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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.

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.

Section 300.1220 Supervision of Nursing
Services

b) The DON shall supervise and oversee the
nursing services of the facility, including:

3) Developing an up-to-date resident care plan for
each resident based on the resident's
comprehensive assessment, individual needs
and goals to be accomplished, physician's orders,
and personal care and nursing needs. Personnel,
representing other services such as nursing,
activities, dietary, and such other modalities as
are ordered by the physician, shall be involved in
the preparation of the resident care plan. The
plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as
indicated by the resident's condition.

Section 300.1630 Administration of Medication

d) If, for any reason, a licensed prescriber's
medication order cannot be followed, the licensed
prescriber shall be notified as soon as is
reasonable, depending upon the situation, and a
notation made in the resident's record.
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These regulations were not met as evidence by:

Based on interview and record review, the Facility
failed to ensure pain medications were readily
available for administration in order to prevent
increasing pain/discomfort for 2 of 4 (R2, R3)
residents reviewed for pain medications in the
sample of 4.

Findings include:

1.) R3's Face Sheet documents admission date
of 12/1/2024. Diagnoses include Noneffective
Gastroenteritis and Colitis, Intestinal Bypass and
Anastomosis Status, Spinal Stenosis, Diarrhea,
and Volvulus.

R3's Minimum Data Set, MDS, dated 1/16/2025
documents R3 has no cognitive impairments.
MDS documents R3 requires partial assist with
transfers and supervision with bed mobility.

R3's Care Plan updated 12/21/2024 documents
R3 currently has an alteration due to pain related
to Arthritis. Scheduled Norco and Tylenol
effective. As needed, PRN, pain medication
available when needed. Interventions include
administer medication & treatments ordered by
Medical Doctor (MD) and monitor for side effects
and effectiveness to current medication
regimens.

R3's physician order sheets dated 12/1/2024
documents Hydrocodone-Acetaminophen Oral
Tablet 5-325 MG (Hydrocodone-Acetaminophen)
*Controlled Drug* Give 1 tablet by mouth two
times a day for pain.

R3's Medication Administration Records, MAR,
dated 12/1/2024-12/31/2024 documents
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Hydrocodone-Acetaminophen Oral Tablet 5-325
MG (Hydrocodone-Acetaminophen) Give 1 tablet
by mouth two times a day for pain. Start
Date-12/01/2024 at 8:00 PM. There is no
documentation that the medication was
administered on 12/25/2024 PM dose,
12/26/2024 AM & PM dose, 12/27/2024 AM & PM
dose, 12/28/2024 PM dose, 12/29/2024 AM & PM
dose, 12/30/2024 AM & PM dose, 12/31/2024 AM
& PM dose.

R3's Medication Administration Records, MAR,
dated 1/1/2025-1/31/2025 documents
Hydrocodone-Acetaminophen Oral Tablet 5-325
MG(Hydrocodone-Acetaminophen) Give 1 tablet
by mouth two times a day for pain. Start
Date-12/01/2024 at 8:00 PM. There is no
documentation that the medication was
administered on 1/1/2025 AM & PM dose and
1/2/2025 AM & PM dose.

R3's Medication Administration Records, MAR,
dated 2/1/2025-2/28/2025 documents
Hydrocodone-Acetaminophen Oral Tablet 5-325
MG (Hydrocodone-Acetaminophen) Give 1 tablet
by mouth two times a day for pain. Start
Date-12/01/2024 at 8:00 PM. There is no
documentation that the medication was
administered on 2/19/2025 PM dose and
2/20/2025 AM & PM dose.

R3's Progress Notes dated 12/25/2024 -
1/22/2025 documents
Hydrocodone-Acetaminophen Oral Tablet 5/325
MG. Give 1 tablet by mouth two times a day for
pain, Unavailable.

R3's Pain level assessment dated 12/30/2025 at
8:00 PM documents pain level 5.
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R3's Pain level assessment dated 1/2/2025 at
8:00 PM documents pain level 3.

R3's Progress Notes dated 12/26/2024 at 11:40
AM documents Made call out to Physician's office
to request updated script for Norco refill,
message left.

R3's Progress Notes dated 12/27/2024 at 9:12
AM Call out to Physician's office for Norco script.

R3's Progress Notes dated 12/30/2024 at 2:41
PM documents Made another call out to
Physician's office in regard to Norco refill, have
left several messages and no returned call and
script has not been filled. Reception stated, "will
put back urgent."

R3's Progress Notes dated 12/31/2024 at 11:38
AM documents: Made another call out to
Physician's office regarding Norco script update
for refill. Message states "office is closed for
holiday until Thursday 1/2." Writer requested on
call physician to return call.

