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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review, the facility failed to ensure medication was ordered timely and 
administered as ordered for one resident (Resident #1) who suffered from chronic pain. This caused the 
resident to experience severe pain and call emergency medical services to transport him/her to the hospital 
to receive his/her medication. The sample size was nine. The census was 118.Review of the facility's Pain 
Management policy, revised 6/20, showed:-Purpose: To ensure accurate assessment and management of 
the resident's pain;-Policy: A licensed nurse will assess residents for pain on admission and routinely as 
indicated by the resident's health and functional status. Facility staff is responsible for helping the resident 
attain or maintain their highest level of well-being while working to prevent or manage the resident's 
pain;-Procedure: --Pain assessment: --A licensed nurse will assess each resident for pain upon admission; 
--The licensed nurse will develop a care plan for pain management, including non-pharmacological 
interventions; --Pain management: --The licensed nurse will administer pain medication as ordered and 
document medication administered on the Medication Administration Record (MAR); --The licensed nurse 
will assess the resident for pain and document results on the MAR each shift using the 1-10 pain scale; 
--Nursing staff will implement timely interventions to reduce the increase in severity of pain. Review of 
Resident #1's medical record, showed:-Diagnoses included discitis of the unspecified thoracic region (a 
serious condition characterized by inflammation of the intervertebral discs, which are the soft, cushion-like 
structures located between the vertebrae of the spine), other chronic pain, post-polio syndrome (a condition 
that causes gradual muscle weakness and muscle atrophy (loss) that can affect people who have had polio.
), unspecified abdominal pain, chest pain, unspecified, low back pain, unspecified and muscle weakness. 
Review of the resident's electronic Physician's Order Sheet (ePOS), showed an order dated 2/26/25, for 
oxycodone HCL (an opioid used to treat pain) 20 milligrams (mg), give one tablet by mouth four times a day. 
Review of the resident's pain clinic after visit summary, dated 5/20/25, showed:-Goals discussed: Chronic 
care plan;-Return in one month for pain management;-Analgesics: No changes. Cannot take over the 
counter supplements while in the facility. Review of the resident's pain clinic after visit summary, dated 
6/20/25, showed:-Goals discussed: Chronic pain care plan;-Return in about three months. Review of the 
resident's July 2025 electronic Medication Administration Record (eMAR), showed:-An order with a start date 
of 2/26/25 to obtain pain level via numeric pain scale every shift (pain is rated on a scale of 1-10, with 10 
being the highest);-An order for oxycodone HCL 20 mg, give one tablet by mouth, four times a day;-On 
7/11/25, a 0 documented for pain level at midnight. Medication documented as administered at 12:00 A.M. 
Review of the resident's progress notes, showed on 7/11/25 at 12:57 A.M., a medication administration note 
for oxycodone HCL oral tablet, 20 mg. No medication to give. At 7:50 A.M., Medication was just delivered. 
Review of the resident's July 2025 eMAR, showed:-On 7/19/25, a 0 documented for pain level at 12:00 A.M. 
Nothing documented for pain level at 6:00 A.M. 0 documented for pain level at 12:00 P.M. A 7 documented 
at 12:00 A.M. for administration. Nothing documented at 6:00 A.M. for administration. A 9 documented at 
6:00 P.M. for administration;-Chart code: 7 = Not administered/See progress note;-Chart code: 9 = 
Other/See progress notes. Review of the resident's progress notes, showed on 7/19/25 at 6:34 A.M., a 
medication administration note for oxycodone HCL oral tablet, 20 mg. Medication will arrive on next schedule 
run and made physician aware and no new order obtained. Review of the resident's July 2025 eMAR 
showed on 7/20/25, a 0 documented for pain level at 12:00 A.M., 6:00 A.M., 12:00 P.M. and 6:00 P.M. 
Medication documented as administered at 12:00 P.M. A 9 documented at 6:00 P.M. for administration. 
Review of the resident's progress notes, showed on 7/20/25 at 10:30 A.M., a medication administration note 
for oxycodone HCL oral tablet, 20 mg. Drug unavailable. At 1:57 P.M., Unavailable. Called physician. He 
stated could give whatever dosage of oxycodone staff had in stat kit which would equal ordered dosage. 
There was none in the stat kit. Review of the resident's July 2025 eMAR showed on 7/27/25, an X 
documented for pain level at 6:00 P.M. A 9 documented at 6:00 P.M. for administration. Review of the 
resident's progress notes, showed on 7/27/25 at 8:48 P.M., a medication administration note for oxycodone 
HCL oral tablet, 20 mg. On order. Pharmacy stated it will be here on the night run. Review of the resident's 
July 2025 eMAR showed on 7/28/25: -An X documented for pain level at 12:00 P.M. A 9 documented for 
pain level at 6:00 A.M.; -A 9 documented at 12:00 A.M. and 6:00 A.M. for administration. Review of the 
resident's progress notes, showed on 7/28/25 at 5:11 A.M., ordered from pharmacy. At 5:50 A.M., to be 
delivered on pharmacy run. Review of the resident's August 2025 eMAR, showed:-An order for oxycodone 
HCL 20 mg, give one tablet by mouth, four times a day;-On 8/3/25, a 0 documented for pain level at 12:00 A.
