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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake # 1221139 Based on interview and record review the facility failed to ensure security and 
accountability for 30 oxycodone-acetaminophen 10-325 mg (milligram) tablets for one resident (R1) of three 
reviewed for drug diversion of controlled substances, resulting in 30 missing oxycodone-acetaminophen 
without resolution and a delay in pain relief.A review of the facility's incident report was received by the State 
Agency via online submission on: 6/23/25 revealed the following: Incident Summary On 6/22/25, the facility's 
routine narcotic count revealed a discrepancy involving (drug name, Oxycodone 10-325mg prescribed to 
resident R1. A total of 30 tablets were unaccounted for during the beginning of the day shift count.Upon 
further review of the narcotic sign-out sheet along with the blister pack of medication noted missing. 
Investigation initiated immediately by the Director of Nursing.Misappropriation of Controlled Substance 
(Narcotics) Time of Incident: 11:00a.m.The nurse notified the pharmacy to get a refill the pharmacy notified 
the nurse that the resident received a quantity of 60 pills on 6/16/25 which was too soon for a refill. The 
facility's routine narcotic count revealed a discrepancy involving (Drug name Oxycodone 10-325mg) 
prescribed to resident (R1). A total of (30) tablets were unaccounted for during the narcotic count.along with 
the controlled drug receipt record disposition form for the resident (R1). The alleged misappropriation 
involves Nurse V (Agency Nurse), a licensed nurse who had access to the medication cart during the shift 
prior to the discovery.On 08/11/2025 at 10:57 AM, R1 was observed in bed, wearing a hospital gown. R1 had 
a Tracheostomy (a surgical procedure where an incision is made in the neck to create an opening into the 
trachea/windpipe, allowing for a tube to be inserted to assist with breathing) that was clean and intact. A 
tracheostomy supply cart was next to R1's bed. R1 was interviewed and asked about the delay on June 22, 
2025 of their prescribed Oxycodone 10-325mg. R1 stated after placing a speaking valve over their 
tracheostomy (used to help a person with a tracheostomy speak) in a soft voice , I was told that someone 
took my pain medication and the nurse had to call the pharmacy for more medication.my pain medication 
was due at 10 (A.M.).I call the DON (Director of Nursing) because I have her phone number and told her that 
my pain medication was missing.I had to wait a long time for my medication.my pain was horrible because I 
have cancer.It (pain) was horrible.I was in so much pain.A review of R1's electronic medical record revealed 
an admission to the facility on [DATE] with the diagnoses of Malignant Neoplasm of the Hypopharynx (a type 
of cancer that develops in the lower throat), Chronic Obstructive Pulmonary Disease, Respiratory Failure, 
Tracheostomy, and Chronic Pain related to Cancer. A review of R1's Minimum Data Set (MDS) dated [DATE] 
revealed a score of 15/15 (cognitively intact). A review of R1's care plan revealed the following: Focus-At risk 
for pain and has pain related to Cancer, Malnutrition, radiation Dated Initiated 12/20/2024.
Intervention/Task-Administer pain medication per physician orders.A review of R1's medication order dated 
4/25/25, revealed the following: Oxycodone-Acetaminophen tablet 10-325 Give one tablet via pet-tube six 
times a day for pain.On 08/12/2025 at 11:18 AM, the DON was interviewed about the missing Oxycodone. 
