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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews with staff, Nurse Practitioner, Pharmacist, and Physician the 
facility failed to ensure a nurse accurately measured a liquid narcotic medication per professional standards 
of practice resulting in a wrong administration dose. This was for 1 of 3 residents whose medications were 
reviewed (Resident #1). The findings included:Resident # 1 was admitted to the facility on [DATE]. Review of 
a hospital discharge summary revealed that prior to Resident # 1's facility residency he had been 
hospitalized from [DATE] to 9/2/25. The resident was diagnosed with pulmonary nodules, a large chest mass 
with evidence of metastatic disease to multiple areas in his bones along with enlarged lymph nodes. 
Additionally, Resident # 1 had diagnoses of heart failure with a decreased ejection fraction (percent of blood 
flow the heart pumps with each heart beat), chronic obstructive pulmonary disease, anxiety disorder, 
schizophrenia, hypertension, and seizure disorder. Resident # 1's admission weight on 9/2/25 registered 256.
6 pounds.Resident # 1's admission Minimum Data Set assessment, dated 9/9/25, coded Resident # 1 as 
cognitively intact with occasional pain.Review of Nurse Practitioner (NP) # 1's progress note, dated 9/17/25, 
revealed the following information. The resident had chosen not to receive any treatment for his metastatic 
lung cancer. He had chosen not to be hospitalized or to be resuscitated. He was becoming more lethargic 
and more hypoxic, and there had been a decline in his meal intake.Review of physician orders revealed an 
order, dated 9/24/25 at 11:42 AM, for Morphine Sulfate (concentrate) solution 20 mg (milligrams)/ML 
(Milliliter) Give 5 mg by mouth every 2 hours as needed for end of life care/restlessness, labored breathing 
for 10 days comfort measures.Review of Resident # 1's Medication Administration Record (MAR) revealed 
the 9/24/25 Morphine order was transcribed onto the MAR without any directions that .25 ml would equate to 
the ordered 5 mg.Nurse Manager # 1 and Nurse # 2 were interviewed together on 10/10/25 at 3:12 PM. 
Nurse # 2 routinely cared for Resident # 1 and Nurse Manager # 1 was the resident's care manager. Nurse # 
2 reported the following information. Resident # 1 was ordered to have oxygen and nebulizer treatments. He 
was noncompliant and would take the oxygen off or remove the nebulizer treatments. After being at the 
facility for approximately three weeks he began to decline, and they had trouble keeping his oxygen levels up 
because he would remove his oxygen. Nurse Manager # 1 reported that the resident, who had mental illness 
and anxiety, would take his oxygen off and then he would not be able to get his breath. This further 
increased his anxiety, which in turn made it harder for him to breathe. He would then cry out he could not 
breathe as if panicking. He had been prescribed Morphine which helped him become calmer, slow his 
respirations, and raise his oxygen saturations as part of his comfort care in the end of life. Nurse # 2 further 
reported that after three weeks of being at the facility, Resident # 1 would sleep almost the entire shift at 
times, and this was not correlated to the morphine. At times he would do this even when the morphine was 
not administered.On 10/1/25 a significant change MDS assessment was completed. Resident # 1 was coded 
on this assessment as being moderately cognitively impaired and as having frequent pain during the 
assessment period.Review of Resident # 1's Controlled Substance Receipt/Count Sheet revealed on 10/3/25 
at 2:30 AM Nurse # 1 signed out 1 milliliter of Morphine from Resident # 1's supply. According to the 
Controlled Substance Receipt/Count Sheet, there were 20 milligrams of Morphine per one milliliter. This 
indicated that Nurse # 1 signed out 20 milligrams of Morphine rather than the prescribed 5 mg of Morphine. 
On 10/3/25 at 3:03 AM Nurse # 1 documented on Resident # 1's MAR (Medication Administration Record) 
the administration of the Morphine beside of the order which noted the dosage should have been 5 
milligrams.On 10/10/25 at 1:39 PM an attempt was made to interview Nurse # 1 and she could not be 
reached for interview.Nurse Aide (NA) # 1 was assigned to care for Resident # 1 on the night shift which 
began on 10/2/25. NA # 1 was interviewed on 10/13/25 at 1:23 PM and reported the following information. 
