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

34848

Based on interview and record review, the facility failed to ensure accurate reconciliation and disposition of 
controlled substances for 1 of 3 residents reviewed for medication reconciliation. (Resident B)

Findings include:

During an interview on 1/17/25 at 9:45 a.m., the Administrator (ADM) indicated she was notified regarding 
missing pills for Resident B. The ADM's investigation singled out two nurses, the Director of Nursing (DON) 
and LPN 1, during the time the pills went missing. The facility never found the missing pills.

On 1/17/24 at 9:50 a.m., Resident B's clinical record was reviewed. The diagnoses included, but were not 
limited to, malignant neoplasm of the breast, history of malignant neoplasm of the brain, and low back pain. 

An 11/7/24 physician's order indicated the resident was ordered oxycodone (a controlled substance 
medication used to treat moderate to severe pain) 7.5-325 milligrams every 6 hours, as needed for pain. 

A review of the drug disposal form did not indicate the resident's oxycodone was disposed.

A review of the controlled substance inventory count sheet indicated one card was removed from the A cart, 
on 12/4/24 for Resident B. The form did not contain the signatures of two licensed nurses for verification.

During an interview on 1/17/25 at 10:41 a.m., the DON indicated she conducted an audit and discovered 
there was a discrepancy between the pill count and inventory sheet. Someone had signed off they had 
removed a card, but there was no initial so she did not know who pulled the medication. She asked LPN 1 if 
she removed the medication and LPN 1 informed the DON they had destroyed the pills on 12/4/24. She 
indicated two nurses should sign off on the drug disposal sheet when the drug was destroyed. The DON 
indicated she did not destroy Resident B's medication, rather it was different resident's medication. 
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On 1/17/25 at 1:30 p.m., the ADM provided the facility policy, DISPOSAL OF MEDICATIONS AND 
MEDICATION-RELATED SUPPLIES, dated 3/12/12, and indicated it was the policy currently being used. A 
review of the policy indicated, . B. When a dose of a controlled medication is removed from the container for 
administration . it is destroyed in the presence of two licensed nurses, and the disposal is documented on the 
accountability record on the line representing that dose . 
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