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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on 09/10/24.

10ANCAC 13F .1004(a) Medication
Administration

10A NCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure medications
were administered as ordered for 1 of 3 sampled
residents (#3) who had orders to discontinue an
antidepressant medication.

The findings are:

Review of Resident #3's current FL2 dated
07/10/24 revealed:

-Diagnoses included major depressive disorder,
insomnia related to another mental disorder,
obstructive sleep apnea, and hypertension.
-There was an order for mirtazapine (a
medication used to treat major depressive
disorder) 7.5mg take 1 tablet at bedtime.

Review of Resident #3's psychiatry progress
notes dated 07/31/24 revealed an order to
discontinue mirtazapine.

Review of Resident #3's July 2024 electronic
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medication administration record (eMAR)
revealed:

-There was an entry for mirtazapine 7.5mg take 1
tablet at bedtime scheduled at 8:00pm.

-There was documentation mirtazapine 7.5mg
was administered once daily from 07/01/24
through 07/31/24.

-There was no documentation of the discontinue
order dated 07/31/24 on the eMAR.

Review of Resident #3's psychiatry progress
notes dated 08/28/24 revealed an order to
discontinue mirtazapine.

Review of Resident #3's August 2024 electronic
medication administration record (eMAR)
revealed:

-There was an entry for mirtazapine 7.5mg take 1
tablet at bedtime scheduled at 8:00pm.

-There was documentation mirtazapine 7.5mg
was administered once daily from 08/01/24
through 08/31/24.

-There was no documentation of the discontinue
order dated 08/28/24 on the eMAR.

Review of Resident #3's September 2024 eMAR
from 09/01/24 through 09/10/24 revealed:

-There was an entry for mirtazapine 7.5mg take 1
tablet at bedtime scheduled at 8:00pm.

-There was documentation mirtazapine 7.5mg
was administered once daily from 09/01/23
through 09/09/24.

-There was no documentation of the discontinue
order on the eMAR.

Observation of medication on hand for Resident
#3 on 09/10/24 at 3:10pm revealed:

-There was one medication card for mirtazapine
7.5mg with a dispensed date of 09/04/24.
-There were 8 out of 14 total dispensed
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mirtazapine tablets in the medication card
remaining.

Telephone interview with a representative from
the facility's contracted pharmacy on 09/10/24 at
3:00pm revealed:

-Resident #3 had current orders on file at the
pharmacy for mirtazapine 7.5mg take 1 tablet at
bedtime.

-The pharmacy had not received an order dated
07/31/24 or dated 08/28/24 to discontinue
mirtazapine.

-Mirtazapine was part of Resident #3's cycle-fill
medications and had been dispensed 09/04/24
for a 14-day supply.

Interview with Resident #3 on 09/10/24 at 4:40pm
revealed she was not familiar with which
medications she was taking for depression or if
any of her orders had recently changed.

Interview with a medication aide (MA) on
09/10/24 at 3:55pm revealed:

-Resident #3 was receiving mirtazapine 7.5mg, 1
tablet at bedtime as ordered.

-She was not aware of orders to discontinue
mirtazapine for Resident #3.

-The Administrator-in-Training (AIT) and the
Business Office Manager (BOM) were usually
responsible for reviewing the mental health
provider (MHP) progress notes for any order
changes.

-When medication orders changed, it was usually
the AIT and the BOM who were responsible for
ensuring the pharmacy received the order change
and it was reflected on the resident's eMAR.
-The AIT and the BOM were responsible for
providing updated orders from the administrative
office to the facility's mailbox and the MAs were
responsible for removing discontinued
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medications from the medication carts.

Interview with the BOM on 09/10/24 at 4:00pm
revealed:

-When the MHP wrote an order to discontinue a
resident's medication, the order was sent into the
administrative office where she and the AIT had
access to it.

-The MHP also sent discontinued and new
medication orders directly to the pharmacy.

-The pharmacy changed medication orders in the
eMAR system, and she and the AIT were
responsible for monitoring the eMAR to approve
the medication order changes at the
administrative office for the facility.

-The AIT and the BOM were responsible for
providing updated orders from the administrative
office to the facility's mailbox and the MAs were
responsible for removing discontinued
medications from the medication carts.

-She was aware Resident #3's order for
mirtazapine was discontinued and the discontinue
orders on the MHPs progress notes dated
7/31/24 and 8/28/24 were sent to the pharmacy
by the BOM; but no follow-up communication had
been provided with the pharmacy to verify the
receipt of the MHPs progress notes with the
discontinue orders.

-She was not aware the pharmacy had not
received the discontinued order for mirtazapine
and that Resident #3 was still receiving
mirtazapine.

Interview with the AIT on 09/10/24 at 4:10pm
revealed:

-Discontinued and new medication orders were
sent from the PCP to both the administrative
office and the pharmacy.

-She and the BOM who were responsible for
ensuring the pharmacy received the order change
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and it was reflected on the resident's eMAR for
the facility.

-Once the pharmacy changed the medication
order, they added it to the dashboard on the
eMAR so the administrative office could review
the order change for accuracy and approve it for
the facility.

-The AIT and the BOM were responsible for
providing updated orders from the administrative
office to the facility's mailbox and the MAs were
responsible for removing discontinued
medications from the medication carts.

-She was not aware of the MHPs order to
discontinue mirtazapine for Resident #3.

Interview with the Administrator on 09/10/24 at
4:20pm revealed:

-She was not aware of Resident #3's mirtazapine
order had not been discontinued as ordered.

-It was the responsibility of the AIT and the BOM
to review all medication order changes and follow
up with the pharmacy if the order was not
discontinued.

Attempted telephone interviews with Resident
#3's MHP on 09/10/24 at 2:45pm, 3:15pm, and
4:30pm were unsuccessful.
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