M. A 7 documented at 12:00 A.M. for administration. Review of the resident's progress notes, showed on 
8/5/25 at 11:35 A.M., a medication administration note for oxycodone HCL oral tablet, 20 mg, ordered. At 
5:14 P.M., the pharmacy called. The resident's medication pending today's arrival. Delivery tentative for this 
evening. Review of the resident's August 2025 eMAR, showed:-On 8/5/25, a 6 documented for pain level at 
12:00 P.M. A 9 documented at 12:00 P.M. for administration;-On 8/13/25, nothing documented for pain level 
at 6:00 P.M. Nothing documented for 6:00 P.M. administration. Review of the resident's progress notes, 
showed on 8/14/25 at 6:35 A.M., a medication note for oxycodone HCL oral tablet, 20 mg. Awaiting delivery 
from pharmacy. Review of the resident's August 2025 eMAR, showed:-On 8/14/25, an X documented for 
pain level at 12:00 A.M. and 6:00 A.M. Nothing recorded for pain level at 6:00 P.M. A 7 documented at 12:00 
A.M. and 12:00 P.M. for administration. Nothing documented at 6:00 P.M. for administration. Review of the 
resident's progress notes, showed on 8/15/25 at 2:11 A.M., reordered medication. At 5:21 A.M., reordered 
medication. At 3:22 P.M., medication to be received on next pharmacy run. Review of the resident's August 
2025 eMAR, showed on 8/15/25, an X documented for pain level at 12:00 A.M. and 6:00 A.M. and 6:00 P.M. 
A 7 documented at 12:00 A.M., 12:00 P.M. and 6:00 P.M. for administration. Review of the resident's 
progress notes, showed on 8/31/25 at 7:24 P.M., a medication note for oxycodone HCL oral tablet, 20 mg. 
On order from the pharmacy. At 11:17 P.M., ordered from the pharmacy, awaiting delivery. Review of the 
resident's August 2025 eMAR, showed on 8/31/25, a 0 documented for pain level at 12:00 A.M. A 7 
documented at 12:00 A.M. for administration. Nothing documented for pain level at 12:00 P.M. Nothing 
documented at 12:00 P.M. for administration. An X documented for pain level at 6:00 P.M. A 9 documented 
at 6:00 P.M. for administration. Review of the resident's September 2025 eMAR, showed:-An order for 
oxycodone HCL 20 mg, give one tablet by mouth, four times a day;-On 9/1/25, an X documented for 12:00 A.
M, an X documented for 6:00 A.M, a 5 documented for 12:00 P.M. and a 0 documented for 6:00 P.M. A 9 
documented for 12:00 A.M. and 6:00 A.M. administration;-Chart codes showed 5 = Hold/See nurse's note. 
Review of the resident's progress notes, showed:-On 9/1/25 at 12:27 A.M., the resident called 911 to be sent 
to the hospital. When staff asked the resident why he/she wanted to go to the hospital, he/she stated he/she 
had been in bed all day without a pain pill. The nurse explained the order was in the system and they were 
just awaiting the delivery from the pharmacy. The nurse offered Tylenol and ibuprofen as a substitute until 
the medication comes in, but the resident refused those options. Emergency Medical Technicians (EMTs) 
arrived at midnight to transport the resident to the hospital. At 4:23 A.M., the resident returned from the 
hospital. He/She was diagnosed with a urinary tract infection. The resident denied pain and had been given 
oxycodone 15 mg in the emergency room (ER). At 5:22 A.M., a medication note for oxycodone HCL oral 
tablet, 20 mg. Awaiting delivery from the pharmacy;-On 9/18/25 at 6:21 P.M., the resident in bed requesting 
to go to the hospital. The staff asked the resident what was going on, and he/she stated he/she was in 
excruciating pain but did not specify where and was given routine pain meds 30 minutes prior. Resident 
would not let staff obtain his/her vitals;-On 9/19/25 at 1:11 A.M., the resident returned from the hospital with 
narcotics. They were held due to cognitive state. Review of the resident's annual Minimum Data Set (MDS), 
a federally mandated assessment instrument completed by facility staff, dated 9/20/25, showed:-Cognitively 
intact;-Adequate hearing and vision;-Makes self understood: Understood;-Ability to understand others: 
Understands;-No behaviors or rejection of care;-Pain Management: --At any time in the last five days, has 
the resident: --Received scheduled pain medication regimen? Yes; --Received non-medication intervention 
for pain? No;-Should a pain assessment be completed? Yes. Review of the resident's care plan, revised on 
9/22/25, showed:-Focus: Resident requires pain management. Chronic pain;-Interventions/Tasks: 
-Monitor/document for probable cause of each pain episode. Remove/limit causes where possible; 
-Monitor/record/report to nurse resident complaints of pain or requests for pain treatment; -Notify physician if 
interventions are unsuccessful;-Focus: Resident is receiving palliative care from hospice 
provider;-Interventions/Tasks: -Assess resident coping strategies and respect resident wishes; -Observe 
resident closely for signs of pain, administer pain medications as ordered, and notify physician immediately if 
there is breakthrough pain;-Focus: Resident has impaired cognitive function/dementia or impaired thought 
processes related to pain;-Interventions/Tasks: Administer medications as ordered. Review of the resident's 
progress notes, showed:-On 9/24/25 at 5:53 P.M., a medication note for oxycodone HCL oral tablet, 20 mg. 
Awaiting delivery from the pharmacy;-On 9/25/25 at 6:38 A.M., awaiting delivery from the pharmacy. Review 
of the resident's September 2025 eMAR, showed:-On 9/24/25, an X documented for pain level for 6:00 P.M. 
A 9 documented for 6:00 P.M. administration;-On 9/25/25, an X documented for pain level for 12:00 A.M. and 
6:00 A.M. A 0 documented for 12:00 P.M. A 9 documented for 6:00 P.M. A 9 documented for the 12:00 A.M. 
and 6:00 A.M. administration. Review of the resident's progress notes, showed on 10/17/25 at 7:53 A.M., the 
resident went to the hospital. At 10:26 A.M., the resident was upset scheduled pain pill was not given at the 
exact time as prescribed but was given inside the allotted time frame allowed. Resident called 911 stating 
he/she was complaining of chest pain. The resident did not complain of chest pain with staff or the nurse. At 
2:10 P.M., the resident returned from the hospital. Review of the resident's October 2025 eMAR showed on 
10/19/25, an X documented for pain level for 6:00 A.M., an N/A documented for 12:00 P.M. and a X 
documented for 6:00 P.M. A 9 documented for the 6:00 A.M., 12:00 P.M. and 6:00 P.M. administration. 
