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F 0760 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation
pertains to Complaint #2633707.Based on observation, interview, and record review, the facility failed to

Level of Harm - Actual harm prevent a significant medication error when they did not administer insulin according to physician's orders for
one (R801) of three residents reviewed for medication administration, resulting in the resident being

Residents Affected - Few hospitalized in the intensive care unit (ICU) for low blood sugar after they received 100 units of short acting

insulin instead of the ordered three units. Findings include:A review of a complaint submitted to the State
Survey Agency (SSA) revealed an allegation that on 9/28/25, R801 was given 100 units of insulin by facility
staff instead of the prescribed three units.On 10/7/25 at 8:40 AM, an interview was conducted with R801.
R801 reported she was given too much insulin and was admitted to the ICU for a couple days. R801
reported she experienced dizziness and then her blood sugar went down. R801 reported she was given
some sugar stuff either by EMS (emergency medical services) or the facility to make her blood sugar
increase.On 10/7/25 at 8:59 AM, an observation of R801's insulin and the insulin syringes present in the
medication cart was conducted with Licensed Practical Nurse (LPN) ‘A’. R801's Insulin Lispro (short acting
insulin) was observed in a vial that required inserting a needle attached to a syringe to draw up the
prescribed dose. At that time, LPN ‘A’ said the insulin syringes were not present in the medication cart and
obtained a box of single use syringes with an orange cap that were labeled to be used with insulin. One
syringe held one ml which was equal to 100 units of insulin.A review of R801's clinical record revealed, R801
was admitted into the facility on 4/1/25 and readmitted on [DATE] with diagnoses that included: necrotizing
fasciitis and type 2 diabetes mellitus upon initial admission date of 4/1/25 and a diagnosis of hypoglycemia
(low blood sugar) as of 10/1/25. A review of R801's physician's orders revealed an order with a start date of
9/3/25 and a discontinued date of 10/1/25 for Insulin Lispro (short acting insulin) Injection Solution 100
unit/milliliter (ml).inject 3 units subcutaneously before meals.Notify MD (medical doctor) if BG (blood glucose)
is (less than) 60 or (greater than) 400. A review of R801's Treatment Administration Record (TAR) for
September 2025 revealed on 9/28/25 at 4:30 PM, Registered Nurse (RN) ‘B' administered insulin to R801 as
evidenced by her electronic signature on the TAR. A review of a Nursing - Progress Note dated 9/28/25 at
6:43 PM, written by RN ‘C' revealed, RN thinks pt (patient) received 100ml (100 ml would be 100 syringes
filled up) of insulin instead of 3ml (3 ml of insulin lispro would be 300 units per the strength noted in the
physician's order and would require filling up the syringe 3 times). Resident alert and oriented, no signs or
symptoms of hypoglycemia, 911 called, on call called, sugar rechecked 118 result, DON (Director of Nursing)
notified, resident taken to hospital.On 10/7/25 at 10:28 AM, an interview was conducted with RN ‘C' via the
telephone. When queried about what happened with R801's insulin, RN ‘C reported she read the strength of
the insulin (100 units/ml) instead of the prescribed dose and gave 100 units instead of three units. RN ‘B’
reported she discovered the error when she went to sign off that the insulin was administered. RN ‘B' notified
the nurse who was previously her preceptor, RN ‘D', called 911, assessed R801, and rechecked the
resident's blood sugar. When queried about whether she rechecked the order after she filled the whole
syringe with insulin to ensure the proper dose, RN ‘C' said she did but compared it with the strength again.
RN ‘C' reported she did not have a lot of experience administering insulin, that it was her first bedside
nursing job and she never worked in a long-term care facility previously. RN ‘C' reported she received three
days of orientation where she shadowed another nurse and asked for a couple extra days before being
assigned on her own. RN ‘C' further reported when she drew up R801's insulin, she thought it was a lot, but
because another resident on that same set was prescribed a very high dose of insulin she thought it was
correct. RN ‘C' did not seek out clarification and verified the dose, but read the incorrect part of the order. On
10/7/25 at 9:36 AM, an interview was conducted with RN ‘D' via the telephone. When queried about what
happened with R801's insulin on 9/28/25, RN ‘D' reported RN ‘C' came to her and said she thought she had
a medication error. When queried about the error, RN ‘D' reported RN ‘C' thought she gave 100 units of
insulin to R801 instead of 3 units. RN ‘D' reported R801 was assessed and blood sugar was rechecked. At
that time, R801's blood sugar remained at baseline. RN ‘D' reported RN ‘C' called the physician and sent
R801 out 911. A review of an Incident Report dated 9/28/25 at 5:00 PM, completed by RN ‘C', revealed a
statement by RN ‘C' taken on 10/1/25 that noted, .| took the pt (patient's) blood 124. | read the order thinking
the medication strength was the dose to be given, drew up 100 units in the insulin syringe instead of the 3
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