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or potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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Based on record review, interview and review of facility's medication administration policy, the facility failed to 
ensure medical records were accurate and complete regarding the administration of controlled substances. 
This affected two (Resident #55 and #56) of 25 residents reviewed for medication administration. The facility 
census was 74. Findings include:1. Review of the medical record for Resident #56 revealed an admission 
date of 04/08/25 with diagnoses including diabetes mellitus, chronic obstructive pulmonary disease, 
weakness, acquired absence of left leg above knee, muscle weakness, depression, and chronic kidney 
disease.Review of the care plan dated 09/09/25 revealed the intervention to give analgesics as ordered by 
the physician and to monitor/document for side effects.Review of a physician order dated 10/31/25 revealed 
the order for Hydrocodone-Acetaminophen 5-325 milligrams (mg) (opioid pain medication) one tablet by 
mouth every eight hours as needed for moderate to severe pain.Review of Resident #56's Individual Patient 
Controlled Substance Administration Record revealed Hydrocodone-Acetaminophen 5-325 mg one tablet 
was administered on 11/19/25 at 10:50 P.M. Review of Resident #56's Medication Administration Record 
(MAR) revealed no documentation of the administration of Hydrocodone-Acetaminophen 5-325 mg, one 
tablet, on 11/29/25 at 10:50 P.M. There was a discrepancy between the Controlled Drug Record and the 
MAR.Observation of medication cart on 12/04/25 at 10:35 A.M. with Registered Nurse (RN)/Unit Manager 
#134 confirmed Resident #56's MAR did not contain documentation of the administration of 
Hydrocodone-Acetaminophen 5-325 mg, one tablet, on 11/29/25 at 10:50 P.M.Interview on 12/04/25 at 10:35 
A.M. with the Assistant Director of Nursing (ADON) confirmed Resident #56's Individual Patient Controlled 
Substance Administration Record revealed Hydrocodone-Acetaminophen 5-325 mg one tablet was 
administered on 11/19/25 at 10:50 P.M.; however, his MAR revealed no documentation of the administration 
of Hydrocodone-Acetaminophen 5-325 mg, one tablet, on 11/29/25 at 10:50 P.M. The ADON stated the 
facility would follow up with the nurse who failed to document the medication administration on the MAR.2. 
Review of the medical record for Resident #55 revealed an admission date of 08/06/21 with diagnoses of 
hemiplegia and hemiparesis following cerebral infarction affecting right dominant side, type two diabetes 
mellitus, transient cerebral ischemic attack, hypertension, pain, unspecified, other chronic pain, atrial 
fibrillation, hypothyroidism, and hyperlipidemia. Review of the care plan for Resident #55 revealed an 
intervention to administer all medications as ordered. Review of the November 2025 MAR of Resident #55 
revealed an order for Oxycodone HCl oral tablet 5 mg (opioid pain medication) give half a tablet by mouth 
three times a day for breakthrough pain. Review of the MAR revealed the Oxycodone was given on 11/10/25 
for the bedtime dose but was marked as an error on the narcotic count sheet. Additionally, two narcotic 
sheets titled Individual Patient Controlled Substance Administration Record-30 dose for Resident #55 had no 
date of the narcotic received, no amount of the narcotic, no amount sent of narcotic, and no signature of the 
person receiving the narcotic. Interview on 12/04/25 at 11:36 A.M. with Licensed Practical Nurse (LPN) #136 
verified there was a 11/10/25 bedtime dose of Oxycodone for Resident #55 which was marked as given on 
the MAR and not signed out on the narcotic count sheet. LPN #136 verified there was no signature for when 
the narcotics were received, no date received, no amount received, no amount sent for two of the narcotic 
sheets for Resident #55. Interview on 12/04/25 at 12:26 P.M. with the ADON confirmed the 11/10/25 bedtime 
dose of Oxycodone for Resident #55 was given per the MAR, but the narcotic count sheet had the 
Oxycodone crossed out in error which would indicate the Oxycodone was not given. Additionally, the ADON 
confirmed there was no received signature, no date received, no amount received, and no amount sent on 
two drug narcotic count sheets for Resident #55. Review of the facility policy Controlled Medication Storage 
and Accountability, dated 04/2018, a controlled medication accountability record is prepared when receiving 
inventory of a Schedule II medication. Accountability record necessity for Scheduled III, IV, or V medications 
will depend on state regulations or decision of the center. The following information is completed: name of 
resident, prescription number, name, strength (if designated), and dosage form of medication, date received, 
quantity received, and name of person receiving medication. At each shift change or when keys are 
transferred, a physical inventory of all Schedule II, including refrigerated items, is conducted by two licensed 
nurses or per state regulation and is documented of the controlled substances accountability record or 
verification of controlled substances count report. Any discrepancy in controlled substance medication counts 
is reported to the Director of Nursing (DON) immediately. The DON or designee investigates and makes 
every reasonable effort to reconcile all reported discrepancies while nurses remain on duty. The DON, in a 
report to the Administrator, documents irreconcilable discrepancies. This deficiency represents 
non-compliance investigated under Complaint Number 2619077.

22366244

02/25/2026