Nurse # 1 had informed her that she had made a medication error and given the resident too much 
morphine. Nurse # 1 went to call the physician. Nurse # 1 had instructed her (NA # 1) to take the resident's 
respirations and oxygen saturation every ten minutes, and she had done so and checked on him throughout 
the night. She also did full vitals every four hours. Nurse # 1 also checked on him. Resident # 1 was still alert 
after the error until around 5:00 AM. He had not slept in a long time prior to the error being made and then 
around 5:00 AM he started to rest and seemed really relaxed at that point. His respirations were at his 
baseline at the end of her shift.Review of nursing notes revealed an entry on 10/3/25 at 6:00 AM noting 
Resident # 1 was sleeping and was responsive to tactile stimuli. His vitals were 101/67, heart rate 115, 
oxygen saturation 93%, and his respirations were easy and unlabored.Interview with the DON (Director of 
Nursing) on 10/10/25 at 12:42 PM revealed the following information. Nurse # 1 had made a medication error 
and administered 20 mg of Morphine to Resident # 1 rather than 5 mg. Nurse # 1 had recognized after she 
had given the wrong dosage that there had been more in the syringe than was supposed to be in the syringe 
and had called the provider right after the error. The provider instructed that the resident be monitored which 
was done. The nurse had reported to the DON that she had been in and out of the room through the night 
and checking the resident. She (the DON) had spoken to Nurse # 1, and the nurse did not say what had 
contributed to the problem.Nurse # 3 cared for Resident # 1 from 7:00 AM to 7:00 PM on 10/3/25. Nurse # 3 
was interviewed on 10/10/25 at 3:34 PM and reported the following information. She had received report 
from Nurse # 1 on 10/3/25 at 7:00 AM. Nurse # 1 had reported she had given Resident # 1 one ml instead of .
25 ml of Morphine. That morning when she (Nurse # 3) arrived the resident appeared stable, was not having 
apnea, and was sleeping. His oxygen saturations were in the 90s which was an improvement for him 
because they usually struggled to keep his saturations up.Nurse Practitioner (NP) # 1 signed a progress note 
on 10/5/25 at 7:46 AM in which she had noted she had seen the resident on 10/3/25. She documented the 
occurrences of 10/3/25 within the progress note. NP # 1 noted the following information. She followed up on 
Resident # 1's comfort care and that the resident had received the wrong dose of Morphine earlier on 
10/3/25. At the time she saw the resident his respirations were 12 with some apnea and he was not 
responding. She ordered IM (intramuscular) Narcan to be given and then to reassess. (Narcan is a 
medication to reverse the effects of opioid medications) After 15 minutes following the Narcan, the resident 
became somewhat responsive and made contact with the provider and nurses. He continued to be lethargic. 
The resident's brief was dry, and Intravenous fluids and Lasix were also ordered. They attempted to get the 
resident to drink and he refused fluids. Later during the 10/3/25 shift the resident became unresponsive 
again and he was again given Narcan. The resident remained on oxygen from 2 to 5 liters to maintain his 
saturations at 90 % and his saturations had ranged from 88 % to 96 %. Later during the 10/3/25 shift, the 
resident became more alert with behavioral problems and anxiety.Oxygen saturation readings and 
respirations were documented as follows on the 7 AM to 7 PM shift on 10/3/25 under Resident # 1's vital sign 
records within the electronic record:7:18 AM- 95% oxygen level and 12 respirations 5:00 PM-97 % oxygen 
level and 18 respirations NP # 1 was interviewed on 10/10/15 at 1:19 PM and reported the following 
information. Resident # 1 was actively dying. He had metastatic lung cancer with numerous metastatic sites. 
She had been notified by the night shift nurse that the wrong dose of Morphine had been administered during 
the early morning hours of 10/3/25. She had been informed that the resident was stable even though the 
wrong dose had been given. She had instructed the nurse to monitor the resident. She then saw Resident # 
1 on the morning of 10/3/25 when she came to the facility. She felt as if he was transitioning despite the 
Morphine being administered in the wrong dose. He was not arousable, it was his pattern to be less alert on 
some days and more arousable on other days. He had been waxing and waning prior to the wrong dose of 
Morphine. Given that he did have the wrong dose of Morphine, she had prescribed the Narcan, and she had 
ordered that he receive some fluids and Lasix that day also to see how he would do and if he would perk up. 
