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V000 INITIAL COMMENTS V 000

An annual and follow up survey was completed
on 5/27/26. A deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

The facility is licensed for 6 and has a current
census of 5. The survey sample consisted of
audits of 3 current clients.

V118 27G .0209 (C) Medication Requirements V118

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.
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(5) 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 record reviews, interviews and
observation, the facility failed to ensure
medications were administered on the written
order of a physician affecting 1 of 3 clients (#1).
The findings are:

Review on 5/27/26 of Client #1's record revealed:
-Date of admission: 6/6/23.

-Diagnoses: Mild Intellectual Developmental
Disability (IDD), Seizure Disorder, Major
Depressive Disorder, Anxiety Disorder,
Hypertension.

-Emergency Room (ER) visit summary dated
4/13/26 but not physician signed revealed:

-"You have been diagnosed with oculogyric
crisis which is a dystonic reaction to the medicine
most likely the Abilify (aripiprazole)you are taking.
I am sending you home on a weeks worth of a
medicine to prevent this to control the side effect.
Please follow-up closely with the person that
prescribes the Abilify to adjust the dose or change
to a different medicine."

-" ...start Benztropine 1mg (milligram) take 1
tablet by mouth in the morning and 1 tablet in the
evening."

-Medical consultation form signed by Physician
Assistant (PA) and dated 4/22/26 noted "stay on
Benztropine 1mg while on Aripiprazole.”
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Review on 5/27/26 of 3/1/26-5/27/26 MARs for
Client #1 revealed:

-Benztropine was documented as
administered on 4/14/26-4/16/26, 4/23/26-5/27/26
am doses, 4/14/26-4/15/26, 4/22/26-4/29/26 pm
doses.

Interview on 5/27/26 with Client #1 revealed:
-Received medication morning, lunch and night
but "l don't know the names."

-Recently started a new medication.

Interview on 5/27/26 with Staff #1 revealed:

-"I know we called for a refill but | don't know what
day ...[PA] doesn't work every day and it
sometimes takes the office a while to get a
message to her (PA) ...and it was over a
weekend."

Interview on 5/27/26 with the Director/Qualified
Professional revealed:

-Client #1's mom/guardian took Client #1 to the
Emergency Department on 4/13/26 then took him
to the neurologist 4/18/26.

-"[Client #1]'s mom didn't know we needed an
order" for the medication ordered by the hospital.
-Received the medication (benztropine) from the
local pharmacy who typically provided their
clients' monthly medications but did not get a
copy of the order.

-"..knew we ran out (of benztropine) ...left a
message that we were out of the medication
...didn't get refill until 4/22/26 ...don't know what
else | could have done."
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