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CLASS AA   CITATION -- Patient Care

CITATION NUMBER: 940008718 Date: 1/24/2012 12:00:00 AM 

 72311. Nursing Service - General (a) Nursing service shall include, but not limited to, the 
following: (1) Planning of patient care, which shall include at least the following: (A) 
Identification of care needs based upon initial written and continuing assessment of the 
patient’s needs with input, as necessary, from health professionals involved in the care of 
the patient. Initial assessments shall commence at the time of admission of the patient 
and be completed within seven days after admission. On 4/1/10, at 3:30 p.m., an 
unannounced visit was made to the facility to investigate a complaint regarding Patient 1, 
who was transferred to an acute hospital on 3/10/10, due to a high blood sugar (glucose) 
level and expired on 3/15/10. Based on interview and record review, the facility failed to 
identify Patient 1’s care needs based upon a continuing assessment with input from health 
professionals involved in the patient’s care by failing to: 1. Inform the attending physician 
that upon readmission from an acute care hospitalization, there was no order for Patient 1 
to monitor routinely the blood glucose levels, when the patient was known to the facility 
(had four previous admissions) to have diabetes mellitus (condition characterized by 
abnormally high glucose levels in the blood), used subcutaneous (SQ - under the skin) 
injections of insulin (medication to lower the blood glucose level), and had routine finger-
stick (a device used to prick the skin and obtain drops of blood for testing) blood sugar 
levels checked (with the use of a glucose monitor or glucometer) at least daily. 2. Follow 
up with the attending physician and the visiting Physician’s Assistant (PA), to assess for 
the need of routine monitoring of the blood glucose levels. As a result, Patient 1 
developed diabetic ketoacidosis (diabetic coma), became brain dead and died on 
3/15/10.According to the American Diabetes Association (www.diabetes.org/), blood sugar 
monitoring is the main tool to check diabetes control. The target blood glucose range in 
plasma before meals is from 70 to 130 milligrams per deciliters (mg/dl) and the target 
range after meals is less that 180 mg/dl. The American Diabetes Association further 
defines diabetic ketoacidosis (DKA) as a serious condition that can lead to diabetic coma 
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(passing out for a long time) or even death. When the cells do not get the glucose they 
need for energy, the body begins to burn fat for energy, which produces ketones. Ketones 
are acids that build up in the blood when there is not enough insulin. High levels of 
ketones can poison the body, causing DKA. DKA can be prevented by learning the 
warning signs and checking urine and blood sugar levels regularly. Early warning signs 
are thirst or a very dry mouth, frequent urination, high blood glucose levels and high levels 
of ketones in the urine.A review of clinical record revealed Patient 1 was admitted to the 
facility a total of five times. The first admission to the facility was from 4/23/09 to 5/19/09. 
The patient was admitted from Acute Care Hospital 1, where she had been from 4/20/09 
to 4/23/09, and had diagnoses of diabetes mellitus. On 5/1/09, the Attending Physician 
ordered blood sugar monitoring before meals and at night with Regular Insulin coverage 
per sliding scale (instructions for administering insulin dosages based on specific blood 
glucose readings). The patient was discharged home 5/19/09. The second admission to 
facility was from 9/18/09 to 9/26/09. The patient was admitted from home with diagnoses 
of diabetes mellitus and an order for Lantus Insulin 30 units SQ every night. The patient 
was discharged home 9/26/09, with the insulin order. The third admission to the facility 
was from 10/27/ 09 to 11/13/09. The patient was admitted from home with diagnoses of 
diabetes mellitus and orders for Lantus insulin 10 units twice daily before meals, blood 
sugar checks twice daily before meals and to call the physician if the blood glucose was 
below 60 mg/dl or above 300 mg/dl. The patient was discharged home on 11/13/09, with 
the insulin order. The fourth admission to the facility was from 12/9/09 to 12/23/09. The 
patient was admitted from Acute Care Hospital 1, where she had been from 12/6/09 to 
12/09/09, had diagnoses of diabetes mellitus Type II and order for Lantus Insulin 10 units 
