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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 facility staff failed to obtain ordered medications in a timely fashion and failed to notify the 
physician of the missed doses one resident (Resident #1). The facility census was 34.Review of the facility's 
policy Unavailable Medications, revised 05/09/25, showed the following:-This facility shall use uniform 
guidelines for unavailable medications;-The facility maintains a contract with a pharmacy provider to supply 
the facility with routine, as needed (PRN), and emergency medications;-A STAT (immediately) supply of 
commonly used medications is maintained in-house for timely initiation of medications;-Medications may be 
unavailable for a number of reasons. Staff shall take immediate action when it is known the medication is 
unavailable:-Notify the Director of Nursing (DON) or on call Nursing Manager to determine if medication 
might be located within the facility or if it is obtainable in a timely manner from another source/satellite 
pharmacy;-If unable to obtain, determine reason for unavailability, length of time medication is unavailable, 
and what efforts have been attempted by the facility or pharmacy provider to obtain the medication;-Notify 
physician of inability to obtain medication upon notification or awareness that medication is not available. 
Obtain alternative treatment orders and/or specific orders for monitoring resident while medication is on 
hold;-If a resident misses a scheduled dose of the medication, staff shall follow procedures for medication 
errors, including physician/family notification, completion of a medication error report, and monitoring the 
resident for adverse reactions to omission of the medication. Review of the facility's policy Medication 
Reordering, revised 05/09/25, showed the following:-It was the policy of the facility to accurately and safely 
provide or obtain pharmaceutical services including the provision of routine and emergency medications and 
biologicals in a timely manner to meet the needs of each resident;-The facility will utilize a systematic 
approach to provide or obtain routine and emergency medications and biologicals to meet the needs of each 
resident;-Acquisition of medications should be completed in a timely manner to ensure medications are 
administered in a timely manner;-For stat medications, a supply of medications typically used in emergency 
situations will be maintained in limited supply by the pharmacy in a portable, but sealed emergency box or 
container. 1. Review of Resident 1's face sheet (admission data) showed the following:-admission date of 
05/08/25;-Diagnoses included chronic osteomyelitis (bone infection) of right ankle and foot, cognitive 
communication deficit, and other bacterial infections of unspecified site. Review of the resident's care plan, 
revised 05/29/25, showed the following:-The resident had an increased probability of infections related to 
his/her her right foot infection;-The resident was at risk for adverse reactions of his/her 
medications;-Administer the resident's medications as ordered. Review of the resident's significant change in 
status Minimum Data Set (MDS - a federally mandated assessment tool completed by facility staff), dated 
07/08/25, showed the following:-Cognitive skills intact;-No behaviors;-Set up required with 
eating;-Supervision required with toileting and personal hygiene. Review of the resident's July 2025 
Physician Order Sheet (POS) showed an order, dated 07/22/25, for Avycaz (antibiotic used to treat serious 
bacterial infections) Intravenous (IV- into or within a vein) Solution Reconstituted 2.5 gram, use 2.5 gram 
intravenously three times a day (TID) for osteomyelitis until 08/01/25 9:59 P.M. Dilute in 100 milliliters (ml) of 
normal saline and administer at 50 ml/hour. Review of the resident's progress note dated 07/23/25, at 8:04 A.
