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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure all medications, painting supplies, and 
cleaner/degreaser sprays were secured for 3 of 3 random observations for potential accidents. This deficient 
practice had the potential to affect 2 of 2 residents randomly observed (Residents G and N). Findings 
include: 1. On 12/30/25 at 11:15 a.m. Resident G was observed lying on his bed closing his eyes on and off. 
There was a medication cup of 5 unidentified pills observed on the over-the-bed table among the resident's 
personal items. The resident indicated the staff had left the medications for him to take when he wanted, and 
this was his usual routine. The resident deflected and changed the topic when he was asked to identify the 
medications. There was also a medication cup containing 2 unidentified white tablets on the bedside stand 
between the resident's BiPAP machine (a non-invasive ventilator used to help people breathe easier) and a 
push-button desk telephone, out of reach and sight of the resident. On 12/30/25 at 12:33 p.m., a second 
observation of Resident G lying on the bed scrolling on his cellphone. The medication cup of 2 unidentified 
white tablets remained on the bedside stand between the resident's BiPAP machine and a push-buttoned 
desk telephone, out of reach and sight of the resident. On 12/30/25 at 3:55 p.m., a third observation of 
Resident G lying on the bed scrolling on his cellphone. The medication cup of 2 unidentified white tablets 
remained on the bedside stand between the resident's BiPAP machine and a push-buttoned desk telephone, 
out of reach and sight of the resident. On 12/30/25 at 3:58 p.m., the Regional Nurse Consultant and Director 
of Nursing Services were informed that medications had been observed at Resident G's bedside. Nursing 
staff were observed in the resident's room but had not removed the medications. Resident G's clinical record 
was reviewed on 12/31/25 at 1:30 p.m. Diagnoses on Resident G's profiled included osteomyelitis of lumbar 
vertebra, respiratory failure, and dependence on renal dialysis. An entry Minimum Data Set (MDS) 
assessment, completed on 10/4/25, assessed Resident G as having moderately impaired cognition. 
Resident G's clinical record lacked a physician's order or care plan for self-administration of medications. On 
12/31/25 at 2:15 p.m., the Regional [NAME] President of Risk Management provided a Medication 
Administration policy, undated, and indicated the policy was the one being used by the facility. The policy 
indicated, The purpose of this policy guidance for general medication administration .w. Never leave 
medications unattended .cc. Do not leave medications at bedside . 2. On 12/30/25 at 11:38 a.m., a utility cart 
was observed at the end of the hallway, parked in an alcove beside Resident N's room. Resident N was 
observed in a manual wheelchair (WC) rolling himself up and down the hallway unsupervised. The resident 
was carrying a bible, confused, wandering aimlessly around the unit, and muttering to himself. The resident 
was observed stopping next to the utility cart for extended periods of time. Painting supplies on the cart 
included 2 buckets of wall putty, an opened tube of caulking in a metal holder ready for use, an opened bottle 
of M1 Tough Job remover (used to strip latex paint - a hazardous statement indicated highly flammable liquid 
and vapor, caused serious eye irritation, keep container tightly closed, and if the liquid got on skin shower 
immediately), an opened spray bottle of Krud [NAME] cleaner (a cleaner/degreaser - a hazardous statement 
indicated caused eye irritation, potential harm if swallowed or inhaled, and avoid getting on skin or 
breathing), a bucket of paint, and a bucket of dirty water sitting among blankets, trash bags, trash, dirty rags, 
and painting supplies. There was also an opened blue 5-gallon bucket of paint with a roller inside, there was 
no lid on the bucket. On 12/30/25 at 11:45 a.m., Resident N was observed propelling himself from near the 
nurse's station in the center of the unit, to the end of the hallway and he stopped near the utility cart. 
Licensed Practical Nurse (LPN) 4 indicated Resident N was confused and wandered up and down the 
hallways all the time. On 12/30/25 at 12:30 p.m., a third observation of the utility cart with painting supplies 
parked near Resident N's room. Resident N's clinical record was reviewed on 12/31/25 at 2:10 p.m. 
