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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide safe, appropriate pain management for a resident who requires such services.

Based on interview and record review, the facility failed to: 1. Administer narcotic (a strong pain medication) 
medication according to the physician's orders for one of 10 sampled residents (Resident 1). 2. Reassess 
and re-evaluate the effectiveness of narcotic medication given for pain for one of 10 sampled residents 
(Resident 1).These failures had the potential for Resident 1 suffering from uncontrolled pain and/or result in 
adverse health outcomes. Findings:1. During a review of Resident 1's admission RECORD (AR), dated 
7/9/25, the AR indicated, Resident 1 had diagnoses of Osteomyelitis (an infection of the bone), Complete 
traumatic amputation (complete removal of a body part due to accident or injury) of the left lower leg, Pain 
unspecified, Inguinal hernia (a bulge in the groin, area of the body located between the abdomen and the 
thigh, an area that can be painful). During a review of Resident 1's Order Summary Report (OSR), dated 
6/2025, the OSR indicated, Norco (strong narcotic pain medication) 5-325 MG (milligram - a unit of 
measurement) Give one tablet by mouth every 12 hours as needed for pain scale [a tool used to identify 
levels of pain, 1-3 is mild pain, 4-6 is moderate pain, and 7-10 is severe pain] 4-10. During a review of 
Resident 1's MEDICATION ADMINISTRATION RECORD (MAR), dated 6/2025, the MAR indicated, 
Resident 1 was given Norco 5-325 MG: a. On 6/4/25 with a pain scale of 0. b. On 6/5/25 with a pain scale of 
0. c. On 6/10/25 with a pain scale of 0. d. On 6/11/25 with a pain scale of 0.During a concurrent interview and 
record review on 7/8/25 at 5:33 p.m. with Director of Nursing (DON), Resident 1's MAR dated 6/2025 was 
reviewed. DON stated Resident 1 was given Norco 5-325 MG out of the parameter (criteria on giving the 
medication). 2. During a concurrent interview and record review on 7/8/25 at 5:33 p.m. with DON, Resident 
1's MAR dated 6/2025 was reviewed. DON stated Resident 1 was given Norco 5-325 MG on 6/1/25, 6/2/25, 
6/3/25,6/4/25, 6/5/25, 6/6/25, 6/7/25, 6/8/25, 6/9/25, 6/10/25, and 6/11/25 but there was no documentation of 
reassessment of effectiveness for relieving Resident 1's pain. During a review of the facility's policy and 
procedure (P&P) titled, Pain Management, dated 6/1/17, the P&P indicated, Purpose . To ensure accurate 
-assessment and management of the resident's pain . The Licensed Nurse will administer pain medication as 
ordered and document all medication administered on the Medication Administration Record (MAR). The 
Licensed Nurse will assess the resident for pain and document results on the MAR each shift using the 1-10 
pain scale. The Licensed Nurse will document resident's pain and response to interventions in the medical 
record .
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

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

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on interview and record review the facility failed to follow their policy and procedure on Controlled 
Medication Storage when:1. Licensed Vocational Nurse (LVN) 4, LVN 5, and LVN 6 did not immediately 
report the missing controlled narcotic medications (medications that are highly addictive and have a 
significant potential for abuse, classified as a controlled substance under the law, meaning its manufacture, 
distribution, and possession are regulated). 2. LVN 1 did not keep the discontinued 15 tablets of controlled 
narcotic medications in the medication cart to be counted every change of shift (changing from one work shift 
to another, e.g., from day shift to night shift).These failures resulted in missing narcotic medications, potential 
for narcotic diversion (getting legally prescribed narcotics into the wrong hands or using them for the wrong 
reasons), and had the potential to negatively impact resident's safety.Findings: 1.During an interview on 
7/8/25 at 5:05 p.m. with Director of Nursing (DON), DON stated on 6/18/25 it was discovered that four 
oxycodone (narcotic pain medication), four Percocet (narcotic pain medication), and four Norco (narcotic 
pain medication) were missing from the facility's E-kit (emergency kit, containing a pre-determined supply of 
medications, especially controlled substances, for immediate patient needs during emergencies or when 
standard pharmacy services are unavailable).During a review of the facility document titled Report of Missing 
Controlled Substances - E-Kit Discrepancy (MCSED), dated 7/9/25, the MCSED indicated, On June 18, 
2025, the facility identified a potential discrepancy involving controlled substances missing from the 
Emergency Drug Kit [E-kit]. The missing medications were reported as follows:Percocet [strong narcotic pain 
medication] 5/325 mg (milligram-a unit of measurement) - 4 tabletsPercocet 10/325 mg - 4 tabletsOxycodone 
[strong narcotic pain medication] 10 mg - 4 tabletsThe report originated from a nurse [Licensed Vocational 