Review of the resident's progress notes, showed:-On 10/19/25 at 5:39 A.M., a medication note for 
oxycodone HCL oral tablet, 20 mg. Needs to be ordered from pharmacy. At 9:45 P.M., certified nurse's aide 
informed nurse resident wanted a pain pill. The nurse informed the resident, he/she was out of pain 
medication and will reorder it. Resident then asked if he/she could have his/her muscle relaxer. The nurse 
said OK. The resident then said he/she would call 911 to go to the ER but he/she wanted his/her muscle 
relaxer before he/she called. The resident stated he/she had not had a pain pill since midnight 10/19/25. The 
resident is currently lying in bed, no signs and symptoms of distress noted but reports pain 8 out of 10 on a 
scale of 1-10. At 10:41 P.M., the resident called 911 to be taken to the hospital because he/she is out of pain 
medication. Emergency Medical Services (EMS) here to take resident to the hospital for evaluation. At 10:44 
P.M., the nurse reordered the pain medication and the medication will be processed for scheduled delivery 
tomorrow evening. Review of the resident's October 2025 eMar, showed:-An order dated 10/20/25 for 
Hydrocodone HCL oral solution 5 mg. Take four tablets by mouth one time. Ok for pull from e-kit until card 
comes (one time order for one day);-On 10/20/25, a 10 documented for pain level for 6:00 P.M. A 9 
documented for the 6:00 P.M. administration.-On 10/20/25 at 8:45 P.M., four 5 mg tablets administered. 
Review of the resident's progress notes, showed:-On 10/20/25 at 2:00 PM., the resident returned from the 
hospital with a diagnosis of chronic pain. The resident was administered pain medication prior to discharge. 
At 7:15 P.M., staff placed a call to the pharmacy regarding the resident's ordered pain medication which had 
not arrived as promised. A new order was obtained from the physician to pull four tablets of 5 mg oxycodone 
from the emergency kit and to have the medications sent stat (immediately). Review of the resident's 
October 2025 eMAR, showed on 10/21/25, an X documented for pain level for 6:00 P.M. A 9 documented for 
the 12:00 A.M. administration. Review of the resident's progress notes, showed on 10/27/25 at 2:33 P.M., a 
medication note for oxycodone HCL 20 mg. Not available. Will be on next delivery. At 5:33 P.M. an order 
change note to give four tablets of oxycodone HCL 5 mg by mouth one time only for pain until 10/28/25. At 
5:57 P.M. the resident complained of chronic pain and called an ambulance. The resident's medication was 
given as ordered. The EMT took a copy of the resident's face sheet and exited the facility without the 
resident. Review of the resident's October 2025 eMAR, showed on 10/29/25, a 7 documented for pain level 
for 6:00 A.M. A 7 documented for the 6:00 A.M. administration. Review of the resident's progress notes, 
showed on 10/29/25 at 5:34 A.M., a medication note for oxycodone HCL 20 mg. On order from the 
pharmacy. During interviews on 10/29/25 at 9:15 A.M. and at 12:40 P.M., the resident said they run out of 
his/her pain medication a lot. The hard part is the staff cannot tell him/her when he/she will be getting it. 
He/She has had to go for hours without the medication and has been in horrible pain. This is why he/she has 
been calling 911 and going to the hospital. They offer him/her Tylenol or ibuprofen but it has never worked in 
the past and then the pain gets so bad he/she can hardly stand it. The staff tell EMS he/she is only trying to 
get more medication, but he/she only wants the pain medication the physician has ordered for him/her. Staff 
tell him/her it will be there soon, and it is hours or the next day before it arrives. The staff do not tell him/her 
they are out of his/her medication until it is due, then he/she has no idea when he/she will get it and how 
much pain he/she will be in by the time it arrives. He/She did not get his/her morning pain medication again 
this morning until almost lunch time. It is very frustrating to have to worry about how long he/she is going to 
have to be in pain before he/she can get the medications, which the physician has ordered for him/her. 
He/She had not seen a pain specialist for several months. They had not scheduled another appointment for 
him/her. The last appointment was cancelled because transportation did not show up. During an interview on 
10/29/25 at 1:15 P.M., Licensed Practical Nurse (LPN) A said when a resident's medication runs low, they 
are supposed to call the pharmacy to reorder more. If the order calls for a script, then they should call the 
resident's physician and have them send over the script and then follow up and make sure they got it. They 
should offer Tylenol if there is an order for it if there is a wait. There is a problem with the pharmacy when 
you call a few days before the prescription runs out, then they say it is too early for a refill. By the time they 
will refill it, then they must start the whole process of contacting the physician again to get the script over or 
the pharmacy does not immediately send the medication over. The resident gets upset and immediately calls 
911. He/She does not want any other interventions. During an interview on 10/29/25 at 12:15 P.M., the 
Assistant Director of Nursing said staff should order the medication a few days before it runs out. The 
resident takes so much medication, a card of 30 runs out very quickly. The pharmacy wants a new script 
when they get a new order. The medication they carry in the e-kit is not the same dosage the resident is 
prescribed, so they have to contact the physician and get an order for the different dosage before the 
pharmacy will okay it from the e-kit. All of this takes time, and sometimes the resident runs out of the 
medication before they can get it filled. The staff have offered the resident other non-pharmacological 
interventions, but he/she will not accept them. He/She is not receptive to taking non-opioid pain relievers. 
