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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on 2/24/2020.  A deficiency was cited.

The facility is licensed for the following service 
category:  10A NCAC27G5600F Alternative 
Family Living for all disability groups.

 

 V 118 27G .0209 (C) Medication Requirements

10A NCAC 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  
(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.  
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 V 118Continued From page 1 V 118

This Rule  is not met as evidenced by:
Based on observations, interviews and record 
review, the facility failed to ensure the Medication 
Administration Record (MAR) was accurate and 
current for 1 of 3 sampled clients (#2).

The findings are:

Review of Client # 2's record on 2/24/2020 
revealed he was admitted to the facility on 
7/18/14 with diagnoses including Moderate 
Intellectual Developmental Disability, Autism, 
Oppositional Defiant Disorder and Mood 
Disorder, Not Otherwise Specified.

Review on 2/24/2020 of physician's orders for 
Client # 2 revealed:
-11/27/19 - "Risperidone 2 mg (1) in morning and 
(1) at HS (bedtime)."  
-1/10/20 - "discontinue morning dose of 
Risperidone."

Review on 2/24/2020 of the MAR's for January & 
February 2020 revealed:
-the morning dose of Risperidone was marked 
through on the January MAR as of 1/10/20 and 
was not documented as given by AFL Provider # 
1 from 1/11/20 - 1/31/20.
-the morning dose of Risperidone was listed on 
the February MAR and was initialed as given daily 
by AFL Provider # 1 from 2/1/20 - 2/24/20.

Observations on 2/24/2020 at 10:45 AM of Client 
# 2's medications revealed each medication was 
dispensed by a local pharmacy in bubble packs 
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 V 118Continued From page 2 V 118

for each daily dose. Risperidone 2 mg with 
administration directions of "1 pill at HS 
(bedtime)" was dispensed on 2/14/2020.
 
An interview with Client #2 on 2/24/2020 at 12:05 
PM revealed he received his medications daily, 
but he was unable to give specific details 
regarding changes in his medications.

Interview on 2/24/2020 at 11:30 AM with AFL 
Provider # 1 revealed he gave all medications, 
including the Risperidone, as ordered.  He further 
stated he remembered the dose change of 
Risperidone and was giving it at bedtime only, as 
ordered.  He further stated, "I get in a hurry 
sometimes and mark the MAR after I give the 
medications, but I go by the packet from the 
pharmacy for what to give."  He further 
acknowledged the February MAR was inaccurate.

Interview on 2/24/2020 at 2:00 PM with the facility 
Qualified Professional (QP) revealed she visited 
the facility at least monthly and reviewed the 
MAR's for accuracy during her visits.  She further 
reported she had not identified the inaccuracy of 
Client # 2's February MAR, even though she 
visited on 2/16/2020.

Interview on 2/24/2020 at 2:15 PM  with the 
assistant Administrator of the facility revealed 
when a medication dose is changed,  she 
completes new MAR's.  She stated the AFL 
provider picks up the MAR's monthly from the 
office.   She further reported she updated the 
MAR for Client # 2 for February 2020, but the AFL 
provider "must have used an old one by mistake."   
She also reported the local pharmacy used by the 
licensee dispenses new medications in bubble 
packs as ordered "almost immediately" and that 
Client # 2's medications were given as ordered, 
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but the MAR was not accurate due to the AFL 
provider using the old MAR.

This deficiency constitutes a re-cited deficiency 
and must be corrected within 30 days.
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