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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

31424

Based on interview and record review, the facility's pharmacy failed to provide 1 resident (Resident 1) in a 
census of 86 residents with his routine pain medication (Hydromorphone, also known as Dilaudid) timely and 
failed to ensure nursing staff had access to the Hydromorphone located in the facility's e-kit (container with 
emergency medication storage). 

These failures contributed to Resident 1 to missing his Hydromorphone doses for approximately 24 hours on 
10/28/2023 and missing his pain medication again multiple times from 12/11/23 through 12/14/23 which in 
turn: 1) Caused Resident 1 to experience increased pain, 2) Caused Resident 1 to feel suicidal, hopeless, 
out of control, angry and depressed, 3) Caused Resident 1 to experience symptoms of narcotic withdrawal, 
and 4) Prevented Physician J from being aware of the ongoing issues related to Resident 1's 
Hydromorphone delivery and administration and therefore, prevented him from evaluating and addressing 
the issue.(Online review of the Mayo Clinic website revealed a pain scale provides a standardized means of 
measuring pain intensity and severity. Their pain scale follows: .Pain Free = 0; Mild Pain = 1-3 (nagging or 
annoying but doesn't interfere with daily activities) .Moderate Pain = 4-6 (interferes with daily activities) . 
Sever Pain = 7-10 (disabling or unable to carry out normal daily activities) Ranges from impacts your social 
relationships, or sleep to being bedridden or even delirious.) [https://connect.mayoclinic.
org/blog/adult-pain-medicine/newsfeed-post/what-to-expect-at-my-pain-medicine-appointment] 

Findings: 

During a confidential telephone interview on 1/5/24 at 1:54 p.m., Confidential Family Member (CF) stated the 
facility did not give Resident 1 his pain medication as ordered. CF stated Resident 1's physician ordered he 
receive Dilaudid for his pain but staff withheld it and the pharmacy sometimes did not deliver it to the facility. 

(continued on next page)
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Review of Resident 1's medical record revealed his physician diagnosed him with Diabetes Mellitus 
(commonly known as diabetes; disease characterized by sustained high blood sugar levels), paraplegia 
(paralysis that mainly affects the legs- though it can sometimes affect the lower body), amputation (surgical 
removal) of his left leg below the knee, phantom limb syndrome with pain (syndrome where an individual 
continues to feel sensations like pain, itching, or movement, in a limb that has been amputated) and chronic 
pain syndrome. A physician order, dated 9/20/2023, indicated Resident 1 was to receive Hydromorphone 
(Dilaudid) 4 mg (milligrams), .give 1 tablet by mouth every 4 hours for chronic pain. An additional physician 
order, dated 10/31/2023, indicated Resident 1 was to receive Hydromorphone 2 mg, .give 2 tablet (sic) [for a 
total of 4 mg] by mouth every 4 hours for chronic pain.

Review of Resident 1's electronic medical record revealed nursing staff documented his pain in the MAR 
(medication administration report). In October 2023, nursing staff documented Resident 1's pain ranged from 
approximately zero (no pain) to 7 (severe pain). In November 2023, nursing staff documented on his MAR 
that his pain ranged from approximately zero to 8 (severe). In December 2023, nursing staff documented on 
his MAR that Resident 1's pain ranged from approximately 2 (mild pain) to 8 (severe). 

Review of Resident 1's electronic medical record revealed a nursing care plan (document that contains 
essential information about a patient's condition, diagnosis, goals, interventions, and outcomes) for pain was 
not located in his medical record.

Review of facility policy titled, Pain Assessment and Management, subtitled, General Guidelines (revised 
October 2022) indicated, 1. the pain management program is based on a facility-wide commitment to 
appropriate assessment and treatment of pain, based on professional standards of practice, (and) the 
comprehensive care plan .

Review of Resident 1's medical record revealed the October 2023 MAR that indicated from 10/28/23 through 
10/29/23, nursing staff did not give Resident 1 approximately six doses of his scheduled Hydromorphone 
(representing a time period of approximately twenty-four hours). The following doses were documented as 
not given: 4 a.m.; the nurse documented, .waiting for supplies ., 8 a.m. the nurse documented, .await for 
delivery ., 12 noon the nurse documented, .on order ., 4 p.m. the nurse documented, .waiting for supplies ., 8 
p.m. the nurse documented, .waiting for supplies ., at midnight the nurse documented the medication was 
not given and at 3 a.m documented, .waiting for supplies. 

