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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to prevent medication errors when they failed to
reconcile pain medication orders from the hospital on readmission for Resident (R) 1. Findings
included:- R1 admitted to the facility on [DATE], discharged to the hospital on [DATE], readmitted to
the facility on [DATE], transferred to the hospital on [DATE], returned to the facility on [DATE], and
discharged to the hospital on [DATE]. R1's Electronic Medical Record (EMR) documented diagnoses
of low back pain, secondary malignant neoplasm (tumor) of bone, malignant neoplasm of prostate, and
type 2 diabetes mellitus (DM-when the body cannot use glucose, not enough insulin is made, or the
body cannot respond to the insulin). The admission Minimum Data Set (MDS) dated 03/24/26
documented R1 had a Brief Interview for Mental Status (BIMS) score of 14, which indicated intact
cognition. R1 received scheduled and as needed (PRN) pain medication. R1 complained of occasional
pain with a highest pain rating of four out of 10 in the last five days. The Pain Care Area Assessment
(CAA) dated 03/25/26 documented R1 complained of chronic lower back pain. R1's 04/10/26 Care
Plan documented R1 had chronic pain related to cancer. The plan documented the following
interventions:04/10/26- Staff administered analgesic medications per orders and half an hour before
treatments or care.04/10/26- Staff anticipated R1's need for pain relief and responded immediately to
any complaint of pain.04/10/26- Staff evaluated the effectiveness of pain interventions, reviewed
compliance, alleviation of symptoms, dosing schedules, R1's satisfaction with results, impact on
functional abilities, and impact on cognition.04/10/26- Staff monitored/documented for probable
cause of each pain episode and removed or limited the cause where possible.04/10/26- Staff
monitored/documented for side effects of pain medication.04/10/26- Staff notified R1's physician if
his interventions were unsuccessful or if his current complaint of pain was a significant change from
R1's past experience of pain. R1's EMR revealed the following: An order with a start date of 04/07/26
and a discontinued date of 05/04/26 for oxycodone hydrochloride (HCl) (opioid pain medication) 30
milligrams (mg) every 12 hours for moderate to severe pain. An order with a start date of 04/07/26
and a discontinued date of 05/04/26 for hydromorphone HCl (opioid pain medication), four mg every
three hours as needed for excessive pain related to secondary malignant neoplasm of bone and
malignant neoplasm of prostate. An order with a start date of 04/07/26 and a discontinued date of
05/04/26 for pregabalin (medication used to treat seizures and nerve pain) 250 mg two times a day
for diabetic complications. An order with a start date of 05/04/26 for hydromorphone HCl, six mg
every three hours as needed for excessive, cancer-related pain. Hospital paperwork, printed on
05/04/26 at 09:36 AM, documented R1's medication list had orders for R1 to start. The orders to start
included hydromorphone six mg every six hours as needed for excessive cancer related pain,
oxycodone 20 mg every eight hours for severe chronic pain requiring long-term opioid treatment, and
pregabalin 300 mg twice daily for diabetic complication causing injury to some body nerves. An order
with a start date of 05/04/26 and a discontinued date of 05/08/26 for oxycodone 30 mg every eight
hours as needed for chronic pain. An admission Summary note on 05/04/26 at 04:26 PM documented
R1 arrived at the facility at 02:20 PM and denied pain when asked. The nurse encouraged R1 to
request a pain pill when needed. A Behavior Note on 05/04/26 at 05:13 PM documented R1 asked the
(continued on next page)
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nurse where his medications were, and the nurse educated R1 that his orders were in place and
should arrive soon. R1 yelled at the nurse that he had withdrawals but refused to answer what
symptoms he had when asked. An eMAR [electronic medication administration record]- Medication
Administration Note on 05/04/26 at 06:58 PM documented R1 received hydromorphone HCl six mg for
pain rated at a nine out of 10. A Nurse's Note on 05/05/26 at 04:30 AM documented R1 requested to
be sent to the hospital due to acute pain in his legs, back, and chest with chills and sweat and
withdrawal from hydromorphone. A Nurse's Note on 05/05/26 at 08:07 AM documented the emergency
room (ER) called for report and asked why R1 was in the ER. Staff informed the ER of R1's concerns
of uncontrolled pain and explained to the ER provider what medications R1 received over the night and
that he had medications readily available. The nurse stated to the ER provider that R1 immediately
claimed withdrawal when he admitted but he showed no signs or symptoms and he was not
cooperative with staff to receive proper help. A Nurse's Note on 05/05/26 at 09:05 AM documented
the hospital called to give report that they were sending R1 back with a scheduled order for Dilaudid
(hydromorphone) so R1 could not argue about when he needed it for better pain control. A hospital
After Visit Summary printed 05/05/26 at 09:06 AM documented R1's medications included
hydromorphone six mg every three hours as needed for excessive cancer related pain, oxycodone 20
mg every eight hours for severe chronic pain requiring long-term opioid treatment, and pregabalin 300
mg twice daily for diabetic complication causing injury in some body nerves. A Nurse's Note on
05/05/26 at 09:28 AM documented the hospital called back to report they gave R1 baclofen (muscle
relaxer medication), Lyrica (pregabalin), and Dilaudid for his back pain, and R1 stated he did feel
relief. The nurse asked the ER if they were sending the orders, as the previous report said he was
