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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, record review, and document review, the facility failed to ensure 1) residents'
medications were administered and accurately documented for 2 of 8 sampled residents (Residents 1
and 2) and 2) medication errors were reported and follow-up was completed when medication errors
were identified for 1 of 8 sampled residents (Resident 1). The deficient practice had the potential to
result in unmanaged pain, delayed treatment, compromised continuity of care, an increased risk for
complications, decline in functional status, hospitalization, and decreased quality of life.Findings
include:1) Resident 1 (R1) was admitted on [DATE], with diagnoses including chronic pain syndrome,
diabetic polyneuropathy, pressure ulcers to the sacral region and unstageable right heel.A Physician
Order dated 01/23/2026, documented Oxycodone Hydrochloride oral tablet 20 milligram to give one
tablet by mouth every 6 hours as needed (PRN) for pain.The Social Services Summary dated
01/24/2026, documented R1 was alert and oriented. A Brief Interview for Mental Status score of
15/15 indicated intact cognition, evidenced by accurate recall and orientation.A Care Plan dated
01/24/2026, documented R1 had acute/chronic pain with an intervention to administer pain
medication as ordered and to monitor.The Physician Progress Note dated 01/24/2026, documented a
plan for ongoing medical management, including pain management with medications referenced in the
nursing Medication Administration Record (MAR).The MAR dated 01/25/2026, documented Oxycodone
was administered at 5:39 AM.The Controlled Drug Record dated 01/25/2026, did not reflect that
Oxycodone was removed from the controlled substance supply. The Nursing Progress Note dated
01/25/2026, documented a family member expressed concern R1's pain medication was not
administered at 5:30 AM. The MAR indicated the medication was signed or documented as given;
however, review of the narcotic book and count indicated the medication was not administered at that
time.The Nursing Progress Note dated 01/25/2026, documented the nurse administered the pain
medication at approximately 10:30 AM due to the electronic MAR timing. Family members expressed
dissatisfaction with the nurse and the charge nurse regarding the delay and discrepancy.The Nursing
Progress Note dated 01/25/2026, documented family requested a formal apology from the nurse and
administration, and the concern was communicated to social services.On 04/06/2026 in the
afternoon, the Social Worker indicated there had been complaints related to food; however, the Social
Worker was unaware of any medication error involving R1.On 04/06/2026 at 2:10 PM, during a
telephone interview a Licensed Practical Nurse (LPN) assigned to R1 on the night shift from
01/24/2026-01/25/2026 was unable to recall R1 or any medication error involving R1. The LPN
described the process for PRN Oxycodone administration as assessing the resident's pain,
documenting the need for medication, administering the medication, and then documenting
administration in the Medication Administration Record (MAR). The LPN acknowledged medication
should not have been documented as administered prior to actual administration. The LPN confirmed
that documenting a medication as administered when it was not given, while the medication remained
in the controlled substance supply constituted a medication error. The LPN indicated medication
errors should have been reported to the supervisor for investigation. On 04/06/2026 at 3:25 PM, the
Assistant Director of Nursing (ADON1) verified and confirmed that Oxycodone was documented as
(continued on next page)
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administered in the MAR; however, there was no corresponding documentation in the narcotic record,
and the medication remained in the controlled substance supply. ADON1 confirmed if the medication
remained in supply, it had not been removed and was not administered.ADON1 described that licensed
nurses were expected to remove Oxycodone from the controlled substance supply, document the
removal in the narcotic record, administer the medication to the resident, confirm ingestion, and then
document administration in the MAR. ADON1 confirmed that documenting a medication as
administered when it was not given was a medication error and was not consistent with nursing
practice. ADON1 confirmed the documentation in the MAR should occur after the medication was
administered and ingested.ADON1 explained when a discrepancy was identified, the entry should have
been corrected in accordance with facility policy and reported for investigation. ADON1 confirmed the
discrepancy constituted a medication error and required review of the MAR, narcotic record, and staff
actions. ADON1 was not aware of the incident at the time it occurred. ADON1 indicated the incident
was not reported by the licensed nurse involved and did not appear on the 24-hour report, as the