Review of Resident 1's medical record revealed the November MAR indicated on 11/8/2023, the midnight 
dose was not given and the nurse documented #9 (no side effects) and #2 (Resident not available). 

(continued on next page)
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Review of Resident 1's medical record revealed the December MAR that indicated multiple doses of 
Hydromorphone were not given between 12/11/2023 to 12/14/2023. On 12/11/2023 at 4 p.m., the nurse 
documented Resident 1's pain scale was #7 (severe) and the rationale for not administering the medication 
was other. On 12/12/23 at 4 a.m., the nurse documented Resident 1's pain as #7 (severe), Hydromorphone 
was not given, and the nurse documented at 6:21 a.m. that they were, .waiting for supplies . On 12/13/23, 
the nurse documented the midnight and 4 a.m. doses were not given due to, Hold med, see progress notes. 
At 05:55 a.m., the nurse documented that they were, .waiting for supplies . On 12/14/23, the nurse 
documented the midnight dose was not given; at 00:40 a.m. (forty minutes past midnight), the nurse 
documented, .Previous LN (licensed nurse) shared . that resident was out of Dilaudid, refill will be process 
(sic), and supply will be deliver(ed) by midnight. However, no delivery has been made. Contacted pharmacy 
and spoke with (name), stated that refill has not been processed yet but she will process and will be 
delivered to the facility by 445am (sic). Per pharmacist, she was unable to give me authorization from the 
e-kit (emergency medication supply) since the prescription is different . At 1:23 a.m., the nurse documented, .
Contacted pharmacy .Refill is (sic) yet to be processed . At 4:20 a.m., the nurse documented, Unable to get 
any (Hydromorphone) from the e-kit per pharmacy since prescription is different. waiting for delivery . ,

During an interview on 1/30/2024 at 2 p.m., Licensed Nurse C (LN C) stated the pharmacy delivered 
medication to the facility daily at approximately 6 a.m., 4:30 p.m., and 10 p.m. but it was sometimes hard 
getting medications from the pharmacy. She stated if a resident's medication was missing, nursing staff had 
to call the pharmacy. She stated she had had to make multiple calls (to request the medication) in the past 
and it occurred on all three shifts (day, evening, and night shifts). When asked why staff needed to make 
multiple calls, LN C stated she did not know. LN C stated she remembered Resident 1, he had an 
amputation of he left leg below his knee, he had a heel wound, and he would describe his pain as being, 
everywhere. She stated Resident 1 was receiving his Dilaudid every four hours but the pharmacy had not 
delivered it, she had called pharmacy (to request the medication), but it was not delivered. She stated she 
had to call pharmacy to get a one-time code for access to the e-kit and she was then able to administer the 
medication. (The e-kit required a pharmacy-provided code in order to access narcotics like 
Hydromorphone/Dilaudid). 

During the same interview on 1/30/2024 at 2 p.m., LN C stated other resident's medication were similarly 
impacted. She stated she had had to call pharmacy for other residents whose medications were missing but 
the pharmacy failed to deliver them. LN C stated when she called the pharmacy, she spoke directly with a 
pharmacist (versus general pharmacy staff) because she was more likely to get the medication delivered if 
she did so. 

(continued on next page)
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During a telephone interview and concurrent review of email correspondence (from Pharmacist F) on 2/12/24 
at 11:20 a.m., Pharmacist F (Pharm F) stated the facility requested Resident 1's Hydromorphone be refilled 
on 10/27/23 (the day prior to his not receiving Hydromorphone for twenty-four hours), the medication was not 
delivered until 10/29/23 at 2:30 a.m., and the pharmacy was only able to provide a small supply of ten tablets 
(the Hydromorphone was on backorder). When asked why the medication was not delivered on 10/28/23, 
Pharmacist F stated they attempted to fill the full order (versus the ten tablets) and the pharmacy sent out the 
medication on 10/28/23 at approximately midnight. When asked why nursing staff did not get the 
Hydromorphone from the e-kit (on 10/28/23), Pharmacist F stated Resident 1's order was for 4 m.g dose 
tablets and the ekit had only 2 m.g tablets. He stated the nurse could have called the physician for a 
one-time order (physician order for one dose of medication, versus a scheduled dose) of Hydromorphone (in 
order to access the e-kit medication) and stated this was common (practice). When asked why nursing staff 
did not get a new one-time order, Pharmacist F stated he did not know and stated that should have 
happened. 

