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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** BBased on 
clinical record review, interviews, the State Agency's (SA) complaint portal, and review of the facility's 
policies and procedures, the facility failed to ensure 4 out of 4 residents' (#47, #48, #52, and #53) 
medications were not misappropriated by nursing staff. The deficient practice resulted in the facility not 
keeping an accurate record of controlled substances. Findings include:Related to Resident #47-Resident #47 
was admitted to the facility on [DATE] with diagnoses that included displaced intertrochanteric fracture of the 
right femur, generalized muscle weakness, stage 3 kidney disease and cognitive communication deficit.
Review of the admission Minimum Data Set (MDS), dated [DATE], revealed Resident #47 had a Brief 
Interview for Mental Status (BIMS) and scored a 12 which indicated he had moderate cognitive impairment. 
The same MDS also indicated the resident was taking opioids as part of his medication regimen.The care 
plan, revised on May 24, 2024, revealed Resident #47 was on a PRN (Pro Re Nata or as needed) pain 
medication therapy related to multiple fractures, osteosarcoma and chondrosarcoma. Interventions included 
administering analgesic medications as ordered by the physician and to observe and monitor for possible 
side effects.A physician's order, dated April 23, 2024, indicated Resident #47 was to take Fentanyl patch 
72-hour 75 MCG (micrograms)/HR (hour). Instructions stated to apply 1 patch, transdermally, every 72 hours 
for chronic pain and remove per schedule. The clinical record indicated this order was discontinued on April 
29, 2024 due to a dosage increase.A new physician's order, dated April 29, 2024, indicated Resident #47 
was to take Fentanyl patch 72-hour 100 MCG/hour. Instructions stated to apply 1 patch, transdermally, every 
72 hours for chronic pain and remove per schedule.An entry, on Resident #47's Progress Note, dated May 4, 
2024 at 5:58 P.M., was created by Registered Nurse (RN/Staff #61). The note indicated that Fentanyl patch 
was applied, changed and noted on the MAR.A second Progress Note entry was dated May 5, 2024 at 9:58 
P.M. and was created by Staff #120. The entry noted that Fentanyl patch was applied and changed and 
noted on the MAR.An entry, on Resident #47's Progress Note, dated May 6, 2024 stated that the Nurse 
Practitioner (NP) and the resident's wife were notified about the missing Fentanyl patch, and the 
investigation is ongoing per DON (Director of Nursing). The entry was created by RN/Staff #51.Review of the 
May 2024 MAR revealed Staff #120 documented on May 4 at 7:28 AM that she had removed the Fentanyl 
Patch 100 mcg and at 7:29 A.M. she had applied a new patch. There was no documentation that reflected 
staff #61 had removed or applied the Fentanyl 100 mcg patch on May 4, 2024 as indicated on the Progress 
Note.Review of a complaint submitted to the SA complaint portal on May 10, 2024 at 8:08 A.M. indicated 
there was a possible drug diversion of Resident #47's Fentanyl by Staff #120. The facility's 5-day 
investigation included a controlled substance record for Fentanyl 75 mcg patch. The same record had an 
entry, dated May 4, recorded by Staff #120. The entry indicated at 7:00 A.M. a patch was taken and there 
was 1 patch remaining. There was a note written stating wrong pt (patient). The entry was signed by Staff 
#120 and the 2nd signature was illegible. The same 5-day investigation report indicated the 2nd signature 
was not able to be identified. The investigation report also included a Controlled Substance Record sheet for 
another resident who was in the facility at the time of this alleged incident. The record indicated the resident 
had an order for Fentanyl 75 mcg patch. However, the same record did not have documentation that the 
medication patch was given to the resident on May 4, 2024 or May 5, 2024.An interview was conducted on 
August 14, 2025 at 11:16 A.M. with Registered Nurse (RN/Staff #51), telephonically. Staff #51 shared that he 
had noticed a patch of Fentanyl 75 mcg missing and had reported it to his interim supervisor.An interview 
was conducted on August 14, 2025 at 12:00 P.M. with LPN/Staff #108. Staff #108 shared that when a 
resident is discharged and their narcotic medications are left at the facility, they continue the narcotic count 
and it is documented on the controlled substance count sheet. He continued to explain that the process is 
