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An annusl survey was completad on September

category: 10A NCAC 27G 56004 Supervised
Living for Adults with Mental liness,

This facility Is licensed for 3 and currently has a
census of 3. The survey sample consisted of

v 1131 27G 0208 Client Records

(a) A client record shall be mairdained for each
individual admitted to the facility, whick shall
contain, but necd not be limitad to:

(1) an identification face sheet which includes:
{(A) rame Gast, first, middle, maiden);

(B) dlient recort number;

(C) date of birth;

{D) race, gender and marital status;

{F) discharge dute;

developmental disabiiities or substance abuse
diagnosis coded according o DSM v;

(3) documentation of the scresning arnd
assessment;

| (5) emeargency infarmation for each client which
shall include the name, address and tel

number of the Parson {o be contactad in case of
strdden ifiness or accident and the name, address
and telephone number of e chant's prefarred

responsible person granting permission to seek
Smergency care from a hospital or physician;

INITIAL COMMENTS

18, 2023, Deficioncies were citad,
This facility is ficensed for the following service

audits of 3 cirvent clienis,

JOANCAC 27 0208 CLIENT RECORDS

(E) admission date;
(2) documentation of mental itness,

(4) treatmenthabilitation or service plan;

(6) a signed statemont from the cient or legally
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Continued From page 2

Hypertension, Epllepsy, Setaure Disorder,
ingomnia, Renal Insufficiency,

~There was no documentation of progress toward
outéomes.

Review on 9/18/23 of Client #3's revord revaaled:
~Admission daty of 6/14/11.

-Diagnoses of Bipolar Affective Disorder; Montal
Retardation; Paranold Schizophrenta;
Comstipation; Insornnia; Prediabetes.

~There was no documentation of progrivss toward
outcomes

Interview on B/14/23 with the Owner revealed:
~Facility ad nol been completing prograss nolss
for & while. )

-Reportad that since COVID hit, favility had
stopped doing some of the things they used to
do.

»Si;e corfirmed thare was no documentation of
client’s progress foward outcomes.

276G 0209 {C) Medication Requiraments

10ANCAC 27G 0209 MEDICATION (
REQUIREMENTS .

{¢) Medication adminisiration:

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

drugs.

{2) Medications shall be selt-administersd by
c&entsorﬂywhmﬁummmmmwme
client's physician,

(3) Medications, including injections, shall be
administered only by licensed or by
unficensed persans trained by a registered nurse,
phammacist or other legally quallfied person a
privileged t prepsra and administer medications.
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Continued From page 3

(4) A Medication Administration Recond (MAR) of
all drugs administered to each client must be kept
current, Medications administered shall be
recorded immediately after administiation. The
MAR I8 to include the following:

(A) client's name;

{B) name, strength, and quantity of the drug;

(C} instructions for administering the drny;

{0) date and tme the drug ls administerad; and
(E) name or initials of parson administering the

drug.

(5} Client requests for medication chinges or
checks shall be recordad and kept with the MAR
file followed up by appointment or consultation
with a physician,

This Rule is not met as evidanced by:

Bazed on rscord review, obsarvation and
interviaw the faciity fafled to A) Ensure
medications were administered on the wiilten
order of a physician Tor three of three audited
chants {1, #2 arxd #3), and B) Ensure MARs
were Kept cumsnt for three of three audited
clients (#1, #2 and #3) The findings are:

Review on 9418423 of CBant #1's record revealed:
-Admission date of 10/3/22.
-Diagnoses of Schizoaffective Disarder;
Congenital Denfiress; Diabetes Mellibus;
Hypothyroidism Encephalitis; Gastroesophageal
roflux disease {GERDY; Hyperfipidemia;
Hypertension,
Fhysictan's order dated 10/A19/22-

~Test Blod Sugars wo times daily.
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Ohservation on 9/18/23 at 1:30 pm of Client #1's
medications revealed:
-Glucometar was avallable.

