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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 ensure pharmacy services were provided to 
meet the needs of 1 of 4 residents (Resident 1), reviewed for medication administration. The failure to 
administer and/or document medication administration in accordance with professional standards of practice 
placed the resident at risk of negative outcomes and a diminished quality of life.Findings included .Review of 
the facility's policy titled, Medication and Treatment Administration, dated January 2024, showed that 
medications would be administered as prescribed. The policy further showed that the Seven Rights of 
medication administration would be observed for right resident, right drug, right dose, right time, right route, 
right manufacturer/pharmacy recommendations, and right documentation.Resident 1 readmitted to the facility 
on [DATE] with diagnoses that included hiatal hernia (the upper part of the stomach [a muscular organ that 
digests food] bulges up into the chest through an opening in the diaphragm [muscle barrier that separates 
the abdominal cavity from the chest cavity]), gastroesophageal reflux disease with esophagitis (stomach acid 
flows back into the esophagus [tube that carries food from the throat down to the stomach] causing irritation 
and discomfort).Review of the admission Minimum Data Set (an assessment tool) dated 06/09/2025 showed 
Resident 1's cognition was intact.Review of the August 2025 and September 2025 Medication Administration 
Record (MAR), showed Resident 1 had the following medication orders:- Aluminum-Magnesium Simethicone 
(Mylanta - antacid medication that treats heart burn, upset stomach, and gas) Oral Suspension. Give 20 
milliliters (ml - a unit of measurement) by mouth with meals at 8:00 AM, 12:00 PM, 6:00 PM; and at bedtime 
at 8:00 PM for gastrointestinal issues (conditions that affect the digestive system including the stomach and 
intestines). Give 30 ml of Lido [lidocaine-local anesthetic used to numb painful areas in the mouth and throat) 
oral solution]/Antacid 1:2 oral suspension.- Lidocaine Mouth/Throat Solution 2 %. Give 10 ml by mouth with 
meals at 8:00 AM, 12:00 PM, 6:00 PM; and at bedtime at 8:00 PM for gastrointestinal issues. Give 30 ml of 
Lido/Antacid 1:2 oral suspension. Review of the August 2025 MAR showed Resident 1 was not given their 
Mylanta on the following dates and times:- 08/01/2025 at 8:00 PM- 08/02/2025 at 8:00 AM and 12:00 PM- 
08/06/2025 at 6:00 PM and 8:00 PM- 08/07/2025 at 8:00 AM, 12:00 PM, 6:00 PM, and 8:00 PM- 08/08/2025 
at 12:00 PM, 6:00 PM and 8:00 PM- 08/12/2025 at 12:00 PM, 6:00 PM and 8:00 PM- 08/13/2025 at 8:00 AM, 
12:00 PM, 6:00 PM and 8:00 PM- 08/14/2025 at 8:00 AM, 12:00 PM, 6:00 PM and 8:00 PM- 08/15/2025 at 
8:00 AM, 12:00 PM, 6:00 PM and 8:00 PM- 08/30/2025 at 8:00 PM- 08/31/2025 at 12:00 PM, 6:00 PM, and 
8:00 PMFurther review of August 2025 MAR showed Resident 1 was not given their Lidocaine oral solution 
on the following dates and times:- 08/01/2025 at 8:00 PM- 08/02/2025 at 8:00 AM and 12:00 PM- 08/06/2025 
at 6:00 PM and 8:00 PM- 08/07/2025 at 8:00 AM, 12:00 PM, 6:00 PM, and 8:00 PM- 08/08/2025 at 8:00 AM, 
12:00 PM, 6:00 PM and 8:00 PM- 08/12/2025 at 12:00 PM, 6:00 PM and 8:00 PM- 08/13/2025 at 8:00 AM, 
12:00 PM, 6:00 PM and 8:00 PM- 08/14/2025 at 8:00 AM, 12:00 PM, 6:00 PM and 8:00 PM- 08/15/2025 at 
8:00 AM, 12:00 PM, 6:00 PM and 8:00 PM- 08/30/2025 at 8:00 PM- 08/31/2025 at 8:00 AM, 12:00 PM, 6:00 
PM, and 8:00 PMReview of the September 2025 MAR showed Resident 1 was not given their Mylanta on the 
following dates and times:- 09/01/2025 at 8:00 AM and 12:00 PM- 09/02/2025 at 8:00 AM and 12:00 
PFurther review of September 2025 MAR showed Resident 1 was not given their lidocaine oral solution on 
the following dates and times:- 09/01/2025 at 8:00 AM and 12:00 PM- 09/02/2025 at 8:00 AM and 12:00 PM- 
09/07/2025 at 8:00 AM and 12:00 PM- 09/15/2025 at 8:00 AM and 12:00 PMReview of the progress note 
from 07/21/2025 to 09/15/2025 did not show documentation that the doctor was notified of the Mylanta and 
lidocaine medication not being available and/or not given to Resident 1.On 09/15/2025 at 12:55 PM, 
Resident 1 stated they had discomfort and bloating (swollen with fluid or gas) when they did not get their 
Mylanta-lidocaine. Resident 1 further stated that when they had bloating, it was hard to breathe, eat, sit-up, 
and walk. Observation on 09/15/2025 at 1:05 PM showed Staff C providing Resident 1 their medications. 
