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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 record review, resident, staff, pharmacy representative, and physician interview the facility failed to acquire
 eye drops from the pharmacy until seven days after they were ordered by the physician for one (Resident #1) of three
 sampled residents reviewed for pharmacy services. Findings included: Resident #1 had a [DIAGNOSES REDACTED].
Documentation
 on the quarterly minimum data set assessment dated [DATE] revealed Resident #1 was coded as being cognitively intact.
 Documentation in the care plan for Resident #1 dated 7/7/20 revealed a focus area for impairment of visual function
 relative to [MEDICAL CONDITION] and insulin dependent diabetes mellitus. One of the interventions on the care plan was to
 administer ophthalmic medications as ordered. Resident #1 was interviewed on 7/7/20 at 11:30 AM. Resident #1 stated that he saw
his eye doctor on 6/18/20 and was given a prescription for eye drops four times a day for his [MEDICAL CONDITION].
 Resident #1 stated that the facility did not obtain the eye drops from the pharmacy until 6/25/20. Record review of the
 physician orders [REDACTED].#1 and was to be started on 6/19/20. The order was revised 6/23/20 by Nurse #2. Documentation
 in the June 2020 electronic Medication Administration Record [REDACTED]. Documentation revealed Resident #1 refused the eye
drops on 6/19/20 at 9:00 AM and 12:00 PM but the eye drops were documented as administered at 5:00 PM and 9:00 PM. Resident #1
refused the eye drops on 6/20/20 at 9:00 AM but were documented as pharmacy for 12:00 PM, 5:00 PM, and 9:00 PM. On
 6/21/20 the eye drops were documented as administered at 9:00 AM, 5:00 PM, and 9:00 PM but were documented as pharmacy at
 12:00 PM. On 6/22/20 the eye drops were documented as pharmacy at 9:00 AM and 12:00 PM but documented as administered at
 5:00 PM and 9:00 PM. The documentation on 6/23/20 did not reveal an explanation for the eye drops not being given at 9:00
 AM or 12:00 PM but the eye drops were documented as administered at 5:00 PM. A nursing administration note dated 6/23/20 at
8:01 PM revealed the eye drops were, awaiting pharmacy delivery. Documentation on 6/24/20 did not reveal an explanation for the
eye drops not being administered 9:00 AM or 12:00 PM but were noted as unavailable per pharmacy at 6:02 PM and not
 available at 8:53 PM. Documentation on 6/25/20 revealed Resident #1 began to receive the eye drops as ordered four times a
 day. Nurse #2 was interviewed on 7/7/20 at 12:30 PM. Nurse #2 revealed that the order for the eye drops for Resident #1 was not
received by the pharmacy when it was first put into the EMR. Nurse #2 stated, There is a glitch in the system. Nurse #2 revealed that
when Nurse #1 put the order into the EMR on 6/18/20, she did not choose a pharmacy and therefore the eye
 drops were never obtained from the pharmacy until 6/25/20. Nurse #1 indicated she discovered the order for the eye drops
 when the resident was transferred to her unit and had to try to figure out why the pharmacy was not sending the eye drops.
 Nurse #1 was interviewed on 7/7/20 at 2:30 PM. Nurse #1 stated that she was unaware of any issue with how the order for the eye
drops for Resident #1 was put into the EMR. Nurse #1 said she had no way of following up or no way of knowing if the
 medication order was acknowledged by the pharmacy after being put into the EMR. Nurse #3, who documented administering the
 eye drops on 6/19/20 at 5:00 PM and 9:00 PM, was interviewed on 7/7/20 at 3:30 PM. Nurse #3 stated that she did not have
 the eye drops for Resident #1 on 6/19/20 and she did not administer them. She revealed that she called the pharmacy and she was told
by the pharmacy the eye drops would be sent to the facility STAT or immediately. Nurse #3 stated the eye drops did not arrive at the
facility before the end of her shift and she forgot to go back and change the documentation indicating
 the eye drops were not administered to Resident #1. Nurse #4, who documented administering the eye drops on 6/21/20 at 9:00 AM
to Resident #1, was interviewed on 7/7/20 at 4:38 PM. Nurse #4 stated that on 6/21/20 the eye drops for Resident #1 were not in the
facility and she did not administer the eye drops, so she called the pharmacy. Nurse #4 revealed the pharmacy
 told her the eye drops were already sent to the facility. Nurse #4 stated she called the physician for Resident #1, who put a hold on the
medication until it could be obtained from the pharmacy. Nurse #4 stated she also let the Director of Nursing know of the hold order
for the medication. Nurse #5, who documented administering the eye drops on 6/21/20 at 5:00 PM and
 9:00 PM to Resident #1, was interviewed at 3:25 PM. Nurse #5 indicated she had made documentation errors on the EMAR for
 Resident #1 because the eye drops were not available in the facility on 6/21/20. Nurse #5 stated she did not recall if she
 wrote any documentation about the error or the lack of the availability of the eye drops. Nurse #1, who documented
 administering the eye drops on 6/22/20 at 5:00 PM and 9:00 PM to Resident #1, was interviewed again on 7/7/20 at 3:31 PM.