During the same telephone interview and concurrent review of email correspondence on 2/12/24 at 11:20 a.
m., Pharm F was asked why the nurse did not give the Hydromorphone on 11/8/23 dose at midnight. Pharm 
F stated he believed the nurses did not have the medication. 

During the same telephone interview and concurrent review of email correspondence on 2/12/24 at 11:20 a.
m., Pharmacist F was asked about nurses intermittent failures to administer Hydromorphone to Resident 1 
from 12/11/2023 to 12/13/2023. Pharm F stated he did not know why nurses did not administer 
Hydromorphone during this time. He stated the Hydromorphone order was changed to 2 m.g tablets (nurses 
would give two, 2 mg tablets) in November and was filled and delivered on 11/20/23 and 11/29/23. When 
asked how many tablets were delivered on 11/29/23, Pharm F stated 118 pills were delivered. When asked 
how many doses that represented, Pharm F stated about ten days worth and the medication would have run 
out on 12/11/20 (when nursing staff began documenting that the medication was missing). He stated the 
facility requested a refill on 12/9/23 and 12/13/23 but the pharmacy had to send a notice to the facility and 
provider (doctor) on both occasions; the notice indicated no refills remained and another physician order was 
needed. Pharm F stated the next order the pharmacy saw requested was on 12/14/23 around 12:53 a.m.; 
the Hydromorphone went out (with a quantity of fifty tablets) and was delivered at 6:30 a.m. on the same 
day. 

During a telephone interview on 2/12/2024 at 3:30 p.m., Resident 1 and CF were asked what it was like not 
receiving his Dilaudid, especially during the 24-hour period on 10/28/23. Resident 1 stated he had lots of 
pain, had the sweats, felt itchy, and felt like he had hives. He stated he had withdrawal (from his Dilaudid) on 
top of his pain. Resident 1 stated his pain was always above a 7 (severe), occasionally at a 9, but not below 
a 5 (moderate). Resident 1 stated missing his Dilaudid doses caused his pain to increase and made him feel 
like it was a hopeless situation. Resident 1 stated not receiving his pain medication made him feel angry and 
depressed. He stated he felt out of control and stated, I was at their whim and at their mercy. CF stated 
Resident 1 talked about suicide due to not getting his pain medication and the resulting increased pain. 

During the same telephone interview on 2/12/2024 at 3:30 p.m., CF stated she had told the prior DON and 
Administrator (both no longer at the facility) about Resident 1's suicidal thoughts. She stated she was not 
sure who they were (their names) as the facility had had multiple DON's over the past month and a 
temporary Administrator. 

(continued on next page)
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Online review of the Mayo Clinic website indicated, .Do not .suddenly stop taking opioids (Hydromorphone) .
Opioids withdrawal can be dangerous, and symptoms can be severe stop opioids slowly, called a taper. 
Tapering means slowly lowering over time the amount of opioid medicine you take until you stop completely .
Symptoms of opioid withdrawal may include .mood changes such as sadness and depression . Increased 
pain .Goose bumps on the skin . sweating .Thoughts of suicide .

(https://www.mayoclinic.
org/diseases-conditions/prescription-drug-abuse/in-depth/tapering-off-opioids-when-and-how/art-20386036).

During an interview on 2/13/24 at 11:55 a.m., Licensed Nurse H (LN H) stated she remembered Resident 1 
well. She stated he used to take his Dilaudid for pain prn (as needed, not scheduled). He took it so frequently 
that staff called his physician and got the order changed to scheduled Dilaudid (nursing brought him his 
Dilaudid every four hours versus waiting for him to request it). LN H stated Resident 1's family member (CF) 
would sometimes call her to tell her Resident 1 was in pain. When asked if she was aware Resident 1 had 
felt suicidal when his medication was withheld, she stated she was not aware. 

During the same interview on 2/13/24 at 11:55 a.m., LN H stated pharmacy medication delivery was an 
ongoing issue at the facility. She stated nursing staff had to call the pharmacy multiple times for missing 
medications or refills, especially for narcotics (like Hydromorphone). She stated she would keep calling, they 
would say they would deliver the medication, but the medication would not come. LN H stated she did not 
know why they didn't process and send the medication. She stated sometimes the did does not message the 
pharmacy back (after pharmacy reached out to them). LN H stated she worked at another facility and they 
had a process where nurses could request a rush med, where a driver would pick up the medication and 
deliver it within two hours. She stated it would be nice if this facility had such a backup system. 