Nurse - LVN 4] who stated that during her shift, she was informed by the outgoing nurse [LVN 5] that the 
E-kit had already been opened and that these medications were not present. Each nurse [LVN 6] on the 
preceding shifts reportedly communicated the same information until the one who identified missing 
medications, she indicated that when she accessed the kit the medications were not present. Despite 
internal investigation, we have not been able to determine who may have removed the medications.During 
an interview on 7/9/25 at 10:15 a.m. with Assistant Director of Nursing (ADON), ADON stated on 6/18/25 she 
was approached by LVN 4 at approximately 9 a.m. and told her there were missing narcotics from the E-kit 
identified by LVN 5 during shift change (night shift to day shift). ADON stated she told LVN 4 she should not 
have taken the keys to the medications/narcotics until she reports to the supervisor about the missing 
narcotics. ADON stated she looked into the E-kit and noted missing narcotics (not specified) that were not 
accounted for.During an interview on 7/11/25 at 3:54 p.m. with LVN 4, LVN 4 stated LVN 5 (night shift) 
informed her about the missing narcotics (not specified) from the E-kit on 6/18/25. LVN 4 stated LVN 5 was 
informed of the missing narcotics by LVN 6 (evening shift 6/17/25). LVN 4 stated despite being told of the 
narcotics missing, she did not report the issue to the DON and continued on working her shift nor did LVN 5.
During an interview on 7/29/25 at 1:45 p.m. with LVN 6, LVN 6 stated she discovered the missing narcotics 
(not specified) from the E-kit when she went to get narcotic medication for a resident later into her shift on 
6/17/25. LVN 6 stated she should have done the E-kit count with LVN 1 to ensure the count was correct. 
LVN 6 stated she should have reported the missing narcotics to the DON once it was discovered but she did 
not.During an interview on 8/4/25 at 9:22 a.m. with DON, DON stated on 6/17/25 and 6/18/25, LVN 4, LVN 5, 
and LVN 6 should not have continued their shift until the missing narcotics were reported.2. During a review 
of the facility document titled Facility Report - Missing Controlled Substance (narcotic drugs) (FRMCS), dated 
7/11/25, the FRMCS indicated, As part of ongoing investigation and medication audit procedures, it was 
discovered on July 10, during AM (7:00 a.m. to 3:30 p.m.) shift, that an additional medication card containing 
15 tablets of Percocet . along with the associated narcotic count sheet [a form used to track the amount of 
narcotic is left/used], is missing from Cart 2 [medication cart where resident medications are stored]. The 
medication had previously been discontinued during the PM shift [3:00 p.m. to 11:30 p.m.] on July 9th. The 
nurse [LVN 1] . who initiated the discontinuation order reported that he wrapped the narcotic count sheet 
around the medication card and placed it in the back of the narcotic box on July 9th. He further claims that 
the medication card and count were verified during a shift change with the oncoming nurse. The oncoming 
nurse [LVN 7] acknowledged being informed of the medication discontinuation but denies participating in a 
count or seeing the medication card with the count sheet. The nurse [LVN 1] who handled the discontinued 
medication and placed it in the box is being terminated for failure to follow proper narcotic handling and 
discontinuation protocol.During an interview on 7/22/25 at 4:07 p.m. with DON, DON stated on 7/9/25, LVN 1 
received an MD (medical doctor) order to discontinue Resident 3's Percocet. DON stated on 7/10/25, she 
looked into the medication cart to retrieve the discontinued Percocet, the narcotic count sheet and the 
Percocet were both missing. DON stated there were still 15 Percocet left before the discontinuation order 
was given. DON stated she spoke with LVN 1 who stated he had taken Resident 3's discontinued Percocet 
and wrapped it with the narcotic count sheet and placed it (narcotic count sheet and 15 tablets of Percocet) 
in the back of the medication cart. DON stated this was not the process for discontinued narcotics. DON 
stated the Percocet, and the narcotic count sheet were to be left alone until she can come and pull them from 
the cart to destroy the unused (discontinued) medications with the pharmacist. DON stated she spoke with 
LVN 7 who did shift change with LVN 1 and was able to identify there was not an accurate way to count the 
Percocet were missing since they were stored out of sight and there was no longer a narcotic count sheet to 
reference from.During a review of Resident 3's Physicians Order (PO), dated 7/9/25, the PO indicated, 
Resident 1 was discontinued off his Percocet 5-325 MG (milligram - a unit of measurement) one tablet every 
four hours as needed for pain and started on Hydrocodone-Acetaminophen (narcotic pain medication) 
10-325 MG one tablet every four hours for pain.During an interview on 7/25/25 at 2:09 p.m. with LVN 7, LVN 
7 stated she had done a narcotic count with LVN 1 on 7/9/25. LVN 7 stated she did not notice Resident 3's 
15 tablets of Percocet were missing because the narcotic count sheet and the Percocet were not in the cart. 
