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Level of Harm - Actual harm
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Based on interview and record review, the facility failed to adequately treat pain for one resident (Resident 
#2) who was actively dying. The sample size was three. The census was 72. Review of the facility's pain 
management policy, dated 11/15/22, showed:-Policy: The Facility will use a systematic approach to pain 
management; Recognition, evaluation, treatment, and monitoring of pain. Individuals experiencing pain may 
receive pharmalogical/non-pharmalogical interventions to assist in pain management. The Facility will 
provide employees education on pain management & opioid (class of drugs used for pain relief) 
overdose;-Recognition included recognizing when a resident was experiencing pain and identify 
circumstances when pain can be anticipated; Evaluate the resident for pain on admission and routinely; 
Manage/Prevent pain consistent with comprehensive evaluation and plan of care, current professional 
standards of practice and resident's goal/preferences;-Observe for non-verbal indicators of pain;-Nurses will 
complete a pain evaluation tool, appropriate for the resident's cognitive status to assist with evaluation of a 
resident's pain;-Based on the evaluation, Nursing in collaboration with the physician/prescriber, other health 
care professionals, the resident and/or the resident's representative will develop, implement, monitor and 
revise, as necessary, interventions to prevent/manage a resident's pain;-Opioids will be prescribed and 
dosed in accordance with current professional standards of practice and manufacturers' guidelines to 
optimize their effectiveness and minimize their adverse consequences;-Nursing will notify Practitioner if the 
resident's pain is not controlled by the current treatment regimen;-Nursing will reassess resident's pain 
management for effectiveness and/or adverse consequences at established intervals;-If re-evaluation 
findings indicate pain is not adequately controlled, the Pain Management Regimen and Plan of Care will be 
revised as indicated.-If pain has resolved or there is no longer an indication for pain medication, the 
Interdisciplinary Team will work to discontinue or taper analgesics (pain killers) (as needed to prevent 
withdrawal symptoms). Review of Resident #2's care plan, undated, showed:-Problem: At risk of unmanaged 
chronic pain related to poly-neuropathy (multiple nerves are damaged in lower body). Interventions included: 
Administer analgesics as ordered by physician; Document pain on 1-10 scale; Monitor response to 
analgesics and pain alleviation measures;Observe resident during care for signs of pain; Update physician 
on effectiveness of analgesics and pain medication;-Problem: The resident was receiving hospice care due 
to unspecified protein malabsorption. Interventions included: Encourage support system of family and 
friends; Observe the resident closely for signs of pain, administer pain medications as ordered, and notify 
physician immediately if there is breakthrough pain. Review of the resident's physician order sheet, 
showed:-An order, dated 12/29/22, for a pain evaluation, every shift for monitoring of resident's pain level;-An 
order, dated 8/23/23, for morphine sulfate solution (morphine, opioid pain reliever used to treat moderate to 
severe pain) 20 milligrams (mg) for every five milliliters (ml), give 0.25 ml every four hours as needed for 
pain;-An order, dated 1/31/24, may admit to hospice care;-An order, dated 8/22/24, for 
Hydrocodone-acetaminophen 5 - 325 mg (Norco, opioid pain reliver combined with acetaminophen), take 
one tablet every eight hours for pain. Review of the resident's quarterly Minimum Data Set (MDS), a federally 
mandated assessment instrument completed by facility staff dated 3/1/25, showed:-Severe cognitive 
deficiency;-Disorganized thinking and inattention present;-Impairment present on both sides of the upper and 
lower body;-On a scheduled pain medication regimen;-Did not receive pain medication as needed;-Received 
non-medication intervention for pain;-Resident reported not presence of pain during pain assessment 
interview;-Received hospice care (provides comfort and support by managing pain and other symptoms at 
end of life);-Diagnoses included heart failure, aphasia (language disorder that affects ability to communicate) 
dementia and kidney disease. Review of the resident's Medication Administration Record (MAR), dated 
March 2025, showed:-On 3/12/25, at 6:00 A.M., the facility administered one Norco to the resident;-On 
3/12/25, at 6:30 A.M., the resident had a pain level of 0. Review of hospice focus visit, dated 3/12/25, 
showed:-The visit was an unscheduled symptom evaluation;-A hospice nurse started the visit at 7:55 A.M. 
and ended visit at 8:45 A.M.;-Interventions performed: Call for a change in condition and ordered 
morphine;-The resident started moaning when touched for care;-The resident was nonverbal;-Report was 
given to the facility nurse who administered morphine 0.25 ml;-Norco 5-325 mg was not given;-The facility 
nurse administered morphine 0.25 ml to the resident for pain;-Report of visit given to facility nurse, Director 
of Nursing (DON) and the resident's family member. Review of the resident's controlled substance 
accountability sheet, undated, for Morphine, showed:-On 3/12/25 at 9:30 A.M., the facility administered 0.25 
ml to the resident with 7.75 ml remaining. Review of the resident's MAR, dated March 2025, showed:-No 
documentation the facility administered morphine to the resident on 3/12/25;-On 3/12/25, at 2:00 P.M., the 
facility administered one Norco to the resident;-On 3/12/25, at 2:30 P.M., the resident had a pain level of 
0;-On 3/12/25, at 10:00 P.M., the facility administered one Norco to the resident;-On 3/12/25, at 10:30 P.M., 
the resident had a pain level of 0;-On 3/13/25, at 6:00 A.M., the facility administered one Norco to the 
resident;-On 3/13/25, at 6:30 A.M., the resident had a pain level of 0. Review of the resident's controlled 
substance accountability sheet, undated, for Morphine, showed:-On 3/13/25, at 6:30 A.M., the facility 
administered 0.25 ml to the resident with 7.50 ml remaining;-On 3/13/25, at 10:30 A.M., the facility 
administered 0.25 ml to the resident with 7.25 ml remaining. Review of the resident's MAR, dated March 
2025, showed:-No documentation the facility administered morphine to the resident on 3/13/25. Review of 
the resident's progress notes, showed:-On 3/13/25 at 10:55 A.M., the resident had a change of condition. 
The resident was nonresponsive. The hospice nurse was here to see the resident and cancelled all 
prescription medications except for all pain medications. The primary care physician (PCP) was informed of 
the resident's condition and gave new order for acetaminophen (pain reliver and fever reducer) 650 mg 
suppository, give every six hours for a temperature of 99 degrees or greater. Review of the resident's MAR, 
dated March 2025, showed:-An order dated 3/13/25 at 11:50 A.M., for acetaminophen suppository 650 mg, 
insert 1 suppository rectally every six hours as need for a temperature of 100 degrees or above;-No 
documentation the medication was administered to the resident;-On 3/14/25, at 6:00 A.M., the facility 
administered one Norco to the resident;-On 3/14/25, at 6:30 A.M., the resident had a pain level of 1;-On 
3/14/25, at 2:00 P.M., the facility administered one Norco to the resident;-On 3/14/25, at 2:30 P.M., the 
resident had a pain level of 0;-On 3/14/25, at 10:00 P.M., the facility administered one Norco to the 
resident;-On 3/14/25, at 10:30 P.M., the resident had a pain level of 0. Review of the hospice focus visit, 
dated 3/14/25, showed:-The hospice nurse visited the resident at 12:05 P.M. and ended the visit at 1:05 P.M.
