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| The Adult Care Licensure Section conducted an
annual and follow up survey on 06/06/24. i
- 7[ 9 .
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C 353 10A NCAC 13G .1006 (b) Medication Storage

10A NCAC 13G .1006 Medication Slorage
(b) Al prescription and non-prescription
medications stored by the facility, including those
requiring refrigeration, shall be maintained under
tocked security except when under the direct
physical supervision of staff in charge of
medication administration.

| This Rule is not met as evidenced by:

| Based on observations, interviews, and record
reviews the facility failed 1o ensure medications
were safely secured from residents' access (0
medication which was in a plastic cup on the

kitchen counter.
The findings are:
Review of the facility’s undated rned.ication
policy revealed all prescription and )
non-prescription medication should be stoced ina
safe mannef, under locked cabinet at a.ll times
excepl when under the immediate or direct
f}:physmls isi ofstaﬂinchargeof
' medication administration.

Review of the fadility’s undated medication
administration policy rev H . -
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Medication not dispensed in a sealed and L. o ép M”
labeled package should be kepl enclosed in a / J LR Ao /4 Cérncc/ ,’7/.15@ (|

sealed container that idenlifies the name and
strength of each medication prepared and the
residen(’s name.

-A separale container should be used for each
client and each planned administration of the

i medication and label.

-All containers should be placed together on a
separate tray that is labeted with the time for
administration and store in a focked area.

Observation of the kitchen counter behind a

dining room table on 06/06/24 at 11:59am

revealed:

! There were four residents eating lunch ata
dining room table.

There was a kitchen counter pehind one resident

(WALl-) . -

| -There weremdearplasﬁcwpswnh a lid that

; had two resident first names written in permanent
| black marker on the outside of the plastic cups.

! -Therewasadearp(asﬁcmsewredonwp of

. the dear plastic cup. )

| _One clear plastic cup contained one Gabapentin

| 300mg capsule (Gabapentin is used to treat

| nerve pain). )

| _The second clear plastic cup contained one

;" Proloxin 10mg tablet (Proloxin is used 0 rreat

i schizophrenia).

! Attempted telephone interview with a medication

| side (MA) on 06/06/24 at 2:19pm was

?
! Telephane interview with a pharmacist with the
' facilty's contracted pharmacy on 06/06/24 at

' 2:25pm revealed:
_ -There was a risk of drowsiness, which could lead
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or tha Cobapentin capsule,
-All medications should be salely secured from
residents o prevent a resident from taking

medications that they were not prescribed and to
prevent the diversion of medications.

Interview with the Administralor on 06/06/24 at
1:50pm revealed:

' -The MA that worked this moming prepared two

_ residents’ medicalions prior 10 the scheduled time
the mediation was to be adminislered.
-The medications were scheduled to be
administered lo each resident after lunch.
-The MA that worked this moming lefl one
Proloxin 10mg tablet and one Gabapentin 300mg
capsule in each dear plastic cup.
-He and all MAs were responsible to ensure all
medications were secured and locked from
resident's access.
-The MA thought she was helping him by
preparing the medication for two residents,
however MAs were trained lo follow the facility
policy to administer medicalions to a resident and
observe the resident take the medication.
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