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-Diagnoses of major deprassive disorder,
recurrent with psychotic features (resolved), other
specified personality diserder with borderline
dependent and obsessive compuisive traits, and
hypertension.

-Resident #4 was ambulatory, continent of bowel
and bladder, and communicated verbally.

Interview with Resident #4 on 01/20/15 at 11.05
am revealed:

-He had been admitied to the facility 01/14/15
from a state mental health facility.

-He was at the home because he had not been
"signed up" for the workshop yet.

interview with Administrator/owner on 1/15/15 at
10:00am revealed the applicant was not identified
by the administrator as a staff person when asked
for the names of facility staff.

Interview with the applicant in the kitchan of the
facility on 1/16/15 at 1:40 revealed:

- She arrived at the home around 12:30pm on
1/16/15.

-She was at the home to meet the
Administrator/fowner for training.

- Administrator/owner and Staff A were at the
home when she arrived.

Observation on 1/16/15 at 2:00pm revealed Staff
B arrived at the home at 2:10pm.

interview with facility owner/administrator on

01/18/15 at 2:45pm revealed:

-He came to the faciiity at 12:20pm.

-The apglicant had arrived at the facility on

01/16/15 about 12:15pm for training.

-Staff A, who was the only staff person working,

had to leave early at 12:30pm. ’
-The Administrator was aware that Staff A had to M
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leave early and he left a voice mail message for
Staff B to arrive early for work at 12:30pm on
01/16/15.

-Staff A left the facility at 12:30pm.

-Staff B had not arrived at the facility by 1:.00pm.
~The Administrator was aware that Resident #2
and Resident #4 were at the home.

-Resident #2 was at the home because he was
sick and had not wanted to attend the day
program on /16/15.

-Resident #4 was a new admission and had not
yet been enrclled in the day program, so he was
at the home on 01/16/15.

-The Administrator left the home at 1:00pm on
01/18/15 to pick up other residents from their day
program and left the applicant at the home with
the Resident #2 and Resident #4.

-He thought that Staff B was on his way to the
facility and would be there within a few minutes
s0 he teft to go pick up the other residents.

Interview with Staff B on 1/16/15 at 2:45pm
revealed:

-Normally staff is not scheduled to work at the
home from 9am-2pm during the week because
residents attending a day program off site.

-He was not aware, prior to coming in for shift
today, that Staff A had to leave early and that he
needed to arrive at 12:30 pm for his shift.

-He had problems with his phone the morning of
1/16/15 and did not receive a voice mail message
from the administrator/fowner.

-He would expect staff to stay at the home with
residents until another staff member arrived fo
relieve them.

-He had never arrived at the home for his shift
and found residents in the home without 3 staff
mamber present.

Based on observation and interviews, it was ) {
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determined that the total time residents were left
alone with the appiicant on 10/16/15 was from
1:00pm to 2:10pm.

Interview with facility owner/administrator on
01/20/2015 at 10:30 am revealed:

-The applicant who was left at the home with
Resident #2 and Resident #4 had not yet been
hired and he did not consider her a staff member
yet.

-He left the home and knew a potential staff
member was with the residents and they were not
alone.

-He was aware there had to be a staff memberin
the home as long as residents were physically in
the home.

-He thought Staff B would be arriving at the
home soon after he left.

-He was not aware Staff B had not received his
voice mail message.

Further interview with the applicant by phone on
1122115 at 3:00pm revealed:

-She was at the home on 01/18/15 to get money
from the Administrator for the TB skin test.

-She was not aware there were residents
currently in the home.

-She was not given any instructions about caring
for the residents.

-She was not instructed by staff to provide care
for the residents.

Review of the facility's Plan of Protection dated
01/16/15 revealed:

-Immediate action taken by the family care home
was to ensure there were trained staff on each
shift and trained staff are available as needed.
-The facility's plan to ensure residents are 2
protected from further rigk was o only have Z
Division of Health Service Regulation Ay
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trained staff with the residents.

-The administratorfowner would be responsible —\ji 'f/" [ ﬁjﬂ o h oA 65 @n CG?W QQM

for ensuring this. o ,
CORRECTION DATE FORTHE TYPE B e W“?f <
VIOLATION SHALL NOT EXCEED MARGH 8, %}@fé nembers b Coosr all
2018 Db e ooy 5 e
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10A NCAC 13G .1003 Medication Labels et j)ybﬂ’mﬂ“- Secmel bl
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(f) Prescription medications leaving the facility i )
shall be in a form packaged and labeled by a hot  Dbeen-

pharmacist or a dispensing practitioner. p(jj oy @[ aee QL d ,_£ }U;‘g
Non-prescription medications that are not /
packaged or labeled by a pharmacist or %\u%i %}@% {eo .
dispensing practitioner must be released in the
original container and directions for
administration must be provided to the resident or
responsible party. The facility shall assure
documentation of medications, including quantity
released and returned to the facility.

