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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, interviews and review of facility policy and procedure, the facility failed to ensure 
physician orders were followed regarding blood glucose monitoring; and, failed to ensure a healthcare 
provider was notified of abnormal blood glucose reading for one of 3 sampled resident (#44). The deficient 
practice led to the resident being admitted to the intensive care unit of a hospital with hyperglycemia and 
treatment for diabetic ketoacidosis.Findings Include: Resident #44 was admitted on [DATE], and re-admitted 
on [DATE], with diagnoses of type 1 diabetes mellitus, cerebral infarction, long term use of insulin, 
unspecified dementia, unspecified psychosis, and other sequelae of cerebral infarction.A care plan dated 
June 7, 2024, revealed Resident #44 had diabetes mellitus. Interventions included: diabetic medication and 
fasting serum blood sugar as ordered by physician; to educate resident regarding medications and 
importance of compliance and have resident verbally state an understanding; monitor/document/report as 
needed any signs and symptoms of hyperglycemia (increased thirst and appetite, frequent urination, weight 
loss, fatigue, dry skin, poor wound healing, muscle cramps, pain, Kussmaul breathing, acetone breath, 
stupor, and coma) and hypoglycemia (sweating, tremor, increased heart rate, pallor, nervousness, confusion, 
slurred speech, lack of coordination, and staggering gait). The care plan did not include monitoring of BS 
(blood sugar) with either accuchecks (fingerstick BS monitoring device) or Dexcom device (continuous 
glucose system sensor). A physician order dated August 28, 2024 included for the following:Dexcom G7 
Sensor to inject 1 dose (sensor) subcutaneously one time a day every 10 day(s) for type 1 diabetes mellitus, 
and to install on upper arm and alternate arms each dose, and to remove per schedule; and,Keep Dexcom 
G7 sensor charged at all times.A physician order dated June 26, 2025, included to change Dexcom G7 
Sensor every 10 days.A physician order dated September 3, 2025, included for Humalog Injection Solution 
100 unit/ml (Insulin Lispro), to inject 8 units subcutaneously every 4 hours as needed for hyperglycemia, and 
may give additional 8 units if BS >300.A quarterly minimum data set (MDS) assessment dated [DATE] a 
BIMS (brief interview for mental status) score of 10, indicating resident #44 had moderate cognitive 
impairment. Active diagnoses of diabetes mellitus and psychotic disorder. The documentation revealed a 
discrepancy in Section N, which showed that Resident #44 received insulin injections 7 out of 7 days or since 
admission, and that the documentation was not check/marked in the box to indicate that the resident was 
taking a hypoglycemic medication (insulin) during the last 7 days or since admission.The behavior note dated 
September 16, 2025 revealed resident was alert and oriented x 2 with confusion and frequently refusing 
cares. The documentation also included glucose monitoring as ordered with no signs/symptoms of hypo or 
hyperglycemia.A behavior note dated September 17, 2025 included the resident demanded his insulin that 
morning and the nurse explained that insulin was held because resident's BS was 89. The documentation 
also included that the resident took his medications and his insulin needed from Accucheck.A care plan 
revised on September 18, 2025 included the resident exhibited maladaptive behaviors as evidence by 
refusing medication and care, and repetitively asking for Accuchecks to be done and demanding insulin 
multiple times per day. Interventions included to conduct an evaluation of the behavioral symptoms to 
determine what strengths or needs are communicated via the behavior; to emphasize soothing, kind, slow 
and compassionate speech, do not rush or hurry, and use body language that communicates patience; to 
give psychoactive medication as ordered; and, to record behaviors/medication side effects, report changes to 
facility psychiatric practitioner.The behavior note dated September 19, 2025 revealed the resident was alert 
and oriented, tolerated medication administration as well; and that, the resident will come to the nurse's 
station to get his blood sugar checked and short acting was given.A behavior note dated September 30, 
2025 included the resident was compliant with medication administration; and, will come to the nurse's 
station to ask to get his blood sugar checked. The order administration note dated October 4, 2025 revealed 
BS of 102 mg/dl (milligrams/deciliter).The order administration note dated October 5, 2025 revealed BS of 
113 mg/dl.The order administration note dated October 6, 2025 revealed BS of 90 mg/dl.The order 
administration note dated October 7, 2025 revealed BS of 65 mg/dl.The order administration note dated 
October 8, 2025 revealed BS of 96 mg/dl.Despite documentation of low BS readings, there was no evidence 
the resident was monitored for sign/symptoms of hypoglycemia, actions were taken to address the low blood 
sugar; and that, the physician was notified.The blood sugar summary record for October 8, 2025 revealed 
the resident had a BS reading of 216 mg/dl.A physician order dated October 15, 2025, included for Insulin 
Glargine Solution 100 unit/ml, to inject 17 units subcutaneously one time a day, at 10:00 p.m., for type 1 
diabetes mellitus.The blood sugar summary record dated October 16, 2025 revealed a BS reading of 260 
mg/dl.The behavior note dated October 20, 2025 included that the resident refused midday insulin and 
became aggressive.The order administration notes dated October 20 and 22, 2025 revealed the resident 
refused Humalog insulin.The orders administration note dated October 20, 2025 revealed resident #44 
refused the insulin medication.The clinical record revealed no documentation that the physician was notified 
of the resident's refusal of insulin.A physician order dated and signed by a Nurse Practitioner (NP / Staff #27) 
on October 24, 2025, included to check BS four times a day, at 9:00 a.m., 12:00 p.m., 5:00 p.m., and 9:00 p.
m. Another physician order dated October 24, 2025, included for Humalog Injection Solution 100 unit/ml 
(Insulin Lispro), to inject 6 units subcutaneously before meals and at bedtime (7:30 A.M., 11:00 A.M., 4:00 P.
M., and 8:00 P.M.) for diabetes, and to hold if BS <120, and to scan Dexcom G7 Sensor, and keep it 
charged.The orders for Decom G7 sensor and to inject 1 dose every 10 days were transcribed onto the MAR 
(medication administration record) for October 2025. The documentation in the MAR included that removed 
on October 2 and 12, was applied on October 12 and was refused by the resident to be applied on October 9 
and to be removed on October 22, 2025.The order administration note dated October 24, 2025 included that 
the resident refused Insulin twice and reported that he did not want it.The order administration note dated 
October 26, 2025 revealed that resident's BS was 63 mg/dl which was outside of the parameters and no 
insulin was administered.A behavior note dated October 26, 2026 included that the resident ate all meals in 
dining room, was compliant with BS checks and insulin administration. However, the documentation did not 
include that BS was rechecked and what the BS readings were.The order administration note dated October 
27, 2025 revealed BS was 52 mg/dl which was outside of the parameters and no insulin was administered.
