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CO0Y Initial Comrments C 000
The Adult Care Licensure Saction conducted an
annual and follow-up survey on July 16, 2021.
¢ 330 10ANCAC 13G .1004(a) Medication C 330 i —_— CGM"
Administration Dl, vinye TEwee .
i i = M -

108 NCAC 13G 1004 Medication Administration Mewy 6} (ovTracts ik

{a) Afamily care home shall assure Lhat the : ; _ P

praparation and administration of medicalions, (,{S ﬁ’u 1| },_,._.1_‘13 -

prascrption and non-prescrption and treatments

by stafi are in accordancse wilh: G:_f

{1} orders by a licensad prescribing practitionar ﬁ\- G o vy Se nas
which are maintained in the resident’s record; and

(2) rules in this Section and the facility's policies Lgen | - {7(’511.’6}‘”

and procedures. : o
In adi @fen
This Rule Iz nol me! as evidencad by: b ot ! e et
Based on observations, record reviews, and & SR é«-;f ; )
intervieiws, the facility faled lo administer R
medications as ordered by a licensed prescrbing o)y w— N2 e
practitionar for 1 of 3 sampled residenis (#3) : . S
related to a medication used to treat mental and mu;! e rwj? Lovp e
moad disorders, ‘é’ A J{g "I#’ 7
The findings are: s ___H, o
Review of Resident #3's current FL-2 dated b }\/ ‘LA 0
10M6/20 revealed: . e Y E
A
-Diagnosis included schizophrenia and acule o (- rnN L%
ancaphalopalhy. ] ) - % [
-Thare was a medication order for paliperidone P ¢ 3l .},-\ Fra T
extended release (ER) (used lo lreal .
mentalimend disorders) 6 mg daily, oo ™~ pvuﬁdé v..F,..ﬂ.Jp ] N
4
Review of Residant #3's Paychiatric provider WM ~LT -’.’:‘L'\é:‘z-—
orders revealed: o = i T
-There was an order dated 03/11/21 lo clone i~

discontinue paliperidone ER 3 mg.
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“There was an order dated 05/28/21 o .

diseontinue palipertdona ER 3 mg. .{j Vv A,,-\(’ %;M\«/\ Contl

“Thera was an order daled 07/14/21 for
paliperidone ER 3 mg daily. [ /1‘\) 5

Review of Resident #3's six-month physician A
orders reveatad: 77 ! 5 f
Fasident #3¥'s primary care provider signed the ':\._J W G N g e Sl o
orders on 05720021, i

“There was a medication order for paliperidong Mt'b A ¥l SWJ‘\T‘J’ <113 .||I !
ER 3 mg daily. _ o . e

Review of Residant #3's hMay 2021 printed
medication administration record {MAR) revealed: ‘

There was an eniry for paliperidone ER 3mg. P u Movrwn
scheduled for 8:00am. ;
_Thers was documentation of adménistration of ? NG —}rf/ O«.ﬁ_ 5 s
paliperidone ER 3 mg from 05/01/21 to 0531721 "

at §:00am. ¢ xen Jﬁ At %——uﬂ ﬁv“"h‘

: : ; AR ,
zgmm:;dc:{ Resident #3's June 2021 printed M \“n : [)bm Jse A nzA

“There was an entry for paliperidone ER 3mag,
scheduled for 8:00am.

There was documentation of administration of { \
paliperidone ER 3 mg from 06/01/21 to 06130121 >

at B:00am. {;,:_;- , oA 24N

Raview of Resident #3's July 2021 printed MAR -

.
:
3

1 R o
revealed: o G
—There was a handwritlan eniry for paliperidone
ER 3mg, schedulad for 8:00am. .
-There was docurnantation of administration of @ "Wkg 'Pl(’ﬂ d}/ Cnv 2o~
paliperidone ER 3 mg from 07115121 to 0THE21

Q0am. e 1
HEER W‘\‘\\ WL_ I} V’\.—EL_ { ‘\L"’f 'Lm.n_
Obsarvation of Residant #3's medications in the ‘l

faciily on 07/16421 al 1:11pm revealed. b‘: c__ﬂ\j (g' !j _?__‘ 9—-1

Thare was a bubble package of paliperidone 3

mg dispensed on 07/14/21.
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-There were 15 tablels remaining in the bubble
package.

