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 D 000 Initial Comments  D 000

The Adult care Licensure Section and the 

Buncombe County Department of Social Services 

conducted an annual survey on 10/25/18 and 

10/26/18.

 

 D 354 10A NCAC 13F .1003 (c) Medication Labels

10A NCAC 13F .1003 Medication Labels

(c) The facility shall assure the container is 

relabeled by a licensed pharmacist or a 

dispensing practitioner at the refilling of the 

medication when there is a change in the 

directions by the prescriber.  The facility shall 

have a procedure for identifying direction 

changes until the container is correctly labeled.  

No person other than a licensed pharmacist or 

dispensing practitioner shall alter a prescription 

label.

This Rule  is not met as evidenced by:

 D 354

Based on observations, interviews, and record 

reviews, the facility failed to ensure the 

medication containers had correct labels for 1 of 

3 sampled residents (Resident #2) related to 

allopurinol, mirtazapine, and fexofenadine.

The findings are:

Review of Resident #2's current FL2 dated 

02/26/18 revealed:

-Diagnoses included Alzheimer's disease, gout, 
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 D 354Continued From page 1 D 354

and acute bronchitis.

-There was a physician's order allopurinol 

(reduces uric acid) 150mg daily.

a.  Review of a physician's order dated 03/03/17 

revealed an order for allopurinol 300mg daily.

Review of a physician's order dated 08/19/18 

revealed an order for allopurinol 150mg daily.

Observation on 10/25/18 at 3:11pm of Resident 

#2's medications on hand revealed :

-One bubble pack labeled allopurinol 300mg take 

one tablet daily.

-Thirty tablets were dispensed on 10/13/18.

-There were 22 whole tablets remaining in the 

bubble pack.

-There was no change of direction sticker or 

indication that directions were wrong on the 

bubble pack.

Review of Resident #2's September and October 

2018 electronic Medication Administration Record 

(eMAR) revealed:

-There was a entry for allopurinol 150mg one time 

daily.

-There was documentation that the correct dose 

had been administered.

Interview on 10/25/18 at 3:30pm with the facility's 

contracted pharmacy revealed:

-The pharmacy received a faxed order on 

03/06/17 for allopurinol 300mg daily.

-They had last dispensed 30 tablets of allopurinol 

300mg on 10/10/18.

-They had no other orders for allopurinol.

Refer to the interview on 10/25/18 at 3:20pm with 

a first shift Medication Aide.
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 D 354Continued From page 2 D 354

Refer to the interview on 10/26/18 at 7:35am with 

a second first shift Medication Aide.

Refer to the interview on 10/26/18 at 9:15am with 

the Resident Care Coordinator.

Refer to the interview on 10/25/18 at 3:40pm with 

the Health and Wellness Director.

b.  Review of a physician's order dated 03/26/18 

revealed an order for mirtazapine 

(antidepressant) 7.5mg daily at bedtime.

Review of a physician's order dated 04/03/18 

revealed an order for mirtazapine 15mg daily at 

bedtime.

Review of a physician's order dated 08/09/18 

revealed an order for mirtazapine 7.5mg daily at 

bedtime.

Observation on 10/25/18 at 3:14pm of Resident 

#2's medications on hand revealed:

-One bubble pack labeled mirtazapine 15mg take 

one tablet every night at bedtime.

-Thirty tablets were dispensed on 10/13/18.

-There were 22 whole tablets remaining in the 

bubble pack.

-There was no change of direction sticker or 

indication that directions were wrong on the 

bubble pack.

Review of Resident #2's September and October 

2018 eMAR revealed:

-There was an entry for mirtazapine 15mg tablet, 

take 0.5 (7.5mg) tablet at bedtime.

-There was documentation that the correct dose 

had been administered.

Interview on 10/25/18 at 3:30pm with the facility's 
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 D 354Continued From page 3 D 354

contracted pharmacy revealed:

-The pharmacy had received a faxed order on 

04/05/18 for mirtazapine 15mg every day at 

bedtime.

-30 tablets were dispensed on 10/10/18.

-The pharmacy had no other mirtazapine orders.

