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INITIAL COMMENTS
A complaint and &n annual survey wes completed on
5110621, The complaint was substantiated (intake
#NC176565). Deficiencies were cited.
Thia facllity is lcensed for the following service
category, 10A NCAG 270 1700 Residential Treatment
Staff Secure for Adolescents or Children.
V148 V18

270G 0208 (C) Medication Requiremeants

10A NCAC 27G 0209 MEDICATION
REQUIREMENTS

{c} Medication administration:

{1} Prescription or non-prescription drugs ahall
only be administérad to a client on the written order of
# person authorized by law to prescribe drugs.

{2 Medications shall be self-administared by
clients only when authorized in writing by the dlient's
physician,

{3 Madications, including injections, shall be
adrinistered only by licensed persong, or by
unficensed persons frained by & registered nurse,
pharmadcist or other legally gualified person and

mriuilapad ta rennore and sdeindotas smndisatinme (A4Y
A Madication Administration Record {(MAR) of all drugs
administerad (o each client must be kept current,
Medications administered shall be recorded
immediately after administration. Tha MAR is to
include the following:

{A) client's name,

(B} nama, strength, and guantity of the drug;

¥ atructions for adminigtering the drug;

[(3)] date and time the drug ls administered: and (£)
narme ar initlals of person administering the drug.

(5) Client requests for medication changes or checks
shall ba resorded and kept with the MAR
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Cantinued From page 1

file followed up by appointment or consultation
with a physiclan.

This Ruls is not met as evidenced by: Based ¢n
records raview, observations and interviews, the
facility falled to ensure a Medication
Administration Record (MAR) of all drugs
administered to each cllent was kept current and
madications administared were recorded
Immidiately after administration affecting 3 of 3
clients (#1, #2 and #3). The findings are;

Finding #1:

Review of client #1's record on 4/28/21 and
53121 revealed.

-admisston date of 4/8/21;

-giggroses of Condunt Bisorder, Attention Deficit
Hyperactivity Disorder(ARHD), Post Traumatic
Stress Disorder (PTSD) and Disruptive Mood
Dysregutation DigorderOMDOY;

«physician's order dated 3/8/21 for Guanfacing
HCL ER 2mg(milligram) one tablet daily,

Observation on §3/21 et 11:28am of client #1's
medications on site revesied Guanfaging HCL ER
2mg(milligram) one tablet daily dispensed 3/8/21.

Review on 4/28/21 and 8/3/21 of client #1's MARs
from 4/8/21 through 5/3/21 revealad the dosage
datus of 5/1/21 and 8/2/24 for Guanfacine HECL
ER 2mg{milligram) one tablet dally were blank
with no explanation on the form,

Vi1ig

Miracle Houses, inc. required all staff working | nen 272024
at Jules Court to return to medication
management training. Miracle Houses, inc,
scheduled Medication Managemaent training for
5.14.2021. Training has been completad.

Execdive Dirgetor meet with staff to re-enforos
the use of the buddy check sheet, count
sheets as wall as follewing the six rights of
madication.
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vis Continued From page 2 Ve
Interview on 4/26/21 with client #1 revesled: -
teok his medications in the morming, at noon and
at night,

-got his madications daily; -

not missad any madisations,

Finding #2

Review of client #2's record on 4/28/21 and
63121 revealad

-admisszion date of 12/2/20,

Disorder(QDD), Intellectual Developmental
Digorder{IDD)-Mild and Autism Spectrum
Disorder;

-physicians' orders dated 1/4/21 for the following
medications: Metformin 800mg one half tablet the
the morning and in the evening and
escitaloprami{gensric for Lexapro) Smy one tablet
daily,

Observation an 5/3/21 st 10:80am of ciemt #2's
madications on site revealsd:

Matformin 500mg one half tabiet the the marning
and in the evaning dispensed 4/1/21;
-gscitatopram{generic for Lexapra) Smy one
tabiet dally dispensed 4/1/21,

Review on 4/28/21 and 5/3/21 of client #2's MARs
from 3/1/21 through 5/3/21 revaaled the following
dosage dates were blank with no explanstion on
the farm;

