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1. Wheelchairs that were soiled with
dust on the spoke and frame
surfaces in the I ° floor day room and
2nd floor day room were cleaned
immediately by housekeeping during
the survey period. The top panels under
HVAC louvers soiled with dust and debris
in rooms 119, 122, 126, 139, 142, 143, 207,
218, 234, 244, 310, 311, 341 and 345 were
cleaned on 2116/07. Ceiling lamps in
bathrooms, hallways and resident rooms

found soiled with dust and dead insects

in rooms 139, hallway lamp near rooms 128
and 126 and dayroom, room 226 and room
335 were cleaned on February 7, 2007.
Interior surface of exhaust vents in residents
Bathrooms soiled with accumulated dust and
Debris in rooms 142, 212, 218, 244, 310 and

325 were cleaned on 2/8/07-

2. All wheelchairs were cleaned as needed. Top
panels under HVAC louvers were inspected by
maintenance staff throughout the facility and

cleaned as needed . Rounds have been conducted
by housekeeping staff and ceiling lamps have been

cleaned of dust and dead bugs and exhaust vents

have been cleaned in all residents' bathrooms
that was found with accumulated dust and debris.

3. The Director of Environmental Services
in-serviced staff on 2/15/07 on cleaning of lamps
and cleaning of wheelchairs. Director of
Environmental Services or designee will conduct

bi-weekly inspections to monitor the
effectiveness of cleaning and make necessary
corrections as needed.

4. Monitoring of corrective actions will be
done in quanerly CQI.
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r1



deb 16 07 05:41p

DEPARTMENT
CENTERS FOR

S ATEMENT OF DEFICI
AND PLAN OF CORREC

2nd flo r room : 207, 218, 234 and 244 in four (4)
of sev n (7) pa els observed between 10:30 AM
and 11:05 AM.

(X1) PROVIDER/SUPPLIER!CLIA
IDENTIFICATION NUMBER:

095015
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wheelchairs ob erved at 12:05 PM.

2. The op pane s under HVAC louvers were

soiled with dust and debris.

1st flo r rooms- 119 122 , 126, 139, 142 and 143
In six ( ) of 11 observed between 10:20

I AM an 10:30

3. Ceil ng lamp in bathrooms, hallways and
reside its ' roo s were soiled on the inside with
dust a d dead nsects.

1st flo r room 39, hallway lamp near rooms 128
and 1 6, and ayroom in three (3) of 11 lamps
obse ed betty en 10:20 AM and 10:30 AM.

Calanthia Green
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2nd fl m or roomJ226 in one (1) of seven (7) lamps
observed betwleen 10:30 AM and 11:05 AM.

3rd floor roomm335 in one (1) of eight ( 8) lamps
obse ed at 1 :50 AM.

4. Intr
bathr(
and d

rior surf ces of exhaust vents in residents
or,ps we e soiled with accumulated dust
:bris.

1st flior room 142 in one ( 1) of 11 vents
obse ed be een 10 : 20 AM and 10:30 AM.

2nd floor roori s: 212, 218 and 244 in three (3) of
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to develop, review and revise the resident's
compr hensiv plan of care.

The fa ility mu k develop a comprehensive care
plan for each resident that includes measurable
object es and timetables to meet a resident's
medic I, nursi g, and mental and psychosocial
needs that are identified in the comprehensive
asses ment.

The care plan ust describe the services that are
to be rnishe to attain or maintain the resident's
highest practicable physical, mental, and
psych social ell-being as required under §483.
25; a d any services that would otherwise be
requir d under §483.25 but are not provided due
to the resident's exercise of rights under §483.10,
includ ng the right to refuse treatment under §483.
10(b)( ).

This I EQUIRI MENT is not met as evidenced by

Base on the eview of one (1) of 17 sampled
resid nts, it was determined that facility staff
failed to initiate a care plan with goals and
approaches for the use of Lovenox and nine (9)
or mo a medications. Resident #9.

The fi dings i clude:

;iRM CMS-2567(02-99} Previous V^rsions Obsolete Event ID: 5DER12 Facility ID: HCI If continuation sheet Page 3 of 17
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A. Faci ity staff ailed to initiate a care plan for the
use of ovenox for anticoagulant therapy.

