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INITIAL COMMENTS

An annual and follow up survey was completed
on 9/21/21. Deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G. 5600C Supervised
Living for Adults with Developmental Disabilities.

27G .0209 (B) Medication Requirements
10A NCAC 27G .0209 MEDICATION

(b) Medication packaging and labeling:

(1) Non-prescription drug containers not
dispensed by a pharmacist shall retain the
manufacturer's label with expiration dates clearly

(2) Prescription medications, whether purchased
or obtained as samples, shall be dispensed in
tamper-resistant packaging that will minimize the
risk of accidental ingestion by children. Such
packaging includes plastic or glass bottles/vials
with tamper-resistant caps, or in the case of
unit-of-use packaged drugs, a zip-lock plastic bag

(3) The packaging label of each prescription
drug dispensed must include the following:

(A) the client's name;

(B) the prescriber's name;

(C) the current dispensing date;

(D) clear directions for self-administration;

(E) the name, strength, quantity, and expiration
date of the prescribed drug; and

(F) the name, address, and phone number of the
pharmacy or dispensing location (e.g., mh/dd/sa
center), and the name of the dispensing
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This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure prescription
medications were dispensed with the prescriber's
name, the current dispensing date, the name,
strength, quantity and expiration date of the
prescribed medication, the name, address and
phone number of the pharmacy and the name of
the dispensing practitioner for 1 of 6 clients (#5).
The findings are:

Review on 9/21/21 of client #5's Medication
Administration Record (MAR) dated 9/1/21-
9/21/21 revealed:

- Sodium Citrate and Citric Acid Solution 500
mg/334 mg per 5 ML: Give 10 ML (milliliter) twice
daily.

- Carnitor SF (Sugar Free) Solution: Give 15 ML
by mouth 3 times a day.

Observations at approximately 10:57 am on
9/21/21 of client #5's medications revealed:

- There were no labels on the bottles for: Sodium
Citrate and Citric Acid Solution nor Carnitor SF.

Interview on 9/21/21 with the Qualified
Professional revealed:

- Both Sodium Citrate and Citric Acid Solution,
and Carnitor SF were delivered in large bags with
the labels.

- The large bags with labels had been thrown
away.

27G .0209 (C) Medication Requirements
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10ANCAC 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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This Rule is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility failed to ensure
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medications were administered as ordered
affecting 1 of 6 clients (#6). The findings are:

Review on 9/20/21 of client #6's physician's
orders dated 7/14/21 revealed:
- Zyrtec 10 mg: take 1 tablet daily.

Observations at approximately 2:21 pm on
9/21/21 of client #6's medications revealed:
- Client #6's bottle of Zyrtec was not in his
medication container.

Interview on 9/21/21 with the Qualified
Professional revealed:

- Client #6 had stayed with his father/legal
guardian from 9/17/21-9/18/21.

- His father/legal guardian did not bring back
client #6's Zyrtec on 9/18/21.

- Client #6 had not taken his Zyrtec for the past 3
days.
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