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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

Based on interview and record review, facility staff failed to administer medications as ordered by the 
physician when Licensed Practical Nurse (LPN) D prepared insulin for Resident #2, and the Assistant 
Director of Nursing (ADON) administered the insulin to Resident #1 and facility staff failed to document a 
medication error in the resident's medical record. The facility census was 78.

1. Review of the facility's medication administration policy, dated December 2024, showed the individual 
administering the medication must check the label to verify the right resident, right medication, right dosage, 
right time, and right method (route) of administration before giving the medication. If a drug is withheld, 
refused, or given at a time other than the scheduled time, the individual administering the medication shall 
document appropriately in the clinical chart.

2. Review of Resident #1's Minimum Data Set (MDS), a federal mandated assessment tool, dated 5/23/25, 
showed the staff assessed the resident as:

-Cognitively intact;

-Diagnoses of Alzheimer's, hypothyroidism, congestive heart failure, schizophrenia, and diabetes mellitus 
type II.

Review of the Physicians Order Sheet (POS), dated June 2025, showed the POS did not contain a physician 
order for insulin.

Review of the resident's progress notes, dated June 2025, showed the nurses notes did not contain 
documentation the resident received another resident's insulin on 6/7/25. 

During an interview on 6/16/25 at 12:04 P.M., the physician's nurse said the doctor was notified on 6/10/25 
when the resident received another resident's insulin on 6/7/25. 

During an interview on 6/16/25 at 12:10 P.M., the Director of Nursing (DON) said he/she was unaware of a 
medication error and the resident being given insulin. He/She said it is the expectation of the staff to 
document if there is a medication error in Point Click Care (PCC) (an electronic Medical Record system) in 
the progress notes. He/She said one staff should not prepare the medications while another one gives them.
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During an interview on 6/16/25 at 12:15 P.M., the ADON said he/she had to come in to work because the 
medication technician went home. He/She said he/she was aware of the medication error which occurred on 
6/7/25. He/She said Licensed Practical Nurse (LPN) D was more familiar with the residents to pass 
medications, so they prepped the insulin and gave it to him/her to administer to the resident. He/She said 
he/she checked the resident's blood glucose and administered the insulin in conjunction with the insulin 
sliding scale. He/She said the family was with the resident asked when the resident started taking insulin. 
He/She said this is when they discovered the medication error and LPN D called the on-call doctor. He/She 
said staff are not to prepare medication and another staff administer. He/she said staff should document 
errors in PCC. He/She said he/she just went along with this system of LPN D preparing the insulin and 
he/she administering it because they have been short of staff, and he/she came in halfway through the 
medication pass. 

During an interview on 6/16/25 at 12:23 P.M., LPN D said they had a medication technician go home early 
during medication pass. He/She said he/she prepared insulin and the glucometer for Resident #2 when the 
ADON came up and said he/she would take care of it. He/She said the ADON realized his/her mistake after 
the insulin had been given to Resident #1 and said he/she would take care of notification and charting of the 
medication error. 

During an interview on 6/16/25 at 12:31 P.M., the administrator said he/she was made aware of the 
medication error and started an investigation. He/She said the ADON had to come in on 6/7/25 due to a 
medication technician going home. The ADON said LPN D handed him/her the insulin pen and glucometer. 
He/She said staff are expected to notify the doctor, the family and himself/herself if an error occurs with 
medications, and all of this should be documented in PCC. Staff are not expected to prepare medication and 
another staff administer the medication.
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