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INITIAL COMMENTS

A complaint survey was completed on 9/10/24.
The complaint was unsubstantiated
(NC#00221599). A deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G .1700 Residential
Treatment Staff Secure for Children or
Adolescents.

This facility is licensed for 8 and currently has a
census of 8. The survey sample consisted of
audits of 3 current clients.

27G .0209 (H) Medication Requirements

10A NCAC 27G .0209 MEDICATION
REQUIREMENTS

(h) Medication errors. Drug administration errors
and significant adverse drug reactions shall be
reported immediately to a physician or
pharmacist. An entry of the drug administered
and the drug reaction shall be properly recorded
in the drug record. A client's refusal of a drug
shall be charted.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure all medication
administration errors were immediately reported
to a pharmacist or physician affecting 1 of 3
audited clients (#3). The findings are:

Record review on 9/9/24 for Client #3 revealed:
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-Date of admission: 6/11/24.
-Age: 14 years
-Diagnoses: Disruptive Mood Dysregulation
Disorder, Post Traumatic Stress Disorder, Anxiety
Disorder.
-Physician ordered medications dated 6/11/24
included:

-Clonidine 0.1mg (milligram) (sleep) 1 tablet
daily at bedtime.

-Metformin ER (extended release) (diabetes
prevention) 750mg 1 tablet daily at 6pm.

-Omeprazole 20mg (heartburn) 1 capsule
twice daily.

-Sucralfate 1 gram (stomach acid) 1 tablet
before meals and at bedtime.

-Ziprasidone 60mg (mood) 1 capsule twice
daily.

Review on 9/9/24 of MARs (medication
administration record) from 7/1/24-9/8/24
revealed:

-Clonidine was documented as refused on
8/17/24 and 8/24/24.

-Metformin was documented as refused on
716/24.

-Omeprazole was documented as refused on
8/17/24 (pm dose) and 8/24/24 (pm dose).

-Sucralfate was documented as refused on
7/16/24 (5:30pm dose), 8/17/24 (12pm dose and
8pm dose), 8/24/24 (8pm dose), 8/26/24 (12pm
dose) and 9/1/24 (8am dose).

-Ziprasidone was documented as refused on
8/17/24 (pm dose) and 8/24/24 (pm dose).

Review on 9/9/24 of medication error reports from
7/1/24-9/8/24 revealed:

-There were no reports for the above dates of
refusals nor documentation that a physician or
pharmacist was immediately contacted regarding
the refused medications.
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Interview on 9/10/24 with the Chief Compliance
Officer revealed:

-Staff involved with passing medications were
required to complete the medication error reports
when a student refused medications.

-Several medical/medically trained staff resigned
after administration increased compliance
standards.

-A nurse, who was also a former employee, had
recently returned to manage the nursing
department and was in process of bringing the
medication requirements back into compliance.
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