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V000 INITIAL COMMENTS V 000
An annual survey was completed on July 13,
2022. Deficiencies were cited. |
This facility is licensed for the following service
category: 10A NCAC 27G .1700 Residential ;
| Treatment Staff Secure for Children or '
Adolescents.
This facility is licensed for 4 and currently has a
census of 3. The survey sample consisted of |
| audits of 3 current clients. !
V 112 27G .0205 (C-D) L V112

‘ Assessment/Treatment/Habilitation Plan

10ANCAC 27G .0205  ASSESSMENT AND

| TREATMENT/HABILITATION OR SERVICE

PLAN
(c) The plan shall be developed based on the
assessment, and in partnership with the client or

 legally responsible person or both, within 30 days

of admission for clients who are expected to

 receive services beyond 30 days.
| (d) The plan shall include:

(1) client outcome(s) that are anticipated to be
achieved by provision of the service and a
projected date of achievement:

(2) strategies;

(3) staff responsible;

(4) a schedule for review of the plan at least

~annually in consultation with the client or legally

responsible person or both;

| (5) basis for evaluation or assessment of

outcome achievement; and

~ (6) written consent or agreement by the client or

responsible party, or a written statement by the

Within 30 dags of admission
With the client and legally
responsible person +he qualified |
professional will update the
Persen centered plan uhlizing
the assessment. The OP will
Sthedule a childand Famil\, team |
mcehng Within \'hiriy doys. The, |
OPwill add level 1Ml services |
and ensure e geals are, |

Simple , Measurabje, attainable,

- e .
| provider stating why such consent could not be realish ¢;and Himel Y |
| obtained. !
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This Rule is not met as evidenced by:

Based on record reviews and interview, the

facility failed to develop a treatment plan within 30
days of admission affecting one of three audited
clients (#2). The findings are:

- Review on 7/13/22 of Client #2's record revealed
the following:

-Admission date of 5/31/22.

- -Diagnoses of Major Depressive Disorder, single
- episode, mild; Unspecified anxiety disorder: :
Unspecified trauma and stressor related disorder;

' Unspecified disruptive, impulsive-control and

' conduct disorder.

-Client #2 had a Person Centered Plan from
| previous placement but not from current provider. |
' -Client #2's Person Centered Plan from previous |
- placement had no indication of participation from .
| current provider.

Interview on 7/13/22 with the Owner/ Qualified
Professional revealed: |
-She was responsible for completing the Person
Center Plans. |
-She was under the impression that a Person |
Centered Plan was to be completed within 60
days.

-She thought the Managed Care Organization

had informed her that treatment plans were to be |
done after 60 days of client being at the house.
-She was also under the impression that a new

' Person Centered Plan had been completed |
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- been conducted for years 2021 and 2022.

Interview on 7/13/22 with the Owner/Qualified
Professional revealed:

- -Facility operated under two shifts.
-First shift was from 7:00 am to 7:00 pm. Second ‘
shift was from 7:00 pm to 7:00 am.
-She was under the impression that fire drills form |
had a section for disaster drills.
-She was not aware that disaster drills were not
being completed or recorded.
-She confirmed facility failed to conduct disaster
drills under conditions that simulate emergencies
under each shift on each quarter.

V118 27G .0209 (C) Medication Requirements | V118
10A NCAC 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
drugs.
(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:
(A) client's name;
' (B) name, strength, and quantity of the drug;

CHY stagt completed
Internal medicaton monﬂgt’i|
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Med ication Administotion:
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-Ziprasidone 40 mg. Take one capsule twice
daily with meals.
-Order dated 7/5/22:

-Prazosin 2 mg. Take one capsule daily at
bedtime.

-Omeprazole 20 mg. Take one capsule daily. |
-Order dated 7/8/22: i
Sertraline 100 mg. Take one tablet daily at

7:00 pm.

- Observation on 7/13/22 at 11:25 am of Client #1's |
medication revealed the following was available: ‘
-Cholecalciferol 25 meg.

| -Polythene Glycol 3350.

 -Trazadone 100 mg.
-Ziprasidone 40 mg.
-Omeprazole 20 mg.
-Sertraline 100 mg.

Review on 7/13/22 of Client #1's MAR's for May
2022 through July 2022 revealed blanks on the
following dates: ;

' -Cholecalciferol 25 mcg. 7/12 at 7pm. . ‘
-Polythene Glycol 3350. 7/12 at 7pm. ' ‘
-Trazadone 100 mg. 7/12 at 7pm.

| -Ziprasidone 40 mg. 7/2 at 7pm, 7/6-7/7 at 7pm,
7/10-7/12 at 7pm.
-Omeprazole 20 mg. 7/12 at 7pm.

~-Sertraline 100 mg. 7/12 at 7pm. |

Review on 7/13/22 of Client #2's record revealed: |
-Admission date of 5/13/22.. ‘
-Diagnoses of Major Depressive Disorder, single
 episode, mild; Unspecified anxiety disorder: ’
Unspecified Trauma and stressor related
disorder; Unspecified Disruptive,
| impulsive-control and conduct disorder.

- Review on 7/13/22 of Client #2's physician's order
dated 6/16/22 revealed the following:
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-Prazosin 1 mg. Take one capsule daily in the
evening.

-Omeprazole 20 mg. Take one capsule in the |
evening at bedtime. |

' Observation on 7/13/22 at 11:30 am of Client #2's
medication revealed the following was available: |
-Prazosin 1 mg. !
-Omeprazole 20 mg. ‘

Review on 7/13/22 of Client #2's MAR's for May |
| 2022 through July 2022 revealed blanks on the ‘
following dates: i
| -Prazosin 1 mg. 7/12. |
-Omeprazole 20 mg. 7/12.

Interview on 7/13/22 with the Owner/Qualified

| Professional revealed: |
-She confirmed staff did not initial the MAR for |
dates noted for Clients #1 and #2. ‘ i
-She was not aware that there had been blanks.

 -She would meet with staff and retrain them as |
needed. |

| -She confirmed the facility failed to ensure the 1 f
medication administration record (MAR) was
current for Clients #1 and #2.
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