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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure residents received timely pain management. This 
affected one (Resident #50) of three residents reviewed for pain management. The census was 48. Findings 
include: Record review revealed Resident #50 admitted to the facility on [DATE] with diagnoses including 
anemia, hypertension, thyroid atrophy, hypomagnesemia, anxiety, and femur fracture with surgical 
intervention.Review of Resident #50 admission Minimum Data Set (MDS) section C for cognition revealed a 
Brief Interview for Mental Status Score of 15, indicating Resident #50 was cognitively intact.Review of MDS 
section J for health conditions revealed Resident #50 was receiving a scheduled pain medication regimen, 
and received as needed (PRN) pain medication.Review of Resident #50 care plan completed on 06/11/25 
revealed Resident #50 has a left hip surgical wound. Goals include resident will have controlled pain and a 
level of comfort maintained daily. Interventions include to administer pain medications per physicians orders, 
remind the resident that reporting pain early may improve effectiveness of pain medication, try non 
medication relief measures such as repositioning pillows, pad, support, diversion, and observe and report if 
resident is experiencing breakthrough pain with current medication.Review of Resident #50 orders revealed 
an order starting 06/19/25 and ending on 06/23/25 for Oxycodone tablet 5 milligrams (mg) orally (PO) every 
four hours (q.4h) PRN.Review of grievance filed by Resident #50 on 06/23/25 with the Director of Nursing 
(DON) revealed Resident #50 wanted her pain medications more frequently.Review of event statement form 
completed on 06/24/25 by physical therapy assistant (PTA) #999 revealed Resident #50 had reported to her 
on the night of 06/22/25 into 06/23/25 she had waiting six hours for pain medicationReview of Resident #50 
Narcotic log sheet for Oxycodone 5mg PO q.4h PRN starting 06/20/25 at 4:00 A.M. revealed from 06/20/25 
until 06/22/25 Resident #50 received pain medication approximately every four hours for pain, until 06/22/25 
when there was a six and a half hour time without medication from 1:13 P.M. until 7:47 P.M. and an eight 
and a half hour time from 7:47 P.M. until 5:21 A.M. on 06/23/25.Review of Resident #50 Medication 
Administration Record (MAR) for June of 2025 revealed Oxycodone 5mg PO q.4h PRN administered on 
06/22/25 at 12:32 A.M., 4:28 A.M., 9:09 A.M., 1:13 P.M., and 7:47 P.M Resident #50 pain medication was 
given q.4h until 1:13 P.M. when there was a six and a half hour time between doses.Review of Resident #50 
progress notes revealed a note dated 06/22/25 at 8:00 P.M. authored by assistant director of nursing 
(ADON) stating certified nurse ' s aides (CNA ' s) alerted this nurse that resident was upset, upon entering 
room Resident #50 demanded a pain pill stating it was due several hours ago. Let the resident know she was 
just then due to be able to get her PRN dose.Review of Resident #50 Narcotic log, MAR, and progress notes 
revealed they were due for their PRN dose on 06/22/25 at 5:13 P.M., not 8:00 P.M Review of Resident #50 
Narcotic log sheet for Oxycodone 5mg PO q.4h PRN starting 06/20/25 at 4:00 A.M. revealed from 06/20/25 
until 06/22/25 Resident #50 received pain medication approximately every four hours for pain, until 06/22/25 
when there was a six and a half hour time without medication from 1:13 P.M. until 7:47 P.M Record review 
revealed no documentation of non-pharmacological pain interventions attempted or implemented to address 
Resident #50 pain between the hours of 1:13 P.M. 7:47 P.M. on 06/22/25.Review of Resident #50 June 2025 
MAR revealed Oxycodone 5mg PO q.4h PRN was given on 06/22/25 at 7:47 P.M. and was not administer 
again until eight and a half hours later on 06/23/25 at 9 and a half hours later at 5:21 A.M.Review of Resident 
#50 Narcotic log sheet for Oxycodone 5mg PO q.4h PRN starting 06/20/25 at 4:00 A.M. revealed from 
06/20/25 until 06/22/25 Resident #50 received pain medication approximately every four hours for pain, until 
06/22/25 when there was an eight and a half hour time without pain medication from 7:47 P.M. until 5:21 A.