;-The resident was non verbal;-The resident had a decreased response to verbal and visual stimuli;-The 
resident had an absent radial (artery found on the thumb side of the wrist) pulse;-The resident had 
decreased urine output;-The resident's blood pressure was 84/36 and a heart rate of 120 bpm;-Interventions 
performed: assess for signs and symptoms of pain during visit and assess respiratory (breathing) status 
during visit;-The resident was unresponsive, not following commands. The facility nurse said the resident had 
just received morphine and had a fever which was treated by acetaminophen. There was no fever noted by 
the hospice nurse during assessment;-The resident was on 2.5 liters of oxygen and his/her saturation 
(amount of oxygen in the blood, typically between 95% and 100%) rate was in the 90s. The facility nurse said 
he/she would give the resident Ativan. Review of the hospice supplemental interdisciplinary note, dated 
3/14/25 at an unknown time, showed:-The writer of the note was a hospice nurse;-Visit type: Patient Services 
(In person contact);-Reviewed the facility medical record and received report from the facility nurse;-The 
facility nurse stated the resident had not received any Ativan yet because the in-house physician had not 
signed the order for it;-The hospice nurse gave the order for Ativan to the facility the day prior, from the 
hospice physician. Review of the resident's controlled substance accountability sheet, undated, for Morphine, 
showed:-On 3/14/25, at an illegible time, the facility administered 0.25 ml to the resident with 7.0 ml 
remaining;-On 3/14/25, at 2:00 P.M., the facility administered 0.25 ml to the resident with 6.75 ml remaining. 
Review of the resident's MAR, dated March 2025, showed:-No documentation the facility administered 
morphine to the resident on 3/14/25. Review of the resident's controlled substance accountability sheet for 
Ativan, undated, showed:-Medication Name/Strength: Ativan 0.5 mg, give by mouth every three hours for 
pain and anxiety;-On 3/14/25, at 2:25 P.M., the facility administered one tablet of Ativan to the resident, with 
a remaining quantity of one tablet. Review of the resident's MAR, dated March 2025, showed:-An order, 
dated 3/13/25, at 3:53 P.M., to give Ativan 0.5 mg, every two hours as needed for pain;-No documentation 
the facility administered Ativan 0.5 g on 3/14/25 at 2:25 P.M. Review of the hospice supplemental 
interdisciplinary note, dated 3/14/25 at an unknown time, showed:-At 4:00 P.M., the hospice nurse made a 
follow up call to the facility and found the resident had not yet received any Ativan, as per physician 
orders;-The facility nurse said the nurses' cart was stuck or would not open to get the Ativan out. The facility 
nurse was waiting on the pharmacy to come and fix it. Review of the resident's MAR, dated March 2025, 
showed:-Documentation showed the facility administered Ativan 0.5 mg as ordered on 3/14/25 at 4:30 P.M.; 
Review of the resident's controlled substance accountability sheet for Ativan, undated, showed:-No 
documentation the facility administered Ativan 0.5 mg to the resident on 3/14/25, at 4:30 P.M.-On 3/14/25, at 
6:18 P.M., two tablets were added to the controlled substance accountability sheet, showing three tablets 
available for administration. Review of the resident's MAR, dated March 2025, showed:-On 3/15/25 at 6:00 A.
M., the facility attempted to administer one Norco to the resident. The resident refused;-On 3/15/25 at 6:30 A.
M., the resident had a pain level of 0. Review of the resident's controlled substance accountability sheet for 
Ativan, undated, showed:-On 3/15/25 at 12:00 P.M., the facility administered Ativan 0.5 mg to the resident. 
Review of the resident's MAR, dated March 2025, showed:-No documentation the resident received Ativan 0.
5 mg on 3/15/25 at 12:00 P.M. Review of the Hospice RN's focus visit sheet, dated 3/15/25, showed:-The 
visit started at 12:00 P.M.;-The resident had decreased response to verbal and visual stimuli, hyperextension 
of the neck, grunting of vocal cord, depression of the jaw on inspiration (when breathing in), death rattle (a 
gurgling sound heard in a dying person's throat), and Cheyne-Stokes breathing (fast, shallow breathing 
followed by slow, heavier breathing and moments without any breath at all);-Upon arrival to the facility, the 
resident was found in bed with the resident's family member at bedside. The resident appeared to be actively 
dying and displayed signs of discomfort;-Staff stated the resident received comfort medications, however, 
upon further assessment it was evident the resident exhibited increased respiratory effort and signs of 
pain;-Review of the resident's MAR showed the resident had not received any comfort medications in almost 
24 hours;-The facility nurse assigned to the resident was not present and another nurse on the unit 
assisted;-The Hospice RN contacted his/her supervisor and the hospice on-call physician, who gave new 
orders to administer morphine every 15 minutes until the resident was comfortable;-The visit ended at 2:00 P.
M. Review of the Hospice RN's supplemental Interdisciplinary note, dated 3/15/25, showed:-The visit stated 
at 12:00 P.M.;-The resident had a pain level of six, out of a 0 - 10 pain scale (0 was no pain and 10 as the 
highest level of pain)-Current pain and symptom management was not satisfactory;-A total of three doses 
(morphine) were given before the resident began to show signs of relief;-Hospice RN expressed his/her 
concerns directly to the facility Administrator regarding the delay in patient care and the resident's family 
member's concerns the resident was not receiving adequate attention;-It was also noted the facility was low 
on morphine;-Hospice RN followed up with the on-call hospice physician who gave verbal orders for 
morphine give every four hours, scheduled and every two hours as needed, along with staff instructions to 
assess the resident frequently and administer medication as needed;-Hospice RN was at the facility for 
approximately two hours to ensure the resident's needs and the resident's family member's needs were 
addressed;-Hospice RN ensured had clear guidance and new scripts to pull morphine for the resident. 
