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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility policy review and staff interviews, the facility failed to ensure medications 
available for administration as ordered for 1 of 3 residents (Resident #3). Resident #3 missed a total of four 
doses of medications due to two medications not be available in the facility. The facility reported a census of 
105 residents. Findings include: Review of the Minimum Data Set (MDS) assessment, dated 11/05/25, 
revealed Resident #3 admitted to the facility on [DATE] and had a Brief Interview for Mental Status (BIMS) 
score of 15 out of 15, which indicated intact cognition. The list of diagnoses included lung transplant status 
and adult failure to thrive. Review of the Care Plan, initiated on 10/30/25, revealed a Focus area for Resident 
#3 admission after hospitalization for adult failure to thrive, severe protein calorie malnutrition, and bilateral 
lung transplant requiring continued antirejection medications. The intervention instructed staff to administer 
antirejection medications per doctor orders. Review of the Medications Administration History, dated 
between 10/29/25 and 11/21/25, revealed the following medication orders: Azathioprine 50 milligram (mg) 
tablet to be administered daily at bedtime. Start date: 10/29/25 for diagnosis of lung transplant status. 
Tacrolimus 2mg capsule to be administered twice per day. Start date: 10/29/25 for a diagnosis of lung 
transplant status. Tacrolimus 0.5mg capsule to be given with the 2mg dose, to equal 2.5mg, every evening. 
Start date: 10/29/25 for a diagnosis of lung transplant status. Review of the Medications Administration 
History, dated between 10/29/25 and 11/21/25, revealed the following medication doses coded as, Not 
Administered: Drug/Item unavailable: On 11/12/25 at 7:13 PM, Azathioprine 50mg tablet coded as Not 
Administered: Drug/Item unavailable. On 11/13/25 at 7:54 PM, Azathioprine 50mg tablet coded as Not 
Administered: Drug/Item unavailable.On 11/13/25 at 7:54 PM, Tacrolimus 2mg capsule coded as Not 
Administered: Drug/Item unavailable. On 11/14/25 at 7:57 PM, Tacrolimus 2mg capsule coded as Not 
Administered: Drug/Item unavailable. Review of a nursing progress note, dated 11/12/25 at 1:23 PM, 
documented that the nurse called and spoke with [name redacted] at [facility redacted] lung transplant 
coordinator. The order for Tacrolimus is to be 2mg in the AM and 2.5mg in the PM. [Name redacted] stated 
to continue this order. Resident #3 will have labs done Monday. Review of a provider visit note, dated 
11/13/25 at 10:40 AM, documented that Resident #3's Tacrolimus dosing was verified per [facility redacted] 
lung transplant coordinator. The provider documented that the plan for lung transplant status included 
continuing the immunosuppression regimen of Tacrolimus and Azathioprine. Review of Resident #3's 
Electronic Health Records (EHR), dated between 11/12/25 and 11/20/25, lacked documentation of attempts 
to obtain the unavailable medications and lacked documentation of physician notification to report that 
medications were not administered as ordered. Review of a Late Entry nursing note, recorded on 11/21/25 at 
3:08 PM, dated for 11/14/25 at 3:06 PM, revealed that the nurse was alerted by medication aide that 
Resident #3's Tacrolimus 1mg is not available. This nurse called the pharmacy and spoke with the 
pharmacist who stated that he will have medication sent from a local pharmacy STAT (immediately) so that 
resident will not miss another dose. Review of a Late Entry nursing note, recorded on 12/04/25 at 3:47 PM, 
dated for 11/21/25 at 3:17 PM, revealed that the Assistant Director of Nursing (ADON) called the liver 
transplant team and talked with the doctor. The doctor was informed that the resident missed two doses of 
tacrolimus. The doctor reviewed the resident's labs from her previous visit and no new orders were received 
at this time. Review of pharmacy delivery requisitions revealed the following dates and amounts of 
Azathioprine and Tacrolimus delivered to the facility for Resident #3: 1. On 10/29/25:Azathioprine 50 mg 
tablets, 14 tablets delivered and received (14 day supply). Tacrolimus 0.5mg capsules, 14 capsules 
delivered and received (14 day supply). Tacrolimus 1mg capsules, 56 capsules delivered and received (14 
day supply). 2. On 11/10/25: Tacrolimus 0.5mg capsules, 14 capsules delivered and received. 3. On 
11/13/25: Azathioprine 50mg tablets, 14 tablets delivered and received.4. On 11/14/25: Tacrolimus 1mg 
capsules, 56 capsules delivered and received.5. On 11/20/25: Tacrolimus 0.5mg capsules, 14 capsules 
delivered and received. During an interview on 12/30/25 at 9:45 AM, Staff B, Registered Nurse (RN), 
confirmed having worked the morning (6:00 AM to 2:00 PM) shift on 11/14/25 and recalled that the 
Medication Aide reported being unable to locate Resident #3's Tacrolimus medication. Staff B stated that she 
looked at Resident #3's medication records and identified that the Tacrolimus had not been administered the 
previous evening (11/13/25), then called the pharmacy for a STAT delivery of the medication to be given for 
11/14/25 evening dose. Staff B reported that the pharmacy told her the medication would be delivered from a 
local pharmacy and passed this information on to the evening shift nurse during the shift change report. Staff 
