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F 0755 Provide pharmaceutical services to meet the needs of each resident and employ or obtain the
services of a licensed pharmacist.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to establish a system of records of receipt and
Residents Affected - Some disposition of all controlled drugs in sufficient detail to enable an accurate reconciliation; for all

medication carts reviewed for controlled drug reconciliation. The facility failed to ensure they stored
and labeled 34 tablets of 5-325 Norco for Resident #1 13 tablets of 5-325 for Resident #2 and 2 tablets
of Oxycodone 5mg for Resident #3. This failure could place residents who receive medications at risk
of not receiving the intended therapeutic effects of their prescribed medications.Findings included:
Record review of facility self-report dated [DATE] reflected on [DATE] the facility conducted a
narcotics count audit for discontinued medication. During the count they identified 2 individual
Resident Controlled Substances Record Sheets of discontinued medication that did not have the
corresponding medication. One Resident Controlled Substances Record Sheet was for Resident #1 and
reflected 34 tablets of Norco 5-325 (a prescription medication combining 5 mg of hydrocodone (a
narcotic opioid) and 325 mg of acetaminophen (the active ingredient in Tylenol) were missing and One
Resident Controlled Substances Record Sheet for Resident #2 reflected 13 tablets of Norco 5-325
were missing. The facility conducted a full audit of narcotics for all carts in the building and identified

a 3rd Resident Controlled Substances Record sheet for Resident #3 for Oxycodone 5mg tablets that
reflected a count showed 5 tablets were present, but the medication blister pack contained 3 tablets.
Record review of Resident #1, #2, and #3s' MAR reflected residents received all prescribed
medications. Resident #1 and Resident #3 are deceased . Resident #2 was assessed for pain, and she
denied having pain and stated her pain medications are controlling her pain. The facility conducted a
search of all medication carts, the drug destruction waste bin and other locations throughout the
facility and were unable to locate the missing narcotics. The facility reviewed the pharmacy

destruction log, and the medications were not present. After a thorough investigation the facility had
been unable to locate the 34 tablets of 5-325 Norco, the 13 tablets of 5-325, and the 2 tablets of
Oxycodone 5mg. Record review of Resident #1's Individual Resident's Controlled Substance Record
undated reflected a count of 34 tablets of 5-325 Norco with no signatures indicating a count of the
narcotics. Record review of Resident #2's Individual Resident's Controlled Substance Record undated
reflected a count of 13 tablets of 5-325 Norco with one illegible signature next to the number 13.
Record review of Resident #3's Individual Narcotic Record reflected a count of 5 Oxycodone 5mg with
the word expired and two illegible signatures. Record review of report by the CP, undated, to the
facility reflected, On [DATE] | was notified of a controlled substance count discrepancy at [facility
name] in [location]. The outgoing DON did not do a chain of custody med count upon resigning. The
controlled substances for destruction were not logged and were kept under 2 locks in the DON office.
The incoming (interim) DON did a med count with another employee when she became the sitting DON.
(continued on next page)
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F 0755 The counts were not accurate according to the log sheets. A report was filed with HHSC and with the
local police. An internal investigation was carried out. Discrepant quantities were noted on the drug
Level of Harm - Minimal harm destruction log. During an interview on [DATE] at 10:53 AM with the Administrator he said the IDON
or potential for actual harm conducted an audit of discontinued medication when the FDON left. The Administrator said the audit
was conducted because the FDON had left the day prior and the IDON decided to do an audit. The
Residents Affected - Some Administrator said the FDON did not do a narcotics count when she left the facility. The Administrator

said when the FDON left, a narcotic count should have been done to make sure the narcotics count
was correct before the IDON began working. The Administrator said the Resident Controlled
Substances Record Sheets along with the discontinued medication should have gone together in the
double lock cabinet located in the facility DON office. During an interview on [DATE] at 12:18 PM

with the FDON she said when she was the DON, she was the only person with a key to the
discontinued narcotics double locked medication box. She said she did not remember receiving the
discontinued pills. The FDON said normally, there were two signatures on the discontinued Resident
Controlled Substances Record Sheets, the signature of the nurse or MA who gave her the retired or
discontinued medication and her signature. The FDON said she had no idea what happened with any of
those pills. She said the pills should have been there and if they were not, she did not know what
happened to them. During an interview on [DATE] at 1:00 PM with Resident #2 she said received all
her pain medications and she was not in pain. Resident #2 said she did not have any concerns. During
an interview on [DATE] at 1:14 PM with the IDON she said she was now a Charge Nurse but was the
IDON from [DATE] until [DATE], before the current DON was hired. The IDON said on [DATE] she
went into the FDONSs office and found it in disarray. She said she began pairing the Resident
Controlled Substances Record Sheets with the narcotic medication located in the facility DON lock
box. She said she could not locate the narcotics for Resident #1's Controlled Substances Record
Sheets that reflected 34 tablets of Norco 5-325 or the narcotics for Resident #2's Controlled
Substances Record Sheets that reflected 13 tablets of Norco 5-325 were missing. The IDON said
when facility conducted a full audit of narcotics for all carts in the building, they identified a 3rd
Resident Controlled Substances Record Sheet for Resident #3 for Oxycodone 5mg tablets that
reflected the count showed 5 tablets were present, but the medication blister pack contained 3

