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Provide safe, appropriate pain management for a resident who requires such services.
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F 0697

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, staff and resident interview, along with policy and procedures, the facility 
failed to treat and manage pain, for 1 out of 3 resident reviewed (Resident #1) Resident #1 ran out of pain 
medication on 8/13/25-8/18/25, for which resulted in the resident being sent out to the local Emergency 
Department on 8/16/25 and 8/17/25 for pain medications. The facility reported a census of 99 residents.
Findings include:The Minimum Data Set (MDS) assessment dated [DATE], documented Resident #1 with a 
Brief Interview For Mental Status (BIMS) score of 15 for which indicated no cognitive impairment. The MDS 
documented the resident with diagnosis for which included Peripheral Vascular Disease (a circulatory 
condition in which narrowed blood vessels reduce blood flow to the limbs), Diabetes Mellitus (a condition in 
which the body has trouble controlling blood sugar and using it for energy), absence of left leg above the 
knee and back pain. The MDS documented a scheduled pain medication regimen with an opioid (a class of 
drugs that reduce moderate to severe pain by binding to receptors on nerve cells in the brain and body) 
given every day in the 7 day look back period. The MDS documented the resident required dependence with 
showering/bathing, personal/ toileting hygiene and dressing and a wheelchair used for mobility.The Plan of 
Care dated of 7/31/25, documented I am on pain medication therapy and Oxycodone (opioid pain medication 
used to treat moderate to moderately severe pain related to disease process. Interventions include, 
administer medications as ordered by physician. Monitor/document side effects and effectiveness every shift. 
Ask physician to review medication if side effects persist. Monitor/document/report adverse reactions to pain 
therapy: altered mental status, anxiety, constipation, depression, dizziness, lack of appetite, nausea, 
vomiting, pruritus (itching), respiratory distress/decreased respirations.The Discharge Summary Report 
dated 7/30/25 at 10:44 a.m., documented, patient discharge/transferred to a Skilled Nursing Facility. 
Diagnosis include; status post above knee amputation of left leg, peripheral vascular disease and 
generalized weakness. Medications include, Oxycontin 10 mg every 12 hours scheduled. The Internal 
Medicine Progress Notes dated 8/5/25, documented, Resident is seen today for a Skilled Care Admission. 
He reports pain 9/10 to left above-knee amputation site. Complex regional pain syndrome (chronic arm or leg 
pain developing after injury, surgery, stroke or heart attack, may involve abnormal inflammation or nerve 
dysfunction). Followed by pain clinic. No medication changes.The Internal Medicine Progress Notes dated 
8/8/25, documented, His only complaint is of on-going pain. He notes pain in his left leg following the 
amputation. He also has pain in his right leg. He has a history of chronic pain. A review of systems is 
attempted with the patient. One point that the patient is most insistent on is one of chronic pain. He notes 
pain particularly from his left leg after the amputation, but also has pain in his right leg and other areas. He 
would like to have his pain medications given routinely at exactly 8 hour intervals. He believes with his 
anxiety, that antianxiety medications should be given with his pain medications to smooth things out'. No 
medication changes.The Internal Medicine Progress Notes dated 8/12/25, documented, Oxycontin 10 mg, 
one tablet every 12 hours for pain. Patient is rating pain 5/10 to left stump that is improved from last week, 
usually rating 9/10. Pain appears to managed. Continue with oxycontin 10 mg every 12 hours.The 
Medication Administration Note dated 8/13/25 at 9:26 a.m., reflected, oxycontin oral tablet, 10 mg every 12 
hours, medication not available and waiting for script from the primary care provider.The Medication 
Administration Note dated 8/14/25 at 11:57 a.m., reflected, Oxycontin 10 mg oral tablet to be administered 
every 12 hours, medication not available. Awaiting script from Medical Doctor.The Social Services Note 
dated 8/14/25 at 3:23 p.m., documented, Resident reported that he was in pain and that he wanted his pain 
medications. Resident informed by nurse prior that he did not have any and that he needed to call the doctor 
to get more. The Internal Medicine Progress Notes with an encounter dated 8/14/25, documented, Patient is 
seen for follow-up from the nursing home. The patient primary complaint continues to be of pain. He notes in 
particular pain from his left leg after the above-knee amputation. He request stronger pain medications. He 
does note a history of anxiety. He notes that he is frequently using his call button at the nursing home 
because he is frequently lonely. He demonstrated mild confusion. He continues to have quite a bit of pain 
from the left leg as phantom pain. He insists on his need for stronger and more frequent pain medications. 
