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20000 Initial Comments

*****ATTENTION******

20000

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 144A.10,
this correction order has been issued pursuant to a
survey. If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not
corrected, a fine for each violation not corrected
shall be assessed in accordance with a schedule of
fines promulgated by rule of the Minnesota Department
of Health.

Determination of whether a violation has been corrected
requires compliance with all requirements of the rule
provided at the tag number and MN Rule number indicated
below. When a rule contains several items, failure to
comply with any of the items will be considered lack of
compliance. Lack of compliance upon re-inspection with
any item of multi-part rule will result in the
assessment of a fine even if the item that was violated
during the initial inspection was corrected.

You may request a hearing on any assessments that may
result from non-compliance with these orders provided
that a written request is made to the Department within
15 days of receipt of a notice of assessment for
non-compliance.

INITIAL COMMENTS:

On 10/29/25 - 10/30/25, an abbreviated complaint survey
was conducted at your facility by surveyor from the
Minnesota Department of Health (MDH). Your facility was
NOT in compliance with the MN State Licensure, and the
following correction order was issued. Please indicate
in your electronic plan of correction you have reviewed
these orders and identify the date when they will be
completed.
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20000 Continued from page 1
The following complaint was reviewed:H52076582C
(2652923) with a licensing order issued at 1545.

20000
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(X5)
COMPLETION

DATE

Minnesota Department of Health is documenting the State
Licensing Correction Orders using Federal software.

The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of state form. Although no plan of correction is
required, it is required that the facility acknowledge
receipt of the electronic documents.

21545 Medication Errors 21545 Corrected

CFR(s): MN Rule 4658.1320 A.B.C

A nursing home must ensure that:

A. Its medication error rate is less than five percent
as described in the Interpretive Guidelines for Code of
Federal Regulations, title 42, section 483.25 (m),
found in Appendix P of the State Operations Manual,
Guidance to Surveyors for Long-Term Care Facilities,
which is incorporated by reference in part 4658.1315.
For purposes of this part, a medication error means:

(1) a discrepancy between what was prescribed and what
medications are actually administered to residents in
the nursing home; or

(2) the administration of expired medications.

B. It is free of any significant medication error. A
significant medication error is:

(1) an error which causes the resident discomfort or
jeopardizes the resident's health or safety; or

(2) medication from a category that usually requires
the medication in the resident's blood to be titrated
to a specific blood level and a single medication error
could alter that level and precipitate a reoccurrence
of symptoms or toxicity. All medications are
administered as prescribed. An incident report or
medication error report must be filed for any
medication error that occurs. Any significant
medication errors or resident reactions must be
reported to the physician or the physician's designee
and the resident or the resident's legal guardian or
designated representative and an explanation must be
made in the resident's clinical record.

C. All medications are administered as prescribed. An

STATE FORM Event ID: 1DA2F6-H1 Facility ID: 00903
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21545 Continued from page 2
incident report or medication error report must be
filed for any medication error that occurs. Any
significant medication errors or resident reactions
must be reported to the physician or the physician's
designee and the resident or the resident's legal
guardian or designated representative and an
explanation must be made in the resident's clinical
record.

21545

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

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 8/19/25,
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

STATE FORM Event ID: 1DA2F6-H1 Facility ID: 00903 If continuation sheet Page 3 of 7
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21545 Continued from page 3
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.

21545

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

STATE FORM Event ID: 1DA2F6-H1 Facility ID: 00903 If continuation sheet Page 4 of 7
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21545 Continued from page 4
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.

21545

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

STATE FORM Event ID: 1DA2F6-H1 Facility ID: 00903 If continuation sheet Page 5 of 7
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21545 Continued from page 5
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.

Sanford 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.

21545
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SUGGESTED METHOD OF CORRECTION: (DON) or designee could
review facility policies and procedures, educate staff
and implement an ongoing monitoring system to ensure
all resident orders are correctly transcribed and
implemented as directed by physician orders.
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21545 Continued from page 6
TIME PERIOD FOR CORRECTION: Twenty-one (21) days.

21545

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

STATE FORM Event ID: 1DA2F6-H1 Facility ID: 00903 If continuation sheet Page 7 of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/23/2025

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

Good Samaritan Society - Stillwater

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245207

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

12/10/2025

STREET ADDRESS, CITY, STATE, ZIP CODE

1119 OWENS STREET NORTH , STILLWATER, Minnesota, 55082

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

F0000 INITIAL COMMENTS F0000 12/16/2025

On 10/29/25 to 10/30/25, a standard abbreviated survey
was conducted at your facility by the Minnesota
Department of Health. Your facility was found not in
compliance with the requirements of 42 CFR 483, Subpart
B, Requirements for Long Term Care Facilities.

The following complaint was reviewed:H52076582C
(2652923) with a deficiency issued at F760.

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic submission
of the POC will be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an onsite
revisit of your facility may be conducted to validate
that substantial compliance with the regulations has
been attained.

F0760
SS = D

Residents are Free of Significant Med Errors

CFR(s): 483.45(f)(2)

The facility must ensure that its-

§483.45(f)(2) Residents are free of any significant
medication errors.

This REQUIREMENT is NOT MET as evidenced by:

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 8/19/25,
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

F0760 Preparation and execution of this response and Plan of
Correction does not constitute an admission or
agreement by the provider of the truth of 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. For the purposes
of any allegation that the center is not in substantial
compliance with federal requirements of participation,
this response and Plan of Correction is intended to
constitute the center’s allegation of compliance in
accordance with section 7305 of the State Operations
Manual.

1. What corrective action will be accomplished for
those residents found to have been affected by the
deficient practice?

Resident R1 medication transcription error was
identified and immediately discontinued. The physician
and family were notified. Resident (R1) no longer
resides at the facility.

2. How will other residents, having the potential to be

12/17/2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings 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
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1
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.

F0760 Continued from page 1
affected by the same deficient practice, be identified?

All residents in the facility receiving hospice care
have the potential to be affected by the alleged
deficient practice. As a result, a review of the
physician orders and MAR for each hospice resident
ordered was conducted on October 10, 2025, by the
Director of Nursing. All hospice residents having
orders for controlled substances were reviewed, and no
discrepancies were identified.

3. What measures will be put into place, or what
systemic changes will be made, to ensure that the
deficient practice does not recur?

To ensure systemic changes are sustained all licensed
nurses have been educated on Good Samaritan policy
relating to Prevention of Medication Errors, techniques
to identify potential discrepancies, have a questioning
attitude, and the communication process for
clarification of physician’s orders. The Director of
Nurses also reviewed Good Samaritan policy on Physician
Orders with all nursing staff. The facility has put
into place systemic improvement that will ensure second
verification of hospice orders with the facility’s
receiving nurses.

4. How will the corrective action be monitored to
ensure the deficient practice is being corrected and
will not recur?

To ensure compliance is sustained, the DNS/designee
will conduct three random audits of physician orders
for hospice residents weekly. Audit results will be
brought to the monthly QAPI committee for
recommendations on the need to increase or decrease
audits to ensure substantial compliance is achieved.
Audits will be completed per the recommendation of the
QAPI committee for a period of no less than 90 days.

5. What is the date of completion?

12/17/2025

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
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Continued from page 2
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.

F0760

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
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Continued from page 3
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.

F0760

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
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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.

Sanford 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.
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