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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident's preferences and
 goals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and medical record review, the facility failed to provide the necessary care and services
 for one of two sampled residents (Residents 1) to ensure the physician's orders [REDACTED]. This failure posed the risk of
 Resident 1 not being provided appropriate care and treatment by increasing the risk of blood clots, which could negatively
 impact the resident's health. Findings: On 5/6/20 at 1135 hours, a telephone interview was conducted with Resident 1.
 Resident 1 stated he ran out of the rivaroxaban tablet for the third time because the nurse forgot to reorder the
 medication from the pharmacy. Resident 1 stated last night, the nurse had to borrow rivaroxaban tablet from another
 resident. Medical record review for Resident 1 was initiated on 5/7/20. Resident 1 was admitted to the facility on [DATE],
 and readmitted on [DATE]. Review of the history and physical examination [REDACTED]. Review of Resident 1's MDS dated
  [DATE], showed Resident 1 was alert and oriented with no cognitive impairment. Review of the physician's orders
 [REDACTED]. Review of the Medication Administration Record [REDACTED]. Review of the Nurse's medication notes dated
5/5/20, showed rivaroxaban was missing and the prescription was being refilled at 1953 hours. On 5/11/20 at 1704 hours, a telephone
interview and concurrent medical record review for Resident 1 was conducted with the DSD. The DSD verified Resident 1 did
 not receive rivaroxaban on 3/20 and 5/5/20, due to the medication being unavailable. The DSD stated the nurse was supposed
 to reorder the medication when the medication was down to only a five day supply left. On 5/12/20 at 1150 hours, a
 telephone interview was conducted with the Pharmacy Consultant regarding the refill of the rivaroxaban tablet for Resident
 1. The Pharmacy Consultant stated the rivaroxaban tablet was requested and dispensed as follows: - On 3/21/20 at 1700
 hours, the facility requested the rivaroxaban 20 mg tablet and the medication was delivered on 3/23/20 at 1717 hours. - On
 5/5/20 at 2113 hours, the facility requested the rivaroxaban 20 mg tablet and the medication was dispensed on 5/6/20 at
 0700 hours. The Pharmacy Consultant stated the pharmacy had 72 hours window to dispense the medication, and the nurse
 should request for a refill of the medication when the medication had about a five day supply remaining to ensure it was
 refilled before it ran out.
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