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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide pharmaceutical services to meet the needs of each 
resident when staff did not ensure physicians' orders and pharmacy dosage directions matched resulting in 
staff administering incorrect dosages of Paxlovid (oral antiviral medication used to treat coronavirus disease 
2019 (COVID-19) disease (an infectious disease caused by the SARS-CoV-2 virus)) to four residents 
(Resident #1, Resident #2, Resident #3 and Resident #4) out of 9 sampled residents. The facility census was 
55.Review of the facility's policy titled Medication Orders, revised 11/2014, showed the following:-The 
purpose of the procedure was to establish uniform guidelines in the receiving and recording of medication 
orders;-When recording orders for medication, specify the type, route, dosage, frequency and strength of the 
medication ordered. A placebo is considered a medication and must also have specific orders.Review of the 
facility's policy titled Telephone Orders, revised 02/2014, showed the following:-Verbal telephone orders may 
be accepted from each resident's attending physician;-Verbal telephone orders may only be received by 
licensed personnel. Orders must be reduced to writing, by the person receiving the order, and recorded in 
the resident's medical record;-The entry must contain the instructions from the physician, date, time, and the 
signature and title of the person transcribing the information. Review of the facility's policy titled Verbal 
Orders, revised 02/2014, showed the following:-Verbal orders will always be based on verbal exchange with 
the prescribing practitioner or on approved written protocols;-Only authorized, licensed practitioners, or 
individuals authorized to take verbal orders from practitioners, shall be allowed to write orders in the medical 
record;-If a treatment, test, or another intervention is included in a written protocol that has been reviewed 
and approved by the Medical Director, then a verbal order may be written for a situation that is covered by 
the protocol. Otherwise, a verbal order will not be written that is not based on a conversation with the 
practitioner.Review of the facility's policy titled Administering Medications, revised 12/2012, showed the 
following:-Medications shall be administered in a safe and timely manner, and as prescribed;-The Director of 
Nursing Services will supervise and direct all nursing personnel who administer medications and/or have 
related functions;-Medications must be administered in accordance with the orders, including any required 
time frame;-If a dosage is believed to be inappropriate or excessive for a resident, or a medication has been 
identified as having potential adverse consequences for the resident or is suspected of being associated with 
adverse consequences, the person preparing or administering the medication shall contact the resident's 
attending physician or the facility's medical director to discuss the concerns;-The individual administering the 
medication must check the label three times to verify the right resident, right medication, right dosage, right 
time and right method (route) of administration before giving the medicationReview of the Paxlovid 
prescribing information, revised 07/2025, showed the following:-Paxlovid is indicated for the treatment of 
mild-to-moderate coronavirus disease 2019 (COVID-19) in adults who are at high risk for progression to 
severe COVID-19, including hospitalization or death;-The 5-day treatment course of Paxlovid should be 
initiated as soon as possible after a diagnosis of COVID-19 has been made, and within 5 days of symptom 
onset even if baseline COVID-19 symptoms are mild. Should a patient require hospitalization due to severe 
or critical COVID-19 after starting treatment with Paxlovid, the patient should complete the full 5-day 
treatment course per the healthcare provider's discretion;-If the patient misses a dose of Paxlovid within 8 
hours of the time it is usually taken, the patient should take it as soon as possible and resume the normal 
dosing schedule. If the patient misses a dose by more than 8 hours, the patient should not take the missed 
dose and instead take the next dose at the regularly scheduled time. The patient should not double the dose 
to make up for a missed dose;-The recommended dosage for Paxlovid is 300 milligrams (mg) nirmatrelvir 
(two 150 mg tablets) with 100 mg ritonavir (one 100 mg tablet) with all 3 tablets taken together orally twice 
daily in the morning and at bedtime for 5 days.1. Review of Resident #1's face sheet (a document that gives 
a patient's information at a quick glance) showed the following:-admission date of 04/26/24;-Diagnoses 