Diagnoses on Resident N's profile included autistic disorder, unspecified dementia, and intellectual 
disabilities. A quarterly MDS, completed on 11/28/25, indicated Resident N had severe cognitive impairment. 
The resident required moderate to significant assistance from staff for most ADL's (activities of daily living) 
and could propel himself in a wheelchair after setting him up. On 12/30/25 at 3:50 p.m., the Executive 
Director (ED) indicated the utility cart was being used by a painter working on the vacant room next to 
Resident N. The cart should have been secured in the room being refurbished, not left in the hallway 
unsupervised. On 12/31/25 at 2:15 p.m., the Regional [NAME] President of Risk Management provided a 
Hazardous Material and Waste Management policy, revised 10/7/19, and indicated the policy was the one 
being used by the facility. The policy indicated, .8. The facility shall establish and implement processes for 
selecting, handling, storing, transporting, and disposing of hazardous materials .10. The facility shall ensure 
that all chemicals and wastes are maintained appropriately to ensure a safe environment. This citation 
relates to Intake 2691777. 3.1-45(a)(1)3.1-45(a)(2) 42155826
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Ensure that residents are free from significant medication errors.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interview, the facility failed to ensure insulin was administered in accordance 
with physician's orders and by manufacturer's instructions for 3 of 3 residents observed for insulin 
administration (Residents B, H, and T). Findings include:1. A concern brought up during the survey indicated 
Resident B had complained to the staff daily about his high blood sugar readings, not getting his insulin 
timely, the physician not being contacted for extra insulin coverage when his blood sugar readings were high, 
and not receiving the proper diet to help control his diabetes. On 12/30/25 at 12:36 p.m., Resident B was 
observed returning to his room. The resident indicated his blood sugar readings were always high due to not 
getting his insulin correctly. That morning at 4:00 a.m., his blood sugar had read high which meant over 600, 
he had cold sweats, and the staff had responded by turning on the air conditioner but had refused to call the 
physician and get insulin coverage. The resident indicated until this past week he had worn an electronic 
glucose monitoring device on his arm, but it had come apart when he was removing his shirt last week. The 
facility was supposed to have got him a replacement, but that had not yet happened. On 12/30/25 at 12:42 p.
m., Registered Nurse (RN) 6 was observed to enter Resident B's room with an electronic pad so the resident 
could participate in a telehealth visit with the attending physician's Nurse Practitioner (NP) about his pain 
medication. Resident B was overheard reporting his blood sugar reading of 399, and the NP recommended 
administering an additional 9 units of insulin to supplement the noon insulin he'd already received. The 
resident indicated his A1C (a lab test to measure the average blood sugar over the past 2-3 months) was 
running over 9 and going up, and in the past, it had never been over 6.5 (normal range 4.8 - 5.6). The 
resident indicated he was currently managing his diet, but the nurses were not listening to him and refused to 
call the MD/NP when he knew he needed additional insulin. On 12/31/25 at 8:59 a.m., Resident B was 
observed to be upset and voicing his displeasure to Licensed Practical Nurse (LPN) 8 as she prepared to 
administer his Lantus insulin 20 units and Humalog insulin 3 units that were ordered for 8:00 a.m. Resident B 
also indicated that the night nurse had not taken his blood sugar reading before he went to breakfast. LPN 8 
performed a finger stick blood sugar with a reading of 410, and an additional 9 units of Humalog insulin was 
administered. Resident B indicated, he was supposed to have his insulin administered 15 - 30 minutes 
before meals to get a proper reading as getting the blood sugar reading after he ate would affect the amount 
of sliding scale coverage he received, but that rarely happened. LPN 8 responded that she had other 
residents with diagnoses of diabetes that required insulin, and she would get them all when she had time. 
