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F 0697 Provide safe, appropriate pain management for aresident who requires such services.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Actual Based on observation, interview and record review the facility failed to provide physician ordered medications for pain

harm management as prescribed. This appliesto 1 of 3 residents (R3) reviewed for pain medications in a sample of 16. This

failure has resulted in R3 experiencing exacerbations of pain. Findings include: R3's Admission Records document R3

Residents Affected - Few admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. On 7/23/20 at 10:10 am R3 was observed in his room with the
door closed to his room. R3's room was dark, the blinds were closed and R3 had a towel covering the upper portion of his

head. R3 stated he was experiencing pain at a 7 but had just taken some pain medications. R3 stated his pain has not been

controlled well since admission to the facility because the facility has not been consistently providing his physician

ordered pain medications. R3's April and May 2020 Medication Administration Record [REDACTED]. These MAR's document R3
as

not receiving 18 doses of [MEDICATION NAME] between April 18 - May 5, 2020 with entries documented in the eMAR Progress
Notes (Electronic MAR indicated [REDACTED)]. R3's April 2020 MAR indicated [REDACTED)]. This MAR indicated
[REDACTED]. R3's

June 2020 MAR indicated [REDACTED]. This MAR indicated [REDACTED]. R3's June 2020 MAR indicated [REDACTED]. This
MAR

indicated [REDACTED]. R3's July 2020 MAR indicated [REDACTED]. This MAR indicated [REDACTED]. On 7/29/20 at 3:08
PM V13

(Nurse) stated R3's pain medications were sometimes not available. V13 stated when the medication was not administered R3

would state he would have an increase in his generalized pain and headaches. V13 stated when R3's medications were not

available it would be documented on the eMAR. On 7/31/20 at 12:08 PM V12 (Pain Physician) stated it is very important R3's
medication regimen is provided as ordered due to progressive Chronic Regiona Pai[DIAGNOSES REDACTED] (CRPS) with nerve
root issues. R3 receives a combination of [MEDICATION NAME]-[MEDICATION NAME], and [MEDICATION NAME] to
manage his pain

caused by the CRPS. V12 stated without a consistent pain medication regimen R3's symptoms worsen causing exacerbations of

pain. V12 stated he has continued to see V12 regularly with the last visit on 7/8/20. V12 stated since his admission to the facility R3's
pain is not aswell controlled as it had been prior to admission. V12 stated the facility should be providing the appropriate medication
regimen as prescribed to manage R3's pain and prevent exacerbations of uncontrolled pain. R3's

Pain Consultation completed by V12 (Pain Physician) dated 7/8/20 documents treating R3 for greater than [AGE] years. V12
documents R3 with development of a[DIAGNOSES REDACTED] (CRPS) that has progressively spread over timeto all extremities
with an associated chronic neuropathic pai[DIAGNOSES REDACTED] and cervical, [MEDICATION NAME] and lumbosacral
symptoms.

V12 documents his overall impression for the visit on 7/8/20 as R3 currently has an exacerbation of the[MEDICATION NAME]
radicular symptoms due to poor pain management. The facility policy Pain assessment dated ,[DATE] documents to administer pain
medication in accordance with the physician order.
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