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8003 Initial Comments S 003 The attending physician was
An unannounced complaint/mcident investigation nolified regarding Te policy and 10/3/25
survey, ACTS reference humbers 99504, 100473, ﬁgﬁ;’mﬁ”dﬁgﬁm‘;ﬁg“lﬁ°w
100599, 101520, 100886, 101726, 102023, and NS e aiolon faxed an
102138, was conducted at this residence on o etating: Rhy
107212025 through 10/3/2025 to determine et horcian, [P ¢l ovel i
compliance with state regulations. A deficiency t o 1;!_/' P gsac:an gtucose evel is
was identified as = result of this survey. s than 0 or greater than 300,
This order was recelved and
. subsequently added to the
gsi%:’ argamzatlont%;is!:ar;agament 24.13A 230 Medication Administration Record
anagemen rvices (MAR).
24,13 (A/B) Management of Services
A. Each residence shall provide sarvicas with . ‘
adequate professional and ancillary employees ::;’:Lr’;;'ig?erg;?gf w;;r:;g éii;éﬁn
and In aceordance with applicable state law. As a result. appropriate ghic '
Further, the residence shall assure that all iy pp pt ‘3 e{m
services are rendered in a safe and effective ni rgg pdaraér:ie 5"';3 h@r MAR 1014125
manner and consistent with the requirements ri"’ek“” O et £d to the MARS
herein. The residence shall provide all care and / °I other residents recelving
services to all residents in accordance with the glucose checks 1o ensure
prevailing community standard of care. - consistency and compliance with
L dlinical standards.
This Requirement is not met as evidenced by: {V
Based on surveyor observation, record raview, ,,)\
and staff interview, it has been determinad that | O\
the residenca failed to provide all care and \
services in accordance with the prevailing
community standard of care relativa to monitoring ' son
of glucase for the singular resident reviewed for 3 SOHIoES
blood glucose monitoring, Resident 10 #7,
Findings are as follows: 50¢ vz 130
: According to Brunner & Suddarth's, Medical | @ﬁg@ﬁ@%
{ Surgical Nursing, 10th Edition, page 1182, slates
! in part, "..For most patients whe: require
i insulin...monitoring of glucose is recommended
i two to four times dally (usually before meais and
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at bedtime). For patients who take insulin bafore When a resident has an active
each meal,,.monitoring Is required at leas! three order for glutose checks and the
times dally before meals to determina each physician has niot specified
dose...at the very least, patlents should be glvan parameters, the physician will be
parameters for calling the physician,,.” contacted to provide guidance. 10/17/25
The standard recommentdation is;
Record review of a residence policy with an “&\ / “Notify physician if glucose level
effective date of 1156/2011 titled, "Finger Stick is below 80 or above 300,
Glucoss” indivates assistance with finger stick 7 This protosol has been
giucose will be datermined upon assessment of Q‘i’ communlcated to nurging staff
the resident and unless otharwise spasified by a S through an In-service training
physiclar, a finger stick glucose below 80 or N .
above 300 should be reported to the nurse. The N Additionally, during routine
nurse will report to the physician unless the 90-day nurse reviews, the
physiclan has given other instructions, Resident Services Director
, , D will verify that any glue
Racord raview of Resident |D #7 revealed ﬁfm&% ‘grggrshwithogtg noose
g;gclgses of diabetes mellitus and pancreatic specified parameters have been
' followad up with the physician,
. " . d that appropriate parameters
Raview of the September 2025 "Madication an
Administration Record"” (MAR) revealed an order have baen added to the MAR
that states "Accucheck [Blood sugar check] twice
daily 8:00 AM and §:00 PM." Additional raview of
the MAR revealed that the resident is lo receive Susan Lehman, Administrator
insulia based on the following orders: 10 units of 10/24/25
Lantus SC daily at 9:00 AM and § units Lispro SC
daily at 12:00 PM. '
Further review of the MAR revenled blood sugar
check results less than 80 (nermal range 70-99)
were obtainad for the residant on the foliowing
dates at 5:00 PM:
Sr20256- 71
S/4/2025 - £9
8/6/2025 « 68 )
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232025 - 70
Record raview failad to reveal evidence of
paraneters for calling the physician or nofification
to the nurse or physician of the above-menticned
blood sugar ehacks,
During a surveyor interview on 8/3/2025 at
approximately 1:00 PM with the Licensed
Practical Nurse, Staff A, she acknowledged that
there ware no parameters of notification to the
physician of blood sugars.
Diuring & surveyor intarviaw with the Executive
Director on 9/3/2025 at approximately 2:00 PM,
she was unable to provide evidence that there
were paramaters on the bicod sugar chacks or
that the physeian was notified.
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