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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to identify, assess, monitor, and follow physicians' orders for 
signs and symptoms of hypoglycemia (low blood sugar) for 1 of 3 residents (R1) who had diagnosis of 
diabetes. This resulted in an immediate jeopardy (IJ) situation for R1 who had continuous low blood sugars 
without treatment that resulted in hospitalization with hypoglycemia. The IJ began on 8/29/25 at 4:00 p.m., 
when interventions were not implemented to prevent hypoglycemia. The facility did not notify the provider 
and R1's blood sugars continued to drop until he was sent to the ED on 8/30/25 at 1:20 a.m. The 
administrator, director of nursing (DON), assistant director of nursing ADON), regional nurse consultant 
(RNC), activity director (D), health unit coordinator (HUC), and licensed social worker (LSW) were notified of 
the IJ on 9/4/25 at 5:14 p.m. The immediacy was removed on 9/5/25, but noncompliance remained at the 
lower scope and severity level 2 (D), which indicated no actual harm with potential for more than minimal 
harm that is not immediate jeopardy.Findings include:According to the American Diabetes Association (ADA) 
the recommendations for target blood sugar levels are: Before a meal (pre-prandial): Typically, between 80 
and 130 mg (milligrams/deciliter); Two hours after starting a meal (postprandial): Less than 180 mg/dL 
According to the ADA, hypoglycemia is defined as a blood glucose level below 70 mg/dL (3.9 mmol/L). 
Hypoglycemia is further categorized into three levels: Level 1 is below 70 mg/dL but above or equal to 54 
mg/dL (3.9-3.0 mmol/L), Level 2 is below 54 mg/dL (&lt;3.0 mmol/L), and Level 3 is a severe event requiring 
assistance, regardless of the glucose level. R1's admission minimum data set (MDS) dated [DATE], 
identified R1 was admitted on [DATE] and discharged to a hospital on 8/30/25. Further identified R1's 
cognition was intact and had diagnoses of diabetes mellitus, rhabdomyolysis (A breakdown of muscle tissue 
that releases a damaging protein into the blood that can cause damage to the kidneys).R1's order summary 
dated 8/27/25, included the following orders for diabetic management:-Metformin (oral medication given to 
reduce blood sugar levels) 1000 milligrams (mg) twice daily for diabetes (start date 8/27/25).-Glimepiride 
(medication used to increase insulin secretion resulting in lowered blood sugar levels) 2 mg twice daily for 
diabetes (start date 8/27/25). -Accu-Chek (blood glucose monitoring system) every morning and evening and 
PRN (as needed) -(start date 8/27/25).-If Blood Sugar (BS) &lt;70 and resident is symptomatic and not alert, 
give 1 mg Glucagon (an injectable medication used to counter the effects of insulin to raise blood glucose 
levels) intramuscular/subcutaneous (IM/SQ). Recheck blood glucose in 15 minutes. Repeat if resident is not 
alert and symptomatic. If resident is now alert, BS &lt;70 and symptomatic, give orange juice or tube of 
Glucose gel (medication used hypoglycemia to raise blood glucose when it becomes dangerously low). 
Recheck blood sugar in 15 min. If BS &gt;70 and not symptomatic, do not treat. If BS &lt;70 and resident is 
alert, symptomatic or asymptomatic, give orange juice or tube of Glucose Gel followed by a complex 
carbohydrate. Recheck blood sugar in 15 minutes as needed for monitoring (Start date 8/28/25)-8/28/25 
Glucagon Emergency Kit 1mg, inject 1 dose IM as needed for blood sugar &lt;60, use if resident is 
unresponsive. Notify MD (Start date 8/28/25) . -8/28/25 Glucose Gel 40 %, give 1 dose by mouth as needed 
for hypoglycemia- blood glucose of &lt;70, symptomatic and alert, notify MD recheck blood sugar in 15 
minutes (Start date 8/28/25).R1's care plan identified a focus, the resident has Diabetes Mellitus, dated 
8/28/25, with interventions dated 8/28/25 to Monitor/document/report as needed any sign/symptoms of 
hypoglycemia: Sweating, Tremor, Increased heart rate (Tachycardia), Pallor, Nervousness, Confusion, 
slurred speech, lack of coordination, Staggering gait and Fasting Serum Blood Sugar as ordered by doctor. 
