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Topical antiseptics should be used for a maximum of 14 days with assessment of their need after 7 days.  Betadine is fast-
acting and has been shown to be effective against gram positive and negative bacteria including MRSA.  Dakins Solution, 
¼ strength, is made from bleach and is bactericidal toward GPC and most bacteria involved in burn wounds.  Acetic acid, 
0.25 – 0.5 %, is made from vinegar and is bactericidal against many gram positive and gram negative organisms especially 
Pseudomonas aeruginosa.  Hydrogen peroxide has been found to be cytotoxic at most concentrations necessary to be 
bactericidal so is not useful past the initial cleansing of a wound. 
 
Topical antibacterial dressings include all silver impregnated fabrics, silver gels, iodine preparations, and Hydrofera Blue 
which is a sponge dressing containing methylene blue and gentian violet.  Hydrofera Blue is particularly effective against 
MRSA and VRE. 
 
Topical antibiotics such as Bactroban, Polymixin, and Bacitracin are also useful and should be used for a limited time pe-
riod.  Polysporin is an excellent antibiotic powder that can be mixed with Santyl when both a debrider and antibiotic are 
needed. 
 
The goal of each of these agents is to reduce the bioburden so as to restore the normal progression of a wound through 
the inflammatory phase and into the proliferative phase.  This can be adequately attained without the use of systemic 
agents as long as there is no infection extending beyond the wound margin. 

IT’S A FACT: 

Reducing Wound Bioburden with Topical Agents Continued from page 1 

Randy Long MD CMD  
Lexington, NC 

NC & SC state chapter leaders receive award from Dr. David Brechtelsbauer,             
president of AMDA, for assisting other states to organize AMDA chapters.  

Members who  participate are happier and healthier. 
See you at the Annual Meeting! 



Members Caught in the Spotlight at the 
2009 AMDA Symposium 



The AMDA House of Delegates approved the white paper, Physician’s Role in Assisted Living, during its meeting early 
this month in Charlotte, NC. Drafted by an interdisciplinary assisted living workgroup, the paper responds 
to the growing number of assisted living facilities (ALFs) in this country and the need for physician involve-
ment in resident care in this setting.  
 
The paper emphasizes the importance of the primary care practitioner (PCP) as a clinical resource for as-
sisted living residents. The documents states, “Each individual entering an ALF should receive an initial 
assessment and should have a PCP approved care plan to address their clinical issues.”  

 
The paper also stresses the need for care documentation tools in this setting. It says, “Just as the Minimum Data Set 
came to be widely applied in nursing facilities and the OASIS in home care, there should be a similar tool to guide the 
care required by the typical AL resident.”  
 

Discussion at the AMDA Consensus Conference to Develop Clinical Guidance for Assisted Living, held in 2006, led to the de-
velopment of this paper. Conference participants recognized several communication/training issues that needed to be ad-
dressed, including AL staff often is not skilled in recognizing when a problem arises and when to call the practitioner; AL 
staff often do not know how to monitor a treatment/management plan and don’t know how and when to notify a practitio-
ner when the plan is unsuccessful.  
 
Among the recommendations in the paper is that ALFs should inform the PCP when “they admit one of his/her patients and 
should give the PCP at least the following information: phone number to the appropriate clinical office, nursing supervisor, 
or administrator and explain the procedure regarding who to contact to communicate new/changed orders or status of resi-
dent.” The document also suggests that ALF staff develop policies that include “notification of the PCP regarding hospital 
transfers so that issues such as medication reconciliation and medication management can be reviewed and updated as 
needed by the PCP.”  
 
The paper addresses issues to help ensure effective, safe medication management in this care setting. It recommends that 
ALFs have medication policies, clinical capabilities, and services and care limitations that are communicated to potential 
residents and their families before admission. Additionally, the paper says that there should be clearly defined lines of com-
munication between AL staff and the PCP and that plans should be patient-centered and accommodate patient preferences 
whenever possible.  
 
As for the PCP, the paper says that these physicians should support their ALF patients by encouraging the facility to accom-
modate their wishes and preferences, find out whom to contact at the ALF to provide medical orders and other clinical in-
structions, and discuss/describe for the resident, families, and key staff the likely trajectory of the resident’s illness or condi-
tions.  
 
“The publication of this document is important and timely because of the explosive growth in the AL population and the 
recognition that the current residents of these facilities present many of the challenges faced by skilled nursing facilities 
(SNFs). We would like ALFs to benefit from the experience and knowledge we have gained from SNFs over the years,” says 
Anthony Lechich, MD, CMD, one of the co-chairs of the workgroup.  
 
Alec Pruchnicki, MD, CMD, who also worked on the paper and co-chaired the workgroup, notes, “We felt there needs to be 
some guidance on the complex issues of frail elders in this setting, where services, staffing, and acuity often vary from facil-
ity to facility. Any policy that helps standardize quality processes in this fairly new environment of assisted living can only 
improve services for residents, and that is our ultimate goal.”  
 
