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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, clinical record reviews, facility documentation, and facility policies, the facility failed 
to ensure that medications were not diverted for two residents (#13 and #15). This deficient practice could 
result in Controlled Substance being diverted and not being available to residents as prescribed.Findings 
Include: -Regarding Resident #15:Resident #15 was admitted to the facility on [DATE], with diagnoses of 
hyperlipidemia, Gastro-Esophageal Reflux Disease (GERD), and heart failure.A care plan initiated on 
November 13, 2025, revealed a focus area for the Resident #15 to be on Opiate medications related to 
post-surgical. The care also revealed a goal to be free of adverse reactions related to opiate medication and 
an intervention to administer medication as needed. A review of the comprehensive Minimum Data Set 
(MDS) assessment dated [DATE], revealed that Resident #15 had a Brief Interview for Mental Status (BIMS) 
score of 15, which indicated the resident is cognitively intact. The MDS further revealed that in Section N, the 
resident is taking opioids. A Physician's Order dated November 24, 2025, revealed an order for 
Hydrocodone-Acetaminophen Oral Tablet 10-325 MG (a Controlled Substance/ an Opioid), give 1 tablet by 
mouth every 4 hours as needed for pain 6-10. The physician's order revealed that the order was 
discontinued on November 29, 2025.A Medication Administration Record (MAR) for November 2025 for 
Hydrocodone-Acetaminophen Oral Tablet 10-325 revealed that the medication was not administered on 
November 27, 2025 and only administered once on November 29, 2025.An Individual Control Drug Record 
dated November 2025 for Hydrocodone Acetaminophen Oral Tablet 10-325 revealed that Registered Nurse 
(RN/staff #54) identified that she had administered for the following dates:November 25, 2025November 26, 
2025November 28, 2025November 29, 2025 However, the individual Control Record dated November 2025 
for Hydrocodone Acetaminophen Oral Tablet 10-325 revealed that from November 29, 2025, through 
November 30, 2025, it had been signed out by a staff member 5 different times.-Regarding Resident 
#13:Resident #13 was admitted to the facility on [DATE], with diagnoses of cellulitis, sepsis, and type 2 
diabetes. A care plan initiated on November 01, 2025, revealed a focus area for the resident to be on opioid 
medication related to abscess pain and post-surgical. A Physician's Order dated November 03, 2025, 
revealed an order for Oxycodone HCL Oral Tablet 5 MG (Oxycodone HCL) MG. A review of the 
comprehensive MDS assessment dated [DATE], reveals that Resident #13 had a BIMS score of 15, which 
indicated the resident is cognitively intact. The MDS then further revealed that in Section N, the resident is 
taking opioids.A Medication Administration Record for November 2025 for Oxycodone HCL Oral Tablet 5 MG 
revealed that the medication was not administered for the following dates: November 9, 2025 - November 
12, 2025 November 14, 2025 - November 29, 2025However, on the Individual Control Drug Record dated 
November 2025 for Oxycodone HCL Oral Tablet 5 MG revealed that the medication was signed off 17 times 
by staff member/s, but the MAR revealed that it was only given 3 times. The record further revealed that 
(Staff # 54) identified that she had given the medication on November 08, 2025.Furthermore, A Job 
Description: Registered Nurse (RN) sheet had revealed that it had been signed on November 24, 2025, by 
Staff # 54. A 5-day report for an incident that occurred on November 30, 2025, revealed that Narcotic logs, 
Medication Administration Records, and Destruction Logs verified for the possibility of diversion of narcotics 
from Staff # 54. The 5-day report further revealed that a staff member had reported to the Director of Nursing 
(DON/Staff #75) that Registered Nurse (RN/Staff#54) had potential irregularities involving two 
controlled-substance accountability sheets, and an audit was initiated. The 5-day audit had also revealed 
that Resident #13's Medication Administration Record did not correspond with the narcotic sign-out sheet, 
and there were visible signs of alteration to the sheet. The 5-day further revealed that there were overwritten 
entries and inconsistent documentation patterns in the Resident #13 narcotic sheet. The 5 days then 
