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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 follow its policy and procedure (P&P) for pain management for
 one of three sampled residents (Resident 1) when Resident 1's pain level was not assessed before and after pain medication
 was administered per the facility's P&P. This failure had the potential for excessive pain medication or inadequate pain
 relief for Resident 1. Findings: During an interview on 6/18/20, at 1:55 PM, with Resident 1, Resident 1 stated, she needed to go back
to bed because of the pain to her back and her right leg. Resident 1 stated, she fell   last night and hurt her
 leg. Resident 1 stated, she asked Licensed Nurse (LN) 1 for pain medication. Resident 1 stated, Licensed Nurse 1 told her
 she only had pain medications ordered every four hours. During a concurrent interview and record review on 6/18/20, at 2:15 PM
with LN 2 and the Director of Nursing (DON), at the nurses' station, Resident 1's Medication Administration Record
 [REDACTED]. LN 2 stated, she administered [MEDICATION NAME] to Resident 1 on 6/18/20, at 9 AM. During a concurrent
 interview and record review on 6/18/20, at 2:20 PM with LN 2 and the DON, at the nurses' station, Resident 1's Pain
 Assessment Flow Sheet was reviewed. LN 2 stated, she had not completed the post pain assessment after Resident 1 received
 [MEDICATION NAME] on 6/18/20 at 9 AM. During a concurrent interview and record review on 7/10/20, at 2:47 PM with Director
 of Staff Development (DSD), Resident 1's Medication Administration Record [REDACTED]. The following were noted: On 6/1/20,
 the MAR indicated [REDACTED]. There was no documented evidence a pain assessment was done before or after the pain
 medication was administered. On 6/2/20, the MAR indicated [REDACTED]. There was no documented evidence a pain assessment
 was done before or after one dose of pain medication. On 6/3/20, the MAR indicated [REDACTED]. There was no documented
 evidence a pain assessment was done before or after one dose of pain medication. On 6/4/20, the MAR indicated [REDACTED].
 There was no documented evidence a pain assessment was done before or after one dose of pain medication. On 6/5/20, the MAR
indicated [REDACTED]. There was no documented evidence of any pain assessments done before or after the pain medication was
administered. On 6/6/20, the MAR indicated [REDACTED]. There was no documented evidence a pain assessment was done before
 or after one dose of pain medication. On 6/7/20, the MAR indicated [REDACTED]. There was no documented evidence a pain
 assessment was done before or after one dose of pain medication. On 6/8/20, the MAR indicated [REDACTED]. There was no
 documented evidence a pain assessment was done before or after two doses of pain medication. On 6/9/20, the MAR indicated
 [REDACTED]. There was no documented evidence of any pain assessments done before or after the pain medication was
 administered. On 6/10/20, the MAR indicated [REDACTED]. There was no documented evidence of any pain assessments done
 before or after the pain medication was administered. On 6/13/20, the MAR indicated [REDACTED]. There was no documented
 evidence a pain assessment was done before or after one dose of pain medication. On 6/14/20, the MAR indicated [REDACTED].
 There was no documented evidence of any pain assessments done before or after the pain medication was administered. On
 6/15/20, the MAR indicated [REDACTED]. There was no documented evidence of any pain assessments done before or after the
 pain medication was administered. On 6/16/20, the MAR indicated [REDACTED]. There was no documented evidence a pain
 assessment was done before or after two doses of pain medication.DSD confirmed the discrepancies in Resident 1's clinical
 record. During a review of the facility P&P titled Pain Management, dated 11/16, the P&P indicated, Pain Assessment . After
medications/interventions are implemented, the licensed nurse will reevaluate the resident's level of pain within one hour. Pain
Management . Nurses will complete the Pain Flow Sheet for residents receiving PRN pain medication to evaluate the
 effectiveness of the medication regimen

F 0756

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical
 chart, following irregularity reporting guidelines in developed policies and procedures.

 Based on interview and record review, the facility failed to ensure the drug regimens for three of three sampled residents
 (Resident 1, Resident 2 and Resident 3) were reviewed by the Consulting Pharmacist (CP) at least monthly. This failure had
 the potential for drug irregularities to go unnoticed. Findings: During a concurrent interview and record review on
 7/10/20, at 2:41 PM, with DON, the clinical records for Resident 1, Resident 2 and Resident 3 were reviewed. DON was unable to
provide documented evidence the CP had reviewed Resident 1, Resident 2 or Resident 3's drug regimens between 1/20 and
 6/20.
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