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 D 273 10A NCAC 13F .0902(b) Health Care

10A NCAC 13F .0902 Health Care
(b)  The facility shall assure referral and follow-up 
to meet the routine and acute health care needs 
of residents.

This Rule  is not met as evidenced by:

 D 273

Based on observations, record reviews, and 
interviews, the facility failed to assure referral and 
follow-up for 1 of 3 residents sampled (#3) in the 
area of refusal of medications.

The findings are:

Review of Resident #3's current FL2 dated 
5/31/16 revealed:
-Diagnoses included diabetes, hypertension, a 
history of traumatic brain injury (TBI), and lung 
cancer.
-A medication order for DDAVP 0.01%, 1 spray 
intranasally at bedtime. (DDAVP is a synthetic 
anti-diuretic hormone used to treat excessive 
urination in a variety of conditions including post 
TBI.)

Review of Resident #3's Medication 
Administration Records (MARs) for May, June, 
July, August and September 2016 revealed:
- Resident #3 refused the DDAVP Nasal Spray 17 
days out of 31 day in May 2016.
-Resident #3 refused the DDAVP Nasal Spray 22 
days out of 30 days in June 2016.
-Resident #3 refused the DDAVP Nasal Spray 21 
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days out of 31 days in July 2016.
-Resident #3 refused the DDAVP Nasal Spray 16 
days out of 31 days in August 2016.
-Resident #3 refused the DDAVP Nasal Spray 4 
days out of 7 in September 2016.

Observation of Resident #3's medications on 
hand at 9:32am on 9/8/16 revealed:
-An open bottle of DDAVP Nasal Spray, 5ml/50 
doses, labeled 1 spray intranasally daily at 
bedtime, with a dispense date of 6/30/16.
-The open bottle of nasal spray dated 6/30/16 
was approximately 80% full.
-An open bottle of DDAVP Nasal spray in an 
overstock supply, 5ml/50 doses, labeled 1 spray 
intranasally daily at bedtime, with a dispense date 
of 5/20/16.
-The open bottle of DDAVP Nasal Spray dated 
5/20/16 was completely full. 

Interview with Resident #3 on 9/8/16 at 9:45am 
revealed he had never refused the DDAVP Nasal 
Spray, "they won't give it to me."

Interview with a Medication Aide (MA) on 9/8/16 
at 9:50am revealed:
-Resident #3 always refused his DDAVP Nasal 
Spray when she works second shift.
-The Medication Aides inform the Resident Care 
Coordinator (RCC) when the residents refuse 
their medications 3 consecutive days.
-The RCC then contacts the residents primary 
care provider. 

Interview with the RCC at 10:00am revealed:
-She faxed the resident's primary care provider 
when they refused their medications for 3 
consecutive days. 
-Resident #3 usually took his medications.
-She did not recall faxing Resident #3's primary 
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care provider for any medication refusals, but 
"they should be in the resident's record if I did."

Review of Resident #3's record revealed no 
documentation of faxes to the resident's primary 
care provider related to medication refusals.  

Interview with Resident #3's primary care Nurse 
Practitioner on 9/8/16 at 10:18am revealed she 
had not been informed of Resident #3's refusal of 
his medications. 

Interview with a Pharmacist at the facility's 
pharmacy provider on 9/8/16 at 10:25am 
revealed:
-They had dispensed 5ml/50 dose bottles of 
DDAVP Nasal Spray to Resident #3 on 3/30/16, 
4/26/16, 5/20/16 and 6/30/16.
-The facility has to order items like nasal sprays, 
insulin, and eye drops, but all other routine 
medications are shipped automatically each 
month.

Interview with Resident #3's Guardian on 9/8/16 
at 10:40am revealed:
-He believed the facility had informed him in the 
past of Resident #3's medication refusals.
-Resident #3 was not very reliable in an interview.
-He believed the facility had done a good job of 
taking care of Resident #3. 

Review of the facility's policy on medication 
refusals revealed:
-All medication refusals must be documented on 
the MAR.
-The Supervisor must be notified of the 
medication refusals immediately.
-The Supervisor must notify the 
Administrator/Manager.
-If a resident refused medications 3 days in a row, 
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the medication room supervisor must contact the 
physician that prescribed the medication. 
-All contacts with the physician must be 
documented.