M. on 06/23/25. After this time Resident #50 began receiving her pain medication every four hours as 
previous until discontinuation of the order. Record review revealed no documentation of non pharmacological 
pain interventions attempted or implemented to address Resident #50 pain between the hours of 7:13 P.M. 
on 06/22/25 and 5:21 A.M. on 06/23/25. Interview on 08/25/25 at 9:25 A.M. with certified nursing assistant 
(CNA) #888 revealed staff was telling Resident #50 her pain medication was due every eight hours however 
Resident #50 pain medication was due every four hours at that time. CNA #888 stated on 06/22/25 on night 
shift into 06/23/25 Resident #50 was upset because she had asked for pain medication several hours prior 
and still had not received any.Interview on 08/26/25 at 8:41 A.M. with ADON revealed Resident #50 wanted 
pain medication on 06/22/25, stated Resident #50 is very consistent with timing of her pain medication and 
knows when they are due.Interview on 08/26/25 at 12:36 P.M. with Resident #50 revealed on 06/22/25 on 
night shift she had requested pain medication, she had fell and broke something and had surgery on a 
couple weeks prior so she had been in a lot of pain. Resident #50 stated she requested the pain medication 
on night shift on 06/22/25, she waited several hours and no one brought her pain medication. Their pain 
continued to get worse as she waited and it got pretty bad due to how long they had been waiting. Resident 
#50 stated it was not until early morning sometime on 06/23/25 that she received her pain medication.
Interview on 08/26/25 at 12:40 P.M. with ADON revealed on 06/22/25 at 8:00 P.M. she authored a note 
which stated Resident #50 pain medication was just then due. ADON confirmed on 06/22/25 Resident #50 
pain medication was actually due at 5:13 P.M. approximately three hours prior to the resident being told it 
was due. ADON stated she did not get to the building until about 7:00 P.M. on 06/22/25. ADON confirmed 
after Resident #50 received pain medication from her on 06/22/25 at 7:47 P.M. Resident #50 did not receive 
pain medication again until 06/23/25 at 5:21 A.M., ADON stated she was not on the floor the entire night shift 
of 06/22/25. ADON stated Resident #50 was very on top of her pain medication, she always knew when it 
was due, and she took it right when it was due.Interview on 08/26/25 at 12:55 P.M. with PTA #999 revealed 
PTA #999 was assisting Resident #50 with therapy on 06/24/25 when Resident #50 had stated on the night 
of 06/22/25 into 06/23/25 she requested pain medication and had been waiting a long time, at least six 
hours. PTA #999 stated she immediately went to administration and filed a statement reporting what she had 
been told by resident #50.Review of Facility policy named Pain Medication Administration revised 05/21/25 
revealed It is the facilities policy to administer pain medications in accordance with professional standards of 
practice. Review the residence care plan to assess for any special needs of the resident. The residents ' 
experience of pain is highly individual and subjective. Pain is whatever the resident says it is. Intense pain 
can result from even minor procedures or surgery. Not attempt nonpharmacological interventions as per the 
residence plan of care prior to administering pharmacological interventions if possible. Administer as needed 
pain medication as ordered.This deficiency represents non-compliance investigated under Complaint 
Numbers 2568688, 1274323, 1274309, and 1274308.
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Based on review of the job descriptions, review of the employee handbook, review of a self-reported incident 
investigation, review of timed stamped and dated photographs, review of Centers for Disease Control (CDC) 
and the National Institute for Occupational Safety and Health (NIOSH) report, review of the facility 
assessment, review of time sheets, interviews, and policy review the facility failed to have systems in place 
to ensure it was administered in a manner that enabled it to use its resources effectively and efficiently to 
prevent staff sleeping while on duty and monitor to ensure licensed staff do not pre-pour medications for 
residents prior to administration. This had the potential to affect all 48 residents residing in the facility. 