SQ daily. The patient went home 12/23/09, with the insulin order. The fifth and last 
admission to the facility was from 2/9/10 to 3/10/10. The patient was admitted from Acute 
Care Hospital 1, where she had been from 2/6/10 to 2/9/10, due to recurrrent urinary tract 
infection with nausea and vomiting, and dehydration. According to the transfers 
documents including the medication administration record (MAR) from the Acute Care 
Hosptial 1, the patient was having blood glucose checks before meals with Regular insulin 
coverage per sliding scale every day of the patient’s hospitalization including the day of 
transfer, 2/9/10. A review of the facility’s admission record revealed the patient was a 79 
years-old female admitted on 2/9/10, at 6 p.m., with diagnoses that included diabetes 
mellitus, urinary tract infection, dementia and depression. The admitting orders did not 
include medications for diabetes mellitus (oral or SQ) and no orders to monitor blood 
glucose levels.On 2/10/10, Physician’s Assistant 1 (PA 1) evaluated the patient and 
ordered blood laboratory tests, complete blood count (CBC), pre-albumin level, and basic 
metabolic panel (BMP). The results dated 2/11/10, included glucose plasma value of 86 
mg/dl with a reference range from 85 to 125 mg/dl. A plan of care dated 2/11/10, 
developed for the patient’s risk for hyperglicemia (high blood glucose level) or 
hypoglycemia (too low blood glucose level) related to diabetes, did not have a measurable 
goal stated, and the interventions included to monitor finger stick blood sugar (FSBS) per 
physician’s orders and to notify the physician of any significant results, however, there was 
no physician’s order to perform blood sugar tests. The Minimum Data Set (MDS – 
standardized assessment and care planning tool) dated 2/22/10, indicated the patient had 
short and long-term memory problems, was moderately impaired in cognitive skills for 
daily decision-making, required limited assistance with transfers and bed mobility, did not 
walk, and required extensive assistance with dressing, toilet use and personal hygiene. 
The patient was incontinent of both bowel and bladder functions, had diabetes mellitus 
disease and urinary tract infection in the last 30 days. Further record review revealed the 
Attending Physician visited the patient on 2/13/10, and PA 1 visited the patient three 
times, on 2/10/10, 2/16/10 and 3/4/10. However, their documentation did not address the 
lack of routine blood glucose testing and lack of blood glucose values after 2/11/10, to 
determine diabetes control. A review of the nursing and interdisciplinary team notes 
revealed that from 2/11/10 to 3/10/11, a total of 29 days, there was no documented 
evidence nursing staff brought to the attention of Attending Physician and PA 1 the lack of 
order to routinely monitor the patient’s blood glucose levels to ensure adequate blood 
sugar levels and prevent complications from uncontrolled diabetes. According to a nursing 
note dated 3/10/10, timed at 9:05 a.m., the patient was noted in bed with Altered Level of 
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Consciousness, unable to obtain vital signs and pulse oxymetry (diagnostic test that 
measures the amount of oxygen in a person's blood with the use of a pulse oxymeter, 
applied on the finger, toe, or earlobe. The device contains a sensor that is connected to a 
machine that displays the oxygen saturation and pulse rate), and the respiration was 
shallow. The blood sugar was checked and the reading was Hi (which per glucometer 
manual indicate a reading above 500 mg/dl). 911 (paramedics) was called. At 9:10 a.m., 
the paramedics arrived and transported the patient to Acute Care Hospital 1 at 9:15 
a.m.According to Acute Care Hospital 1 Emergency Room (ER) records dated 3/10/10, a 
laboratory test done at 10 a.m., revealed the blood glucose was 1,229 mg/dl. The ER 
Admission record indicated the ER physician documented, “The nursing home was 
contacted and they stated they have been unable to check the patient's blood sugars. 
They cannot do it unless they get a doctor’s order to do it per information relayed to me by 
my nurse when she called.” The patient was placed on an endotraqueal tube (breathing 
tube). The History and Physical dated 3/10/10, documented in the impression diagnosis, 
diabetic ketoacidosis, urinary tract infection, sepsis (severe illness in which the 
bloodstream is overwhelmed by bacteria), Altered Level of Consciousness, acute renal 
