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The Adult Care Licansure Section conducted an
annual survey January 8, 2026,
€342 10ANCAC 13G .1004(j) Medication G342 .
Administration 'The inaccurate documentation identified on :
‘ Resident #1's Jenvary 2026 Medication
10A NCAC 13G .1004 Medication Administration Administration Record (MAR) was
{} The resident's medication administration reviewed and corrected on 1/8/2026 by the
record (MAR} shali be accurate and Include the Administrator and Medication Aide (MA) .
foliowing: in accordance with physician orders, A
(1) resident's name; Medication Error Report was completed on
{2) name of the medication or treatment order: 1/8/2026 and placed in the residentl’s
(3) strength and dosage or quantity of chart,
medication administered: .
{4) instructions for administering the medication On 1/9/2026, t.m.’ MA conducted an an“ d:
or reatment; f/l‘:‘l-{ime“ Living Home #12 residents
{5) reason or justification for the administration of 4 to :'nw" .:euhmcy,_ mmmne;s’
medications o treatments as needed (PRN) and a ditional dise e e ey
repan ere laen -
documenting the resulting effect on the resident: oles w
(6) date and hm of admmrstlratn'on; Corrective measures implemented inctude:
{7) documentation of any omission of - Medication aides are required to
medications or treatments and the reason for the document medications immediately after
omission, including refusals;and administration and not before or at a tater
(8) name or initigls of the person administering time.
the medication or treatment. If initials are used, a - Weekly MAR sudits will be completed by
signature equivalent to those initials is to be the MA to ensure accuracy, completeness, .
documented and maintained with the medication and eompliance with physician orders and
. administration record (MAR), will be documented on the file.
- Identified medication administration error
will result in insmediate correction, staff res |
This Rule is not met as evidenced by: education, and tollow-up moni!oring with
-Based on observation, record reviaw. and the MA to ensure ongoing compliance.
interviews, the facility failed to ensure the )
accuracy of the medication administration record 0115202
{MAR) for 1 of 3 sampled residents (#3).
The findings are:
Review of Resident #1's current FL2 dated %
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10420125 revealed diagnoses included
Alzheimers disease, osteoporosis, polyarthritis,
and vitamin D deficiency.

Reviaw of Resident #1's physician's orders dated
10/20/25 revealed an order for olanzapine (used
to treat anxiety and agitation) Smg daily,
acetaminophen {used to treat pain) 500mg three
times a day, citatopram (used to treat anxiety and
agitation} 10mg % tablet every night at supper,
and trazodonhe (used to treat anxiety and
insomnia} 50mg every night.

Review of Resident #1's MAR for January 2026,
at 10:30am revealed:

~There was an entry for olanzapine 5mg daily at
7:30am.

-There was documentation the ¢lanzapine 5mg
daily at 7:30am was administered on 01/09/26.
-Thare was an entry for acetaminophen 500mg
three times daily at 7:30am, 12:30pm, and
5:30pm.

-There was documentation the acetaminophen
500mg scheduted dose on 01/08/26 at 12:30pm

- was administered prior to 10:30am on 01/08/286.

i -There was an eniry for citalopram 10mg *: tablet
- every night at 5:00pm.

i -There was documentation the citalopram 10mg

Y tablet was agministered for five of the seven
5:00pm doses.

-There was an entry for trazodone 50mg daily at
8:00pm.

~There was documentation that the trazodone
50mg was administered for five of the seven
8:00pm doses,

Observation of Resident #1's medications on
hand on 01/08/26 at 11:14am revealed
olanzapine, acetaminophen, citalopram, and
trazodone were available for adminisiration.
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* The Adult Care Licensure Section conducted an
annual survey January 8, 2026.

C M2 104 NCAC 13G .1004() Medication 342
Administration

“10A NCAC 13G 1004 Medication Administration
() The residents medication administration
record {MAR) shall be accurate and inciuds the
following:

{1) residents name,

{2) name of the medication or treatment order;

(3) strength and dosage or quantity of
medication administered;

(4) instructions for administering the medication
of treatment;

(5) reason or justification for the administration of
medications or freatments as needed (PRN) and
docurnenting the resuiting effact on the resident;
{8) date and time of administration;

{7) socumentation of ny omission of
medications of 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 thosa initials is to ba
documented and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on observation, record review, and
interviews, the facilty failed to ensure the
aceuracy of the medication administration record
{MAR) for 1 of 3 sampled residents (#3).

The findings are:

Review of Resident #1's current FL2 dated
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" Jnterview with the medication aide {MA) on |
» 01/08/26 at 10:53am revealed she did nat notice

. she had documented incorrectly on the January l
1 2026 MAR.

! Interview with a second MA on 01/08/26 at
| 10:58am revealod:
| He reviewed the MARs at the beginning of the
' month for the previous month.
-He was not aware of the errors for the month of
January because he would not review the
+ January MAR until the baginning of February.

Interview with the Administrator on 01/08/26 at

: 11:07am revealed

" _MA reviewed the MARs at the beginning of the
menth for the previous month.
No concerns with the MAR accuracy had been
reported to har,
-She had not been checking the MAR's every
month, but had another MA complete this task.
-The MAs should be documenting medication
administration immediately after administering the
medication to the resident.
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