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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to meet professional standards when staff failed to administer 
and document medications as ordered by the physician for six of seven sampled residents (Residents #6, 
#2, #4, #5, #3 and #1). The census was 150. Review of the facility's Administering Medications policy, 
revised 2012, showed:-Policy Statement: Medications shall be administered in a safe and timely manner, 
and as prescribed;-Policy Interpretation and Implementation: -Only persons licensed or permitted by this 
state to prepare, administer and document the administration of medications may do so; -The Director of 
Nursing Services will supervise and direct all nursing personnel who administer medications and/or have 
related functions; -Medications must be administered in accordance with the orders, including any required 
time frame; -Medications must be administered within one (1) hour of their prescribed time, unless otherwise 
specified (for example, before and after meal orders). 1. Review of Resident #6's significant change in status 
Minimum Data Set (MDS), a federally mandated assessment instrument completed by facility staff, dated 
[DATE], showed the following:-Cognitive impairment;-Diagnoses included cancer and Alzheimer's 
disease;-Dependent with activities of daily living (ADLs);-No prognosis of life expectancy of less than 6 
months; -Received antianxiety medications daily;-Received hospice services. Review of the resident's care 
plan, revised on [DATE], showed the following:-Problem: Chemotherapy related to right neoplasm of the 
breast (cancer);-Intervention: Administer medications and treatments as ordered; Monitor/document for side 
effects and effectiveness;-Problem: Hospice services-end of life care;-Intervention: Give medications as 
ordered. Review of the resident's physician's orders dated for [DATE], showed an order, dated [DATE], for 
lorazepam (antianxiety) oral concentrate 2 milligram (mg) per milliliter (ml), give 0.25 ml by mouth every 4 
hours related to malignant neoplasm of right breast.Review of the resident's [DATE] medication 
administration record (MAR), for lorazepam 0.25 ml every 4 hours showed:-[DATE], administered at 4:00 P.
M. and 10:00 P.M.;-[DATE], no missed doses;-[DATE], not administered as ordered at 4:00 P.M. and 10:00 
P.M.;-[DATE] not administered as ordered at 12:00 A.M. and 4:00 A.M.;-[DATE], no missed doses;-[DATE], 
not administered as ordered at 4:00 P.M. Review of the resident's individual controlled substance record for 
lorazepam 2 mg/ml, showed staff did not sign out the medications on:-[DATE], at 4:00 P.M. or at 10:00 P.M.
;-[DATE], at 4:00 A.M. or at 10:00 P.M.;-[DATE], at 4:00 A.M, 8:00 A.M., 12:00 P.M. 4:00 P.M. or at 10:00 P.
M.;-[DATE], at 12:00 A.M., 4:00 A.M., or at 10:00 P.M;-[DATE], at 4:00 A.M.;-[DATE], at 4:00 P.M. 
Observation of the resident's controlled medications on [DATE] at 9:30 A.M., showed the resident had one 
bottle of liquid lorazepam 2 mg/ml, delivered to the facility on [DATE] with 30 ml. The bottle contained 28 ml 
of unused liquid. Review of the resident's physician's orders dated [DATE], showed an order dated [DATE], 
for Morphine Sulfate concentrate solution (for moderate to severe pain), 100 mg per 5ml. Give 0.25 ml, by 
mouth every four hours related to Alzheimer's disease. Review of the resident's [DATE] MAR, showed 
morphine sulfate 0.25 ml every four hours left blank on:-[DATE] at 4:00 P.M. and 10:00 P.M.;-[DATE] at 
12:00 A.M. and 4:00 A.M.;-[DATE] at 4:00 P.M. Review of the resident's individual controlled substance 
record for morphine sulfate 0.25 every four hours, showed no documentation staff signed out or administered 
the medication on:-[DATE] at 4:00 A.M. or 10:00 P.M.;-[DATE] at 4:00 A.M, 8:00 A.M., 12:00 P.M., 4:00P.M. 
or 10:00 P.M.;-[DATE] at 12:00 A.M., 4:00 A.M., or 10:00 P.M.;-[DATE] at 4:00 A.M., or 8:00 A.M.;-[DATE] at 
4:00 P.M. Observation of the resident's controlled medications on [DATE] at 9:30 A.M., showed the resident 
had one bottle of liquid morphine sulfate solution 100 mg/5 ml, delivered to the facility on [DATE] with 30 ml. 
