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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 

annual and follow up survey on January 8, 2025.

 

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

Administration

10A NCAC 13G .1004 Medication Administration

(j)  The resident's medication administration 

record (MAR) shall be accurate and include the 

following:

(1) resident's name;

(2) name of the medication or treatment order;

(3)  strength and dosage or quantity of 

medication administered;

(4) instructions for administering the medication 

or treatment;

(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:

 C 342

Based on observations, interviews, and record 

reviews, the facility failed to ensure medication 

administration records were complete and 

accurate for 1 of 2 residents (#1).

The findings are:

Review of Resident #1's current FL-2 dated 

08/30/24 revealed:
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 C 342Continued From page 1 C 342

-Diagnoses included schizoaffective disorder and 

hypertension.

-There was an order for Atorvastatin Calcium 

20mg, take one tablet every day at 8:00am 

(Atorvastatin Calcium is a medication used to 

treat high cholesterol).

Review of Resident #1's October 2024 

medication administration record (MAR) revealed:

-There was an entry for Atorvastatin 20mg once a 

day, scheduled for administration at 8:00am.

-Atorvastatin 20mg was documented as 

administered at 8:00am daily from 10/01/24 to 

10/31/24.

Review of Resident #1's November 2024 MAR 

revealed:

-There was not a typed or handwritten entry for 

Atorvastatin 20mg once a day, scheduled for 

administration at 8:00am.

-There was no documentation that Atorvastatin 

20mg was administered from 11/01/24 to 

11/30/24.

Review of Resident #1's December 2024 MAR 

revealed:

-There was not a typed or handwritten entry for 

Atorvastatin 20mg once a day, scheduled for 

administration at 8:00am.

-There was no documentation that Atorvastatin 

20mg was administered from 12/01/24 to 

12/31/24.

Review of Resident #1's January 2025 MAR 

revealed:

-There was not a typed or handwritten entry for 

Atorvastatin 20mg once a day, scheduled for 

administration at 8:00am.

-There was no documentation that Atorvastatin 

20mg was administered from 01/01/25 to 
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 C 342Continued From page 2 C 342

01/07/25.

Observation of Resident #1's medications on 

hand on 01/08/25 at 11:15am revealed there was 

a bubble card with 26 Atorvastatin 20mg tablets 

with a dispense date of 12/18/24. 

Interview with Resident #1 on 01/08/25 at 

11:05am revealed she thought she received all 

her medications daily.

Attempted telephone interview with a pharmacist 

at the facility's contracted pharmacy on 01/08/25 

at 10:30am revealed only a pharmacy manager 

could speak with state surveyors and all 

managers were in an emergency meeting and 

were not available.

Interview with the Supervisor in Charge (SIC) on 

01/08/25 at 11:22am revealed:

-She administered Resident #1 Atorvastatin daily 

but forgot to add a handwritten entry on the 

November 2024, December 2024 and January 

2025 MARs.

-She or the medication aide (MA) should have 

noticed that Atorvastatin was not printed on the 

monthly MARs.

-She had contacted a representative with the 

facilities contracted pharmacy to inform that 

Atorvastatin needed to be added to the MAR.

-She could not remember when she contacted 

the representative from the facilities contracted 

pharmacy.

Telephone interview with the Administrator on 

01/08/25 at 11:37am revealed:

-The SIC and MA should have handwritten the 

order for Atorvastatin 20mg on Resident #1's 

MARs.

-He was aware that the SIC had notified a 
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 C 342Continued From page 3 C 342

representative with the facilities contracted 

pharmacy to request that Atorvastatin be added 

to the MAR.

-The SIC should have documented her 

communication with a representative at the 

facilities contracted pharmacy about the need to 

add Atorvastatin on the MAR.

-If he were made aware that Atorvastatin was not 

printed on the monthly MARs, he would have 

contacted the facilities consulting pharmacist to 

ensure the correction was made.
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