The DON stated that the medication was initially received from the pharmacy on 6/16/2025. The DON was 
unable to determine the time that the medication was delivered by pharmacy. The DON added that Nurse 
Manager E signed the Controlled Substance document from the pharmacy for a total of three controlled 
substances cards: one card had 30 Clonazepam tablets and two cards with 30 tablets of Oxycodone that 
totaled 60 tablets on 6/16/2025. The DON was asked when the one card containing 30 Oxycodone tablets 
went missing. The DON said, I'm not sure when the Oxycodone went missing.I'm not sure who took the 
narcotic (Oxycodone). The DON was then asked about her documentation on the investigative report 
revealed that Agency Nurse V was the alleged nurse staff who had access to the medication cart during the 
shift and removed the Oxycodone. The DON said, I'm not sure who took the Oxycodone.It could be anyone 
at this point.I don't know, I don't know, I don't know. The DON stated that the narcotic sheet was also 
removed from the narcotic book. The DON added that Nurse AA called around 10A.M. on 6/21/2025 and 
stated that they called pharmacy due to R1 was out of Oxycodone. The DON said that pharmacy indicated 
that they delivered 60 Oxycodone on 6/16/2025 and R1 should have enough Oxycodone in the cart. The 
DON then said she called the pharmacy and ordered Oxycodone to be taken from the Pyxis machine (an 
automated medication dispensing system used to streamline medication management and enhance patient 
safety.) At this time the DON revealed a report showing Oxycodone 10-325mg was removed from the Pyxis 
timed stamped at 12:02PM on 6/22/2025 and administered to R1.A review of R1's Medication Administration 
Record noted documentation on 6/22/2025 that the Oxycodone 10-325mg was administered at 10am; 
however, the Oxycodone 10-325mg was not available at that time according to Nurse AA and the DON.On 
08/12/2025 at 1:45 PM, the Nursing Home Administrator (NHA) was interviewed and queried about their 
expectation of Controlled Substance compliance. The NHA said, The Nurse staff must adhere to policies and 
procedures around controlled substance.A review of the facility's Abuse policy updated 5/24/2023 revealed 
the following: Residents have the right to be free from abuse, neglect, exportation, mistreatment, and 
misappropriation of resident property.The facility will provide ongoing oversight and supervision of staff in 
order to assure that its policies are implemented as written.
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake # 1221139 Based on interview and record review the facility failed to report to law 
enforcement drug diversion of 30 Oxycodone tablets (controlled substances) for one resident (R1) of three 
residents reviewed for missing medications. Findings include: A review of the facility's incident report was 
received by the State Agency via online submission on: 6/23/25 revealed the following: Incident Summary 
On 6/22/25, the facility's routine narcotic count revealed a discrepancy involving (drug name, Oxycodone 
10-325mg (milligram) prescribed to resident R1. A total of 30 tablets were unaccounted for during the 
beginning of the day shift count.Upon further review of the narcotic sign-out sheet along with the blister pack 
of medication noted missing. Investigation initiated immediately by the Director of Nursing (DON).
Misappropriation of Controlled Substance (Narcotics) Time of Incident: 11:00a.m.The nurse notified the 
pharmacy to get a refill the pharmacy notified the nurse that the resident received a quantity of 60 pills on 
6/16/25 which was too soon for a refill. The facility's routine narcotic count revealed a discrepancy involving 
(Drug name Oxycodone 10-325mg) prescribed to resident (R1). A total of (30) tablets were unaccounted for 
during the narcotic count.along with the controlled drug receipt record disposition form for the resident (R1). 
The alleged misappropriation involves Nurse V (Agency Nurse), a licensed nurse who had access to the 
medication cart during the shift prior to the discovery.On 08/11/2025 at 10:57 AM, R1 was observed in bed, 
wearing a hospital gown. R1 had a Tracheostomy (a surgical procedure where an incision is made in the 
neck to create an opening into the trachea/windpipe, allowing for a tube to be inserted to assist with 
