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Initial Comments

The Adult Care Licensure Section and the Ashe
County Depariment of Social Services conductad
an Annual survey on 08/15/22,

10A NCAC 13G ,1008{a)1) Pharmaceutical Care

10A NCAC 13G .1009 Phermaceulical Care

(@) The facility shall obtain the services of a
Rcensed pharmacist, prescribing practiioner or
registered nurse for the provision of
pharmaceutical care at least quarterly for
rasidents or more frequently as detsrmined by
the Department, based on the documentation of
significant medicalion problems Identified during
monitoring visits or other investigations in which
the safaty of the residents may be at risk.
Pharmacsutical care involves the identification,
prevention and resalution of medication related
problems which includes at least the following:
(1) an en-site medication raview for each resident
which Includes at least the following:

(A) the review of informatian in the resident's
record such as diagnases, history and physical,

| discharge summary, vital signs, physician's

| orders, progress notes, laboratory valuss and
. medication administration records, including

| current medication adminlstration records, to

determine that medications are administered as
prescribed and ensure that any undesired side
effects, potential and actual medication reactions
or interactions, and medication emors are
idantified and reported to the appropriate

i prescribing practitioner; and,
| {8) making recommendations for change, if

necessary, based on deslred medication
cutcomes and ensiring that the eppropriate
prescribing practitioner is so informed; and,
{C) decumenting the results of the meadication
review in the resident's record;
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AdminisirekoR
This Rule is not met as evidenced by; SAN
Based on record reviews and Interviews, the Colled Worrensuille 9192
facllity failed to ersure querterly pharmacy
reviews were complated for 3 of 3 sampled Drua ©0 A\q|3a
residents (#1, #2, #3), O edp\e D’U%
The findings are: Review With
1. Review of Resident #1's current FL-2 dated Phar moeiak h 0‘:&"0;.
031322 revesled: e Ou X
-Diagnoses included depression with psychotic h&S \:9. ‘
fealure, cancer, and gastroesophageal reflux ) »
- diseasa (GERD). Q’ oun \:5 \D TV
-These was an order for temazepam 75mg, one 3, Q-Q_C Qd, Q
tablet at bedtime. .
~There was an order for olanzapine 10mg, one Yore f\':OT e
tablet al bedtime, m& m %\.\e)
Raview of Reskient #1's Resident Register ol e o )
revealed an admission date of 07/01/15. ‘* e—ﬁ'\'eé Dos '\- d
N ( ID
| Review of Resldent #1's phammacy reviews ' f—or Cowvid T
ravealard: ! \
~The last pharmacy review was completed on WO \d Cal
03/04/22 by a pharmacist with & consulting ) 0 '—DQ.\\Q_d\\\ L
pharmacy provider. \'\ T Q\\WI\J
-Recommendatlions inciuded sedatives/ypnotics App. OO0 Nner
(temazepam) should not be used continucusly, )t w D ‘-v\
only as needed and antipsycholics should have a L% .
dose reduction atterpt every 6-12 months.
~The pharmacist contacted the prescriber for 10 ’ 51,_)_‘
review of pharmacy recommendations. -305(.& Gruhb Ca \ea
| Reer to the talephone interview with ( Phor waciek)
| representative from tha faciiity’s contracted &\_\ed\)\e_,
pharmacy on 09/15/22 at 10:39am. Bf' U R \!. N
Refer o the intarview wi mvp?ﬁ? % o
ew with the Adminisiralor on |
09/15/22 at 10:53am. '
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2, Review of Rasident #2's current FL-2 dated
01/24/22 revealed diagnoses which included
dementia, ostecarthritis, chronic rensal disease,
and hypothyroidism.

Review of Resideni #2's Resldent Register
revealed an admission date of 03/10/16.

Review of Residen! #2's pharmacy reviews
revealed:

-The last pharmacy review was completed on
03/04/22 by a pharmacist with a consuiting
pharmacy provider,

-There were no Irregularities noted on the
phamacy review,

Refer to the talephans intsrview with &
representative from the facllity's confracted
pharmacy on 08/15/22 at 10:3%am.

Rafer to the interview with the Administrator on
09/16/22 at 10:53am.

3. Review of Resident #3's current FL-2 dated
03/11/22 revealed diagnoses which Included
dementia, arthrilis, anxiety, and hypertension,

Review of Resident #3's Resident Reglster
revealed an admission date of 03/07/17.

Review of Resldent #3's pharmacy reviews
revealed:

-The last pharmacy review was completed on
03/04/22 by a pharmacist with a consutting
pharmacy provider,

-There wera no irregularities noted on the
pharmacy review.

Refer to the telephone interview with a
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raprasentative from the facility's contracted 1’\_ \N\\ \\ b?.. W m‘\'ﬁ,
pharmacy on 08/15/22 at 10:3%am,
QDN Calan\ C&Q"
Refar to the interview with the Administrator on 3
09/115/22 at 10:53em. Tove diseusseds
Telephone inierview with a representative from Wi 2\C a
the facility's confracted pharmacy on 09/15/22 at %\‘\e’ Q\SO ~as
10:38am rovealed:
~The pharmacist who did the pharmacy reviews \‘\Q—\- Qd ‘\'\\?. d 0.:\5 €.
for the facility was not available for interview.
-She thought the facility contacted the phammacist -\.45 3
when a pharmacy review was needed. Q\—L Q\OW N ‘\\
Intorview with the Administrator on 09/15/22 at e Unekech
10:53am revealed:
-She was aware quarterly pharmacy reviews MOy Fer Q2
needed to be compieted. C 1o [W}[4]
-She was not aware the pharmacy reviews wera d&‘:e S
not current.
-She and the Supervisor-n Charge (SIC) were V2, “Aondord
responsible for chart audlts to ensure all ocder. LWPS
documentation was current. ’g\ N ea)
-The chart audits were to be done monthly but -D“‘US o
they were behind bacause of staffing Issues. Couce \P \an XC .
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