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INITIAL COMMENTS

An annual and follow up survey was co npleted
on 7714422, Deficiencies were cited.

This facility is licensed for the following service
category: 10ANCAC 275G .5600C Supervised
Living for Adults with Developmental Dizability,

This facility has a current census of 5. The survey
sample consisted of audits of 2 current clients
and 1 deceased client.

276G 0209 (C) Medication Requirements

10A NCAC 27G .0209 MEDICATION
REQUIREMENTS

(c) Medication administration:

(1} Preseription or non-preseription drugs shail
only be administered to a client on the written
order of a person authorized by law 1o prescribe
drugs.

(2) Medications shall be self-administered by
clients anly 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 includs the following:

{A) client's name;

(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 ar initiale of person administering the
drug.
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(5) Client requests for medication changes or
checks shall be recorded and kept wite the MAR
file followed up by appointment or consultation
with a physician.

This Rule Is not met as evidenced by

Based on record review and interview the facility
falled to ensure one of one deceased client
(DC#3) medications were administerad oh the
written order of a physician. The findings are:

Review on 7/11/22 of DC#3's record revealed:
- admitted 5/10/99 and passed away on
4/29/22

- diagnosed with Mild Inteliectual
Developrmental Disorder

- ho physician's order for Phenytoin 100mg
(milligrams) 2 moming and 2 bedtime (treat &
prevent seizures)

Revigw on 7/13/22 of the facility's 2022 MAR's for
DC#3 reveated:

- no MARs for February & March 2022

- Phenytoin administered the entite rionth of
April 2022

During interview on 7/14/22 the
Administrator/Acting Qualified Professional
reported:

- he thought the physician's order was af the
facility

- will submit the physician's order if located

- DC#3 had a seizure disorder but ne seizures
in years’
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The Administrator will in-service nursing on the aM2/22
importance of Phyician orders and Medication
Administration Records are on site for each
person supported, The Nursing Supervisor will
manitor one time a week through obhservations
for one month and then on a routine Basis to
ensure current Physician Orders and Medication
Administration Records are oh site and available
for @ach person supported. In the future the
Nursing Supervisor will ensure Physiclan Orders
and current Medication Administeation Orders
are availabie in the home.
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* the Phenytoin was not submitted by exit of the
survey, 0813122
Y124} 276G .0209 (F) Medication Requirements V121 V121
10ANCAC 27G 0209 MEDICATION The Administrator will in-service nursing on
REQUIREMENTS ti'{al im;iortancea of Ps chfotro;ﬂio i:)rui; Reviews
ot - at least every & months for afl people
(f) Medication review. o supported. The Administrator and or the
(1) if the client receives psychatropic drugs, the Qualified Professional will monitor to ensure
governing body or operator shall be responsible all Psychetrapic Drug Reviews are completed
for obtaining a review of each client's drug g‘dfﬁ?g’é es‘fj;;g fé‘g‘;ﬁgé‘r‘;‘s@é %;:ﬁ}ﬁfopé .
regimen at least every siXx months. The review Drug Reviews are completed at least quarterly.

shall be to be performed by a pharmacist or
physician. The on-site manager shall assure that
the client's physician i informed of the results of
the review when medical intervention is. indicated.
(2) The findings of the drug regimen review shall
be recorded in the client record along with
corrective action, if applicable,

Thig Rule is not met as evidenced by:

Based on record review and interview e facility
failed to ensure psychotropic drug reviews were
completed at least every 6 manths for 1 of 1
Deceased Client {DC#3}. The findings are:

Review on 7/11/22 of DC#3's record reveated:
- admitted 5/10/99 and passed away on
4/29/22

- diagnosed with Mild Intellectual
Developmentat Disorder

- physician order dated 2/10/22: Trazadone
100mg daily {depression)

- no 6 months drug regimen reviews
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documented in the record
During interview on 7/14/22 the pharrracist
reporied:
- DC#3 been on Trazadone for years
- last prescription for Trazadone dosumented
in the system was 12/15/12
Curing interview on 7/14/22 the
Administrator/Acting Qualified Professional
reported: _
- adrug review was completed January 2022,
however, it was tlocumented January 2021
-~ did not submit the drug review due to the
discrepancy in the dates
This deficiency constitutes a re~cited deficiency
and must be corrected within 30 days.
V201 27G .5603 Supervised Living - Operations v 291

provide services at
licensed capacity.

(c) Participation of

10ANCAC 27G 5603  OPERATIONS

(@) Capacity. A facility shall serve no more than
siX clients when the clients have mental illness or
developmental disabilities, Any facility licensed
onJune 18, 2001, and providing services to more
than six clients at that time, may continye {o

(b) Service Coordination. Coordination shall be
maintained between the facility operater and the
qualified professionals who are responsible for
treatment/habilitation or cage management.