LVN 7 stated the facility process when a narcotic is discontinued is to keep the narcotic count sheet and the 
medication until it is retrieved by the DON.During an interview on 8/4/25 at 9:22 a.m. with DON, DON stated 
when she interviewed LVN 1, LVN 1 had stated he took Resident 3's narcotic count sheet and wrapped it 
around the discontinued Percocet and placed it in the back of the medication cart. DON stated LVN 1 did not 
state he left the narcotic sheet in the narcotic log, and did not state he left the discontinued Percocet where it 
always was.During a review of the facility's policy and procedure (P&P) titled, CONTROLLED MEDICATION 
STORAGE, undated, the P&P indicated, Medications included in the Drug Enforcement Agency (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 and the 
consultant pharmacist maintain 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. The medication nurse on duty maintains possession of the key to controlled 
medication storage areas. The Director of Nursing keeps back-up keys to all medication storage areas, 
including those for controlled medications. A controlled medication accountability record is prepared when 
receiving or checking in a Schedule II, III, IV, or V medication. At each shift change, a physical inventory of 
all controlled medications is conducted by two licensed nurses and is documented on the controlled 
substances accountability record. Any discrepancy in controlled substance medication counts is reported to 
the Director of Nursing immediately. The director or designee investigates and makes every reasonable 
effort to reconcile all reported discrepancies. Irreconcilable discrepancies are documented by the Director of 
Nursing in a report to the Administrator. If a major discrepancy or a pattern of discrepancies occurs or if there 
is apparent criminal activity, the Director of Nursing notifies the Administrator and consultant pharmacist 
immediately. A determination is made by the Administrator, the consultant pharmacist, and the Director of 
Nursing concerning possible notification of police or other enforcement agencies and any other actions to be 
taken. Controlled medications remaining in the facility after the order has been discontinued are retained in 
the facility in a securely locked area with restricted access until destroyed according to the facility policy.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Establish a governing body that is legally responsible for establishing and implementing policies for 
managing and operating the facility and appoints a properly licensed administrator responsible for managing 
the facility.

Based on interview and record review the facility failed to follow their policy and procedure on Unusual 
Occurrence Reporting when missing narcotic controlled medications (medications that are highly addictive 
and has a significant potential for abuse, classified as a controlled substance under the law, meaning its 
manufacture, distribution, and possession are regulated) was not reported to the California Department of 
Public Health (CDPH). This failure had the potential for narcotic diversion (the use and/or distribution not 
intended to) and had the potential for medication errors affecting residents' safety.During an interview on 
7/8/25 at 5:05 p.m. with Director of Nursing (DON), DON stated on 6/18/25 it was discovered that four 
oxycodone (narcotic pain medication), four Percocet (narcotic pain medication), and four Norco (narcotic 
pain medication) were missing from the E-kit ( (emergency kit, containing a pre-determined supply of 
medications, especially controlled substances, for immediate patient needs during emergencies or when 
standard pharmacy services are unavailable).During a concurrent interview and record review on 7/8/25 at 
5:10 p.m. with Administrator, the facility's policy and procedure (P&P) titled, Unusual Occurrence Reporting, 
dated 10/1/17 was reviewed. The P&P indicated, The Facility will follow all applicable state and federal laws 
and regulations regarding the reporting of unusual occurrences. The Facility has a no-retaliation policy 
toward anyone who makes good faith reports to the Department of Public Health or for any other reporting 
required by law. The Facility reports the following events by phone and in writing to the appropriate State or 
Federal agencies . Allegations of misappropriation of resident property; and other occurrences that interfere 
with facility operations and affect the welfare, safety, or health of residents, employees or visitors. Unusual 
occurrences are reported to the appropriate agency within 24 hours by telephone and then confirmed in 
writing . The Facility will provide additional information to the local health officer, or the Department of Public 
Health as requested. Administrator stated the facility had not reported the narcotic diversion despite what the 
facility P&P stated.
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