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An annual survey was completed on 3/31/22.
Deficiencies ware citad.

This faciity is loansad for the following service
category. 10ANCAC 27G 56800C Supervised
Living for Aduits with Developmental Disablities

This faciiity is Hcansad for five licensed beds and
currantly hag a census of five. The survey
sarmple consistedt of audits of three current
clients.

V 118 27G 0209 (C) Medication Requirements

10A NCAC 276 0209 MEDICATION
REQUIREMENTS

{c)} Medication administration:

(1) Prescription or non-preacription drugs shall
only ba administered to a client on the written
order of a person Mwmmmm

drugs.
(R)Medlcaﬂomshﬂbaself-admkﬁstemdby
cllerts only when authorized in wiiting by the
client's physlcian.

priviieged o propare and administer medications.
{4} A Medication Administration Record (MAR) of
all deugs administeved to each client must be kept
current, Medications administered shall be
recorded immaxiiately after adminisiration, The
MAR I8 to include the following:

(A) cllant's name;

(B) name, strength, ani quarstity of the drug;

(C) Instructions for administering the drug;

V 118 Medication Reguirements
The facility administrator and QP
(as appropriate) reviewed all MARs
£ eurvent medication orders,
An Inservite on madication
V118 documentation & administration
for all staff, will be conducted by
Aprif 15™ and will continue monthly
until alt MARs are completed correctly
and consistently for 30 consecutive days.!
Going forward the facility administrator
will reviaw records weekly to ensure
that aHl orders are being followed as
'ordered by the prescriber, Additionally,
during the shift exchange the incoming
and outing staff will review MARS prior
to being relleved of duty or accepting
responsibifity for the shift.,
Documentation of that shift
exchange will be done on the
appropriate form. The administrator
will review the documentation weekly.
Any staff found not to be competent to
document properly will be relleved of
duty and additional training will be
provided. This will be implemented

(1)) date and time the drug is administered; and and monitored by the administrator,
(E) name or initials of person administering the
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THOMAS SUPERVISED CARE

V 118! Continued From page 1 V18

drug.

{5) Client raquests for medication changes or
checks shall be rocordad and kept with the MAR
file followed up by appointment or consultation
with a physician,

This Rule Is not met as evidenced by

Basad on racord review, cbeervation and
interview, the facility failed to ensure 3 of 3
audited client's (#1, #2, #3) medications were
administered on the writien order of a physiclan
and the MAR was kept current. The findings are:

A. Raview on 3/29/22 of client #1's record
revealed:
-Date of admission: 4/28/14
Diagneses of; Modarate Mantal Ratardation and
Schizophronia
-Physician's order dated:; 3/8/21

- Ibuprofers 600 miligram (mg), take 1 tablet
three times a day as nesdad (pain or faver)

~Naltrexone 50 my), twice a day (prevant
alcohol abuse)

-Olanzapine 10 mg, one at bedtime
{Antipgychotic)

-Linzess 145 mg, one at bedtime (lrritable
Bowsl Syndrome)

-Review on 3/29/22 of client #1's January,
February and March 2022 MAR revealed the
following:

ot initialed for Olanzapine 10 mg on 212022
and 2/13/22

-not initialed for Naltraxone 50 mg on 2/12/22 PM
Bivision of Health Sarvice Reguiation
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-not inttizled for Linzeas 145 mg on 1/8/22, 1/9/22
and 1/23/22

Review on 3/29/22 of client #2's record revealed:
«Date of Admission: 6/25/19
-Diagnoses of; Mild Mental Retardation and
Schizoaffective Disorder
-Physiclan's order dated 12/22/21

~Cerlrizing HCL 10 myg, cne time a day
{(Aliergy)

~Flucatisone 50mg, one spray in each nostril
once a day (Allergy)

-ocusate Sodium 100 mg, one time a day
(constipation)

Raview on 3/29/22 of client #2's January,
Fabruary and March 2022 MAR revaaled,

~ned initiated for Cerbricine HOL 10 mg on 3/12/22,
322, 3121122, 3122122, 323122, 2427 and
only initialed once in the month of February 2022

saam THIVHEY 3Ty
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216722
-not initiated for Docusate Sodium 100 mg on
1122122 and 123/22

