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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record review, the facility failed to administer medications as ordered for 2 of 3 
residents reviewed (Resident #1 and Resident #4) when Resident #1 received Resident #2's insulin injection 
and was transferred to the emergency room (ER) for close observation, and Resident #4 received Resident 
#8's morning medications and required monitoring of his blood pressure (BP) every shift for the following 72 
hours. The facility reported a census of 77 residents. Findings include: 1.A Minimum Data Set (MDS) dated 
[DATE], documented diagnoses for Resident #1 included acute kidney failure, Type 2 diabetes and 
schizophrenia. A Brief Interview for Mental Status (BIMS) documented a score of 15 out of 15 which revealed 
intact cognition.A Medication Error Wrong Medication Incident Report dated 12/5/25 at 8:25 a.m., revealed 
Staff B, Licensed Practical Nurse (LPN) (Agency nurse) documented the following:While administering 
morning insulins, Resident #1 received the wrong insulin. (Staff A) Certified Nurse Aide (CNA) was 
questioned as to Resident #1's identity. When (Staff A) was questioned as to whether she was sure of 
(Resident #1's) identity, Staff A stated ‘yes, she is the one with the red blanket right there.' When (Staff B) 
called the resident's name, the resident responded to the incorrect name with yes. While completing Vital 
Signs (VS) on the unit, (Staff B) noticed Resident #1 in her room with a different name tag on the door. Staff 
B notified administration immediately. Resident #1 stated she was feeling fine. There were no signs or 
symptoms (s/s) of hypoglycemia at this time as of yet. Blood Sugar (BS) check was 177. Administration 
notified immediately of medication error. Primary care physician notified of incident. Resident Blood Sugar 
taken (177). Order to send resident to the emergency room (ER) for evaluation and treatment. Resident was 
fed house supplement milk for protein and blood sugar support. 911 was called, and a report was given to 
the hospital. (Resident #1) was aware of the incident and new order to evaluate at the ER. (Resident #1) was 
sent to the hospital. Resident #1 was alert and oriented X 3 (oriented to person, place, and time), had no 
distress at the time of transfer. Recent Blood Sugar was 177, no acute distress noted. Sent to ER for 
observation due to risk. An ED (Emergency Department) Provider Notes dated 12/5/25, documented the 
following. Chief Complaint: [Facility Name] accidentally gave patient the incorrect insulin dosing. Resident #1 
came to the ER via EMS (Emergency Medical Services). Episode onset 8:30 a.m .Context: Erroneous 
medication by staff. The incident was reported. The incident was witnessed/reported by a caregiver .Patient 
stated they (the facility) gave her a sugar drink . Patient is an [AGE] year old female with past medical history 
of insulin-dependent type 2 diabetes who usually takes 13 units of long-acting insulin at night and 10 units 
regular insulin with meals. EMS reports [Facility Name] accidentally gave patient the incorrect insulin dosing 
in addition to her 10 units regular insulin with her breakfast this morning they also gave her 40 units of 
long-acting Lantus, she usually takes 13 units of Lantus in the evening only. She had this medication given to 
her while eating breakfast, and the patient states that they gave her a sugar drink after the medication error 
was noticed. EMS reports this sugar drink was Ensure. Patient is otherwise asymptomatic. Physical Exam 
revealed patient in no acute distress, vital signs stable, with benign exam. Will check Accu-checks (blood 
sugars), labs.Patient is resting comfortably in bed on reexam, would like to be discharged back to [Facility 
Name]. Her sugars have stabilized. (this provider) recommended that they do Accu-Checks every hour to 
ensure no hypoglycemic episodes, and recommended that the patient snack frequently throughout the day to 
try to maintain sugars. She is given strict ER return precautions.Final diagnoses: Insulin overdose, accidental 
or unintentional, initial encounter. Resident #1 arrived to the ER at 9:21 a.m. and discharged at 2:34 p.m. 
Resident #2's December 2025 Medication Administration Record/Treatment Administration Record 
(MAR/TAR) directed staff to inject:a. Insulin Glargine (long acting insulin(24 hours)) 40 units subcutaneously 
twice a day. On 12/5/25 at 7:00 a.m., Staff B entered her initials as administering this insulin. b. Humalog 
(short acting insulin) 10 units subcutaneously before meals. On 12/5/25 at 7:30 a.m., Staff B entered her 
initials as administering this insulin.Resident #1 received both of Resident #2's insulins the morning of 
12/5/25. Resident #1's December MAR/TAR directed staff to inject Insulin Glargine 13 units in the evening. 
