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F 0755

Level of harm - Minimal
harm or potential for actual
harm

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 and record review, the facility failed to administer [MEDICATION NAME] (a medication used to treat wound
infection) as ordered by the physician for one of three sampled residents (Resident 1). This deficient practice placed
 Resident 1 at risk for prolonged infection such [MEDICAL CONDITION] (a life-threatening illness caused by the body's
 response to an infection) and hospitalization  . Findings: A review of the Admission Record indicated the facility admitted   Resident
1 on 12/11/19 with [DIAGNOSES REDACTED]. A review of Resident 1's Comprehensive Minimum Data Set (MDS- a
 standardized assessment and care screening tool) dated 12/18/19 indicated Resident 1 is alert and requires extensive
 assistance from staff with bed mobility, dressing and toilet use. A review of Resident 1's Order Summary Report dated
 12/11/19 indicated to administer [MEDICATION NAME] Capsule 300 milligrams (mg - a unit of measure) one capsule by mouth
 every 12 hours for wound infection. A review of Resident 1's Medication Administration Record [REDACTED]. On 2/24/20 at
 12:40 p.m., during an interview and concurrent review of Resident 1's clinical record, the Director of Nursing (DON)
 confirmed Resident 1 did not receive five doses of [MEDICATION NAME] (12/16/19 at 9:00 a.m., 12/26/19 at 9:00 p.m.,
 12/27/19 at 9:00 a.m., 12/27/19 at 9:00 p.m. and 12/28/19 at 9:00 a.m.). The DON stated the licensed nurses should have
 anticipated and ensured medications were refilled and delivered timely. The DON stated the pharmacy should have been
 informed when there were only about five [MEDICATION NAME] left and the physician should have been notified Resident 1 did
 not receive [MEDICATION NAME] as ordered. A review of the facility's policy and procedure titled, Medication -
 Administration, with a revision date of 7/1/16, indicated medications will be administered by a Licensed Nurse per the
 order of an Attending Physician or licensed independent practitioner.
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