Review on 9/18/23 of Client #1's MAR for July 1,
2023 through September 18, 2023 revealed:
-Blood sugers were marked as chicked twice
daily everyday for the period covered,

Review on 9/18/23 of Client #1's Glucometars {2)
recordings for July 11, 2023 through Septembesr
18, 2023 revealed blood sugars were not
ﬁw;ked as ordered on the following dates:
KNy,

<TH1 {once); 7T115-THE (none); 7/24 (once):;
7126 {once}; 7127 (once) 7/29-7/31 {once).
~August:

~8/1-8/2 {once); 8/4 (none); 875 {once); 8/6
{none}; 8/7-6/8 {once), 8/10/-8/12 (once); 8/15
{once); 8/20 (onoe); B/22-8125 (once); B/26-8/28
{none); abf::* {once).

-8/1- {onca); B73-9/4 (once); 9/6-978 (onoe);
9/10-8/13 (once): 915-9/16 (once).

-Faciity did not follow physician's onder of
checking Client #1's blood sugers twice a day.
~Client #1's MAR wrongfully indicated that his
sugars had bean checked twice daily everyday,
-Due to the failure o accurately docurment
medication administration and not having all dally
dala available & could not be determined i Client
#1 blood sugars had baen checked twice a day.

Review on 9/18/23 of Client #2's racord revealed:
-Admission date of 6/4/11.
«Dipgnoses of Paychosis; Diabetes Type B,

Hypertension, Epilepsy, Seizure Disorder,
Insomnia, Renal insufficiency.
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-Physiclan’s orders dated 11/7722;
«Eucerin- Apply topically to feet at bedfime
~There were no physiclan's orders for the
following:
~Metamucil- Take 1 packet three times daily.
~Polyethylene Glycol 3350- Mix 17 gm in
liquid and drink daily.
Ohbservation on §/18/23 at about 1:45 pm of
Client #2's medications revealed:
~Eucerin was not available.
~Metamucil was not available,
~Polysthylene Glycol 3350 was avallsble.

Raview on 8/18/23 of Chent #2's MAR for July 14,
2023 through September 18, 2023 revealed:

-All the medications mentioned were marked as
given daily averyday for the period covered,

~Cllent #2's Eucern and Matamuc were not
available at the home, but the MAR indiceted that
they were being administered, :
~Cliont #2's Polyethylene Glyeol 3350 was
available at the home, but did not have s
physician’s ?arger.

-Due {0 the fallure to accurately docusnent
madication administration and not having
medication available, it could not be determined i
Client #2 received his medications ag ordered by
tha physician,

Review on 9/18/23 of Client #3's record revealed:
-Admission date of 6/14711.
-Diagnoaes of Bipolar Affective Disorder: Mental
Retardation; Paranoid Schimphrenia;
Constipation; Insomnla; Prediabetes,
~Physician's orders dated 11/7/22:

-Zolpidem 10 mg- Take 1 tablet daily before
bedtime.
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Review on 9/18/23 of Client #3's medication
packages ravealed:
~Zolplderm weas not available.
-Packages wera dispensed on 95123,

Review on 918523 of Client #¥'s MAR for July 1,
2023 through September 18, 2023 ravealed:
-Medication mentioned was marked az given
daily everyday for the period covenad.

~Cliont #3's Zolpiderm was not availabie at the
home, but staff continued fo mark medication as
givan on his MAR,

=Due to the failure to accurately document
medication administration snd not having Chent
#3's Zolpiderm available, it could notbe
deterrnined If he received his medications as
ordered by the physician,

Intarview on 9/18/23 with the Owner revesled:
~Ragarding the blood sugar checks- She
acknowledged that Client #2's blood sugars were
not baing checked twice per doctors ordors,
~Reported that they would consult with Client #2°s
doctor to gither digcontinue order or to have his
bicod sugars checked only once per day as his
sugar levels had been under control for quite
some fime.

-Regarding Client #3's Zolpidem- She thought it
was in the pack because sl medications came
prepackage.

~Bhe was responsible for making sure clienfs
medications were correct when they wera
deliverad by the pharmacist. .
~She had gotten used to the phammacy sending
them correctly, 20 she stopped chacking.

-Latest medication package for Cllent #3 came in
on 9523,

~The missing medicine was to help him sleep, but
he had been sleeping well this month.
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Continued From page 7

~it wasg unknown at this time how fong cfient had
been without the medication.

