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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the clinical record, facility documentation, facility policy, and interviews for four (4) of four (4) 
residents (Resident #3, Resident #4, Resident #5, and Resident #6) reviewed for medication administration, 
the facility failed to ensure the clinical records were accurate to reflect when medications were administrated. 
The findings include:1. Resident #3 had diagnoses that included adult failure to thrive, weakness, and 
dementia.The quarterly Minimum Data Set (MDS) dated [DATE] identified Resident #3 had a Brief Interview 
for Mental Status (BIMS) score of two (2) indicative of severely impaired cognition, was always incontinent of 
bowel and bladder, dependent on staff for all ADLs, including bed mobility, and transfers, was non 
ambulatory, and dependent on staff for mobility in the wheelchair. The physician's orders dated 7/17/2025 
directed to administer liquid protein supplement 30 milliliters once per day at 9:00 A.M., magic cup twice per 
day at 9:00 A.M. and 5:00 P.M, and supplemental house milkshake 120 cubic centimeter (cc) twice per day 
at 9:00 A.M. and 5:00 P.M. Review of the facility's accident and incident report dated 7/28/2025 identified on 
7/28/2025 an internal medication administration audit report was generated that flagged late medication 
administrations of one hour or more which revealed a consistent pattern where the scheduled medications 
times predominantly around 9:00 A.M. were documented later often between 10:00 A.M. and 2:00 P.M. 
affecting approximately 80 residents on various units.The facility's Medication Administration Audit report 
dated 7/28/2025 identified Licensed Practical Nurse (LPN) #3 documented at 11:30 A.M. she administered 
Resident #3's supplemental house milkshake 120 cc's (2 hours and 30 minutes late), at 11:57 A.M. LPN #3 
documented she administered Resident #3's liquid protein supplement (2 hours and 57 minutes late), and at 
2:17 P.M. LPN #3 documented she administered Resident #3's magic cup (4 hours and 17 minutes late).
Review of the facility's accident and incident summary dated 8/2/2025 identified that no residents were 
negatively affected by the delay in documentation, medications were administered on time, but the 
documentation of the administration was delayed.Interview with Registered Nurse (RN) #1 (Regional Nurse) 
on 8/19/2025 at 11:00 A.M. identified on 7/28/2025 Resident #3's medications were administered per the 
physician's orders at 9:00 A.M. RN #1 indicated LPN #3 documented late in Resident #3's MAR not at the 
time she administered the medications. RN #1 identified her expectations are when the nurse administers 
any medication to a resident the nurse documents at the time of administration in the resident's MAR. RN #1 
identified on 7/28/2025 LPN #3 should have documented in Resident #3's MAR at the time medications are 
administered.Interview with LPN #3 on 8/19/2025 at 1:12 P.M. identified on 7/28/2025 at 9:00 A.M. she 
administered 30 ml's of liquid protein supplement, magic cup, and supplemental house milkshake to 
Resident #3. LPN #3 identified she did not document Resident #3's MAR at time she administered Resident 
#3's medications. LPN #3 was unable to document because all the residents on her assignment had 
medications ordered to be administered at 9:00 A.M. LPN #3 signed off in the medication administration 
records for all the residents on her assignment after she finished administering the morning medications. 
Interview with the Director of Nursing (DNS) on 8/19/2025 at 2:00 P.M. identified that she would expect that 
any medication given to a resident would be signed off in the MAR at the time the medication was 
administered. The DNS identified the documentation needs to be completed in actual time not later. 2. 
Resident #4 had diagnoses that included dementia with behavioral disturbance, delusional disorder, anxiety, 
and depressive episodes.The quarterly MDS dated [DATE] identified Resident #4 had short-term and 
long-term memory impairment (not capable of completing a brief interview for mental status exam), severely 
impaired cognitive skills for daily decision making, was always incontinent of bowel and bladder, and 
dependent on staff for all ADLs, including bed mobility, and transfers, was non ambulatory, and dependent 
on staff for mobility in the wheelchair.The physician's orders dated 7/17/2025 directed to administer Ativan 0.