Findings include: 1. Review of Licensed Practical Nurse (LPN) #133's timecard dated 11/06/25 and 11/07/24 
revealed LPN #133 clocked in at 11:54 P.M. on 11/06/25 and clocked out at 6:12 P.M. on 11/07/24. The LPN 
worked 17.75 hours.Review of photographs dated 11/07/24 at 4:33 A.M., revealed LPN #133 standing in 
front of medication cart with the card drawer open. There were approximately nine medication cups with 
several loose pills in the cups and five clear cups set up in a line with no medication in them yet were on top 
of the medication cart. Interview on 08/25/26 at 9:25 A.M., with Certified Nursing Assistant (CNA) #888 
confirmed LPN #133 pre-pouring medication and groups medication administration times (morning and 
afternoon medication times) together so she only has one medication pass. Residents will question their 
medication and LPN #133 would tell residents the medication was correct and just take them. Administration 
staff were aware, and several staff had reported LPN #133, but nothing was addressed and the nurse 
continued to pre-pour medications. Several staff ended up resigning due to the nurse's negligence. Interview 
on 08/25/25 at 1:06 P.M., with LPN #133 and the Director of Nursing (DON) revealed LPN #133 confirmed 
she was the nurse in the photo dated 11/07/24 at 4:33 A.M. pre-pouring medications for administration. The 
LPN reported she had occasionally pre-poured medication to get a jump start on the day. The DON reported 
she was not aware the LPN was pre-pouring medications and staff should not be pre-pouring medications 
(for a later administration). Interview and review of LPN #133's timecard on 08/26/25 at 11:16 A.M., with 
Registered Nurse (RN) #100 verified the nurse worked 17.75 hours on 11/07/24.Review of LPN #133's job 
description dated 09/19/23 revealed the LPN would administer scheduled medications to residents in a 
timely manner, ensuring proper and correct dosages were given. Properly records administration on the 
Medication Administration Records (MAR). Follows the facility's policy and procedures for administrating 
medications. Review of the facility's policy titled Medication Administration-General Guideline dated 05/2020 
revealed when medications are administered by mobile cart the cart is taken to the resident location and 
administered at the time they are prepared. Medication is not pre-poured either in advance of the medication 
pass or for more than one resident at a time. 2. Review of a photograph of a Facebook post dated 06/23/25 
revealed Resident #50 had posted two pictures of LPN #133 asleep on the couch in the common area. The 
post indicated this was the dayshift nurse (nurses name posted) at (facility's name posted) sleeping on night 
shift at 3:30 A.M. The nurse picks up all the hours, now we know how she does it. Feel sorry for the residents 
that need help, like me. I have been waiting for my pain medication for almost six hours. Review of 
pictures/videos dated 06/23/25 at 1.38 A.M, 1:45 A.M., 2:29 A.M., and 4:03 A.M., revealed LPN #133 on the 
couch in the common area, asleep. Review of Self-Reported Incident (SRI) Tracking Number 261941, dated 
06/23/25, revealed Resident #50 alleges she went too long without pain medication. Review of the 
investigation revealed a statement authored by Registered Nurse (RN) #152 that indicated on 06/22/25 into 
06/23/25 she had walked over to the other unit approximately midnight to get medication and asked the 
Assistant Director of Nursing (ADON) for the medication room keys. The ADON stated she had given the 
keys to LPN #133. RN #152 went to ask LPN #133 for the medication keys, and she was observed on the 
couch in the day area covered up with a blanket, sleeping. RN #152 woke her up and she stated she didn't 
have the keys and went back to sleep. RN #152 told the ADON that LPN #133 stated she didn't have the 
keys. The ADON stated LPN #133 had the keys and they just had counted the narcotic drawer. RN #152 
stated she returned to her unit and thought she would get the medication she needed later. The lab 
technician came over at approximately 3:30 A.M. and asked if there were labs on the other unit due to there 
being no log and the nurse was asleep, and she could not wake her. Both CNAs were present during the 
conversation. RN #152 had gone back to LPN #133's unit at 5:30 A.M. to get medication out of the 
medication room and LPN #133 had asked if lab had been there. LPN #133 reported she was unable to print 
the labs off the computer. RN #152 told LPN #133 she could have called her over and she could have 
printed them. LPN #133 stated I'm allowed to take a break. RN #152 returned to her unit. Review of a 
statement authored by Physical Therapist (PT) #999 dated 06/24/25 revealed Resident #50 had reported to 
PT #999 that LPN #133 had been sleeping for six hours, and she had to wait on her pain medication. Review 
of a statement authored by the Administrator via phone with CNA #503 on 06/25/25 at 12:14 P.M., revealed 
CNA #503 was called over to the 200 unit by CNA #888 to help with resident care around 3:00 A.M., on 
06/23/25 and she had seen LPN #133 on the couch. CNA #503 returned to her unit. Sometime around 3:30 
A.M. the lab tech reported to CNA #503 and #888 she saw someone sleeping on the couch and a resident 
was taking pictures. Review of CNA #144's statement dated 06/25/25 revealed the CNA had come in early 
around 1:30 A.M., the RN went over to the other unit to get some medication and reported she couldn't get 
LPN #133 up and the CNA had asked for help to pull a couple resident up because she couldn't get the LPN 
awake. Around 3:00 A.M., the lab tech asked if there were any labs because the nurse was asleep and she 
could not wake her up and there was a resident on the unit taking pictures. The CNA went back over to see 
what was going on. Review of LPN #133's timecard dated 05/25/25 to 08/25/25 revealed the LPN worked 10.
