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F 0755 Provide pharmaceutical servicesto meet the needs of each resident and employ or obtain

the services of a licensed phar macist.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview and record review, the facility failed to ensure medication was ordered in timely manner for one of
harm three sampled residents (Resident 1) when the [MEDICATION NAME] (a medication to relax the muscle) was not available during
medication administration. This failure had the potential to affect the health and safety of the resident. Findings:
Residents Affected - Few Review of Resident 1's clinical record indicated she had [DIAGNOSES REDACTED]. Her minimum data set (MDS, an assessment
tool) dated 1/19/2020, indicated she could make decision, required assistance for bed mobility, transfer, dressing
toileting, and personal hygiene. Review of Resident 1's physician order [REDACTED]. Review of Resident 1's progress note
dated 1[DATE]20, indicated Resident 1 had no [MEDICATION NAME] tablet at the medication cart. Review of Resident 1's
progress note dated 12/25/2020, indicated Resident 1 had apain of 10 out 10 al night and the [MEDICATION NAME] medication
did not arrive on the night delivery. During an interview with Resident 1 on [DATE] at 9:10 am., Resident 1 stated the
licensed nurses did not order her [MEDICATION NAME] medication and she had severe pain during the night on [DATE]20.
During an interview with licensed vocational nurse (LVN A) on [DATE] at 3:15 p.m., he confirmed Resident 1's[MEDICATION
NAME] medication was not administered on 4:00 p.m. and 10:00 p.m. on [DATE]20. During an interview with the director of
nursing (DON) on [DATE] at 11:50 am., she confirmed Resident 1's[MEDICATION NAME] medication was not administered and
the pharmacy should have informed the facility to reorder the medication in timely manner. Review of the facility's 2001
policy, Pharmacy Services Overview, indicated the facility should accurately and safely provide or obtain pharmaceutical
services, including the provision of routine, emergency medications, and biological medications. The pharmacy services are
available to residents 24-hours aday and seven days a week.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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