required documentation trigger was not completed. ADON1 confirmed the incident required
investigation and follow-up including interviewing staff, notifying the physician; however, no evidence
of investigation or follow-up was implemented.On 04/08/2026 at 1:24 PM, during a telephone
interview the Nurse Practitioner (NP) indicated primary responsibility, included pain management. The
NP confirmed licensed nurses were expected to administer Oxycodone and other pain medications in
accordance with prescribed orders. The NP indicated failure to administer pain medication as ordered,
while documenting it as given, would result in unmanaged pain. The NP indicated the facility was
expected to report when a medication error occurred.A facility policy titled Medication Error
(undated), indicated medication errors were to be documented and reported in accordance with state
and federal requirements. The policy defined a medication error as any preventable event that may
cause or lead to inappropriate medication use, inaccurate administration, or harm while the
medication was under the control of a healthcare professional or resident. The policy indicated
medication errors may result from failures in professional practice, procedures including
administration, omissions, or inaccurate documentation. Medication errors were to be reported timely
to the Director of Nursing or the supervising nurse. The DON or designee was responsible for timely
notification of the resident's physician and authorized representative and for initiating an
investigation within 24 hours of identification, with documentation entered into the facility's risk
management system and reviewed for trends and opportunities for improvement.2) Resident 2 (R2)
was admitted on [DATE], with diagnoses including hypertension, pulmonary embolism and
pneumonia.On 04/08/2026 at 9:41 AM, during a medication pass observation a Licensed Practical
Nursing 2 (LPN2) prepared R2's medications, signed off the MAR and saved indicating the
medications were successfully administered, and then proceeded to R2's bedside to administer the
medications.On 04/08/2026 at 9:50 AM, LPN 2 described the medication administration process.
LPN2 indicated the residents' medications were prepared by reviewing the MAR and pulling the
medications. Documentation in the MAR was initiated during preparation by checking off medications
to indicate they were pulled and ready for administration. Medications were then administered to the
residents, and the MAR was saved after successful administration. LPN2 confirmed R2's MAR was
signed off and saved, indicating the medications were administered when they were not. LPN2
identified familiarity with R2 as the reason for the action. LPN2 acknowledged this practice was not
consistent with facility policy or accepted professional nursing standards and confirmed the
appropriate process required administering the medication first and documenting after administration
to ensure accuracy, as residents may refuse or not ingest medications.On 04/07/2026 at 9:55 AM,
ADON2 indicated the standard nursing practice for medication administration was to verify the
medication against the MAR, prepare the medication, administer it to the residents, and document
administration after the medication was given. ADON2 confirmed documentation should not occur
prior to administration to ensure accuracy, particularly in cases of refusal or incomplete ingestion.
(continued on next page)
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ADON2 confirmed documentation prior to administration was not consistent with standard nursing
practice, as the outcome of administration must be known before recording in the MAR.On
04/07/2026 at 10:30 AM, the ADON1 described expectations for medication administration. ADON1
indicated staff were expected to verify the resident and medication using the five rights, prepare
medications, perform required assessments, administer medications, and document administration
after the medication was successfully administered. ADON2 confirmed that documentation prior to
administration was not consistent with standard nursing practice, as residents may refuse or not
ingest medications, resulting in inaccurate documentation and increasing the risk for medication
errors.On 04/08/2026 in the afternoon, the attending physician acknowledged that licensed nurses
were expected to exercise clinical judgment in administering medications as ordered and to document
administration appropriately in the resident's record.A facility policy titled Administration of
Medications (undated), indicated medications were to be administered as prescribed by the resident's
provider and in accordance with the resident's plan of care. The policy indicated the nurse
administering the medication was to document administration after the medication was given. The
policy further indicated when PRN medications were administered, the nurse was to document the
date and time of administration and subsequently document the resident's response to the
medication, as appropriate.
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