75 hours on 05/26/25, 3.75 hours on 05/27/28, 9.5 hours on 05/28/25, 17.25 hours on 05/29/25, 17.25 hours 
on 05/30/25, and 05/31/25 2.25 hours. The LPN has no hours record on 06/01/25, 9.0 hours on 06/02/25, 7.5 
hours on 06/03/25, 17.00 hours on 06/05/25 and 16.5 hours 06/06/25, 11.75 hours on 06/07/25, 15.5 hours 
on 06/08/25, 0.0 hours on 06/09/25, 10.75 hours on 06/10/25, 0.0 on 06/11/25, 17.25 hours on 06/12/25, 14.
25 hours on 06/13/25, 5.5 on 06/14/25, 6.0 hours on 06/15/25, 17.0 hours on 06/16/25, 0.0 hours on 
06/17/25 and 06/18/25, 18.0 hours on 06/19/25, 12.75 hours on 06/20/25, 17.58 hours on 06/21/25, 11.75 
hours on 06/22/25, 10.0 hours on 06/23/25. Interview on 08/25/25 at 1:06 P.M., with LPN #133 and the 
Director of Nursing (DON) revealed LPN #133 confirmed she was the nurse in the photos dated 06/23/25 at 
1.38 A.M, 1:45 A.M., 2:29 A.M., and 4:03 A.M. LPN #133 reported she took her break from 3:30 A.M. to 4:00 
A.M. The LPN #133 reported staff don't lock out for their 30-minute break. The time clock just asked if you 
took a break when you clock out and you enter yes or no. Interview on 08/26/25 at 6:43 A.M., with Licensed 
Practical Nurse (LPN) #148 revealed about four or five months ago she had observed LPN #133 sleeping on 
the unit. Interview on 08/26/25 at 12:06 P.M., with Assisting Director of Nursing (ADON) #131 confirmed LPN 
#133 had confirmed LPN #133 had worked over 16 hours on 05/29/25, 05/30/25, 06/05/25, 06/06/25, 
06/12/25, 06/16/25, 06/19/25, and 06/21/25.3. Review of the staffing schedule dated, and time sheets dated 
08/14/25 to 08/25/25 revealed 08/14/25 LPN #133 worked 12.25 hours, 08/15/25 6.0 hours, 08/16/25 12.75 
hours, 08/17/25 11.5 hours, 08/18/25 5.75 hours, 08/20/25 4.75 hours, 08/21/25 15.75 hours, 08/22/25 15.75 
hours, 08/23/25 15.50 hours, 08/24/25 15.5 hours, and was scheduled 16 hours (6:00 A.M. to 10:00 P.M.) on 
08/25/25. Interview on 08/25/25 at 1:33 P.M., with the DON, revealed staff don't always communicate with 
administration changes in schedule but LPN #133 picks up a lot of shifts. There was one other incident 7-8 
months ago staff had reported LPN #133 sleeping, however she was not able to verify, nor did she document 
the incident or investigation. After the incident in June staff are not permitted to work over 16 hours. The 
DON confirmed LPN #133 had worked several 16-hour shifts in the last few days. The DON confirmed 
several staff had resigned due to the incident in June. Interview on 08/28/27 at 2:11 P.M., with Registered 
Nurse (RN) #600 revealed LPN #133 had been reported numerous times to Administration staff for sleeping, 
not administering medication as ordered, and not assessing residents. RN#600 reported she had a text 
message from a nurse who reached out to the DON due to LPN #133 had forgot to administer a Xanax and 
during reconciliation LPN #133 popped the pill out of the bubble card and threw it in the sharps container and 
then signed the medication off. The nurse texted the concern to the DON and she asked the nurse to call 
her. The DON didn't want anything in writing. RN #600 shared she had personally reported LPN #133 and 
wrote a statement and the DON gave the written statement directly to LPN #133. Residents have voiced and 
reported concerns. LPN #133 was bragging a few months ago because she worked 154 hours in two weeks 
and her check with bonuses and over time was $7,000.00. The DON and ADON tolerate her behavior 
because LPN #133 comes into work, so they don't have to. There was another time LPN #133 was working 
as the aid on her hall and was asleep and snoring at the nurse's station. The RN reached out to the 
Administration, and they asked if she was answering call lights and she responded yes and that was it 
nothing was done. Every time someone reports her sleeping they say its her break times. The DON and 
Administrator have been good to her, and she thought they were good people but covering up neglect was 
the last straw. RN #600 reported she had called the Administrator regarding her concerns before she gave 
her notice. The DON is related to LPN #133 and reported she doesn't show favoritism, but they are always 
together. Review of the employee handbook dated 01/2018 revealed employees were expected to act as a 
neighborhood watch for the compliance program. Therefore, if you observe any conduct that you suspect 
may be a violation of the Code of Conduct, you are required to report that conduct to your immediate 
supervisor. The potential violation would be investigated and action taken. Review of the job description of 
the Licensed Nursing Home Administrator dated 10/16/23 revealed the administrator would be responsible 
for the overall management and leadership of the facility. Ensures that the services offered meet or exceed 
federal, state, local, and company standards. Operation profitably within corporate budgetary guidelines. The 
Administrator would manage and evaluate designated departments leaders through ongoing performance 
management, timely constructive feedback, and professional development plans. Promotes positive 
