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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 observation, interview and record review, the facility failed to provide pharmaceutical services that assured the
 accurate acquiring, receiving and administering medications for one (Resident ID #1) out of 5 residents reviewed for
 pharmaceutical services, by failing to ensure: A. the medication [MEDICATION NAME] was re-ordered in a timely manner and
 administered to Resident ID #1 according to physician orders [REDACTED]. The facility's failure placed residents at risk
 for compromised health status by not receiving medication as ordered by their physician to treat their medical condition.
 Findings include: Resident ID #1 Review of the Resident's Face Sheet dated 03/24/20, revealed he was a [AGE] year-old male
 who had been re-admitted to the facility on [DATE] and his [DIAGNOSES REDACTED]. Interventions include: give
[MEDICATION
 NAME] ([MEDICAL CONDITION] replacement therapy) as ordered; obtain and monitor lab / diagnostic work as ordered, report
 results to MD and follow up as indicated. Review of Resident ID #1's Medication Administration Record, [REDACTED]. Review
 of the Medication Administration Record [REDACTED]. On 03/22/20 the order for [MEDICATION NAME] was changed to
administer
 the medication at 9 PM instead of 5 AM. Review of the Resident's lab results dated 03/23/20 at 8:28 AM, revealed a [MEDICAL
CONDITION]-stimulating hormone (TSH) level of 1.12, with a reference range of 0.45-5.33, this indicated the TSH was within
 normal limits. On 03/24/20 at 9:11 AM, Resident ID #1 was observed sitting in his wheelchair in the hallway. The resident
 could state his name but was not able to answer any other questions and could not be interviewed. In a telephone interview
 on 03/23/20 at 4:38 PM, a family member of Resident ID #1 stated the resident had not been getting his [MEDICATION NAME].
 The family member stated there was a camera in the resident's room. After reviewing the camera footage going back to
 02/24/20 the family member noticed the resident was not being administered the [MEDICATION NAME]. The family member stated
 that LVN A admitted   that the facility had run out of [MEDICATION NAME] 75 mcg. In an interview on 03/24/20 at 1:58 PM,
 the DON stated that she was notified by the family member that the resident was not getting his [MEDICATION NAME]. The DON
 stated that two LVNs failed to administer [MEDICATION NAME] 75 mg to the resident for 5 consecutive days. LVN A admitted
   to the DON that she had not administered the [MEDICATION NAME] 75 mcg to the resident as ordered on [DATE] and 03/13/20.
 LVN B admitted   to the DON that she had not administered the [MEDICATION NAME] 75 mcg to the resident as ordered on
 [DATE], 03/11/20 and 03/14/20. The DON stated that neither of the LVNs followed instructions for re-ordering medications
 and that the medication was not in the pharmacy 03/10/20 through 03/14/20. LVN A told the DON that she had called the
 pharmacy but there was no record of the call. The DON stated that both LVNs failed to fill out a Pharmacy Medication
 Request form (med out form) for the [MEDICATION NAME] 75 mcg. The DON stated that both LVNs could have used Point Click
 Care secure messaging to notify the DON or ADONs to get the medication refilled in the pharmacy. The DON stated that both
 LVNs were written up for medication errors. The DON stated that the pharmacy told her the [MEDICATION NAME] was not in the
 roll of medications for the resident because the pharmacy wanted to know what Hospice was going to cover. The resident was
 newly admitted   to Hospice upon discharge from hospital on [DATE].
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