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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake #2682078.Based on observation, interview, and record review, the facility failed to follow 
professional standards of practice by following up on physician ordered medication that wasn't available in 1 
resident (Resident #3) of 3 residents reviewed for medication management, resulting in physician ordered 
pain medication not being administered and resident having uncontrolled pain and unmet needs.Findings 
include: Resident # 3 (R3)Review of the admission Record and Minimum Data Set (MDS) dated [DATE] 
revealed R3 admitted to the facility on [DATE] with pertinent diagnoses including chronic pain, obesity, 
depression and osteoarthritis left hip (degenerative joint disease where joint cartilage breaks down causing 
bones to rub, leading to pain in the groin, buttocks and outer thigh; stiffness, swelling and reduced 
movement). Brief Interview for Mental Status (BIMS) reflected a score of 15 out of 15 which indicated R3 was 
cognitively intact (13 to 15 cognitively intact).Review of the Fundamentals of Nursing revealed, The health 
care provider (physician or advanced practice nurse) is responsible for directing medical treatment. Nurses 
follow health care providers' orders unless they believe that the orders are in error, violate agency policy, or 
are harmful to the patient. [NAME], [NAME] A.; [NAME], [NAME] Griffin; Stockert, [NAME]; Hall, [NAME]. 
Fundamentals of Nursing - E-Book (Kindle Locations 20717-20719). Elsevier Health Sciences. Kindle Edition.
During an observation and interview on 12/8/2025 at 10:33 AM, R3 was sitting in his wheelchair in his room 
and reported he was feeling better today. R3 stated that he went at least 9 days without his Norco pain 
medication that the physician ordered. R3 said the nurses were aware of his Norco not coming in and they 
kept telling him that the pharmacy had not shipped it yet. R3 reported that he received Ibuprofen and Tylenol 
but he was still in lots of pain, so the physician ordered Norco. R3 said that his previous physician said that 
the pain R3 described was worse than a lady in labor and R3 rated his pain during the time without Norco as 
a 10/10. R3 said that he was finally able to get his Norco on 12/4/2025 after the Ombudsman came to the 
facility and talked to Nursing Home Administrator (NHA) A and Director of Nursing (DON) B.Review of R3's 
physician orders revealed Hydrocodone-Acetaminophen Tablet (Norco) 5-325 MG (milligrams), Give 1 tablet 
enterally (orally) two times a day for pain management. Start date 12/4/2025. This dose was different than 
the recommended Norco from the progress note completed by MD S on 12/4/2025 which indicated Norco 7.
5/325 (mg) Bid (2 times a day) #60 (60 pills).Prior to the above order, R3's physician order was 
Hydrocodone-Acetaminophen Tablet 5-325 MG, Give 1 tablet enterally one time a day for pain management. 
Start date 11/22/2025, discontinued 12/4/2025. Review of R3's progress note completed by Medical Director 
(MD) S on 12/4/2025 revealed . Medical Decision Summary: The patient was evaluated today for phalangeal 
(finger) joint pain without additional acute (condition starts suddenly) findings. He remains on prescribed 
medications and reports no systemic symptoms. His history includes.osteoarthritis. chronic pain.joint 
discomfort appears musculoskeletal (muscles, bones, tendons, ligaments, joints and cartilage) and may 
represent progression of osteoarthritis or overuse. Supportive care with pain control and monitoring was 
advised.Plan: Norco 7.5/325 (mg) Bid (2 times a day) #60 (60 pills). Review of R3's progress note completed 
by the Nurse Practitioner (NP) on 11/21/2025 revealed . Assessment: The patient is evaluated for severe hip 
pain, with no acute findings on exam. Pain appears consistent with known unilateral (1 side) hip 
osteoarthritis, compounded by morbid obesity, chronic weakness, and limited mobility (movement). 
maintaining adequate pain control is essential to preserve function and prevent further decline. Continued 
monitoring is recommended due to his complex medical history, including mobility impairment and multiple 
chronic conditions. Plan: Norco 5/325 mg daily. Ensure proper administration of prescribed medication.
Review of R3's progress note dated 11/23/2025 revealed Hydrocodone-Acetaminophen Tablet 5-325 MG. 
Give 1 tablet enterally one time a day for pain management. Awaiting supply.Review of R3's progress note 
dated 11/24/2025 revealed Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time 
a day for pain management. Awaiting order on supply.Review of R3's progress note dated 11/30/2025 
revealed Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time a day for pain 
management. Pharmacy states there is no script; Awaiting response.Review of R3's progress note dated 
12/1/2025 revealed Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time a day 
for pain management. On order awaiting supply.Review of R3's progress note dated 12/2/2025 revealed 
Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time a day for pain management. 