=3/40/21 in the pm and 3741721 In the am for
Metformin §00mg one haif tablet the the marning
and in the evening;

-3111121 for escitalopram{generic for Lexapro)
By one ablet daily,

Interview on 4/26/21 with client #2 revealed: .
took medication Matformin, a blue pill for his
dighetes;

BTATEMENT OF DWICIENCIEQ X4y PROVIGER/EUFELIERICUAN  (2) MULTIRLE CONSTRUGTION o8 barg SL}Q‘QEY
AND PLAN QF CORRECTION IDENTIFIGATION SUMBER: A BUILDING: COMPLETED

B.WING
MHLOEOT785 05/M10/2024

NAME OF PROVIDER OR SUPRLIER STREET ADDRESE, CITY, §TATE, 2IP CODE
1448 JULES COURY

MIRAGLE HOUSE 1
CHARLOTTE, NC 28226

Divisien of Health Sanvdce Regulaiion
STATE FORM e 8L # nantinuation shast & of 1)




2021-05-21 19:2¢ Miracle House Inc 7045354476 »» P &/12
PRINTED: 0811172004
FORM APPROVED
Divigion of Haalth Sarvice Regulation

Ay 1 SUMMARY STATEMENT OF DERICIENGES 15} BROVIDER'S PLAN OF CORRECTION (45
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION BHOWLD G5 LOMPLETE
TAG REQULATORY OR LEC IHENTIRY ING INFORMATION) The CROSSREFERENCED TO THE APRROBHRINTE DATE
BEFICIENGY)

V 118| Continued From page 3 V118

-got his medications daily; -
not missed any medications,

Finding #3

Review of client #3's record on 4/28/21 and
53121 revealed,

-gdmission date of 1/28/21;

-diaghosas of DMDD, ADHD, Conduct Disorder,
Cannabis Abuse and Diabetes:

«physician's order dated 1/28/21 for Abllify 10mg
one tablet daily.

Observation on 5/3/21 at 11:45am of client #3's
medications on slte revealed Abilify 10mg one
tablet daily dispensed 4/30/21,

Review on 4/28/21 and 8/3/21 of ¢lient #3's MARs
from 3/1/21 through 5/3/21 revealed the dosage
date of 3/31/2% in the am for Abllify 10mg one
tabiet dally was blank with no explanation ap the
form,

Interview on 4/268/21 with cltent #3 revesled;
took his medications in the morning and at
night; -got his medications every day; -not
missed gny medications,

Interview on SH10/21 with the Execulive
Director and Lead Qualified Professional
revaaled: -not aware of the bianks on the
clients’ MARS;

-consigtently train staff an how fo compledes the
MARS;

-have & "buddy system” to check the MARs; -
pian o address the issue.

\28E V246
27G 1704 Residential Tx. Child/Adol - Min.
Staffing

1CA NCAG 27G 1704 MINIMUM STAFFING
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REQUIREMENTS

(& A guslified professianal shall be avaitable
by telephone or page, A diract care staff shalf be
able to reach the facility within 30 minutes at all
times,

(b} The minimum number of direct care staff
reguired when children or adolescents are present
and awaka is as follows:

(1} two direct care staff shall be present

for one, two, three or four children or

adolescents, (2) threa direct care staff

shall e present for five, six, seven or eight
children or adolescents; and

(3 four direct care staff shall be present for
ning, len, eleven or twalve children or
adolescents,

(¢} The minimum number of direct care staff
during chilt or adolescent sleep hours is ag
folows:

h two direct care staff shall be present and
one shall be awake for one through four children
or adolesceris,

(2 two diract care staff shall be present and
both shall be awake for five through eight children
o adoiescents: and

(%) three direct care staff shall be present of
which two shall be awake and the third may be
aslegp for nine, ten, eleven ur iwelve chiidren or
adolescents,

