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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review and interviews, the facility failed to provide treatment and care in accordance
with professional standards of practice for one (#2) of three out of 12 sample residents.Specifically, the
facility failed to notify the provider when Resident #2's pain medication was unavailable to be administered.
Findings include: I. Professional reference According to PharMerica (undated) Missed Medication
Administration retrieved on 2/5/26 from
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https://pharmerica.com/wp-content/uploads/2022/03/DidYouKnow_Missed-Medications.pdf
Suggested steps for potential unavailable meds include: call pharmacy to order medication (faxing is also
recommended for reproducible verification, but call for time sensitive medications); consult pharmacy staff
to determine the appropriate delivery time (next scheduled delivery, STAT, etc); notify pharmacy of pertinent
diagnoses and if any doses have already been missed; document the name of pharmacy staff you spoke to
for your records, as well as keeping any fax confirmations; notify Prescriber of missed dose; and document
in progress note that dose was missed and prescriber was notified (with any further instruction given by
provider)II. Resident #2 A. Resident status Resident #2, age [AGE], was admitted on [DATE]. According to
the February 2026 computerized physician's orders (CPO), diagnoses included protein calorie malnutrition,
contractures (tightening or shortening of tissue around a joint) to the right and left knee, chronic pain
syndrome, generalized osteoarthritis and open wounds to the right and left lower leg. The 1/12/26 minimum
data set (MDS) assessment documented the resident was cognitively intact with a brief interview for mental
status (BIMS) score of 15 out of 15. He was dependent on staff for transfers, toileting, bathing and dressing.
B. Resident interview Resident #2 was interviewed on 2/4/26 at 2:03 p.m. He said he had missed his pain
medication three or four separate times since he moved into the facility. He said when he missed his
immediate release oxycodone, he started to feel increased pain in his legs and withdrawal symptoms that
felt like he was craving the medication. He said he also takes a long acting version of the same medication
so that helped dampen the effects a little bit of missing the medication. He said he was always in pain and
the pain medication helped the pain but did not take it away completely. He said when the facility ran out of
the pain medication, he was told they were waiting on it from the pharmacy. He said he relied heavily on the
staff and if they messed up his medications, he was the one who had to suffer. C. Record review A review of
the February 2026 CPOs included the following orders: -Oxycontin oral tablet extended release (ER) 12
hour abuse-deterrent 20 milligrams (mg), give one tablet by mouth two times a day for pain, ordered
4/28/25-Roxicodone oral tablet 5mg, give two tablets by mouth every four hours for chronic pain, ordered
10/14/25-Oxycodone HCl oral tablet 5mg, give two tablets by mouth every 24 hours as needed for
breakthrough pain 5-10 out of 10, ordered 1/27/26-Monitor the level of pain and document 1-10. The
resident's acceptable pain is 5/10. Use non-pharmacological interventions before the as needed (PRN) pain
medication. Record non-pharmacological interventions in supplementary
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documentation. Document effectiveness. If pain continues, follow the provider's direction which may include
pain medication, every day and evening shift, ordered 10/8/25. A review of the January 2026 medication
administration record (MAR) documented the following: -Roxicodone was not administered a total of four
out of six doses on 1/26/26 and not administered one dose on 1/31/26. These were documented as
other/see nurses notes.-Resident 2's level of pain on 1/26/26 during the 7 a.m. to 7 p.m. shift was
documented as 6/10. This was documented at 6:30 a.m.A review of the nursing progress notes included the
following: -A nursing progress note from 1/26/26 at 3:05 a.m. documented that the Roxicodone oral tablet
5mg was on order and the nurse was unable to access the pyxis (emergency medication system). -A
nursing progress note from 1/26/26 at 6:30 a.m. documented that for the Roxicodone oral tablet 5mg, there
was none on hand and the night shift nurse reported it had been re-ordered. -A nursing progress note from
1/26/26 at 10:07 a.m. documented that the Roxicodone oral tablet 5mg was re-ordered and the nurse was
unable to access the pyxis.-A nursing progress note from 1/26/26 at 11:26 a.m. documented to offer the
resident to get up every day for one hour as tolerated and the residents preferred after lunch in the
afternoon. It documented that the resident refused this due to having no pain medication. -A nursing
progress note from 1/26/26 at 2:17 p.m. documented that the Roxicodone oral tablet 5mg was re-ordered
and the nurse was unable to access the pyxis.-The nursing progress note from 1/31/26 at 5:56 a.m. did not
document the reason the medication was not given to the resident. The pain care plan, revised 6/23/25,
documented that Resident #2 was at risk for pain or discomfort due to wounds and his disease processes.
Interventions included to administer medication as ordered. D. Staff interviews Licensed practical nurse
(LPN) #1 was interviewed on 2/3/26 at approximately 4:32 p.m. She said she re-ordered medications once
they were in the blue zone of the medication card, which was about five to seven doses left. She said she
tore off the label and handed it to the provider to re-order the medication. She said the providers were at
the facility on the weekdays and she was not sure what the nurses did on the weekends or overnight. She
said they tried to take care of all medication ordering during the week. The nursing home administrator
(NHA), director of nursing (DON), and regional clinical resource (RCR) were interviewed together on 2/4/26
at 10:45 a.m. The RCR said the process for re-ordering medications was when there was a seven day
supply of the medication left in the card, ordered through the electronic medical record system or faxed to
the pharmacy. She said the provider then needed to sign a new script for controlled substances and the
pharmacy reached out to the providers for that. The NHA said the pharmacy can do stat (immediate) runs
as needed. The DON and RCR said that if a medication was unavailable, they would expect the nurse to
notify the provider to see if they could substitute it for something they had in stock or put the medication on
hold and document the communication with the provider. The DON and RCR were interviewed on 2/4/26 at
11:58 a.m. The DON said the facility did not stock the oxycodone that Resident #2 had ordered in their
pyxis machine. The RCR said the Roxicodone was ordered on 1/24/26 and filled and delivered to the facility
on 1/26/26. She said the provider did not sign the new script until 1/26/26. LPN #4 was interviewed on
2/4/26 at 11:30 a.m. She said she took care of Resident #2. She said he was always in pain. She said he
had pain in his legs because he had wounds as well as generalized pain. She said she would set a timer on
her phone to make sure she got him his pain medication on time because he had so much pain. She said
he refused non-pharmacological interventions for pain because he did not think they helped. She said
letting him vent to her seemed to help him. Certified nurse aide (CNA) #1 was interviewed on 2/4/26 at
11:40 a.m. He said Resident #2 complained about being in pain often and he told the nurse right away. The
DON and RCR were interviewed again on 2/4/26 at 3:40 p.m. The RCR said they were unsure why the
dose of oxycodone was not administered on 1/31/26 and
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the nurse should have notified the provider and documented the reason it was not administered. The DON
said there was plenty of medication in stock at that administration time.
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