F279 483.20(d) 483.20(k)(1)
rr,4 t. l The review oft th e resident's clinical record Comprehensive Assessment

include d a phys ician's order signed and dated
l-`r-fir Januar y 10, 20 7 directed, "Lovenox inject 0.4ml 1. Resident 49 care plan was
<'-z (40)m subcut neously every day for prophylaxis reviewed and updated on

2/7/07 to include goals and

The in rdiscipl nary care plan dated January 31, approaches for Lovenox.Care Plan was also updated to
2007 lacked a p roblem with goals and include approaches for the
appro ches for anticoagulant therapy due to the potential adverse drug
use an admini tration of Lovenox.

interactions involving 9 or

FaB ility staff failed to initiate a care plan to more medications...
includ approp late goals and approaches for the 2 All other residents on Lovenox

potential adverse drug interactions involving nine and 9 or meds have been
(9) or ore me

ications. identified and care plans
reviewed and updated as

The re view oft e the resident's clinical record necessary on 2/9/07.
Included a physician's orders signed and dated 3 Unit Manager were given an
Janua 10, 20 7 included medication orders for in-service by DON to include

dl
Lasix V\Iellbutr

an'n, Atarax, Lisinopril, Prandin, approaches, goa,
I'.. Multivi amin T ental, Nitrodur patch, Potassium, interactions for those residents
it Rispef

,
dal, Lov nox and Insulin. on 9 or more coeds on 2/15/07.

4 Unit Manager to do weekly

The r view oft e interdisciplinary care plan dated audits of care plan for
Janua 3120 7 lacked a problem with goals compliance. Report findings

I` and a proach s for the potential adverse drug to QA Committee Quarterly.
interactions in olving the use of nine (9) of more _ 2119107
medic ations.

A face-to-face interview was conducted with the
Minim m Data Set Coordinator (MDS) On
Febru ry 6, 20 37 at approximately 11:00 AM who
ackno ledged that the resident's care plan lacked

1 goals and app oaches for the use of Lovenox and
nine (S) or mo e medications. The record was

FORM CMS-2567(02-99 Previous Versions Obsolete Event ID:5DER12 Facility ID: HCI if continuation sheet Page 4 of 17
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review d on Fe ruary 6, 2007.
{F 280). 483.20 d)(3), 4 3.10(k)(2) COMPREHENSIVE (F 280)

SS=D CARE PLANS

The resident ha s the right, unless adjudged
incomp etent or otherwise found to be
incapa itated u nder the laws of the State, to F280 483.20(d) 483.20(k)(2)
partici ate in pl anning care and treatment or Comprehensive Care Plans
chang s in car and treatment.

1. Resident # 13 care plan has
A com rehensi e care plan must be developed been updated to include
within days al ter the completion of the additional goal and
compr hensive assessment; prepared by an interventions related to falls on
interdisciplinary team, that includes the attending 2/7/07
physici an, a rec istered nurse with responsibility 2. All other residents who have
for the resident and other appropriate staff in been identified as frequent
discipli es as d termined by the resident's needs, falters care plans have been
and, t the ext nt practicable,. the participation of updated to include additional
the re 'dent, th e resident's family or the resident 's goals and intervention as
legal representative; and periodically reviewed needed.
and revised by team of qualified persons after 3. Unit Manager will do weekly
each ssessm nt. audits for care plan

compliance- Unit Managers
were given an in-service by the

This R EQUIRE MENT is not met as evidenced by DON to review care plans and
update as needed on 2/15/07.

Based on obse rvation, staff interview and record 4. Findings will be reported to
review for one 1) of 17 sampled residents, it was CQI meeting quarterly.
determ ined tha t facility staff failed to update the
care p an with appropriate goals and interventions -- -- -- 2/19/07
for Re ident #1 3 after each fall. This was a
repeat cleficendy.

The findings in Jude:

A review of Re ident #13's record revealed the
followi ng nurs s' notes:

Janua 13, 20 D7 at 9:00 AM: "Resident observed

FORM CMS-2567(02-99 ) Previous V rsions Obsolete Event 1D: SDER12 Facility ID: HCI If continuation sheet Page 5 of 17
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on floor beside. . Resident denied any discomfort.
ROM ( ange of motion) tolerated to all
extrem ties, no welling, bruises, or open areas
observ d. [Physician] called no new orders. "

January 18, 2007 at 7:30 AM: " Resident
observed sittin on floor in room on buttocks ......
ROM NL (wit in normal limits), N/C (no
complaint) of pain or discomfort ....at this time.
Since his is th 2nd fall in the past week, MD will
be note led for ew orders. Ambulating without

ifficul y "difficulty,

Januai
over sl
bathro
bathro
called.

22, 20 7 at 2:00 PM: " Resident climbed
e rails foot of bed , got out and went to
m. Res dent observed sitting on floor in
m @ 930 A , no injuries noted . [ Physician]h

11

Febru ry 2, 20 7 at 4:50 AM: "Resident observed
sitting on the fl or in front of [his/her] bathroom
alert, sponsi e moving all extremities."

A revi w of th e "Fall Prevention " care plan
reveal d:
"1122/ 7 ...low ed . Labs-UA C&S ( urinalysis with
culture and se sitivity ) Chem 7 (Chemistry) Done-
norm I"

1/24 07 Low ed & mat obtained"
212/d7-found n floor..."

and F bruary , 2007.