revealed that for Resident # 15, Hydrocodone-Acetaminophen Oral Tablet 10-325 MG was discontinued, but 
was continuously signed off on the narcotic sheet. The five-day further revealed that Staff #54 was asked to 
highlight the Individual Control Drug Record sheets for mediations she administered, but it was not reflected 
in the MAR. The 5-day period then revealed that the DON informed staff # 54 that the discrepancies were 
indicative of a potential controlled-substance diversion, and staff #54 denied the allegation and left the 
facility. A Termination Detail sheet dated December 02, 2025, revealed that Staff #54 was terminated for 
dishonesty/Fraud. The termination sheet further revealed a note for Drug Diversion. Was found to be stealing 
drugs after 2 days of shift work. Horrible employee. NOT REHIREABLE. A Final Universal Background check 
dated December 02, 2025, had revealed that Staff #54 had a misdemeanor dated September 22, 2020, for 
Driving Under the Influence/Drug Metabolite. The Universal Background check further revealed that she has 
an active warrant dated November 15, 2023. An interview was conducted on December 22, 2025, at 11:26 
AM with Administrator (Admin/Staff#8), who stated that they had received approval to do onboarding for Staff 
#54, even though her background check was pending. She then stated that there was a second background 
check conducted that was received on December 02, 2025, which was flagged because (Staff #54) had a 
warrant. Another interview was conducted on December 22, 2025, at 11:42 AM with Staff #8, who stated that 
(RN/Staff #54) was hired on November 24, 2025, and only worked at the facility for 6 days. She then stated 
that Staff# 54 was in training with other staff for the following dates in November 2025: 25, 26, 27. She then 
stated that Staff #54 worked individually for November 2025, following the dates: 29, 30. She further stated 
that when nurses are in training, they don't have access to the medication cart. She then stated that 
Resident #13 MAR for November 2025 and the narcotic sheet do not correspond. She further stated that 
Resident #14, Hydrocodone medication, was signed off on the individual control drug record after being 
discontinued. She then stated that Staff #54 was suspended on December 01, 2025. An interview was 
conducted on December 22, 2025, at 12:06 PM with a Licensed Practical Nurse (LPN/Staff #100), who 
stated that a day shift nurse and a night shift nurse will count the narcotic tablet in the bubble wrap and verify 
it in the narcotic book. She then stated that if there are any discrepancies within this process, the Director of 
Nursing (DON/Staff #75) will be notified. She then stated that she will review the physician's orders for the 
pain and narcotic medication that the resident requests. She then stated that the physician's orders will 
determine which medication will be administered based on the resident's pain level. She further stated that if 
she were to give a resident narcotic medication, she would take it out of the bubble wrap and then sign off on 
the narcotic book. She further stated she will document on the MAR and then administer the medication. A 
second attempt was made on December 22, 2025, at 12:59 to (RN/Staff #23) unable to get in contact. An 
attempt was made on December 22, 2025, at 1:20 PM to (RN/Staff # 54), unable to get in contact.An email 
dated December 02, 2025, at 1:44 PM, sent by the Administrator (Staff #80) to state agencies revealed that 
five tablets of Hydrocodone Acetaminophen were punched after the discharge date , November 29, 2025, 
and were not reflected on the MAR.An attempt was made on December 22, 2025, at 2:21 PM to contact 
(Resident # 15), unable to get in contact.Unable to contact Resident #13 because there was no contact info 
on the clinical record. A further interview was conducted on December 22, 2025, at 2:43 PM with (Staff # 80), 
who stated that she had received a call at midnight from the (DON/Staff #75), who mentioned to her that 
Registered Nurse (RN/Staff # 23) said that the narcotic sheet did not look right. She further stated that the 
DON believes that there was drug diversion for Residents # 13 and #15. She also stated that with the video 
footage she has reviewed, she has not seen Staff #54 taking medication. She further stated that she spoke 
to Residents #13 and #15 regarding missing medication; they said that they had received their medication. 
