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Ensure that residents are free from significant medication errors.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure the correct administration of insulin per physician 
orders for 1 of 3 residents (R1) who received 20 units of Novolog (rapid acting used to lower blood sugar 
levels onset in 15 minutes) instead of the physician ordered Lantus (long-acting onset 3 to 4 hours and 
duration of 24 hours). Findings included: R1's annual Minimum Data Set (MDS) dated [DATE], identified 
intact cognition with no behaviors. Her diagnoses include diabetes mellitus (DM) and received insulin 
injections 7 out of 7 days a week. R1's care plan dated 9/18/25, identified a potential for alteration in nutrition 
related to obesity, diabetes, and chronic pain. Staff were directed to offer snacks two times a day. Medicate 
as ordered. Follow diabetic protocols. Monitor continuous glucose monitoring (CGM) as ordered. Monitor for 
signs and symptoms of hypoglycemia/hyperglycemia (low blood/high blood sugars). R1's physician orders 
identified: -Start date 3/21/25, bedside glucose monitoring to be performed four times a day; call primary care 
provider or family provider if blood sugars (BS) are greater than 300 or less than 60 at 7:00 a.m., 12:00 p.m., 
5:00 p.m. and 8:00 p.m. -Start date 3/21/25, Novolog (lowers blood glucose levels quickly after meals, 
typically starting to work within 5 to 10 minutes after injection, with a maximum effect after 1 to 3 hours, and a 
duration of action of 3 to 5 hours) U-100 insulin solution; 100 units/milliliter (ml) amount per sliding scale, if 
BS less than 70 call medical doctor. Blood sugar 200 to 250, give 2 units, if BS 251 to 300; give 4 units. If BS 
301 to 350; 6 units. If BS 351 to 400; give 10 units. If BS greater than 400 all MD. Three times a day; 8:00 a.
m., 12:00 p.m., 5:00 p.m. -Start date 4/1/25, Novolog U-100 insulin solution 100 unit/ml; amount 4 units 
subcutaneously (SQ) with meals; 8:00 a.m., 12:00 p.m. and 5:00 p.m. Special instructions: hold insulin if eats 
less than 25% of meal. -Start date 9/24/25, Lantus (long-acting insulin works over a 24-hour period to 
provide a steady, continuous release of insulin, helping to keep BS levels consistent between meals and 
overnight) U-100 insulin solution 100 unit/ml; amount 20 units; subcutaneously (SQ) at bedtime 8:00 p.m. 
R1's Electronic Medication Administration Record (EMAR) on October 16th, 2025, identified: -Lantus Units 
(U)-100 insulin solution; 100 units/milliliters (ml) administer 20 units subcutaneous (SQ) at bedtime. At 8:00 p.
m. Documented as not administered by RN-A --Novolog U-100 insulin Rapid acting insulin; 100 U/ml 
administer 4 units SQ with meals and hold if eats less than 25 % of meal. BS 129 milligrams per deciliter 
(mg/dl) prior to meal and she ate 75% of supper. RN-A Charted late at 6:43 p.m. administered 4 U. -Novolog 
U-100 insulin per sliding scale; at 4:50 p.m. not administered BS 129 mg/dl. R1's progress notes from 
10/16/25 through 10/17/25, identified: -on 10/16/25 at 9:26 p.m., R1 was given her short acting insulin at 8:37 
p.m. when noted by writer immediately called DON and the on call for family practice. While she waited for 
the on-call writer called the ambulance for transport . sent to emergency room (ER) for evaluation and 
treatment. -on 10/16/25 at 12:38 a.m., writer called ER department and was notified she was given 
carbohydrates along with fluids. Last two blood sugars obtained were stable. While in ER, chest x-ray was 
completed for her wet, productive cough and diagnosed with pneumonia and placed on antibiotics. -on 
10/17/25 at 4:32 a.m., ambulance transported R1 back to facility. R1's BS record on 10/16/25, identified: 
-documented at 4:49 p.m. 129 mg/dL -documented at 9:42 p.m. 182 mg/dL R1's Emergency Department 
(ED) visit dated 10/16/25 at 9:20 p.m. through 10/17/25 4:20 a.m., identified clinical impressions 
hypoglycemic (low blood sugar) reaction to insulin type 2 diabetes mellitus (DM), insulin overdose, accidental 
or unintentional, initial encounter, conjunctivitis of left eye, bronchitis, and bronchial pneumonia.- on 10/16/25 
at 9:31 p.m., BS 127 mg/dl -on 10/16/25 at 10:13 p.m., glucose dropped despite having eaten. Will give 
some dextrose and continue to monitor closely. Neurological status remains intact. -on 10/16/25 at 10:15 p.m.