The bottle had 28 ml of unused liquid. Review of the resident's progress note dated [DATE], showed he/she 
expired at 6:20 P.M. 2. Review of Resident #2's admission MDS, dated 7/20125, showed the 
following:-Cognitive impairment;-No behaviors;-Partial/moderate assistance with ADLs;-Diagnoses of cancer 
and dementia;-On scheduled pain regimen;-Opioids daily;-Received hospice care. Review of the resident's 
care plan, dated [DATE], showed the following:-Problem: Hospice services-End of life care;-Intervention: 
Give medications as ordered for comfort and air hunger (a distressing sensation of suffocation or 
breathlessness) as needed. Review of the resident's physician's orders for [DATE], showed an order for 
hydrocodone-acetaminophen (hydro/apap, given for moderate to severe pain) 325 mg oral tablets, one tablet 
three times per day related to neoplasm related to pain. Review of the resident's [DATE] MAR, showed the 
following:-Hydro/apap 5/325 mg, one tablet three times per day at 8:00 A.M., 12:00 P.M., and 6:00 P.M.; -Not 
available on [DATE] at 12:00 P.M. and 6:00 P.M.; -Not available on [DATE] at 8:00 A.M., 12:00 P.M., and 
6:00 P.M.; -Not available on [DATE] at 8:00 A.M., 12:00 P.M., and 6:00 P.M.; -Not available on [DATE] at 
8:00 A.M., 12:00 P.M., and 6:00 P.M.; -Not available on [DATE] at 8:00 A.M., 12:00 P.M., and 6:00 P.M.; 
-Not available on [DATE] at 8:00 A.M., 12:00 P.M., and 6:00 P.M.; -Not available on [DATE] at 8:00 A.M., 
12:00 P.M., and 6:00 P.M.; -Not available on [DATE] at 8:00 A.M., 12:00 P.M., and 6:00 P.M. Review of the 
resident's individual controlled substance record on [DATE], for [DATE] showed:-On [DATE], the pharmacy 
delivered 45 hydro/apap 5-325 mg to the facility (one card with 30 pills and one card with 15 pills);-No 
documentation the hydro/apap 5/325 mg was administered from [DATE] at 8:00 A.M., until [DATE] at 8:00 A.
M.;-No documentation the medication was administered after [DATE] at 5:00 P.M;-The count sheet for 30 
pills showed no pill had been administered indicating 30 pills should have remained on one individual 
card;-The count sheet for the 15 pills showed three doses accounted for, with 12 pills remaining. Observation 
on [DATE] at 9:35 A.M., showed the resident had no hydro/apap 5/325 mg tablets available in the controlled 
substance locked box. There were 42 unaccounted pills. Review of the resident's progress notes, dated from 
[DATE] through [DATE], showed no documentation of the resident's missing medications and/or whether the 
missing doses of medication had been administered to the resident from the facility's emergency medication 
stock (STAT kit). During an interview on [DATE] at 9:45 A.M., the resident said he/she had some pain in 
his/her big toe. He/She thinks he/she is getting his/her medications. He/She would not know if staff did not 
provide his/her medications as ordered. He/She is on hospice and has cancer. 3. Review of Resident #4's 
care plan, revised on [DATE], showed the following:-Problem: Uses psychotropic medications for his/her 
moods;-Interventions: Administer medications as ordered;-Care plan did not address hospice services and/or 
opioid use. Review of resident's significant change in status MDS, dated [DATE], showed the 
following:-Cognitive impairment;-Diagnosis included Alzheimer's disease;-Dependent with ADLs;-No 
prognosis of life expectancy of less than 6 months; -Received opioid medications daily;-Received hospice 
services. Review of the resident's physician's orders, dated, [DATE], showed an order for lorazepam oral 
concentrate 2 mg per ml, give 0.25 ml by mouth three times a day for clinical management related to anxiety. 