The order administration note dated October 28, 2025 included Humalog insulin was held because the 
resident's BS was 69 mg/dl.The order administration note dated October 29, 2025 revealed the resident's BS 
was 53 which was outside of the parameters and no insulin was administered.Despite documentation of low 
BS readings from October 26 through 29, 2025, there was no evidence the resident was monitored for 
sign/symptoms of hypoglycemia, BS was retaken, actions were taken to address the low blood sugar; and 
that, the physician was notified.The order administration notes dated October 30 and 31, 2025 included that 
the resident refused, after multiple witnessed attempts, to allow staff to check his Dexcom device or to check 
his blood sugar manually, and no insulin was given.There was no evidence found that the resident was 
monitored for sign/symptoms of hyper- or hypoglycemia; and that, the physician was notified.Review of the 
MAR for October 2025 revealed that the order for Humalog insulin and to hold if BS was <120 was 
transcribed and was documented as administered as ordered except on the following dates when the 
resident refused: October 15, 13, 19, 20, 22, 24, 30 and 31.Continued review of the documentation in the 
October 2025 MAR included that Humalog insulin was coded as 14 indicating vital/lab outside of the 
parameter on the following dates: October 4, 5, 6, 7, 8, 21, 26, 27, 28 and 29. The physician order to check 
blood glucose 4x a day at 9:00 a.m., 12:00 p.m., 5:00 p.m., and 9:00 p.m. was not transcribed onto the MAR 
or the TAR (treatment administration record) for October 2025.Further, the clinical record revealed no 
evidence that resident's BS was checked four times a day, at 9:00 a.m., 12:00 p.m., 5:00 p.m., and 9:00 p.m. 
as ordered by the physician from October 24 through October 31, 2025. There was also no documentation 
found in the clinical record of what the resident's BS readings on the dates that were coded as 14 in the 
October 2025 MAR.The order administration note dated November 1, 2025 revealed the resident refused the 
placement of the Dexcom G7 sensor.However, the behavior note dated revealed the resident was compliant 
with BS checks and insulin administration.Review of the MAR for November 2025 included that Humalog 
insulin 6 units subcutaneously was administered to the resident on November 1, 2025 at 7:30 a.m., 11:00 a.
m., 4:00 p.m. and 8:00 p.m.However, the clinical record revealed no evidence that resident's BS was 
checked and recorded; and, what the BS readings were prior to the administration of Humalog insulin on 
November 1, 2025 at 7:30 a.m., 11:00 a.m., 4:00 p.m. and 8:00 p.m.The blood sugar summary revealed that 
on November 2, 2025 the resident's BS reading was 329 mg/dl.A behavior note dated November 2, 2025 
revealed the resident was compliant with BS check and insulin injection.The MAR for November 2025 
revealed Humalog insulin was administered as ordered on November 2, 2025.The order administration notes 
dated November 4, 2025, the resident refused accucheck.The MAR for November 2025 included resident 
refused insulin administration on November 4, 2025 scheduled at 4:00 p.m.; and on November 5, 2025.
Despite documentation that resident refused accuchecks and insulin administration, the clinical record 
revealed no documentation the resident was monitored for sign/symptoms of hyper- or hypoglycemia; and 
that, the physician was notified on November 4 and 5, 2025.The order administration note dated November 
6, 2025 revealed resident refused accucheck; and that, resident had no signs/symptoms of 
hyper-/hypoglycemia.Review of the MAR documentation for November 6, 2025 included that the resident 
refused insulin administration on November 6, 2025 scheduled at 11:00 a.m. and 4:00 p.m.; and, insulin was 
documented as administered on November 6 scheduled at 7:30 a.m. and 8:00 p.m.The behavior note dated 
November 7, 2025 revealed the resident continued to self-isolate in room, refused bedtime medications and 
blood sugar checks with no signs and symptoms of distress noted.The November 2025 MAR revealed that 
the resident was administered with insulin on November 7, 2025 except the scheduled dose at 8:00 a.m. 
which was coded as 2 indicating resident refusal.However, the clinical record revealed no evidence that the 
resident's BS was taken on November 6 and 7, 2025; and that, the physician was notified of missed insulin 
doses because of resident refusal.The behavior note dated November 8, 2025 included the resident was 
alert & oriented x 3 and refused his scheduled bedtime medications and accuchecks.The order 
administration note dated November 8, 2025 at 7:45 a.m. revealed the resident's BS was 87 which was 
outside of the parameters; and that, no insulin was administered.The clinical record revealed no 
documentation that the resident was monitored for sign/symptoms of hypoglycemia, or actions were taken to 
address the resident's low BS and the physician was notified of the resident's low BS reading.Review of the 
MAR revealed that resident was administered insulin on November 8, 2025 scheduled at 11:00 a.m., 4:00 p.
m. and 8:00 p.m.However, the clinical record revealed no documentation that the resident's BS was 
rechecked and recorded; and BS readings were taken prior to administration of insulin on November 8 at 
11:00 a.m., 4:00 p.m. and 8:00 p.m.The medical provider note dated November 9, 2025 revealed the 
resident continued on his insulin for diabetes. Past medical history included type 1 brittle diabetes and history 
of diabetic ketoacidosis. Assessment included type 1 diabetes; and that, current diabetic interventions were 
reasonable.The order administration note dated November 10, 2025 at 8:24 a.m. revealed the resident's BS 
was 63 which was outside of the parameters; and that, no insulin was administered.There was no evidence 
found that the resident was placed on a change in condition or was monitored for signs/symptoms of 
hypoglycemia, or actions taken to address the low BS; and that, the physician was notified.Review of the 
MAR revealed that resident was not administered with insulin on November 10, 2025 scheduled at 7:30 a.m. 
because of vitals outside the parameter and at 8:00 a.m. because resident refused.Continued review of the 
MAR documentation on November 10, 2025 revealed that insulin was documented as administered on 
November 10 scheduled at 11:00 a.m. and 4:00 p.m.However, the clinical record revealed no documentation 
that the resident's BS was rechecked and recorded; and BS readings were taken prior to administration of 
insulin on November 10 at 11:00 a.m. and 4:00 p.m.The order administration note dated November 11, 2025 
revealed the resident refused the scheduled Dexcom dose.The behavior note dated November 11, 2025 
included that the resident initially refused blood sugar checks and insulin administration, but on the second 
attempt, allowed both before meals.The MAR revealed that insulin was documented either coded as a 5 
indicating to see progress note or as 2 indicating drug was refused.The behavior note dated November 12, 
2025 revealed the resident refused any medications; had self-isolated in his room for most of the day and 
had no discomforts noted at the time.The blood sugar summary included that on November 12, 2025 at 7:43 
a.m. the resident had a BS reading of 85 mg/dl.The clinical record revealed no documentation that the 
resident was placed on a change in condition or was monitored for sign/symptoms of hypoglycemia or 
actions taken to address the resident's low BS; and, the physician was notified.The order administration note 
dated November 14, 2025 revealed the resident refused accucheck and his insulin; and, there were no 
signs/symptoms of distress noted.The MAR included that insulin was administered to the resident on 
November 14, 2025 except at the scheduled 8:00 p.m. dose.A behavior note dated November 14, 2025 
included the resident refused all bedtime medications and accucheck.However, the clinical record revealed 
no documentation that the resident's BS was rechecked and recorded; and, BS readings were taken prior to 
administration of insulin on November 14 at 7:30 a.m., 11:00 a.m. and 4:00 p.m.The behavior note dated 
November 16, 2025 revealed resident refused all night oral medications; but, allowed accucheck and insulin 
injection.The blood sugar summary dated November 16, 2025 at 8:10 p.m. included the resident had BS 
reading of 345 mg/dl.Despite documentation of a high BS reading, the clinical record revealed no 
documentation that the resident's BS was rechecked and recorded after insulin was administered or the 
resident was placed on change in condition or the resident was monitored for signs/symptoms of 
hyperglycemia; and that, the physician was notified.The order administration note dated November 17, 2025 
at 9:52 p.m. revealed the resident refused insulin 3x.The behavior note dated November 18, 2025 included 
resident refused daytime insulin checks.The blood sugar summary revealed that on November 18, 2025 at 
7:53 p.m., the resident's BS reading was 561 mg/dl.The order administration note dated November 18, 2025 
at 9:23 p.m. revealed resident was very combative, threw punches and kicked at the staff when 2 kinds of 
insulin were injected. The documentation also included the resident's BS reading was 516 mg/dl.There was 
no evidence found that the resident was monitored for sign/symptoms of hyperglycemia or the resident was 
placed on a change in condition; and that, the physician was notified.The order administration notes dated 
November 19, 2025 revealed the resident refused multiple attempts by the nurse to administer insulin and 
refused accucheck.Review of the MAR revealed that on November 19, 2025 insulin was administered to the 
resident scheduled at 7:30 a.m. The documentation also included that the insulin was documented as code 2 
indicating the resident refused insulin scheduled for 11:00 a.m., 4:00 p.m. and 8:00 p.m.There was no 
evidence that the resident's BS was checked and recorded on November 19, 2025; and that, the physician 
was notified of the missed doses of insulin.An order administration notes dated November 20, 2025 revealed 
the resident refused 3 attempts at insulin administration.The behavior note dated November 20, 2025 
included the resident's BS was within normal limits (WNL); however, the documentation did not include what 
the BS reading was.Another order administration note dated November 20, 2025 at 9:00 p.m., revealed the 
resident refused accucheck.Despite documentation of continued resident refusal of accuchecks and insulin, 
there was no evidence found that the resident was monitored for sign/symptoms of hyper- or hypoglycemia 
or the resident was placed on a change in condition; and that, the physician was notified of the missed doses.
