
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

455627 11/18/2025

Denton Village by Purehealth 2500 Hinkle Dr
Denton, TX 76201

F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

(continued on next page)

455627 6

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

455627 11/18/2025

Denton Village by Purehealth 2500 Hinkle Dr
Denton, TX 76201

F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews and record reviews, the facility failed to ensure the resident had the right to be free 
from neglect as defined in this subpart for one (Resident #1) of six residents reviewed for neglect. 1. On 
[DATE] LVN B failed to notify Resident #1's doctor or hospice provider after she checked Resident #1's BS 
level of 576; and on [DATE] and [DATE] LVN B failed to notify Resident #1's doctor or hospice provider after 
she checked Resident #1's BS levels over 600. 2. On [DATE] and [DATE] the facility failed to ensure 
Resident #1 was given his dayshift dose of his diabetic Metformin medications to prevent his BS level from 
getting higher and on [DATE] the facility failed to ensure Resident #1 received his dayshift dose of his 
potassium chloride medication. (There was no evidence provided that the facility contacted the pharmacy, 
doctor, hospice or obtained the medications from the E-kit or checked Resident #1's BS Levels). 3. On 
[DATE] RN A failed to check Resident #1's BS after Resident #1 fell to the floor and injured his head, it was 
unknown what his BS level was. Subsequently, Resident #1 was sent to the hospital [DATE] and was 
admitted for having a ground level fall, SAH (Subarachnoid hemorrhage- (Brain bleed), hypotension (low 
blood pressure) and BS level of 812 (very high). On [DATE] Resident #1 passed away. An Immediate 
Jeopardy (IJ) was identified on [DATE]. An IJ Template was provided to the facility on [DATE] at 5:00 pm. 
While the Immediate Jeopardy was removed on [DATE] at 5:57 pm, the facility remained out of compliance 
at a scope of pattern with a severity level of no actual harm with the potential for more than minimal harm 
that was not immediate jeopardy due to the facility continuing to monitor the implementation and 
effectiveness of their plan of removal. These failures could place all diabetic residents at risk of not getting 
their medications which could cause increased BS levels to be untreated and result in nerve damage, eye 
disease, diabetic coma, or death. Findings included: Record review of Resident #1's Hospice Patient Fact 
report dated [DATE] revealed, Metformin ER 500 extended release 24 hr start date [DATE] (no end date). 
500 mg take 1 tab by mouth twice daily at breakfast and dinner oral. Insulin glargine, human recombinant 
analog U-100 insulin 100 start date [DATE] (no end date). 100 unit/ml (3 ml) inject 6 units subcutaneous at 
dinnertime once a day subcutaneous. Reason for medication: Diabetes. Record review of Resident #1's 
admission MDS assessment dated [DATE] revealed an [AGE] year-old male who admitted [DATE] from 
home, had a BIMS score of 00 (Severe cognitive impairment) and active diagnoses that included debility and 
cardiorespiratory conditions. His diagnoses were heart failure, peripheral vascular disease (circulation 
disorder), renal insufficiency (Poor kidney function), acute chronic systolic (congestive) heart failure. He had 
repeated falls, and a cognitive communication deficit. He had no pain issues but had a fall in the last 2-6 
months prior to admission and had a swallowing disorder. His weight was 155 pounds and was on a 
mechanically altered diet. He received five insulin injections in the past seven days, oxygen therapy and 
hospice care. Resident #1 had an overall goal for discharge and was established to return to the community 
with family. (He had no diabetic or seizure diagnoses). Record review of Resident #1's Care Plan dated 
[DATE] revealed he had a cognitive communication deficit, acute on chronic systolic (congestive) heart 
failure, stage 3 chronic kidney disease (Kidney function loss), peripheral vascular disease, risk for falls - 
repeated falls. On [DATE] he had a urinary tract infection, terminal prognosis, and was under hospice care. 
Further review revealed there was no care plan related to diabetes. Record review of Resident #1's [DATE] 
Physician's Orders dated [DATE] by Doctor F revealed, Insulin subcutaneous solution 100 unit/ml inject 8 
unit subcutaneously at bedtime for diabetes (start [DATE] - stop [DATE]). Metformin oral tablet give 500 mg 
by mouth two times a day for diabetes (start [DATE] - stop [DATE]). Potassium Chloride extend release 10 
MEQ give 1 tablet by mouth one time a day for potassium replacement (start [DATE]- [DATE]). (There was 
no physicians order to check his BS twice per day as Doctor ordered by NP Q). Record review of Resident 
#1's [DATE] MAR dated on [DATE] by MA I revealed, his 10 MEQ potassium chloride Extended release was 
not given and coded 9 other/see progress notes. On [DATE] and [DATE] his 500 mg metformin was not 
given and coded 9 other/see progress notes. Record review of Resident #1's Vitals Section for blood sugar 
dated [DATE] at 9:12 am by RN A revealed his BS level was 212. Further review revealed there was no 
other BS level readings in this section. Record review of Resident #1's Nurses note dated [DATE] at 7:31 pm 
by LVN B revealed, Insulin subcutaneous solution 100 unit/ml - inject 8 units subcutaneously at bedtime for 
diabetes. BS 576!! Further review revealed no documented evidence his doctor or hospice provider was 
notified of Resident #1's BS level. Record review of Resident #1's Nurses note dated [DATE] at 8:52 pm by 
LVN B revealed, Resident resting in bed with eyes closed with TV (television) on. No visible signs of distress 
noted. Took pt's blood sugar prior to administering of his HS insulin. Blood sugar came back above 600. 
