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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 atherosclerotic heart disease of native coronary

artery(heart disease) without angina pectoris (chest pain), fibromyalgia (a disorder of pain processing
causing chronic widespread pain), essential (primary) hypertension (high blood pressure), major depressive
disorder, recurrent, unspecified, anxiety disorder unspecified, personal history of pulmonary embolism (a
blood clot in the lung), personal history of malignant neoplasm breast (breast cancer), muscle weakness
generalized, and difficulty in walking not elsewhere classified. Review of Resident #1's physician order dated
10/22/2025 read, Oxycodone-Acetaminophen tablet 10-325 mg (milligram) give one tablet by mouth every
six hours as needed for severe pain 7-10, hold for lethargy. Review of Resident #1's Medication
Administration Record (MAR) for October 2025 documented Oxycodone-Acetaminophen tablet 10-325 mg
was administered on 10/23/2025 at 0821 (8:21 am) for a pain level of 6, on 10/28/2025 at 0818 (8:18 am) for
a pain level of 6, on 10/29/2025 at 11:30 am for a pain level of 6, on 10/30/2025 at 0859 (8:59 am) for a pain
level of 6, on 10/31/2025 at 1557 (3:57 pm) for a pain level of 5, and on 10/31/2025 at 2242 (10:42 pm) for a
pain level of 3. During an interview on 12/16/2025 at 10:30 AM the Director of Nursing (DON) stated, All staff
should follow the physician ordered parameters for pain medications, | see she was administered the
medication outside the parameters. During an interview on 12/16/2025 at 12:20 PM Staff A, Registered
Nurse (RN) stated, | did give her pain medicine outside the parameters. | should have let the doctor know
and gotten another order or the parameters changed. | should have followed the doctors order. Review of the
policy and procedure titled Medication Administration review date of 10/3/2024 read, |. Purpose: This
Department process explains how medications are administered in a skilled nursing facility. Medications are
administered by licensed nurses, who are legally authorized to do so in this state, as ordered by the provider
and following professional standards of practice in a manner to prevent contamination or infection. Ill.
Department process: |. Obtain And record vital signs when applicable or per physician orders. Hold the
medication for those vital signs if they are outside the providers prescribed parameters. P. Controlled
substances are administered per provider orders. Q. Administer medications as ordered following
manufacturer specifications.
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