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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.

Based on interview and record review, the facility failed to ensure a resident's medication administration 
record accurately reflected the administration of narcotic pain medication for 1 of 3 residents reviewed for 
medication administration. (Resident C).

Findings include:

The clinical record for Resident C was reviewed on 10/17/24 at 9:35 A.M. An admission Minimum Data Set 
(MDS) assessment, dated 09/24/24, indicated the resident was moderately cognitively impaired. The 
resident's diagnoses included, but were not limited to, anemia, hypertension, diabetes, and seizure disorder. 

A Physician's order, with a start date of 09/20/24, indicated staff were to administer 15 mg (milligrams) of 
Morphine Sulfate by mouth every three hours as needed for severe pain for 14 days. 

The September Controlled Drug Receipt/Record/Disposition Form, for the resident's Morphine Sulfate 15 mg 
medication, indicated the resident's medication was signed out as given on the following dates and times: 
09/21/24 at 3:30 A.M., 09/21/24 at 11:45 A.M., 09/21/24 at 9:01 P.M., 09/22/24 at 5:10 A.M., 09/23/24 at 
1:45 A.M., 09/23/24 at 5:26 A.M., 09/23/24 at 1:30 P.M., 09/24/24 at 4:30 (no other specification noted), 
09/24/24 at 9:00 A.M., and 09/25/24 at 11:00 A.M.

The September 2024 Electronic Medication Administration Record (EMAR) lacked documentation that the 
medication was administered on the following dates and times: 09/21/24 at 11:45 A.M. and 09/24/24 at 4:30 
(no other specification noted).

During an interview on 10/17/24 at 3:30 P.M., RN 2 indicated that when staff were administering a resident's 
narcotic, they were to write it in the narcotic book with the current date and time, then documented it in the 
electronic system. Anytime anything was signed out on the narcotic sheet, it was also documented in the 
electronic system. 

A current facility policy, titled Documentation of Medication Administration, with a revision date of April 2007, 
was provided by the Director of Nursing (DON) on 10/17/24 at 3:00 P.M. The policy indicated, .A nurse .shall 
document all medications administered to each resident on the resident's medication administration record 
(MAR). Administration of medication must be documented immediately after (never before) it is given .

This citation relates to Complaint IN00444788.
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