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Based on observation, interview, and record review, facility staff failed to complete shiftily controlled drug 
counts with two staff members per facility policy to prevent misappropriation and assure correct controlled 
drug counts. The facility census was 92.The administrator was notified on 11/25/25 of past Non-Compliance 
which occurred on 10/25/25 when the administrator implemented new policies and procedures to ensure 
Certified Medication Technician (CMT) and nurses counted narcotics at the beginning and end of each shift 
with two staff members and documented on the Narcotic Count Form. Staff were in-serviced on 10/25/25 
regarding counting narcotics at the beginning and end of each shift with two staff members and documented 
on the Narcotic Count Form.1. Review of the facility's Narcotic Count policy, dated undated, showed staff are 
directed as follows:-The purpose is to complete a physical inventory of narcotics at each shift change to 
identify discrepancies. -One Registered Nurse (RN), Licensed Practical Nurse (LPN), or CMT going off duty 
AND one RN, LPN, or CMT coming on duty must count and justify accuracy of narcotics supply for each 
individual resident at the change of each shift.-Narcotic records are reconciled by a physical count of the 
remaining narcotic supply at each shift change by the incoming and outgoing licensed nurse. Records are to 
be retained for at least one year. -After the supply is counted and justified, the nurse/CMT records the date 
and his/her signature, verifying that the count Is correct.2. Review of facility's investigation, dated 10/25/25, 
showed facility staff documentd the narcotic log sheet identified two missing controlled medications. Facility 
staff found the missing medications to be related to medications not accurately signed out per policy and did 
not identify misappropriation of any narcotic controlled medications. 3. Review of Resident #1's quarterly 
Minimum Data Set (MDS), a federally mandated assessment tool, dated 11/02/25, showed staff assessed 
the resident as:-Moderately cognitively impaired;-Received a pain medication as needed during the seven 
day look back period;-Used an opioid medication.Review of the resident's progress notes, dated 10/22/25, 
showed staff documented the resident transferred to the hospital. Review of the resident's progress notes, 
dated 10/28/25, showed staff documented the resident returned from the hospital.Review of the resident's 
Physician Order Summary (POS), undated, showed an order for Tramadol (treats pain) 100 milligrams twice 
a day. Review of the resident's controlled substance log, dated 10/22/25 through 10/25/25, showed 
controlled substance log did not contain documentation staff counted the resident's Tramadol medication. 
Review showed the 16 pills remained on 10/22/25 and 14 pills remained on 10/25/25. Review of the facility's 
Controlled Substance Shift Change Form for upper 100 hall, dated 10/01/25 through 10/31/25, 
showed:-10/01/25, one staff signature for 7:00 A.M.;-10/02/25, one staff signature for 11:00 P.M.;-10/03/25, 
one staff signature for 7:00 A.M. and 11:00 P.M.;-10/04/25, one staff signature for 7:00 A.M.;-10/05/25, one 
staff signature for 11:00 P.M.;-10/06/25, one staff signature for 7:00 A.M. and 11:00 P.M.;-10/07/25, one staff 
signature for 7:00 A.M.3:00 P.M. and no signatures for 11:00 P.M.;-10/08/25, one staff signature for 7:00 A.
M. and 3:00 P.M.;-10/09/25, one staff signature for 3:00 P.M. and 11:00 P.M.;-10/10/25, one staff signature 
for 7:00 A.M. 3:00 P.M. and no signatures for 11:00 P.M.;-10/11/25, one staff signature for 7:00 A.M. and no 
signatures for 11:00 P.M;-10/12/25, one staff signature for 7:00 A.M., no signatures for 3:00 P.M. and 11:00 
P.M.;-10/13/25, one staff signature for 7:00 A.M. and 3:00 P.M.;-10/14/25, one staff signature for 3:00 P.M. 
and 11:00 P.M.;-10/15/25, one staff signature for 7:00 A.M., 3:00 P.M., and 11:00 P.M.;-10/16/25, one staff 
signature for 7:00 A.M., 3:00 P.M. and 11:00 P.M.;-10/17/25, one staff signature for 7:00 A.M., 3:00 P.M. and 
no signatures for 11:00 P.M;-10/18/25, one staff signature for 7:00 A.M. and 11:00 P.M.;-10/19/25, one staff 
signature for 7:00 A.M. and 11:00 P.M.;-10/20/25, one staff signature for 7:00 A.M.;-10/21/25, one staff 
signature for 11:00 P.M.;-10/22/25, one staff signature for 7:00 A.M. and 11P.M.;-10/23/25, one staff 
signature for 7:00 A.M. and 11:00 P.M.;-10/24/25, one staff signature for 7:00 A.M., 3:00 P.M. and 11:00 P.M.