During an interview on 10/29/25 at 11:30 A.M., the Director of Nursing said staff should call the pharmacy 
and order the medication several days before it runs out so the resident does not go without it. The staff can 
also check the e-kit and pull the medication from there if they have it, to hold the resident over until the 
medication arrives from the pharmacy. The resident calls 911 because he/she believes he/she will get a 
higher dosage of the medication at the hospital. There have been times when he/she called 911 even after 
receiving his/her medication. The EMS personnel are familiar with him/her. He/She refuses all 
non-pharmacological interventions like position changing, heat and non-opioid medications. Review of an 
email sent from the DON on 11/3/25 at 11:30 A.M., showed the resident attended his/her pain clinic 
appointments in May and June for imaging and injections but refused later appointments, preferring to 
adhere to his/her current oxycodone pain management as he/she liked this regimen the best. They spoke to 
the resident and he/she agreed to go and they scheduled an appointment for 12/1/25. During an interview on 
10/29/25 at 1:30 P.M., the Administrator said the resident should get his/her medication as ordered. He/She 
should not be in pain for hours because the medication was unavailable. She expected staff to order it before 
it ran out or pull it from the e-kit if it did not arrive on time. During an interview on 10/31/25 at 9:30 A.M., the 
resident's physician said the resident should not go without his/her pain medication, but there is an issue with 
the facility staff and the pharmacy. The facility staff should order the medication on time. The pharmacy 
should fill it on time. They want a script every time and this takes time to call the physician and get one sent 
over. He thinks the resident is drug seeking and should see a pain specialist, but the resident has refused to 
see one in the past. He did not know if anyone approached the resident recently to suggest this again, but 
they should try to get him/her to go see one. 2646728
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to follow their Behavior Management and Resident Drug and 
Alcohol Abuse policies by failing to provide local services and resources for two sampled residents (Resident 
#1 and Resident #2) who were admitted with a history of substance abuse and continued to use and abuse 
illegal substances in the community. The residents left the faciity on leave of absences (LOAs), sometimes 
for days. Resident #1 overdosed several times in the facility with illegal substances. Staff used Narcan 
several times to revive the resident. Resident #2 overdosed once in the facility and once in the community 
and was hospitalized twice with a diagnosis of drug overdose and severe intoxication. Both residents were 
allowed to continue to go out on LOA and return to the facility intoxicated. Additionally, Resident #2 made 
threats to shoot up the facility and made inappropriate sexual comments and gestures towards female staff. 
The census was 108. Review of the facility's Behavior Management policy, revised [DATE], 
showed:-Purpose: To implement the most desirable and effective interventions to change, modify, decrease, 
or eliminate behaviors that are distressing to the resident, and/or are decreasing or negatively impacting the 
residents' quality of life. To ensure facility staff performs a timely and appropriate assessment of the 
resident's behavioral symptoms and implement appropriate interventions before and after the resident begins 
taking psychotherapeutic medications. The facility is responsible for providing behavioral health care and 
services which create an environment to promote emotional and psychosocial well-being, meet each 
resident's needs and include individualized approaches to care;-Upon observing the adverse behavioral 
symptom, staff will do the following as indicated: -Ensure the safety of the resident as well as all other 
residents;-Document the incident on the 24-hour report;-The Charge Nurse will assign a staff member(s) to 
monitor/shadow the resident as needed;-Such monitoring is for the protection of the resident as well as all 
others, and is not meant to restrict their movement or mobility;-Nursing Staff will continue to monitor the 
resident's behavior to determine what event(s), if any, precipitated the behavior and document the following 
information as indicated:-Date and time of behavior;-Location of resident when the behavior 
occurred;-Description of the behavior (e.g., what the resident said or did and if the behavior 
intensified);-Non-verbal cues;-What seemed to cause the behavior; and -Any interventions used and their 
effect.-In assessing the resident for potential causal factors, licensed nursing staff will consider the following 
factors and document their findings in the medical record:-Physical conditions (e.g., pain or discomfort, 
hunger or thirst, fatigue, toileting needs, incontinence);-Environmental conditions;-Psychosocial or emotional 
stressors (e.g., change in resident's customary routine, loneliness, frustration, fear of the unknown, possible 
abuse by staff or other residents, incompatibility with roommate, inability to communicate needs, lack of 
support system, loss of control due to changes in physical condition);-Medical conditions that require 
treatment; -Mental health conditions, which may contribute to resident's behavior;-It is also important for the 
facility to use an interdisciplinary team (IDT) approach which includes the resident, their family, or resident 
representative. Review of the facility's Resident Drug and alcohol abuse policy, revised [DATE], 
showed:-Purpose: To provide a safe and drug-free environment for residents while at the facility;-The facility 
will admit a resident who has a history of drug and alcohol abuse if their primary diagnosis is suitable for 
skilled care;-The facility has a zero-tolerance policy for the use or possession of illegal drugs (including 
marijuana (a psychoactive drug that contains a chemical compound called tetrahydrocannabinol (THC), 
which is responsible for the intoxicating effects of marijuana.) or any type of drug paraphernalia in the facility 
or on the grounds of the facility;-All illegal drugs and/or drug paraphernalia will be confiscated from the 
resident and/or their room;-For the purpose of this policy alcohol is not considered to be an illegal drug;-The 
only drugs permissible at the facility and/or on facility grounds are those for which there is an attending 
physician order;-The facility has a zero-tolerance policy for the abuse of alcohol in the facility or on the 
grounds of the facility;-Any resident found in violation of this policy will be discharged to a more appropriate 
setting for care;-Social Services may provide residents with this policy in the following circumstances: -In the 
facility specific information provided to residents upon admission; -If the resident has a history of substance 
abuse:-a. alcohol;-b. narcotics; or-c. other substances; -If the resident is at risk for post-acute withdrawal 
symptoms; -If the resident is at risk for behavior disturbance;-If the resident has a substance abuse care 
plan;-If the resident has brought illegal drugs or alcohol into the facility; -If IDT feels it is appropriate to 
provide the resident with the policy;-After the Social Worker provides the resident with the policy, the resident 
will be asked to sign the Resident Drug and Alcohol Abuse Policy Acknowledgement Form, stating they are 
aware of the facility's zero tolerance policy on the use or possession of illegal drugs and its policy on alcohol 
abuse;-The facility will use its best efforts to obtain the resident's medical records if the resident has a history 
of drug or alcohol abuse, or use of illegal drugs;-Residents whose medical record provides a history of drug 
or alcohol abuse may be seen by a psychologist who will address current behavioral management issues for 
the resident as part of their care plan;-The care plan will be communicated to the attending physician and 
facility staff to specifically address the resident's behavioral problems;-The IDT will review the care plan after 
it is developed, and as needed thereafter;-The facility will provide residents who have a history of drug and 
alcohol abuse with information on local services and resources that can assist with treating drug or alcohol 
abuse;-Residents who wish to attend meetings such as Alcoholics Anonymous or Narcotics Anonymous, the 
facility will provide transport assistance to and from the meetings;-The IDT will determine whether the 
resident needs to be accompanied by a staff member;-Any drugs, drug paraphernalia, or alcohol will be 
destroyed or handed over to the authorities as required;-If a resident violates this policy, the resident will also 
be subject to drug screening to test for the presence of any illegal substances in their body;-If the drug 
screening is positive, the resident will be discharged according to facility discharge procedures;-If the 
resident refuses the drug screening, they could be discharged according to the facility discharge procedures. 
