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| T0ANCAC 27G .0209 MEDICATION

' only be administered to a client on the written order of
| (2) Medications shall be self-administered by
| physician,

' administered only by licensed persons, or by

27G .0209 (C) Medication Requirements

REQUIREMENTS
(c) Medication administration:
(1) Prescription or non-prescription drugs shall

a person authorized by law to prescribe drugs.
clients only when authorized in writing by the client's
(3) Medications, including injections, shall be

unlicensed persons trained by a registered nurse,
pharmacist or other legally qualified person and
privileged to prepare and administer medications. (4) Al
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 persgn administering the drug.
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INITIAL COMMENTS |
|
| An annual survey was completed on 1/21/25. A |
deficiency was cited.
This facility is licensed for the following service |
category: I0ANCAC 27G .5600C Supervised
Living for Adults with Dveelopmental Disability.
| This facility is licensed for 6 and has a current
| census of 4. The survey sample consisted of audits
of 3 current clients.
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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 and interview, the facility failed to
keep the MAR current affecting three of three current
clients (#1, #2 and #3). The findings are:

Review on 1/17/25 of client #1's record revealed:
-Admission date of 10/27/90.

-Diagnoses of Severe Intellectual Disability,

Ventral Hernia, Hyperlipidemia, Chronic
Constipation, Chronic Cerumen Impaction, Migraines
and Type II Diabetes.

-Physician's order dated 12/27/24 for Metoprolol
Succinate Extended Relief (ER) 50 milligrams (mg)
(High Blood Pressure), one tablet in the morning;
Quetiapine Fumarate 100 mg

(Depression). one tablet at bedtime; Geri-Kot 8.6 mg
(Constipation), two tablets twice a day and
Atorvastatin 20 mg (High Cholesterol), one tablet at
bedtime.

-Physician's order dated 11/19/24 for Blood Glucose
check, check on Tuesdays and Thursdays at 7:00 am
and 7:00 pm.

Review on 1/17/25 of client #2's December 2024
MAR revealed:

-No staft initials to indicate the medication was
administered for the following:

V1IN

All group home staff have received an in-
service of the importance of correctly 1/21-
documenting all MARSs on Thursday, January /2025
30. 2025. All staff understands and has been
properly documenting since the visit of
| DHSR. The Case Manager and Executive
Director are responsible to correct this
standard.
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| Review on 1/17/25 of client #2's record revealed:

| -Diagnoses of Severe Intellectual Disability,

' Review on 1/17/25 at approximately 11:07 am of

Continued From page 2 VI

Metoprolol Succinate ER 50 mg on 12/22 and 12/23.
Quetiapine Fumarate 100 mg on 12/27,

Geri-Kot 8.6 mg on 12/27 am dose. Atorvastatin 20
mg on 12/27,

-No staff initials to indicate blood glucose check was
completed 12/24 at 7:00 am.

-Admission date of 6/28/04.

Diabetes Mellitus, Gastroesophageal Reflux

Disease (GERD), Hypercholesterolemia, Benign
Prostatic Hypertrophy (BPH) and Hypertension
(HTN).

-Physician's order dated 3/22/24 for Docusate Sodium
100 mg, one capsule in the morning and evening:
Blood Pressure, check at 6:00 pm on

Tuesdays, Thursdays and Sundays; Blood Glucose
check , check on Tuesdays and Thursdays at 7:00 am
and 4:30 pm.

Review on 1/17/25 of client #2's January 2025 MAR
revealed:

-No staft initials to indicate the medication was
administered on 1/1 thru 1/16 for the 8:00 pm dose of
Docusate Sodium 100 mg.

-No staff initials to indicate the blood pressure check
was completed on 1/5 and 1/12.

-No staff initials to indicate a blood glucose check was
completed 1/2 at 7:00 am.

client #3's record revealed: -Admission date of

7/30/21.
-Profound Intellectual Disability, Autism Spectrum

Disorder and Attention Deficit-Hyperactivity Disorder
(ADHD).
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Review on 1/17/25 of physician's order dated 6/13/24
for client #3 revealed:
-Polyethylene Glycol Powder (Constipation), mix 17
grams in 8 ounces of liquid & drink every other day at
morning.
-Guanfacine Extended Relief (ER) 4 mg (ADHD), one
tablet in the morning.
-Divalproex Sodium ER 500 mg (Mental/Mood
conditions), one tablet in the morning and one tablet at
bedtime.
-Hydroxyzine 50 mg (Itchiness and Anxiety), one

| tablet in the morning and one tablet at bedtime. -
Risperidone 4 mg (Mental/Mood disorders), two 4 mg
tablets in the morning and evening. -Trihexyphenidyl 2
mg (Prevent Parkinson-like symptoms) two tablets in
the moming and evening.
-Trazodone 150 mg (Major Depressive Disorder and
Sleep Disorders), one tablet at bedtime. -Lamotrigine
200 mg (Seizures), one tablet at bedtime.

Review on 1/17/25 of client #3's December 2024
MAR revealed:

No staff initials to indicate the medication was

administered for the following-

-Polyethylene Glycol Powder on 12/25.

-Guanfacine ER 4 mg on 12/25 and 12/26. -Divalproex

Sodium ER 500 mg on 12/24 pm dose; 12/25 am/pm

doses and 12/26 am dose. -Hydroxyzine 50 mg on
12/24 pm dose: 12/25 am/pm doses and 12/26 am

dose.

-Risperidone 4 mg on 12/24 pm dose: 12/25 am/pm

doses and 12/26 am dose.

-Trihexyphenidyl 2 mg on 12/24 pm dose; 12/25

am/pm doses and 12/26 am dose.

| -Trazodone 150 mg on 12/24 and 12/25.
-Lamotrigine 200 mg on 12/24 and 12/25.
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Interview on 1/17/25 with the Case Manager revealed:
-There were no issues with clients getting their
medication.

-Client #1 was on a home visit in December 2024,
-Staft did not indicate the home visit for client #1 on
the December 2024 MAR.

-She acknowledged the 8:00 pm dose of

Docusate Sodium was not documented as
administered 1/1/25 thru 1/16/25 for client #2. -"I'm
confused as to why this would happen the directions
for two doses is clearly indicated on the

MAR for [client #2]."

-"1 usually highlight the dates for the blood pressure to
be taken but forgot to do so on the January 2025 MAR

' for the weekly Sunday check" for client #2.

-"Staff should have known to do it regardless. it's
clearly indicated to be done on Sundays on the MAR"
for client #2.

-She acknowledged the 1/2/25 7:00 am blood glucose

| check was not documented for client #2. -Client #3

was on a home visit for Christmas at the times the
medication was not documented on the MAR in
December 2024.

-The home visit code (HV) was not documented on the
MAR.

-She confirmed the MARs were not kept current for
clients #1, #2 and #3.

V18

All staff received in-service regarding 1/30/25
checking dates of required procedures

regardless of highlighted areas in case of

date errors.

All staff are trained to document any home 1/21/25
visits if medication is not given. There
|should be no blank areas on MARs.
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