During the same interview on 2/13/24 at 11:55 a.m., LN H stated if a resident was out of a medication, 
nursing could call the pharmacy and access the e-kit (pharmacy would provide a code to access the e-kit). 
When asked why a nurse might not get a code from the pharmacy, she stated the prescription for the 
medication may be old and/or the resident needed a new prescription. LN H stated on day shift, a nurse 
could call the physician and ask for a new order. LN H stated the facility had a lot of registry nurses (provided 
by a contract service) and they did not always ask for help (if they had an issue) and they did not go the extra 
length (for their residents). 

During a telephone interview and concurrent medical record review on 2/14/2024 at 9 a.m., the Director of 
Nursing (DON) was asked about Resident 1 not being administered his Hydromorphone on 10/28/23. The 
DON stated Resident 1 missed a total of seven doses of Hydromorphone on 10/28/23 and nursing staff 
documented he had no pain (on the MAR during that time). She confirmed Resident 1's medical record 
contained no documentation that he was suicidal, no social service note addressing his being suicidal, and 
no nursing care plan to address his chronic pain. When asked what should have happened, the DON stated 
staff should have faxed pharmacy a request a refill, called the pharmacy and documented an estimated time 
of medication arrival. If the medication was not delivered, staff should have called pharmacy a second time 
and bumped it up, (notified) the DON or the Administrator, and documented in the record that the physician 
was notified. The DON stated nursing should have gotten a code to access the e-kit (and get the medication) 
and she stated there was no reason to go seven dosed without pain medication. 
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During the same telephone interview and concurrent medical record review on 2/14/2024 at 9 a.m., the DON 
stated there was no progress note (nursing note) from nursing staff documenting why his midnight dose of 
Hydromorphone was not given on 11/8/23. She stated nursing should have documented the reason.

During the same telephone interview and concurrent medical record review on 2/14/2024 at 9 a.m., the DON 
confirmed Resident 1 did not receive his 12/11/23 Hydromorphone scheduled for 6 p.m. and that nursing 
documented his pain was #7/10 (severe) at the time. She confirmed he did not receive his Hydromorphone 
on 12/12/23 at 4 a.m., nursing documented they were waiting for supplies, and his pain was #7 (severe). The 
DON confirmed Resident 1's Hydromorphone was not given on 12/13/23 at 4 a.m. The DON confirmed on 
12/14/23, Resident 1 did not receive his Hydromorphone at midnight and 4 a.m The DON stated her 
expectation was that nurses needed to do what they needed to do to get the medication and they should 
bump it up (to leadership for assistance). 

During the same telephone interview and concurrent medical record review on 2/14/2024 at 9 a.m., the DON 
was asked if she was aware nursing staff had reported pharmacy deliveries were an ongoing problem at the 
facility and she stated she did not know (this). When asked if the issue with pharmacy was not resolved in 
October and continued into December 2023 for Resident 1, the DON stated it was a safe assumption and it 
appeared the issue had not been resolved. 

During a telephone interview on 2/21/24 4:30 p.m. and 6:00 p.m., Pharmacist G (Pharm G) stated he was the 
consulting pharmacist at the facility, dealt primarily with clinical issues, and delivery issues were dealt with on 
the dispensing side (at the dispensing pharmacy, where Pharm F was located). Pharm G confirmed Resident 
1 was not given Hydromorphone for twenty-four hours on 10/28/23 and stated it was an, unfortunate situation 
that he missed his scheduled medication. When asked what nursing should have done in this situation, he 
stated that they should have notified the physician, who could have then contacted the pharmacy. 

During the same telephone interview on 2/21/24 4:30 p.m. and 6:00 p.m., Pharmacist G was asked about 
nursing staff not accessing the e-kit for Resident 1's Hydromorphone. He stated nursing can access the e-kit 
twenty-four hours a day and it requires a one-time code. He stated this necessitated a physician prescription 
which could be a verbal order, followed by a written copy (of the order) within seven days. The pharmacy 
could call the physician for emergency pharmacy needs. Pharm G confirmed Resident 1's issues with 
Hydromorphone (delivery) in October were still present in December (approximately two months later). When 
asked if he was aware of issues with accessing the e-kit, Pharm G stated, no. When asked if he was aware 
of ongoing delivery issues at the facility, Pharm D stated he was aware, but not of any specific issues. He 
stated there was turnover at the top (leadership at the facility) and that can happen with leadership issues.