Review of the resident's controlled substance accountability sheet, undated, for Morphine, showed:-On 
3/15/25 at 12:00 P.M., LPN C administered 0.5 ml to the resident with 6.25 ml remaining. Review of the 
resident's MAR, dated March 2025, showed:-There was no documentation found the facility administered 
morphine 0.5 ml to the resident on 3/15/25 at 12:00 P.M. Review of the resident's physician order sheet, 
showed:-An order, dated 3/15/25 at 1:03 P.M., for morphine 10 mg/5 ml, give 10 ml every two hours as 
needed for pain. Review of the resident's controlled substance accountability sheet, undated, for morphine, 
showed:-On 3/15/25, at 2:00 P.M., LPN C administered 0.5 ml to the resident with 5.75 ml remaining. Review 
of the resident's MAR, dated March 2025, showed:-No documentation the facility administered morphine 0.5 
ml on 3/15/25 at 2:00 P.M.-On 3/15/25, at 2:30 P.M., the resident had a pain level of 0;-An order on 3/15/25, 
at 3:18 P.M., discontinued at 11:40 P.M., for morphine 10 mg/5 ml, give 0.5 ml every two hours as needed 
for pain. There was not documentation found showing the facility administered morphine for this order;-An 
order on 3/15/25 at 3:18 P.M., discontinued at 3/15/25 at 11:40 P.M., for morphine 10mg/5ml, give 0.5 ml 
every four hours as needed for pain. Review of the resident's controlled substance accountability sheet for 
Ativan, undated, showed:-On 3/15/25, at 5:00 P.M., one tablet was administered to the resident, with one 
tablet remaining. Review of the resident's MAR, dated March 2025, showed:-No documentation the facility 
administered Ativan 0.5 mg to the resident on 3/15/25 at 5:00 P.M. Review of the resident's controlled 
substance accountability sheet, undated, for Morphine, showed:-On 3/15/25 at 6:00 P.M., LPN C 
administered 0.5 mls to the resident with 4.75 ml remaining;-No documentation the facility administered any 
more doses of morphine to the resident. Review of the resident's MAR, dated March 2025, showed:-The 
facility administered 0.5 ml of morphine to the resident on 3/15/25, at 6:00 P.M. Review of the hospice 
telecare call record, dated 3/15/25, showed:-At 7:18 P.M., LPN A called the hospice on-call triage to report 
the resident was actively transitioning and the resident's Power of Attorney (POA) was requesting an order 
for morphine, give every two hours;- At 7:19 P.M., a hospice nurse spoke to LPN A who reported he/she did 
not have any morphine 20 mg/ml on hand for the resident and was requesting medication. The hospice 
orders were reviewed and noted an order for morphine 20 mg/ml, gave 0.5 ml (10 mg) by mouth every two 
hours as needed for shortness of breath. LPN A reported the resident's family member was requesting 
morphine every two hours. LPN A was advised the assigned hospice nurse would get sent out to the facility 
due to the resident actively transitioning. Hospice would call a pharmacy in regards to getting morphine due 
to the facility running out/not having any on hand. LPN A was advised to continue to monitor the resident and 
call back if anything changed. LPN A indicated he/she understood and agreed to the plan;-At 7:30 P.M., 
hospice called a pharmacy in an attempt to order morphine for the resident. The pharmacy did not work with 
the facility;-At 7:40 P.M., hospice called the facility pharmacy in regards to medication morphine 20 mg/ml 
take 0.5 ml (10 mg) by mouth every two hours as needed for shortness of breath. There was no answer;-At 
7:46 P.M., hospice called LPN A who said he/she called the facility pharmacy and they were working on 
having the morphine delivered (waiting call back). LPN A agreed to call back if any changes in pt status; No 
further needs at this time. Review of the resident's controlled substance accountability sheet for Ativan, 
undated, showed:-On 3/15/25 at 8:00 P.M., one tablet was administered to the resident, with zero tablets 
remaining. Review of the resident's MAR, dated March 2025, showed:-No documentation the facility 
administered Ativan 0.5 mg to the resident on 3/15/25 at 8:00 P.M. Review of the Hospice RN's focus visit 
sheet, dated 3/15/25, showed:-The visit started at 7:50 P.M.;-The resident had decreased response to verbal 
and visual stimuli, hyperextension of the neck, grunting of vocal cord, depression of the jaw on inspiration, 
drooping of the nasolabial folds (lines that run from the sides of the nose to the corner of the mouth), death 
rattle, and Cheyne-Stokes breathing;-The resident's pain level was 6;-The resident's family member called 
Hospice RN to report the resident had not received any comfort meds in over four hours. Hospice RN called 
the facility and they said they were not able to pull morphine out of the ADU for the resident;-Hospice RN 
sent a script for morphine to a local 24 hour pharmacy, he/she arrived at the local pharmacy at approximately 
7:50 P.M., received the morphine from the local pharmacy at approximately 8:30 P.M., then drove back to 
deliver the morphine to the facility;-At approximately 9:15 P.M., Hospice RN delivered the morphine to the 
facility staff and ensured the resident received a dose before leaving at approximately 9:30 P.M. Review of 
the resident's medical record, showed:-A progress note, dated 3/15/25 at 10:08 P.M., said the resident had 
transitioned at 10:00 P.M. The resident's family was present and aware of the resident's declining condition. 
Comfort measures were provided including pain management and emotional support for family. Vital signs 
were absent and postmortem care was provided. The Hospice team and physician was notified. Unable to 
reach the resident's guardian. Review of the resident's MAR, dated March 2025, showed:-The facility 
administered 0.5 ml of morphine to the resident on 3/15/25, at 10:00 P.M.-On 3/15/25, at 10:30 P.M., the 
resident had a pain level of 0. During an interview on 7/25/25 at 9:18 A.M., LPN A said:-He/She checked on 
residents throughout the day, assessing for pain;-He/She would call the Primary Care Physician to obtain 
new orders if a resident had pain and no pain management medication available as well as checking the 
ADU to see if the medication was available to pull before pharmacy delivered;-He/She would call hospice to 
get a script for Ativan and/or morphine if a resident was on hospice, actively dying and did not have those 
medications available at the facility to administer;-He/She worked on 3/15/25 from 3:00 P.M. until 7:00 A.M. 
on 3/16/25, and was assigned to the resident's care;-The resident's family member was at bedside and upset 
about how nursing staff were administering pain medication to the resident. The family member would ask for 
pain medication for the resident every couple of hours, just to remind us;-He/She gave the resident one dose 
of morphine when he/she came on shift. It was the last dose available in the bottle and the resident did not 
have another bottle of morphine available for his/her next administration;-The off-going nurse (unknown 
name) told LPN A the resident was almost out of morphine and to get the next bottle from the ADU;-He/She 
was not able to pull morphine out of the ADU;-He/She called the facility pharmacy who confirmed they had a 
script for the morphine and it should be available to pull from the ADU. He/She was not sure what time the 
phone call to pharmacy was made;-He/She called the Hospice RN to notify him/her the resident had run out 
of morphine and there was some sort of glitch in the ADU which prevented LPN A from pulling morphine 
out;-He/She informed the resident's family member the Hospice RN had to deliver morphine to the facility 
and the family member got very upset;-The resident's family member never said he/she was upset about 
morphine not administered to the resident-The Hospice RN had the morphine ordered and dispensed from a 
local pharmacy, then delivered to the facility;-LPN A administered morphine to the resident at 10:00 P.M.
;-He/She was not sure why the resident's controlled substance accountability sheet for the resident's 
Morphine showed LPN C administered 0.5 ml of morphine on 3/15/25 at 4:00 P.M.;-He/She was not sure 
why the resident's MAR and the controlled substance accountability sheet for the resident's morphine 
showed LPN C administered 0.5 ml of morphine on 3/15/25 at 6:00 P.M.;-LPN A should have documented 
when the resident ran out of morphine, when the facility pharmacy was notified, when the Hospice RN 
delivered the morphine from the local pharmacy, and what interventions were done to control the resident's 
pain;-He/She was expected to document administration of controlled substances in both the resident's MAR 
and controlled substance accountability sheet;-He/She rounded on the resident every hour and the resident 
did not seem to be in a lot of pain or distress;-He/She spoke to the Administrator that day but could not recall 
why;-The resident never missed any doses of morphine. During s on 7/25/25 at 11:40 A.M. and at 12:42 P.M.
, the Hospice RN said:-He/She was the nurse assigned to the resident on 3/15/25;-He/She had visited the 
resident several times that day due to the resident in a state of actively dying;-The resident's family member 
called him/her several times throughout the day to report different issues;-The resident's family member 
called the Hospice RN, around 10:30 A.M., to report the resident was in horrible pain, had not received any 
morphine in the last 24 hours and he/she could not find the resident's nurse;-The Hospice RN went to the 
facility to assess the resident around 12:00 P.M., and found the resident in pain, very uncomfortable with 
high respirations and groaning;-The Hospice RN could not find the nurse assigned to the resident and had to 
get a nurse from another assignment to help him/her;-The Hospice RN looked at the controlled substance 
accountability sheets for both morphine and Ativan and saw there was no documentation showing either 
medication was administered to the resident in the last 24 hours;-He/She called the Hospice DON at 12:30 P.
