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MT Zion Health & Rehab Center 1225 Woodland Drive
Mount Zion, IL 62549

F 0842

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

Based on observation, interview, and record review, the facility failed to ensure medications were
documented as administered after the resident received medications for ten (R2, R4, R6-R8, R11,
R13-R16) of 16 residents reviewed for medication administration on a sample list of 16.The Facility's
Charting and Documentation Policy dated 7/1/24 documents medications administered should be
documented the date and time the medication was provided.The Facility's Medication Administration
Procedure Policy dated 11/7/19 documents to chart the medications administered after resident has
swallowed medications. On 7/13/26 at 10:20AM, V4 Licensed Practical Nurse (LPN) was observed
preparing and administering medications for R2. R2's electronic medical record (EMR) documents R2
received these medications at 8:15AM. On 7/13/26 at 10:35AM, V4 LPN was observed preparing and
administering medications for R4. R4's EMR documents R4 received these medications at 7:34AM. At
10:40AM on 7/13/26, V4 LPN stated she documented the morning medications as administered before
actually giving them. She explained that after preparing the medications, she was headed to R4's
room to administer them; however, staff had already taken the resident to activities. As a result, she
waited until the resident returned before administering the medications. V4 further stated that her
usual practice is to document medications as administered when she pulls them from the medication
cart. V4 stated R6, R7, R8, R9, R11, R13, R14, R15, and R16 had not yet received their 8:00AM
scheduled medications.The Facility's Medication Administration Audit Report dated 7/14/26 for the
7/13/26 medication pass documents R6's medications were signed as given at 8:23AM, R7's
medications were signed as given at 7:26AM, R8's medications were signed as given at 7:38AM, R11's
medications were signed as given at 8:11AM, R13's medications were signed as given at 7:11AM,
R14's medications were signed as given at 8:18AM, R15's medications were signed as given at
7:42AM, and R16's medications were signed as given at 8:14AM. On 7/14/26 at 11:55 AMV2 Director
of Nursing (DON) stated that V4 should not have marked off medications as given in the residents
EMR until after medications were administered. V2 stated she was aware that medications were
being given late but not aware the nurses were false documenting.
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