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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews with resident, staff, Medical Director (MD) and Pharmacy staff, the facility failed 
to have effective systems in place for acquiring and maintaining the supply of medications in the controlled 
medication emergency kit which resulted in an as needed pain medication not being available for Resident 
#1 when he was admitted to the facility. This deficient practice occurred for 1 of 3 residents reviewed for 
pharmacy services (Resident #1).The findings included:Resident #1 was admitted to the facility on [DATE] 
with diagnoses that included aftercare following joint replacement surgery, hypertension, type 2 diabetes 
mellitus. Resident #1 went to the emergency room within 24 hours of admission, returned to the facility, and 
discharged to the hospital on 9/1/2025.During a telephone interview on 9/3/2025 at 1:52 PM Resident #1 
stated he arrived at the facility late in the evening on the day he was admitted and was told he would not get 
any medication for at least 12 hours. Resident #1 stated he rang the call light and staff responded, but his 
medication was not available. Resident #1 stated he knew they gave him something at the facility, but it 
wasn't the pain medication that helped, so he called 911 to go to the hospital to get his pain medicine.The 
physician's orders dated 8/19/2025 revealed Resident #1 had the following orders: Oxycodone HCL 5 
milligrams (mg) give one tablet by mouth every 4 hours as needed for pain scale 4-6 for 7 days Tramadol 
HCL 50 mg give one tablet by mouth every 8 hours as needed for pain scale 1-3 for 14 days. Acetaminophen 
325 mg give two tablets by mouth every 4 hours as needed for pain Hydromorphone HCL 2mg give 0.5 (half) 
tablet by mouth every 6 hours as needed for pain for 7 daysReview of Resident #1's hospital discharge 
summary revealed the facility physician's orders were accurately transcribed from the discharge summary.
The physician's order dated 8/20/2025 revealed Resident #1 had the following orders: Tramadol 50mg HCL 
give 50mg by mouth one time only for pain for one dayThe August 2025 Medication Administration Record 
(MAR) revealed Resident #1 received: Tramadol HCL 50mg on 8/19/2025 at 11:15 PM Acetaminophen 
650mg on 8/20/2025 at 2:05 AM. Tramadol HCL 50mg on 8/20/2025 at 2:30 AM. Hydromorphone 1mg on 
8/20/2025 at 10:52 AM Hydromorphone 1mg on 8/20/2025 at 5:48 PM.Review of Resident #1's electronic 
medical record revealed an admission pain assessment was completed on 8/20/2025 at 1:27 AM, indicated 
Resident #1 had a pain level of 8, described as aching/penetrating to the right knee. The assessment also 
revealed Resident #1 had an as needed (PRN) medication ordered and it was effective in relieving pain.
Review of a progress note written by Nurse #1 revealed Resident #1 arrived at the facility just prior to the 
start of her shift. Resident #1 rang requesting pain medication, and Nurse #1 explained the orders had to be 
verified by the doctor and entered into the system and not all of the medications would be available right 
away, which included the hydromorphone and oxycodone. Resident #1 was upset that all his medications 
were not all available. Nurse #1 administered Tylenol and Tramadol as ordered. Nurse #1 made several 
rounds on Resident #1 after the PRN pain medications were administered and Resident #1 was sleeping. 
Resident #1 rang for pain medication at 2:05 AM, Nurse #1 contacted the on-call Nurse Practitioner and 
received an order for a one-time dose of Tramadol HCL 50mg. Resident #1 yelled at Nurse #1 that he 
wanted to leave because the facility did not have his medications and were not prepared to take care of him. 
