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F 0755 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to provide pharmaceutical services (including procedures that
Level of Harm - Minimal harm or assure the accurate acquiring, receiving, dispensing, and administering of all drugs and biologicals) to meet
potential for actual harm the needs of each resident for 1 of 5 residents (Resident #1) reviewed for medication administration.The
facility failed to acquire and administer Resident #1's physician ordered medications timely when she
Residents Affected - Some admitted to the facility on [DATE], which resulted in the resident missing one dose of the antibiotic,

Daptomycin-Sodium Chloride Intravenous Solution 700-0.9 mg/100 ml, six doses of the central nervous
system stimulant, Adderall 20 mg, and seven doses of Juven, a physician-ordered therapeutic nutrition
powder for wound healing, after she admitted to the facility on [DATE] following knee revision surgery.This
failure could place residents at risk of not receiving medications as prescribed, decreased therapeutic effects
of the medications, risk for drug diversion, delay in medication administration and worsening of their medical
conditions.Findings included:Record review of Resident #1's admission MDS dated [DATE] reflected the
resident was a [AGE] year-old female admitted to the facility on [DATE]. Her diagnoses included infection
reaction to internal right knee prosthesis. Resident #1 had a BIMS of 15 which indicated her cognition was
intact. Record review of Resident #1's Face Sheet printed on 10/16/25 reflected she had additional
diagnoses of depressive episodes and attention-deficit hyperactivity disorder (ADHD), predominantly
inattentive type.Record review of Resident #1's care plan initiated on 09/06/25 reflected she was on antibiotic
therapy and the care plan interventions included administering antibiotic medications as ordered by the
physician. The care plan further reflected the resident had an intravenous access device with care plan
interventions which included administering intravenous fluids as prescribed. Record review of Resident #1's
hospital discharge records dated 09/05/25 reflected the resident had an infected knee revision following a
knee replacement with polymicrobial infection (infection caused by two or more different microorganisms)
and a chronic open wound for about six months. The hospital discharge records reflected the resident had
orders for the following medications: - 0.9% sodium chloride with daptomycin 700 mg into the vein daily;-
Adderall oral tablet 20 mg, give 1 tablet by mouth two times a day for ADHD; and- Juven one packet by
mouth two times a day.Record review of Resident #1's September 2025 MAR reflected the following:- the
antibiotic daptomycin-sodium chloride was not administered on 09/06/25 and first dose was on 09/07/25;- the
first dose of Adderall was administered on 09/09/25, which meant the resident missed six doses since she
admitted to the facility on [DATE]; and- two administrations of the Juven packet missed on 09/06/25; two
administrations of the Juven packet missed on 09/07/25; one administration of the Juven packet missed on
09/08/25; and two administrations of the Juven packet missed on 09/09/25. In total, Resident #1 was not
administered a total of seven Juven packets between 09/06/25 and 09/09/25.Interview on 10/15/25 at 5:29
PM, Resident #1 revealed she was admitted to the facility on [DATE] from the hospital. She stated there
appeared to be some confusion with her medications at the facility. The resident said she did not know why,
but she did not get some of her medications for a few days. She stated she did not recall how many, but it
included her antibiotic, wound healing powder, and medications for her ADHD. Resident #1 said all she was
told was that they were trying to get the medications from the pharmacy. She recalled she got the first doses
on Monday or Tuesday (09/08/25-09/09/25). Resident #1 further stated she did not recall having any
unwanted side effects as a result. Interview on 10/16/25 at 1:21 PM, MA A revealed she worked with
Resident #1 on 09/06/25 and 09/07/25 from 6:00 AM to 10:00 PM. MA A said it appeared the pharmacy did
not deliver all Resident #1's medications. She stated some of those medications included the resident's
Adderall and Juven. She stated she did not know why the medications did not get delivered. MA A stated she
thought the previous DON and LVN B had attempted to contact the pharmacy during that time. Interview on
10/16/25 at 3:56 PM, LVN C, who was the nurse who admitted Resident #1, revealed he did not recall who
Resident #1 was. He stated many residents come and go on the skilled hall. LVN C stated that if a resident
was missing some medications from the pharmacy, they would contact the physician to see if they could
substitute it for something else. LVN C further stated it was important for the residents to have all their
medications to continue their care. Interview on 10/16/25 was attempted via telephone with LVN B; however,
the attempts were unsuccessful.Interview on 10/16/25 at 5:05 PM, the ADON revealed she was not aware
Resident #1 had gone without some of her medications when she was admitted . The ADON said she only
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