Resident B asked when his electronic glucose monitoring device for his arm would be available, and LPN 8 
indicated she would call the pharmacy for an update. Resident B indicated this was a daily fight he had with 
the nurses, of his blood sugar being high, the nurses giving his insulins late, and them refusing to notify the 
MD/NP of high readings to get additional insulin coverage. Resident B's clinical record was reviewed on 
12/30/25 at 2:25 p.m. Diagnoses on Resident B's profile included type 2 diabetes mellitus with 
hyperglycemia. A care plan for Resident 8, dated 9/18/25, indicated the resident had diabetes. The goal was 
for the resident to be able to articulate potential complications of not following prescribed regimen and to be 
free from signs and symptoms of hypoglycemia and hyperglycemia. Interventions included administering 
insulin injections per orders, administering medications per medical provider's orders, and monitoring 
symptoms of hyperglycemia and hypoglycemia. The resident's care plan lacked documentation it had been 
updated after his admission on [DATE]. A Nursing admission Evaluation, dated 11/25/25, indicated Resident 
B's admitting diagnoses was ketoacidosis (a life-threatening medical emergency where the body was unable 
to use glucose). The resident was cognitively intact and had no behaviors or rejection of care. The resident 
did not have a CGMD (Continuous Glucose Monitoring Device) he choose to self-manage. Physician's 
orders included:a. On 11/25/25, a consistent carbohydrate diet (CCD diet - designed to help manage high 
blood sugar levels). The order was discontinued on 11/26/25 and the diet order changed to a regular diet 
with thin consistency liquids.b. On 11/25/25, perform a fingerstick blood glucose test before meals and at 
bedtime. If the blood glucose is less than 70 or greater than 410, staff were to notify the primary care 
physician. c. On 11/25/25, monitor for signs or symptoms of hypoglycemia/hyperglycemia (i.e. sweating, 
tremor, pallor, tachycardia, palpitations, nervousness, headache, confusion, lightheadedness, slurred 
speech, lack of concentration, irritability, staggering gait etc.) every shift.d. On 11/25/25, an order for a 
FreeStyle Libre 3 Reader Device (Continuous Glucose System Receiver) e. On 11/25/25, Humalog insulin 
inject subcutaneously before meals and at bedtime for diabetes per sliding scale: if blood sugar is 140 - 170 
= 1 unit; 171 - 200 = 2 units; 201 - 230 = 3 units; 231 - 260 = 4 units; 261 - 290 = 5 units; 291 - 320 = 6 units; 
321 - 350 = 7 units; 351 - 380 = 8 units; 381 - 410 = 9 units. If Blood sugar is greater than (>) 410 Call MD. f. 
On 12/5/25, Lantus insulin inject 20 units subcutaneously in the morning for diabetes.g. On 12/11/25, 
Humalog insulin inject 3 units subcutaneously before meals for diabetes, hold if blood sugar was below 180. 
Medication Administration Records (MARs), dated November and December 2025, indicated documentation 
Resident B consistently received his Humalog insulin after meals, not before meals as per the physician's 
orders. Review of Resident B's blood sugar readings, dated 11/25/25 - 12/28/25, documented 158 blood 
sugar readings to include,Normal range of 74 - 106, 7 times107 - 400, 133 times401 - 499, 16 times500 - 
582, 2 times Progress notes that indicated the physician/NP had been notified of Resident B having high 
blood sugar readings included on 11/26/25 at 9:02 p.m. the blood sugar reading was 509, and on 12/11/25 at 
6:30 p.m., blood sugar reading was 582. Orders were obtained to administer additional insulin coverage. A 
physician's progress note, dated 12/22/25 at 6:44 a.m., indicated Resident B stated, he'd been diabetic since 
2012. He was very frustrated, he stated his insulin was poorly controlled, and he was not getting as much 
insulin as he needed. The resident had orders for Lispro Insulin 3 units plus sliding scale coverage before 
meals, and Lantus insulin 20 units in the a.m. The resident was very upset that he was not getting the 
carbohydrate count with his meals. The physician's note indicated he was going to place orders for a dietary 
consultation, and to give an additional Lispro 10 units and re-check the blood sugar in an hour. Notify the 
in-house provider of elevated blood sugars. A nursing behavioral progress notes, dated 12/22/25 at 8:06 p.m.
, indicated Resident B was noted yelling down the hall and cursing at staff about his dinner tray. Staff 
member told resident, they thought he had eaten in the dining room since he was seen there at mealtime. 
