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Valley Oaks Post Acute 830 East Chapel Street
Santa Maria, CA 93454

F 0755

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the
services of a licensed pharmacist.

Based on interview, record review, and facility policy and procedure review, the facility failed to
ensure the accurate reconciliation, documentation, and accountability of controlled medications for
one of two sampled residents (Resident 1). This failure resulted in the loss and potential diversion of
30 controlled -substance tablets. During a review of the facility's policy and procedure (P&P) titled,
Drug Diversion Policy and Procedure, undated, the P&P indicated, controlled substance counts shall
be completed at every shift change by two licensed nurses. Any medication discrepancy shall be
reported immediately.During a review of Resident 1's admission Record (AR), dated 7/9/26, the AR
indicated, Resident 1 was admitted in the facility on 4/24/26 with diagnoses including Palliative care
(focuses on easing pain, stress, and heavy symptoms from a serious illness), chronic pain syndrome,
and dementia (decline in mental abilities severe enough to interfere with daily life).During a review of
Resident 1's Order Summary (OS), dated 5/11/26, the OS indicated, Oxycodone - Acetaminophen Oral
Tablet 7.5 - 325 mg. Give tablet by mouth every 8 hours as needed for moderate to severe pain.During
the review of the Packing Slip Proof of Delivery (PSPD), the PSPD indicated that the
Oxycodone/APAP (Oxy/APA) 7.5 mg / 325 mg were delivered to the facility on 6/22/26 at 2:39
PM.During an interview on 6/30/26 at 3 PM., with Licensed Vocational Nure (LVN), LVN confirmed
that she received and signed for the medication delivered by the pharmacy on 6/22/26. She further
stated that she and another nurse placed the medication in the narcotic section of the medication cart
and completed and signed the narcotic count sheet.During a concurrent interview and record review
on 6/30/26 with Director of Nursing, DON confirmed that 30 tablets of Oxycodone/APAP 7.5 mg / 325
mg was delivered on 6/22/26. DON stated that the entire bubble pack and controlled substance count
sheet were missing and that staff did not identify the loss until Resident 1 requested the medication
on 6/24/26.During an interview on 7/9/26 at 2:30 PM., with Assistant Director of Nursing ADON, the
ADON stated that the staff searched both medication carts but were unable to locate the medication.
A replacement Oxy/APA was subsequently reordered from the pharmacy.
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