failure, and diabetes mellitus. A Neurology Consultation dated 3/12/10, documented the 
patient was deeply comatose clinically consistent with brain death. A Discharge Summary 
dated 3/15/10 (expiration date), indicated the patient neurologically remained 
unresponsive throughout the course of the hospitalization, was pronounced brain dead by 
neurology, the finding were related to the patient’s family who decided to extubate 
(remove the breathing tube). The patient was pronounced dead on 3/15/10, at 7:55 p.m. 
The diagnoses included brain death, diabetic ketoacidosis, septic shock (a serious 
condition that occurs when an overwhelming infection leads to life-threatening low blood 
pressure), and urosepsis (infection ranging from urinary tract infection to generalized 
sepsis). According to the Certificate of Death, the date of death was 3/15/10, at 7:55 p.m., 
with the cause of death indicating septic shock, urosepsis, diabetic ketoacidocis, and 
diabetes mellitus type II. On 5/5/10, at 1:20 p.m., during an interview, the Director of 
Nursing stated the patient was readmitted without an order for insulin and, “If the physician 
does not order the blood sugar to be checked we will not check it." The Director of Nursing 
further stated that on the day the patient was transferred the blood sugar was checked 
because it was an emergency. The Director of Nursing explained the patient had multiple 
admissions to facility because the family brought her to the facility each time the patient’s 
husband, who was the caregiver, was hospitalized. On 5/5/10, at 2:55 p.m., during 
another interview, the Director of Nursing stated both the admitting nurse and the 
physician are both responsible to make sure all orders are current and correct.On 7/25/11, 
at 1:30 p.m., an interview was conducted with Registered Nurse 1 (RN 1), the admitting 
nurse on the patient’s last admission to the facility dated 2/9/10. RN 1 stated that he knew 
the patient from previous admissions and that the patient was diabetic and had insulin per 
sliding scale, however, the transferring hospital stopped the order upon transfer. RN 1 
further stated he did clarify it with the nurse (did not know the name) from the hospital but 
forgot to document it. RN 1 explained that the Attending Physician had two PAs working 
for him, PA 1 and PA 2. RN 1 faxed all the admission orders written in the transfer 
documents to the Attending Physician’s office and if there were any changes PA 2, on 
duty that evening, would call him. However, no changes to the admission orders were 
made.On 7/25/11, at 2:45 p.m., during an interview with PA 2, she acknowledged being on 
call on the evening the patient was admitted, however, she never saw the patient. PA 2 
stated she verified the orders written by the acute hospital discharging physician and did 
not make any changes. Multiple attempts were made to interview Attending Physician and 
PA 1 but failed, since they were no longer associated with the facility or for Acute Care 
Hospital 1 and their telephone numbers are no longer current. The facility failed to identify 
Patient 1’s care needs based upon a continuing assessment with input from health 
professionals involved in the patient’s care by failing to: 1. Inform the attending physician 
that upon re-admission from an acute care hospitalization, there was no order for Patient 1 
to monitor routinely the blood glucose levels, when the patient was known to the facility to 
have diabetes mellitus, had used SQ injections of insulin, and had routine finger-stick 
blood sugar levels checked at least daily. 2. Follow up with the attending physician and the 
visiting PA, to assess for the need of routine monitoring of the blood glucose levels. As a 

NOTE: IN ACCORDANCE WITH CALIFORNIA HEALTH AND SAFTEY CODE, FAILURE TO CORRECT 
VIOLATIONS IS GROUNDS FOR SUSPENSION OR REVOCATION OF YOUR LICENSE

State of California - Health and Human Services Agency

SECTION 1424 NOTICE

Department of Public Health

Page: 3  of 4



result, Patient 1 developed diabetic ketocidosis (diabetic coma), became brain dead and 
died on 3/15/10.The above violation presented either imminent danger that death or 
serious harm would result or a substantial probability that death or serious physical harm 
would result and was direct proximate cause of Patient 1's death.

Name Of Evaluator:
  Lillian Portillo
  HFEN
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receipt of this SECTION 1424 NOTICE  

Signature:____________________________________
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