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The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to accurately document
the administration of Clonazepam in the
medication administration record (MAR) for one
of three residents resident (R5) reviewed for
medications.
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On 7/22/15 at 10:30 am, R5 stated " | have been
out of Klonopin for almost 24 hours. The last
dose | had was on 7/21/15 at noon and staff
knows that | am out. | am taking it for an anxiety
and panic disorder. "

Review of R5's Medication Administration Record
(MAR) for period from 7-10-15 to 08-09-15
denotes Clonazepam 2 mg tablet by mouth three
times a day at 9 am, 1 pm and 5 pm.

On 7/22/15 at 1:05 pm, observed fifth floor
medication cart, no Clonazepam for R5 available.
On 7/22/15 at 1:05 pm, interview with E7
(Licensed Practical Nurse) stated, "The
Clonazepam is not here and it was not here when
| got here this morning at 7 am. | called the
pharmacy to follow up and the pharmacy said the
doctor needs to fill out a new prescription since
the resident ran out. The night shift nurse gives
R5 the 9 am and 1pm Klonopin on the days when
R5 goes out on pass and signs initials. E7(LPN)
confirmed that R5 did not go out on pass and is
still in facility and the Klonopin is not available to
give but is signed out as given by night shift
nurse. E7 stated, "There is no other location the
Clonazepam can be and | have to wait for
pharmacy to deliver the medication this evening."
On 7/22/15 at 1:31 pm, interviewed Z1
(Pharmacist) stated, " The request to refill

Clonazepam was received 7/21/15 at 7 am by E9.

Since the medication had run out, we needed a
new prescription from the doctor. If we do not
hear back from the doctor in 24 hours we follow
up with a phone call, which | did, and spoke to E2
DON (Director of Nursing) on 7/22/15 am who
authorized the refill as an agent for the
Psychiatrist. The medication will be sent to facility
today. "

On 7/22/15 at 1:45 pm, E2 stated, " Clonazepam
is in the computerized convenience machine
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which | just accessed to obtain the Clonazepam. |
was the first person to open the Clonazepam box
and gave E7 (LPN) the medication so that R5 will
get the 1pm dose. Surveyor stated that E7 (LPN)
was interviewed if there was another location for
Clonazepam such as an emergency box and E7
(LPN) told surveyor no. E2 stated, " thisis a
newer system to him and he might not have
known at the time that he could have accessed
the medication in the convenience machine.
Review of R5's MAR denotes Clonazepam was
signed as administered on the following dates,
when the medication was not available to give:
7/21/15 at 5 pm by E10 (LPN) and 7/22/15 at 9
am and 1 pm by E9 (LPN). Signatures on MAR
verified by E7 and E2. Reviewed staffing for
7/21/15 and 7/22/15 and verified E9 and E10
were working on those dates.

On 7/23/15 at 2:45 pm, E10 stated, " R5 was out
of Clonazepam for the evening dose on 7/21/15.
E7 (LPN) used his password to get the
medication out from the computerized
convenience box. | didn't get a password yet so
E7 (LPN) took it out and gave the medication to
R5. E10 verified her initials on the MAR as
signing she administered the medication.

On 7/23/15 at 3:10 pm, interviewed Z4
(Pharmacist) who stated, " the computerized
convenience box had not been accessed on
7/21/15."

On 7/24/15 at 12:10 pm, Z5 (Pharmacy
representative) stated, " There is no record that
E7(LPN) logged into the convenience box on
7/21/15.

On 7/24/15 at 12:40 pm, E9 (LPN) stated, " | was
working 7/21/15 and 7/22/15 on night shift and
took care of R5. | do not recall if | used the last
Clonazepam from the medication cart but had to
reorder it from pharmacy 2 days in a row."
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Surveyor asked to explain his initials indicating
medication was given on 7/22/15 at 9 am and 1
pm when the medication was not available. E9
(LPN) stated, " | don't remember, maybe it
came in and | gave it."

Facility policy dated 12/2013 and labeled:
Medication Administration denotes in part: 7. In
the event that a medication cannot be given, the
reason must be documented in the MAR, and the
time frame circled on the MAR. 11.
Documentation of meds given will be done in a
consistent manner by nurse placing her initials in
the appropriate space on the MAR.
Documentation on the MAR will be done at the
time of administration of the medication.
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