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The fallowing eommon abbreviatians are Used
throughaut this dociment:
MD3- Minirurs Data Sat
PRN - As needed
MAR - Medication Administration Racord
Less commonly used abbreviations will be F 309 '
annotated in each deficianay,
§8<E | HIGHEST WELL BEING facility will provide the necessary care
Each resident must recelve and the Facillty must and services fo attain or maintain the
provide the necessary care and sarvices to attain highest practicable physical, mental,
or maintain the highest practicable physical, and psychos::nclal well-being, in
mental, and psychogapial wetlHbeging, in aceordance with the comprehensive
accordance with the compreheneive assessment agsessment and plan of care. This will
and plan of care. be accomplished by:
1. Resident # 2, 14, and 96 will
This REQUIREMENT i3 not met as evidenced beufefit from an adequate, pro-
by: active, to the extent possible
Based on staff and res/dent interview and preventative pain mamagement
medical record review, the facility failed to ensure | program through assessment
¢ all necessary assessmants, monioring, snd . and monitoring.
flirsing measures (including non-pharmacologic 2. Al other residents who receive
T e it o provents pro pain medication will benef
(#2, #14, %96, #157) who had pain. The findings from ﬂssessmenfi to dfatermma.a ir
wrers; the current regime is effective
with appropriate interventions
1. Revlew of the medical record for residant %08 implemented,
showed s/he had diagnoses insluding left hip 3. Nursing staff will be inserviced
- metaztatic lesion, breast cancer with a ot sided ; to the above deficiencies and
mastectomy and metastasis to the head, Review olicy revisions
of the 4/27/11 pain asssssment showeg\the L P - |
r ] 1

ABGRATORY DIRECTORS OR PROVIDER/SUPFLIER REFRESENTA)

wny deficiency stalement ending with an asterisk () denctes 8 dafd

{her safeguards provide sufiilent protectlon to the patients. (Se instructions.) Except for nursing Trormes, the findings
AMowing the date of survey whether or nat a plan of comeclion jy provided, For nursing homes, the abeva findin

| =Y AN g7y
ViTecting providing It is detarmined that
stated above ara disslogable 50 daya

gsﬂ%g&@%cmmmiun are distlnseble 14
ays following the data these desuiants are made available to the facility. ' duiiclencies are cited, ah approved Hak tlon is nequisite o cantinuad

rogram participation,
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regident had constant pain, Reviaw of the
resldent’s §/9/11 admission MDS assessmeant
showed the resident bad pain in the past five
days with an intensity rating of 7 out of 10 (7/10)
on 3 pain seals of 0 to 10 with 10 being the worst,
Réview of physician's orders showed gn order for
Vicodan (narcotic) 10/500 mg one-halfto one
tablet every four hours as needed for pain,
Tylenol 328 mg one to two fablets every four
hours a8 neaded for pain, and Flaxerl (akelstal
musole relaxant) & mg three times daily g5
needed for pain. The only medication nefed for
this resident's pain was prescribed on an as
needed basis for tremtment when tha residant
actually experienced pain and requested paln
medication. Review of the June 2011 MAR
revealed the following concemns:

a, Review of the Juna 2011 showed this
resident received Vicodin 10/500 mg one-half
tablet 23 times for complaint of leg pain.
Twenty-one of the 23 times, 91%, the residant's
pain was nok re-assepsed to defermins the
effectiveness of the paln medication, In addition,
the resident received one whole tablet of Visodan
10/G00 mg 23 imes for pain. Of those 23 times,
the reslden! did not have hisfher pain
re-ggsessed to determing tha effectiveness of the
medication in relieving the pain 16 timas (69.5%).

b, On &/9/11 &t 9,30 AM, based upan a
statemnent from the restorative aide, the resident
recelved one whols tablat of Vicodan 10/500 my
for leg pain, Review of the madical record
showed no evidence the nurse sssessed the
regident's pain at that time, only that she
admin|stared the medieation. Tn addition, there
was no evidence the resident's pain was
re-assessed ta determing the effectiveness of the
misdisation.