A fac -to-face interview was conducted with the
unit 11 anager n February 6, 2007 at 3:00 PM. He,
/She cknowl dged that the care plan was not

There was no vidence that additional goals and
interventions ere developed to prevent further
falls after the r sident fell on January 13 and 18

PRINTED: 02/09/2007
FORM APPROVED

OMB NO. 0938-0391
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update to reflect additional interventions in
respon e to the above cited falls. The record was
reviewed on Fe ruary 6, 2007
483.25 QUALITY OF CARE

Each resident ust receive and the facility must
provide the necessary care and services to attain
or mai tain the highest practicable physical,
mental and ps chosocial well-being, in
accord ince wit the comprehensive assessment
and pl n of car

This RLQUIREr 1ENT is not met as evidenced by

Based on obse ation, staff interviews and record
review for two ( ) of 17 sampled residents, facility
staff failed to administer insulin and perform
finger sticks as er physician's orders for one (1)
reside t and n tify the physician when a
labora ory test as not completed for one (1)
reside t. Residents #12 and 16.

The firjdings include:

1. Fac lity staff ailed to administer insulin and
perfor finger ticks as per the physician's order
for Re ident #12.

A review of Re ident #12's record revealed a
physic an's ord r signed and dated December 28,
2006, hat incl ded three (3) insulin orders:

(1) "H malog ial - Ins (insulin) inject 3 units
subcu aneousl for fingerstick greater than 300
Mg/dl. Finge sticks were done at 7:00 AM, 12:
00 PM and 4:3 PM daily.

{F 309}

(X3) DATE SURVEY
COMPLETED

R
02/061200 7

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS-

REFERENCED TO THE APPROPRIATE DEFICIENCY)

F309 483.25
Quality of Care
#1

1. Resident #12 Physician was
notified on 2113/07 of resident
receiving 3 units of Insulin
when Fmgerstick was 280 on
January 9, 2007 at 4:30pm, no
new orders was given-

2. All residents on Fingerstick
have been identified and
MAR's have been reviewed

and corrected when needed.

3. Charge Nurses to do weekly
audits of MAR's for
compliance. Charge Nurses
were in-serviced on the
"Importance of Following
Physicians Orders,
Administering of Insulin &
Nurse Signatures' on 2/8/07.

4. Findings for compliance will
be reported to CQI Quarterly.
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{F 280} 1 Continu ed Fro m page 6
update to reflect additional interventions in
response to the above cited falls. The record was
reviewed on Fe ruary 6, 2007

(F 309) 483.25 QUALITY OF CARE
SS=D

Each resident must receive and the facility must
provid the necessary care and services to attain
or mai tain the highest practicable physical,
mental and ps chosocial well-being, in
accord nce wit the comprehensive assessment
and pl n of car .

This REQUIREMENT is not met as evidenced by

Based on observation, staff interviews and record
review for two () of 17 sampled residents, facility
staff failed to administer insulin and perform
finger sticks as er physician's orders for one (1)
reside it and n tify the physician when a
labora ory test as not completed for one (1)
reside t. Resi ents #12 and 16.

The firjdings include:

1. Fac lity staff ailed to administer insulin and
perfor 1 finger ticks as per the physician's order
for Re ident #12.

A revi w of Re ident #12's record revealed a
physic an's ord r signed and dated December 28,
2006, hat incl ded three (3) insulin orders:

(1) "H malog ial - Ins (insu lin) inject 3 units
subcu aneousl for fingerstick greater than 300
Mg/dl. Finge sticks were done at 7:00 AM, 12:
00 P and 4:3 PM daily.

{F 280}

F 309} F309
Quality of Care
#1
1. License Nurses were re-

educated n 2/7107 regarding
the "Importance of
Administering Humalog
Insulin sliding scale per
Physician Orders" on resident
#12.

2. All residents who receive
Humalog insulin sliding scale
have been identified and
MAR's reviewed for
compliance and corrected as
needed.

3. Charge Nurses to review
MAR's weekly for
compliance. Charge Nurses
were in-serviced on 2/8/07
regarding the "Importance of
Following Physicians Orders,
Administering of Insulin &
Nurse Signatures".

14. Findings for compliance will
be reported to CQ1 Quarterly.

2/19/07

Facility ID: HCI If continuation sheet Page 7 of 17FORM CMS-2567(02-99)lPrevious Vdrsions Obsolete Event ID 5DER1 2



02/26/2007 03:42 2825639199

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8t-MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVMER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

095015

NAME OF PROVIDER OR SUPPLIER

CAROLYN BOONE LEWIS HEALTH CARE CENTER

(X4)ID
PREFIX
TAG

{F 280}

(F 309}
SS=D

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

Continued From page 5
updated to reflect additional interventions in
response to the above cited falls. The record was
reviewed on February 6, 2007
483.25 QUALITY OF CARE

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced by

Based on observation, staff interviews and record
review for two (2) of 17 sampled residents, facility
staff failed to administer insulin and perform
fingersticks as per physician's orders for one (1)
resident and notify the physician when a
laboratory test was not completed for one (1)
resident. Residents #12 and 16,

The findings include:

1. Facility staff failed to administer insulin and
perform fingersticks as per the physician's order
for Resident #12.

A review of Resident #12's record revealed a
physician's order signed and dated December 28,
2006, that included three (3) insulin orders:

(1) "Humalog vial - Ins (insulin) inject 3 units
subcutaneously for fingerstick greater than 300
Mg/dl." Finger sticks were done at 7:00 AM, 12:
00 PM and 4:30 PM daily.
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updated to reflect additional interventions in
response to the above cited falls, The record was
reviewed on February 6, 2007
483.25 QUALITY OF CARE

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.
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This REQUIREMENT is not met as evidenced by

Based on observation, staff interviews and record
review for two (2) of 17 sampled residents, facility
staff failed to administer insulin and perform
fingersticks as per physician's orders for one (1)
resident and notify the physician when a
laboratory test was not completed for one (1)
resident. Residents #12 and 16.

The findings include:

1. Facility staff failed to administer insulin and
perform fingersticks as per the physician's order
for Resident #12.

A review of Resident #12's record revealed a
physician's order signed and dated December 28,
2006, that included three (3) insulin orders:

(1) "Humalog vial - Ins (insulin) inject 3 units
subcutaneously for fingerstick greater than 300
Mg/dl." Finger sticks were done at 7:00 AM, 12:
00 PM and 4:30 PM daily.

i
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According to the January 2007 Medication
Administration Record (MAR) on January 9, 2007 #2
at 4:30 PM, the resident's finger stick was 280 1. Li ense Nurses were re-
and 3 units of insulin were administered. No ec ucated on 2/7/07 regarding
insulin should have been administered. I I:h ; "Importance of

Ai (ministering

There was no evidence that the resident's finger 14I Imalog Insulin per Physician
stick was completed on January 14 and 15, 2007 OI dcrs" for resident #12.
at 12:00 PM as evidenced by the lack of the 2. A] I residents who receive

I nurse's initials and blood sugar values in the Hi Imalog Insulin have been
designated boxes. idi:nllfied and MAR',.

re''iewcd and corrected as
(2) "Humalog vial - ins inject 7 units nc:ded,
subcutaneously three times daily at 7AM, 12PM, 3. Cl arge Nurses to review
and 4:30PM," M. iR's daily for

co: npiiancc. Charge Nurses
According to the January 2007 MAR, there was we re in-serviced on 2/8/07
no evidence that insulin was administered on rel arding the "Importance of
January 5 and 9, 2007 at 12:00 PM and on Fo lowing Physicians Orders,
January 14, 2007 at 7:00 AM as evidenced by the Ac ministering of Tnsutin &
lack of the nurse' s initials in the designated box. Ni ; rse Signatures",

i 4. Fu .dings for compliance will
(3) "Insulin Lantus (Glargine) U-100 vials - ins - be reported to CQI Quarterly,
inject 43 units subcutaneously every evening for 2/1.9/07
Diabetes Mellitus." Facility staff scheduled this
insulin at 9:00 PM every evening.

According to the January 2007 MAR, there was
no evidence that insulin was administered
January 1, 2007 as evidenced by the lack of the
nurse's initials in the designated box.

A review of the resident's record revealed that
there was no documentation for the above cited
dates to explain the omission of insulin.

A face-to-face interview with the unit manager
was conducted on February 6, 2007 at 3:00PM.
He/she acknowledged that insulin was not

FORM CMS-2567(02-99) Previous VerslonC Obsolete Event ID , SDER12 Facility ID: HCl If continuation Sheet Page 8 of 17



h 16 07 05:44p Calanthia Green 202-561-5952 p.12

DEPARTMENT I F HEALTH AND HUMAN SERVICES
CENTERS FOR EDIG E & MEDICAID SERVICES

STATEMENT OF DEFIC ENCIES

AND PLAN OF CORRE TION

NAME OF PROVIDER IfIR SUPPLI R

(XI) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0950'15

CAROLYN BOON LEWISIHEALTH CARE CENTER

I

309) ' Contin ed Fro

UMMARY
(EA H DEFICI
REG LATORY

insulin hould In
and 3 nits of i

STATEMENT OF DEFICIENCIES
NCY MUST BE PRECEDED BY FULL
R LSC IDENTIFYING INFORMATION)

page 7
January 2007 Medication
ecord (MAR) on January 9, 2007

resident' s finger stick was 280
sulin were administered. No

at 4:30 PM, the
Admini tration
Accord ng to th

There as no e
stick was comp
at 12:0 PM as
nurse' initials s
designated box/

(2) "H malog
subcut neousl
and 4: OPM."

