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INITIAL COMMENTS

An annual survey was completed on 1212812018.
A deficiency was cited.

This facility is licensed for the following service
category: '1 0A NCAC 27G .5600C Supervised
Living forAdults with Developmental Disabilities.

27G .0209 (C) Medication Requirements

1OA NCAC 27G .0209 MEDICATION
REQUIREMENTS
(c) Medication adminisiration:
('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) Medipations shall be self-administered by
clients onlyWhen authbrized in writing by the
client's physician.
(3) Medications, including injections, shall be
administerdd only by'licensed perSons; or by
u n I ice nsed pe!'sons tra i ned by .a reg istered, n y rge,
pharmacist,or other legally qualified person and
privileged to prepare an'd administei medications.
(4) A MedicationAdministration Record (MAR) of
all drugs administered, to each client mugt be kept
current. Medioations administered shall be
recorded immeOlatety after admin istration. 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
d rug.
(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 ofeach 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 1212712018 of client #2's record
revealed:
- Admission dale: 12l1l2OO2 .

- Diagnoses: lntermittent Explosive Disorder;
Moderate Intellectual Disability; High blood
pressure; Diabetes Mellitus; SleepApnea; and
History of acute congestive heart failure;
- Physicians orders for the following medications:

- Theophylline 400 mg (milligrams), I tablet
every day (QD), dated 511512017;

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

- Desmopressin 0.2 mg, 2 tablets QD, dated
5t1212018;

- Gabapentin 400 mg, 3 tablets every night at
bedtime (QHS), dated 8117t2018',

- Aspirin 81 mg, 1 tablet QD, dated 8/1/2018;
- Amitriptyline 25 mg, I tablet QHS, dated

111012018; and
- Famotidine 20 mg, '1 tablet QHS, dated

6t28t2018;
- No physician's order was present for Tinactle
foot spray or Glucose tablets.

Review on 1212712018 of client #2's MARs dated
1 0l 1 1201 8 lo 12127 1201 I revealed :

- Medication names were misspelled for
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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 1212712018 of client #3's record
revealed:
- Admission dale'. 512912004:
- Diagnoses: Psychotic Disorder Not Otherwise
Specified; Mlld lntellectual Disability; Deafness;
and Cerebral Palsy;
- Physicians orders for the following medications:

- Pulmicort Flexhaler g0 mcg (micrograms), 2
puffs twice daily (BlD), dated 911212017;

- Stool softener plus 8.6/50 mg, 1 tablet QHS
PRN (as needed), daled 312312016; and

- Risperidone 20 mg, 1 tablet QHS, dated
Bt2Qt201B.

Review on 1212712018 of client #3's MARs dated
101112018 lo 1212712018 revealed:
- 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.

lnterview on 1212712018 with staff #1 revealed:
- There had not been any changes to the
medication strength of client #2 and #3's
medications;
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I - Clients #2 and #3 had been administered the

correct dosage of all of their medications;

1 - Clients' #2 and #3's medications had the

I strength of each medication listed on the label.

I' lnterview on 1212112018 with the Qualified
Professional (QP) revealed :

- The QP was not aware of any issues with

clients' medication administration or MAR

Further interview with the QP on 1212712018 was
not completed due to the QP being on Christmas

I vacation.
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