included COVID-19 and contact with and/or (suspected) exposure to COVID-19.Review of the resident's 
care plan, revised 08/22/25, showed the following:-He/she remained at risk for COVID-19 and its multiple 
variances;-He/she tested positive for COVID-19 on 08/13/25;-Administer his/her medications as 
ordered;-Monitor him/her for side effects.Review of the resident's quarterly Minimum Data Set (MDS - a 
federally mandated comprehensive assessment instrument completed by facility staff), dated 07/11/25, 
showed the resident was cognitively intact.Review of the resident's August 2025 Physician's Order Sheet 
(POS) showed an order, dated 08/14/25, for Paxlovid (nirmatrelvir-ritonavir) tablets dose pack, 300 mg (150 
mg x 2) - 100 mg. (Dose pack instructions state medication should be administered twice daily.) Review of 
the resident's August 2025 Medication Administration Record (MAR) showed the following:-On 08/15/25, 
Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/16/25, Paxlovid administered 
once daily between 6:00 A.M. and 10:00 A.M.;-On 08/17/25, Paxlovid administered once daily between 6:00 
A.M. and 10:00 A.M.;-On 08/18/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 
08/19/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.Review of the resident's 
August 2025 POS showed an order, dated 08/28/25, for Paxlovid tablets dose pack (300 mg (150 mg x 2) - 
100 mg), give 2 x 150 mg = 300 mg with 100 mg tablets twice daily for five days for COVID-19.Review of the 
resident's August 2025 MAR showed on 08/28/25, staff did not administer Paxlovid to the resident. Review of 
the resident's nurses' progress notes, dated 08/01/25 through 08/28/25, showed staff did not document 
related to the resident's Paxlovid not given per physician's order or pharmacy recommendation, contact with 
the physician related to the Paxlovid not given per physician's order or pharmacy recommendation, or 
notification of the resident or resident's responsible party related to the Paxlovid not given per physician's 
orders or pharmacy recommendation.During an interview on 08/28/25, at 12:40 P.M., Licensed Practical 
Nurse (LPN) A said the following:-The resident was originally placed on a generic order per the Infection 
Preventionist (IP) and the order was supposed to be changed when the pharmacy delivered the medication 
to the dose pack instructions;-The resident received the medication once daily from 08/15/25 through 
08/19/25, but was supposed to receive the medication twice daily;-The resident had five doses left after the 
initial five doses were given;-A certified medication technician (CMT) noticed this and informed him/her. 
He/she (the LPN) put a new order in the resident's medical record. He/she was not instructed to do this but 
assumed the resident would need to complete the course of the medication;-He/she notified the IP, and the 
IP gave no other direction to him/her;-He/she did not contact the physician, but should have to get direction 
from the physician;-He/she did not notify the resident or their responsible party;-The resident did not receive 
the medication per the dose pack instructions.During an interview on 08/28/25, at 2:55 P.M., the IP said the 
resident did not receive his/her Paxlovid per the physician orders or at a therapeutic dose.During an 
interview on 08/28/25, at 3:35 P.M., the Director of Nursing (DON) said the resident did not receive his/her 
Paxlovid per the physician orders or at a therapeutic dose.During an interview on 08/28/25, at 3:35 P.M., the 
Administrator said the following:-The resident did not receive his/her Paxlovid per physician orders or at a 
therapeutic level;-The charge nurse should have notified the physician, resident or resident's responsible 
party, and the DON and documented this in the resident's nurses' progress notes.2. Review of Resident #2's 
face sheet showed the following:-admission date of 03/22/23;-Diagnoses included COVID-19 and contact 
with and/or (suspected) exposure to COVID-19. Review of the resident's care plan, revised 08/15/25, 
showed the following:-He/she tested positive for COVID-19 on 08/14/25;-Administer his/her medications as 
ordered;-Monitor him/her for side effects.Review of the resident's quarterly MDS, dated [DATE], showed the 
resident had had mild cognitive impairment.Review of the resident's August 2025 POS showed an order, 
dated 08/14/25, for Paxlovid tablets dose pack, 300 mg (150 mg x 2) - 100 mg. Administer per pack dosing, 
orally, once daily. (Dose pack instructions state medication should be administered twice daily.)Review of the 
resident's August 2025 MAR showed the following:-On 08/15/25, Paxlovid administered once daily between 
6:00 A.M. and 10:00 A.M.;-On 08/16/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.
