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Ensure services provided by the nursing facility meet professional standards of quality.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, staff, Pharmacist, and Medical Director interview, the facility failed to transcribe and 
implement orders for diabetes care according to the hospital discharge summary for a resident with diabetes. 
The hospital discharge summary ordered sitagliptin/metformin (Janumet extended release). The facility 
instead entered and administered metformin, omitting the sitagliptin component and the extended-release 
formulation. This deficient practice occurred for 1 of 3 residents reviewed for providing care according to 
professional standards (Resident #1).Findings included:A hospital Discharge summary dated [DATE] 
included the following medication order: metformin-sitagliptin (Janumet extended release (XR) 100 milligram 
(mg)-1000 mg oral tablet, 1 tablet by mouth daily for diabetes. According to manufacturer's information, 
metformin-sitagliptin is a combination of two medications and is marketed under the brand name of Janumet 
extended release XR.Resident #1 was admitted to the facility on [DATE]. Her diagnoses included Type-2 
diabetes mellitus.A physician order dated 8/28/25 entered by Nurse #1 read, metformin 1000 mg tablet give 
one tablet by mouth once a day.Resident #1's August 2025 and September 2025 medication administration 
record (MAR) included an order that read, metformin oral tablet 1000 mg give one tablet by mouth one time a 
day for diabetes mellitus. The start date of the medication on the MAR was 8/29/25. The MAR documented 
she received the medication on 8/30/25, 8/31/25, 9/1/25, 9/2/25, 9/3/25, 9/4/25, 9/5/25, 9/6/25, and 9/7/25. 
The MAR documented the medication was discontinued on 9/8/25.Nurse #1 was unavailable for interview.An 
admission Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #1 had severe cognitive 
impairment. The MDS documented that she received hypoglycemic medication.An interview was conducted 
with Pharmacist #1 on 12/29/25 at 4:12 PM. Pharmacist #1 stated an order was received from the facility on 
8/28/25 for metformin 1000 mg. daily. The Pharmacist said there was not an order for Janumet for Resident 
#1 from the facility. The Pharmacist reported metformin and Janumet were not the same medication. She 
explained Janumet XR was a combination medication containing sitagliptin and metformin and was an 
extended-release medication. She said extended-release medication lasted longer because it was released 
slowly over a 24-hour period. She stated the order the pharmacy had received from the facility was for 
metformin immediate release. The Pharmacist explained extended-release medication was absorbed over 
time so it lasted longer and said immediate release medication should be given every 12 hours. Pharmacist 
#1 said Resident #1 would not get as much glycemic control (management of blood glucose levels) over time 
if she was only taking immediate release metformin one time a day. The pharmacist felt it was a significant 
medication error because Resident #1 was only getting the metformin which was only half of the combination 
medication (Janumet) she was supposed to be getting.An interview was conducted with the Medical Director 
on 12/29/25 at 4:43 PM. The Medical Director said if Resident #1 had poor oral intake, then she did not need 
the Janumet and said metformin would be a better choice for her. She said it was a medication error but that 
she did not think it had negative effect or hurt Resident #1.An interview was conducted with the Director of 
Nursing (DON) on 12/30/25 at 12:17 PM the DON stated Janumet XR was ordered for Resident #1 on her 
hospital discharge summary. She said Nurse #1 entered the wrong medication for Resident #1 in the 
electronic computer system. She reported one nurse was supposed to enter the admission orders into the 
electronic computer system and then a second nurse was supposed to review and confirm the orders to 
make the orders active. The DON explained Nurse #1 had entered and confirmed the admission orders for 
Resident #1 and the orders had not been checked by a second nurse. The DON stated she thought the error 
would have been caught if the orders had been checked by a second nurse.An interview was conducted with 
the Administrator on 12/30/25 at 4:19 PM. The Administrator said orders should be put in according to the 
hospital discharge summary and entered accurately into the electronic computer system. She stated from 
her knowledge there was a two-step process for putting in and checking admission orders. The Administrator 
explained Nurse #1 was a new nurse and thought she may not have known the facility process.