M., to notify him/her of the situation;-He/She then called the Hospice Doctor and received a new order to give 
morphine every 15 minutes until comfort was achieved;-The Hospice RN gave the order verbally to the nurse 
assigned to another unit;-The nurse from the other unit drew up doses of morphine, gave the medication to 
the Hospice RN, who then administered it. The Hospice RN believes he/she gave two or three doses of 
morphine to the resident during his/her visit;-The nurse from the other unit signed out the morphine doses 
were administered because the nurse assigned to the resident was not found during the Hospice RN's 
visit;-The Administrator came into the facility at approximately 11:30 A.M.;-The Hospice RN reported to the 
Administrator the resident's morphine was running low and the Administrator stated the nurses could pull 
additional morphine from the ADU;-The Hospice RN never saw the nurse assigned to the resident during 
his/her visit;-The Hospice RN recalled he/she left around 1:30 P.M. and the resident was 
semi-comfortable;-He/She expected the facility staff to put the order for morphine, to give every 15 minutes 
until comfortable, to follow physician orders, and to give morphine and/or Ativan as ordered until the resident 
was comfortable;-The resident's family member called the Hospice RN around 7:00 P.M. to report the 
resident had not received any morphine and was in pain;-The Hospice RN called the facility and the 
resident's nurse reported the resident had run out of morphine and the nurse was not able to get morphine 
out of the ADU;-The Hospice RN made several calls to the facility to see if they were able to get morphine 
from the ADU after speaking to their pharmacy or if their pharmacy could send out morphine quickly;-The 
Hospice RN also called the Hospice DON to notify him/her of the situation and to get direction from the 
Hospice team;-At approximately 8:00 P.M., the Hospice DON called the Hospice RN to report the facility was 
not able to get morphine to the resident from their ADU nor from their pharmacy. The Hospice RN was asked 
to try to get a script filled for the resident's morphine at a local pharmacy;-The Hospice RN was able to get 
the resident's morphine script filled at a local pharmacy and delivered the morphine to the facility at 
approximately 9:30 P.M. The local pharmacy did not provide a controlled substance accountability sheet for 
the bottle of morphine;-The Hospice RN assessed the resident for pain at approximately 9:30 P.M. and found 
the resident was in pain and uncomfortable, although not as bad as when the resident was assessed earlier 
that day on the Hospice RN's last visit;-The Hospice RN left the facility after the resident received a dose of 
morphine;-The Hospice RN received a call at 10:03 P.M., from the facility nurse who stated the resident had 
passed;-He/She expected the facility nurses to assess the resident every two hours for pain and administer 
medications as ordered for pain control;-He/She expected the facility to document all that happened that day, 
including documentation from the Administrator showing her involvement in the event;-The Hospice RN 
expected the facility to notify him/her when the resident had not received pain control medications for so long 
and to report the resident's pain cycle;-The Hospice RN was only updated on the resident's condition and 
lack of pain control medications administered by the resident's family member. The facility staff communicate 
the resident's condition to the Hospice RN. During an interview on 7/25/25 at 1:31 P.M., LPN B said:-He/She 
worked on 3/15/25 from 7:00 A.M. through 3:00 P.M.;-He/She was assigned to a different unit from the 
resident's;-The resident's family member was at bedside and kept coming out saying the resident was in pain 
and needed medication. The resident's family member was being extra;-He/She assessed the resident 
before the Hospice RN came to the facility and the resident looked comfortable without any facial grimacing. 
LPN B thought maybe the resident's family member assumed the resident was in pain;-LPN B knew the 
resident received his/her morphine and Ativan as scheduled. He/She was not sure how he/she knew that, 
just that he/she did;-The Hospice RN came into the facility at an unknown time and both the Hospice RN and 
the resident's family member kept coming to LPN B to ask for help for the resident because they could not 
find the resident's assigned nurse, LPN C;-LPN B called to inform the Administrator the resident's family 
member was very loud when stating the resident was in pain and was not receiving pain medication;-LPN B 
did not know where LPN C was when the Hospice RN was in the facility;-LPN B drew up two doses of 
morphine, around 10:00 A.M. through 12:00 P.M. and gave the opioid to the Hospice RN to administer for 
pain control;-LPN B informed the Hospice RN he/she would tell LPN C to document the two doses of 
morphine were administered;-LPN B had a lot going on with his/her own assignment and just gave the 
morphine doses to the Hospice RN to administer to the resident. LPN B saw Hospice RN administer the 
morphine doses to the resident;-LPN B was responsible for administering the morphine doses to the resident 
and was responsible for documenting in the resident's MAR and controlled substance accountability sheet 
when the doses were administered in real time;-He/She gave the morphine doses to the Hospice RN to try to 
help as they could not find the resident's assigned nurse;-LPN B told LPN C to document the morphine 
doses the Hospice RN administered to the resident and watched LPN C sign out the morphine doses on the 
controlled substance accountability sheet;-The Administrator came into the facility, at an unknown time, and 
LPN B went back to his/her assignment. He/She did not know what happened after the Administrator came 
into the facility;-He/She did not know where the resident's assigned nurse, LPN C, was during the period in 
which the Hospice RN was in the building. LPN B believed LPN C came back when the Administrator 
entered the facility;-LPN B put in a new order for the resident's morphine;-LPN B should have documented 
his/her assessment of the resident, including the time, any new orders he/she put in the system, the 
interaction with the resident's family member and the Hospice RN, the morphine doses he/she drew up and 
gave to the Hospice RN to administer, including the times, who signed out the morphine administration, 
when he/she called the Administrator and why. LPN B was not sure why he/she did not appropriately 
document the event on 3/15/25;-LPN B was not interviewed or questioned about his/her involvement on 
3/15/25 by any of the administrative staff. During an interview on 5/23/25 at 2:22 P.M., Family Member (FM) 
F said the facility had all of the resident's orders in the system, but the facility was out of the resident's 
medications. On the day the resident passed, he/she began experiencing breakthrough pain. Desperate, FM 
F informed the staff that he/she was going to call an ambulance and have the resident rushed to the 
emergency room. The nursing staff told FM F that he/she couldn't do that. So, FM F called hospice. Hours 
later, hospice got the Medical Director to call in a prescription for morphine to a local pharmacy, and hospice 
picked it up and returned with a big bottle of morphine and administered some to the resident. During an 
interview on 7/25/25 at 3:06 P.M., the Regional Nurse, the Director of Nursing (DON) and the Area Director 
of Operations, said:-The Area Director of Operations did not know of any issues regarding the end-of-life 
care for the resident on 3/15/25. She expected the Administrator to inform her of anything that occurred that 
was out of the ordinary or if there was an investigation;-They expected nurses to document when they put in 
a new order as it was best practice;-They expected nurses to document if an actively dying resident was 
missing any pain medications, including morphine and/or Ativan, what they did to try to remedy the situation 
who was notified and when, when the pain medications were available at the facility, and the resident's 
condition;-They expected nurses to put in new orders for pain control immediately for an actively dying 
resident so the resident could get the pain medications as soon as possible as they did not want the resident 
in pain;-They expected nurses to be available to their assigned residents while clocked in and if they were on 
a break, other staff should be able to contact them. Nursing staff had two fifteen-minute breaks and a thirty 
minute lunch break. Other staff should know when the nurses took a break and where so they could contact 
them if needed;-Controlled substance accou
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Based on interview and record review, the facility failed to maintain accurate medical records as per their 
policies for one resident of three sampled residents (Resident #2). The facility failed to document 
assessments for the actively dying resident; failed to accurately document analgesics (pain medication) on 
narcotic accountability sheets and on the medication administration records; failed to document when 
morphine sulfate solution (opioid for moderate to severe pain) was delivered and then wasted by facility staff; 
failed to document when the resident ran out of morphine including notification to hospice and pharmacy; 
