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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interview, the facility failed to provide pharmacy services to meet the needs 
of each resident when the facility failed to have ordered medications available for staff administration and 
failed to notify the physician of the unavailable medications resulting in three residents (Resident #1, #2, and 
#3) not receiving medications as ordered. The facility census was 49.Review of the facility's policy titled 
Medication Administration, revised 05/07/25, showed medications are administered as ordered by the 
physician and in accordance with professional standards of practice.1. Review of Resident #1's face sheet 
(brief resident profile sheet) showed the following information:-admission date of 09/05/25;-Diagnoses 
included multiple sclerosis (a chronic, autoimmune disease that affects the central nervous system), cardiac 
pacemaker (a small, implantable medical device that helps regulate the heart's rhythm by sending electrical 
impulses to the heart muscle), hypothyroidism (the thyroid gland doesn't make and release enough hormone 
into the bloodstream), and restless legs syndrome (a neurological disorder characterized by an irresistible 
urge to move the legs, often accompanied by uncomfortable sensations like tingling or crawling).Review of 
the resident's admission Minimum Data Set (MDS - a federally mandated assessment instrument completed 
by facility staff), dated 09/08/25, showed the resident had no cognitive impairment.Review of the resident's 
care plan, reviewed on 09/08/25, showed staff to administer medications as ordered.Review of the resident's 
current physician orders showed the following information:-An order, dated 09/06/25, for pantoprazole 
sodium (used for ulcer prevention) oral tablet delayed release 40 milligram (mg). Start date of 09/06/25 at 
7:30 A.M.;-An order, dated 09/06/25, for venlafaxine HCI (an antidepressant) ER oral tablet extended release 
24-hour 75 mg. Start date of 09/06/25 at 7:30 A.M.;-An order, dated 09/06/25, for mirabegron (an 
antispasmodic) ER oral tablet extended release 24-hour 50 mg. Start date 09/06/25 at 8:00 A.M.;-An order, 
dated 09/06/25, for ropinirole HCI (an anti-parkinson medication) 2 mg, at bedtime.Start date of 09/06/25 at 
8:00 P.M.Review of the resident's September 2025 Medication Administration Record (MAR) showed the 
following information:-On 09/06/25, at 7:30 A.M., staff documented the doses of pantoprazole and 
venlafaxine as Not Administered: Drug not available;-On 09/06/25, at 8:00 A.M., staff documented the dose 
of mirabegron as Not Administered: Drug not available;-On 09/06/25, at 8:00 P.M., staff documented the 
dose of ropinirole as Not Administered: Drug not available;-On 09/07/25, at 7:30 A.M., staff documented the 
dose of pantoprazole and venlafaxine as Not Administered: Drug not available;-On 09/07/25, at 8:00 P.M., 
staff documented the dose of ropinirole as Not Administered: Drug not available.Review of the resident's 
September 2025 Progress Notes showed staff did not document physician notification of the missed doses of 
pantoprazole, venlafaxine, mirabegron and ropinirole.During an interview on 09/10/25, at 2:30 P.M., the 
resident said he/she had not refused any medications. He/she admitted to the facility on [DATE], at 9:00 P.M. 
Because he/she did not receive his/her medications for a couple of days, it will take his/her body weeks to 
get back to feeling normal. His/her body was used to the prescribed medications and that he/she had been 
on those medications for a while, and they were working well for him/her. If he/she would have known prior to 
coming to the facility that they would not have her medication, he/she would have gone to another facility.
