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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 observation, interview, and record review, the facility failed to ensure medications were given at
the ordered time for 2 of 3 residents during morning medication pass, and signed as given on the Electronic
Residents Affected - Few Medication Administration Record (EMAR) for 1 of 3 residents reviewed for pharmaceutical services.

(Resident B, Resident C, Resident D) Finding includes: 1. On 2/9/26 at 10:58 a.m, QMA 2 (Qualified
Medication Aide) was observed preparing medications for Resident D. The following medications were
observed to be taken out of the packaging and put into a medication cup: aspirin (nonsteroidal
anti-inflammatory) 81 mg (milligram) ferrous sulfate ((mineral supplement) 325 mg QMA 2 was observed to
look for Resident D's Lasix (diuretic) 40 mg in the medication cart. LPN 3 came to the cart, and QMA 2 left
to go look for more of the medication. At 11:04 a.m., LPN 3 (Licensed Practical Nurse) indicated she had
already given Resident D her morning medications, and she would let QMA 2 know when she got back to
the cart. LPN 3 indicated she had been passing morning medications and had been called away to do other
things. The QMA 2 then took over. LPN 3 indicated she had not signed off on the EMAR for the medications
she gave that morning. The EMAR was red, indicating the medications had not been signed by LPN 3 as
given.2. On 2/9/26 at 11:10 a.m., QMA 2 was observed to prepare the following medications for Resident B:
clonazepam (anti-anxiety/anticonvulsant) 0.5 mg escitalopram oxalate (antidepressant) 10 mg escitalopram
oxalate (antidepressant) 20 mg glimepiride (antidiabetic) 1 mg tamsulosin HCI (alpha-blocker) 0.4 mg
metformin (antihyperglycemic agent) HCI 500 mg meclizine HCL (antiemetic/antivertigo) 25 mg On 2/9/26
at 11:39 a.m., QMA 2 was observed to prepare the following medications for Resident C:aspirin
(nonsteroidal anti-inflammatory) 81 mg Tylenol (analgesic/antipyretic) 325 mg (2) atenolol (beta-blocker) 25
mg citalopram hydrobromide (antidepressant) 10 mg celecoxib (nonsteroidal anti-inflammatory) 100 mg
docusate sodium (stool softener) 100 mg Refresh tears ophthalmic solution 1 drop in both eyes cranberry
capsule (dietary supplement) 500 mg The medications observed prepared for Resident B and Resident C
were scheduled on the EMAR for 8:00 a.m. On 2/9/26 at 12:37 p.m., the Director of Nursing provided the
current policy for administering medications with a revision date of December 2012. The policy included but
was not limited to: .Medications must be administered in accordance with the orders, including any required
time frame. Medications must be administered within one (1) hour before or after their prescribed time,
unless otherwise specified (for example, before and after meal orders) .The individual administering the
medication must initial the resident's MAR (Medication Administration Record) on the appropriate line after
giving each medication and before administering the next ones .This citation relates to Intake 2693241.
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