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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure a resident with pain received pain 
medications as ordered by the physician. This affected one of three sampled residents (Resident #2). The 
census was 112.Review of the facility's Pain Management policy, dated 7/1/25, showed the following:-Policy: 
The facility will use a systematic approach to Pain Management; recognition, evaluation, treatment, and 
monitoring of pain. Individuals experiencing pain may receive pharmacological/non-pharmacological 
interventions to assist in pain management;-Responsibility: Nursing personnel, nursing administration, and 
Director of Nursing (DON);-Procedure: -Evaluate/Prevent: --Recognize when the resident is experiencing 
pain and identify circumstances when pain can be anticipated;--Evaluate resident for pain on admission and 
routine evaluations;--Manage/prevent pain, consistent with the comprehensive evaluation and plan of care, 
current professional standards of practice, and resident's goals/preferences;-Observe for nonverbal 
indicators (included negative vocalization (e.g., groaning, crying, whimpering, screaming));-Verbal 
descriptors (included stabbing, throbbing, hurting);-Pain Evaluation: --1. Nursing will complete a Pain 
Evaluation Tool appropriate for the resident's cognitive status to assist with evaluation of a resident's 
pain;--2. Evaluation of pain by the licensed nurse or medical provider:---History of pain and treatment;---Ask 
the resident to rate the intensity of pain using a numerical scale, verbal or visual descriptor that is appropriate 
and preferred by the resident; ---Reviewing the resident's current medical conditions;---Identify key 
characteristics of pain;---Obtain descriptors of pain;-Pain Management and Treatment;--Pharmacological 
interventions will follow a systematic approach for selecting medications/doses to manage pain;--General 
principles for analgesics included:---Evaluate the resident's medical condition, current medication regimen, 
cause and severity of the pain and course of illness to determine the most appropriate analgesic for pain 
therapy. Review of Resident #2's admission Minimum Data Set (MDS), a federally mandated assessment 
instrument completed by facility staff, dated 10/28/25, showed the following:-Diagnoses of fracture, Stage IV 
(full thickness loss with exposed bone, tendon, muscle, slough (yellowish, soft dead tissue), or eschar (hard, 
dry dead tissue) may be present on the wound bed) pressure ulcer (Injury to the skin and/or underlying 
tissue usually over a bony prominence, as a result of pressure or friction);-Pain: Has frequent, severe 
pain;-Had recent orthopedic and heel surgery. Review of the resident's progress notes, showed the 
following:-On 11/14/25 at 2:41 P.M., resident arrived via EMS (Emergency Medical Service). Resident is alert 
and oriented and able to make needs know. Vital signs and skin assessment completed. Bilateral wounds to 
lower extremity, skin tear to coccyx (tailbone) noted. Stated pain was at a 10/10 but stated that was baseline 
for him/her;-No further documentation in the progress notes until 11/15/25 at 10:36 A.M.;-On 11/15/25 at 
10:36 A.M., oxycodone (an opioid medication used to treat moderate to severe pain) 10 milligrams (mg) 
given at 10:15 A.M. Needed to be pulled from the Pyxis (an automated drug dispensing machine). Review of 
the resident's Pyxis Transaction sheet, dated 11/15/25, showed at 10:33 A.M, oxycodone 10 mg two tablets 
dispensed. Review of the resident's care plan, dated 11/20/25, showed the following:-Problem: Pain - 
Chronic pain related to neuropathy (nerve damage), recent surgery to the left heel, bilateral heel pressure 
ulcers, ulcers to the right ankle and left shin;-Approaches included: Administer medication as ordered. Refer 
to current electronic medication administration record (eMAR) for further details. Monitor and record 
effectiveness. Report adverse side effects. Assess effects of pain including but not limited to disturbances in 
sleep, decreased activities, self-care, decreased appetite etc. Monitor and record any complaints of pain, 
location, frequency, effect on function, intensity, alleviating factors and aggravating factors. Monitor and 
record any non-verbal signs of pain (crying, guarding, moaning, restlessness, grimacing, diaphoresis 
(sweating), and withdrawal. Notify provider of need for medication reviews, increased pain, increased 
complaints of pain, reports of ineffective pain management. Review of the resident's physician order sheet 
(POS) and eMAR for November 2025, showed the following:-An order, dated 10/22/25, for acetaminophen 
650 mg, give (quantity) tablets as needed (PRN) for pain. No documentation staff administered the 
medication from 11/14/25 through 11/19/25;-An order, dated 11/14/25, for oxycodone (an opioid medication 
used to treat moderate to severe pain) 10 mg, one to two tablets every three hours PRN for pain. Staff 
documented as administered on 11/17/25 at 10:20 A.M. and 2:30 P.M., on 11/18/25 at 5:48 P.M. and 11:59 
P.M. and on 11/19/25 at 11:40 A.M. Review of the resident's Individual Patient Narcotic Record for 
oxycodone, showed staff documented oxycodone as administered on 11/16/25 at 5:00 P.M., on 11/17/25 at 
9:00 A.M., 2:00 P.M., and 10:00 P.M., and on 11/18/25 at 10:00 A.M., 3:20 P.M., 11:59 P.M. One entry 
documented oxycodone as administered, with no time documented. Observation on 11/19/25 at 11:15 A.M, 
