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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.

Based on observation, record review, and interview, the facility failed to ensure a physician ordered 
medication was administered and documented appropriately for 1 of 3 residents reviewed for quality of care. 
(Resident B)

Findings include:

During an interview on 6/9/25 at 1:35 p.m., Resident B indicated he had not received his nicotine patch 3-4 
days last week and then again today. During the interview with Resident B, QMA 3 entered the room with his 
pain medication and indicated she had not applied his nicotine patch this morning because he had been in 
therapy.

During a follow-up interview on 6/9/25 at 2:20 p.m., Resident B indicated QMA 3 had returned to his room, 
around 1:40 p.m., shortly after the initial interview and applied his nicotine patch.

The clinical record for Resident B was reviewed on 6/9/25 at 12:21 p.m. Diagnoses included displaced right 
hip fracture with routine healing following surgical intervention, chronic obstructive pulmonary disease, and 
adjustment disorder with depressed mood.

Current signed physician's orders for the resident included, Nicotine patch 21 mg (milligram)/24 hours, apply 
one patch daily between 7:00 a.m. and 11:00 a.m. Special instructions indicated to remove old patch before 
applying a new one and to rotate administration sites. The order was dated 5/30/25. 

A Proof of Delivery record, dated 4/30/25 to 6/9/25, for Resident B included Nicotine 21 mg/24 hour patch, 
shipped 30 patches on 5/30/25 and received 5/31/25 at 3:32 a.m. 

A review of the residents electronic medication administration record (eMAR) indicated the nicotine patch 
had been administered daily per physician's order, beginning on 5/31/25. An administration history record, 
provided by the DON on 6/9/25 at 3:14 p.m., indicated the nicotine patch had been administered on 6/9/25 at 
10:44 a.m. by QMA 3, not the actual administration time of 1:40 p.m.

A medication count for Resident B's nicotine patches was completed with QMA 6 on 6/9/25 at 2:05 p.m. 
QMA 6 indicated there were 23 patches remaining in the medication sleeve. The count according to the 
eMAR and administration history record, should have been 20 patches remaining in the medication sleeve. 
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During a telephone interview on 6/10/25 at 4:01 p.m., QMA 3 indicated she had administered Resident B's 
medications at 10:44 a.m., but had forgotten to open the nicotine patch to place on the resident. When she 
returned to the resident's room, he had gone to therapy and she forgot about it until later in the day. It had 
been documented as given because she had intended to apply the patch at the time. She realized the 
medication should not be documented as given until it was administered. The eMAR for the administrations 
from the previous week was documented accurately and she had provided the patch to the resident. She had 
no knowledge of the patch not being administered as ordered.

During an interview on 6/10/25 at 3:14 p.m., the DON indicated the patch had been pulled from the 
medication cart with the oral medications on 6/9/25 and had not been administered with his oral medications 
because he had gone to therapy. She must have forgotten and applied it after 1:00 p.m. and marked it as 
administered at 10:44 a.m. They prefer staff mark as administered following administration of the 
medications. She had interviewed the previous week's nursing staff who had documented administering the 
nicotine patch, and all had indicated they had administered the patch. She could not explain why there were 
three patches that were unaccounted as being administered remaining in the medication cart.

A current facility policy, revised 6/30/23, titled, General Dose Preparation and Medication Administration, 
provided by the Administrator on 6/9/25 at 3:26 p.m., included the following: Procedure 7. After medication 
administration, the community should: 7.1 Document necessary medication 
administration/assistance/observation/treatment information (e.g., when medications are opened, when 
medications are give, injection site of a medication, if medications are refused, PRN medications, application 
sight) on appropriate forms or electronic medication records.

This citation relates to Complaint IN00460788.
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