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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure the physician's order for a narcotic 
medication was accurately shown on the narcotic sheet and Medication Administration Record (MAR); failed 
to ensure the nurse accurately documented narcotic medications administered on the MAR; and failed to 
ensure the policy and procedure for corrections made on the narcotic sheet were followed for one sampled 
resident (Resident #4) out of 8 sampled residents. The facility census was 92 residents. Review of the 
facility's Administering Oral Medication policy and procedure dated October 2010, showed the purpose was 
to provide guidelines for safe administration of oral medications. The policy showed the staff should:-Verify 
that there is a physician's order for the medication.-Place the MAR within easy viewing distance.-Unlock the 
medication cart and select the drug from the unit dose drawer.-Check the label on the medication and 
confirm the medication name and dose with the MAR.-Check the medication dose. Re-check to confirm the 
proper dose.-For narcotic medication, check the narcotic record for the previous drug count and compare 
with the supply on hand. Report any discrepancies to the nurse supervisor.-If the medication falls to the floor, 
discard and document. Repeat the preparation.-Follow the documentation guidelines.-Notify the supervisor if 
the resident refuses the procedure.-report other information in accordance with policy and procedure and 
professional standards of practice. Review of the facility's Documentation of medication Administration policy 
and procedure dated April 2007, showed the facility shall maintain a medication administration record to 
document all medications administered. the policy showed:-The Staff shall document all medication 
administered to each resident on the resident's MAR.-Administration of medication must be documented 
immediately after it is given.-Documentation must include at a minimum; the name and strength of each 
drug, date and time of administration, reason why the medication was withheld, not administered or refused; 
signature and title of the person administering the medication and resident response to the medication if 
applicable (for as needed medication, pain medication). 1. Review of Resident #4's Face Sheet showed the 
resident was admitted on [DATE] with diagnoses including gout (a complex form of arthritis that can affect 
anyone. It's characterized by sudden, severe attacks of pain, swelling, redness and tenderness), kidney 
failure, history of breast cancer and skin cancer, edema (swelling of the tissues, chronic pain, wounds, heart 
disease with heart failure, osteoarthritis (joint disease that causes the breakdown of cartilage, the smooth 
tissue that covers the ends of bones), and physical debility. Review of the resident's undated Physician's 
Orders Sheet showed physician's orders for:-Oxycodone 5 milligrams (mg), two tablets every two hours as 
needed for chronic pain (started 10/20/25).-Oxycodone 5 mg two tablets every four hours as needed for 
chronic pain (started 10/19/25). Review of the resident's MAR dated September 2025 showed:-A physician's 
order for Oxycodone 5 mg two tablets every two hours as needed for chronic pain (1/20/25).-The MAR 
showed the resident received Oxycodone on 9/13/25, 9/14/25 and 9/29/25. --NOTE: No documentation the 
medication was removed from the resident's Narcotic Record MAR on these dates. -The MAR did not show 
Oxycodone was administered on 9/23/25 or on 9/24/25 to the resident (these dates were left blank). The 
medication showed removed from the resident's Narcotic Record MAR on these dates. Review of the 
resident's Narcotic Record MAR showed a physician's order for Oxycodone 5 mg one tablet every four hours 
as needed for 30 days. It showed 30 tablets were delivered by the pharmacy. The date received showed 
12/5/24. Amount received showed 30 tablets, but there was a handwritten 20 over the typed 30 tabs. 
Documentation showed the nurse documented the following administration:-9/23/25 at 2015 showed 2 was 
scratched through and 1 was documented beside it, leaving 18 tablets on the card. This was not documented 
on the MAR.-9/24/25 at 0015 showed 1 tablet was administered leaving 17 tablets on the card. This was not 
documented on the MAR.-9/25/25 at (no time documented) showed 2 tablets were administered, leaving 15 
tablets on the card. This was not documented on the MAR. Review of the resident's medical record 
showed:-The resident's Narcotic Record showed the physician's orders on the Narcotic Record did not match 
the physician's orders on the resident's POS or MAR dated September 2025 and October 2025.-On the 
Narcotic Record, the number of tablets the pharmacy showed as delivered (30) was altered to show 20 
tablets.-The MAR dated September 2025 did not show the resident was administered oxycodone on 9/23/25 
or 9/24/25. Review of the facility Medication Count Sheet (nursing shift sign off sheets) showed nursing staff 
was instructed to document the name of the resident, name and strength of the medication, number of cards, 
number of narcotic count sheets, nurse initials (during the shift) and the verifying nurse initial. The inventory 
shift count showed the nurse would document the date, shift time/key exchange, nurse signatures (nurse 
coming on duty and nurse going off duty) total number of cards and the total number of count sheets. 
Documentation showed:-9/23/25 through 9/25/25 showed the resident's name, medication, number of cards, 
number of count sheets, or nurse initials (nurse on shift and verifying nurse) were not documented (these 
areas were left blank).-The nurses documented the date, shift time/key exchange, and showed the total 
number of cards and count sheets matched at the shift change. There were two nurse signatures on these 
dates. During an interview on 10/22/25 at 11:04 A.M., CMT A said:-The process for giving a narcotic 
medication was to open the resident's MAR, (which showed the physician's order) and the narcotic book 
which also showed the medication order.-He/She was supposed to check the orders to make sure it was the 
correct medication and order on both the narcotic sheet and the MAR.-He/She then pulled the narcotic card, 
checked that the medication and order matched the physician's order, Narcotic sheet and MAR, then pop the 
tablet off of the resident's medication card and put it into a cup and get a cup of water to give to the resident.