She then stated that December 01, 2025 the DON had asked (RN/Staff #54) to arrive before her shift to 
discuss drug diversion, but (Staff #80) was not present for that discussion. The Administrator then stated that 
there was a discrepancy on the MAR and the individual control drug record. She further stated that they had 
notified local law enforcement, state agencies, and the provider. She then stated that on the second 
background check, Staff #54 had a warrant for Driving Under the Influence (DUI). The administrator then 
stated that Staff #54 technically could be hired under the rules of hiring. She then further stated that, based 
on her personal policy, she would not have hired her. An interview was conducted on December 22, 2025, at 
03:01 PM with the DON, who stated that (RN/Staff #23) had called her on November 30, 2025, and was told 
that Staff # 54 was sleeping at the nursing station, and asked Staff #54 to be awakened. She also received a 
second call that Staff #54 was sleeping, so this prompted her to go to the facility. The DON then stated that 
when she had arrived at the facility, she saw Staff #54 at the nursing station charting. She then stated that 
Staff #54 told her that she was completing her charting and was tired. She further stated that Staff #54 and 
she left the facility at the same time. She then stated that when she arrived home, Staff # 23 had called her 
and told her that Resident #13's Individual Control Drug Sheet did not look right. She further stated that she 
had asked Staff #23 to take a picture of the narcotic sheet for Resident #13 and sent it to her. She also 
stated that when reviewing the narcotic sheet, it looked tampered with, and the administrator was notified 
about this. She also stated that (RN/Staff #72) called her and told her that the Individual Control Drug Record 
sheet for Resident #13 looks weird because the Resident #13 gets his oxycodone every 6 hours, and she 
was the last to administer that medication. She then stated that when (Staff # 54) came to work at 6:00 am, 
the narcotic count was 19 for the Oxycodone Tablet 5 MG, and when (RN/Staff # 54) left, the count went to 
11 or 10. DON then stated that at the most, Resident # 13 could only receive two Oxycodone during Staff 
#54's shift. DON also stated that Staff# 54 claims she had administered the oxycodone eight different times, 
and none were signed off on the MAR for November 2025. She also stated that on December 01, 2025, she 
had asked (RN/Staff #54) to explain the medication administration time and who she had given medication 
to. She then stated that once (Staff #54) began highlighting the Individual control Drug Record for 
Oxycodone tablet 5 MG administered on a date Staff #54 did not work, she told Staff #54 about her suspicion 
of drug diversion. She then stated that Staff #54 was asked to do a urine sample, to which she reacted by 
saying that, since she is allergic to opioids, she could not take it and gather all her belongings. An Interview 
was conducted on December 22, 2025, at 3:31 PM with Unit Manager # 33, who stated it appears that on the 
Individual Control Drug Record the Hydrocodone Acetaminophen Oral Tablet 10-325 MG was signed off 5 
times after it has been discontinued .A further interview was conducted on December 22, 2025, at 3:53 PM 
with the DON, who stated that the Individual Control Drug Record was tampered with and that it did not 
consult with the MAR, and then there was drug diversion. She further stated that there was no harm to the 
Resident #13 because he never asked for medication. She then stated that for Resident # 15, there is no 
harm because she did not receive medication from (Staff #54). She also stated that it's the nurse's practice 
to administer medication orders by the physicians with the parameters and to document it accurately in the 
MAR and the Narcotic sheet. A policy titled Medications: Controlled Substances revealed that not 
surrendered to anyone, including the resident's provider, except for the following: a. For a resident on pass 
or therapeutic leave; b. To a resident or responsible party upon discharge from the facility; or c. To the DEA 
or other law enforcement officials functioning in a professional capacity in exchange for a receipt 
documenting the transaction.
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