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F 0760 Ensure that residents are free from significant medication errors.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43063
or potential for actual harm
Based on record review and interview, the facility failed to ensure medications to treat diabetes were
Residents Affected - Few administered as ordered by the physician. This affected one (#35) of one resident reviewed for medication
errors. The facility census was 58.

Findings include:

Review of the medical record for Resident #35 revealed an admitted [DATE] with diagnoses including
diabetes mellitus.

Review of the physician's orders for Resident #35 revealed she had an order for Novolog FlexPen 100
unit/milliliter, inject 10 units with meals for diabetes mellitus dated 09/05/24 and Insulin Detemir 100
units/milliliter, inject 55 units at bedtime for diabetes mellitus dated 09/06/24.

Review of the nursing progress note dated 09/20/24 at 11:30 P.M. revealed Resident #35 was sent to the
hospital. On 09/21/24 at 1:39 A.M. Resident #35 was administered her bedtime insulin and she had asked
how many units of insulin she was being given. The nurse stated 55 units and administered the insulin.
Resident #35 stated she gave her the wrong insulin after it had already been administered. The nurse
checked the cart and realized she was out of her long-acting insulin (Insulin Detemir). Her blood sugar was
obtained, and it was 125 (normal blood sugar range is 60-100). The physician was updated and completed a
virtual visit with the resident who requested to be sent to the hospital for observation. On 09/21/24 at 6:00 A.
M., Resident #35 returned to the facility with no new orders from the hospital.

Review of the witness interview/statement form dated 09/21/24 revealed Licensed Practical Nurse (LPN)
#397 went to administer Resident #35 her bedtime insulin at 9:20 P.M. Resident #35 asked her how many
units of insulin she was being administered and LPN #397 stated it was 55 units, she administered the
insulin and then the resident started screaming that she had given her too much insulin. LPN #397 stated
she went to the cart and noticed the resident had been out of her nighttime insulin (Insulin Detemir). LPN
#397 then took her blood sugar which was 125 and updated the physician. The statement said a virtual visit
with the physician was held and the resident requested to be sent to the hospital.

Interview on 09/30/24 at 3:47 P.M. with Resident #35 revealed LPN #397 had administered her the wrong
insulin and dose on 09/20/24. She stated she went to the emergency room so that they could monitor her
blood sugar.

(continued on next page)
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F 0760 Interview on 10/02/24 at 10:39 A.M. with LPN #305 verified the medication error on 09/20/24 for Resident
#35. She stated LPN #397 was an agency nurse who gave the wrong insulin to Resident #35. She stated

Level of Harm - Minimal harm or she was supposed to get long-acting insulin (Detemir Insulin) and instead the nurse administered

potential for actual harm short-acting insulin (Novolog). LPN #305 stated the facility placed a do not return to the facility on agency

nurse LPN #397. LPN #305 was unable to provide LPN #397's contact information.
Residents Affected - Few
Review of the facility policy titled, General Dose Preparation and Medication Administration, dated 12/01/07,
revealed staff should verify each time prior to a medication being administered that it was the correct
medication and correct dose.

This deficiency represents non-compliance investigated under Complaint Number OH00157849.
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