Pua {0 the failure to accurately document
madication administration and not having a
mechication avallable it could oot be determined i
Chent #2 receoived her medications a8 orderad by
the physician,

27G .0208 (F) Medication Requiremerts

TOA NCAL 270 0208 MEDICATION
REQUIREMENTS

{f) Medication review:

(1} i the client receives psychotropic diugs, the
govemning body or operaior shall be responsible
for obtaining a review of each client's drug
regimen ot least every six months. The roview
shall be to be performed by a phammaciet or
physician. The on-site manager shab assure that
the dient’s physician is informed of the rasults of
the review when medical infervention is indicated.
(2} The findings of the drug regimen review shall
be recorded in the client record slong with
corrective action, if applicable,

This Rule is not met as evidenced by:

Baged on records reviews and interview the
facility falled to cbtain drug reviews every six
maonths for three of three clients (1, #2 and 3#3)
who received psychotropic drugs. The findings
ares

Review on §AA28 of Clont #1's record rovealed:
-Admission date of 10/3722.
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Continued From page 8

«Diagnoses of Schizoaffective Disorder;
Congenital Deafness; Diabetes Meitus;
Hypothyroidism Encephaliis; Gastroesophageal
reflux disease {(GERD); Hyperiipkiemia;
Hypartension,

-Physician's order dated 10/49/22:

-Clozagine 100 milligrams {mg) Take 2
tablets by mouth every moming and 3 {ablets at
baedtime.

~Risperidone 3 mg-Take 1 fablet by mouth
twica daily.

«Sertraline 100 mg- Take 1 tablet by mouth
once daily at bedtime.

-Clonazapam 0.5 my- Take 1 tablat by mouth
once dally as needed.

~Halopertidol Smg- Take 1 tablet by mouth
every 6 hours as needed for severa
gsyuhu&islagitaﬁun not 1o exceed 4 tablets/24

Ours.
~The July, August and Saptember 2023
Medication Administration Record {MAR)
revesied Client #1 was administered the above
mexdications daily.
~There was no evidence of a psychotropic drug
raview for Cllent #1's medications In the Fast six
morihs.

Review on 9718/23 of Client #2's record revealed:
~-Admigsion date of 6/4/11.
-Diagnoses of Psychosls; Diabetes Type I,
Hypertansion, Epllepay, Seure Disorder,
Insomnia, Renal Insufficiancy. -
~Physician's orders dated 11/7/22:
¢ ilMpipmMe 15 mg- Take 1 tablet by mouth
aily.
~Clonazapam 1 mg- Take 1 tablet by mouth at
bedtime.
-Mirtazapine 15 mg- Take 1 tabiet by mouth
at badtime,
Quetiapine 400 my- Take 2 tablats by mouth

v 1z1
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at badfime.

~Trazodone 100 my- Take 1 tablet by mouth
at bedtime.
~The July, August and September 2023
Madication Adminlstration Record {MAR)
revealed Client #2 was administered the above

medications dally.

-There was no evidence of a i¢ drug
review for Client #2's medications in the Iast six
months,

Review on 9/18723 of Glient #3's record revealerd:
~Admission dates of 6/14/11.
-Diagnoses of Bipolar Affactive Disorder: Mental
Retardation; Parancid Schizophrenia;
Constipationy; insomnia; Prediabetes.
~Physician's orders dated 1177722

~Guanfacine 1 mg- Take 1 tablet by mouth
three times a day,

~Lorazepam 1 mg- Take 1 tablet by mouth
three times a day.

~Quetiapine 400 mg- Take 1 tablet by mouth
&t bedtime,

~Trazodone 150 mg- Take 1 tablet by mouth
at bedtime as needed for sleep.
~The July, August and Septomber 2023
Medication Administration Record (MAR)
revealad Client #3 was administered the above
| medlcations daily,

~There was no evidenoe of a psychotropic drug

review tor Client #3's medications in the kst six
months.

Interview on 9/18/23 with the Owner ravealed:
nahamnm'mmmatﬂwdmgmm needed

FORM APFROVED
PP -
B. WG osiarezs
NAME OF PROVIDER OR SUPPLIER Wmmm.m,mmmm
DEE 2 G ENRICHMENT GENTER 23 %@mm%w
V121 Continied From page 9 V121

to be completed.
~She had made arangements for them fo be
compleded,
-She confirmed the six months psychatropic
revigw for clients #1, #2 and #3 had not been
Division of Hesith Sarvice
STATE FORM a6 EUDaNM W comtinuation shiot, 1t of 11
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at bedtime,

at bexftime,
~The July, August and September 2023
Meadication Administration Record (MAR)

medications dally,
~There was no evidence ofa

months.

