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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 medical record review, observation, staff interview, and review of the facility policy, the
facility failed to ensure medications were delivered and administered in a timely manner. This
Residents Affected - Few affected one (Resident #11) two residents reviewed for medication administration. The facility census

was 52 residents. Findings include:Review of the medical record for Resident #11 revealed an
admission date of 02/27/26 with diagnosis including infective endocarditis, hepatitis C, severe
sepsis, and pneumonia. Review of the physician's orders for Resident #11 revealed an order dated
02/28/26 at 1:53 A.M. cefazolin sodium IV solution two grams per IV three times a day for infection
until 03/31/26. Review of the Minimum Data Set (MDS) assessment for Resident #11 dated 03/03/26
revealed the resident was cognitively intact and required supervision with activities of daily living
(ADLs.)Review of the care plan for Resident #11 dated 03/06/26 revealed the resident was on
intravenous (IV) medications related to endocarditis.Review of the Medication Administration Record
(MAR) for Resident #11 dated February 2026 and March 2026 revealed the resident was not
administered her first dose of cefazolin sodium until 03/01/26 at 10:00 P.M. Resident #11 missed the
following six doses of IV medication: 02/27/26 at 10:00 P.M., 02/28/26 at 6:00 A.M., 2:00 P.M., and
10:00 P.M., 03/01/26 at 6:00 A.M. and 2:00 P.M.Review of the nurse progress notes for Resident #11
dated from 02/27/26 to 03/02/26 revealed the notes did not include documentation of notification to
the physician regarding the missed doses of cefazolin nor was there documentation of contact with
the pharmacy regarding delivery of the medication. Interview on 04/01/26 at 10:45 A.M. with
Pharmacist #30 confirmed the pharmacy delivered cefazolin sodium IV solution for Resident #11 on
03/01/26 at 12:49 P.M.Interview on 04/01/26 at 11:00 A.M. with the Director of Nursing (DON)
confirmed Resident #11 had missed doses of cefazolin sodium IV solution and the resident's MAR
showed six missed doses. The DON further confirmed Resident #11's medical record did not include
documentation of notification to Resident #11's physician of the missed doses nor did it include
documentation of contact with the pharmacy regarding delivery of the medication.Review of the
facility policy titled Administering Medications dated April 2019 revealed medications were to be
administered in a safe and timely manner, and as prescribed. This deficiency represents
noncompliance investigated under Complaint Number 2801711.
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