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Initial Comments

Facility Reported Incident of 1-14-21/I1L130282

Final Observations
Statement of Licensure Violations

300.610a)
300.1210b)

300.1210d)1)
300.1210d)2)

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 setrvices 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 mesting.

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
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care needs of the resident.

d) Pursuant to subsection (a}, general nursing
care shall include, at a minirnum, 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.

2) All treatments and procedures shall be
administered as ordered by the physician.
These requirements were not met as evidencad '
by:

Based on observation, interview, and record
review, the facility failed to ensure a resident
received their own Physician ordered medications
for one of three residents (R1) reviewed for
medication errors/discrepancies in the sample of |
three. This failure resulted in R1 receiving R3's
medications along with R1's medications causing
R1 to develop increased lethargy, an altered
mental status, seizure activity, a critically low
blood pressure and a low glucose leve!, which
required R1 to be hospitalized in the ICU
(Intensive Care Unit) for treatment.

Findings include:

The facility's Medication Administration Policy
dated 11-18-17 documents, "The complete act of
administration entails removing an individual dose
from a previously dispensed, properly labeled
container, verifying it with the physician's orders,
giving the individual dose to the proper resident,
and promptly recording the time and does given.
Medications must be identified by using the seven
linois Department of Public Health
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rights of administration: Right resident, right drug,
right dose, right consistency, right time, right
route, and right documentation.”

R1's Minimum Data Set (MDS) Assessment
dated 11-6-20 documents R1 is cognitively intact.
This same MDS Assessment documents R1 has
diagnoses of Seizure Disorder, Anxiety Disorder,
Anoxic Brain Damage, Opioid Dependence,
Muscie Spasms, and Depression.

R1's Physician’s Order Sheets (POS) and
Medication Administration Records (MARs) dated
12-16-20 through 1-15-21 document R1 receives
the following medications daily at 4:00 PM:
Clonazepam (Anti-Convulsant medication) one
mg (milligram) one tablet, Furosemide (Diuretic
medication} 40 mg one tablet, Keppra
(Anticonvulsant medication) 500 mg one tablet,
Potassium Chloride (Potassium Supplement) 10
mEq (milliequivilents) one tablet, Topiramate
(Anti-Convulsant medication) 100 mg one tablet,
Hydrocodone-Acetaminophen (Opiocid pain
relieving medication) 5§ mg-325 mg one tablet,
and Baclofen {(Muscle Relaxant) 10 mg one
tablet.

R3's POS and MARs dated 12-16-20 through
1-16-21 document R3 receives the following
medications daily at 4:00 PM: Zyprexa
{Anti-psychotic medication) 10 mg one tablet,
Ferrous Sulfate (Iron supplement) 325 mg one
tablet, Glipizide (Anti-Diabetic medication/blood
sugar lowering medication) 10 mg one tablet,
Potassium Chloride 20 mEq one tablet, Seroquel
{Anti-psychotic medication) 50 mg one tablet, and
Trajenta (Anti-Diabetic medication/blood sugar
lowering medication) 5 mg one tablet.

R1's Medication Discrepancy Report dated
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1-14-21 at 4:20 PM documents, "Type of
Discrepancy: Wrong resident (R1 received R3's
4.00 PM medications). Possible Effects to the
resident: Decreased blood sugar and increased
sedation. Actual effects to the resident:
Hypoglycemia and altered mental status."

R1's Nurse's Notes dated 1-14-21 at 4:37 PM and
signed by V2 (Director of Nursing) document,
"New order received to complete accuchecks
(blood glucose monitoring) every four hours for
24 hours. If blood glucose below 60 call medical
doctor. BMP (Basic Metabolic Profile) in morning.
Monitor for lethargy."

Rt's Nurse's Notes dated 1-14-21 at 6:45 PM and
signed by V2 document, "This nurse requested to
address (R1) due to increased lethargy. Upon
entering room (R1) noted to be sitting in a high
back wheelchair with her eyes closed. {R1)
unable to make eye contact when talked to.
{R1's) pupils are pinpoint. Blood glucose reading
51. Blood pressure 79 systolic/55 diastolic. Pulse
Oximetry 94 percent. Oxygen applied per nasal
cannula at two liters. 7:05 PM Order received to
send (R1) to the emergency department for
evaluation and treatment. 9:00 PM admitted to
Intensive Care Unit with the diagnoses of altered
mental status, hypoglycemia (low blood sugar),
hypokalemia (low potassium level), and adverse
medication reaction.”