Responsible Pargon. Each client shall be
provided the opportunity to maintain an ongoing
relationship with her or his family through such
means as visits o the facility and visits outside
the facility. Reports shall be submitted at least

no marg than the facility's

the Family or Legally
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annually to the parent of a minor resicient, or the
legally responsible person of an adult residgant,
Reports may be in writing or take the form of a
conference and shall facus on the client's
pragress toward meeting individual geals.

(d) Program Activities. Each client shall have
activity opportunities based on her/his choices,
needs and the treatment/habilitation plan,
Activities shall be designed to foster community
inclusion. Choites may be limited whan the court
or legal system is involved or when health or
safety issues become a primary concern.

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed o coordinate with other professionals who
are responsible for the treatment of 1 of 2 current
clients (#4). The findings are:

Based on record review on 7/13/22 & "114/22 of
client #4's record revealed:

- atmitted 11/5/05

- diagnoses of Moderate intellectual Disorder
- aphysician's order dated 3/28/22 for Aristada
ijection 1064 every 2 months

= no documentation of the injections

During interview on 7/14/22 the
Administrator/Acting Qualified Professional
reported:

- the nurse documented the January 2022
injection but not the Aprit 2022 injection

- will submit documentation of the January
2022 injection

* the Aristada injection was not submittad by exit
of the survey.

The Administrator will iIn-service nursing on the
importance of documentation of coordination of
care with providers/professionals who provide
care for peaple supported. The Administrator
and ot the Qualifisd Professional will monitor to
ensure all documentation of care provided by
other providers/professionals is obtained,
currsht, and in the medical record. In the future
the Nursing Supervisor will ensure
documentation i:at\}rI providers/ professionals is
available and i the medical chart,
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V738 27G .0303(c) Facility and Grounds Maintenancs | V736
10ANCAC 27G 0303 LOCATION AND
EXTERIOR REQUIREMENTS
(¢} Each facility and its grounds shall 2e
maintained in a safe, clean, attractive and arderly
manner and shall be kept free from otfensive
odor,
V736
The leak in the bathroom has been repaired.
This Rule is not met as evidenced by The Administrator will monitor all Work 09/12/22

Based on recard review and interview the facility
failed to maintain the grounds in a safe manner.
The findings are:

Observation on 7/11/22 between 3:42pm -
3:54pim revealed:

~  the carpet outside of the men's bathroom
door was soaked and warped

Review on 7/14/22 of an emall dated £/27/22
revesled:

- the shower that was repaired... is leaking
again...can't locate your contractor whom fixed it
the first time..."

-~ sent by the prior Qualified Profess.onal (QP)

During interview on 7/11/22 staff #1 & staff #3
reported:

- maintence was noiified 2 weeks ago about
the leak in the bathroom

the leak was fixed 2 - 3 months ags but
started back 2 weeks ago

- glaff unsure where the leak came from

= have not heard back from mainten e

-

Orders to ensure they are completed on
time, In the fufure the Administrator will
ensure ail r%pairs o group homes are
reported an

completed on time,
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During interview on 7/14/22 the
Administrator/Acting Qualified Professional
reported:

- he was not sure if anyone had fcllowed LD
with the organization that owned the facility since
B/27/22

- they could not hire their own maintence
without approval from the organizaticon .

- he would follow up with the organization
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HEAMTH SERVICES, LLC

July 25, 2022

Mrs. Rhonda Smith
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

RE: Annual & Foilow up Survey Completed on 07/14/22

Wake County Group Home, 4808 Whitehall Avenue, Raleigh, NC 27604
MHL #092-389

Provider Number: 34G125

Dear Mrs. Smith

Thank you for your recent survey of Wake County Group Home #2. 1t was a pleasure working
with you and we look forward to yor folfow up and return to ensure all deficiencies have been
corrected.

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

Sincarely

' i
e
ofris Thomas

Administrator




RHA Health Services, LLC
2527 E. Lyon Station Rd
Creedmoor, NC 27522
Phone: 919.528-2558
Fax: 919-528-2971

FAX TRANSMISSION

CONFIDENTIAL HEALTH INFORMATION ENCLOSED

- [ ] &* [ L 7 * [ ] L ] » & »
To: |Rhonda Smith Fax: 919-715-8078
From: Morrls Thomas Date: O7127/22
Re: Pages: 57 (including Cover)
L 54
Urgent For Review As Requested Please Reply | Please Recycle
Additional Comments:

Confidentlality Note: The enclosed facsimile transmission contains confidential medical record information. This
information has been disclosed to the recipient identified above and is protected by State and Federal law. Those
laws fimit your ability to further disclose this zonfidential medical Information without the prior written consent of the
patient/client and his/her legal guardian or unless otherwise permitted by State and Federal law. if you are not the
intended recipient, you are hersby notified that any USE, disclosure, copying , distribution, or OTHER action taken
WITHOUT RESPECT TO the contents of these documents is strictly prohibited.  you have received this informatlon
in error, please notify the gender Immediately and arrange for the return or destruction of these documents,
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