During an interview on 09/10/25, at 11:45 A.M., Licensed Practical Nurse (LPN) A said the residents came in 
late in the day and on a weekend, so their medications would not have been available until Monday.During 
an interview on 09/10/25, at 2:45 P.M., LPN D said he/she and the Director of Nursing (DON) notified the 
physician of the resident's admission and told the physician that they did not have the medications. The 
physician was not happy they accepted the resident knowing that we did not have the medications. The 
physician gave no other orders.During an interview on 09/10/25, at 12:00 P.M., the Assistant Director of 
Nursing (ADON) said he/she did not realize the resident did not receive their medications.During an interview 
on 09/10/25, at 3:30 P.M., the Director of Nursing (DON) said the resident admitted to the facility with an 
order for ropinirole 1 mg every morning and ropinirole 2 mg every night. The facility does not keep that 
medication in the e-kit so they had to wait for the pharmacy to bring the medication. He/she called the 
physician and reviewed the medication list for the resident. The physician was upset that the facility accepted 
the resident knowing that they could not get their medications. No other orders were received during the 
phone conversation.During an interview on 09/10/25, at 5:10 P.M., the Medical Director said he did not know 
about the resident not receiving their medications until 09/09/25. Staff did not notify him. 2. Review of 
Resident #2's face sheet showed the following information:-admission date of 09/05/25;-Diagnoses included 
pulmonary embolism (blood clot in the lungs), hypertension (high blood pressure), history of bariatric surgery, 
presence of left artificial knee joint, moderate protein-calorie malnutrition, major depressive disorder, restless 
legs syndrome, congestive heart failure (CHF - a long-term condition that happens when the heart can't 
pump blood well enough to give your body a normal supply ), chronic embolism and thrombosis of left calf 
muscular vein (blood clot in the leg).Review of the resident's admission MDS, dated [DATE], showed the 
resident had no cognitive impairment.Review of the resident's care plan, reviewed on 09/08/25, showed staff 
to administer medications as ordered.Review of the resident's current physician orders showed the following 
information:-An order, dated 09/06/25, for amlodipine besylate (used to treat high blood pressure) oral tablet 
5 mg. Start date of 09/06/25 at 7:00 A.M.;-An order, dated 09/06/25, for biotin (supplement) oral tablet, one 
tablet daily for immunodeficiency. Start date of 09/06/25 at 7:00 A.M.;-An order, dated 09/06/25, for 
duloxetine HCI (used to treat depression) oral capsule delayed release sprinkle 60 mg. Start date of 09/06/25 
at 7:00 A.M.;-An order, dated 09/06/25, for fluconazole (antifungal medication) oral tablet 150 mg, daily for 
skin infection. Start date of 09/06/25 at 7:00 A.M.;-An order, dated 09/06/25, for folic acid (supplement) tablet 
1 mg, daily for immunodeficiency. Start date of 09/06/25 at 7:00 A.M.;-An order dated 09/06/25, for losartan 
potassium (used to treat high blood pressure) oral tablet 25 mg. Start date of 09/06/25 at 7:00 A.M.;-An 
order, dated 09/06/25, for metoprolol succinate (used to treat high blood pressure) oral capsule ER 24-hour 
sprinkle 25 mg. Start date of 09/06/25 at 07:00 A.M.;-An order, dated 09/06/25, for potassium chloride 
(supplement) ER tablet extended release 20 milliequivalents (meq), daily for congestive heart failure. Start 
date of 09/06/25 at 7:00 A.M.;-An order, dated 09/06/25, for spironolactone (potassium-sparing diuretic 
(water pill)) oral tablet 12.5 mg, daily for swelling. Start date of 09/06/25 at 7:00 A.M.;-An order, dated 
09/06/25, for gabapentin (used to treat nerve pain) capsule 300 mg, daily for polyneuropathy (generalized 
nerve pain). Start date of 09/06/25 at 8:00 P.M.Review of the resident's September 2025 Medication 
Administration Record (MAR) showed the following information:-On 09/06/25, at 7:00 A.M., staff documented 
the dose of amlodipine, biotin, duloxetine, fluconazole, folic acid, losartan potassium, metoprolol, potassium 
chloride, and spironolactone as Not Administered: Drug not available;-On 09/07/25, at 7:00 A.M., staff 
documented the dose of biotin and metoprolol succinate as Not Administered: Drug not available;-On 
09/07/25, at 8:00 P.M., staff documented the dose of gabapentin as Not Administered: Drug not 
available;-On 09/08/25, at 7:00 A.M., staff documented the dose of biotin and metoprolol succinate as Not 
Administered: Drug not available.Review of the resident's September 2025 Progress Notes showed staff did 
not document physician notification of the missed doses of amlodipine besylate, biotin, duloxetine, 
fluconazole, folic acid, losartan potassium, metoprolol succinate, spironolactone, and gabapentin.During an 
interview on 09/10/25, at 10:30 A.M., the resident said he/she had not refused any medications. The resident 
said that he/she admitted to the facility on [DATE], at 9:00 P.M., due to a fall at home that resulted in a 
broken knee and blood clots that developed in his/her lungs and leg.During an interview on 09/10/25, at 