5 mg twice per day at 8:00 A.M. and 8:00 P.M., acetaminophen 500 mg twice per day at 9:00 A.M. and 9:00 
P.M, and Lexapro 10 mg one time per day at 9:00 A.M.Review of the facility's accident and incident report 
dated 7/28/2025 identified on 7/28/2025 an internal medication administration audit report was generated 
that flagged late medication administrations of one hour or more which revealed a consistent pattern where 
the scheduled medications times predominantly around 9:00 A.M. were documented later often between 
10:00 A.M. and 2:00 P.M. affecting approximately 80 residents on various units.The facility's Medication 
Administration Audit report dated 7/28/2025 identified LPN #3 documented at 11:58 A.M. that she 
administered Resident #4's Ativan 0.5 mg (3 hours and 58 minutes late) acetaminophen 500 mg (2 hours 
and 58 minutes late, and Lexapro 10 mg (2 hours and 58 minutes late). Review of the facility's accident and 
incident summary dated 8/2/2025 identified that no residents were negatively affected by the delay in 
documentation, medications were administered on time, but the documentation of the administration was 
delayed.Interview with Registered Nurse (RN) #1 (Regional Nurse) on 8/19/2025 at 11:00 A.M. identified on 
7/28/2025 Resident #4's medications were administered per the physician's orders. RN #1 indicated that 
LPN #3 documented late in Resident #4's MAR not at the time she administered the medications. RN #1 
identified her expectation is when the nurse administers any medication to a resident the nurse documents at 
the time of administration in the resident's MAR. RN #1 identified on 7/28/2025 LPN #3 should have 
documented in Resident #4's MAR at the time she administered the medications not later.Interview with LPN 
#3 on 8/19/2025 at 1:12 P.M. identified on 7/28/2025 at approximately 9:15 A.M. she administered Ativan 0.5 
mg, acetaminophen 500 mg, and Lexapro 10 mg to Resident #4. LPN #3 did not document on Resident #4's 
MAR at the time she administered the medications. LPN #3 was unable to document because all the 
residents on her assignment had medications ordered to be administered at 9:00 A.M. LPN #3 signed off in 
the medication administration records for all the residents on her assignment after she finished administering 
the morning medications. Interview with the Director of Nursing (DNS) on 8/19/2025 at 2:00 P.M. identified 
that she would expect that any medication given to a resident would be signed off in the MAR at the time the 
medication was administered. The DNS identified that the documentation needs to be completed in actual 
time not later. 3. Resident #5 had diagnoses that included dementia with behavioral disturbance, glaucoma, 
adult failure to thrive, and anxiety. The quarterly MDS dated [DATE] identified Resident #5 had short-term 
and long-term memory impairment (not capable of completing a brief interview for mental status exam), 
severely impaired cognitive skills for daily decision making, was always occasional incontinent of bowel, 
always continent of bladder, independent with ambulation and bed mobility, required substantial assistance 
with transfers and ADLs. The physician's orders dated 7/17/2025 directed to administer Lexapro 10 mg one 
time per day at 9:00 A.M., Ensure Clear 240 ml one time per day at 9:00 A.M., Namenda 5 mg twice per day 
at 9:00 A.M. and 9:00 P.M., and Combigan solution 0.2-5% instill 1 drop in both eyes twice per day at 9:00 A.
M. and 5:00 P.M.Review of the facility's accident and incident report dated 7/28/2025 identified on 7/28/2025 
an internal medication administration audit report was generated that flagged late medication administrations 
of one hour or more which revealed a consistent pattern where the scheduled medications times 
predominantly around 9:00 A.M. were documented later often between 10:00 A.M. and 2:00 P.M. affecting 
approximately 80 residents on various units.The facility's Medication Administration Audit report dated 
7/28/2025 identified LPN #2 documented at 11:44 A.M. that she administered Resident #5's Lexapro 10 mg 
and Combigan solution 0.2-5% (2 hours and 44 minutes late). LPN #2 documented at 11:45 A.M. that she 
administered Resident #5's Ensure Clear 240 ml's and Namenda 5 mg (2 hours and 45 minutes late).Review 
of the facility's accident and incident summary dated 8/2/2025 identified that no residents were negatively 
affected by the delay in documentation, medications were administered on time, but the documentation of 
the administration was delayed.Interview with Registered Nurse (RN) #1 (Regional Nurse) on 8/19/2025 at 
11:00 A.M. identified on 7/28/2025 Resident #5's medications were administered per the physician's orders 
on time. RN #1 indicated that LPN #2 documented in Resident #5's MAR late and not at the time LPN #2 
administered the medications. RN #1 identified her expectation is when the nurse administers any 
medication to a resident the nurse documents at the time of administration in the resident's MAR. RN #1 
identified on 7/28/2025 LPN #2 should have documented in Resident #5's MAR at the time she administered 
the medications not later. Interview with LPN #2 on 8/19/2025 at 1:12 P.M. identified on 7/28/2025 that she 
administered Resident #5's Lexapro 10 mg, Ensure Clear liquid, Namenda 5 mg, and Combigan solution 0.
