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Findings:

1. Policy ADPC 16.1, Pain Assessment
and Management, revised/reapproved
4/2015, indicated on pg. 2, point 1.5.,
"Reassessment is required after any
intervention."

2. Review of closed patient medical
records confirmed:

A. patient #1 was admitted 3/20/15 at
1901 hours and part of treatment was for
pain control of cellulitis of left lower
extremity. Dilaudid and Norco were
prescribed for pain relief. According to
the Medication Administration Record on
3/22/15, one tablet of Norco 10-325 mg
per tablet was administered to patient at
0313 and 0702 hours, with a pain level of
8 of 10 both times.

B. pain level reassessment was lacking
after each intervention.

3. Staff 3 (System and Regulatory
Manager) was interviewed on 12/3/15 at
approximately 1350 hours and confirmed
administration of pain medication is an
intervention that is to be reassessed
related to pain level as required by
facility policy and procedure.

Nursing Quality Council

Regulatory Manager

compliance of this standard will
be implemented and reported to

3 Debbie Krejci System and

4 Education will be completed by
2/10/16 and audit implemented
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