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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the
services of a licensed pharmacist.

Based on observation, interview and record review, the facility failed to ensure it kept accurate
records of controlled medications (medication with a potential for abuse) as evidenced by:1. The
facility failed to ensure, for Residents 1-17, the scheduled (controlled medication, narcotic)
medication system was complete (all documents readily available) and accurate (information
matched). The record system included Shipping Manifests (pharmacy delivery receipt), Controlled
Substance Accountability Sheets (CDR, Controlled Drug Record), Medication Administration Records
(MAR, record of medication administration) and destruction logs. The facility records were
incomplete. The facility records were inaccurate. These failures had the potential to result in
undetected loss and diversion of scheduled medications. In addition, these failures had the potential
to result in preventable medication errors (medication not given as ordered). 2. The facility failed to
ensure, between 9/23-3/24, the Consultant Pharmacist identified the scheduled (controlled
medication, narcotic) medication system was incomplete (all documents available) and inaccurate
(information matched). The record system included Shipping Manifests (pharmacy delivery receipt),
Controlled Substance Accountability Sheets (CDR, Controlled Drug Record), Medication Administration
Records (MAR, record of medication administration) and destruction logs. The facility records were
incomplete. The facility records were inaccurate. These failures had the potential to result in
undetected loss and diversion of scheduled medications. In addition, these failures had the potential
to result in preventable medication errors (medication not given as ordered). Findings: 1. During an
interview, on 3/11/26 at 10 a.m., Medical Record Director (MRD) was asked to describe the pharmacy
documentation (Shipping Manifests, CDR) system. His description included that all pharmacy
documents were retained by the facility. During an interview, on 3/11/26 at 10:45 10 a.m., Director of
Nursing (DON) was asked to describe the scheduled medication record system. DON's description
included that scheduled medications were delivered by the pharmacy with a corresponding Shipping
Manifest and CDR. DON further stated that all scheduled medication records were in her office. DON
was asked to provide the scheduled medication Shipping Manifests and CDRs from 9/1/23 through
3/31/24. During a concurrent tour and interview, on 3/11/26 at 11:28 a.m., at Station 2, Licensed
Vocational Nurse (LVN 1) identified a medication cart. LVN 1 was requested to describe the
scheduled medication documentation process. Her description included scheduled medications were
delivered with a Shipping Manifest and a corresponding CDR. The Shipping Manifest was sent for
retention. The medication was locked in the medication cart. The CDR was filed at the medication
cart. The CDR was used to document removal of patient medications. Administration of the
medication was documented on the MAR. Completed CDRs were sent for retention. If there were
scheduled medications remaining upon discontinuation, the remaining medication and the CDR were
sent to the DON. During a concurrent interview and medical record review, on 3/12/26 at 10:20 a.m.,
(continued on next page)
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DON identified the following CDRs that the facility did not have a corresponding Shipping
Manifest.Resident 1 Rx 4818577.02 Oxycodone (narcotic pain reliever) 10 mg (milligram) tablet
#60Resident 2 Rx 4923263 Oxycodone 5 mg tablet #10Resident 3 Rx 4872560 Hydrocodone (narcotic
pain reliever)-Acetamin (acetaminophen, pain reliever) 5-325 tablet #28Resident 3 Rx 4940244
Oxycodone 5 mg tablet #8Resident 4 Rx 4925237 Hydrocodone-Acetamin 5-325 tablet #60Resident 5
Rx 4872291 Hydrocodone-Acetamin 5-325 tablet #30Resident 6 Rx 4925236 Oxycodone 5 mg tablet
#60Resident 6 Rx 4857714 Oxycodone 5 mg tablet #25Resident 7 Rx 4857833 Hydrocodone-Acetamin
10-325 tablet #26Resident 8 Rx 4855609 Morphine Sulf (narcotic pain reliever) 15 mg tablet
#44Resident 9 Rx 4925971 Hydrocodone-Acetamin 5-325 tablet #28Resident 9 Rx 4935099
Hydrocodone-Acetamin 5-325 tablet #56Resident 9 Rx 4864670 Hydrocodone-Acetamin 5-325 tablet
#28Resident 10 Rx 4859997 Oxycodone 5 mg tablet #28Resident 11 Rx 4913753
Oxycodone-Acetaminophen 10-325 tablet #28Resident 12 Rx 4933419 Hydrocodone-Acetamin 5-325
tablet #28Resident 13 Rx 4844638 Hydrocodone-Acetamin 5-325 tablet #60 During a concurrent
