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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49160

Based on observations, record review, and staff, Resident Representative, Physician Assistant and 
Pharmacist interviews, the facility failed to ensure a resident was free of significant medication errors when 
they failed to administer a daily dose of Cenobamate (seizure medication) from 9/05/24 through 9/18/24. 
Resident #1 was observed having a mild seizure (eyes rolled back and upper body twitching that lasted 
approximately 2 minutes) on 9/18/24. This deficient practice occurred for 1 of 3 residents reviewed for 
medication errors. (Resident #1) 

The findings included:

Resident #1 was admitted to the facility on [DATE] with diagnoses that included seizure disorder.

The neurology visit note dated 8/06/24 revealed Resident #1 was experiencing persistent break through 
seizures. Resident #1 was ordered to continue Divalproex Sodium (seizure medication) 750 milligrams (mg) 
in the morning and 1000 mg at bedtime, Zonisamide (seizure medication) 400 mg at bedtime, decrease 
Lacosamide (seizure medication) to 200 mg twice a day and to start Cenobamate (seizure medication) once 
a day at bedtime with a gradual dose increase to 100 mg.

The annual Minimum Data Set (MDS) dated [DATE] indicated Resident #1 was severely cognitively impaired 
and was coded for having a seizure disorder. 

A review of Resident #1's physician orders revealed the following active orders as of 8/06/24:

Divalproex Sodium 750 mg by mouth once a day (9:30 am).

Divalproex Sodium 1000 mg by mouth at bedtime (8:30 pm).

Zonisamide oral suspension (liquid) 100 mg/5 milliliters (ml) 20 ml by mouth at bedtime.

Lacosamide oral solution 10 mg/ml 20 ml by mouth twice a day (9:00 am and 9:00 pm).

Cenobamate 12.5 mg to be administered once a day at bedtime 8/08/24 through 8/21/24. 

Cenobamate 25 mg to be administered once a day at bedtime 8/22/24 through 9/04/24. 

Cenobamate 50 mg to be administered once a day at bedtime 9/05/24 through 9/18/24. 
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Cenobamate 100 mg to be administered once a day at bedtime 9/19/24 and continue.

A review of Resident #1's Medication Administration Record (MAR) from August 2024 through September 
2024 revealed Cenobamate 12.5 mg was documented as given daily at bedtime from 8/08/24 through 
8/21/24, Cenobamate 25 mg was documented as given daily at bedtime from 8/22/24 through 9/04/24 and 
Cenobamate 50 mg was documented as given daily at bedtime from 9/05/24 through 9/18/24.

A phone interview conducted with Nurse #2 on 10/10/24 at 2:06 PM revealed she worked 2nd shift and was 
assigned to Resident #1. Nurse #2 indicated she was unaware Cenobamate was not on the medication cart 
and thought she had administered the medication to Resident #1. She stated she was unable to explain why 
she had not identified that the medication was not on the medication cart. She further stated she thought the 
1st shift (7am-3pm) nurse and unit manager were responsible for monitoring the medications and notifying 
the pharmacy when a medication was needed. Nurse #2 revealed she received education on the 6 rights of 
medication administration and the process to follow when a medication was unavailable. 

A phone interview was conducted with Nurse #3 on 10/11/24 at 9:48 AM. Nurse #3 indicated she worked 2nd 
shift and was assigned to Resident #1. She stated she was notified by the ADON that there was no 
Cenobamate on the medication cart for Resident #1. Nurse #3 further stated she thought she was 
administering the medication to Resident #1 at bedtime and did not recall the medication being unavailable. 
She indicated if she had noticed the Cenobamate was not on the medication cart she would have contacted 
the pharmacy. Nurse #3 revealed she received education on the 6 rights of medication administration and 
the process to follow when a medication was not available.

A review of the controlled substance count sheet for Cenobamate indicated the last pill was administered to 
Resident #1 on 9/04/24.

A review of the nurse's note dated 9/18/24 indicated Resident #1 was sitting in her wheelchair and observed 
to have a seizure lasting approximately 2 minutes. Resident #1 was transferred to her bed and her vital signs 
were obtained. The Nurse Practitioner and Resident Representative were notified. The note was 
electronically signed by Nurse #4. 