The MAR revealed that on November 21, 2025, the scheduled dose of Dexcom was documented as code 14 
indicating vital/lab outside of parameter.The health status note dated November 21, 2025 included that 
resident felt dizzy and laid himself on the floor outside of the room door. Per the documentation, BS was 
monitored and maintained per physician's ordered; and that, monitoring will continue.A behavior note dated 
November 21, 2025 revealed that the resident's BS was monitored and maintained. The documentation did 
not include what the resident's BS reading was.The order administration note dated November 21, 2025 
included that the resident refused accucheck and had no signs/symptoms of distress.There was no evidence 
found in the clinical record that the resident's BS was checked on November 21, 2025.Despite the lack of BS 
readings, the MAR revealed that on November 21, 2025, the resident was administered insulin as scheduled 
at 7:30 a.m., 11:00 a.m., and 4:00 p.m. The documentation in the MAR also included that insulin was 
documented as not administered at the scheduled 8:00 p.m. dose.There was no evidence found in the 
clinical record that the physician was notified of the missed insulin dose; and that, the resident was 
monitored for signs/symptoms of hyper- or hypoglycemia.A behavior note dated November 22, 2025 at 12:36 
a.m. revealed Resident #44 continued to refuse scheduled accuchecks and bedtime medications.An order 
administration note dated November 22, 2025 at 2:11 a.m. revealed staff reported Resident #44 was 
vomiting and that BS was checked and read high. According to the documentation, the PRN (as needed) 
insulin was administered as ordered by the PCP (primary care physician). The documentation did include the 
what BS reading was.There was also no evidence found in the clinical record that the provider was notified of 
the resident's high BS reading, or that the resident was placed on COC monitoring or was monitored for 
signs/symptoms of hyperglycemia.An order administration note dated November 22, 2025 at 5:29 a.m., 
revealed Resident #44 refused to allow nurse to recheck BS.The MAR revealed that insulin was 
administered on November 22, 2025 as scheduled on 7:30 a.m., 11:00 a.m., 4:00 p.m. and 8:00 p.m. 
However, there was no evidence that BS was checked and recorded prior to the administration of insulin on 
these scheduled times.The blood sugar summary revealed that the BS reading on November 23, 2025 was 
222 mg/dl.The November 2025 MAR revealed that insulin was documented as administered on November 
23, 2025 except on the 8:00 p.m. scheduled dose.The clinical record revealed no evidence that the 
resident's BS was checked and recorded prior to insulin administration at the scheduled times on November 
22 and 23, 2025. A medical provider note dated November 26, 2025 revealed the reason for visit was for 
follow-up on insulin dependence. The documentation revealed the resident was frequently refusing insulin 
dosing approximately 50% of the time. Plan included to encourage adherence to insulin administration and to 
notify the provider if BS value was <60 or >400.The blood sugar summary dated November 27, 2025 at 7:53 
a.m. revealed that the resident had a BS reading of 467 mg/dl.An order administration notes dated 
November 27, 2025 revealed the resident refused insulin and accucheck.Despite documentation of resident 
refusing accucheck and insulin and a high BS reading, there was no evidence that the resident was placed 
on change in condition or monitored for signs/symptoms of hyper- or hypoglycemia; and that, the physician 
was notified.The clinical record revealed documentation that the resident continued to refuse accuchecks 
and his medications including scheduled insulin on November 28 and 29, 2025.A behavior note dated 
November 29, 2025 revealed the resident was compliant with BS check before breakfast; and that, BS 
reading was 450 mg/dl and 6 units of insulin was administered. The documentation also included the 
resident refused the 11:30 a.m. accucheck, and that, at 3:00 p.m., the nurse was notified that the resident 
vomited and reported that he was not feeling well. It also included that the resident's BS reading was 491 
mg/dl and 6 units of insulin were administered.Another behavior note dated November 29, 2025 revealed 
that at 3:00 p.m., the resident's accucheck was completed twice and that on both times the readings read 
high. The MAR included that on November 29, 2025, insulin was documented as administered to the on the 
7:30 a.m., 11:00 a.m., 4:00 p.m. and 8:00 p.m. scheduled dose.Despite the documentation of a high BS, 
there was no evidence found in the clinical record that the physician was notified or that the resident was 
placed on any change in condition monitoring on November 29, 2025. The physician order to check blood 
glucose 4x a day at 9:00 a.m., 12:00 p.m., 5:00 p.m., and 9:00 p.m. was not transcribed onto the MAR/TAR 
for November 2025.The clinical record revealed no evidence that resident's BS was checked 4x/day at 9:00 
a.m., 12:00 p.m., 5:00 p.m., and 9:00 p.m. as ordered by the physician from November 1 through November 
29, 2025.An order administration note dated November 30, 2025 revealed the BS is high.A health status 
note dated November 30, 2025 revealed that at 4:30 a.m., the resident was vomiting during rounds; and, BS 
was checked which showed as high. The documentation also included that the PRN insulin coverage was 
administered to the resident; and, BS was re-checked 15 minutes later and the results was still high. 
According to the documentation, the provider was notified and new orders were received to re-check BS in 2 
hours, and if BS was still high, the NP would provide new orders.The blood sugar summary included a BS 
reading of 575 mg/dl on November 30, 2025 at 7:15 a.m.The SBAR 
(Situation-Background-Assessment-Recommendation) note dated November 30, 2025 included the resident 
had a BS of 575 mg/dl, the provider was notified and orders to send the resident to the hospital was received.
