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A0395 RN SUPERVISION OF NURSING CARE
CFR(s): 482.23(b)(3)

A registered nurse must supervise and evaluate the nursing care for each patient. 

This STANDARD is not met as evidenced by:
Based on medical record review, staff interview, and review of policies and 
procedures, the facility failed to ensure effective pain management for 6 of 20 sample 
patients (#1, #2, #3, #9, #10, #17). The findings were: 1. Review of the medical record 
showed patient #1 was admitted with diagnoses including hip pain and failure to 
thrive. Review of the care plan showed the patient experienced pain. The interventions 
included "Re-assess pain level within 30-60 minutes after comfort measures." Review 
of the MAR for July 2017 showed staff did not consistently document an assessment 
to determine the effectiveness of PRN pain medication. Examples included: a. The 
patient was medicated with PRN Norco 5-325 mg 1 tablet on 7/8/17 at 10:02 PM. 
Review of the Daily Focus Assessment Report (nursing documentation) showed a 
pain assessment was not conducted until 7/9/17 at 3:35 AM (5 hours 33 minutes), 
which documented the patient stated "feels pretty good." b. The patient received a 
PRN Norco 5-325 mg tablet on 7/9/17 at 12:31 PM for a pain score of 3. Review of 
the Daily Focus Assessment Report showed a pain assessment was not completed 
until 7/9/17 at 4:30 PM (3 hours 59 minutes), which documented the patient had no 
pain. c. The patient was medicated with a PRN Norco 5-325 mg tablet on 7/10/17 at 1:
11 AM because "it hurts." Review of the Daily Focus Assessment Report showed a 
pain assessment was not documented until 7/10/17 at 4:32 AM (3 hours 21 minutes) 
which only documented "Pain Assess Parameters. No change from previous 
assessment." d. The patient received a PRN Norco 5-325 mg tablet on 7/10/17 at 6:25 
AM because "hurts some." Review of the Daily Focus Assessment Report showed a 
pain assessment was not completed until 7/10/17 at 9 AM (2 hours 35 minutes). The 
assessment documented the patient&#x27;s pain level was "2" and did not require 
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medication at the present time. 2. Review of the medical record showed patient #2 
was admitted with a diagnosis of hip fracture. Review of the care plan showed the 
patient had pain and interventions included "Re-assess pain level within 30-60 
minutes after comfort measures. Review of the MAR for July 2017 showed staff did 
not consistently document an assessment to determine the effectiveness of PRN pain 
medication. Examples included: a. The patient received PRN Hydromorphone 0.5 mg
/0.5 ml intravenous on 7/7/17 at 10:51 PM for pain. The patient was medicated with 
another PRN dose at 1:30 AM. Review of the Daily Focus Assessment Report showed 
no pain assessment documented between the 10:51 PM and 1:30 AM administrations. 
A pain assessment was not completed until 7/8/17 at 2:50 AM which documented 
pain was "5/10." b. The patient was medicated with PRN Hydromorphone 0.5 mg/0.5 
ml intravenous on 7/10/17 at 9:41 PM for pain. Review of the Daily Focus 
Assessment Report showed a pain assessment was not completed until 7/11/17 at 4:10 
AM (6 hours 29 minutes) which showed "pt wincing in pain with any type of 
movement." c. The patient was given PRN Acetaminophen 650 mg on 7/7/17 at 10:21 
AM for pain. Review of the Daily Focus Assessment Report showed a pain 
assessment was not documented until 7/7/17 at noon (1 hour 39 minutes). d. The 
patient received PRN Acetaminophen 650 mg on 7/9/17 at 7:49 AM for pain. Review 
of the Daily Focus Assessment Report showed a pain assessment was not documented 
until 7/9/17 at 2:33 PM (6 hours 44 minutes) which showed the resident had a pain 
score of "6." 3. Review of the medical record showed patient #3 was admitted with a 
diagnosis of pancreatitis. Review of the care plan showed the patient had pain and 
interventions included "Re-assess pain level within 30-60 minutes after comfort 
measures." Review of the MAR for July 2017 showed staff did not consistently 
document an assessment to determine the effectiveness of PRN pain medications. 
Examples included: a. The patient received PRN Norco 5-325 mg 2 tablets on 7/10/17 
at 7:14 PM. Review of the Daily Focus Assessment Report showed a pain assessment 
was not documented until 7/10/17 at 10:26 PM (3 hours 12 minutes). b. The patient 
was administered 2 tablets of PRN Norco 5-325 mg on 7/11/17 at 3:19 PM. Review of 
the Daily Focus Assessment Report showed a pain assessment was not completed 
until 7/11/17 at 8:56 PM (5 hours 37 minutes). 4. Review of the medical record 
showed patient #9 was admitted to the facility with diagnoses which included acute 
diverticulitis. Review of the care plan showed the patient had a plan for pain which 
included the following, "Re-assess pain level within 30-60 minutes after comfort 
measures." Review of the July 2017 MAR showed the patient received Tylenol 650 
mg (non-narcotic analgesic) by mouth for pain on 7/10/17 at 1:14 PM. Medical record 
review showed the facility failed to assess the patient after the administration to 
determine if the medication was effective. In addition, the patient received 
Hydrocodone-APAP 7.5-325 mg (narcotic analgesic with non-narcotic analgesic) by 
mouth for pain on 7/11/17 at 12:34 AM. The facility did not assess the patient for 
effectiveness until 5:41 AM (5 hours and 7 minutes). 5. Review of the medical record 
showed patient #10 was admitted to the facility with diagnoses which included acute 
alcohol intoxication. Review of the care plan showed the patient had a plan for pain 
which included the following, "Re-assess pain level within 30-60 minutes after 
comfort measures." Review of the July 2017 MAR showed the patient received 
Tylenol 650 mg by mouth for pain on 7/9/17 at 8:41 PM. Medical record review 
showed the facility failed to assess the patient for effectiveness until 7/10/17 at 3:50 
AM (7 hours and 9 minutes). 6. Review of the medical record showed patient #17 was 
admitted to the facility with diagnoses which included right pneumothorax. Review of 
the care plan showed the patient had a plan for pain which included the following, 
"Re-assess pain level within 30-60 minutes after comfort measures." Review of the 
July 2017 MAR showed the patient received Dilaudid 1 mg IV for pain on 7/4/17 at 8:
17 PM and was next assessed on 7/4/17 at 9:30 PM (1 hours and 13 minutes), on 7/5



