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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, family interview, staff interviews, police dispatch interview and policy review, the facility 
failed to appropriately assess and provide intervention to 1 of 3 residents reviewed (Resident #2) for 
hospitalization and further failed to follow physician orders and provide adequate intervention for low blood 
sugars (Resident #2). The facility reported a census of 52 residents. Findings include: The Minimum Data 
Set (MDS) dated [DATE] documented Resident #2 had a Brief Interview for Mental Status (BIMS) score of 
15, indicating intact cognition. The MDS included diagnoses of medically complex conditions, heart failure, 
renal insufficiency, diabetes mellitus, hyperlipidemia and respiratory failure. The MDS revealed the resident 
was on high risk drug classes to include insulin and had received insulin injections 7 days of the 7 day look 
back period. The Care Plan for Resident #2, with an initiation date of [DATE], included a focus area: resident 
had a diagnosis of diabetes and was at risk for frequent infections, alteration of skin, visual impairment, 
hyper/hypoglycemia, renal failure and cognitive/physical impairment. The Care Plan interventions instructed 
staff as follows: Administer medications and obtain labs as ordered. Observe blood glucose levels as 
ordered.Administer meds as ordered. Report noted signs of hypoglycemia: blood sugar 50 mg/dl, shakiness, 
sweating, chills, clamminess, change in mentation, abdominal discomfort. Report noted signs of 
hyperglycemia: high blood sugar, increased thirst, blurred vision, headache, frequent urination. Give HS 
(hour of sleep) snack to prevent hypoglycemia overnight. Observe skin for changes- redness, circulatory 
problems, breakdown, etc. Report noted signs of hyperglycemia thirst, excessive appetite or voiding, change 
in level of consciousness or mood, report to physician as indicated. Review of the Electronic Health Record 
(EHR) for Resident #2 revealed the following orders: Lantus SoloStar Subcutaneous Solution Pen-Injector 
100 unit/ml (insulin glargine), inject 24 unit subcutaneously one time a day related to Type 2 Diabetes 
Mellitus with other diabetic kidney complication; Type 2 Diabetes Mellitus with diabetic nephropathy. Start 
date of [DATE]. Scheduled to be given in the AM- 7:00 AM. Tirzepatide Subcutaneous Solution Auto-Injector 
5 mg/0.5ml (Tirzepatide), inject 0.5 ml subcutaneously one time a day every Monday related to Type 2 
Diabetes Mellitus with other diabetic kidney complication; Type 2 Diabetes Mellitus with diabetic 
nephropathy. Start date of [DATE]. Scheduled to be given in the PM- 4:00 PM. Insulin Lispro (1 unit dial) 
Subcutaneous Solution Pen-injector 100 unit/ml (Insulin Lispro) inject 6 unit subcutaneously three times a 
day related to Type 2 Diabetes Mellitus with diabetic nephropathy, hold if BS (blood sugar) is less than 120. 
Start date of [DATE]. Scheduled to be given in the AM- 7:00 AM, at noon and in the PM- 4:00 PM. Check 
Blood Sugar three times a day related to Type 2 Diabetes Mellitus with other diabetic kidney complication. 
Start date of [DATE]. Scheduled to be checked in the AM-7:00 AM, at noon and in the PM- 4:00 PM. Review 
of the EHR for Resident #2 lacked an order for Glucagon Emergency Injection Kit and lacked an order for 
Glucose Oral Tablet prior to [DATE]. Review of the Treatment Administration Record (TAR) for Resident #2 
for the month of [DATE], revealed on [DATE] the scheduled medication Tirzepatide Subcutaneous Solution 
Auto-Injector 5 mg/0.5ml was not given at the scheduled time of 4:00 PM. The scheduled blood sugar check 
for 4:00 PM was not completed and the scheduled Insulin Lispro (1 unit dial) Subcutaneous Solution 
Pen-injector 100 unit/ml was not given to the resident at the scheduled time of 4:00 PM. The TAR 
documented a 9, which is a code for other/see nurse notes. Review of the EHR for Resident #2 revealed the 
following Progress Notes completed by Staff A, Registered Nurse (RN):Progress note dated [DATE] at 6:30 
PM, titled EMAR-Administration Note, Note Text: Tirzepatide Subcutaneous Solution Auto-Injector 5 mg/0.
