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F 0760 Ensure that residents are free from significant medication errors.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm clinical record reviews, staff and resident interviews, review of facility documentation, and policy and
procedures, the facility failed to ensure one (#1) out of three sampled residents was free from a

Residents Affected - Few significant medication error. The deficient practice could result in resident discomfort or jeopardize

the resident's health and safety. Findings Include:Resident #1 was initially admitted on [DATE], and
re-admitted on [DATE], with a diagnosis that included anterior dislocation of left humerus,(primary)
hypertension, cirrhosis of liver, chronic viral hepatitis C, iron deficiency anemia, schizophrenia,
gastro-esophageal reflux disease, anxiety disorder, Waldenstrom macroglobulinemia, aphasia, hearing
loss, and depression. An admission Minimum Data Set (MDS) dated [DATE], revealed a Brief
Interview for Mental Status (BIMS) score of 15, indicating Resident #1 was cognitively intact. Further
review of the Section of Active Diagnosis revealed no evidence of active diagnosis for diabetes and
no evidence of Resident #1 taking any insulin injections.A review of Resident #1's list of physicians'
orders summary for June and July 2026 revealed no evidence of orders for insulin. Review of the care
plan dated June 2026 through July 2026 for Resident #1 revealed no focused care area for Diabetes
Mellitus. Vital signs record following blood sugar reading on July 1, 2026;at 5:45 PM: 96.0 milligrams
per deciliter (mg/dL); at 6:00 PM: 51.0 mg/dL; at 6:20 PM:79.0 mg/dL; at 6:40 PM:97.0 mg/dL.A
nursing progress note was entered into the clinical record for Resident #1 on July 1, 2026, at 7:19 PM,
this revealed that at approximately 5:45 PM, the Registered Nurse (RN/Staff #3) inadvertently
administered insulin to the wrong resident. The note identified that the error was immediately
recognized, and the provider was notified without delay. The note further revealed that new orders
were received by the doctor to monitor the resident's blood glucose every 15 minutes and once every
hour and that Resident #1 was informed of the medication error and verbalized understanding. The
note documented that the resident was placed on change of condition (COC) monitoring and that a call
was placed to Resident #1's daughter to notify her of the incident; a voicemail message was left to
return the call. Additionally the note documented that Resident #1 would be monitored closely for any
signs or symptoms of hypoglycemia. All provider orders would be followed. Another nursing note
dated July 1, 2026, at 7:24 PM revealed that Resident #1 was sent to the hospital per the provider's
orders. Review of the RN (Staff#3) counseling and disciplinary action documentation revealed that a
written warning was given to Staff #3 for administering insulin to the wrong resident on July 1, 2026,
at 5:45 PM, which resulted in a medication error because she did not follow the rights of medication
administration. Staff #3 received immediate one-on-one coaching with the Assisted Director of
Nursing (ADON) regarding the medication error and the importance of adhering to the rights of
medication administration using two resident identifiers, verification of the medication administration
record (MAR), and following the medication administration process without deviation. Review of the
facility internal medication error report completed on July 02, 2026, at 2:13 PM revealed that on July
(continued on next page)
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1, 2026, Staff #3 administered 18 units of insulin (Glargine) to the wrong resident, which was Resident
#1. An interview was conducted on July 09, 2026, at 11:26 AM with Resident #1, who stated that on
July 1, 2026, the nurse came to her with her medication with a large needle in her hand ; she stated to
the nurse multiple times she was not diabetic and not to insert the needle in her and she stated the
the nurse still gave her the injection. Resident #1 stated that after the nurse inserted the needle, she
found out she was not diabetic; then the nurses rushed to her and did everything to bring back her
blood sugar, but it was not going up. Resident #1 further stated that she was transferred to the
hospital, and the doctor told her that she was in a danger zone. Resident #1 also stated that ever
since then, she has been having headaches and has lost her appetite. An interview was conducted on
July 9, 2026, at 1:39 p.m. with Staff #3, Registered Nurse (RN). Staff #3 stated that the five rights of
medication administration are the correct resident, correct medication, correct dose, correct route,
and correct time. Staff #3 stated that when administering medications, she first washes her hands,
reviews the medication in the electronic medical record, applies the five rights of medication
administration, verifies the medication three times, then proceeds to confirm the resident's identity
using the room number and identification information before administering the medication. She stated
that she identifies whether a resident is diabetic by reviewing the resident's medical record. She
further stated that insulin should never be administered to a resident who is not diabetic because it
places the resident at risk for hypoglycemia and constitutes a significant medication error.Staff #3
stated that on July 1, 2026, she was assigned to pass medications at the facility. She stated that she
mistakenly administered 18 units of insulin intended for another resident to Resident #1. She stated
that she does not recall the name or room number of the resident for whom the insulin was
