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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record reviews, the facility did not ensure that one (1) of three (3) residents 
reviewed for blood sugar monitoring and insulin administration received treatment and care in accordance 
with professional standards of practice, the comprehensive person-centered care plan, and the residents' 
choices. Specifically, Resident #1 had an order placed on admission, 09/24/2025, for 70/30 insulin with no 
clear order for blood sugar monitoring. Nursing staff inconsistently monitored Resident #1's blood sugar 
without an order for blood sugar monitoring until one was placed on 10/08/2025. Additionally, the physician 
notes indicated that Resident #1's blood sugars were being monitored before meals and at hour of sleep 
from 09/29/2025, but no order was entered until 10/08/2025.Resident #1 had diagnoses that included 
diabetes, heart failure, and left ankle fracture and repair.The admission Minimum Data Set, dated [DATE] 
documented Resident #1 had intact cognition, diagnoses included diabetes mellitus, and medications 
included insulin. The facility policy titled 70/30 insulin administration and monitoring last reviewed 08/2025 
documented that the facility must ensure that residents receive treatment and care in accordance with 
professional standards of practice, the comprehensive person-centered care plan, and the residents' 
choices. 70/30 Insulin will be administered only per physician order, using proper timing in relation to meals 
to prevent hypoglycemia. Blood glucose levels will be monitored and documented according to the care plan 
and prescriber orders.The physician order dated 09/24/2025 documented Insulin 70/30 pen-injector 100 
unit/milliliter administer 24 units subcutaneously two times a day for diabetes.The Care Plan titled Resident 
has Diabetes Mellitus dated 09/24/2025, documented a goal that Resident #1 will remain free of signs and 
symptoms of hyperglycemia or hypoglycemia and have no complications related to diabetes. Interventions 
included diabetes medication as ordered, monitor for side effects and effectiveness. The physician progress 
notes dated 09/29/2025, 10/03/2025, and 10/06/2025 documented to monitor blood glucose before meals 
and at hour of sleep and document trends.There was no evidence of a blood sugar monitoring order from 
09/24/2025-10/07/2025.The physician order dated 10/08/2025 documented to monitor Resident #1's blood 
sugar before meals and at bedtime. If blood sugar is greater than 200 or less than 70 notify the physician. 
The blood sugar monitoring log for Resident #1, dated 10/21/2025, documented multiple inconsistencies with 
the frequency of blood sugar readings obtained. The readings were as follows; blood sugar readings once 
daily on 09/24/2025, 09/29/2025, and 10/2-10/05/2025, twice daily on 09/25-09/28/2025, 09/30/2025, and 
10/06-10/07/2025, and none on 10/01/2025. Blood sugar readings before meals and at hour of sleep (four 
times per day) were completed from 10/08/2025-10/12/2025, except for 10/10/2025 when the reading before 
breakfast was not obtained. Resident #1 was discharged on 10/13/2025, before which the one ordered blood 
sugar reading was obtained. During an interview on 10/21/25 at 3:09 PM, Registered Nurse Unit Manager #8 
stated that Resident #1 did not have a separate order for blood sugars to be obtained before meals and at 
hour of sleep until 10/08/2025. Registered Nurse Unit Manager #8 stated that when a nurse signs to 
administer the 70/30 insulin the system prompts them to enter a blood sugar reading. It seems some nurses 
were uncertain and only some blood sugars were obtained from 09/24/2025 until 10/07/2025. Registered 
Nurse Unit Manager #8 stated that on 10/08/2025 there was a separate order entered for blood sugars to be 
obtained before meals and at hour of sleep. This order was entered after the family expressed concern about 
the monitoring of Resident #1's blood sugar. During an interview on 10/22/2025 at 12:18 PM, it was 
determined that Physician #9 was documenting in their notes starting 09/29/2025, prior to their order on 
10/08/2025, that Resident #1's blood sugar was being monitored before meals and at bedtime. Physician #9 
stated that the frequency of monitoring was not essential because of the type of insulin they were receiving, 
however it would assist in evaluating the trends for the management of their diabetes. Physician #9 was 
unable to state why there was no order to correspond with the notes they had been writing prior to 
10/08/2025. During an interview on 10/22/2025 at 1:15PM Charge Licensed Practical Nurse #10 stated that 
orders could be entered by a nurse after a verbal request from the physician, or the physician will enter the 
order themselves. Charge Licensed Practical Nurse #10 referred to a conversation that occurred on 
10/06/2025, when Resident #1's family expressed a concern about the frequency and timing of Resident #1's 
blood sugar monitoring. Charge Licensed Practical Nurse #10 stated they had not received any concerns 
from the family or resident regarding blood sugar monitoring, or any requests from the physician to enter an 
order for blood sugars to be monitored before meals and at the hour of sleep, before the conversation with 
the family on 10/06/2025. Charge Licensed Practical Nurse #10 stated they were uncertain why the blood 
sugar monitoring was done inconsistently prior to the 10/08/2025 order. During an interview on 10/22/025 at 
03:50PM the Director of Nursing stated they reviewed the record for Resident #1 and did not see a separate 
order for the blood sugar monitoring prior to 10/08/2025. They could not say why there were inconsistencies 
with the blood sugar monitoring prior to the order being entered. And they were uncertain why the physician 
had documented blood sugar monitoring before meals and at the hour of sleep prior to there being an order 
for that on 10/08/2025. 10NYCRR 415.12
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