R1's Hospital History and Admission Physical
Examination and Emergency Room Note Reports
dated 1-14-21 document, "History of Present
liness: (R1) long-term resident at nursing home
presents after accidentally being given another
resident's medications. (R1) was given Zyprexa,
Iron, Glipizide, Potassium, Seroquel, and Trajenta
which were not (R1's) own. (R1) became less
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responsive so EMS (Emergency Medical Service)
was called. (R1) presents with decreased
responsiveness. (R1) was noted to be
hypoglycemic initially and was given D50
{Dextrose/glucose 50 percent). (R1's) initial sugar
went up but then began to decrease so (R1) was
started on a dextrose drip. (R1's) blood pressure
was extremely low. (R1) was given a total of two
liters of normal saline in the emergency room and
(R1's) blood sugar remained borderline low. (R1)
has been started on Levophed (medication used
to treat life-threatening low blood pressure). Very
lethargic and drowsy."

R1's Hospital Discharge Summary dated 1-16-21
documents, "Discharge Diagnoses: Acute
Seizures, Acute Hypoglycemia, Acute Medication
Adverse Effect, Acute Altered Mental Status,
Acute Hypotension, and Acute Chronic Pain
Syndrome. (R1) was admitted to the ICU with
close monitoring. {R1) was given dextrose fluids
as well as pressors (blood pressure raising
medications) to keep (R1's) blood pressure up.
{R1) slowly improved and her mental status came
back to normal."

V4's (Licensed Practical Nurse/LPN) Notice of
Termination dated 1-19-21 and signed by V2
(Director of Nursing/DON} and V4 (Administrator)
documents, "Substandard nursing care leading to
medication discrepancy and hospitalization of
resident (R1)."

On 1-20-21 at 9:00 AM, R1 was sitting up in her
high back wheelchair and her left eye was
twitching. R1 stated, "(V4) gave me the wrong
pills on {1-14-21), (V4) gave me {R3's) pills. | got
alow blood pressure, low pulse Oximetry, and
low blood sugar. | had to be admitted to the

hospital. | passed out and woke up at the
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hospital. | could not remember anything. | was
p***ed off because getting the wrong medications
took my health backwards and caused me to
have more seizures, low blood sugar, and low
blood pressure. | felt like s**t for days and have
been so tired. | hated having to be admitted to the
hospital and having to get IV's (Intravenous
Medications). If | could, | would sue (V4) for what
she did to me."

On 1-20-21 at 1:40 PM V4 (LPN) stated, "On
1-14-21 | had pulled up (R1's) 4:00 PM
medications around 3:15 PM. | went to give (R1)
her medications and she was in bed. (R1) is at
risk for choking, so | told the Certified Nursing
Assistants (CNAs) to get her up out of bed so |
could give (R1} her medications. | put (R1's) cup
of medications in the top drawer of the
medication cart. Around 4:00 PM, the CNAs
parked (R1) right by my medication cart. | had
two or three other residents at my medication cart
at the time trying to talk to me and | had pulled up
(R3's} 4:00 PM medications. (R1) is very
demanding and wanted her medications right
now. | put pudding in with (R3's) medications and
gave the medications to (R1). | then realized that
| gave (R1) the wrong medications (R3's
medications) and told (R1) to spit them out. (R1)
had already swallowed the wrong medications. |
then gave (R1) her 4:00 medications. | told
(V5/Minimum Data Set Coordinator) that | gave
(R1) the wrong medications. {V2/Director of
Nursing) and (V3/Assistant Director of Nursing)
then approached me and said that | was being
suspended for three days for giving (R1) the
wrong medications. (V2) stated that they had
called and informed (V6/R1's Physician) that |
gave the wrong medications, and (V8) told (V2)
that | needed to be suspended. | was then told to

come in on Tuesday (1-19-21). On 1-19-21 (V2)
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told me that (R1's) potassium was high and blood
sugar dropped requiring (R1) to be hospitalized.
(V2) told me that {R1) could have died from me
giving (R1) the wrong medications. (V1 and V2)
then terminated me due to (R1's) medication
error.”

On 1-20-21 at 11:05 AM V2 (Director of Nursing)
stated, "l took over caring for (R1} on 1-13-21
after she received the wrong medications. (R1)
was lethargic and not acting herself. | took (R1's)
blood glucose level and it was 51. {R1) could not
hold her head up and her blood pressure was
extremely low. (R1's) blood glucose level dropped
to 30. (R1) was sent to the hospital and admitted
to the ICU unit with hypoglycemia, hypokalemia,
altered mental status, and an adverse drug
reaction. (R1) returned to the facility on 1-16-21.
(R1) still was not acting herself and could not hold
her head up. (R1) has been twitching more than
normal since receiving the wrong medications.
(R1) receiving (R3's) medications was definitely a
significant medication error.”

On 1-22-21 at 12:40 PM V6 (R1's Physician)
stated, "(R1) receiving the wrong medications
caused (R1) to be hospitalized on 1-14-21 with an
altered mental status, extremely low blood
pressure, and a low blood glucose. (R1) had to
be treated in the ICU (Intensive Care Unit)."
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