Raview on 3/29/22 of client #3% record revealed;
=Date of Admission: 513720

wDiipemeaan rd Reiwes Dicoweior Mol
IISHECULUE LYSEOMLY Sn0 Sprepsy
~Physiclan's order dated 1/26/22

-Restasis Eye Emuision, twice a day (Dry
eye)

-Latuda 40 mg, one time a day
{Antipsychotic)

Reviaw on 3/29/22 of client #3's January,

Fabruary and March 2022 MAR revealed:
=not inttisled for Restagls Eye Emulgion on 3/2/22,

V118
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W22, INAT22, QMEN2L, 20032, 3124722 AM,
FIBI22, 36722, 319122, 320022, 21222, 2110722,
20122, 216122, 27122, 2018/22, 223122,
Bf24122 2126122, 227122-AML. 216122, 211Gi22,
2017122, 2[22122-2128122

-net initisied for Latuda 40 mg on 271722, 2/6/22,
2117122 and 2720122

B. Review on 2-23-22 of client #1's March 2022
MAR's revealed:

-lbuptofen 600 milligram (mg), take 1 tablet three
times a day as needed {pain or faver)

«lbuprofen G00 mg administered to client five
times In March 2022,

Qbsarvation on 329/22 at 1130 am of client #1's
Ibuproten pill pack ravealsd;

-Dispensed date: 12/12/19

<Expiration date: 12/9/20

Interview on 3/29/22 The licensee stated:

-Ha usually checked each client's MAR monthly.
-Had found some blocks on the MAR not inftialed
and left hotes for that staff,

-He checkead the meadications, but had not noticed
the thuprofen was expirad.

~They have an overflow of medications and that
one shouid hava been raplaced with the new
pack.

Wi train staff immediately only making sure the
madications are not expired.

~Refrieved bubble packs for Ibuprofan from the
slock medications.

~Will inservice the staff again on medication
administration,

276 .0208 (D} Madication Requirements

V118

V119
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V 119| Continued From page 4 V119 V119 Medication Requirements -
10ANCAC 270G .0209 MEDICATION Effective 3/31/22 all medications .
REQUIREMENTS were reviewed by the administrator
(d) Madication disposal: and were properly disposed of/

(1) All prescription and non-prescription returned to the pharmacy. In this
medication shall be disposed of in & manner that

situation the expired mads
guards against divemsion or accidental ingestion. ‘
(2) Non-controiad substances shall be disposed meds were retumad to the
of by incineration, flushing into seplic or sower pharmacy, Going forward the
aystom, or by trensfer to a lacal pharmacy for fadility will ensure that all expired
doestruction, A racord of the medication disposal or discontinued medications are
shak be maintained by the program. d and inated with the
Documentation shal spectly the client's name, reported and coordi
medication name, strength, quantity, disposal pharmacy for pick up. It shall be
date and method, the signature of the parson the responsibility of the
ﬂmﬁ;g;f medication, and the person adminjstrator to ensure that all
witnese destruction, .
(3) Controlied substances shall be disposed of in d‘“;‘:““““e"' axpirec of gxeass
accordance with the North Carolina Controlled medications are returned
Substances Act, G.S. 90, Article 5, including any to the pharmacy at the end of each
subsequent amendments. month, This can be done in
) Wmm 'ﬂr a ﬂwﬁg&m the conjunction with monthly
YaImE: or 8
disposed of prompdly tnless & is reasonably receipt of the new cycle and/or
axpected that the petient or resident shall retum after review of medication
1o the facliity and in such case, the remaining administration
drug supply shall not be held for more than 30 records.
calendar days after the date of discharge.
This Rule is not met as evidenced by:
Based on observation, record review and
interview the faciity staff failed o dispose of
prascription medications in a manner that guards
against diversion or accidenis! ingestion affecting
1 of 3 audited chents (#1). The findings ars:
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Review on 3/29/22 of client #1'a record revealed:
«Date of admission; 4/28/14
-Diagnoses of: Moderate Mental Retardation and
Schizophrenia
~Physician's order dated; 3/8/21
- Ibuprofen 600 milligram (my), take 1 tablet
three times a day a5 needed (pain or fever)
Observation on 3/20/22 at 11:30 am of clent #1's
ibuprofen pitl pack revealed:
~Dispensed date: 12/12/19
-Expiration date: 12/9/20
Refer To v118 for further details regarding this
axpired Ibuprofen
-client #1 was administered expired Ibuprofen
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