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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40689

The facility reported a census of 83 residents. The sample included three residents reviewed for 
pain-controlled substance medication. Based on observation, interview, and record review, the facility failed 
to prevent a medication error when Licensed Nurse (LN) I failed to document in Resident (R)1's Electronic 
Health Records (EHR). On 02/28/24 at 06:00 AM, LN I administered oxycodone (opioids [narcotic 
analgesics]), five milligram (MG) tablet, as an as needed (PRN) pain medication. On 02/28/24 at 08:00 AM, 
two hours later, LN H administered R1's scheduled oxycodone, which was to be administered one hour prior 
to leaving for dialysis (a blood purifying treatment given when kidney function in not optimum), for pain. The 
facility failed to ensure no use of as needed (PRN) administered within a six-hour time frame of the 
scheduled doses, as ordered by the physician. This failure caused R1 to receive two doses of oxycodone, 
five mg, two hours apart.

Findings Included:

- The signed Physician Order Sheet (POS) for R1, dated 02/28/24, documented R1 admitted to the facility on 
[DATE], with the following diagnoses that included pneumonia (inflammation of the lungs) and pain.

The Admission Minimum Data Set, dated dated [DATE], documented the resident had a Brief Interview of 
Mental Status of eight, that indicated moderately impaired cognition. 

The residents Pain Care Plan dated 02/22/24, guided staff that resident rated his pain on a scale of four out 
of 10. 

The Physician's Orders included Oxycodone, five milligrams (mg), one tablet, by mouth, every Monday, 
Wednesday, and Friday, one hour prior to leaving for dialysis and as needed (PRN) every six hours as 
needed for pain. Ensure no use of as needed script within six-hour time frame of the scheduled doses, dated 
02/23/24. 

Review of the Controlled Drug Receipt/Record/ Disposition Form, revealed on 02/28/24 at 06:00 AM, 
Licensed Nurse (LN) I signed out for R1's Oxycodone, five milligrams. At 08:00 AM, LN H signed out for R1's 
Oxycodone.

Review of the Medication Administration Record (MAR) on 02/28/24, revealed the MAR lacked 
documentation of the Oxycodone at 06:00 AM medication. 

(continued on next page)
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On 02/28/24, at 05:56 AM, the progress notes revealed R1 refused cares but allowed the nurse to administer 
his medications.

On 3/07/24 at 11:41 AM, Licensed Nurse (LN) I reported R1 requested to take his pain medication early. LN I 
reported that she administered his as needed oxycodone and verified she did not document the 
administration in the MAR. She reported that she did log it on the controlled substance control log. 

On 03/07/24 at 03:13 PM, Administrative Nurse D reported staff should document the date, time, and staff 
initials on the bubble pack of medication, check the control substance log and EHR. Administrative Nurse D 
stated staff should not have a medication error if nursing staff were following the correct way to administer 
medications.

The facility's Medication Administration Policy, revised 12/2021, documented that the individual administering 
must verify three times to verify the right resident, right medication, right dosage, right time, and right method 
(route) of administration before giving the medication. The individual administering the medication is to 
document on the Medication Administration Record after giving each medication and before administering 
the next one. 

The facility failed to prevent a medication error when Licensed Nurse (LN) I failed to document in Resident 
(R)1's Electronic Health Records (EHR). On 02/28/24 at 06:00 AM, LN I administered oxycodone (opioids 
[narcotic analgesics]), five milligram (MG) tablet, as an as needed (PRN) pain medication. On 02/28/24 at 
08:00 AM, two hours later, LN H administered R1's scheduled oxycodone, which was to be administered one 
hour prior to leaving for dialysis (a blood purifying treatment given when kidney function in not optimum), for 
pain. The facility failed to ensure no use of as needed (PRN) administered within a six-hour time frame of the 
scheduled doses, as ordered by the physician. This failure caused R1 to receive two doses of oxycodone, 
five mg, two hours apart.
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