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F 0697 Provide safe, appropriate pain management for a resident who requires such services.

Level of Harm - Minimal harm Based on interview and record review, the facility failed to ensure resident's pain was managed as indicated

or potential for actual harm in the facility's Pain Assessment and Management policy for one of six sampled residents (Resident 6) by
failing to:

Residents Affected - Some
1. Ensure Resident 6's pain medication, morphine sulfate extended release (medication to manage moderate
to severe pain) scheduled every 12 hours for pain management, was administered according to the
physician order.

2. Ensure Resident 6's pain medication, oxycodone with acetaminophen (medication to manage severe pain)
10-325 milligrams (mg - unit of measurement), scheduled every four hours as needed, was administered
according to the physician order.

3. Ensure Resident 6's pain medication, oxycodone with acetaminophen (medication to manage moderate
pain) 5-325 mg, scheduled every four hours as needed, was administered according to the physician order.

4. Ensure Resident 6's pain medication, acetaminophen (medication used to treat mild pain and to reduce
fever) 325 mg, scheduled every four hours as needed, was administered according to the physician order.

These deficient practices resulted in Resident 6's unnecessary pain experienced during daily activities and
had the potential to lead to a decline in Resident 6's quality of life.

Findings:

During a review of Resident 6's admission Record, the admission Record indicated the facility admitted
Resident 6 on 9/27/2024 with diagnoses including fistula of vagina to large intestine (an abnormal connection
or hole between the vagina and rectum), malignant neoplasm (term for a cancerous tumor) of rectum, and
cutaneous abscess (a localized collection of pus in the skin) of buttock.

During a review of Resident 6's Physician Orders, dated 11/25/2024, the Physician Orders indicated
acetaminophen 325 mg two tablets every four hours as needed for mild pain (one to three on the numeric
pain scale).
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F 0697

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

During a review of Resident 6's Minimum Data Set (MDS - a standardized assessment and care screening
tool), dated 3/31/2025, the MDS indicated the resident's cognitive (mental action or process of acquiring
knowledge and understanding) skills for daily decisions was intact. The MDS indicated Resident 6 received
as scheduled and as needed pain medications for the resident's occasional pain. The MDS indicated
Resident 6 did not receive non-medication intervention for pain.

During a review of Resident 6's Physician Orders, dated 4/14/2025, the Physician Orders indicated morphine
sulfate extended release 15 mg tablet every 12 hours for pain management.

During a review of Resident 6's Physician Orders, dated 4/14/2025, the Physician Orders indicated
oxycodone with acetaminophen 5-325 mg tablet every four hours as needed for moderate pain (four to six on
the numeric pain scale).

During a review of Resident 6's Physician Orders, dated 5/6/2025, the Physician Orders indicated oxycodone
with acetaminophen 10-325 mg tablet every four hours as needed for severe pain (seven to ten on the
numeric pain scale).

During an interview on 6/18/2025 at 3:22 p.m. and concurrent review of Resident 6's Medication
Administration Record (MAR), dated 6/1/2025 to 6/30/2025, and Pain Level Summary, dated 6/1/2025 to
6/18/2025, reviewed with Licensed Vocational Nurse (LVN) 2, LVN 2 stated Resident 6's MAR and Pain
Level Summary indicated the following:

a. On 6/15/2025 at 9 a.m., Resident 6's morphine sulfate extended release 15 mg was not given and
indicated it was not available.

b. On 6/15/2025 at 9:08 a.m., Resident 6 had five out of ten on the numeric pain scale. LVN 2 stated
Resident 6's oxycodone with acetaminophen 5-325 mg was not given.

c. On 6/16/2025 at 9 a.m., Resident 6's morphine sulfate extended release 15 mg was not given. LVN 2
stated Resident 6's morphine sulfate extended release 15 mg was not available.

d. On 6/16/2025 at 10:24 a.m., Resident 6 had eight out of ten on the numeric pain scale. Resident 6's
oxycodone with acetaminophen 10-325 mg was not available and was not given.

e. On 6/16/2025 at 6:39 p.m., Resident 6 had seven out of ten on the numeric pain scale. Resident 6
received oxycodone with acetaminophen 5-325 mg instead of oxycodone with acetaminophen 10-325 mg.

f. On 6/17/2025 at 6:30 a.m., Resident 6 had five out of ten on the numeric pain scale. LVN 2 stated
Resident 6's oxycodone with acetaminophen 5-325 mg was not given.

g. On 6/17/2025 at 8:27 a.m., Resident 6 had seven out of ten on the numeric pain scale. LVN 2 stated
Resident 6's oxycodone with acetaminophen 10-325 mg was not available and was not given.

h. On 6/17/2025 at 9 a.m., Resident 6's morphine sulfate extended release 15 mg was not given. LVN 2
stated Resident 6's morphine sulfate extended release 15 mg was not available.

i. On 6/17/2025 at 2:06 p.m., Resident 6 had eight out of ten on the numeric pain scale. Resident 6 received
acetaminophen 325 mg instead of oxycodone with acetaminophen 10-325 mg.
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F 0697 LVN 2 stated Resident 6 had the potential for increased strass, discomfort, and suffering from pain.

Level of Harm - Minimal harm or During an interview on 6/18/2025 at 4:59 p.m. with the Assistant Director of Nursing (ADON), the ADON
potential for actual harm stated Resident 6's pain medications were not readily available. The ADON stated Resident 6 had the
potential for increased pain.

Residents Affected - Some
During a review of the facility's policy and procedures (PnP) titled, Pain Assessment and Management, dated
2/28/2025, indicated the purpose to help the staff identify pain in the resident, and to develop interventions
that were consistent with the resident's goals and needs and that address the underlying causes of pain.
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