failed to document interactions with hospice staff and failed to document when a new bottle of morphine was 
delivered by hospice staff from a local pharmacy. The census was 72.Review of the facility's Medication 
ordering and receiving from pharmacy; Receiving controlled substances policy, dated 12/17, showed:-Policy: 
Medications included in the Drug Enforcement Administration (DEA) classification as controlled substances 
and medications classified as controlled substances by state law are subject to special ordering, receipt, and 
recordkeeping requirements by the facility in accordance with federal and state laws and regulations;-The 
Director of Nursing, in collaboration with the consultant pharmacist, maintains the facility's compliance with 
federal and state laws and regulations in the handling of controlled substances. Only authorized, licensed 
nursing and pharmacy personnel have access to controlled substances;-An individual resident's controlled 
substance record is provided by the pharmacy or the facility for each controlled substance prescribed for a 
resident. The following information is completed upon dispensing or upon receipt of the controlled 
substance:I) Name of resident;2) Prescription number;3) Drug name, strength (if designated), and dosage 
form of medication;4) Directions for use (Controlled Substance Accountability Sheet);5) Date received;6) 
Quantity received;7) Name of person receiving the medication supply;-A controlled drug record/log is 
provided by the pharmacy or facility for each controlled drug in the emergency supply;-Only licensed 
personnel may receive controlled substances from the pharmacy driver. Procedures for receiving controlled 
substances include:1) A nurse signs for the medications, including the controlled substances, on the 
pharmacy delivery ticket and inspects the medications;2) A nurse reconciles controlled substance orders and 
refill requests against what has been received from the pharmacy;3) A nurse notifies the pharmacist if 
controlled substance orders or doses are missing or incorrect;4) The receiving nurse transfers medications 
and accompanying inventory sheets to an authorized nurse on the unit (if different than the nurse who 
received the medication).5) Controlled substance inventory sheets are completed, if necessary, and filed 
appropriately per state regulation. Review of the facility's controlled substance prescriptions policy, dated 
12/17, showed:-The prescriber is contacted for direction when delivery of a medication will be delayed or the 
medication is not or will not be available;-Each controlled substance prescription is documented in the 
resident's medical record with the date, time and signature of the person receiving the prescription;-If the 
medication is not available in the Automated Dispensing Unit (ADU), electronic medication cabinet (EMC) or 
emergency kit, the nurse contacts the pharmacy to request a STAT delivery of the needed medication. If 
necessary, the nurse uses the after-hours emergency number(s). Review of the facility's Medication 
Administration General Guidelines policy, dated 12/17, showed:-Policy: Medications are administered as 
prescribed in accordance with good nursing principles and practices and only by persons legally authorized 
to do so. Personnel authorized to administer medications do so only after they have been properly oriented 
to the facility's medication distribution system (procurement, storage, handling and administration). The 
facility has sufficient staff and a medication distribution system to ensure safe administration of medications 
without unnecessary interruptions;-Medications are prepared only by licensed nursing, medical, pharmacy or 
other personnel authorized by state laws and regulations to prepare and administer medications;-FIVE 
RIGHTS - Right resident, right drug, right dose, right route and right time, are applied for each medication 
being administered. A triple check of these 5 Rights is recommended at three steps in the process of 
preparation of a medication for administration: (1) when the medication is selected, (2) when the dose is 
removed from the container, and finally (3) just after the dose is prepared and the medication put away;-The 
Medication Administration Record (MAR) is always employed during medication administration. Prior to 
administration of any medication, the medication and dosage schedule on the resident's medication 
administration record (MAR) are compared with the medication label. If the label and MAR are different and 
the container has not already been flagged indicating a change in directions, or if there is any other reason to 
question the dosage or directions, the physician's orders are checked for the correct dosage schedule. When 
a medication order is changed and the current supply can continue to be used, the container should be 
flagged right away and the order change communicated to the provider pharmacy so that the next supply of 
the medication is labeled with the current directions;-If a medication with a current, active order cannot be 
located in the medication cart/drawer, other areas of the medication cart, medication room, and facility (e.g., 
other units) are searched, if possible. If the medication cannot be located after further investigation, the 
pharmacy is contacted or medication removed from the night box/emergency kit;-The person who prepares 
the dose for administration is the person who administers the dose;-The individual who administers the 
medication dose records the administration on the resident's MAR directly after the medication is given. At 
the end of each medication pass, the person administering the medications reviews the MAR to ensure 
necessary doses were administered and documented. In no case should the individual who administered the 
medications report off-duty without first recording the administration of any medications;-The resident's MAR 
is initialed by the person administering the medication, in the space provided under the date, and on the line 
for that specific medication dose administration. Initials on each MAR are cross referenced to a full signature 
in the space provided;-When an as needed (PRN) medications are administered, the following 
documentation is provided:a. Date and time of administration, dose, route of administration (if other than 
oral), and, if applicable, the injection site;b. Complaints or symptoms for which the medication was given;c. 
Results achieved from giving the dose and the time results were noted;d. Signature or initials of person 
recording administration and signature or initials of person recording effects, if different from the person 
administering the medication. Review of Resident #2's care plan, undated, showed:-Problem: At risk of 
unmanaged chronic pain related to poly-neuropathy (multiple nerves are damaged in lower body). 
Interventions included: Administer analgesics as ordered by physician; Document pain on 1-10 scale; 
Monitor response to analgesics and pain alleviation measures;Observe resident during care for signs of pain; 
Update physician on effectiveness of analgesics and pain medication;-Problem: The resident was receiving 
hospice care due to unspecified protein malabsorption. Interventions included: Encourage support system of 
family and friends; Observe the resident closely for signs of pain, administer pain medications as ordered, 
and notify physician immediately if there is breakthrough pain. Review of the resident's physician order 
sheet, showed:-An order, dated 12/29/22, for a pain evaluation, every shift for monitoring of resident's pain 
level;-An order, dated 8/23/23, for morphine sulfate solution (morphine, opioid pain reliever used to treat 
moderate to severe pain) 20 milligrams (mg) for every five milliliters (ml), give 0.25 ml every four hours as 
needed for pain;-An order, dated 1/31/24, may admit to hospice care;-An order, dated 8/22/24, for 
Hydrocodone-acetaminophen 5 - 325 mg (Norco, opioid pain reliver combined with acetaminophen), take 
one tablet every eight hours for pain. Review of the resident's controlled substance accountability sheet, 
undated, for Morphine, showed:-The resident's name was listed at the top;-Medication name/Strength: 
Morphine;-No documentation of the strength of the morphine;-No documentation for the directions of 
administration;-On 7/2/24, at 5:00 P.M., 0.25 mg was administered to the resident with 9.0 ml 
remaining;-Documentation showed the facility administered 0.25 ml to the resident on 7/6/24 at 10:00 P.M., 
on 7/7/24 at 6:00 A.M., on 7/10/24 at 2:17 P.M. and on 11/14/25 with 8.0 ml remaining. Review of the 
resident's quarterly Minimum Data Set (MDS), a federally mandated assessment instrument completed by 
facility staff, dated 3/1/25, showed:-Severe cognitive deficiency;-Disorganized thinking and inattention 
present;-Impairment present on both sides of the upper and lower body;-On a scheduled pain medication 
regimen;-Did not receive pain medication as needed;-Received non-medication intervention for 
pain;-Resident reported not presence of pain during pain assessment interview;-Received hospice care 
(provides comfort and support by managing pain and other symptoms at end of life);-Diagnoses included 
heart failure, aphasia (language disorder that affects ability to communicate) dementia, kidney disease. 
