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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review the facility failed to provide routine and emergency drugs and 
biologicals to its residents or obtain them under an agreement for 1 of 5 Residents (Resident #1) whose 
records were reviewed for pharmacy services. 1.Nursing staff failed to contact the pharmacy to ask about the 
status of the pending order for Lyrica and consult with Resident #1's PCP to obtain a one-time order for 
Lyrica (pain medication) pending pharmacy delivery of the medication from 10/10/25 until 10/15/25. 2.LVN A 
failed to contact and consult with Resident #1's PCP and the pharmacy when Lyrica (pain medication) was 
not available for administration for Resident #1 per physician orders. This failure could place residents at risk 
of a decline in health status. The findings were: Review of Resident #1's face sheet, dated 10/15/25, 
revealed he was admitted to the facility on [DATE] with primary diagnoses including unspecified cirrhosis of 
the liver (permanent scarring that damages your liver and interferes with its functioning) and type 2 diabetes 
(a progressive, long-term condition that affects how the body regulates blood glucose levels) without 
complications. Review of Resident #1's quarterly MDS assessment, dated 9/22/25, revealed he did not 
complete his BIMS to establish a level of cognitive function. Further review revealed he frequently 
experienced pain and received PRN medication for pain. Review of Resident #1's Care Plan, dated 7/2/25, 
revealed COGNITION: Impaired cognitive function thought processes r/t pain. Administer medications as 
ordered by physician. Notify physician as needed. PAIN: I (Resident #1) have potential for altered comfort r/t 
Pain. I (Resident #1) will have complaints of pain relieved in timely fashion at all times daily through next 
90day review. Monitor for s/s e.g.a) verbal c/o painb) guarding (defending, safeguarding, protecting)c) facial 
grimacingd) refusal to participate in ADL's or therapiese) agitationf) restlessness Notify MD as needed Pain 
Management Therapy. Review of Resident #1's consolidated physician orders for October 2025 revealed an 
order Lyrica Oral Capsule 50 MG (Pregabalin) Give 1 capsule by mouth two times a day for Pain 
management. Active 05/16/2025 and Gabapentin Oral Capsule 300 MG (Gabapentin) Give 1 capsule by 
mouth three times a day related to PAIN, UNSPECIFIED (R52); POLYNEUROPATHY, UNSPECIFIED (G62.
9); GENERALIZED ABDOMINAL PAIN. In addition, Resident #1 had the following PRN orders for pain, 
Acetaminophen-Codeine Tablet 300-30 MG Give 1 tablet by mouth every 6 hours as needed for pain, and 
HYDROcodone-Acetaminophen Oral Tablet 5-325 MG (Hydrocodone-Acetaminophen) Give 1 tablet by 
mouth every 6 hours as needed for pain. Review of Resident #1's medication administration record for 
October 2025 revealed he did not receive Lyrica according to physician orders on 10/10/25, 10/11/25/ 
10/12/25, 10/13/25, 10/14/25 and on 10/15/25. On 10/10/25 there were no initials to indicate the medication 
was administered. On 10/11/25 through 10/15/25, there was a code 19=Other-See Progress Note. Further 
review revealed that Resident #1 received HYDROcodone-Acetaminophen on 10/10/25, 10/13/25 and 
10/14/25. It was noted as being effective for each date it was administered. Review of Resident #1's 
progress notes from 10/11/25 through 10/15/25 reflected Lyrica Oral Capsule 50 MG Give 1 capsule by 
mouth two times a day for Pain management, pending delivery. Further review revealed LVN A wrote the 
progress note for 10/15/25. Observation and interview on 10/14/25 at 1:22 PM Resident #1 was sitting on his 
bed. Resident #1 stated he often had pain related to swelling to the side of his face. Resident #1 stated he 
fell earlier this year in the bathroom, and his back would hurt, and he had a hernia that often caused a lot of 
pain. Resident #1 stated he received pain medications, but he had to beg for them, he had to keep asking 
staff for the medications. He stated the medications helped. Interview on 10/15/25 at 5PM the ADON 
revealed nursing staff should re-order a medication at least 7 days prior to the medication being out. He 
stated the pharmacy usually delivered medications on the same date or the day after being ordered. The 
ADON stated nursing staff should have called the pharmacy on 10/11/25 after the request for the refill was 
placed on 10/10/25 to determine why the medication had not been delivered because it had been days since 
it was ordered. In addition, nursing staff should let him and the DON know if there were any problems so they 
could assist with the process as needed. The ADON stated he learned it was not until 10/14/25 that one of 
the nurse's called for an update. He stated the pharmacy needed a new script for the Lyrica. He stated the 
same nurse should have also called Resident #1's PCP to obtain a one-time order to dispense the 
medication from the facility's Pyxus. He stated it had been days since the Lyrica was re-ordered. The ADON 
stated LVN A should have followed this same process on this date, 10/15/15, especially because Resident 
#1 had not received the medication in days. He stated LVN A should have called Resident #1's PCP to 
inform him of the status of the pending delivery so the PCP could provide guidance and make any 
medication adjustments as needed for the medication. He stated typically the PCP would provide a one-time 