 Nurse #1 revealed she documented providing the eye drops on 6/22/20 in error and the eye drops were not in the facility on
 that day to be administered to Resident #1. Nurse #6, who documented administering the eye drops on 6/23/20 at 5:00 PM to
 Resident #1, was interviewed on 7/7/20 at 3:22 PM. Nurse #6 explained that she was unable to find the eye drops in the
 facility on 6/23/20, so she went to tell Resident #1 that the eye drops were not available but were supposed to be coming
 from the pharmacy. Nurse #6 revealed that she notified the day shift nurse, Nurse #2, that the eye drops had not come in
 from the pharmacy as expected. Nurse #6 revealed Nurse #2 could not locate the eye drops either. The pharmacy customer
 service representative (PCSR) was interviewed on 7/7/20 at 3:43 PM. The PCSR stated that the pharmacy records revealed the
 order for the eye drops for Resident #1 was received by the pharmacy on 6/18/20 and the eye drops were sent to the facility on
[DATE] and signed for as received. The PCSR revealed an additional supply of the eye drops for Resident #1 was filled on 6/24/20
and signed for by the facility as received on 6/25/20. The unit manager was interviewed on 7/7/20 at 3:54 PM. The
 unit manager stated sometimes the pharmacy must be specified in the order depending on the medication order that was put
 into the EMR, otherwise the prescription might not be filled by the pharmacy. The physician for Resident #1 was interviewed on
7/7/20 at 4:44 PM. The physician recalled that he was contacted by a nurse regarding the eye drops not being available
 from the pharmacy and he ordered the medication to be put on hold until the pharmacy could provide the medication. The
 physician did not recall name of the nurse or the date that he was contacted about the eye drops for Resident #1. The
 Director of Nursing (DON) was interviewed on 7/7/20 at 4:54 PM. The DON revealed the physician for Resident #1 was
 contacted to put the eye drops on hold until the medication was received from the pharmacy. The DON stated that the
 pharmacy told her the eye drops were received by the facility on 6/21/20 and she had a handwritten documentation which
 listed the eye drops as received from the pharmacy. The DON revealed she informed the pharmacy that the eye drops were not
 received on 6/21/20 by the facility and they would need to send another supply. The DON revealed that every time the
 pharmacy doesn ' t send a medication the facility asks the physician if the medication could be put on hold until the
 medication can be obtained. The DON stated that sometimes, and it had only happened a few times, the medication orders are
 not received by the pharmacy and the facility had to call pharmacy to reorder the medication. The DON could not recall the
 exact date the eye drops were put on hold for Resident #1. An interview with the Administrator on 7/8/20 at 4:00 PM
 revealed the order to put the [MEDICATION NAME]-[MEDICATION NAME] eye drops for Resident #1 on hold was not available
for
 review at that time and would need to be located in the facility. The Administrator confirmed there was no documentation in the
electronic medical record at that time to indicate the eye drops for Resident #1 were put on hold in June 2020. An
 interview with the Administrator on 7/9/20 at 10:25 AM revealed the order to put the [MEDICATION NAME]-[MEDICATION
NAME]
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(continued... from page 1)
 eye drops for Resident #1 on hold was found in the facility by a medical record staff member along with paperwork that was
 to be filed. Documentation on the telephone order to hold the eye drops for Resident #1 was signed by Nurse # 4 on 6/20/20
 and the physician on 6/27/20.
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