;-10/25/25, one staff signature for 7:00 A.M. and no signatures for 3:00 P.M.;-10/26/25, one staff signature 
for 3:00 P.M. and no signature for 11:00 P.M;-10/27/25, one staff signature for 7:00 A.M. and 3:00 P.M.
;-10/28/25, one staff signature for 3:00 P.M.;-10/30/25, one staff signature for 7:00 A.M. and 11:00 P.M.
;-10/31/25, one staff signature for 7:00 A.M. and 11:00 P.M During an interview on 11/24/25 at 12:29 P.M., 
CMT A said staff are educated to complete a narcotics count at the beginning and end of each shift with two 
staff members and initial the count as correct on the Controlled Substance Shift Change Form. He/She said 
if medications were discovered missing, staff should report to the charge nurse. He/She said he/she and 
CMT B both had the key for his/her medication cart. He/She said it was busy when they came to work, so 
they did not have an opportunity to count the narcotic medication. He/She said when they did have an 
opportunity to count the narcotic medication for CMT B's cart, they discovered the missing Tramadol for the 
resident and reported it to a nurse. He/She said he/she did not take the resident Tramadol medication. 
During an interview on 11/24/25 at 1:51 P.M., CMT B said staff are directed to count narcotic medications 
every shift with two people. He/She said he/she worked on 10/23/25 and 10/24/25 and the Tramodol for the 
resident was correct. He/She said he/she worked with RN C at night, but did not recall if he/she counted the 
narcotics with him/her. He/She said sometimes the nurse would forget to sign the Controlled Substance Shift 
Change Form. He/She said he/she was the last person to count before the 7:00 A.M. shift on 10/25/25, but 
he/she did not take the resident medication. He/She said he/she did receive an in-service making sure the 
narcotic medication are counted when going off and on shift by two staff and documented on the Controlled 
Substance Shift Change Form. During an interview on 11/24/25 at 3:06 P.M., RN C said staff are directed to 
count controlled narcotics at the beginning of each shift with two staff members. He/She said he/she did not 
complete a narcotic count of the CMT's cart because the staff would leave prior to completing the count. 
He/She said staff received an in-service on the process for counting narcotics with two people at the 
beginning and end of each shift and to document on the Controlled Substance Shift Change Form.During an 
interview on 12/01/25 at 2:46 P.M., the administrator said staff are directed to count the narcotics for all 
residents at the beginning and end of shift with the ongoing and off going staff. He/She said staff 
documented their names on the Narcotic Count Sheet. He/She said staff verified the number of pills left in 
the medication card even if the resident was discharged to the hospital. He/She said the ADON and DON 
were responsible to audit to make sure the Narcotics were counted each shift. He/She said the DON began 
his/her position on 11/16/25 after the incident. He/She said the DON will be auditing the forms twice a week. 
He/She said staff were in-serviced on 10/25/25 on counting with staff members and documenting on the 
Narcotics Count Sheet. During an interview on 12/01/25 at 2:46 P.M., Director of Nursing (DON) said staff 
are directed to count the narcotics for all residents at the beginning and end of shift with the ongoing and off 
going staff. He/She said staff would document the information on the Narcotic Count Sheet. He/She said 
staff should verify the number of pills left in the medication cards are correct, even when a resident was 
discharged to the hospital. and document it on the sheet. He/She said the charge nurse was responsible to 
ensure the medication are counted at each shift and the ADON and DON were responsible to audit to make 
sure the Narcotics were counted each shift. He/She said he/she was not employed until 11/16/25. He/She 
said staff were in-serviced on 10/25/25 on counting with staff members and documenting on the Narcotics 
Count Sheet. He/She said he/she was responsible to audit the forms twice a week.2652477
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