R1's Blood glucose vital summary document identified blood sugar at 7:59 a.m. on 8/29/25 was 81. R1's plan 
of care response form identified on 8/29/25, R1 ate 75%-100% for breakfast. R1's medication administration 
record (MAR) for 8/29/25, identified Metformin1000 mg and Glimepiride 2 mg was signed as given on 
8/29/25 at 8:00 a.m. when R1's blood sugar was 81.According to FDA Glimepiride starts working within 
about an hour, peak concentration is 2 to 3 hours after dose taken and the glucose-lowering effect is 
maintained for 24 hours after a single dose.R1's plan of care response form identified on 8/29/25, R1 ate 
75%-100% for lunch. R1's record did not identify a blood sugar recording between 7:59 a.m. and 4:49 p.m. 
R1's blood glucose vital summary document identified blood sugar documented at 4:50 p.m. R1's blood 
sugar was 54 and R1's plan of care response form identified on 8/29/25, R1 ate 50% of his meal. In review of 
R1's record on 8/29/25 identified there was no indication R1 was assessed for signs/symptoms of 
hypoglycemia nor physician orders followed that directed intervention if the blood sugars were less than 70 
that included administration of medications and/or give carbohydrates to raise the blood sugar and notify the 
physician. Further no indication R1's blood sugar was rechecked after R1 completed his meal.R1's MAR on 
8/29/25, at 8:00 p.m. identified R1 was administered both Metformin1000 mg and Glimepiride 2 mg even 
though there was no indication R1's blood sugar was checked prior to the administration of the medications 
that would lower blood sugar. On 8/29/25 R1's Blood glucose vital summary document identified blood sugar 
at 9:05 p.m. R1's blood sugar was 39. In review of R1's record there was no indication the physician was 
notified after R1's blood sugar was 39 nor was there evidence R1 was continuously monitored and assessed 
for signs and symptoms of hypoglycemia. R1's Situation, Background, Assessment, and Recommendation 
(SBAR) note dated 8/29/25 at 9:45 p.m., identified R1 had Diabetes type 2, blood sugar during daytime was 
81, blood glucose at 4:00 p.m. (which was inconsistent with the documentation in the vital summary), was 
54, had eaten a half sandwich for dinner, now is 39. R1 was alert and oriented and not exhibiting signs and 
symptoms of hypoglycemia, R1 got IM glucagon 1 mg injection from emergency kit and blood sugar will be 
checked again in 15 minutes. Review of R1's record MAR indicated the glucagon was not documented as 
given. R1's blood glucose vital summary document identified blood sugar on 8/29/25 at 10:05 p.m. was 86. 
According to the Food Drug Administration (FDA) the Glucagon Injection the blood glucose concentration 
rises within 10 minutes of injection and maximal concentrations are attained at approximately 30 minutes 
after injection. The duration of hyperglycemic action after intravenous or intramuscular injection is 60 - 90 
minutes.R1's blood glucose vital summary document identified blood sugar on 8/30/25 at 12:20 a.m. was 51. 
R1's late entry progress note for 8/30/25 identified R1 was transferred to the emergency department at 1:30 
a.m. R1's ED to hospital admission notes dated 8/30/25 to 9/5/25, identified R1was admitted to the ED at 
1:31 a.m. for hypoglycemia with a history of diabetes where he was receiving oral medications. R1 was 
recently hospitalized for rhabdomyolysis and discharged to Edenbrook Rochester [NAME] on 8/30/25. R1 
presented to the ED from skilled nursing facility (SNF) for hypoglycemia and lethargy, endorsing symptoms 
of weakness, lightheadedness and dizziness. R1's glucose was 29 upon arrival prompting administration of 
intravenous (IV) dextrose (a sterile solution of glucose and water, administered directly into a patient's vein to 
restore blood glucose levels) 25 grams. R1 was admitted for continued evaluation and management. Upon 
admission to the hospital R1 continued to be persistently hypoglycemic requiring frequent dextrose injections 
and continuous D10 infusion (an IV solution containing 10% dextrose (D-glucose) in water, used to increase 
blood glucose levels). Per R1 history it was believed to be driven by Glimepiride. R1 returned to normal 
glycemic state on D10 infusion around 24 hours following his last Glimepiride dose. During a phone interview 
on 9/4/25 at 2:12 p.m., hospital registered nurse (HRN)-A stated R1 was admitted early morning of 8/30/25, 
and his primary diagnosis was hypoglycemia. When R1 arrived at the ED his blood glucose was 29. HRN-A 
stated regulating R1's blood glucose levels to normal ranges took about 16 hours and R1 was still in the 
hospital.During a phone interview on 9/8/25 at 11:22 a.m., R1 stated he has no recollection of the day at the 
facility when he was sent to the hospital for hypoglycemia. During an interview on 9/4/25 at 4:30 p.m., 
registered nurse (RN)-B stated she was the nurse that was responsible for R1 on 8/29/25 from 2:00 p.m. 