, dextrose 10% intravenous (IV) solution 250 milliliters (ml), glucagon injection 1mg vial, and glucose 
chewable tablet 16 grams (g) administered. -on 10/16/25 at 10:20 p.m., BS 89 mg/dl -on 10/16/25 at 11:14 p.
m., BS 134 mg/dl -on 10/17/25 at 12:22 a.m., BS 141 mg/dl -on 10/17/25 at 12:23 a.m., Should have passed 
the peak effects of insulin she was given. Will check one more to ensure stability. -on 10/17/25 at 1:16 a.m., 
BS 173 mg/dl -on 10/17/25 at 1:18 am., Glucose has stabilized. Passed the peak effects of the insulin. At this 
time will discharge back to care center with new treatment for pneumonia and conjunctivitis as well. -on 
10/17/25 at 4:15 a.m., BS 136 mg/dl. discharged from ED at 4:20 p.m. back to care center. Medication Error 
Report dated 10/16/25 at 9:00 p.m., R1 was given short acting insulin 20 units instead of Lantus 20 units by 
RN-A. R1 was sent to ER, no negative outcome. Plan to correct the problem: double check insulin prior to 
administration by another staff. During an interview on 10/21/25 at 11:15 a.m., RN-A stated on 10/16/25 just 
after 8:30 p.m., R1's blood sugar was 182 ml/dl. Other residents and a staff asked questions while RN-A 
attempted to draw up R1's insulin at the medication cart. RN-A became distracted. She entered the insulin 
expiration date and site where it would be administered into the EMAR and administered the insulin. RN-A 
returned to the medication cart, realized she had picked up the wrong insulin vial and administered 20 units 
of the wrong type of insulin (fast acting versus long acting). RN-A was aware R1's BS would drop quickly and 
could have gone into a coma. RN-A immediately called DON, checked for an order of glucagon (an injectable 
medication used in an emergency to raise blood sugars) but order stated should only be given for blood 
sugars below 70. RN-A called the on-call provider, waited 15 minutes, then called the on-call back and was 
informed it would be another 30 minutes before they called her back. RN-A called an ambulance to get 
emergency medical technician (EMT) on site. The EMTs arrived the same time the provider called back. R1's 
BS was not checked again prior to the EMT arrival, RN-A prepared transfer paperwork to send R1 to the 
hospital for evaluation. RN-A stated she had made a horrible medication mistake, knew it could happen, 
became distracted, and was an accident. During an interview on 10/21/25 at 1:55 p.m., RN-B stated the 
nurse was expected to follow the rights of medication administration when preparing insulin. The staff nurse 
would be expected to contact provider, charge nurse, DON, and administrator if a significant medication error 
occurred. The nurse would be expected to have completed a full assessment, check blood sugars and if low 
follow facility protocol for use of glucagon from the E-Kit, call 911, and possibly have them transferred to ER. 
During an interview on 10/21/25 at 2:09 p.m., R1 stated she had diabetes and received insulin injections for 
quite a while now. Last week the staff nurse gave her a large dose of the wrong insulin (fast acting) and 
should have been the long acting, was taken to emergency room (ER), stayed overnight to be monitored 
closer. R1 stated received intravenous fluids, sweet foods/drink such as apple juice, four graham crackers, 
cookies, and rice krispie bar after her blood sugar started to drop down. She returned to the facility around 
5:30 a.m. the following day. During an interview on 10/21/25 at 3:10 p.m., DON stated RN-A worked as the 
treatment nurse on 10/16/25. DON was contacted by RN-A between 8:30 p.m. and 9:00 p.m. regarding a 
significant medication error. R1 had received 20 units of the wrong type of insulin, Novolog instead of Lantus 
as ordered. RN-A was instructed to call the on-call provider, monitor blood sugars, watch for symptoms of 
hypoglycemia (low blood sugars), and stay with R1 until EMTs arrived. RN-A stated to DON, she was scared 
so called EMT for assistance, and stayed with R1. DON was unsure if RN-A rechecked the BS as instructed. 