;-On 08/17/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/18/25, Paxlovid 
administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/19/25, Paxlovid administered once daily 
between 6:00 A.M. and 10:00 A.M.;Review of the resident's August 2025 POS showed an order, dated 
08/24/25, for Paxlovid tablets, dose pack; 150 mg (6) - 100 mg (5), give 1 tablet 150 mg and 1 tablet 100 mg 
tablets by mouth twice daily for five days for COVID-19. Review of the resident's MAR, dated 08/2025, 
showed the following:-On 08/24/25, Paxlovid administered once between 2:00 P.M. and 6:00 P.M.;-On 
08/25/25, Paxlovid administered once between 6:00 A.M. and 10:00 A.M. and once between 2:00 P.M. and 
6:00 P.M.;-On 08/26/25, Paxlovid administered once between 6:00 A.M. and 10:00 A.M. The P.M. dose was 
marked drug/item unavailable;-On 08/27/25, staff marked the drug/item unavailable for A.M. and P.M. 
doses;-On 08/28/25, staff marked the drug/item unavailable for the A.M. dose.Review of the resident's 
nurse's progress notes, dated 08/01/25 through 08/28/25, showed staff did not document related to the 
resident's Paxlovid not given per physician's order or pharmacy recommendation, contact with the physician 
related to the Paxlovid not given per physician's order or pharmacy recommendation or notification of the 
resident or resident's responsible party related to the Paxlovid not given per physician's orders or pharmacy 
recommendation.During an interview on 08/28/25, at 12:40 P.M., LPN A said the following:-A CMT noticed 
the resident's PO and medication did not match and informed him/her. He/she (the LPN) put a new order in 
the resident's medical record. He/she was not instructed to do this but assumed the resident would need to 
complete the course of the medication;-He/she notified the IP, and the IP gave no other direction to 
him/her;-He/she did not contact the physician, but should have to get direction from the physician;-He/she 
did not notify the resident or their responsible party;-The resident did not receive the medication per the dose 
pack instructions.During an interview on 08/28/25, at 2:55 P.M., the IP said the resident did not receive 
his/her Paxlovid per the PO or at a therapeutic dose.During an interview on 08/28/25, at 3:35 P.M., the DON 
said the resident did not receive his/her Paxlovid per the physician orders or at a therapeutic dose.During an 
interview on 08/28/25, at 3:35 P.M., the Administrator said the following:-The resident did not receive his/her 
Paxlovid per physician orders or at a therapeutic level;-The charge nurse should have notified the physician, 
resident or resident's responsible party, and DON and documented this in the resident's nurse's progress 
notes. 3. Review of Resident #3's face sheet showed the following:-admission date of 12/20/23;-Diagnoses 
included contact with and/or (suspected) exposure to COVID-19 and COVID-19.Review of the resident's 
care plan, revised 08/22/25, showed the following:-He/she tested positive for COVID-19 on 
08/14/25;-Administer his/her medications as ordered;-Monitor him/her for side effects.Review of the 
resident's quarterly MDS, dated [DATE], showed they had moderate cognitive impairment.Review of the 
resident's August 2025 POS showed an order, dated 08/14/25, for Paxlovid tablets, dose pack; 300 mg (150 
mg x 2) - 100 mg. Amount to administer per pack dosing, orally, once daily. (Dose pack instructions state 
medication should be administered twice daily.)Review of the resident's August 2025 MAR showed the 
following:-On 08/15/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/16/25, 
Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/17/25, Paxlovid administered 
once daily between 6:00 A.M. and 10:00 A.M.;-On 08/18/25, Paxlovid administered once daily between 6:00 
A.M. and 10:00 A.M.;-On 08/19/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 
08/20/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/21/25, Paxlovid 
administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/22/25, Paxlovid administered once daily 
between 6:00 A.M. and 10:00 A.M.Review of the resident's August 2025 POS showed an order, dated 