{D 400} 10A NCAC 13F .1009(a)(1) Pharmaceutical Care

10A NCAC 13F .1009 Pharmaceutical Care
(a)  An adult care home shall obtain the services 
of a licensed pharmacist or a prescribing 
practitioner for the provision of pharmaceutical 
care at least quarterly.  The Department may 
require more frequent visits if it documents during 
monitoring visits or other investigations that there 
are  medication problems in which the safety of 
residents may be at risk.
Pharmaceutical care involves the identification, 
prevention and resolution of medication related 
problems which includes the following:
(1) an on-site medication review for each resident 
which includes the following:
(A) the review of information in the resident's 
record such as diagnoses, history and physical, 
discharge summary, vital signs, physician's 
orders, progress notes, laboratory values and 
medication administration records, including 
current medication administration 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 errors are 
identified and reported to the appropriate 
prescribing practitioner; and
(B) making recommendations for change, if 
necessary, based on desired medication 
outcomes and ensuring that the appropriate 
prescribing practitioner is so informed; and
(C) documenting the results of the medication 
review in the resident's record.

{D 400}
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This Rule  is not met as evidenced by:
Based on observations, record reviews, and 
interviews, the facility failed to provide adequate 
pharmaceutical care for 1 of 3 residents sampled 
(#3) in the area of refusal of medications.

The findings are:

Review of Resident #3's current FL2 dated 
5/31/16 revealed:
-Diagnoses included diabetes, hypertension, a 
history of traumatic brain injury (TBI), and lung 
cancer.
-A medication order for DDAVP 0.01%, 1 spray 
intranasally at bedtime. (DDAVP is a synthetic 
anti-diuretic hormone used to treat excessive 
urination in a variety of conditions including post 
TBI.)

Review of Resident #3's Medication 
Administration Records (MARs) for May, June, 
July, August and September 2016 revealed:
- Resident #3 refused the DDAVP Nasal Spray 17 
days out of 31 days in May 2016.
-Resident #3 refused the DDAVP Nasal Spray 22 
days out of 30 days in June 2016.
-Resident #3 refused the DDAVP Nasal Spray 21 
days out of 31 days in July 2016.
-Resident #3 refused the DDAVP Nasal Spray 16 
days out of 31 days in August 2016.
-Resident #3 refused the DDAVP Nasal Spray 4 
days out of 7 in September 2016. 

Interview with Resident #3 on 9/8/16 at 9:45am 
revealed he had never refused the DDAVP Nasal 
Spray, "they won't give it to me."
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Interview with a Medication Aide (MA) on 9/8/16 
at 9:50am revealed Resident #3 always refused 
his DDAVP Nasal Spray when she works second 
shift.  

Interview with the RCC at 10:00am revealed 
Resident #3 usually took his medications.

Interview with Resident #3's Guardian on 9/8/16 
at 10:40am revealed Resident #3 was not very 
reliable in an interview. 

Observation of Resident #3's medications on 
hand at 9:32am on 9/8/16 revealed:
-An open bottle of DDAVP Nasal Spray, 5ml/50 
doses, labeled 1 spray intranasally daily at 
bedtime, with a dispense date of 6/30/16.
-The open bottle of nasal spray dated 6/30/16 
was approximately 80% full.
-An open bottle of DDAVP Nasal spray in an 
overstock supply, 5ml/50 doses, labeled 1 spray 
intranasally daily at bedtime, with a dispense date 
of 5/20/16.
-The open bottle of DDAVP Nasal Spray dated 
5/20/16 was completely full.

Review of the Consultant Pharmacist's 
Medication Regimen Reviews (MRR) for Resident 
#3 revealed:
-The MRR for 3/15/16 had no recommendations 
related to irregularities with Resident #3's 
medication therapy.
-The MRR for 6/20/16 had no recommendations 
related to irregularities with Resident #3's 
medication therapy.  

Interview with the Consultant Pharmacist on 
9/8/16 at 11:32am revealed:
-During his quarterly MRR he looked at the 
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MARs, drug interactions, and duplicate therapy.
-He noted refusal of medications, but "refusal of 
medications is common in that facility."
-He did not normally make recommendations 
related to a residents' refusal of medications 
because the facility had a policy that addressed 
refusal of medications. 

Review of the facility's policy on medication 
refusals revealed:
-All medication refusals must be documented on 
the MAR.
-The Supervisor must be notified of the 
medication refusals immediately.
-The Supervisor must notify the 
Administrator/Manager.
-If a resident refused medications 3 days in a row, 
the medication room supervisor must contact the 
physician that prescribed the medication. 
-All contacts with the physician must be 
documented.
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