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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 39130

Residents Affected - Few Based on observation, interview, and record review, the facility failed to ensure a resident received only the
medications ordered by a physician and that medications were properly labeled for 1 of 3 residents reviewed
for pharmacy services. A resident was self-administering an antacid medication without the medication being
properly labeled or ordered by a physician. (Resident D)

Finding includes:

During an interview and observation on 3/4/25 at 10:30 A.M., Resident D was sitting in a reclining chair in her
room. A clear plastic cup was approximately two-thirds full of multi-colored tablets. The cup contained no
labels or information that indicated what the contents of the cup were. Resident D indicated that her stomach
had been bothering her and that the Tums (motioned towards the cup of tablets)(calcium carbonate
medications) had not helped. Resident D was holding a sheet of paper and indicated that a nurse had just
brought her the results of a scan completed the previous day.

During record review on 3/4/25 at 2:00 P.M., Resident D's diagnoses included but were not limited to
dysphagia, gastro-esophageal reflux disease, congestive heart failure, and type Il diabetes.

Resident D's most recent quarterly minimum data set (MDS) assessment, dated 2/15/25, indicated the
resident had no cognitive impairment.

Resident D's physician orders did not contain an order for any calcium carbonate medications. Resident D
did have an order to administer insulin per self and keep insulin and accu-check supplies at bedside (ordered
1/16/25).

A self administration of medications assessment, dated 1/20/25, indicated Resident D was capable of
self-administering medications.

Resident D's nurse's progress notes indicated the following:
3/4/25 at 8:00 A.M. - Yesterday's (3/3/25) Doppler results were negative. Resident aware of results.

3/4/25 at 9:00 A.M. - Resident D was in a pleasant mood with no complaints. Resident watching television in
recliner.

(continued on next page)
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F 0755 During an interview on 3/4/25 at 2:45 P.M., LPN 6 indicated Resident could keep insulin and accu-check
supplies at bedside but did not have an order to self-administer any other medications and that the resident
Level of Harm - Minimal harm or did not have a physician's order for Tums. LPN 6 indicated Resident D's family had likely brought the
potential for actual harm medication in without informing nursing staff.

Residents Affected - Few On 3/4/25 at 3:10 P.M., the Assistant Director of Nursing (ADON) supplied a facility policy titled, Resident
Self-Administration of Medication, dated 5/30/23. The policy included, .7. All nurses and aides are required to
report to the charge nurse on duty any medication found at the bedside not authorized for bedside storage.
Unauthorized medications are given to the charge nurse for return to the family or responsible party .

This citation relates to complaint INO0454320.
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