Proactively addressing issues such as these is important as about 38,000 assisted living residences in the United States are 
housing about 975,000 seniors. To view the white paper, go to : 
www.amda.com/governance/whitepapers/al_physicians_role.cfm.  

AMDA Makes White Paper on Physician’s Role in Assisted Living Policy  



 

To Fax... or not to Fax? 

Title 21: Code of Federal Regulations, Section 1306.11 Requirement of prescription 
 
§1306.11 
(f) A prescription prepared in accordance with Sec.  1306.05 written for Schedule II substance for a resi-
dent of a Long Term Care Facility may be transmitted by the practitioner or the practitioner's agent to the dispensing pharmacy by facsim-
ile. The facsimile serves as the original written prescription for purposes of this paragraph (f) and it shall be maintained in accordance with 
Sec 1304.04(h). 
CII prescriptions that are to be compounded for the direct administration to a patient by parenteral, intravenous, intramuscular, subcuta-
neous, or intraspinal infusion may be transmitted via facsimile by the prescribing practitioner. The facsimile will act as the original Rx. 
 
CII prescriptions for a resident of a Long-Term Care Facility may be transmitted via facsimile by the prescribing practitioner. The facsimile 
will act as the original Rx. No written copy is necessary. CFR §1306.11 (f). 
 
That being said, state laws rule... 
 
South Carolina control substances regulations allow faxing of CII prescriptions for residents of long-term care facilities and hospice pa-
tients.  SC DHEC has recently clarified that assisted living facilities are included in the definition of long-term care facilities and that CII pre-
scriptions may be faxed for those residents. Prescriptions faxed for hospice patients, must included the notation from the prescriber that 
the patient is in hospice.  CII prescriptions for patients in long-term care or terminally ill patients may be partially filled (and remaining por-
tions later dispensed for 30 days from the original date), however, the pharmacist must note “terminal illness” or “LTCF patient” on the 
face of the script.  http://www.scstatehouse.gov/coderegs/c061a.htm   (E-mail StephanieGuest@hargray.com for documentation) 
 
 
North Carolina allows faxing of CII prescriptions for patients in long-term care and hospice with no additional notations required. Prescrip-
tions for patients in long-term care and hospice may be partially filled (and remaining portions later dispensed for 60 days) only if the pa-
tient has a diagnosis documenting a terminally illness.  Assisted Living facilities are included in the definition of long-term care facilities.  
http://www.ncbop.org/about/Student%20Projects/CSPocketCardRev07.06.pdf 

What’s in your Emergency Box? 

Drug Entity 
  

Maximum Quantity  
for 51-100 bed SNF 

DEA Schedule 

Roxanol (Liq MS04 20mg/ml) liq. 1- 30cc vial II 

Morphine sulfate ER 15mg tab 10 doses II 

Morphine sulfate IR 10mg tab 10 doses II 

Oxycodone 5mg tab 10 doses II 

Oxycodone /APAP 5/325 tab 10 doses III 

Lorazepam 1 mg tab 10 doses IV 

Lorazepam 2mg/ml inj. 10 (1 ml ) vials IV 

Dr. Robert Wells, Extended Care Physicians, suggests the following as a minimum standard for LTC Emer-
gency Boxes.  These are the recommendations of a panel put together by Extended Care Physicians which 
included physicians, medical directors, pharmacy directors and consultants, DONs, and Care Partners Hos-
pice in Buncombe Country. These recommendations included the most commonly used and effective pain 
medications. These recommendations make use of drugs commonly used by Care Partners Hospice in Bun-
combe County and are designed to provide a broad range of pain and symptom relief. 

Quantities vary according to the number of beds allocated to the SNF   



130 CAMP SAINT MARY ROAD, OKATIE, SC 29909 

Send us your articles 
and pictures for our 

newsletter 
 
 

We would love to help you 
share news with your col-

leagues.  Please send pictures, 
new providers, events, and re-

lated news items. 

◊ Brochures 
◊ Newsletters 

◊ Advocacy Documents 
 

October 9 – 10 2009 
Charlotte, NC 
Caring in the Carolinas: 
2009 Annual Symposium on  
Geriatrics and Post-Acute 
Care 
 
March 11 – 14,  2010 
Long Beach, CA 
2010 AMDA Joint  
Symposium 
 

Did You Know…. Where to Be…. 

Carolinas 
M e d i c a l  D i r e c t o r s  A s s o c i a t i o n  

www.CarolinasMDA.com 

Editor: Stephanie Guest 
stephanieguest@hargray.com Exclusively for Long-Term Care Providers 

 
Things you can do on our web site: 
 
• Change Your Address 
• Renew Your Membership 
• Check Your Renewal Status 
• Find Upcoming Events 

• Locate another member 

• Register for Meetings 
• Locate documents, such as: 
 
 
 
 
 

NC President  
Heidi White, MD, CMD 

 
SC President 

Chris Patterson, MD, CMD 
 

Executive Director 
Stephanie Guest, RPh 