Review of a physician's order dated 10/24/18 

revealed the mirtazapine was discontinued.

Refer to the interview on 10/25/18 at 3:20pm with 

a first shift Medication Aide.

Refer to the interview on 10/26/18 at 7:35am with 

a second first shift Medication Aide.

Refer to the interview on 10/26/18 at 9:15am with 

the Resident Care Coordinator.

Refer to the interview on 10/15/18 at 3:40pm with 

the Health and Wellness Director.

c.  Review of a physician's order dated 04/30/18 

revealed an order for fexofenadine 

(antihistamine) 60mg two times daily.

Review of a physician's order dated 05/01/18 

revealed an order for fexofenadine 30mg two 

times daily.

Review of a physician's order dated 08/09/18 

revealed an order for fexofenadine 30mg two 

times daily.

Observation on 10/25/18 at 3:10pm of Resident 

#2's medications on hand revealed:

-A bubble pack of fexofenadine 60mg tablets, 

take one tablet twice daily.

-30 tablets were dispensed on 10/13/18 and 22 

whole tablets remained in the bubble pack.
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 D 354Continued From page 4 D 354

-A second bubble pack of fexofenadine 60 mg 

tablets, take one tablet twice daily.

-30 tablets were dispensed on 10/13/18 and 22 

whole tablets remained in the bubble pack.

-There was no change of direction sticker or 

indication that directions were wrong on the 

bubble pack.

Review of Resident #2's September and October 

2018 eMAR revealed:

-There was an entry for fexofenadine 30mg 

tablet, take one tablet two times daily.

-There was documentation that the correct dose 

had been administered.

Interview on 10/25/18 at 3:30pm with the facility's 

contracted pharmacy revealed:

-The pharmacy had received a faxed order on 

04/30/18 for fexofenadine 60mg two times daily.

-60 tablets were dispensed on 10/10/18.

-The pharmacy had no other fexofenadine orders.

Review of a physician's order dated 10/24/18 

revealed the fexofenadine was discontinued.

Refer to the interview on 10/25/18 at 3:20pm with 

a first shift Medication Aide.

Refer to the interview on 10/26/18 at 7:35am with 

a second first shift Medication Aide.

Refer to the interview on 10/26/18 at 9:15am with 

the Resident Care Coordinator.

Refer to the interview on 10/25/18 at 3:40pm with 

the Health and Wellness Director.

____________________

Interview on 10/25/18 at 3:20pm with a first shift 

Medication Aide (MA) revealed:

-The MA knew the labels on the bubble packs of 
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 D 354Continued From page 5 D 354

medications were not correct.

-The MA would use a pill cutter to cut the tablets 

in half.

-Resident #2 was getting the correct dose of 

medications.

-The MA did not know why the correct dose of 

medications had not been sent by the pharmacy.

-The MA did not know why the bubble packs did 

not have a change in direction sticker on them.

-"Some times we have trouble with the 

pharmacy."

Interview on 10/26/18 at 7:35am with a second 

first shift MA revealed:

-The MA would "split" the tablet to make sure 

Resident #2 received the correct dose of 

medication.

-MAs faxed new orders to the pharmacy.

-The bubble packs should have a change in 

direction or dose sticker on them.

Interview on 10/26/18 at 9:15am with the 

Resident Care Coordinator (RCC) revealed:

-There should have been a change in direction 

sticker on the medications.

-The MA would "put the sticker on the med 

(medication) when they get the order".

-New orders were entered into the computer by 

the Health and Wellness Director (HWD) or a 

MA.

-The third shift MA was responsible for comparing 

new bubble packs with the orders on the eMAR.

-The change in direction stickers for Resident 

#2's medications were "overlooked".

Interview on 10/25/18 at 3:40pm with the HWD 

revealed:

-All new orders were faxed to the pharmacy.

-The HWD or MA entered medications into the 

eMAR system.
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 D 354Continued From page 6 D 354

-"The pharmacy doesn't have that capacity."

-She did not know why change in direction 

stickers had not been put on the bubble packs.

-The third shift MA compared new bubble packs 

with the orders on the eMAR.

-She knew the MAs were splitting the medications 

to give the correct dose.
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