Review of the resident's [DATE] MAR, showed lorazepam give 0.25 ml three times a day: -[DATE] at 1:00 P.
M., not administered;-[DATE], not administered at 1:00 P.M. and 5:00 P.M.;-[DATE], 5:00 P.M., not 
administered. Review of the resident's individual controlled substance record on [DATE], for lorazepam 2 
mg/ml showed:-[DATE], no doses were documented as administered at 5:00 P.M.;-[DATE], no doses were 
documented as administered at 1:P.M. or 5:00 P.M.;-[DATE], no doses were documented as administered at 
9:00 A.M., 1:00 P.M. or 5:00 P.M.; -8/7, 8/8, [DATE], no doses documented as administered at 9:00 A.M., 
1:00 P.M. or 5:00 P.M.;-8/11, 8/12, 8/13, 8/14, [DATE], no doses documented as administered at 9:00 A.M., 
1:00 P.M., or 5:00 P.M.;-[DATE], no doses were documented as administered at 12:00 A.M., 4:00 A.M., or 
10:00 P.M;-[DATE], no doses documented as administered at 5:00 P.M. Observation on [DATE] at 9:30 A.M.
, showed, the resident had one bottle of liquid lorazepam 2 mg/ml, with a delivery date to the facility of 
[DATE] with 30 ml. The bottle contained 20 ml of unused liquid. Review of the resident's [DATE] physician's 
orders showed an order dated [DATE], for morphine sulfate concentrate solution 100 mg per 5ml. Give 0.25 
ml by mouth every four hours for pain. Review of the residents [DATE] MAR, showed:-Morphine sulfate 0.25 
ml every four hours left blank on:-[DATE], at 12:00 A.M., 4:00 A.M, 8:00 A.M., and 12:00 P.M.;-[DATE], at 
4:00 A.M., and 8:00 P.M.;-[DATE], at 8:00 P.M.;-[DATE], at 12:00 P.M. and 8:00 P.M.;-[DATE], at 4:00 P.M. 
and 8:00 P.M.;-[DATE], at 12:00 A.M. and 4:00 A.M.;-[DATE], at 4:00 P.M. and 8:00 P.M. Review of the 
resident's individual controlled substance record on [DATE], for morphine sulfate 0.25 ml, showed no 
documentation the medication was administered on-[DATE], at 4:00 A.M., 4:00 P.M., or 8:00 P.M.;-[DATE], 
at 12:00 A.M., 4:00a A.M., 8:00 A.M. or 4:00 P.M.; -[DATE], at 8:00 A.M., 12:00 P.M., or 8:00 P.M.;-[DATE], 
at 8:00 A.M.;-[DATE], at 8:00 P.M.;-[DATE], at 12:00 A.M., 4:00 A.M., 4:00 P.M., or 8:00 P.M.;-[DATE], at 
8:00 A.M., 12:00 P.M. or 4:00 P.M.; -[DATE], at 12:00 A.M., 4:00 A.M., 8:00 A.M., 12:00 P.M, or 4:00 P.M.; 
-[DATE], at 12:00 A.M., 4:00 A.M., 8:00 A.M., 12:00P.M., 4:00 P.M.;-[DATE], at 8:00 A.M., 12:00 P.M., 4:00 
P.M., or 8:00 P.M.;-[DATE], at 8:00 A.M., 12:00 P.M., 4:00 P.M., or 8:00 P.M.;-[DATE], at 8:00 A.M., 12:00 P.
