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Pacific Palms Healthcare 1020 Termino Avenue
Long Beach, CA 90804

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 
observation, interview and record review, the facility failed to provide one of four sampled residents 
(Resident 1) medication as ordered by his physician when Resident 1 did not receive Refresh Liquigel 
Ophthalmic Gel 1 % (a thick, gel-like eye drop solution, often called artificial tears) in both eyes at bedtime 
for dry eyes.This deficient practice resulted in Resident 1 not receiving Refresh Liquigel Ophthalmic Gel 1 % 
as ordered and had the potential for Resident 1 to experience dry eyes.Findings:During a review of Resident 
1's admission Record (Face Sheet), the Face Sheet indicated Resident 1 was admitted to the facility on 
[DATE] with diagnoses including paraplegia (loss of movement and/or sensation, to some degree, of the 
legs).During a review of Resident 1's Minimum Data Set ([MDS] a resident assessment tool) dated 
12/4/2025, the MDS indicated Resident 1's cognition (ability to think and reason) was intact required 
substantial/ maximal assistance (helper does less than half the effort) from staff to complete his activities of 
daily living ([ADLs] activities such as bathing, dressing and toileting a person performs daily).During a review 
of Resident 1's Order Summary Report (Physician Order's) dated 12/18/2025, Resident 1 was to receive 
Refresh Liquigel Ophthalmic Gel 1 % one application in both eyes at bedtime for dry eyes, ordered on 
12/18/2025. During an interview on 12/30/2025 at 10:56 a.m., Resident 1 stated he has not been receiving 
the eye drops at night that were ordered by his physician.During a concurrent observation and interview on 
12/30/2025 at 11:57 a.m. with Licensed Vocational Nurse (LVN) 1, of the East 2 Station medication cart, LVN 
1 stated there were no Refresh eye drops in the medication cart for Resident 1 and would need to follow up 
with the supervisor.During a concurrent observation and interview on 12/30/2025 at 12:21 p.m. and 
subsequent interview on 12/30/2025 at 2:36 p.m., with Registered Nurse (RN) 1, of the facility's House 
Supply closet (a locked storage area where a collection of over-the-counter medications [any 
non-prescription medicine] are kept in the facility) RN 1 stated there was no Refresh drops in the House 
Supply closet. RN 1 stated she could not find any pharmacy delivery receipts of the Refresh drops for 
Resident 1 indicating the Refresh drops were delivered to the facility. RN 1 stated there should have been a 
follow up regarding Resident 1's Refresh eye drops to see why it was not delivered to facility. RN 1 stated if 
Resident 1 does not receive the prescribed eye drops then Resident 1's eye dryness will remain untreated.
During an interview on 12/30/2025 at 1:07 p.m., the Pharmacist confirmed Resident 1's order for the Refresh 
eye drops was processed today (12/30/2025). The Pharmacist stated if the medication is an over-the-counter 
medication, the Pharmacy will not provide it, unless it was specifically requested by the facility. The 
Pharmacist stated there was no documentation that the facility called regarding the Refresh eye drops.
During a review of the facility's policy and procedure (P&P) titled Pharmacy Services, dated 4/2019, the P&P 
indicated residents have sufficient supply of their prescribed medications and receive medications (routine, 
emergency or as needed) in a timely manner. The P&P indicated nursing staff should communicate 
prescriber orders to the pharmacy and are responsible for contacting the pharmacy if a resident's medication 
is not available for administration.
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