Await (awaiting) pharmacy. This medication was not given. Review of R3's November and December 
Medication Administration Record (MAR) revealed hydrocodone-acetaminophen (Norco) tablet 5-325 mg. 
Give 1 tablet enterally one time a day for pain management (started on 11/22/2025) with a d/c (stop) date of 
12/4/2025. From 11/22/2025 through 12/2/2025, the pain level assessment was not completed, and Norco 
was not given per the codes on the MAR. R3 missed 11 doses of Norco in 11 days. During an interview on 
12/9/2025 at 7:31 AM, Registered Nurse (RN) E stated that sometimes medications don't come in right away 
and it can take 3 or more days to get it at the facility. RN E said that it took a long time for R3 to get his 
Norco, but she wasn't sure why. RN E said she thought NHA A and DON B were aware of the medication 
issues. During an interview on 12/8/2025 at 3:45 PM, Licensed Practical Nurse (LPN) I stated that issues 
regarding getting resident's medications happens more than it should. LPN I said she thought NHA A and 
DON B were aware of these issues. During an interview on 12/10/2025 at 12:50 PM, LPN D stated that if 
pain medication was ordered for a resident and if it wasn't effective or if a script was needed, she would call 
the physician (MD S). LPN D said the nurses worked on getting R3's Norco script but wasn't sure if 
management was aware of this. During an interview on 12/10/2025 at 12:58 PM, LPN Z stated that if pain 
medication was ordered for a resident and if it wasn't effective or if a script was needed, he would call the 
physician.During an interview on 12/9/2025 at 3:30 PM, DON B and Regional Nurse Consultant (RNC) R 
stated that the facility has a backup system for most medications, and the pharmacy can open it remotely. 
DON B stated that she wasn't aware of R3 not getting his Norco for 11 days. When showing RNC R the 
Medication Administration Record (MAR) for November 2025 and December 2025, she nodded in agreement 
that R3 did not receive the ordered Norco from 11/22/2025 to 12/2/2025. DON B said she would look into 
what happened and get back to this surveyor. During an interview on 12/10/2025 at 9:25 AM, DON B stated 
that the pharmacy didn't get the script for Norco when the NP saw R3 on 11/21/2025 and ordered it. DON B 
said there was difficulty getting MD S into the facility to write the script due to the Thanksgiving holiday. DON 
B reported that the NP and MD S did not make it into the facility from 11/22/2025 until MD S saw the resident 
on 12/4/2025. DON B also said that there wasn't backup Norco in the Cubix at the time. During an interview 
on 12/10/2025 at 12:29 PM, MD S stated that he knew about R3's pain and didn't remember what happened 
with the script for Norco. He stated that he could send the script electronically if he wasn't in the building. MD 
S stated the NP saw R3 on 11/21/2025 and he saw R3 on 12/4/2025. MD S said on 12/4/2025 when he saw 
R3 he said he was in pain but R3 or staff didn't mention that they were unable to get the Norco that the NP 
ordered on 11/21/2025 so he increased the Norco. MD S reported that he looks at the MAR when a resident 
complains of pain from 1 visit to the next but on 12/4/2025 he didn't look at it. During an interview on 
12/10/2025 at 1:02 PM, NHA A and DON B stated that they weren't aware that R3 wasn't getting his Norco 
until 12/4/2025 when the ombudsman came into the facility. DON B stated that the nurses call the physician 
when they need a script and MD S kept saying he was coming into the facility, but he didn't come in until 
12/4/2025. DON B said that the nurses should let her know when they have an issue with getting a script or 
getting medications from the pharmacy. Review of the Nursing Administration Policy with an adopted date of 
7/11/2018 revealed . Policy: It is the policy of this facility to provide an environment and programs that assist 
each resident to attain or maintain the residence's highest practicable physical, mental and psychosocial 
well-being. Residents are provided and receive the care and services needed according to established 
practice guidelines.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake #2682078.Based on observation, interview, and record review, the facility failed to ensure 
that 1 resident (Resident #3) received physician ordered pain medication for effective pain management in 1 
of 3 residents reviewed for medication management resulting in uncontrolled pain for 11 days and unmet 
needs.Findings include: Resident # 3 (R3) Review of the admission Record and Minimum Data Set (MDS) 
dated [DATE] revealed R3 admitted to the facility on [DATE] with pertinent diagnoses including chronic pain, 
