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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 

on July 2, 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 2. The survey sample consisted of 

audits of 2 current clients.

 

 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.  

 V 118
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 V 118Continued From page 1 V 118

(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, interviews, and record 

reviews, the facility failed to keep the MARs 

current and administer medications as ordered by 

a physician affecting 1 of 2 clients (Client #1). 

The findings are:

Review on 7-1-24 of Client #1's record revealed:

-Admission Date: 10-1-23.

-Age: 10 years old.

-Diagnoses: Autism, Attention  Deficit 

Hyperactivity Disorder, and Pica.

-Physician's orders dated 4-4-24 included:

-Cetirizine HCL (hydrochloric) 10mg, take 1 

tablet by mouth daily.

Observation on 7-1-24 at 10:07 am of Client #1's 

medication revealed:

-A bottle labeled: Cetirizine HCL 10mg, dispensed 

on 3-13-24.

-Instructions per label: take 1 tablet by mouth 

daily.

Review on 7-1-24  and 7-2-24 of Client #1's 

MARs dated 4/1/24 to 6/30/24 revealed:

-Cetirizine HCL was not present on the MAR.

Interview on 7-1-24 with the Alternative Family 

Living (AFL) Staff #1 revealed:
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 V 118Continued From page 2 V 118

-The doctor told her the Cetirizine was a PRN (as 

needed) and no longer a scheduled medication " 

...when he (Client #1) got it (Cetirizine) years 

ago."

-The Qualified Professional (QP) comes out once 

a month.

-The QP reviews medications and MARs.

-The QP had not informed her of any errors on 

the MARs or orders.

Interview on 7-1-24 with the Clinical Director 

revealed:

-Was the supervisor for the QP.

-The QP went into the facility monthly.

-The QP would typically complete a medication 

review quarterly but had recently been doing 

monthly medication reviews.

-The QP would look at the physician's orders 

matching the medication and the MAR.

-"I think she (QP) did a med (medication) review 

this month."

This deficiency constitutes a re-cited deficiency 

and must be corrected within 30 days.
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