Nurse #1 prepared to call the hospital and was informed by Nurse #2 that Resident #1 had called 911 on his 
own. Nurse #1 called Emergency Medical Services (EMS) and the local hospital, gave report on Resident #1, 
the Director of Nursing (DON), on-call NP were notified, and Resident #1 was transported by EMS to a local 
hospital.During a telephone interview on 9/3/2025 at 5:17 PM Nurse #1 stated she worked a twelve-hour shift 
that started at 7:00 PM on 8/19/2025, when she arrived for her shift at approximately 6:45 PM the ambulance 
that had transported Resident #1 to the facility was still in the parking lot. Nurse #1 stated some hard scripts 
for pain medication had arrived with Resident #1 when he was admitted on [DATE], she thought it was for 
Tramadol and Hydromorphone, and possibly oxycodone, but she didn't remember specifically. Nurse #1 
stated when she first assessed Resident #1, he did not complain of pain. Nurse #1 stated when Resident #1 
complained of pain, Nurse #2 assisted Nurse #1 by entering Resident #1's orders, and acetaminophen and 
tramadol HCL were administered to Resident #1, since hydromorphone was not a stocked medication, and 
oxycodone was out in the controlled medication emergency kit. Nurse #1 stated Resident #1 was upset that 
all his medications were not available and Nurse #1 explained, they did not have the hard scripts and orders 
until Resident #1 arrived, and if the administered pain medication did not work Nurse #1 would call the 
on-call provider. Nurse #1 stated Resident #1 then went to sleep for a few hours and woke up and 
complained of pain again. Nurse #1 contacted the on-call provider since there was no oxycodone, and it was 
not time for another dose of Tramadol. Nurse #1 stated she reported to the NP what pain medications were 
available in the controlled medication emergency kit, and a one-time order for another Tramadol 50mg was 
received. Nurse #1 stated when she administered the second dose of Tramadol 50mg, Resident #1 grabbed 
the medicine cup from her and stated he wanted to go to the hospital. Nurse #1 stated as she prepared to 
call the hospital, she received a call from Nurse #2 that Resident #1 had called 911 to be taken to the 
hospital, and the hospital was on the phone to verify if transport was needed. Nurse #1 stated she spoke to 
the hospital and EMS and Resident #1 was transported to the hospital and did not return during the rest of 
her shift. Nurse #1 stated she did not recall another time the oxycodone had run out in the controlled 
medication emergency kit prior to 8/19/2025. Nurse #1 also stated there had been a few admits that same 
day. Nurse #1 stated she thought orders had to be in to the pharmacy by 4:00 PM in order for new 
admissions medications to be received that day. Nurse #1 stated Resident #1 had been admitted after the 
cut-off time for the pharmacy, so the medications that were not in back up would arrive in the delivery the 
following day.During a telephone interview on 9/3/2025 at 3:18 PM Nurse #2 stated she worked on 
8/19/2025 from 7:00 PM to 7:00 AM but was not assigned to Resident #1. Nurse #2 stated she answered a 
phone call from Resident #1, and he stated he wasn't getting any pain medication. Nurse #2 looked at his 
electronic record and noted no orders had been entered and went to help Nurse #1. Nurse #2 stated she 
assisted Nurse #1, entered orders and obtained Tramadol from the controlled medication emergency kit. 
Nurse #2 stated the controlled medication emergency kit was out of oxycodone and that was not the first 
time that had happened but did not recall the other dates it had occurred.Unable to interview the Nursing 
Assistant (NA) assigned to Resident #1 on 8/19/2025.During an interview on 9/3/2025 at 12:14 PM the 
Medical Director (MD) stated Resident #1 was admitted on [DATE] with 3 different controlled medications for 
pain and the hydromorphone is the only pain medication that the facility did not stock in the controlled 
medication emergency kit. The MD stated Resident #1 arrived late in the evening on 8/19/2025 and only 
arrived with two pieces of paper from the hospital not the full discharge summary. The MD stated the facility 
was trying to cover Resident #1's pain with the controlled medication emergency kit medications until the 
hydromorphone was available, but Resident #1 called 911 himself early in the morning on 8/20/2025, was 
sent to the hospital, received pain medication and was sent right back to the facility. The MD stated the 
facility normally had oxycodone in the controlled medication emergency kit. The MD stated on 8/20/2025 an 
emergency order for Hydromorphone was sent to a local pharmacy.During a telephone interview on 9/3/2025 
at 12:37 PM Nurse #3 stated she had not worked when Resident #1 was admitted but heard Resident #1 
called 911 himself after being admitted . Nurse #3 stated there is a controlled medication emergency kit that 
contains medications that can be pulled for new orders or new admits. Nurse #3 stated they medications in 
the controlled medication emergency kit are not ordered consistently and there have been other times when 
