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INITIAL COMMENTS

An annual survey was completed on May 10,
2024. A deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600F Supervised
Living for Alternative Family Living.

This facility is licensed for 2 and has a current
census of 1. The survey sample consisted of
audits of 1 current client.

27G .0209 (C) Medication Requirements

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
(E) name or initials of person administering the
drug.
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AMS Physician order form was updated on 5/15/2024
by IDD Director.

AMS QP' s were retained on Medication Administration
records on 5/22/2024.

AMS QP's will provide refresher trainings to all AFL
Providers at AMS before 6/30/2024. All AFL providers
will be provided the updated Physician's order forms.

AMS AFL provider will submit MAR forms along with
Physician order forms the 5th of every month for the
previous month. AMS QP's will review MAR forms and
Physician order forms and turn into AMS Director or
AMS Supervisor for Review before the 15th of each
month.

5/15/2024

5/22/2024

6/30/2024

Monthly
and
ongoing
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(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 observation, record review and
interview, the facility failed to have physician's
orders affecting one of one client (#1). The
findings are:

Review on 5/8/24 of client #1's record revealed:
-Admission date of 7/20/23.

-Diagnoses of Mild Intellectual Disability,
Schizophrenia, Anxiety Disorder, Post-Traumatic
Stress Disorder, Traumatic Brain Injury and
Diabetes.

-There were no physician's orders for the
medications below.

Observation on 5/8/24 at approximately 2:25 pm
client #1's medication revealed:

The following medications were available for
administration

-Propranolol HCL 60 milligrams(mg) (High Blood
Pressure), one tablet in morning

-Calcium 40 mg (bone health), one tablet daily
-Pioglitazone 45 mg (Diabetes), one tablet in
morning

-Finasteride 5 mg (Urinary Retention), one tablet
in morning

-Metformin 500 mg (Diabetes), one tablet in
morning
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-Benztropine 1 mg (Anti-tremor), one tablet 2 x
daily

Review on 5/8/24 of MARs for client #1 revealed:
-May 2024-The above medications were
administered 5/1 thru 5/8.

-April 2024-The above medications were
administered 4/1 thru 4/30.

Interview on 5/8/24 with the Director revealed:
-She was taking a form with her whenever client
#1 had medical appointments.

-She had client #1's Physician sign physician's
orders for his medication.

-She was told she no longer needed to take that

form with her to client #1's medical appointments.

-She stopped taking that form to his medical
appointments and that was the reason why client
#1 didn't have physician's orders for all of his
medication.

-She confirmed the facility failed to ensure
physician's orders were available for client #1.

V118

Division of Health Service Regulation

STATE FORM

6899

2ICN11 If continuation sheet 3 of 3

ottt BOP TOD Dirccvor  S-2D- 20724




eMeny
Qfa% Ry

Q
E -
(e
9] o
R w
= C 5
A, 0

#2 Consultant Place Durham NC 27707
(919)419-0043 phone
(919)489-4372 Fax

Physician’s Order Form

Name: D.O.B:
Medicaid #: Record#:
Date Drug Qry Dosage Instructions Refills

Physician (print name):

Phone#: Fax#:
Address:
This patient and/or guardian has received written___oral (check one) Information from me about

the purpose of these medications and their potential side effects.

Physician Signature: Date:




