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Initial Comments

Complaint Investigation: 2465167/IL175069

Final Observations

Statement of Licensure Violations:
300.610a)

300.1210Db)

300.1210d)1)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general nursing
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care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

This REQUIREMENT is not met as evidenced by:

Based on interview and record review the facility
failed to ensure a resident's opioid pain
medication was administered as prescribed to
avoid a potential lethal dosage for one of three
residents (R1) reviewed for significant medication
errors in the sample list of three. This failure
resulted in R1 receiving a dose of Narcan (opioid
reversal medication) and being transported by
ambulance to the Emergency Room for
evaluation.

Findings include:

The facility's Medication Administration Policy with
a Revised date of January 2015 documents,
"Medications must be administered in accordance
with a physician's order, e.g. (example), the right
resident, right medication, right dosage, right
route and right time." "Do not administer a
medication if you note a change in its color,
consistency, and/or odor." "If a medication and/or
treatment error occurs, the licensed nurse will: a.
Immediately notify the attending physician, b.
Describe the error and the resident's response in
the Nurse's notes, c. Complete an Incident
Report, d. Identify the error on the 24-Hour
Report, and e. Monitor the resident's status."

The facility's Medication Errors and Adverse Drug
Reaction policy with a Revised date of January
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2020 documents, "1. All medication, treatment
errors, and drug reactions must be reported
promptly." "2. The charge nurse will be
responsible for generating the Medication Error
report, describing the action taken." "3. A detailed
account of the incident must be recorded in the
resident's medical record. Documentation should
be factual."

R1's Medication Administration Record dated
6/1/24 through 6/30/24 documents diagnoses
including Chronic Obstructive Pulmonary
Disease, Dyspnea, Anxiety Disorder, Anorexia,
Delirium due to known Physiological Condition,
Dysphagia Oropharyngeal Phase and
Dependence on Supplemental Oxygen.

R1's 60-day Physician Recertification of Terminal
lliness report dated 6/13/24 documents R1 had
terminal diagnoses of Chronic Obstructive
Pulmonary Disease and Chronic Respiratory
Failure. This report documents R1 had worsening
Dyspnea and progressing decline. This report
documents R1 was certified for another six
months of hospice care valid until 8/25/24.

The facility's Medication Error Report dated
6/24/24 and completed by V4 (Licensed Practical
Nurse/LPN) documents on 6/22/24 at 4:45 AM,
R1 was given 4 ml (milliliters) of Hydromorphone
(Narcotic pain medication) 10 mg (milligrams)/ml
instead of the 0.4 ml Hydromorphone that was
ordered. As a result, R1 received 40 mg of
Hydromorphone instead of 4 mg as prescribed.

R1's Medication Administration Record (MAR)
dated 6/1/24 through 6/30/24 documents an order
for Hydromorphone HCL (Hydrochloride) oral
tablet 2 mg. Give 8 mg by mouth every 8 hours
for pain/Dyspnea (shortness of breath) with a
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start date of 3/26/23 scheduled to be given at
12:00 AM, 8:00 AM and 4:00 PM. This MAR also
documents an order for Hydromorphone HCL oral
liquid 1 mg/ml, give 4 ml by mouth every four
hours as needed for pain with a start date of
3/26/24.

R1's medical record contained a Physician's
Order Form written by V12 (Hospice Registered
Nurse/RN) dated 6/17/24 for Hydromorphone 10
mg/ml, 4 mg (0.4 ml) every four hours as needed
for pain/Dyspnea.

On 7/8/24 at 9:05 AM, V2 (Director of Nursing)
confirmed there was a medication error on
6/22/24 for R1. V2 stated that R1 had been
declining and had been receiving a large amount
of Hydromorphone daily between the scheduled
amount and the as needed amount. V2 stated
that hospice increased the concentration of the
Hydromorphone and that the night nurse was not
aware that it had increased. V2 stated that they
wanted to finish the previous bottle before starting
the new bottle with new dose. V2 confirmed that
the nurse did not look at the bottle and gave 4
mls of the 10 mg/ml Hydromorphone. V2 stated
that she completed an investigation due to the
medication error. V2 stated that R1 was in the
hospital several days and was going to come
back when he declined and passed away in the
hospital. V2 stated that she completed several
in-services with all of the nurses regarding the
medication error and V4 received a one-day
suspension.