08/23/25, for Paxlovid tablets, dose pack; 300 mg (150 mg x 2) - 100 mg, give 2 x 150 mg = 300 mg with 100 
mg tablets twice daily for five days for COVID-19.Review of the resident's MAR, dated 8/2025, showed the 
following:-On 08/23/25, Paxlovid administered once between 6:00 A.M. and 10:00 A.M. and once between 
2:00 P.M. and 6:00 P.M.;-On 08/24/25, Paxlovid administered once between 6:00 A.M. and 10:00 A.M. The 
P.M. dose was marked drug/item unavailable;-On 08/25/25, staff marked the drug/item unavailable for A.M. 
and P.M. doses;-On 08/26/25, staff marked the drug/item unavailable for A.M. and P.M. doses;-On 08/27/25, 
staff marked the drug/item unavailable for A.M. and P.M. doses.Review of the resident's nurse's progress 
notes, dated 08/01/25 through 08/28/25, showed staff did not document related to the resident's Paxlovid not 
given per physician's order or pharmacy recommendation, contact with the physician related to the Paxlovid 
not given per physician's order or pharmacy recommendation or notification of the resident or resident's 
responsible party related to the Paxlovid not given per physician's orders or pharmacy recommendation.
During an interview on 08/28/25, at 12:40 P.M., LPN A said the following:-A CMT noticed the resident's PO 
and medication did not match and informed him/her. He/she (the LPN) put a new order in the resident's 
medical record. He/she was not instructed to do this but assumed the resident would need to complete the 
course of the medication;-He/she notified the IP and the IP gave no other direction to him/her;-He/she did not 
contact the physician, but should have to get direction from the physician;-He/she did not notify the resident 
or their responsible party;-The resident did not receive the medication per the dose pack instructions.During 
an interview on 08/28/25, at 2:55 P.M., the IP said the resident did not receive his/her Paxlovid per the 
physician orders or at a therapeutic dose.During an interview on 08/28/25, at 3:35 P.M., the DON said the 
resident did not receive his/her Paxlovid per the physician orders or at a therapeutic dose. During an 
interview on 08/28/25, at 3:35 P.M., the Administrator said the following:-The resident did not receive his/her 
Paxlovid per physician orders or at a therapeutic level;-The charge nurse should have notified the physician, 
resident or resident's responsible party and DON and documented this in the resident's nurse's progress 
notes. 4. Review of Resident #4's face sheet showed the following:-admission date of 01/02/24;-Diagnoses 
included contact with and/or (suspected) exposure to COVID-19 and COVID-19.Review of the resident's 
care plan, revised 08/22/25, showed the following:-He/she remained at risk for COVID-19 and it's multiple 
variances;-He/she tested positive for COVID-19 on 08/12/25;-Administer his/her medications as 
ordered;-Monitor him/her for side effects.Review of the resident's quarterly MDS, dated [DATE], showed the 
resident was cognitively intact.Review of the resident's August 2025 POS showed an order, dated 08/14/25, 
for Paxlovid tablets dose pack, 300 mg (150 mg x 2) - 100 mg, per dose pack once daily in A.M. (Dose pack 
instructions state medication should be administered twice daily.)Review of the resident's August 2025 MAR 
showed the following:-On 08/15/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 
08/16/25, Paxlovid administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/17/25, Paxlovid 
administered once daily between 6:00 A.M. and 10:00 A.M.;-On 08/18/25, Paxlovid administered once daily 
between 6:00 A.M. and 10:00 A.M.;-On 08/19/25, Paxlovid administered once daily between 6:00 A.M. and 
10:00 A.M.Review of the resident's August 2025 POS showed an order, dated 08/24/25, for Paxlovid tablets 
dose pack, 300 mg (150 mg x 2) - 100 mg according to box, oral, give 2 x 150 mg tablets = 300 mg with 100 
mg tablet twice daily for 5 days for COVID.Review of the resident's MAR, dated 08/2025, showed the 
following:-On 08/24/25, Paxlovid administered once daily between 2:00 P.M. and 6:00 P.M.;-On 08/25/25, 
Paxlovid administered once between 6:00 A.M. and 10:00 A.M. and once between 2:00 P.M. and 6:00 P.M.