5ml (Tizrapatide), inject 0.5 ml subcutaneously one time a day every Monday related to Type 2 Diabetes 
Mellitus with other diabetic kidney complication; Type 2 Diabetes Mellitus with diabetic nephropathy. Blood 
sugar 27 held. Progress note dated [DATE] at 6:30 PM, titled EMAR-Administration Note, Note Text: Insulin 
Lispro (1 unit dial) Subcutaneous Solution Pen-injector 100 unit/ml (Insulin Lispro) inject 6 unit 
subcutaneously three times a day related to Type 2 Diabetes Mellitus with diabetic nephropathy, hold if BS 
(blood sugar) is less than 120. Blood sugar 27 held. Progress note dated [DATE] at 6:50 PM, titled Nurses 
Note, Note Text: Called to resident room by family member, she stated the resident is unresponsive. Nurse 
went to the room to find resident to be responding to pain only. Blood sugar checked and results 27. Family 
asked nurse to call 911, nurse told her she had protocols to follow and that is not the first thing to do. Family 
requested that they lay resident on the floor, CNA (Certified Nursing Assistant) and family member laid her 
on the floor. Family member called 911 and the police department responded. Family member ordered the 
police officers to do CPR and they obliged and started CPR. Ambulance crew arrived and stopped CPR. IV 
(intravenous) was started Glucagon given per paramedics. Responsive after Glucagon given. Loaded on cot 
and taken to local hospital. Review of the hospital record for Resident #2 with an admit date of [DATE] 
revealed the resident was admitted to the hospital from the emergency department on [DATE] at 8:37 PM. 
The hospital record documented the resident presented to the emergency department for altered mental 
status and per EMS record and discussion with facility, resident was visited by family at 7:00 PM when 
resident was alert but not responding to commands, she gradually became less responsive and a family 
member called 911 and on arrival chest compressions were performed. The resident's blood glucose was 
found to be 27 and EMS gave IV glucagon, the resident was immediately more alert, responsive after, but 
reported nausea and shortness of breath. In total, the resident received 2 minutes of chest compressions 
without additional IV medications or shock. The Resident was treated in the emergency department with 
Bumex 1mg, Dextrose 50 W injection and initially placed on dextrose infusion. The hospital record 
documented under the assessment and plan section diagnoses of acute toxic metabolic encephalopathy and 
severe hypoglycemia (Severe hypoglycemia is a condition where blood glucose levels drop dangerously low, 
typically below 54. It is a medical emergency that requires immediate medical attention, severe 
hypoglycemia can be life-threatening and requires treatment with emergency glucagon and/or medical 
intervention.). The plan was glucose checks every two hours for uptrend and dextrose 10% 50ml/hr infusion. 
During an interview [DATE] at 1:45 PM, Staff A, RN, stated she recalled Resident #2 and recalled what 
happened on the 18th of August, 2025. Staff A stated on the 18th of August she worked the 6:00 PM to 6:00 
AM shift. When she arrived for her shift, the 6:00 AM to 6:00 PM nurse, Staff B, Licensed Practical Nurse 
(LPN), gave her a shift change report and told her that she had not had time to go down to Resident #2's 
room to check her blood sugar (BS), scheduled for 4:00 PM, or give her the scheduled insulin (Lispro) or her 
scheduled Tirzepatide, both are scheduled for 4:00 pm, with a two hour window. Staff A stated at around 
6:40 PM a family member arrived to see Resident #2 and then yelled down the hall for Staff A to come to the 
room, stating Resident #2 was unresponsive. Staff A stated she went down to the resident's room, this was 
around 6:40 PM, and the resident was in her reclining chair. She stated the resident did respond to painful 
stimuli, but was not responding to verbal commands or communicating verbally. Staff A took the resident's 
blood sugar and it was at 27 (A blood sugar level below 70 is low and can be harmful, a blood sugar level 
below 54 is a cause for immediate action; Medical Encyclopedia). Staff A stated she went back to her 
medication cart in the hallway to look for Glucagon (Emergency Injection Kit) and could not find Glucagon in 
the medication cart. Staff A stated she looked for an order for this resident for Glucagon and could not find 
an order. She looked for all residents in the facility for an order for Glucagon and could not find any orders. 
