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Provide safe, appropriate pain management for a resident who requires such services.

Based on interview and record review, the facility failed to ensure an effective pain management
program was in place for all residents when staff failed to document complete assessments of pain
and failed to document administration of pain medication after complaints of pain for one resident
(Resident #1) who suffered a broken hip. The facility census was 74. Review of the facility's policy
Pain Assessment and Management, dated March 2020, showed the following:-The purpose of this
procedure is to help the staff identify pain in the resident, and to develop interventions that are
consistent with the resident's goals and needs that address the underlying caused of pain;-Pain
management program is based on a facility wide commitment to appropriately assess and treat
pain;-Pain management is defined as the process of alleviating the resident's pain based on his/her
clinical condition;-Pain management is a multidisciplinary care process that includes the following:
assessing the potential pain, recognizing the presence of pain, identifying the characteristics of pain,
addressing underlying causes of pain, developing and implementing pain management, monitoring for
the effectiveness of interventions, and modify as needed;-Acute pain or significant and worsening
pain, should be assessed every 30 to 60 minutes after the onset and reassessed as indicated until
relief is obtained;-Possible behavioral signs of pain include, groaning, crying, screaming, grimacing,
frowning, resisting care or participation in activities, guarding or rubbing a part of the body;-Possible
physiological signs include increased blood pressure, increased respirations. 1. Review of Resident
#1's face sheet (brief resident profile sheet) showed the following:-admission date of
06/10/26;-Diagnoses included stroke, depression, anxiety, aphasia (disorder that impairs the ability to
speak), vascular dementia (decline in thinking and memory skills), sciatica on right side lower back
pain (nerve pain), and cognitive communication deficit. Review of the resident's admission Minimum
Data Set (MDS - a federally mandated assessment instrument completed by facility staff), dated
06/10/26, showed the following:-Severe cognitive impairment;-Usually understood by others,
difficulty communicating some words, but usually understands others but missed some or part of the
message. Review of the resident's care plan, dated 06/11/26, showed the following:-Resident had a
communication problem related to a stroke, resulting in neurocognitive communication
deficit;-Resident had impaired thought process related to left parietal ischemic stroke with petechial
hemorrhages (blockage of blood flow in the parietal lobe of the brain leading to tissue damage). Ask
yes or no questions to determine needs;-Resident had acute/chronic pain related to
stroke;-Monitor/record/report to nurse any signs or symptoms of non-verbal pain;-Monitor and report
to the nurse resident complaints of pain or request for pain treatment. Observe and report changes in
usual routine, or decreased functional abilities;-Pain management as needed, provide alternative
comfort measures as needed. Review of the resident's progress note dated 06/13/26, at 5:54 P.M.,
showed the following:-The resident was found in the floor beside the wheelchair next to the bed in
his/her room;-Resident said he/she fell and hurt his/her right leg and landed on his/her butt. His/her
butt hurt as well;-Border gauze placed on scrape of lower right leg below shin;-Upon assessment,
there was weakness with no obvious sign of broken bone, bruising or bleeding;-Resident had right
sided weakness from previous stroke and will have to be closely monitored for activity
level;-Resident did not respond to questions well and had obvious deficits processing information and
(continued on next page)
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answering questions;-Initial vitals indicate continued elevated blood pressure with no fever. Review
of the resident's June 2026 Physician Order Sheet (POS) showed an order, dated 06/13/26, for
Tylenol tablet (pain reliever) 325 milligrams (mg), two tablets by mouth, every four hours, as needed
for pain. Review of the resident's June 2026 Medication Administration Record (MAR) showed the
following:-On 06/13/26, at 6:42 P.M. Certified Medication Technician (CMT) B administered Tylenol
325 mg, two tablets for pain rated 4 out of 10 and medication. The CMT noted the pain medication
was effective. (Staff did not document where the pain was located.); -On 06/14/26, at 3:54 A.M., staff
administered Tylenol 325 mg, two tablets for pain rated 5 out of 10 and medication. Staff noted the
pain medication was effective. (Staff did not document where the pain was located.) Review of the
resident's progress note dated 06/14/26, at 10:10 A.M., showed a certified nurse aide (CNA) reported
resident's foot fell off of the wheelchair foot rest when attempting to push wheelchair, causing
second digit of right foot to have toenail torn almost completely off from nail bed. Review of the
resident's June 2026 MAR showed on 06/14/26, at 4:52 P.M.,CMT B administered Tylenol 325 mg,
two tablets for pain. The CMT noted the pain medication was effective. (The CMT did not document a
pain level or the location of the pain.) Review of resident's occupational therapy notes, dated
06/15/26, showed the following:-Resident grimaced with pain with right knee and leg when being
touched;-Nursing confirmed resident had fallen this weekend;-While in therapy, resident participated
in dynamic and strengthening exercises of the upper extremities to improve self-care;-Resident
refused to stand;-Wheeled resident to the nurses' station to decrease risk of repeat falls. Review of
resident's physical therapy notes, dated 06/15/26, showed the following:-Resident had a fall over the
weekend;-Significant, increased right knee pain with range of motion (ROM) and weight bearing with
