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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on staff 
interview, clinical record review and facility document review, it was determined that the facility staff failed to 
evidence professional standards for one of six residents in the survey sample, Resident #2 (R2).The findings 
include:The facility staff failed to meet professional standards by clarifying the oxycodone orders for R2. R2 
was admitted to the facility on [DATE] with diagnosis that included but were not limited to ESRD (end stage 
renal disease), dialysis, diabetes mellitus and congestive heart failure. The most recent MDS (minimum data 
set) assessment, a Medicare 5-day assessment, with an ARD (assessment reference date) of 3/3/25, coded 
the resident as scoring a 14 out of 15 on the BIMS (brief interview for mental status) score, indicating the 
resident was not cognitively impaired. A review of the MDS Section GG-functional abilities and goals coded 
the resident as being dependent for bed mobility, transfer, hygiene and supervision for eating. A review of 
the comprehensive care plan dated 2/27/25 revealed, FOCUS: Resident is at risk for fall related injury and 
falls related to: left lower extremity fracture. INTERVENTIONS: Keep the resident's environment as safe as 
possible with: even floors free from spills and/or clutter; adequate lighting; call light within reach, commonly 
used items within reach, avoid repositioning furniture and keep the bed in the appropriate position. Orient to 
surroundings as needed.A review of the physician orders dated 2/28/25 revealed, 
Oxycodone-Acetaminophen Tablet 5-325 MG (Milligrams) Give 1 tablet by mouth every 8 hours as needed 
for Pain 4-6 Pain. Non-Pharmacological Interventions: Document non-pharmacological interventions used: 1) 
Massage. 2) Meditation/Relaxation. 3) Positioning. 4)Ice/cold pack. 5) Diversional Activity. 6)Guided 
Imagery. 7) Rest. 8)Social Interaction. 9)Other ___ -Start Date 02/28/2025 1045 (10:45 AM) -D/C 
(discontinue) Date 03/18/2025 2137 (9:27 PM).A review of the physician orders dated 3/17/25 revealed, 
Oxycodone HCl (hydrochloride) ER (extended release) Tablet ER 12 Hour Abuse-Deterrent 10 MG Give 1 
tablet by mouth every 12 hours for moderate to severe pain -Start Date 03/17/2025 2100 (9:00 PM) -D/C 
Date 03/18/2025 1520 (3:20 PM). On 3/17/25 at 10:14 PM, physician, ASM(administrative staff member) #3 
progress note revealed, Patient seen in follow up post dialysis treatment feeling weak poor appetite seen in 
collaboration with wound care nurse patient continues to suffer from a large unstageable sacral wound 
reviewed pictures with wound care nurse patient earlier screaming in dialysis session secondary to pain after 
careful review discussion with patient and wife over the phone plan is to administer scheduled long acting 
oxycodone extended release also patient with assistance and said since the symptoms he is crying he is 
tearful family requesting antidepressant treatment psychiatric NP(nurse practitioner) consult placed will start 
patient on Lexapro (2) 10 mg plan of care reviewed at length with patient and wife over the phone.On 
3/18/25 at 12:16 PM MAR (medication administration record) administration note revealed, 
Oxycodone-Acetaminophen Tablet (1) 5-325 MG, Give 1 tablet by mouth every 8 hours as needed for Pain 
4-6 Pain-Non-Pharmacological Interventions: Document Non-Pharmacological interventions used: 1) 
Massage. 2)Meditation/Relaxation. 3)Positioning. 4)Ice/cold pack. 5)Diversional Activity. 6)Guided Imagery. 
7) Rest. 8)Social Interaction. 9)Other. Complaint of pain in left leg, rates at a 6.On 3/18/25 2:17 PM LPN 
(licensed practical nurse) #1, MAR administration note revealed, Oxycodone-Acetaminophen Tablet 5-325 
MG Give 1 tablet by mouth every 8 hours as needed for Pain 4-6 Pain-Non-Pharmacological Interventions: 
Document Non-Pharmacological interventions used: 1) Massage. 2)Meditation/Relaxation. 3)Positioning. 
