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375534 02/08/2024

Sienna Extended Care & Rehab 9221 Harmony Drive
Midwest City, OK 73130

F 0755

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

46216

Based on observation, record review, and interview, the facility failed to ensure medications were 
administered as ordered for one (#1) of one sampled residents reviewed for intravenous medications as 
order by the physician.

Social Services identified 73 residents resided in the facility.

Findings:

Resident #1 had diagnoses which included sepsis, unspecified organism and cellulitis of left upper arm.

A physician's order, dated 09/19/23 documented ceftriaxone sodium injection solution, reconstituted 2 GM 
(Ceftriaxone sodium) use 2 gram intravenously one time a day for eight days with a start date of 09/20/23.

A physician's order, dated 09/20/23 documented flush NS 10 ml per lumen every shift.

The September MAR documented blanks on 09/25 and 09/26/23 for the ceftriaxone sodium and the flush 
documented four blanks out of 21 opportunities.

On 02/08/24 at 11:38 a.m., the DON stated I can not verify by the MAR that she received the anitbiotic or 
flushes or not.

On 02/08/24 at 12:03 p.m., LPN #1 stated if there are blanks on the MAR it is assumed it wasn't given, andif 
there is no documentation, you didn't do it.

On 02/08/24 at 12:13 p.m., LPN #2 stated blanks meant the medication was not given. If it's not 
documented, you didn't do it.
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