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Illinois Department of Human Services 
Division of Developmental Disabilities 

Bureau of Quality Management 
Medication Error Report 

Directions:  In accord with Rule 116 {116.70 c)}, residential providers with settings of 16 persons or fewer 
(including CILAs and Child Group Homes) must document all medication errors.  In addition, all medication 
errors for which there is an adverse outcome to the person receiving services must be reported to the 
Division of Developmental Disabilities’ Bureau of Quality Management (BQM).  Adverse outcome errors 
must be faxed to (217) 782-9444 within 7 calendar days of discovery.   It is not necessary to notify BQM of 
errors for which there is no adverse outcome.  However, all errors, with or without adverse outcome, must 
be documented, reviewed by the RN Nurse-Trainer and summarized/analyzed on at least a quarterly basis 
by the provider agency.  If assistance is needed, phone BQM at (217) 782-9438. 
Agency Name: 
 

Telephone #:  

Person Receiving Services: _______________________ 
Address:_______________________________________ 
City/State/Zip:__________________________________     

Date of Error: ______________________________ 
Date of Discovery:___________________________ 
Discovered by:_____________________________ 

Medication(s) Involved: 
 
 

Does the person receiving services independently 
administer his/her own medication(s)?                              
___Yes    ___No 

Notification:  
Supervisor (name):________________________________________Date:________________ Time:__________ 
RN Nurse-Trainer (name): _________________________________ Date:________________ Time:__________ 
Pharmacy (name): ________________________________________Date:________________ Time:__________ 
Physician (name): ________________________________________Date:________________ Time:__________ 
O.I.G. (name): ______________________________Date:__________Time:__________Case #:_____________ 
Description of Events: Contributing Factors:  

_____ Unlocked Medications  
_____ Lack of Staff Concentration 
_____ Emergency Situation 
_____ Insufficient Staff 
_____ Over the Counter  (OTC) meds purchased 
_____ Inexperienced Staff 
_____ Transcription Incorrect 
_____ Pharmacy Unavailable 
_____ Medication(s) not Ordered/unavailable 
_____ Other (explain):                                                      

Medication Error Type: 
_____ Wrong Consumer            _____ Unauthorized Staff 
_____ Wrong Drug                    _____ No training for Med. Change 
_____ Wrong Dose                    _____ Transcription Error 
_____ Wrong Time                     _____ Pharmacy Error 
_____ Wrong Route                   _____ Documentation Error 
_____ Wrong Consistency         _____ Omission 
_____ Wrong Technique           _____ Refusal 
_____ Other (explain):  

Staff/Persons Involved:  (Check all that apply) 
_____ Authorized Staff  Name:_______________________ 
_____ Unauthorized Staff  Name:_____________________ 
_____ RN  Name:_________________________________ 
_____ LPN  Name:________________________________ 
_____ MD Name:_________________________________ 
_____ Pharmacist Name:___________________________ 
_____ Parent/Guardian Name:_______________________ 
_____ Other Name:________________________________ 

Corrective Action Taken: 
 
 
 
 
 
 

Additional Action Needed: 

____Person served required medical attention. (Explain:                                                                                       ) 
____Person served required hospitalization. (Explain:                                                                                            ) 
____Person served sustained permanent harm. (Explain:                                                                                      ) 
____Person served died. (Explain:                                                                                                                            ) 
Form completed by:  (Name) ____________________________   (Title) _________________ (Date)___________ 
Reviewed by RN Nurse-Trainer Signature:__________________ (Date) ______________ (Phone)_____________ 
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Rod R. Blagojevich, Governor  Carol L. Adams, Ph.D., Secretary
 319 East Madison Street   !  Springfield, Illinois 62701 

 
 

 
 
TO:  Providers of Residential Services in Settings of 16 Persons or Fewer 
 
FROM:  Lilia Teninty, Director 
  Division of Developmental Disabilities 
 
DATE:  December 2, 2008 
 
RE:  PRN Medications 
 
 
The intent of Rule 116 is to ensure the safe administration of medications, unless excluded by Rule or Bureau of 
Clinical Services direction, to persons with developmental disabilities served in specific community settings of 16 
persons or fewer.  Regarding PRN (“as needed”) medications, it is important to understand that administering a PRN 
medication to someone for a seemingly mild condition may mask important signs and symptoms that would 
otherwise alert service providers to seek appropriate medical intervention.  In some instances, the person served may 
be unable to report symptoms of potentially serious illness.  For these reasons, it is important that all medications, 
including PRN medications, be used judiciously and under close supervision.   
 
All medications ordered for PRN use must be individualized and based on a known clinical condition or a 
reasonable “history” of a known clinical condition.  Importantly, it is expected that order(s) for all medication(s), 
including PRNs, include the condition(s) for which the medication may be given; clear direction as to when to 
administer and frequency; maximum or stop dosage; specific individualized clinical signs and symptoms to monitor; 
and direction as to when the condition be further assessed by a nurse or physician.  
 
