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| 1T0ANCAC 27G .0209 MEDICATION

' REQUIREMENTS
(c) Medication administration:

(1) Prescription or non-prescription drugs shall

| only be administered to a client on the written

J 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

J 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
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| file followed up by appointment or consultation
| with a physician. | ’
!

|

|

This Rule is not met as evidenced by: }
| Based on observation, record review and ‘
| interview the facilty failed to keop tho MAR |
 current affecting one of one client (#1). The

findings are: }
' Review on 7/16/21 of client #1's record revealed: ‘
| -Admitted: 5/11/12 ’
| -Diagnoses: Profound Intellectual and [
| Developmental Disabilities, Generalized |
| Convulsive Epilepsy |
' -Physician's order dated 9/16/20 listed: ‘ J‘
’ -Famotidine 20mg (milligrams), take 1 pill by [
| mouth twice a day (heartburn) '
’ -Rosuvastatin Calcium 20mg, take 1 tablet orally | f
once a day (lower "bad" cholesterol and fats) ’

Observation on 7/16/21 at 11:30am of client #1 's |
medications revealed:

-Famotidine 20mg, take 1 pill by mouth twice a

day ‘
' -Rosuvastatin Calcium 20mg tablet, take 1 tablet /
’ orally once a day [ :

| Record review on 7/16/21 at 11:45am of client )
| #1's May, June and July 2021 MARs revealed: ’
|= Medications not listed: Famotidine 20mg and
- Rosuvastatin Calcium 20mg ’

l Interview on 7/16/21 with the Owner revealed: '

| -She was not aware the medications were not J
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listed on the May, June and July 2021 MARs
-Client #1 had taken the medications daily or as
prescribed
-Reviews the MARs daily, "just an oversight"
-She did not notice the medications were not
listed on the MARs
-She administered all medications to client #1
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