;-On 08/26/25, Paxlovid administered once between 6:00 A.M. and 10:00 A.M. and once between 2:00 P.M. 
and 6:00 P.M.;-On 08/27/25, staff marked the drug/item unavailable for A.M. and P.M. doses;-On 08/28/25, 
staff marked the drug/item unavailable for the A.M. dose. Review of the resident's nurses' progress notes, 
dated 08/01/25 through 08/28/25, showed staff did not document related to the resident's Paxlovid not given 
per physician's order or pharmacy recommendation, contact with the physician related to the Paxlovid not 
given per physician's order or pharmacy recommendation or notification of the resident or resident's 
responsible party related to the Paxlovid not given per physician's orders or pharmacy recommendation.
During an interview on 08/28/25, at 12:40 P.M., LPN A said the following:-A CMT noticed the resident's 
physician order and medication did not match and informed him/her, he/she (the LPN) put a new order in the 
resident's medical record. He/she was not instructed to do this but assumed the resident would need to 
complete the course of the medication;-He/she notified the IP, and the IP gave no other direction to 
him/her;-He/she did not contact the physician, but should have to get direction from the physician;-He/she 
did not notify the resident or their responsible party;-The resident did not receive the medication per the dose 
pack instructions. During an interview on 08/28/25, at 2:55 P.M., the IP said the resident did not receive 
his/her Paxlovid per the physician order or at a therapeutic dose.During an interview on 08/28/25, at 3:35 P.
M., the DON said the resident did not receive his/her Paxlovid per the physician order or at a therapeutic 
dose.During an interview on 08/28/25, at 3:35 P.M., the Administrator said the following:-The resident did not 
receive his/her Paxlovid per physician order or at a therapeutic level;-The charge nurse should have notified 
the physician, resident or resident's responsible party and DON and documented this in the resident's 
nurse's progress notes.5. During interviews on 08/28/25, at 11:46 A.M. and 12:40 P.M., LPN A said the 
following:-He/she administered residents' medications per physician's orders;-A CMT notified him/her that 
some of the Paxlovid orders were put in for once daily when they should have been twice daily;-He/she 
changed the orders when the CMT brought this to his/her attention;-He/she notified the IP when the 
discrepancy was noticed;-He/she understood the residents had a generic order placed for once daily and the 
physician wanted the pharmacy to determine the dosing;-The charge nurse on duty when the Paxlovid came 
in was responsible for changing the order to the pharmacy's recommended dosing instructions;-The IP was 
responsible for notification of the residents' responsible parties to get authorization for the medication and for 
following through on ensuring the residents' orders were updated when the medication was delivered to the 
facility;-He/she should notify the physician, DON, and resident or their responsible party when there was a 
discrepancy between the physician's order in the electronic record and the medication in the medication cart. 