This is the only insulin Resident #1 receives. It was administered on 12/4/25 evening. A Nurses Progress 
Note dated 12/5/25 at 8:40 a.m., documented that a phone call was placed to 911 requesting a resident 
transfer to the ER for potential hypoglycemia and observation per verbal order from a facility provider, 
Resident #1 is her own responsible party and aware of the transfer. Current blood sugar is 177. REsident #1 
is alert and oriented X 3 and drinking 120 mls (milliliters) house supplement.A Nurses Progress Note dated 
12/5/25 at 8:45 a.m., documented a phone call was placed to the ER and the facility nurse spoke with the ER 
nurse. The facility nurse reported incorrect insulin doses, current blood sugar, intervention of house 
supplement, and that Resident #1 was alert and oriented X3 and she is her own responsible party. A Nurses 
Progress Note dated 12/5/25 at 2:44 p.m., documented that Resident #1 returned from the ER at 2:36 p.m. 
New orders to monitor blood sugar every hour and give small frequent snacks. Will continue the plan of care. 
A doctor's order dated 12/5/25 at 2:51 p.m., directed staff to monitor BS (blood sugar) every hour for 24 
hours to make sure BS does not drop below 60. Give frequent snacks as needed.A Blood Sugar Summary 
documented:12/5/25 at 4:44 a.m. 139.0 mg/dL (milligram/deciliter)12/5/25 at 8:48 a.m. 177.0 mg/dL12/5/25 
at 2:59 p.m. 300.0 mg/dL12/5/25 at 3:04 p.m. 289.0 mg/dL12/5/25 at 4:10 p.m. 349.0 mg/dL12/5/25 at 4:45 p.
m. 380.0 mg/dL12/5/25 at 5:48 p.m. 307.0 mg/dL12/5/25 at 7:49 p.m. 289.0 mg/dL12/6/25 at 1:44 a.m. 87.0 
mg/dL12/6/25 at 4:44 a.m. 205.0 mg/dL12/6/25 at 6:59 a.m. 119.0 mg/dLBlood sugars were not checked at 
12:00 a.m., 1:00 a.m., 3:00 a.m., 4:00 a.m., .and 6:00 a.m. on the morning of 12/6/25. ‘SL' was documented 
by these times. Review of the Chart Codes key indicated SL=sleeping. On 12/17/25 at 1:40 p.m., the 
Administrator stated the blood sugar check hourly was a suggestion from the hospital provider but the 
provider didn't say how long. She acknowledged the facility obtained a doctor's order for Resident #1 
directing staff to do hourly blood sugars for 24 hours. She acknowledged that SL would have stood for 
sleeping. On 12/11/25 at 2:52 p.m., Staff A stated she was making coffee in the dining area on that morning 
as a resident wanted a cup of coffee. The nurse (Staff B) asked Staff A which resident was Resident #1's 
first name. I heard her say Resident #1's first name. Later on I found out that she was asking for Resident 
#2's first name. Staff B had never met Staff B before. Staff A stated she was a couple of tables away from 
Staff A in the dining room when Staff A asked Staff B. Staff A said she was occupied making a coffee for a 
resident and it needed thickener in it, so she was putting the thickener in the coffee and stirring it up. Staff A 
stated she just heard later about Resident #1 receiving the wrong insulin. They sent Resident #1 out to the 
hospital right away and she did not get back from the hospital before Staff A left at the end of her shift, so 
Staff A did not see Resident #1 again on that day after Resident #1 received Resident #2's insulin. Staff B 
could not be reached for an interview. On 12/9/25 at 2:35 p.m., Resident #1,when asked if she knew about 
and /or had concerns about receiving the wrong insulin, she said yes. She stated there are so many 
residents with similar first names. Resident #1 could not remember if the nurse asked Resident #1 what her 
last name was prior to administering the insulin. 2. A MDS dated [DATE], documented that diagnoses for 
Resident #4 included hypertension (high blood pressure), septicemia (serious bloodstream infection), 
aphasia (difficulty with language) and CVA (Cerebrovascular Accident)(stroke). A BIMS documented a score 
of 9 out of 15, which indicated moderately impaired cognition. A Medication Error Wrong Medication Incident 
Report dated 10/27/25 at 6:40 a.m., documented that Staff C, OMT (Oral Medication Technician), 
administered another resident's scheduled a.m. medications to Resident #4, which included folic acid 
(vitamin B supplement), nadolol (BP lowering agent), spironolactone (diuretic and BP lowering), carafate(anti 
ulcer medication), multivitamin, lasix (diuretic) and protonix(decreases stomach acid). Allergies were 
checked, doctor was notified, baseline VS assessed- provider instructed to monitor BP every shift X 72 hours 
and notify of changes, order received to hold Metoprolol (BP lowering agent) today. The medication aide 
confused Resident #4 with another new resident that name also started with a [letter redacted]. A Blood 
Pressure Summary documented the following:10/27/2025 at 7:00 a.m. 97/59 mmHg (Sitting r/arm) Diastolic 
Low of 60 exceeded10/27/2025 at 8:50 a.m. 101/60 mmHg (Sitting r/arm)10/27/2025 at 12:59 p.m. 94/57 
mmHg (Sitting r/arm) Diastolic Low of 60 exceeded10/27/2025 at 1:19 p.m. 95/51 mmHg (Sitting l/arm) 
Diastolic Low of 60 exceeded10/27/2025 at 8:03 p.m. 98/63 mmHg (Lying l/arm)10/28/2025 at 3:55 a.m. 