The root cause analysis identified the cause of the medication error was lack of communication between the 
two nurses working that evening, distraction, lack of the rights of medication administration and EMAR/orders 
were not followed. The following morning, DON discussed the medication error with RN-A on the telephone 
and how to proceed going forward. The rights of medication administration would be expected to be followed, 
vital signs and blood sugars should have been monitored, improved communication among nurses, and to 
limit distractions. RN-A was allowed to work the weekend, and a plan was created to have a second nurse 
check all RN-A's insulin doses prior to administration. RN-A was also instructed, when distracted during 
medication preparation move the cart and relocate to a different location to help prevent medication errors, 
required further re-education now, ongoing, and disciplinary action. During an interview on 10/22/25 at 12:37 
p.m., assistant administrator stated she was contacted on 10/16/25 at 8:53 p.m., by RN-A regarding a 
medication error. RN-A informed her she was about to prepare R1's insulin, was interrupted, grabbed the 
wrong insulin (short acting versus long acting), had not realized it until after it was administered. DON and 
provider were contacted with a significant amount of time without a call back. RN-A called 911. Assistant 
administrator stated our investigation identified the root cause of the medication error was distraction. R1 
was not harmed and could have possible been treated here at the facility. Facility Standards of Care and 
Protocols for Diabetes Management dated 3/2013, identified report hypoglycemia incident to physician. Call 
if less than 80. Facility policy Administering Medications dated 12/2023, identified all RN's, LPNs, and TMAs 
employed at the facility will be trained to do the medication passes according to industry standards. 
Conversations or other distractions should be avoided while preparing medications. The labels of all 
medicine bottles and cards will be neat and legible. The nurse may never re-label a medication. It must be 
sent to pharmacy or a new label brought in by the pharmacist and applied by them. Injectable medications 
will be administered according to facility policy for safe injection practices and by only a licensed nursing 
staff. TMAs cannot administer injectable medications. High risk medications: a list of high-risk medications 
will be available at each nurse's station and on each medication cart. The identity of medication will be 
verified three times with the MAR, when taking the container from the cart, as preparing it, and before 
replacing it in the cart. Facility policy Insulin Administration - Pen identified verification of the insulin 
medication/prescription (RX) label matches the medication administration record (MAR): right resident, 
medication, dose, dosage form, frequency and route.
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Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review, the facility failed to ensure medications were secured at all 
times in 1 of 3 medication carts used. This had the potential to affect 20 residents whose medications were 
stored in medication cart. Additionally, the facility failed to ensure medication was labeled with clear and 
unaltered administration instructions to prevent potential error for 1 of 3 residents (R4) observed to receive 
medication.Findings include:R4's admission Minimum Data Set (MDS) dated [DATE], diagnosis: multiple 
sclerosis (MS) (a chronic autoimmune disease affects the central nervous system damaging the protective 
covering of nerve fibers with symptoms of muscle weakness, spasms or stiffness, and problems with balance 
and coordination). R4's provider order dated 9/6/25, identified: -Baclofen (muscle relaxant) tablet 20 
milligrams (mg); amount 1 1/2 tabs (30mg); oral twice a day 7:00 a.m. and 9:00 p.m. -Baclofen tablet 20 mg 
1 tablet oral twice a day 12:00 p.m. and 5:00 p.m. Special instructions: please wake resident to give this 
medication if she is sleeping. She needs it. During an observation/interview on 10/21/25 at 8:20 am., 
medication cart was in the hallway of Walnut Grove, no staff were seen in the hallway. The computer screen 
was left open with R4's identifying information readable, medication cart unlocked, a small plastic cup 1/2 full 
of clear liquid with tongue blade in it, and 3 white pills in a medication cup were located on top of the cart. At 
8:25 am., an unidentified resident pushed herself down the hallway in a wheelchair past the medication cart. 