medications that were supposed to be in the kit have run out. Nurse #3 stated she was assigned to Resident 
#1 a day or two after his admission and all his medications had arrived from the pharmacy.During an 
interview on 9/3/2025 at 12:45 PM Nurse #4 stated she worked 8/20/2025 from 7:00 AM to 7:00 PM and was 
assigned to Resident #1. Nurse #4 stated she thought Resident #1 had been admitted late in the evening on 
8/19/2025, called 911 himself and was transferred to the hospital then returned from the hospital early during 
Nurse #4's shift. Nurse #4 stated that if new residents' orders were not sent into the pharmacy before 5:00 
PM they would not arrive until the next day.During an interview on 9/3/2025 at 1:15 PM the admission 
Coordinator stated Resident #1 did not arrive until almost 7:00 PM on 8/19/2025 due to an issue with 
transportation. The admission Coordinator stated she was not involved with the resident's medication orders, 
they are given to the nurse to verify and be entered into the system. The admission Coordinator stated she 
completed paperwork with Resident #1 on the evening of 8/19/2025 and Resident #1 had not voiced any 
complaints of pain and did not appear to be in any distress. The admission Coordinator stated she had been 
told Resident #1 had gone out to the hospital after admission and returned to the facility. The admission 
Coordinator stated she checked in on Resident #1 on 8/20/2025, Resident #1 voiced he had some pain, but 
did not appear to be in distress and did not voice any complaints.During an interview on 9/3/2025 at 3:15 PM 
the Director of Nursing (DON) stated she checked the controlled emergency medication kit on Mondays and 
Fridays. The DON stated that when the controlled emergency medication kit needed to be refilled, she faxed 
the DEA 222 form to the pharmacy so they knew she needed the medication, and the courier would know it 
needed to be picked up. The DON stated the process had recently changed and now they did not receive the 
medication on the day she faxed the form; the medication came back a few days later after being processed 
by the pharmacy. The DON stated she completed the form on 8/18/2025 and faxed it to the pharmacy. The 
DON stated during the courier exchange on 8/18/2025 the pharmacy courier had left paperwork from the 
pharmacy tote on the desk, and it had not been taken back to the pharmacy. The DON stated she changed 
the date on the form to the 19th, because the forms were really expensive, and called the pharmacy to report 
the papers being left and was told the courier had been fired. The DON stated the medications did not arrive 
on 8/19/2025 so she refaxed the form and called the pharmacy regarding the medications that needed to be 
refilled. The DON stated on 8/20/2025 the medication for the emergency kit had still not arrived and she 
faxed the form again and called the pharmacy and was told she had to send the original form to the 
pharmacy for it to be filled. The DON provided a copy of the DEA 222 form she had referenced. The date on 
the DEA 222 form read 8/18/2025 that appeared to have been changed from 8/19/2025.During a telephone 
interview on 9/3/2025 at 3:59 PM the Pharmacist stated the facility ordered #12 oxycodone 5mg tablets on 
6/18/2025 and 8/21/2025. The Pharmacist stated controlled medications for the emergency kit are only 
dispensed from an original hard copy of the DEA 222 form, never filled from a faxed form. The Pharmacist 
stated she would provide the policy for ordering medications for the controlled medication emergency kit. The 
Pharmacist stated they filled controlled medication emergency kits per the state guidelines.During a 
telephone interview on 9/3/2025 at 4:06 PM the Pharmacy Manager stated they did not have a record of a 
faxed DEA 222 form from the facility from 8/18/2025, 8/19/2025, 8/20/2025. The Pharmacy manager stated 
they did not refill the controlled medication emergency kit medication from a faxed form. The Pharmacy 
manager stated if the DON had called and reported there was an emergent need for the controlled 
medication emergency kit, they would send the medications to be delivered only if the original DEA 222 form 
was present at the facility for the courier to exchange, otherwise the normal process is the completed DEA 
222 form is placed into the medication tote in an envelope labeled that the DEA 222 form in inside, for the 
courier to pick up, then the next day it is processed in the pharmacy and delivered back to the facility. The 
Pharmacy Manager provided an emailed copy of the DEA 222 form the pharmacy had received from the 
facility with a date of 8/19/2025. The form order number matched the copy provided by the DON.Review of 
the Policy titled: Procedure for the completion of DEA FORM 222 Policy: that was dated June of 2021 
revealed under Procedure:2. If at any time a discrepancy in the entry of data on this DEA Form 222 is made, 
do not make corrections. [NAME] the form VOID in large letters, keep the voided form on file, and start over 
with a new form. The pharmacy cannot accept any form on which corrections or alterations have been made. 
