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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 authorized in writing

by the client's physician.

(3) Medications, including injections, shall be
administered only by licensed persons, or by
unlicensed persons trained by a registered nurse,
pharmacist or other legally qualified person and
privileged to prepare and administer medications.
(4) A Medication 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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An annual survey was completed on January
28, 2019. A deficiency was cited. Lic. & Cert. Section
This facility is licensed for the following service m ;
category: 10A NCAC 27G .5600 C Supervised The 'fam‘llty will e.n§ure that the 3/28/19
Living for Adults with Developmental Disabilities. Med'ca_tlon Administration Record
(MAR) is kept current to reflect any
V 118 27G .0209 (C) Medication Requirements V118 medication changes.

For Client #1 the MAR was updated
to reflect discontinuation of the 3/28/19
medication —Haloperidol 5mg.

AP (Associate Professional) and/or
QM Director will provide in-service
training to staff assigned in the
home on appropriate medication

pass strategies such that staff are
Llways cross walking the MAR to
the actual pill packets to ensure
medications are administered as
ordered. Staff will report any
discrepancies directly to the AP for
resolution.

The AP will monitor in the home
weekly, review the MAR and pill 3/28/19
packets to ensure they are current
and reflective of the physician’s
orders.
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This Rule is not met as evidenced by: Based
on record review, observation and interview,
the facility failed to keep the MAR current for
1 of 1 client (#1.) The findings are:

Review on 1/25/19 of Client #1's record revealed:
- Admission date of 8/1/17

- Diagnoses of Bipolar Disorder with Dependent
Personality; Personality Disorder, Not Otherwise
Specified; Hyperlipidemia; Asthma; Allergies;
Anemia; Non-Insulin Dependent Diabetes
Mellitus; Spinal Stenosis; Neurodematitis; Lower
Extremity Edema; Chronic Obstructive Pulmonary
Disease; Onychomydosis Bursitis.

- Physician's orders included an order dated
9/18/18 for Haloperidol 5mg, one tablet

three times each day.

- A January 2019 MAR documenting staff
administered Haloperidol 5mg to the client

from 1/1/19 through 8:00 AM on 1/25/19.

Observation on 1/25/19 at 3:30 PM of Client #1's
medications-on-hand revealed:

- The medication Haloperidol 5mg was not
available in the client's current medications.

During interview on 1/25/19, the facility's
Associate Professional (AP:)

- confirmed the medication was not currently
available in Client #1's medications-on-hand. -
believed the client's physician discontinued the
medication on 1/11/19. However, she was unable
to locate a discontinue order signed by the
client's doctor. ,

- contacted the facility's pharmacist who said she
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would locate and provide a copy of a note dated
1/3/19 from Client #1's physician to discontinued
the medication.

Review on 1/28/19 of a copy of information faxed
from the pharmacist to the facility revealed: -
Client #1's physician ordered staff to discontinue
administering Haloperidol 5mg, one tablet three
times each day to Client #1.

During further interview on 1/28/19, the facility's
AP confirmed:

- staff failed to accurately document medication
administration to Client #1 and keep her MAR
current.
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Victor
& ASSOCIATES INC.

Provider of MH/DD/SA Services

February 1, 2019

Ms. Maryland Chenier, MSW, LCSW, MPH OHSR - Mental Health
Facility Compliance Consultant I

Mental Health Licensure and Certification Section
N.C. Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

5{, ) - it
-IC. & Cert. Section

Re: Annual and Complaint Survey completed January 28, 2019
Andrews Drive Family Care Facility
2621 Andrews Drive, Sanford, NC 27330
MHL#053-082

Dear Ms. Chenier:

See attached hard copy of the plan of correction (POC) for the Andrews
Drive Family Care Facility visit. We hope that you will find the attached
POC acceptable. If you have questions, feel free to contact me directly.
Otherwise, we very much look forward to your follow-up visit.

James A. Harris
Director, Quality Management -

1600 South Third St., Sanford, N.C 27330 Tel: 919-718-4988 Fax: 919-718-4990



