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Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain
 the services of a licensed pharmacist.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview, medical record review, and facility document review, the facility failed to ensure two prescribed
 medications were administering as ordered for one of two sampled residents (Resident 2). * Resident 2 did not receive
 [MEDICATION NAME] or [MEDICATION NAME] medications as ordered on [DATE]. This posed the risk of Resident 2 not
receiving
 the therapeutic effect of the prescribed anti-psychotic and mood stabilizing medications. Findings: According to the
 facility's P&P titled Medication Administration, General Guidelines dated October 2017 showed the routine medications are
 to be administered within one hour before and up to one hour after the scheduled time. Medical Record Review for Resident 2 was
initiated on 7/16/2020. Resident 2 was admitted to the facility on [DATE], and discharged on [DATE]. Review of Resident 2
physician's history and physical examination [REDACTED]. On 7/16/20 at 1017 hours, a telephone interview was conducted
 with Resident 2. Resident 2 stated she did not receive her routine medications of [MEDICATION NAME] 300 mg and
[MEDICATION
 NAME] 600 mg from facility staff on 6/19/20. Resident 2 stated she was to have received both medications at 2100 hours.
 Resident 2 stated the medication nurse told her the medications were unavailable at the time. Resident 2 stated she did
 receive [MEDICATION NAME] and [MEDICATION NAME] the next night. Resident 2 stated these two medications helped treat
her
 [MEDICAL CONDITION] disorder and depression and not receiving the medication caused her to feel anxious. She stated this
 made her feel like she could not trust the facility to provide the care she needed. Review of Resident 2's plan of care
 identified had a care plan for the use of the [MEDICAL CONDITION] medications, [MEDICATION NAME] and [MEDICATION
NAME]. The goal was for Resident 2 to be and remain free of [MEDICAL CONDITION] drug related complications. The
intervention stated to administer the [MEDICAL CONDITION] medications as ordered by the physician and monitor for side effects
and effectiveness
 every shift. Review of Resident 2's physician's orders [REDACTED].* 6/27/20, [MEDICATION NAME] 200 mg tablet by mouth
once
 daily at bedtime for [MEDICAL CONDITION] manifest by increased agitation * 6/27/20, [MEDICATION NAME] 600 mg tablet by
 mouth daily at bedtime for [MEDICAL CONDITION] disorder Review of Resident 2's MAR for June 2020 showed Resident 2
received [MEDICATION NAME] 200 mg and [MEDICATION NAME] 600 mg every evening at 2100 hours daily from 6/12/20 to
6/18/20, however,
 these medications were not administered on 6/19/20. Staff documented 9 and according to the Chart Codes, 9 meant Other /
 See Progress Notes. Review of the Resident 2's Progress Notes dated 6/19/20, documented by LVN 1, identified [MEDICATION
 NAME] 200 mg and [MEDICATION NAME] 600 mg were not available and the pharmacy was called. There was no documentation
the
 resident's physician was notified of the missed doses. On 7/16/2020 at 1606 hours, an interview and concurrent medical
 record review for Resident 1 was conducted with the DON. The DON was informed of the above findings. The DON verified
 Resident 2's [MEDICATION NAME] and [MEDICATION NAME] were not administered on 6/19/20 as ordered. The DON stated,
the
 expectation was for residents' medications to be administered as ordered. The DON stated a medication that need to be
 refilled should be reordered 3 days prior to the last dose of the medication remaining. The DON stated when a medication
 was not available or a dose was missed, the expectation was the licensed nurse would contact the pharmacy for a STAT refill and
notify the resident's physician. The DON verified there was no documentation to show Resident 2's physician was
 notified and there was no order to hold the medications. On 7/17/2020 at 1112 hours, a telephone interview was conducted
 with LVN 1. LVN 1 stated he had taken care of Resident 2 on 6/19/20 during the evening shift (1500-2300 hours). LVN 1
 stated Resident 2's [MEDICATION NAME] and [MEDICATION NAME] medications were not in the medication cart and therefore,
he
 did not administer these medications to Resident 2 on 6/19/20. LVN 1 stated he informed Resident 2 he was not able to
 administer [MEDICATION NAME] or [MEDICATION NAME] that evening. LVN 1 stated Resident 2 became upset and worried
about
 missing her schedule medications. LVN 1 stated he called the pharmacy and documented this in Resident 2's progress notes.
 LVN 1 stated he did not speak with Resident 2's physician but had left a message with the physician's service; however, he
 did not document it. LVN 1 stated the resident's medications should not have been missed as [MEDICATION NAME] and
 [MEDICATION NAME] treated Resident 2's psychological disorders. LVN 1 stated the pharmacy did deliver Resident 2's
 [MEDICATION NAME] and [MEDICATION NAME] after his shift had ended.
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