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C ooo Initial Comments cooo 
I 

The Adult Care Licensure Section conducted an 
annual survey on 12/23/25. 

C 375! 1 QA NCAC 13G .1 Q09(a)(1) Pharmaceutical Care C375 

1QA NCAC 13G .1009 Pharmaceutical Care 
(a) The facility shall obtain the services of a 
licensed pharmacist, prescribing practitioner or 
registered nurse for the provision of 
pharmaceutical care at least quarterly for 

I residents or more frequently as determined by 
the Department, based on the documentation of 
significant medication problems identified during 
monitoring visits or other investigations in which 
the safety of the residents may be at risk. 
Pharmaceutical care involves the identification, 
prevention and resolution of medication related 
problems which includes at least the following: 

I (1) an on-site medication review for each resident 
which includes at least 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 Imedication administration records, including 
current medication administration records, to 

I determine that medications are administered as 
prescribed and ensure that any undesired side 
effects, potential and actual medication reactions 
or interactions, and medication errors areI
identified and reported to the appropriate 
prescribing practitioner; and, 

I (B) making recommendations for change, if 
necessary, based on desired medication 

1 outcomes and ensuring that the appropriate 
prescribing practitioner is so informed; and, 
(C) documenting the results of the medication 

Ireview in the resident's record; 
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I 

IThis Rule is not met as evidenced by: 
Based on interviews and record reviews, the 

1 facility failed to ensure a pharmaceutical review 
was completed at least quarterly for 1 of 2 
sampled residents (Resident #2). 

IThe findings are: 

I Review of Resident #2's current FL2 dated 
08/27/25 revealed diagnoses included 
neurocognitive deficits and hypertension. 

IReview of Resident #2's Resident Register 
revealed she was admitted to the facility on 

I 08/09/24. 

Review of Resident #2's pharmaceutical reviews 
revealed: 

I -There were pharmaceutical reviews dated 
1 08/27/25 and 05/30/25 with no recommendations. 

-There was not a more recent pharmaceutical 
1 review available for review. 

/ interview with the Administrator on 12/23/25 at 
3:22pm revealed: 
-She knew pharmaceutical reviews were requiredI 
to be completed quarterly for all residents. 

I-She did not realize a pharmaceutical review was 
not completed quarterly for Resident #2 since 
08/27/25. 
-She and Supervisor-in-Charge (SIC) were 
responsible to ensure pharmaceutical reviews 
were completed quarterly. 
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pharmacy came out on 12/26/2025 and 12/26/25 
completed quarterly review. We have 

I designated the Administrator to contact 
pharmacy set and followup on scheduled 
reviews to ensure there is never a lapse in 

l review . 
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