1. Review of Resident #1's admission history and physical report, dated [DATE], showed:-History of 
marijuana use;-The resident consumed two alcoholic drinks, two to three times per week. Review of the 
resident's admission Minimum Data Set (MDS), a federally mandated assessment instrument completed by 
facility staff, dated [DATE], showed the following:-admitted [DATE];-Cognitively intact;-No behaviors 
exhibited;-Independent with all activities of daily living (ADLs); -Diagnoses included compression fractures, 
opioid abuse, cannabis use, alcoholic cirrhosis of liver (a chronic liver disease characterized by the formation 
of scar tissue (fibrosis) that replaces healthy liver cells), congestive heart failure and chronic obstructive 
pulmonary disease (COPD, a group of lung diseases that cause airflow obstruction and breathing problems). 
Review of the resident's social history assessment, dated [DATE], showed:-Habits: Marijuana, crack cocaine 
(free base form of the stimulant cocaine that can be smoked) and heroin (an illegal, highly addictive opioid 
drug processed from morphine) use. Review of the resident's progress notes, showed:-On [DATE] at 7:19 A.
M., the resident was on Leave Of Absence (LOA) with family since 11:45 A.M. on [DATE]. At 11:33 A.M., the 
resident's family member called concerned about the resident being on LOA and not having his/her 
medications. The resident was supposed to return to the facility on [DATE];-On [DATE] at 11:12 P.M., the 
resident was found on floor, in his/her room with vomit and blood next to him/her. The nurse assessed 
him/her. He/She had a hematoma to left side of his/her head. He/She was lethargic and unresponsive. The 
nurse and two Certified Nurse Aides (CNAs) transferred the resident to his/her bed. The physician was 
notified. He/She gave order to send the resident to emergency room. Review of the resident's hospital drug 
screen, dated [DATE], showed it was positive for cocaine (a powerfully addictive stimulant drug, primarily 
distributed and used as an illegal street drug) and Fentanyl (a powerful synthetic opioid. The substance is up 
to 50 times more potent than heroin and 100 times stronger than morphine). Review of the resident's 
progress notes, dated [DATE] at 1:09 P.M., showed the resident was educated on drug abuse prevention. 
Social services were contacted for possible inpatient drug treatment program to address resident's extensive 
drug abuse history. Review of the resident's social history assessment, dated [DATE], showed his/her habits 
included cocaine use. Review of the resident's progress notes, showed:-On [DATE], the resident's care plan 
meeting was held on [DATE]. The resident, social worker and Assistant Director of Nursing (ADON) 
attended. The resident was his/her own responsible party. The resident was concerned about not receiving 
milk with his/her breakfast tray. He/She was excited about his/her weight gain. No documented discussion 
about drug use; -On [DATE] at 2:20 P.M., the resident was on LOA with his/her parent;-On [DATE] at 9:30 A.
M., resident on LOA with family. Review of the resident's social history assessment, dated [DATE], showed 
his/her habits included drinking and drugs. Review of the resident's care plan, in use during the survey, 
showed:-Problem: History of alcohol, opioids and cannabis abuse (date initiated [DATE]);-Interventions: 
Encouraged resident to attend counseling services. Ensured resident/Responsible Party (RP) was familiar 
with facility's policy for Drug/Alcohol use. Educated resident on dangers of using drugs/alcohol with 
prescribed medications. Monitored for any changes and notified MD/RP/Administrator/Director of Nursing 
(DON) immediately. Review of the resident's progress notes, showed:-On [DATE] at 9:06 A.M., the resident 
was on LOA with sibling. At 10:22 P.M., the resident remained on LOA;-On [DATE] at 12:30 A.M., the 
resident returned to the building;-On [DATE] at 8:12 P.M., the resident was LOA;-On [DATE] at 3:03 P.M., 
the resident remained on LOA with sibling;-On [DATE] at 9:00 A.M., the resident was on LOA. Physician was 
notified. The plan of care was ongoing;-On [DATE] at 12:02 A.M., the resident continued to be on LOA. The 
oncoming nurse was notified. At 6:15 A.M., the resident called the facility and said he/she would return later. 
At 11:01 P.M., the resident returned to the facility. He/She was reinstated into system. He/She was 
exhausted and wanted to rest;-On [DATE] at 7:10 P.M., the nurse noted a CNA informed him/her the 
resident was detained by police at a nearby store. He/She was suspected to be under the influence. The 
police returned the resident to the facility. The resident's medication was held per physician order. The 
resident could not walk and needed assistance of two staff to get into bed;-On [DATE] at 1:13 A.M., the 
nurse assessed the resident. He/She was in bed, snoring loudly. Staff monitored for change in condition. 