minimal redness around the right knee;-Resident had difficulty with transfers and weight bearing and
range of motion with increased knee pain, nursing aware. Review of the resident's medical record,
dated 06/15/26, showed staff did not document follow-up assessment or treatment of pain noted in
therapy notes. Review of the resident's June 2026 MAR showed on 06/16/26, at 1:43 A.M., Registered
Nurse (RN) G administered Tylenol 325 mg, two tablets for pain rated 6 out of 10. The RN noted the
pain medication was effective. (The RN did not document where the pain was located.) Review of
resident's occupational therapy notes, dated 06/16/26, showed the resident unable to stand at this
time due to pain in the right knee and big toe. Resident demonstrating level of confusion and inability
to solve simple instructions. Review of resident's physical therapy notes, dated 06/16/26,showed the
following:-Resident provided with skilled instruction for performing sit-to-stand transfers;-Resident
provided with max verbal and tactile cues for hand and feet placement for set up, verbal cues for
improved positioning including scooting forward and increased forward weight shift;-Resident
provided with substantial assist of two and was unsuccessful in achieving standing this date due to
decreased processing and increased pain in right lower extremity. Review of the resident's progress
note dated 06/16/26, at 3:58 P.M., showed the following:-Resident had vocal complaints of pain of
new location;-Right anterior elbow and right knee with pain level of 7 out of 10;-Non-medication
interventions did not provide relief;-Physician notified of need for stronger as needed pain medication,
currently only has Tylenol. Review of the resident's pain assessment and evaluation dated 06/16/26,
at 4:06 P.M., showed the following:-Resident able to communicate appropriately;-Resident had
frequent pain in the last five days;-The resident rated his/her pain intensity of 6 out of 10;-Frequency
of which resident complained or showed evidence of pain or possible pain, showed indicators of pain
the last three to four days;-Received as needed pain medication;-Received non-medication
intervention for pain and it was somewhat helpful. Review of the resident's June 2026 POS showed
the following:-An order dated 06/16/26, at 5:45 P.M., for right hip and right upper extremity x-ray
related to pain and recent fall;-An order, dated 06/17/26, for tramadol (narcotic used to treat
moderate to severe pain) 50 mg, give one syringe by mouth every six hours, as needed for pain.
Review showed of the resident's medical record, dated 06/16/26, showed staff did not document
administration of pain medication to address the residents reported pain. Review of resident's
(continued on next page)
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physical therapy notes, dated 06/17/26, showed the following:-Sit to stand transfers with mod assist
of two with front wheeled walker, pain to the right lower extremity;-Static (maintain stable,
motionless upright posture against gravity) standing with minimal weight bearing on right lower
extremity;-Resident continued to have significant pain with right knee and lower extremities with
range of motion and standing. Nursing was notified. Review of the resident's progress notes, dated
06/17/26, showed the following: -At 5:34 P.M., order received for tramadol, 50mg, one syringe by
mouth every six hours as needed for pain;-At 7:11 P.M., resident vocalizes pain in right upper arm and
right thigh with pain level 4 out of 10. Review of the resident's record, dated 06/17/26, showed staff
did not document an assessment of the resident's pain or pain medication administered. Review of the
resident's progress notes, dated 06/18/26, showed the following:-At 12:13 A.M., x-ray called and
informed staff that resident had a fractured right hip. Staff called on-call physician and who directed
staff to send resident out to the emergency room for evaluation;-At 7:30 A.M., hospital communicated
update on resident. Resident had right hip fracture and was scheduled for surgery. Review of the
resident's hospital records, admission date of 06/18/26, showed the following:-Resident had a fall at
the nursing home about six days ago;-The resident presented to the hospital in a delayed fashion at
about four days out from the fall;-Resident found to have right displaced femoral neck fracture (broke
hip on the right side);-Surgical management in the form of a hip hemiarthroplasty (replaces only the
ball portion of the hip joint) in order to restore stability to the hip and allow for early mobilization and
improve pain control. During an interview on 06/25/26, at 2:24 P.M., the Director of Rehabilitation said
the following:-Therapy began working with the resident on 06/11/26;-When the resident began with
therapy he/she didn't show any signs of pain, he/she had some upper hemiplegic (paralysis on one
side) and some stiffness. The resident couldn't tell staff exactly where he/she hurt, if staff touched
various body parts he/she wouldn't be able to tell staff what hurts;-On Friday, 06/12/26, the resident
needed little assistance with walking and transfers. On 06/15/26, after the fall over the weekend, the
resident needed two of the staff to transfer him/her and it took more strength from the staff. The
resident would not put weight on the right leg;-On 06/15/26, the resident gave non-verbal signs of
pain like grimacing and he/she said ow. When moving the resident's right leg, he/she showed pain
and grimaced. Staff tried to figure out exactly where the pain stemmed because the resident couldn't
tell them;-When doing range of motion at first itpainful for the resident then he/she seemed to relax
and it was some better. The therapy staff completed assistive range of motion;-He/she let a nurse
know on 06/15/26, the concerns regarding the residents changes;-Therapy continued to work with
the resident on 06/16/26 and 06/17/26 and the resident continued to show pain so they did not work