Staff C gave Resident 1 a white liquid in a medication cup stating, this is your aluminum magnesium 
simethicone. In an interview and joint record review on 09/15/2025 at 1:48 PM, Staff C, Licensed Practical 
Nurse, stated they followed the MAR when administering medications to the residents. A joint record review 
of September 2025 MAR showed Resident 1 had orders for Mylanta 20 ml by mouth before meals. Give 
30ml of Lido/Antacid 1:2 oral suspension and for Lidocaine oral solution 10 ml before meals. Give 30ml of 
Lido/Antacid 1:2 oral suspension. Staff C stated they gave Resident 1 their aluminum magnesium 
simethicone (Mylanta) medication. Staff C stated they did not find lidocaine viscous and did not give it to 
Resident 1. Staff C stated they gave 20 ml of lido/antacid 1:2 oral suspension at 8:00 AM and 12:00 PM on 
09/07/2025 and today [09/15/2025] to Resident 1. A joint observation of the medication refrigerator showed 
there were three bottles of 1200 ml of Resident 1's lido/antacid. The instructions on the bottle indicated, Give 
30 ml of Lido/Antacid 1:2 oral suspension. Staff C stated they did not find Resident 1's Mylanta and lidocaine 
oral solution on 09/02/2025 and did not give Resident 1 their 8:00 AM and 12:00 PM doses. Staff C stated 
they did not know there was another refrigerator in the medication room and that on 09/07/2025 they found 
Resident 1's aluminum magnesium simethicone [Mylanta]. Staff C further stated they did not notify the doctor 
Resident 1's Mylanta and lidocaine oral solution was not available because they were not pertinent 
medications.In an interview on 09/15/2025 at 4:15 PM, Staff D, Pharmacist, stated that 
Aluminum-Magnesium Simethicone Oral Suspension 200- 200-20 MG/5ML. Give 20 ml and Lidocaine 
Mouth/Throat Solution 2% Give 10 ml were a compound (mixed medication). Staff D further stated that if the 
lido/antacid bottle indicated to give 30 ml, nurses should administer 30ml and sign the MAR for the 
medication separately as the facility software did not allow for the medications to be written as one order.In a 
follow-up interview on 09/18/2025 at 10:40 AM, Staff D stated nurses should give 30 ml of lido/antacid to 
Resident 1 before meals and at 8:00 PM.In an interview and joint record review on 09/18/2025 at 2:04 PM, 
Staff B, Resident Care Manager, stated they expected nurses to follow resident's MAR to provide 
medications. Saff B stated that when medications were not available, they expected the nurses to contact the 
pharmacy to reorder the medication, notify the family, notify the doctor that medication was not given, and 
document it in the resident's progress notes. A joint record review of August 2025 and September 2025 
MARs showed Resident 1 was not given their Mylanta/lidocaine oral solution on 08/01/2025, 08/02/2025, 
08/06/2025, 08/07/2025, 08/08/2025, 08/12/2025, 08/13/2025, 08/14/2025, 08/15/2025, 08/30/2025, 
08/31/2025, 09/01/2025, 09/02/2025, 09/15/2025, 09/07/2025, and 09/15/2025. Staff B stated that the nurses 
should have notified the doctor about Resident 1's medication not being available. Staff B further stated that 
Staff C should have given 30 ml of lido/antacid to Resident 1 on 09/07/2025 and 09/15/2025.On 09/18/2025 
at 3:11 PM, Staff A, Director of Nursing Services, stated nurses should have notified the doctor about 
Resident 1's lidocaine/antacid medications not being available and/or given. Staff A further stated that Staff 
C should have administered 30 ml of lido/antacid to Resident 1 on 09/07/2025 and 09/15/2025.Reference: 
(WAC) 388-97-1300 (1)(b)(ii)(3)(a).
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