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Impaired Licensees

The New Mexico Board of Pharmacy regulations state
that failure to report an impaired licensee is dishonorable
conduct for pharmacists and pharmacy technicians. The
regulations define an impaired licensee as someone who
is unable to practice pharmacy with reasonable skill, com-
petence, or safety to the public. This is because of drug
abuse, mental illness, the aging process, loss of motor
skills, or vision and hearing problems. The regulations
require that any person who knows or suspects that a li-
censee is impaired shall report any relevant information
either to the impaired pharmacist program or to the Board.
The impaired pharmacist program contracted with the
Board is the Monitored Treatment Program (MTP). Please
do not refer an impaired licensee to a different treatment
program. The alternate treatment program may be effec-
tive, but MTP has a requirement to report failed attempts
to the Board, and the impaired licensee you refer to an
alternate program may discontinue treatment. Without
the requirement to report, the licensee may continue to
practice while impaired, possibly causing harm to himself
or herself, a patient, or any other member of the public.

Do You Know?

¢ October 18 is National Pharmacy Technician Day. The
Board wishes to recognize the invaluable contribu-
tions pharmacy technicians make to the practice of
pharmacy.

¢ The mission statement of the Board is to protect,
promote, and preserve the public health, safety, and
welfare through effective regulation of the practice of
pharmacy in New Mexico.

¢ United States Pharmacopeia (USP) Chapter <800>
was approved and becomes effective on July 1, 2018.
State drug inspectors have had training on compliance
of USP Chapter <800>. If your pharmacy compounds
sterile hazardous products, please review this chapter.

¢ The recently passed Drug Supply Chain Security
Act (DSCSA) does not prohibit a pharmacy from

transferring medication to another pharmacy to fill
a prescription for a specific patient. However, this
does not include the transfer of a medication from one
pharmacy to another for the purpose of increasing or
replenishing stock in anticipation of a potential need.
The Board is working on promulgating regulations that
implement the requirements and restrictions contained
in the DSCSA.

Prescription Monitoring Program

The New Mexico Prescription Monitoring Program
(PMP) began collecting information in August 2005.
The data in the program has been maintained by the New
Mexico Regulation and Licensing Department’s Informa-
tion Technology (IT) section. IT has done an excellent
job, but after 11 years of operation, an immense amount
of data has accumulated. Because of this, the PMP data is
to be hosted by Appriss, Inc. Appriss is the company that
hosts the majority of PMPs across the country. Immediate
advantages to using Appriss include 24-hour technical
support. If the PMP goes down, even on weekends, there
will be support to bring the program back online. In ad-
dition, Appriss has the necessary security for reporting
data that is required by federal institutions, such as the De-
partment of Veterans Affairs and Indian Health Services.

The proposed date for going live with Appriss host-
ing is on October 31, 2016. Notifications are scheduled
to be sent to keep you aware of any upcoming events,
but the Board does not anticipate any issues during this
transition. After the switch on October 31, Appriss will
have a team available to work out any problems that
may appear. Hopefully this transition will go smoothly.
Your patience and cooperation during this transition are
greatly appreciated.

Significant Adverse Drug Events

1. A patient had a new prescription for hydroxyzine
25 mg and was incorrectly dispensed lorazepam 1
mg. The patient realized the error after she took the
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lorazepam and reported to her doctor that it was not
helping. No harm was done to the patient. The error
occurred because the pharmacist put the wrong medica-
tion in the patient’s bag. The pharmacist recommends
to follow the policy and procedures, which state the
dispensed prescription should be matched with the
hard copy. The store was very busy at the time the er-
ror was made.

A new prescription for 25 mg pregabalin twice a day
(BID) increase to three times a day (TID) was incor-
rectly dispensed as 225 mg BID increase to TID. The
patient experienced severe drowsiness, lethargy, and
hallucinations. The patient reported to the emergency
department and was advised to rest and start the cor-
rect dose at a later time. The pharmacist recommends
to review the high drug strength with greater scrutiny.

A patient was prescribed Halcion® (take one-half
tablet prior to appointment and bring remainder to
first appointment) and received haloperidol. Patient
experienced agitation and stimulation. The error oc-
curred because upon data entry, only the first three
letters of the drug were entered to search for the
drug instead of the first five letters. The first result
upon entering “hal” was haloperidol. The root cause
analysis performed by the pharmacist indicates that
best practices for data entry product selection is part
of all technician software training.

A new prescription for rabeprazole was incorrectly
dispensed as omeprazole. The patient experienced
increased dyspepsia symptoms after taking the incor-
rect medication for three weeks. The error occurred
because a therapeutic interchange request was sent to
the primary care practitioner (PCP), and the response
was to contact the patient’s gastroenterologist. The
response from the PCP was mistaken for an approval
to interchange the medication. The pharmacist recom-
mends to read the entire response from the physician
before processing an interchange request.

A renewal for sertraline 50 mg was dispensed with
incorrect directions. The directions read “take one
tablet every day (QD)” instead of “one and one-half
tablet QD.” The patient reported increased feelings
of depression and reported the medication was not
working well. The patient reported the error to the
pharmacy. The error occurred because the same phar-
macist entered the prescription and verified it. The
pharmacist recommends that different people enter
and verify a prescription so that there are two sets of
eyes reviewing it for accuracy.

A prescription for warfarin 5 mg was incorrectly dis-
pensed as warfarin 1 mg. The error occurred because
the National Drug Code (NDC) for 5 mg (0093-1721-
01) was incorrectly entered as 0093-1712-01, which
is the NDC for the 1 mg. The patient took the incor-
rect dose and had an international normalized ratio
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(INR) that was “out of whack.” The INR clinic called
the pharmacy because it thought the patient was not
adherent. The pharmacist recommends to avoid this
error by ensuring the final check involves checking
the right label, right dose, and right patient and to
check the label against the order.