Will increase his antianxiety medications. Monitor things subsequently. They can call with problems.The 
Nurses Note dated 8/14/25 at 4:40 p.m., documented, Resident returned to the facility from Doctors 
appointment. No new orders for pain medication. A call made to orthopedic surgeon. Orthopedic surgeon 
deferred all pain medication orders to primary care provider. A facsimile sent to primary care provider asking 
for pain medication for resident. The Medication Administration Note dated 8/14/25 at 8:11 p.m., reflected 
that oxycontin oral medication 10 mg, to be given for pain every 12 hours, medication not available.The 
Nurses Note dated 8/14/25 at 8:30 p.m., documented, Resident angry at staff for not having his pain 
medication. Explained to resident that we do not have any here, that he does not have a prescription for any 
pain medications. That his primary care provider was notified of his request. The Medication Administration 
Note dated 8/15/25 at 10:22 a.m., reflected that oxycontin 10 mg, to give every 12 hours, medication not 
available, no script from the primary care provider.The Medication Administration Note dated 8/15/25 at 7:49 
p.m., reflected that oxycontin 10 mg, to give every 12 hours, medication not available.The Medication 
Administration Note dated 8/16/25 at 12:17 p.m., reflected that oxycontin 10 mg, to give every 12 hours, 
medication on order.The Transfer to Hospital Summary Note dated 8/16/25 at 7:49 p.m., documented, 
Resident complaining of pain, as a 10/10. Resident visually upset, tossing around in bed, unable to get 
comfortable. Resident requested to be sent out to the Emergency Department (ED) for further evaluation and 
treatment. The Hospital Transfer form dated 8/16/25 at 9:08 p.m., documented, primary reason for transfer: 
Pain (uncontrolled).The Emergency Department Provider Notes dated 8/16/25 at 9:18 p.m., documented, 
Resident came for request of pain medication refill due to chronic renal pain syndrome (persistent, long-term 
kidney pain, for which presents as a dull ache in the upper back under the ribs, and can be on one or both 
sides). Resident takes Oxycontin 10 milligrams (mg) every 6 hours. He reports that he has pain to left leg, 
ongoing since surgery. This pain causes an increase in his baseline anxiety. I am just here for my 
medications. The long-term care facility is out of both medications. It sounds like prescriptions have been 
called into the pharmacy but they have yet to be delivered to the facility. Medications given as requested. 
One tab of each is sent to long-term facility with patient, refills should be available to patient as of tomorrow. 
Patient is discharged in stable condition.The Health Status Note dated 8/16/25 at 10:33 p.m., documented, 
Resident returned to facility via ambulance. Resident evaluated in the ED, no concerns at this time. While in 
ED, oxycontin given at 9:51 p.m. One dose of oxycontin sent back with resident to facility to help mitigate 
pain. The Nurses Note dated 8/17/25 at 7:19 p.m., documented, Resident initiated 911 call due to pain 
medication being unavailable in house at this time. Resident engaging in angry outburst with staff and 
reports pain as a 10/10. Resident transferred to the ED.The Hospital Transfer form dated 8/17/25 at 7:22 p.m.
, documented, reason for transfer, Pain (uncontrolled).The Emergency Department Provider Notes dated 
8/17/25 at 7:33 p.m., documented, Patient arrived per ambulance. Patient with left leg pain. Patient is post 
amputation. Patient states I was here yesterday and got a script for pain medications but it never got filled. 
Patient states It's been at least 8 hours since I had my last pain pill. Encounter for chronic pain management. 
Oxycodone 10 mg given. Patient discharged in stable condition back to the long-term care facility.The 
Medication Administration Note dated 8/18/25 at 10:02 a.m., reflected, oxycontin 10 mg pain medication to 
be delivered from pharmacy.A facsimile dated 8/19/25, to the primary care provider, with no time, 
documented, Resident was sent to the emergency room on 8/16 and 8/17 for pain management. Resident 
complaining of pain, reporting pain as a 10/10. Resident visually upset, tossing around in bed, unable to get 
comfortable. Resident requested to be sent out to Emergency Department for further evaluation and 
treatment. Resident initiated 911 call due to pain medication being unavailable in house this time. Resident 
engaging in angry outbursts with staff and reports pain as 10/10. Observation on 9/16/25 at 8:30 a.m., 
Resident #1 sitting in wheelchair in their room. Call light with in reach. Resident appeared to be dressed 
appropriately. Interview on 9/16/25 at 8:30 a.m., Resident #1 explained that he had to call 911 to take him to 
the ED for his uncontrolled pain in his left leg. Resident stated that the facility did not have any oxycontin 
medication to give him from 8/13/25 until 8/18/25. Resident stated that his pain was a 10/10 and unbearable.