Review of the resident's social services note, dated [DATE] at 3:03 P.M., showed the previous Administrator 
and the Social Services Director (SSD) met with resident and put him/her on a behavior contract for drug 
use. Review of the resident's care plan, in use during survey, showed it was updated on [DATE] with the 
following intervention: The resident was on a behavior contract regarding behaviors involving altered mental 
status with prior history of substance abuse and police department. Review of the resident's behavior 
contract, dated [DATE], showed:-Problem: The resident has as history of alcohol and drug use;-Goal: The 
resident understood if he/she violated the facility's policy by using illegal substances, he/she would be 
subject to immediate discharge;-Date to be achieved: [DATE];-Care plan/copy given to resident: Blank;-The 
contract failed to show how the IDT would work with the resident and to revise the care plan and contract 
related to his/her non-adherence to the contract. Review of the resident's progress notes, showed:-On 
[DATE] at 1:46 P.M., resident signed out of facility. He/She would return later;-On [DATE] at 3:54 P.M., the 
resident was noted to have unstable balance, assisted to a wheelchair and brought to nurses' station where 
he/she became unresponsive. A sternal rub was performed with no results. Oxygen was applied using 
non-rebreather (a device for delivering high concentrations of supplemental oxygen to patients who are 
breathing on their own but have severe respiratory distress or hypoxia). Narcan (medicine that can save 
someone from a heroin, Fentanyl, or prescription opioid medicine overdose) was administered twice and 911 
called. Review of the resident's hospital drug screen, dated [DATE], showed it was positive for Fentanyl and 
cannabis. Review of the resident's progress notes, showed:-On [DATE] at 6:48 P.M., new order received 
from physician for urine drug screen. The results were requested and not provided. Review of the resident's 
social services notes, dated [DATE] at 11:42 P.M., showed the SSD spoke to the resident about the incident 
on [DATE]. The resident said he/she took his/her medications. He/She ate a brownie, and it must have been 
laced with something. The SSD asked the resident to meet with a counselor. The resident said he/she would 
think about it. Review of the resident's progress notes, showed:-On [DATE] at 3:08 P.M., the resident signed 
out LOA;-On [DATE] at 11:03 A.M., resident on LOA;-On [DATE] at 9:52 A.M., signed out LOA with 
parent;-On [DATE] at 1:46 P.M., the resident signed out LOA with parent;-On [DATE] at 12:48 P.M., 
resident's family member called and was concerned about the resident being allowed to sign him/herself out 
of the facility. The family member said the resident's sibling lived in another state. At 12:52 P.M., the resident 
remained on LOA. His/Her number was not working. At 1:21 P.M., the nurse was made aware of resident's 
absence and family member concerns. At 10:17 P.M., the resident remained on LOA. Review of the 
resident's counseling clinical note, dated [DATE] at 12:00 P.M., showed the resident checked him/herself out 
of facility for a few days. Counselor would check back next week. Review of the resident's progress notes, 
showed:-On [DATE] at 1:59 A.M., the resident remained on LOA;-On [DATE] at 6:20 P.M., resident was 
found in his/her room, on the floor in a crouched position between the bed and bedside table. He/She was 
unresponsive to verbal stimuli. He/She was repositioned to supine position on floor and noted to have a 
laceration to the right side of his/her forehead, with a moderate amount of dark red blood present and 
resident continued to be unresponsive. 911 was called. Review of the resident's hospital discharge 
paperwork, dated [DATE], showed a diagnosis of accidental overdose of opiates and forehead laceration. 
The resident received three stitches to his/her forehead. No documentation of drug screen. Review of the 
resident's progress notes, dated [DATE] at 12:55 A.M., showed the resident returned to facility, upset about 
room search. He/She received three stitches to forehead. Diagnoses were low oxygen and a fall. Review of 
the resident's medical record, on [DATE], showed no documented social services notes. Review of the 
resident's care plan, in use during the survey, showed:-Intervention: The resident had a fall and was found to 
have altered mental status. Cannabis edible wrappers were found in his/her room as well as cannabis 
paraphernalia and a half-smoked cannabis cigar (date initiated, [DATE]);-Problem: Noncompliant with 
facility's drug policy (date initiated, [DATE]);-Goal: Resident will comply with drug policy through next 
review-Interventions: Encouraged resident to attend drug counseling. Re-educated resident on facility's drug 
policy. Continued to monitor for any changes. Made physician and psych aware of behavior. Review of the 
resident's behavioral health diagnostic assessment, dated [DATE], showed:-Reason for referral: Opioid 
abuse, uncomplicated;-History of presenting illness: No history of mental illness, and some mild anxiety. 
Resident reported he/she abused opioids for ten years. He/She used daily prior to admission to the facility. 
The resident went to rehab for substance abuse a few years ago;-Risk factors: Current and history of 
alcohol/substance abuse;-Treatment plan: Adjustment, sleep disturbance, substance abuse;-Short term 
goals: Resident would verbalize at least two reasons for substance use and adaptive alternatives; Resident 
would verbalize at least two alternatives to substance abuse during session (blank) of three sessions. 
Resident would list four triggers (persons, places, and things) that may precipitate relapse during session 
(blank) of four sessions;-Assessment discussed with SSD. Review of the resident's medical record, showed 
no documented social services notes on [DATE]. Review of the resident's medical record, showed his/her 
family member was designated as his/her Power of Attorney (POA) on [DATE]. Review of the resident's 
progress notes, showed:-On [DATE] at 2:49 P.M., resident went out on LOA and did not sign out at nurse's 
station;-On [DATE] at 10:04 P.M., the resident was away from the facility;-On [DATE] at 1:14 A.M., the 
resident remained on LOA. At 3:43 P.M., the resident returned from LOA at 11:30 A.M. No distress noted. 
Review of the resident's medical record, showed no documentation of psychiatric visits for [DATE]. Review of 
the resident's progress notes, showed:-On [DATE] at 12:25 P.M., resident was on LOA;-On [DATE] at 7:41 A.
M., resident was on LOA. At 3:31 P.M., resident remained on LOA;-On [DATE] at 3:51 P.M., resident went 
on LOA with a female before lunch. At 4:58 P.M., the resident remained on LOA;-On [DATE] at 1:56 P.M., 
resident on LOA. Review of the resident's psychological services progress note, dated [DATE] at 11:47 A.M. 
to 12:12 P.M., showed:-Substance Abuse: History;-Long term therapy goals: The resident would understand 
the severity of the substance use and decide upon a recovery plan;-Intervention: Assessed current mood 
and anxiety symptoms to ascertain current emotional functioning. Provided support to the resident. 