R3's Progress Notes dated 12/31/2024: Made
another call out to Physician's office due to script
still not received at pharmacy. Verified place, fax,
and phone number. Physician did not have the
correct phone number or fax but did have correct
pharmacy and location. Numbers updated and
will send updated script today.

R3's Progress Note dated 2/19/2025 at 10:48 AM,
documents Made call out to Medical Doctor's
office to request updated Norco script for refill.

R3's Progress Notes dated 2/19/2025-2/20/2025
documents Hydrocodone-Acetaminophen Oral
Tablet 5/325 MG. Give 1 tablet by mouth two
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times a day for pain, Unavailable.

R3's pain level assessment dated 2/19/2025 at
8:00 PM documents pain level 1.

R3's pain level assessment dated 2/20/2025 at
8:00 AM documents pain level 5.

R3's Progress Note dated 2/20/2025 at 1:18 PM,
documents Medical Doctor's office confirmed
Norco Rx(script) sent this AM. Writer confirming
with pharmacy at this time.

On 3/21/2025 at 9:35 AM R3 stated the facility
has ran out of her prescription for
Hydrocodone-Acetaminophen in the months of
December and February. R3 stated in December
she had to go without her pain medication for
almost 10 days. R3 stated during the time she
had to go without her pain medication, she was in
pain. R3 stated she has taken the pain
medication for many years and without it, it is
hard to function due to being in pain. R3 stated
while not getting her pain medication for so long,
she experienced increased pain.

On 3/21/2025 at 2:07 PM V3, Nurse Manager,
stated R3 did go a while without her prescription
pain medication back in December and recently
for about 2 days in February. V3 stated R3's
primary care provider is the doctor who
prescribes R3's Hydrocodone. V3 stated the
facility reached out to R3's primary care provider
before R3's script for Hydrocodone ran out in
December and then the primary care provider's
office closed for the holidays. V3 stated the facility
reached out to the on-call physician to see if they
would fill R3's script for Hydrocodone and the
on-call doctor would not fill it. V3 stated since the
on-call doctor would not write the script for R3's
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medication, R3 had to go without her pain meds.

V3 stated R3 did not receive her Hydrocodone on
2/19/20 or 2/20/25 due to the facility waiting for a

new prescription from the MD (doctor).

On 3/25/2025 at 11:46 AM V8, R3's Primary Care
Doctor's Licensed Practical Nurse (LPN), stated
R3's Primary Care Doctor is a stickler when it
comes to a facility following his prescriptions the
way it is written. V8 stated R3's Primary Care
Doctor expects the facility to give a resident their
medications as ordered and written. V8 stated
with R3's medical diagnoses, if R3 went without
her pain medication as prescribed it puts R3 at
risk for increased and unnecessary pain.

2.) R2's Face Sheet documents admission date
of 3/3/25 with medical diagnoses of Chronic Pain
Syndrome, Disorders of Muscle, and
Hypertension.

R2's Minimum Data Set, MDS, dated 3/5/2,
documents R2 has no cognitive impairments.
MDS documents R2 requires supervision or
touching assistance with transfer and bed
mobility.

R2's Care Plan dated 3/3/25, documents R2 has
an alteration due to pain related to chronic pain
syndrome. Interventions include Encourage PT/
OT participation, administer medication &
treatments ordered by MD and monitor for side
effects and effectiveness to current medication
regimens.

R2's Physician Order dated 3/11/25, documents
Hydrocodone-Acetaminophen (Norco) Oral Tablet
10-325 MG (Hydrocodone-Acetaminophen)
*Controlled Drug* Give 1 tablet by mouth every 8
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hours as needed for moderate pain (5-7 on pain
scale) and Give 2 tablets by mouth every 8 hours
as needed for severe pain (7-10 on pain scale).

R2's Medication Administration Records, MAR,
dated 3/3/25-3/31/25 documents Hydrocodone
Oral Tablet 10-325 MG
(Hydrocodone-Acetaminophen) Give 1 tablet by
mouth every 8 hours as needed for moderate
pain (5-7 on pain scale) **DO NOT GIVE WITH
DIAZEPAM** -Start Date 03/11/2025 1345 and
Hydrocodone-Acetaminophen Oral Tablet 10-325
MG (Hydrocodone-Acetaminophen) Give 2 tablet
by mouth every 8 hours as needed for severe
pain (7-10 on pain scale) **DO NOT GIVE WITH
DIAZEPAM** -Start Date 03/11/2025 1345. There
was no documentation that medication was
administered on 3/18/25 AM and PM dose.

R2's Progress Note dated 3/18/25 at 8:46 AM
documents Writer contacted pharmacy due to
Norco refill did not come with delivery. Pharmacy
stated, "MD needs contacted due to oral route
missing on script that was sent." Writer contacted
the MD and Nurse Practitioner and requested
script be corrected.

