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The facility identified a census of 26 residents. The sample included four residents, with four residents 
reviewed for misappropriation of medications. Based on observations, record review, and interviews, the 
facility failed to ensure Resident (R) 1, R2, R3, and R4 remained free from misappropriation of medications. 
This deficient practice had the risk for missed medications and further misappropriation of medications for 
the affected residents.Findings included:- R1's Electronic Medical Record (EMR) documented an order with a 
start date of 05/24/25 for oxycodone (narcotic pain medication) five milligrams (mg) every 12 hours as 
needed (PRN) for breakthrough pain.R2's EMR documented an order with a start date of 02/24/25 for 
oxycodone five mg two times a day for pain.R3's EMR documented an order with a start date of 05/01/25 for 
fludrocortisone (corticosteroid medication used to treat pain and inflammation) 0.1 mg one time a day for 
hyperkalemia (high levels of potassium in the blood).R4's EMR documented an order with a start date of 
11/26/24 for fludrocortisone 0.1 mg in the morning for corticosteroid.The facility's Investigation dated 
06/03/25, documented on 05/26/25 around 06:35 PM, Licensed Nurse (LN) G and LN H completed narcotic 
count at change of shift and noted a small piece of tape on the back of the bubble pack. LN H notified 
Administrative Nurse D and Administrative Nurse E, who both arrived at the facility to investigate. Upon 
investigation, the facility noted a narcotic medication bubble pack had been tampered with, which involved a 
slit in the foil and a small piece of tape placed on the back of the bubble pack. R1's oxycodone was 
tampered with, and she missed eight tablets of oxycodone, which had been replaced with fludrocortisone 
tablets. R2's oxycodone was tampered with, and she missed 21 tablets of oxycodone, which had been 
replaced with fludrocortisone tablets. R3 was missing 16 tablets of fludrocortisone. R4 was missing eight 
tablets of fludrocortisone. The facility followed the narcotic count policy, but the minute change in the 
medication card was difficult to detect. The facility immediately started investigating, which included drug 
testing all staff who passed medications or were licensed nurses. The facility notified the police and 
immediately replaced the medications. The facility reviewed 24-hour video surveillance and noted suspicious 
footage of Certified Medication Aide (CMA) R. On 05/28/25, CMA R arrived for work, and the facility asked 
her to go to Administrative Staff A's office to meet with Administrative Staff A and Administrative Nurse D. 
The facility showed CMA R the video surveillance, and she offered no explanation of her actions on camera. 
The facility asked CMA R what she was doing in the video, and she responded that she did not know. The 
facility suspended CMA R pending investigation and later terminated her that day for refusing to provide 
information regarding the investigation.Upon request, the facility provided a timeline of the video surveillance, 
and Administrative Staff A confirmed on 07/24/25 at 02:18 PM that the video surveillance timeline only 
involved CMA R.The timeline documented on 05/21/25 at 11:37 AM, CMA R removed a medication card 
from the second drawer and popped medications out of the card. She moved the medical tape to the corner 
of the medication room, then retrieved something from the trash can. She put a new narcotic medication card 
into the narcotic box and retrieved a narcotic medication card from the narcotic box, and placed it on top of 
the medication cart. CMA R stood in the corner of the medication room with the medication card, then 
reopened the medication drawer and popped more medications out before returning the medication card in 
the corner. CMA R grabbed a spoon, put the medication card back in the drawer, grabbed a medication cup, 
then went to the bathroom. On 05/22/25 at 06:40 AM, CMA R opened the narcotic box in the medication cart 
and set a medication card on top of the medication cart. CMA R went into the corner of the medication room 
with the medication card then slipped a medication cup into her pocket. On 05/24/25 at 06:47 AM, CMA R 
opened the narcotic box and pulled a medication card out then went to the corner of the medication room. 
She grabbed a medication cup then put her cupped hand in her pocket and went to the bathroom. On 
05/25/25 at 03:00 PM, CMA R grabbed a medication card from the second drawer and popped pills out with 
a spoon. She then taped the back of the card with medical tape and returned the card to the second drawer. 
