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n annual survey was completed on 12/28/2018 RECEIVED

A deficiency was cited.

By DHSR - Mental Health Lic. & Cert. Section at 3:37 pm, Jan 11, 2019

This facility is licensed for the following service
category: 10A NCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

Vv 118§ 27G .0209 (C) Medication Requirements V118

| 10A NCAC 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 authonzed in wrmng by the

client's physician. ;

(3) Medications, including anectlons shall be

‘&'« ' | administéred only by licensed persons; or by -

#v* 7 unlicensed persons trained by a registered: nurse,

pharmac:lst.or other Iegally qualified person and

pr|v1Ieged to prepare and administef medications.

(4)A Medlcatlon ‘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.

(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.
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This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure that MARs included the
correct name and strength of each drug, and that

| medications were only administered on the

written order of an authorized person affecting 2
of 3 clients (#2 & #3). The findings are:

Review on 12/27/2018 of client #2's record
revealed:
- Admission date: 12/1/2002 .
- Diagnoses: Intermittent Explosive Disorder;
Moderate Intellectual Disability; High blood
pressure; Diabetes Mellitus; Sleep Apnea; and
History of acute congestive heart failure;
- Physicians orders for the following medications:

- Theophylline 400 mg (milligrams), 1 tablet
every day (QD), dated 5/15/2017;

- Potassium 10 meq (microequivalents), 2
tablets QD, dated 3/31/2018;

- Desmopressin 0.2 mg, 2 tablets QD, dated
5/12/2018;

- Gabapentin 400 mg, 3 tablets every night at
bedtime (QHS), dated 8/17/2018;

- Aspirin 81 mg, 1 tablet QD, dated 8/1/2018;

- Amitriptyline 25 mg, 1 tablet QHS, dated
1/10/2018; and

- Famotidine 20 mg, 1 tablet QHS, dated
6/28/2018;
- No physician's order was present for Tinactle
foot spray or Glucose tablets.

Review on 12/27/2018 of client #2's MARs dated
10/1/2018 to 12/27/2018 revealed:
- Medication names were misspelled for

Av?a\’ﬂ‘)"""")' w{ Pkism.‘v
wril be SC\NQU\:J w ith
36 days, Ondess wrll be

Reu%w‘::l Ciwd CA\'Z\‘NG""O'VS 'Z\ &?ln
made, Quavlild Professr
N\‘” Rg\)\‘cw mngf‘ Yo
Cwsone QCQU“‘W“’ awd
:Eu.‘-)uq\ -)—\ve. ,z‘}lbw'g.
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Theophylline and amitriptyline each month;

- No medication strength was included in the

| administration instructions for potassium,

| desmopressin, Gabapentin, aspirin, amitriptyline
| or famotidine each month;

- Tinactle foot spray administration instructions
were to apply every other day, with

. documentation that the medication was

| administered every other day as written on the
MAR;

- Glucose tablets administration instructions were *
to "take as needed", with no documentation that
the medication was used.

Review on 12/27/2018 of client #3's record
revealed: ’

be danPuJ

- Aqmission date: 5/29/2Q04; . m Hﬁ’} LsY u
- Diagnoses: Psychotic Disorder Not Otherwise b A
Specified; Mild Intellectual Disability; Deafness; QNJ Eeu ve N&a ‘k
| and Cerebral Palsy; roft
- Physicians orders for the following medications: Cowse H"“’S N pe
- Pulmicort Flexhaler 90 mcg (micrograms), 2 % kg ‘\
| puffs twice daily (BID), dated 9/12/2017: +he ‘ocsl‘w m‘-) cAC ; }
- Stool softener plus 8.6/50 mg, 1 tablet QHS Mowth Yo =nSone ; Z} 28 /1%
PRN (as needed), dated 3/23/2016; and by
- Risperidone 20 mg, 1 tablet QHS, dated Qe F’QQ”‘R"J'C awd wi
8/20/2018. D 53
the PpReopen Loscs.
Review on 12/27/2018 of client #3's MARs dated i a1,
10/1/2018 to 12/27/2018 revealed: Nurse well 4 wifal M
- The medication name was misspelled for
Pulmicort Flexhaler each month;
- No medication strength was included in the
administration instructions for stool softener plus
or risperidone.

| Interview on 12/27/2018 with staff #1 revealed:
. - There had not been any changes to the

' medication strength of client #2 and #3's

| medications;

Division of Health Service Regulation

STATE FORM 6899 FPDL11

If continuation sheet 3 of 4




Division of Health Service Regulation

PRINTED: 12/31/2018

FORM APPROVED

| - Clients #2 and #3 had been administered the
| correct dosage of all of their medications;
| - Clients' #2 and #3's medications had the
‘\ strength of each medication listed on the label.

| Interview on 12/21/2018 with the Qualified
| Professional (QP) revealed:

i - The QP was not aware of any issues with
“ clients' medication administration or MAR

| Further interview with the QP on 12/27/2018 was
| not completed due to the QP being on Christmas
' vacation.
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