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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to identify, treat, monitor, and manage 1 of 3 
residents (R1) reviewed for pain to the extent possible in accordance with R1's care plan, goals, and 
preferences. R1 stated pain and was observed having pain. R1 had available morphine sulfate every two 
hours as needed (PRN), which was not administered to him for his breakthrough pain. Findings include: 
Upon observation and interview on 11/12/25 at 9:54 a.m. R1 laying in his bed wearing a hospital gown. On 
his wall was a sign indicating for staff to be gentle and go slow with R1. R1 stated the care was bumpy, R1 
referred to himself as an old, skinny man with soft skin. He stated it hurt every time he was moved. R1 stated 
he took Tylenol, a narcotic, and a steroid. R1 was not aware that he could ask for pain medication when he 
was having pain. Why didn't they tell me that? Upon observation on 11/12/25 at 10:58 a.m. nursing assistant 
(NA)-A entered R1's room to start his morning cares. NA-A emptied R1's catheter bag, brought in the 
mechanical lift and waited for another NA to assist with cares. NA-B entered the room, and the aides 
proceeded to dress R1's upper body. The staff worked slowly, gently and explained what they were doing 
with R1. Upon lifting R1's left arm to put on his shirt R1 winced in pain, flailing his right arm out as if he were 
going to strike the staff. The staff proceeded to change R1's incontinent brief, NA-A cleansed his catheter 
insertion area with a wet wipe. R1 had a thick layer of barrier cream on his penis and testicles. R1 was 
screaming out to NA-A to be gentle because his private areas were sensitive, and stated NA-A should 
understand as he was a man as well. R1 was then turned to his right side so staff could clean his backside. 
R1 screamed ouch and to hurry while being turned. Registered nurse (RN-A) entered the room as staff was 
wiping the thick barrier cream between R1's buttock folds and scrotum. R1 screamed to stop as he was in 
pain. The staff stopped momentarily and explained to R1 that they needed to get the old cream off before 
applying the fresh barrier cream. NA-B got a wet washcloth and NA-A continued to clean R1. A fresh 
incontinent pad and pants were placed on R1. R1 was transferred to his wheelchair using the mechanical lift. 
R1 made facial grimaces and winched in pain during the lift. R1 stated that was the process every single day. 
Upon observation and interview on 11/13/25 at 9:10 a.m. NA-A and NA-C brought R1's breakfast tray into his 
room. The aides boosted R1 up in his bed using the lift sheet. R1 winced in pain shouting my back, my back. 
R1 was placed with the head of his back up so he could eat his breakfast. R1 stated his pain was in his back 
and his buttock. He rated the pain a 5 on a scale from 1 to 10, 10 being the worst pain. Upon observation on 
11/13/25 at 10:21 a.m. NA-A and NA-C entered R1's room to start his morning cares. The staff explained to 
R1 what they would be doing and R1 agreed. Upon putting R1's shirt over his head R1 screamed damn that 
hurt. Staff slowly and gently cleaned R1's penis and scrotum R1 was silent but made facial grimaces and 
jolted his body in a tight position when they touched him. R1 was rolled on his right side for staff to clean his 
back side. R1 screamed you are beating up my legs. R1's pants were put on and R1 was lifted in the 
mechanical lift sling. R1 was flailing his arms out to hit NA-C. NA-C handed R1 a bed pillow to hug during the 
lift and telling R1 to relax. The staff got R1 seated in his wheelchair. NA-C removed the sling from under R1 
and R1 stated my pain is a 10 now. R1's care plan dated 3/12/22 indicated R1 had pain related to 
rheumatoid arthritis (chronic inflammatory disorder), polymyalgia rhematica (muscle pain and inflammation 
around the shoulder and hips), and chronic pain. R1's goal was to remain comfortable. His interventions 
were:-Administer pain medication per physician order for breakthrough pain-Medications as ordered-Monitor 
for probable cause of pain. Notify nursing-Monitor opioid side effects: sedation, hypoxia (the body not 
receiving enough oxygen), urinary retention, pruritis (itching)-Monitor pain characteristics: quality, severity, 
location, onset, duration, precipitating or relieving factors. R1's annual Minimum Data Set (MDS) dated 
[DATE] indicated R1 had a Brief Inventory of Mental Status (BIMS) score of 12 indicating R1 was cognitively 
impaired. R1's did not have any behavior symptoms. R1 required maximum assistance with toileting, upper 
body dressing, and rolling side-to-side in bed. He was dependent upon staff for lower body dressing and 
transferring from chair-to-bed and bed-to-chair. R1's pertinent diagnoses were cerebrovascular disease 
(stroke), monoplegia of the upper limb affecting nondominant side (paralysis), age-related physical debility, 
chronic pain, lower back pain and weakness. R1's physician orders dated 10/30/25 indicated to give 
morphine sulfate, 2.5 milligrams (mg) sublingually (under the tongue) every two hours as needed (PRN) for 
pain solutab (dissolvable tablet). R1's medication administration sheet (MAR) dated October 2025 indicated 
R1 was administered scheduled morphine sulfate oral solution 0.125 milliliters (ml) twice a day at 8:00 a.m. 