breathing) that was clean and intact. A tracheostomy supply cart was next to R1's bed. R1 was interviewed 
and asked about the delay on June 22, 2025 of their prescribed Oxycodone 10-325mg. R1 stated after 
placing a speaking valve over their tracheostomy (used to help a person with a tracheostomy speak) in a soft 
voice , I was told that someone took my pain medication and the nurse had to call the pharmacy for more 
medication.my pain medication was due at 10 (A.M.).I call the Director of Nursing because I have her phone 
number and told her that my pain medication was missing.I had to wait a long time for my medication.my 
pain was horrible because I have cancer.It (pain) was horrible.I was in so much pain.A review of R1's 
electronic medical record revealed an admission to the facility on [DATE] with the diagnoses of Malignant 
Neoplasm of the Hypopharynx (a type of cancer that develops in the lower throat), Chronic Obstructive 
Pulmonary Disease, Respiratory Failure, Tracheostomy, and Chronic Pain related to Cancer. A review of 
R1's Minimum Data Set (MDS) dated [DATE] revealed a score of 15/15 (cognitively intact). A review of R1's 
care plan revealed the following: Focus-At risk for pain and has pain related to Cancer, Malnutrition, radiation 
Dated Initiated 12/20/2024.Intervention/Task-Administer pain medication per physician orders. A review of 
R1's medication order dated 4/25/25, revealed the following: Oxycodone-Acetaminophen tablet 10-325 Give 
one tablet via pet-tube six times a day for pain.On 08/12/2025 at 11:18 AM, the DON was interviewed about 
the missing Oxycodone. The DON stated that the medication was initially received from the pharmacy on 
6/16/2025. The DON was unable to determine the time that the medication was delivered by pharmacy. The 
DON added that Nurse Manager E signed the Controlled Substance document from the pharmacy for a total 
of three controlled substances cards: one card had 30 Clonazepam tablets and two cards with 30 tablets of 
Oxycodone that totaled 60 tablets on 6/16/2025. The DON was asked when the one card containing 30 
Oxycodone tablets went missing. The DON said, I'm not sure when the Oxycodone went missing.I'm not sure 
who took the narcotic (Oxycodone). The DON was then asked about her documentation on the investigative 
report revealed that Agency Nurse V was the alleged nurse staff who had access to the medication cart 
during the shift and removed the Oxycodone. The DON said, I'm not sure who took the Oxycodone.It could 
be anyone at this point.I don't know I don't know I don't know. The DON stated that the narcotic sheet was 
also removed from the narcotic book. The DON added that Nurse AA called around 10A.M. on 6/21/2025 
and stated that they called pharmacy due to R1 was out of Oxycodone. The DON said that pharmacy 
indicated that they delivered 60 Oxycodone on 6/16/2025 and R1 should have enough Oxycodone in the 
cart. The DON then said she called the pharmacy and ordered Oxycodone to be taken from the Pyxis 
machine (an automated medication dispensing system used to streamline medication management and 
enhance patient safety). At this time the DON revealed a report showing Oxycodone 10-325mg was removed 
from the Pyxis timed stamped at 12:02PM on 6/22/2025 and administered to R1.A review of R1's Medication 
Administration Record noted documentation on 6/22/2025 that the Oxycodone 10-325mg was administered 
at 10am; however, the Oxycodone 10-325mg was not available at that time according to Nurse AA and the 
DON.On 08/12/2025 at 1:45 PM, the Nursing Home Administrator (NHA) was interviewed and queried about 
their expectation of Controlled Substance compliance. The NHA said, The Nurse staff must adhere to 
policies and procedures around controlled substance.A review of the facility's Abuse policy updated 
5/24/2023 revealed the following: Residents have the right to be free from abuse, neglect, exportation, 
mistreatment, and misappropriation of resident property.The facility will attempt to coordinate with State and 
Local law enforcement annually and as needed to determine which crimes are reportable. The facility will 
ensure that all allegations involving abuse, neglect, exportation, mistreatment, injuries of unknown source, 
misappropriation of resident property, and crimes are reported immediately to the Administrator and: Report 
to State Survey Agency immediately .and law enforcement .
