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The Adult Care Licensure Section and Henderson
County Department of Social Services conducted
a follow-up survey on February 6, 2018.

10A NCAC 13F .1004(j) Medication

10A NCAC 13F .1004 Medication Administration
(i) The resident's medication administration
record (MAR) shall be accurate and include the

(1) resident's name;
(2) name of the medication or treatment order;
(3) strength and dosage or quantity of medication

(4) instructions for administering the medication

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;

(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

(8) name or initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by:
The Type B Violation was abated.
Non-compliance continues.

Based on observations. interviews, and record
reviews, the facility failed to assure the
medication administration records were accurate
as evidenced by the omission of documentation
of the administration of an oral contraceptive for 1
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of 3 sampled residents (#1).
The findings are:

Review of Resident # 1's current FL2 dated
10/31/17 revealed:

-Diagnoses which included bipolar
schizodisorder.

-A physician order for Amethia 0.15-0 .03-0 .01
mg, 1 daily (an oral contraceptive).

Review of the February 2018 Medication
Administration Record (MAR) revealed:

-A pharmacy generated entry of Amethia 0.15-0
.03-0 .01 mg, 1 daily.

-Daily documentation of administration of
Amethia.

Review of the December 2017 and January 2018
MARSs revealed no entries and no documentation
of the administration of Amethia 0.15-0 .03-0 .01
mg, 1 daily.

Interview with Resident #1 on 2/6/18 at 1:15pm
revealed she was administered the contraceptive
daily in December 2017 and January 2018 per
the physician orders.

Interview with the first shift week day
Supervisor/Medication Aide on 2/6/18 at 1:20pm
revealed:

-He administered the contraceptive daily.

-He was not aware he had not documented the
administration of the contraceptive in December
2017 and January 2018 and that it was an
oversight.

Telephone interview with the pharmacy provider
on 2/6/17 at 11:22am revealed they dispensed 91
tablets on 9/21/17 and again on 12/28/17.
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Observation of Resident #1's medications on
hand on 2/6/18 at 11:00am revealed:

-One container of Amethia 0.15-0 .03-0 .01 mg, 1
daily with 91 tablets dispensed on 12/28/17.
-Fifty-two tablets remained out of the 91 tablets
dispensed.

Interview with the Administrator on 2/6/18 at
1:25pm revealed:

-She was not aware the Amethia had not been
documented.

-The first shift week-day Supervisor and the
week-end first shift Supervisor were both
responsible to assure the MARs were accurate at
the beginning of each month.
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