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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 
Annual Survey 3/30/16 and 3/31/16.

 

 D 358 10A NCAC 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:

 D 358

Based on observation, interview, and record 
review the facility failed to administer medications  
for 1 of 6 sampled resident's (Resident #2) who 
had orders for Mirtazapine  (a medication used to 
treat depression, anxiety, and can help assist with 
weight gain).

The findings are:

Review of Resident #2's current FL2 dated 
01/22/16 revealed diagnoses of anxiety, 
degenerative disc disease, dementia, major 
depressive disorder, delusions, hyperlipidemia, 
irritable bowel syndrome, osteoporosis, and 
senile dementia Alzheimer type.

Observation of Resident #2 on 03/30/16 at 12:30 
PM revealed that she was pacing up and down 
the hall of the special care unit and was 
mumbling words that could not be understood.

Based on record review, observation, and 
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 D 358Continued From page 1 D 358

interview, Resident #2 was determined to not be 
interviewable.

Review of Resident #2's record revealed there 
was an order for Mirtazapine (a medication used 
to treat depression, anxiety, and can help assist 
with weight gain) 7.5 milligrams 1 tablet at 
bedtime.

Observation of Resident #2's medications on 
hand on 03/31/16 revealed there was no 
Mirtazapine available on hand.

Review of Resident #2's care notes on 03/30/16 
revealed:
-A Medication Aide had documented that 
Resident #2 had returned from the medical 
doctor's office with one new prescription for 
Remeron (another name used for Mirtazapine).
-She had faxed the orders to the pharmacy on 
03/02/16 at 4:25 PM.

Review of Resident #2's March Medication 
Administration Record (MAR) revealed that there 
was no entry for Mirtazapine on the MAR and 
none had been administered.

Review of the documented weights for the facility 
revealed:
-On 02/13/16 the Resident weighed 100 pounds.
-On 03/01/16 the Resident weighed 96 pounds.
-On 03/31/16 the Resident weighed 93 pounds.

Telephone interview with a Registered Nurse at 
the Primary doctor's office on 03/31/16 at 9:22 
AM revealed:
-The doctor's office had not been made aware of 
the Resident's weight loss.
-The doctor did want the Resident to be taking 
Mirtazapine (a medication used to treat 
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 D 358Continued From page 2 D 358

depression, anxiety, and can help assist with 
weight gain) as ordered by her psychiatrist. 
-The doctor's office was not made aware that the 
Mirtazapine had not been given until 03/30/16.
-The doctor does expect the facility to notify him 
of any weight loss and medications that have 
been ordered but not been given.

Telephone interview with the Psychiatrist on 
03/31/16 at 10:53 AM revealed:
-He was the prescribing doctor for the 
Mirtazapine.
-He did expect the resident to be on this 
medication.
-He prescribed this medication to help with her 
history of depression and assist with weight gain.
- He was not aware that the medication had not 
been given until his office was notified on 
03/30/16.

Interview with a Medication Aide (MA) on 
03/31/16 at 3:09 PM revealed:
-The MAs are responsible that medication orders 
are sent from the facility to the pharmacy.
-They usually fax the orders over to the pharmacy 
and then the pharmacy transcribes those orders 
to the medication administration record.
-Then the Resident Care Coordinator or the 
Cottage Care Coordinator does periodic reviews 
of the charts to make sure the orders are being 
followed.
-She will fax the orders to the pharmacy as soon 
as they are received by the facility.

Telephone interview with a Pharmacist at the 
facility's contracted pharmacy provider on 
03/31/16 at 4:00 PM revealed:
-The pharmacy did not receive the order dated for 
03/02/16 until 03/30/16 at 2:45 PM.
-The Mirtazapine was not dispensed until 
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 D 358Continued From page 3 D 358

03/30/16.

Interview with the Cottage Care Coordinator 
(CCC) on 03/31/16 at 11:33 AM revealed:
-It is the Medication Aide on duty responsibility to 
send any orders that come in to the pharmacy via 
fax.
-The Medication Aides were to put a temporary 
order on the Medication Administration Record 
until the pharmacy goes in and changes that 
order.
-The Medication Aide is to make a copy of that 
order and put in the CCC's box for review.
-She did not ever receive the order for 
Mirtazapine for Resident #2 in her box.
-The Medication Aide for that shift and she had 
overlooked the order when it was received by the 
facility.
-The order was never faxed to the pharmacy.