On 7/8/24 at 12:14 PM, V4 (LPN) stated that on
6/22/24 R1 had asked for a dose of his pain
medication around 4:30-4:45 AM. V4 stated that
she had already given him the last dose from a
bottle of Hydromorphone 1 mg/ml earlier that
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evening. V4 stated that she gave him 4 mls at
that time and opened the new bottle this time and
pulled the order up on the Electronic Medication
Administration Record and it said to give 4 ml, so
she automatically drew up 4 ml out of the new
bottle of Hydromorphone and gave it to R1. V4
stated that when she administered it to R1 she
noticed the color and mentioned that it was pink
to R1 and V4 stated that R1 said that there was a
change in the medication. V4 stated that V4
immediately went to look up the medication order
and checked the medication bottle. V4 stated that
the strength was not updated in the Electronic
Medication Administration Record, but the bottle
was 10 mg/ml. V4 stated she immediately notified
hospice and the Physician (V5). V4 stated that
hospice wanted her to monitor him. V4 stated that
they started monitoring his vital signs. V4 stated
that when she contacted V5 that he wanted her to
give a dose of Narcan now and another in 30
minutes if needed and continue to monitor. V4
stated that V5 then decided he wanted R1 sent to
the hospital to be evaluated. V4 stated that she
gave R1 the Narcan and the ambulance was
there before the next dose was due to be given.
V4 stated that R1 remained conscious the entire
time. V4 stated when the ambulance arrived R1's
speech became slightly slurred but otherwise he
was the same as he had been. V4 stated that she
notified the Director of Nursing (V2) and then
completed the Medication Error Report as
directed.

R1's Narcotic count sheet for the Hydromorphone
1 mg/ml is dated received on 6/12/24 and
documents 120 mls received. The last dose
documented as given was on 6/21/24 at 7:45 PM
by V4 in the amount of 4 ml with zero doses left in
the bottle.
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R1's Narcotic count sheet for the Hydromorphone
10 mg/ml is dated received on 6/21/24 and
documents 30 mls was received. There is note
written, "New dose - give 0.4 mg (sic) to = (equal)
4 mg". The first and only dose given from this
bottle is dated 6/22/24 at 4:45 AM with the
amount given documented as 4 mls and 26 mls
remaining in the bottle. This was signed by V4
(LPN). This resulted in R1 receiving 40 mg of
Hydromorphone instead of 4 mg.

On 7/8/24 at 10:22 AM, V13 (Hospice Director of
Nursing) confirmed there was a change in the
concentration of the Hydromorphone so that he
did not have to take as much medication at one
time. V13 stated that the hospice nurse wrote a
new order for the Hydromorphone 10 mg/ml give
0.4 ml on 6/17/24 and stated that V12 (Hospice
RN) gave the new order to the facility but did not
document whom she gave the order to. V13
stated that R1 was alert and oriented at the
hospital after the incident and the hospital had
been working on getting him discharged back to
the facility but then he declined. V13 confirmed
that R1 was terminally ill, and death was an
expected outcome.

On 7/8/24 at 12:37 PM, V5 (On call Physician) on
6/22/24, stated that the facility nurse (V4) called
hospice first and then called him. V5 stated he
instructed the nurse to give R1 Narcan and to
monitor his vital signs. V5 stated that he then
decided they should send R1 to the Emergency
Room for evaluation since it was such a high
dose of Hydromorphone. V5 stated that R1 was
stable when he spoke to the nurse the first time.
V5 stated when he called the nurse back, he only
told her to send R1 to the hospital, he did not get
R1's condition report at that time. V5 stated that
he did not have any immediate concerns with
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R1's condition but stated that could change
rapidly. V5 stated that he could not say if the
overdose of Hydromorphone contributed to R1's
death. V5 stated that it was several days after the
overdose before he passed away so he could not
say that was the cause.

On 7/8/24 at 2:03 PM, V10 (Hospice Pharmacist)
stated that the concentration change was
probably due to a condition change in the resident
and with the increased concentration he would
have to take less medication. V10 stated that he
was probably closer to the end of life. V10 stated
that as far as she could tell there was not alert
placed on the bottle indicating the concentration
change. V10 stated that it is up to the person
preparing the medication and it is at their
discretion to place an alert on the bottle. V10
stated that Hydromorphone has a fast half-life so
if R1 would have died from the overdose it would
have had to happen a lot sooner than it did. V10
stated that an overdose death is soon after the
overdose.

R1's hospital progress note dated 6/24/24
documents diagnosis of Acute on Chronic
Hypoxic Hypercapnic Respiratory Failure
Secondary to Severe Chronic Obstructive
Pulmonary Disease (COPD) Exacerbation and
documented R1 was currently on hospice. The
hospital referral information documented possible
discharge on 6/25/24.

R1's Death Certificate dated 6/28/24 documents
the cause of death was Acute Hypoxic
Respiratory Failure, COPD Exacerbation and
Pneumonia.
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