During an interview on 08/28/25, at 1:52 P.M., CMT B said the following:-If he/she noticed a medication 
package label and the order in the MAR were different, he/she notified the charge nurse and the charge 
nurse compared the two and if they did not match, the charge nurse sent the medication back to the 
pharmacy;-When medications arrived at the facility, CMTs and charge nurses signed them in;-When 
administering medications, he/she was supposed to look at the package and the MAR to ensure they 
matched every time he/she administered the medication;-He/she was instructed to administer Paxlovid 
according to the resident's order in the MAR;-If the order read to administer once daily, he/she administered 
it once daily;-He/she noticed residents' Paxlovid package instructions were different than the orders in their 
MAR and notified LPN A.During an interview on 08/28/25, at 2:13 P.M., the Assistant Director of Nursing 
(ADON) said the following:-When staff passed medications they should follow right route, right dose, right 
frequency, right medication, and right resident;-The physician gave an order, and the charge nurses entered 
physician's orders into residents' electronic chart;-When staff administered medications, they look at the 
MAR and the medication to ensure they matched. If they did not match, the CMT notified the charge nurse, 
and the charge nurse checked the medication and the MAR. If they confirmed the medication and the MAR 
did not match, the charge nurse should notify the physician to clarify the order;-The charged nurse was not 
allowed to change an order without the physician being notified and clarification received;-Paxlovid did not 
have a standard dosing, and the pharmacy provided the recommended dosing for the resident;-The 
physician gave orders for Paxlovid per the pharmacy's recommendation;-Staff put a generic order for 
Paxlovid in the residents' electronic record and when the medication arrived the charge nurses were 
supposed to update the physician's order to the instructions on the label of the medication;-Both charge 
nurses and CMTs received and checked medications in from the pharmacy;-He/she did not know if the 
CMTs were instructed to notify the charge nurse when the Paxlovid came in;-The CMTs were not aware 
there was a generic order for the Paxlovid, and he/she was not sure all the charge nurses were aware;-If the 
CMTs did not notice the discrepancy between the order and the medication and they were not administering 
the medication per the physician's orders;-If the Paxlovid was given once daily and the medication was 
supposed to be given twice daily, the medication was not given per physician orders;-Once the charge nurse 
was made aware of the discrepancy between the residents' physician orders and the medication label, they 
should have filled out a medication error form and given this to the CMT supervisor and notified the 
residents' physician, the resident or their responsible party, the DON, and Administrator;-The nurse should 
not have placed a new order in without contacting the physician because this was out of a nurse's scope of 
practice;-The IP was responsible for ensuring the charge nurses knew the process related to the Paxlovid 
orders and the charge nurses were responsible for ensuring the CMTs notified them when Paxlovid arrived 
from the pharmacy;-The Administrator was responsible for ensuring the IP completed the education with the 
charge nurses related to the Paxlovid orders.During an interview on 08/28/25, at 2:36 P.M., the CMT 
Supervisor said the following:-He/she trained new CMTs and charge nurses on the facility's policy and 
procedure related to medication orders and administration within the first two weeks. The DON, Administrator 
or human resources set this training up upon hire. He/she had not trained the IP;-CMTs should read the 
resident's medication card and compare the medication to the resident's MAR to ensure the right medication, 
resident, dose, route, and time;-If the medication and the MAR did not match, the CMTs notified the charge 
nurse and the charge nurse and CMT checked them together;-CMTs and charge nurses checked medication 
in when the medication arrived from the pharmacy;-The CMTs were not instructed to notify the charge nurse 
when Paxlovid was received from the pharmacy;-On 08/21/25, a CMT noticed a discrepancy between a 
Paxlovid order, and the medication box and alerted LPN A and LPN A said he/she would fix the order in the 
computer;-The physician gave orders to the IP for Paxlovid to be given per the pharmacy's dosage 
instructions and the IP wrote the initial order for the Paxlovid to be given once daily for all of the residents 
whose physician prescribed the medication;-The IP was new to the facility and did not know to alert the 
