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SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEEOEO BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

The following reflects the findings of the Department 
of Public Health during a Complaint Investigation 
visit: 

CLASS AA CITATION-- MEDICATION 
11-2418-0008617 -F 
Complaint(s): CA00278625 

Representing the Department of Public Health: 
Surveyor 10 # 28936, HFEN 

The inspection was limited to the specific facility 
event investigated and does not represent the 
findings of a full inspection of the facility. 

F309 §483.25 Provide Care/Services for Highest 
Well Being 
Each resident must receive and the facility must 

ID 
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provide the necessary care and services to attain or _, 
maintain the highest practicable physical, mental, (-"~[ '( 
and psychosocial well-being, in accordance with r -z,.·>'s 
the comprehensive assessment and plan of care. T 

F333 §483.25(m)(2) Provide Care/Services for 
Highest Well Being 
The facility must ensure that residents are free of 
any significant medication errors. 

I The facility violated the regulation by failing to: 1) 
Follow physician's orders and administer the 
correct pain · medication to the correct resident 
when the licensed nurse did not accurately identify 
Resident 1 prior to administering methadone I 
(methadone is a controlled substance opioid pain 
medication) 30 milligrams(mg) by mouth that was I 

\ not ordered by the physician; and 2) Transfer 
l 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE CROSS­

REFERENCED TO THE APPROPRIATE DEFICIENCY) 

Preparation and/or execution of 

this plan of correction does not 

constitute the provider's 

admission of or agreement with 

the facts alleged or conclusions 

set forth in the statement of 

deficiencies. The plan of 

correction is prepared and/or 

executed solely because it is 

required by the provisions of 

federal and state law. 

F3e9/83f548;,.2.s r~. 

What corrective action will be accomplished 
for the patient Identified: 

The res ident no longer res ides at th is 
center. 

How other patients having the 

potentia l to be affected by the 

same deficient practice be identified, 

and what correct ive action will be 

All residents have the potential to be 

affected by th is practice. 
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By s:gning this document, I am acknowledging receipt of the entire citation packet. Paqefsl. 1 thru 5 

Any defiCiency statement ending with an asterisk(') denotes a deficiency which the insmution may be excused from correcting providing it is determined 

that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 90 days following the date 

of survey whether or not a plan of correction is provided. For nursing homes, the above f1ndlngs and plans of correction are disclosable 14 days following 
the date these documents are made available to the facility. If deficiencies are cited. an approved plan of correction is requisite to continued program 

panicipabon. 
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Resident 1 to the acute care hospital for further 
evaluation and treatment after licensed nurses 
identified the medication error. Resident 1 remained 
at the facility for 8 hours and exhibited! signs and 
symptoms of decreased oxygen saturplions and 
increased sedation and was not treated with a 
reversal agent to prevent adverse effects of 
methadone. These failures resulted in delay in 
treatment of acute methadone toxicity and resulted 
in Resident1's death. 

Resident 1 was admitted to the facfllty i on -1 
with the diagnoses including coro~ary artery 
bypass graft, pacemaker for sick sinus syndrome, 
~trial fibrillation. A history and physical dated 
~ 1, indicated Resident 1 \Vas alert, 
; 1noep~:nut: spry, and lived with her daug~ter. 

Resident 1's record of medications ordered by the 
physician indicated no orders for Methadof1e. 

During an interview on 8/11/11 at 5:30 p.m., 
Licensed Nurse A slated she was in the hall 
passing medications on 8/8/11 at 1:30 a.m., when 
a CNA informed her that Resident 2 needed 

1 something for pain. Licensed Nurse P... stated that 
she finished what she was doing and then prepared I 
and gave the medication (Methadon~ 30 mg) for 
pain. Licensed Nurse A stated she used the I 

1 picture with the medication administration records I 
1

1 

to ide.ntify the resid~nts . She slated l!he looked at ! 
the p1cture for Restdent 1 then went : to the room : 
and gave the medication to Resident 1. Licensed I 

; Nurse A. stated that about fifteen minutes later a I 
~ CNA aga1n asked about the pain medication for : 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE CROSS· 

REFERENCED TO THE APPROPRIATE DEFICIENCY) 

What imrnediatR m~a~ures and 
svstt!mic changes will be put into 
place to ensure that the deficiP.nt 
practice doe~ n ot reoccur: 

Licensed nurses to be in-serviced on 
identification of residents by name 
band and photo. 6.0 (Gene rill 
Dose Prepariltton ,,nd Medic<Jtion 

Administration Policy) . 

Liwn~ed staff will h<t in-serviced on 
a~sessi ng rc~id r?nl s lor rhunge in condition , 
appropriate intervrmtions. notification 
of awmclmu phy~1ci;1n ;met /or desiguee. 
i.e. Nurst~ Pr~ctitioner, DNS ilnd/or 
dl!signel:! . lncludinc the 6 rights or rncctic.ation 
;,cl mini~trat1on : righ t individual, right medicilt ion, 
light route. right time, righ t do$:1ge, and richt 
dowmrmtiltion. Documentation is to indude 
detailed dc~cription of the change! o r 
condition, what interventions will be iuitiatl!d, 
re~ide11t~ rcspon~e to trl•il tmr.nts ;~nd 
norit1r~t1on of H!S pomibiH p;Hty. 

To be rnnnitored hy ONS/dcsignet' 
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I 
I 

Resident 2, and that is when she realized that she ' 
had given Resident 1 the medication (Methadone 

30 mg). She stated that at that time she called the 

Nurse Practitioner, and the Director of Nursing. The 

Nurse Practitioner gave orders to monitor Resident 

1 's vital signs and for signs of respiratory 

depression every hour. 

