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An annual survey was completed on March 8,
2018. A deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.
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This Rule is not met as evidenced by:

Based on observation, record review and
interview the facility failed to ensure medications
were administered based on the written order of a
| person authorized by law to prescribe drugs for 1

| of 3 clients (#1). The findings are:

| Review on 3/8/18 of client #1's record revealed:
- Admission date: 5/8/14
- Diagnoses: Autism Spectrum Disorder,
| Moderate Intellectual Disability, Severe
Constipation, Diarrhea, Chronic Gas/Bloating and
| Abnormality Colon
Physician's order dated 8/10/17 Prucalopride
| (used to treat chronic constipation) 2 mg 1 tablet
once daily
- February and March 2018 MARs:
Prucalopride was not signed as administered
2/23M8 -3/718

Observation on 3/7/18 at approximately 1:00 pm
of client #1's medications revealed:
- Client #1's Prucalopride was not onsite

Interview on 3/7/18 with the Home Manager
revealed:

- She was aware client #1's Prucalopride ran
out.

' - She learned the medication was running low
| about 7 days prior to it running out

| - Client #1's parents were responsible for

| refilling the medication

- Usually it took about 2 weeks for the
medication to come in

- The medication has been ordered and should
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be at the facility soon
Interview on 3/7/18 with the Licensee revealed:
- He was not aware client #1's Prucalopride
had ran out
- The House Manager was responsible for
ensuring medications were refilled appropriately
- He would develop a new system to ensure
medications are refilled accordingly in the future
| 1
| i
|
| |
| ‘
|
|
:
|
- |
|
|
|
Division of Health Service Regulation
STATE FORM 6899 JOYS1 If continuation sheet 3 of 3




2705 Brighthaven Drive
Raleigh, NC 27614

March 22,2018

Mental Health Licensure & Certification Section
7718 Mail Srevice Center
Raleigh, NC 27699-2718

Re: Annual Survey
Brighthaven Home, 2705 Brighthaven Dr., Raleigh, NC 27614

MIHL #092-889

Attached is plan of correction to eliminate deficiencies.

Santosh Gaur
BH Director