3. After completion of the DEA Form 222, the Purchaser (facility staff member) shall make a copy of the 
Form and send the original Form to [NAME] Medical Group via Pharmacy Courier. In an emergency, if the 
existing supply is out or nearly out and a refill supply is needed that evening, one may fax the DEA Form 222 
to the pharmacy and place the original in the pharmacy delivery tote in an envelope labeled Attention 
Pharmacist, DEA Form 222. When the pharmacy courier reaches the facility, he will present a Pick-Up and 
Delivery form guiding him to pick-up the original copy of the DEA Form 222 in exchange for the emergency 
kit medications. 4. Retain the copy of DEA Form 222, fill in quantity of medication received, and date 
received (Part 5) when the replacement medications are actually received by the facility. Keep this copy on 
file in the facility for a period of not less than two (2) years.During a follow up interview on 9/4/2025 at 8:34 
AM the Pharmacy Manager stated the pharmacy did not require a fax for the controlled medication 
emergency kit to be refilled, that was not part of the policy. The Pharmacy manager stated there was no 
record of calls or faxes regarding the controlled medication emergency kit from 8/18/2025 through 8/19/2025. 
The Pharmacy manager stated she was not aware of any papers that had been left out in a facility by a 
courier. The Pharmacy Manager stated the process for couriers is to pick up the pharmacy totes and 
contents at every delivery. If controlled medications are being returned the form must be faxed so the courier 
can match what is being picked up for verification. The Pharmacy Manager stated the DEA 222 form used to 
order the controlled medication emergency kit is supposed to be placed in the pharmacy tote for the courier 
to pick up. The normal process is the courier drops off a new tote and picks up the old tote on every delivery. 
The Pharmacy Manager stated if the facility had called and told them they were out of medication for the 
controlled medication emergency kit on 8/19/2025 they could have faxed the form, and the pharmacy would 
have done an emergency exchange for the original form. The Pharmacy Manager stated they do not have a 
copy of the inventory of the facility's emergency kit. The Pharmacy Manager stated medications can be 
ordered for replacement for the controlled medication emergency kit seven days a week. The Pharmacy 
Manager verified the most recent DEA 222 form received from the facility was dated 8/19/2025 and was 
received in the pharmacy on 8/21/2025 and filled that day.During a telephone interview on 9/4/2025 with the 
[NAME] President of the Pharmacy and the Pharmacy Manager, the [NAME] President of the Pharmacy 
stated normally the DEA 222 form is filled out, sealed in an envelope labeled Attention Pharmacist and 
placed in the tote then it could take 24 hours to be processed and filled. The [NAME] President of the 
Pharmacy stated the controlled medication emergency kit was an option the facility had and was not 
required. The [NAME] President of the Pharmacy stated the root cause of the issue was the late admission 
and the hospital sending the resident with unusual and multiple medications. The [NAME] President of the 
Pharmacy also verified the original DEA 222 form the pharmacy had was dated 8/19/2025.During a follow up 
interview on 9/4/2025 at 11:26 AM with the DON and Regional Corporate Nurse, the DON stated the 
pharmacy did not get the forms from the 8/18/2025 when it was left by the courier, so the date was changed, 
and it was refaxed on the 8/19/2025 and said it was an emergency. The DON verified the copy of the DEA 
222 form she had provided looked like the date was changed from a 19 to 18 but stated she did not make 
that change. The DON stated she had a DEA 222 form with 8/18/2025 on it but was unable to provide the 
form. The DON was unable to provide the declining count sheet for the oxycodone from the controlled 
medication emergency kit from June and July of 2025 to show when the oxycodone had run out. The DON 
stated the completed declining narcotic sheets were normally placed in a binder after they were put in her 
box, but a new policy started the 3rd week of August, that the completed declining narcotic sheets were put 
in a black box that the DON could open with a key. The DON stated she was on vacation at the end of July, 
and the former Administrator and Staff Development Coordinator were supposed to cover and file them for 
the DON, but those staff members were no longer working at the facility. The DON stated she normally 
checked the controlled emergency medication kit on Mondays and Fridays but did not have a record of the 
inventory when it was checked. The DON stated she would just take a piece of paper, look at the declining 
inventory sheet and order what was needed, or sometimes the nurse on the hall would text her how many 
were left in the kit. The DON stated ideally the facility would have the medication ordered for the residents. 
The DON indicated she now knew the specifics of the policy to reorder the controlled medication emergency 
kit, and she would follow the policy from now on. The DON further stated she had been keeping up with it by 
herself but had support now.During an interview on 9/4/2025 the Administrator stated he expected the policy 
to be followed for the reordering of the medications in the controlled medication emergency kit, and he 
expected the facility to have medications available for the residents.

22345219

02/05/2026