A physician order dated November 30, 2025, included to send the resident out through 911 for high BS.A 
Transfer to Hospital Summary dated November 30, 2025, revealed the NP ordered to send Resident #44 to 
the hospital emergently via 911.An order administration note dated November 30, 2025, revealed the 
resident was hospitalized .The admission summary note dated December 1, 2025 included that Resident 
#44 re-admitted to the facility and had BS reading of 222.A medical provider note dated December 2, 2025 
revealed the resident was sent to the ER (emergency room) on November 30, 2025 for hyperglycemia. The 
documentation included that the resident had been refusing insulin since his return to the facility; and that, 
the resident was on 17 units long acting insulin and 18 units short acting insulin with hold parameters and 
PRN insulin available for BS > 300 mg/dl. Plan included to encourage adherence to insulin regimen, titrate 
insulin to optimize BS, and to call the provider for BS of <60 mg/dl or >400 mg/dl.The blood sugar summary 
included that on December 2, 2025 at 7:59 p.m., the resident's BS reading was 377 mg/dl.The 
documentation un the MAR for December 2, 2025 revealed that the resident was administered with insulin.
Review of the clinical record from December 2 through 5, 2025 revealed that the resident continued to refuse 
medications including insulin and accuchecks.A behavior note dated December 6, 2025 included the resident 
refused morning oral medications but allowed an accucheck and insulin. Per the documentation, the 
resident's blood sugar was 475 mg/dL, and 6 units of insulin were given. The note also included that the 
resident refused accuchecks at 11:30 a.m. and 4:00 p.m. after two attempts by staff; and that, the resident 
was educated on the risks of high and low blood sugar. However, the documentation did not include that the 
provider was notified of the residents BS reading.The order administration note dated December 8, 2025 at 
8:16 a.m. revealed Resident #44 had a BS value of 51 and was not administered insulin.A behavior note 
dated December 8, 2025 included the resident was compliant with the 7:30 a.m. accucheck and had a BS of 
51 mg/dl so no insulin was administered. The documentation also included that the resident refused his 
12:00 p.m. accucheck, insulin administration and lunch despite two attempts by staff. It also included the 
resident was compliant with the 4:00 p.m. accucheck and insulin administration. Per the documentation, the 
resident's BS at 4:00 p.m. was 456 mg/dl. Further, the documentation included that the resident refused his 
dinner but accepted glucose control boost with evening medication mixed in.There was no evidence that the 
resident was placed on change in condition monitoring or was monitored for signs/symptoms of hypo- or 
hyperglycemia and that the physician was notified of the resident low BS readings and the missed insulin 
doses.The behavior note dated December 9, 2025 revealed Resident #44 refused accuchecks four times; 
but, the documentation did not indicate specific times the resident refused. Per the documentation, the nurse 
returned 10 minutes later and the resident agreed o have his BS checked, and the BS reading was 177, and 
insulin was administered.Another behavior note dated December 9, 2025 revealed the resident's BS was 
checked and insulin given; however, the documentation did not include the BS reading. Per the 
documentation, the resident picked which medications he wanted to take, and that the provider and unit 
manager were aware.A behavior note dated December 10, 2025 included the resident's BS was low, and the 
unit manager was notified. However, the documentation did not include the BS reading; and that the provider 
was notified of the resident's low BS.The clinical record also revealed no evidence that the resident was 
placed on change in condition monitoring or was monitored for signs/symptoms of hypoglycemia.The order 
administration note dated December 11, 2025 included the resident's Dexcom device indicated BS value of 
278.An alert note dated December 12, 2025 at 3:38 a.m. revealed that after midnight the resident's Dexcom 
device read high. The documentation did not include how high the BS reading was.The order administration 
note dated December 12, 2025 at 7:44 p.m., included the resident's Dexcom device read high; and that, the 
resident refused insulin. The documentation did not include how high the BS reading was.A behavior note 
dated December 12, 2025 at 11:04 pm. P.M. revealed that Resident #44 was observed lying in bed since the 
beginning of shift, had refused medications and accuchecks; and that, the Dexcom device read high. 
However, the documentation did not indicate how high the BS reading was. There was no evidence that the 
provider was notified of the resident high BS reading, resident's refusal to have accucheck and insulin.There 
was also no evidence that the resident was placed on change in condition monitoring or was monitored for 
sign/symptoms of hyperglycemia.A review of the physician order summary from October 24 through 
December 12, 2025 revealed an active order since October 24, 2025 for checking of BS 4x a day at 9:00 a.m.
, 12:00 p.m., 5:00 p.m., and 9:00 p.m.However, this order was not transcribed onto the MAR/TAR for 
October, November and December 2025.The clinical record continued to reveal no evidence that resident's 
BS was checked 4x/day at 9:00 a.m., 12:00 p.m., 5:00 p.m., and 9:00 p.m. as ordered by the physician from 
October 24 through December 12, 2025. The order administration note dated December 13, 2025 at 9:01 a.
m. revealed that the resident's BS was high and 8 units of PRN insulin was administered. The documentation 
also included that the resident was symptomatic.The MAR for December 2025 revealed that 8 units of PRN 
insulin were administered on December 13, 2025 at 9:01 a.m.An SBAR note dated December 13, 2025 
revealed the nurse went to wake the resident up for breakfast, BS check, and insulin administration at 7:50 a.
m.; and that, the resident had dried dark brown vomit around the mouth, with tachypnea (abnormally rapid 
and shallow breathing), diaphoresis (excessive sweating or perspiration), and was responsive to painful 
stimuli with occasional grunting. Per the documentation, both the accucheck and the Dexcom device read 
high when assessed. The documentation did not indicate the BS readings. Vital signs included BP (blood 
pressure) of 115/77 mmHg (millimeters Mercury) in left arm and BP of 87/59 mmHg in right arm, pulse 50 
beats per minute, temperature 98.5 degrees Fahrenheit, respirations 44 per minute, and oxygen saturation 
85% on room air. According to the documentation, 8 units of PRN insulin were administered, the provider 
was notified and orders to start the resident on supplemental oxygen and send the resident to the hospital 
via emergency medical services (EMS) for hyperglycemia was received. Further, the documentation included 
that at 8:25 a.m., EMS arrived and transported the resident to the hospital.The order administration note 
dated December 13, 2025 at 9:02 a.m. revealed the resident was sent to the hospital this morning before 
oral medications were given, due to hyperglycemia.A behavior note dated December 13, 2025 included 
Resident #44 was admitted to the hospital.A hospital admission history and physical note dated December 
13, 2025 revealed Resident #44 presented to the emergency room from the skilled nursing facility on 
December 13, 2025, with altered mental status and was found to be in diabetic ketoacidosis. The note also 
included that the resident was deemed critically ill with ongoing threat to life or limb secondary to metabolic 
acidosis, necessitating ICU (intensive care unit)-level care.The hospital critical care admission history and 
physical note dated December 13, 2025 included Resident #44 had a principal problem of type 1 diabetic 
ketoacidosis. Per the documentation, the resident presented to the emergency department from the facility 
for altered mental status after the BS was thought to be high, and reports of seizure-like activity. The 
assessment revealed the resident was admitted for acute encephalopathy and diabetic ketoacidosis and 
hyperosmolar hyperglycemic state
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of clinical record, and review of facility policy and procedure, the facility failed to ensure 
the medical record was complete and accurate regarding blood glucose monitoring for one resident (#44). 
