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Initial Comments

Complaint Investigation 2474138/IL173629

Final Observations
Statement of Licensure Violations:

300.1010 h)
300.1210 b)
300.1210 d)3)

Section 300.1010 Medical Care Policies

h) The facility shall notify the resident's
physician of any accident, injury, or significant
change in a resident's condition that threatens the
health, safety or welfare of a resident, including,
but not limited to, the presence of incipient or
manifest decubitus ulcers or a weight loss or gain
of five percent or more within a period of 30 days.
The facility shall obtain and record the physician's
plan of care for the care or treatment of such
accident, injury or change in condition at the time
of notification.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:
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3) Objective observations of changes in
a resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

These requirements are not met as evidenced by:

Based on observation, interview, and record
review, the facility failed to monitor and check
glucose blood sugar levels for a resident with a
known history of Diabetic Ketoacidosis and
elevated blood sugars. This failure resulted in R1
needing hospitalization for Diabetic Ketoacidosis
(grossly elevated blood sugars).

This applies to 1 of 3 residents (R1) review for
Diabetes and blood glucose monitoring in the
sample of 4.

The findings include:

Face sheet shows R1 is 63 years-old who has
multiple diagnoses which include acute embolism
and thrombosis of deep veins of upper extremity,
bilateral, type 2 diabetes mellitus with
ketoacidosis without coma, cardiac arrest due to
other underlying condition, cardiac arrest, cause
unspecified, diabetes mellitus due to underlying
condition with ketoacidosis without coma,
elevated white blood cell count, unspecified,
schizoaffective disorder, bipolar type, acute
kidney failure, unspecified, hypertensive heart
and chronic kidney disease with heart failure and
stage 1 through stage 4 chronic kidney disease,
or unspecified chronic kidney disease, acute
respiratory failure with hypoxia, unspecified
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protein-calorie malnutrition, anemia in other
chronic diseases classified elsewhere,
hyperkalemia, pneumonia due to streptococcus,
group b, pneumonia due to klebsiella
pneumoniae, sepsis, unspecified organism, acute
diastolic (congestive) heart failure, metabolic
encephalopathy, hypoxic ischemic
encephalopathy, unspecified, acute metabolic
acidosis, type 2 diabetes mellitus with
hyperglycemia, essential (primary) hypertension,
other hypotension, other symptoms and signs
involving cognitive functions and awareness,
relevant medical history is: CHF diabetes chronic
renal failure/ESRD.

Nurse Practitioner Notes, dated May 17, 2024,
shows R1 is a 63-year-old male who was
admitted to the facility on May 15, 2024, after
suffering a cardiac arrest and was resuscitated in
the emergency room. R1 was also diagnosed
with DKA (Diabetic Ketoacidosis), AKI (Acute
Kidney Injury), EKG showed right bundle branch
block, septal infarct, Ml (Myocardial Infarction). In
the ER, R1 became bradycardic and went into
cardiac arrest. His blood sugar was 1229 mg/dL
(milligram per deciliter).

Medication Administration Record (MAR) showed
R1's blood sugar level is to be monitored every
7:30 AM, 12:00 PM, and 4:30 PM. The same
MAR shows Insulin Aspart 35 units was given
twice a day (9 AM and 5 PM) and 15 units every
12 PM. Humalog Insulin sliding scale was also
prescribed according to the blood sugar result
every 7:30 AM, 12 PM, and 4:30 PM.

R1's blood glucose monitoring log shows the
following readings: 5/21/2024, at 1:14 PM- 400.0
mg/dL, 5/21/2024 at 5:04 PM- 345.0 mg/dL,
5/22/2024 at 9:20 AM- 400.0 mg/dL, 5/22/2024 at
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4:33 PM- 350.0 mg/dL, 5/22/2024 at 4:34 PM-
399.0 mg/dL, 5/23/2024 at 6:15 AM- 600.0
mg/dL.

R1's blood glucose monitoring from May 21 at
1:14 PM through May 22, 2024, at 4:34 PM
showed his blood sugar level was consistently
elevated, ranging from 345 mg/dL to 400 mg/dL,
despite routine Insulin dose plus sliding scale
order. The progress notes of the same dates
lacked documentation the staff rechecked R1's
sugar after dinner and at bedtime, or monitored
R1 for change in condition. There was no
documentation of notifying V4 (R1's Physician) of
R1's consistent elevation of sugar level despite
the insulin doses. On May 23 at 6:15 AM, R1's
blood sugar level was 600 mg/dL. R1 displayed
lethargy and slurred speech, resulting to being
sent and admitted to the hospital with diagnosis
of diabetic ketoacidosis (DKA).

R1's health status notes, dated May 23, 2024 at
9:15 AM, shows R1was found on floor the floor
lying on his back. R1 was lethargic with slurred
speech. R1's blood sugar level reads high. R1
was given insulin coverage per V4's order. R1's
glucose level was rechecked, results showed HI
(High). R1 was sent the hospital emergency
department via 911.

Hospital Physician Endocrinology Report, dated
May 24, 2024, shows R1 was seen in
consultation for management of type 2 diabetes
with hyperglycemia. R1 was brought into the
hospital from the nursing home facility after an
unwitnessed fall and altered mental status. Upon
admission, R1's sugar was quite elevated, and he
was acidotic. The same hospital record shows on
May 23, 2024, at 9:47 AM, R1's blood glucose
level was 810 mg/dL, his Ketones result showed
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5.7 mmol/L, which was also very high.

On May 28, 2024, at 4:00 PM, R1 was observed
in the hospital. He was resting on his bed awake
but confused. R1 was only oriented to himself
and to his family. R1 was on 2-point soft restraint
to his upper extremities only. V12 (Hospital
Nurse) stated when R1 first got admitted to the
hospital, his blood sugar was very high; he had
DKA. R1 was initially placed in ICU (Intensive
Care Unit) and was later transferred to the
medical floor.

On May 29, 2024, at 8:55 AM, V6 (Nurse) stated
R1 got up from bed without calling for help and
fell. V6 assessed R1 and checked his vital signs,
including his blood sugar level. R1's sugar
registered HI (High). When he fell, he did not
sustain injury, he just said he was getting up. He
was sent to the hospital because he had slurred
speech. When V6 rechecked R1's sugar, it
remained high despite being given Insulin
(Humalog) 10 units.

On May 29, 2024, at 1:55 PM, V4 (R1's
Physician) stated, "For brittle diabetics, the
standard glucose monitoring is 3-4 times a day,
and as needed. When R1's glucose level was
consistently elevated despite administration of
prescribed insulin, the staff should have
rechecked the sugar 2 hours after dinner and
rechecked it again at bedtime. If there was no
order, the staff should have called me." V4 stated
the staff should have reported R1's condition to
him and he could have given new orders for care
and review the medications and see if it needed
adjustment. V4 added when the blood sugar is
consistently elevated, the staff should follow up
with the physician, and closely monitor resident's
condition and sugar level.

lllinois Department of Public Health
STATE FORM

6899 uiw211

If continuation sheet 5 of 6




PRINTED: 08/08/2024

FORM APPROVED
lllinois Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
C
1L6002463 B. WING 05/30/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
306 NORTH LARKIN AVENUE
PEARL OF JOLIET, THE
JOLIET, IL 60435
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S9999  Continued From page 5 S9999

(A)

lllinois Department of Public Health
STATE FORM

6899

uiw211

If continuation sheet 6 of 6



	Pearl Joliet Cover
	Pearl Joliet Viol
	NEW ST SOD Pearl of Joliet 5.30.24
	Pearl of Joliet_ The  05-30-24
	Pearl Joliet Lic

