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Ensure that residents are free from significant medication errors.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record reviews and interviews, the facility failed to ensure 1 of 5 sampled residents reviewed for medications
 were free of significant medication errors, resulting in a resident requiring transfer to the hospital for emergency
 evaluation (#1) Finding: The Division of Licensing and Certification received a facility reported incident that indicated
 on 8/7/2020, at 7:30 a.m., Resident #1 received both 36 units of Basaglar insulin and 36 units of [MEDICATION NAME]in error
which resulted in [DIAGNOSES REDACTED] and [MEDICAL CONDITION]. Resident #1 was transported to the emergency room
and
 subsequent admission to the hospital. A review of Resident #1's Medication Administration Record [REDACTED]. Order dated
 7/31/2020 instructing nursing to administer Basaglar KwikPen U-100 Insulin 100 units/ml Subcutaneous One time daily for
 seven days starting 7/31/2020 with a note indicating Do not reorder Basaglar. Order [MEDICATION NAME] when Basaglar supply
 is depleted. See new order for [MEDICATION NAME] to start on 8/7/2020 because insurance will not pay for Basaglar. 2. Order
dated 7/16/2020 instructing nursing to administer Basaglar KwikPen U-100 Insulin 100 units/ml Subcutaneous Every one day.
 3. Order written on 7/31/2020 instructing nursing to administer [MEDICATION NAME] U-100 Insulin 100/unit/ml 36 units one
 time daily starting 8/7/2020. On 9/3/2020 at 3:22 p.m., in an interview with the Licensed Practical Nurse (LPN), she
 confirmed that on the morning of 8/7/2020, she administered to Resident #1, 36 units of Basaglar insulin and 36 units of
 [MEDICATION NAME]in error. A review of the nursing notes dated 8/7/2020 indicated the resident was sent to the emergency
 room   due to having [MEDICAL CONDITION]. A review of the hospital discharge summary dated 8/11/2020 stating Resident #1
 was admitted   to the hospital from the facility after accidentally being given two doses of his/her long-acting insulin
 for a total of 70 units of insulin and with concern for [MEDICAL CONDITION] activity. A review of facility's Root Cause
 Analysis Significant Event timeline stated the order for Basaglar insulin (dated 7/16/20) did not have a stop date and
 still showed up on the MAR, resulting in the insulin being administered incorrectly. Education was provided to nursing
 staff regarding double checking the medication orders. On 9/2/2020 at 11:14 a.m. the surveyor confirmed the significant
 medication error resulting in hospitilization with the Senior Director of Nursing Services. As a result of the facility's
 investigation, the following corrective action was taken: 1. Med change was made due to insurance non-coverage. Medications left
from previous orders will be discarded and new orders will be started immediately. 2. Staff will ensure all orders are double checked
by a second Registered Nurse (RN) RN is not to activate their own orders. If a second check is not done a
 medication variance would be created and education provided to the RN. 3. A notification will be added to the ALERT ribbon
 in My Unity. 4. Education was provided to nursing staff on regarding double checking of orders and will be reviewed at the
 September licensed staff meeting.
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