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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 gualified 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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An annual and follow up survey was completed ;
on 3/6/25. A deficiency was cited. ‘
This facility is licensed for the following service 5 RECE,VE D
category: 10A NCAC 27G .5600C Supervised ‘ MA NI
Living for Adults with Developmental Disabilities. N 20 2025
. G D 5 ;
This facility is licensed for 6 and currer)tly has a HSR MH L'CEﬂSure Sect
census of 5. The survey sample consisted of an ‘
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{5) Client requests for medication changes or
checks shall be recorded and kept with the MAR ouf R ‘Hﬂ€ ﬂf GVICJ
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This Rule is not met as evidenced by: i CJ ~

Based on record reviews and interviews, the Once Vf'ff—crﬁ_ wi

facility failed to ensure medications were Ac:l il
administered on the written order of a physician ,sz’Q 0{ “ 1"[4@ Mi71S / fﬂ{)

and failed to keep the MAR current affecting 2 of

3 clients (#1, #2). The findings are: C(qmj ed e M Jo
Review on 3/4/25 of Client #1's record revealed: 5 140(1/ 7(,& a} ’I’LQ C/ :"31 /—

-Date of Admission: 5/28/15.

-Diagnoses: Mild Intellectual and Developmental | m& %
Disability (IDD), Anxiety Disorder. Wy fo »f— ee

-Physician ordered medication included: | /
-Buspirone 7.5 milligrams (mg) (anxiety) 1 | mG Flu —I—fhe
tablet twice daily ordered 11/21/24. 20 r oXe: ‘ i
-Sertraline 50mg (depression) 1 tablet daily 1 "l&évlfﬁ oNe. % ’h)/;,e_
ordered 9/12/24. ! ’ c] ,
-Guanfacine ER {(extended release) 1mg | dﬂ \/ 5‘—)[&_@.(‘
(attention/activity) 1 tablet daily ordered 1/16/25. = y G y
-There were no physicians' orders for the 5 W&/E ﬂgfrﬁﬁcj g‘@
following:

-Buspirone 10mg (anxiety) 1 tablet twice |
daily. - the C[m/yﬁ.

-Hydroxyzine 25mg (anxiety) 1 tablet twice
daily.
-There were no physician's discontinue orders
for:

-Buspirone 7.5mg

-Seriraline 50mg

-Guanfacine ER 1mg
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-Buspirone 10mg
-Hydroxyzine 25mg

Review on 3/4/25 of Client #1's MARs for period
12/1/24-2/28/25 revealed:

-Buspirone 7.5mg was documented as
administered on 12/2-12/6/24, 12/9-12/13/24,
12/16-12/22/24, 12/130-12/31/24 am doses and on
12/1-12/5/24, 12/8-12/12/24, 12/15-12/21/24,
12/30-12/31/24 pm doses.

-Sertraline was documented as administered
on 12/2-12/6/24, 12/9-12/13/24, 12/16-12/22/24,
12/30-1/3/25, 1/6-1/9/25, 1/14-1/17/25, 1/21-
1/24/25, 1/27-1/31/25.

-Guanfacine was documented as
administered on 1/20/25-1/24/25, 1/26-1/30/25.

-Buspirone 10mg was documented as
administered on 12/30/24-1/3/25, 1/6-1/9/25, 1/14
-1/16/25 am doses and 12/29/24-1/2/25, 1/5-
1/9/25, 1/13-1/15/25 pm doses.

-Hydroxyzine was documented as
administered on 12/2-12/6/24, 12/9-12/12/24 am
doses and 12/1-12/524, 12/8-12/12/24 pm doses.

Review on 3/4/25 of Client #2's record revealed:
-Date of Admission: 4/20/20.
-Diagnoses: Moderate IDD, Anxiety Disorder,
impulse Control Disorder, Autism Spectrum
Disorder.
-Physician ordered medication ordered 1/8/25
included:

-Fluoxetine 20mg (anxiety) 3 capsules daily.

Review on 3/4/25 of Client #2's MARs for period
12/1/24-2/28/25 revealed:

-Fluoxetine was documented as administered
2/1/25-2/28/25 at Tam; 2/1/25-2/2/25, 2/5/25-
2/28/25 at 4pm and 2/1/25-2/28/25 at 9pm.

Interview on 3/4/25 with Client #1 revealed:
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=" ...don't know what | take...get them at night and
in the morning time."
-"l go home every weekend ..." ;

Interview on 3/4/25 with Client #2 revealed:

-" ...take meds (medications) ...can't remember
all of them."

-"Fluoxetine helps calm me down.” |

Interview on 3/4/25 with the Director/Qualified
Professional revealed:
-The pharmacy printed the MARSs for this facility.
-Client #1 was originally ordered Buspirone 5mg :
increasing to 7.5mg then to 10mg. The i
Buspirone 7.5mg was discontinued and 10mg 5
started on 12/22/24 when Client #1 was out of the
facility on a home visit. When he returned to the
facility on 12/29/24 he was administered the
10mg Buspirone. Staff also documented on
12/30/25, 12/31/25 that they administered the am
and pm doses of the 7.5mg but it was not in the
facility. He removed all discontinued medications
from the facility for just this reason.
-Most of the doctor's appointments now were
virtual making it even harder to get orders.
-He had taken Client #2 to the doctor on 1/9/25.
He thought the fluoxetine was meant to be given |
3 times a day because the doctor asked if Client
#2 could take a midday medication at work which
he could not. When the medication and MAR

- was received with instructions for 3 tablets daily,
he thought it was 3 times a day.
-He immediately contacted the doctor to clarify
the order.

Due to the failure to accurately document i

medication administration, it could not be ;

determined if clients received their medications
' as ordered by the physician.

)
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This deficiency constitutes a recite deficiency and
must be corrected within 30 days.
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