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F 0697 Provide safe, appropriate pain management for a resident who requires such services.

Level of Harm - Minimal harm 45091
or potential for actual harm
Based on interview, and record review, the facility failed to ensure one of three sampled residents (Resident
Residents Affected - Few 1) received Gabapentin (a medication used to treat nerve pain) as ordered by their physician.

This failure had the potential to cause Resident 1 unnecessary pain.
Findings:

During a review of Resident 1's Admission Record, printed 1/10/25, the record indicated Resident 1 was
admitted to the facility in December 2024 with a diagnosis of Neuralgia (a sharp, shock-like pain that follows
the path of a nerve) and Neuritis (inflammation of the nerves).

During a review of Resident 1's Doctors Order, dated 12/6/24, the Order indicated Resident 1 had a
prescription for Gabapentin Oral Capsule 100 MG . Give 2 capsule by mouth in the evening for Neuropathy
pain. The Order indicated it was Everyday.

During a concurrent interview and record review on 1/10/25, at 2:03 p.m., with Assistant Director of Nursing
(ADON), Resident 1's Progress Notes, dated 12/23/24 and 12/28/24 were reviewed. Resident 1's Progress
Note, dated 12/23/24 indicated Gabapentin . on order. Resident 1's Progress Note, dated 12/28/24, indicated
Gabapentin . on order. ADON stated the Progress Notes indicated Gabapentin was not available on
12/23/24 and 12/28/24. ADON stated the nurse should have notified the doctor and got and a doctor's order
to skip a dose or give the dose late if Gabapentin was not available. ADON stated Resident 1's pain may not
have been controlled if they missed a dose of Gabapentin.

During an interview on 1/10/15, at 3:33 p.m., with Registered Nurse (RN) 1, RN 1 stated Resident 1 missed
their evening doses of Gabapentin on 12/23/24 and 12/28/24 because the medication was not available. RN
1 stated they did not notify the doctor of the missed doses or get a Doctor's Order to skip a dose on either
day.

During a review of the facility's policy and procedure (P&P) titled, Medication - Administration, revised
1/1/2012, the P&P indicated, Medications and treatments will be administered as prescribed to ensure
compliance with dose guidelines. The P&P indicated, Medications will be administered one hour before or
after the scheduled medication administration time.
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