Administered order for 8 units of long acting. No orders for sliding scale insulin. Bed in lowest position and 
call light within reach. Further review revealed no documented evidence his doctor or hospice provider was 
notified of Resident #1's BS level or that it had been rechecked that day. Record review of Resident #1's 
Nurses note dated [DATE] at 9:27 am by MA I revealed, Metformin oral tablet 500 mg - give 500 mg by 
mouth two times a day for diabetes not available nurse notified. And at 9:45 am Potassium chloride ER tablet 
extended release 10 MEQ - give 1 tablet by mouth one time a day for potassium replacement, not available 
nurse notified. Record review of Resident #1's Nurses note dated [DATE] at 8:03 pm by LVN B revealed, 
Insulin subcutaneous solution 100 unit/ml - Inject 8 unit subcutaneously at bedtime for Diabetes. Blood sugar 
reading was over 600. Further review revealed no documented evidence his doctor or hospice provider was 
notified of Resident #1's BS level or that it had been rechecked that day. Record review of Resident #1's 
Nurses note dated [DATE] at 12:14 pm by MA I revealed, Metformin oral tablet 500 mg - give 500 mg by 
mouth two times a day for diabetes, not available nurse notified. Record review of Resident #1's Nurses 
note: Change in Condition report dated [DATE] at 8:00 am by RN A revealed, Falls - BP 103/64 and Blood 
glucose: BS 212 - [DATE] at 9:21 am. Further review revealed there was not a current BS level documented 
on [DATE]. Record review of Resident #1's Incident report dated [DATE] at 8:00 am revealed by RN A, 
Called in by CNA that patient was on the floor bleeding. On assessment patient found on the floor with skin 
tear to forehead. Nurse ask what had happened and was told the patient got out of chair and try to walk and 
fell to the floor. Nurse ask patient andall [sic] he stated he needs water to drink. Thicken water given to 
patient and he calm down. Skin tear noted to forehead and arm. Will continue to monitor. Was the incident 
witnessed No, neuro checks, vitals, monitor frequently, floor mat, pressure apply to patient forehead [sic]. 
Record review of the Resident #1's Paramedic's Patient Care record dated [DATE] revealed, a call was 
made at 10:25 am and at 10:31 at the facility. At 10:33 am he had a hematoma and laceration / abrasion on 
left side of forehead and at 10:39 am his clinical impression was altered mental status and diabetic 
hyperglycemia. His chief complaint Fall - altered mental status - hyperglycemia. There was a blunt injury 
(medical and trauma) and at 10:40 am he was given saline IV therapy and at 10:41 am his blood glucose 
was high. He had a Glasgow coma score <= 13 (mild traumatic brain injury) and Resident #1 was 
transported to the emergency room hospital. Record review of Resident #1's Hospital records revealed he 
was admitted on [DATE] in critical condition for a ground level fall, (primary diagnosis) subarachnoid 
hemorrhage and hypotension. His glucose (BS) level was 812 (critically high), HPI [AGE] year-old male with 
advance dementia, diabetes, CAD s/p.A-fib on Eliquis, PAD, CAD, CKD3 presented on 10/29[2025] after a 
ground level fall was found to have subarachnoid hemorrhage (brain bleed) and uncontrolled blood sugars 
possibly in hyperosmolar hyperglycemic syndrome (Very high BS for a long period of time). Patient remined 
in persistent shock, likely cardiogenic. Record review of Resident #1's Hospital deceased Discharge 
summary dated [DATE] revealed his discharge diagnoses HHS (extremely high blood sugar level), T2DM 
(type 2 diabetes), Cardiogenic shock (inadequate blood flow to organs), SAH (brain bleed), Ground level fall, 
acute encephalopathy (sudden severe brain disorder), NSVT (irregular fast heartbeat), PVC's (extra early 
heartbeats) , Chronic AF (irregular heartbeat), CHF (heart not pumping blood regularly), AK (sun exposure 
skin lesions)on CKD (kidney damage). Time of death 7:38 pm. Interview on [DATE] at 2:23 pm, RN A stated 
Resident #1 was at this facility for a few days for a short stay while the FM had a procedure. She stated 
Resident #1 had no falls until the morning of [DATE] when they were getting the residents into the dining 
room for breakfast and during that time Resident #1 fell in the dining room. She stated she was not in the 
dining room and was gone for about 10 minutes at the time but heard Resident #1 got up from his wheelchair 
and fell. She stated a dietary aide was in the dining room and told her about it and when she went to the 
dining room she saw Resident #1 on the floor, then she assessed him. She stated he had a small skin tear 
that was 0.2 cm. long on his forehead that bled and did not notice any knots. She stated Resident #1 was 
able to talk and he shook his head and asked for some water; and she then she put pressure on his head 
and the bleeding stopped. She stated she gave Resident #1 some water and then took his vitals and was BS 
checked but did not document them anywhere that were normal and said she believed Resident #1 got up 
and tried to walk and fell. She stated Resident #1 was fine and ate his breakfast. She stated Resident #1 
was able to feed himself with a spoon and they just had to watch him eat. She stated after that he was taken 
to his room and sometime later he started having a change. She stated she called the FM, but the FM did not 
answer, and hospice did not answer. She stated Doctor F was already at the facility and he went to check on 
Resident #1 and told her to call hospice and to see what the family wanted to do. She stated she called 
hospice again and the DON tried to call the FM and still was not able to talk to anyone. She stated she was 
told the FM was having a medical procedure and the reason why there was no response. She stated 
Resident #1 had not vomited or had signs of aspiration, but MR Nurse G said he had seizure like activity. 