R2's Progress Note dated 3/18/25 8:46 AM
documents Nurse Practitioner stated, "script
corrected and updated and sent to pharmacy."

R2's Progress Note dated 3/19/25 at 12:40 AM
documents Guest very upset with facility; writer
continues to wait on pharmacy for Norco.

R2's Progress Note dated 3/19/25 at 1:08 AM
documents Guest pain medication did not arrive
with pharmacy delivery.

R2's Progress Note dated 3/19/25 at 8:50 AM
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documents Writer contacted pharmacy related to
Norco script did not come with delivery again
after script was corrected by MD and staff is
unable to pull medication from medication
machine due to facility does not carry the Norco
10/325 mg dose needed. Pharmacy stated,
"script was corrected by Nurse Practitioner and
received yesterday, medication will come with
delivery today."

R2's Progress Note dated 3/19/25 at 9:53 AM
documents Writer contacted Nurse Practitioner
and made aware of situation, requested
temporary script for Norco 5/325 mg prn because
it is available to staff in the medication machine.
Nurse Practitioner gave new order, okay for
Norco 5/235 mg 2 tablets every 8 hours as
needed for 24 hours until Norco 10/325 mg script
arrives." Facility nurse made aware, and
medication given to guest as ordered.

R2's daytime pain level assessment dated
3/18/2025 documents pain level 5.

R2's nighttime pain level assessment dated
3/18/2025 documents pain level 3.

R2's daytime pain level assessment dated
3/19/2025 documents pain level 5.

On 3/21/2025 at 8:24 AM, R2 stated she recently
did not receive her prescribed pain medication
Hydrocodone-Acetaminophen for almost 2 days.
R2 stated the facility informed her they did not
have her pain medication. R2 stated she has
taken the prescribed pain medication for years
due to multiple medical issues and without the
pain medication she is pain and cannot complete
her therapy as ordered. R2 stated during the time
she did not receive her pain medication she was
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experiencing increased pain.

On 3/21/2025 at 9:23 AM, V5, Licensed Practical
Nurse, stated she has heard the facility has ran
out of R2's prescribed pain medication recently.

On 3/21/2025 at 2:07 PM V3, Nurse Manager,
stated the facility did recently run out of R2's
prescription for Hydrocodone-Acetaminophen and
R2 had to go about a day and a half without her
medication. V3 stated the facility reached out to
the MD for a new script and when he sent the
script to the pharmacy, he did not write the route
on the script, therefore the pharmacy would not
fill R2's medication. V3 stated she was able to
reach out to the Nurse Practitioner and the Nurse
Practitioner sent a new script to the pharmacy. V3
stated once the pharmacy received the script,
staff were able to pull it from their in-house
medication machine.

On 3/21/2025 V3, Nurse Manager, stated if the
facility's on call doctor will not write for a
prescription when a resident's primary care
doctor is the ordering physician, the resident will
have to go without that medication until the
resident's primary care doctor sends the facility a
prescription. V2, Director of Nursing, stated the
facility's medication machine does contain
Hydrocodone that the staff can pull a resident's
needed mediation from once a script is received
by the pharmacy, until their package of
medication arrives.

On 3/25/25 at 12:30 PM, V9, Facility Medical
Doctor, stated it is expected that the facility gives
residents their prescriptions as written and
ordered. V9, Facility Medical Doctor, stated if a
resident goes without receiving their pain
medication, the resident can experience
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unnecessary pain and an increase in pain.

The facility's Administering Medication Policy and
Procedure revised 10/15/2023, documents
"Purpose: To ensure safe and effective
administration of medication in accordance with
physician orders and state/federal regulations.
Procedure: Medications shall be administered
according to physician's written/verbal orders
upon verification of the right medication, dose,
route, time and positive verification of the
resident's identity when no contraindications are
identified, and the medication is labeled
according to accepted standards. Should a drug
be withheld, refused, or given other than at the
scheduled time, the individual administering the
mediation shall chart in the Electronic Medical
Record (eMAR) and sign off for that particular
drug and document a rationale. Should a
medication be withheld or refused, the physician
will be notified when three (3) consecutive doses
or a pattern of frequent withholding or refusal is
noted. Documentation identifying the explanation
of withholding or reason for refusal will be
documented in the medical record." The facility's
Pain Management and Assessment Policy and
Procedure revised 11/22/2021, documents
"Policy: to provide a broad spectrum of
treatments for pain management as they apply
specifically to older people and with specifically to
older people with specific recommendations to
aid in decision making about pain management.
To develop clinical practice guidelines for the
management of acute or chronic pain."
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