M., 4:00 P.M., or 8:00 P.M.;-[DATE], at 4:00 P.M. or 8:00 P.M.;-[DATE], at 12:00 A.M., 4:00 A.M., or at 8:00 
P.M.;-[DATE], at 4:00 P.M., or 8:00 P.M. Observation on [DATE] at 9:30 A.M., showed, the resident had one 
bottle of liquid morphine sulfate solution 100 mg/5 ml, delivered to the facility on [DATE] with 30 ml. The 
bottle contained 27.5 ml of unused liquid. Observation and interview on [DATE] at 8:30 A.M., showed the 
resident sat in the dining room. Staff assisted the resident with breakfast meal. The resident would make eye 
contact but only nodded his/her head when asked any questions. The resident smiled and said okay to every 
question asked. He/She was appropriately dressed and did not appear to be in any physical pain. 4. Review 
of Resident #5's annual MDS dated [DATE], showed the following:-Cognitive impairment;-Diagnoses 
included dementia, high blood pressure and depression;-Dependent with ADLs;-No prognosis of life 
expectancy of less than 6 months; -Received antianxiety medications daily;-Receives hospice services. 
Review of the resident's care plan, revised on [DATE], showed the following:-Problem: Hospice services-end 
of life care;-Intervention: Give lorazepam for anxiety and notify hospice if it does not provide relief from 
anxiety. Review of the resident's physician's orders for [DATE], showed an order for lorazepam concentrate 
2mg/ml, give 0.5 ml (1mg) two times per day. Review of the resident's [DATE] MAR, showed lorazepam 0.50 
ml (1 mg) was not documented as administered on:-[DATE] at 4:00 P.M.;-[DATE] at 4:00 P.M. Review of the 
resident's individual controlled substance record on [DATE] for lorazepam 2 mg/ml, give 0.50 ml twice a day, 
showed no documentation staff administered the medication on:-[DATE] at 8:00 A.M. or 4:00 P.M.;-[DATE] at 
4:00 P.M.;-[DATE] at 4:00 P.M.;-[DATE] through [DATE], at 8:00 A.M., or 4:00 P.M.;-[DATE] at 4:00 P.M.
;-[DATE] at 4:00 P.M.;-[DATE] at 4:00 P.M.;-[DATE] at 8:00 A.M. or 4:00 P.M.;-[DATE] at 4:00 P.M. 
Observation on [DATE] at 9:30 A.M., of the resident's liquid lorazepam 2 mg/ml, showed:-One bottle 
delivered to the facility on [DATE] with 30 ml. The bottle contained 28 ml of unused liquid;-One bottle 
delivered to the facility on [DATE] with 30 ml. The bottle was still sealed with 30 ml of fluid in the bottle. 
Observation and interview on [DATE], at 8:40 A.M., showed the resident ambulated aimlessly in the hall. 
He/She was alert but unable to answer questions in regard to pain and/or anxiety. 5. Review of Resident #3's 
care plan, revised on [DATE], showed the following:-Problem: Malignant neoplasm of the 
prostate;-Intervention: Treat pain per orders;-Problem: Hospice services-end of life care;-Intervention: Pain 
medications as ordered. Review of the resident's quarterly MDS dated [DATE], showed the 
following:-Cognitive impairment;-Diagnoses included cancer, high blood pressure and Alzheimer's 
disease;-Required substantial assistance with ADLs;-Life expectancy of less than 6 months; -Scheduled pain 
regimen;-No opioids administered daily;-Receives hospice services. Review resident's physician's orders for 
[DATE], showed an order dated [DATE] for oxycodone (used for moderate to severe pain) 5 mg three times 
daily. Review of the resident's [DATE] MAR, showed oxycodone 5 mg was not documented as administered 
on:-[DATE] at 6:00 A.M., 2:00 P.M. or 10:00 P.M.;-[DATE] at 10:00 P.M.;-[DATE] at 10:00 P.M.; -[DATE] at 
10:00 P.M.;-[DATE] at 10:00 P.M. Review on [DATE] of the resident's individual controlled substance record 
dated [DATE] for oxycodone 5 mg three times a day, showed:-On [DATE], the pharmacy sent a card with 30 
pills;-No documentation staff administered the medications on: -[DATE] at 6:00 A.M., 2:00 P.M. or 10:00 P.M.
