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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on 2/22/2017.

10ANCAC 13G -1002(a) Medication Orders

T0ANCAC 13G .1002 Medication Orders

(@) Afamily care home shall ensure contact with
the resident's physician or prescribing practitioner
for verification or clarification of orders for
medications and treatments:

(1) if orders for admission or readmission of the
resident are not dated and signed within 24 hours
of admission or readmission to the facility;

(2) if orders are not clear or complete; or

(3) if multiple admission forms are received upon
admission or readmission and orders on the
forms are not the same.

The facility shall ensure that this verification or

clarification is documented in the resident's
record.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to clarify orders for
medications for 1 of 3 sampled residents
(Resident #3).

The findings are:

Review of Resident #3's current F L2 dated
1/05/17 revealed:

-Diagnoses included schizophrenia.

-The medication section did not include an order

for mirtazapine (a medication used to treat major
depressive disorder).

Review of Resident #3's record revealed a
physician's order dated 12/14/16 for mirtazapine
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15mg every evening.

Review of Resident #3's January 2017
Medication Administration Record (MAR)
revealed a computer generated entry for
mirtazapine 15 mg one at bedtime and
documented as administered at 8:00 pm on
1/01/16 through 1/31/16.

Review of Resident #3's February 2017 MAR
revealed a computer generated entry for
mirtazapine 15 mg one at bedtime and
documented as administered at 8:00 pm on
2/01/16 through 2/21/16.

Observation of Resident #1's medications on
hand 2/22/16 revealed:

-Multidose packaging labeled morning, afternoon,
evening and bedtime.

-Each evening was labeled as including
mirtazapine 15 mg tablet one tablet at bedtime
and there were 5 doses remaining.

-The multi-dose pack was filled on 1/10/17.

Telephone interview with a representative from
the contracted pharmacy on 2/22/17 at 1:41 pm
revealed:

-The pharmacy dispensed a 30 day supply (30
tablets) of mirtazapine 15 mg on 1/10/17 into the
multi-dose packs.

-The most recent refill order the pharmacy had on
hand was dated 12/14/16.

-They did not receive a copy of the updated FL2
dated 1/05/17.

Interview with the Administrator on 2/22/17 at
1:39 pm am revealed:

-She was the Administrator for this family care
home as well as she occasionally functioned as
Medication Aide (MA).
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-She was responsible for checking the MARs
from month.

-She did check the MARs with all the new orders
but had not noticed the mirtazapine was left off
the FL2 dated 1/05/17.

-She re-wrote the FL2 and mistakenly did not
include the order for mirtazapine.

-Usually she did provide a copy of the new FL2s
to the pharmacy.

-She did not know why the pharmacy did not get
a copy.

-There was no one responsible for checking
behind her to ensure accuracy of the medication
list

-She knew the medication listed on the FL2 dated
1/05/17 was Resident #3's current physician
orders.

Attempted telephone interview with Resident #3's
physician on 2/22/17 at 1:22 pm was
unsuccessful.
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