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Residents Affected - Few

Pr cgllide appropriate treatment and car e according to orders, resident's preferences and

oals.
**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on clinical records review, review of facility documentation and interviews for one sampled resident reviewed for a
medication error (Resident #1), the facility failed to ensure physician orders [REDACTED]. The findings included: Resident
#1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. The quarterly Minimum Data Set (MDS) assessment
dated
[DATE] identified Resident #1 had moderately impaired cognition, required extensive assistance with bed mobility and
transfers. The Resident Care Plan dated 7/6/20 identified a problem with diabetes with interventions to perform an
Accucheck per physician's orders [REDACTED]. A physician's orders [REDACTED)]. The Medication Administration Record
[REDACTED]. Additionally, the MAR indicated [REDACTED]. A Reportable Event Form dated 7/8/20 at 11:00 PM identified at
approximately 10:30 PM on 7/8/20, Resident #1 received Toujeo (Insulin [MEDICATION NAME]) 80 units (which was intended for
another resident/Resident #2) in error, in addition to the scheduled insulin of 40 U of [MEDICATION NAME] Solution. The
physician was natified, directed to administer [MEDICATION NAME] injection, and to transport to the emergency room for
monitoring. A blood sugar result at the time of the medication error was 205 mg/dL. The Emergency Department (ED) Report
dated 7/9/20 at 12:19 AM identified Resident #1 was having stable glucose levels, in upper 100's while receiving frequent
meals and juice. However, upon repeat evaluation, the resident's last glucose level was 70 mg/dL, at that point the Toujeo
Insulin was just taking effect, and could take effect for up to 30 hours. Additionally, the ED Report identified that the
resident was hospitalized . The Hospital Discharge Report dated 7/10/20 identified Resident #1 was admitted for

[DIAGNOSES REDACTED)] secondary to accidental overdose on long-term insulin. The resident was treated with intravenous
fluids and blood glucose monitoring every 2 hours. The resident's diet was resumed and fingersticks remained stable.
Resident #1 returned to the facility on [DATE]. Interview and clinica record review with DNS on 7/29/20 at 11:10 PM
identified that LPN #1 made amedication error when he administered to Resident #1 Insulin that was ordered for another
resident (Resident #2). The DNS further identified that LPN #1 had mistaken the resident's identity and did not check the
name bracelet or talk to Resident #1. The DNS further identified that LPN #1 received final written warning, nursing staff
was in-serviced on the importance of identifying residents before medication administration. The DNS also identified audits would be
done to assure that residents had name bracelets in place to identify all residents for correct medication
administration. Interview with LPN #1 on 7/29/20 at 4:40 PM identified he checked Resident #1 identity during 9:00 PM
medication administration, however failed to do so later on 7/8/20. LPN #1 identified that both Resident #1 and Resident #2 had room
that were near each other and the medication cart was placed between those two rooms. LPN #1 was wearing a face
shield and mask, the light was adequate, and he was not wearing his glasses. Further interview with LPN#1 identified that
he usually does not work on that unit and was nervous about administering medications timely. LPN #1 stated while providing care to
Resident #2, he realized he had administered the Insulin to the wrong resident. LPN #1 immediately reported the
medication error to the Nursing Supervisor. Review of facility Medication Administration and Documentation policy directed
Licensed Nurse to identify the resident before administration of medications by (a) checking identification band and/or (b) checking
photograph attached to administration record, (c) asking resident their name or (d) asking another staff member to identify the
resident.

Ensurethat residents are free from significant medication errors.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on clinical records review, review of facility documentation and interviews for one sampled resident reviewed for a
medication error (Resident #1), the facility failed to ensure Resident #1 was free from a significant medication error. The findings
included: Resident #1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. The quarterly Minimum Data Set
(MDS) assessment dated [DATE] identified Resident #1 had moderately impaired cognition, required extensive assistance

with bed mobility and transfers. The Resident Care Plan dated 7/6/20 identified a problem with diabetes with interventions

to perform an Accucheck per physician's orders [REDACTED)]. A physician's orders [REDACTED)]. The Medication Administration
dRecorde([j REDACTED)]. Additionally, the MAR indicated [REDACTED]. A Reportable Event Form dated 7/8/20 at 11:00 PM

identifi

at approximately 10:30 PM on 7/8/20, Resident #1 received Toujeo (Insulin [MEDICATION NAME]) 80 units (which was intended
for another resident/Resident #2) in error, in addition to the scheduled insulin of 40 U of [MEDICATION NAME] Solution. The
physician was notified, directed to administer [MEDICATION NAME] injection, and to transport to the emergency room for
monitoring. A blood sugar result at the time of the medication error was 205 mg/dL. The Emergency Department (ED) Report

dated 7/9/20 at 12:19 AM identified Resident #1 was having stable glucose levels, in upper 100's while receiving frequent

meals and juice. However, upon repeat eval uation, the resident's last glucose level was 70 mg/dL, at that point the Toujeo

Insulin was just taking effect, and could take effect for up to 30 hours. Additionally, the ED Report identified that the

resident was hospitalized . The Hospital Discharge Report dated 7/10/20 identified Resident #1 was admitted for

[DIAGNOSES REDACTED)] secondary to accidental overdose on long-term insulin. The resident was treated with intravenous

fluids and blood glucose monitoring every 2 hours. The resident's diet was resumed and fingersticks remained stable.

Resident #1 returned to the facility on [DATE]. Interview and clinical record review with DNS on 7/29/20 at 11:10 PM

identified that LPN #1 made a medication error when he administered to Resident #1 Insulin that was ordered for another

resident (Resident #2). The DNS further identified that LPN #1 had mistaken the resident's identity and did not check the

name bracelet or talk to Resident #1. The DNS further identified that LPN #1 received final written warning, nursing staff

was in-serviced on the importance of identifying residents before medication administration. The DNS also identified audits would be
done to assure that residents had name bracelets in place to identify all residents for correct medication

administration. Interview with LPN #1 on 7/29/20 at 4:40 PM identified he checked Resident #1 identity during 9:00 PM

medication administration, however failed to do so later on 7/8/20. LPN #1 identified that both Resident #1 and Resident #2 had room
that were near each other and the medication cart was placed between those two rooms. LPN #1 was wearing aface

shield and mask, the light was adequate, and he was not wearing his glasses. Further interview with LPN#1 identified that

he usually does not work on that unit and was nervous about administering medications timely. LPN #1 stated while providing care to
Resident #2, he realized he had administered the Insulin to the wrong resident. LPN #1 immediately reported the

medication error to the Nursing Supervisor. Review of facility Medication Administration and Documentation policy directed
Licensed Nurse to identify the resident before administration of medications by (a) checking identification band and/or (b) checking
photograph attached to administration record, (c) asking resident their name or (d) asking another staff member to identify the
resident.
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