until 10:30 p.m. R1 was a new resident, and it was the first time she worked with him. RN-B checked R1's 
blood sugar at 4:00 p.m. At 4:50 and it was 54, she gave him orange juice. R1 questioned why he had to 
drink the juice, RN-B stated she explained to R1 it was very risky to have a blood sugar that low and if we 
don't do something he could die from it. RN-B stated she never called the provider for further direction for the 
blood sugar of 54. Then R1 had supper between 5:00-6:00 p.m.; he ate about a half white bread sandwich, 
ham, mayonnaise, and cheese. RN-B explained R1 told her he only ate half the sandwich because he did 
not like it, and she did not offer him any other food. RN-B stated at 8:00 p.m., she did give R1 1000 mg of 
Metformin and 2 mg of Glimepiride and stated she did not think to call the provider to see if it would be safe 
to give the medications. When she checked his blood sugar at 9:30 p.m., (which was inconsistent vital 
summary indicating 9:05) he was down to 39, that's when she gave him the glucagon injection. RN-B could 
not recall if she documented giving the glucagon and stated she did not call the on-call provider to get further 
instruction rather faxed an SBAR to the provider. RN-B stated she did work two days later after the event and 
typically worked at this facility three times a week. RN-B stated she had not received any education 
regarding diabetic monitoring or when to notify the provider with a change in condition.During a phone 
interview on 9/9/25 at 9:31 a.m., RN-C stated she worked the night shift on 8/29/25, she got to the facility at 
about 9:50 p.m. RN-C explained she received report from RN-B that R1 had low blood sugars, had some 
orange juice, a half a sandwich and required glucagon. RN-B was not told the times R1 was given orange 
juice/sandwich, what time the glucagon was administered, and R1 was still in the facility. RN-C indicated she 
had not immediately gone to evaluate R1, and some time had passed (could not recall how long) by the time 
she got to R1's room to check his blood sugar. When RN-C did check the sugar (documented at 12:20 a.m.) 
it was 51 and at that time R1 was kind of groggy. RN-C left R1's room, consulted with RN-A and it was 
decided to give orange juice and call the physician. RN-C brought R1 orange juice then left the room again to 
call the physician. RN-C explained she was on the on the phone for quite a while (did not know how long) 
trying to get through to an on-call provider and the person on the phone finally told her he would have a 
provider call her back. RN-C then went back to R1's room, she did not recheck the blood sugar because R1 
was sleeping had 1/2 glass of orange juice in his hand that was tipped, and there was no point because the 
blood sugar would not have gone up in the time she was gone. RN-C then left the room again to talk to 
RN-A, decided to just call 911 and get R1 sent to the hospital. R1 was transferred out on 8/30/25 at 1:20 a.
m. RN-A had only taken R1's blood sugar one time between 10:50 p.m. and 1:20 a.m. RN-C stated the nurse 
at the hospital called and reported R1's blood sugar was 29 when he got to the hospital. That was so 
dangerous to have a blood sugar that low. During an interview on 9/4/25 at 1:42 p.m., RN-A stated she was 
the charge nurse on 8/29/25. RN-A indicated at 9:30 p.m. RN-B came running down the hallway with 
glucagon injection in one hand and a glucometer in the other reporting R1's blood sugar was 39. RN-A 
stated she had not been aware of the blood sugar of 54 at supper time. RN-A directed RN-B to give 
Glucagon, check blood sugars every 15 minutes, and notify the provider. RN-A went to R1's room, his 
mentation was not great, woozy could not complete sentences and only could answer yes/no questions. She 
would not have considered R1 to have the ability to speak for himself because of the way he was 
speaking/acting because of his low blood sugars. R1 was sent to the hospital for further evaluation. 
However, RN-A reported her concerns to the director of nursing (DON). RN-A stated R1 had elevated risk of 
death from hypoglycemia with the predisposing diagnosis of rhabdomyolysis if he had not been sent the ED. 