M., showed Registered Nurse (RN) B noted the resident was nonresponsive and blood sugar was 53 
milligrams/deciliter (mg/dL - below 70 mg/dL is considered low). RN B contacted the Director of Nursing 
(DON) and provider. Staff transferred the resident to the hospital by ambulance at 8:04 A.M. Review of the 
resident's July 2025 POS showed an order, dated 07/23/25, for linezolid intravenous solution 600 mg 
intravenously every 12 hours for osteomyelitis of the right foot until 08/01/25 at 11:59 P.M. Administer via 
PICC (long, thin flexible tube inserted into a vein to administer medications, fluids and blood products) line at 
150 ml per hour. Review of the resident's progress note dated 07/29/25, at 11:05 P.M., showed a nurse 
documented the resident arrived at the facility by the ambulance and emergency medical transport. The 
resident was able to wheel down to the nurses' station to ask questions. The resident appears to be 
confused at times. Review of the resident's hospital discharge orders, dated 07/29/25, showed the 
following:-An order, dated 07/29/25, for vancomycin (an antibiotic used to treat serious bacterial infections) 
oral 125 milligrams (mg), four times a day. The last dose administered on 07/29/25 8:10 A.M.;-An order, 
undated, for linezolid (used to treat bacterial infections, including skin infections and pneumonia), 0.9% 
sodium chloride 600 mg intravenous every 12 hours, with time last taken unknown;-An order, undated, for 
Avycaz 2.5 grams intravenous every eight hours. Review of the resident's July 2025 POS showed an order, 
dated 07/29/25, for vancomycin HCL oral capsule 125 mg, one capsule by mouth (PO) four times a day for 
infection. Review of the resident's July 2025 Medication Administration Record (MAR) showed the 
following:-An active order for linezolid intravenous solution 600 mg/300 ml. Staff to use 600 mg intravenously 
every 12 hours for osteomyelitis for the right foot until 08/01/25 at 11:59 P.M. Administer via PICC line at 150 
ml/hr;-An order, dated 07/29/25, for vancomycin HCL oral capsule 125 mg. Give one capsule PO four times 
a day for infection;-An order, no date, for Avycaz Intravenous Solution reconstituted 2.5 gm, use 2.5 grams 
intravenously three times a day for osteomyelitis until 08/01/25 at 09:59 P.M. Staff to dilute in 100 ml of 
normal saline and administer at 50 ml/hr;-On 07/29/25, at 9:00 P.M., staff documented the linezolid was not 
administered;-On 07/29/25 at 8:00 P.M., staff documented the vancomycin was not administered. Review of 
the resident's progress note dated 07/29/25, at 8:34 P.M., showed staff documented the vancomycin was on 
order. Staff did not document regarding the linezolid. Review of the resident's July 2025 MAR showed on 
07/30/25, at 9:00 A.M., staff documented the linezolid was not administered.Review of the resident's 
progress notes showed on 07/30/25, at 9:23 A.M., a nurse documented the linezolid was not on-hand. Staff 
notified the pharmacy of the need, and they assured delivery. The medication was not received, and the 
pharmacy notified. (Staff did not document physician notification.)Review of the resident's July 2025 MAR 
showed on 07/30/25, at 9:00 P.M., staff documented the linezolid was not administered.Review of the 
resident's progress note dated 07/30/25, at 9:16 P.M., showed a nurse documented the linezolid not 
available at this time. Review of the resident's July 2025 MAR showed on 07/30/25, at 8:00 A.M., 12:00 P.M., 
4:00 P.M., and 08:00 P.M., a Certified Medication Technician (CMT) documented the vancomycin was not 
administered. Review of the resident's progress notes showed the following:-On 07/30/25, at 10:55 A.M., 
CMT E documented the vancomycin was not available;-On 07/30/25, at 11:12 A.M., CMT E documented the 
vancomycin was not available;-On 07/30/25 at 3:55 P.M., CMT E documented the vancomycin was not 
available;-On 07/30/25, at 7:23 P.M., CMT E documented the vancomycin was not available. (Staff did not 
document physician notification.)Review of the resident's progress notes showed on 07/30/25, at 9:21 P.M., 
a nurse documented the Avycaz did not arrive at this time and was not available. (Staff did not document 
physician notification.)Review of the resident's July 2025 MAR showed on 07/30/25, at 10:00 P.M., showed 
staff did not administer the Avycaz. Review of the physician's initial visit, dated 07/30/25, showed the 