Accor ing to th
no evidence th
Janus 5 and
Janus 14, 20
lack of the nurr

(3) "In ulin Lai
inject 3 units
Diabet s Mellit
insulin at 9:00 I

Accor ing to th
no evi ence M
Janus 1, 200
nurse' initials

A revi w of the
there as no d
dates o explail

ve been administered.

vidence that the resident's finger
eted on January 14 and 15, 2007
evidenced by the lack of the
nd blood sugar values in the
S.

ial - ins inject 7 units
three times daily at 7AM, 12PM,

January 2007 MAR, there was
It insulin was administered on
, 2007 at 12:00 PM and on
7 at 7:00 AM as evidenced by the
a' s initials in the designated box.

tus (Glargine) U-100 vials - ins -
ubcutaneously every evening for
is." Facility staff scheduled this
M every evening.M

January 2007 MAR, there was
t insulin was administered
as evidenced by the lack of the

i the designated box.

resident's record revealed that
)cumentation for the above cited
the omission of insulin.

A face to-face I terview with the unit manager
was c nducted on February 6, 2007 at 3:00PM.
He/sh ackno ledged that insulin was not

CMS-2557(02-99) Previous Versions Obsolete Event ID:5DER12

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

STREET ADDRESS, CITY, STATE, ZIP CODE

1380 SOUTHERN AVE SE

WASHINGTON , DC 20032

ID
PREFIX
TAG

{F 309)

PRINTED: 02/0912007
FORM APPROVED

OMB NO. 0938-0391
(X3) DATE SURVEY

COMPLETED

R
02/06/2007

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS-

REFERENCED TO THE APPROPRIATE DEFICIENCY)

#3
1. License Nurses were re-

educated on 2/07/07 regarding

the "Importance of
Administering Lantus Insulin
per Physicians orders for
resident #12.

2. All residents on Lantus Insulin
have been identified and
MAR's reviewed and updated
as needed.

3. Charge Nurses were in-
serviced on 2/8/07 regarding
the "Importance of Following
Physicians Orders.
Administering of Insulin &
Nurse Signatures".

4. Findings will be reported to
CQI Quarterly.

(XS)
COMPLETION

DATE

2/19/07

Facility ID: HCI If continuation sheet Page 8 of 17

are



0212612007 03:42 2025639199

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

AND PLAN OF CORR CTIONES (X1) IDENTIFDERISUPPICATION NUM1BER:

095015

NAME OF PROVIDER OR SUPPLIER

CAROLYN BOONE LEWIS HEALTH CARE CENTER

()(4) ID
PREFIX

TAG

(F 309)

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

1

Continued From page 7
According to the January 2007 Medication
Administration Record (MAR) on January 9, 2007
at 4:30 PM, the resident' s finger stick was 280
and 3 units of insulin were administered. No
insulin should have been administered.

There was no evidence that the resident's finger
stick was completed on January 14 and 15, 2007
at 12:00 PM as evidenced by the lack of the
nurse ' s initials and blood sugar values in the
designated boxes.

(2) "Humalog vial - ins inject 7 units
subcutaneously three times daily at 7AM, 12PM,
and 4:30PM."

According to the January 2007 MAR, there was
no evidence that insulin was administered on
January 5 and 9 , 2007 at 12:00 PM and on
January 14, 2007 at 7,00 AM as evidenced by the
lack of the nurse' s initials in the designated box.

(3) "Insulin Lantus (Glargine) U-100 vials - ins -
inject 43 units subcutaneously every evening for
Diabetes Mellitus ." Facility staff scheduled this
insulin at 9:00 PM every evening.

According to the January 2007 MAR, there was
no evidence that insulin was administered
January 1, 2007 as evidenced by the lack of the
nurse' s initials in the designated box.

A review of the resident's record revealed that
there was no documentation for the, above cited
dates to explain the omission of insulin.

A face-to-face interview with the unit manager
was conducted on February 6, 2007 at 3:00PM.
He/she acknowledged that insulin was not
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admini tered a ordered by the physician on the
above ited dates. The record was reviewed on #2
Februa ry 6, 20 7. I 1. The Physician was notified on

2/6/07 that the repeat stool
2. Faci lity staff iled to notify the physician when specimen for January 26, 2007
a stool test for lostridium difficile (c-diff) was not was not collected on resident
done p r physic ian's orders for Resident #16. #16, stool specimen collected

j. ° on 2/7/07.
A revie w of Re ident #16's record revealed a 2. All residents with order for
physici an's tele hone order dated January 24, stool specimen for C-Difl'
2007, s igned b the physician on January 30, 200 records will be reviewed for
, "Repeat stool specimen for c-diff on January 26, test completion and
2007." Physician will be notified if

unable to obtain.
There as no vidence in the record that the 3. Charge Nurses to review
stool s ample w as collected and the laboratory test; MAR'S weekly for
was c mpleted compliance. In-service given

on 2/8/07 to Charge Nurses on
Actor ing to th nurses' notes, attempts were "Collection of Stool
made o collet the stool on January 31, 2007 and Specimen" in a timely
Febru ry 4, 2007. There was no evidence in the manner and follow-up with
record that the physician was notified of the delay physician if unable to obtain.
in colt cting th stool specimen. 4. Findings will be reported to

A face to-face nterview was conducted with the Col' 2/19/07
unit manager o n February 6, 2007 at 10:30 AM.
He/she acknowledged that the physician should
have t een noti ied.