interview and record review, on 3/12/26 at 10:30 a.m., DON identified Resident 14's MAR. DON
compared the 4807224 Oxycodone 10 mg tablet #60 date 11/27/23 CDR against the MAR. DON
acknowledged the CDR removals did not have a corresponding MAR administration on the dates and
times listed below.12/4/23 1600, 210012/12/23 000012/20/24 1750 During a concurrent interview
and record review, on 3/12/26 at 10:30 a.m., DON identified Resident 15's MAR. DON compared the
4823063 Hydrocodone-Acetamin 5-325 mg tablet #42 date 12/12/23 CDR against the MAR. DON
acknowledged the CDR removals did not have a corresponding MAR administration on the dates and
times listed below.12/22/23 both doses12/31/23 0010 During a concurrent interview and record
review, on 3/12/26 at 10:30 a.m., DON identified Resident 16's MAR. DON compared the 4752178
Oxycodone 5 mg tablet #28 date 10/9/23 CDR against the MAR. DON acknowledged the CDR removal
did not have a corresponding MAR administration on the date and time listed below.10/21/23 500
During a concurrent interview and record review, on 3/12/26 at 10:30 a.m., DON identified Resident
17's MAR. She compared the 4686477 Hydrocodone-Acetamin 5-325 mg tablet #60 date 10/11/23 CDR
against the MAR. DON acknowledged the CDR removals did not have a corresponding MAR
administration on the dates and times listed below.12/2/23 illegible2/5/23 12002/7/23 12002/8/23
1600 During a concurrent interview and record review, on 3/12/26 at 10:30 a.m., DON identified
Resident 11's MAR. She compared the 4840387 Hydrocodone-Acetamin 10-325 mg tablet #26 date
12/30/23 CDR against the MAR. DON acknowledged the CDR removal did not have a corresponding
MAR administration on the date and time listed below.1/15/24 856 During a concurrent interview and
record review, on 3/12/26 at 12:30 p.m., DON identified the Policy for Controlled Substances
(Revision Date November 2022). DON reviewed the policy and acknowledged it required the
documentation (Shipping Manifests, CDRs and MARs) to be accurate (monitored and reconciled). An
administrative record review, of the Policy for Controlled Substances (Revision Date November 2022)
showed, Dispensing and Reconciling Controlled Substances, 1. Controlled substance inventory is
monitored and reconciled to identify loss or potential diversion in a manner that minimizes the time
between loss/diversion and detection/follow-up.2. The system of reconciling the receipt, dispensing
and disposition of controlled substances includes the following: a. Records of personnel access and
usage; b. Medication administration records; c. Declining inventory records. 2. During an interview, on
3/11/26 at 10 a.m., Medical Record Director (MRD) was asked to describe the pharmacy
documentation (Shipping Manifests, CDR) system. MRD's description included that all pharmacy
documents were retained by the facility. During an interview, on 3/11/26 at 10:45 a.m., Director of
Nursing (DON) was asked to describe the scheduled medication record system. DON's description
(continued on next page)
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included that scheduled medications were delivered by the pharmacy with a corresponding Shipping
Manifest and CDR. DON further stated that all scheduled medication records were in her office. DON
was asked to provide the scheduled medication Shipping Manifests and CDRs from 9/1/23 through
3/31/24. During a concurrent tour and interview, on 3/11/26 at 11:28 a.m., at Station 2, Licensed
Vocational Nurse (LVN 1) identified a medication cart. LVN 1 was requested to describe the
scheduled medication documentation process. LVN 1's description included scheduled medications
were delivered with a Shipping Manifest and a corresponding CDR. The Shipping Manifest was sent
for retention. The medication was locked in the medication cart. The CDR was filed at the medication
cart. The CDR was used to document removal of patient medications. Administration of the
medication was documented on the MAR. Completed CDRs were sent for retention. If there were
scheduled medications remaining upon discontinuation, the remaining medication and the CDR were
sent to the DON. During a concurrent interview and medical record review, on 3/12/26 at 10:20 a.m.,
DON identified the following CDRs that the facility did not have a corresponding Shipping
Manifest.Resident 1 Rx 4818577.02 Oxycodone (narcotic pain reliever) 10 mg (milligram) tablet
#60Resident 2 Rx 4923263 Oxycodone 5 mg tablet #10Resident 3 Rx 4872560 Hydrocodone (narcotic
pain reliever)-Acetamin (acetaminophen, pain reliever) 5-325 tablet #28Resident 3 Rx 4940244
