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F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.

Level of Harm - Minimal harm Based on interview and record review, the facility failed to ensure physician ordered medication parameters

or potential for actual harm were followed for adequate indications for use, resulting in the administration of unnecessary medications for
1 of 3 residents, Resident #1 reviewed for unnecessary pain medications.Findings include:Review of

Residents Affected - Few Resident #1's admission record documented diagnosis of fibromyalgia (a disorder of pain processing causing

chronic widespread pain), low back pain, unspecified, unspecified dementia, unspecified severity without
behavioral disturbance, psychotic, mood disturbance and anxiety, insomnia unspecified, essential (primary)
hypertension (high blood pressure), hyperlipidemia unspecified (high cholesterol), migraine, long term use of
opiate analgesic, fracture of one rib, left side, gastroesophageal reflux disease without esophagitis, anxiety
disorder, major depressive disorder, recurrent, mild, unspecified glaucoma and presence of right artificial
shoulder joint. Review of Resident #1's physician order dated 12/9/2025 read, Tramadol HCL tablet 50 mg
(milligram) give 1 tablet by mouth every six hours as needed for moderate and severe pain level 6 to 10.
Review of Resident #1's Medication Administration Record (MAR) for December 2025 documents Tramadol
HCL tablet 50 mg tablet was administered on 12/10/2025 at 2107 (9:07 pm) for a pain level of 5, on
12/12/2025 at 2033 (8:33 pm) for a pain level of 5, on 12/13/2025 at 1937 (7:37 pm) for a pain level of 5, on
12/15/2025 at 2127 (9:27 pm) for a pain level of 5, and on 12/16/2025 at 2008 (8:08 pm) for a pain level of 4.
During an interview on 12/17/2025 at 12:05 PM the Director of Nursing (DON) stated, | would expect all staff
to follow orders for medications, that would include any parameters that the doctor orders. They should not
administer medication outside the parameters written. During a telephone interview on 12/17/2025 at 2:00
PM the Medical Director stated, | believe that all physician orders should be followed as they are written.
Pain medication parameters are tricky sometimes with patients insisting on getting a certain medication.
During a telephone interview on 12/17/2025 at 3:35 PM Staff A, Licensed Practical Nurse (LPN) stated, | did
give her pain medicine outside the parameters if | documented something less than the orders say. | should
have followed the doctor's order. A request for the medication administration policy and procedure and the
following physician order policy and procedure was requested of the Director of Nursing on 12/17/2025 at
entrance and again at 12:05 PM, none were provided by the time of exit.
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