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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
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| with a physician.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review the facility failed to ensure prescription
drugs were available to be administered as
ordered by the physician for 1 of 2 sampled
clients (#1). The findings are:

Observation on 2/7/19 at 1:30pm of the
medications for Client #1 revealed:

-Glucogen Hypokit 1mg as needed per directions,
expired 12/2018.

-ProAir 90mcg Inhaler, 2 puffs as needed as
directed, expired 12/2018.

Review on 2/7/19 of the record for Client #1
revealed:

" .Admission date of 3/10/14 with diagnoses of

Diabetes, Emphysema, Mild Intellectual
Development Disability, Major Depressicn,
Borderline Personality Disorder, Schizoaffective
Disorder, Allergic Rhinitis, Hypertension,
Hyperlipidemia and Hypokalemia.

-Physician orders dated 11/18/18 for Glucogen
Hypokit 1mg as needed per directions and ProAir
90mg Inhaler 2 puffs as needed per directions.

Review on 2/7/19 of the MAR for November
2018, December 2018, January 2019 and
February 2019 for Client #1 revealed:

-The Glucogen Hypokit or ProAir inhaler had not
been administered.

Interview on 2/7/19 with Client #1 revealed
-She received her medications as ordered.
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Interview on 2/7/19 with the Alternative Living
Family (AFL) provider revealed:

' -She did not realized the medications were
expired.

| -Both medications were used as needed and
Client #1 had not used these two medications in a
long time.
-She should have checked the medications to
ensure they were current.
-She would re-order the medications from the
pharmacy.
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w615 || 1.0 GLUCAGEN HYPOKIT 1MG INJ WALL. ANTOINETT
aa7s16 | 8.5 PROAIR HFA 9OMCG/INH INH WALL, ANTOINETT
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7 GLENN BRIDGH ROAD ID: BW0777803

ARDEN, NC 28704 NPT: 1871544791

Telephone : 8 - 4-3949 Fax: 828-684-23230
# Home: 826-738-3193
ROLYN LUNSFORD Sex: F

Rx Number: 447616
PROAIR HFA 90MCG/TINH INH AER GM # 8.5

SIG: USE 2 INHALATTIONS ORALLY AS NEEDED.
*USED FOR VENTOLTN*

Estimated Days Supply: 030

I authorize this fili Plus 003 more 1efills.

A WALL MD MD
Product Selection Permitted Dispense as Written

—--..___.—.___—.-.___._-.._-__.—.-.—_.._-._-_
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7 GLENN BK1DGE ROAD ID: BW0777403

ARDEN, NC 28704 NPI: 1871544791

4-3949 Fax: 828-684-2330

Te
Home : 828-748-3192
AROLYN LUNSFORD Sex: F
Date Writtern: 6/29/18
R¥x Number: 447615

GLUCAGEN HYPOKIT 1MG INJ KIT # 1

SIG: USE AS DIRECTED
BB#421-490

Estimated Days Supply: 030

I authorize this fill Plus 002 more refills.

A WALL MD _ MD
Product Selectiom Permitted Dispense a:s Written
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