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, 
A monitoring survey was conducted on March 27, . it,Ce-tile-C 51 lb i 
2012 through April 4, 2012 to review the 
adequacy of health care services. The facility has Dement of Heath 

a residential population of five men with various 	 ' Health Reguklbn&LicsillngAdmInibeion 

degrees of intellectual and/or developmental Intermediate Care Fealties DiviskA 

disabilities. -_ Noah Capitol et, N.E. 

The findings of the monitoring visit were based on 

11143 shingbon, D.C. 20002 

observation, interviews with staff and residents, 
as well as the review of resident medical records. 

1 473 3522.4 MEDICATIONS 	 1473 ?liaise_ -H4 aiii-acka flAk IAA mck_ 
The Residence Director shall report any 24912- MAR amet POS witA-c14-  as (1 611°  irregularities in the resident' s drug regimens to 
the prescribing physician. 

klial. bk,lict -11out fla- 
This Statute is not met as evidenced by: 
Based on observation, interview and record 

Ow ottd actio 	 f 	 trYt 	 - e" 	 lu- wudieiti,   
verification, the group home for persons with (list CafaCIA-tOt 111 1  Lk- -  vALsexad. 
intellectual disabilities (GHPID) failed to report , 
irregularities to the primary care physician (PCP) eas at data ( 0 - ( 1-1 I -lit 	 1- 
for one of one residents included in the sample. 
(Resident #1 ) 

CtoataL A- aiez 'A 142 fA Mt 11 it( Cic 
The findings include: MA.  (14.eiLt5 `filtin WTI fl°1 14(46"164)  
On 3-20-2012 a review of Resident #1's medical 
record revealed a neurology consult dated 

0 91/1/f/vu Abtj 04 a. ebiam 1.1 (AA, 
10-17-2011. The consult revealed that Resident 
#1 was prescribed Phenytoin Sodium 100 mg  

RAJ/tea:11m . .Y0 	 ,1 woui a berroi 
capsules SA (RP: Dilantin) 2 caps (200 mg) by thli 	 tr 	 oftte/tAi /0-14. p611 f b 
mouth every morning; Phenytoin Sodium 100 mg 
capsule sa (RP: Dilantin) 2 caps (200 mg) by 
mouth four times weekly at 4:30 p.m. non 

( 4 2_ owl_ 7,q 2- et f-itt eta 4- 
Tuesday, Thursday, Saturday, and Sunday; and 

flAritAL  Ctif hixi WAL4t C(49-0t(thil 	 I riA•4'  Phenytoin Sodium 100 mg capsule sa (RP: 
Dilantin) 3 caps (300 mg) by mouth three ti 	 a otAAA 0--64- ci con 	tma wjk fiL L 
week on Monday, Wednesday and Fciday t 4 0 
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p.m.. for seizure disorder. However further 
review of findings/recommendation section at the 
end of the consult reflected the following: " There 
were no seizures reported, patient is not 
communicative, and he is on Dilantin 200 mg bid. 
Level is 18.9 as of July 2011. He is doing well on 
present Dilantin dose-continue same. Follow up 
appointment in 6 months ". 

Review of Resident #1's physician orders( PO) 
from September 2011 to present on 3-20-2012 

• revealed the resident was prescribed Phenytoin 
Sodium 100 mg capsules SA (RP: Dilantin) 2 
caps (200 mg) by mouth every morning for 
Seizure Disorder, Phenytoin Sodium 100 mg 
capsule sa (RP: Dilantin) 2 caps (200 mg) by 
mouth four times weekly at 4:30 p.m. non 
Tuesday, Thursday, Sat, and Sun. for Seizure 
Disorder, and Phenytoin Sodium 100 mg capsule 
sa (RP: Dilantin)3 caps (300 mg) by mouth three 
times a week on Monday, Wednesday and Friday 
at 4:30 p.m.. for seizure disorder. 

Review of Resident #1's Medication 
Administration Record (MAR) from September 
2011 to March 2012 listed the following dilantin 
medications administered: "Phenytoin Sodium-3 
Capsules, Oral (mouth)-(Other) from 10-27-1998. 
Frequency: 3 times weekly, Comments: 3 Caps 
by mouth three times weekly at 4:30 on Monday, 
Wednesday, and Friday for seizure disorder, 
Phenytoin Sodium-2 capsules, oral (mouth)- 

, (other from 10-27-1998). Frequency: 4 times 
weekly: Comments: 2 Caps by mouth four times 
weekly at 4:30 on Tuesday, Thursday, Saturday, 
and Sunday for seizure Disorder, Phenytoin 
Sodium-2 capsules, oral (mouth)-(other) From 

• 10-27-1998 Frequency: Every AM: Comments: 2 
Caps by mouth every morning." 
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A interview conducted with the register nurse 
(RN) on 03-27-12 at 9:00 a.m. revealed that she 
went to the neurologist office on 03-23-12 to 
seek clarification of the dilantin dosages in the 
11-17-2011 consult. Further interview with the 
RN, revealed that the prescribing physician 
clarified that Resident #1 was prescribed 
Phenytoin Sodium 100 mg capsules SA (RP: 
Dilantin) 2 caps (200 mg) by mouth every 

: morning, Phenytoin Sodium 100 mg capsule sa 
(RP: Dilantin) 2 caps (200 mg) by mouth four 
times weekly at 4:30 p.m. on Tuesday, Thursday, 
Saturday, and Sunday, and Phenytoin Sodium 
100 mg capsule sa (RP: Dilantin) 3 caps (300 
mg) by mouth three times a week on Monday, 
Wednesday and Friday at 4:30 p.m.. The RN also 
acknowledged her failure to seek timely 
clarification and should have obtained clarification 
immediately. 

Note: A review of the PO order sent post survey 	 • 
via an e-mail by the RN on 04-20-2012 verified 
that the previously prescribed dosage for Dilantin 
had remained unchanged and that the resident 
had been receiving the correct dosage as 
prescribed. 
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