(continued on next page)
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During a telephone interview on 2/27/2024 at 9:43 a.m., Physician J was asked if he was aware Resident 1 
experienced pharmacy delivery issues with his Dilaudid (Hydromorphone). He stated he was aware it 
happened one time but did not know it was a routine issue. When asked if he was aware nursing staff had 
not administered Resident 1 his scheduled Dilaudid for approximately twenty-four hours on 10/28/23, 
Physician J stated the patient (Resident 1) shared the information with him, but nursing staff had not. When 
asked if nursing staff should have informed him of this, he stated, of course. Physician J stated nurses lost 
track of narcotic counts and they called when they ran out (of medication). Physician J was asked if Resident 
1's symptoms of sweating, itching, and feeling like he had hives were consistent with narcotic withdrawal 
symptoms and he confirmed that they were, and stated Resident 1 was dependent on Dilaudid. Physician J 
was informed nursing staff did not document that they were monitoring for signs of withdrawal during that 
time and he stated nursing staff should have documented the issue and, escalated it up. Physician J stated if 
he was not available, they (his group) had an on-call (physician available to take a call) physician and staff 
could have escalated it up to them (for assistance). When asked if he was aware Resident 1 had felt suicidal 
at the time, Physician J stated, no. He stated Resident 1 had expressed to him that he was upset and 
uncomfortable (due to pain). Physician J was informed that Resident 1 and CF stated they had informed the 
previous DON and Administrator about Resident 1's suicidal ideation's and he stated, I believe them. When 
asked what his expectation was regarding leadership's knowledge of Resident 1's suicidal ideation, he stated 
the DON should call pharmacy to uncover the problem. He stated the DON should have called pharmacy 
when Resident 1 ran out of medications on other occasions as well. Physician J was informed Resident 1 
missed multiple dosed of Dilaudid from 12/11/23 through 12/14/23. Physician J stated nursing staff should 
have used the Dilaudid located in the E-kit. 

Review of facility policy titled, Pain Assessment and Management, subtitled, Implementing Pain 
Management Strategies (revised October 2022) indicated, . 4. When opioids are used for pain management, 
the resident is monitored for medication effectiveness, adverse effects . 5. The following are considered 
when establishing the medication regimen: .b. Administering medications around the clock . 6. The 
medication regimen is implemented as ordered. Results of the interventions are documented and 
communicated directly to the provider (doctor) when appropriate. Ongoing communication between the 
prescriber and the staff is necessary for the optimal and judicious use of pain medications . Under subtitle, 
Monitoring and Modifying Approaches, the policy indicated, . 4. If the resident is prescribed opioid analgesics 
(pain medication), monitor for the following side effects: . b. Physical dependence which causes symptoms of 
withdrawal when opioid medication is stopped, or a dose is held or missed . 

Review of facility policy titled, Administering Medication, subtitled, Policy Statement (Revised April 2019) 
indicated, Medications are administered in a . timely manner, and as prescribed. Under subtitle, Policy 
Interpretation and Implementation, the policy indicated, .4. Medications are administered in accordance with 
prescribe orders, including and required time frame . 

Review of facility policy titled, Provider Pharmacy Requirements, subtitled Policy (dated April 2008) 
indicated, Regular and reliable pharmaceutical service is available to provide residents with prescription and 
nonprescription medications, services, and related equipment and supplies . Under subtitle, Procedures, the 
policy indicated, .D. The provider pharmacy agrees to perform the following pharmaceutical services, 
including but not limited to: .2) Accurately dispensing prescriptions based on authorized prescribe orders 

(continued on next page)
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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 
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Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      
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Professional Post Acute Center 81 Professional Center Parkway
San Rafael, CA 94903

F 0755

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

6) Providing routine and timely pharmacy service seven days per week and emergency pharmacy service 24 
hours per day, seven days per week .b. Medications which should be promptly available such as . drugs 
used to treat problems including severe pain . or other severe discomfort are available within 4 hours.
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