She stated hospice Nurse E arrived one or two hours later. She stated she did Resident #1's incident report. 
She stated Resident #1 was not on a sliding scale and was given an insulin long-acting injection at bedtime. 
She stated Resident #1 had a lot of medications and said he had not missed getting them. She stated he 
was a one person assist and was able to pivot with transfers and he was A/O x 1 meaning his cognition was 
not good. She stated Resident #1 had floor mats on both sides of his bed and his bed was in the lowest 
position. Interview [DATE] at 3:17 pm, LVN B stated on [DATE] she received a report about Resident #1 
being taken to the hospital because he had a fall during the morning shift. She stated Resident #1 was a 
diabetic who took Metformin and also took insulin long-acting injections at night. She stated she took 
Resident #1's BS level before giving his insulin at night which ran pretty high. She stated she told Resident 
#1's hospice nurse about his 600 BS levels but could not remember the hospice nurse's name or if the 
hospice doctor was contacted. She stated she spoke to one of the ADON's and overnight charge nurse 
about his high BS level but was unsure of their names. She stated Resident #1 did not have a sliding scale 
and believed she spoke to Doctor F about his 600 BS, was not sure when but thought Doctor F told her to 
refer to Resident #1's hospice provider. She stated she did not remember reaching out to the FM over the 
phone or in person about his high BS and could not remember if she spoke to the DON about his high BS. 
She stated hearing that Resident #1 went to the hospital and had a brain bleed. Interview on [DATE] at 4:19 
pm, CNA C stated on [DATE] she did not see what happened because she was getting the residents into the 
dining room for breakfast. She stated she was not Resident #1's CNA but Dietary Aide D said, oh look he fell 
and when she turned around she saw Resident #1 on the floor on his side. She stated RN A came to assist 
him and he had a skin tear on his forehead that bled from falling and bumping his head on the floor. She 
stated RN A washed the spot and put gauze on it. She stated Resident #1 bled a small amount that had 
eventually stopped, and he was his normal self. She stated after RN A assessed Resident #1, she helped 
the nurse get him back into his wheelchair. She stated Resident #1 stayed in the dining room and ate his 
breakfast, which he ate pretty good. She stated hearing Resident #1 went to the hospital later that day. 