; -[DATE] at 2:00 P.M; -On [DATE] staff documented administering 0.5 (no dose specified) at 12:00 A.M. and 
4:00 A.M., and one pill at 6:00 A.M. 14 pills remained on the card;-No additional documentation regarding the 
remaining 14 pills; -On [DATE], the pharmacy sent a card of 15 oxycodone 5 mg pills;-No documentation 
staff administered the medication as ordered on [DATE] at 2:00 P.M;-On [DATE], there were 9 remaining 
pills on the card Review of the resident's progress notes, dated [DATE] through [DATE], showed no 
documentation regarding the resident's missing medications and/or whether the missing doses of medication 
had been administered to the resident from the facility's STAT kit. Observation on [DATE] at 9:30 A.M., 
showed the resident had one card of oxycodone, dated [DATE], with nine remaining pills. Observation and 
interview on [DATE], at 8:40 A.M., showed the resident seated in the dining room area waiting for breakfast. 
He/She denied pain and/or could not remember if staff provided his/her mediations as ordered. 6. Review of 
Resident #1's quarterly MDS dated [DATE], showed the following:-Cognitive impairment;-Diagnoses included 
dementia, high blood pressure and depression;-Dependent with ADLs;-No behaviors;-No rejection of care. 
Review of the resident's care plan, revised on [DATE], showed the following:-Problem: Potential for pain 
related to altered skin integrity;-Intervention: Give medications as ordered for pain. Review of the resident's 
physician's orders for [DATE], showed an order for pregabalin capsules (used to treat nerve pain) 75 mg two 
times per day. Review of the resident's [DATE] MAR showed staff documented pregabalin capsules 75 mg 
administered twice daily. Review of the resident's individual controlled substance record for pregabalin 
capsules 75 mg showed:-On [DATE], the pharmacy delivered two cards of 30 capsules for a total of 60 
capsules;-No documentation staff signed out the medications on: -[DATE] at 5:00 P.M.; -[DATE] at 5:00 P.M.
; Observation on [DATE] at 9:30 A.M. of the resident's medication, showed the resident had one card of 
pregabalin with 22 capsules remaining. Observation and interview on [DATE], at 8:40 A.M., showed the 
resident sat in a chair in the TV room. He/She was alert but unable to answer questions. He/She denied pain 
and was not able to say if he/she received his/her medications from staff as ordered. 7. During interviews on 
[DATE] at 9:30 A.M. and [DATE] at 2:30 P.M., the Director of Nursing said she expected staff to give all 
medications as ordered. Staff should never sign a medication as administered if it had not been given. The 
individual controlled substance records were the true and accurate count of if/when controlled medication 
had been administered. 2591516
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licensed pharmacist.

