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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake # 2614154Based on interview and record review, the facility failed to prevent 
misappropriation of residents narcotic medication for 2 residents (Resident #1 and #2) and monitor and 
investigate the potential/ongoing misappropriation of resident narcotic medication for 4 residents (Resident 
#2, #3, #4, and #6) out of 7 residents reviewed for the misappropriation of narcotics, resulting in the diversion 
of narcotic medications and the potential for ongoing diversion of narcotic medications. Findings:Resident #1 
(R1)Review of an admission Record revealed R1 was a [AGE] year-old male, admitted to the facility on 
[DATE].Review of R1's Order Summary dated 3/3/22 revealed, Norco (hydrocodone-acetaminophen) tablet; 
10-325 mg; amt: 1; oral Three Times A Day; 07:00 AM, 01:00 PM, 07:00 PM.Review of R1's Controlled 
Substances Proof of Use sheet in the column Quantity Remaining revealed:*On 8/22/25 at 7:20 AM there 
were 19 tabs of Norco remaining.*On 8/22/25 at 11:42 AM (the next entry) there were 17 tabs of Norco 
remaining. Indicating 2 tabs of Norco were dispensed instead of the ordered 1 tab. The handwritten entry of 
17 was written bold and appeared to haven been written repeatedly as to obscure the previous 
documentation. Upon closer review, 18 was legible under the bold 17.*On 8/22/25 at 6:47 PM the 
handwritten 16 was repeatedly/boldly written. Beneath the 16, 17 was legible.*On 8/23/25 at 7:00 AM the 
handwritten 15 was repeatedly/boldly written. Beneath the 15, 16 was legible.*On 8/23/25 at 1:40 PM the 
handwritten 14 was repeatedly/boldly written.*On 8/23/25 at 6:00 PM the handwritten 12 was 
repeatedly/boldly written. Beneath the 12, 14 was legible. This entry indicated 2 tabs of Norco were 
dispensed instead of the ordered 1 tab.The falsification/modification of these entries left 2 tabs of Norco 
unaccounted for.Resident #2 (R2)Review of an admission Record revealed R2 was a [AGE] year-old female, 
admitted to the facility on [DATE].Review of R2's Order Summary dated 4/29/24 revealed, alprazolam 
(Xanax) - Schedule IV tablet; 0.5 mg; amt: 0.5 mg; oral Twice A Day; 06:00 AM - 10:00 AM, 06:00 PM - 
10:00 PM.Review of R2's Controlled Substances Proof of Use sheet revealed an additional dose of Xanax 
was dispensed on 8/24/25, outside of the ordered times.Review of R2's August Medication Administration 
Record revealed no corresponding entry for the Xanax administration.Review of R2's Electronic Medical 
Record (EMR) revealed no entry related to the additional dose of Xanax.Review of the Facility Reported 
Incident (FRI) revealed: .Reported Incident On 8/23/2025, during a routine audit of controlled substances, an 
inaccuracy was discovered on the Controlled Substances Proof of Use sheet. Entries in the Quantity 
Remaining column had been altered, suggesting that the narcotic count was manipulated (for R1). Interviews 
with staff identified Agency Nurse (Licensed Practical Nurse [LPN] C) as the individual responsible for 
altering the documentation of counts entered by other nurses.During medication audits conducted by 
licensed nursing staff, it was discovered that a dose of Xanax for (R2) was signed out on the Controlled 
Substances Proof of Use sheet by (LPN C). No corresponding entry existed in the eMAR (electronic 
medication administration record) as medication was not scheduled at that time. It was determined that tablet 
was missing with no adverse physical impact on patient.Audits of both east and west medication carts were 
completed, revealing no additional discrepancies beyond the Xanax entry noted above.Medication Audits: 
Licensed nursing staff completed audits of both east and west medication carts. No additional discrepancies 
found except for the Xanax dose for resident (R2), which was signed out on the Controlled Substances Proof 
of Use sheet (by LPN C) without corresponding eMAR documentation. Review determined this medication is 
not scheduled to be administered during third shift, the shift (LPN C) worked. Consultant pharmacist 
completed audits of both east and west carts no further discrepancies identified. Staff & Policy Actions: 
Education to be provided to RN and LPN staff regarding controlled substances policy and proper medication 
count procedures.Summary Based on the facility's investigation, documentation review, staff interviews, and 
medication audits, it has been determined that misappropriation of controlled substances is substantiated. 
