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

Level of Harm - Minimal harm 34231
or potential for actual harm
Based on interview and record review, the facility failed to prevent a significant medication error related to
Residents Affected - Few insulin administration for 1 of 3 residents reviewed for medication administration. (Resident B)

Findings include:

The clinical record for Resident B was reviewed on 8/27/24 at 10:08 a.m. The resident's diagnosis included,
but was not limited to, diabetes with hyperglycemia.

The care plan, dated 7/24/24, indicated the resident was at risk for hyperglycemia and to administer
medication as ordered.

The physician's order, dated 7/23/24, indicated the resident was to receive insulin degludec (ultralong-acting
insulin) 50 units, subcutaneously every morning at 6:30 a.m. The physician was to be notified of a blood
sugar less than 60 or greater than 400.

The July 2024 medication administration record indicated on 7/24/24 at 6:30 a.m., Resident B's blood sugar
was 390.

The July 2024 medication administration lacked documentation that the insulin was administered as ordered
by the physician. A notation was documented by RN (Registered Nurse) 4 that the drug item was not
available, the resident was new and the medication dose was unavailable.

Review of the pharmacy shipment delivery indicated Resident B's insulin arrived at the facility on 7/24/24 at
7:19 am.

During an interview on 8/27/24 at 10:38 a.m., RN 4 indicated on 7/24/24, the resident's insulin had not
arrived at that time and the dosage needed was not in the omnicell (emergency drug kit). She reported to the
oncoming nurse, RN 3, the residents blood sugar and RN 3 was going to give the insulin upon arrival.

During an interview on 8/27/24 at 10:45 a.m., RN 3 indicated she did not give the insulin because she was
not aware that Resident B did not receive his insulin since the blood sugar checks were completed on night
shift.

(continued on next page)
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F 0760 During an interview on 8/27/24 at 3:16 a.m., the DON (Director of Nursing) indicated the insulin should have
been administered upon arrival to the facility at 7:19 a.m.
Level of Harm - Minimal harm or

potential for actual harm On 8/27/24 at 2:20 p.m., the DON provided a current copy of the document titled Medication Errors dated
11/02. It included, but was not limited to, Policy .It is the policy of this provider to ensure residents residing in
Residents Affected - Few the facility are free of mediation errors .
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