Staff A asked for assistance from other staff to look in the medication cart on the 2nd floor for Glucagon. 
There was not any Glucagon in the medication cart on the 2nd floor, or on the 1st floor. Staff A stated she 
looked for Glucagon for approximately 15 minutes and the family member called 911 at approximately 7:00 
PM. Staff A stated she should have given the resident some sugar such as in the form of juice when she 
could not find the Glucagon, however she did not do this, nor did she call the resident's primary care 
physician (PCP). The Police Department arrived before the paramedics. Staff A stated the resident's pulse 
was normal and her oxygen saturation was normal. The family member asked the police to perform CPR, 
which they did. When the paramedics arrived, they stopped the CPR and they administered Glucagon. Staff 
A stated the resident's blood sugar should have been checked prior to 6:00 PM when Staff A arrived for her 
scheduled shift. The 4:00 PM scheduled blood sugar check and Insulin Lispro was not completed or 
administered, and the scheduled 4:00 PM Tirzepatide was not administered. Staff A stated she did not go 
down to the resident's room prior to the family member calling out for help, she had not had a chance to go 
down to the resident's room to check her blood sugar, or give her the two scheduled medications for 
diabetes mellitus. Staff A stated the window for these orders ended at 6:00 PM, however she had intended 
on getting to the resident's room as soon as she could after she arrived for her shift as she was informed by 
Staff B that these orders were not completed yet. Staff A stated she only checked the blood sugar for the 
resident after the family member told her the resident was unresponsive and said she thought it was due to 
low blood sugars. During an interview [DATE] at 2:20 PM, Staff B, LPN, stated she recalled Resident #2 and 
recalled working on [DATE], the 6:00 AM to 6:00 PM shift. Staff B stated the resident was tired that day, 
however she was normally tired. Staff B recalled checking the resident's blood sugar at 7:00 AM, this was 
under 120 and the Insulin Lispro was held, not given. At 12:00 PM, the resident had a blood sugar over 120 
and the Insulin Lispro was given. Staff B stated she did not get back down to the resident's room for her 4:00 
PM blood sugar check or to administer the 4:00 PM dose of Insulin Lispro if the resident's blood sugar would 
have been over 120. She also did not administer the 4:00 PM scheduled Tirzepatide. Staff B stated when the 
6:00 PM nurse came on duty, she informed Staff A that she had not checked the resident's blood sugar yet 
or given the Insulin Lispro or the Tirzepatide. Staff B stated she last checked on the resident in the afternoon 
and the resident was resting. Staff B believed there was a two hour window to complete the scheduled 4:00 
PM blood sugar and administer the Insulin Lispro if the blood sugar was over 120, and to administer the 
Tirzepatide. The window would have closed at 6:00 PM. Staff B stated she recalled the resident had a 
shower that afternoon, around 3:00 PM, and was doing well at that time. During an interview [DATE] at 2:30 
PM, the Administrator stated the facility completed a Quality Assessment (QA) summary regarding the 
events on [DATE] with Resident #2. The Administrator stated Staff A was going back and forth between the 
medication cart to check vitals and find a glucometer and Glucagon. The Administrator stated the facility now 
has Glucagon in all of the carts, it was not in the carts that night. The Administrator acknowledged the 
resident did not have an order for Glucagon on or prior to [DATE]. The Administrator stated the facility now 
has orders for Glucagon for all residents who have a diagnosis of Diabetes Mellitus (DM). The Administrator 
stated an expectation Staff B would have given the resident her 4:00 PM scheduled medication related to 
DM, and checked the resident's blood sugar before 6:00 PM. Staff B was outside the scheduling window. 
The Administrator stated there was Glucagon in the E-kit. She acknowledged Staff A did not use the 
Glucagon in the E-kit and did not administer juice or a carbohydrate to the resident The Administrator stated 
Staff B was given corrective action related to the incident on [DATE] with Resident #2. Review the EHR for 
Resident #2 revealed blood sugar under 70 on three separate occasions in the month of August, 2025: On 
[DATE] the resident's blood sugar was 68 in the AM. On [DATE] the resident's blood sugar was 60 in the AM. 
