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F 0697

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide safe, appropriate pain management for a resident who requires such services.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to monitor pain and ensure pain was effectively managed for one
 of two sampled residents (Resident 1). Resident 1's pain level was not assessed after administration of pain medication as
 per facility's Pain Assessment and Management policy. This deficient practice had the potential for Resident 1 to
 experience unnecessary pain. Findings: A review of Resident 1's Admission Record (Face Sheet) indicated the facility
 readmitted     the resident on 10/16/2018, with the [DIAGNOSES REDACTED]. A review of Resident's 1 Minimum Data Set (MDS
-
 standardized assessment and care-screening tool) dated 1/18/2019, indicated Resident 1 had moderately impaired thought
 process and needed supervision with transfer from bed to chair, standing, and dressing. On 8/10/2020 at 11:30 a.m., during
 a concurrent interview and record review with Licensed Vocational Nurse 1 (LVN 1), indicated on 4/05/201 Resident 1 fell
   on [DATE], at 6 p.m. LVN 1 confirmed Resident 1 had pain 10/10 (pain rating scale from zero to 10, zero indicating no
 pain and 10 the worst possible pain). LVN 1 stated she administered [MEDICATION NAME] (a medication used to treat minor
 pain) for pain at 6:10 p.m. At 7:45 p.m. indicated Resident 1 was transferred to General Acute Care Hospital 1 (GACH 1)
 with severe coccyx (tailbone) pain. LVN 1 did not administer Resident 1 additional pain medication. LVN 1 confirmed she did not
reevaluated Resident 1's pain level after giving [MEDICATION NAME]. On 8/10/2020 at 11 a.m., during a concurrent
 interview and record review, the Director of Nursing (DON) confirmed there was no documentation on Resident 1's Pain
 Assessment Flow sheet. A review of the facility's policy on Pain Assessment and Management, revised on 10/2008, indicated
 to ensure the resident's pain is properly assessed, controlled and adequate pain management is provided. The pain
 management process is to document on the Pain Assessment Flow Sheet to reflect every medication given, response to
 medication and non-pharmacological interventions.

F 0842

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each
 resident that are in accordance with accepted professional standards.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to ensure the Medication Administration Record
 [REDACTED]. This deficient practice placed the resident at risk of a medication error and resulted on an incomplete
 clinical record. Findings: A review of Resident 1's Admission Record (Face Sheet) indicated the facility readmitted
     Resident 1 on 10/16/2018, with the [DIAGNOSES REDACTED]. A review of Resident's 1 Minimum Data Set (MDS -
standardized
 assessment and care-screening tool) dated 1/18/2019 indicated Resident 1 had moderately impaired thought process and
 required supervision with transfer from bed to chair, standing, and dressing. On 8/10/2020 at 11:30 a.m., during a
 concurrent interview and a review of Resident 1's nursing note indicated she administered Resident 1 [MEDICATION NAME]
 after a fall on 4/5/2019, at 6:10 p.m., however, the MAR indicated [REDACTED]. LVN 1 stated that she should have documented
giving the medication and could not explain the lack of documentation. A review of the facility's policy on Medication
 Administration - General Guidelines, dated 04/2008, indicated the individual who administers the medication dose records
 the administration on the resident's MAR indicated [REDACTED]. In no case should the individual who administered the
 medication report off-duty without first recording the administration of any medications.
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