The deficient practice could lead to incomplete and inaccurate medical record.-Findings Include:Resident 
#44 was admitted on [DATE], and re-admitted on [DATE], with diagnoses of type 1 diabetes mellitus, 
cerebral infarction, long term use of insulin, unspecified dementia, unspecified psychosis, and other sequelae 
of cerebral infarction.A quarterly minimum data set (MDS) assessment dated [DATE], revealed Resident #44 
had a brief interview for mental status (BIMS) assessment score of 10, indicating moderate cognitive 
impairment. Section I revealed Resident #44 had active diagnoses of diabetes mellitus and psychotic 
disorder.A care plan dated June 7, 2024, revealed Resident #44 had diabetes mellitus, with interventions 
that included:-Diabetic medication as ordered by physician-Fasting serum blood sugar as ordered by 
physicianNo evidence was found in the care plan regarding monitoring blood glucose (blood sugar / BS) with 
either accucheck (fingerstick BS monitoring device) or dexcom device (continuous glucose system sensor). 
Additionally, the care plan revealed the most recent revision was on June 25, 2025.A physician order dated 
May 24, 2024, included for vital signs per facility policy.Physician orders dated August 28, 2024, 
included:-Dexcom G7 Sensor (continuous glucose system sensor), to inject 1 dose (sensor) subcutaneously 
one time a day every 10 days for type 1 diabetes mellitus, and to install on upper arm and alternate arms 
each dose, and to remove per schedule.-Keep Dexcom G7 sensor charged at all times.A physician order 
dated June 26, 2025, included to change Dexcom G7 Sensor every 10 days.A physician order dated and 
signed by a Nurse Practitioner (NP / Staff #27) on October 24, 2025, included to check BS four times a day, 
at 9:00 A.M., 12:00 P.M., 5:00 P.M., and 9:00 P.M.Another physician order dated October 24, 2025, included 
for Humalog Injection Solution 100 unit/ml (Insulin Lispro), to inject 6 units subcutaneously before meals and 
at bedtime (7:30 A.M., 11:00 A.M., 4:00 P.M., and 8:00 P.M.) for diabetes, and to hold if BS <120, and to 
scan Dexcom G7 Sensor, and keep it charged. The clinical record was reviewed and revealed the following 
regarding BS readings (values / numerical data) for Resident #44:October 24, 2025:-An Orders 
Administration Note revealed the resident refused insulin administration 2 times.-There was no evidence of 
any BS readings. October 25, 2025:No evidence of any BS readings. October 26, 2025:-An Orders 
Administration Note at 7:23 A.M. revealed no insulin was administered due to BS reading 63 and outside of 
parameters.-A Behavior Note revealed Resident #44 was compliant with BS checks and insulin 
administration, however there was no evidence of how many readings were taken, or what the BS values 
were. October 27, 2025:-An Orders Administration Note at 7:23 A.M. revealed no insulin was administered 
due to BS reading of 52, and outside of parameters.-There was no evidence of any other BS readings. 
October 28, 2025:-An Orders Administration Note revealed insulin was held due to BS reading 69.-There no 
evidence of any other BS readings. October 29, 2025:-An Orders Administration Note at 7:53 A.M. revealed 
no insulin was administered due to BS reading 53, outside of parameters.-There was no evidence of any 
other BS readings. October 30, 2025:-Orders Administration Notes at 9:45 P.M. and 9:47 P.M. revealed the 
resident refused to allow the nurse to check BS with dexcom device or check BS manually (fingerstick), and 
no insulin was administered.-There was no evidence of any other BS readings. October 31, 2025:-A 
Behavior Note at 12:16 A.M. revealed the resident refused to allow the nurse to check dexcom or check BS 
manually, and no insulin administered.-An Orders Administration Note at 8:41 P.M. revealed the resident 
refused multiple attempts of insulin administration.-There was no evidence of any other BS readings. 
November 1, 2025:-An Orders Administration Note revealed Resident #44 refused the dexcom sensor 
placement.-A Behavior Note revealed the resident was compliant with BS checks and insulin administration. 
-There was no evidence of how many BS readings were taken and when, nor what the BS values were. 
November 2, 2025:-A Vitals Log at 7:06 P.M. revealed a BS reading of 329-A Behavior Note at 9:37 P.M. 
revealed the resident was compliant with BS check and insulin injection.-There was no evidence of any other 
BS readings. November 3, 2025:-Orders Administration Notes at 7:37 A.M. and 4:09 P.M. both revealed no 
insulin was administered due to BS reading of 120, outside of parameters, and at 9:35 P.M. the resident 
refused the insulin for two attempts.-There was no evidence of any other BS readings. November 4, 2025:-A 
Behavior Note revealed the resident tolerated medication administration well and self-isolated in his room all 
day other than meal times and insulin administration. The note revealed no evidence of a BS reading.-An 
Orders Administration Note at 5:13 P.M. revealed the resident refused accucheck.-There was no evidence of 
any other BS readings. November 5, 2025:-Orders Administration Notes at 8:04 A.M., 11:53 A.M., and 5:04 
P.M. revealed Resident #44 refused insulin administration.-There was no evidence of any BS readings. 
November 6, 2025:-An Orders Administration Note at 11:59 A.M. revealed the resident refused accucheck, 
and was observed without signs and symptoms of hyper/hypoglycemia.-Orders Administration Notes at 5:07 
P.M. and 9:09 P.M. revealed the resident refused insulin administration.-There was no evidence of any other 
BS readings. November 7, 2025:-A Behavior Note at 2:58 P.M. revealed the resident refused his medications 
and BS checks.-Orders Administration Notes at 8:31 P.M. and 8:32 P.M. revealed the resident refused 
scheduled insulin and BS check.-There was no evidence of any other BS readings. November 8, 2025:-A 
Behavior Note at 5:48 A.M. revealed Resident #44 refused accucheck and refused his scheduled 
medication. There was no evidence that the dexcom device was attempted, nor that education was provided 
to the resident.-An Orders Administration Note at 7:45 A.M. revealed no insulin administered due to BS 
reading 87, outside parameters.-A Behavior Note at 2:51 P.M. revealed Resident #44 was compliant with BS 
checks, however no evidence of a BS value.-There was no evidence of any other BS readings. November 9, 
2025:-There was no evidence of any BS readings. November 10, 2025:-An Orders Administration Note at 
8:24 A.M. revealed no insulin administered due to BS reading 63, outside of parameters.-Orders 
Administration Notes at 9:10 P.M. and 9:11 P.M. revealed the resident refused multiple attempts of insulin 
administration and accucheck. There was no evidence of attempts to use the dexcom device, nor education 
provided to the resident.-There was no evidence of any other BS readings. November 11, 2025:-Orders 
Administration Notes at 8:33 A.M. revealed the resident refused insulin administration and refused the 
dexcom sensor.- A Behavior Note at 4:29 P.M. revealed the resident refused the first attempt at BS check, 
then allowed a second attempt for a BS check. There was no evidence what the BS value was.-There was 
no evidence of any other BS readings. November 12, 2025:-A Vitals Log at 7:43 A.M. revealed a BS reading 
of 85.-There was no evidence of any other BS readings. November 13, 2025:-Orders Administration Notes at 
8:27 and 8:28 P.M. revealed the resident refused insulin administration.-There was no evidence of any BS 
readings. November 14, 2025:-A Behavior Note at 5:35 A.M. revealed Resident #44 refused medications and 
accucheck.-Orders Administration Notes at 8:21 P.M. and 8:22 P.M. revealed the resident refused insulin 
administration and accucheck.-There was no evidence of any BS readings. November 15, 2025:-A Behavior 
Note at 12:52 A.M. revealed the resident refused medications and accucheck.-There was no evidence of any 
BS readings. November 16, 2025:-A Vitals Log at 8:10 P.M. revealed a BS reading of 345.-A Behavior Note 
at 8:49 P.M. revealed the resident allowed accucheck and insulin injection.-There was no evidence of any 
other BS readings. November 17, 2025:-An Orders Administration Note at 9:52 P.M. revealed the resident 
refused 3 attempts to administer insulin.-There was no evidence of any BS readings. November 18, 2025:-A 
Behavior Note at 2:47 P.M. revealed the resident took morning medications, but refused daytime insulin 
check. There was no evidence of any BS readings.-An Orders Administration Note at 5:04 P.M. revealed the 
resident refused accucheck.-A Vitals Log at 7:53 P.M. revealed a BS reading of 561.-A Behavior Note at 
9:21 P.M. revealed the resident's BS reading was 516.-There was no evidence of any other BS readings. 
