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revealed there was an order dated 09/09/21 for 

fluoxetine 20mg take one capsule in the evening.

Review of Resident #2's October 2021 

medication administration record (MAR) revealed:

-There was an entry for fluoxetine 40mg take one 

capsule in the evening scheduled for 

administration at 8:00pm.

-There was documentation fluoxetine 40mg was 

administered 31 of 31 opportunities.

Review of Resident #2's November 2021 MAR 

revealed:

-There was an entry for fluoxetine 40mg take one 

tablet in the evening/at bedtime with no specific 

time of administration indicated.

-There was documentation fluoxetine 40mg was 

administered 7 of 7 opportunities.

Observation of Resident #2's medication 

available for administration on 11/08/21 revealed:

-There was one bottle with a label indicating 90 

fluoxetine 40mg tablets were dispensed from the 

pharmacy on 09/10/21.

-There were 43 tablets in the bottle.

Second observation of Resident #2's medication 

available for administration on 11/08/21 revealed:

-There was one bottle with a label indicating 90 

fluoxetine 20mg tablets were dispensed from the 

pharmacy on 07/28/21.

-There were 29 tablets in the bottle.

Telephone interview with a pharmacist from 

Resident #2's pharmacy on 11/08/21 at 2:35pm 

revealed:

-There was an order dated 09/09/21 for fluoxetine 

40mg take one tablet at bedtime. 

-There was a previous order for fluoxetine 20mg 

take one tablet at bedtime that had not been 
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discontinued.

-The orders were written by two different 

healthcare providers.

Interview with the Administrator on 11/08/21 at 

2:05pm revealed:

-Resident #2's admission paperwork was 

completed on 09/17/21.

-Resident #2 was admitted to the facility on 

10/01/21.

-Resident #2's family member told him to "hold" 

the fluoxetine 40mg on 09/17/21.

-He was in the process of getting Resident #2's 

orders up to date.

Telephone interview with Resident #2's family 

member on 11/08/21 at 3:06pm revealed:

-Resident #2 was admitted to the facility in early 

October 2021.

-Resident #2 took her medication with her when 

she was admitted to the facility.

-Resident #2 was initially prescribed fluoxetine 

20mg and then it was increased to 40mg at some 

point.

-Resident #2's fluoxetine dose may have been 

decreased at the end of September 2021 or early 

October 2021.

-She did not know the current dose of Resident 

#2's fluoxetine.

Telephone interview with a Registered Nurse 

(RN) from Resident #2's PCP's office on 11/08/21 

at 4:37pm revealed:

-Resident #2 was prescribed fluoxetine 40mg on 

09/09/21.

-The fluoxetine order was changed to 20mg on 

09/22/21 because Resident #2 was at risk for 

falls.
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