Nurse's Notes dated 8/8/11 , written by Licensed 

Nurse A revealed that Resident 1 received the 
"wrong RX" (prescription) orally. Nurses notes 

dated 8/8/11 at 9 :15a.m., indicated that Resident 

1's oxygen saturation levels did not increase from 

86% (Normal range 92-1 00%) and Resident 1 was 

started on 3 liters of oxygen by mask. Resident 1 
was sedated but would open his/her eyes to 

Resident 1's name. Approximately 8 hours later, 

Resident 1's blood pressure at 10:30 a.m., had 

decreased to 62/54 (normal range 120/80) with 

episode of apnea (no breathing). Licensed staff 
1
called 911 and Res id e n t 1 required 

cardiopulmonary resuscitation . The physician • 

pronounced Resident 1 at 10:45 a.m. 

During an interview on 8/9/11 at 9:00a.m., the 

Nurse Practitioner stated that she decided to 
monitor Resident 1 every hour for vital signs, ! 
oxygen saturation, and mental status. I 
During an interview on 8/10/11 at 8:20 a.m., the 1 

Director of Nurses stated that the facility does not 1 

have a specific policy for resident identification. The I 
Director of Nurses stated the facility practice is that , 

staff is to use the picture of the resident that is kept j 

1 

with the residents records or the identification 

1 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE CROSS· 

REFERENCED TO THE APPROPRIATE DEFICIENCY) 

A description of the monitoring process I i!nd positions of persons responsible for 
monitoring how the facil ity plnns to monitor 
ill.J2erformnnce to ensure corrections nre 
achieved and sustained: 

I 
I 
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I 
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I 
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Medication pass wil l be rnndomly monitored 
weekly times four weeks and then quarterly 
thereafter by DNS and/or designee nnd pharmacy 
nurse consultnnt quarterly. Results of medication 
pass monitoring will be brought to CQI monthly 
for 3 months then quarterly for any further 
recommendations. 

Licensed nurses will be evaluated on 
0 

l 
assessment skills within 30 days and annually I 
therenfter. Nurses scoring below 80".1> will 

I receive additional training on the job until 
goal of 80% or greater is achieved. 

Any resident eiven a controlled substnnce 
opiate that leads to a change in 
Condition or signs and symptoms of 
Toxicity will be transferred to <Jn acute 
hospital. 

Nurse Practici toncr will be involved I in in-servicing on assessment and 

I 
follow up care for any resident 
showing signs and symptoms of toxicity 
or ch;mge of -condition secondary to 

I administrat ion of controlled substances 
or opiates. 

I 
I 
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Lexicomp online indicated that concerns related to 
adverse effects of methadone are: 1) Central 
nervous system depression which may impair 
physical or mental abilities; 2) Hypotension; 3) 
Severe ~espiratory depression. Geriatric 
considerations that the elderly may be particularly 
susceptible to central nervous system depression. 

A physician's orders for life sustaining treatment 
(POLST) dated 8/1111 , indicated that Resident 1 
signed the document and the plan was "Full 
Treatment... Transfer to hospital if indicated. 
Includes intensive care." 

The County Coroner's report dated 8/1 0/11 
indicated that the Nurse Practitioner gave a 
statement to the County Coroner as follows: "She 
[Nurse Practitioner] did not give Narcan (reversal 
agent) as we don't usually do that... I should have 
sent (resident named] to the hospital immediately 
but decided to watch and take her vitals to see how 
she would progress. I see so many advanced age 
residents here all year long that are sent to the 
hospital and sent right back by them as the 
patients are at our facility for comfort care." The 
County Coroner indicated "Based on autopsy and 
toxicological investigation, the cause of death is 
determined to be ACUTE METHADONE TOXICITY." 

Therefore, The facility violated the regulation by l 
failing to: 1) Follow physician's orders and 
administer the correct pain medication to the 

1 

correct resident when the licensed nurse did not 

Event ID:6MV911 5/16/2013 
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Licensed nurses will be in-serviced on Policy and 
procedure for event reports for medication errors, 

documentation and monitoring. 

Medication errors are reported and reviewed 
in daily stand up meeting and also brought. 
to CQI quarterly for fu rther recommendations. 

To be monitored by ONS/designee 

9:21 :26AM 
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SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

accurately identify Resident 1 prior to administering 
methadone (methadone is a controlled substance 
opioid pain medication) 30 milligrams(mg) by mouth 
that was not ordered by the physician; and 2) 
Transfer Resident 1 to the acute care hospital for 
further evaluation and treatment after licensed 
nurses identified the medication error. Resident 1 
remained at the facility for 8 hours and exhibited 
signs and symptoms of decreased oxygen 
saturations and increased sedation and was not 
treated with a reversal agent to prevent adverse 
effects of methadone. These failures resulted in a 
delay in treatment of acute methadone toxicity 
resulted in Resident 1's death. 

These violations presented an imminent danger to 
the Resident and were a direct proximate cause of 
the death of the Resident. 

! 
I 
I 
I 

I 

I 
I 
l 

I 
Event ID:6MV911 5/16/2013 

State-2567 

ID 

PREFIX 

TAG 

I 
I 

I 
I 

j 
I 
I 
I 
I 

I 

I 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE CROSS· 
REFERENCED TO THE APPROPRIATE DEFICIENCY) 
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