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Respond appropriately to all alleged violations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake # 1221139 Based on interview and record review the facility failed to ensure the 
misappropriation of 30 oxycodone-acetaminophen 10-325 mg (milligram) tablets was thoroughly investigated 
for one resident (R1) of three reviewed for drug diversion of controlled substances, resulting in 30 missing 
oxycodone-acetaminophen without resolution and a delay in pain relief. The review of the incident report 
revealed the following: Incident Summary On 6/22/25, the facility's routine narcotic count revealed a 
discrepancy involving (drug name, Oxycodone 10-325mg prescribed) to resident (R1). A total of 30 tablets 
were unaccounted for during the beginning of the day shift count.Upon further review of the narcotic sign-out 
sheet along with the blister pack of medication noted missing. Investigation initiated immediately by the 
Director of Nursing.Misappropriation of Controlled Substance (Narcotics) Time of Incident: 11:00a.m.The 
nurse notified the pharmacy to get a refill the pharmacy notified the nurse that the resident received a 
quantity of 60 pills on 6/16/25 which was too soon for a refill. The facility's routine narcotic count revealed a 
discrepancy involving (Drug name Oxycodone 10-325mg) prescribed to resident (R1). A total of (30) tablets 
were unaccounted for during the narcotic count.along with the controlled drug receipt record disposition form 
for the resident (R1). The alleged misappropriation involves Nurse V (Agency Nurse), a licensed nurse who 
had access to the medication cart during the shift prior to the discovery.On 08/11/2025 at 10:57 AM, R1 was 
observed in bed, wearing a hospital gown. R1 had a Tracheostomy (a surgical procedure where an incision 
is made in the neck to create an opening into the trachea/windpipe, allowing for a tube to be inserted to 
assist with breathing) that was clean and intact. A tracheostomy supply cart was next to R1's bed. R1 was 
interviewed and asked about the delay on June 22, 2025 of their prescribed Oxycodone 10-325mg. R1 
stated after placing a speaking valve over their tracheostomy (used to help a person with a tracheostomy 
speak) in a soft voice , I was told that someone took my pain medication and the nurse had to call the 
pharmacy for more medication.my pain medication was due at 10 (A.M.).I call the Director of Nursing (DON) 
because I have her phone number and told her that my pain medication was missing.I had to wait a long time 
for my medication.my pain was horrible because I have cancer.It (pain) was horrible.I was in so much pain.A 
review of R1's electronic medical record revealed an admission to the facility on [DATE] with the diagnoses 
of Malignant Neoplasm of the Hypopharynx (a type of cancer that develops in the lower throat), Chronic 
Obstructive Pulmonary Disease, Respiratory Failure, Tracheostomy, and Chronic Pain related to Cancer. A 
review of R1's Minimum Data Set (MDS) dated [DATE] revealed a score of 15/15 (cognitively intact). A 
review of R1's care plan revealed the following: Focus-At risk for pain and has pain related to Cancer, 
Malnutrition, radiation Dated Initiated 12/20/2024.Intervention/Task-Administer pain medication per physician 
orders. A review of R1's medication order dated 4/25/25, revealed the following: Oxycodone-Acetaminophen 
tablet 10-325 Give one tablet via pet-tube six times a day for pain.On 08/12/2025 at 11:18 AM, the DON was 
interviewed about the missing Oxycodone. The DON stated that the medication was initially received from 
the pharmacy on 6/16/2025. The DON was unable to determine the time that the medication was delivered 
by pharmacy. The DON added that Nurse Manager E signed the Controlled Substance document from the 
pharmacy for a total of three controlled substances cards: one card had 30 Clonazepam tablets and two 
cards with 30 tablets of Oxycodone that totaled 60 tablets on 6/16/2025. The DON was asked if nurses count 
narcotics at the beginning of each shift. The DON said, They are supposed to check the narcotics at the 
beginning of each shift. The DON was asked about the time and date the medication card containing 30 
Oxycodone tablets went missing. The DON said, I'm not sure when the Oxycodone went missing.I'm not sure 
who took the narcotic (Oxycodone). The DON was then asked about her documentation on the investigative 
report revealed that Agency Nurse V was the alleged nurse staff who had access to the medication cart 
during the shift and removed the Oxycodone. The DON said, I'm not sure who took the Oxycodone.It could 
be anyone at this point.I don't know I don't know I don't know. The DON stated that the narcotic sheet was 
also removed from the narcotic book. The DON added that Nurse AA called around 10A.M. on 6/21/2025 
and stated that they called pharmacy due to R1 was out of Oxycodone. The DON said that pharmacy 
indicated that they delivered 60 Oxycodone on 6/16/2025 and R1 should have enough Oxycodone in the 
cart. The DON then said she called the pharmacy and ordered Oxycodone to be taken from the Pyxis 
machine (an automated medication dispensing system used to streamline medication management and 
enhance patient safety.) At this time the DON revealed a report showing Oxycodone 10-325mg was removed 
from the Pyxis timed stamped at 12:02PM on 6/22/2025 and administered to R1. The DON was asked if 
Agency Nurse V was interviewed and the DON stated she could not reach the nurse. The DON was asked if 
they notified the staffing agency that Agency Nurse V was being investigated for 30 tablets of Oxycodone 
10-325mg. the DON said, No, we told (the staffing agency) that (Agency Nurse V) could not work at their 
facility anymore.A review of R1's Medication Administration Record noted documentation on 6/22/2025 that 
the Oxycodone 10-325mg was administered at 10am; however, the Oxycodone 10-325mg was not available 
at that time according to Nurse AA and the DON.On 08/12/2025 at 2:31 PM, the DON, Nurse Manager Q, 
and Nurse Manager E were interviewed and queried about the process of receiving medication from their 
pharmacy and signing narcotics into medication carts once received. The DON stated that on June 16, 2025, 
Nurse Manager E received three controlled substances cards: one card had 30 Clonazepam tablets and two 
cards with 30 tablets of Oxycodone that totaled 60 tablets on 6/16/2025 for resident R1. Nurse Manager E 
stated that two cards with 30 tablets of Oxycodone that totaled 60 tablets and one card had 30 Clonazepam 
tablets was received from pharmacy and she checked the medication and gave it to Nurse Manager Q. 