November 19, 2025:-An Orders Administration Note at 10:38 A.M. revealed the resident refused insulin 
multiple attempts. There was no evidence of a BS reading.-An Orders Administration Note at 3:07 P.M. 
revealed the resident refused accucheck.-An Orders Administration Note at 8:00 P.M. revealed that the 
resident refused the insulin administration. There was no evidence of a BS reading.-There was no evidence 
of any other BS readings. November 20, 2025:-An Orders Administration Note at 8:09 A.M. revealed the 
resident refused 3 attempts at insulin administration. There was no evidence of a BS reading.-A Behavior 
Note at 2:30 P.M. revealed the resident's BS was within normal limits (WNL), however no evidence of what 
the BS value was.-An Orders Administration Note at 5:16 P.M. revealed the resident refused 3 attempts at 
insulin administration. There was no evidence of evidence of a BS reading.-Orders Administration Notes at 
9:00 P.M. and 9:01 P.M. revealed the resident refused accucheck.-There was no evidence of any other BS 
readings. November 21, 2025:-A Health Status Note at 11:54 A.M. revealed the resident was coming to the 
dining room for lunch and stated he felt dizzy and laid himself on the floor outside the room door. The 
documentation revealed BS was monitored and maintained per physician orders. There was no evidence 
what the BS value was, or that the provider was notified of the incident, or that the resident was placed on 
COC monitoring.-A Behavior Note at 4:02 P.M. revealed Resident #44's BS was monitored. There was no 
evidence what the BS value was.-An Orders Administration Note at 8:23 P.M. revealed the resident refused 
accucheck. There was no evidence the dexcom device was attempted, or that education was provided to the 
resident.-There was no evidence of any other BS readings. November 22, 2025:-A Behavior Note at 12:36 A.
M. revealed Resident #44 refused scheduled accuchecks.-An Orders Administration Note at 2:11 A.M. 
revealed staff reported Resident #44 was vomiting, and that BS was checked and read high, and that 
as-needed (PRN) insulin was administered.-An Orders Administration Note at 5:29 A.M. revealed Resident 
#44 refused to allow nurse to recheck BS.-There was no evidence of any other BS readings. November 23, 
2025:-A Vitals Log at 4:59 P.M. revealed a BS reading of 222.-There was no evidence of any other BS 
readings. November 24, 2025:-A Behavior Note at 10:29 A.M. revealed Resident #44 was compliant with 
insulin administration and accucheck today. There was no evidence of a BS reading.-An Orders 
Administration Note at 9:32 P.M. revealed the resident refused 3 attempts at insulin administration. There 
was no evidence that the resident was provided education, nor any evidence of BS reading.-There was no 
evidence of any other BS readings. November 25, 2025:-An Orders Administration Note at 11:58 A.M. 
revealed the resident refused accucheck for 3 attempts.-A Behavior Note at 2:12 P.M. revealed the resident 
refused medications except his insulin. There was no evidence of a BS reading.-An Orders Administration 
Note at 4:32 P.M. revealed the resident refused accuchecks.-There was no evidence of any other BS 
readings. November 26, 2025:-An Orders Administration Note at 10:25 A.M. revealed the resident refused 
insulin administration and refused accucheck.-A Behavior Note at 2:14 P.M. revealed the resident 
approached the nurses station this morning asking for his insulin.-An Orders Administration Note at 3:51 P.
M. revealed the resident refused accucheck and insulin.-There was no evidence of any BS values. 
November 27, 2025:-A Vitals Log at 7:53 A.M. revealed a BS reading of 467.-An Orders Administration Note 
at 11:48 A.M. revealed the resident refused insulin for 3 attempts.-An Orders Administration Note at 12:00 P.
M. revealed the resident refused insulin.-AN Orders Administration Note at 8:07 P.M. revealed the resident 
refused accucheck.-There was no evidence of any other BS readings. November 28, 2025:-A Behavior Note 
at 1:56 A.M. revealed the resident continued to refuse medications and accuchecks for multiple attempts.-An 
Orders Administration Note at 2:45 P.M. revealed the resident refused to get his BS checked.-A Behavior 
Note at 5:08 P.M. revealed Resident #44 continued to refuse his medication and accuchecks for multiple 
attempts.-An Orders Administration Note at 8:29 P.M. revealed the resident refused accucheck.-There was 
no evidence of any BS readings. November 29, 2025:-A Behavior Note at 5:00 A.M. revealed Resident #44 
was non-compliant with medications, accuchecks, and scheduled insulin.-An Orders Administration Note at 
1:11 P.M. revealed the resident refused BS check.-A Behavior Note at 4:37 P.M. revealed the resident was 
compliant with BS check before breakfast, that revealed BS of 450, and that 6 units of insulin were 
administered. The documentation revealed the resident refused 11:30 A.M. accucheck, and at 3:00 P.M., the 
nurse was notified that the resident vomited, and the BS reading was 491, and 6 units of insulin were 
administered.-A Behavior Note at 5:08 P.M. revealed at 3:00 P.M., the accucheck was completed twice and 
that both times, the monitor read high.-There was no evidence of any other BS readings. November 30, 
2025:-An Orders Administration Note at 4:30 A.M. revealed the BS is high.-A Health Status Note at 4:57 A.
M. revealed that at 4:30 A.M., the resident was vomiting during rounds. The resident's BS was checked and 
shows high, and PRN insulin coverage was provided. The resident's BS was re-checked 15 minutes later 
and still is high. The documentation revealed the provider was called at 4:45 A.M. and new orders were 
received to re-check BS in 2 hours, and if BS was still high, the NP would provide new orders.-A Vitals Log at 
7:15 A.M. revealed a BS reading of 575. A Transfer to Hospital Summary dated November 30, 2025, 
revealed the NP ordered to send Resident #44 to the hospital emergently via 911.An Orders Administration 
Note dated November 30, 2025, revealed the resident was hospitalized .An admission Summary note dated 
December 1, 2025, revealed Resident #44 re-admitted to the facility and had BS reading of 222.The clinical 
record revealed the following regarding BS readings for Resident #44 after re-admitting from the hospital: 
December 2, 2025:-A Behavior Note at 3:17 A.M. revealed the resident was refusing all medication in the 
evening.-An Orders Administration Note at 1:22 P.M. revealed the resident refused insulin administration, 
and there was no evidence of a BS reading.-A Behavior Note at 3:06 P.M. revealed the resident would not 
allow BS check at 4:00 P.M.-A Behavior Note at 10:59 P.M revealed the resident initially refused medications 
and BS check, however the nurse provided the resident a diet coke and then the resident agreed to take 
medications and BS check. The note revealed no evidence of a BS value.-There was no evidence of any 
other BS readings. December 3, 2025:-An Orders Administration Note at 12:16 P.M. revealed the resident 
refused to get BS checked.-A Behaviors Note at 6:41 P.M. revealed accucheck was initiated and insulin 
administered. There was no evidence of a BS value.-There was no evidence of any other BS readings. 