(continued on next page)

43265486

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

265486 08/20/2025

Stonebridge Maryland Heights 2963 Doddridge Avenue
Maryland Heights, MO 63043

F 0755

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to establish a system of records for all controlled drugs with 
sufficient detail to enable an accurate reconciliation, for four out of six medication carts reviewed. This had 
the potential to affect all residents with orders for controlled substances. The census was 150.Review of the 
facility's Controlled Substances policy, revised 2016, showed:-Policy Statement: The facility shall comply with 
all laws, regulations, and other requirements related to handling, storage, disposal, and documentation of 
Schedule II (substances with a high potential for abuse and addiction but also have accepted medical use in 
treatments) and other controlled substances;-Policy Interpretation and Implementation:-Only authorized 
licensed nursing and/or pharmacy personnel shall have access to Schedule II controlled drugs maintained on 
premises;-The Director of Nursing Services will identify staff members who are authorized to handle 
controlled substances;-Controlled substances must be stored in the medication room in a locked container, 
separate from containers for any non-controlled medications. This container must remain locked at all times, 
except when it is accessed to obtain medications for residents;-Nursing staff must count controlled 
medications at the end of each shift. The nurse coming on duty and the nurse going off duty must make the 
count together;-They must document and report any discrepancies to the Director of Nursing Services;-The 
Director of Nursing Services shall investigate any discrepancies in narcotics reconciliation to determine the 
cause and identify any responsibility parties, and shall give the Administrator a written report of such 
findings;-The Director of Nursing Services shall consult with the provider pharmacy and the Administrator to 
determine whether any further action is indicated. Review of the facility's Administering Medications policy, 
revised 2012, showed:-Policy Statement: Medications shall be administered in a safe and timely manner, 
and as prescribed;-Policy Interpretation and Implementation:-Only persons licensed or permitted by this state 
to prepare, administer and document the administration of medications may do so;-The Director of Nursing 
Services will supervise and direct all nursing personnel who administer medications and/or have related 
functions;-Medications must be administered in accordance with the orders, including any required time 
frame;-Medications must be administered within one (1) hour of their prescribed time, unless otherwise 
specified (for example, before and after meal orders). Review of the facility's Narcotic Reconciliation Revised 
8/19/2025, showed:-The narcotic count must be done by both on-coming and off-going licensed 
nurse/Certified Medication Technician (CMT).-The on-coming employee will be handling the actual bubble 
cards to be counted;-The off-going employee will handle the actual narcotic book;-The number of cards will 
be counted and verified first. All items must be visibly checked (Check for refrigerated items);-All liquid 
narcotics MUST be poured into a 30 cc (cubic centimeters) medication cup to be measured for accuracy. 
After you get the correct number, pour it back into the original bottle;-The employee with the book will begin 
the count by calling out the name of the resident, drug and how many pills remain on the card; -It is always 
wise for the employee with the bubble cards to look at the sheet to ensure that the correct number is being 
called out;-Once the narcotics are all counted and verified, both employees must sign the reconciliation sheet 
under the appropriate date NO EXCEPTIONS!!!!!!!!!;-The off-going nurse will then hand the keys over to the 
on­coming employee.-If there is a discrepancy with the count, the Director of Nursing (DON) and 
management MUST BE CALLED IMMEDIATELY;-The on-coming employee does not have to accept the 
keys until further directives are given, and discrepancies are cleared;-Keys must stay with the nurse/CMT at 
all times, or under double locks, DO NOT PLACE KEYS IN THE DRAWERS; -Always report issues and 
concerns dealing with narcotics to management;-Failure to follow policy and procedure narcotics will result in 
termination and possible jail time and reporting to Missouri Board of Nursing. 1. Review of Aspen's narcotic 
book count sheets, dated August 2025, showed:-16 out of 37 shifts had no nurse or CMT signature on the 
shift change count;-37 out of 37 shifts failed to count the controlled substances cards and/or boxes. 2. 