A review of the Nurse Practitioner (NP) note dated 9/19/24 revealed Resident #1 was evaluated due to a 
breakthrough seizure on 9/18/24. Labs for Divalproex Sodium and Lacosamide levels were ordered, and a 
follow-up appointment was to be scheduled with the neurologist. New orders were given for a one-time dose 
of Cenobamate 50 mg to be administered 9/19/24 at bedtime and on 9/20/24 start Cenobamate 12.5 mg for 
14 days and then 25 mg for 14 days.

A review of Resident #1's laboratory report dated 9/24/24 indicated her Divalproex Sodium level was 90 
micrograms per milliliter (ug/ml) with the therapeutic range being 50-100 ug/ml and her Lacosamide levels 
were 13.6 micrograms per milliliter (mcg/ml) with the therapeutic range being up to 15 mcg/ml.

A review of the neurology visit note dated 9/25/24 revealed Resident #1 had a breakthrough seizure on 
9/18/24 and was ordered to resume Cenobamate 50 mg daily at bedtime for 2 weeks and then increase and 
continue Cenobamate 100 mg daily at bedtime.
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A phone interview with the Resident Representative (RR) on 10/10/24 at 9:00 AM revealed she was notified 
on 9/18/24 that Resident #1 had a mild seizure with no residual effects and that did not require 
hospitalization . She stated on 9/19/24 she was notified by the Assistant Director of Nursing (ADON) that 
Resident #1 had not received her new seizure medication as ordered, and the facility had initiated an 
investigation into how the error occurred. The RR further stated Resident #1 had a follow-up appointment 
with the neurologist on 9/25/24 and orders were received to resume the new seizure medication. 

An interview conducted with Nurse #1 on 10/10/24 at 11:13 AM indicated that Resident #1 had a neurology 
appointment on 8/06/24 and returned with new orders for Cenobamate. She revealed the neurologist had 
sent the prescription to the pharmacy and she entered the orders in the electronic medical record (EMR). 
She stated she was aware that Resident #1 had a mild seizure on 9/18/24. She further stated on 9/19/24 
during the narcotic count she noticed there was no Cenobamate on the medication cart and immediately 
notified the ADON. Nurse #1 revealed she was unsure if Resident #1 received the Cenobamate because she 
worked 1st shift (7am-3pm) and it was administered on 2nd shift (3pm -11pm) at bedtime. She stated she did 
recall Cenobamate being on the cart during the narcotic count before going on vacation 9/05/24 through 
9/17/24.

An interview with the ADON on 10/10/24 at 11:38 AM indicated Resident #1 had a mild seizure on 9/18/24 
and she was notified by Nurse #1 on 9/19/24 that there was no Cenobamate on the medication cart. The 
ADON revealed she notified the Administrator, and they initiated an investigation. The ADON stated 
Resident #1 received Cenobamate 12.5 mg for 14 days and 25 mg for 14 days but, the 50 mg and 100 mg 
doses were never requested from pharmacy. She revealed the NP and RR were notified and a follow-up 
neurology appointment was scheduled. The ADON indicated they determined the error occurred because the 
6 rights of medication administration were not followed. She revealed a performance improvement plan was 
initiated, and all licensed nurses and medication aides received training on the 6 rights of medication 
administration (verifying the right resident, right drug, right dosage, right route, right time and right 
documentation) as well as the process to follow when a medication was unavailable. 

The NP was no longer employed by the facility and unavailable for interview.

An interview conducted with the Physician Assistant (PA) on 10/10/24 at 12:49 PM revealed the facility 
notified the NP on 9/18/24 that Resident #1 was observed having a mild seizure. He stated the NP evaluated 
Resident #1 on 9/19/24 and indicated she was at her baseline and had no residual effects from the seizure. 
He further stated the NP ordered labs for Divalproex Sodium and Lacosamide levels and for a follow-up 
appointment to be scheduled with the neurologist. He revealed he was unaware that Resident #1 was not 
administered Cenobamate from 9/05/24 through 9/18/24. The PA indicated the Cenobamate not being 
administered was a significant medication error and would explain why Resident #1 had a mild seizure on 
9/18/24.

Several attempts made to contact the Neurologist were unsuccessful. 

