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F 0755 Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a
licensed pharmacist.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36471

Residents Affected - Few Based on interview and record review, the facility failed to ensure the inhaler (handheld devices that deliver
medicine through the mouth into the lungs) medication ordered by the physician was available for
administration for one of three sampled residents (Resident 1).

This failure had the potential for adverse health outcomes.
Findings:

Resident 1 was admitted to the facility on [DATE] with diagnoses that include Chronic Obstructive Pulmonary
Disease (COPD- a lung disease that makes it hard to breathe) per the Admission Record.

A review of Resident 1's medical record was conducted. Per the Order Summary dated 6/28/24, Resident 1
was to receive the inhaler medication, one puff orally once a day for COPD.

Per the Medication Administration Record from 6/28/24 through 7/8/24, Resident 1's medication was
unavailable for eight days.

On 10/2/24 at 1:10 P.M., a joint interview and record review was conducted with Licensed Nurse (LN) 1. LN

1 stated Resident 1 had an order to receive the inhaler medication daily, but the medication was unavailable.
LN 1 further stated that she had called the pharmacy and was told that authorization (approval) was needed
to deliver the medicine.

On 10/2/24 at 1:22 P.M., a joint interview and record review was conducted with the Director of Nursing
(DON). The DON stated she could not explain what happened to the authorization and needed to
investigate. The DON stated Resident 1 did not receive the inhaler medication as the physician had ordered
for eight days and should

have.

The facility could not provide a policy and procedure related to medication dispensing.
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