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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm 46873
or potential for actual harm
Based on clinical record review, staff interview and policy review, the facility failed to administer pain
Residents Affected - Few medication according to physician orders for 1 of 3 residents reviewed for pain assessment (Resident #1).
The facility reported a census of 57.

Findings include:

The Minimum Data Set (MDS) of Resident #1, dated 10/14/24 documented a Brief Interview of Mental Status
(BIMS) score of 9, which indicated moderate cognitive impairment. Further BIMS interviews conducted on
10/21/24 and 10/29/24 revealed a score of 15, indicating cognition intact. The MDS documented diagnoses
that included: arthritis, fracture, anxiety, depression and bipolar disorder. The MDS recorded the resident
experienced pain during the 5-day look back period and received medications for pain both scheduled and
as needed. The MDS recorded the resident as having frequent pain over the 5 day lookback period, and the
pain interfering with participation in therapy frequently.

The Care Plan dated 10/11/24 documented a Focus of Pain related to current diagnosis. The Care Plan
directed staff to anticipate the need for pain relief and respond immediately to any complaints of pain.

The Medication Administration Record (MAR) of Resident #1 for October of 2024 documented the resident
had orders for acetaminophen and ibuprofen (two types of over the counter pain medications) for scheduled
pain medications. The MAR additionally documented two as needed pain medication orders. The MAR
reflected an order for Oxycodone (a narcotic pain medication), 5 mg, give one tablet every four hours as
needed for pain, if pain is rated between 1-5 (on a 00 to 10 pain scale with 10 being the worst pain
imaginable). The MAR reflected a second order for Oxycodone, 5 mg, give two tablets every four hours as
needed for pain if pain is rated between 6-10.

The MAR documented the resident received 12 doses of Oxycodone, 5 mg, one tablet, between 10/11/24
and 10/30/24. Of the 12 doses documented, the resident had rated her pain as a 6 or higher on eight of
those times.

10/11/24 - Rated pain as an 8, received one tablet of Oxycodone

10/12/24 - Rated pain as a 6, received one tablet of Oxycodone

10/17/24 - Rated pain as a 7, received one tablet of Oxycodone
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F 0658 10/26/24 - Rated pain as a 9, received one tablet of Oxycodone

Level of Harm - Minimal harm or 10/27/24 - Rated pain as a 6, received one tablet of Oxycodone
potential for actual harm
10/28/24 - Rated pain as an 8, received one tablet of Oxycodone
Residents Affected - Few
10/29/24 - Rated pain as a 10, received one tablet of Oxycodone

10/30/24 - Rated pain as an 8, received one tablet of Oxycodone

On 12/31/24 at 10:53 am, the Director of Nursing stated if a resident has orders based on pain scale, it is the
expectation that the order that correlates to that pain scale should have been given. Any pain rated higher
than five should have been two pills, not one.

The facility policy Administering Medications, Revision Date April 2019, documented the following:

Point 4 - Medications are administered in accordance with prescriber orders, including any required time
frame.

Point 8 - If a dosage is believed to be inappropriate or excessive for a resident, or a medication has been
identified as having potential adverse consequences for the resident or is suspected of being associated with
adverse consequences, the person preparing or administering the medication will contact the prescriber, the
resident's Attending Physician or the facility's Medical Director to discuss the concerns.

Point 10 - The individual administering the medication checks the label THREE (3) times to verify the right
resident, right medication, right dosage, right time and right method (route) of administration before giving the
medication.
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