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Based on interview, record review, and facility policy review, the facility failed to ensure staff maintained 
documented evidence of a thorough investigation of alleged misappropriation for 1 (Resident (R)25) of 5 
residents reviewed for unnecessary medications. Findings include: Review of a facility policy titled 
Discrepancies, Loss And/Or Diversion of Medications revised on 02/25/25 revealed, . A. Immediately upon 
the discovery or suspicion of a discrepancy, suspected loss or diversion, the director of nursing or supervisor 
is immediately notified. The nurse(s) noting the discrepancy should remain on duty until relieved by the 
director of nursing or supervisor. The director of nursing, or in the director's absence the designee, 
investigates and makes every reasonable effort to reconcile all reported discrepancies. The director of 
nursing documents and reports irreconcilable differences to the administrator and consultant pharmacist. 1) 
The information should not be discussed with other individuals outside of administrative staff. 2) During the 
process, the Consultant Pharmacist may be available to verify suspected loss. The policy further revealed, C. 
Loss of supply of medication, included, 3) Document the loss and the investigation process. Review of R25's 
admission Record revealed the facility admitted R25 on 07/22/24. According to the admission Record, the 
resident had a medical history that included, but was not limited to, diagnoses of colostomy, osteoarthritis, 
and rheumatoid arthritis. Review of R25's quarterly Minimum Data Set (MDS), with an Assessment 
Reference Date (ARD) of 07/17/25, revealed R25 had a Brief Interview for Mental Status (BIMS) score of 13 
out of 15, which indicated the resident had intact cognition. Review of R25's Care Plan Report included a 
focus area revised on 02/04/25 that indicated the resident was at risk for unrelieved or worsening pain due to 
the effects of rheumatoid arthritis, osteoarthritis, and ostomy. Interventions directed staff to administer 
medication as ordered for osteoarthritis (initiated 07/22/24) and administer medication as ordered for 
rheumatoid arthritis (initiated 07/22/24). Review of R25's Order Recap [Recapitulation] Report contained an 
order dated 12/27/24 for hydrocodone-acetaminophen 5-325 milligram (mg), with instructions to give one 
tablet three times a day. Review of Pharmacy Consolidated Delivery Sheets dated 07/17/25 indicated the 
pharmacy delivered 90 tablets of R25's hydrocodone-acetaminophen 5-325 mg.Review of R25's 
Accountability Record revealed a handwritten note that stated 60 of (to indicate 60 of 90 tablets to be 
accounted for on the Accountability Record). The Accountability Record revealed that on 07/17/25 there 
were 60 tablets remaining. Further review revealed there was no Accountability Record for the additional 30 
tablets to account for a total of 90 tablets that were dispensed per the Consolidated Delivery Sheets. Review 
of R25's Progress Notes dated 08/09/25 at 5:24 PM revealed R25 had enough hydrocodone-acetaminophen 
(5-325 mg) available until the next morning. The notes revealed the facility on-call pharmacy was notified for 
additional medication, and the pharmacy revealed that on 07/17/25 a 30-day supply was dispensed, and the 
medication could not be refilled until 08/16/25. Review of a Five-Day Follow-Up Report, dated 08/18/25, 
revealed that after an investigation the facility could not find 30 tablets of R25's hydrocodone-acetaminophen 
5-325 mg.� During an interview on 09/05/25 at 11:10 AM, the Administrator stated that all residents had 
been audited on narcotics by the consultant pharmacist on Tuesday (08/12/25) after the incident. She stated 
the consultant pharmacist audited everyone who administered narcotics. During an interview on 09/05/25 at 
11:42 AM, the Consultant Pharmacist�stated she made copies of all of the tracker sheets for all residents 
on narcotics but did not have documentation of the residents who were reviewed. She stated she reviewed 
every scheduled and as-needed medication for the residents with the names of the individuals who 
dispensed the medication to see if a nurse was giving more medication. � During an interview on 09/05/25 
at 12:34 PM, the Chief Clinical Officer (CCO) stated the folder supplied to the surveyor was all the 
information that had been investigated. The folder contained the initial notification to the State Agency, 5-Day 
follow up investigation, three witness statements, accountability records (narcotic sheet) for R2, R25, and 
R70, and a copy of a medication pill pack for R70. There was no documentation of the audit performed by 
the Consultant Pharmacist.
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