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F 0760 Ensurethat residents are free from significant medication errors.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on interview and record review, the facility failed to ensure one of three sampled residents (Resident 1) maintained
harm or potential for actual | their highest practical well-being when medications ordered to treat [DIAGNOSES REDACTED] (low level of blood sugar
harm (glucose) the body's main energy source) were not given. This failure had the potential to cause adverse outcomes for

Resident 1. Findings: During areview of Resident 1's Physician order [REDACTED]. Inject 1 mg intramuscularly as needed for
Residents Affected - Few | [DIAGNOSES REDACTED] If BS (blood sugar) less than 70 and call MD. During areview of Resident 1's PO dated 12/17/19, the
PO indicated, Glucose Gel 15 GM/32ML (gram, unit of measure / milliliters-unit of measure) give 32 ml by mouth as needed

for [DIAGNOSES REDACTED] if blood sugar <60 (less than 60) administer 1 package, if patient is responsive During a concurrent
interview and record review on 3/10/2020, at 2:36 PM, with Director of Nursing (DON), Resident 1's Medication Administration
Record [REDACTED]. DON confirmed the following: 2/3/2020, at 6:30 AM, Resident 1's BS was 48. [DATE]20, at 6:30 AM,
Resident 1's BSwas 52. 1/16/2020, at 6:30 AM, Resident 1's BS was 45. 1/18/2020, at 4:30 PM, Resident 1's BS was not checked.
12/9/19, at 11:30 AM, Resident 1's BSwas 49. 12/12/19, at 6:30 AM, Resident 1's BS was not checked. 12/18/19, at 6:30 AM,
Resident 1's BS was 47. 12/21/19, at 6:30 AM, Resident 1's BS was not checked. 12/23/19, at 6:30 AM, Resident 1's BS was not
checked. 12/24/19, at 6:30 AM, Resident 1's BS was not checked. DON reviewed the monthly MAR for 2/2020, 1/2020, and 12/19
and she confirmed there was no documentation [MEDICATION NAME] or Glucose Gel were given or refused on 2/3/2020, at 6:30
AM, [DATE]20, at 6:30 AM, 1/16/2020, at 6:30 AM, 12/9/19, at 11:30 AM, or 12/18/19, at 6:30 AM. DON stated her expectation is
BS be checked, low BS are treated according to PO and that it be documented. During areview of the facility's policy and procedure
(P&P) titled, Administering Medications, revised 12/12, the P& P indicated, 3. Medications must be administered in accordance with
the orders, including any required time frame. 8. The following information must be checked/verified for each resident prior to
administering medications: [REDACTED]. Vital signs, if necessary. 18. If adrug is withheld, refused, or given at atime other than
the scheduled time, the individual administering the medication shall initial and circle the MAR indicated [REDACTED].
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