Oxycodone 5 mg tablet #8Resident 4 Rx 4925237 Hydrocodone-Acetamin 5-325 tablet #60Resident 5
Rx 4872291 Hydrocodone-Acetamin 5-325 tablet #30Resident 6 Rx 4925236 Oxycodone 5 mg tablet
#60Resident 6 Rx 4857714 Oxycodone 5 mg tablet #25Resident 7 Rx 4857833 Hydrocodone-Acetamin
10-325 tablet #26Resident 8 Rx 4855609 Morphine Sulf (narcotic pain reliever) 15 mg tablet
#44Resident 9 Rx 4925971 Hydrocodone-Acetamin 5-325 tablet #28Resident 9 Rx 4935099
Hydrocodone-Acetamin 5-325 tablet #56Resident 9 Rx 4864670 Hydrocodone-Acetamin 5-325 tablet
#28Resident 10 Rx 4859997 Oxycodone 5 mg tablet #28Resident 11 Rx 4913753
Oxycodone-Acetaminophen 10-325 tablet #28Resident 12 Rx 4933419 Hydrocodone-Acetamin 5-325
tablet #28Resident 13 Rx 4844638 Hydrocodone-Acetamin 5-325 tablet #60 During a concurrent
interview and record review, on 3/12/26 at 10:30 a.m., DON identified Resident 14's MAR. DON
compared the 4807224 Oxycodone 10 mg tablet #60 date 11/27/23 CDR against the MAR. DON
acknowledged the CDR removals did not have a corresponding MAR administration on the dates and
times listed below.12/4/23 1600, 210012/12/23 000012/20/24 1750 During a concurrent interview
and record review, on 3/12/26 at 10:30 a.m., DON identified Resident 15's MAR. DON compared the
4823063 Hydrocodone-Acetamin 5-325 mg tablet #42 date 12/12/23 CDR against the MAR. DON
acknowledged the CDR removals did not have a corresponding MAR administration on the dates and
times listed below.12/22/23 both doses12/31/23 0010 During a concurrent interview and record
review, on 3/12/26 at 10:30 a.m., DON identified Resident 16's MAR. DON compared the 4752178
Oxycodone 5 mg tablet #28 date 10/9/23 CDR against the MAR. DON acknowledged the CDR removal
did not have a corresponding MAR administration on the date and time listed below.10/21/23 500
During a concurrent interview and record review, on 3/12/26 at 10:30 a.m., DON identified Resident
17's MAR. She compared the 4686477 Hydrocodone-Acetamin 5-325 mg tablet #60 date 10/11/23 CDR
against the MAR. DON acknowledged the CDR removals did not have a corresponding MAR
administration on the dates and times listed below.12/2/23 illegible2/5/23 12002/7/23 12002/8/23
1600 During a concurrent interview and record review, on 3/12/26 at 10:30 a.m., DON identified
Resident 11's MAR. She compared the 4840387 Hydrocodone-Acetamin 10-325 mg tablet #26 date
12/30/23 CDR against the MAR. DON acknowledged the CDR removal did not have a corresponding
MAR administration on the date and time listed below.1/15/24 856 During a concurrent interview and
record review, on 3/12/26 at 12:30 p.m., DON identified the Policy for Controlled Substances
(continued on next page)
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(Revision Date November 2022). She reviewed the policy and acknowledged it required the
documentation (Shipping Manifests, CDRs and MARs) to be accurate (monitored and reconciled). An
administrative record review, of the Policy for Controlled Substances (Revision Date November 2022)
showed, Dispensing and Reconciling Controlled Substances, 1. Controlled substance inventory is
monitored and reconciled to identify loss or potential diversion in a manner that minimizes the time
between loss/diversion and detection/follow-up.2. The system of reconciling the receipt, dispensing
and disposition of controlled substances includes the following: a. Records of personnel access and
usage; b. Medication administration records; c. Declining inventory records. During a concurrent
interview and record review, on 3/12/26 at 10:48a.m., DON identified Consultant Pharmacist reports
from 9/23 through 3/24. DON inspected the reports and stated that the reports did not document
scheduled medication issues with Shipping Manifest, CDR and MAR. During a concurrent interview
and record review, on 3/12/26 at 12:30 p.m., DON identified the Policy for Pharmacy Services-Role of
the Consultant Pharmacist (Revision Date April 2019). DON stated that it was the facility's
expectation that issues with scheduled medications would have been identified. An administrative
record review, of the Policy for Pharmacy Services-Role of the Consultant Pharmacist (Revision Date
April 2019) showed, Polic Interpretation and Implementation, 3. The consultant pharmacist shall
provide consultation on all aspects of pharmacy services in the facility, and collaborate with the
facility and medical director to:, a. develop, implement, evaluate, and revise (as necessary) the
procedures for the provision of all aspects of pharmacy services.
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