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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and Buncombe 
County Department of Social Services conducted 
an annual survey on December 5 and 6, 2017.

 

 D 358 10A NCAC 13F .1004(a) Medication 
Administration

10A NCAC 13F .1004 Medication Administration
(a)  An adult care home shall assure that the 
preparation and administration of medications, 
prescription and non-prescription, and treatments 
by staff are in accordance with:
(1)  orders by a licensed prescribing practitioner 
which are maintained in the resident's record; and
(2)  rules in this Section and the facility's policies 
and procedures.

This Rule  is not met as evidenced by:

 D 358

Based on observations, record reviews, and 
interviews, the facility failed to assure 
medications were administered as ordered by a 
licensing prescribing practitioner for 1 resident 
(Resident #2) with an order for Levemir 8 units 
daily. 

The findings are:

Review of Resident #2's current FL2 dated 
6/19/17 revealed: 
-Diagnoses included Type II diabetes.
-An order for Levemir 100 units/ML, inject 5 units 
daily in the morning. (Levemir is a long acting 
insulin used to lowers blood sugar.) 
-A physician order to check blood sugars before 
meals and at bedtime.

Review of Resident #2's Resident Register 
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