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Residents Affected - Some

Provide pharmaceutical services to meet the needs of each resident and employ or obtain
 the services of a licensed pharmacist.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review the facility failed to maintain a system of accounting for and disposition of all
 controlled medications. This failure affected four of four residents (R1, R2, R3, R4) reviewed for controlled medication in a sample
list of ten residents. Findings include: 1. R1's Progress note documents R1 was admitted   to facility [DATE].
 R1's Controlled Substance Proof of Use documents (20) [MEDICATION NAME] (narcotic) 5 milligram tablets were received by the
facility on [DATE]. R1's Progress note documents R1 expired [DATE]. There is no documentation of disposition of the (17)
 tablets remaining at the time R1 expired. 2. R2's Progress note documents R2 was admitted   to facility [DATE]. R2's
 Controlled Substance Proof of Use documents (5) [MEDICATION NAME] (narcotic) ,[DATE] milligram tablets were received by
the facility on [DATE]. R2's progress note documents R2 was discharged   [DATE]. There is no documentation of disposition of
 the (3) tablets remaining at the time R2 was discharged   . 3. R3's Progress note documents R3 was admitted   to facility
 [DATE]. R3's Controlled Substance Proof of Use documents (15) [MEDICATION NAME] ,[DATE] milligram tablets and (15)
 Clonazapam (benzodiazepine) 1 milligram tablets were received by the facility on [DATE]. R3's progress note documents R3
 was discharged   [DATE]. There is no documentation of disposition of (2) [MEDICATION NAME] tablets and (6) [MEDICATION
 NAME] tablets remaining at the time R3 was discharged   . 4. R4's Progress notes document R4 was admitted   to facility
 [DATE]. R4's Controlled Substance Proof of Use documents 30 Milliliters of [MEDICATION NAME] (narcotic) 20 milligrams per
 milliliter was received by the facility [DATE]. R4's progress notes document R4 expired [DATE]. There is no documentation
 of disposition of the 27.75 milliliters remaining at the time R4 expired. On [DATE] at 11:00AM V2 (Director of Nursing)
 stated, If there is no signature of the nurse destroying or sending home controlled substances with a resident and/or no
 witness signature of destruction or sending home medications with a resident, then there is a problem with the controlled
 substance documentation. The facility's policy Narcotic Count revised [DATE] states, It is the responsibility of the Charge Nurse for
each shift to inventory controlled substances with the off-going shift. It is the responsibility of the Director
 of Nurses to ensure the policy is followed.
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