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Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210d)1)
300.1210d)3)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
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resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

These requirements are not met as evidenced by:

Based on observation, interview and record
review, the facility failed to provide ordered pain
medication timely, for one of three residents (R2)
reviewed for pain control, in a sample of three.
This failure resulted in R2 experiencing
"intermittent excruciating” pain from 12/12/24 until
12/16/24.

FINDINGS INCLUDE:

The (undated) facility policy, Pain Management,
directs staff to, "The facility must ensure that pain
management is provided to residents who require
such services, consistent with professional
standards of practice, the comprehensive
person-centered care plan and the resident's
goals and preferences. Pain Management and
Treatment: Pharmacological interventions will
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follow a systematic approach for selecting
medications and doses to treat pain. Opioids will
be prescribed and dosed in accordance with
professional standards of practice and
manufacturers' guidelines to optimize their
effectiveness and minimize their adverse
consequences."

R2 was admitted to the facility on 12/13/24 at
1:00 P.M. from a local hospital after a Total Right
Knee Replacement on 12/9/2024. At the time of
discharge, V10/Orthopedic Surgeon prescribed
Acetaminophen/Hydrocodone 325
MG(Milligrams) /5 MG one tablet every 6 hours
as needed for pain.

R2's Nursing Admission Progress Note
documents, "12/13/24 2:25 P.M. (R2) arrived at
the facility at 1:30 P.M. (R2) diagnosis (includes)
total (right) knee arthroplasty. (R2) is alert and
oriented. (R2) has pain rated as a 9 out of 10.
(R2) is a general diet. (R2) has an ice machine
for RLE (Right Lower Extremity). (R2) oriented to
room and call light. Therapy to evaluate and
treat."

R2's Nursing Progress Notes document on
12/13/24 at 10:02 P.M., "(R2) given standing
order of Tylenol 325 MG two tablets for pain. (R2)
stated pain was a 9:10. (R2) reassessed at 2200
(10:00 P.M.) and stated pills were not effective.
Current (medication) orders on order."

No further assessment of R2's pain was
documented until 12/16/24 at 10:30 A.M., when
R2's pain was documented as a 10:10.

On 12/14/24 at 8:58 P.M., R2's Nursing Progress
Notes document, "Call placed to (V11/Medical
Doctor) to call (R2's) pain medication into
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Pharmacy due to the fact (R2) wasn't sent to the
facility with hard prescriptions to receive from
Pharmacy. (V2/Director of Nurses) notified of
medication absence."

On 12/15/24 at 9:05 P.M., R2's Nursing Progress
Notes document, "Call placed again to Pharmacy
to check the status of pain medication and they
informed this nurse that they had not received call
from (V11/MD) for the medication. This nurse
notified (V2/DON) and fax sent to (V11's) office in
regard to situation.”

On 12/16/24 at 9:43 A.M., R2was up in a
wheelchair in her room, at the bedside, crying and
moaning, clutching her right knee. R2 stated her
right knee hurts, and the pain is "excruciating" R2
rated the pain as a 10:10. R2 stated she was
admitted to the facility on 12/13/24 at 1:00 PM
and was supposed to receive Norco as needed
for pain, but facility staff have told her they don't
have her Norco. R2 stated she has only received
Tylenol for the pain one time, and it doesn't help
at all. R2 stated she has been in pain since she
arrived at facility, and no one is doing anything
about it. R2 also states she is supposed to have
the ice machine on her knee to help with pain, but
staff never fill up the machine with ice. Ice
machine observed and only contains water. R2
states she unable to sleep due to pain and is
unable to eat, also. R2 requesting help with
getting pain medication addressed immediately.

On 12/16/24 at 9:51 A.M., V3/Registered Nurse
states resident told her she was in excruciating
pain and as soon as she finished her medication
pass, she was going to call the doctor and
pharmacy.

On 12/16/24 at 4:00 P.M., V8/Licensed Practical
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Nurse stated, "(R2) was my patient this past
weekend. | worked second shift both Saturday
and Sunday night. R2 was having pain and |
noticed she still didn't have her (narcotic) pain
meds (medications). | called (V2/Director of
Nurses) and she instructed me to call
(V11/Physician) and let him know. When | came
in the next night, (R2) still didn't have her pain
medications, so | called the Pharmacy and asked
them if (V11/Physician) had called in the script
and they said he hadn't. | called (V2/DON) again
that night and she told me to fax the information
to (V11's) office, which | did."

On 12/17/24 at 9:45 A.M., V7/Nurse Practitioner
stated, "l work in the facility Monday through
Friday. | usually arrive around 7:00 A.M., | didn't
work last Friday (12/14/24) and didn't see (R2) for
the first time, until yesterday morning. When |
assessed her, (R2) told me she had been having
excruciating pain since admission and (facility)
staff kept telling her they didn't have her pain
medication in. Also, she didn't receive the polar
ice to her knee. Polar ice provides continuous ice
therapy for a patient that has undergone knee
replacement surgery. It helps significantly with
pain and swelling and allows a patient to move
around to take care of themselves and participate
in therapy."

On 12/17/24 at 10:10 A.M., V2/Director of Nurses
stated, "(V8/Licensed Practical Nurse) called me
on (12/14/24 and 12/15/24) to let me know that
R2 had not received her pain medication, as it
wasn't in the facility. (V8) said that (R2) was
admitted and she didn't have a (hard) prescription
for the narcotics, so Pharmacy couldn't fill it. | told
her to call (R2's) doctor and to tell him to call the
Pharmacy and he could send an E-Prescription
(electronic prescription) to the pharmacy, and
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they could immediately take the pain medication

from our facility convenience box. | thought that's
what (V8/LPN) did. When she called me back on
(12/15/24) and said that (R2) still didn't have her

pain medication, | told her to call the doctor back
and to send a fax to his office."

On 12/17/24 at 10:15 A.M., V9/Pharmacist
verified he was the Pharmacist for the facility. V9
stated when a resident is admitted to the facility
with a narcotic medication, the facility faxes over
the order and the order gets processed. V9 states
once the pharmacy receives a copy of the
prescription, they will release a code to the nurse,
who then can withdraw the medication from the
facility convenience box, which is located in the
medication room. At this time, V9/Pharmacist
confirmed the pharmacy did not receive a
prescription for R2's pain medication until
12/16/24 at approximately 10:30 A.M.

On 12/17/24 at 10:35 A.M., R2 was in bed,
watching television. The polar ice machine to
R2's right knee was on and functioning. R2 was
calm and relaxed. At that time R2 stated she had
been receiving her (narcotic) pain medication
every six hours and staff were applying the polar
ice machine to her right knee as ordered by the
physician. R2 stated she felt so much better and
was able to concentrate on therapy and getting
stronger so she could return home.
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