order for the Lyrica, LVN A would then call the pharmacy to request access to the Pyxus and administer the 
medication. He stated Resident #1 received Lyrica for pain and stated he also had PRN pain medications for 
break through pain. However, he further stated there was no reason for Resident #1 to go without the 
medication which was determined effective for pain management. He stated the fact that nursing staff did not 
follow the facility's medication administration policy and procedures basically resulted in Resident #1 not 
receiving the pain medication per physician orders for 5 days. The ADON stated failure to call Resident #1's 
PCP basically resulted in Resident #1 not receiving his pain medication as ordered. Interview on 10/15/25 at 
5:30 PM LVN A revealed the Lyrica order for Resident #1 was still in pending delivery status because the 
pharmacy had not delivered it. She stated she did not administer Resident #1's morning dose on this date, 
10/15/25, and also wrote a progress note, pending delivery. LVN A stated she was provided with agent 
status (cleared by pharmacy to access Pyxus) to withdraw medications from the Pyxus and stated Lyrica 
was one of the medications available in the Pyxus. LVN A stated she had not think about obtaining the Lyrica 
from the Pyxus. She stated she did not call Resident #1's PCP to report Resident #1 had not been receiving 
the medication as of 10/10/25 or to request a one-time order from the Pyxus. LVN A stated it was necessary 
to inform Resident #1's PCP of the changes so the PCP could provide guidance and to ensure Resident #1 
received the medication per physician orders. She stated as a result Resident #1 pain would not be 
managed and he could continue to experience pain. Interview on 10/15/25 at 6PM the DON revealed she 
found out today (10/15/25) there had been a delay in receiving Resident #1's order for Lyrica. She stated 
nursing staff should re-order medications 10 days before running out. The DON stated if the pharmacy did 
not deliver the medication within 24 hours, then nursing staff should follow up with a call to determine what 
was holding the order and take move forward with ensuring the medication was delivered. The DON stated 
nursing staff should let her and the ADON know when there were any problems so they could assist as 
needed. She stated anytime a resident did not receive a medication; the charge nurse should call the PCP to 
determine what steps to take to ensure the resident received medications per physician orders. The DON 
stated the facility had a pyxis and Lyrica was available and there was no reason why he did not receive the 
medication as ordered. She stated if the charge nurse was not an agent (did not have authorization to 
dispense medications), she or the ADON could dispense the medication. The DON stated Resident #1 often 
complained of pain to different areas of his body and there was no excuse why he should be in pain when 
they had the medication in stock and could easily administer it. The DON stated all nursing staff should 
follow the policy and procedures for obtaining, dispensing and administering medications, so the residents 
received the medications per physician orders and in Resident #1's case, so his pain was managed, and he 
did not experience unnecessary pain. The DON stated Resident #1 had PRN pain medications for break 
through pain. Review of facility policy, Notification Changes, revised on 5/16/25, read in relevant part The 
purpose of this policy is to ensure the facility promptly informs the resident, consults the resident's physician; 
notifies, consistent with his or her authority, the resident's representative when there is a change requiring 
notification. Need to alter treatment significantly means a need to stop a form of treatment because of 
adverse consequences or commence a new form of treatment to deal with a problem. Review of facility 
policy, Medication Reordering, dated 6/15/25, read in relevant part It is the policy of this facility to accurately 
and safely provide or obtain pharmaceutical services includingthe provision of routine and emergency 
medications and biologicals in a timely manner to meet the needs of each resident. Pharmaceutical services 
refers to the process of receiving and interpreting prescriber's orders (e.g., acquiring, receiving, storing, 
controlling, re-ordering medications, etc.). Acquiring medication is the process by which the facility requests 
and obtains a medication.Policy Explanation and Compliance Guidelines:1. The facility will utilize a 
systematic approach to provide or obtain routine and emergency medicationsand biologicals in order to meet 
the needs of each resident.2. Acquisition of medications should be completed in a timely manner to ensure 
medications areadministered in a timely manner.3. Each time a nurse is administering medications and 
observes (6) or less doses left of one kind, thatnurse will reorder the medication, time permitting.4. The nurse 
that is assigned to each medication cart will perform a medication cross match everyThursday night. (See 
Medication Cross Match Policy)5. In the event of new orders, the facility is allowed (24) hours to begin a 
medication unless otherwisespecified by the physician. 6. 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 (may be used if applicable).
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