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Provide or obtain laboratory tests/services when ordered and promptly tell the ordering practitioner of the 
results.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, and staff, Clinical Practice Manager, and Physician Assistant (PA) interviews, the facility failed 
to notify the medical provider of abnormal laboratory results for 1 of 1 resident reviewed for notification of 
laboratory results (Resident #1).Findings included:Resident #1 was admitted to the facility on [DATE]. Her 
diagnoses included Type-2 diabetes mellitus, hypertension (high blood pressure), long-term use of 
anticoagulants (blood thinning medication), metabolic encephalopathy (confusion caused by chemical 
imbalances in the body), malignant neoplasm of the pancreas (pancreatic cancer), hypo-osmolality (excess 
water relative to solutes such as electrolytes) and hyponatremia (low sodium level), anemia (low red blood 
cells), hypothyroidism (thyroid disorder), and a disorder of urea cycle metabolism (body cannot properly 
remove ammonia from the body).An admission Minimum Data Set (MDS) assessment dated [DATE] 
indicated Resident #1 had severe cognitive impairment.A physician order dated 9/4/25 entered by the PA 
read, comprehensive metabolic panel (CMP) (lab that checks electrolytes, blood sugar, protein levels, 
kidney, and liver function) with estimated glomerular filtration rate (GFR) (checks kidney function), complete 
blood count (CBC) with differential (lab that counts different blood cells in the body to help diagnose 
infections, anemia, and other conditions). The order specified the labs were scheduled for 9/5/25.Resident 
#1's electronic medical record contained laboratory results for a CMP with GFR and a CBC with differential. 
The lab report showed that the samples were collected on 9/5/25 at 1:06 PM and received at the lab on 
9/5/25 at 10:24 PM. The report indicated the lab reported date (date the laboratory results were sent to the 
facility) was 9/6/25 at 1:00 AM. The record documented that the PA reviewed the results on 9/9/25 at 10:43 
AM.-The CMP lab results dated 9/5/25 showed that Resident #1's sodium level was 150 (135-145 normal 
range, high sodium blood levels indicate dehydration). Her chloride level was 117 (95-107 normal range, 
high chloride level in the blood indicates dehydration, kidney disease, or acid-base imbalances). Her 
non-fasting glucose level was 190 (normal range 70-139). Her alkaline phosphatase level (liver function lab) 
was 679 (normal range 40-142) and her Aspartate Aminotransferase AST level (liver function lab) was 61 
(normal range 9-40)-The CBC lab results dated 9/5/25 showed Resident #1 had a high white blood cell count 
of 13 (normal range 4-11, a high white blood cell count is an indicator of possible infection). Her hemoglobin 
(red blood cells that carry oxygen) was 9.8 (12-16 normal range) and her hematocrit (percentage of your total 
blood volume that is made up of red blood cells) was 28.5 (normal range 36-48).There was no 
documentation in Resident #1's electronic medical record from 9/5/25 through 9/8/25 indicating that staff had 
notified the medical provider of the lab results.An interview was conducted with Nurse #2 on 12/30/25 at 2:09 
PM. Nurse #2 worked the night shift (7:00 PM-7:00 AM) on 9/5/25 and 9/6/25. She could not recall if in 
September 2025 labs were uploaded electronically into the resident's electronic medical record or if lab 
results were faxed to the facility. She explained that the process of receiving lab results had changed at 
some point and that the results were now faxed to the facility, but she could not remember when it changed. 
Nurse #2 stated that when the lab results were automatically uploaded electronically into the resident record 
it was passed on in the shift change report that the oncoming nurse needed to look for lab results on that 
shift. She did not recall receiving lab results for Resident #1 or notifying a provider about any results on 
9/5/25 or 9/6/25. She stated that if she had received the labs during her shift, she would have documented 
that she received them and identified the provider she notified. Nurse #2 stated when lab results came back, 
they were supposed to be called to the provider immediately if there were abnormal or critical results. Nurse 
#2 stated if there was nothing documented in Resident #1's electronic medical record by her then she did not 
receive the lab results or contact a medical provider. An interview was conducted with Nurse #3 on 12/30/25 
at 3:10 PM. Nurse #3 worked the day shift (7:00 AM-7:00 PM) on 9/6/25. He did not recall any lab work for 
Resident #1 or calling the provider to report any abnormal labs for Resident #1 on 9/6/25. He stated that if he 
had called the provider or received orders, he would have made a note about it in Resident #1's electronic 
medical record. Nurse #3 explained it was standard practice to call lab results to the provider if there were 
abnormal results. He stated it was typically passed on in the shift change report if they were waiting on lab 
results for a resident or the Director of Nursing (DON) would tell him to look out for labs if they were waiting 
on lab results. Nurse #3 said otherwise he would not know who had lab results pending unless he went into 
each resident's individual electronic medical record and opened the results tab to look for results. Nurse #3 
stated unless he opened every resident's individual lab result tab in the electronic medical record every shift 
he would not know if there were lab results back. Nurse #3 reported there was not a way for the electronic 
computer system to highlight lab results returning to his knowledge. He did not recall anything specific or 
standing out about Resident #1 on 9/6/25 but stated he would have documented it in the medical record if he 
had called lab results to a medical provider so everyone would be aware.An interview was conducted with 
the PA on 12/30/25 at 11:29 AM. The PA reviewed the labs for Resident #1 and stated the lab results were 
received on 9/6/25 at 1:00 AM and that they should have been reported to the on-call provider. The PA 
explained that when she was in the building lab reports that had not been reviewed by a provider would 
populate in the electronic computer system under lab results for the entire building and she reviewed them. 
