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INITIAL COMMENTS

A complaint survey was completed on May 24,
2018. The complaints were substantiated (intake
#NC00139014 and NC00139145). A deficiency
was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

27G .0209 (C) Medication Requirements

10ANCAC 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;

C) instructions for administering the drug;

D) date and time the drug is administered; and
(E) name or initials of person administering the
drug.

(5) Client requests for medication changes or
checks shall be recorded and kept with the MAR
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file followed up by appointment or consultation
with a physician.

This Rule is not met as evidenced by:

Based on record review, observation and
interview, the facility failed to administer
medication as ordered by a physician for one of
two clients (#1). The findings are:

Review on 05/23/18 of client #1's record
revealed:

-55 year old female.

-Admission date of 11/11/10.

-Diagnoses of Paranoid Schizophrenia, Mild
Mental Retardation, Hypertension, Seizure
Disorder, Hypothyroidism and High Cholesterol.
-Physician Order dated 05/15/18 Levothyroxine
50 MCG 200 MCG by mouth daily at 6am.

Review on 05/23/18 of the North Carolina Incident
Response Improvement System report dated
05/16/18 revealed:

"-Consumer [Client #1] was released from the
hospital on 05/15/18. When she was released
from the hospital several of her medication was
discontinued and also she receive several new
medication orders. One of the medications that
she received was Levothyroxine 200mg by mouth
daily at 6am. The pharmacy [Name of Pharmacy]
stated that they was sending 50mcg which mean
consumer will need to take four 50mcg which
mean consumer will need to take four 50mcg to
equal 200mcg per her order. When the staff
gave the medication they gave the medication
according to the way it was written on the MAR.
Give four 50 mcg to equal 200mcg by mouth at

Division of Health Service Regulation

STATE FORM

6899 3KUY11

If continuation sheet 2 of 4




Division of Health Service Regulation

PRINTED: 05/29/2018

FORM APPROVED

6am. The staff gave four 200mcg Levothyroxine
which equal 800mcg which the staff should of
read the label before distributing the medication.
Contacted [Pharmacy] and ask why did they send
200mcg instead of 50mcg like they stated. They
thought that it would of been easier to give one
200mcg pill. They stated that we need to
continue to monitor her and check her blood
pressure throughout the day and that she should
be ok. Contacted her primary dr. (doctor) about
the medication error and her nurse stated that
she will notify us about what [Doctor] decide to
do. Called back on this day 5/16/18 and the dr.
had not made a decision yet. Received a call on
05/17/18 approx.(approximately) 10am stating
that [Doctor] would like to hold her levothyroxine
for 7 days and on the 7th day bring her in the
office as a walk-in or same day appointment. As
time progressed throughout the day staff became
concern about the consumer and decided to take
her to the ER (emergency room) to get check out.
Consumer was released from the ER and they
stated that they could not find nothing medically
wrong with her."

Review on 05/23/18 of the hospital emergency
room Patient Health Summary for client #1 dated
05/17/18 revealed:

"-Patient brought to ED (emergency department)
by group home owner for evaluation of weakness,
specifically pt (patient) not verbally responding
appropriately. Pt recently hospitalized for UTI
(urinary tract infection) and released 2 days ago.
Also, of note-pt was d/c (discharged) with a RX
(prescription) of 200mcg of synthroid once daily,
per group home owner pt was given too much
synthroid yesterday-800mcg instead of 200mcg."

Observation on 05/23/18 of client #1's medication
revealed:
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-A bubble pack labeled Levothyroxin Tab (tablet)
200mcg

Take 1 tablet by mouth everyday

Sub (substitute for Synthroid)

Filled: 5/15/18

-5 pills were missing out of 30 pills

Interview was attempted on 05/23/18 with client
#1 but was unsuccessful due to client #1 not
responding.

Interview on 05/24/18 staff #6 revealed:

-She administered the wrong dose of medication
to client #1.

-She went by the MAR and did not look at the
bubble pack of the medication.

-She did not know she had given the wrong dose
of the medication.

-Another staff had called her and informed her
she had given the wrong dose of the medication.
-The doctor was called.

-Client #1 was not acting any different when she
left her shift.

Interview on 05/23/18 staff #1 revealed:

-Staff #6 gave client #1 the wrong dose of
Synthroid on 05/16/18.

-She discovered the mistake when she came on
shift between 7:30-8:00am on 05/16/18.

-Client #1's doctor was notified and wanted the
Synthroid held for 7 days.

-Poison Control was contacted.

-The pharmacy was contacted.

-Client #1 was taken to the Emergency Room on
05/17/18 and was released the same day.
-Client #1 was only given the wrong dose on
05/16/18 in the morning.
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