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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, record review, and policy review, the facility failed to administer medications as scheduled for one 
of two residents (Resident (R) 1) reviewed for pharmacy services out of a total sample of six residents. The 
failure to acquire and administer routine medications to R1 had the potential for unrelieved pain and adverse 
consequences.Findings include:Review of R1's undated admission Record located under the Profile tab in 
the electronic medical record (EMR) revealed R1 was admitted to the facility on [DATE] with diagnoses of 
radiculopathy (a pinched nerve) and spinal stenosis (narrowing) in the cervical region (relating to the neck).
Review of R1's quarterly Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 12/01/25, 
located under the MDS tab in the EMR revealed R1 had a Brief Interview for Mental Status (BIMS) score of 
15 out of 15, which indicated R1 was cognitively intact.Record review of R1's undated Order Summary 
Report located under the Orders tab in the EMR revealed Licensed Practical Nurse (LPN) 1 entered an order 
on 08/29/25 at 5:46 PM, to administer Lyrica Capsule 25 mg [milligram] [Pregabalin] [a prescription 
medication used to treat certain types of nerve pain] Give 2 capsules by mouth two times a day for pain 
related to radiculopathy, cervical region. The medication was scheduled to start on 08/30/25 to be 
administered at 6:00 AM and 4:00 PM. Record review of R1's August 2025 Medication Administration Report 
(MAR) located under the Orders tab in the EMR, reflected Lyrica Capsule 25 mg (Pregabalin) was not 
administered two times a day on 08/30/25 and 08/31/25. Registered Nurse (RN) 1 entered a chart code, 
7=Other/See Nurse Notes in the row labeled AM 06 (6:00 AM) and LPN2 entered a chart code, 7=Other/See 
Nurse Notes in the row labeled PM 16 (4:00 PM) under the column 08/30/25. The nurse notes reflected 
medication unavailable. Medication Aide (MA) 1 entered a chart code, 7=Other/See Nurse Notes in the row 
labeled AM 06 (6:00 AM) and MA2 entered a chart code, 7=Other/See Nurse Notes in the row labeled PM 16 
(4:00 PM) under the column 08/31/25. MA1's comment reflected pending pharm (pharmacy) and MA2 
entered medication unavailable.Record review of R1's October 2025 Medication Administration Report 
located under the Orders tab in the EMR, reflected A chart code, 7=Other/See Nurse Notes in the rows 
labeled AM 06 (6:00 AM) and PM 16 (4:00 PM) under the column 10/26/25 for Lyrica Capsule 25 mg 
(Pregabalin). The nurse's notes entered by MA2, for 6:00 AM time and MA3 for 4:00 PM time, reflected the 
medication was not available.During an interview on 12/22/25 at 11:51 AM, R1 said that she did not receive 
her Lyrica after she admitted to the facility and called a Family Member (FM) 1 to inform him of increased 
pain related to not receiving medication (Lyrica). R1 said that she received Tylenol, an as needed (PRN) 
medication to manage pain when requested. R1 denied not receiving other medications or other doses once 
Lyrica was available. FM1 was present during the interview and stated that he inquired why R1 did not 
receive Lyrica and an unknown staff member said that the facility did not receive an order from the 
transferring facility on the day R1 was admitted . FM1 said that R1 did not receive the Lyrica for three days. 
During an interview and record review on 12/22/25 at 3:35 PM, MA3 said that she administered medications 
as reflected on the administration records. MA3 said that she would notify the charge nurse if a medication 
was not available on the medication cart to administer at the time the medication was scheduled. MA3 
reviewed the MAR and progress note, dated 10/26/25, and stated that she entered the comment not 
available because the medication was not in the medication cart. MA3 said that she notified the nurse in 
charge, the nurse acknowledged and said that she would notify the pharmacy. MA3 said that she did not 
have access to medications that were not over-the-counter medications available in the medication room.