(continued on next page)
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A phone interview conducted with the Pharmacist on 10/11/24 at 9:18 AM revealed the Neurologist sent a 
prescription on 8/06/24 for Resident #1 to start Cenobamate 12.5 mg for 14 days then increase to 25 mg for 
14 days. She indicated the Neurologist also sent a prescription on 8/06/24 for Cenobamate 50 mg for 14 
days and 100 mg for 14 days to start on 9/03/24 and to continue Cenobamate 100 starting 10/1/24. The 
Pharmacist revealed they dispensed Cenobamate 12.5 mg (14 tablets) and 25 mg (14 tablets) to the facility 
on [DATE]. She stated the 50 mg and 100 mg doses were not requested or dispensed. She further stated the 
facility should have notified the pharmacy when the 12.5 mg and 25 mg doses were completed and to send 
the 50 mg and 100 mg. The Pharmacist indicated that the Cenobamate not being administered would have 
caused Resident #1 to have a seizure.

An interview with the Administrator on 10/10/24 at 1:50 PM indicated she was notified by the ADON on 
9/19/24 that Resident #1's Cenobamate was not on the medication cart. She revealed they initiated an 
investigation and determined the Cenobamate was not requested from the pharmacy when the dose 
increased to 50mg. She stated the Cenobamate was ordered at bedtime, and they interviewed the 2nd shift 
(3pm-11pm) nurses (Nurse #2 and Nurse #3) that initialed the MAR that the medication was administered. 
She further stated Nurse #2 and Nurse #3 were unaware the medication was not in the medication cart and 
thought it was administered. She indicated if Nurse #2 and Nurse #3 followed the 6 rights of medication 
administration they would have noticed the Cenobamate was not in the medication cart and notified the 
pharmacy to send the medication. She stated a performance improvement plan was initiated, and all 
licensed nurses and medication aides received training on the 6 rights of medication administration and the 
process to follow when a medication was unavailable. 

The facility provided the following corrective action plan:

Corrective Action that will be accomplished:

On 9/18/24 Resident #1 was observed having a mild seizure. Nurse #1 identified on 9/19/24 there was no 
Cenobamate located on the medication cart for Resident #1 and notified the ADON. Through further 
investigation the ADON determined a medication error occurred. Resident #1 had not received 14 doses of 
Cenobamate 50 mg. The physician was notified, the medication was re-started, and a follow-up appointment 
was scheduled with the neurologist.

Identification of other residents:

On 9/19/24 the ADON initiated a 100% audit of all current residents with orders for anti-seizure medications 
and the physician would be notified of any areas of concern. The ADON verified that the anti-seizure 
medications for all residents audited were available on the medication carts.

On 9/19/24 the ADON initiated an audit of all incident reports for the past 30 days to identify trends, and any 
incidents related to medication administration to ensure appropriate interventions were initiated, the 
physician was notified, and the resident was assessed as indicated.

Measures for systemic changes:

(continued on next page)
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On 9/19/24 the Staff Development Coordinator, Unit Manager and Nursing Supervisors initiated and 
completed medication pass observations with Nurses and Medication Aides (MA) utilizing the medication 
pass audit tool. The observations were to ensure all medications were being administered per the physician 
orders. The Nurses and MAs with identified concerns during the observation received immediate training.

After 9/19/24 any MA or Nurse that had not worked will complete the medication pass observation prior to 
their next scheduled shift.

On 9/19/24 and 9/20/24 an in-service was initiated by the Staff Development Coordinator with 100% Nurses 
and MAs receiving education on the 6 rights of medication administration, reading the medication 
administration record, accurately administering medications as ordered by the physician, and the facility 
policy on steps to complete when medication was not available.

After 9/20/24 all nurses and MAs that had not worked will receive the education prior to their next scheduled 
shift.

How Corrective Action will be monitored:

Beginning 9/20/24 the Unit Manager will audit all medication carts 3 times weekly for 2 months to ensure that 
residents have all controlled medications available.

The Physician will be notified of any identified concerns.

The nursing managers will complete 10% of medication passes with nurses and MAs once a week for 4 
weeks and then once a month for one month utilizing the medication pass audit tool to ensure medications 
are being administered as ordered by the physician. Any areas of concern will be immediately addressed 
including staff retraining.

New medication orders will be reviewed in the Cardinal Interdisciplinary Team meeting daily.

