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 C 000 Initial Comments  C 000

The Adult Care Licensure Section completed and 

annual and a follow up survey on 04/04/2023.

 

 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 the electronic 

medication administration record (eMAR) was 

accurate for 2 of 3 sampled resident (Residents 

#1 and #3) related to documentation of blood 

sugar levels and sliding scale insulin (#1) and the 

application of a cream to treat dermatitis (#3).

The findings are:
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 C 342Continued From page 1 C 342

1. Review of Resident #1's current FL2 dated 

03/02/23 revealed:

-Diagnoses included type 2 diabetes, personality 

disorder and seizure disorder.

-There was an order for Resident #1 to 

self-administer insulin lispro, inject 3-13 units 

three times a day per sliding scale.

Interview with Resident #1 on 04/04/23 at 8:35am 

and 11:10am revealed:

-He checked his blood sugar level before each 

meal.

-He showed the reading on his monitor to the 

Medication Aide (MA), who in turn handed him his 

insulin pen so he could administer the appropriate 

dose needed according to his sliding scale.

-He never forgot to check his blood sugar level or 

take his insulin.

Review of Resident #1's February 2023 to April 

2023 electronic medication administration records 

(eMARs) revealed:

-There was an entry for insulin lispro 3-13 units, 

three times per day per sliding scale.

-There was a space to document the blood sugar 

reading and the amount of insulin administered. 

-There was documentation insulin lispro was 

administered on 02/25/23 at 4:00pm but there 

was no documentation of the blood sugar reading 

or the amount of insulin administered.

-There was documentation insulin lispro was 

administered on 03/10/23 at 4:00pm but there 

was no documentation of the blood sugar reading 

or the amount of insulin administered.

-There was documentation insulin lispro was 

administered on 03/11/23 at 8:00am and 12:00pm 

but there was no documentation of the blood 

sugar reading or the amount of insulin 

administered.
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 C 342Continued From page 2 C 342

-There was documentation insulin lispro was 

administered on 03/18/23 at 4:00pm but there 

was no documentation of the blood sugar reading 

or the amount of insulin administered.

-There was documentation insulin lispro was 

administered on 03/24/23 at 4:00pm but there 

was no documentation of the blood sugar reading 

or the amount of insulin administered.

-There was documentation insulin lispro was 

administered on 03/25/23 at 8:00am, 12:00pm 

and 4:00pm but there was no documentation of 

the blood sugar reading or the amount of insulin 

administered.

-There was documentation insulin lispro was 

administered on 04/01/23 at 4:00pm but there 

was no documentation of the blood sugar reading 

or the amount of insulin administered.

Observation of Resident #1's medications on 

hand on 04/04/23  at 10:20am revealed insulin 

lispro was available.

Interview with the Administrator on 04/04/23 at 

8:30am and 10:40am revealed:

-When  Resident #1 left with friends or family and 

took his meter and insulin with him the MA 

sometimes forgot to document Resident #1's 

blood sugar reading and amount of insulin 

administered.

-He did not know if he could document later if the 

power was out during scheduled medication 

administration time, which happened on 04/01/23 

which was why there was no documentation on 

04/01/23 at 4:00pm.

-He knew he should document on the eMAR 

accurately. 

2. Review of Resident #3's current FL2 dated 

11/01/22 revealed diagnoses included type 2 

diabetes, left eye blindness, cognitive delay, and 
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 C 342Continued From page 3 C 342

neurodevelopment disorder.

Review of Resident #3's dermatologist order 

dated 12/15/22 revealed mometasone furoate 

(used to treat skin conditions) 0.1% cream apply 

topically to face and neck twice daily.

Review of Resident #3's dermatologist order 

dated 01/18/23 revealed:

-There was an order to discontinue mometasone 

furoate 0.1% cream.

-There was an order to start ketoconazole cream 

2% twice daily for seborrheic dermatitis.

Review of Resident #3's February to April 2023 

electronic medication administration records 

(eMARs) revealed:

-There were entries for mometasone furoate 

0.1% cream apply topically to face and neck twice 

daily scheduled at 8:00am and 8:00pm.

-The mometasone furoate 0.1% cream was 

documented as administered from 02/01/23 to 

04/04/23.

-There were entries for ketoconazole 2% cream 

apply topically daily to rash on face and neck 

scheduled twice daily at 8:00am and 8:00pm.

-The ketoconazole 2% cream was documented 

as administered as ordered from 02/01/23 to 

04/04/23.

Observation of Resident #3's medications on 

hand on 04/04/23 at 11:00am revealed:

-There was one tube of ketoconazole cream 2%.

-There was no mometasone furoate 0.1% cream 

available.

Interview with the Administrator on 04/04/23 at 

11:10am revealed:

-There was no mometasone furoate 0.1% cream 

available for Resident #3.
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 C 342Continued From page 4 C 342

-He did not know why the order was still on the 

eMAR.

-He would contact the pharmacy and have the 

order for the mometasone furoate cream 

removed from the eMAR.
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