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F 0697 Provide safe, appropriate pain management for a resident who requires such services.
Level of Harm - Minimal harm 42171

or potential for actual harm
Based on record review and interview, the facility failed to ensure a resident experiencing pain received
Residents Affected - Few treatment for pain for one (# 1) of four residents reviewed for pain.

The administrator reported the census was 38.

Findings:

Resident #1 had diagnoses which included aftercare following joint replacement surgery and osteoarthritis.

A baseline care plan, dated 06/27/24 at 12:34 pm, documented the residents pain level was an eight.

A nurse note, dated 06/27/24 at 1:08 pm, documented Resident #1's left knee was swollen, and the resident
rated their pain at an eight out of ten.

A physician's order, dated 06/27/24 at 1:45 pm, documented Resident #1 could have
oxycodone-acetaminophen (a pain medication) 7.5/325mg every six hours as needed for pain.

The treatment administration record for June documented the resident received pain medication on 06/28/24
at 3:30 am.

A review of the clinical record did not document the physician was contacted regarding the resident's pain
level, or that any non-pharmacological interventions had been attempted.

On 07/23/24 at 1:00 pm, RN #1 stated the physician should have been contacted or the pharmacy should
have been contacted to expedite the medications.

On 07/23/24 at 1:05 pm MDS Coordinator #1 stated that the physician should have been contacted or
nursing interventions like positioning or ice packs should have been attempted.

On 07/23/24 at 1:25 pm, the Administrator stated they were unable to locate a policy related to pharmacy
services or pain management. They also stated the medication was not available until the pharmacy
company delivered it around 3:00 am.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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