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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45410
or potential for actual harm
Based on interview and record review, the facility failed to monitor a diabetic resident's blood sugars with
Residents Affected - Few insulin administration for 1 resident (Resident #105) of 3 residents reviewed for diabetic care, resulting in the
potential for unnoticed hyperglycemia and hypoglycemia and the potential for residents to not meet their
highest practicable physical, mental, and psychosocial well-being.

Findings include:

Review of an Admission Record revealed Resident #105 admitted to the facility on [DATE] with pertinent
diagnoses which included diabetes mellitus and congestive heart failure.

Review of a Minimum Data Set (MDS) assessment for Resident #105, with a reference date of 2/24/2024
revealed a Brief Interview for Mental Status (BIMS) score of 12, out of a total possible score of 15, which
indicated Resident #105 was moderately cognitively impaired.

Review of Resident #105's May 2024 blood sugar documentation in the electronic medical record revealed
blood sugar checks were being performed once a day in April of 2024 and then stopped on May 3, 2024 with
no blood sugars being taken from May 3, 2024 through May 9, 2024.

Review of Resident #105's May 2024 Medication Administration Record (MAR) revealed his order for
Admelog (short-acting insulin) was discontinued on 5/1/2024. Further review revealed Resident #105
continued to receive 20 units of insulin glargine (long-acting insulin) every morning from May 3, 2024 through
May 9, 2024 without blood sugar monitoring.

Review of Resident #105's Progress Notes, dated 5/1/2024 at 12:13 PM, revealed Physician J reviewed
Resident #105's blood sugar documentation and made adjustments to his insulin orders because of
consistently low fasting blood sugar levels. Further review revealed that he decreased the Lantus (insulin
glargine) dose to 20 units every morning and stopped the Admelog. Further review revealed Physician J
wanted blood sugar monitoring to continue.

In an interview on 5/22/2024 at 3:00 PM, Physician J reviewed his documentation from 5/1/2024 and
reported he stopped Resident 105's short acting insulin on 5/1/2024 but wanted to continue blood sugar
monitoring as resident continued to receive long-acting insulin. Upon further review of the electronic medical
record, Physician J reported the order for blood sugar checks was connected to the Admelog order that he
discontinued on 5/1/2024. Physician J stated, You have uncovered a process issue. We will have to discuss
this at the team meeting.

(continued on next page)
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F 0684 In an interview on 5/22/2024 at 3:10 PM, Licensed Practical Nurse (LPN) H reported nursing staff should
check blood glucose levels prior to administering insulin. LPN H stated, | would never give insulin whether

Level of Harm - Minimal harm or long-acting or short-acting without a blood sugar check . If | had an order for insulin without a blood sugar

potential for actual harm check, | would contact the medical provider.

Residents Affected - Few In an interview on 5/22/2024 at 3:15 PM, former Director of Nursing (DON) A stated she was absolutely

concerned that blood sugar checks were not performed that were intended by the physician. DON A reported
she instructed nursing staff that blood sugar checks were a vital sign and did not need a physician order to
check. DON A reported there was apparently a communication issue between medical providers and nursing
staff that she would investigate.

In an interview on 5/23/2024 at 10:50 AM, Resident #105 reported the medical providers had been making
adjustments to his insulin orders. Resident #105 reported his blood sugar checks were stopped and restarted
and he did not remember staff discussing this with him.

In an interview on 5/23/2024 at 12:11 PM, former DON A reported she investigated Resident 105's blood
sugars and determined the order to monitor blood sugar levels was accidentally stopped when Physician J
discontinued the short acting insulin order on 5/1/2024.

Review of facility policy/procedure Diabetic Management: Hyper/Hypoglycemic Events, revised January of
2024, revealed .Residents with diabetes mellitus will be monitored and treated for hypoglycemia and/or
hyperglycemia according to Clinical Practice Guidelines and per physician orders .
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