intended.Staff #3 explained that on July 1, 2026, a Certified Nursing Assistant (CNA) provided her
with the blood glucose reading of 250 mg/dL for the resident who was prescribed the insulin. She
went to that resident's room; however, the resident was not there. After waiting approximately 10
minutes, she began searching for the resident because the insulin administration was becoming
overdue. She stated that she found another resident who resembled the profile photo of the intended
resident. She approached Resident #1 and asked if the resident's name matched the name of the
resident for whom the insulin was prescribed. Resident #1 responded, Yes, and Staff #3 administered
the 18 units of insulin.Staff #3 stated that after the injection, Resident #1 repeatedly asked why
insulin had been administered because she was not diabetic. Staff #3 stated that she immediately
reviewed the medical record, recognized that she had administered the insulin to the wrong resident,
and promptly notified the physician and the Assistant Director of Nursing (ADON). She stated that she
followed the physician's orders, and Resident #1's blood glucose remained stable following the insulin
administration. Staff #3 acknowledged that the incident constituted a significant medication error and
stated that the potential risk to Resident #1 was hypoglycemia.An interview was conducted on July
10, 2026, at 10:03 AM with RN (Staff #4), who stated that the five rights of administering medication
include the right resident, right medication, right route, right time, and right dose. She stated that she
will administer medication to the resident by first reviewing the MAR to see what medication it is and
if it is available, then pulling the medication, double-checking the dosage on the MAR, and checking
the resident's wristband to ensure it is the right resident, introducing herself and telling the resident
about the medication and get their consent if it is ok administer, double check the route, administer
the medication, if the medication is to take orally and stand there until it is taken, then recheck the
resident in 15 minutes if the resident is ok ensure there is no adverse side effects and recheck the
resident 15-20 minutes. She stated that when administering insulin, she usually checks the MAR,
checks if the medication is available match medication with the MAR, then enters the resident room,
(continued on next page)
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looks over the wristband to ensure they are diabetic or not diabetic make it is the right resident, then
explains to the resident about the insulin and checks the blood sugar. Then, according to order, she
will insert the units, ask the resident where they want the injection to be inserted, then clean the site
properly with alcohol wipes, make sure they are in a comfortable position, then administer the insulin.
She further stated that insulin is not administered to any resident who is not diabetic because this
could pose a risk of the resident having low blood sugar and count as a significant medication error.
She stated that if there is a significant medication error, it should be immediately reported to the
Director of Nursing (DON), ADON, and the doctor. Further, she stated that it would be a medical
emergency for the resident. She stated that she has not worked with Resident #1. An interview was
conducted on July 10, 2026, at 10:30 AM with the DON (staff #5), who stated that the five rights to
administer medication are right resident, right dose, right route, right medication, and right time. She
stated that her expectation of staff members for medication administration is to follow physician
orders and follow the rights of medication administration. She stated that her expectation of staff
members when it comes to administering insulin to residents who are diabetic is that the staff need
to go through the verification of the order and follow the medication administration. She stated staff
should not administer insulin to residents who are not diabetic. She further stated that if medication
is administered to the wrong resident, it would be considered a significant medication error because
the order was not for the resident. She stated that it could risk the resident to be hypoglycemic. She
stated that Resident #1 was administered insulin, and she was not diabetic, so proactive action was
taken for her to be sent to the hospital. She stated that her blood sugar was stable and that she did
not have any negative outcome because they found the error immediately. She stated that when she
was in the hospital, she received Dextrose 5% in Water (D5) medication that stabilizes the sugar while
the insulin is flushed out of her system. A policy titled Medication Errors and Adverse Reactions was
revised in May 2026, revealing that adverse drug reaction errors and adverse drug reactions are
reported to the resident's attending physicians.A policy titled Physicians Orders, revised February
2026, revealed that no drugs or biologicals shall be administered except upon the orders of a person
lawfully authorized to prescribe and treat human iliness. A policy titled Administration of Drugs,
reviewed in June 2025 and revised in June 2023, revealed that this facility's policy is that
medications shall be administered as prescribed by the attending physician. Identification of the
resident must be made before administering medication to the resident; medication should be
administered in accordance with the written orders of the attending physician, and the seven rights of
medication administration are as follows to ensure safety and accuracy of administration.
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