continued until the medication is destroyed by the ADON and the DON. He shared that he had never 
destroyed medications but he understood the process of destroying medications was needing to be done by 
two nurses.An interview was conducted on August 15, 2025 with LPN/Staff #97 at 11:17 A.M. Staff #97 
explained the process for managing controlled substances as continuing to keep the medication in the 
lockbox until the DON and the ADON collect it. They then take it somewhere to destroy the medication. She 
shared that they still continue to include the medication in their narcotic count every shift until it is removed to 
keep track of how many medications they have on hand. She added that the risk of not doing so would be 
the medication being given to the wrong patient and the facility not keeping an accurate count of how many 
medications they have on hand. She also added that there was also a risk of medication being stolen.
Related to Resident #48Resident #48 was admitted to the facility on [DATE] with diagnoses that included 
type 2 diabetes without complications, Alzheimer's Disease, and Osteoarthritis.A review of the Discharge 
MDS, dated [DATE] revealed Resident #48 had a BIMS of 02 which indicated she had severe cognitive 
impairment.The physician's orders, dated May 3, 2024, indicated the order for Ozempic 2 mg subcutaneous 
solution Pen-injector 8 mg/3ml (milliliter) was created by Staff #120 at 8:58 P.M. The entry on the order 
details indicated the order was prescriber written. The same order was discontinued by Staff #120 on May 6, 
2024 and there was no reason given for the discontinuation.Review of the hospital discharge medication 
orders received by the facility did not reveal an order for Ozempic.The May 2024 MAR revealed that on May 
3, 2024 Staff #120 documented Ozempic not being administered at 9:00 P.M. due to vitals outside of 
parameters of administration.A secondary review of the Ozempic order did not reveal parameters with the 
order.An interview was conducted on August 14, 2025 at 10:34 A.M. with Physician (Staff/#123). Staff #123 
indicated that he was not a provider at the facility however, there were Physicians from his medical group 
who served the facility. He also indicated that Nurses are not permitted to put in orders without his approval.
Review of the facility's 5-day investigation report, submitted to the SA, on May 10, 2024 at 10:52 A.M. 
indicated that on May 5, 2024 the DON was notified by a nurse that Resident #48's Ozempic was missing. 
During the investigation, it was discovered that a second resident, Resident #53, had medication orders put 
in, which was later determined to have not been authorized by the provider. The same report also included a 
written statement from Staff #120 where she indicated that she had put in an order for Ozempic to be refilled 
for the wrong resident. The same statement also indicated that Staff #120 had put in an order for Mounjaro to 
be refilled for the wrong resident as well.Related to Resident #53-Resident #53 was admitted to the facility 
on [DATE] with diagnoses that included acute respiratory failure with hypoxia, type 2 diabetes without 
complications, and generalized muscle weakness.A physician's order for Mounjaro Subcutaneous 
Pen-Injector 2.5 MG/0.5ML, dated May 3, 2024, was created by Staff #120 at 8:59 P.M. The communication 
method, identified on the Order Audit Report, indicated that the prescriber wrote the order. The prescriber 
was identified as Staff #123 The same Order Audit Report indicated the order was discontinued on May 6, 
2024 at 4:17 P.M. by Staff #120 and the discontinue reason listed was wrong patient.Review of the hospital 
discharge medication list received by the facility did not reveal an order for Mounjaro.Review of the May 
2024 MAR for resident #53 had an entry for May 4, 2024. The entry was signed by Staff #120 and noted that 
the vitals (were) outside of parameters of administration.The facility submitted a complaint to the AZBON 
(Arizona Board of Nursing) on May 10, 2024 at 12:35 P.M. The complaint listed Staff #120 as the Nurse in 
question. The complaint to the AZBON listed the resident as Resident #53. Included in the complaint to the 
AZBON was the Proof of Delivery by Cheetah courier with a tracking number of 202391710. This indicated 
the Mounjaro was delivered to the facility on May 6, 2024 at 3:48 P.M.Related to Resident #52-Resident #52 
was admitted to the facility on [DATE] with diagnoses that included congestive heart failure, pleural effusion, 