Nurse Manager Q stated that she received one card of 30 Clonazepam tablets and two cards with 30 tablets 
of Oxycodone that totaled 60 tablets and signed the medication into the medication cart. A review of the 
medication sheet did not indicate the medication name. Nurse Manager E stated that she did not verify the 
medication count sign-in on the narcotic sheet because it was not her cart. The DON stated that Nurse 
Manager E should have counted the controlled substance with Nurse Manager Q. A review of the narcotic 
medication sheet revealed illegible signatures. Nurse Manager Q was asked if the signature on the narcotic 
medication sheet was her signature. Nurse Manager Q stated several times that she was unsure if the 
signature was hers. Then Nurse Manager Q said after questioning, Well, yes it's my signature. The DON was 
asked when they identified that the medication was missing. The DON stated they were unsure. The DON 
stated that she did not notify law enforcement. A request for documentation of all staff investigated for the 
missing Oxycodone 10-325mg tablets was requested on 08/12/2025 at 2:31 PM. During the exit of this 
survey, the DON had not submit any requested additional information.On 08/13/2025 at 10:50 AM, Staffing 
Agency CC was interviewed by phone and asked if they were aware of the allegation against Agency Nurse 
V for 30 missing Oxycodone 10-325mg tablets. Staffing Agency CC said, No. We were only told that they 
(the facility) did not want (Agency Nurse V) working at their facility. Staffing Agency CC said they did not 
know anything about allegations of missing medications. Staffing Agency CC was asked when the last date 
Agency Nurse V worked at the facility. Staffing Agency CC indicated that that Agency Nurse V last date 
worked at the facility was on 6/16/25 on the midnight shift 7PM-7AM.On 08/13/2025 at 12:38 AM, Nurse AA 
was called and asked about when they became aware of the missing Oxycodone 10-325mg tablets. Nurse 
AA stated that R1 asked for their pain medication at 10AM and after checking the medication cart, there was 
not any Oxycodone 10-325mg available. Nurse AA said they called the pharmacy for a refill. The pharmacy 
told Nurse AA that the resident received a quantity of 60 Oxycodone 10-325mg tablets on 6/16/25, which 
was too soon for a refill. Nurse AA stated they called the DON related to the missing Oxycodone. Nurse AA 
was asked if 30 Oxycodone 10-325mg tablets was counted at the beginning of their shift on 6/22/25. Nurse 
AA stated that they counted the cart, it was accurate according to the narcotic sheet, and it did not appear to 
be missing Oxycodone.On 08/13/2025 at 1:45 PM, the Nursing Home Administrator (NHA) was interviewed 
and queried about their expectation of Controlled Substance compliance. The NHA said, The Nurse staff 
must adhere to policies and procedures around controlled substances.Sometimes nurses will leave before 
counting the cart if the incoming nurse is late.that is not how it should beA review of the facility's Abuse 
policy updated 5/24/2023 revealed the following: Residents have the right to be free from abuse, neglect, 
exportation, mistreatment, and misappropriation of resident property.Key to investigations is an environment 
that facilitates the reporting of such allegations. Once reported, the center conducts a timely, thorough, and 
objective investigation of any allegation of abuse.Identify and interview all involved persons, including the 
alleged victim, alleged perpetrator, witness an others who might have knowledge of the allegations.
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