She did not think the resident had been harmed by receiving 20 mg of Morphine rather than the 5 mg. 
Resident # 1 was a large man and at times dosages of 15 to 20 mg of Morphine were prescribed when being 
aggressive with pain management. Morphine usually acts within a few hours of administration and if 
Morphine causes any problems, it will typically occur within a few hours of the administration.The facility's 
Pharmacy Consultant was interviewed on 10/10/25 at 2:38 PM and reported the following information. She 
had been made aware that Resident # 1 had been given 20 mg of Morphine rather than 5 mg. The 
Pharmacist was interviewed regarding acceptable dosages of Morphine, the effect it has, and the effects of 
Narcan. The Pharmacist reported the following information. Although 20 mg was not prescribed for Resident 
# 1, for some residents with cancer a 20 mg dose of Morphine is an acceptable and prescribed dosage. If 
she saw that amount prescribed for a cancer resident while doing a routine monthly review, she would not 
question the dosage because it was considered acceptable. If a resident does have an adverse reaction to 
Morphine, it will usually happen within 30 minutes of oral administration. The effect of Morphine peaks 
around 30 minutes to an hour and Morphine can be given every two hours orally. Given the way the 
Morphine usually acts, she did not see how any sedation on dayshift could be attributed to the extra 
Morphine. Giving Narcan does not harm individuals. Narcan is a binding agent for the Morphine so that the 
effects are reduced in the body and therefore the Morphine is reversed.The facility Medical Director was 
interviewed on 10/10/25 at 4:18 PM and reported the following information. He was aware the resident had 
received 20 mg of Morphine rather than 5 mg. Although the wrong dose was administered, he (the Medical 
Director) did not think the error was significant or caused the resident harm in any way. Resident # 1's last 
labs had shown normal kidney function, and the morphine should have been out of his body at six hours tops 
after administration. Given Resident # 1's order of 5 mg as needed every two hours, the resident could have 
had up to 60 mg of Morphine per day if he had been needing and receiving the prescribed 5 mg dosage 
every two hours. Resident # 1 was not morphine naive. (Morphine naive references someone who has not 
been receiving Morphine and not developed a tolerance to the effects.) Resident # 1 was already on comfort 
measures, had been receiving the Morphine, and he (the Medical Director) felt that the additional dosage 
given in error had minimal effect on him. It might have sedated him a little more. At times, individuals can be 
prescribed doses that exceed 20 mg to treat a medical condition. Resident # 1 also had multiple diagnoses 
which could affect his respiratory status. These included chronic obstructive pulmonary disease, lung cancer, 
and heart failure. Each of these individually or in combination could have been the causative factor in any 
decreased respirations or apnea on 10/3/25.Interview with the DON and Administrator on 10/10/25 at 3:00 
PM revealed the following information. The 9/24/25 Morphine order had not specified that the dosage was to 
be .25 ml. Therefore, the nurse would have had to calculate the dosage based on the concentration and this 
could have led to the error. They had made sure all other Morphine orders clearly depicted the actual 
milliliters to administer based on the concentration, and all other orders had the orders written clearly. They 
had also met on the day of the error (10/3/25) with their quality assurance team and placed a corrective 
action plan in place.The Administrator provided the following corrective action plan. Address how corrective 
action will be accomplished for those residents found to have been affected by the deficient practice. Upon 
review of Resident # 1's chart, it is noted that resident has diagnoses of COPD, neoplasm of trachea, 
bronchus, and lung, obstructive sleep apnea, heart failure, and epilepsy. Resident #1 was made Do Not 
Resuscitate on 9/2/2025This facility failed to follow standards of professional care in medication 
administration when Resident #1 received 1mL (milliliter) of Morphine Sulfate 20milligrams/mL versus his 
prescribed dose of 5mg (0.25mL) PRN (as needed) every two hours. The error occurred on 10/3/25 at 2:30 
AM when Nurse #1 signed out medication on the controlled substance receipt sheet. Nurse # 1 immediately 
realized that the dose she had given was not right and called the provider. She received instructions at 2:30 
AM for close monitoring for any sudden changes in condition. Nurse # 1 monitored resident's health status 
and obtained a full set of vital signs every hour for 4 hours. Nurse Aide # 1 assessed oxygen saturation and 
respiratory rate every 10-15 minutes for four hours. No changes were noticed in Resident # 1's vital signs 
and they remained within normal limits for his baseline throughout the night shift.Vital signs were taken on 
10/3/2025 at 6:00 AM and his blood pressure was 107/67, heart rate 115, and oxygen saturation was 93%. 