4)Ice/cold pack. 5)Diversional Activity. 6)Guided Imagery. 7) Rest. 8)Social Interaction. 9)Other. PRN (as 
needed) Administration was: Effective Follow-up Pain Scale was: 3.On 3/18/25 at 3:22 PM LPN #1's 
progress note revealed, Wife in room, concerned for guest condition. Guest is easy to arouse but is not 
answering staff questions or talking back. Guest able to grip staff hands with equal strength. Guest asked if 
he is okay and nods his head yes. Wife asked what she would like to be done, if she feels like guest needs to 
be sent to the ER, wife states she does not want him to go to the hospital unless necessary medically. Wife 
informed that the lethargy could be from the new pain medication he started, explained that guest was 
screaming out in pain from his left leg with ADLS (activities of daily living), therapy and wound care. Vitals 
obtained and WNL (within normal limits) for guest. BS (blood sugar) 219. MD (medical doctor) notified of 
guest condition and wife concern, ordered to discontinue scheduled ER oxycodone. RP (responsible party) 
made aware.On 3/18/25 at 4:41 PM, LPN #1's progress note revealed, Easily aroused by name for 
medication administration. Guest took Renvela (3) whole with water. Guest thanked nurse after taking the 
medication. Denies pain at this time and denies needing anything additional.On 3/18/25 at 8:41 PM, RN 
(registered nurse) #1, progress note revealed, Nurse requested that writer perform brief assessment of 
resident, stating that he appears lethargic to his baseline since this am. Resident with complex medical 
history and on dialysis, M, W, F(Monday, Wednesday, Friday). On assessment, BG (blood glucose) 215, 
resident was responsive to pain and stimuli, was able to respond to his name. Vitals checked and stable to 
baseline, with the exception of O2 (oxygen) level. O2 saturations were in the mid-high 80s percentage 
without SOB (shortness of breath) present. Resident placed on O2@ (at) 2 liters by NC (nasal cannula). 
Resident O2 saturation quickly rose to 98% when placed on O2. Resident placed on continuous L2 
monitoring. Will recheck resident in 15 minutes for response to O2 therapy, stimuli and cognitive assessment.
On 3/18/25 at 10:20 PM, LPN #3's progress note revealed, The Change In Condition/s (CIC) reported on this 
CIC Evaluation are/were: Falls Unresponsiveness Seems different than usual Tired, Weak, Confused, or 
Drowsy. Nursing observations, evaluation, and recommendations are: Guest lethargic most of the day, 
continued to get more lethargic and less responsive as the day went on. On Call MD notified and ordered to 
give Narcan (4). 2 doses of Narcan given and guest became more alert. Guest then became restless and 
agitated, throwing items off of bedside table, flipped bedside table over, gripping at parts on the bed, hitting 
at staff, repeated yelling out. Guest then fell out the bed and into the floor. Found on left side by the bed. 
Continued to be aggressive with staff. Primary Care Provider responded with the following feedback: 
Recommendations: Send to ER (emergency room).On 3/18/25 at 10:28 PM, RN #1's progress note 
revealed, Writer followed up with on call MD that resident remained very lethargic and difficult to arouse. 
Unable to administer medications because of lethargy. MD gave order to administer Narcan to determine if 
the opioid prescribed was causation to the resident's change in condition. First dose of Narcan given by 
nasal spray, resident opened eyes and went back into deep sleep and not arousable. Second dose 
administered as ordered and resident immediately opened eyes and began speaking inaudibly, was very 
confused and agitated. Called MD to report reaction to Narcan. In the interim of calling the MD for an update, 
the resident was found down on the floor beside his bed. Given orders to send resident to hospital. Family 
contacted, spoke to wife. Wife requests that he be sent to hospital.On 3/18/25 at 10:53 PM, physician 
progress note revealed, 3/18 - Patient seen in follow off resting in bed pain significantly improved patient is 
slightly lethargic arousal to verbal stimuli later notified by nursing staff patient had increased somnolence 
when his wife was at the bedside narcotic oxycodone extended release just continued patient has agreed to 
allow more wound care intervention carefully discussed with patient's wife prognosis guarded. Pain 
symptoms significantly improved with oxycodone. Increased somnolence appears to be due to oxycodone 
ER - will discontinue after discussion with nursing staff. A review of the physician orders dated 3/18/25 at 
9:30 PM revealed, Narcan Nasal Liquid 4 MG/0.1ML (Naloxone HCl) 1 spray in each nostril one time only for 
opioid side effects until. If 1st does is ineffective, spray an additional spray in the opposite nostril. Wait 2-3 
minutes. If ineffective, call MD on call.On 3/19/25 at 5:06 AM, LPN #2's progress note revealed, Call placed 
to (initials of hospital) for update. Guest being admitted for PNA (pneumonia), ESRD, opioid overdose.A 
review of the Hospital admission H&P (history & physical) dated 3/19/25 reveals, Patient presented to the ED 
(emergency department) from the facility after a fall from bed. They reported he received a 'double' of pain 
medication. He began acting oddly 'not himself', so they administered two doses of nasal Narcan. He then 
became agitated/combative and 'threw himself' out of the bed and hit his head. No LOC (loss of 
consciousness). He complained of right temple pain. On arrival, CT (computerized tomography) head 
negative for acute injury. CXR (chest x-ray) showed unchanged LLL (left lower lobe) pneumonia.A review of 
the Hospital discharge instructions dated 4/21/25 revealed, Reason for Visit: PNEUMONIA, ESRD, OPIATE 
OVERDOSE.A review of the fall investigation dated 3/18/25 revealed, Unwitnessed fall out of bed. Guest 
throwing items, flipped bedside table, gripping bed, hitting at staff. Assisted off the floor and into the bed by 
three staff members. Guest fighting staff and would not allow staff to obtain vitals.A review of the facility's 
Post Fall Evaluation form revealed Fell out of bed due to behavior after receiving two Narcan doses. 