Interview on [DATE] at 5:49 pm, Hospice ED H stated everything was secondhand information and said he 
had no conversations from the facility nurse [DATE]. He stated he heard Resident #1 fell the morning of 
[DATE], that he was left unattended and he fell and hit his head and was sent to the hospital. He stated 
Resident #1 had a brain bleed. He stated there were no concerns with Resident 1 not getting his medications 
but heard his BS level was pretty high and assumed he did not get his insulin doses. He stated Resident #1's 
FM supplied his insulin and blood pressure medications, and some were from the facility's pharmacy. He 
stated not being aware of Resident #1 having a skin tear on his forehead after he fell but he got involved 
when he was transferred to the hospital. He stated the facility was responsible for doing his BS checks. He 
stated he had not spoken to the facility about Resident #1's stay. Interview on [DATE] at 5:15 pm, the DON 
stated Resident #1 admitted to the facility on respite care. He stated Resident #1 fell in the dining room the 
morning of [DATE] and was able to consume his meal and drink. He stated Resident #1's ST on his forehead 
was 2 cm x 0.5 cm. He stated after he ate, Resident #1 had a seizure, then he was taken to his room. He 
stated they were waiting for hospice to let them know if they could send him to the hospital and RN A said 
she had called the hospice provider twice, but they were not responding. He stated around 9:00 am, he went 
in Resident #1's room to assess him, and he was not responding, and they could not get the FM on the 
phone. He stated he tried to call the FM without a response. Then the hospice nurse arrived, and Resident 
#1 was taken to the hospital. He stated management talked about Resident #1's fall in the dining room but 
was not aware Resident #1 missed getting his Metformin on [DATE] and [DATE]. He stated when a 
resident's insulin was too high he expected the nurses to call the resident's doctor to see if medication could 
be given to get their BS down. He stated he was not aware Resident #1's BS was over 600 while he was at 
this facility. He stated their Admissions Director AA checked on Resident #1 at the hospital and found out he 
was deceased . Interview on [DATE] at 5:40 pm, LVN B stated when Resident #1 admitted , the FM said she 
would be out and not able to communicate and they needed to talk to hospice for any concerns. She stated 
she would be unavailable while she was gone for a medical procedure. Interview on [DATE] at 6:15 pm, the 
DON stated Resident #1 did not have any discontinued medications prior to his discharge and saw on his 
MAR he did not get his dayshift Metformin for two days. He stated he was not aware that MA I documented 
Resident #1's Metformin was unavailable and would have to talk to her about what happened. He stated he 
was unaware of Resident #1's 600 BS levels and missed diabetic medications and would have to address 
that with the nursing staff. He stated he would have to check with the pharmacy and E-Kit to see if the 
medication was given and not documented. He stated it was strange that Resident #1 received his night 
doses of his Metformin [DATE] and [DATE] but not the dayshift ones. He stated Resident #1's [DATE] SBAR 
assessment automatically showed his [DATE] BS level 200 and was not sure why the [DATE] BS was not 
used. He stated Resident #1's vitals were checked and had asked RN A was his BS checked, and she said 
yes but it was not documented. He stated for the days prior to discharging, Resident #1 had 600 BS 
readings, and the nurses should have notified the doctor or hospice to possibly send the resident to the 
hospital. He stated he thought it was kind of strange for the nurses not to follow through by calling Resident 
#1's doctor or hospice provider for orders and rechecking his BS levels. He stated Resident #1 received 
long-acting insulin at night with the use of pen injector but there was not an order for his insulin levels to be 
checked. He stated before Resident #1 went to the hospital RN A should have checked his BS level but 
failed to document it because if it was not documented it was not done. Interview on [DATE] at 9:20 am, 
Dietary Aide D stated she worked the morning of [DATE] when Resident #1 fell. She stated Resident #1 fell 
around 8:00 am and that breakfast had not started yet. She stated the staff were bringing the residents into 
the dining room. She stated she was putting drinks on the tables and there was a CNA standing at a table 
with her back to the residents sorting meal tickets. She stated Resident #1 was sitting in his wheelchair and 
then she heard a noise and Resident #1 said Ouch' after he slammed down to the floor so hard. She stated 
Resident #1 had an abrasion on his forehead that was bleeding. She stated RN A came to the dining room 
and cleaned him up. She stated there were other residents in the dining room. She stated his forehead was 
not bleeding a lot and the nurse was able to get it to stop bleeding, and Resident #1 ate his breakfast. She 
stated one resident asked why 911 was not called, and something was mentioned about hospice, and the 
nursing staff waited until after breakfast then took him to his room. Interview on [DATE] at 9:44 am, Hospice 
Nurse E stated she was on call and closest to Resident #1 when they received the call about Resident #1's 
fall. She stated she was not sure when she arrived because she did not have Resident #1's record on her to 
review. She stated whatever the time was she asked the staff why they were not called sooner. She stated 
RN A said Resident #1 fell and hit his head and had a seizure and when she arrived Resident #1 had a large 
bump on the left side of his forehead. She stated Resident #1's pupils were not responsive to light and his 
BP was not normal and low for him. She stated her main focus was Resident #1's internal bleeding because 
he was not responsive which meant he was bleeding on the inside of his brain. She stated Resident #1 had a 
brain bleed that the facility should have called them about sooner. She stated after she assessed Resident 
#1 she called the FM and was told to have Resident #1 sent to the hospital. She stated she spoke to RN A 
again for him to get transferred to the hospital and during the time she was there he did not vomit or seizure, 
but it was reported from the facility nurse he vomited and had a seizure before she arrived. She stated not 
being aware of his BS levels being 600 a few times since being at the facility. She stated when Resident #1 
admitted to the hospital his BS level was 820 or 830 and was not sure why it was so high because he took 
diabetic medications at the facility. She stated hospice could order Resident #1's diabetic medications but did 
not manage it and that was the responsibility of the facility to do. She stated a sliding scale could have been 
initiated if they were notified of the BS issue. She stated missing one day dose of diabetic medication would 
definitely make a person's insulin go up. She stated Resident #1 was not getting sliding scale insulin at home 
because the FM did a lot of dietary management of his meals and drinks. Interview on [DATE] at 10:33 am, 
the FM stated Resident #1 admitted to the facility for respite care while they had a procedure and gave all of 
Resident #1's medications to the facility. They stated they were not told about Resident #1's 600 BS levels. 
