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43256

 Based on interview and record review, the facility failed to maintain accurate medical records for one 
resident (Resident 1) when it was documented a medication was administered twice when in fact it was not.

This failure resulted with Resident 1's medication administration record (MAR) to reflect inaccurate 
documentation of a prescribed medication.

Findings:

During a review of the facility's policy and procedure (P&P) titled, General Procedures to Follow for All 
Medications, dated 4/21/21, the P&P indicated, After administration, return to cart and document 
administration in Medication Administration Record (MAR). Medications shall be charted immediately after 
each administration, not after the med pass is completed.

During a review of Resident 1's MAR, dated February 2024, the MAR indicated, Resident 1 was to receive 
Clobazam 30 mg (a controlled medication prescribed for seizures) every 12 hours at 9 a.m. and 9 p.m. On 
2/17/24 and 2/18/24 Licensed Nurse (LN 2) did not administer Resident 1's scheduled 9 a.m. dose of 
Clobazam 30 mg (A controlled medication prescribed for seizures) and documented the medication was not 
given as the medication was not available. LN 5 documented that Clobazam 30 mg was administered to 
Resident 1 on 2/17/24 and 2/18/24 at 9 p.m., even though the medication was not available.

During a review of Resident 1's Record of Controlled Substances, dated February 2024, the record 
indicated, no signatures for Clobazam as being dispensed on 2/17/24 or 2/18/24.

During an interview on 2/27/24 at 11:26 a.m. with LN 2, LN 2 confirmed the medication was not administered 
on 2/17/24 and 2/18/24 during the morning shift because the medication was not available. LN 2 stated, If a 
controlled medication is given, it is to be recorded on the controlled substance sheet. I didn't record it 
because it wasn't given.

During an interview on 2/29/24 at 1:30 p.m. with LN 5, LN 5 confirmed the medication wasn't available, I 
know we were looking for it. I overlooked and signed the MAR, the medication was not given.
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