The PA stated Resident #1's labs should have been called to the on-call provider on 9/6/25 due to her high 
sodium level, elevated liver enzymes, and high white blood cell count. The PA stated Resident #1's 
hemoglobin and hematocrit levels might possibly raise concern, but that she would be more concerned about 
the other abnormalities. The PA explained she would be more concerned about correcting Resident #1's 
sodium level and why her white blood cell count was elevated. The PA stated if the lab results had been 
called to her, she would have ordered additional fluid resuscitation, and she would have done an immediate 
(STAT) repeat of her labs to determine if her white blood cell count had gone down any. A telephone 
interview was conducted on 12/30/25 at 2:39 PM with the Clinical Practice Manager for the facility provider 
group. She stated there were no phone calls placed from the facility on 9/6/25 to the on-call service.An 
interview was conducted with the DON on 12/30/25 at 12:17 PM. The DON stated lab results were 
automatically sent from the lab and electronically uploaded to the resident's electronic medical record. She 
reported that unless the nurse opened the individual residents electronic medical record and checked the lab 
results tab they would not see the lab results nor would the staff know that pending lab results were back. 
The DON explained it should be passed on in the nurse shift change report if lab results were pending so the 
nurse would know to check the residents electronic record for the lab results. The DON stated if it was not 
passed on in shift change report then the nurse could check the lab log to see what labs had been drawn for 
that day. The DON explained nurses were supposed to call and notify the provider of lab results if there were 
any lows or highs next to the values on the report, critical results, or for anything that was out of normal 
range. She stated if lab results were called to an on-call provider the nurse would make a progress note 
about it and carry out any new orders that were received. The DON explained the reported date on the lab 
result was the date the facility received the lab results. The DON confirmed that Resident #1's lab results 
were received by the facility on 9/6/25 at 1:00 AM. The DON stated she did not see a progress note by a 
nurse to indicate the labs had been reported to the provider and could not say for sure if the provider was 
notified of Resident #1's lab results. The DON reviewed Resident #1's labs that were drawn on 9/5/25 and 
confirmed they were not reviewed by the PA until 9/9/25. After reviewing the lab report results, the DON said 
Resident #1's sodium was high, chloride was high, glucose was high, and white blood cells were high. The 
DON stated yes the labs should have been called to the provider. The DON explained she normally checked 
all the labs but had been on vacation that week. She said the Unit Managers were supposed to cover for her 
and make sure everything was done while she was on vacation but there had only been one Unit Manager at 
the time.An interview was conducted with the Administrator on 12/30/25 at 4:19 PM. The Administrator 
stated that abnormal lab results should be called immediately to the provider when they were received from 
the lab. She stated she was not sure where the breakdown in communication was or what happened with 
Resident #1's labs that were reported to the facility on 9/6/25. The Administrator explained there were 
different nurses working in the building that week who were not the facility's typical staff and who had not 
worked in the building for a while. She explained she thought the facility had more agency nurses working in 
the building that week who were not the facility's routine agency nurses. She stated the DON had been on 
vacation that week and when the DON was not there, the oversight of the labs and ensuring the provider was 
contacted was different. The Administrator stated the unit managers were supposed to follow up on things 
like labs when the DON was gone but said there was a transition in unit managers during that time and there 
had been only one unit manager.
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