They stated they received a call from Hospice Nurse E on [DATE] about Resident #1's complications from 
falling. They stated they told Hospice Nurse E to have Resident #1 sent to the hospital and the hospice nurse 
followed them to the hospital. They stated the hospital said his BS level was 840, she believed. They stated 
had Resident #1's BS been checked it would not have been that high and could not believe not one person 
noticed how high it was. They stated the Medical Examiner talked to them about Resident #1's fall and the 
condition of his body and his high BS. They stated they thought Resident #1 was being put in a good place 
and wondered how did he fall, why was he feeding himself and had so many questions. They stated they felt 
bad because they were not at the facility to have kept him from falling. They stated the day before [DATE] 
they had a video phone call with Resident #1, and he looked fine, but now he was deceased . They stated 
Hospice Nurse E said once she (Hospice Nurse E) arrived Resident #1 had started having a seizure and 
Hospice Nurse E suspected he had a brain bleed. They stated they did not have any missed calls from the 
facility. Interview on [DATE] at 10:58 am, Hospice Nurse J stated she was Resident #1's nurse who saw him 
twice and there were no reports of his BS level increasing. She stated he took diabetic medication but did not 
have sliding scale orders because his insulin levels were normal at home. Interview on [DATE] at 11:31 am, 
the Administrator stated Resident #1 fell [DATE] around 8:00 am and was a hospice patient. She stated their 
facility called his hospice provider and when they arrived he was sent to the hospital. She stated the facility 
notified Facility Doctor F immediately after Resident #1 fell from what she understood. She stated there were 
a few calls made to his hospice provider and hospice finally came out and evaluated Resident #1. She stated 
her staff assessed Resident #1 and notified Doctor F and they did everything they were supposed to do. She 
stated that she knew of Resident #1 did not go without any of his medications. She stated she was not aware 
Resident #1 had BS readings over 600 and did not receive his dayshift Metformin on [DATE] and [DATE] at 
the facility. She stated maybe he was given the Metformin from the E-kit and the staff did not document it. 
She stated the nurse might have pulled the diabetic medication out of the E-kit for Resident #1. She stated 
she was not aware the hospital said his BS was over 800 and stated he passed away two or three days after 
he discharged from the facility. She stated she did not investigate or report the incident to HHSC because of 
the new provider letter on reporting falls and deaths. Interview on [DATE] at 11:52 am, the DON stated he 
spoke to MA I who said she did not give Resident #1 two doses of his Metformin on [DATE] and [DATE] 
which was why she documented it was unavailable and notified the nurse, in the progress note. He stated 
MA I told him the Metformin was unavailable and thought the nurse may have reached out to the pharmacy 
or hospice provider. He stated not being sure how Resident #1 ran out of the Metformin that came with the 
resident and said he had one diabetic pill he took 1xd, Metformin 2xd and a long-acting insulin at bedtime. 
He stated Resident #1 did not have any type of diabetic monitors on him. He stated if the medication was still 
not available after two times MA I should have notified him or one of the ADONs to get the medication. He 
stated if Resident #1's BS levels were elevated LVN B should have called hospice since she was checking it. 
He stated LVN B said she was checking Resident #1's BS because she did not see anyone doing it and LVN 
B should have notified the hospice provider when Resident #1's BS was over 600. He stated he was not sure 
if LVN B called the doctor/NP about Resident #1's elevated BS levels but she should have notified his 
hospice provider to get further orders. He stated he did not see any documentation from the nurses notifying 
the hospice provider about Resident #1's elevated BS and what the hospice nurse said. He stated he saw 
concerns for the nurse's failure to document more thoroughly and give Resident #1 all of his Metformin. He 
stated there was a lot of confusion for getting more of his Metformin and that he should have been notified 
and his doctor and hospice and that did not happen. He stated if he had known Resident #1 was out of 
Metformin, he would have gotten it from their pharmacy. He stated two missed dosages could have a 
detrimental effect on a resident by increasing their BS even though he was taking two other diabetic 
medications. He stated he looked a lot at Resident #1's MARS and was not sure how he missed seeing 
Resident #1 did not get his Metformin. He stated he was not sure how the hospice provider policy was 
related to diabetic management and medication dispensing and would have to review it. He stated all the 
staff said Resident #1 stood up and fell and he said wanted some water. He stated because he was on 
hospice they notified hospice between 8:00 am and 9:00 am and talked to the answering service but not sure 
who RN A talked to. He stated being told the hospice provider was sending a nurse and after he received a 
report of Resident #1 having a seizure he thought about sending Resident #1 to the hospital, but did not 
know what hospice wanted to do. He stated not being aware Resident #1's BS was over 800 at the hospital 
but got word he had passed away from their Admissions Coordinator AA a few days after he discharged from 
the facility. He stated they did not know if the FM wanted him to go to the hospital and if Resident #1 were 
not on hospice he would have been sent right out to the hospital. Interview on [DATE] at 10:46 am, RN L 
stated when a resident had a 400 to 450 BS level they needed to contact the resident's provider. She stated 
normally residents taking diabetic medication had a sliding scale to give them a one-time order if their BS 
was too low or too high. She stated a 600 BS level was an emergency because that was way too high and 
needed immediate attention by calling the doctor. She stated high BS levels depended on the resident if they 
had some medical conditions or if they were on steroids that made their BS level so high. She stated if a 
resident's BS level was 600 she would first try to see what the resident's normal BS levels were and looked 
at their medical background then sought a treatment plan. She stated as a nurse they knew what they were 
supposed to do for high BS and if she did not hear from the doctor or hospice, she would see about getting 
the resident out to the hospital. She stated if a resident had a BS over 600 could depend on a lot and a 
resident could go into diabetic ketoacidosis (Acidic blood) and HHS (extremely high blood sugar levels). 
