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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 Based on interview and record review the facility failed to administer medications as ordered, at
ordered times for 2 of 3 residents (R1, R3) reviewed for medication administration in the sample of
Residents Affected - Few 6.The findings include:1. On 5/27/26 at 11:42 AM, R1 said he can recall receiving his meds very late

last week. It was after 12PM when he finally got his morning medications. R1 said the nurse that was
working was not on time giving his meds. Review of R1's Physician Order Sheet (POS) shows an
order of: Valproic Acid Oral Capsule 250 mg (milligrams), Give 500 mg by mouth three times a day for
seizures Take 2 capsules (250 x2=500mg) to be given at 9AM, 1PM and 2100 (9PM); Clonazepam Oral
Tablet 0.5 mg, Give 0.5 mg by mouth two times a day for anxiety/ aggression to be given at 8AM and
4PM.Review of R1's Medication Administration Audit report shows that on 5/18/26, the morning dose
of Valproic Acid that was supposed to be given at 9AM was given to R1 at 12:42 PM (more than 3
hours late).R1's morning dose of Clonazepam that was supposed to be given at 8AM, was given to R1
at 12:44 PM (more than 4 hours late). 2. On 5/15/26 at 8:45 AM, R3 said he did not receive his morning
medications until approximately 1PM. R3 said he missed his lunch while waiting for his morning meds.
R3 said he refused his noon medications because they would have been given too close
together.Review of R1's POS shows an order for:Alprazolam 1 mg gives 1 tablet three times a day
(TID) for anxiety to be given at 8AM, 2PM and 8PM.Dicyclomine 10 mg 1 capsule TID for abdominal
discomfort cramping to be given at 8AM, 1PM and 6PM.Review of R1's Medication Administration
Audit report show:On 5/18/26, the morning dose of alprazolam that was supposed to be given at 8AM
was given at 12:58 PM (more than 4 hours late), the morning dose of dicyclomine that was supposed
to be given was given at 12:53 PM (more than 4 hours late).On 5/27/26 at 12:20 PM, V3 (Licensed
Practical Nurse-LPN) said she was an agency nurse, she worked last 5/18/26 day shift. V3 said she
cannot recall the specific events that day. V3 said meds should be given at the prescribed time as
ordered.On 5/27/26 at 10 AM, V6 Licensed Practical Nurse (LPN) said in this wing (100), residents
were when they received their meds. Residents should be administered their medications an hour
before or an hour after the scheduled time.The Facility Policy entitled Medication Administration

dated 10/2025 showed Medications are administered by Licensed nurses or other staff who are
legally authorized to do so in this state as ordered by the physicians and in accordance with
professional standards of practice in a manner to prevent contamination or infection. Administer
medications within 60 minutes (1 hour) prior to or after scheduled time unless otherwise ordered by
the physician.
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