During an interview and record review on 12/23/25 at 9:25 AM, RN2 said that nurses could access essential 
first-dose or emergency medications from an automated system in the medication room. RN2 reviewed a 
progress note she entered on 08/30/25 at 8:48 AM. RN2 acknowledged the note that reflected RN2's attempt 
to contact the pharmacy about the inability to retrieve R1's routine medications from the automated system 
due to R1 not registered in the system. RN2 said that the call went straight to voicemail, she left a message 
and did not receive a call back from the pharmacy before the end of her shift. RN2 said that she placed two 
outbound calls to the pharmacy and informed the oncoming nurse (RN1) that R1 did not receive her morning 
medications and to follow up with the pharmacy. RN2 said that she followed up with the pharmacy on 
09/01/25 to inform them that there was one dose of Lyrica in the automated system to retrieve and 
administer to R1 for the morning dose and would not have a dose available for the evening dose if not 
received by the pharmacy in time. RN2 said that the physician was contacted and a prescription was called 
into a local retail pharmacy for pick up. RN2 said that she went to the retail pharmacy and picked up the 
prescription to ensure R1 had medication to receive that evening (09/01/25) and the next morning if not 
received from the pharmacy.During an interview on 12/23/25 at 12:00 PM, LPN1 said that she was a Unit 
Manager and assisted nurses with admissions by entering the new orders into the EMR. LPN1 said that the 
admitting nurse was still responsible for reviewing the orders and completing a medication reconciliation to 
ensure all medications were entered correctly. LPN1 said that the admission orders were faxed to the 
pharmacy for review and delivery. LPN1 said that medications were delivered overnight if sent to the 
pharmacy after 5:00 PM, including Saturday and Sundays. LPN1 said if a medication was not available or 
needed clarification, the nurse must contact the pharmacy to ensure the order was received and to deliver as 
soon as possible or provide access to the automated system to retrieve the medication. LPN1 said that the 
physician must be notified by phone or secured messaging if a resident did not receive a medication dose.
During an interview and record review on 12/23/25 at 12:26 PM, RN1 said that she placed a call to the 
pharmacy (on 08/30/25) to inquire about R1's missing medications and that she was unable to retrieve the 
medications from the automated system. Review of the progress notes did not reflect documentation that 
RN1 contacted the pharmacy or the physician. RN1 said that she forgot to write a progress note, she 
remembered that it was a holiday weekend that she did not call the pharmacy or physician, that she sent a 
secure message through the EMR.During an interview and record review on 12/23/25 at 1:46 PM, MA1 
reviewed the MAR and the comment she entered. MA1 said that she entered pending pharm in the comment 
because that was what the charge nurse said when MA1 notified the nurse that R1's Lyrica was not available 
on the medication cart. MA1 said that she must notify the charge nurse about missing medications.Record 
review of printed secured messages sent and received on 08/29/25 - 08/31/25, provided by the Director of 
Nursing (DON), did not reflect any messages related to R1, sent by RN1, or received by the physician or 
pharmacy on 08/30/25.Record review of a printed Packing Slip, dated 08/30/25, provided by LPN1, reflected 
R1's medications were delivered and received overnight (after midnight), signed, and dated 08/31/25 by a 
nurse.During an interview on 12/23/25 at 4:14 PM, the DON stated she expected to be notified if medications 
were not available for administration. The DON said that she was not aware that R1 did not receive her 
scheduled Lyrica for two days. The DON said that she would have followed up with the pharmacy and the 
physician to request an alternative medication equivalent to Lyrica. The DON said that RN1 should have 
followed through with the pharmacy and notified the physician about R1's missing dose. The DON said that 
the facility discontinued services with the pharmacy related to similar issues of not receiving medications in a 
timely manner and as of December 1, 2025, contracted with a new pharmacy. The DON said that the facility 
did not have a written policy for the process by which a facility requests and obtains medication (acquiring 
medication).Record review of the facility's policy titled, Medication Monitoring, implemented 11/24, indicated: 
6. Licensed nurses, with periodic oversight by nurse managers, shall: c. Report refusals of medications, 
frequent holding of medications, or signs of adverse consequences of medications to the physician. d. 
Reorder and crossmatch medications according to facility policy to assure accurate and adequate supply of 
medications. 9. Each resident's medication regimen is reviewed by a licensed pharmacist at designated 
intervals and whenever changes in condition that could be related to medications are noted. Irregularities are 
reported and addressed in accordance with facility policy for medication regimen reviews and addressing 
irregularities.
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