pneumonia, and acute respiratory failure.The care plan, initiated on March 26, 2023, indicated Resident #52 
was admitted to Hospice services due to his terminal prognosis with the goal of his dignity and autonomy 
being maintained at the highest level. Interventions included observing the resident closely for signs of pain 
and to administer pain medications as ordered.Review of the physician's orders indicated Resident #52 was 
admitted to Hospice services on March 26, 2023. Additional review of the physician's order revealed an order 
for Morphine Sulfate Oral Solution 100 MG/5ML with instructions to give 0.25 ML by mouth every hour as 
needed for Hospice Pain management 4-10.Review of the October 2023 MAR revealed an entry on October 
27, 2023 created by Staff #120. The entry had a code of 10 which indicated, Other/See Progress Notes. 
Review of the progress notes revealed no documentation on October 27, 2023 by Staff #120.A review of the 
5-day investigation report, submitted to the SA on November 2, 2023 at 11:56 A.M. included a statement 
from LPN/Staff #124. The statement was written on November 2, 2023 and indicated that on October 26 
Staff #124 took report and counted narcotics with off-going Staff #120 however, during this time the two 
bottles of liquid morphine was not counted. The same investigation report included a second statement from 
LPN/Staff #121 on October 28, 2023 at 12:02 P.M. The statement shared that Staff #121 received shift 
report from Staff #120 and while doing count, Staff #121 noticed both bottles of morphine for Resident #52 
was off. Staff #121 indicated, in her written statement, that she brought it to the attention of Staff #120 and 
they both did a corrected count.A telephone interview was attempted on August 15, 2025 at 9:41 A.M. with 
Staff #121, however the phone number was not in service.The 5-day report, submitted to the SA, by the 
facility indicated Staff #120 was suspended on May 6, 2024 and terminated on May 10, 2024. The report 
also indicated the staff member was reported to the AZBON. An interview was conducted on August 14, 
2025 at 12:00 P.M. with LPN/Staff #108. Staff #108 explained that residents who are taking controlled 
substances have their medications stored in the narcotic box which is located in each medication cart. He 
also explained that the medications are considered double locked because the narcotic box is locked and is 
stored within the locked medication box with only the on-duty nurse having the key to the cart and narcotic 
box. Staff #108 confirmed that liquid morphine is kept within the locked narcotic box inside of the medication 
cart. He explained that during shift change, both of the incoming and outgoing Nurses will either visually 
inspect or pour out the medication to get an accurate count of what is in the bottle. If the amount of 
medication does not match what is recorded on the count sheet, the Assistant Director of Nursing (ADON) or 
the Director of Nursing (DON) will be notified and they will review the issue and do an investigation. When 
asked about the process for ordering medications for residents, Staff #108 shared that the Doctor will put in 
orders or tell the Nurse to put in the orders for the residents and then the Nurse will fax the order to the 
pharmacy. He explained that nurses are not able to order medications without a physician's authorization. 
The risk to the residents would vary depending on the medication itself. He explained that the risks could be 
nothing all the way to a lethal overdose.An interview was conducted with LPN/Staff #97 on August 15, 2025 
at 11:17 A.M. Staff #97 explained that controlled substances are stored in a lock box in the medication cart. 
The Nurse on duty is the only person with the key however, there was a master key in case a Nurse 
accidently gets locked out of the medication cart. Staff #97 indicated that the master key was held by nurse 
management. Staff #97 explained that Nurses are able to order medications by calling the Doctor or the 
Nurse Practitioner (NP) to consult with them. She indicated that the Doctor or NP has to approve the orders 
for medications and that Nurses are not able to order medications without a Physician's authorization.An 
interview was conducted with ADON/Staff #67 on August 15, 2025 at 12:31 P.M. Staff #67 shared that her 
expectations for tracking the controlled medications during shift overlap is for both the outgoing nurse and 
the incoming nurse do the medication count together and that count is then documented on the controlled 