Evidence supports that Agency Nurse (LPN C) altered the narcotic count on the Controlled Substances Proof 
of Use sheet and that a Xanax dose for resident (R2) was documented as given without corresponding 
eMAR entry, during a shift when it was not prescribed to be administered.However, the alteration of records, 
missing documentation, and potential diversion meet criteria for misappropriation of medication. The facility 
has taken corrective actions, notified appropriate regulatory and law enforcement agencies, and 
implemented staff education to prevent recurrence.Review of LPN F's witness statement dated 8/28/25 
revealed, On Friday August 22nd, 2025 this nurse (LPN F) passed the second med pass. The resident (R1) 
was given his Norco 10/325mg early as he had just gotten back from working out with Physical therapy and 
at that time he had 18 Norco 10/325 mg remaining. At shift change the count between the two nurses 
showed 18 tablets left and that was what the number was on our count sheets. Sometime over the weekend 
another nurse changed my number and others making MY number now to be 17 remaining at the time I gave 
out the med.Review of LPN E's witness statement dated 8/29/25 revealed, On August 24th when I arrived to 
work for my morning shift, I counted off with the night nurse (LPN C). As I went to signed (sic) my morning 
schedule medication out, I notice (sic) the numbers appeared to be changed in bold ink. I returned to the 
nurses station to look for previous nurse, she had already left the facility. I notified the administrator as I 
looked at the schedule and realized this was the same nurse at another facility with the same issues.Review 
of LPN G's witness statement dated 8/29/25 revealed, R/T (related to) (R1) norco-acet 10-325mg-On 
8-22-25 to best of my memory, actual count was 17. It appears it was changed to a 16 count.Review of 
Registered Nurse (RN) D's witness statement (no date) revealed, I counted off with (LPN C) 8/23 from 
evening shift to nights. When I returned Sunday AM 8/24 and went to sign out a pt (patient) norco who has it 
scheduled and noticed a lot of the numbers changed in bold ink. The nurse was already gone so I contacted 
(Nursing Home Administrator [NHA]) to notify him what happen (sic).During an interview on 09/17/2025 at 
7:39 AM, RN D reported that she works as an agency nurse for the facility as well as for other sister facilities. 
She reported she was the nurse that worked 8/23/25 on dayshift and reported off to LPN C. She then 
returned 8/24/25 to work dayshift following LPN C's nightshift. RN D reported that with each shift exchange 
narcotic counts are completed to ensure no discrepancies. RN D reported that the counts were correct (RN 
D verified the number of narcotics left in the medication sleeves while LPN C verbalized the number of 
narcotics that remained from the narcotic sheet), so she was not immediately aware of the diversion. When 
she reviewed the narcotic sheet, she identified that R1's narcotic sheet had been altered. RN D was unable 
to obtain an explanation from LPN C as she had already left the facility. RN D then reviewed the narcotic 
sheets with LPN E who was working on the other hall to confirm that the narcotic sheet had been altered. RN 
D reported that following the incident she and LPN E recalled that LPN C had been fired from a sister facility 
for committing narcotic diversion a few weeks prior. Resident #2 (R2)Review of R2's Order Summary dated 
4/29/24 revealed, alprazolam (Xanax) - Schedule IV tablet; 0.5 mg; amt: 0.5 mg; oral Twice A Day; 06:00 AM 
- 10:00 AM, 06:00 PM - 10:00 PM.Review of R2's Controlled Substances Proof of Use sheet revealed:*On 
9/2/25 at 7:00 PM there were 23 tabs of Xanax remaining.*On 9/3/25 at 10:20 AM (the next entry) there were 
21 tabs of Xanax remaining. Indicating 2 tabs of Xanax were dispensed and not 1 as ordered. There was no 
2nd nurse signature indicating the medication was wasted.Review of R2's Medication Administration Record 
revealed only 1 dose of Xanax was documented as administered in the morning of 9/3/25.Review of R2's 
Electronic Medical Record revealed no entry related to the dispensing and/or administration of 2 tabs of 
Xanax.During an interview on 09/17/2025 at 3:37 PM, DON reported she spoke with the nurse on duty at that 
time it was reported that the Xanax was dispensed early that morning, but the resident did not take the 
medication, so the nurse disposed of the medication. Shortly after, the resident accepted the medication 
which is why the Controlled Substances Proof of Use sheet reflects 2 tabs of Xanax dispensed. Unable to 
prove that the licensed nurse did not divert the Xanax or make a medication error (double the dose of Xanax) 
as she did not sign the Xanax out each time it was pulled from medication packet, she did not have a second 
nurse witness the disposal of the Xanax, and/or did not account for the second Xanax in the EMR. DON 
confirmed that the nurse did not follow the policy for controlled drug administration and confirmed that the 
lack of documentation reflected 2 tabs of Xanax were dispensed at 1 time.Resident #3 (R3)Review of an 
admission Record revealed R3 was a [AGE] year-old female, admitted to the facility on [DATE].Review of 
R3's Order Summary with a start date of 9/5/25 and the discontinuation dated of 9/12/25 revealed, tramadol - 
Schedule IV tablet; 50 mg; Amount to Administer: 1 tablet; Once A Day. to be D/C'd (discontinued) on 
9/13/25Review of R3's Controlled Substances Proof of Use sheet revealed a dose of Tramadol was 
dispensed on 9/16/25 at 7:25 PM.Review of R3's Electronic Medical Record revealed no corresponding entry 
related to the administration of the Tramadol without a provider's order.During an interview on 09/17/2025 at 
3:41 PM, Regional Nurse (RN) A confirmed the Tramadol was dispensed/administered without an active 
order and a medication error report would be completed.Resident #4 (R4)Review of an admission Record 
revealed R4 was an [AGE] year-old female, admitted to the facility on [DATE].Review of R4's Order 
Summary dated 8/26/24 revealed hydrocodone-acetaminophen - Schedule II tablet; 5-325 mg; amt: TID PRN 
(three times a day as needed).Review of R4's Controlled Substances Proof of Use sheet revealed on 
9/12/25 at 5:38 PM a dose of Norco was dispensed.Review of R4's September Medication Administration 
Record revealed no corresponding entry related to the administration of the Norco on 9/12/25 at 5:38 PM.
