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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
observation, interview, and record review, the facility failed to provide pharmaceutical services
(including procedures that assure the accurate acquiring, receiving, dispensing, and administering of
all drugs and biologicals) to meet the needs of each resident for 5 of 7 (Residents #1, #2, #3, #4, and
#5) reviewed for pharmacy services.1. The facility failed to ensure Resident #1 was not administered
a discontinued medication when she was administered the anti-anxiety medication, lorazepam 0.5 mg,
on 05/29/26 after it had been discontinued on 04/30/26. 2. The facility failed to ensure accurate
documentation and proper administration for the use of Compound ABH Gel for Resident #2 (06/02/26,
06/04/26, 06/08/26, 06/10/26, 06/11/26) and the use of Clonazepam 0.5 mg for Resident #3 on
06/02/26. 3. The facility failed to document the administration of controlled medications in a timely
manner for Residents #4 and #5.These failures could place residents at risk for medication error, drug
diversion, and delay in medication administration.Findings included: 1. Review of Resident# 1's Annual
MDS Assessment, dated 05/20/26, reflected the resident was [AGE] year-old female admitted to the
facility on [DATE], with diagnoses that included anxiety disorder and hypertension (high blood
pressure). The resident's cognition was severely impaired with a BIMS score of 4. She received
antianxiety and antidepressant medications.Record review of Resident #1's physician orders revealed
Resident #1 did not have an active order for lorazepam 0.5 tablet given 1 tablet by mouth every 8
hour(s) as needed. The record reflected the lorazepam had been discontinued on 04/30/26.
Observation and record review on 06/11/26 at 9:45 a.m. with LVN A, of the Hall 400/Hall 500 nurses'
medication cart and the NAR revealed Resident #1's NAR for lorazepam 0.5 mg tablet was last signed
off on 05/29/26 for one-tablet given to Resident #1 at 4:00 PM. The NAR reflected there were 17 pills
remaining, and 17 pills were in the blister pack.Record review of Resident #1's May 2026 MAR
revealed no order for lorazepam 0.5 tablet give 1 tablet by mouth every 8 hour(s) as needed. Also,
there was no documentation on the MAR showing that lorazepam 0.5 mg had been administered to
Resident #1 at 4:00 PM on 05/29/26. During an observation on 06/11/26 at 9:55 a.m., Resident #1
was in her room, and she stated she received all her medications. Resident #1 was unable to recall
which medications she was being administered.During an interview on 06/11/26 at 2:14 p.m., LVN A
stated she was the nurse assigned to Resident #1. She stated Resident #1 had an order for PRN
Lorazepam 0.5 mg. LVN A reviewed Resident #1's MAR and NAR. She stated on the NAR the
medication was signed off on 05/29/26 as administered, but the MAR did not show it was
administered and Resident #1 did not have the order for the lorazepam. LVN A stated on the NAR, it
looked like her signature, but she was not sure. LVN A stated she was not aware Resident #1's PRN
Lorazepam medication was discontinued on 04/30/26. She stated the medication and the NAR should
had been removed from the medication cart. LVN A stated she did not know why the medication was
not removed from the medication cart when the medication was discontinued. She stated it was the
responsibility of the nurse to remove any medication from the medication cart that had been
discontinued. She stated there should be an order before administering any medication and the nurses
should be checking the orders before administering. LVN A stated the potential risk would be the
(continued on next page)
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incoming nurse not knowing when the medication was given to the resident. LVN A stated that
without a physician order, nurses should not be administering any medication to the residents.2.
Record review of Resident #2's Quarterly MDS assessment dated [DATE], reflected the resident was
[AGE] year-old female admitted to the facility on [DATE], with diagnoses that included
non-traumatic brain dysfunction. The resident's BIMS was not completed due to resident being
rarely/never understood. She received antianxiety and antidepressant medications.Record review of
Resident #2's physician order dated 11/11/25 revealed an order for Compound ABH Gel for
generalized anxiety disorder 0.5 ml which was to be applied topically once daily at 9:00 AM to the
resident's inner wrist.Observation and record review on 06/11/26 at 10:46 a.m., with LVN B of the
Hall 200/Hall 300 nurses' medication cart and NAR the revealed Resident #2's NAR for the Compound
ABH GEL was last signed off as being administered on 06/09/26. The NAR reflected that 1 dose given
to Resident #2 at 8:00 AM, for a total of 4 gels remaining, and there were 4 syringes of the Compound
ABH Gel on the nurses' medication cart. There was no documentation on the NAR showing that the
Compound ABH Gel had been administered to Resident #2 on 06/02/26, 06/04/26, 06/08/26,
06/10/26, and 06/11/26.Record review of Resident #2's June 2026 MAR revealed Resident #2 was
administered Compound ABH gel on 06/02/26, 06/04/26, 06/08/26, 06/10/26, and
06/11/26.Observation on 06/11/26 at 12:32 p.m. revealed Resident #2 was in bed, and she was
unable to answer any questions. The resident did not display any signs of agitation or pain.Record
review of Resident #3's Quarterly MDS assessment dated [DATE], reflected the resident was [AGE]
year-old male admitted to the facility on [DATE], with diagnoses that included non-traumatic brain
dysfunction. The resident's BIMS was not completed due to resident is rarely/never understood. He
received antianxiety medications.Record review of Resident #3's physician order dated 01/20/25
revealed an order of Clonazepam 0.5 mg tablet 1 tablet via Gastrostomy Tube Twice a day [Time:
08:00 AM, 07:00 PM]. Observation and record review on 06/11/26 at 10:46 a.m., of the 200, 300 Hall
LVN's medication cart and the narcotic administration record, with LVN B, revealed Resident #3's
NAR for Clonazepam 0.5 mg tablet was not signed off as being administered on 06/02/26. The NAR
reflected there were 9 pills remaining, and there were 9 pills observed in the blister pack. Record
review of Resident #3's June 2026 MAR revealed Resident #3 was administered the clonazepam
tablet on 06/02/26 at 8:00 AM. 3. Record review of Resident #4's Quarterly MDS assessment dated
[DATE], reflected the resident was a [AGE] year-old male admitted to the facility on [DATE], with
diagnoses that included anxiety disorder. The resident had intact cognition with a BIMS score of 14.
