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Bridge Crest Post Acute 5220 Northeast Hazel Dell Avenue
Vancouver, WA 98663

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure medications were provided to meet the
immediate needs of 1 of 3 sampled residents (Resident 1) reviewed for pharmacy services when the
resident's prescribed pain medication was unavailable following admission. The facility failed to
utilize available medication access procedures or contact the provider for an alternative medication
order. This failure placed the resident at risk for untreated pain and delayed medication
administration.Resident 1 was admitted to the facility on [DATE] with diagnoses including
intervertebral disc degeneration with back pain and lower extremity pain (degeneration of the discs
between the bones of the spine that can cause back and leg pain).Resident 1's medication
administration record (MAR) documented an order for oxycodone-acetaminophen 10/325 mg, one
tablet every 8 hours as needed for pain related to intervertebral disc degeneration with back pain and
lower extremity pain. The MAR documented this medication was not administered during Resident 1's
stay on 7/11/2026 and 7/12/2026. A progress note dated 7/11/2026 at 11:21 PM documented
Resident 1 reported severe neck pain due to spinal compression (pressure on the spinal cord or
nerves). The note documented the pharmacy was contacted to request an estimated time of arrival
for the medication and staff were advised the medication was expected to arrive around 12:00 AM. On
07/21/2026 at 12:00 PM, Collateral Contact A (CCA) stated Resident 1 had a prescription for
oxycodone-acetaminophen for pain and did not receive the medication during her stay. CCA stated
nursing staff advised there was an issue obtaining the medication from the pharmacy. CCA stated
Resident 1 was in significant pain and was crying. CCA stated the family removed Resident 1 from the
facility AMA approximately 24 hours after admission due to concerns regarding the resident's care,
including Resident 1 not receiving the prescribed oxycodone-acetaminophen. On 07/23/2026 at 11:00
AM, Staff A, Registered Nurse/Director of Nursing Services (DNS), stated medications ordered for
newly admitted residents are sent to the pharmacy for dispensing and delivery to the facility. Staff A
stated that when an ordered medication is needed before delivery, nursing can contact the pharmacy
to obtain a code to access available medications from the facility's automated medication dispensing
system. Staff A stated nursing may also request immediate medication delivery from the pharmacy.
On 07/23/2026 at 12:35 PM, Staff B, Registered Nurse, stated she provided care to Resident 1 during
the evening shift on 07/11/2026. Staff B stated Resident 1 reported severe neck pain and the
prescribed pain medication was not available. Staff B stated she contacted the pharmacy and was
advised the medication was expected to arrive around midnight. Staff B stated she was unaware that
narcotic pain medication could be accessed through the facility's automated medication dispensing
system and was also unaware that she could contact the provider to obtain an alternative pain
medication order when the prescribed medication was unavailable. Staff B stated she believed
(continued on next page)
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Resident 1's prescribed pain medication could not be administered until it arrived from the pharmacy.
On 07/23/2026 at 1:40 PM, Staff A stated the medication was delivered to the facility shortly after
Resident 1 had discharged AMA. Staff A stated that when the ordered medication was not available,
the nurse could have contacted the pharmacy to obtain a code to access available medications from
the facility's automated medication dispensing system. Staff A stated the ordered
oxycodone-acetaminophen 10/325 mg was not available in the automated medication dispensing
system; however, immediate-release oxycodone 5 mg and 10 mg were available. Staff A stated the
nurse could have contacted the provider for an alternative order, including an order for available
oxycodone with acetaminophen administered separately. Staff A stated this would have allowed
Resident 1 to receive an alternative pain medication while awaiting delivery of the originally ordered
medication. Reference WAC 388-97-1300
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