Requested the resident describe a thought or feeling in more details. Asked clarifying questions. Validated 
and accepted all aspects of the resident's current and past experiences;-Resident's Response: The resident 
was calm and engaging. He/She was receptive to feedback and interventions. The resident said he/she was 
doing, ok. Review of the resident's psychological services progress note, dated [DATE] at 9:31 A.M. to 9:59 
A.M., showed:-Substance Abuse: History;-Long term therapy goals: The resident would understand the 
severity of the substance use and decide upon a recovery plan;-Intervention: Assessed current mood and 
anxiety symptoms to ascertain current emotional functioning. Provided support to the resident. Requested 
the resident describe a thought or feeling in more details. Asked clarifying questions. Validated and accepted 
all aspects of the resident's current and past experiences. Facilitated discussion on substance abuse 
;-Resident's Response: The resident was calm and engaging. He/She was receptive to feedback and 
interventions. The resident said he/she was doing, ok. Review of the resident's progress notes, showed:-On 
[DATE] at 12:29 A.M., resident on LOA, called and said he/she would not return tonight. At 3:15 P.M., the 
resident returned from LOA;-On [DATE] at 12:46 P.M., resident on LOA;-On [DATE] at 1:45 P.M., resident on 
LOA;-On [DATE] at 6:01 A.M., the nurse entered resident's room to give morning medications, pulled his/her 
curtain back and he/she was not in bed. The nurse called the resident's name. He/She did not respond. The 
nurse knocked on the bathroom door and the resident did not respond. The nurse checked behind the 
curtain again and saw the resident slumped on the side of the bed in a seated position. The nurse called 
his/her name again, no response. The nurse performed vigorous rub to chest, with no response. The nurse 
called other staff for assistance. A second nurse instructed him/her to administer Narcan. Narcan was 
administered and the resident did not respond. A third nurse called 911. The resident was transported to the 
hospital. At 2:49 P.M., the resident returned to facility;-On [DATE] at 11:10 P.M., the resident was found in 
his/her bedroom unresponsive at 10:45 P.M. The nurse gave the resident a dose of Narcan 4 mg per nasal, 
waited 3 minutes and gave a second dose. Emergency Medical Services (EMS) was called and arrived for 
transport. The resident was awake and talking to staff when EMS arrived. The resident was transported to 
the hospital;-On [DATE] at 6:51 A.M., the resident returned from the hospital. Review of the resident's social 
services notes, dated [DATE] at 11:20 A.M., showed the SSD had an emergency meeting with the resident 
and his/her POA. They discussed his/her behavior over the weekend. They discussed the resident not 
leaving the facility, and his/her room being searched. The resident and his/her POA agreed to interventions. 
The resident agreed to go to inpatient drug treatment. At 4:54 P.M., the SSD met with the resident again and 
contacted several facilities. Review of the resident's medical record on [DATE], showed not documented 
drug screenings for [DATE] and [DATE]. Review of a Behavior Contract, dated [DATE], showed:-Problem: 
Resident was suspected of using drugs over the weekend;-Goal: Resident has agreed to a drug program. 
Resident understood if he/she went against the company policy by using illegal substance, he/she would be 
subject to immediate (end of sentence);-The contract failed to show how the IDT would work with the 
resident and resident representative to revise the care plan and contract related to his/her non-adherence to 
the contract. Review of the resident's psychological services progress note, dated [DATE] at 8:50 A.M. to 
9:19 A.M., showed:-Substance Abuse: History;-Long term therapy goals: The resident would understand the 
severity of the substance use and decide upon a recovery plan;-Intervention: Assessed current mood and 
anxiety symptoms to ascertain current emotional functioning. Provided support to the resident. Requested 
the resident describe a thought or feeling in more details. Asked clarifying questions. Validated and accepted 
all aspects of the resident's current and past experiences. Facilitated discussion on substance 
abuse;-Resident's Response: The resident was calm and engaging. He/She was receptive to feedback and 
interventions. The resident said he/she was doing, ok. He/She denied using illegal substances. Review of the 
social services notes, dated [DATE] at 12:12 P.M., showed the SSD met with the resident and discussed the 
drug and alcohol policy, the new behavior contract and the behavior management policy. He/She received a 
copy of his/her care plan. The resident and his/her POA agreed to him/her being transferred to a hospital for 
medical drug detox. During an interview on [DATE] at 1:28 P.M. and [DATE] at 11:26 A.M., the resident said 
he/she had been at the facility since [DATE]. He/She was admitted from the hospital for rehab. He/She left 
the facility by him/herself and with family. He/She usually left in the morning. Sometimes, he/she would not 
return to the facility. He/She used Fentanyl, cannabis and sometimes cocaine. He/She bought drugs when 
he/she left the facility. He/She used the drugs before he/she returned to the facility. He/She was told he/she 
overdosed on Saturday. He/She does not remember what happened. He/She snorted Fentanyl on Saturday. 
He/She thinks he/she has overdosed three or four times in the facility. He/She used drugs due to back pain. 
He/She was clean for three months, then the back pain returned. He/She had an order for oxycodone, but it 
was not strong enough. He/She thinks he/she told the doctor about the pain medication. He/She cannot 
remember when he/she saw the physician. He/She abused drugs for nine years and was actively using when 
admitted to the facility. He/She completed substance abuse treatment years ago. A lady came to the facility 
to talk to him/her. The facility mentioned inpatient treatment a few months ago, but it never happened. Staff 
searched his/her room, but not his/her person. He/She signed a behavior contract in June and today. He/She 
and his/her POA met with the SSD yesterday. The facility is sending him/her to a hospital for medical detox. 
He/She was waiting for the van to transport him/her to the hospital. During an interview on [DATE] at 11:54 A.