sheet which is in front of the narcotic book. She also explained her expectations for ordering new 
medications. She shared that for all narcotic medications, the nurse needs to have a written order. For all 
other medications, orders are entered into the Electronic Health Record (EHR) and then it automatically is 
sent to the pharmacy. She shared that both Nurses and Physician's are able to put in the orders, however, 
she expected that if a Nurse puts in the order, they are to also document, in the EHR, the phone call with the 
Physician and that they verified the order with the Physician. Staff # 67 recalled the incident with Resident 
#48 and shared that her and the interim DON, at the time, noticed there were several medication orders 
coming in at night time which was not the norm. She recalled that the interim DON had spoken with the 
Physician to verify if he approved the medication order and the physician confirmed that he did not approve 
the medication order for Ozempic and Mounjaro. Staff #67 indicated that when Staff #120 did not document 
the phone orders on the progress note and putting in the orders without a Physician's approval, she was not 
meeting Staff #67's expectations. She also shared that the risk to the resident if they were administered the 
medications without the Physician's oversight, the resident could have a negative reaction to the 
medications. Regarding Resident #53's Mounjaro, Staff #67 was asked about the entry dated May 4, 2024 
on the MAR. After reviewing the MAR, she stated that it was documented, by Staff #120, that the medication 
was not administered due to vitals being outside of parameters. Staff #67 shared that the medication did not 
have parameters so that (documentation) did not make sense. She also reviewed the October 2023 MAR for 
Resident #48 and shared that the documentation by Staff #120 was the same for Ozempic, vitals being 
outside of parameters as the reason for not giving Resident #48 the medication, did not make sense due to 
the medication not having parameters. Related to Resident #52, Staff #67 was asked to review of Morphine 
narcotic count sheet. She reviewed the records and shared that it looked like there were two separate bottles 
of morphine. It looked like Staff #120 opened the 2nd bottle before the 1st bottle of morphine was zeroed out. 
Somehow, we jumped from 29.75 ML to 23 or 25 ML on the narcotic count sheet. She shared that the jump 
in numbers told her there was some missing medication and it also told her that either someone was stealing 
the medication or they administered it and forgot to document the administration. However, due to the large 
amount that went missing, 4.25 ML or 6.25 ML, the chances that 17 to 25 doses of Morphine being 
administered and not documented was highly unlikely. Related to Resident #47, Staff #67 explained that the 
resident had an order for Fentanyl 75 mcg in April of 2024, however the dosage was increased to 100 mcg 
on May 1, 2024. Staff #67 confirmed that the Fentanyl patches would be tracked using the Narcotic Count 
Sheets. She also explained that the patch was replaced every 72 hours where the Nurse would remove the 
patch at 8:59 A.M. and then put on a new patch at 9:00 A.M. which was outside of Staff #120's scheduled 
working hours as her shift ended at 7:00 A.M. Review of a policy titled, Storage and Expiration Dating of 
Medications and Biologicals, indicated it last revised on August 1, 2024. The policy refers to controlled 
substances storage and explains that the facility should store Schedule II-V Controlled Substances, in a 
separate compartment within the locked medication carts and should have a different key or access device. 
It states that controlled medications must be counted with another designated staff member when there is an 
exchange of keys. It also noted that the facility should ensure all controlled substances are stored in a 
manner that maintains their integrity and security.Review of a second policy titled, Abuse, indicates the policy 
was last reviewed on May 6, 2025. The policy states that Misappropriation of resident property is the 
deliberate misplacement, exploitation, or wrongful, temporary, or permanent use of a resident's property or 
money without the resident's consent. It also provides examples of misappropriation which included Missing 
prescription medications or diversion of a resident's medication(s), including but not limited to, controlled 
substances for staff use or personal gain.