December 4, 2025:-An Orders Administration Note at 12:19 P.M. revealed the resident refused insulin 
administration two times. The documentation revealed that education was provided to the resident.-A 
Behavior Note at 5:09 P.M. revealed the resident was compliant with morning accucheck, however there was 
no evidence of a BS value, and that the resident refused afternoon and evening accucheck, and education 
was provided to the resident.-An Orders Administration Note at 9:06 P.M. revealed the resident refused 
accucheck.-There was no evidence of any other BS readings. December 5, 2025:-A Behavior Note at 12:36 
A.M. revealed the resident refused accucheck and medications.-A Behavior Note at 12:26 p.m. revealed the 
resident's BS was checked and he received insulin. There was no evidence of a BS value.-An Orders 
Administration Note at 8:28 P.M. revealed the resident refused accucheck.-There was no evidence of any 
other BS readings. December 6, 2025:-An Orders Administration Note at 1:20 P.M. revealed the resident 
refused accucheck for 2 attempts.-An Orders Administration Note at 5:25 P.M. revealed the resident again 
refused accucheck for 2 attempts.-A Behavior Note at 5:27 P.M. revealed the resident tolerated accucheck 
and insulin administration in the morning, and that the BS reading revealed 475. The documentation also 
revealed that the resident refused 11:30 A.M. and 4:00 P.M. accuchecks.-There was no evidence of any 
other BS readings. December 7, 2025:-A Behavior Note at 5:25 P.M. revealed Resident #44 was compliant 
with morning accucheck and insulin administration, however there was no evidence of a BS value. The 
documentation revealed that the resident initially refused 11:30 A.M. accucheck, but allowed accucheck after 
a second second attempt, however there was no evidence of a BS value. The note also revealed the 
resident refused 4:00 P.M. accucheck.-There was no evidence of any other BS readings. December 8, 
2025:-An Orders Administration Note at 8:16 A.M. revealed Resident #44 had a BS value of 51 and was not 
administered insulin.-An Orders Administration Note at 12:53 P.M. revealed the resident refused accucheck.
-A Behavior Note at 5:13 P.M. revealed the resident was compliant with 4:00 P.M. accucheck, with a value of 
456, and that insulin was administered.-An Orders Administration Note at 10:15 P.M. revealed the resident 
refused insulin administration for 3 attempts.-There was no evidence of any other BS readings. December 9, 
2025:-A Behavior Note at 5:23 P.M. revealed Resident #44 refused accuchecks four times, but did not 
specify which times. The note revealed that the nurse returned 10 minutes later and the resident did agree to 
have his BS checked, and the value was 177, and insulin was administered.-A Behavior Note at 6:18 P.M. 
revealed the resident's BS was checked and insulin given, however there was no evidence of a BS value.
-There was no evidence of any other BS readings. December 10, 2025:-A Behavior Note at 1:52 P.M. 
revealed the resident's BS was low, and the unit manager was notified. There was no evidence the provider 
was notified of the low BS or that the resident was placed on COC monitoring.-An Orders Administration 
Note at 7:53 P.M. revealed the resident refused BS check.-There was no evidence of any other BS readings. 
December 11, 2025:-A Behavior Note at 5:03 P.M. revealed Resident #44 was compliant with 7:30 A.M. 
accucheck and insulin administration, however there was no evidence of a BS value. The note revealed the 
resident was compliant with administration of the dexcom sensor on the resident's left deltoid, and compliant 
with 11:30 A.M. and 4:00 P.M. accuchecks and insulin administrations. There was no evidence of the BS 
values.-An Orders Administration Note at 8:25 P.M. revealed the dexcom indicated BS value of 278.-There 
was no evidence of any other BS readings. December 12, 2025:-An Alert Note at 3:38 A.M. revealed after 
midnight the dexcom read high.-An Orders Administration Note at 12:20 P.M. revealed the resident refused 
accucheck and insulin administration two attempts.-An Orders Administration Note at 7:44 P.M. revealed the 
dexcom read High.-A Behavior Note at 11:04 P.M. revealed that Resident #44 was observed lying in bed 
since the beginning of shift, and refused medications and accuchecks, and that the dexcom device read high.
-There was no evidence of any other BS readings. December 13, 2025:-An Orders Administration Note at 
9:01 A.M. revealed that the resident's BS was high and the resident was symptomatic, and that 8 units of 
PRN insulin was administered.-The Medication Administration Record (MAR) for December 2025 revealed 8 
units of PRN insulin were administered on December 13, 2025 at 9:01 A.M.-An Orders Administration Note 
at 9:02 A.M. revealed the resident was sent to the hospital in the morning before oral medications were 
given, due to hyperglycemia.-An SBAR note at 9:34 A.M. revealed the nurse went to wake the resident up for 
breakfast, BS check, and insulin administration at 7:50 A.M., and that the resident was observed with dried 
dark brown vomit around the mouth and with tachypnea and diaphoresis, and that the resident was 
responsive to painful stimuli with occasional grunting. The note revealed that both the accucheck and the 
dexcom device read high when assessed. The note revealed vital signs were assessed as follows: blood 
pressure 115/77 in left arm and 87/59 in right arm, pulse 50 beats per minute, temperature 98.5 degrees, 
respirations 44 per minute, and oxygen saturation 85% on room air. The documentation revealed that 8 units 
of PRN insulin were administered, and that the provider was notified and ordered to send the resident to the 
hospital via emergency medical services (EMS) for hyperglycemia. The note revealed at 8:25 A.M. EMS 
arrived and transported the resident to the hospital.-There was no evidence of any other BS readings. 
Review of the MAR and treatment administration record (TAR) for October, November, and December 2025 
revealed no evidence of documentation of any BS values.A signed statement from the Director of Nursing 
(DON / Staff #59) dated December 17, 2025, revealed the facility had no specific policy for vitals 
assessment, and no specific policy for BS monitoring. The statement revealed the staff follow physician 
orders for BS monitoring.An interview was conducted with a Licensed Practical Nurse (LPN / Staff #90) on 
December 17, 2025, at approximately 10:45 A.M. Staff #90 stated that the facility protocol for assessing vital 
signs for residents was to assess vital signs once a month, during the first week of the month, and to 
document the vital sign data in the Vitals Log in the electronic medical record (EMR). Staff #90 stated that for 
residents who require daily BS checks, that only the nurses check BS, not the certified nursing assistants 
(CNAs), and then log the BS on the MAR. Staff #90 stated that the BS value could also be documented in a 
progress note or in the vitals log in the EHR, and that there were no paper logs for BS or vital signs. Staff 
#90 stated that staff follow physician orders for monitoring BS and administering insulin, and that if not 
followed, a resident could experience blood sugar too low or too high (hypoglycemia or hyperglycemia). Staff 
#90 stated that a dexcom device was an electronic device that could read the BS of a resident anytime, once 
the sensor was placed on the resident's arm. Staff #90 said he was aware that Resident #44 had a dexcom 
device. The clinical record of Resident #44 was reviewed together and Staff #90 stated that the resident had 
a physician order to assess BS four times a day, scheduled at specific times of 9:00 A.M., 12:00 P.M., 5:00 P.