On 05/26/25 at 06:40 AM, CMA R took a narcotic medication card out of the narcotic box and placed it on top 
of the medication cart. She retrieved something from the trash can then went to the bathroom. On 05/26/25 
at 07:19 AM, CMA R retrieve a narcotic medication out of the narcotic box and popped the medication out of 
the bubble pack before returning the card to the narcotic drawer of the medication cart.On 07/17/25 at 01:08 
PM, R4 laid in bed with her eyes closed.On 07/17/25 at 01:13 PM, R3 sat in her recliner in her room. She 
stated the facility told her that her medications had been taken, but she had no concerns from the incident.
On 07/17/25 at 01:15 PM, R1 sat in her wheelchair in the day area and played bingo with other residents.On 
07/17/25 at 01:15 PM, R2 sat in her wheelchair in the day area and played bingo with other residents.On 
07/17/25 at 11:17 AM, Administrative Staff A stated the medication diversion was with the county attorney at 
that time, and the facility had a suspect. She stated the facility sent CMA R a certified letter to her to get a 
witness statement, but received no response. Administrative Staff A stated that when the facility interviewed 
her during the investigation and asked CMA R what she was doing in the video, CMA R responded with she 
did not know.On 07/17/25 at 12:25 PM, Administrative Staff A stated the facility did not do abuse, neglect, 
and exploitation (ANE) education immediately after the incident because it was an isolated incident. She 
stated the facility watched the surveillance video and saw that CMA R stood with her back turned to the 
camera, brought the tape over, and pulled narcotic medication cards from the narcotic box. She stated they 
were able to see CMA R do something with her hand in the video and put something into her pocket. 
Administrative Staff A stated the facility did not do ANE education immediately after the incident because 
they knew who did it. She stated they did change the process for narcotic count.On 07/17/25 at 12:37 PM, 
Administrative Staff A stated the facility completed ANE education at the last in-service on 07/02/25.On 
07/17/25 at 01:24 PM, Administrative Nurse D stated the facility completed ANE training recently. She stated 
the facility figured out quickly who had diverted the medications, and they did not think about doing ANE 
education immediately after. Administrative Nurse D stated the facility provided education on narcotic count 
to the nurses, and the facility completed random audits of the narcotic medications.On 07/17/25 at 01:25 PM, 
Administrative Nurse E stated she remembered Administrative Staff A going over the ANE policy at the last 
in-service, and misappropriation of medications was on the policy.On 07/17/25 at 01:57 PM, Administrative 
Nurse E stated she expected staff to count the medications and check the narcotic cards. She stated she 
expected staff to bring it to her attention if there was a discrepancy. Administrative Nurse E stated she 
expected staff not to misappropriate medications.On 07/24/25 at 03:09 PM, CMA R was unavailable for an 
interview.On 07/24/25 at 03:14 PM, CMA S was unavailable for an interview.On 07/24/25 at 03:16 PM, LN G 
stated on 05/26/25 during shift change narcotic count, LN H noticed a narcotic medication card looked 
smashed, so they turned the card around and saw tiny pieces of tape where somebody had popped the 
medication out and replaced it. She stated they notified Administrative Nurse D and Administrative Nurse E 
and they both went to the facility to investigate. LN G stated they checked the narcotic cards and discovered 
the oxycodone tablets were not oxycodone, but they looked like oxycodone. She stated she received 
education on the proper way to count the medications, including flipping the cards over. LN G stated she 
prevented misappropriation of medications by making sure the count was correct and flipping the cards over 
with both people counting.The facility's Abuse, Neglect, and Exploitation Policy and Procedure, dated May 
2023, directed the facility to ensure all residents remained free of physical abuse, emotional abuse, sexual 
abuse, neglectful treatment, exploitation of residents, and misappropriation of funds and resources.The 
facility put the following corrective actions into place prior to the onsite visit with a compliance date of 
07/02/25:The facility drug tested all nurses and CMAs prior to their next shift from 05/26/25 to 05/30/25.The 
facility reported the missing medications to police on 05/26/25.The facility completed narcotic count policy 
education with all nurses and CMAs from 05/26/25 to 05/30/25.The facility replaced and paid for the missing 
medications for R1, R2, R3, and R4 on 05/27/25.The facility suspended and then terminated CMA R on 
05/28/25.The facility completed ANE training with all staff on 07/02/25.This deficient practice was cited at 
past noncompliance. The scope and severity remain a E.
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