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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure liquid morphine (opioid analgesic used to treat 
severe pain) was administered per physician orders for 1 of 1 resident (R1) who was administered ten times 
the ordered dose.Findings include:R1's quarterly Minimum Data Set (MDS) dated [DATE], indicated 
diagnosis of anemia, heart failure, diabetes mellitus, and seizure disorder. The MDS indicated she was 
moderate cognitively intact and required assistance with activities of daily living. The MDS indicated R1 
received scheduled pain medication and had a condition or chronic disease that may result in life expectancy 
of less than 6 months and received hospice care.R1's Care Plan dated 10/13/25, indicated R1 had acute and 
chronic pain/discomfort related to history of cerebral vascular accident and weakness. The care plan 
indicated nursing to evaluate the effectiveness of pain interventions after administration of pain medication, 
satisfaction with results, impact on functional ability and impact on cognition. The Care Plan further indicated 
R1 had terminal prognosis related to acute on chronic heart failure and was on hospice. R1's Physicians 
Orders dated 10/1025 indicated morphine sulfate (concentrate) oral solution 20 milligrams (mg)/ milliliters 
(ml), give 0.75 ml one hour as needed for pain or dyspnea.R1's Medication Administration Record (MAR) 
indicated on 10/10/25 R1 received 0.75 ml on 6:53 a.m. and 9:02 a.m. The order was increased to give 
20mg/ml, give 1 ml as needed every one hour as needed for pain or dyspnea on 10/10/25, the MAR 
indicated this dose was never given.A Hospice Client -New Orders dated 10/10/25, ordered from hospice 
physician (over the phone) and transcribed by hospice nurse, registered nurse (HRN)-A to discontinue 
morphine 20mg/ml to give 1ml every one hour as needed (PRN). Begin morphine 20 mg(ml) give 15mg/7.5 
ml oral/ sublingual every four hours for restlessness, and morphine 20 mg/ml may have 15 mg/7.5 ml every 
one hour for dyspnea or pain. (This went from the 0.75 ml dose R1 received to 7.5 ml which is ten times the 
dosage and transcribed incorrectly) The MAR indicated on 10/10/25 at 12:00 p.m., R1 received 7.5 ml of 
Morphine Sulfate concentrate for pain level of four.R1's MAR indicated she received Narcan 4 mg, also 
known as Naloxone (naloxone, a front-line defense in the nation's overdose crisis. Naloxone is a life-saving 
drug that, when sprayed into the nose or injected, quickly reverses the powerful effects of opioids during an 
overdose) on 10/10/25, at 9:18 p.m. and 10:53 p.m. with all doses listed as effective.A Provider follow up 
Note Progress Note dated 10/10/25, indicated R1 presented with hypertensive heart disease with chronic 
diastolic heart failure, hospice care, hemiparesis, and expressive aphasia. The note indicated patient was 
seen multiple times today this afternoon and evening dule to medication error with administration of 
morphine sulfate. Extensive discussion with patient's daughter, granddaughter. Spoke with hospice staff and 
hospice medical director. Narcan 4 mg was administered 4:00 p.m. and as of 8:30 pm. patient has not 
required another dose. Respiration rate (RR) remaining above 8 and around 8:00 p.m. was 18. Director of 
nursing and nursing staff are monitoring patient closely and checking RR every 15-30 minutes. At 8:40 p.m. 
patient was seen and had been repositioned. Breathing was shallower, rate appeared to be decreasing. 
Discussed with DON and we opted to give another dose of Narcan 4mg. Once given patients breathing 
appeared to improve, she was yawning and moving her mouth more and seemed less sedated. Nursing will 
be monitoring closely through the night. Again, extensive discussion with family at bedside, questions 
addressed, concerns addressed. Daughter plans on leaving to go home around 9:00 p.m. Was informed by 
text message that a third dose of Narcan was given just before 10:00 p.m. due changes in respirations.A 
requested MAR to the DON on 11/06/25, was not received until 11/18/25, by the facility administrator which 
indicated the dose that was given at 10:53 p.m. was in error and that was actually given at 4:50 p.m. and 
received it at 9:18 p.m. (which does not match what the NP indicated in her notes R1 received three doses of 
Narcan)Interview on 10/29/25 at 1:16 p.m., the director of nursing (DON) stated on 10/09/25, R1 was up in 
her wheelchair seemed perfectly fine normally arguing with me not wanting to go to bed then on 10/10/25, in 
the morning when I came in around 10:00 a.m. the nursing staff told me she had a stroke. The DON stated 
the hospice nurse came in and evaluated R1 and felt she had cardiac or CVA (cerebral vascular accident) 
and increased her morphine. The hospice nurse made a medication error and instead of transcribing 
morphine .75 ml to be given she transcribed 7.5 ml and the at 12:00 p.m., RN-A administered morphine 
sulfate 7.5 ml. from an existing bottle of morphine R1 had. The DON stated the evening nurse licensed 
practical nurse (LPN)-A noticed the medication error when the new morphine medication arrived with the 
prescription label that indicated to give .75ml instead of 7.5 ml. LPN-A then informed hospice and orders for 
Narcan were given and she corrected the transcription in the MAR to read to give 7.5 ml. The DON stated 
the first dose of Narcan was given after they repositioned R1 and she had a few episodes of apnea, and they 
were not sure if it was from the repositioning or the medication error, so they administered the Narcan and 
gave the other doses prophylactically. The DON stated she discussed with RN-B how they could learn from 
this and started education right away and explained how this was a transcription error and how we need to 
slow down and asses and question if this is an appropriate order especially if someone is taking an opioid.
During interview on 10/30/25 at 10:27 a.m., hospice medical director stated she was informed the morning of 
10/10/25 R1 was having stroke-like symptoms, and the hospice nurse increased her morphine due to signs 
of being uncomfortable, increased breathing and restlessness. Which were signs of pain and labored 
breathing. The medical director then stated she was informed the hospice nurse transcribed the order with 
the correct mg but the incorrect ml which was 7.5 and the facility nurse gave the morphine at 7.5 ml. The 
medical director stated R1 was not receiving much morphine and a dose like that could have killed her 
although the dose would be out of her system by 8 hours which in her case it did. During interview on 
10/30/25 at 12:34 p.m., RN-B stated R1 was in distress the morning of 10/10/25, and the hospice nurse 
arrived and placed new orders to increase her morphine concentrate to 7.5 ml. RN-B stated R1 already had 
morphine on hand and at 12:00 p.m. she used what she had and in order to dose that much she had to use 
eight syringes which she thought was a lot but never said anything to anyone and administered the 
medication to R1. Later that day around 3:00 p.m. she received a phone call from the evening nurse LPN-A 
who informed her the new morphine medication arrived with the label reading .75 ml not 7.5 ml and realized 
it was a medication error. RN-B stated she immediately informed the DON and the Nurse Practitioner (NP) 
that were present in the building and Narcan was ordered as needed and 15-minute respiratory checks for 
R1. RN-B stated she did not recall receiving any re-education on the medication error from the DON. During 
interview on 10/30/25 at 1:05 p.m., LPN-B stated she worked on 10/11/25 and 10/12/25 and stated R1 stated 
in bed all weekend and she was unresponsive she did not open her eyes. LPN-B stated she knew not to ever 
give anyone more the 2ml of morphine and couldn't believe the order went through and fell through the 
cracks and was not caught until after R1 received the dosage. LPN-B stated they double check new orders 
with new admissions but not with orders that come through from hospice. During interview on 10/30/25 at 
3:15 p.m., DON stated hospice MD sends an electronic script (e-script) to the pharmacy to have the 
morphine filled, that is why R1 received the correct dosage on 10/10/25 and LPN-A caught the medication 
error when the medication arrived that day at 3:00 p.m. and immediately called RN-B who gave the 
medication to inform her she gave a medication error. The DON stated she didn't consider this an error on 
their end since the hospice nurse wrote the error and their nurse just gave the medication according to their 
order. The DON did state she did provide Narcotic education to her staff which included standards of best 
practice when it comes to providing pain management, having a questioning attitude prior to administering 
medication and explaining the importance of checks and balance system. [NAME] Policy revised 4/08/25, the 
location will have medication error rates of five percent or less and those residents are free of significant 
medication errors. When a medication error occurs, it will be reported promptly to the attending physician, 
resident and or responsible party. The policy indicated a significant medication error is one which causes the 
resident discomfort or jeopardizes his or her health and safety.

22245207

02/25/2026