supposed to start scheduled Dilaudid. The ER nurse reported they could not do that as they just
evaluated R1. The ER nurse asked what pharmacy to send the scheduled order to, and the nurse
asked why the ER could not send the order to the facility, and the ER stated they just do not. The
nurse notified Consultant GG of that information and asked how he wanted to proceed. Consultant GG
instructed the nurse to evaluate R1 when he arrived, then call him. A Nurse's Note on 05/05/26 at
11:03 AM documented R1 arrived via ambulance. R1 asked for something for pain, and staff advised
him that the ER report said he received pain medication prior to the transfer. R1's EMR lacked
evidence the facility reconciled R1's medication list on 05/04/26 or 05/05/26 with hospital orders for
scheduled oxycodone HCl and pregabalin. An order with a start date of 05/08/26 for oxycodone HCl
extended release 20 mg three times a day for pain management. An order with a start date of
05/08/26 for pregabalin 300 mg two times a day related to secondary malignant neoplasm of bone and
sciatica (pain that travels down the sciatic nerve). Review of R1's MAR for 05/04/26 to 05/09/26
revealed R1 received oxycodone 30 mg as needed on 05/04/26 at 08:48 PM; 05/07/26 at 03:24 AM,
02:11 PM, and 11:17 PM; and on 05/08/26 at 12:30 PM. R1 did not receive his scheduled oxycodone
HCl 20 mg every eight hours as prescribed by the hospital from [DATE] on admission to 05/08/26 at
10:00 PM when he received his first dose. R1 did not receive his scheduled pregabalin 300 mg twice
daily as prescribed by the hospital from [DATE] on admission to 05/08/26 at 05:00 PM when he
received his first dose. The MAR documented the following pain levels out of 10: 05/04/26 Night- 10;
05/05/26 Day- 10, 05/05/26 Night- 10; 05/06/26 Day- seven, 05/06/26 Night- seven; 05/07/26 Day-
eight, 05/07/26 Night- eight; 05/08/26 Day- 10, 05/08/26 Night- eight. R1's EMR lacked
documentation as to why the oxycodone HCl 20 mg every eight hours and pregabalin 300 mg twice
daily orders were not reconciled or started as ordered by the hospital. On 05/26/26 at 02:38 PM,
Licensed Nurse (LN) G stated she remembered when R1 came back from the hospital, and there were
two staff working on his admission. She stated she knew they were verifying all of his narcotic
medications with the doctor. LN G stated when a resident admitted , an admission packet came in,
and the floor nurse or Administrative Nurse E received it then reviewed it with the provider. On
05/26/26 at 02:43 PM, Administrative Nurse E stated when a resident returned from the hospital, she
went through the resident's orders and checked the orders from the hospital to make sure they were
(continued on next page)
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accurate. She stated R1's oxycodone 20 mg should have been scheduled and she went through the
orders with his palliative care team on 05/07/26 to make sure the orders matched what they had.
Administrative Nurse E stated R1's oxycodone was changed to be scheduled after that because it had
been PRN in the system. She stated usually within 24 hours of admission, the clinical team went over
the admissions and they should have caught the discrepancy in R1's orders that next day. She stated
she could not think of a reason why it did not get caught. Administrative Nurse E verified R1 missed
four days of Lyrica, and he did not receive scheduled oxycodone, but he did have PRN oxycodone
available if he asked. On 05/26/26 at 04:00 PM, Administrative Nurse D stated the lack of
reconciliation of R1's scheduled oxycodone HCl 20 mg every eight hours and pregabalin 300 mg twice
daily orders prescribed by the hospital were medication errors. She stated she talked to the
Administrative Nurse F and Administrative Nurse E, and Administrative Nurse F stated she reviewed
R1's hospital orders on 05/08/26 and discovered his oxycodone and pregabalin were not reconciled.
Administrative Nurse D stated she educated Administrative Nurse F that it was a medication error and
stated Administrative Nurse F should have notified Administrative Nurse D on 05/08/26. She stated
the process at the time of R1's readmission to the facility was the nurse put the medications in and
Administrative Nurse E completed the reconciliation but now the facility had an admissions nurse,
Administrative Nurse F, who went over the medications with Administrative Nurse E. Administrative
Nurse D stated she expected R1's medications to match the hospital orders and if there were any
changes then the nurse should document as to why. The facility's Reconciliation of Medications on
Admission policy, last revised July 2017, directed staff reviewed the medication list carefully to
determine if there were any discrepancies or conflicts. If there were discrepancies or conflicts, the
facility determined the most appropriate action to resolve the discrepancy such as contacting the
referring facility, contacting the physician from the referring facility, contacting the resident's primary
care physician in the community, contacting the admitting or attending physician, or discussing it with
the resident or their family. The facility's Adverse Consequences and Medication Errors policy, last
revised June 2025, directed a medication error included omission where a drug was ordered but not
administered. When a resident received a new medication order, the facility reviewed the following:
the dose, route of administration, duration, and monitoring consistent with current clinical practice;
the written diagnosis supported the use of the medication; and documentation of the clinical rationale
for using the medication if prescribed outside the accepted standard of practice.
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