The Administrator or Director of Nursing (DON) will review and initial the audits beginning 9/20/24 once a 
week for 4 weeks and then once a month for one month to ensure that all areas of concern were addressed 
appropriately. 

The Administrator or DON will present the findings of the audit tools to Quality Assurance Performance 
Improvement (QAPI) Committee beginning 9/20/24 once a month for 2 months. 

The QAPI committee beginning 9/20/24 will meet monthly for 2 months and review the audit tools to 
determine trends and/or issues that may need further interventions and additional monitoring. 

Validation of the facility's corrective action plan was conducted 10/10/24 through record review, staff 
interviews, and medication administration observations. The licensed nurses and medication aides 
interviewed were able to recall the education on the 6 rights of medication administration and what steps to 
take when a medication was unavailable. They also confirmed that medication administration audits were 
completed. Medication administration observations conducted on 10/10/24 indicated a 0% medication error 
rate. The education of the 6 rights of medication administration and steps to take when a medication was 
unavailable was reviewed and contained staff signature sign in sheets. 
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The corrective action plan's completion date of 9/20/24 was validated.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49160

Based on record review, and staff interviews, the facility failed to accurately document the administration of 
14 doses of a seizure medication in the medical record for 1 of 1 resident reviewed for accurate medical 
records (Resident #1).

The findings included:

Resident #1 was admitted to the facility on [DATE] with diagnoses that included seizure disorder.

The neurology visit note dated 8/06/24 revealed Resident #1 was experiencing persistent break through 
seizures. Resident #1 was ordered to start Cenobamate once a day at bedtime with a gradual dose increase 
to 100 mg.

A review of Resident #1's physician orders revealed the following orders:

Cenobamate 50 mg to be administered once a day at bedtime 9/05/24 through 9/18/24. 

Cenobamate 100 mg to be administered once a day at bedtime 9/19/24 and continue.

A review of Resident #1's Medication Administration Record (MAR) from August 2024 through September 
2024 revealed Cenobamate 50 mg was documented as given daily at bedtime from 9/05/24 through 9/18/24.

A review of the controlled substance count sheet for Cenobamate indicated the last pill was administered to 
Resident #1 on 9/04/24.

An interview with the ADON on 10/10/24 at 11:38 AM indicated she was notified by Nurse #1 on 9/19/24 that 
there was no Cenobamate on the medication cart for Resident #1. The ADON revealed she notified the 
Administrator, and they initiated an investigation. The ADON indicated Resident #1 received Cenobamate 12.
5 mg for 14 days and 25 mg for 14 days but, the 50 mg and 100 mg doses were never requested from 
pharmacy. She stated the 50 mg dose was initialed on the MAR as given 9/05/24 through 9/18/24 by Nurse 
#2 and Nurse #3. She further stated Nurse #2 and Nurse #3 were unable to explain why they initialed 
administering a medication that was unavailable on the medication cart.

A phone interview conducted with Nurse #2 on 10/10/24 at 2:06 PM revealed she worked 2nd shift and was 
assigned to Resident #1. Nurse #2 indicated she was unaware Cenobamate was not on the medication cart 
and documented administering the medication on the MAR because she thought she had.

A phone interview was conducted with Nurse #3 on 10/11/24 at 9:48 AM. Nurse #3 indicated she worked 2nd 
shift and was assigned to Resident #1. She stated she was unaware there was no Cenobamate on the 
medication cart for Resident #1. Nurse #3 further stated she thought she was administering the medication 
and that was why she documented on the MAR that it was given. 
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An interview with the Administrator on 10/10/24 at 1:50 PM indicated she was notified by the ADON on 
9/19/24 that Resident #1's Cenobamate was not on the medication cart. She revealed they initiated an 
investigation and determined the Cenobamate was not requested from the pharmacy when the dose 
increased to 50mg. She stated the Cenobamate was ordered at bedtime and they interviewed the 2nd shift 
(3pm-11pm) nurses (Nurse #2 and Nurse #3) that initialed the MAR that the medication was administered. 
She stated Nurse #2 and Nurse #3 were unable to explain why they documented a medication was 
administered when it was unavailable on the medication cart. The Administrator further stated medication 
administration should be accurately documented in the resident record and on the MAR.
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