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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** Based on
observation, interview, and record review the facility failed to administer and accurately document
Residents Affected - Few administering a lidocaine patch. This applies to 1 of 3 residents (R1) reviewed for medication

administration in the sample of 5. The findings include: R1's Order Summary Report dated 4/14/26
shows R1 has an active order for lidocaine external patch 4 % (percent) (Lidocaine) with instructions
to apply to the lower back topically one time per day for low back pain. R1's Medication
Administration Record (MAR) for March 2026 shows R1's lidocaine patch was administered every day
for March except for 3/10/26 and 3/27/26 when R1 refused. R1's MAR for April 2026 shows R1's
lidocaine patch was administered every day from 4/2/26 to 4/14/26 and refused the patch on 4/1/26.
R1's April and March MAR show R1's pain was well managed. R1's Minimum Data Set, dated [DATE]
shows R1 is cognitively intact. On 4/14/26 at 12:15 PM, R1 was lying in bed with her needs met and
no noticeable pain. R1 said she cannot recall the exact timeframe, but approximately between the end
of March and beginning of April, R1 was not administered R1's lidocaine patch for between four days
and one week. When R1 told staff that R1 had not been administered R1's lidocaine patch, R1 said
staff told R1 well, why didn't you tell us? R1 could not recall who told R1 this information. On 4/14/26
at 3:12 PM, V4 (Registered Nurse- RN) said V4 cares for R1 9 out of 14 days every two weeks. V4
said a few weeks ago, there were some days that R1 had refused to accept the administration of R1's
lidocaine patch. V4 also said there were at least two days during that time where V4 had not realized
R1 got out of bed and was not administered R1's lidocaine patch. The specific dates were not known,
but V4 was pretty confident there were a few days that R1's patches were not administered at all. V4
said if the patch was not administered, it should not have been signed on the MAR as having been
administered. On 4/14/26 at 2:26 PM, V2 (Director of Nursing) said when R1 would refuse the
lidocaine patch, staff would not reattempt applying R1's lidocaine patch.Facility Medication
Administration policy dated 10/25/14 states, Medications are administered as prescribed in
accordance with good nursing principles and practices and only by persons legally authorized to do
SO.
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