Interview on [DATE] at 10:55 am, MA M stated the nurses checked the diabetic residents' BS level. She 
stated when a resident ran out of medications she would first check everywhere and notify the nurse to see if 
it could be taken from the E-kit. She stated if the medication was not given she would document the 
medication was not available, notify the nurse if the medication was really not given. She stated if Metformin 
or blood pressure medications were not available it was very important for the nurse to get them from the 
E-kit and she would continue to notify the nurse that the medication was not available. She stated if the 
medication was not given after the second day would raise a concern and she would have to just continue to 
document the medication was unavailable, nurse notified. She stated she would press the issue with the 
nurse because Metformin was very important for the diabetic residents to received it and would ask if the 
nurse could she check the resident's blood sugar. She stated she would have to let Weekend Supervisor N 
know of the missing medication, if she were working weekends and if she worked during the week she would 
notify the DON. She stated the staff needed to control the resident's BS level with the medications 
prescribed. She stated a resident could go into a diabetic coma if their BS levels increased. She stated 
increased BS levels was emergent and needed to take control of this issue right away. Interview on [DATE] 
at 11:18 am, Weekend Supervisor N stated if a resident's diabetic medication were unavailable she would 
first check the E-kit or pharmacy and call family to assist. She stated Metformin was in their E-kit and on the 
outside of the E-kit, there was a list of what medications were in it. She stated if the medication was not in 
the E-kit she would get the medication from the pharmacy. She stated if a resident had a 600 BS level, she 
would first check to see if they had sliding scale insulin and if they did not she would call the doctor to get a 
doctor's order for a treatment. She stated she would of course assess the residents and monitor them and 
keep calling the doctor over and over again until the doctor was reached. She stated for a hospice resident 
she would follow the doctor's orders and if they did not have a sliding scale she would call hospice first and 
for no response she would call the resident's facility doctor. She stated she would notify the FM/RP about the 
600 high BS if the resident was on hospice and would let the FM/RP know as well to get them to help with 
reaching out to hospice. She stated she would document everything in the resident's progress note for their 
attempts with whom she contacted at the hospice provider. She stated she would document why they were 
being contacted and who she spoke to and what the response was from the on-call office and hospice nurse. 
She stated once the hospice provider gave orders to treat she would document what the hospice provider 
said and made sure the orders were added to the orders for the next nurses to follow. She stated she would 
then follow through on the treatment plan and notify the next nurse what happened. She stated if there BS 
did not decrease it would be considered emergent, and she would call 911 and would definitely send the 
resident to the hospital then call the FM/RP and doctor or hospice provider. She stated if the resident did not 
get a treatment, they could go into diabetic ketoacidosis or a coma. She stated if a resident did not have 
medication she would document in the progress note and in the 24-hour report book and said if she noticed 
something needed to be taken care of that same day she would let the DON know about the situation. She 
stated she would follow the resident's sliding scale orders and administer the insulin needed for that BS level 
and would recheck their BS level a few minutes after giving it. She stated she would let the hospice nurse 
know about the 600 BS level and asked what did they need to do about it like giving a fast acting or smaller 
dose of insulin for example then rechecking the BS level 30 minutes later. She stated before sending a 
resident out she would do an assessment and check the resident's vitals including the BS and if they had a 
seizure she would review to
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure each assessment accurately reflected the resident's 
status and for each individual who completed a portion of the assessment must sign and certify the accuracy 
of that portion of the assessment for one (Resident #1) of six residents reviewed for accuracy of 
assessments. The facility failed to ensure Resident #1's admission MDS Assessments was complete and 
accurate. Resident #1 was a diabetic who took diabetic medications and he had no diabetes diagnosis listed 
on this assessment. This failure could place all residents at risk of inadequate care if all of their diagnoses 
were not included in the residents' records, which could result in a decline in the residents' health and 
psych-social well-being. Findings included: Record review of Resident #1's admission MDS assessment 
dated [DATE] revealed an [AGE] year-old male who admitted [DATE] from home, had a BIMS score of 00 
(Severe cognitive impairment) and active diagnoses that included debility and cardiorespiratory conditions. 
