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300.1210a)
300.1210b)

Section 300.1210 General Requirements for
Nursing and Personal Care

a) Comprehensive Resident Care Plan. A
facility, with the participation of the resident and
the resident's guardian or representative, as
applicable, must develop and implement a
comprehensive care plan for each resident that
includes measurable objectives and timetables to
meet the resident's medical, nursing, and mental
and psychosocial needs that are identified in the
resident's comprehensive assessment, which
allow the resident to attain or maintain the highest
practicable level of independent functioning, and
provide for discharge planning to the least
restrictive setting based on the resident's care
needs. The assessment shall be developed with
the active participation of the resident and the
resident's guardian or representative, as
applicable. (Section 3-202.2a of the Act)

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.

These requirements were not met as evidenced
by:

Based on observation, interview, and record
review the facility failed to ensure a residents pain
was managed for 1 of 4 residents (R1) reviewed
for pain in the sample of 4. This failure resulted in
R1 experiencing severe pain.

Findings include:

On 2/11/25 at 10:15 AM, R1 was walking in the
hallway of the facility. R1 said she was looking
for her nurse. R1 said she has problems getting
her medicine especially her Norco (Narcotic Pain
Reliever). R1 said she had stomach cancer and
had part of her stomach removed. R1 said she
has severe stomach pain and Norco is the only
way she can eat solid foods without pain. R1 said
the facility runs out of Norco all the time and there
is always different excuses like the forgot to
renew it, the medicine is not delivered yet, or a
new doctor took over so they don't have it yet. R1
said they try to give her Tylenol which doesn't
help the pain. R1 said she has been taking
Norco for years. R1 stated "l can take the Norco
every 8 hours. It allows me to eat solid food. |
have pain every single day of my life. Yesterday
(2/10/25) | spent all day walking around from unit
to unit looking for a nurse to give me my Norco.
They didn't order it in time and | didn't have any
left. The pain got so bad | was bawling. | didn't
know what to do and a friend gave me a number
to call the "State" so | did. The one nurse told me
she would give it to me but she had 2 more
places to go and then 30 minutes goes by and
then an hour, and an hour and a half and still no
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medicine. They treat it like it's a cookie and if | do
what they want, they will give it to me. | tried to go
up the ladder and talk to the Director of Nursing
and she said she would look into it. | don't know
what to do. They did get my medicine delivered
this morning so | got my Norco, but what happens
when it runs out again?"

On 2/11/25 at 11:10 AM, V2 Director of Nursing
said the pharmacy delivers medication two times
per day. V2 said nurses can order medication
refills directly from the electronic medical records.
V2 said nurses should order medication refills
when there is around 3 days of the medication left
and should not wait until the medicine is
completely depleted. V2 said pain medicine like
Norco is available in the emergency medication
system. V2 said as long as there is an active
order, the nurses can get Norco from the
medication system for the patient if their Norco
has not been delivered yet. V2 said pain
medications should be given as ordered. V2 said
no one had come to her with pain medication
concerns and there has been no issues with
pharmacy deliveries that she is aware of.

On 2/11/25 at 11:20 AM, V4 Licensed Practical
Nurse (LPN) said R1 takes Norco in the AM and
PM. V4 said yesterday R1 came to me and said
she was in pain. V4 said she didn't have Norco to
give to her, there was no medication card in the
cart. V4 said R1 was upset and kept insisting
that she give her Norco and was saying that V5
LPN always gives it to her. V4 stated "l told R1
that | didn't know how and R1 kept saying V5
does, so | told her to go find V5 then." V4 said R1
left and came back with V5 who said she had
given R1 Norco from the medication supply. V4
said she doesn't have a key or access to the back
up medication supply, only the Supervisor does.
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V4 said she was not oriented on how to access
the back up medication supply. V4 said she
wasn't sure if the Norco got sent for a refill, but
the doctor needs to sign a script in order to refill
Norco. V4 said the script is then sent to
pharmacy. V4 said she printed a script and had
V6 Nurse Practitioner sign it and then sent it to
pharmacy. V4 said R1's Norco was delivered this
morning.

On 2/11/25 at 12:07 PM, V5 said she was working
on another unit yesterday and R1 came to her for
a Norco. V5 said R1 told her the nurse wouldn't
give her Norco. V5 said she gave R1 a Norco
from the back up medication supply. V5 said the
other day, even though she was not assigned to
R1, she gave R1 her Norco twice that day from
the back up medication supply. V5 said R1 takes
Norco for stomach pain from stomach cancer.
V5 said R1 knows when she can have it and
writes down when she takes it, so she knows
when 8 hours is up and she can have another.
V5 said if R1 has any trouble getting her
medication form the nurse on duty she will come
try to find me. V5 said she will give R1 her
medication when she can. V5 said some nurses
have access to the back up medication supply,
but not all. V5 said if the nurse doesn't have
access, there is always a nurse supervisor on
duty that can access the back up medication

supply.

On 2/11/25 at 1:07 PM, V6 Nurse Practitioner
said R1 has chronic pain from stomach cancer
and takes Norco for the pain. V6 said she is
aware that R1 takes Norco everyday and it is
effective at relieving R1's pain. V6 said R1
should get Norco to relieves R1's pain and make
R1 comfortable. V6 said the expectation is for
R1's Norco to be given as ordered which is every
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8 hours as needed.

R1's Electronic Medical Records contains a
written prescription dated 1/27/25 for
Hydrocodone - APAP
(N-acetyl-para-aminophenol) 10-325 mg
(milligrams) Give 1 tablet by mouth every 8 hours
as needed for severe pain. This same
prescription shows "dispense 30, refills 3."

R1's Controlled Drug Administration Record
Tablet for Hydrocodone- APAP 10-325 mg
(Norco) shows the order was dated 1/28/25 and
contained 21 tablets. This same form shows R1
last tablet was on 2/7/25 at 2:00 PM.

R1's Controlled Drug Administration Record
Tablet for Hydrocodone- APAP 10-325 mg shows
the order was dated 2/10/25 and contained 27
tablets. This same form shows the first does
given was on 2/11/25 at 6:00 AM.

R1's Medication Administration Record for
February 2025 shows R1 did not receive Norco
on 2/10/25 until 8:37 PM and was administered
by V5.

R1's Minimum Data Set (MDS) dated 12/31/24
shows R1 has a diagnosis of personal history of
other malignant neoplasm of the stomach, R1 is
cognitively intact, and R1 receives scheduled
and as needed pain medication for pain. The
same MDS shows R1 has occasion pain, highest
rated at a level of 7, and the pain occasionally
limits day to day activities.

R1's Care Plan dated 12/5/23 shows "R1 is at risk
for pain (Acute or Chronic) related to diagnosis of
chronic pain syndrome with interventions to
provide analgesic as ordered."
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The facility's Resident Council Minutes for
12/26/24 shows "Issues waiting for pain meds-a
few hours. Regular medications running out of
stock."

The facility's Resident Council Minutes for
1/31/25 shows "Concerns with out of stock
medications and how we follow up."

The facility's Pain Management dated 10/23/24
shows "In order to help a resident attain or
maintain his/her highest practicable level of
physical, mental and psychosocial well-being and
to prevent or manage pain, the facility will:
recognize when the resident is experiencing pain
and identify circumstances when the pain can be
anticipated and Manage or prevent pain,
consistent with the comprehensive assessment
and plan of care, current professional standards
of practice, and the resident's goals and
preferences."
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