He received antianxiety medication.Record review of Resident #4's physician order dated 01/03/25
revealed Lorazepam 0.5 mg tablet 1 tab by mouth every 4 Hours as needed for anxiety or agitation.
Observation and record review on 06/11/26 at 10:46 a.m., of 300 Hall LVN's medication cart and the
narcotic administration record, with LVN B, revealed Resident #4's NAR for lorazepam 0.5 mg tablet
was signed off as being administered on 06/01/26 at 8:00 AM and 06/10/26 at 8:00 AM. The NAR
reflected there were 36 pills remaining, and 36 pills were observed in the blister pack.Record review
of Resident #4's June 2026 MAR revealed, for the dates of 06/01/26 and 06/10/26, the MAR was
blank. There was no record for the administration of the lorazepam on 06/01/26 and 06/10/26 to
Resident #4. During an interview on 06/11/26 at 12:34 p.m., Resident #4 stated he was doing well.
Resident #4 stated he received all of his medications. He was unable to state which medications he
was receiving. Record review of Resident #5's admission MDS assessment dated [DATE], reflected
the resident was [AGE] year-old male admitted to the facility on [DATE], with diagnoses that
included hypertension, thyroid disorder, and benign prostatic hyperplasia. The resident had intact
cognition with a BIMS score of 15. He received PRN pain medication regimen.Record review of
Resident #5 physician order dated 05/07/26, revealed Hydrocodone Bitartrate-Acetaminophen for
Pain, unspecified for Pain ([START 05/07/26] 1 TABLET by mouth Every 6 Hours as
needed)Observation and record review on 06/11/26 at 2:42 p.m., of 600 Hall RN's medication cart and
the narcotic administration record, with RN D, revealed Resident #5's NAR for
(continued on next page)
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Hydrocodone-Acetaminophen 5-325 mg was signed off as being administered on 06/02/26 at 8:00 PM.
The NAR reflected there were 12 pills remaining, and 12 pills were observed in the blister pack.Record
review of Resident #5's June 2026 MAR revealed the MAR was blank for 06/02/26.During an
observation and interview on 06/11/26 at 3:57 p.m., Resident #5 was in his room. He stated he
received his pain medication when he requested it, and he denied being in any pain. During an
interview on 06/11/26 at 1:37 p.m., LVN B stated he was the nurse assigned to Resident #2, Resident
#3 and Resident #4. He stated he administered medications to Resident #2, Resident #3 and Resident
#4. LVN B stated Resident #2 had an order for ABH Gel 1 time a day. LVN B reviewed Resident #2's
MAR and NAR, he stated there was a discrepancy. LVN B stated Resident #2's MAR showed that
medication was administered for the following days: 06/02/26, 06/04/26, 06/08/26, 06/10/26,
06/11/26. However, the medication was not signed off on the NAR for those days. LVN B stated he
could not recall if the medication was administered. LVN B stated Resident #3 was at the hospital
since 06/09/26. He stated Resident #3 had an order for clonazepam 0.5 mg tablet twice a day. LVN B
reviewed Resident #3's MAR and NAR. He stated LVN C administered the medication on 06/02/26, but
did not sign off the medication on the NAR. LVN B reviewed Resident #4's MAR and NAR. He stated on
the NAR for Lorazepam 0.5 mg, he signed off the medication on 06/01/26 and 06/10/26, but did not
document on the MAR that the medication was administered. LVN B stated he did administer the
medication, but forgot to document that it was administered. He stated after he administered the
medication, he should have documented on the MAR in a timely manner. LVN B stated it was
important to document when medication was administered, sign the medication out for accountability,
and to make sure the next nurse knew when the medication was administered. He stated the potential
risk to the residents would be residents receiving double dose. During an interview on 06/11/26 at
1:56 p.m., LVN C stated she was the nurse assigned to Resident #2 and Resident #3 on 06/02/26. She
stated she administered medications to both residents. LVN C reviewed Resident #2's MAR and NAR.
