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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 

on 6/6/19.  A deficiency was cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .5100 Community 

Respite Services for All Disability Groups.

 

 V 118 27G .0209 (C) Medication Requirements

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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 V 118Continued From page 1 V 118

This Rule  is not met as evidenced by:

Based on observation, interview and record 

review the facility failed to ensure all medications 

were administered only on the written order of a 

physician and the Medication Administration 

Record (MAR) was kept current affecting one of 

one client (Client #1).  The findings are:

Review on 6/5/19 of Client #1's record revealed:

-admission date of 6/5/19.

-diagnoses of Personality Disorder, Moderate 

Intellectual Developmental Disorder, Cerebral 

Palsy, BiPolar Disorder, Depressive Disorder, 

Epilepsy and non-epileptic seizures, Mild 

Intermittent Asthma, Panic Disorder and 

Post-Traumatic Stress Disorder.

-a hospital discharge summary - admission date 

of 5/15/19, discharge date of 6/5/19.

Observation on 6/5/19 at approximately 3:25 p.m. 

of Client #1's medications revealed:

-Ferrous Sulfate - 325 milligrams (mg) - one daily 

- dispensed - 5/10/19

-Dicyclomine - 10 mg - one tablet, 2 times a day - 

dispensed 5/10/19

-Advair Diskus - 250 micrograms (mcg) - 50 mcg 

- inhale one puff - 2 times a day - dispensed 

5/10/19

-Melatonin - 3 mg - two tablets at bedtime - 

dispensed 5/10/19

-Cyclobenzaprine HCL - 10 mg - one daily - 

dispensed 2/14/19

-Ondansetron - 4 mg - one tablet daily every 8 

hours as needed - dispensed 3/25/19 and 4/18/19

-Saline Nasal Spray - one spray in each nostril 2 
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times a day as needed - dispensed 2/18/19

-all the medications were dispensed prior to the 

client's most recent hospital stay.

Review on 6/5/19 of Client #1's MAR dated June 

2019 revealed:

-all the above medications were listed, however 

none had been administered

Review on 6/5/19 of Client #1's discharge 

summary "Final report" from the hospital dated 

6/5/19 revealed:

-the above medications were not listed as being 

discontinued.

Review on 6/5/19 of Client #1's hospital report 

(untitled) dated 5/15/19 revealed:

-"My Medicine List..."

-"stop taking the following medications" 

-Ferrous Sulfate - 325 mg - one daily 

-Dicyclomine - 10 mg - one tablet, 2 times a day 

-Advair Diskus - 250 mcg - 50 mcg - inhale one 

puff - 2 times a day 

-Melatonin - 3 mg - two tablets at bedtime

-Cyclobenzaprine HCL - 10 mg - one daily

-Ondansetron - 4 mg - one tablet daily every 8 

hours as needed 

-Saline Nasal Spray - one spray in each nostril 2 

times a day as needed

-the hospital report was not signed by the 

physician.

Interview on 6/5/19 with the facility Administrator 

revealed:

-the observed medications for Client #1 were 

from her previous facility prior to her being 

hospitalized.

-the doctor at the hospital changed a lot of her 

medications and they had been sent to the 

pharmacy.
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-he was going to pick up all of her current 

medications from the pharmacy this evening as 

soon as they were ready.

-when asked if any of the above observed 

medications in the box for Client #1 would be 

administered today, he said "Yes, they'll 

administer those that need to be administered." 

Observation on 6/6/19 at approximately 9:30 a.m. 

revealed:

-the medications in Client #1's box all had 

dispense dates of 6/5/19.

-the medications were correct according to the 

current orders dated 6/5/19.

-the medications observed on 6/5/19 at 

approximately 3:25 p.m. were not in the client's 

box or in the medication cabinet.

Review on 6/6/19 of Client #1's MAR for June 

2019 revealed:

-all the medications listed were current and 

initialed as given according to the physician's 

order.

Interview on 6/6/19 with the facility Administrator 

revealed:

-he placed the medications the client was no 

longer taking in his office, in a locked drawer.

-that was where they would stay until the 

pharmacy representative came to destroy them.

Interview on 6/6/19 with the Qualified 

Professional revealed:

-she was able to find the list of the above 

medications that had been discontinued during 

the hospital stay.

-there was no physician signature on the 

document that was provided.

-there were additional pages to the document that 

had the medications listed.
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-the document was not signed by the physician.
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