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INITIAL COMMENTS

An annual survey was completed on 6/13/19.
This facility is licensed for the following service
category: 10ANCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

27G .0209 (D) Medication Requirements

10ANCAC 27G .0209 MEDICATION
REQUIREMENTS

(d) Medication disposal:

(1) All prescription and non-prescription
medication shall be disposed of in a manner that
guards against diversion or accidental ingestion.
(2) Non-controlled substances shall be disposed
of by incineration, flushing into septic or sewer
system, or by transfer to a local pharmacy for
destruction. A record of the medication disposal
shall be maintained by the program.
Documentation shall specify the client's name,
medication name, strength, quantity, disposal
date and method, the signature of the person
disposing of medication, and the person
witnessing destruction.

(3) Controlled substances shall be disposed of in
accordance with the North Carolina Controlled
Substances Act, G.S. 90, Article 5, including any
subsequent amendments.

(4) Upon discharge of a patient or resident, the
remainder of his or her drug supply shall be
disposed of promptly unless it is reasonably
expected that the patient or resident shall return
to the facility and in such case, the remaining
drug supply shall not be held for more than 30
calendar days after the date of discharge.
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This Rule is not met as evidenced by:

Based on observation, record review and
interviews the facility failed to assure medications
were disposed of to guard against accidental
ingestion for 1 of 3 audited clients (#5). The
findings are:

Observation on 6/13/19 at approximately 10:20
am of client #5's medications revealed Cetirizine
10 mg tablets with an expiration date of 3/1/19.

Review on 6/13/19 of client #5's record revealed:
- an admission date of 1/28/85

- an Individual Support Plan dated 2/21/19 with
diagnoses including Moderate Intellectual
Developmental Disability, Seasonal Allergies and
Elevated Cholesterol

- a physician's order dated 10/30/18 indicated the
above medication was discontinued

During an interview on 6/13/19, the Manager
reported she was not sure why the medication
was on site.

During an interview on 6/13/19, the Registered
Nurse reported he was not sure why the
medication was on site.

V121 27G .0209 (F) Medication Requirements V121

10A NCAC 27G .0209 MEDICATION
REQUIREMENTS

(f) Medication review:

(1) If the client receives psychotropic drugs, the
governing body or operator shall be responsible
for obtaining a review of each client's drug
regimen at least every six months. The review
shall be to be performed by a pharmacist or
physician. The on-site manager shall assure that
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the client's physician is informed of the results of
the review when medical intervention is indicated.
(2) The findings of the drug regimen review shall
be recorded in the client record along with
corrective action, if applicable.

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to ensure the 6 month drug regimen review
was not completed for 1 of 3 audited clients (#3)
on psychotropic medications. The findings are:

Review on 6/13/19 of client #3's record revealed:
- admitted 05/10/99

- diagnoses anxiety disorder, mild mental
retardation, seizure disorder

- a physician's order dated 2/6/19 for abilify

During an interview on 6/13/19, the Qualified
Professional reported the agency was trying to
identify a pharmacy to complete the drug regimen
reviews. Review of April, May and June 2019
medication administration record revealed
medication was given.
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