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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

38993

 Based on interview and record review, the facility failed to follow their policy and procedure when 
medications were not documented immediately after being administered for two of three sampled residents 
(Resident 1 and Resident 2). This failure resulted in inaccurate medical records.

Findings:

During a review of Resident 1's Medication Admin (administration) Audit Report (MAAR) dated 6/26/24, the 
MAAR indicated, Resident 1 was to receive Atorvastatin Calcium (medication used to treat high cholesterol) .
Schedule Date.6/9/24 2100 (9 p.m.).Administered 6/9/24 2258 (10:58 p.m.).Doxycycline Hyclate (antibiotic 
used to treat infection).Schedule Date.6/9/2024 2100 (9 p.m.).Administration Time 6/9/24 2258 (10:58 p.m.).
Humalog (medication used to treat high blood sugar).Administration Time 6/9/24 2100.Administered 6/10/24 
2:10 a.m. 

During a review of Resident 2's MAAR dated 6/26/24, the MAAR indicated, Resident 2 was to receive 
Empagliflozin (medication to treat high blood sugar).Schedule Date.6/24/24 9:00 a.m.Administration Time.
18:35 (6:35 p.m.).Empagliflozin.Schedule Date.6/25/24 9:00 a.m. Administered.6/25/24 12:23 p.m.Losartan 
Potassium (medication used to treat high blood pressure).Schedule Date.6/25/24 9:00 a.m.Administration 
Date 6/25/24 12:23 p.m. 

During a concurrent interview and record review, on 7/25/24 at 4:07 p.m. with Assistant Director of Nursing 
(ADON), ADON reviewed the MAAR's for Resident 1 and Resident 2. There were several medications that 
were not administered timely. ADON stated during the investigation of the late administration times, it was 
discovered the staff were administering the medications timely but were not documenting it immediately. 
ADON stated the nurses should have documented immediately after the medication was administered.

During an interview on 7/25/24 at 6:52 a.m. with Licensed Vocational Nurse (LVN) 1, LVN 1 stated when 
medication was administered it should have been documented right away.

During an interview on 7/25/24 at 7:21 a.m. with LVN 2, LVN 2 stated at times the medications were 
administered on time but were documented late. LVN 2 stated medications should be documented 
immediately after being administered.
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During a review of the facility's policy and procedure (P&P) titled Documentation of Medication Administration 
dated 11/22, the P&P indicated, Administration of medication is documented immediately after it is given. 
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