-He/She was supposed to sign the medication out on the narcotic book showing that they gave it and how 
many tablets were left on the medication card, then also document on the resident's MAR showing the 
resident received the medication after they give it.-If they followed the protocol, there would not be a reason 
why it would not be signed out on both the narcotic sheet or MAR and match with the medication card. -If the 
physician's orders did not match the orders on the resident's MAR or narcotic sheet, he/she would notify the 
nurse so it could be changed.-If there was a mistake or discrepancy with the narcotic or documentation, 
he/she would notify the nurse.During an interview on 10/22/25 at 11:27 A.M., Certified Medication Technician 
(CMT) A said:-The resident receives Hospice services and has pain management.-The resident had 
Oxycodone as needed for pain that they can provide and that the resident usually will request that a couple 
times a week. During an interview on 10/22/25 at 3:08 P.M., Registered Nurse (RN) A said:-He/She had 
been in-serviced on administering a narcotic medication.-When giving a narcotic, they were to verify the 
physician's orders on the narcotic sheet, MAR and POS and they should all match.-They document 
administration of the narcotic on the narcotic sheet and on the resident's MAR.-Documentation should 
include the medication and strength, date, time given, how many you gave, and how many pills were left on 
the card. They also had to sign it.-When they give the narcotic medication, they were also supposed to 
document that it was given on the resident's MAR on the date it was administered to the resident.-He/She 
reconciles the narcotic book with the narcotics in the cabinet. This is supposed to be done daily on each shift.
-At shift change, the nurse coming on shift and the nurse going off shift were supposed to count and verify 
how many narcotics are in the medication cart, then they are to verify that the correct amount is documented 
on the narcotic sheet.-There should be no reason why it would not be reconciled daily and it was always 
supposed to be documented completely and accurately on the narcotic count sheet.-The medication count 
sheet was supposed to be fully filled out and the nurses then document the number of narcotics and the 
number of cards and medications on the sheet Once they reconcile the narcotics, both nurses sign the sheet 
showing that the count is correct.-On occasions where a pill is dropped, they would have to destroy it and 
any destruction of a narcotic must be done by two nurses.-If a medication is wasted then the nurses also 
have to sign on the narcotic sheet that it was destroyed. He/She said the protocol does not change for as 
needed (PRN) medications.-The order on the resident's narcotic sheet and the MAR and the physician's 
order should be the same and the nurse giving the medication should check to ensure the orders are the 
same before giving the medication. If the orders are not the same, they should clarify the order prior to giving 
the medication and notify the pharmacy so they can get another narcotic sheet or create a new narcotic 
sheet with the correct order on it.-Any documentation mistakes on the narcotic sheet should be documented 
in the nursing notes, but the count should be consistent, and all pills accounted for. During an interview on 
10/22/25 at 3:23 P.M., the Director of Nursing (DON) said:-Nurses and CMT staff were supposed to verify 
the physician's orders on the POS, MAR and Narcotic sheet were the same prior to administering a 
medication.-If there was a discrepancy with the physician's order, the nurse should verify it and make the 
change on the MAR and Narcotic sheet.-He/She expected the nurses to accurately document all narcotics 
administered on the narcotic sheet and on the resident's MAR and if there was a discrepancy or issue, they 
were supposed to make a note showing what the medication was not administered.-At the end of every shift 
two nurses were supposed to compete a count of the narcotic medications and verify that with the 
medication cards and the narcotic sheets to ensure they match up at the beginning and ending of their shift. 
-When they give a narcotic, the nurse is supposed to document the medication on the narcotic sheet and 
once its given, document that it was administered on the resident's MAR.-The documentation on the narcotic 
sheet should show the date, time, quantity given, signature and quantity remaining.-They completed an audit 
of the narcotics and found the errors on the resident's narcotic sheet. Then when they investigated further, 
they found that the documentation on the resident's narcotic sheet and MAR did not match. -On 9/23/25 the 
nurse who worked night shift altered the time and quantity given (changed the amount from 2 tablets to 1 
tablet on the resident's narcotic sheet. He/She altered the quantity documented as given.-The physician's 
orders on the narcotic sheet did not match the MAR. The physician's orders on the resident's MAR showed 
they should have been giving two tablets of oxycodone every four hours. The documentation on the narcotic 
sheet showed the nurse gave 1 tablet on 9/23/25 and 9/24/25 then the nurses documented they were giving 
two tablets thereafter.-The nurse administering oxycodone on 9/23/25 and 9/24/25 did not document that the 
medication was administered on the resident's MAR.-When he/she interviewed the nurse he/she said that 
sometimes he/she forgot to sign the resident's MAR after giving his/her medication.-The nurse did not have 
an explanation for why he/she had altered the resident's narcotic sheet.-He/She said from their investigation, 
the nurse popped the medication out of the medication card, signed it out on the narcotic sheet but did not 
sign the MAR on those two dates. -The nurses have to complete the narcotic count at shift change and have 
to document on the narcotic count sheets that they counted the narcotics and verified it with the narcotic 
count sheet and medication cards.-The nurses both sign the narcotic count sheet showing they counted the 
narcotics at shift change, reconciled them to the medication cards. In this case the narcotic count sheet was 
completed and it showed that both nurses showed the count was compete and was accurate, so the mistake 
was not immediately caught. During an interview on 10/22/25 4:00 P.M., the Administrator and DON 
said:-(After looking at the narcotic sheet and MAR) the DON said the orders on the narcotic record and MAR 
were not the same orders.-The physician's orders on the MAR were the correct orders for giving oxycodone.
-The count was 20 pills instead of 30. -They should have ensured the orders on the narcotic sheet and the 
MAR matched.-They should have started a new narcotic sheet with the correct orders and count.-The 
Administrator said that they should have ensured that the orders on both the Narcotic Count Sheet and the 
MAR were correct and were the same order and they should not have written over the count.-They should 
have started a new narcotic sheet instead of altering the narcotic sheet. Complaint 2634694
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