100/60 mmHg (Lying l/arm)10/28/2025 at 10:53 a.m. 92/58 mmHg (Sitting l/arm) Diastolic Low of 60 
exceeded10/28/2025 at 1:21 p.m. 94/58 mmHg (Sitting r/arm) Diastolic Low of 60 exceeded10/28/2025 at 
5:31 p.m. 98/58 mmHg (Sitting l/arm) Diastolic Low of 60 exceeded10/29/2025 at 12:31 a.m. 94/54 mmHg 
(Lying l/arm) Diastolic Low of 60 exceeded10/29/2025 at 7:57 p.m. 113/64 mmHg (Lying r/arm)10/29/2025 at 
9:24 p.m. 114/51 mmHg (Lying l/arm) Diastolic Low of 60 exceeded10/30/2025 at 5:12 a.m. 84/58 mmHg 
(Lying l/arm) Resident #8's October 2025 MAR/TAR directed staff to administer the following medications at 
7:00 a.m.:Folic Acid 1 mg (milligram) by mouthFurosemide 40 mg by mouthMultivitamin give 1 tablet by 
mouthNadolol 40 mg by mouth Spironolactone 100 mg by mouthArtificial Tears 1 drop in each eye for dry 
eyesProtonix 40 mg by mouthSulcrafate suspension 10 ml (milliliters) by mouthThese medications were 
administered to Resident #4. Staff C initialed she administered these medications. On 12/10/25 at 3:50 p.m., 
Staff C stated that both Resident #4 and Resident #8 were new to the facility and she hadn't met them yet. 
She said that both residents' names started with a [letter redacted]. She said that they lived either right 
beside each other or directly across the hall from each other because she knew when she came out of the 
room after giving the meds to Resident #4 she saw the Resident #8's name outside of his door and knew 
that she had given that Resident #8's medications to Resident #4. She said Resident #4 was hard of hearing. 
She didn't know that he was hard of hearing at the time, but Resident #4 answered to Resident #8's name 
when she asked if that's who he was. Staff C stated she reported it right away. Staff C stated that Resident 
#4 didn't have any side effects that she saw from receiving the wrong medications.On 12/11/25 at 3:05 p.m., 
Staff D, Registered Nurse (RN), stated she was the nurse working the morning Staff C gave Resident #4 the 
wrong medications. She said she called the physician and they held Resident #4's blood pressure 
medications and then monitored his blood sugars for 3 days. She said from what she remembers this 
resident did okay while she was there. He didn't complain of dizziness to her. She was not sure if she worked 
either of the following 2 days so doesn't know or remember if he had any hypotension or experienced any 
signs or symptoms of hypotension. On 12/11/25 at 4:30 p.m., the Administrator, Director of Nursing (DON) 
and Assistant Director of Nursing (ADON) acknowledged the concerns with Resident #1 and Resident #4 
receiving other residents' medications. They acknowledged that both residents were ordered follow up for 
monitoring of by their provider related to the medications they received. An Administration of Drugs and 
Biologicals Policy dated 6/2025, directed the following:It is the policy of this facility that residents receive their 
medications on a timely basis and in accordance with our established policies.PROCEDURE1. Must be 
administered by personnel who are certified to perform such services.2. Must be administered by the person 
preparing the doses.3. May may not be prepared in advance.4. Must be charted in EHR (electronic health 
record) by the person administering the drugs.5. Should there be any doubt as to the correct identification of 
a resident, medication may not be administered to that resident until positive identification has been made.6. 
Should there be any doubt concerning the administering of medication(s), the physician's order must be 
verified before the medication is administered.7. Current drug reference is available at all nurses' stations via 
computer or handbook.8. Self-administration is permitted when reviewed and approved by the IDT 
(interdisciplinary team).9. Medication administration will be individualized and addressed as needed through 
the physician orders and the care planning process.Six Rights Of Drugs And Biologicals Followed By Staff1. 
Right Patient - Confirm identity using two identifiers (e.g., name & date of birth ).2. Right Medication - Verify 
the exact drug ordered.3. Right Dose - Check that the dosage is correct for the patient.4. Right Route - 
Administer using the correct method (oral, IV (intravenous), IM (intramuscular), etc.).5. Right Time - Give the 
medication at the correct time and frequency.6. Right Document - Document medication accurately after it is 
administered.
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