Resident was on his left side beside the bed, gripping assist bar. Bed in lowest position, staff member to sit 
with resident until ER transport arrives.An interview was conducted on 10/28/25 at 10:45 AM with RN #1. 
When asked if she remembered R2, RN #1 stated, Yes, I do remember this resident. I was the evening RN 
supervisor. I make rounds and ask the LPNs what resident concerns they have. (Name of LPN #1) told me 
she was concerned about (R2) as he was lethargic, and the family had noted this also. (Name of LPN #1) 
informed me that R2 was started on Oxycodone sometime last evening and was drowsy and not arousable. I 
called the provider, explained (R2's) medical background and received orders to administer Narcan. I gave 
first Narcan dose and he opened his eyes then went back to sleep. I did a sternal rub but could not wake him 
back up. I gave the second dose of Narcan and he woke up. He was in the first room next to the nurse's 
station, and while I was on the phone with the provider giving an update, could hear noise in (R2)'s room. He 
had become restless and agitated after second Narcan dose. He turned over the bedside table, and he was 
on the floor. It was an unwitnessed fall. The provider stated that since the Narcan worked, we could assume 
that the resident had not been metabolizing the Oxycodone and had overdosed. When RN #1 was asked if 
there was an order for Oxycodone 5mg/325mg Tylenol give every 8 hours as needed and then an order for a 
standing every 12 hours Oxycodone 10 mg ER, what would she have done, RN #1 stated, I would have 
called to clarify the order.An interview was conducted on 10/28/25 at 1:05 PM with ASM #3, the physician for 
R2. When asked the process for treating pain, ASM #3 stated, Every case is individual. Are we treating 
acute/chronic or both kinds of pain. I spoke with his wife, and he was not making any therapy progress. He 
was in severe pain and had a large decubitus. Pain is one of the vital signs for quality care and therapy. 
These residents are frail, so we are conservative with our treatment. We depend on the nurses to assess the 
residents and to use their critical thinking skills if the resident does not need the pain medication even if it is 
scheduled. On 10/28/25 at 1:35 PM an interview was conducted with LPN #3. When asked to describe R2, 
LPN #3 stated, He came in rehab (rehabilitation) and had wounds, he was alert x(times) two (name and 
rehab), knew his wife and had dialysis. When shown the MAR (medication administration record) for March 
2025 with the orders of Oxycodone ER 10 mg give 1 tablet by mouth every 12 hours for moderate to severe 
pain and Oxycodone-Acetaminophen tablet 5-325 mg, give 1 tablet by mouth every 8 hours as needed for 
pain 4-6 pain and asked if the Oxycodone ER 10 mg every 12 hours should have been clarified, LPN #3 
stated, Yes, I would have expected the staff to clarify the Oxycodone ER 10 mg give 1 tablet by mouth every 
12 hours for moderate to severe pain to include a number range.On 10/28/25 at 2:45 PM, ASM #1, the 
administrator, ASM #2, the director of nursing and ASM #4, the regional clinical coordinator, were made 
aware of the findings. A review of the facility's Physician Order policy revealed, Physician orders are 
obtained to provide a clear direction in the care of the resident. If an order is missing a component the 
licensed nurse will contact the physician for clarification.No further information was provided prior to exit. 
References: Oxycodone is used to relieve severe pain. Oxycodone is in a class of medications called opiate 
(narcotic) analgesics. This information was obtained from the following website: https://medlineplus.
gov/druginfo/meds/a682132.htmlLexapro (Escitalopram) is used to treat depression in adults and children 
and teenagers [AGE] years of age or older. This information was obtained from the following website: 
https://medlineplus.gov/druginfo/meds/a603005.html. Renvela (Sevelamer) is used to control high blood 
levels of phosphorus in people with chronic kidney disease who are on dialysis (medical treatment to clean 
the blood when the kidneys are not working properly). This information was obtained from the following 
website: https://medlineplus.gov/druginfo/meds/a601248.html. Narcan - Prescription and nonprescription 
(over the counter) naloxone nasal spray is used along with emergency medical treatment to reverse the 
life-threatening effects of a known or suspected opiate (narcotic) overdose in adults and children. This 
information was obtained from the following website: https://medlineplus.gov/druginfo/meds/a616003.
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