His diagnoses were heart failure, peripheral vascular disease (circulation disorder), renal insufficiency (Poor 
kidney function), acute chronic systolic (congestive) heart failure. He had repeated falls, and a cognitive 
communication deficit. He had no pain issues but had a fall in the last 2-6 months prior to admission and had 
a swallowing disorder. His weight was 155 pounds and was on a mechanically altered diet. He received five 
insulin injections in the past seven days, oxygen therapy and hospice care. Resident #1 had an overall goal 
for discharge and was established to return to the community with family. (He had no diabetic or seizure 
diagnoses). Record review of Resident #1's Hospice Patient Fact report dated 10/17/25 revealed, Metformin 
ER 500 extended release 24 hr start date 04/25/25 (no end date). 500 mg take 1 tab by mouth twice daily at 
breakfast and dinner oral. Insulin glargine, human recombinant analog U-100 insulin 100 start date 07/16/25 
(no end date). 100 unit/ml (3 ml) inject 6 units subcutaneous at dinnertime once a day subcutaneous. 
Reason for medication: Diabetes. Record review of Resident #1's Care Plan dated 10/23/25 revealed he had 
a cognitive communication deficit, acute on chronic systolic (congestive) heart failure, stage 3 chronic kidney 
disease (Kidney function loss), peripheral vascular disease, risk for falls - repeated falls. On 10/24/25 he had 
a urinary tract infection, terminal prognosis, and was under hospice care. Further review revealed there was 
no care plan related to diabetes. Record review of Resident #1's October 2025 Physician's Orders dated 
10/23/25 by Doctor F revealed, Insulin subcutaneous solution 100 unit/ml inject 8 unit subcutaneously at 
bedtime for diabetes (start 10/23/25 - stop 10/29/25). Metformin oral tablet give 500 mg by mouth two times a 
day for diabetes (start 10/23/25 - stop 10/29/25). Record review of Resident #1's October 2025 MAR 
revealed, Insulin Subcutaneous solution 100 unit/ml inject 8 unit subcutaneous at bedtime for diabetes and 
Metformin oral tablet 500 mg give 500 mg by mouth two times per day for diabetes (start 10/23/25 
-10/29/25). Record review of Resident #1's October 2025 MAR dated on 10/27/25 by MA I revealed, his 10 
MEQ potassium chloride Extended release was not given and coded 9 other/see progress notes. On 
10/27/25 and 10/28/25 his 500 mg metformin was not given and coded 9 other/see progress notes. Record 
review of Resident #1's Vitals Section for blood sugar dated 10/23/25 at 9:12 am by RN A revealed his BS 
level was 212. Further review revealed there was no other BS level readings in this section. Interviews on 
11/18/25 at 4:20 pm, ADON Z stated the Regional MDS Coordinator K was responsible for completing the 
MDS assessments. Interview on 11/18/25 at 4:46 pm, Regional MDS Coordinator K stated he was the 
Corporate MDS Coordinator and the former facility MDS Coordinator stopped working at this facility last 
month [October 2025]. He stated he was not aware of Resident #1's MDS Assessment was inaccurate. He 
stated his role was to review the residents' documentation that reflected what the staff were documenting. He 
stated the IDT was responsible for reviewing and ensuring the residents' records were accurate and 
complete, but the MDS Coordinator was responsible for ensuring the MDS assessments were accurate. He 
stated the DON reinforced that leadership had all the information for the residents and to report any issues 
that they needed to address. He stated he did not want to say what could happen to a resident if their 
medical records were not accurate and complete. Interview on 11/18/25 at 5:07 pm, the DON stated the 
MDS Coordinator was responsible for ensuring all the residents' diagnoses were on their MDS Assessments. 
He stated he was not sure how that was missed and said not having all of the residents' diagnoses could 
cause a resident to get improper care or lack of care, which could run into several complications as the end 
result. Interview on 11/18/25 at 5:46 pm, the Administrator stated she was not sure why Resident #1's 
diagnoses were not on his MDS Assessment because she was not a nurse to have been able to say that 
was missing. She stated the clinical leadership team was responsible for the accuracy of the residents' 
records and the hospice provider was responsible with ensuring they gave them accurate information. She 
stated the IDT was responsible for ensuring the resident's records were accurate. She stated she did not 
know how to answer the question on how it could affect the residents if their medical records were not 
accurate and correct, but they had a protocol they went by.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to, in accordance with accepted professional standards and 
practices, the facility must maintain medical records on each resident that were complete and accurately 
documented for one (Resident #1) of six residents reviewed for medical records. The facility failed to ensure 
Resident #1's face sheet and care plans were complete and accurate. Resident #1 was diagnosed with 
diabetes and took diabetic medications and he had no diabetes diagnosis on his facility's EMR records. This 
failure could place all residents at risk of inadequate care if all of their diagnoses were not included in the 
resident's EMR records, which could result in a decline in the resident's health and psych-social well-being. 