-Admission date of 6/14/11.

Retardation; Paranoid Schizophrersia;
Constipation; Insomnia; Prodiabatos,
-Physiclan's orders dated 1177722

three timas a day.

three times a day,
ot bedti
at bedtime as needed for sleep.
-The July, August and September 2023
Medicat) i

medications daily.
~There was no

0 be compietad,

completed,
-She confirmed the six months

~Trazodone 100 mg- Take 1 tabiet by mouth

reveated Client #2 was administered the above

ic drug
review for Client #2's mecdications in the kst six
Review on 8/18/23 of Client #3's racord reveafed:

-Diagnoses of Bipolar Affective Disorder; Mental

-Guanfacine 1 mg- Take 1 tablet by mouth
~Lorazepasm 1 mg- Take 4 tablet by mouth
~Quetiapine 400 mg- Take 1 tablet by mouth
-Tra?&iome 150 mg- Take 1 tablet by mouth

svidence of a psychotropic drug
review for Client #3's medications in the last six
months..

-She had made Frangements for them to be

i drug
Ben
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Continued From page 8

-Diagnoses of Schizoaffective Disorder:
Congentital Deathess; Diabetes Mellitus;
Hypothyroidiarn Encephalitis; Gastroesophageal
rofiux disease (GERDY); Mypertipidemnia;
Hypertansion,
“Physician’s order dated 10/19/22:

~Clozapine 100 milligrams (my) Toake 2
tablets by mouth every moming and 3 tablets at
badtime,

-Risperidone 3 mg-Take 1 tablet by mouth
twice daily.

-Sertraling 100 mg- Take 1 tablet by mouth
once daily at badtime.

~Clonazepam 0.5 mg- Take 1 tablet by mouth
once daily ag neaded,

~Halfoperidof Smg- Take 1 tablet by mouth
every 6 hours as needed for severe
paychosis/agitation not to exceed 4 tablets/24
hours.

-The July, Augisst and September 2023
Madication Adrministration Record (MAR)
revealed Client #1 was administered the above
medications daily.

~There was no svidenoe of a psychotropic drug
review for Cliertt #1's medications in the last six
raonths,

Review on 9/18/23 of Client #2's record revealed:
~Admission date of 6/4/11.
-Diagnoses of Psychosis; Diabetes Type I,
Hypertension, Epllepsy, Setaire Dizorder,
insomnie, Renal insufficiency.
-Physician’s orders dated 11/7/22;

'y-Aﬂpiprazn!e 19 mg- Take 1 tablet by mouth

;Ctonazepam 1 g« Takoa 1 fablef by mouth at

-Mirtazapine 15 mg- Take 1 tablet by mouth
at bedtime.

Quetiapine 400 mg- Take 2 tablets by mouth
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Continued From page 7

-It was unknown &t this time how Jong client had
bean without the medication.

Due to the failure {o accurately document
medication administration and not having o
medication avallabie it could not he determined i
Cliont #2 retoived her medications as ordered by

the physician.

V124 276G 0209 (F) Medication Requirements

10ANCAC 276G 0208 MEDICATION
REQUIREMENTS

(f) Madication review: :

(1) # the dient receives psychobropic drugs, the
governing body or operator shall be rezponsible
for oblaining a review of each clienf's drug
regimen at least every six months, The review
shall be to be performed by & phermacist or
physician, The on-site manager shall assure that
the client's physician is informed of the results of
the revisw when medical intervention Is indicated.
(2) The findings of the drug regimen review ahalt
ba recorded in the: client record along with
corective action, if applicatle.

This Fude is not met as evidenced ty:

Based on records reviews and interview the
facility fafled fo obigin drug reviews every six
maonths for three of three clients (#1, #2 and #3)
who recaived psychotropic drugs. The findings
ane:

Review on 9718423 of Clert #1's record revealed: |

-Admission date of 10/3/22.

v s

Vi
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Review on 9/18/23 of Client #3's medication
packages revecled:

~Zolpiderm was not available.

~Packages were: dispensed on 9/5/23.