(F 323), 483.2 (h)(1) ACCIDENTS {F 323}
SS=D

The fa cility mu t ensure that the resident
enviro ment r mains as free of accident hazards

I as is p ossible.

This EQUIR MENT is not met as evidenced by

Basec on an o servation during the initial tour, it
was d termine that the facility failed to ensure
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administered as ordered by the physician on the
above cited dates , The record was reviewed on
February 6, 2007.

(F 323}
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2. Facility staff failed to notify the physician when
a stool test for clostridium difficile (c-diff) was not
done per physician's orders for Resident ##16.

A review of Resident #16's record revealed a
physician's telephone order dated January 24,
2007, signed by the physician on January 30, 200

"Repeat stool specimen for c-diff on January 26,
2007."

There was no evidence in the record that the
stool sample was collected and the laboratory test
was completed,

According to the nurses ' notes , attempts were
made to collect the stool on January 31 , 2007 and
February 4, 2007. There was no evidence in the
record that the physician was notified of the delay
in collecting the stool specimen.

A face-to-face interview was conducted with the
unit manager on February 6, 2007 at 10:30 AM.
He/she acknowledged that the physician should
have been notified.
483.25(h)(1) ACCIDENTS

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible.

This REQUIREMENT is not met as evidenced by

Based on an observation during the initial tour, it
was determined that the facility failed to ensure
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that the environ ent was free from accident
hazard as evidenced by the lack of eye guards
on residents' television sets. These observations
were ade in the presence of the Directors of
Mainte ance a rd Housekeeping and nursing staff
. This as a re eat deficiency.

Mfr. . The fin
The ey
missinc
in the f

ings include:
guard on residents' television sets were
exposing the sharp tips of the antennas

IIlowing areas:

F 372

SS=D

1st floor rooms 113, 139 and 147 in three (3) of
11 television sets observed between 10:20 AM
and 10:30 AM n February 2, 2007.
483-35(i)(3) SANITARY CONDITIONS -
GARBAGE DI S POSAL

The fa ility mu: t dispose of garbage and refuse
proper ly.

This REQUIREMENT is not met as evidenced by

Based on obse ations during the survey period,
it was etermin d that the garbage and refuse
contai er was of in good condition and trash
was not proper contained in the trash dumpster.
These findings were observed in the presence of
the Food Servi e Director and Supervisor.

The findings include:

The tr sh dum ster located outside the kitchen
was ru ty on th bottom surface and bags of
trash were pile on top of and outside of the
dump er in on (1) of one (1) dumpster
observation between 11:35 AM and 12:20 PM on
Febru ry 6, 2007.

F 372

(X3) DATE SURVEY
COMPLETED

R

02106/2007

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS-

REFERENCED TO THE APPROPRIATE DEFICIENCY)

F323 483.25 (h)(1)
Accidents

I . The eye guards that were cited on
resident' s televisions missing,
exposing the sharp tips of the antennas
in rooms 113, 139, and 147 were replaced
on 12/15/07.

2. All other residents rooms have been
inspected by maintenance staff to
ensure all residents television
antennas are safe and were repaired
or replaced as needed.

3. Maintenance staff will make monthly
rounds to ensure safety and compliance
of television antennas in residents
rooms.

4. Monitoring will be conducted in
quarterly CQI.

F372 483.35
Sanitary Conditions-Garbage Disposal

1. Trash dumpster located outside the
kitchen with rust on surface and
bags of trash piled on top of and
outside of the dumpster was emptied
immediately by contracted company and
hosed down by housekeeping staff to
remove rust-

2. Arrangements have been made with
contractor to change pick up from 2
times per week to 3 times per week.

3. Director or supervisor of Environmental
Services will make daily rounds to
monitor the effectiveness of trash
removal and make necessary adjustments
as needed.

4. Monitoring of cited deficiency will be
done in quarterly CQ1.

(X5)
COMPLETION

DATE

2/19/07

2/19/07
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Continued From page 9
that the environment was free from accident
hazards as evidenced by the lack of eye guards
on residents' television sets. These observations
were made in the presence of the Directors of
Maintenance and Housekeeping and nursing staff
. This was a repeat deficiency.

The findings include:
The eye guards on residents' television sets were
missing, exposing the sharp tips of the antennas
in the.following areas:

1st floor rooms: 113, 139 and 147 in three (3) of
11 television sets observed between 10:20 AM
and 10:30 AM on February 2, 2007.
483.35(i)(3) SANITARY CONDITIONS -
GARBAGE DISPOSAL

The facility must dispose of garbage and refuse
properly.

This REQUIREMENT is not met as evidenced by

Based on observations during the survey period,
it was determined that the garbage and refuse
container was not in good condition and trash
was not properly contained in the trash dumpster.
These findings were observed in the presence of
the Food Service Director and Supervisor.