Upon administration of a PRN medication, staff must carefully monitor for effectiveness of the PRN medication, 
side effects and other adverse outcomes. All clinical concerns regarding the use of medications and adverse clinical 
outcomes, either secondary to the administration of a medication or other clinical condition, must be promptly 
assessed by a nurse or physician or, if indicated, emergency services.  Appropriate documentation must be included 
within the person’s record.  
 
After the need for a PRN medication has been determined in consultation with the person’s physician, the PRN 
medication must be immediately available for administration, as ordered. 
 
cc: Reta Hoskin, Associate Director 
 Patsy Swan, RN, BA, Long Term Care-Field Operations 

Illinois Department of Public Health 
 Mary Spriggs Ploessl, Deputy Director, Community Services 
 Michael Hurt, Chief, Bureau of Quality Management 
 Master Nurse Trainers 
 Rebecca Lemar, MSN, CNS, Statewide Nursing Coordinator 

Bureau of Clinical Services 
 Marie Bormida, RN, Nursing Consultant, Bureau of Clinical Services 
 Developmental Disabilities Advocacy Groups 
 



 
 
 
 
 
 

  
 
 

Rod R. Blagojevich, Governor  Carol L. Adams, Ph.D., Secretary
 319 East Madison Street   !  Springfield, Illinois 62701 

 
 

 
TO:  Providers of Residential Services  

 in Settings of 16 Persons or Fewer 
 
FROM:   Lilia Teninty, Director 
   Division of Developmental Disabilities 
 
DATE:   December 2, 2008 
 
RE:   EpiPens 
 
 
Allergies are common phenomena that impact millions of Americans.  Allergic reactions may be caused by many 
factors including environmental contaminates (such as pollen, animal dander and dust mites) or by specific foods, 
insect bites or medications.  Most people with allergies experience minimal to moderate symptoms.  However, some 
people are highly allergic to allergens that are difficult to avoid and may be life-threatening.  In such cases, 
individuals must be followed closely by medical professionals who are familiar with these conditions.  In most cases, 
certain medications will be prescribed for use in the event of a possible life-threatening exposure. 
 
Injectable epinephrine, in a delivery system known as an “EpiPen or epinephrine auto-injector”, is commonly 
prescribed to people with known serious and unavoidable allergic reactions.  It is a first aid measure that can save a 
person’s life if given promptly when a person experiences a severe allergic reaction known as anaphylactic shock; 
also known as anaphylaxis.  The EpiPen is a single dose closed system which, when engaged, delivers epinephrine 
as a first aid measure.  For more information on the use of an EpiPen, go to www.epipen.com. 
 
Given that EpiPens are provided for emergency use and are widely prescribed within the general population, the 
Division of Developmental Disabilities does not consider the use to be governed by Rule 116, but is to be used as a 
first aid measure.  As with all medication, appropriate use and documentation is required and will be monitored by 
the Division of Developmental Disabilities, Bureau of Quality Management and/or the Illinois Department of Public 
Health Developmental Disabilities Section, where applicable, which will consider the following guidelines during 
the review process: 
 

1. Anyone should be able to assist someone experiencing a serious allergic reaction, which includes assisting 
someone with the use of an EpiPen. 

 
2. If an agency serves a person with a known allergy that may require the use of an EpiPen, staff must be 

trained in the use of the EpiPen and be well trained in the specific clinical signs and symptoms to monitor 
for allergic reaction.  Training can be obtained through the American Heart Association or the American 
Red Cross at the time of CPR training.  The person’s physician can instruct on specific monitoring signs 
and symptoms. 

 
3. It is standard that two “in date” (unexpired) EpiPens are available for use at all times.  This is important 

because the duration of efficacy is limited to roughly 20 minutes.  The person may require a second dose 
prior to the arrival of emergency services.   

 
4. Individuals with serious allergies should have a medical alert identification in their possession when outside 

of their home. 
 



 
5. If a person with a known history of life-threatening allergies experiences an allergic reaction, emergency 

services (911) must be immediately notified.  Please recall that the duration of efficacy of an EpiPen is 
approximately 20 minutes; hence, the person must be triaged at the closest emergency department for 
continued assessment and treatment. 

 
6. All people receiving services who cannot self-administer the EpiPen must be monitored by staff who are 

aware of the person’s condition.  Monitoring by staff must continue unless that person successfully 
completes training to safely self-administer the EpiPen and is determined able to ensure EpiPen availability 
at all times. 

 
7. Life-threatening allergies can occur immediately at the time of exposure and incapacitate an individual 

within a short period of time.   
 

8. Given the serious nature of life-threatening allergies, the EpiPen auto-injector must be immediately 
available for use as a first aid measure. 

 
9. Appropriate documentation of allergic reactions and use of an EpiPen is expected. 

 
 
cc: Reta Hoskin, Associate Director 
 Patsy Swan, RN, BA, Long Term Care-Field Operations 

Illinois Department of Public Health 
 Mary Spriggs Ploessl, Deputy Director, Community Services 
 Michael Hurt, Chief, Bureau of Quality Management 
 Rebecca Lemar, MSN, CNS, Statewide Nursing Coordinator 

Bureau of Clinical Services 
 Marie Bormida, RN, Nursing Consultant, Bureau of Clinical Services 
 Developmental Disabilities Advocacy Groups 
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