Managers, Seaff Development
Nurse, and Consuliant
pharmacist  will  monitor
compliance with the above
policy, providing immediate
corrections for non-compliance.
' 5. The audit results will be
provided at the QA meeting for
review x 90 days., Affer that
time, the audits will be
conducted as dirccted by QA
until it is determined the facility
has achieved ongoing
compliance,
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¢ Tylenel 850 mg was administered to the
resident for pain nine imes in June 2071,
Additionally, review showed that eight of the nine
times, B9%, there were no re-assessments
performed to determing the effectiveness of the
pain medications.

d. The resident was administered Flexeril 5
mg, also for complainfs of leg pain, on 16
ecoasions durlng the month of June 2071, On 13
of those aecasions, \he resldent's pain was not
re-asshssed o determine the affectiveness of the
pain medications,

e, With the exception of 6/12/11, review
revealad the resident's pain was not describad a3
toe type or infensity when any of the pain
medloations were administered.

fi ierview with the resident on 7/12/11 at
B:20 AM revealed histher pain was 'intanse and
; constant”

2, Raviaw of the physiclar's orders showed
resident #2 had diagnoses including spinat
stenosis in the lumbar ragion, osteoporoesis, and
closed fraciure of the dorsal vertabra, Review of
tha 7/11411 quarterly M8 assessment showed
{he resident had mederate pain daily which
lirnited hig/er day to day avtivities, Review of the
4130711 pain assessment showead the resident
had moderate pain constaritly In hisMmer bagk,
Review of tha physician's orders showad an order
dated 51711 for Morphine Sulfate (narcotic)100
milligrams (mg) every four to six hours for pain as
neaded (PRN) for pain. In addition, an order far
Tylenol 500 mg three times per day as nseded
was ordered 3/31/11 for pain. Review of the Juna
2011 MAR showed the following concerns:

a. On 6/4/11 at an undecumented iime, tha
resident complained of pain and recsived Tylena)
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Hhe palin medications were adminfstered. Finally,

|

Continued From page 3

B50 mg because it was too early for the PRN
Morphine. Review of the medival racord showed
no avidence the resident was re-assessed to
determine the effectivenass of the Tylenol in
relfaving histher breakthrough paln,

b. Review of the MAR shawad during the
month of Juna 2014, the resident received

Morphirie Sulfale (narcotic) for complaint of pain
63 times, Contlhued review ofthe MAR showed
for 33 of the 83 times (54 %) the medication was
administered, there was ro evidenee g
re-assessment was performed to datermine the
effectivenass of the medication in relieving the
resident's pain.

c. Review of the MAR showed the residant
received Tylenc} 850 mg for complaint of pain 17
times during the month of Juna 2011, Of these 17
times the medication was administered, the

effectivensss of the medication was not assessed ©

10 times (59%),
. Review revealed the resident's pain was
not described as to type or intensity when any of

fhere was no evidence: non-pharmacalogical
Interventions were aitemnpted to relieve te
resident's pain at any time,

& Interview with the rasident on 7/92/11 at
053 AM revealed the resident had “lots” of pain
and that sometimes the medication helped and
somefimies it did not,

3. Review of te madical record showed resident
#14 had diagnoses including closed fracturad
lurnbar vertabra and muscle spasms. Review of
the 2/19/11 and 5/16/11 comprehensive paln
assagsments showed the resident had constant
pain sinca sfhe broke histher hack. Review of the
6/14/11 quarterly MDS assessment, showed the
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resident had daily pain. Review of the physician's
orders showed Norco (nercotic) 7.5/328 mg was
ordered on 4/1/2011 far pain 23 nesded. Review
of the June 2011 MAR showad the residant was
adminigtared Norco for pain 32 times, Confinyad
review showedd the resident's pain was not
re-a5sessed to determing the effectivaness of the
medlioatlen in relieving the pain on 26 of the 32
times (61%) the madication was administarsd
Algo reviaw of the MAR ravealad the resident's
pain was not described s to lype or infgnsity on
these dates. Finally, there was no evidence
non-pharmacological interventions were
attempted fo relieve the resident's pain,