The findings include:

The trash dumpster located outside the kitchen
was rusty on the bottom surface and bags of
trash were piled on top of and outside of the
dumpster in one (1) of one (1) dumpster
observation between 11:35 AM and 12:20 PM on
February 6, 2007,
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1. The - -.ye guards that were cited on
resid -nt's televisions missing,
expo sing the sharp tips of the antennas
in ro >ms 113, 139, and 147 were replaced
on 1 !/15/07_

2. All ( ther residents rooms have been
insp, eted by maintenance staff to
ensu ,c all residents television
antcl r as are safe and were repaired
or re laced as needed.

3. Main tcnance staff will make daily
roan Is to ensure safety and compliance
of te evision antennas in residents

roan s.
4. Mon itoring will be conducted

quar erly CQI.

F372 483.35
Sanitary Cond tions-Garbage Disposal

as iceded.
4. M, ,nitoring of cited deficien

do to in quarterly CQJ.

1. Tra: h dumpster located outside the
kite ten with rust on surface and
bag: of trash piled on top of and
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imn ediately by contracted company and
hos d down by housekeeping staff to

rcrr Ovc rust.
2. Art ingements have been made with

cor tractor to change pick up from 2
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3_ pie actor or supervisor of Environmental
Scn vices will make daily rounds to
inc oitor the effectiveness of trash
rer toval and make necessary adjustments
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483.75(j )(1) CLINICAL RECORDS

The fac lity must maintain clinical records on each
residen in acco dance with accepted professional
standar s and p actices that are complete;
accurately docu ented; readily accessible; and
system tically o ganized.

The cli ical rec rd must contain sufficient
informa ion to id ntify the resident; a record of the
residen 's assessments; the plan of care and
service provided; the results of any
preadm ssion screening conducted by the State;
and pro ress notes.

j This R QUIRE ENT is not met as evidenced by

Based on obse ation and record review for two
2) of 17 sample residents and eight (8)
supplemental re idents, it was determined that
facility taff faile to ensure the accuracy of
documentation on the "Controlled Medication
Utilization Reco d" (sign out sheet for narcotics)
with th e Medica t ion Administration Record (MAR)
for nine (9) resi ents and document the reason
for omi sion of medication for one ( 1) resident.
Reside
and S5.

is #11, 4, F1, F2, F3, Si, S2 , S3, S4,

The find ings inc ude:

1 1. Facility staff failed to ensure the accuracy of
docum ntation on the "Controlled Medication
Utilization Reco d" with the MAR for Resident #11

A revie of Resident 1i's record revealed a
physici n's orde dated January 10, 2007 that
directe , "Perco et 5/325 (mg) one po (orally)
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{F 514}

F514 Clinical Record

1. License Nurses were re-
educated on 2/07/07 and
2/8/07 regarding the
"Importance of documenting

on the MAR's after signing out
the control substances for
residents #11, 14, F-1, F-2,
F-3. S-1, S-2, S-3, S-4 &
S-5 .

2. All other residents identified
on controlled narcotics and
MAR's were reviewed for
accurate documentation
regarding administration of
controlled substances,

3. All licensed staff was in-
serviced on 2/7/07 and 2/8/07
on the "Importance of

Accurate Documentation and
Administration of Narcotics".
Weekly audits of Controlled
Utilization records and MAR's
for compliance will be
reviewed by the Charge
Nurse/Unit Manager.

4_ Findings will be reported in
CQI Quarterly.

(x51
COMPLETION

DATE
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every hours a needed for pain."

The F bruary 2 07 MAR was reviewed and
indicat d with s gnatures that Percocet was
admini tered fi e (5) times in February [February
3, 4, 5, and 6 ( o times)] as evidenced by initials
entered in the Ilotted areas for the dates
mentio ned .

The "( ontrolle Medication Utilization Record"
indicat d that ercocet was signed out eight (8)
times: ebrua 3 (two times), February 4 (three
times) Februa 5, and February 6 (two times).

There as no vidence on the February 2007
MAR t at Perc cet was administered two times
on Feb ruary 3 signed as administered one time)
and th ee time on February 4 (signed as
admini stered o e time).
The re cord wa reviewed February 6, 2007.

2. Fac lity staff ailed to ensure the accuracy of
docu entation on the "Controlled Medication
Utiliza ion Rec rd" with the MAR for Resident #14

A revi w of Re sident 14's record revealed a
physic ian's ord r dated January 22, 2007 that
directed, Acet minophen with Codeine #3, one
tab po (orally) one hour before dressing change."

The F bruary 007 MAR was reviewed and
indica ed with ignatures that Acetaminophen
with C deine 4 3 was administered one (1) time
on Fe ruary 6, 2007 at 10:00 AM as evidenced by
initials entered in the allotted areas for the date
mentio ned.

