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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 record reviews and interviews, it was determined that the facility failed to ensure accurate
dispensing and administration of medications. This was evident for 1 (Resident #5) of 1 resident reviewed for
Residents Affected - Few pain management.The findings include:On 10/27/25 at 10:32 AM, a review of the allegations related to

complaint #2598971 indicated that Resident #5 was not getting the pain medication ordered for comfort care.
A review of Resident #5's progress notes was conducted on 10/27/25 at 10:45 AM. A progress note with an
effective date of 8/14/25 at 10:37 AM, indicated a verbal order from the physician to administer 5 ml of
Morphine every 3 hours for pain and to discontinue all other medications. On 10/28/25 at 9:28 AM a review
of Resident #5's narcotic count sheet was conducted with the Director of Nursing (DON). The review
revealed that the morphine solution 10mg/5ml was delivered on 8/15/25. Further review of the narcotic count
sheet revealed that the nursing staff had initially used the morphine solution with a stock dose of 10mg/5ml
and pulled 0.25ml for each administration from 8/15/25 through 8/24/25, for a total of 22 times by different
nurses. The 22 doses documented on Resident #5's narcotic count sheet were compared to the electronic
medication administration record (eMAR) on 10/28/25 at 9:59 AM. There were no documentations to indicate
that the medication was administered 5 out of the 22 times it was pulled from the stock solution. All 5 entries
(on 8/15/25 at 2PM; 8/17/25 at 2:30PM; and 8/22/25 at 8:30AM, 2:20PM, and 8PM) in the narcotic count
sheet were documented by a licensed practical nurse (LPN #5).The findings were discussed with the
Director of Nursing (DON) on 10/28/25 at 10:20 AM. The DON indicated that she would review Resident
#65's medical records.In a subsequent interview with the DON on 10/29/25 at 11:32 AM, she confirmed that
LPN #5 had no documentation to indicate that she had administered the medication on the dates stated
above. She also reported that LPN #5 was an agency nurse and had reached out to the agency for
clarification but had not gotten a response. Until then, LPN #5 was placed on a list of agency staff that were
not allowed to come back to work in the facility.On 10/29/25 at 1:03 PM, the concern was discussed with the
DON that the facility had failed to ensure accurate dispensing and administration of medications. The DON
verbalized understanding and acknowledged the concern.
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F 0760 Ensure that residents are free from significant medication errors.

Level of Harm - Minimal harm or Based on record reviews and interviews, it was determined that the facility failed to ensure residents are free

potential for actual harm from significant medication errors. This was evident for 1 (Resident #5) of 1 resident reviewed for pain
management.The findings include:On 10/27/25 at 10:32 AM, a review of the allegations related to complaint

Residents Affected - Few #2598971 indicated that Resident #5 was in comfort care. However, the pain medication used was

ineffective and the resident was complaining of pain and discomfort.A review of Resident #5's progress notes
was conducted on 10/27/25 at 10:45 AM. A progress note with an effective date of 8/14/25 at 10:37 AM
indicated that the resident was to receive 5 ml of Morphine every 3 hours for pain from a verbal order from
the physician. The next progress note with an effective date of 8/14/25 at 10:54 AM indicated that the order
for Morphine was checked and read back to the physician 3 times by the Registered Nurse (RN #3). The
next progress note was created by RN #4 with an effective date of 8/14/25 at 10:31 PM, that indicated that
the Morphine order was not delivered, and a new order was entered after discussion with the physician to
use the morphine available in the facility.A review of Resident #5's medical order on 10/27/25 at 11:51 AM
confirmed that the initial order for morphine was 10mg/5ml with instructions to administer 5ml by mouth every
3 hours for pain. This order had a start date on 8/14/25 at 12 PM and was discontinued on 8/14/25 at 10:30
PM. The next order for morphine was 100mg/ml with instructions to administer 0.25ml every 3 hours as
needed for pain. This order was started on 8/14/25 at 10:22 PM.On 10/28/25 at 9:28 AM a review of
Resident #5's narcotic count sheets were conducted with the Director of Nursing (DON). The review revealed
that both solutions (10mg/5ml and 100mg/ml) of morphine were delivered on 8/15/25. Further review of the
narcotic count sheets revealed that the nursing staff had initially used the morphine solution with a stock
dose of 10mg/5ml and pulled 0.25ml for each administration from 8/15/25 through 8/24/25, for a total of 22
times by different nurses. The DON reported that this solution of morphine should not have been delivered
by the pharmacy since the order had been discontinued already and indicated that the nursing staff should
have used the 100mg/ml solution initially. The DON confirmed during this review that Resident #5 had
received the wrong dose of the medication.On 10/29/25 at 1:03 PM, the concern was discussed with the
DON that the facility had failed to keep Resident #5 free from significant medication errors. The DON
verbalized understanding and acknowledged the concern.
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