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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 interview and record review; the facility failed to ensure residents remained free of any significant medication
 errors for 1 of 8 residents reviewed for medication errors (Resident #2). LVN A administered Resident #2 33 units of
 [MEDICATION NAME] (a fast acting insulin) instead of the ordered 33 units of [MEDICATION NAME] (a long acting insulin)
 resulting in Resident #2 being sent to the hospital. The facility's failure to administer medications correctly could
 affect all residents resulting in exacerbation of their condition resulting in complications from deterioration in health,
 hospitalization  s, and death. Findings include: Record review of Resident #2's clinical record revealed a [AGE] year old
 female admitted to the facility on [DATE] with the following Diagnoses: [REDACTED]. Record review of Resident #2's annual
 MDS dated  [DATE] revealed she had short-term and long-term memory problems and was moderately impaired for making daily
 decisions. Resident #2 required extensive assistance by 2 or more staff members for bed mobility, transfers, dressing,
 personal hygiene, toilet use and bathing. Record review of Resident #2's physician's orders [REDACTED].= 0 units 141-170 =
 +1 unit 171-200 = +2 units 201-250 = +3 units 251-300 = +5 units >301 = +7 units Dx DM Order Date: 7/31/18 Start Date:
 7/31/18 Record review of nurse's note written by LVN A, on 3/22/20 at 9:33 am documented the following: Late entry 0640
 (6:40 am) residents blood sugar 346 administered 33 units [MEDICATION NAME] instead of 33 units [MEDICATION NAME].
 Immediately gave oral [MEDICATION NAME] sublingually and [MEDICATION NAME] 1 mil IM injection to right arm. Called
EMS to
 have resident sent to hospital. Resident blood sugar at 0655 (6:55 am) was 402. Ambulance arrived at 0700 (7:00 am) to
 transport resident to (hospital) gave report resident alert and answering questions appropriately. Called and notified
 (named removed) on call supervisor. Notified DON (named removed). Notified residents daughter (named removed). Called
 (named removed) FNP and notified received orders to give [MEDICATION NAME] Ekit and send resident to hospital. (sic) Record
review of the facility's Provider Investigation Report signed and dated by DON on 3/24/20 documented the following:
 Incident Date: 3/22/2020 Time: 6:40 am Investigation Summary: Resident, (Resident #2), has orders for both [MEDICATION
 NAME] and Novalog. The nurse, (LVN A), was training a new employee and had both vials of insulin out, explaining the orders to
him. (LVN A) drew up and administered insulin to (Resident #2), then mentally reviewed her actions and recognized she
 had drawn insulin out of the wrong vial. (LVN A) immediately self-reported the error and took action to prevent or minimize harm to
(Resident #2). Review of the morning revealed the screening process for Covid 19 with multiple phone calls had
 disrupted her routine and could have contributed to the medication error. (sic) Investigation Findings: Confirmed During an interview
with LVN B on 6/24/20 at 11:15 am, when asked what could happen when a resident is given [MEDICATION NAME]
 instead of [MEDICATION NAME], she said they can go into a diabetic coma. She said Resident #2 was given around 30 units of
 [MEDICATION NAME] and that was a big amount. LVN said Resident #2 was super fragile and her blood sugar can either be super
high or super low. During an interview on 6/24/20 at 3:19 pm ADON said he was proud of the nurse for catching the med error
quickly. Resident #2 was sent to the hospital and they just monitored her, nothing extra had to be done. ADON said this med error
could have caused [DIAGNOSES REDACTED], drowsiness, she could have gone into diabetic coma. ADON added death could
 have occurred. Record review of the facility's Drug Administration Policy, dated 1/26/17, documented the following: Except
 for self-administered, drugs and biologicals are administered in accordance with physician's orders [REDACTED].
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