~There were 17 lablels were dispensed on
07/1dr21.

Review of Resident #3's phamacy dispensing
racords ravealed:

-There were 31 tablets of paliperidone dispensed
on 04116621,

-There were 30 tablels of paliperidone dispensed
in June 2021, and there was no specific dated on
the dispensing record.

-Thare were 30 tablets of paliperidone dispensed
on 0520021,

Telaphone interview with a representative at
Resident #3's facility coniracted pharmacy on
07/16/21 at 2:13pm revealed.

-Thera was an order dated 0528/ 244
discontinue paliparidone ER 3 myg.
-Palipandons 3 mg appeared on Resident #3's
June 2021 MAR becsuse the new MARS were
already senl to the facility.

-Staff at the facilily had lo make changes to the
new MARSs cnoe thay ware sant to the facility,
-The phammacy sent a single page MAR if there
was a new medication order.

~Thirty-one tablels of pafiperidone 3 mg was
dispensed for Resident #3 on 0416/21.

-She did not see any othar dispensing dales afier
0416121 for paliperidons.,

Interview with the Suponrnsor-in-Charge (SIC) on
07HE/24 at 3:05pm revealed:

-She started working at the facility in April 2021,
-She adminislared madicalions to Resident #3 m

the morning bafore hw left for the day program,
-She knew Resident #3 had an ordar o

disconiinue paliperidona for May 2021,
-The pharmagist who completed the medication
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renviaw fold her in May 2021 that Resideni #3's
paliperidone was disconfinued in March 2021,
-Bocause she was a new medication aide (MA),
she contacted Resident #3's Psychiainic provider
but did ndt hear back from the provider's office.
-She conlinued to administer paliperidons lo
Residant #3 in June 2021 because the pharmacy
kapt sending the medication.

-She administered paliperidone in May 2021 fo
Resident #3 because she was not aware of the
(3111421 disconlinue ordar for paliparidone,
~She slopped administering paliperidone to
Residant 43 m July 2021 becsuse it wasnol an
the July 2021 MAR.

-Resident #3's behavior changed once his
paliperidone was not administered.

-Resident #3's Psychialric provider's office was
contacted for an appointment o evaluate his
behavior.

-Resident #3 was seen on 0714121 by his
Psychiatnc provider and paliperidone was
regrdared.

-The facility started using a new pharmacy at the
beginning of the month of July 2021,

-The naw pharmacy filled the prascription dated
07421,

-She chacked the meadications when they were
delivered from tha phammacy using the current
MAR.

~She wrols new orders on the MAR when new
medications ware delivered from the pharmacy.

Intarview with the Owner/Administrator designea
on 071621 at 4:30pm revealed:

-Stafil were expacled lo fax orders and
prascripiions o the phamacy.

-Stalf weare expecled lo varify that the fax was
received by the pharmacy by calling them.

-He did not know Resident #3 was administered
paliperidone aftar the medication was

330
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disconltinued.

=He thought the Psychialric provider sent the
discontinue order electronically and the provider
did not communicate with staff.

-Ha axpoctod siaff to remove the medication from
fhe medication cabinet when it was discontinued,
wrile discontinued on the MAR beside the
medication antry with the date of the discontinue
orler and highlight the medication entry.

-He was responsibla for ensuring medications
wereg adminislered as ordered by the resident's
providar.

Based on obsarvations, record reviaws, and
inlerviews, it was delermined that Resident #3
was not inferviewable.

Allempled telaphona interview wilh Rasident #3's
Psychiatric provider on 07/16/21 at 1:55pm was
unsuccassiul.
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