Review of the resident's MAR, dated March 2025, showed:-On 3/12/25 at 6:00 A.M., the facility administered 
one Norco to the resident;-On 3/12/25 at 6:30 A.M., the resident had a pain level of 0. Review of the hospice 
focus visit, dated 3/12/25, showed:-The visit was an unscheduled symptom evaluation;-A hospice nurse 
started the visit at 7:55 A.M. and ended visit at 8:45 A.M.;-Interventions performed: Call for a change in 
condition and ordered morphine;-The resident started moaning when touched for care;-The resident was 
nonverbal;-Report was given to the facility nurse who administered morphine 0.25 ml;-Norco 5-325 mg was 
not given;-The facility nurse administered morphine 0.25 ml to the resident for pain;-Report of visit given to 
facility nurse, Director of Nursing (DON) and the resident's family member. Review of the resident's 
controlled substance accountability sheet, undated, for Morphine, showed:-On 3/12/25 at 9:30 A.M., the 
facility administered 0.25 ml to the resident with 7.75 ml remaining. Review of the resident's MAR, dated 
March 2025, showed:-No documentation the facility administered morphine to the resident on 3/12/25;-On 
3/12/25 at 2:00 P.M., the facility administered one Norco to the resident;-On 3/12/25 at 2:30 P.M., the 
resident had a pain level of 0;-On 3/12/25 at 10:00 P.M., the facility administered one Norco to the 
resident;-On 3/12/25 at 10:30 P.M., the resident had a pain level of 0;-On 3/13/25 at 6:00 A.M., the facility 
administered one Norco to the resident;-On 3/13/25 at 6:30 A.M., the resident had a pain level of 0. Review 
of the resident's controlled substance accountability sheet, undated, for Morphine, showed:-On 3/13/25 at 
6:30 A.M., the facility administered 0.25 ml to the resident with 7.50 ml remaining;-On 3/13/25 at 10:30 A.M., 
the facility administered 0.25 ml to the resident with 7.25 ml remaining. Review of the resident's MAR, dated 
March 2025, showed no documentation the facility administered morphine to the resident on 3/13/25. Review 
of the resident's progress notes, showed:-On 3/13/25 at 10:55 A.M., the resident had a change of condition. 
The resident was nonresponsive. The hospice nurse was here to see the resident and cancelled all 
prescription medications except for all pain medications. The primary care physician (PCP) was informed of 
the resident's condition and gave new order for acetaminophen (pain reliver and fever reducer) 650 mg 
suppository, give every six hours for a temperature of 99 degrees or greater. Review of the resident's MAR, 
dated March 2025, showed:-An order dated 3/13/25 at 11:50 A.M., for acetaminophen suppository 650 mg, 
insert 1 suppository rectally every six hours as need for a temperature of 100 degrees or above;-No 
documentation the medication was administered to the resident;-On 3/14/25 at 6:00 A.M., the facility 
administered one Norco to the resident;-On 3/14/25 at 6:30 A.M., the resident had a pain level of 1;-On 
3/14/25 at 2:00 P.M., the facility administered one Norco to the resident;-On 3/14/25 at 2:30 P.M., the 
resident had a pain level of 0;-On 3/14/25 at 10:00 P.M., the facility administered one Norco to the 
resident;-On 3/14/25 at 10:30 P.M., the resident had a pain level of 0. Review of the hospice focus visit, 
dated 3/14/25, showed:-The hospice nurse visited the resident at 12:05 P.M. and ended the visit at 1:05 P.M.
;-The resident was non verbal;-The resident had a decreased response to verbal and visual stimuli;-The 
resident had an absent radial (artery found on the thumb side of the wrist) pulse;-The resident had 
decreased urine output;-The resident's blood pressure was 84/36 and a heart rate of 120 bpm;-Interventions 
performed: assess for signs and symptoms of pain during visit and assess respiratory (breathing) status 
during visit;-The resident was unresponsive, not following commands. The facility nurse said the resident had 
just received morphine and had a fever which was treated by acetaminophen. There was no fever noted by 
the hospice nurse during assessment;-The resident was on 2.5 liters of oxygen and his/her saturation 
(amount of oxygen in the blood, typically between 95% and 100%) rate was in the 90s. The facility nurse said 
he/she would give the resident Ativan. Review of the hospice supplemental interdisciplinary note, dated 
3/14/25 at an unknown time, showed:-The writer of the note was a hospice nurse;-Visit type: Patient Services 
(In person contact);-Reviewed the facility medical record and received report from the facility nurse;-The 
facility nurse stated the resident had not received any Ativan yet because the in-house physician had not 
signed the order for it;-The hospice nurse gave the order for Ativan to the facility the day prior, from the 
hospice physician. Review of the resident's controlled substance accountability sheet, undated, for Morphine, 
showed:-On 3/14/25 at an illegible time, the facility administered 0.25 ml to the resident with 7.0 ml 
remaining;-On 3/14/25 at 2:00 P.M., the facility administered 0.25 ml to the resident with 6.75 ml remaining. 
Review of the resident's MAR, dated March 2025, showed:-There was no documentation showing the facility 
administered morphine to the resident on 3/14/25. Review of the resident's controlled substance 
accountability sheet for Ativan, undated, showed:-Medication Name/Strength: Ativan 0.5 mg, give by mouth 
every three hours for pain and anxiety;-On 3/14/25 at 2:25 P.M., the facility administered one tablet of Ativan 
to the resident, with a remaining quantity of one tablet. Review of the resident's MAR, dated March 2025, 
showed:-An order, dated 3/13/25 at 3:53 P.M., to give Ativan 0.5 mg, every two hours as needed for pain;-No 
documentation the facility administered Ativan 0.5 g on 3/14/25 at 2:25 P.M. Review of the hospice 
supplemental interdisciplinary note, dated 3/14/25 at an unknown time, showed:-At 4:00 P.M., the hospice 
nurse made a follow up call to the facility and found the resident had not yet received any Ativan, as per 
physician orders;-The facility nurse said the nurses' cart was stuck or would not open to get the Ativan out. 