4, Review of the medical record for resident #157
showed sfe had diagnoses (nchiding multiple
sclerosis and chronic pain. Review of the
physician's orders showed an order for routine
M Contin 30 mg eveyy twelve hours. In addition,
there was 2 2/7/11 order for Norgo 5/325 mg
avery six hours as neadad for pain, Review of the
Juna 2011 MAR showead the resident received q
PRN madication for pain 11 times. Of those 11

: imes, there was no evidence a re-aggessment
was parformed fo determine the affectivenass of
the medication six times (54.5%). Also review of
the MAR ravesled the resident's pain was not
described as to fype or irtensity on these datss,
Finally, there was no evidence
non-pharmacologieal Interventions were

| aliempted fo refleve the resident's pain.

5. Review of the July MARSs for residents #98,
#14, and #2 alsy shawed 2 fack of eonsistent
re-assassment related to tha effectivenass of
admivtstered pain medicstion.
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The facility will maintain clinical
The facility must maintain elinicat records on each records on each resident in accordance
residentin accordancs with accepted profassional with accepted professional standards
: standards and practioes that are complete; and practices that are complete;
:;:;g;t::w;fcgm:%gg:dmam[y accessible; and accurately  documented;  readily
y org accessible; apd systemaatically
The clinfcal record must.contain sufficiant organized. This will be aceomplished
information to identify the resident; a record of the by: .
resident’s assessments; the plzn of care and L Clinical records for Resident
services providéed: the results of any #2, 14and 96 will contajy
preadmission screening zonddeted by the Stafe: accurate notations regarding
and pragress nofes. medications  administration
times,
- This REQUIREMENT is not met as evidencad 2. The clinical records of all
by: residents who receive pen
Based on medical recard raview and staff medications will demonstrate
interview, the Taollity failed to assure medical acewrate  documentation  of
record notations were aceurate in ragsrd to adminjstration time.
fedication administration for 3 of 5 sample 3, Nursing staff will be inserviced

residents (#2, #14, #96). The findings were:

1. Review of the JJuna 2011 MAR for resident #2
showed on 6/4/11 and on 6/19M1 the resident
received a Tylenol 850 milligrame (mma) for pain,
However, the times wers not documented. On
G171 the resident received Morphine Sulfate
100 mg for pain but the time was not '
documented,

2. Review of the June 2011 MAR for resident #14
showed on 8/23/11 the resident was administerad
& Noreo 7.5/325 mg narcotic for pain. Continued
review showad the fima was not documnented,

to the above deficiencies and
policy provisions.
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ne g DRnﬁn'UEd ir;m SJ o 26011 MAR far resident #96 T4 e o ADON,  Nurse
- Review of the Jupa 201 Arresiden Managers, Staff Deve)
 showed s/he received Vieodan (narcotic) 10/500 Nurs:g ’ and Conz?:];;:::tt
my and Flexerll (skeletal muscle relaxant) 5 mg I ' ; il .
forleg pein on 6/1/11, Review also showed tha prarmacist - will monitor :
time of administration, was not documented. con}phance ?vxth the above
policy, providing immediate
4. During an interdew en 712111 at 9 AM, the corrections for non-compliance,

[

assistant dlractor of nursing confirmed there was
8 problem with cormpleating the PRN flowshests in
regard to medicaiions.

5. The audit resnlts will  De
provided at the QA meefing for
review x 90 days. Affep that
time, the andity wi] be
conducted as directed by QA
until it is determined the facility
has achieved ongoing
compliance,
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