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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm 51669
or potential for actual harm
Based on record review and interviews, the facility failed to ensure professional standards of quality were
Residents Affected - Few met for controlled medication administration for 1 of 1 resident reviewed.

Finding:

Record review revealed Resident #1 was admitted in 2019 with diagnoses to include dementia.
Resident #1 was admitted to Hospice services on 1/10/25.

Review of Resident #1's active physician orders revealed the following:

-Order with a start date of 4/9/25 for, Morphine Sulfate (Concentrate) Solution 20 MG/ML [milligrams per
milliliter] *Controlled Drug* Give 5 mg by mouth every 30 minutes as needed for PAIN / DISCOMFORT .

- Order with a start date of 3/19/25 for, LORazepam Intensol Concentrate 2 MG/ML (LORazepam)
*Controlled Drug* Give 0.5 mg by mouth every 15 minutes as needed for ANXIETY .

Review of facility-reported incident, dated 4/12/25, states, . [Resident #1's] family members informed nursing
staff that the night shift charge nurse .informed the family that she did not have time to give [Resident #1]
his/her PRN [as needed] medications as often as they were requesting them. She then drew up a dose of
Morphine and a dose of Ativan (Lorazepam) into syringes and gave them to the family to administer
themselves.

On 5/2/25 at 9:48 a.m., during a phone interview, the Registered Nurse (RN) stated that at 5:00 a.m. she
gave Resident #1 a dose or lorazepam and morphine and then asked Resident #1's [family member] to give
the next dose at 5:30 a.m. because the RN was too busy and proceeded to give Resident #1's [family
member] a pre-drawn oral syringe of morphine and a pre-drawn oral syringe of lorazepam to administer at
5:30 a.m. At this time, the RN stated she knows she is not supposed to leave medications at the bedside
table for family to administer.

On 4/29/25 at approximately 11:00 a.m., the Director of Nursing (DON) stated the RN was sent home as
soon as the incident was reported to the DON, and the RN's employment was terminated once the facility
determined the RN had given medications to the family to administer to Resident #1.

(continued on next page)
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F 0658 As a result of the facility's investigation the following correction actions were immediately taken:

Level of Harm - Minimal harm or -On 4/14/25 a report of the incident was submitted to the Department of Licensing and Certification (DLC)
potential for actual harm

-The Registered Nurse was terminated
Residents Affected - Few

-The Maine State Board of Nursing was notified

-On 4/24/25 a Licensed Nursing Meeting included the Narcotic Incident Review which instructed licensed
staff that under no circumstances are they to give medications to family to administer.
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