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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
observation, interview, and record review, the facility failed to implement their Medication Administration
policy and procedure for one (1) of three (3) sampled residents (Resident 1) when Resident 1's scheduled
dose for 8:00 PM to 10:00 PM medications were not recorded as administered on Resident 1's Medical
Administration Record (MAR) on December 31, 2025. This failure has the potential for Resident 1 to be at
risk of overdose or missed doses.Findings: A review of Resident 1's face sheet (contains demographic and
medical information) indicated Resident 1 was admitted to the facility on [DATE], with diagnoses which
included Idiopathic Pulmonary Fibrosis (IPF- a serious lung disease where the lungs scar and stiffen,
making it hard to breathe), and chronic respiratory failure with hypoxia (lungs aren't doing their job well
enough to keep your body supplied with oxygen and clear out waster (Carbon dioxide)). A review of
Resident 1's MAR for the month of December 2025 indicated multiple scheduled medications between 8:00
PM and 10:00 PM had no nursing signature or documentation to indicate that it was administered. The
medications that had missing signatures were as follows: 1. Losartan Potassium Oral Tablet 50 mg
(milligram - unit of measurement) - Give 1 tablet by mouth every 12 hours for hypertension (high blood
pressure). (Scheduled to be administered at 8:00 PM.)2. Atorvastatin Calcium Oral Tablet 80 mg - Give 1
tablet by mouth at bedtime for hyperlipidemia (high levels of fat in the blood). (Scheduled to be administered
at 9:00 PM.)3. Ezetimibe Oral Tablet 10 mg - Give 1 tablet by mouth at bedtime for hyperlipidemia.
(Scheduled to be administered at 9:00 PM.)4. Amlodipine Besylate Oral Tablet 5 mg - Give 1 tablet by
mouth every 12 hours for hypertension. (Scheduled to be administered at 9:00 PM.) 5. Carvedilol Oral
Tablet 25 mg - Give 1 tablet by mouth every 12 hours for hypertension. (Scheduled to be administered at
9:00 PM.) 6. Pro-Stat Oral Liquid - Give 30 mL (milliliter - unit of measurement) by mouth every 12 hours for
supplementation. (Scheduled to be administered at 9:00 PM.) 7. Ticagrelor Oral Tablet 90 mg - Give 1 tablet
by mouth every 12 hours for DVT (Deep Vein Thrombosis - formation of blood cloth) prophylaxis
(prevention). (Scheduled to be administered at 9:00 PM.) 8. Gabapentin Capsule 100 mg - Give 1 capsule
by mouth every 8 hours for neuropathic pain (chronic condition caused by damage or disease affecting the
somatosensory nervous system, resulting in abnormal sensations). (Scheduled to be administered at 9:00
PM.) 9. Pirfenidone Oral Tablet 801 mg, to be administered one tablet by mouth every 8 hours for
respiratory failure, at 6:00 AM, 2:00 PM, 10:00 PM. (Scheduled to be administered at 10:00 PM.) During a
concurrent telephone interview and record review with the Director of Nursing (DON), on January 20, 2026,
at 12:16 PM, the DON reviewed Resident 1's MAR for the month of December 2025 and confirmed there
was no documentation that Resident 1 received his scheduled dose for 8:00 PM to 10:00 PM medications
on December 31, 2025. During a telephone interview on January 20, 2026, at 1:29 PM, with the License
Vocational Nurse (LVN 1), LVN 1 stated he administered all of Resident 1's scheduled 8:00 PM to 10:00 PM
medications on December 31, 2025, but he forgot to document it on Resident 1's MAR. He
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acknowledged that he should have signed the MAR immediately after administering the medication rather
than waiting until the end of his shift. A review of the facility's undated policy and procedure titled, VIII.
Specific Medication Administration Procedure, indicated, After administration, return to cart and document
administration in Medication Administration Record (MAR) or Treatment Administration Record (TAR). A
review of the facility's policy and procedure titled, Medication Administration, revised on January 16, 2026,
indicated, .7. The Licensed nurse administering the medication must record such administration of
medication in the medication administration record. (EMAR).
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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure medication was administered in
accordance with the facility's policies and procedures (P&P) for one (1) of three (3) sampled residents
(Resident 1) when Resident 1 did not receive his medication, Pirfenidone (a medication for Idiopathic
Pulmonary Fibrosis (IPF- a serious lung disease where the lungs scar and stiffen, making it hard to
breathe), on three occasions, December 26, 2025 at 2:00 PM, December 27, 2025, at 2:00 PM, and
December 28, 2025, at 10:00 PM. This failure had the potential to place Resident 1 at risk for adverse effect
such as a return or worsening of idiopathic pulmonary fibrosis (IPF) symptoms, which includes shortness of
breath, extreme tiredness, and dry hacking cough.Findings: A review of Resident 1's face sheet (contains
demographic and medical information) indicated Resident 1 was admitted to the facility on [DATE], with
diagnoses which included IPF, and chronic respiratory failure (long-term condition where the lungs
gradually become unable to get enough oxygen into the blood or remove enough carbon dioxide) with
hypoxia (low levels of oxygen in the body). A review of Resident 1's physician's order, dated December 21,
2025, indicated Resident 1 had an order to receive Pirfenidone Oral Tablet 801 mg (milligram-unit of
measurement) one tablet by mouth every 8 hours, 6:00 AM, 2:00 PM, and 10:00 PM. A review of Resident
1's Medication Administration Record (MAR) for the month of December 2025, indicated Resident 1 did not
receive his medication, Pirfenidone, on three occasions, December 26, at 2:00 PM, December 27, at 2:00
PM, and December 28, at 10:00 PM. During a concurrent interview and record review on January 15, 2026,
at 2:24 PM, with License Vocational Nurse (LVN 1), LVN 1 reviewed Resident 1's MAR for the month of
December 2025 and stated he did not administer Resident 1's Pirfenidone on two occasions, December 26,
2025, at 2 PM, and December 27, 2025, at 2 PM. He further stated he did not find the medication in the
cart, and he did not check with the previous nurse to see if the medication was available. During an
interview on January 15, 2026, at 2:52 PM, with the Director of Nursing (DON), the DON stated her
expectation was for communication between nurses to take place during shift changes, which unfortunately
did not occur, leading to Resident 1 not receiving his medication as prescribed, an outcome that is deemed
unacceptable. She acknowledged that it was the facility's duty to guarantee that medications were
administered according to the prescribed orders. During a telephone interview on January 16, 2026, at 5:36
PM, with LVN 2, LVN 2 stated she did not administer Resident 1's Pirfenidone on December 28, 2025, at
10:00 PM because she was unable to locate the medication in the cart. A review of facility Policy and
Procedures (P&P) titled, Medication Administration, reviewed January 16, 2026, indicated, .Medications
must be administered in accordance with the written orders of the attending physician.
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