following:-The resident had a complex medical history including right hip fracture, osteomyelitis and was 
evaluated today post hospital discharge;-Regarding the resident's chronic osteomyelitis of the great right toe, 
the resident was also evaluated by an infectious disease doctor who provided recommendations for 
antibiotics due to previous cultures that grew pan-resistant acinetobacter baumannii (common 
hospital-acquired pathogen) and methicillin-resistant staphylococcus aureus) (MRSA - type of staph that can 
be resistant to several antibiotics);-Medication of vancomycin HCL Oral capsule 125 mg, give one capsule 
PO four times a day for infection and Avycaz intravenous solution reconstituted 2.5 gm three times a day for 
osteomyelitis until 08/01/25;-Assessment and plan: chronic osteomyelitis of the right great toes. The resident 
is currently on a complex antibiotic regimen for chronic osteomyelitis of the right great toe, status post 
amputation. The treatment plan was recommended by the infectious physician. Continue the vancomycin, 
Avycaz, and linezolid. (The physician did not document regarding the missed doses.) Review of the 
resident's July 2025 MAR showed the following:-On 07/31/25, at 8:00 A.M., 12:00 P.M., 4:00 P.M., and 8:00 
P.M., CMT A did not administer the vancomycin;-On 07/31/25, at 9:00 A.M., showed staff did not administer 
the linezolid. Review of the resident's progress notes showed the following:-On 07/31/25, at 9:33 A.M., a 
nurse documented the linezolid was unavailable. Staff notified the DON. Staff spoke with the pharmacy, and 
they are to send the medication stat;-On 07/31/25, at 12:05 P.M., CMT A documented the vancomycin was 
on order;-On 07/31/25, at 1:32 P.M., CMT A documented the vancomycin was on order;-On 07/31/25, at 
3:23 P.M. CMT A documented the vancomycin was on order;-On 07/31/25 at 07:34 P.M., CMT A 
documented the vancomycin was on order; -On 07/31/25, at 11:06 P.M., a nurse documented the resident 
continued on IV antibiotic for his/her wound. The resident picked a scab off of his/her leg this shift. (Staff did 
not document physician notification regarding the missed doses.) Review of the resident's August 2025 MAR 
showed on 08/01/25, at 12:00 P.M., 4:00 P.M. and 8:00 P.M., staff documented the vancomycin was not 
administered. Review of the resident's progress notes showed the following:-On 08/01/25, at 12:08 P.M., 
CMT E documented he/she called the pharmacy, and they stated the vancomycin would be at the facility this 
evening;-On 08/01/25, at 4:42 P.M., CMT E documented he/she called the pharmacy, and they stated the 
vancomycin would be at the facility tonight;-On 08/01/25, at 7:10 P.M., CMT E documented pharmacy stated 
the vancomycin would be at the facility this evening.(Staff did not document physician notification regarding 
the missed doses.) During interviews on 08/05/25, at 10:50 A.M. and 12:32 P.M., CMT A said the 
following:-The facility did not have the resident's vancomycin;-He/she reported the unavailable vancomycin 
to the nurse. The nurse stated the medication had been ordered;-He/she documented on 07/31/25 the four 
times of the vancomycin was not available;-He/she did not call the pharmacy due to the nurse stated the 
medication was ordered;-The facility did not have an emergency pharmacy close, so they did not deliver 
medications until 1:00 A.M.;-He/she documented in the progress notes of the vancomycin on order for the 
rest of his/her shift;-Nurses administer the IV antibiotics;-Nurses enter the physician orders in the computer; 
-He/she administered the oral antibiotics;-The facility has some of the medications in the medication 
machine;-Nurses and CMT's review the ordered medications the following morning and place them on the 
medication cart;-CMTS have access to the medication machine for regular medications;-He/she checks for 
the medication if it is unavailable;-He/she calls the pharmacy if a medication is unavailable to see if a 
medication was ordered;-He/she informs the nurse of an unavailable medications and documents in the 
progress note.During an interview on 08/05/25, at 2:35 P.M., CMT E said he/she did not administer any 
doses of the vancomycin on 08/01/25. He/she documented the medication was not available and he/she 
called the pharmacy who said the medication would be delivered that evening. He/she told the nurse and the 
DON on 08/01/25 who called the pharmacy on the vancomycin. During an interview on 08/05/25, at 12:12 P.