42035140

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

035140 08/15/2025

Life Care Center of Tucson 6211 North LA Cholla Boulevard
Tucson, AZ 85741

F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

(continued on next page)

43035140

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

035140 08/15/2025

Life Care Center of Tucson 6211 North LA Cholla Boulevard
Tucson, AZ 85741

F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, interviews, the State Agency's (SA) complaint portal, and review of the facility's policy 
and procedures, the facility failed to ensure a resident (#40) received medications according to physician's 
orders. The deficient practice could result in resident experiencing unnecessary pain.Findings include: 
Resident #40 was admitted to the facility on [DATE] with diagnoses that included Dementia, fusion of the 
spine in the cervical region, and a fracture of the humerus in the right arm. The care plan, initiated on August 
9, 2023, indicated Resident #40 was on pain medication therapy related to chronic pain syndrome. 
Interventions included administering analgesic medications as ordered by the physician and to observe for 
side effects and effectiveness of the medications.A physician's order, dated September 18, 2023, revealed 
an order for Dilaudid (Hydro-morphine HCI) Oral Tablet 2 MG (milligrams). The order indicated that .5 mg 
tablet was to be given every 4 hours as needed for pain 4-10.Review of the Narcotic Count Sheet for 
Hydro-morphine HCL 2 mg tablet starting October 9, 2023. The documentation revealed that Licensed 
Practical Nurse (LPN/Staff #120) logged out doses on the following days and times:- October 18 at 7:00 P.M. 
and 11:00 P.M.- October 19 at 7:00 P.M., and 11:00 P.M.- October 25 at 7:00 P.M. and 11:00 P.M. - October 
26 at 3:00 A.M., 7:00 A.M., and 7:00 P.M.- October 27 at 11:00 P.M., 3:00 A.M., and 7:00 A.M.Review of the 
October 2023 Medication Administration Record (MAR), provided by the facility, indicated that Dilaudid Oral 
Tablet 2 MG was not administered on October 18, 19, 24, and 25 by Staff #120.Review of the staff schedule 
reveals that the night shift is from 6:00 P.M. to 6:00 A.M.Review of the facility's 5-day report submitted to the 
SA regarding Resident #40 revealed that Resident #40 was complaining of pain on October 27, 2023 at 
10:15 A.M., however the nurse working that shift was unable to administer pain medication due to the 
narcotic count sheet indicating the medication was last given at 7:00 A.M. The same report revealed that the 
medication cart keys was handed to the day shift nurse at 6:40 A.M. which was prior to the 7:00 A.M. 
medication log out time indicated on the Narcotic Count Sheet. The same 5-day report included a statement 
from the day shift nurse, LPN/Staff #121. The statement revealed that Resident #40 was medicated with 
Dilaudid at 11:16 A.M.A telephone interview was attempted on August 15, 2025 at 9:41 A.M. with Staff #121, 
however the phone number was not in service.An interview was conducted with Staff #67 on August 15, 
2025 at 12:31 P.M. Staff #67 shared that when a resident is discharged without their narcotic medications, 
the medication gets destroyed by a nurse manager. She indicated that the documentation of the destruction 
is documented via the pharmacy website when her and the ADON destroys it. When asked what happened 
with Resident #40's Dilaudid medication, Staff #67 explained that Staff #120 signed the medication out on 
the Controlled Substance Count sheet but did not document the administration on the MAR. She said it was 
reasonable that Staff #120 did administer the medication but did not document it or it was signed off on the 
sheet and not given to the resident and possibly stolen. When asked if it was reasonable for the 
documentation to take place in one area and not the other area 8 times by the same staff in a short time 
frame, Staff #67 indicated that it was not reasonable and there was a possibility that the medication was 
diverted. She shared that possible diversion would be a risk to residents because they would not be getting 
their pain medications and they would be in pain. She also shared that documenting medication 
administration on the Narcotic Count Sheet and not the MAR did not meet her expectations.Review of the 
policy titled, Administration of Medications, indicates the policy was last reviewed on September 16, 2024. 
The policy states that The facility will ensure medications are administered safely and appropriately per 
physician order to address residents' diagnoses and signs and symptoms.Review of a second policy titled, 
Abuse, indicates the policy was last reviewed on May 6, 2025. The policy states that Misappropriation of 
resident property is the deliberate misplacement, exploitation, or wrongful, temporary, or permanent use of a 
resident's property or money without the resident's consent. It also provides examples of misappropriation 
which included Missing prescription medications or diversion of a resident's medication(s), including but not 
limited to, controlled substances for staff use or personal gain.
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