FC#1 was diagnoses with reflux

- his condition declined on 9/1/19 and emergency
medical services was called and FC#1 was
transported to the hospital

Review on 9/4/19 of FC#1's record revealed:

- an admission date of 11/2/98

- an FL2 dated 3/19/19 with diagnoses including
Downs Syndrome. History of Ventricular Septal
Defect, Essential Hypertension, Seizure Disorder,
Pre-Diabetes and Chronic Kidney Disease

- a doctor's visit summary dated 8/27/19 which
reflected Gastroesophageal reflux disease;
esophagitis presence not specified; Downs
Syndrome; Profound intellectual disability and
Weight loss, non-intentional were addressed

- Emergency Department documentation dated
9/2/19 reflected FC#1 had complaint of
respiratory distress and chief complaint was
unresponsiveness; FC#1 was transferred to

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
MHL039-029 B. WING 09/19/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
605 NORTH COUNTRY CLUB DRIVE
OXFORD GROUP HOME
OXFORD, NC 27565
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'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-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 367 | Continued From page 4 V 367

Division of Health Service Regulation

STATE FORM

600 EKQ211

If continuation sheet 5 of 6




PRINTED: 10/10/2019

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
MHL039-029 B. WING 09/19/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
605 NORTH COUNTRY CLUB DRIVE
OXFORD GROUP HOME
OXFORD, NC 27565
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'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-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 367 | Continued From page 5 V 367

another medical facility in critical condition the
same day

Review on 9/4/19 revealed an internal incident
report dated

Review on 9/9/19 of the Incident Reporting
Improvement System (IRIS) revealed no report of
FC#1's death.

Review on 9/18/19 of the IRIS revealed no report
of FC#1's death.

During an interview on 9/19/19, the Executive
Director (ED) reported she entered information
into the IRIS system regarding FC#1 but had
some difficulties. The ED reported a report
number was assigned to the information she
entered therefore she thought the report had
been accepted by the IRIS system. The ED
reported she would contact the LME regarding
the IRIS system issue.

Review on 9/18/19 of a copy of the information
the ED entered into the IRIS system revealed the
information was time stamped as being printed
on 9/4/19 at 6:42 PM however the date the
information was submitted was 1/1/0001.

Review on 9/19/19 of the IRIS revealed no report
of FC#1's death.
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