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This facility is licensed for the following service
category: 10ANCAC 27G .5600 Supervised

Living for Adults with Developmental Disabilities. b~ g |\ ? { aoa) "
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(1) Prescription or non-prescription drugs shall M

only be administered to a client on the written érfaY md A

order of a person authorized by law to prescribe ;/l & a,‘)ab i

drugs. | A .

(2) Medications shall be self-administered by > 34 ‘&)

clients only when authorized in writing by the | Wcﬁhfb w—tU vt d i

client's physician. I 2 Iha b

(3) Medications, including injections, shall be J DY,

administered only by licensed persons, or by not S s 4

unlicensed persons trained by a registered nurse, ‘40 GLOW "L

pharmacist or other legally qualified person and dosed - o)

privileged to prepare and administer medications. DG Fl M Rt W

(4) A Medication Administration Record (MAR) of | .

all drugs administered to each client must be kept | aw-ﬂ\. 3

current. Medications administered shall be

recorded immediately after administration. The ' 24 HLAJCA_IUE 3} ‘glao'
' MAR is to include the following: KN L har |
| (A) client's name; MM |

(B) name, strength, and quantity of the drug; "DV ’.h)

(C) instructions for administering the drug; co : AJ‘U-’ 5 AR —

(D) date and time the drug is administered: and Mg b OV

(E) name or initials of person administering the WS}M‘ L £
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(5) Client requests for medication changes or \ ! i; e ol /e ? \
checks shall be recorded and kept with the MAR C ' m Hﬁ'fJ .

file followed up by appointment or consultation
with a physigian.
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This Rule is not met as evidenced by:

Based on record reviews, observations, and
interviews the facility failed to administer
medications as ordered by the Physician and to
keep the MAR current for one of three audited
clients (#2). The findings are:

| - 33 year old male admitted 10/03/16.
- Diagnoses included Intermittent Explosive
Disorder, General Anxiety Disorder, Mild
Intellectual Disability, seasonal allergies, and
constipation.
- Physician's orders signed 9/18/19 for Flonase
Nasal Spray (can treat allergy symptoms) 50
micrograms, 2 sprays to each nostril daily, stool
softener 100 milligrams (mg), 1 capsule twice
daily, and Latuda (anti-psychotic) 80 mg, 1 tablet |
in the morning.

;

I

Review on 2/18/20 of client #2's record revealed: "

|
i
|
J
|

Review on 2/18/20 of client #2's MAR for
February 2020 revealed:
- Transcription for Flonase, 2 sprays each nostril
daily, with staff documentation the medication
was administered twice a day, at 8:00 am and
8:00 pm.
- Transcription for stool softener, 1 capsule twice
daily, with staff documentation the medication
was administered once daily at 8:00 am.
- No transcription for Latuda; no staff
documentation Latuda was administered.

|
Observation on 2/18/20 at 11:45 am of client #2's

| medications revealed: :

- Flonase Nasal Spray, 50 mcg 2 sprays each
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nostril daily, dispensed 1/31/20; stool softener
100 mg 1 capsule twice daily dispensed 1/23/20,
and Latuda 80 mg 1 tablet every day in the
morning dispensed 1/23/20.

During interview on 2/19/20 client #2 stated he
took his medication every day with staff
assistance and he had never missed any
medications.

During interview on 2/18/20 the Qualified
Professional (QP)/Residential Coordinator stated
the pill count for client #2's Latuda confirmed the
medication was administered as ordered.

During interview on 2/18/20 the QP stated:

- Client #2's Flonase was administered twice daity

and his stool softener was administered once

daily in February 2020, ’

- Client #2's Latuda order was not transcribed on
' the February 2020 MAR.

- The "regular" pharmacy provided pre-printed
MARs.

- The QP/Residential Coordinator added
administration times to the MARs when they were
| received from the pharmacy.

- The QP/Residential Coordinator transposed the
administration times for the Flonase and stool
softener on client #2's February 2020 MAR.

- If the "regular” pharmacy did not have a
medication available, the facility would get it from
a back-up pharmacy; the medication would not be
printed on the MAR; either she or the
QP/Residential Coordinator would transcribe the
new medication order on the MAR.

- Client #2's Latuda was not available from the
regular pharmacy when it was originally ordered
and it was not included on the pre-printed MAR.
- The QP/Residential Coordinator failed to add
Latuda to the February 2020 MAR.

|
|
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- Residential staff did not notice the transcription
errors or the omission of Latuda on the February

| 2020 MAR.
- She would make sure staff were re-trained in
medication administration and would ensure
incident reports were completed for the
medication errors.

|
Due to the failure to accurately document

' medication administration it could not be
determined if clients received their medications
as ordered by the Physician.
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