showed the resident lay in bed with bilateral dressings to the legs and feet. During an interview, the resident 
said he/she was here for rehabilitation and has had a long history of severe pain due to neuropathy and 
surgery to his/her feet. This is the second time he/she was not able to receive his/her oxycodone pain 
medication as ordered. He/She was admitted to the facility in October 2025. The facility had a problem with 
obtaining his/her pain medication. It took several days for them to correct the problem. They finally got it fixed 
when he/she had to return to the hospital for more surgery to his/her heels. He/She was readmitted to the 
facility on [DATE]. He/She asked for the oxycodone late in the evening. He/She waited and the pain became 
increasingly worse throughout the night. Staff came in to help him/her and reported it to the nurse several 
times. The nurse said he/she didn't have access to get the resident's medication. During an interview on 
11/24/25 at 10:26 A.M., Certified Nurse Aide (CNA) B said he/she took care of the resident on the nightshift 
on 11/14/25. The resident was crying asking for something for pain. He/She complained of pain several 
times during the night. Each time, CNA B would report it to the agency charge nurse. That morning, he/she 
reported to the nurse that the resident was in severe pain and needed something for pain. The nurse said to 
act as if the nurse wasn't there because he/she was off work and should have already left the facility. The 
resident was yelling and crying loudly that he/she was in severe pain and could be heard in the hallways. 
During an interview on 11/24/25 at 10:46 A.M., CNA A said he/she took care of the resident on the dayshift 
on 11/15/25. He/She could hear the resident yelling and screaming in his/her room. When asked what was 
wrong, the resident said he/she was in extreme pain and needed his/her pain medication. He/She had asked 
for the pain medication several times during the night, and he/she hasn't received it. CNA A went to the 
nurse's desk to report the resident's complaint of pain. The night nurse sat at the nurse's desk and said 
his/her shift has ended. He/She refused to give the resident any pain medication. The resident was very 
upset, crying and continued to yell out in pain. The nurse sat at the desk, then left before his/her replacement 
came in. The dayshift nurse was late and didn't arrive until 10:00 A.M. CNA A couldn't understand why the 
nurse wouldn't give the resident anything for pain. He/She asked the nurse several times that morning about 
the pain. During an interview on 11/25/25 at 5:23 P.M., Licensed Practical Nurse (LPN) C said he/she works 
for the agency and worked at the facility on 11/14/25, from 7:00 P.M. until 7:00 A.M. He/She said no one 
reported anyone in pain and he/she doesn't know who the resident is. When asked if he/she had access to 
the Pixus, LPN C said only facility nurses have access to the Pixus. If he/she needed medication he/she 
would have to ask one of the facility nurses to get it out. During an interview on 11/24/25 at 11:23 A.M., LPN 
D said he/she was the dayshift nurse on 11/15/25. He/She was called into work and arrived at approximately 
10:00 A.M. There wasn't a nurse on the floor when he/she arrived. Staff reported a resident was in pain and 
requested something for pain. Staff reported the night nurse failed to give the resident a narcotic because 
he/she didn't have access to the Pixus. He/She went to the assess the resident, who was crying and said 
he/she had asked for pain medication several times throughout the night but hadn't received it. LPN D 
checked the resident's order for oxycodone. The medication wasn't on the medication cart, so he/she had to 
ask another facility nurse to access the Pixus for the oxycodone 10 mg. He/She administered it at that time. 
He/She doesn't know why the night nurse didn't administer the pain medication. Agency nurses are to ask a 
facility nurse to access the Pixus. During an interview on 11/25/25 at 4:24 P.M., the DON said staff called her 
on 11/15/25 regarding the resident's oxycodone. She instructed the staff to pull the medication from the 
Pixus. Agency staff does not have access to the Pixus; only facility staff nurses. She was not aware the 
resident was crying out in pain and asking for pain medication until the morning of 11/15/25. It was at that 
time she instructed staff to pull the medication from the Pixus. She was not aware the agency nurse refused 
to administer medication. The nurse didn't notify the DON that the medication was unavailable. If a 
medication is unavailable or staff can't access the medication, she expects staff to contact the physician for 
an alternative pain medication until the other medication was available. During an interview on 11/25/25 at 
4:36 P.M., the Administrator said if a resident complains of pain, she expects the nurse to assess the 
resident and administer their pain medication. If the resident's medication is unavailable, she expects the 
staff to call the on-call manager or the DON so they can access the Pixus. During an interview on 11/25/25 at 
3:10 P.M., the resident's physician/facility's Medical Director said she was not aware the resident had 
problems receiving his/her pain medication. She would have expected staff to notify her. When residents are 
admitted , staff are to call and verify medications. If a resident has an order for a narcotic, she would make 
sure a script is sent to the pharmacy so the medication can be sent to the facility. 2672560
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