Respirations were noted to be easy and unlabored. At approximately 9:30 AM Nurse Manager # 1 noted 
Resident # 1's respirations to be decreased and notified the Nurse Practitioner of change in condition. The 
Nurse Practitioner assessed Resident # 1 and consulted the medical director for the facility. Orders received 
for Narcan. Orders also received for saline and fluid bolus due to Resident #1's dryness. Nurse practitioner 
notified Resident # 1's emergency contact # 2 and confirmed Resident # 1's do not resuscitate and not 
hospitalize status. Was he notified or they attempted to notify?The guardian was notified multiple times on 
10/3/20205. Messages were left until she was reached. The Guardian expressed her understanding and had 
no further questions or concerns. Resident # 1 became more responsive and vital signs remained stable 
throughout that day.Nurse # 1 received one on one education about medication administration rights due to it 
being her planned (resignation given prior) last shift at this facility. Address how the facility will identify other 
residents having the potential to be affected by the same deficient practice. IDT (Interdisciplinary) team met 
on 10/3/25 to discuss incident and root cause analysis and a corrective action plan was put in place. An audit 
of all residents in the facility receiving Morphine sulfate was completed by the Director of Nursing. Resident # 
1 had Morphine Sulfate order, and it had 5mg PRN every 2 hours. The other residents (total of 2) receiving 
the same medication had the order listed in mL to be given vs mg. Based on investigation, clarity of order 
was identified as root cause, therefore Resident # 1's order was changed to reflect mL (0.25mL) q 2 hours 
PRN. The decision was made to implement this plan of correction in QAPI. Address measures that will be 
put into place and systemic changes made to ensure that deficient practice will not reoccur.On 10/3/2025 
immediate one on one education was provided to Nurse # 1. Liquid medications and measurements of 
medications were reviewed throughout the facility to determine clarity of medication orders including units 
per dosage. Medication education started on 10/3/2025. A skills fair was completed on 10/7/25 and 10/8/25. 
The following topics were covered in the inservice: right drug, right patient, right dose, right route, time and 
frequency, documentation, history and assessment, drug approach and right to refuse, drug-drug interaction 
and evaluation, and education and information. All regular staff Nurses and Medication Aides attended. All 
staff who do not work on a regular basis will be inserviced prior to starting their next shift. Training is included 
for new hires in orientation completed by the Staff Development Coordinator.On 10/3/25 the consultant 
pharmacist was contacted and included in the facility's corrective action plan. The Consultant Pharmacist 
provided additional information to be used in training for the Nursing Staff and Medications Aides. This was 
incorporated into the skills fair on 10/7/26 and 10/8/25. Indicate how the facility will monitor its performance 
to make sure solutions are sustained.On 10/3/25 a plan was formulated by the facility's Quality Assurance 
Improvement team to implement the corrective action plan and monitor the plan through the facility's quality 
assurance program.An individual med pass audit for all nurses and certified medication aides will be 
completed by the Director of Nursing or designee. This will be conducted on both the 7:00 AM to 7:00 PM 
shift and the 7:00 PM to 7:00 AM shift. This was initiated on 10/8/25. Each nurse or medication aide will be 
observed doing a complete medication pass. Audits will continue until all medication aides and nurses have 
been audited performing a complete medication pass.In addition to the above, medication observations will 
be completed by the Director of nursing or designee on 5 licensed nurses and/or certified medication aides 
for 12 weeks following the initial audits.The Consultant Pharmacist will monitor all Morphine orders for clarity 
during her monthly review.On 10/9/2025 during monthly Quality Assurance Performance Improvement 
(QAPI) meeting with the IDT team, the Administrator or Director of Nursing will begin reviewing the plan 
above. Any changes will be made to the plan as necessary to maintain compliance with resident safety.