11:45 A.M., LPN A said the resident came in late in the day and on a weekend, so their medications would 
not have been available until Monday.During an interview on 09/10/25, at 2:45 P.M., LPN D said he/she and 
the DON notified the physician of the resident's admission and told the physician that they did not have the 
medications. The physician was not happy they accepted the resident knowing that we did not have the 
medications. The physician gave no other orders.During an interview on 09/10/25, at 12:00 P.M., the ADON 
said he/she did not realize the resident did not receive their medications.During an interview on 09/10/25, at 
3:30 P.M., the DON said he/she called the physician and reviewed the medication list for the resident. The 
physician was upset the facility accepted the resident knowing that they could not get their medications. No 
other orders were received during the phone conversation.During an interview on 09/10/25, at 5:10 P.M., the 
Medical Director said he did not know about the resident not receiving their medications until 09/09/25, when 
the resident informed him/her during their exam. Staff did not notify him.3. Review of Resident #3's face 
sheet showed the following information:-admission date of 09/22/23;-Diagnoses included chronic obstructive 
pulmonary disease (COPD - a group of lung diseases making it difficult to breathe), type 2 diabetes (unable 
to control blood sugar), and left lower leg amputation.Review of the resident's admission MDS, dated 
[DATE], showed minimal cognitive impairment.Review of the resident's care plan, reviewed on 08/13/25, 
showed staff to administer medications as ordered.Review of the resident's current physician orders showed 
an order, dated 09/06/25, for pregabalin (used to treat nerve pain) oral Capsule 200 mg, twice daily for pain. 
Start date of 07/23/25 at 9:00 P.M.Review of the resident's September 2025 MAR showed the following 
information:-On 09/03/25, at 9:00 A.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/03/25, at 9:00 P.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/04/25, at 9:00 A.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/04/25, at 9:00 P.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/05/25, at 9:00 P.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/06/25, at 9:00 A.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/06/25, at 9:00 P.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/07/25, at 9:00 A.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/07/25, at 9:00 P.M., staff documented the dose of pregabalin as Not Administered: Drug 
not available;-On 09/08/25, at 09:00 A.M., staff documented the dose of pregabalin as Not Administered: 
Drug not available;-On 09/08/25, at 09:00 P.M., staff documented the dose of pregabalin as Not 
Administered: Drug not available.Review of the resident's September 2025 Progress Notes showed staff did 
not document physician notification of the missed doses of pregabalin.During an interview on 09/10/25, at 
10:50 A.M., the resident said he/she had not refused any medications. He/she had been on pregabalin for 
years for phantom pain related to his/her amputated leg. His/her surgeon told him/her that he/she would 
likely need to be on the medication for life after his/her amputation. He/she did not receive his/her scheduled 
dose of pregabalin for several days the beginning of September. Staff kept telling him/her they were waiting 
on the physician to reorder the medication. During an interview on 09/10/25, at 11:45 A.M., LPN A said 
pregabalin is in the e-kit (emergency medication kit used when medications have not been received). He/she 
was not sure why the resident did not receive his/her medication. During an interview on 09/10/25, at 2:10 P.
M., Certified Medication Technician (CMT) B said the resident was on a high dose of pregabalin, 200 mg. 
The facility only has pregabalin 25 mg in the e-kit. One dose would completely wipe out the e-kit. The facility 
did not have the resident's pregabalin because they changed physicians, and the physician didn't sign the 
prescription in time and the facility ran out of the resident's medication. CMT B said that he/she told the 
Assistant Director of Nursing (ADON) who keeps up with the narcotics. The ADON told him/her that he/she 
called the physician and got a new order sent into pharmacy, but they had to wait for the medication to be 
delivered by pharmacy and that sometimes takes a few days.During an interview on 09/10/25, at 2:15 P.M., 
CMT C said they do not keep every medication in the e-kit, but they do have pregabalin in 75 mg and 25 mg 
tablets. The resident should have gotten his/her medication because it was in the e-kit.During an interview on 
09/10/25, at 12:00 P.M., the ADON said he/she failed to notify the physician that the resident needed a new 
prescription signed when the new Medical Director took over services. When he/she realized that the 
resident didn't get his/her pregabalin renewed. The ADON called the physician immediately and the 
physician took care of it the same day. The ADON is not sure why the resident did not receive his/her 
medication after that as plenty of pregabalin is kept in the e-kit. During an interview on 09/10/25, at 05:10 P.
