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C 000 Initial Comments C 000
The Adult Care Licensure Section conducted an

annual and follow-up survey on 10/10/24.

C 342 10A NCAC 13G .1004(j) Medication C 342
Administration

O
10A NCAC 13G .1004 Medication Administration l ( N S{VM/YLOLZ 0 £

(}) The resident's medication administration

;ce)l(:oow:nd n(ng‘AR) shall be accurate and include the 9 y FF Wi [ / /‘W[{ M & 52( RE

(1) resident's name, 7[_0 Cm EC{A R S(He,df W-Hé(

(2) name of the medication or treatment order,

(3) strength and dosage or quantity of m GA '9 Q / 7, M M /4’/ S’ik / // o / 2

medication administered, G
(4) instructions for administering the medication | A d/”[ Rem , ,\}A{;& W (
or treatment; . o

(5) reason or justification for the administration of E[ C(- NI(C A &Ul CE

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:

Based on observations, interviews, and record
reviews, the facility failed to ensure the
medication administration record (MAR) was
accurate for 1 of 3 sampled residents (#1) related

to an antidepressant medication.

The findings are:

: Review of Resident #1's current FL-2 dated
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C 242 Continued From page 1 C 242
06/10/24 revealed.

Diagnosis Included unspecified schizoaffective
disorder

There was an order for trazedone (used o treat
w depressive disorder) 50mg 1 tablet dally st
me,

Heview of Resident #1's August 2024 MAR

16v6aled; ,

-There was for trazadone 50mgy dal o
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“There was documentation that trazadone 50myg V RES{JC/'V(’ :
0,

Mmmw from 08/01/24 1o 08/21/24 ot
b | TF NEreS 4 1554 €
mgmummuemmwzoumm wi‘th MAZ Cﬁ—l/ p/w,zwa/

- <Ther for trazadone 50mg dal

ﬁdwdm bmbo%gmcdmﬂzwpmfg, 4 2 l‘;{, C/(,\) bé .Fl')(é'd :
There was documentation that trazadone 50myg ’ a‘
was administered from 09/01/24 1o 00/20/24 o Pfl% /f’ e_emt,\/dgf. Wi

&.00pm., ' "
Review of Resident #1's October 2024 MAR from lét‘m NLL d@‘(/lce
10/01/24 to 10/08/24 revealed there was no entry
for trazadone 50my,

Otservation of Resident #1's medication
available for administration on 10/10/24 at

11:008m revealed,
There was a supply of trazadone 50my tablets

on 09124124 with Instructions to take 1
tabheA ot bedtime every day,

There were 17 of 20 tablets remalning In the
tastbhe package that were dispensed on

Irderview with Fesident #1 on 10/10/24 at
V2. 0pm revealed;
16 1ok his evening medications as the
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Administrator provided them o him.

-Ha 3d nOt kndw what his medications were.

Tolaphone interview with a representative from
the faciity's contracted pharmacy on 1V10/24 at
11:5Sam revealed:
~Trazadone SOmg for Resident #1 was last
gdispansad on 08724724 for a 30-day supply.
~-Thare was not an order to discontinue the
trazadong SOmQ from the facility.

-The pharmacy was responsible for updating the
residents’ MARs monthly for the facility.

-He was not aware an entry for trazadone S0mg
Was missing from the October 2024 MAR for

Resident #1 and the pharmacy must have left the NCL f’Yl@dS
antry for trazadone off the MAR.

-He axpectad the facility staff to follow up with the

pharmacy when a medication was missing from

the residents’ MARs.

Telephone interview with Resident #1's pnmary
care provider (PCP) on 1/10V24 at 12:20pm
revealed:

-The PCP had orderad trazadone S0mg at
bedtime to treat Resident #1's depression and
insomnia.
-The PCP had not discontinued trazadone S0mg
for Resident #1.

Interview with the Administrator on 10/10/24 at
11:40am revealed:

-She was responsible for reviewing the MARs
monthly and checking for new and discontinued
orgers.

-She administered medications to the residents
sometimes and had administered Resident #1's
trazadone at 8:00pm from 10/01/24 to 10/09/24.
-She did not know the entry for trazadone S0mg
was not on the October 2024 MAR for Resident
- #1 and must have overiooked the missing entry.
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-She did not always check the MAR with the 1t
medications when she administered medications Mm (N S-hgp)-(w& (Ajl ( -
to the residents.
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