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Hickory Creek at Scottsburg 1100 N Gardner Ave
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F 0755

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

Based on observation, interview and record review, the facility failed to ensure a resident's (Resident B) pain 
medication was available, in a timely manner, for 1 of 3 residents reviewed for pharmacy services.Findings 
include:The clinical record for Resident B was reviewed on 12/4/25 at 9:20 a.m. The resident's diagnoses 
included, but were not limited to, depression and pain. The quarterly MDS (Minimum Data Set) assessment, 
dated 10/7/25, indicated the resident's cognition was intact. The care plan, dated 6/10/23, indicated the 
resident was at risk for pain and staff were to administer the resident's pain medication as ordered. During an 
interview, on 12/3/25 at 6:20 p.m., Resident B was observed with a Fentanyl Duragesic patch (pain patch) to 
her right upper chest with a date of 12/3/25. Resident B indicated she had not had her pain patch for 2 days. 
It was due on 12/1/25 and she had just received it today. The physician's order, dated 10/29/25, indicated 
the resident was to receive a Fentanyl Duragesic patch 12 mcg (micrograms)/hr (hour) every 3 days in the 
morning. The November 2025 medication administration record indicated the resident received the 
medication patch on 11/28/25. The December 2025 medication administration indicated on 12/1/25, the 
resident's pain patch was due. The resident did not receive the medication on 12/1/25 as the drug item was 
marked unavailable. The progress noted, dated 12/2/25, indicated the prescription for the resident's Fentanyl 
Duragesic patches was sent to the pharmacy, the staff were awaiting approval from the pharmacist and the 
medication should be delivered this evening. The clinical record lacked any documentation of physician or 
pharmacy notification prior to 12/2/25, one day after the medication should have been given. During an 
interview, on 12/4/25, the Director of Nursing indicated it was the responsibility of the facility to ensure 
medications were available for the residents. On 12/4/25 at 3:24 p.m., the Executive Director provided a 
current copy of the document titled Medication Shortages/Unavailable Medications dated 8/1/24. It included, 
but was not limited to, Procedure.Upon discovery that Facility had an inadequate supply of a medication to 
administer to a resident, Facility staff should immediately initiate action to obtain the medication from 
Pharmacy. If the medication shortage is discovered at the time of medication administration, Facility staff 
should immediately notify the Pharmacy. 3.1-25(a)
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F 0842

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

Based on interview and record review, the facility failed to ensure a resident's (Resident B) medication 
administration record accurately reflected the administration of as needed narcotic pain medication for 1 of 3 
residents reviewed for medical records.Findings include: The clinical record for Resident B was reviewed on 
12/4/25 at 9:20 a.m. The resident's diagnoses included, but were not limited to, depression and pain. The 
physician's order, dated 10/29/25, indicated the resident was to receive the narcotic pain medication, 
Percocet (oxycodone-acetaminophen) 5-325 mg (milligrams) every 6 hours as needed for pain. Review of 
the October 2025 and November 2025 controlled substance record indicated the resident received the 
medication on the following dates and times:-10/30/25 at 5:10 p.m.-10/30/25 at 11:00 p.m.-10/31/25 at 5:00 a.
m.-10/31/25 at 11:00 a.m.-10/31/25 at 11:00 p.m.-11/01/25 at 5:00 a.m.-11/01/25 at 11:00 a.m.-11/04/25 at 
5:00 p.m.-11/13/25 at 11:00 a.m.-11/20/25 at 11:00 p.m. The October 2025 and November 2025 medication 
administration records lacked documentation of the administration of the as needed narcotic pain medication. 
During an interview, on 12/4/25 at 2:41 p.m., Licensed Practical Nurse (LPN) 5 indicated when a narcotic 
pain medication was administered, both the medication administration record and the controlled substance 
record should be signed by the nurse. On 12/4/25 at 2:24 p.m., the Executive Director provided a current 
copy of the document titled General Dose Preparation and Medication Administration dated 11/15/24. It 
included, but was not limited to, Procedure.Document the administration of controlled substances in 
accordance with applicable law. 3,1-50(a)(2)
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