Interview on 9/16/25 at 2:40 p.m., Staff D, Registered Nurse (RN) stated that the expectation of the nurses 
are to notify the primary care provider of any medications that are not available and to call the primary care 
provider every day until a prescription is obtained. The Pain-Clinical Protocol dated 10/22, instructed that, if 
the physician determines that opioid medication is an appropriate option for managing acute (or in some 
cases chronic) pain in the resident, the lowest possible effective dose is prescribed for the shortest time 
possible with ongoing staff monitoring for effectiveness and adverse effects. If pain has not been adequately 
controlled, the multidisciplinary team, including the physician, shall reconsider approaches and make 
adjustments as indicated. Contact the prescriber immediately if the resident's pain or medication side effects 
are not adequately controlled.
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potential for actual harm
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interview, facility policy and procedure the facility failed to reconcile 
narcotic/controlled substance counts at the beginning and ending of every shift for one of three residents 
reviewed (Resident #2) for which resulted in a narcotic cassette missing. The facility census was 99 
residents. Findings include:1. The Minimum Data Set (MDS) assessment dated [DATE], documented 
Resident #2 with a Brief Interview For Mental Status (BIMS) score of 15 for which indicated no cognitive 
impairment. The MDS documented the resident with diagnosis for which included heart failure, Peripheral 
Vascular Disease (a circulatory condition in which narrowed blood vessels reduce blood flow to the limbs), 
Diabetes Mellitus (a condition in which the body has trouble controlling blood sugar and using it for energy), 
sepsis (a life-threatening complication of an infection) and chronic pain. The MDS documented a scheduled 
pain medication regimen with an opioid (a class of drugs that reduce moderate to severe pain by binding to 
receptors on nerve cells in the brain and body) given every day in the 7 day look back period. The MDS 
documented the resident required partial to moderate assistance with showering/bathing and dependent with 
toileting hygiene and dressing.The Plan of Care dated of 8/27/25, documented I am on pain medication 
therapy and received Tramadol (opioid pain medication used to treat moderate to moderately severe pain. 
Related to disease process of Osteomyelitis (inflammation of bone caused by infection, generally in the legs, 
arm, or spine) Interventions include:*Administer medications as ordered by physician. *Monitor/document 
side effects and effectiveness every shift.*Ask physician to review medication if side effects persist.
*Monitor/document/report adverse reactions to pain therapy: altered mental status, anxiety, constipation, 
depression, dizziness, lack of appetite, nausea, vomiting, pruritus (itching), respiratory distress/decreased 
respirations.The Nurses Notes dated 8/29/25 at 9:23 a.m., late entry: Resident admitted around 11:55 a.m., 
on 8/26/25. Orders faxed to pharmacy. Resident complained level 4-8 pain to right heel and coccyx. Orders 
for oxycodone/Tylenol and Tramadol. At approximately 3:00-3:45 p.m., emergency medication removed for 
Emergency Box storage room and opened on counter at nurses' station. First large (tackle box) opened and 
medication was not in that box, box returned to medication room Second black box opened at nurses' station 
and oxycodone/Tylenol not in the inventory. Tramadol 50 milligram was in the box in a red cassette. One 
Tramadol removed and placed in a medicine cup. Red cassette returned to black box and black box put in 
medication room per facility guidelines. No extra lock tags where available in black box. RN (Registered 
Nurse) was sitting in front of this nurse when the above took place. Faxed a copy of the forms with the 
Tramadol that was removed and resident name and provider to pharmacy per facility guidelines. Interview on 
9/16/25 at 1:30 p.m., Staff A, RN, confirmed and verified that a narcotic count was not completed prior to 
staff coming and going off of their shifts and that it is expected for staff to follow the facility policy and 
procedure for counting of narcotics.Interview on 9/16/25 at 3:30 p.m., Staff B, RN, confirmed and verified that 
a narcotic count was not completed prior to coming on and going off the shift with the resident narcotic count 
sheet, and it is the expectation of the nursing staff to count the narcotics per facility policy and procedure.
Interview on 9/16/2 at 5:00 p.m., Staff C, LPN (Licensed Practical Nurse) confirmed and verified that no 
narcotic count was done prior to keys being exchanged between staff and that it is the expectation of the 
nurses to follow the facility policy and procedure for counting narcotics before coming on to your shift and 
prior to leaving your shift.Interview on 9/16/25 at 1:30 p.m., Staff D, RN confirmed and verified that the 
nurses are expected to count narcotics prior to coming and going off their shifts and it is the expectation of 
the nurses to follow the facility policy and procedures for counting narcotics.The Controlled Substances 
policy and procedure dated 4/2019, explained that the facility shall comply with all laws, regulations, and 
other requirements related to handling, storage, disposal and documentation of controlled substances.Policy 
Interpretation and Implementation: Controlled medications are counted at the end of each shift. The nurse 
coming on duty and the nurse going off duty determine the count together. Any discrepancies in the 
controlled substance count are documented and reported to the director of nursing services immediately.
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