This Rule is not met as evidenced by: M . 6{7 L I &,%-E/”' Ci) !

Based on observations, record reviews, and

interviews, the facility failed to assure - 4 o LY
documentation of medications, including quantity, ’ﬁ‘f. 7%6‘1/{1/ ty M(i@&%( jﬁﬂ M=

released and returned to the facility for 1 of 1 .

resident (Resident #3). d@a& }r%ng_ﬂccff\' hes bEG’A ?U’(
The findings are: i:ﬂ Plﬂﬁé Wﬁ, %
Review of Resident #3's most current FL2 dated ey p@i{,@ out Procedier<d:
09/09/2014 revealed diagnoses of schizoaffective il - .
disorder, bipolar type, obesity, and < e hao ny A coasS m—

hyperprolaciinemia, M » ﬁg}w_ -~ (51" W
Wi a_¢ ot ati
Review of Resident #3's record revealed: Medccedn~d s Ge /,ﬂm% pédﬁ’gﬁ??
-A physician's order dated 01/07/15 for Tyleno! #3 b o -
TGl Ll pud faie < _!,M,,_g
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revealed: )

-Tylenol #3 with codeine was filled by the }%@

pharmacy on 01/08/15 with 15 pilis dispensed. m @%a&ﬂ’aj

-There was one pill in the bottle labeled Tylenol <

#3 with codeine with Resident #3's name and fill ﬂj W M

date of 01/08/15. W Cgfé p M

Review of January 2015 MAR revealed Tylenol #3 ~

with codeine was administered to Resident #3 g(/( Lo, @,@Z o W

once on 01/05/15, twice on 01/13/15, three times bﬂ&z

on 01/14/15, and three times on 01/15/15 for a el ¢ /g/u,é ’

total of 9 pills administered. /ﬂ o0 Lpaee A@
@4’5 onpn '

Review of the facility's "Dispensing Medications to

Residents on Leavefpass Policy" revealed: ém W@j . e

-Residents who were going to be on leave would
be given all of histher medications after a count \_&% M e et LA
had been done.

-Alist would be made of all medications on a A }u,gréf P

medication release form and the form would be
signed by the staff and resident before the
resident left the home.

-Upon the return of the resident, all of the
medications would be counted again and both
staff and resident would sign the fist.

Interview with Resident #3 on 1/16/15 at 4:15pm
revealed:

-She remembered taking all of her medications
with her when she went home for a visit on
01/09/15.

-She remembered taking her pain medicine, but
was not sure how many she took.

-She remembered bringing her medication back
to the facility, but did not remember how many
were returned or if staff counted them when she
returned the medications.

Interview with the Administrator/Owner on .
116/2015 at 3:05 pm revealed: 7 —;Z |
Division of Health Service Regtifation A4

STATE FORM 8399 SENJ11 If continuation sheet 8 of 10




”'.'T’SEJ‘&%%H}' B




PRINTED: 02/04/2015

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENGCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
FCLO60423 B. WING 01/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5963 THE PLAZA ROAD
MCCLAIN'S FAMILY CARE HOME # 1
CHARLOTTE, NC 28215
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECYION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGUELATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGCY)
co12 inued Fr C 912 \ p =~ - ] \
Continued From page 9 M‘édz C@.QWF C!) e ﬂ [ZM
medications provided to residents on leave from 1\6\3 L ee hJa' ar
the facility. " Placecp bﬂmﬂ

The findings are: %:;/ PC%}S@L%Z@ é&&'ﬂ "? M'{ﬁ

Based on observations, interviews, and record

reviews, the facility failed to ensure that 2 7{@ M/ 9 Mﬁ %,3 L@E{

residents, (Resident #2 and Resident #4) had a

staff member present in the home at all times.
[Refer to Tag C 186, 10 ANCAC 13G .0601(b) C)@ n’ﬁeﬂtsp/ aré/fﬁﬁﬁ
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Shook, Linda

L BTN
From: Shook, Linda
Sent: Friday, March 27, 2015 1:56 PM
To: Nina Anderson (Nina.Anderson@mecklenburgcountync.gov)
Cc: Poplin, Sherry S; Harrison, Carolyn
Subject: McCLAIN'S FAMILY CARE HOME #1 - MECKLENBURG COUNTY
Attachments: McClain FCH #1 2015-03-20 POCA-SENJ11.pdf

Please find attached copy of the approved “Amended” Plan of Correction (POC) for the
above referenced facility.

Thank vyou.

Linda Y. Shook, Processing Assistant
Adult Care Licensure Section

NC Department of Health and Human Services
Division of Health Service Regulation

12 Barbetta Drive, Asheville, NC 2889%§
Phone: (828)670-3391 x 149

Fax: (828)670-5040
Linda.Shook@dhhs.nc.gov
www.ncdhhs.gov/dhsr

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, heaith, tegally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this e-mail in error, please notify the sender immediately and delete all records of this e-mail.




