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 V 000 INITIAL COMMENTS  V 000

An annual survey was completed on May 23, 

2023. Deficiencies were cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600C Supervised 

Living for Adults with Developmental Disability.

This facility is licensed for 3 and currently has a 

census of 3. The survey sample consisted of 

audits of 3 current clients.

 

 V 117 27G .0209 (B) Medication Requirements

10A NCAC 27G .0209 MEDICATION 

REQUIREMENTS

(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 

visible;

(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 

may be adequate;

(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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 V 117Continued From page 1 V 117

practitioner.

This Rule  is not met as evidenced by:

Based on observation, interview and record 

review, the facility failed to maintain pharmacy 

packaging labels as required for each 

prescription drug dispensed for two of three 

audited clients (Clients #1 and #3). The findings 

are:

Review on 5/23/23 of Client #1's record revealed:

-Admission date 7/28/99.

-Diagnoses of Moderate Intellectual 

Developmental Disability (IDD), Fragile X 

Syndrome, Mild Depression Disorder, Obstructive 

Sleep Apnea, Allergic Rhinitis, Hiatal 

Hernia,Chronic Constipation, Hemorrhoids, 

Abdominal Extension and Obsessive Compulsive 

Disorder. 

-12/12/22 - Physician order - Ketoconazole 

Shampoo 2% - apply to affect area 3 times a 

week - Monday, Wednesday, and Friday.

Observation on 5/22/23 at 12:37 p.m. of Client 

#1's medications revealed: 

-Ketoconazole Shampoo 2% bottle - the label was 

illegible due to the print being worn off. 

Review on 5/23/23 of Client #3's record revealed:

-Admission date 12/11/11.

-Diagnoses of Mild IDD, Post-Traumatic Stress 

Disorder and Attention-Deficit Hyperactivity 

Disorder.

-12/12/22 - Physician order - Ketoconazole 
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Shampoo 2% - apply to affect area 3 times a 

week - Monday, Wednesday, and Friday.

Observation on 5/22/23 at 12:20 p.m. of Client 

#3's medications revealed: 

-Ketoconazole Shampoo 2% bottle - the label was 

illegible due to the print being worn off. 

Interview on 5/22/23 with Staff #2 revealed:

-They did not have the packaging label for Client 

#1 and #3's shampoo that came from the 

pharmacy.

 V 118 27G .0209 (C) Medication Requirements

10A NCAC 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  
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(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.  

This Rule  is not met as evidenced by:

Based on observation, record review and 

interview, the facility failed to administer 

medications as on the written physician order for 

1 of 3 audited clients (Client #1). The findings are:

Review on 5/23/23 of Client #1's record revealed:

-Admission date 7/28/99.

-Diagnoses of Moderate Intellectual 

Developmental Disability (IDD), Fragile X 

Syndrome, Mild Depression Disorder, Obstructive 

Sleep Apnea, Allergic Rhinitis, Hiatal 

Hernia,Chronic Constipation, Hemorrhoids, 

Abdominal Extension and Obsessive Compulsive 

Disorder.

-12/22/22 - physician's order - Ear Drops 6.5% - 

"Use as directed in both ears once every day for 

5 days then flush and repeat this every month." 

Observation on 5/22/23 at 12:37 p.m. of Client 

#1's medications revealed:

-Ear Drops 6.5% - in both ears 1 time daily for 5 

days, flush, and repeat every month - dispensed 

1/12/23.

Review on 5/23/23 of Client #1's MARs for March 

2023 through May 23, 2023 revealed: 
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-Ear Drops 6.5% - March and April 2023 - initialed 

every day indicating it was administered daily.

-May - indicated "DC'd" to administer in both ears 

1 time daily for 5 days, flush, and repeat every 

month.

-Added in May - "Use per Manufacturer's 

directions to remove ear wax as needed;" no 

initials to indicate it was administered. 

Interview on 5/23/23 with the Registered Nurse 

revealed:

-They switched pharmacies in December of 2022.

-They were unable to fix the electronic record 

system to indicate administration for 5 days per 

month.

-The PRN (as needed) entry was the one that 

should have been removed from the MAR. 

-The current order was to continue to administer 

for 5 days and repeat every month.
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