Review of Magnolia's narcotic book count sheets, dated August 2025, showed:-Seven out of 37 shifts had no 
nurse or CMT signature on the shift change count;-29 out of 37 shifts failed to count the controlled 
medications cards and/or boxes. 3. Review of Cypress' narcotic book count sheets, dated August 2025, 
showed:-10 out of 37 shifts had no nurse or CMT signature on the shift change count;-35 out of 37 shifts 
failed to count controlled substance cards and/or boxes. 4. Review of Hawthorn's narcotic book count 
sheets, dated August 2025, showed:-Three out of 37 shifts had no nurse or CMT signature on the shift 
change count;-12 out of 37 shifts failed to count controlled substances cards and/or boxes. 5. During an 
interview on 8/19/25 at 7:15 A.M., Listened Practical Nurse (LPN) A said he/she was aware the facility was 
missing narcotics. He/She didn't really know anything about it. He/She knew narcotics should be counted 
shift to shift. All controlled medications should be kept in the locked medication cart. The nurses should keep 
the keys on them at all times. The CMT's were allowed to pass controlled substances in pill form but not in 
liquid form. Each building had a narcotic count sheet; staff were expected to count each card and document 
how many pills were on the card. Staff accounted for liquid controlled medication by looking at how much 
was left in the bottle. Sometimes the count might get missed because there was only one nurse for four 
buildings. CMTs were allowed to do the count. 6. During an interview on 8/19/25 at 8:25 A.M., The DON said 
she was alerted on 8/14/25, that three cards of controlled substances were missing from the [NAME] 
building. During the course of her investigation, she identified staff were not appropriately counting controlled 
substances shift to shift. Staff were leaving their keys in accessible areas and were just eyeballing the count 
for liquid controlled substances. She had not yet completed an audit of the other building and/or wings. 7. 
During an interview on 8/20/25 at 7:25 A.M., LPN B said, controlled substances should be counted shift to 
shift. The facility operated with 12 hours shifts. The oncoming nurse or CMT should count with the off going 
nurse or CMT. Each pill should be accounted for along with the number of cards in the locked medication 
cart. Controlled liquid medications were accounted for by looking at the bottle. Staff did not pour out liquid 
medications when they counted. There was supposed to be two licensed nurses between the four buildings. 
Most of the time there was one nurse and two CMTs. There were times only one nurse was available to pass 
medications for all four buildings. 8. During an interview on 8/20/25, Registered Nurse (RN) C said nurses 
should count controlled medications every shift. He/She didn't know who was responsible for making sure 
the counts were being done. He/She was aware medications came up missing from the [NAME] building. 
He/She was not involved with the investigation. 9. During an interview on 8/20/25 at 11:15 A.M. LPN C said 
he/she was aware controlled substances should be counted shift to shift. The count should include the 
number of pills on each card, the number of cards and the number of bottles. Liquid controlled substances 
were not poured out and measured during the count. He/She was aware of the missing narcotics. He/She did 
not know what happened to the medications. He/She was the only nurse working the evening shift the day 
the medications came up missing. LPN C had left the keys to the medication cart in the drawer behind the 
nurse's station. It was common practice to leave the keys for one building in the building when he/she was in 
another building. He/She understood that he/she should have never left the keys unattended. He/She 
counted the medications when he/she came on duty at 7:00 P.M. with the day shift nurse. LPN C could not 
remember if he/she counted all the cards thoroughly in each building. He/She had been in serviced to not 
leave the keys unattended and how to do a thorough controlled substance count. He/She had never poured 
out a liquid controlled substance to account for the exact amount of liquid in the bottle. Sometimes the count 
wasn't done because only one person was available for all four buildings. 10. During an interview on 8/20/25 
at 11:30 A.M., LPN D said, licensed nurses and/or CMTs should count controlled substances when they 
came on duty and when they went off duty. He/She tried to make sure the controlled substances were 
counted each day he/she came in and left work. Each building had its own narcotic account book. Each 
resident had an individual count sheet and then there was a sheet to document how many cards and/or 
bottles of controlled substances were in each building. He/She had never poured a liquid controlled 
substance from the bottle into a measuring cup to assure the count was accurate. He/She was aware of the 
missing controlled substances from [NAME]. He/She worked the morning shift the day prior to the 
medications going missing. He/She counted the medications at the end of his/her shift. 11. During an 
interview on 8/20/25 at 2:30 P.M., the Administrator and DON said they were unaware staff were not always 
counting the controlled medications shift to shift. They were unaware staff routinely left the medication cart 
keys unattended in the nurse's station. They were unaware staff were not accounting for liquid medications 
by pouring it into a measuring cup to assure accuracy. Controlled medications should be counted shift to shift 
by the on-coming and off-going nurse or CMT. The documentation in the narcotics books should be complete 
and accurate.
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