tablets. She said she did not think that the FDON took the narcotics because if she was going to take
the medication, she would have disposed of the Controlled Substances Record Sheets. The IDON said
that the Resident Controlled Substances Record Sheet should be rubberbanded together with the
corresponding narcotics that were to be disposed of and there should have been a log listing all the
Resident Controlled Substances Record Sheets. The IDON said she could not locate a log of the
discontinued narcotics. The IDON said the FDON should have kept a log of the narcotics the FDON
collected. The IDON said that both Resident #2 and Resident #3's medications were discontinued
because the residents died. The IDON said Residents #1, Resident #2, and Resident #3 received all
their prescribed medication as reflected in their MAR. The IDON said that Resident #2's Oxycodone
5mg prescription was changed and the 5mg tablets should have been removed from the cart and given
to the FDON and placed in the facility DON lock box for destruction by the consultant pharmacist. The
IDON said CMA A told her that she remembered she gave the FDON the discontinued medication for
Resident #2, but MA A said that the FDON did not ask her to sign that she gave the medication to her.
The IDON said it was not in the facility policy to have two signatures when counting discontinued
narcotics to be given to the DON for the pharmacist's disposal. The IDON said in the past, the nurse or
MA and the DON would sign the Resident Controlled Substance Record Sheets indicating that the
count of the narcotics was correct. There would be two signatures on the Resident Controlled
(continued on next page)
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F 0755

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Substance Record Sheet when it was placed in the facility DON lock box for disposal. The IDON said
the FDON was disorganized and because she was disorganized, she made an error with the
medication. The IDON said it was the responsibility of the DON to make sure the narcotics to be
disposed of were accounted for and placed in the facility DON lock box with the correct
documentation. The IDON said the DON was responsible for the narcotics to be logged and locked. The
IDON said a possible negative effect of the Resident Controlled Substance Record Sheet count being
present with remaining pills, but no pills was a drug diversion. During an interview on [DATE] at 2:38
PM with CMA A she said she was the last person to give Resident #1 his medication before he died.
She said when she returned to the facility for her next shift (date unknown) his Norco 5-325 tablets
were still in the medication cart. CMA A said the FDON was not at the facility so they could not give
Resident #1's unused narcotics to the FDON so she left a note on the medication to give it to the
FDON. CMA A said when she next returned to the facility the Norco 5-325 tablets were not in the
medication cart and she figured either a CMA or a nurse gave Resident #1's narcotics to the FDON.
CMA A said when a resident died any leftover narcotics not taken by the resident must be turned over
the to the facility DON immediately. CMA A said when Resident #2 received a change in the dosage for
her narcotics she took Resident #2's pills with the old dosage to the FDON and handed them to her.
The CMA said she stood in front of the FDON for a minute and thought the FDON was going to ask her
to sign something regarding Resident #2's narcotics. CMA A said the FDON started talking to another
staff member and told CMA A she was good to go and did not request her to count and sign she gave
the FDON the medication and she did not see the FDON sign that she counted and received the
medication. CMA A said two months ago when she was hired at the facility, she did not get any
training on what to do concerning discontinued narcotics. CMA A said she received training since the
incident. CMA A said the possible negative effect of not having the number of narcotics to match the
Resident Controlled Substance Record Sheet was a drug diversion. During an interview by phone on
[DATE] at 3:08 PM with the PC she said she was contacted about the discrepancy between the
Controlled Substance Record Sheet and the narcotic count for Residents #1, #2, and #3. The PC said
that if narcotics were not logged or counted, there could be a drug diversion. The PC said she did not
think someone was intentionally trying to steal drugs. The PC said she thought the situation was an
oversight. The PC said it was common sense that when discontinued narcotics were taken from the
medication cart that the DON and the CMA or nurse both count and sign their names confirming that
the narcotic count was correct. She said the signing off for the narcotics was a chain of custody for
the narcotics. The PC said it was not a rule to sign that the count was accurate when it was given to
the DON, but if there was not a count and signatures confirming the count and receipt of the
medication, it was hard to deter theft of narcotics. During an interview by phone on [DATE] at 3:18

PM the ADON said she worked with the IDON to match the Controlled Substance Record Sheets with
the residents' narcotics. The ADON said she and the IDON discovered that there were Controlled
Substance Record Sheets that indicated there were remaining narcotics, but the narcotics were not
present. The ADON said she did not know what happened but that the FDON was very sloppy and
unorganized. The ADON said the FDON did not make sure there were double signatures on that
indicated that two people counted the medication and confirmed the accuracy of the count and receipt
of the pills. The ADON said the facility DON was responsible for making sure discontinued
medications were double locked in the facility DON lock box to be destroyed. The ADON said the DON
was responsible for confirming what was on the Controlled Substance Record Sheets was accurate
then put the Controlled Substance Record Sheets and the pills into the locked box. During an
interview on [DATE] at 5:18 PM with the Administrator he said the facility policy was that
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F 0755 discontinued controlled substances were placed by the DON in a double locked box. The Administrator
said it was his expectation that two licensed nurses or two CMAs complete the count of all controlled

Level of Harm - Minimal harm substances. He said it was his expectation that there were two signatures on the Controlled

or potential for actual harm Substance Record Sheet indicating that discontinued narcotics were counted and received by the DON
to put in the facility DON lock box. The Administrator said these two signatures represented the

Residents Affected - Some change of custody for the narcotics. The Administrator said there was not a negative outcome in this

situation because the MAR reflected that Resident #1, #2, and #3 received all their pain medication
but a situation like this could be a potential drug diversion. Record review of facility policy Medication
Storage and Disposal dated [DATE] reflected Medications included in the Drug Enforcement
Administration (DEA) classification as controlled substances are subject to special handling, storage,
disposal, and recordkeeping in the facility in accordance with federal and state laws and regulations.
The director of nursing, in collaboration with the consultant pharmacist, is responsible for the
facility's compliance with federal and state laws and regulations in the handling of controlled
medications. Only authorized licensed nursing and pharmacy personnel have access to controlled
medications. Disposition is documented on the individual controlled substance accountability
record/book. For emergency kit controlled substances disposal, the bottom portion of the
accountability record is completed.
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