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Initial Comments

Staff with the Adult Care Licensure Section and
Buncombe County DSS conducted an on-site
annual and follow-up survey on 3/13/15.

10ANCAC 13G .1005 (b) Self-Administration Of
Medications

10A NCAC 13G .1005 Self-Administration Of
Medications

(b) When there is a change in the resident's
mental or physical ability to self-administer or
resident non-compliance with the physician's
orders or the facility's medication policies and
procedures, the facility shall notify the physician.
Aresident's right to refuse medications does not
imply the inability of the resident to
self-administer medications.

This Rule is not met as evidenced by:

Based on interview, observation, and record
review, the facilty failed to assure the Lidoderm
Patch was self-administered in compliance with
the physician order for 1 of 1 resident (# 1) self
administering medications.

The findings are:

Review of a current FL2, dated 11/18/14, for
Resident #1 revealed diagnoses which included:
-Chronic obstructive pulmonary disease/chronic
persistent asthma.

-Bone Paget's disease of right thigh.
-Degenerative joint disease.
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Review of the FL2 dated 11/18/14, revealed an
order for a Lidoderm patch 5 percent, 2 patches
to affected area to the skin in the morning and
remove at night, may self administer. (A Lidoderm
patch is a local anesthetic.)

Review of the February and March 2015
Medication Administration Record (MAR)
revealed staff had written "self" beside order and
no staff had documented administering the
patches.

Observation and interview with Resident #1 on
3/13/15 at 9:30am with an interpreter revealed:
-He self administered the patches.

-He currently had 1 patch on his back right
shoulder which he had placed there the day
before.

-He stated he did not have one on his right upper
thigh. (At that time, Resident #1 was wearing long
pants, but patted his right upper thigh during
statement.

-He stated he was currently wearing only one
patch.

-He stated he was supposed to wear the patches
at night.

-When asked if he had pain, he first stated he
had ear pain, then he said he did not have pain.
-Resident #1 handed the box of Lidoderm
patches to surveyor to observe.

Review of the Lidoderm patch box label revealed:
-The order on the label was the same as the
current order, two patches to affected area on in
the morning and off at night.

-Sixty patches were dispensed on 9/9/14.
-Twenty-three patches remained in the box. (A
box of 60 patches should have been used by
10/10/14 if two patches were applied daily.)
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Telephone interview with the pharmacy provider
on 3/13/15 at 10:40am revealed:

-The pharmacy did not send Lidoderm patches to
the facility unless the facility requested them.
-Sixty patches (a 30 day supply) were sent on
12/31/13, 1/30/14, 2/27/14, 6/2/14, 7/8/14,
8/12/14, and 9/9/14.

-Lidoderm patches were not requested nor sent
for the months of March, April, May, October,
November, and December, 2014.

-Lidoderm patches were not requested nor sent
from January 1 through March 13, 2015.

Interview (with an interpreter) with the
Supervisor-in-Charge (SIC) on duty on 3/13/15 at
10:15am revealed:

-The SIC had never applied the Lidoderm Patch
on Resident #1.

-She was not aware he only had one patch on
today and that it had been placed there the day
before.

-The SIC stated Resident #1 was very
independent and therefore, she had not been
checking to see if the patches were applied as
ordered.

Review of the current Licensed Health
Professional Support evaluation and review,
dated 1/14/15 revealed no documentation
Resident #1 was evaluated for self administration
of Lidoderm patches.

Telephone interview with the Administrator on
3/13/15 at 11:30am revealed:

-She was not sure they had a written facilty policy
on self administration.

-She would ask the Supervisor-in-Charge to keep
the Lidoderm patches locked in the medication
cart and administer them as ordered.
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-She would ask the physician to discontinue the
self administration order for the Lidoderm patches
and have the physician assess Resident #1's
need for a routine Lidoderm patch.

-The Administrator stated Resident #1 was very
"stubborn."
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