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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 Based on observation, interview, and record review, the facility failed to establish a system of
disposition of controlled drugs to enable an accurate reconciliation and failed to maintain account of
Residents Affected - Few controlled drugs for 1 of 5 residents reviewed for pharmacy services.MA A was unaware of how to

dispose controlled medication. MA B failed to update count sheet for Resident #1 after administering
controlled medication to the resident, causing discrepancy between medication card and count sheet.
These failures could lead to suspected drug diversion and medication error. Findings included:An
observation on 3/5/2026 at 8:30am revealed MA A was passing medication to residents in hall 400.In
an interview on 3/5/2026 at 8:30am, MA A stated she had not had a refusal of narcotics or controlled
medication from residents before. MA stated if the resident refused controlled medication, she would
waste the medication in the sharp bin on her medication cart. She stated she could do it with or
without a witness. She stated she did not think a witness was needed to waste controlled medication.
She stated after wasting the medication, she would report to the nurse. She stated she was not sure
what the risk would be if it was done without a witness. MA A also stated the count sheet should
always be documented immediately after a controlled medication was given to the resident to prevent
the risk of forgetting to log it later which could cause discrepancy in medication count. She stated

she had not had in-service on controlled medication count and disposing of controlled medication
since she started in September 2025.An observation on 3/5/2026 at 9:00am of 200 hall cart, managed
by MA B, revealed discrepancy of Lorazepam (a controlled medication for anxiety) card and count
sheet for Resident #1. Resident#1's card showed 18 tablets of Lorazepam while the count sheet for
the medication showed 19 tablets.In an interview on 3/5/2026 at 9:00am, MA B stated he
administered Lorazepam to Resident #1 earlier this morning but he forgot to document the count
sheet right away. He stated he always documented the count sheet as soon as a controlled
medication was given to prevent forgetting documentation but today he stated he got busy and forgot.
He stated the risk of not documenting right away was he could be suspected of drug diversion. MA B
also stated if he noticed discrepancy when counting medication, he would report to the DON right
away. He also stated he always needed a witness to waste a controlled medication to prevent drug
diversion. He stated the medication could not be wasted in a sharp bin. He stated all controlled
medication must be wasted by putting them in a drug buster (a medication disposal system that
included ingredients to deactivate the effectiveness of the medication). In an interview on 3/5/2026

at 9:20am with Resident #1, she stated she took all medication this morning. She stated MA B gave
her all medication and she did not notice any missed dose.Record review of Resident#1's MAR on
3/5/2026 revealed Lorazepam was given to the resident this morning at 0700. In an interview on
3/5/2026 at 9:30am, LVN C stated she always needed a witness when a controlled medication
needed to be wasted. She stated all controlled medication must be wasted in a drug buster. She also
stated once a controlled medication was taken from the cart, the count sheet needed to be
documented right away. She stated those actions prevented drug diversion and medication count
discrepancy. She stated the last in-service on controlled medication was provided about 2 weeks ago.
In an interview on 3/5/2026 at 10:10am, the DON stated all med aides and nurses were trained to
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F 0755 waste controlled medication with a nurse witness to avoid drug diversion. She stated controlled
medication could not be discarded in a sharp bin. She stated each medication cart had a drug buster
Level of Harm - Minimal harm bottle that staff used to waste medication. She also stated as soon as a controlled medication was
or potential for actual harm pulled from a med cart, the count sheet of that medication needed to be updated with the correct
count immediately to prevent count discrepancy. She stated all counts had been completed at shift
Residents Affected - Few changes with signatures of both staff who did the medication count. He stated MA A and MA B

reported to her immediately after their interviews with this surveyor and education was provided for
both staff. She stated the last in-service on narcotic and controlled medication administration was
provided on 2/19/2026. Record review of facility's in-service training report, dated 2/19/2026,
revealed an in-service was provided on narcotics and controlled medication. The summary of
in-service stated, when narcotics are pulled from the cart you must correct the count sheet. Both MA
A and MA B attended the training. Record review of facility's Medication administration - Destruction
of Medication policy, dated 5/2025, revealed the following methods of destroying medications are
utilized by this facility. two personnel licensed or registered in the health field shall document that
drugs were destroyed by a. co-signing the medication record, b. recording the date, and drugs
destroyed in the resident's medication count sheet. The policy also stated, dispose of medication in a
manner that will render the drug unusable.
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