and 8:00 p.m. Morphine sulfate 2.5 mg solutab every two hours PRN for pain was not administered. R1's 
MAR dated 11/1/25 - 11/13/25 (the date of the survey) indicated R1 was administered scheduled morphine 
sulfate oral solution 0.125 milliliters (ml) twice a day at 8:00 a.m. and 8:00 p.m. R1 was not administered 
morphine sulfate 2.5 mg solutab PRN for pain. R1's Nursing - Resident/Staff Interview Pain Data Collection 
dated 11/7/25 indicated R1 had received scheduled pain medication in the past five days. He had received 
PRN pain medication or was offered and declined in the past five days and in past five days he had received 
non-medication interventions for pain. R1 stated he had occasional pain during the past five days. The pain 
occasionally made it difficult to sleep, participate in therapy and day-to-day activities. R1 rated his pain a 
level 3 on a scale of 0-10 with 0 being no pain and ten the worst pain you can imagine. The assessment did 
not include any documentation in the comments or pain summary section. Upon interview on 11/12/25 at 
12:30 p.m. R1's family member (FM)-A stated the family was very involved with R1's care as they visited him 
often. He stated pain was a significant concern for R1. He was aware R1 was on multiple pain medications, 
and he could not figure out why R1's pain was not controlled. FM-A believed R1 was receiving morphine 
sulfate every two hours along with other scheduled pain medications. Upon interview on 11/12/25 at 1:12 p.
m. NA-A stated R1's cares that morning was a typical morning with R1. He punched out at staff and 
complained of pain with almost every movement. NA-A stated he had reported the pain to nursing and the 
response he received was to be gentle and go slow. NA-A was not aware of what R1's medication regimen 
was. Upon interview on 11/12/25 at 1:30 NA-B stated R1 always flailed his arms around in pain and [NAME] 
in pain with his cares. NA-B stated she had reported R1's pain and behaviors to nursing and was also told to 
be gentle and slow. Upon interview on 11/12/25 at 3:21 p.m. RN-A stated R1 will have skin breakdown if staff 
does not clean him well during his cares, they must get the old, thick barrier cream off and put on the new 
cream. Today was the first time RN-A had visualized the aids caring for R1. She stated she was not aware of 
the intensity of his pain and was not certain why staff had not been giving him his PRN doses of morphine 
sulfate. RN-A stated it would be a good idea to use the PRN medication. Upon interview on 11/12/25 at 4:45 
p.m. R1's Primary Care Physician (PCP) stated the pain regimen R1 was on should cover his pain. The PCP 
was not aware that R1 was not receiving his PRN morphine sulfate. He stated he was not certain why the 
staff was not utilizing the PRN medication and was going to emphasize with the staff that they should be 
using the medication and that was why he ordered it. Upon interview on 11/13/25 at 1:10 p.m. RN-B the 
nurse manager stated she was aware R1 had pain during cares as he had complained of staff being rough 
with him and the staff was educated and told to be gentle and go slowly with R1. She stated R1 was 
extremely sensitive due his fragile skin. The moment staff touched R1 he cried, but cares needed to be 
conducted, or his skin would breakdown. RN-B stated she was not certain why R1 was not pre-medicated 
prior to cares with his PRN morphine sulfate. She did not have a system in place for checking the usage of 
PRN medications on the unit. Upon interview on 11/13/25 at 1:55 p.m. the assistant director of nursing 
(ADON) stated prior to the beginning of the survey he was not aware of R1's pain. He spoke with the nurse 
manager and staff on the unit during the survey on 11/12/25 and found out R1 had pain and anxiety about 
his pain. The ADON had not visualized R1's cares. He was not certain why the staff was not utilizing R1's 
PRN morphine sulfate. He was not aware of a system on the unit for tracking PRN medication or narcotic 
medication usage. A facility policy titled Pain Management dated 4/14/25 indicated the facility used a 
systematic approach for recognition, assessment, treatment, and monitoring of pain, ensuring that pain 
management is provided to residents who require such services, consistent with professional standards of 
practice, the comprehensive per the person-centered care plan, and the resident's goals and preferences.
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