/17 at 12:37 AM and was next assessed on 7/5/17 at 3:26 AM (2 hours and 53 
minutes), on 7/5/17 at 3:26 AM and next assessed on 7/5/17 at 5:56 AM (2 hours and 
30 minutes), and on 7/5/17 at 8:25 AM and next assessed on 7/5/17 at 11:08 AM (2 
hours and 33 minutes). In addition, the patient received Hydrocodone-APAP 5-325 
mg 2 tablets on 7/4/17 at 5:12 PM and was next assessed on 7/4/17 at 6:30 PM (1 
hour and 18 minutes), on 7/4/17 at 9:30 PM and was next assessed on 7/5/17 at 12:37 
AM (3 hours and 7 minutes), and 7/5/17 at 5:46 AM and was next assessed on 7/5/17 
at 8:25 AM (2 hours and 39 minutes). 7. Interview on 7/13/17 at 2:25 PM confirmed 
the associate director of nursing expected nurses to document in a timely manner the 
patient&#x27;s response to PRN pain medications that were administered. She also 
confirmed that nurses had failed to consistently assess and document the response for 
patients. 8. Review of the facility&#x27;s policy "Pain Assessment and Management" 
(approved 12/4/2014) showed "...RN or LIP shall assess effectiveness of 
pharmacologic and non-pharmacologic interventions and document in the 
patient&#x27;s medical record using the following guidelines: a. Oral medications: 1-
2 hours after administration b. IV/IM medications: 30-60 minutes after administration 
c. Non-pharmacologic interventions: at appropriate intervals."