M., and 9:00 P.M., and that those BS values should be recorded on the MAR. The MAR for December 2025 
was reviewed together, and Staff #90 stated that no BS values were on the MAR. Staff #90 then reviewed 
the physician order for assessing BS four times a day, and stated that the nurse practitioner who entered the 
order did not check a box that would include the BS monitoring on the MAR, and that it was likely oversight 
on the provider's part.An interview was conducted with a unit manager / LPN (Staff #31) on December 17, 
2025, at approximately 11:00 A.M. Staff #31 stated that the importance of monitoring blood sugars for a 
diabetic resident was that the nurses would be able to determine when to administer insulin based on the 
physician orders. Staff #31 stated that she was sure that for Resident #44, the BS values were recorded on 
the MAR. Staff #31 reviewed Resident #44's physician order for BS to be checked four times a day, and 
stated that the scheduled times were 9:00 A.M., 12:00 P.M., 5:00 P.M., and 9:00 P.M, and then Staff #31 
reviewed the MAR for December 2025, and stated that she could not find any BS values recorded on the 
MAR. Staff #31 stated that some BS values could be documented in the progress notes, however when Staff 
#31 reviewed the progress notes, Staff #31 stated there were multiple days in December 2025 where there 
were not BS values or attempts documented four times a day. Staff #31 stated that a dexcom device was a 
device that monitored a resident's BS, and that the dexcom device would display the word high or low when 
the BS value was above or below certain values, but that Staff #31 did not know what those specific values 
were. A telephonic interview was conducted with a nurse practitioner (NP / Staff #27) on December 17, 2025, 
at 11:29 A.M. Staff #27 stated that her expectation for managing insulin for residents with type 1 diabetes, 
was for staff to check the resident's BS 3-4 times per day, certainly before meals and before bedtime before 
the insulin was administered, and that she would expect staff to record the value of the BS in the medical 
record. Staff #27 stated that she checks the EMR for BS values, and that the BS values are recorded 
sometimes in the progress notes and sometimes in the MAR or vitals log, but that the BS values are always 
recorded in the chart somewhere.An interview was conducted with a CNA (Staff #45) on December 17, 
2025, at 12:30 P.M. Staff #45 stated that the facility's protocol for assessing vital signs was once a month, 
during the first week of the month, and that nurses check vital signs for residents needing daily BS checks 
prior to administering medications. Staff #45 stated that only nurses check BS and that data is entered into 
the EMR and there were no paper logs.A telephonic interview was conducted on December 17, 2025, at 
12:36 P.M. with a Registered Nurse (RN / Staff #77), who stated that staff monitor residents' vital signs once 
a month during the first week of the month, however for specific residents, staff follow physician orders and 
take BS readings before administering medications, and record the data on the MAR. Staff #77 stated that 
only the nurses assess BS, not the CNAs.Regarding Resident #44, Staff #77 stated that the resident needed 
his BS checked, and that she normally attempted 3 or 4 times a day, and that the resident refused the BS 
checks often. Staff #77 stated that Resident #44's BS could be checked with either the dexcom device or an 
accucheck device. Staff #77 said that the dexcom device was a small electronic device that read a sensor 
that was placed in the resident's arm and remained there, and that the dexcom could give a BS reading at 
any time, as long as the device was within 20 feet of the resident. Staff #77 stated that even though the 
dexcom device was available, that certain nurses on the unit would not use the dexcom, that they would only 
attempt to check the resident's BS using a fingerstick device (accucheck). Staff #77 stated that when the 
Dexcom read high that she did not know what it indicated as far as a BS value.A telephone interview was 
conducted with the manufacturer's support for the Dexcom G7 device on December 17, 2025, at 1:30 P.M. 
The support personnel stated that if the dexcom device displays the word high then that would indicate that 
the patient's BS value was over 400, and if the dexcom device displays low, then the BS value was under 40.
An interview was conducted with an RN (Staff #6) on December 17, 2025, at 1:55 P.M. who stated that vital 
signs were checked every month unless the resident was on antibiotics or on a change of condition 
monitoring status, which would indicate to check vitals signs every shift. Staff #6 stated that there were no 
paper logs for vital signs, that the vital signs would be recorded in the EMR, either in the vitals log, or 
progress noted, or MAR. Staff #6 stated that facility staff would know when and how often to check a 
resident's BS because it would be indicated in the physician orders, and would be triggered to document the 
BS values on the MAR.An interview was conducted with the Director of Nursing (DON / Staff #59) on 
December 17, 2025, at 2:17 P.M., who stated that staff monitor resident vital signs to ensure they were 
within safe parameters and that residents were medically stable. Staff #59 stated vital signs were assessed 
once a month, unless the resident was on antibiotic medication or on a change of condition monitoring 
status, then the vitals were assessed regularly for 72 hours or whatever the physician orders indicated. Staff 
#59 stated that vital signs were documented in the EMR, in the vitals log, or progress notes, or MAR. Staff 
#59 stated it was her expectation that staff would follow physician orders and attempt to get BS readings and 
document the values in the EMR if there was a physician order indicating to monitor BS multiple times per 
day. Staff #59 said if a resident had a physician order to check BS four times a day, then the order should 
carry over to the MAR, and have specific times indicated. Staff #59 stated she expected staff to notify a 
provider when vitals signs were abnormal and to document that the provider was notified in the medical 
record.In regard the dexcom system, Staff #59 stated that there was a small adhesive patch with a very 
small needle sensor that was applied to a resident's arm and remained there for a period of time, and that a 
nurse holding the small handheld dexcom reader could easily electronically connect with the sensor in the 
resident's arm anytime to receive a current BS value. Staff #59 stated that if the dexcom device displayed a 
reading of the word low that indicated the resident's BS was less that 60, and if the dexcom device read high 
that meant the BS value was higher than 500. In either situation high or low, Staff #59 stated that she would 
expect staff to contact the provider and attempt to provide a resident insulin.Regarding Resident #44, Staff 
#59 stated that she believed the resident was on a sliding scale of insulin, and that his BS was monitored 
with a dexcom device because he historically refused the accucheck (fingerstick) monitoring. The clinical 
record was reviewed, and Staff #59 stated that Resident #44 had a physician order to check BS four times a 
day, and that it was scheduled for 9:00 A.M., 12:00 P.M., 5:00 P.M., and 9:00 P.M. Staff #59 stated that the 
BS values were assessed using the dexcom device after midnight on night shift of December 11-12, 2025, 
and again in the evening (7:44 P.M.) of December 12, 2025, which indicated high both times, and that Staff 
#59 could not find evidence in the clinical record that the provider was notified either instance. Additionally, 
Staff #59 reviewed the clinical record, and stated she could not find evidence on December 11, 2025, that 
the BS checks conducted in the morning, were recorded as numerical values anywhere in the clinical record, 
and that the only BS value that was recorded that date was at 8:25 P.M. which indicated a BS value of 278. 
The physician order for BS checks was reviewed again, and Staff #59 stated that the NP who entered the 
order put the scheduled times in the order, but failed to click boxes to add required supplemental 
documentation on the MAR, which would have triggered the nurses to automatically document the resident's 
BS values on the MAR four times a day. Staff #59 stated that this was oversight on the NP's part.Review of 
the facility policy titled Charting and Documentation, revised July 15, 2022, revealed that all services 
provided to the resident, or any changes in the resident's medical or mental condition, shall be documented 
in the resident's medical record. Documentation of procedu
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