B stated that typically communication with the pharmacy for a STAT medication delivery would be 
documented in the nurses notes. During an interview on 12/30/25 at 9:15 AM, Staff A, RN confirmed having 
worked the evening (2:00 PM to 10:00 PM) shift on both 11/12/25 and 11/14/25. Staff A recalled that 
Resident #3's evening dose of Tacrolimus was not available to administer. Staff A stated that nursing staff 
called the pharmacy and were told that the pharmacy would send the pills, but then didn't show up. Staff A 
denied personally having tried to call the pharmacy when Resident #3 had unavailable medications, or called 
the pharmacy to follow up when medications were not delivered. Staff A unable to recall if physician was 
notified on these occasions related to omission of antirejection medications but did recall notification to 
Resident #3During an interview on 12/30/25 at 10:20 AM, Staff C, Certified Medication Assistant (CMA), 
confirmed having worked on 11/14/25 and recalled that Resident #3 did not have the evening dose of 
Tacrolimus. Staff C stated that she notified Staff A that the medication was missing from the medication cart, 
and was told that Resident #3 needed that medication, it was important and should have been filled. During 
an interview on 12/30/25 at 11:00 AM, Staff D, Licensed Practical Nurse (LPN) reported that the facility 
recently provided nursing staff with inservice education on what to do if a resident does not have medication 
available. Staff D informed that nursing staff are expected to call the pharmacy to see if they can bring it in 
and to document everything before charting unavailable.During an interview on 12/30/25 at 1:44 PM, Staff E, 
Pharmacist, stated that judging from when medication for Resident #3 was sent out on 10/29/25, the 14 day 
supply should have been up on 11/12/25, so the facility would need to re-order the medications to be refilled 
before they could be delivered. Staff E identified that the facility only reordered the Tacrolimus 0.5mg 
capsules on 11/10/25, but had not reordered the Tacrolimus 1mg capsules and stated that the pharmacy 
could only dispense what refills were requested by the facility. Staff E confirmed that the facility sent request 
for a STAT delivery of Resident #3's Tacrolimus 1mg capsules on 11/14/25, but was unable to provide 
documentation of medication delivery confirmation on 11/14/25. Staff E denied having additional 
communication from the facility on 11/14/25 to notify that medication was not delivered.During an interview 
on 12/30/25 at 2:50 PM, the Director of Nursing (DON), stated that she was notified on 11/21/25 that 
Resident #3 had missed 2 doses of her Tacrolimus and then the ADON called the lung transplant clinic to 
report this. The DON reported that she called the pharmacy to determine why Resident #3's medication was 
not delivered on 11/14/25 and was informed that there had been a mistake with the courier service. The 
DON revealed an expectation of facility nurses to keep calling the pharmacy or notify leadership nurses if a 
medication was not delivered. The DON stated that an inservice education was provided to all nurses and 
medication aides on medication ordering and delivery. The DON reported that omission of medication at 
scheduled times would be considered a medication error and the expectation for a medication error would be 
for nurses to notify the physician, the resident's responsible party, and document the incident. Review of the 
facility provided medication error report, completed by DON, dated 11/21/25, revealed that Resident #3 had 
an order for Tacrolimus 2mg every AM and 2.5mg every PM and described the error as medication not 
delivered by back up, missed 2 doses, and 11/14/25 PM dose was late. The report noted that the pharmacy 
did not order medication pick up in their system. The corrective action taken included education to nurses 
and measures taken to prevent in the future listed education and monitoring.Review of the facility in-service 
education for the nursing department related to medications, dated 11/21/25, instructed for nurses to follow: 
Unavailable Medications: When medication is unavailable, CMAs are to alert the nurse, never mark 
unavailable. The nurse is to go to the Stat Safe and try to pull the medication. If the medication is not in the 
Stat Safe the nurse is to call the pharmacy. The pharmacy can send it from a backup pharmacy. If the 
pharmacy sends it from back up and it does not come within 2 hours, call the pharmacy again. Notify the 
provider of missed doses and the POA/residents. CMAs, if you give the last dose of a medication, let the 
nurse know so that the nurse can call the pharmacy and get it sent before the next dose is due. Try to call 
after hours to see if they can still arrange for a back up pharmacy delivery. Review of the facility policy titled, 
Medication Administration, revised February 2004, revealed the Objective Statement is to provide the 
resident with those medications deemed necessary by the physician to improve and/or stabilize specified 
diagnosis of the resident. The Section: Procedures listed: #7. In the event that a medication cannot be given, 
the reason must be documented in the Nurses Medication Notes on the Medication Administration Record 
(MAR), and the time frame circled on the MAR.
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