Interview with the Executive Director on 03/31/16 
at 4:10 PM revealed:
-The Medication Aides were responsible for 
signing and dating the order when it is received.
-The Medication Aides were to fax the orders to 
the pharmacy.
-After faxed to the pharmacy it goes in a second 
box.
-The next Medication Aide coming on is to take it 
from the box and then sign and date it and place 
in the third box. 
-The Cottage Care Coordinator or Resident Care 
Coordinator then takes the order from the third 
box and sign and reviews the order.
-The order is then placed into a fourth box.
-Once in the fourth box the next Medication Aide 
coming in is to sign date and place in the chart.
-The Cottage Care Coordinator and the Resident 
Care Coordinator were responsible for making 
sure that all orders are done using these steps.
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 D935 G.S.§ 131D-4.5B(b) ACH Medication Aides; 
Training and Competency

G.S. § 131D-4.5B (b) Adult Care Home 
Medication Aides; Training and Competency 
Evaluation Requirements. 

(b) Beginning October 1, 2013, an adult care 
home is prohibited from allowing staff to perform 
any unsupervised medication aide duties unless 
that individual has previously worked as a 
medication aide during the previous 24 months in 
an adult care home or successfully completed all 
of the following: 
(1) A five-hour training program developed by the 
Department that includes training and instruction 
in all of the following: 
a. The key principles of medication 
administration. 
b. The federal Centers for Disease Control and 
Prevention guidelines on infection control and, if 
applicable, safe injection practices and 
procedures for monitoring or testing in which 
bleeding occurs or the potential for bleeding 
exists. 
(2) A clinical skills evaluation consistent with 10A 
NCAC 13F .0503 and 10A NCAC 13G .0503. 
(3) Within 60 days from the date of hire, the 
individual must have completed the following: 
a. An additional 10-hour training program 
developed by the Department that includes 
training and instruction in all of the following: 
1. The key principles of medication 
administration. 
2. The federal Centers of Disease Control and 
Prevention guidelines on infection control and, if 
applicable, safe injection practices and 
procedures for monitoring or testing in which 
bleeding occurs or the potential for bleeding 
exists. 

 D935
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 D935Continued From page 5 D935

b. An examination developed and administered 
by the Division of Health Service Regulation in 
accordance with subsection (c) of this section. 

This Rule  is not met as evidenced by:
Based on record review and interview, the facility 
failed to assure 1 of 6 sampled staff (Staff D) had 
completed Medication Aide written exam and 
completed 5 hour or 15 hour training prior to 
administering medications and completed the 
additional 10 hour training, if necessary, and pass 
the written medication exam within 60 days of 
hire.

The findings are:

Review of Staff D's Personnel File revealed:
-Staff D had a Medication Clinical Skills dated for 
06/25/15.
-There was no documentation that Staff D had 
medication training.
-There was no documentation that Staff D had 
taken the state medication exam.

Review of Staff D's time logs revealed that since 
06/26/15 Staff D had worked as a Medication 
Aide passing medications to residents on all 
shifts.

Interview with Staff D on 03/31/16 at 2:53 PM 
revealed:
-She believed that she got her Medication Aide 
training done in March 2015.
-Since she has been trained she mostly worked 
on the medication cart as a Medication Aide.
-There was an old Resident Care Coordinator 
who no longer works with the company that did 
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 D935Continued From page 6 D935

her medication training.
-She has not ever taken the state medication 
exam.
-She thought that she had one year from the time 
that she was trained to take the exam.
-She had functioned as a Medication Aide on the 
assisted living area and the special car unit.
-She had administered insulin to some resident's 
since she has been a Medication Aide.
-She had also administered some as needed 
narcotic medications to some resident's since she 
had been a Medication Aide.

Interview with the Cottage Care Coordinator 
(CCC) on 03/31/16 at 2:10 PM revealed:
-She took Staff D off the medication cart today 
due to Staff D never taking the state medication 
exam.
-She was not aware that Staff D had not taken 
the medication exam.
-Staff D did receive her medication training in July 
of 2015.
-Staff D had only been working on the medication 
cart since she finished her training in July of 
2015.
-She felt that Staff D took the 15 hour medication 
training course.

Interview with the Administrator on 03/31/16 at 
2:18 PM revealed:
-The Cottage Care Coordinator (CCC) is 
responsible for checking the personnel charts to 
make sure the staff have had their training and 
had taken all required state exams.
-Staff D was pulled off the medication cart today 
due to her not taking the state medication exam.
-Staff D will not be working on the cart anymore 
until she has been retrained and has completed 
the state medication exam.
-Staff D had taken her medication training back in 
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 D935Continued From page 7 D935

June 2015.
-She was not aware until today the Staff D had 
not taken her state medication exam.
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