A renewal prescription was written for levetirace-
tam sustained release, and levetiracetam immediate
release was incorrectly dispensed. The patient expe-
rienced a seizure. Although the patient had compli-
ance issues with the prescription, the error occurred
because electronic prescriptions sometimes have the
incorrect dosage form. The pharmacist recommends
to be more diligent at verification to avoid this error.

A pharmacist was entering an order for a patient when
a nurse asked the pharmacist to enter a “stat” order for
a different patient who was agitated. The pharmacist
entered the order for Geodon® into the first patient’s
profile. The first patient received three doses, and the
agitated patient received no doses. An hour later, the
nurse requested the order be entered again for the agi-
tated patient. The error might have occurred because
of the urgency of the order and because the location
of the workstation lends itself to interruptions. The
pharmacist recommends always checking the order
sheet against the computer to verify the name.

A prescription for lisinopril 5 mg was dispensed when
it should have been discontinued. The error occurred
because the physician’s office called to say that an
electronic prescription was sent in error; it was not
to be filled. The person who received that call imme-
diately went on a patient consult and failed to notify
the rest of the pharmacy staff not to fill the prescrip-
tion. The patient took one dose and felt very dizzy
and took one-half tablet the next day and reported
“seeing stars.” The pharmacist recommends to avoid
this error in the future by stopping all activity until
the message is delivered to staff.

Two weeks after receiving a Boostrix® injection, a
patient reported that the injection site was still red,
sore, and itchy and there was a rash all over the body.
The patient was advised to go to urgent care where
they were prescribed prednisone, ranitidine, and hy-
droxyzine. Before being seen, the patient was taking
diphenhydramine and ibuprofen.

Disclaimer: The suggestions are made by the phar-

macist submitting the Significant Adverse Drug Event
Report. The New Mexico Board of Pharmacy may not
necessarily agree with these suggestions.

State Drug Inspectors

The Board would like to thank State Drug Inspectors

Shawn Avery and Lori Carlisle for everything they con-
tributed to the Board. Both Shawn and Lori are quick
learners and hardworking. They were an asset to the
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Board. However, both have moved on to other avenues
within the practice of pharmacy.

The Board will be hiring for two state drug inspector
positions. As of the date of writing this article, the posi-
tions have not been posted. However, if you are interested,
please contact the Board. The Board will notify you when
the positions are posted.

Disciplinary Actions
Marguerite Esquibel, RPh — License RP-7494. Settle-

ment agreement. Misfilled prescription. Must pay fine
and cost of investigation totaling $500.

First Pharma Associates, LLC, dba Riverpoint
Pharmacy — License PH-3338. Settlement agreement.
Respondent admitted to being delinquent in reporting
controlled substance (CS) information to the PMP. Must
timely report to PMP as required. Must pay $100 fine
within 30 days. License on probationary status for six
months.

Mike Gallegos, RPh — License RP-6838. Settlement
agreement. Record-keeping violation. Must pay fine
and costs of investigation totaling $1,200.

Guardian Pharmacy — License PH-3720. Settlement
agreement. Respondent admitted to being delinquent
in reporting CS information to the PMP. Must timely
report to PMP as required. Must pay $100 fine within
30 days. License on probationary status for six months.

Imperial Point Pharmacy Center — License PH-3650.
Settlement agreement. Respondent admitted to being
delinquent in reporting CS information to the PMP.
Must timely report to PMP as required. Must pay $100
fine within 30 days.

Jennifer Kobyljanec-Rodgers, RPh — License RP-6539.
During the April 21-22, 2016 Board meeting, the phar-
macist license of respondent was revoked by default.

Anthony Marrufo, PT — License PT-9481. During the
June 27-28, 2016 Board meeting, the Board accepted
his voluntary surrender of his pharmacy technician
license. Must pay investigation costs of $150.

Robert McClelland 111, RPh — License RP-4533.
Settlement agreement presented during June 27-28,
2016 Board meeting. Pharmacist license suspended
for 30 consecutive days. Probation for five years. Must
pay $2,000 fine. Must successfully complete an ethics

course. Must hire another pharmacist to work 20 hours
per week. Must have a mentor. Mentor will have weekly
contact by telephone and meet once a month. Mentor
will submit quarterly reports to the Board.

Nowell Pharmacy — License PH-1233. Settlement
agreement. Respondent admitted to being delinquent
in reporting CS information to the PMP. Must timely
report to PMP as required. Must pay $100 fine within
30 days. License on probationary status for six months.

Valuscript Pharmacy — License PH-3708. Settlement
agreement. Respondent admitted to being delinquent in
reporting CS information to the PMP. Must timely report
to PMP as required. Must pay $100 fine within 30 days.

Comprehensive Medication Review
and Drug Utilization Review

Currently, pharmacists who work at a nonresident phar-
macy must be licensed in the state in which they reside
only. There is not a requirement for these pharmacists to
also be licensed in New Mexico. If a patient wishes to fill
a prescription at a nonresident pharmacy, he or she has
certain advantages and disadvantages. One advantage is
that generally the medication will cost less. One disadvan-
tage is not having as easy access to pharmacy personnel.

If a patient brings a prescription to a local in-state
pharmacy, it is generally expected that the medication is
reviewed and filled by a pharmacist who is licensed in
New Mexico. There are exceptions; one exception is cen-
tralized prescription dispensing. If centralized prescrip-
tion dispensing is done, the patient is given notification.

A comprehensive medication review as required by
Medicare Part D or a drug utilization review is consid-
ered to be the practice of pharmacy. The pharmacist who
performs these reviews for a patient who brings his or her
prescription to a local retail pharmacy must be licensed
as a pharmacist in New Mexico.
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