The resident was escorted to the dining room to eat his dinner. The resident had called the police. Resident 
B's MAR indicated his blood sugar reading at 4:59 p.m. was 275 and his evening insulin had been 
administered at 6:30 p.m. During an interview on 12/31/25 at 8:45 a.m., LPN 8 indicated Resident B was 
upset that his [NAME] electronic glucose monitoring machine had not been working for several days, and 
she needed to contact the pharmacy that morning to figure out where the new monitor was. During an 
interview on 12/31/25 at 12:40 p.m., Unit Manager (UM) 9 indicated she had been the nurse dealing with 
Resident B's concerns regarding his blood sugars and insulin administration. Resident B voiced daily, if not 
multiple times daily, to staff his being upset, his opinion of mismanagement of blood sugars, the food, and 
insulin administration. The MD/NP were notified almost daily about the resident's concerns and nurses would 
receive a 1-time order to cover high blood sugars as needed. UM 9 indicated, Resident B was often out of 
his room or off the unit and it was hard for nurses to find him when time for medication administration. The 
resident would get upset at not getting his medications by 9:00 a.m. and sometimes would refuse to take the 
medications until someone else attempted. Staff had tried to explain the 1-hour before and after window for 
medication administration, but Resident B did not care. Resident B's Dexcom electronic glucose reader was 
not broken, but the sensor had come off and needed replaced. UM 9 indicated, the facility did not utilize 
electronic glucose monitoring sensors to monitor blood sugars, instead the nurse's would stick the resident's 
finger and use a glucometer to read. All diabetic residents that received insulin were supposed to have 
parameters for when to notify the physician, especially if they had a sliding scale insulin order. 2. On 
12/31/25 at 9:10 a.m., Resident H was observed lying on his bed watching television. His breakfast tray sat 
on the over-the-bed table at bedside, and the food had all been eaten. LPN 8 looked at the resident's 
electronic glucose reader and recorded his blood sugar as 122. LPN 8 then administered Lantus insulin 8 
units. Resident H's clinical record was reviewed on 12/31/25 at 2:18 p.m. Diagnoses on Resident H's clinical 
record included type 2 diabetes mellitus (DM). A care plan for Resident H, dated 12/13/24, indicated the 
resident had diabetes and diabetic neuropathy. The goal was for the resident to be free from any signs or 
symptoms of hyper or hypoglycemia. Interventions included administering insulin injections per orders, 
administering medications per medical providers orders, and observe for signs and symptoms of 
hyperglycemia. Physician's orders included:a. On 12/13/24, indicated perform a fingerstick blood glucose 
test before meals and at bedtime. If the blood glucose is less than 70 or greater than 350, notify the primary 
care physician. b. On 12/13/24, monitor for signs and symptoms of hypoglycemia/hyperglycemia (IE: 
sweating, tremor, pallor, tachycardia, palpitations, nervousness, headache, confusion, lightheadedness, 
slurred speech, lack of concentration, irritability, staggering gait, etc.) every shift for diabetes.c. On 4/11/25, 
Metformin HCI ER (extended release) 500 milligrams (mg) give 1 tablet by mouth in the morning, related to 
type 2 DM with hyperglycemia.d. On 4/11/25, Jardiance 25 mg (Empagliflozin) give 1 tablet by mouth one 
time a day for DM.e. On 7/11/25, FreeStyle Libre 2 Sensor (Continuous Glucose System Sensor) inject 
1application subcutaneously every day shift every 10 day(s) for diabetes.f. On 10/13/25 Trulicity insulin, 
inject 4.5 mg subcutaneously every Monday day shift for diabetes.g. On 12/4/25 Lantus insulin, inject 8 unit 
subcutaneously in the morning for diabetes. Blood sugar monitoring, dated December 2025, indicated 
Resident H's daily blood sugar readings fluctuated from 69 - 297. 3. On 12/31/25 at 9:40 a.m., the Resident 
T was observed lying in bed speaking with 2 therapists. LPN 5 was observed to look at the resident's 
electronic glucose reader and recorded her blood sugar as 117. LPN 5 then administered Lantus 8 units. 