Review of R4's Electronic Health Record revealed no documentation regarding the administration of the 
Norco.During an interview on 09/17/2025 at 3:41 PM, RN A confirmed the Norco was not documented in the 
EMAR on 9/12/25 at 5:38 PM.Resident #6 (R6)Review of an admission Record revealed R6 was an [AGE] 
year-old male, admitted to the facility on [DATE].Review of R6's Order Summary dated 3/24/25 revealed, 
hydrocodone-acetaminophen (Norco) - Schedule II tablet; 5-325 mg; Amount to Administer: 0.5 tab; oral 
Every 6 Hours - PRN.Review of R6's Controlled Substances Proof of Use sheet revealed:*On 8/23/25 at 
7:00 PM a dose of Norco was dispensed.*On 8/23/25 at 11:30 PM a dose of Norco was dispensed by LPN C 
only 4.5 hours after the last dose (not 6 hours as ordered).*On 9/6/25 at 4:02 PM a dose of Norco was 
dispensed.*On 9/7/25 at 11:30 PM a dose of Norco was dispensed.Review of R6's August and September 
Medication Administration Record revealed no corresponding entry related to the administration of the Norco 
on 8/23/25 at 7:00 PM, 9/6/25 at 4:02 PM, or 9/7/25 at 11:30 PM.Review of R6's Electronic Medical Record 
revealed no entry related to the administration of Norco on 8/23/25 at 11:30 PM outside of the ordered time.
During an interview on 09/17/2025 at 3:41 PM, RN A confirmed the Norco was not documented in the EMAR 
on 8/23/25 at 7:00 PM, 9/6/25 at 4:02 PM, or 9/7/25 at 11:30 PM and confirmed the Norco was administered 
outside of the provider order by LPN C on 8/23/25.During an interview on 09/17/2025 at 3:54 PM, concerns 
regarding ongoing diversion of narcotics due to the incomplete and/or absent documentation for the 
administration of controlled drugs was discussed with DON and RN A. They confirmed that the licensed 
nurses were expected to follow professional standards of practice for medication administration and 
documentation and reported the licensed nurses would be reeducated and they would be completing 
additional audits to ensure compliance.Review of the facility policy Controlled Substances Standards of 
Practice last reviewed January 2025 revealed, .Nurses removing controlled substance from the narcotic 
storage require documentation on the Proof-of-Use Sheet the amount removed using a full last name 
signature. Nurse documentation of inventory balance on Proof-of-Use sheet MUST be made as soon as the 
controlled substance is removed from the package/cart. Avoid waiting until the end of med pass or end of 
shift.Review of the facility policies Abuse Prevention Program Policy and Procedure and Abuse Prevention 
Program 7 Components last reviewed 01/2025 revealed, Resident Drug Diversion (can also be indication of 
exploitation). Exploitation-Taking advantage of a resident for personal gain, using manipulation, intimidation, 
threats, or coercion. Possible Indicators of Exploitation Include, but is not limited to .The diversion of a 
residents' medication(s), including, but not limited to, controlled substances for staff use or personal gain.The 
facility Administrator and/or Director of Nursing will ensure corrective action will include the following .Taking 
all necessary actions as a result of the investigation, which may include,but are not limited to, the following: 
a. Analyzing the occurrence(s) to determine why abuse, neglect, misappropriation of resident property or 
exploitation occurred, and what changes are needed to prevent further occurrences; b. Defining how care 
provision will be changed and/or improved to protect residents receiving services; c. Training of staff on 
changes made and demonstration of staff competency after training is implemented; d. Identification of staff 
responsible for implementation of corrective actions; e. The expected date for implementation; and f. 
Identification of staff responsible for monitoring the implementation of the plan.
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