obesity, depression and osteoarthritis left hip (degenerative joint disease where joint cartilage breaks down 
causing bones to rub, leading to pain in the groin, buttocks and outer thigh, stiffness, swelling and reduced 
movement). Brief Interview for Mental Status (BIMS) reflected a score of 15 out of 15 which indicated R3 was 
cognitively intact (13 to 15 cognitively intact). During an observation and interview on 12/8/2025 at 10:33 AM, 
R3 was sitting in his wheelchair in his room and was very pleasant saying he was feeling better today. R3 
stated that he went at least 9 days without his Norco pain medication that the physician ordered. R3 said the 
nurses were aware of his Norco not coming in and they kept telling him that the pharmacy had not shipped it 
yet. R3 stated that he received Ibuprofen and Tylenol, but he was still in a lot of pain, so the physician 
ordered Norco. R3 reported that his previous physician said that the pain R3 described was worse than a 
lady in labor and R3 rated his pain during the time without Norco as a 10/10. R3 said that he was finally able 
to get his Norco on 12/4/2025 after the Ombudsman came to the facility and talked to Nursing Home 
Administrator (NHA) A and Director of Nursing (DON) B. Review of R3's physician orders revealed 
Hydrocodone-Acetaminophen Tablet (Norco) 5-325 MG (milligrams), Give 1 tablet enterally (orally) two times 
a day for pain management. Start date 12/4/2025. This dose was different than the recommended Norco 
from the progress note completed by MD S on 12/4/2025 which indicated Norco 7.5/325 (mg) Bid (2 times a 
day) #60 (60 pills). Prior to the above order, R3's physician order was Hydrocodone-Acetaminophen Tablet 
5-325 MG, Give 1 tablet enterally one time a day for pain management. Start date 11/22/2025, discontinued 
12/4/2025. Review of R3's physician orders also revealed he received Tylenol Extra Strength Oral Tablet 
500 MG (Acetaminophen) every 8 hours as needed for pain and Ibuprofen Oral Tablet 600 MG (Ibuprofen), 
Give 1 tablet by mouth every 12 hours as needed for pain. Review of R3's hospital notes prior to admission 
on [DATE] revealed He (R3) has severe left hip osteoarthritis, diagnosed in April.He reports significant pain, 
stating ‘I could barely move or walk due to pain.'. Review of R3's care plan revealed Resident has 
acute/chronic pain r/t (related to) hip needing to be replaced.date initiated 10/17/2025.Interventions: 
Administer analgesia per physician orders. Refer to physician orders and medication administration records 
for current meds. Date initiated 10/17/2025.Evaluate the effectiveness of pain interventions. Review for 
compliance, alleviating symptoms, dosing schedules and resident satisfaction with results, impact on 
functional ability and impact on cognition. If issues report to MD. Date initiated 10/17/2025.Notify physician if 
interventions are unsuccessful or if current complaint is a significant change from resident's past experience 
of pain. Date initiated 10/17/2025. Review of R3's progress note completed by Medical Director (MD) S on 
12/4/2025 revealed . Medical Decision Summary: The patient was evaluated today for phalangeal (finger) 
joint pain without additional acute (condition starts suddenly) findings. He remains on prescribed medications 
and reports no systemic symptoms. His history includes.osteoarthritis. chronic pain.joint discomfort appears 
musculoskeletal (muscles, bones, tendons, ligaments, joints and cartilage) and may represent progression of 
osteoarthritis or overuse. Supportive care with pain control and monitoring was advised.Plan: Norco 7.5/325 
(mg) Bid (2 times a day) #60 (60 pills). Review of R3's progress note completed by the Nurse Practitioner 
(NP) on 11/21/2025 revealed . Assessment: The patient is evaluated for severe hip pain, with no acute 
findings on exam. Pain appears consistent with known unilateral (1 side) hip osteoarthritis, compounded by 
morbid obesity, chronic weakness, and limited mobility (movement). maintaining adequate pain control is 
essential to preserve function and prevent further decline. Continued monitoring is recommended due to his 
complex medical history, including mobility impairment and multiple chronic conditions. Plan: Norco 5/325 
mg daily. Ensure proper administration of prescribed medication. Review of R3's progress note dated 
11/23/2025 revealed Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time a day 
for pain management. Awaiting supply. Review of R3's progress note dated 11/24/2025 revealed 
Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time a day for pain management. 
