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INITIAL COMMENTS

An annual and follow up survey was completed
on January 4, 2023. A deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

This facility is licensed for 5 and currently has a
census of 4. The survey sample consisted of
audits of 3 current clients.

27G .0209 (C) Medication Requirements

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.
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(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.

This Rule is not met as evidenced by:

Based on record reviews, observation and
interview the facility failed to: A) Administer
medications as prescribed for 1 of 3 audited
clients (Client #1) and B) Ensure the MAR was
current affecting 2 of 3 audited clients (Client #1
and Client #2). The findings are:

Review on 1/4/23 of Client #1's record revealed:
-Admission date of 10/8/12.

-Diagnoses of Schizophrenia Disorder, Benign
Essential Hypertension, Active Autistic Disorder,
Dyslipidemia, Moderate Mental Retardation,
Dysmetabolic Syndrome, Vitamin D Deficiency.

Review on 1/4/23 of Client #1's physician's orders
dated 12/30/22 revealed:

-Azithromycin tablet 250 milligrams (mg)
(bacterial infections) - take 2 tablets on day 1,
then 1 tablet once daily on days 2 through 5 by
mouth.

-Fexofenadine HCL 180 mg (allergy symptoms) -
take 1 tablet once daily.

-No discontinue order for Fexofenadine HCL 180
mg (allergy symptoms) - take 1 tablet once daily.

Observation on 1/4/23 at 12:30 pm of Client #1's
medications revealed:
-Azithromycin 250 mg - was not available.
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-Fexofenadine HCL 180 mg - was not available.

Review on 1/4/23 of Client #1's MARs for
November 1, 2022 through January 4, 2023
revealed:

-November 2022:

-Azithromycin tablet 250 mg - take 2 tablets
on day 1, then 1 tablet once daily on days 2
through 5 by mouth - was initialed as having been
administered from 11/1-11/30.

-Fexofenadine HCL 180 mg - take 1 tablet
once daily- was initialed as having been
administered from 11/1-11/30.

-December 2022:

-Azithromycin tablet 250 mg - take 2 tablets
on day 1, then 1 tablet once daily on days 2
through 5 by mouth - was initialed as having been
administered from 12/1-12/31.

-Fexofenadine HCL 180 mg - take 1 tablet
once daily- was initialed as having been
administered from 12/1-12/31.

-January 2023:

-Azithromycin tablet 250 mg - take 2 tablets
on day 1, then 1 tablet once daily on days 2
through 5 by mouth - was initialed as having been
administered from 1/1-1/4.

-Fexofenadine HCL 180 mg - take 1 tablet
once daily- was initialed as having been
administered from 1/1-1/4.

Review on 1/4/23 of Client #2's record revealed:
-Admission date of 5/16/22.

-Diagnoses of Autism Disorder, Cortical Vision
Impairment, Cerebral Palsy Unspecified and
Severe Intellectual Developmental Disability.

Review on 1/4/23 of Client #2's physician's order
dated 5/12/22 revealed:

-Triamcinolone Cream 0.1% (skin conditions) -
apply to affected area twice daily, 7am and 7pm.
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Review on 1/4/23 of Client #2's MARs for
November 1, 2022 through December 31, 2022
revealed no documentation of medication
administration for the following dates:
November 2022

-Triamcinolone Cream - 11/1-11/16 (7 am and 7
pm), 11/17 (7 am), 11/18 (7 pm), 11/19-11/23
(7am and 7pm), 11/24 (7 am),

11/26 (7 pm), 11/27-11/28 (7 am and 7 pm), 11/29
(7 am), 11/30 (7 pm).

December 2022

-Triamcinolone Cream -12/2-12/4 (7am), 12/5
(7pm), 12/6-12/14 (7 am), 12/16-12/21 (7 pm),
12/26 (7 pm) and 12/27-12/31 (7 pm).

Interview on 1/4/23 with the Assistant Director
revealed:

-Was recently hired in August 2022.

-Facility did not have a discontinue order for
Client #1's Azithromycin and Fexofenadine but it
seemed the medications were discontinued
before she started working at the home.

-She believed that Client #1's Azithromycin and
Fexofenadine was discontinued but that staff
continued to initial them on the MARSs.

-She was not aware that there were blanks on
Client #2's MARs.

-The Qualified Professional was responsible for
reviewing the MARs.

-The Qualified Professional also recently started
working at the agency in August 2022.

-The Qualified Professional confirmed errors on
the MARSs.

-The facility failed to ensure medications were
available and the MAR was current.
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