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V000 INITIAL COMMENTS V 000

An annual and complaint survey was completed
on April 22, 2026. The complaint was
substantiated (intake #NC00236274). A
deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G .5600C Supervised
Living for Adults with Developmental Disability.

This facility is licensed for 3 and has a current
census of 2. The survey sample consisted of
audits of 2 current clients.

V118 27G .0209 (C) Medication Requirements V118

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 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 record reviews and interviews, the
facility failed to keep the MAR current affecting
two of two clients (#1 and #2). The findings are:

Review on 4/13/26 of client #1's record revealed:
-Admission date of 6/11/21.

-Diagnoses of Bipolar Disorder with Psychosis,
Mild Intellectual Disability and Intermittent
Explosive Disorder by history.

Review on 4/14/26 of physician's orders for client
#1 revealed:

-Order dated 3/10/26 for Wegovy 0.25 milligrams
(mg)/0.5 milliliters (ml) subcutaneously (subq)
solution (Weight Loss), inject 2.5 mg every week
subq route

-Order dated 1/8/26 for the following medication:
Docusate Sodium 100 mg (Constipation), one
capsule daily

Trazodone 50 mg (Depression), one tablet at
bedtime

Senna Laxative 8.6 mg (Constipation), one tablet
twice daily

Buspar 5 mg (Anxiety), 1 and 'z tablets 3 times
daily
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-Order dated 12/8/25 for Denta 5000 plus cream
(Cavity Prevention), brush teeth nightly for 2-3
minutes, then spit out toothpaste

-Order dated 10/28/25 for the following
medication:

Guanfacine Extended Relief (ER) 2 mg (Attention
Deficit Hyperactivity Disorder (ADHD)), one tablet
at bedtime.

Olanzapine 20 mg (Bipolar Disorder), one tablet
at bedtime

-Order dated 6/28/25 for the following medication:
Fluvoxamine Maleate 100 mg (Depression), one
tablet in the evening

Olanzapine 10 mg, one tablet at bedtime
Benztropine Mesylate 1 mg (Parkinson
Symptoms), one tablet 3 times daily

Review on 4/13/26 of the April 2026 MAR for
client #1 revealed:

No staff initials to indicate the medication was
administered by staff:

-Wegovy 0.25 mg on 4/6 and 4/13

-Docusate Sodium 100 mg on 4/4 and 4/5
-Trazodone 50 mg on 4/3, 4/4, 4/6 and 4/7
-Senna Laxative 8.6 mg on 4/1, 4/4, 4/5 and 4/9
8am and 4/3, 4/4, 4/6 and 4/7 8pm

-Buspar 5 mg on 4/1, 4/4, 4/5; 4/9 8am; 4/3, 4/4,
4/6 and 4/7 8pm; 4/4, 4/5 and 4/11 2pm

-Denta 5000 plus cream on 4/3, 4/4, 4/6 and 4/7
-Guanfacine ER 2 mg on 4/3, 4/4, 4/6 and 4/7
-Olanzapine 20 mg on 4/3, 4/4, 4/6 and 4/7
-Fluvoxamine Maleate 100 mg on 4/3, 4/4, 4/6
and 4/7

-Olanzapine 10 mg on 4/3, 4/4, 4/6 and 4/7
-Benztropine Mesylate 1 mg on 4/1, 4/4, 4/5, 4/9
8am; 4/3, 4/4, 4/6 and 4/7 8pm; 4/4, 4/5 and 4/11
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2pm

Review on 4/13/26 of client #2's record revealed:
-Admission date of 10/2/17.

-Diagnoses of Autism Disorder, ADHD,
Generalized Anxiety Disorder; Major Depressive
Disorder, Disruptive Mood Dysregulation,
Persistent Depressive Disorder, Oppositional
Defiant Disorder and Conduct Disorder.

Review on 4/14/26 of physician's orders for client
#2 revealed:

-Order dated 3/26/26 for the following medication:

Clozapine 50 mg (Schizophrenia), one tablet in
addition to 100 mg at bedtime

Clozapine 100 mg (Bipolar Disorder), one tablet
twice daily

-Order dated 2/10/26 for the following medication:

Benztropine Mesylate 2 mg (Involuntary
Movement), one tablet twice daily

Clonidine 0.1 mg (Irritability), one tablet twice
daily

-Order dated 1/13/26 for the following medication:

Olanzapine 20 mg (Depression), one tablet daily
Divalproex Sodium Delayed Release (DR) 500
mg (Bipolar Disorder), one tablet twice daily

-Order dated 5/14/25 for Denta Plus 5000 (Cavity

Prevention), apply a thin strip to brush at bedtime.

Brush for 2 minutes and spit

Review on 4/13/26 of the April 2026 MAR for
client #2 revealed:

No staff initials to indicate the medication was
administered by staff:

-Denta Plus 5000 on 4/6 and 4/7

-Clozapine 50 mg on 4/4, 4/6 and 4/7
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-Clozapine 100 mg on 4/6 and 4/7 8pm; 4/8 8am
-Benztropine Mesylate 2 mg on 4/6 and 4/7 8pm
-Clonidine 0.1 mg on 4/6 and 4/7 8pm
-Olanzapine 20 mg on 4/4, 4/6 and 4/7
-Divalproex Sodium DR 500 mg on 4/6 and 4/7
8pm

Interview on 4/14/26 with staff #1 revealed:
-Clients #1 and #2 were administered their
medication.

-"| forgot to sign the MAR after administering
clients their medication."

Interview on 4/13/25 with the Qualified
Professional revealed:

-Staff administered the medication to clients #1
and #2.

-"Some of the staff would sometimes forget to
sign off on the MARs."

-She confirmed the facility failed to keep the
MARSs current for clients #1 and #2.
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