Awaiting order on supply. Review of R3's progress note dated 11/30/2025 revealed 
Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time a day for pain management. 
Pharmacy states there is no script; Awaiting response. Review of R3's progress note dated 12/1/2025 
revealed Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time a day for pain 
management. On order awaiting supply. Review of R3's progress note dated 12/2/2025 revealed 
Hydrocodone-Acetaminophen Tablet 5-325 MG. Give 1 tablet enterally one time a day for pain management. 
Await (awaiting) pharmacy. This medication was not given to R3. Review of R3's November and December 
Medication Administration Record (MAR) revealed hydrocodone-acetaminophen (Norco) tablet 5-325 mg. 
Give 1 tablet enterally one time a day for pain management (started on 11/22/2025) with a d/c (stop) date of 
12/4/2025. From 11/22/2025 through 12/2/2025, the pain level assessment was not completed, and Norco 
was not given per the codes on the MAR. R3 missed 11 doses of Norco in 11 days. During an interview on 
12/9/2025 at 7:31 AM, Registered Nurse (RN) E stated that sometimes medications don't come in right away 
and it can take 3 or more days to get it at the facility. RN E said that it took a long time for R3 to get his 
Norco, but she wasn't sure why. RN E said she thought NHA A and DON B were aware of the medication 
issues. During an interview on 12/8/2025 at 3:45 PM, Licensed Practical Nurse (LPN) I stated that issues 
regarding getting resident's medications happens more than it should. LPN I said she thought NHA A and 
DON B were aware of these issues. During an interview on 12/10/2025 at 12:50 PM, LPN D stated that if 
pain medication was ordered for a resident and if it wasn't effective or if a script was needed, she would call 
the physician (MD S). LPN D said the nurses worked on getting R3's Norco script but wasn't sure if 
management was aware of this. During an interview on 12/10/2025 at 12:58 PM, LPN Z stated that if pain 
medication was ordered for a resident and if it wasn't effective or if a script was needed, he would call the 
physician. During an interview on 12/9/2025 at 3:30 PM, DON B and Regional Nurse Consultant (RNC) R 
stated that the facility has a backup system for most medications, and the pharmacy can open it remotely. 
DON B stated that she wasn't aware of R3 not getting his Norco for 11 days. When showing RNC R the 
Medication Administration Record (MAR) for November 2025 and December 2025, she nodded in agreement 
that R3 did not receive the ordered Norco from 11/22/2025 to 12/2/2025. DON B said she would look into 
what happened and get back to this surveyor. During an interview on 12/10/2025 at 9:25 AM, DON B stated 
that the pharmacy didn't get the script for Norco when the NP saw R3 on 11/21/2025 and ordered it. DON B 
said there was difficulty getting MD S into the facility to write the script due to the Thanksgiving holiday. DON 
B reported that the NP and MD S did not make it into the facility from 11/22/2025 until MD S saw the resident 
on 12/4/2025. DON B also said that there wasn't backup Norco in the Cubix at the time. During an interview 
on 12/10/2025 at 12:29 PM, MD S stated that he knew about R3's pain and didn't remember what happened 
with the script for Norco. He stated that he could send the script electronically if he wasn't in the building. MD 
S stated the NP saw R3 on 11/21/2025 and he saw R3 on 12/4/2025. MD S said on 12/4/2025 when he saw 
R3 he said he was in pain but R3 or staff didn't mention that they were unable to get the Norco that the NP 
ordered on 11/21/2025 so he increased the Norco. MD S reported that he looks at the MAR when a resident 
complains of pain from 1 visit to the next but on 12/4/2025 he didn't look at it. During an interview on 
12/10/2025 at 1:02 PM, NHA A and DON B stated that they weren't aware that R3 wasn't getting his Norco 
until 12/4/2025 when the ombudsman came into the facility. DON B stated that the nurses call the physician 
when they need a script and MD S kept saying he was coming into the facility but he didn't come in until 
12/4/2025. DON B said that the nurses should let her know when they have an issue with getting a script or 
getting medications from the pharmacy. Review of the Nursing Administration Policy with an adopted date of 
7/11/2018 revealed . Policy: It is the policy of this facility to provide an environment and programs that assist 
each resident to attain or maintain the residence's highest practicable physical, mental and psychosocial 
well-being. Residents are provided and receive the care and services needed according to established 
practice guidelines.
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