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V118 27G .0209 (C) Medication Requirements

10A NCAC 27G .0209 MEDICATION

| REQUIREMENTS

| (¢) 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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i An annual and follow up survey was completed |
on April 15, 2024. A deficiency was cited. : |
|
‘ |
| This facility is licensed for the following service ! '
' category: 10A NCAC 27G .5600C Supervised | RECEIVED |
 Living for Adults with Developmental Disabilities. ! -
i |
' The facility is licensed for 6 and currently has a | I‘
 census of 6. The survey sample consisted of DHSR-MH Licensure Sect !
| audits of 3 current clients. .‘ & !
|
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This Rule is not met as evidenced by:
Based on record reviews and interviews, the |
facility failed to maintain an accurate MAR ‘
- affecting 3 of 3 clients (#2, #5 and #6). The
findings are:

- Review on 4/12/24 of client #2's record revealed:
' =70 year old female. -
-Admission date of 6/15/07. | i
-Diagnoses of Schizophrenia, Alcoholism,
| Tobacco Abuse and Hypertension.

- Review on 4/12/24 of client #2's physician orders | ‘
dated 01/4/24 revealed: ‘ |

| -Diltiazem (hypertension)360mg, 1 daily

- -Sertraline HCL (depression) 100mg, 1 1/2 daily

- -Rosuvastatin Calcium (cholesterol) 20mg, 1 at

bedtime

-Risperidone (schizophrenia) 3mg, 1 at bedtime

Review on 4/12/24 of client #2's April 2024 MAR
| revealed: |
-No initials to indicate the Diltiazem had been ;
administered on 4/1/24 and 4/10/24 at 8am. ‘

- -No initials to indicate the Sertraline had been
administered on 4/8/24 at 8pm.

-No initials to indicate the Rosuvastatin Calcium | |
" had been administered on 4/8/24 at 8pm.

| -No initials to indicate the Risperidone had been
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administered on 4/8/24 at 8pm.

Review on 4/12/24 of client #5's record revealed:
-54 year old male.

-Admission date of 11/3/14.

-Diagnoses of Intellectual Developmental

| Disability-Mild, Hypertension, Prediabetes,

| Obesity and Sleep Apnea.

' Review on 4/12/24 of client #5's physician orders
dated 5/4/23 revealed:
-Atorvastatin (cholesterol}40mg,, 1 at bedtime.

| Review on 4/12/24 of client #5's April 2024 MAR

revealed:
' -No initials to indicate the Atorvastatin had been
| administered on 4/8/24 at 8pm.

' Review on 4/12/24 of client #6's record revealed:
-45 year old male.

| -Admission date of 2/2/15.

-Diagnoses of included Intellectual

Developmental Disability-Moderate,

Schizophrenia and Obsessive Compulsive

Disorder.

Review on 4/12/24 of client #6's physician orders
revealed:

-Fluvoxamine Maleate (obsessive compulsive
disorder) 100mg, 1 1/2 tab twice daily.

| -Risperidone 2mg, (mood), 1 2 times daily.
-Divalproex Sodium (SOD) Extended Release
(ER) (bipolar disorder) 500mg, (mood) 2 at
bedtime.

' Review on 4/12/24 of client #6's April 2024 MAR
revealed:

-No initials to indicate the Fluvoxamine Maleate
had been administered 4/8/24 at 8pm.

' -No initials to indicate the Risperidone had been
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|
| administered 4/8/24 at 8pm.

-No initials to indicate the Divalproex SOD ER
| had been administered 4/8/24 at 8pm.

.‘ During interview on 4/15/24 client #2 stated staff
| administered her medication daily.

. During interview on 4/15/24 client #5 stated staff
' gave him his medicine everyday.

During interview on 4/15/24 client #6 stated he
| received his medication daily.

During interview on 4/15/24 the House Manager
| stated:

 -Clients received their medications daily as

| ordered.

-The staff probably forgot to initial the MAR if
there was a blank.

- During interview on 4/15/24 the Director stated:
-The staff had forgot to document on the MAR.

| She knew which staff it was.

- -She understood the facility was required to

| maintain an accurate MAR.

| This deficiency constitutes a re-cited deficiency

- and must be corrected within 30 days.
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