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Level of Harm - Minimal harm
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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This
citation pertains to Intake 2647910Based on interview and record review, the facility failed to
implement medication pass guidelines for safe medication administration for one resident (R701) of
four residents reviewed for medication administration. Findings include:Review of Intake 2647910
revealed an allegation that R701, who was not diabetic and did not have physician orders to receive
insulin, had been administered an injection of 12 units of insulin on 09/09/25.A review of the facility
record revealed R701 was originally admitted to the facility on [DATE] and was most recently
admitted on [DATE] with diagnoses including Dementia and Congestive Heart Failure. It was noted
R701 did not have a diagnosis of Diabetes Mellitus. R701 was discharged from the facility on
09/18/25 per family request.On 10/22/25 at 11:57 AM, Unit Manager (UM) B was interviewed in their
office. UM B reported they did recall the reported incident and indicated on 09/09/25 around lunch
time Licensed Practical Nurse (LPN) A came to them and reported they had administered 12 units of
Lispro/Humalog (a fast-acting insulin often used at mealtime to control blood sugar) to R701 in error
after mistaking them for another resident. UM B reported they called R701's physician and were
advised to complete blood sugar checks every 30 minutes and to monitor the resident for any
signs/symptoms of hypoglycemia (low blood sugar).Further review of R701's facility record revealed
no physician orders for insulin. A physician's progress note dated 09/10/25 authored by Medical
Doctor (MD) D stated Patient is being seen due to an incident that occurred. [R701] was given 12
units of Humalog which was intended for another resident. [R701] did not have any reactions to the
medication. When queried regarding any further documentation of the incident UM B produced a
Medication Error Report that documented the incident had occurred on 09/09/25 at 11:50 AM and that
the physician was notified at 11:55 AM. The report included additional information pertaining to
resident monitoring and staff education. The report was signed by LPN A, the Director of Nursing
(DON), the Medical Director, and the facility Administrator.On 10/22/25 at 2:03 PM, LPN A was
interviewed via phone call and reported they did recall the incident of administering insulin to R701.
They reported multiple residents had returned from outside appointments and were in the dining room
prior to lunch. LPN A reported they saw R701 beginning to eat some fast food they must have brought
in from outside and they thought R701 was a different resident who required a standard dose of 12
units of insulin at meals. LPN A reported they completed a blood sugar check then administered the
insulin to R701. When asked if R701 questioned them or tried to stop them LPN A indicated R701
started to ask about the injection once it was being administered. LPN A reported once the resident
questioned them, they checked further and realized the insulin had been given to the wrong resident.
They reported they immediately reported the error to UM B. When queried how they would normally
verify a resident's identity for medication administration they stated, The five rights . right patient,
right drug, right dose, right route, right time. When asked to describe that process LPN A reported
they would refer to the resident's electronic medical record (EMR) to view their picture, ask the
resident their name and date of birth , and check their wrist band if one was present. LPN A
acknowledged that in this situation they did not do any of those things prior to the administration of
the insulin. Review of the facility policy Med Pass Guidelines dated 08/2011 revealed the Purpose
(continued on next page)
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statement To assure the most complete and accurate implementation of physician's medication
orders and to optimize drug therapy for each resident by providing the administration of drugs in an
accurate, safe, timely, and sanitary manner and to systematically distribute medications to residents
in accordance with state and federal guidelines.
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