The facility nurse was waiting on the pharmacy to come and fix it. Review of the resident's MAR, dated 
March 2025, showed:-The facility administered Ativan 0.5 mg as ordered on 3/14/25 at 4:30 P.M.; Review of 
the resident's controlled substance accountability sheet for Ativan, undated, showed:-No documentation the 
facility administered Ativan 0.5 mg to the resident on 3/14/25 at 4:30 P.M.-On 3/14/25 at 6:18 P.M., two 
tablets were added to the controlled substance accountability sheet, showing three tablets available for 
administration. Review of the resident's MAR, dated March 2025, showed:-On 3/15/25 at 6:00 A.M., the 
facility attempted to administer one Norco to the resident. The resident refused;-On 3/15/25 at 6:30 A.M., the 
resident had a pain level of 0. Review of the resident's controlled substance accountability sheet for Ativan, 
undated, showed:-On 3/15/25 at 12:00 P.M., the facility administered Ativan 0.5 mg to the resident. Review 
of the resident's MAR, dated March 2025, showed:-No documentation the resident received Ativan 0.5 mg 
on 3/15/25 at 12:00 P.M. Review of the Hospice Registered Nurse (RN's) focus visit sheet, dated 3/15/25, 
showed:-The visit started at 12:00 P.M.;-The resident had decreased response to verbal and visual stimuli, 
hyperextension of the neck, grunting of vocal cord, depression of the jaw on inspiration (when breathing in), 
death rattle (a gurgling sound heard in a dying person's throat), and Cheyne-Stokes breathing (fast, shallow 
breathing followed by slow, heavier breathing and moments without any breath at all);-Upon arrival to the 
facility, the resident was found in bed with the resident's family member at bedside. The resident appeared to 
be actively dying and displayed signs of discomfort;-Staff stated the resident had received comfort 
medications, however, upon further assessment it was evident the resident exhibited increased respiratory 
effort and signs of pain;-Review of the resident's MAR showed the resident had not received any comfort 
medications in almost 24 hours;-The facility nurse assigned to the resident was not present and another 
nurse on the unit assisted;-The Hospice RN contacted his/her supervisor and the hospice on-call physician, 
who gave new orders to administer morphine every 15 minutes until the resident was comfortable;-The visit 
ended at 2:00 P.M. Review of the Hospice RN's supplemental Interdisciplinary note, dated 3/15/25, 
showed:-The visit stated at 12:00 P.M.;-The resident had a pain level of six, out of a 0 - 10 pain scale (0 was 
no pain and 10 as the highest level of pain)-Current pain and symptom management was not satisfactory;-A 
total of three doses (morphine) were given before the resident began to show signs of relief;-Hospice RN 
expressed his/her concerns directly to the facility Administrator regarding the delay in patient care and the 
resident's family member's concerns the resident was not receiving adequate attention;-It was also noted the 
facility was low on morphine;-Hospice RN followed up with the on-call hospice physician who gave verbal 
orders for morphine give every four hours, scheduled and every two hours as needed, along with staff 
instructions to assess the resident frequently and administer medication as needed;-Hospice RN was at the 
facility for approximately two hours to ensure the resident's needs and the resident's family member's needs 
were addressed;-Hospice RN ensured had clear guidance and new scripts to pull morphine for the resident. 
Review of the resident's controlled substance accountability sheet, undated, for Morphine, showed:-On 
3/15/25 at 12:00 P.M., Licensed Practical Nurse (LPN) C administered 0.5 ml to the resident with 6.25 ml 
remaining. Review of the resident's MAR, dated March 2025, showed:-No documentation the facility 
administered morphine 0.5 ml to the resident on 3/15/25 at 12:00 P.M. Review of the resident's physician 
order sheet, showed:-An order, dated 3/15/25 at 1:03 P.M., for morphine 10 mg/5 ml, give 10 ml every two 
hours as needed for pain. Review of the resident's controlled substance accountability sheet, undated, for 
morphine, showed:-On 3/15/25 at 2:00 P.M., LPN C administered 0.5 ml to the resident with 5.75 ml 
remaining. Review of the resident's MAR, dated March 2025, showed:-No documentation the facility 
administered morphine 0.5 ml on 3/15/25 at 2:00 P.M.-On 3/15/25 at 2:30 P.M., the resident had a pain level 
of 0;-An order on 3/15/25 at 3:18 P.M., discontinued at 11:40 P.M., for morphine 10mg/5ml, give 0.5 ml every 
two hours as needed for pain. No documentation the facility administered morphine for this order;-An order 
on 3/15/25 at 3:18 P.M., discontinued at 3/15/25, at 11:40 P.M., for morphine 10mg/5ml, give 0.5 ml every 
four hours as needed for pain. Review of the resident's controlled substance accountability sheet for Ativan, 
undated, showed:-On 3/15/25 at 5:00 P.M., one tablet was administered to the resident, with one tablet 
remaining. Review of the resident's MAR, dated March 2025, showed:-No documentation the facility 
administered Ativan 0.5 mg to the resident on 3/15/25, at 5:00 P.M. Review of the resident's controlled 
substance accountability sheet, undated, for Morphine, showed:-On 3/15/25 at 6:00 P.M., LPN C 
administered 0.5 ml to the resident with 4.75 ml remaining;-No documentation the facility administered any 
more doses of morphine to the resident. Review of the resident's MAR, dated March 2025, showed:-The 
facility administered 0.5 ml of morphine to the resident on 3/15/25, at 6:00 P.M. Review of the hospice 
telecare call record, dated 3/15/25, showed:-At 7:18 P.M., LPN A called the hospice on-call triage to report 
the resident was actively transitioning and the resident's Power of Attorney (POA) was requesting an order 
for morphine, give every two hours;- At 7:19 P.M., a hospice nurse spoke to LPN A who reported he/she did 
not have any morphine 20 mg/ml on hand for the resident and was requesting medication. The hospice 
orders were reviewed and noted an order for morphine 20 mg/ml, gave 0.5 ml (10 mg) by mouth every two 
hours as needed for shortness of breath. LPN A reported the resident's family member was requesting 
morphine every two hours. LPN A was advised the assigned hospice nurse would get sent out to the facility 
due to the resident actively transitioning. Hospice would call a pharmacy in regards to getting morphine due 
to the facility running out/not having any on hand. LPN A was advised to continue to monitor the resident and 
call back if anything changed. LPN A indicated he/she understood and agreed to the plan;-At 7:30 P.M., 
hospice called a pharmacy in an attempt to order morphine for the resident. The pharmacy did not work with 
the facility;-At 7:40 P.M., hospice called the facility pharmacy in regards to medication morphine 20 mg/ml 
take 0.5 ml (10 mg) by mouth every two hours as needed for shortness of breath. There was no answer;-At 
7:46 P.M., hospice called LPN A who said he/she called the facility pharmacy and they were working on 
having the morphine delivered (waiting call back). LPN A agreed to call back if any changes in pt status; No 
further needs at this time. Review of the resident's controlled substance accountability sheet for Ativan, 
undated, showed:-On 3/15/25 at 8:00 P.M., one tablet was administered to the resident, with zero tablets 
remaining. Review of the resident's MAR, dated March 2025, showed:-No documentation the facility 
administered Ativan 0.5 mg to the resident on 3/15/25 at 8:00 P.M. Review of the Hospice RN's focus visit 
sheet, dated 3/15/25, showed:-The visit started at 7:50 P.M.;-The resident had decreased response to verbal 
and visual stimuli, hyperextension of the neck, grunting of vocal cord, depression of the jaw on inspiration, 
drooping of the nasolabial folds (lines that run from the sides of the nose to the corner of the mouth), death 
rattle, and Cheyne-Stokes breathing;-The resident's pain level was 6;-The resident's family member called 
Hospice RN to report the resident had not received any comfort meds in over four hours. Hospice RN called 
the facility and they said they were not able to pull morphine out of the ADU for the resident;-Hospice RN 
sent a script for morphine to a local 24 hour pharmacy, he/she arrived at the local pharmacy at approximately 
7:50 P.M., received the morphine from the local pharmacy at approximately 8:30 P.M., then drove back to 
deliver the morphine to the facility;-At approximately 9:15 P.M., Hospice RN delivered the morphine to the 
facility staff and ensured the resident received a dose before leaving at approximately 9:30 P.M. Review of 
the resident's medical record, showed:-A progress note, dated 3/15/25 at 10:08 P.M., said the resident had 
transitioned at 10:00 P.M. The resident's family was present and aware of the resident's declining condition. 