with the right side. He/she discussed obtaining an x-ray with the nurse on 06/16/26. During an
interview on 06/25/26, at 2:30 P.M., CNA A said the following:-When staff assisted the resident with
personal cares before the fall the resident didn't display any pain, after the fall the resident would
curse when moving him/her;-When he/she assisted the resident the following Monday, after the fall,
the resident needed more help. The resident didn't say he/she was in pain, but when he/she
transferred the resident, he/she would curse and yell and one time patted his/her right hip;-He/she
informed the nurse and the Assistant Director of Nursing (ADON). During an interview on 06/25/26, at
2:52 P.M., CNA C said the following:-The resident could verbalize when he/she had pain;-On
06/15/26, the resident was a two-person max assist, sometimes three. When rolling the resident,
he/she would scream and curse in pain. He/she alerted the nurses;-The resident showed pain each
time he/she assisted him/her after the fall. During an interview on 06/25/26, at 2:45 P.M., CMT B
said the following:-The resident was quiet, but he/she would moan if he/she was in pain and could
tell staff yes or no;-If a resident had pain, he/she would look to see if they have an order for pain
medication, and administer the medication;-He/she did not remember if the resident had pain, or if
he/she administered pain medication to the resident. During an interview on 06/25/26, at 3:07 P.M.,
RN D said the following:-He/she did not recall any aides or therapy telling him/her the resident was
having pain. If they had told him/her about pain, he/she would have told the CMT to administer pain
(continued on next page)
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medication;-If the resident needed a narcotic, he/she would have gotten that and administered
him/herself;-He/she doesn't recall the resident telling him/her the resident had pain. During an
interview on 06/25/26, at 3:19 P.M., RN E, said if a resident complained of pain, he/she would give
the resident pain medication. If the medication doesn't help, he/she would notify the doctor. During an
interview on 06/26/26, at 8:52 A.M., RN F said the following:-He/she didn't witness the resident in
pain. The resident was non-verbal and never spoke of pain and he/she never showed signs of pain
like grimacing or guarding. He/she would -The Director of Therapy told him/her one day the resident
was having pain and he/she assessed and did not find that to be the case;-If staff tell him/her the
resident is in pain, he/she would assess and administer pain meds as needed. During an interview on
06/29/26, at 2:40 P.M., RN G said the following:-Nonverbal signs of pain would be grimacing, or other
things on the pain sheet;-The resident never told him/her that the resident had pain. The resident
would nod his/her head and staff could tell by the look on his/her face if he/she had pain, he/she
would scrunch his/her head;-One night the resident told an aide he/she was hurting, and by the time
he/she got to the resident's room, the resident was asleep, so he/she never administered any pain
medication;-The night he/she sent the resident to the hospital was the first night he/she saw the
resident in pain. The resident was grimacing and looked scared;-No other aides told him/her the
resident was in pain;-If a resident has pain staff administer pain meds, if the pain meds aren't
working, would call the doctor to get something stronger. During an interview on 06/25/26, at 4:45
P.M., the RN Supervisor said the following:-Staff could tell if the resident had pain by observing and
the resident could tell staff if he/she had pain;-When he/she asked about pain, the resident would
deny having any pain. One day the aides said when they touch the resident's right leg or arm, he/she
would display pain. He/she notified the doctor and the doctor ordered an x-ray and tramadol;-If a
resident showed signs of pain, grimacing, frowning, blood pressure elevated, the staff should provide
pain medication to the residents;-He/she was not aware the staff did not administer the tramadol to
the resident. During an interview on 06/25/26, at 3:00 P.M., the Assistant Director of Nursing (ADON)
said the following:--If a resident had pain, the staff were to notify the charge nurse and the nurse
would assess the resident and should be able to tell by the baseline if the resident had changes;-On
06/16/26, therapy let nursing know the resident was not doing much. The resident never told him/her
that the resident was having pain, and never showed any pain such as grimacing;-None of the aides
told him/her the resident was having pain. During an interview on 06/25/26, at 3:50 P.M., Director of
Nursing (DON), said the following:-The resident told therapy his/her other leg, shin was sore;-The
resident did have an x-ray and it was found he/she had a fracture;-If a resident showed signs of pain,
the aides need to tell the nurse and the nurse should be documenting and administering pain
medication. During an interview on 06/26/26, at 10:20 A.M., the physician said the following:-If staff
find a resident in pain, they typically call him/her;-He/she would expect staff to administer pain
medications if a resident is having pain and if it's not effective, they should be notifying him/her to
obtain an order for something else;-He/she remembered the resident, and said the resident was
tricky, was aphasic (communication disorder), and would nod his/her head at times but sometimes
would need to ask questions in different ways;-The resident would shake his/her head up and down
to questions;-If the resident has a tremendous amount of pain, tramadol will not take care of it. During
an interview on 06/25/26, at 4:13 P.M., the Administrator said when an aide finds a resident in pain,
he/she needs to tell the charge nurse. The charge nurse needs to do a pain assessment and pain
scale, notify the doctor and administer pain medication. Complaint 3047734
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