Review on 9/18/23 of Cllent #3's MAR for July 1,
2023 through Soptember 18, 2023 revealed:
~-Madication mantioned was marked as given
daily avaryday for the period cavered,

-Cliant #3' Zolpiderm was not available at the
home, but staff sontinued to mark medication as
given on his MAR.

~Due to the failure to accurately document
medication administration and not hraving Clhient
#3's Zolpiderm available, it could not ba
determined ¥ he received his medications as
ordered by the physician,

lnterv!mvonﬂn&fzawiﬁnmeﬂmm;
-Regarding the blood sugar checks- She
acknowledged that Cient #2's blood sugars were
not baing checked twice por doctor's orders.
-Reparted that they would consult with Cliont #2's
doctor te either discontinue order or to have his
blood sugars checked onfy once per day ds his
sugar levels had been under control Tor quite
some time,

~Regarding Client #3's Zolpidem- She thought it
was in the pack because all medications came
prepackage.

~She was responsible for miaking sure cilent's
medications were comect when they we
delivered by the pharmacist, .
-5he had gotten used to the pharmacy sending
tham correctly, 50 she stopped checking.
Mmmmedmﬁm package for Chient #3 came in
on 3.

«The missing medicine was to help him sleep, but

Vs

he had been steeping well this month,
0]
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~Physician's orders dated $1/7/22:

-Eucerine Apply fopically to feet at bedtime
~There were no physician's orders for the
following:

~Metamucll- Take 1 packet three times daily.

-Polyethylene Glycol 3350- Mix 17 gmin
fiquid and drink daily,

Observation on 91823 at about 1:45 pra of
Client #2's mevications revealed:

-Eucerin was not available,

~Metamucil wag not available,
-Polysthylene Clycol 3350 was available.

Raview on 918/23 of Client #2's MAR for July 1,
2023 thwough September 18, 2023 revealed;
-All the medications mentioned were marked as
given daily everywday for the period covered,

=Cllent #2's Eucearin and Metamuel were not
avallable at the home, hut the MAR indicated that
thay were being administered,

-Client #2's Polyethylene Giycol 3350 was
avaflable at the home, bt did not have a
physician’s order.

~Due {o the failure to accurately document
maodication administration and not having
madication avallable, it could not be determined i
Cllant #2 receivad his medications as ordered by
the physician, ‘

Review on 9/18/23 of Client #3's record reveated:
~Admission date: of 6/14/11.

-Diagnoses of Bipolar Affactive Disorder; Mental
Retardation; Paranoid Schizophrenia:
Constipation; Inzomnia; Prediabetns,
~Physician's ondavs dated 11/7122:

~Zolpidem 10 mg- Take 1 tablet dally before
badfime.
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Continued From page 4

Observation on 81823 at 1:30 pm of Client #1's
mexdications revealed:
LSlucometer was available,

Review on 918423 of Client #1's MAR for July 1,
2023 through Sieptember 18, 2023 revealed:
-Blood sugars were marked as checked twice
daity everyday for the period covered,

Raview on 9/16/23 of Client #1's Glucometers (2)
recordings for July 11, 2023 through September
18, 2023 revealed blood sugars were not
checked as ordered on the following dates:
~duly:

-T11 {once); THE-TH6 (none); 7724 (once);
7726 (once); TIET (orwe) T/29-7131 (once).
~August:

-8/1-8/2 {orice); 8/4 (none); 8/5 {once); B8/6
(none), 8/7-8/8 (once}; 8/10/-8/12 (once); 8/15
(once); 820 (once); 8/22-8/25 (once); 8/26-8128
{none); 8/31 (oioe).

“September:

-Bi1- {once) 9f3-9/4 (once); 96-978 (once):;

9/10-8/13 {onces); 9/15-8/16 (once).

~Fadlity did not follow physician's onder of
chacking Client #1's blood sugars twice a day,
Cliont #1's MAR wrongfully indicated that his
sugars had been checked twice daily sveryday.
-Due to the failure to accurately document
madication administration and not having all daily
data gvailable it could not be determined if Client
#1 blood sugary: had been checked iwice a day.

