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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Many

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policy, record reviews, and interviews, the facility failed to properly account for and reconcile 
controlled medications to prevent potential loss, diversion, or accidental exposure. This deficiency is 
evidenced by the missing controlled drug record sheet for Resident (R)4, 1 of 3 residents reviewed. Review 
of a facility policy titled, Controlled Substances for Healthcare Centers, last reviewed 04/01/25 revealed, It is 
the policy of PruittHealth Pharmacy that medications listed as controlled substances (Schedules I-V) under 
federal or state regulations will be properly stored with maintained accountability. Reconciliation of controlled 
substances will be performed at the end of each shift by licensed professional nurses. This policy applies to 
all nursing staff in a healthcare center serviced by PruittHealth Pharmacy. Records . 5. Current Controlled 
Drug Record forms are maintained in the narcotic book. When completed, the sheets are submitted to the 
Director of Health Services and kept on file for two (2) years at the healthcare center. Accounting: A physical 
inventory of all controlled substances is conducted at each shift change by the oncoming and outgoing 
licensed professional nurses. The inventory is documented on the Controlled Drug Shift Audit Sheet.Review 
of R4's Face Sheet revealed R4 was admitted to the facility on [DATE] with diagnoses including, but not 
limited to, paraplegia, pressure ulcer of sacral region, stage 4, neuromuscular dysfunction of bladder and 
psoriasis.Review of R4's admission Minimum Data Set (MDS) with an Assessment Reference Date of 
07/25/25 revealed R4 had a Brief Interview for Mental Status (BIMS) score of 15 out of 15, indicating R4 is 
cognitively intact.Review of R4's Physician Orders dated July 28- August 22, 2025, revealed Oxycodone - 
Schedule II tablet, 15 milligram (mg) tablet, take 1 tablet orally every 4 hours per home regimen.R4's 
Controlled Substance (Narcotic) Sheet for 08/13/25 - 08/15/25 could not be found.During an interview on 
08/25/25 at 10:26 AM, R4 stated, They are managing my pain. She didn't have any concerns.During an 
interview on 08/25/25, at 10:29 AM, the Director of Health Service (DHS) stated, Our policy states we contact 
the pharmacy to notify if anything is going on with the medications and or if there are any missing doses. We 
have a sheet where you count the cards and match them to the narcotic sheet. We count the narcotic sheets 
individually and make sure they match. The Medical Director (MD) was not notified because we did not have 
any doses missing for R4, just the narcotic sheets. The pharmacy knew that the narcotic sheets were 
missing, but the MD did not. I found out on Sunday morning when Licensed Practical Nurse (LPN)2 called 
me.During an interview on 08/25/25 at 10:37 AM, LPN1 stated, I am new. I only worked there for about a 
month. That day, we had 4 nurses working. One nurse took all her cards off my cart, and she had the 
medication cart keys. I told her to let me know when she was finished so I could make sure my narcotic 
count was right. After we counted the next day, I found out the narcotic cards were missing. Another nurse 
was working on the other hall. We both had a set of the narcotic keys. She had to get the narcotics 
medications off my cart. She took her resident's cards off my cart and took them to her cart. She placed all 
the medications and narcotics back in the medication cart at the end of the shift. I don't know the normal 
practice of removing medications from the medication cart. That was my first day back from being sick. We 
counted the narcotic sheets. We record the residents' medications by marking them off when we give any 
narcotics. If we take a narcotic card off or a sheet we highlight the whole sheet for completion. The next day, 
when I came in to work. I was asked what happened. I was told to write a statement and then I was 
suspended until further investigation. I am still on suspension.During an interview on 08/25/25 at 10:58 AM, 
LPN2 stated, I was on the medication cart afterwards. The count was accurate. All the narcotic sheets were 
accounted for. The narcotic card procedure is we count and make sure the narcotic count validates the count 
on the narcotic sheet card. Cards are counted every shift. Everything must match on the cards. The day shift 
forgot to add the new narcotic medications to the narcotic card. We add the cards as they come in at night. 
The unit manager checks behind us as they are added to the inventory sheet. One nurse counts, and the 
other nurse counts behind us. The unit manager zeros the other sheet out.During an interview on 08/25/25 at 
11:51 AM, LPN3 stated, I don't know much. I was called to write a statement. I heard my signature was used, 
but I didn't work that day, and I didn't sign for anything because I wasn't there. They implemented the log to 
count the narcotic cards. We sign a narcotic log sheet where we have to enter the count at each shift.During 
an interview on 08/25/25 at 02:38 PM, the Administrator stated, The staff have to make sure they are signing 
narcotics on the paper and the MAR. The nurses check the inventory sheets every shift. The DHS checks 
the paperwork as well as the unit manager. The DHS is responsible for checking off the narcotic sheets. She 
has unit managers check the sheets.During an interview on 08/25/25 at 02:56, DHS stated that the unit 
managers check the narcotic sheets weekly, and I check the narcotic sheets monthly.During an interview on 
08/25/25 at 03:13 PM, LPN4 stated, We have 3 nurses working typically. That day we had 4 nurses working. 
Two of the nurses have to take narcotics off each cart. Me and the other nurse had to get medications off the 
cart that we needed. About 6 o'clock, the nurse ask me if I was good with the medications, I told her no 
because I wasn't finished. LPN1 stated she was finished with her work for the day. She started cleaning my 
cart off. At that time, I pulled the narcotics out of my drawer to review my sheets at the nursing desk. I asked 
LPN1 if she wanted to come over and verify, but she didn't respond. When I started to check the medication 
cart LPN1's phone started ringing. She set her keys on the medication cart and told me she had to take that 
phone call. I kind of hesitated to take her medication cart keys. I wouldn't leave my keys with another nurse. I 
replaced the medications in her cart. As far as I know, her count and my count were correct. Then, I received 
a call at 02:00 AM stating narcotic sheets were missing.
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