charge nurses to change the orders to the pharmacy's recommended dosing instructions when the 
medication arrived;-He/she did not know if the IP instructed the charge nurses about the Paxlovid 
orders;-When the discrepancies between the orders and the medication were found, the charge nurse should 
have contacted the physician for clarification and notified the resident or their responsible party.During an 
interview on 08/28/25, at 2:55 P.M., the IP said the following:-Staff should ensure right resident, dose, 
medication, route, and time when they administered medications;-The CMTs knew what medication was to 
be given when they looked at the MAR and should match the medication in the MAR to the medication 
package;-If a CMT noticed a discrepancy, they notified the charge nurse, and the charge nurse investigated 
it and then notified the physician for clarification if the medication and the MAR did not match;-Nurses should 
not write an order without notification of the physician;-If the nurse was alerted that medication was not given 
per the physician orders they notified the physician, DON, Administrator, and resident or the resident's 
responsible party and filled out a medication error form;-The original order from the physician said to give 
Paxlovid per the pharmacy recommendations;-The pharmacist at the pharmacy said the dose was 300 mg - 
100 mg dosing once daily for five days so he/she wrote the order per the pharmacist instructions but also put 
to administer per the dose pack instructions in the special instructions section of the physician's order;-When 
the pharmacy sent the medications, they were 150 mg - 100 mg dosing instead of the 300 mg - 100 mg and 
a CMT brought that to the ADON's attention on 08/20/25;-The ADON said he/she fixed the orders of Paxlovid 
for the residents on the COVID-19 hall;-He/she did not instruct the CMTs to notify the nurses when Paxlovid 
arrived from the pharmacy and did not instruct the charge nurses to update the Paxlovid orders per the 
pharmacy's dosing recommendation;-He/she was not aware that LPN A did not contact the residents' 
physician when the discrepancy was found between the MAR and the Paxlovid packaging instructions;-LPN 
A should not have written the new orders without the physician's notification and clarification;-He/she was 
responsible for ensuring the residents' Paxlovid orders were correct in their MAR because he/she wrote the 
original generic order;-He/she had worked at the facility since 03/2025 and had not received training from the 
CMT Supervisor related to medication orders.During an interview on 08/28/25, at 3:35 P.M., the DON said 
the following:-He/she expected the CMTs to follow the orders as written by the physician and if they noticed 
a discrepancy to alert the charge nurse;-The physician gave direction to administer Paxlovid per the 
pharmacy's recommendations;-Once the Paxlovid arrived from the pharmacy, the charge nurses were to 
take the dosing instructions from the label and update the physician's order to match;-The CMTs should 
have checked the Paxlovid label on the box with the PO in the MAR and then take the medication to the 
charge nurse;-The generic orders placed in the residents' MAR for Paxlovid were for once daily and if the 
CMTs following procedure properly they would have noticed the discrepancy and notified the charge nurse 
immediately;-He/she should have been clearer in his/her communication about Paxlovid to the CMTs and the 
charge nurses;-LPN A should have notified the physician, Administrator, and DON of the medication 
errors;-LPN A should not have written new orders without notification and clarification from the residents' 
physician because that was not in the LPN's scope of practice;-The residents' Paxlovid was not given per 
physician's orders or at a therapeutic level since the residents did not receive the medication twice 
daily;-He/she sent new nurses to the CMT Supervisor for training and did practice in the electronic medical 
record program when they were hired;-He/she should have scheduled the IP for the training;-He/she was 
responsible for ensuring staff were aware of the medication administration process and what to do in the 
case of a medication error.During an interview on 08/28/25, at 3:35 P.M., the Administrator said the 
following:-He/she expected staff to follow the five rights (right resident, medication, route, dose and time) 
when they administered medications;-If a CMT noticed a discrepancy between the medication and the order 
they notified the charge nurse, and the charge nurse contacted the physician for clarification;-Writing an 
order without notification of the physician was not within a nurse's scope of practice.Complaint #2601210
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