She stated she documented on 06/02/26 that she administered ABH Gel on 06/02/26, however, she
did not sign off the medication on the NAR. She stated she did not think she administered the ABH Gel
to Resident #2 on 06/02/26. LVN C stated she did not know why she did not administer it. She stated
it was her first time working with Resident #2, a lot was happening on that day, and she did not ask
for help. LVN C reviewed Resident #3's MAR and NAR. She stated she documented that she
administered Clonazepam 0.5 on 06/02/26 but did not sign off the medication on the NAR. She stated
she could not recall if she did or did not administer the medication. LVN C stated if she had given the
medications, she would had signed off the medication on the NAR. She stated it was important to
document correctly. She stated depending on the medication, the potential risk would be the resident
having an adverse effect. During an interview on 06/11/26 at 2:51 p.m., RN D stated she was the
nurse assigned to Resident #5. She stated Resident #5 had a PRN order for hydrocodone. RN D stated
she administered medication to Resident #5. RN D reviewed Resident #5's MAR and NAR, she stated
she was not the nurse assigned to Resident #5 on 06/02/26. She stated on the resident's NAR, the
nurse signed off the medication on 06/02/26, however, the nurse failed to document on the resident's
MAR. RN D stated she was aware of the discrepancy because she also failed to document Resident
5's MAR for the month of May. She stated she was in-serviced about signing off controlled medication
on the count sheet and MAR. She stated she could not recall the date of the in-service. She stated the
potential risk of not documenting on the MAR in a timely manner would be incoming staff not knowing
when the medication was given, and that could cause an overdose. During an interview on 06/11/26
at 4:21 p.m., the ADON stated the expectation was for the nurses to document on the resident's MAR
after administering the medication and to sign off the medication on the NAR. She stated she was not
aware the nurses were not documenting on the residents MAR or signing off the medication on the
NAR. She stated she used to complete audits with the old system, but with the electronic record
system it made it harder to audit. She stated when a medication was discontinued, it should be
removed from the medication cart and not be administered. She stated nurses should have an order
(continued on next page)
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before administering any medication. She stated it was the ADONs responsibility for overseeing the
nurses and ensuring documentation was accurate. ADON stated if it was not documented, it was not
done. She stated the potential risk of not documenting correctly would be the staff not able to know if
the medication was effective. During an interview on 06/11/26 at 4:35 p.m., the DON stated, during
the end of May, she found some discrepancies on the residents' MAR and NAR. She stated she
noticed that the nurses were not signing off the medications on the NAR and were not documenting on
the residents MAR that the medication had been administered. She stated she completed a full
medication cart audit, and all the controlled medications were accounted for, nothing was missing.
She stated she was not aware that the nurses were not documenting correctly until she noticed it.
The DON stated she completed an in-service on 06/01/26 which covered controlled medications
needing to be signed off on both the MAR and the count sheet, and ensuring all expired medications
were to be removed from the cart. The DON stated she was made aware that nurses were still not
documenting correctly. She stated she had not completed her education, and she had not been able to
establish a process for monitoring to ensure the nurses were following procedures. She stated there
were several residents who had PRN medications and were not documented when administered. She
stated nurses should be removing discontinued medication from the medication cart, and should have
an order before administering any medication. She stated it was her and the ADON's responsibility to
oversee the nurses and to ensure documentation was accurate. She stated the potential risk of not
administering the medication correctly or not documenting in a timely manner, could cause the
resident to be in pain, have anxiety, or get the medication more than once. During an interview on
06/11/26 at 5:02 p.m., the Administrator stated she was notified by the DON a week ago that she had
found some discrepancies on the residents MAR and narcotic count sheets. She stated the DON
started education on it about 2 weeks ago. She stated it was the responsibility of the DON and ADON
to oversee the nurses and ensure medications were being administered correctly. She stated there
should be a physician order before administering any medication, and nurses should sign off any
controlled medication on the NAR and document on the MAR accurately.Record review of the facility's
Training Record dated 06/01/26, reflected All controlled medications need to be signed off on both
the MAR and the count sheet. To re-iterate previous in-service, please make sure that [you] are
signing off any controlled meds on the count sheet legibly, with (at minimum) first initial and last
name. Please make sure that all expired medications are removed from the cart. If there are
medications that are not being used (or regularly refused), please bring to the attention of the ADON
so that those medications can be discontinued. LNV A, LVN B, LVN C, and RN D attended the training.
Record review of the facility's Medication - Guidelines on Clinical Practice reviewed 01/12/2020
reflected the following: Standard of Practice: Staff will provide medications in accordance with
standard of practice guidelines. Record review of the facility's Physician orders - Electronic reviewed
11/27/23, reflected the following: The licensed nursing staff will provide residents with medications
and treatments as ordered by his/her physician.3. The electronically entered order will be
automatically transcribed onto the Medication admission Record (MAR) or Treatment Record. Date
and initials of the transcriber will be automatically recorded.9. Upon discontinuation of any
medication, the medication is to be removed from the med cart of treatment cart and returned to the
pharmacy per the community's policy.
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