At 8:30 a.m., trained medication assistant (TMA)-A opened R4's room door located rooms away from the 
medication cart and walked out into the hallway to the medication cart. TMA-A stated staff had requested 
assistance with a total lift for R4. She moved the medication cart closer to R4's room, left the computer 
screen open, cart unlocked with R4's medications left on top of the cart, unattended and was in R4's room for 
approximately five minutes. She verified the clear liquid in the cup was MiraLAX (laxative) prepared with 
water and the three white pills were Baclofen (muscle relaxant) 10mg each. TMA-A stated she was running 
late with the medications and was in a hurry. TMA-A stated this was not good practice and would have been 
expected to have locked the medication cart and computer screen, with all medications placed inside the cart 
prior to walking away. During an interview on 10/21/25 at 1:55 p.m., RN-B stated nursing staff were expected 
to protect all resident personal health information by locking the computer screen prior to leaving the area. A 
violation of Health Insurance Portability and Accountability Act (HIPPA) would mean that anyone walking by 
an open computer would have access to personal information. Medication cart should be locked and no 
mediations left on top when unattended. Anyone could have grabbed them, and it would be a safety hazard 
(syringes, oral/injectable medications). During a follow up interview on 10/22/25 at 10:45 a.m., TMA-A 
searched the medication cart and unable to locate R4's Baclofen 30 mg pills (labeled bottle on top 2) she 
had administered yesterday. She located one bottle of Baclofen label information included: R4's name, 
Baclofen 10 mg tablets, bottled filled on 6/9/25 by local pharmacy, instructions take 2 tablets by mouth (po) 
8:00 a.m., 2 tablets at 12:00 p.m., 2 tablets at 4:00 p.m., and 3 tablets at 8:00 p.m. Handwritten on the bottle 
with a black marker, direction change refer to electronic medication administration record (EMAR) BAC 1 of 
2. She verified the label was wrong. Yesterday she placed three pills into a pill cup, and a staff nurse split 
two of them in 1/2. The three half pills went back into the container so that they could be given later. She was 
unaware she had administered R4 the wrong doses of Baclofen yesterday and today until now and 
considered medication errors. Staff were expected to have placed an orange sticker on the medication bottle 
direction change refer to EMAR. She verified there was not an orange sticker on the bottle. She had been off 
work for 6 weeks and just returned yesterday. TMA-A verified located in the Baclofen pill bottle label 2 on top 
(10 mg tablets) were 73 whole pills and 5 half pills. She stated there had to be other staff that had made 
medication errors on this same medication, yesterday she had placed 3 half pills back into the medication 
bottle and now there were five. The pills were 10 mg each and there would be no reason to cut them in half. 
At 11:07 a.m. TMA-A placed an orange-colored label direction sticker printed, DIRECTIONS CHANGED 
REFER TO CHART, over the written directions on the pill bottle and back into the located medication cart. 
She notified the staff nurse and requested the half pills be destroyed, reported to the DON, a mediation error 
filed, to avoid further errors. During an interview on 10/22/25 at 11:46 a.m. director of nursing (DON) verified 
R4's Baclofen dose was increased on 8/28/25 to 30 mg twice a day 7:00 a.m. and 9:00 p.m. and the other 
dose remained the same 20 mg twice a day at 12:00 p.m. and 5:00 p.m. On 9/6/25, the pharmacy sent over 
enough pills for two weeks in a bubble pack each one had 1 1/2 tabs. They ran out of that dose on 9/20/25, 
and staff started to use the 10 mg tablet bottle (her own she brought in from home), there were times when 
staff used home medications brought in. The order should have been reactivated to take 30 mg at 7:00 a.m. 
and 9:00 p.m. and was not done. The order was correct, but label and order did not match; label 20 mg 1 1/2 
tablets twice a day and the label on the Baclofen bottle indicated 10 mg tablets. The staff had not completed 
the rights of medication administration and unfortunately R4 received the wrong dose (1/2 of what was 
ordered) from 9/21/25, through today 10/22/25. R4 was prescribed the Baclofen for spasms and had not 
seen any increased pain that she was aware of. TMA-A reported medication errors this morning and 
explained as to what happened. Facility policy General Policies in Administrating Medications dated 12/2023, 
identified the labels of all medicine bottles and cards will be neat and legible. The nurse may never re-label a 
medication. It must be sent to pharmacy if re-labeling is necessary or a new label brought in by the 
pharmacist and applied by them. Labels shall include prescription number, name of drug, strength, quantity 
of drug, expirations date, directions for use, name of resident, physician's name, date of refill and if a generic 
the name of medication being given for. Errors of omission, dosage or type of medication must be reported at 
once to the registered nurse (RN) supervisor and an incident report filled out. Requested facility policy 
medication cart safety and was not received.
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