M., Licensed Practical Nurse (LPN) A said on [DATE], one of the aides went on break and saw the resident 
detained by the police, at a nearby store. The aide notified LPN A. LPN A drove to the store. The police said 
the resident was under the influence of drugs or alcohol and could not walk. The police transported the 
resident back to the facility. LPN A reported the incident to the previous DON. The resident was independent 
with ADLs. LPN A was not sure why the resident was admitted to the facility. The resident had a history of 
substance abuse. He/She had several overdoses in the facility. He/She was his/her own responsible party 
and sometimes he/she left for days. He/She would tell staff he/she was leaving with his/her parent or sibling. 
His/Her POA informed staff the resident does not have a son, and his/her parent is deceased . When staff 
suspect a resident is under the influence, they notified the DON and social worker. LPN A thinks residents 
are put on a behavior contracts. Staff also notify the physician. The physician ordered them to hold the 
resident's narcotics. If the resident was his/her own RP, the family was not notified. The resident never told 
LPN A he/she was having severe back pain. He/She had an order for pain pills. During an interview on 
[DATE] at 12:22 P.M., LPN B said he/she worked at the facility for two months. On [DATE], he/she was near 
the resident's hall and heard someone yell nurse! When he/she entered the resident's room, the nurse was 
doing chest compressions. LPN B retrieved the Narcan, and another nurse administered the dose to the 
resident. He/She woke up. EMS arrived and transported the resident to the hospital. LPN B quit because of 
the overdoses in the facility. The overdoses happened a lot on weekends. Staff complained about the 
residents being allowed to sign themselves out. The Administrator said if they pass a test, they can leave the 
facility. When staff suspected a resident was under the influence, they were supposed to notify the 
Administrator and physician. Staff never received clear direction on what they should do when a resident 
overdosed. During an interview on [DATE] at 1:20 P.M., LPN C said he/she worked at the facility for a few 
weeks. On [DATE], he/she attempted to give the resident his/her morning medication. The resident's curtain 
was pulled. He/She called the resident's name, and he/she did not respond. He/She pulled the curtain back 
and the resident was not in bed. LPN C checked the resident's bathroom, and he/she was not in there. 
He/She pulled the resident's curtain back again and saw the resident on the floor. The resident was 
breathing. LPN C asked the aide for the resident's history. The aide said the resident was known to 
overdose. LPN C asked another nurse for assistance. The nurse told LPN C to administer Narcan to the 
resident. The resident did not initially respond to the Narcan. EMS arrived and told him/her he/she needed to 
go to the hospital. The resident could not stand up. LPN C contacted the ADON, physician and resident's 
POA. The resident's POA was upset. The POA said the resident was not safe at the facility. The POA was 
afraid every time he/she received a call from the facility, it was to say the resident was deceased . LPN A 
was not aware of any other overdoses in the facility. LPN C has not received training on residents with 
substance abuse issues. During an interview on [DATE] at 12:45 P.M., the SSD said she has worked at the 
facility for 14 years. The resident was admitted for short-term rehab. He/She completed rehab and was not 
able to return to his/her apartment. She was not aware of the incident in February. She found out the 
resident had substance abuse issues in June or July. The resident was found unresponsive. He/She said 
his/her nephew made brownies laced with drugs. The resident signed a behavior contract on [DATE]. She 
contacted a few substance abuse treatment facilities. She did not receive any return calls. She contacted a 
treatment facility on [DATE] and the resident refused to do treatment. He/She also refused to see a 
counselor. The resident was not doing drugs on the premises. She believes that is why the resident stayed 
out late. He/She was his own responsible party and was allowed to leave the building. The resident told staff 
he/she was on LOA with his/her parent, son or sibling. Staff found out recently he/she did not have a son, 
his/her father is deceased and his/her sibling lives in another state. His/Her POA was enacted on [DATE]. 
When the first incident occurred, the resident's POA begged the facility not to discharge him/her. The 
resident should have been discharged . She sent referrals to other facilities. They did not accept him/her. 
The resident left for medical detox on [DATE]. He/She will be at the hospital for 14-21 days. 2. Review of 
Resident #2's progress notes, showed:-On [DATE] at 3:30 P.M., the previous DON noted the resident signed 
out around 9:00 A.M., to go to the store. He/She did not return by lunch time. A CNA went to the store to 
check on the resident. The resident was still at the store. The resident did not return later. The DON directed 
the nurse to contact law enforcement to obtain his/her location via his/her ankle monitor. At 11:17 P.M., the 
nurse called and spoke with resident's family member. The family member said the resident was ok and 
he/she was unsure if the resident would return to the facility tonight. The nurse informed the family member 
the resident needed to return before midnight;-On [DATE] at 10:18 A.M., the resident remained on LOA;-On 
[DATE] at 9:00 P.M., the resident returned to the facility via EMS from the hospital, with a diagnosis of 
vomiting/nausea and dehydration. The physician was notified. The resident was readmitted to the facility. 
Review of the Social Services notes, dated [DATE] at 6:35 P.M., showed the SSD noted the resident was 
admitted to the facility from the hospital, he/she was shot in the back by someone he/she knew. He/She was 
released on bond and had an ankle monitor. He/She agreed to meet with a behavioral health counselor. The 
resident rights, and drug and alcohol policy were reviewed with the resident. He/She scored a 15 (cognitively 
intact)on the brief interview for mental status (BIMS, a standardized assessment tool to screen cognitive 
functioning) assessment. Review of the resident's admission MDS, dated [DATE], showed: -admitted 
[DATE];-Cognitively intact;-No behaviors exhibited;-Diagnoses included paraplegia (spinal cord injury) and 
psychoactive substance abuse (the harmful or excessive use of substances that alter brain function and 
produce psychological effects). Review of the resident's care plan, in use during the survey, 
showed:-Problem: The resident had a psychosocial well-being problem due to pain, recent admission, mood, 
and psychoactive substance abuse (Date Initiated: [DATE])-Goal: He/She will demonstrate 
adjustm[TRUNCATED]

44265607

02/05/2026


