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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.
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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, record review, and document review, the facility failed to ensure pharmaceutical services, including 
the accurate receipt and documentation of controlled drugs, was provided for one (Resident (R) 5) of three 
sampled residents reviewed for abuse. Licensed Practical Nurse (LPN) 3 failed to verify the receipt and 
recording of fentanyl, a Schedule II controlled drug, when it was delivered to the facility by the pharmacy. 
The findings include: Review of R5's Face Sheet revealed the facility admitted the resident on 01/19/2022. 
According to the Face Sheet, the resident had a medical history that included a diagnosis of chronic pain. 
Per R5's Medication Administration Record (MAR) for 10/2025, the resident had an order, dated 05/10/2025, 
for fentanyl 25 microgram (mcg) per hour, apply one patch every three days for chronic pain. Review of the 
pharmacy delivery receipt indicated two fentanyl (a schedule I controlled substance used to treat severe 
pain) 25 mcg patches ordered for R5 were received in the facility on 10/05/2025 by Licensed Practical Nurse 
(LPN)3. Review of a facility initial report, dated 10/07/2025, revealed that on 10/07/2025, LPN3 was unable 
to locate the two fentanyl patches ordered for R5 which were delivered to the facility on [DATE]. The facility 
final report, dated 10/09/2025, revealed [NAME] a thorough investigation, which included involving local law 
enforcement and our pharmacy partners, the facility does not substantiate controlled substance diversion or 
misappropriation. The facility concludes that the nurse who signed the delivery manifest for the 2 controlled 
substances did not realize that the contents of the disposable pharmacy bag included 2 fentanyl patches for 
[R5] when she threw it in the trash. During an interview on 12/29/2025 at 8:54 AM, LPN3 stated that when 
narcotics were delivered from the pharmacy, she would sign a paper from the delivery driver after she 
verified the medications that were delivered. LPN3 stated she would then take the medications to the 
responsible nurse, and two nurses would sign the medication in on the narcotic addition and deletion log. Per 
LPN3, a separate narcotic count sheet was signed by one nurse and placed in the narcotic count book on 
the medication cart. LPN3 stated fentanyl patches were not delivered in a box and instead, were delivered in 
a little plastic bag. LPN3 stated the incident involving R5's fentanyl occurred when she was working, and the 
pharmacy delivery driver handed her a bag of medications. LPN3 stated she did not verify the medications 
that were received and only felt one blister pack of pills inside the bag. LPN3 stated she threw the pharmacy 
bag away at the nurse's station and took the blister pack of pills to LPN8. LPN3 stated she did not realize the 
fentanyl was missing until two days later, on 10/07/2025, when the medication was not available to 
administer. LPN3 stated the pharmacy was contacted and they informed her that she signed for the fentanyl 
patches on 10/05/2025. LPN3 said she was surprised and immediately thought she must have thrown them 
away. LPN3 stated that in response, she immediately notified the Director of Nursing (DON). During an 
interview on 12/31/2025 at 9:36 AM, LPN8 stated she worked in the facility on 10/05/2025 and did not see 
R5's fentanyl patches. LPN8 stated she saw LPN3 throw away the pharmacy bag once LPN3 handed her 
medication that belonged to a resident she was assigned to care for. During an interview on 12/29/2025 at 
2:27 PM, Registered Nurse (RN) 6 stated that when medications were delivered by the pharmacy, the nurse 
should review the delivery sheet, compare it to the medications that were delivered, and then sign the 
delivery sheet. During an interview on 12/30/2025 at 11:17 AM, the Assistant Director of Nursing (ADON) 
stated she thought LPN3 accidentally threw away the fentanyl patches ordered for R5. The ADON stated 
fentanyl patches were delivered in a sealed bag from the pharmacy inside a small plastic bag and sometimes 
the patches would stick to the inside of the pharmacy bag. During an interview on 12/30/2025 at 11:57 AM, 
the DON stated LPN3 discovered R5's fentanyl patches were missing on 10/07/2025 when she attempted to 
administer the 7:00 AM to 10:00 AM scheduled dose. The DON stated the Medical Director was notified, and 
an order was obtained to administer the fentanyl patch when it was delivered by the pharmacy. According to 
the DON, once LPN3 notified her, she verified the medication was never logged in on the narcotic addition 
and deletion log. Per the DON, LPN3 told her she threw the pharmacy bag away at the nurse's station and 
took another medication that was delivered to LPN8. The DON stated she expected that narcotics were 
verified when delivered from the pharmacy and were immediately signed in by two nurses. During an 
interview on 12/31/2025 at 10:10 AM, the Executive Director (ED) stated that he expected that narcotics 
would not be thrown away and that there was a secure handoff process. The ED stated that the nurses 
receiving the medications and pharmacy delivering the medication should monitor the medications delivered.
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