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F 0760 Based on clinical record review and staff interview, the facility failed to ensure that residents are free of any
significant medication errors for 1 of 1 resident reviewed who did not receive his/her Lispro (a medication

Level of Harm - Actual harm prescribed to treat elevated blood sugar levels), as ordered, Resident ID #1. The failure to administer 17 out
of 17 prescribed doses resulted in elevated blood glucose levels and contributed to the resident's clinical

Residents Affected - Few decline, including lethargy and critically elevated blood glucose levels, requiring transfer to an acute care

hospital. Findings are as follows:Record review of a community reported complaint submitted to the Rhode
Island Department of Health on 12/9/2025, alleges in part, the resident who was discharged from the hospital
returned within a week because the facility failed to accurately check the sugar levels. Additionally, the report
revealed the resident was readmitted to the hospital with a glucose (blood sugar) level of 793 at arrival
(normal blood glucose levels for diabetics are between 80 and 130 mg/dL (milligram/deciliter).Review of a
facility policy dated 1/2023, titled Medication Administration Subcutaneous Insulin [a method of delivering
insulin into the fatty tissue just below the skin with a needle] states, to administer subcutaneous insulin as
ordered and in safe, accurate and effective manner. Record review revealed Resident ID #1 was admitted to
the facility in November of 2025 with diagnoses including, but not limited to, end stage renal disease (kidney
disease) and dysphagia (difficulty swallowing).Review of a physician's order dated 11/24/2025 revealed an
order for Insulin Lispro 3 units, to be administered subcutaneously, three times daily at 9:00 AM, 1:00 PM,
and 6:00 PM, beginning on 11/25/2025.Review of the November 2025 Medication Administration Record
failed to reveal evidence that Resident ID #1 received Insulin Lispro, as ordered, on the following dates and
times: - 11/25/2025 at 9:00 AM, 1:00 PM, and 6:00 PM - 11/26/2025 at 9:00 AM, 1:00 PM, and 6:00 PM -
11/27/2025 at 9:00 AM, 1:00 PM, and 6:00 PM - 11/28/2025 at 9:00 AM, 1:00 PM, and 6:00 PM - 11/29/2025
at 9:00 AM and 6:00 PM - 11/30/2025 at 9:00 AM, 1:00 PM, and 6:00 PMThis indicates that the resident
missed a total of 17 out of 17 prescribed doses of Insulin Lispro from 11/25/2025 through 11/30/2025.Record
review further revealed elevated blood glucose levels on the following dates: - 11/25/2025 - 285 - 11/26/2025
- 385 - 11/27/2025 - 250 - 11/28/2025 - 278 - 11/29/2025 - 247 - 11/30/2025 - 218 - 12/1/2025 - 582 and 483
- 12/2/2025 - 394 and 542 - 12/3/2025 - 484Record review of a progress note dated 12/3/2025 revealed, the
resident was lethargic, with a low blood pressure and an elevated heart rate. The provider ordered for a
complete blood count to be obtained which revealed a critically elevated blood glucose level of 658 mg/dL.
During a surveyor interview on 12/9/2025 at 2:55 PM, with Licensed Practical Nurse, Staff A, she revealed
she was the resident's assigned nurse during the period of 11/25/2025 through 11/30/2025. Staff A revealed
that she does not remember administering the insulin lispro. Further, she indicated that the resident was
transferred to an acute care hospital for lethargy and a blood sugar level over 600 on 12/3/2025. During a
surveyor interview on 12/9/2025 at 3:51 PM, and 12/10/2025 at 10:16 AM, with the Director of Nursing
Services, she was unable to provide evidence that the resident received the Insulin Lispro on the
above-mentioned dates, as ordered.During a surveyor interview on 12/12/2025 at 12:46 PM, with the Nurse
Practitioner, she indicated that she would expect the staff to follow the provider's orders.Based on the above
findings, the facility failed to ensure that Resident ID #1 received Insulin Lispro, as ordered, in accordance
with physician's orders and facility policy. The failure to administer 17 out of 17 prescribed doses resulted in
persistently elevated blood glucose levels and contributed to the resident's clinical decline, including lethargy
and critically elevated blood glucose levels, ultimately requiring transfer to an acute care hospital.
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