During an interview on 9/4/25 at 1:28 p.m., DON stated she expected nurses to follow the hypoglycemic 
protocols with assessment and monitoring, providing emergency medications, and notify the provider. She 
expected for blood glucose under 50 the nurse would give emergency med, notify the provider and recheck 
every 15 minutes. DON verified the protocols were not followed and should have been. DON confirmed 
RN-B had not been provided any education nor had any other staff. The DON identified RN-B last worked on 
8/31/25 and remained on the current schedule.During an interview on 9/4/25 at 1:22 p.m., medical doctor 
(MD)-A stated R1's low blood sugars may have been low related to the rhabdomyolysis and stated she 
would have expected to be notified if a resident's blood glucose was under 70 and after giving the glucagon, 
especially since R1 was a newer admit and the facility was unaware of his baseline. After glucagon was 
administered blood glucose needed to be checked every 15 minutes until they are within normal range. 
MD-A indicated failing to identify and treat hypoglycemia would result in further decreasing blood sugars and 
decline in mental status.Facility policy, Care of the Diabetic Resident, revised 6/30/25, identified a purpose to 
assist the resident to establish a balance between diet, exercise, and insulin; prevent recurrence of 
hyperglycemia/hypoglycemia; recognize, assist, and document the treatment of complications commonly 
associated with diabetes; and individualize teaching according to carefully assessed resident and family 
needs. Diabetes Mellitus is a chronic, hereditary, or developmental disorder in which there is relative or 
absolute lack of insulin characterized by glucose intolerance. It is defined as Type I (Insulin-Dependent 
Diabetes Mellitus) and Type II (Non-Insulin-Dependent Diabetes Mellitus) .2.Hypoglycemia a. Signs and 
symptoms of hypoglycemia (low blood sugar), usually have a sudden onset and may include the following: i. 
polyphagia (excessive eating/hunger); ii. weakness, dizziness, or faintness; iii. nervousness and/or muscle 
twitching; iv. tachycardia (increased heart rate); v. pale, cool, moist skin; vi. excessive perspiration; vii. 
dilated pupils; viii. irritability or bizarre changes in behavior; ix. blurred or impaired vision; x. headaches; xi. 
numbness in the tongue and lips/thick speech; xii. trembling and/or restlessness; xiii. paralysis with tonic or 
clonic spasms; xiv. incontinent of urine; xv. awkward body movement; xvi. stupor, unconsciousness and/or 
convulsions; and xvii. coma. b. Upon presentation of symptoms, the licensed nurse should check the blood 
glucose level via an Accu-Chek. I. If an Accu-Chek reveals a blood glucose level below 70 mg/dl or level 
identified per individual physician orders, hypoglycemia should be suspected. 1. Should evidence of severe, 
or life-threatening signs/symptoms exist, contact the physician immediately or call 911. ii. If any of the above 
signs or symptoms, or other abnormal condition, are identified, report the diabetic resident's condition to the 
physician immediately. c. Follow the resident's individual hypoglycemic protocol, if ordered by a physician. If 
no individual protocol is ordered, update the physician based on clinical assessment and current blood 
sugar. d. Hypoglycemic Treatment Protocol i. Treat hypoglycemia promptly with 15 to 20 g of fast-acting 
(simple) carbohydrates for blood sugar less than 70 mg/dl. ii. Half cup (4oz) juice OR 1 cup (8 oz) skim milk 
OR glucose gel/tablets OR four sugar packets. iii. Glucagon 1 mg (subcutaneously or I.M.) is given by a 
licensed staff if the patient cannot ingest a sugar treatment, per physician orders. iv. Repeat the Accu-Chek 
and report findings to the physician v. Repeat the protocol only once if the blood glucose level remains less 
than 70mg/dl and report findings to the physician. 3. If any of the above signs or symptoms, or other 
abnormal condition, are identified, report the diabetic resident's condition to the nurse and/or physician 
immediately.The immediate jeopardy that began on 8/29/25, was removed on 9/5/25, when it was verified, 
the facility implemented the following corrective actions:-Educated licensed nursing staff and agency staff 
about diabetic management of hypoglycemia and hyperglycemia monitoring, assessing, treatments, 
physician notification and standards of documentation with competency testing.-Reviewed all current 
residents with diagnosis of diabetes to ensure blood glucose levels were within range, had diabetic protocols 
in place, care plans were accurate and provider orders were followed.-Reviewed facility Diabetic Monitoring 
and Change of Condition policies for accuracy
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