Comfort measures were provided including pain management and emotional support for family. Vital signs 
were absent and postmortem care was provided. The Hospice team and physician was notified. Unable to 
reach the resident's guardian. Review of the resident's MAR, dated March 2025, showed:-The facility 
administered 0.5 ml of morphine to the resident on 3/15/25 at 10:00 P.M.;-On 3/15/25 at 10:30 P.M., the 
resident had a pain level of 0. During an interview on 7/25/25 at 9:18 A.M., LPN A said:-He/She checked on 
residents throughout the day, assessing for pain;-He/She would call the PCP to obtain new orders if a 
resident had pain and no pain management medication available as well as checking the ADU to see if the 
medication was available to pull before pharmacy delivered;-He/She would call hospice to get a script for 
Ativan and/or morphine if a resident was on hospice, actively dying and did not have those medications 
available at the facility to administer;-He/She worked on 3/15/25, from 3:00 P.M. until 7:00 A.M. on 3/16/25, 
and was assigned to the resident's care;-The resident's family member was at bedside and upset about how 
nursing staff were administering pain medication to the resident. The family member would ask for pain 
medication for the resident every couple of hours, just to remind us;-He/She gave the resident one dose of 
morphine when he/she came on shift. It was the last dose available in the bottle and the resident did not 
have another bottle of morphine available for his/her next administration;-The off-going nurse (unknown 
name) told LPN A the resident was almost out of morphine and to get the next bottle from the ADU;-He/She 
was not able to pull morphine out of the ADU;-He/She called the facility pharmacy who confirmed they had a 
script for the morphine and it should be available to pull from the ADU. He/She was not sure what time the 
phone call to pharmacy was made;-He/She called the Hospice RN to notify him/her the resident had run out 
of morphine and there was some sort of glitch in the ADU which prevented LPN A from pulling morphine 
out;-He/She informed the resident's family member the Hospice RN had to deliver morphine to the facility 
and the family member got very upset;-The resident's family member never said he/she was upset about 
morphine not administered to the resident-The Hospice RN had the morphine ordered and dispensed from a 
local pharmacy, then delivered to the facility;-LPN A administered morphine to the resident at 10:00 P.M.
;-He/She was not sure why the resident's controlled substance accountability sheet for the resident's 
Morphine showed LPN C had administered 0.5 ml of morphine on 3/15/25 at 4:00 P.M.;-He/She was not sure 
why the resident's MAR and the controlled substance accountability sheet for the resident's morphine 
showed LPN C had administered 0.5 ml of morphine on 3/15/25 at 6:00 P.M.;-LPN A should have 
documented when the resident ran out of morphine, when the facility pharmacy was notified, when the 
Hospice RN delivered the morphine from the local pharmacy, and what interventions were done to control 
the resident's pain;-He/She was expected to document administration of controlled substances in both the 
resident's MAR and controlled substance accountability sheet;-He/She rounded on the resident every hour 
and the resident did not seem to be in a lot of pain or distress;-He/She did speak to the Administrator that 
day but could not recall why;-The resident never missed any doses of morphine. During an interview on 
7/25/25 at 11:40 A.M. and at 12:42 P.M., the Hospice RN said:-He/She was the nurse assigned to the 
resident on 3/15/25;-He/She had visited the resident several times that day due to the resident in a state of 
actively dying;-The resident's family member called him/her several times throughout the day to report 
different issues;-The resident's family member called the Hospice RN, around 10:30 A.M., to report the 
resident was horrible pain, had not received any morphine in the last 24 hours and he/she could not find the 
resident's nurse;-The Hospice RN went to the facility to assess the resident around 12:00 P.M., and found 
the resident in pain, very uncomfortable with high respirations and groaning;-The Hospice RN could not find 
the nurse assigned to the resident and had to get a nurse from another assignment to help him/her;-The 
Hospice RN looked at the controlled substance accountability sheets for both morphine and Ativan and saw 
there was no documentation showing either medication was administered to the resident in the last 24 
hours;-He/She called the Hospice DON at 12:30 P.M., to notify him/her of the situation;-He/She then called 
the Hospice Doctor and received a new order to give morphine every 15 minutes until comfort was 
achieved;-The Hospice RN gave the order verbally to the nurse assigned to another unit;-The nurse from the 
other unit drew up doses of morphine, gave the medication to the Hospice RN, who then administered it. The 
Hospice RN believes he/she gave two or three doses of morphine to the resident during his/her visit;-The 
nurse from the other unit signed out the morphine doses were administered because the nurse assigned to 
the resident was not found during the Hospice RN's visit;-The Administrator came into the facility at 
approximately 11:30 A.M.-The Hospice RN reported to the Administrator the resident's morphine was 
running low and the Administrator stated the nurses could pull additional morphine from the ADU;-The 
Hospice RN never saw the nurse assigned to the resident during his/her visit;-The Hospice RN recalled 
he/she left around 1:30 P.M. and the resident was semi-comfortable;-He/She expected the facility staff to put 
the order for morphine, to give every 15 minutes until comfortable, to follow physician orders, and to give 
morphine and/or Ativan as ordered until the resident was comfortable;-The resident's family member called 
the Hospice RN around 7:00 P.M. to report the resident had not received any morphine and was in pain;-The 
Hospice RN called the facility and the resident's nurse reported the resident had run out of morphine and the 
nurse was not able to get morphine out of the ADU;-The Hospice RN made several calls to the facility to see 
if they were able to get morphine from the ADU after speaking to their pharmacy or if their pharmacy could 
send out morphine quickly;-The Hospice RN also called the Hospice DON to notify him/her of the situation 
and to get direction from the Hospice team;-At approximately 8:00 P.M., the Hospice DON called the 
Hospice RN to report the facility was not able to get morphine to the resident from their ADU nor from their 
pharmacy. The Hospice RN was asked to try to get a script filled for the resident's morphine at a local 
pharmacy;-The Hospice RN was able to get the resident's morphine script filled at a local pharmacy and 
delivered the morphine to the facility at approximately 9:30 P.M. The local pharmacy did not provide a 
controlled substance accountability sheet for the bottle of morphine;-The Hospice RN assessed the resident 
for pain at approximately 9:30 P.M. and found the resident was in pain and uncomfortable, although not as 
bad as when the resident was assessed earlier that day on the Hospice RN's last visit;-The Hospice RN left 
the facility after the resident received a dose of morphine;-The Hospice RN received a call at 10:03 P.M., 
from the facility nurse who stated the resident had passed;-He/She expected the facility nurses to assess the 
resident every two hours for pain and administer medications as ordered for pain control;-He/She expected 
the facility to document all that happened that day, including documentation from the Administrator showing 
her involvement in th
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