Findings included: Record review of Resident #1's Face Sheet dated 11/14/25 revealed an [AGE] year-old 
male who admitted [DATE] with diagnoses of Acute on chronic systolic (Congestive) heart failure, Peripheral 
vascular disease, stage 3 chronic kidney disease, repeated falls, and cognitive communicative deficit. (There 
was no diabetic diagnosis). Record review of Resident #1's Hospice Patient Fact report dated 10/17/25 
revealed, Metformin ER 500 extended release 24 hr start date 04/25/25 (no end date). 500 mg take 1 tab by 
mouth twice daily at breakfast and dinner oral. Insulin glargine, human recombinant analog U-100 insulin 100 
start date 07/16/25 (no end date). 100 unit/ml (3 ml) inject 6 units subcutaneous at dinnertime once a day 
subcutaneous. Reason for medication: Diabetes. Record review of Resident #1's admission MDS 
assessment dated [DATE] revealed an [AGE] year-old male who admitted [DATE] from home, had a BIMS 
score of 00 (Severe cognitive impairment) and active diagnoses that included debility and cardiorespiratory 
conditions. His diagnoses were heart failure, peripheral vascular disease (circulation disorder), renal 
insufficiency (Poor kidney function), acute chronic systolic (congestive) heart failure. He had repeated falls, 
and a cognitive communication deficit. He had no pain issues but had a fall in the last 2-6 months prior to 
admission and had a swallowing disorder. His weight was 155 pounds and was on a mechanically altered 
diet. He received five insulin injections in the past seven days, oxygen therapy and hospice care. Resident 
#1 had an overall goal for discharge and was established to return to the community with family. (He had no 
diabetic diagnosis). Record review of Resident #1's Care Plan dated 10/23/25 revealed he had a cognitive 
communication deficit, acute on chronic systolic (congestive) heart failure, stage 3 chronic kidney disease 
(Kidney function loss), peripheral vascular disease, risk for falls - repeated falls. On 10/24/25 he had a 
urinary tract infection, terminal prognosis, and was under hospice care. Further review revealed there was no 
care plan related to diabetes. Record review of Resident #1's October 2025 Physician's Orders dated 
10/23/25 by Doctor F revealed, Insulin subcutaneous solution 100 unit/ml inject 8 unit subcutaneously at 
bedtime for diabetes (start 10/23/25 - stop 10/29/25). Metformin oral tablet give 500 mg by mouth two times a 
day for diabetes (start 10/23/25 - stop 10/29/25). Record review of Resident #1's October 2025 MAR 
revealed, Insulin Subcutaneous solution 100 unit/ml inject 8 unit subcutaneous at bedtime for diabetes and 
Metformin oral tablet 500 mg give 500 mg by mouth two times per day for diabetes (start 10/23/25 
-10/29/25). Record review of Resident #1's Vitals Section for blood sugar dated 10/23/25 at 9:12 am by RN A 
revealed his BS level was 212. Further review revealed there was no other BS level readings in this section. 
Interviews on 11/18/25 at 4:20 pm, ADON Z stated the Admissions Director completed the resident's face 
sheets and the Regional MDS Coordinator K was responsible for completing the care plans. Interview on 
11/18/25 at 4:46 pm, Regional MDS Coordinator K stated he was the Corporate MDS Coordinator and the 
former facility MDS Coordinator stopped working at this facility last month [October 2025]. He stated he was 
not aware of Resident #1's face sheets and Care Plans were inaccurate. He stated his role was to review the 
residents' documentation that reflected what the staff were documenting. He stated the IDT was responsible 
for reviewing and ensuring the residents' records were accurate and complete, He stated the DON reinforced 
that leadership had all the information for the residents and to report any issues that they needed to address. 
He stated he did not want to say what could happen to a resident if their medical records were not accurate 
and complete. Interview on 11/18/25 at 5:07 pm, the DON stated the MDS Coordinator was responsible for 
ensuring all the residents' diagnoses were on their face sheets. He stated he was not sure how that was 
missed and said not having all of the residents' diagnoses could cause a resident to get improper care or 
lack of care, which could run into several complications as the end result. Interview on 11/18/25 at 5:46 pm, 
the Administrator stated she was not sure why Resident #1's diagnoses were not on his face sheet and care 
plan because she was not a nurse to have been able to say that was missing. She stated the clinical 
leadership team was responsible for the accuracy of the residents' records and the hospice provider was 
responsible with ensuring they gave them accurate information. She stated the IDT was responsible for 
ensuring the resident's records were accurate. She stated she did not know how to answer the question on 
how it could affect the residents if their medical records were not accurate and correct, but they had a 
protocol they went by. On 11/18/25 at 5:35 pm the facility's medical record policy was requested and the 
Administrator stated she would provide it. On 11/19/25 at 2:18 pm the Administrator stated they did not have 
a one.

66455627

02/05/2026


