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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Protect each resident from the wrongful use of the resident's belongings or money.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure residents were free from
misappropriation for 2 of 3 residents reviewed pharmaceutical services. Resident's narcotic medications
went missing after being delivered from the pharmacy which caused residents to miss physician ordered
routine medications. (Resident D, Resident G)

Findings include:

1. During record review on 5/29/25 at 10:30 A.M., Resident D's diagnoses included, but were not limited to;
osteoarthritis, chronic kidney disease, and diabetes.

Resident D's most recent annual Minimum Data Set (MDS) assessment dated [DATE], indicated the
resident had severe cognitive impairment, had occasional pain rated two (2) on a scale of zero (0) - ten (10)
(zero being no pain and ten being the most pain), and received opiod medication.

Resident D's physician orders included, but were not limited to; oxycodone hydrochloride (HCL) 5
milligrams (mg), one tablet by mouth twice a day for pain (started 10/9/23), and Tylenol 325 mg, two tablets
by mouth every six hours as needed (PRN) for pain.

Resident D's Medication Administration Record (MAR) included:

4/7/25 at 10:22 A.M. - PRN medication given - Tylenol 325 mg - 2 tablets given (due to) out of oxycodone
until new script obtained. for pain.

4/8/25 at 2:17 P.M. - PRN medication given - Tylenol 325 mg - 2 tablets for pain

4/9/25 at 7:38 A.M. - PRN medication given - Tylenol 325 mg - 2 tablets for pain

4/9/25 at 3:56 P.M. - PRN medication given - Tylenol 325 mg - 2 tablets for pain

4/10/25 at 7:00 A.M. - PRN medication given - Tylenol 325 mg - 2 tablets for pain

Resident D's Controlled Drug Record for medication oxycodone hydrochloride (HCL) 5 milligrams (mg), one
tablet by mouth twice a day, was dated as received from the pharmacy on 3/20/25 with a total of 28 doses
received. The last dose was signed out on 4/5/25 at 4:00 P.M.

A pharmacy delivery sheet, dated 3/20/25, indicated Resident D received a total of 58 doses of the
medication oxycodone hydrochloride (HCL) 5 milligrams (mg), one tablet by mouth twice a day (one 28
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dose sheet, and one 30 dose sheet). The delivery sheet was signed by facility staff as received at 10:30
P.M. on 3/20/25.

2. During record review on 5/29/25 at 11:30 A.M., Resident G's diagnoses included, but were not limited to;
malignant neoplasm of left breast, diabetes, left sided hemiplegia, and cirrhosis of liver.

Resident G's most recent quarterly Minimum Data Set (MDS) assessment, dated 2/26/25, indicated the
resident had severe cognitive impairment, had frequent pain rated at a five (5) on a scale zero (0) - ten (10),
and received an opiod medication.

Resident G's physician orders included, but were not limited to; Norco (hydrocodone-acetaminophen 5 mg -
325 mg 1 tablet by mouth three times a day for pain (ordered 3/25/25), and Tylenol Extra Strength 500 mg 2
tablets by mouth twice a day as needed (PRN) for pain (ordered 6/18/22).

Resident G's Medication Administration Record (MAR) included:

4/3/25 at 12:45 P.M. - PRN medication given: Tylenol Extra Strength 500 mg 2 tablets due to Norco no
available at this time.

Resident G's Controlled Drug Record for medication Norco (hydrocodone-acetaminophen 5 mg - 325 mg 1
tablet by mouth three times a day was dated as received from the pharmacy on 3/25/25 with a total of 12
doses received. The last dose given was signed out on 4/1/25 at 7:00 A.M. Two more doses were available
and not signed out on the count sheet.

A pharmacy delivery sheet, dated 3/25/25, indicated Resident G received a total of 42 doses of the
medication Norco (hydrocodone-acetaminophen 5 mg - 325 mg 1 tablet by mouth three times a day (one
12 dose sheet, and one 30 dose sheet). The delivery sheet was signed by facility staff as received at 10:20
P.M. on 3/25/25.

During an interview on 5/29/25 at 12:15 P.M., RN 2 indicated that full sheets of narcotic medications had
recently went missing from the medication cart. RN 2 indicated nursing staff should count all narcotic
medications, fill out the narcotic count sheet, and sign the narcotic count sheet at each shift change.

On 5/29/25 at 12:30 P.M. an Indiana Department of Health (IDOH) Facility Reportable Incident (FRI) form,
dated 4/1/25 at 10:30 A.M., indicated (added 5/9/25) the Facility Administrator was notified of a potential
concern with medications missing on 4/1/25 and 4/9/25 realized as nursing staff was attempting to refill
medications from the pharmacy.

The facility investigation into missing medications included an unsigned, typed note that indicated on 4/1/25
at 10:30 A.M., RN 4 reported to the Director of Nursing (DON) that 30 Norco medications for Resident G
were missing. After an unsuccessful search for the medications, pharmacy was contacted to ensure
delivery of the medications. RN 7 had received the medication from the pharmacy on 3/25/25. RN 7 left the
medications for LPN 9 to secure in the locked medication cart. LPN 9 documented that 2 cards of 42
medications of Resident G's Norco medication was added to the medication cart. All controlled medication
cards were counted in the cart on the morning of 3/26/25 for a total of 34 medication cards. The
medications cards were counted again that afternoon at 2:00 P.M. for a total of 34. No night shift medication
card count was completed on the night of 3/26/25. The medications card
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sheets were not counted again on 3/27/25 morning shift at 6:00 A.M., or the afternoon shift at 2:00 P.M
When the medications cards were counted again on the night of 3/27/25, 32 cards were counted. When RN
4 attempted to reorder Resident G's Norco medication on 3/29/25, the pharmacy responded that the
medications were delivered on 3/25/25.

The facility investigation also included that Resident G had missed routine doses of narcotic medications on
the night of 4/2/25 and the morning of 4/3/25. Resident D had missed routine doses of narcotic medications
on the mornings and nights of 4/7/25, 4/8/25, 4/9/25, and 4/10/25.

During an interview on 5/29/25 at 1:55 P.M., the Facility Administrator and DON indicated Resident D and
Resident G were each missing a sheet of narcotic medications along with the controlled substance count
sheet that correlated with the medications cards. Due to nursing staff not completing counts every shift and
due to count sheets missing, an exact total of missing medications was unable to be determined. Resident
D and Resident G received PRN pain medication while the facility obtained new orders and waited on the
pharmacy to refill the lost medications.

On 5/29/25 at 2:55 P.M., the Facility Administrator supplied a facility policy titled, Controlled Substance
Policy, dated 07/2024. The policy included, Purpose: To ensure appropriate and consistent procedures for
safeguarding controlled substances are followed from delivery through the actual administration and/or
destruction of the medications . 2. Controlled Substances Count a. All controlled substances will be counted
by 2 nurses at each shift change .

This citation relates to complaint IN00459224.

3.1-28(a)
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