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Complaint Investigation 
0875422/IL38650-No Deficiency
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No extended survey conducted.
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483.20(k)(3)(i) COMPREHENSIVE CARE 
PLANS

The services provided or arranged by the facility 
must meet professional standards of quality.

This REQUIREMENT  is not met as evidenced 
by:

F 281

Based on Record Review, Interview and 
Observation the facility failed to follow physicians 
orders to notify him with high blood glucose 
levels.  This is for one of three residents 
sampled. (R1)

Findings include;

The record of R2, an 81 year old female admitted 
to the facility with diagnoses including Diabetes 
was reviewed.  R2's record contains a physicians 
order that states "...blood glucose over 400 give 
18 units of Novolog 100 and call MD..."  R2's 
record contains blood glucose monitoring 
documentation on 11/15/08 at 11 AM that states 
her blood glucose was 409 and the physician 
was not notified.  R2's record contains 
documentation on 11/28/08 that her blood 
glucose was 459 and the physician was not 
notified.  R2's record contains documentation that 
on 11/20/08 and 11/23/08 at 4 PM on both dates, 
her blood glucose was 458 and  468 respectively 
and the physician was not notified.
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In an interview with E2, the director of nursing, 
she stated that the physicians should have been 
called for the high blood glucose levels of R1 as 
ordered by the physician.  R2 was observed 
lunch and ate 75 percent of her meal.  R2 states 
she like the facility and has no complaints.
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