employee relations by facilitating an atmosphere of open communication and problem-solving. Effective use 
of Employee Satisfaction surveys to action plan addresses any employee concerns. Review of the job 
description of the Director of Nursing (DON) dated 10/17/23 revealed the DON required the professional 
knowledge, skills necessary to plan, organize, develop, and direct the overall operation of the Nursing 
Department in accordance with current state and federal standards to ensure the highest degree of quality of 
care was maintained at all times. The DON ensures the nursing department awareness of potential hazards 
and unsafe conditions to the appropriate department to maintain a safe environment for residents, visitors, 
and staff. The DON maintains effective and appropriate staffing within as required by facility policy/procedure 
and regulatory guidelines. Adjust employees ' hours of work and assignments as necessary. Monitors 
resident care on regular basis to determine quality and customer service was maintained. Ensures 
medication and treatments were administered and documented as ordered by the physician. Review of the 
CDC and NIOSH risk associated with shift work and long work hours for nurses dated 03/31/20 revealed 
research indicated shift work and long work hours were associated with somewhat higher risks for errors and 
injuries. Getting less sleep than needed is called sleep deprivation. Not only do people feel tired and sleepy 
when they are sleep deprived, but they can show declines on tests of brain function such as response rate, 
thinking, remembering, and concentration. Sleep deprivation influences work performance and while driving 
home. Both short-term recall and working memory decline. Thus, it becomes difficult for you to perform tasks 
that require information to be accurately held in memory for brief periods such as remembering a drug dose 
from chart to medication room or remembering a list of tasks when interrupted, or dialing a phone number 
you just looked up. Your learning is impaired, reducing information retained during activities such as patient 
handovers and in-service training. Sleep deprivation impairs your performance. Divergent thinking, 
innovation, and insight decrease. Risk assessment is poor and risk-taking behaviors increase. As sleep 
deprivation increases, activities judged to be nonessential are neglected because awareness of surroundings 
and circumstances decreases. For example, you may misjudge how much time has passed or may not 
recognize signs that a patient's condition was deteriorating. Communication skills decrease. You may fumble 
for the right word, say the wrong word, or misinterpret another person's words. People often think the effects 
of sleep deprivation can be overcome through motivation, professionalism, training, or experience. However, 
recent research provided evidence against this idea. Several studies show similarities between 
fatigue-related impairment in cognitive and physiological functioning, and impairments due to alcohol 
intoxication were similar. Being awake for 17 hours is similar to having a blood alcohol concentration (BAC) 
of 0.05%, which is the legal intoxication for purpose of driving as a BAC of 0.08%. However, driving 
impairments are seen at a BAC of 0.05%. Nurses are at risk for making a very serious mistake, and as a 
nurse this could be fatal. Evidence is growing that long work hours are linked to patient care errors and 
dissatisfaction. Shifts greater than 13 hours were linked to patient dissatisfaction. Specifically, patients 
reported that their nurses were not communicating well, their pain was not controlled, and they did not get 
help as soon as they wanted. Studies showed nurses had over three times the odds of making an error when 
working 12 or more hours, compared to 8.5 hours shifts. Employers and workers have been penalized when 
a fatigue-related error led to a person's death. Shift work and long work hours can reduce productivity, 
increase work errors, increase absenteeism, increase turnover, increase healthcare cost, and loss of nurses 
who leave the job. Review of LPN #133 job description dated 09/19/23 revealed the LPN would ensure 
quality resident care. Review of the facility assessment undated revealed the average daily census was 47.3. 
The facility provides care and services to individuals with certain medical and cognitive disabilities. The 
facility care team reviews all referrals prior to admission to determine needed staff, equipment and supply 
resources to care for the potential admission. The facility's daily staffing was based on the resident's 
population and acuity taking into consideration staffing needs for each resident unit and shift. The facility has 
the following personnel (Administration staff, nursing services, food and nutrition, therapy, physician 
services, pharmacy services, support staff) available to provide care and services to residents. This 
deficiency represents non-compliance investigated under Complaint Numbers 2568688, 1274323, 1274309, 
and 1274308.
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