2-5% per the physician's orders on time. LPN #2 did not document in Resident #5's MAR at the time she 
administered the medications because she was helping provide care to the residents. LPN #2 signed off 
Resident #5's MAR when she had time. Interview with the Director of Nursing (DNS) on 8/19/2025 at 2:00 P.
M. identified that she would expect that any medication given to a resident would be signed off in the MAR at 
the time the medication was administered. The DNS identified that the documentation needs to be completed 
in actual time not later. 4. Resident #6 had diagnoses that included hypertension, chronic diastolic heart 
failure, gastric bleed, and type 2 diabetes mellitus. The quarterly MDS dated [DATE] identified Resident #6 
had a Brief Interview for Mental Status (BIMS) score of eight (8) indicative of moderately impaired cognition, 
was occasionally incontinent of bowel, always continent of bladder, required set-up with ADLs, supervision 
with transfers and ambulation, and independent with bed mobility.The physician's orders dated 7/17/2025 
directed to administer pantoprazole 40 mg twice per day at 8:00 A.M. and 4:00 P.M., Klor-Con 
extended-release tablet 10 MEQ, give 2 tablets (20 MEQ), twice per day at 9:00 A.M. and 9:00 P.M., 
metformin 500 mg twice per day at 9:00 A.M. and 5:00 P.M., and bumetanide 1 mg tablet give 2 tablets one 
time per day at 9:00 A.M.Review of the facility's accident and incident report dated 7/28/2025 identified on 
7/28/2025 an internal medication administration audit report was generated that flagged late medication 
administrations of one hour or more which revealed a consistent pattern where the scheduled medications 
times predominantly around 9:00 A.M. were documented later often between 10:00 A.M. and 2:00 P.M. 
affecting approximately 80 residents on various units.The facility's Medication Administration Audit report 
dated 7/28/2025 identified LPN #2 documented at 9:34 A.M. she administered Resident #6's pantoprazole 
40 mg (1 hour and 34 minutes late), and at 10:20 A.M. she administered metformin 500 mg ( 1 hour and 20 
minutes late), at 10:21 A.M. she administered bumetanide 2 mg and Klor-Con 10 MEQ two tablets (1 hour 
and 21 minutes late). Review of the facility's accident and incident summary dated 8/2/2025 identified that no 
residents were negatively affected by the delay in documentation, medications were administered on time, 
but the documentation of the administration was delayed.Interview with Registered Nurse (RN) #1 (Regional 
Nurse) on 8/19/2025 at 11:00 A.M. identified on 7/28/2025 Resident #6's medications were administered per 
the physician's orders on time. RN #1 indicated that LPN #2 documented in Resident #6's MAR late and not 
at the time she administered the medications. RN #1 identified her expectation is when the nurse administers 
any medication to a resident the nurse documents at the time of administration in the resident's MAR. RN #1 
identified on 7/28/2025 LPN #2 should have documented in Resident #6's MAR at the time she administered 
the medications not later. Interview with LPN #2 on 8/19/2025 at 1:12 P.M. identified on 7/28/2025 that she 
administered Resident #6's pantoprazole 40 mg, Klor-Con 10 MEQ, 2 tablets, metformin 500 mg, and 
bumetanide 2 mg on time per the physician's orders. LPN #2 did not document in Resident 6's MAR at the 
time she administered the medications because she was helping provide care to the residents. LPN #2 
signed off Resident #6's MAR when she had time. Interview with the MD #1 (Medical Director) on 8/19/2025 
at 1:40 P.M. identified on 7/28/2025 he reviewed the medication administration audit that indicated multiple 
medications were administered late to various residents throughout the facility. MD #1 indicated that on 
7/28/2025 there were not any significant medication errors, no adverse or negative outcomes, and no 
omissions of medications. MD #1 indicated it appeared the issues were related to late documentation in the 
residents MAR's not late medication administration. Interview with the Director of Nursing (DNS) on 
8/19/2025 at 2:00 P.M. identified that she would expect that any medication given to a resident would be 
signed off in the MAR at the time the medication was administered. The DNS identified that the 
documentation needs to be completed in actual time not later. Review of the facility medication 
administration and documentation policy directed, in part, the medication administration record (MAR) is the 
form onto which all medication orders are transcribed, from which medications are poured and administered, 
and which medication doses are charted. Documentation administration of medication on the MAR 
immediately following administration.
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