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Based on interview and record review, the facility failed to ensure resident's medical record accurately 
documented the administration of prescribed medications for one resident (R101) out of three residents 
reviewed for medical record documentation, resulting in the potential for staff and providers lacking accurate 
information to care for the resident. 

Findings include:

A review of the Admission Record for Resident #101 (R101) documented an initial admission into the facility 
on [DATE]. R101's clinical record documented multiple readmissions and discharges, including a 
readmission on 1/9/24 with a discharge on 1/27/24, a readmission on 2/20/24 with a discharge on 3/20/24, 
and finally a readmission on 3/23/24 with a discharge on 3/28/24. R101's diagnoses included foreign body of 
alimentary tract, unspecified intestinal obstruction, specified eating disorder, non-suicidal self-harm, 
schizoaffective disorder, anxiety disorder, and bipolar disorder. A Minimum Data Set (MDS) dated [DATE] 
documented intact cognition.

On 3/28/24 at 4:45 PM, an interview and record review were conducted with the Assistant Director of Nursing 
(ADON) and MDS Coordinator, Licensed Practical Nurse (LPN) I. A review of R101's Medication 
Administration Record (MAR) for March 2024 revealed the following:

1. An order for one 50 mg tablet of Briviact (used for seizure disorder) given twice daily at 9:00 AM and 9:00 
PM was entered on the March 2024 MAR twice. Nursing documented that 50 mg of Briviact was 
administered twice at 9:00 AM from 3/1/24 through 3/10/24 and twice at 9:00 PM on 3/2/24, 3/3/24, 3/5/24, 
and 3/8/24.

2. An order for one 500 mg tablet of metformin (used for blood sugar management) given twice daily at 9:00 
AM and 9 PM was entered on the March 2024 MAR twice. Nursing documented that 500 mg of metformin 
was given twice at 9:00 AM from 3/1/24 through 3/11/24 and twice at 9:00 PM on 3/2/24, 3/3/24, 3/5/24, 
3/6/24, and 3/8/24.
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3. An order for 50 mg topiramate (use for seizure disorder) given twice daily at 9:00 AM and 9:00 PM was 
entered on R101's March 2024 MAR twice. Nursing documented that 50 mg of topiramate was administered 
twice at 9:00 AM on 3/1/24 through 3/11/24 and twice at 9:00 PM on 3/2/24, 3/3/24, 3/5/24, 3/6/24, and 
3/8/24.

4. An order for 40 mg pantoprazole sodium (used for gastroesophageal reflux) given at 9:00 AM was entered 
on R101's March MAR twice. Nursing documented that 40 mg pantoprazole sodium was administered twice 
at 9:00 AM on 3/1/24 through 3/19/24.

The ADON and LPN I said when R101 was readmitted to the facility on [DATE], and the previous medication 
orders had not been discontinued, nursing should have discontinued the old orders, verified the new orders, 
and put the new orders in. If there were any questions about the medications, the doctor should have been 
called for clarification. This is a standard of practice for nursing.

During an interview on 3/29/24 at approximately 8:45 AM, MDS Coordinator, Registered Nurse (RN) J said 
when a resident goes to the hospital and does not return within 24 hours, the resident's medications should 
be discontinued by nursing. 

A review of the facility policy titled, Documentation in Medical Record, dated 1/29/24, revealed in part the 
following: Each resident's medical record shall contain an accurate representation of the actual experiences 
of the resident and include enough information to provide a picture of the resident's progress through 
complete, accurate, and timely documentation.

A review of the facility policy titled, Medication Administration, dated 1/29/24, revealed in part the following: 
Correct any discrepancies and report to nurse manager.

On 3/29/24 at 11:15 AM during the exit conference, the Nursing Home Administrator was asked if there was 
any additional documentation or information that the facility would like to provide prior to the end of the 
survey, and they reported there was not.
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