Review on 9/18/23 of Client #2's record revealed:
-Admission date of 64511,

-Diagnoses of Peychosis; Diabetes Type i,
Hypertension, Epilepsy, Seizure Disorder,

V113
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Continuad From: page 3

{4) A Medication Administration Record {MAR) of
all drugs administered o 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;

(C) instructions for administering the drgy;

(D) date and time the drug is adminlstered: amd
(E) name or iniinls of person administering the
drug.
{5) Cliert requests for medication changes or
checks shall be recorded and kept with the MAR |
fiie followed up by appointment or consultation
with a physician,

This Rule isnotma*tmevidmnedbyz
Based on racond review, observation and
intervicw the facility failed to A) Ensure
medications wers administered on the written
order of a physician for three of three audited
clients (#1, #2 and #3), and B) Ensure MARs
were kept current for three of three audited
clieants (m,mmm)mwmm

Review on 9/18/23 of Client #1's record revealed:
-Admission date of 10/3/22. _

-Diagnoses of Schizoaffective Disorder;
Congenital Deafnoss; ﬁwlukm?; Mollitis; hag
Hypothyroidism Encephalitis; astroasophageal
refix disease (GERD); Hyperlipidemia;
Hypertensi

o,
~Physician's order dated 10/19/22

v1g

~Test Blood Sugars fwo times daily.
Fegulation
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Continued From page 2

Hypertension, Epllepsy, Seizure Disordey,
Insomnia, Renal Insufficioncy,

~There was no documentation of progress toward
outcomes.

Review on 9/18/23 of Client #3's record revesaled:
-Admisgion date of 6/14/11.

-Disgnoses of Bipolar Affective Disorder; Mental
Reiardation; Paranoid Schizophrenia;
Constipation; Insornnia; Prodiohstes.

~There was no documentation of progress toward
autcomas

Intarview on 9/14/23 with the Owner revealed:
-Facility had not been coamplefing progress noles
for a while. ,

~Reported that since COVID hit, fachity had
stopped doing some of the things they used to
do.

~She corfirmed thare was no doouimentation df
client's progress toward outcomes,

271G 0208 (C) Medication Requirements

TOANCAC 27G 0209 MEDICATION
REQUIREMENTS

{¢) Medication administration:

(1} Prescription or trugs shall
only be administered to a cfient on the written
order of a parson authorized by law 10 prescribe
drugs.

{(£) 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 ficensed persons, or by
undicensad persons irained by a registered nurge,
pharmacist or other legally qualified person and
privileged 1o prepare and adminlster medications.

Vi3

V118
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Vo0 INITIAL COMMENTS vono

An annuai survey was completed on September
18, 2023, Deficisncies were cited,

This facility is licensed for the following service
category: 10A NCAC 276 .5600A Supervised
{ Living for Adults with Mental Hiness.

This facility is iicensed for 3 and currently has &
census of 3. The survey sample consisted of
audits of 3 current clionts. ‘

V113 276G 0206 Clisnt Records V113

TOANCAC 276 0206 CLIENT RECORDS L
(a)Adiwtmxdmllbemaimmhmam ‘
individual admitted to the Taciltty, which shall
contain, but nead not be Bmited to:

(1) an identification face sheot which includes:
(A) rame (last, first, middie, meidan);

(B} dlisnit record nomber;

{C) date of birt;

(D) race, gender and marital shatus;

{E) admission date;

(F) discharge date:

(2} documentation of mental iltness,
developmental disabiities or substance abuse
1 diagnosks coded aceording to DSM Iv:

(3) documentation of the screening and

assessment;

{4) treatment/habilitation or service plan;

(5) emergency information for each ofient which
shall include the name, address and telephone
number of the prson to be contacted in cass of i
sudden iliness or accident and the name, address
and telephona number of the client's prefarrad

physician;
(6) a signed statement from the client or legally
responsible person granting permission o seek
£ {emergency care from a hospital or physician: i
%1 0f Hoalth Sandcs Reguianan
el REPRESENTATIVE'S SIGNATURE e A
U ot oy Adlminii s Yatne 10123 "™

l 0 it EUD311 Tf continuanion st 1 of 11




27G.0209 {F) Madication Retjuirements
Systematic Change to Pravent out of Compliance lssues,

The director will have bi-annually drug reviews as per rule that is set forth, this will ensure that all orders
that were written by the prescriber is in the facility, the MAR matches the orders, any orders that need
o be 0/C will have an order and removed or documented on the MAR; any new orders will be
documented on the MAR. All staff that has been trained on how to administer medications, will always
document on the MAR for all prescribed medications, the divector will review the MAR for proficient
documentation and to make sure that all orders and medications are In the facility.  if any staff is having
issues documenting on the MAR, they will be retrained by the director and or by the jocal pharmacist.

