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 V 000 INITIAL COMMENTS  V 000

An annual survey was completed on 1/2/20.  A 

deficiency was cited.  

This facility is licensed for the following service 

category:  10A NCAC 27G .5600C  Supervised 

Living for Individuals of all Disability 

Groups/Intellectual Developmental Disability.

 

 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 
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 V 118Continued From page 1 V 118

with a physician.  

This Rule  is not met as evidenced by:

Based on observation, interview, and record 

review the facility failed to keep the MAR current 

and ensure prescription drugs were administered 

as ordered by the physician for 2 of 3 audited 

clients (#1, #2). The findings are: 

Observation on 12/30/19 at 10:45am of the 

medications for Client #1 included: 

-Flonase 50mcg 2 puffs each nostril daily. 

-Mucinex 1200mg ER over the counter administer 

as directed (2 times daily).

Review on 12/30/19 of the record for Client #1 

revealed: 

-Admission date of 9/22/16 with diagnoses of 

Paranoid Schizophrenia, Mild Intellectual 

Developmental Disability, Hypertension, Diabetes 

and Hypertension.  

-Physician order dated 817/19 for over the 

counter medications, Mucinex as directed for 

congestion.  

-Physician order dated 8/17/19 for Flonase 

50mcg 2 puffs each nostril daily. 

Review on 12/30/19 of the October, November 

and December 2019 MAR for Client #1 revealed: 

-No documentation of the Flonase administration 

12/1/19-12/30/19. 

-Mucinex 600mg 1 tablet every 12 hours for 10 

days, documented as administered 2 times daily 

12/27/19, 12/28/19, 12/29/19 and 1 time on 

12/30/19.  
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 V 118Continued From page 2 V 118

Observation on 12/30/19 at 10:00am of the 

medication for Client #2 included: 

-Ocuflox 0.3% eye drops 1 drop into left eye 4 

times daily. 

Review on 12/30/19 of the record for Client #2 

revealed: 

-Admission date of 12/7/09 with diagnoses of 

Moderate Intellectual Developmental Disability, 

Impulse Control Disorder, Attention Deficit 

Hyperactivity Disorder, Allergies, Hypertension, 

Hyperlipidemia, Hypothyroidism and Seizure 

Disorder.  

-Physician order dated 12/16/19 for Ocuflox 0.3% 

1 drop into left eye 4 times daily until infection 

was gone.  Infection should clear in 3-5 days.  

Review on 12/30/19 of the October, November 

and December 2019 MAR for Client #2 revealed: 

-Documentation for Ocuflox 2 times on 12/17/19 

and 12/18/19, 3 times on 12/19/19-12/29/19.  

Interview on 12/30/19 with Client #1 revealed: 

-He received his medication daily which included 

nose spray.  

Interview on 12/30/19 with Client #2 revealed: 

-Staff administered his eye drops. 

-He did not have to take eye drops after today.  

Interview on 12/30/19 with Staff #1 revealed: 

-She administered medications for Client #1 and 

Client #2. 

-After the medications were administered, she 

documented on the MAR. 

Interview on 1/2/19 with the Group Home 

Manager revealed: 

-The medications were administered but not 

documented. 
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 V 118Continued From page 3 V 118

-She picked up the Mucinex from the pharmacy 

and verified it was the correct dosage. 

-She now had the 600mg Mucinex for Client #1.  

-She was sure why the eye drops for Client #2 

were not documented as given 4 times daily.  She 

would normally put the administration time down 

while the client was present in the facility

-December was a very busy month and moving 

forward oversight of medications would be 

increased.
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