On [DATE] the resident's blood sugar was 55 in the AM. Staff B, LPN, performed the blood sugar checks on 
the 10th and on the 11th. Review of the EHR lacked documentation of steps taken to bring the resident's 
blood sugar up past 70. During an interview [DATE] at 9:20 AM, Staff B, LPN, stated she could not recall 
what steps she took when Resident #2's blood sugars were under 70. Staff B stated the protocol is to give 
the resident a glass of juice or a carbohydrate, depending on the resident's full symptoms, inform the PCP 
and re-check the blood sugar within 15 to 30 minutes, and continue to check on the resident. Staff B could 
not recall what steps she took, if any, when Resident #2's blood sugars were under 70. She stated the steps 
taken should be documented in the EHR. During an interview [DATE] at 9:30 AM, the Director of Nursing 
(DON) stated the facility policy and standard of practice would be to offer juice, depending on full symptoms, 
to a resident who had a blood sugar under 70 and re-check the blood sugar within 20-30 minutes. The DON 
stated an expectation the steps taken to bring the blood sugar above 70 be documented in the EHR. The 
DON acknowledged a lack of documentation in the EHR for steps taken to raise the blood sugar of Resident 
#2 when it was below 70. During an interview [DATE] at 9:35 AM, a family member of Resident #2 stated she 
came to visit the resident on [DATE] a little before 7:00 PM. When the family member arrived at the 
resident's room, the resident was slumped over to the right in a reclining chair and would not respond. The 
family member lifted the resident's head and the resident did not respond, her eyes were glazed and fixed 
and she had drool coming out of her mouth. The family member yelled down the hallway for help, two staff 
members were in the hallway and did not respond initially. The family member continued to yell for help and 
Staff A, along with a Certified Nursing Assistant (CNA), came into the room, Staff C. The family member told 
Staff A that a blood sugar check should be completed, she told the nurse the resident was unresponsive. 
The family member stated the nurse did not check vital signs and walked out of the room to get the 
glucometer to check blood sugar. Staff A returned to the room and realized she did not have the strip for the 
glucometer and went back out into the hallway. Staff A returned to the room and checked the resident's 
blood sugar, which was at 27. The family member asked Staff A to call for an ambulance and Staff A said not 
yet. Staff A left the room and did not return. The family member said she followed Staff A and asked her 
again to call for an ambulance and Staff A told the family member to go ahead and do it herself. The family 
member called 911 and talked to dispatch. The family member said she was left alone in the room with 
Resident #2 and Resident #2 was still unresponsive and not able to talk or move on her own. The family 
member told dispatch what was happening and dispatch walked her through what to do, dispatch had her 
check the resident's pulse and breathing, her breathing was slow and shallow. Dispatch instructed the family 
member to lower the resident to the floor. The family member was unable to do this alone, she called out for 
help again. A CNA came into the room eventually and assisted the family member to lower the resident to 
the floor, Staff C. Dispatch asked if there was an Automated External Defibrillator (AED) and the family 
member asked the CNA if there was an AED, the CNA said she did not know. The police arrived then and an 
officer started doing CPR right away. The family member said she told the officer maybe CPR should not be 
done, the officer said once it was started it could not be stopped. The paramedics arrived shortly after and 
took over. The family member stated during all of this time, Staff A did not return to the room to assist. Staff 
A returned to the room after the paramedics arrived and said they did not have an order or any Glucagon in 
the facility. During an interview [DATE] at 10:00 AM, the local Police Department stated a call came in to 
dispatch on [DATE] at 7:10 PM for medical assistance for Resident #2. They do not have a police report or 
names of officers responding as this was a medical call. Dispatch would have stayed on the phone with the 
caller until assistance arrived. During an interview [DATE] at 12:10 PM, Staff C, CNA, stated she recalled 
working on [DATE], a 4:00 PM to 8:00 PM shift in a CNA role. Staff C stated she is also a CMA (Certified 
Medical Assistant). She might have stayed later that evening, to around 8:30 PM. Staff C stated she was 
working on the floor and hallway where Resident #2 resided when a family member yelled out for help. Staff 
C stated she went down to the resident's room and the family member stated she thought the resident's 
blood sugar was low. Staff C observed the resident in her reclining chair, she appeared to be sleeping. Staff 
C stated the resident was unresponsive, she did not respond when Staff C said her name, her eyes were 
closed. Staff C stated she ran to get Staff A, RN, and to get the blood pressure cuff to check the resident's 
vitals. Staff C told Staff A that the resident was unresponsive and they needed to check her blood sugar and 
do vitals. Staff C believed she grabbed the glucometer and she and Staff A returned to the resident's room. 