@ In addition o the minimum number of
direct care staff set forth in Paragraphs (a)-(¢) of
this Rule, more direct care staff shall be required in
the facility based on the child or adolescent's
Individuat needs as specifiad in the treatment plan.
(&) Each facility shall be responsible for
ensuring supetvision of children or adolescents
when they are away from the facility in accordance
with the child or adolescent’s individual strengths
and
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Cortinued From page 5 needs as
spacified in the treatment plarn.
This Rule |5 not met big evidented by, , )
Based on interviews and observations, the facility Per Miracle Houses, Inc, policies and
failed to ensure minimum staffing requirements. procedures, staff are responsible for notifying | os/12/24
The findings are: the Qualified Profegsional and House Manager
' within 3 hours of their shift, if they are unable
H d
Observation on 4/26/21 at 2:45pm revealed: 1o come in. On *3;’2‘"’?"21' the 3 person
a passenger van parked in front of facility: - scheduled for 2 shift starting at 2;30pm no
two vehicles/cars parked In the drive-wa ',mtw o called/no showed, Staff on shift attempled to
Y, WO contact the scheduled individual betwean
staff pregent, one male and one fernale on site; 2:30pm and 2:58pm. After 3 failed attempts to
~mnale identified as the Qualifled Professional réach the sahédulad staff, the QP contacted
#1{QP#1) of the facilty; the house manager (schedulad on call for the
female identified as the Agsistant House day) to inform her of the call out, The House
Manager (AHMgr) of ‘:Iheai facllity; - Manager informed staff that she was on her
five clients present in living room. way; due to traffic, she reported to the group
hore at 3:3%pm. The staff who NCNSE was
Continued observation on 4/26/21 at given a written wamning and referred to our
3:35pm ravealed; a famale stafithird staff EAP due to failure to follow protocols and
armved, proceduras whh calling out.
-idantified at the Mouse Manager(HMgr),
‘ House Manager is raspongible to find a worker
Intetview on 4/26/21 with client #1 revesled: - when an employee calis out or going o be late
when he got home from achool, two staff were for work. Executive Director will also be
present at the facllity, notified. If an employee cannot go inte work
wo staff ware the QP#t and the AHMgr; House Manager and or Qualified Professional
HMgr "she's off today;" will go to work until staff arrives, Executive
- varles timeas the HMOr comes to work, Director will ensure
that this tekes place,
Interview an 4/26/21 with client #2 revealed. -
whet he comes home from school, usually 2-3
staff hore,
-ha ricles the bus with client #3;
HTATEMENT OF DEFICIENCIES (=6 PROVIDERISUPPLIBRICLIA (X2) MULTIPLE CONSTRUCTICHN (R} DATE SURVEY
AN ELAN OF CORREGTION [BENTIFIGATIIN NUMBER; A BUILDING: COMPLETED
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V28 Continuad From page 6 Ve
-other cllents go to day treatment;

-hus brought him home at 2:150m;

«the QP#1 and the AHMgr were at the facility
when his bus pullad up.

interview or 5/3/21 with the HMyr revealed: -
have 2 cliegnts who ride bus 1o and from public
school,

fave 2 ¢llants altend the Altemative School;
-have 2 clients in day treatment;

fasility staff transponts clients to and from day
treatment;

-her normal shift gt the facility is from 14am-Bpm; -
she also fills in as needed.

Intervigw on BB with QF #2 revegled:

«have 3 staff always If § clionts at the faciity,
-have 2 staff whan some of clignis are at school, -
always have 3 staff on weekends.

Intarview on 5/10/21 with the Executive Direcior
and Lead Qualified Professional revealad; -
always have required staffing scheduled for the
Taciity;

-when there are 4 or less clients, have 2 staif;
Have 3 staff if more than 4 cllenty:;

-wasg not awarg there ware 5 clients with 2 staff at
the facliity on 4/268/21;