M., Licensed Practical Nurse (LPN) D said the following:-He/she did not know the resident's vancomycin was 
not in. The resident was on an IV antibiotic. He/she saw the order for the vancomycin, but did not know it 
was not in the facility;-It was important for staff to start the resident's vancomycin. The resident had an 
infection;-He/she did not know the resident's vancomycin was not administered and unavailable;-Staff should 
call the pharmacy if a medication is not available;-The CMTs administer the vancomycin oral tablets and 
should notify the nurse if the medication is not available;-The CMT should notify the nurse and call the 
pharmacy if a medication is not available;-Staff should notify the physician if vancomycin is not in;-Delayed 
antibiotics for an infection could cause severe complications such as infections spreading and becoming 
septic; -Nurses enter the orders into the computer which connects to the pharmacy; -Staff should call the 
pharmacy if a medication is not delivered, find out the reason and notify the DON. During an interview on 
08/05/25, at 12:01 P.M., Registered Nurse (RN) C said the following:-The resident's linezolid IV meds were 
on order, but the NP said to discontinue it;-The resident's Vancomycin should had started as soon as 
possible;-Nurses enter the physician orders in the computer;-Staff call the pharmacy if a medication is not 
available and document in the progress notes;-Staff should start vancomycin as soon as it is delivered from 
the pharmacy;-Nurses call the pharmacy to get an antibiotic STAT and should get it within four hours if it 
approved;-It could affect a resident's treatment if an antibiotic is not given, and staff should notify the 
physician to see if they want to change to another medication. During an interview on 08/05/25, at 12:34 P.
M. and 2:13 P.M., the Director of Nursing (DON) said the following:-The nurse practitioner (NP) questioned 
the hospital discharge order of the resident's vancomycin due to the culture the facility had contraindicated 
the order. The NP sent communication and the lab to the infectious disease physician regarding the resident 
was resistant to vancomycin and did not see a response;-She did not know the vancomycin was not 
available;-The pharmacy said the linezolid needed mixed out of their facility and they were waiting for their 
components delivered to them (the pharmacy) to be mixed;-The linezolid was discontinued due to it was the 
end of the original order to give it. It was to end on 07/31/25 anyway;-She did not know if the nurse 
practitioner (NP) or physician was aware the resident did not receive the vancomycin and 
linezolid;-Vancomycin is used for an infection and microbes could grow and end up with a more severe 
infection if the antibiotic is not administered as ordered;-The resident was readmitted to the facility on [DATE] 
with an order for the vancomycin. She did not know why it was not given and it was not reported to her;-On 
07/18/25, the pharmacy may have waited on approval for the Avycaz due to not administered;-She expected 
staff to notify the physician or NP of the Avycaz not administered on 07/18/25;-Nurses notify the provider of a 
resident's return to the facility from the hospital;-Nurses enter the physician order in the computer which 
communicates to the pharmacy;-A corporate entity which is an admission team reviews the discharge orders 
from the hospital;-The pharmacy delivers the medications that night if the medication is not in the emergency 
kit or STAT safe;-Staff should document in the progress notes if a medication is not available, notify the 
pharmacy and physician;-Vancomycin is used to treat infections. It could cause a more severe infection if not 
administered as ordered;-Nurses should document if a medication is not administered;-Nurses or CMTs 
should call the pharmacy if a medication is not available; -Nurses should notify the physician or NP if a 
medication is not available.During an interview on 08/05/25, at 12:54 P.M., the NP said the following:-She did 
not hear back from the infectious disease doctor on the resident's vancomycin;-She monitored the resident 
on the Avycaz which was the original treatment for the contagious infection;-The infectious disease physician 
recommended two to four weeks of the IV Avycaz;-The resident had a re-swab for the Avycaz and it showed 
a bacteria and vancomycin resistance;-She did not discontinue the vancomycin when the resident was 
readmitted to the facility on [DATE];-Facility staff did not notify her the vancomycin was not available; -She 
believed the hospital staff had a better understanding of the resident's condition due to diagnostic labs with 
immediate values and he/she would go along with the hospital's recommendations because they know best 
for the resident;-The resident was on linezolid while in the hospital and staff did not notify her of the linezolid 
not given here, it should had been at the facility for the resident;-She assumed the resident was on the 
vancomycin after the linezolid was discontinued and did not know the resident did not have the linezolid for 
07/29/25 through 07/31/25; -She would have instructed the nurse to check the emergency kit then instruct 
them to call the pharmacy and pay to have it delivered STAT;-She expected staff to notify her when a 
resident is readmitted , she reviews the discharge orders in the computer. She does not verify accuracy but 
verifies safety of the interactions and if a resident is on two different antibiotics;-She expected staff to notify 
her if a medication is not available.During an interview on 08/05/25, at 1:42 P.M., the physician said he 
expected staff to notify him if an antibiotic or medication was not available. During an interview on 08/05/25, 
at 3:00 P.M., the Administrator said she expected staff to notify the physician if a medication/antibiotic is not 
available and document it in the progress notes. Complaint 2579006
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