The" ontrolle Medication Utilization Record"

FORM CMS-2557(02-99 ) Previous Versions Obsolete Event ID: 5DER12 Facility ID: HCI If continuation sheet Page 12 of 17
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evident
for the

R SUPPLIER07

)ruary 2 07 MAR was reviewed and
d with signatures that Percocet 5/325 (mg
dministe ed February 5 (one time) as
ed by in tials entered in the allotted area
ate me tioned.

The "C ntrolled Medication Utilization Record"
indicat d that P rcocet 5/325 (mg) was signed
out on ebrua 5 two times. There was no
evidence on the February 2007 MAR or in the
nurses notes t at Percocet 5/325 (mg) was
admini tered o times on February 5, 2007.
The re ord was reviewed February 6, 2007.

3. Faci ity staff flailed to ensure the accuracy of
docum ntation n the "Controlled Medication
Utilizat on Rec d" with the MAR for Resident F3.

A revie
physici
directe

'tab po

v of Re ident F3's record revealed a
n's ord r dated January 19, 2007 that
, "Hydr morphone (Dilaudid) 2mg, one
orally) every 4 hours as needed for pain"

The "Controlled Medication Utilization Record"
indicated that t e medication was signed out on
Febru ry 6, 20 7. There was no evidence on the
Febru ry 2007 AR or in the nurses ' notes that
the Dil udid wa administered on February 6,
2007. The record was reviewed February 6,
2007.

4. Faci ty staff jailed to ensure the accuracy of
docum ntation n the "Controlled Medication
Utilizat on Record" with the MAR for Resident S1.

A revie
physici
directe

H
of Re ident S1's record revealed a

n's order dated December 26, 2006,that
" Acetaminophen with Codeine #3, two

I I I
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tabs pc (orally) very 8 hours as needed for pain.

The Fe bruary 2 07 MAR was reviewed and
indicated that th e medication was not
administered from February 1 through 6, 2007.

The "C ntrolled Medication Utilization Record" ^
indicated that t l e medication was signed out on '
Februa ry 5, 20 7. There was no evidence in the
nurses notes t at the medication was

I admini stered o February 5, 2007.

c;t A face to-face i terview was conducted with the
interim unit ma ager on February 6, 2007 at 3:00
PM. H /she ac knowledged that the
docum ntation n the MAR and the "Controlled
Medic tion Utili zation Record" was inaccurate.
The re ord was reviewed February 6, 2007.

5. Faci ity staff ailed to ensure the accuracy of
docum entation on the "Controlled Medication
Utilizat on Rec rd" with the MAR for Resident S2.

A revi of Re ident S2 ' s record revealed a
physici n's ord r dated January 23, 2007 that
directe , "Clop zepam 0.5 mg one tab po (orally)
at 9:0 AM.. "

The F bruary 2 07 MAR was reviewed and
indicat d with s gnatures that the medication was
given daily at 9 00 AM from February 1 through
Febru ry 6, 200 7.

The " ( ontrol(e Medication Utilization Record"
indicat d that the medication was signed out at 5::
00 PM for Febr ary 1, 2 and 5, 2007. On
Febru ry 3 and 4 the medication was signed out
for 9:0 AM an 5:00 PM, although only one (1)

FORM CMS-2567(02-99) revious Ve sions Obsolete Event ID: SDER12 Facility ID: HCI If continuation sheet Page 15 of 17
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tablet as admi nistered to the resident for each
day.

A face to-face interview was conducted with the
interim unit man ager on February 6, 2007 at 3:00
PM. H /she ac nowledged that the
docum ntation n the MAR and the "Controlled
Medic tion Utilization Record" was inaccurate.
The re ord was reviewed February 6, 2007.

6. Fact ity staff iled to ensure the accuracy of
docum ntation n the "Controlled Medication
Utilizat on Reco rd" with the MAR for Resident S3.

t 4^;
A revi of Re ident S3' record revealed a
physici an's ord r dated December 31, 2006 that
directe , "Acet minophen with Codeine #3, one
tab po orally) e very 6 hours as needed for pain."

The F bruary 2 07 MAR was reviewed and there
were n signatu res to indicate that the medication
was a ministered from February 1 through 6,
2007.

The "C ntrolle Medication Utilization Record"
indicated that the medication was signed out on
Febru ry 2, 2007. There was no evidence on the
Febru ry 2007 AR or the nurses' notes that the
residen t receiv d the medication.

A face to-face i terview was conducted with the
interim unit ma l on February 6, 2007 at 3:00
PM. H e/she ac knowledged that the
docum ntation on the MAR and the "Controlled
Medication Utili zation Record" was inaccurate.
The record was reviewed February 6, 2007.

7. Facil ity staff ailed to document a reason for
the omission of Lorazepam administration for

FORM CMS-2567(02-99 ) Previous Velsions Obsolete Event ID: 5DEl Facility ID: HCI If continuation sheet Page 16 of 17
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