~& olient mugt have tome home early from
school,

V736 v 706
276 .0303(c) Facility and Grounds Maintenance

10A NCAG 27G 0303 LOCATION AND
EXTERIOR REQUIREMENTS

{c) Each faciily and its grounds shall be
maintained in a safe, clean, altractive and orderly
manner and shall be kept free from offersive
wdor,
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This Bule is not met as evidencad by: Miracle Houses, Ing, sant & professional
Basud on observations and interviews, the facility handymar: contractor 10 access the 0811521
wag not maintained in a safe, clesn, attractive damages and complete repairs to the
ard arderly manner, The findings are: home inciuding: three holes in wall by
closet door batween kitchen and ving
Observation or 4/28/21 at 4:18pm revealed: - room; several patched. unpainted areas
three holes in wall by closet door between throughout faciiity; and the wooden and
Kitcher and tiving room; Iron railing on the right side of slairase;
-several patched, unpainted areas throughout client #1's bedroom on the third level:
facility; Broken sheetrock above the light fixtura
«the waoden and iron railing on the rght side of by bedroom deor, bathroom on third level
stalrcase leading from the middle level to the by client #1's bedroom: no light covers on
upper fevel was shaky and not gturdy. two of the recessed fights over sink, Ths
sink was stopped up. Damage around the
Additional observation on 5/3/21 at 12:45pm edges of the mirror (black areas). Pesling
revealed: paint behind the foilet,
-Holas by closet between kitchen and living room
patchad but not paintec;
-tlient #1's bedroom on the third level: broken Miracle Houses, inc. accessed the
blinds on the window near the closet, Dresser astimate of repuirs and have determined 061521
drawers with missing knobs. 8mears of black ink that we will discontinue the use of the
on the wall, Patched unpainted walis. Broken Jules Court facillty as of July 31, 2021 if
sheetrock above the light fixture by badroom we gre unable 1o complete repairs and
doar, bring the home back into compliance.
-hathroom an third level by client #1's bedroom: Repairs were scheduled to begin on
no light covers on two of the recessed lights over 4.27.2021 and are anficipated to be
sink, Damage around the edges of the mirror completed by §.15.2021.
{black areas). The sink way stopped up. Peeling
paint behind the toilet; Miracle Houses, Inc,, replaced blinds and
-gecond bedroom at end of haltlway on second added dresser knobs and cleaned black 54.202
floor: patched unpainted walls, ink off the wall,
Interview on Br10/21 with the Executive Exacutive Direstor and Sately Officer will ensure sl
Diractor and Lead Qualifiad Profassional Rapairs ars complaled.
revealed: -the facility neads some work,
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V736

V753

Continued From page 8

~¢lient #1 also very destructive;

«spart over $8000.00 in repairs;

thay are trying to find & new location for the
facility;

<hupe o move license 1 new ocation soon,

270 ,0304(h)(8) Indoor Lighting

10A NCAG 270G 0304 FACILITY DESIGN AND
EQUIPMENT

(b} Safety: Each facility shall be designed,
constructed and equipped in a manner that
ensures the physical safety of cllents, staff and
visitors,

% All indoor areas to which cllents have
routing aucess shall be welldighted. Lighting shall
be adeguate to permit ceoupants fo comfortably
engage in normal and appropriate daily activities
such as reading, writing, working, sewing and
grooming.

This Rule is not mat as evidencad by;

Based on abservations and interviews, the facility
failed to ensure all indoor areas to which clients
have routine accese was well-liphted. The
findings are;

Chbservallons on 5/3/21 at 12:45pm ravealsd, -
bedroom on third foor level; ho overhead light, no
lamp, only light from the closet;

«firsl bedroom on right of hallway on second floor
level: two beds with dressers, no ovarhead light,
no jamps, orty light from attached bathroom, very
dark in tha bedroom,

Interview on 5/3/21 with the House Manager

V738

V763

Wall iamps have been placed in the
bedroom on the third floor and on
tha second fioor. New dressers
have been purchased for the
bedrooms.

0811721
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V763 | Continued From page @ vV 753

ravealad no ovarhead lights "because this is an
oid house.”

interview on 5M10/21 with the Executive Director
and Lead Qualified Professional revaaiad,

-not have overhead lights in the bedrooms; -
aiways have lamps in badrooms for clients for
lighting;

-not sure what happaned 1o lamps.
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4410 K. Ingependence Bivd
Charlotte, NC 282205
(704) 535-4447 — Office

(704) 535-4476 — Fax

FAX COVER SHEET
DATE: May 20, 2021
TO: NC Department of Health and Human Services
FROM: Patsy Y. Camp, Executive Director
SUBJECT; Annual and Compliant Survey for Miracle House |
May 10
FAX NO.: 919-715-8078

PHONE NO.:  919-855-3795

Message