Resident T's clinical record was reviewed on 12/31/25 at 3:00 p.m. Diagnoses on Resident T's profile 
included type 2 DM with hyperglycemia. An annual MDS, completed on 9/19/25, assessed the resident as 
having moderate cognitive impairment, she had no signs or symptoms of behaviors and no rejection of care. 
Physician's orders included: a. On 6/13/25, Glargine insulin, inject 8 unit subcutaneously in the morning for 
diabetes.b. On 8/28/25, FreeStyle Libre 3 Sensor Miscellaneous (Continuous Glucose System Sensor) 1 unit 
every day shift every 14 day(s) for diabetes.c. On 9/12/24, perform a fingerstick blood glucose test 
(accucheck) before meals for DM, notify provider if blood sugar is less than 70 or greater than 350. Blood 
sugar monitoring, dated December 2025, indicated Resident T's daily blood sugar readings fluctuated from 
75 - 279. During an interview on 12/31/25 at 9:31 a.m., LPN 4 indicated on the Heritage hallways the night 
nurse started checking blood sugars at 6:30 a.m., and the day shift nurse would finish them as needed. 
Morning insulin was administered at the time the blood sugar was taken if the reading was high. If blood 
sugar reading was within normal range for the resident, the insulin was administered when the breakfast 
trays come out at approximately 7:30 a.m. - 7:45 a.m. During an interview on 12/31/25 at 9:42 a.m., LPN 5 
indicated on the Health hallways the 2 residents on her assignment that required morning insulin both wore a 
FreeStyle [NAME] electronic glucose monitoring system. The electronic reader was used to determine if the 
resident's blood sugar was normal or if additional insulin coverage was needed. LPN 5 would look at the 
reader, and if she did not think it was correct according to that resident's normal reading, or how they were 
acting, she would retake their blood sugar by poking their finger. LPN 5 indicated she administered her 2 
residents' insulin according to when the resident requested, usually around 8:00 a.m. If the resident received 
long-acting insulin the timing of the insulin administration was not as important, but if the resident received 
short acting insulin she preferred to wait until the breakfast or lunch trays were served to prevent the blood 
sugar from dropping too low. On 12/31/25 at 3:40 p.m., the [NAME] President of Risk Management indicated 
medication administration times on the MAR included, Early am = 4:00 a.m. - 7:00 a.m.AM = 6:00 a.m. - 
11:00 a.m.Afternoon = 12:00 p.m. - 3:00 p.m.PM = 4:00 p.m. - 7:00 p.m. HS = 8:00 p.m. - 11:00 p.m. 
Humalog Insulin prescribing information, at www.humalog.com (5/20/25), was provided by the Regional 
[NAME] President of Risk Management on 12/31/25 at 3:15 p.m. The manufacturers instruction indicated 
administer Humalog insulin, (a rapid acting insulin designed for quick action to match mealtime glucose), by 
subcutaneous injection into the abdominal wall, thigh, upper arm, or buttocks within 15 minutes before a 
meal or immediately after a meal. Lantus Insulin prescribing information (6/2022), the Food and Drug 
Administration, at https://www.fda.gov/drugsatfdawww.humalog.com for the latest approved by the FDA, was 
provided by the Regional [NAME] President of Risk Management on 12/31/25 at 3:15 p.m. The 
manufacturers instruction indicated, administer Lantus insulin, (a long-acting insulin was designed to provide 
a slow, steady release of insulin to manage blood sugar levels between meals and overnight), by 
subcutaneous injection into the abdominal area, thigh, or deltoid once daily at any time of day, but at the 
same time every day. On 12/31/25 at 2:15 p.m., the Regional [NAME] President of Risk Management 
provided a Medication Administration policy, undated, and indicated the policy was the one being used by 
the facility. The policy indicated, 1. a. The purpose of this policy guidance for general medication 
administration Administer medications only as prescribed by the provider.f. Observe the [five rights] in giving 
each medication: i. the right resident ii. the right time . This citation relates to Intake 2691777. 3.1-48(c)(2)
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