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This facility is licensed for the following service

| category/category: 10A NCAC 27G .5600F ;
- Supervised Living for Alternative Family Living. M ¢Mm \/U M ‘ |
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| This facility is licensed for 3 and currently has a <+
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(c) Medication administration:

(1) Prescription or non-prescription drugs QHSF - Mental[Héxth w MQ = 'Z’M'Q‘

only be administered to a client on the writt /b/ «%
M’j sl abnd W’Q

| order of a person authorized by law to prescribe
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drugs. L 29
' (2) Medications shall be self-administered by Pm W f,@(}@ »‘J
\ clients only when authorized in writing by the Lic. & Cert. Se |
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' (3) Medications, including injections, shall be ‘7
' administered only by licensed persons, or by W U/L&m Ip{/ % /Mé ;

unlicensed persons trained by a registered nurse,

' pharmacist or other legally qualified person and A'ﬁ/-) qU d/% bf//udﬂu

| privileged to prepare and administer medications.

(4) A Medication Administration Record (MAR) of /) / 1 :31 & E M M Ca?‘

all drugs administered to each client must be kept

| current. Medications administered shall be \g e . LA ,fe, 5
' recorded immediately after administration. The ‘Zk- ‘
MAR is to include the following: ﬂ 1e w 22 Same. L o

| (A) client's name; /4 5

| (B) name, strength, and quantity of the drug; ; . ﬁ L ;
| (C) instructions for administering the drug; Q’//M’ p (LC{L& a/ - / 2(’//
| (D) date and time the drug is administered; and . % ‘
| (E) name or initials of person administering the ' z,ﬂ
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| (6) Client requests for medication changes or
checks shall be recorded and kept with the MAR
file followed up by appointment or consultation

‘ with a physician.

' This Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to assure medications
| were administered as prescribed for one of two
' clients (#1). The findings are:

| Review on 6/29/22 of client #1's record revealed:
|- Admitted: 2012
- Diagnoses: Severe Intellectual
' Developmental Disability (IDD), Seizure Disorder,
Chromosomal Deletion and Anemia
| - Physician's order dated 6/6/22 listed...
Stop Risperdal 3 milligram (mg) one tablet
(tab) in the morning (antipsychotic)
Start Risperdal 1mg one tab in the morning
! Continue Risperdal 3mg one tab at night
dosage.
- June 2022 MAR reflected initials for the
1st-29th-Risperdal 3mg one tab twice a day

i Observation on 6/29/22 at 12:55 PM of client #1's
06/08/22 pre-packaged Risperdal medication

i label from the pharmacist revealed:
- Risperdal 3mg one tab twice a day.

| Interview on 6/29/22 the Licensee reported:

She requested the physician to decrease

' client #1's Risperdal as client seemed overly
medicated.
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|

; - The physician called in the change of order to

| the pharmacist.

| = She did not receive a copy of the physician's

' order until days later. The physician mailed a

| copy of the order change to the group home.

- Prior to this interview, she was not aware of
the discrepancies with the 6/6/22 physician's

- order, June 2022 MAR and the Risperdal dosage

| on the label dispense date of 6/8/22.

Interview on 6/29/22 the Pharmacist's Technician
 reported:
- Pre-packaged medications were dispensed a
| week or so prior to the dispense date listed on the
' bubble packet.
' - She was not sure if the pre-packed
\ medications had been picked up prior to the
| 6/6/22 physician's orders.
- She anticipated the 1 mg dosage to be filled
| and packaged during the next cycle.
- Prior to this interview, she was not aware of
‘ the change in the prescription dosage.
- Initially, she thought the prescription was a
- refill order not a change in dosage.
| - She asked the Pharmacist if there was any
| negative effects by the error. The Pharmacist
replied "no" as that was the client's previous
‘ dosage.
|
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