M., the Medical Director said the resident was on pregabalin. When he took over services, two weeks ago, 
nursing staff failed to include the resident as one of the residents that needed a new prescription signed due 
to being a narcotic. He/she was notified on 09/06/25 and ordered the medication immediately. He/she was 
also informed that the medication was in the e-kit and staff would be able to administer the medication 
immediately. He/she was not aware that the resident did not receive his/her medication on 09/03/25, 
09/04/25, 09/05/25 (night dose only), 09/06/25, 09/07/25, and 09/08/25.4. During an interview on 09/10/25, at 
2:10 P.M., CMT B said that there was nothing that he/she can do if he/she does not have the medication to 
give. Some medications can be pulled from the e-kit. It usually takes 24 to 48 hours to get all the medications 
in from pharmacy for a new admit. He/she does not call the doctor personally if he/she does not have the 
medication available. He/she is not allowed to call the physician. He/she would notify the nurse if the 
medication was not available.During an interview on 09/10/25, at 02:15 P.M., CMT C said that if he/she 
doesn't have a medication available to give, he/she notifies the nurseDuring an interview on 09/10/25, at 
11:45 A.M., Licensed Practical Nurse (LPN) A said new resident orders are faxed to the pharmacy, and they 
are delivered the next night, usually around midnight. Staff can get medications out of the e-kit if they are in 
there. If it is a medication that is not in the e-kit, staff would need to call the physician and get a different 
order. Pregabalin is in the e-kit. He/she was not sure why Resident # 3 did not receive his/her medication. 
Residents # 1 and # 2 came in late in the day and on a weekend, so their medications would not have been 
available until Monday.During an interview on 09/10/25, at 2:45 P.M., LPN D said the physician is the new 
Medical Director and wants to be called with every new admission. The physician wants the nurse to go over 
the orders and medications with him/her over the telephone. After reviewing the orders with the physician, 
the nurse will enter the orders into the electronic medical record (EHR) and then fax the medication list to the 
pharmacy. Staff can pull medications from the e-kit, it they are in the e-kit. Otherwise, staff must wait for the 
pharmacy to deliver the medications. The pharmacy is in Kansas City. They deliver medications every night. 
He/she notifies the physician if the facility does not have a medication. During an interview on 09/10/25, at 
12:00 P.M., the ADON said that when they get a new admit, they call the physician and review the 
medications and orders. The physician must approve all orders. The nurse then enters the orders into the 
electronic medical record (EHR) and fax the medication orders to the pharmacy. If it is a narcotic, staff must 
have a signed prescription. The physician takes care of narcotics. If the medication is not in the e-kit, nursing 
staff will notify the physician that the medication is not available. If they don't have the medication, it usually 
takes 24 to 48 hours before they can get the medication. During an interview on 09/10/25, at 03:30 P.M., the 
DON said that when they get a new admit, the nurse will enter the orders from the hospital discharge. The 
nurse will call the physician and review the medications. The nurse then enters the orders into the EHR and 
fax the medication list to pharmacy. If the medication is a narcotic, such as pregabalin, the pharmacy 
requires a signed prescription. The physician will take care of that. The CMT or nurse can pull medications 
from the e-kit. It the medication is not in the e-kit, staff notify the physician that the medication is not 
available, and he will either write an order to hold the medication or write an order to get the medication from 
the local pharmacy.During an interview on 09/10/25, at 5:10 P.M., the Medical Director said there are some 
processes that need to be addressed and changed. The facility is having difficulty with the pharmacy they 
are currently contracted with. The facility is having difficulty receiving resident medications timely. He/she 
expected staff to notify him/her when a new resident arrived at the facility, and he/she would go over the 
medications and orders with the nursing staff. The Medical Director expected staff to follow his/her orders. If 
the staff has any problems with medications, he/she expected staff to call him/her, and they would discuss 
other optionsDuring an interview on 09/10/25, at 04:30 P.M., the Administrator said the facility knows they 
have a problem getting medications for new admits. The Administrator said their pharmacy is located in 
Kansas City, and it takes days sometimes to get medications delivered. The facility has a contract with the 
current pharmacy that ends in November. The facility is hoping to use another pharmacy because this one is 
just not working out. The Administrator said that he/she expected staff to notify the physician any time they 
don't have the medication that the physician has ordered. It is up to the physician whether he/she wants to 
hold the medication or write an order to the local pharmacy. He/she expected staff to follow the policy. 
He/she was not sure what the policy states regarding medication that is not available.Complaint #2610008
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