Timetable for Irmnplementation of Corrective Action: The director will schedule an appointment with the
local pharmacy, this will be done by October 5%, 2023, to do the drug review or sooner. The director will
check the orders, contact the doctor and pharmacist immediately (September 18, 2023).

-
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DEE & G Enrichment Center #3 Plan of Correction

License Number: MBL-001-132
The Annual Survey was completed on Septernber 18, 2023.

27G.0206 Cllent Records {10A NCAC 276G.0206 Client Records
Systernatic Change 1o Prevent out of Compliance issues.

The Director and QP will review each client’s records on a monthly basis, this wilt ensure that the
following inforimation is documented in all records: progress towards outcome, (i.e. progress notes) for
each client. The notes will be completed during QP visit, this will help determine if the member is able
o meet thelr measurable goals or they would need to have goals added/deleted to their person-
centered plan. By doing a quality assurance review of all books, this will prevent out of compliance
issues for the facility.

Timetable for Implementation of Corrective Action: Progress notes for all clients was implemented on
September 19, 2023. Each note will give a brief description of any progress in which the member is
progressing while services are being provided.

276G.0208 (Medication) 10A NCAC 27G.0209 Medication Requirements
Systematic Change to Prevent out of Compliance issues.

The Director will schedule and Medication review with their locat pharmacigt, to make sure that they
have the following:

Written orders for all medications

Have crders for ail Biood Sugar checks.

Documented information for the ordered 8lood Sugar Checks

Use the glucometer as directed (per doctor’s orders) and that all staff are writing down the
results as ordered,

Retrain all staff on Medication Requirements and how to read the orders and documents,

f.  Make sure that all medications that fave & written order Is in stock, if thers is an issue with
getting a certain medication, staff and or director should contact the prescriber immediately, and
inform them of the issues so that an alternative medication can be prescribed, and that the MAR
reflects the new order, and D/C any old orders.

th O O O
P

Eerd
5

Timetable for implementation of Corrective Action: The director will schedule an appointment with the
local pharmacy, to make sure that they have all orders and medications In stock, The director will also
have all staff retrained in medication management. The director will schedulé a training by October 6,
2023, of first available,



Pee & G Enrichment Center # -

2% Austin Streey, Burlington NC 27217

North Carolina Department of Health and Human Services
RE: Annual Survey Completed on September 18, 2023
Grestings:

Thank vou for allowing Dee 8, G Enrichment Center the opportunity to submit a plan of correction for the
areas cited within our faciiity on September 18, 2023,

Thank you.
(" Doa w\g% [0~/ -2023
Name V Date
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V 13| Continued From page 1 Vi3
{7} documentation of sevvices provided;

(8) documentation of progress toward oustcomes:
{9} if applicable:

{A) documentation of physical disorders
diagniosls according to Infernationnl Classification
of Diseages (ICD-0-CM);

{B) medication orders;

(C) orders and copies of Jab tests: and

(D) documentation of medication and
administration errors and adverse drug reactions.
(b} Each fachity shall ensure that infarmation
relative to AIDS or related conditions is disclosed
only in accordance with the communicable
disease laws as specied in G.S, 130A-143.

This Rule is not met as evidenced by:

Based on record reviews and Interviow, the
facility failad to ensure records were complete
affecting 3 of 3 current clierts (#1, #2 and #3),
The findings are:

Review on 0/18/23 of Cliant #1's record revealed:
-Admission date of 10/3/22,

Diagnoses of Schizoaffective Disorder:
Congenital Deafress; Diabetes Mellitus;
Hypothyroidism Encephalifis; Gastrossuphageal
reflux disease (GERD); Hyperlipidemia;
Hypertonsion

ﬁhamwasn;:mmnmmﬁpmmmﬂ
outcomes.,

Review on 8/18/23 of Cliont #2's record rovested:
-Admission date of 8/4M1.
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