Alleged date of compliance: 10/9/25 The facility's corrective action plan was validated by the following.On 
10/10/25 nurses were observed administering medications. This included controlled substance medications 
and different forms of medications. Nurses were observed to administer medications correctly. Medications, 
which were observed administered, were reconciled to be correct with orders. Two residents, who were 
observed as nurses administered medications, voluntarily spoke up when they observed that a surveyor was 
observing the nurses and made positive remarks about the nurse's abilities.Review of Resident # 1's 
Medication Administration MAR revealed a new order was obtained on 10/3/25 which was clear and 
transcribed to the MAR to denote that .25 ml of Morphine equated to the prescribed 5 mg.The facility 
provided documentation of inservice records per their plan of correction.Nurses from different shifts were 
interviewed and validated they had attended the education/skills fair and were able to speak of topics 
covered.Interview with the DON on 10/10/25 at 12:42 PM revealed that the audits were being conducted with 
every nurse and medication aide for an entire medication pass. The DON provided the audit tool and 
evidence of completion of multiple nurses who had been audited thus far. A review of the audit tool revealed 
nurses were being checked off on 29 different itemsInterview with a Nurse on 10/10/25 validated he had 
been one of the nurses who had completed an observation audit thus far.The facility's corrective action plan 
compliance date of 10/9/25 was validated.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, and staff interview the facility failed to ensure a resident's medical record was complete 
regarding medication orders given by a Nurse Practitioner and documentation of the administration of 
medications. This was for 1 of 3 of three sampled residents whose medications were reviewed (Resident # 1).
The findings included: Resident # 1 was admitted to the facility on [DATE] with a diagnosis of metastatic lung 
cancer disease.Review of a Nurse Practitioner's (NP) progress note for the date of 10/3/25 revealed the NP 
had ordered some medications when the resident was not responding. According to the NP's note she 
ordered two doses of Narcan and one dose of Lasix which were administered to the resident.Review of 
Resident # 1's orders revealed these orders were never entered into the resident's electronic record. Review 
of Resident # 1's MAR (Medication Administration Record) revealed no documentation when these 
medications were given. They did not appear on the MAR. Review of the facility's emergency medication 
supply sign out records revealed Narcan was removed from the supply on 10/3/25 at 9:32 AM and 12:16 PM 
for Resident # 1. Lasix was removed from the emergency supply for Resident # 1 on 10/3/25 at 9:37 AM.
Nurse # 5 was interviewed on 10/13/25 at 1:06 PM and reported the following information. There had been 
multiple nurses in the room with the Nurse Practitioner on 10/3/25 when the NP gave orders for the first dose 
of Narcan and the Lasix. This included Nurse Manager # 1, Nurse # 3, Nurse # 4, and herself (Nurse #5). 
The NP did not direct the order to any particular nurse, and it was not clear that she (the NP) did not enter 
the order in herself. Nurse # 4 had removed the Narcan and the Lasix from the backup supply and she 
(Nurse # 5) had administered Narcan and Lasix at the time these had been removed from the emergency 
supply. She had not documented the administration on the MAR.Nurse # 3 was interviewed on 10/13/25 at 
1:10 PM and reported the following information. The NP had given the order for a second dose of Narcan on 
10/3/25 around 12:30 PM. She had removed the Narcan from the backup supply and administered it per the 
verbal order. She had not documented the order on the MAR. When entering orders into the electronic 
medical record system, the system had choices of different medications and different forms in which the 
medications were supplied. She had tried to enter the order in the facility's electronic medical record system, 
but she could not find the correct form of Narcan in the electronic record as a choice. Therefore, the order 
was not entered into the resident's electronic record, and it never appeared on the MAR. Therefore, she had 
not documented the administration, but she did administer it.According to interviews with the Administrator 
on 10/10/25 at 5:00 PM and again on 10/13/25 at 12:59 PM the Resident's record should have reflected the 
orders and administration times of the Narcan and Lasix.
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