Staff C believed she took the blood sugar first, it was at 27. Staff A re-took the blood sugar and it continued 
to read at 27. Staff C took the resident's pulse and it was at 97 she believed. Staff C stated she did not take 
the resident's blood pressure, she cannot be sure if Staff A took the resident's blood pressure reading. Staff 
C stated it was a chaotic situation. Staff A left the room and the family member asked if Staff A was going to 
call for an ambulance. Staff A told the family member that she was not calling an ambulance yet, she needed 
to follow protocol. Staff C stated she is not sure what the protocol entailed, she believed Staff A was looking 
for an order for Glucagon and checking to see what the resident's code status was. The family member 
asked over and over for Staff A to call for an ambulance, Staff A eventually told the family member she could 
call for an ambulance if she wanted to call. Staff C stated she was running back and forth and then the family 
member asked for her help to move the resident from the chair to the floor. The family member was alone in 
the resident's room at this time. The family member was on the phone with dispatch at the time. The resident 
was still unresponsive. Staff C stated Staff A was looking for Glucagon and they did not have any in the 
facility that could be found. The police arrived before the paramedics. Review of the EHR for Resident #2 
lacked documentation regarding the resident's blood pressure, temperature and pulse for [DATE] at the time 
of resident being reported as unresponsive. During an interview [DATE] at 2:50 PM, the DON stated the 
blood pressure, temperature and pulse readings should be in the EHR for the evening of [DATE] when the 
resident was reported as unresponsive and stated an expectation the resident's vitals were taken and 
documented in the EHR. Review of the facility policy Diabetic Management (Blood Glucose Monitoring), 
updated [DATE], documented the process if a resident had hypoglycemia and is responsive and able to 
swallow safely: 1. Test the blood glucose. If less than 70, recheck the blood glucose. 2. If blood glucose 
remains below 70, give 15 grams of carbohydrates. (give one of the following options) * 4-6 ounces Fruit 
Juice * 4-6 ounces of soda pop * 8 ounces of skim milk* 3-4 packets of table sugar in juice* 4 glucose tablets 
* One tube (15 ounces) glucose gel (if ordered)3. Monitor the resident closely. Re-check the blood glucose 
within 15 minutes, or sooner, if resident condition warrants.If the blood glucose remains low (<70), administer 
another 15-gram dose of carbohydrates and notify the physician. Follow any orders/instructions. Repeat until 
blood sugar is noted to be >70. 4. Once stabilized, the resident should receive a snack (such as, peanut 
butter sandwich and 8 ounces skim milk) or the next scheduled meal if within 30 minutes. 5. Update the 
physician and family of hypoglycemic episode and corrective measures unless otherwise directed by 
physician orders or as directed by family. If the resident is unresponsive and/or unable to swallow:1. Test the 
blood glucose. If below 70, recheck the blood glucose2. If the blood glucose remains below 70 and is 
unresponsive, give Glucagon 1mg. IM or SQ x1 dose, as ordered 3. Monitor the resident closely and assess 
level of consciousness and vital signs4. Repeat the blood glucose in 15 minutes 5. If blood glucose remains 
<70 and the resident is not able or willing to consume nutrition, call 911 and transfer to the hospital. 6. If the 
blood glucose is <70 and the resident is responsive and able to swallow follow the interventions in Process 
A. 7. Notify the physician and family of episode and interventions 8. Document series of events in the 
Progress Notes- Provide follow up documentation as deemed necessary. If at any time family/responsible 
party requests transfer to ER, call for ambulance and notify physician. Review of the facility policy Medication 
and Treatment Orders, dated 2024, documented orders need to be written completely and followed as 
ordered.
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