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F 000 INITIAL COMMENTS 

An annual recertification survey was conducled 
May 24 through 25, 2007. The following 
deficiencies were based on record review, 
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observations and Interviews with facility staff. 
The sample included 13 residents based on a 
census of 44 the first day of survey and five (5) 
supplemental residents 

F 332 483-25(m)(1) MEDICATION ERRORS 
S511lD 

The facility must ensure that it is free of 
medication error rates of five percent or grealer 

This REQUIREMENT is not mel as evidenced 
by: 
Based on observation, record review and staff 
interview for three (3) of eleven residents 
observed during medication pass, it was 
determined that licensed staff failed to ensure 
that residents were free from rnedlcatton errors. 
TIle medication error rate was 10.5%. Residents 
JH3, JH5 and JH6 

The findings include 

Five (5) errors occurred during the morning 
medication pass. The medication pass was 
observed on Thursday, May 24, 2007 at 
approximately 9.00 AM and 4' 00 PM on Friday 
May 25, 2007 al approximately 8'30 AM 
Fifty-seven opportunities were observed during 
the medication pass. Three (3) medication 
nurses were observed during the medication 
pass. After the medication pass, the observed 
medications were reconciled with the physician's 
orders 

F 332 (1) A. The multivitamin tablet fof' resident JH3 6126107 
was admin/stored aftor staff became aware of 
the omisB/on. In addition, modication nurse #1 
wBS counseled on the proper procedure for 
documenting When a medication is omitted: 
during the medication pass by encircling her: 
Initials on the front of the MAR, indicating thai. 
the medication was not given and entorlng the: 
reason for the omission of tho medication on, 
tho back aide of the MAR 

(1) B. Tho second drop of Artificial Tears 
ophthalmic solution was instilled in Resident 
JHS's eyes (right and left) after staff became 
aware. Medication nurse #1 was counseled to 
carefully read the physician'S orders regarding 
the number of drops of Artlfldal Tears 
ophthalmic solution. 

(1) C. AculBr eye drop 0.5%, Aspirin 325 mg 
and Docusate Sodium Uquid 50 mg/5 ml were 
admlnlatellJd afttu staff became awarE! of the 
omission. Medication nurse '2 was 
Immediately relieved of the responsibility of 
medication administration and replaced by 
another licensed nurse. 

(2) Medication nurse #2 Is no longer employed 
at this facility, All 80011 was done on all MAR'a 
to assure that all ordered medications were on 
the medication cart. 

!\on)' doficiency statement ondlng with lin dsterisk (0) denctes 0 deficiency which 11'11) institution may be excused from correcting pr'ov,ding it isdeternuned thai 
other safeguards provide sufficient prolifclion to the patients. (SBe in&truclions ) Except fOf 11uI'Sing homes, tne findings IItatad above ore  ..blo 90 days 
'ollowlng the dote of survey Whether or not iii plan of  is provided. FOf nUffjin" homes, Ihe abeve Ilndingo and pl:lI111 or corroction are disclosabto 14 
jays following me datu these documents tlrQ made IIvailable 10 Iho facility If deficienciea are clto<:l, on apprcved plan of correction is requisite 10continued 
)fogram participation 
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F 332 Continued From page 1 
1. On May 24, 2007 at approximately 9:45 AM, 
medication nurse #1 administered eight (8) 
medications to Resident JH3. The multivitamin 
lablet for resident .IH3 was omitted during the 
medication pass. The physician's order dated 
May 14, 2007 read, "Multivitamin one (1) tablet 
every day for supplement". The multivitamin 
tablet was documented as being administered on 
the MAR (Medication Administration Record), but 
was not observed being given to the resident 
during the medication pass. 
The record was reviewed on May 24,2007. 

2, On May 24,2007, at approximately 10:00 AM, 
medication nurse #1 instilled one (1) drop of 
Artificial Tears ophthalmic solution into Resident 
JH5's eyes (right and left). The physician's order 
dated May 9,2007 read, "Artificial Tears 14% 
drops. Instill:2 drops to each eye 3 times a day for 
dry eyes." 
The record was reviewed on May 24,2007 

3. On May 25,2007, at approximately 8:30 AM, 
medication nurse #2 was observed administering 
five (5) medications to Resident JH6 

The medication nurse omitted the following 
medications: Acular eye drop 0 5%, Aspirin 
325mg and Oocusate Sodium Liquid 50mg/5ml. 
TI1e physician's orders dated May 2, 2007 read, 
"Acular Eye drops, Instill on (1) drop to right eye 4 
times a day for pressure in eye, Aspirin 325mg 
one (1) tablet every day for clot prevention; and 
Docusate Sodium Liquid 50mg/5ml Ten (10) mls 
(100mg) po every day for conslipation." 

A face-to-face interview was conducted with 
medication nurse #2 on May 25, 2007 at 
approximately 9:15 AM. He/She stated that the 

10 
PREI"IX 

TAG 

F 332 

 PLAN 01' CORRE:CTION I IX!» 
 rTlON(EACH  ACTION SHOULD ElF-

(JATI;CROSSREfF.RENCED TO 'rHE APPROPRIATE  
OEFICIENCY)  

(3) The Director of NunJesidesignee will 
monitor medlcalion pass with various 
medication nurse8 on a. wectldy baaia for U,e 
next thirty daV6, and monthly thereafter. 
Additionally, Tho RN Account Manager with 
our Pharmacywill monitor the medicationpass 
on 6/13/07 and 6126107 with all medication 
nUnJ88 and immediately In&ervlco them on the 
propel' procedure for medication pal'S and 
dOalRl8ntation. This review wtll continue on a 
quarter1y basis. 

(4) The msulta of the medication pass wlll be 
Incorporated into the Quality Assurance 
Program. 
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F 332 Continued From page 2 
errors were due to the surveyors making him/her  
nervous,  
The record was reviewed on May 25. 2007.  

F 371 483.35(i)(2) SANITARY CONDITIONS - FOOD 
SS=D PREP & SERVICE 

The facility must store, prepare, distribute, and 
serve food under sanitary conditions 

This REQUIREMENT is not met as evidenced 
by: 
Based on observations during the tour of tile main 
kitchen, it was determined that dietary services 
failed to ensure that foods were served and 
prepared in a safe and sanitary manner as 
evidenced by soiled hotel and sheet pans, floor 
surfaces, gas lines and shelves These findings 
were observed in the presence of tne Director of 
Dietary Services on May 24, 2007 at 8:50 AM 

The findings include: 

1 Nine (9) of 17 hotel pans were soiled with 
leftover food and a greasy residue after being 
washed and ready for reuse 

2. Eight (8) of 22 sheet pans were soiled with 
leftover food and a greasy residue after being 
washed and ready for reuse 

3 Tile floor behind the grill and deep fryer and iill 
the rear of the steamer and convection ovens . 
was soiled wilt) dirt, debris and a greasy residue 
in one (1) of one (1) floor observation. 

4. The gas lines to the gnll were soiled witt, debris 

F 332 

F 371 (1) A. ThOiolne hotel pan. were mwashed and 6113107 
all lefto..,er food and greasy residue W68 
removElf;f. 

(1) 81 Tho eight shoot pans were rewashed 
and (III leftover food and greasy rosldue wero 
remtNed. 

(1YC. The Roor behind the grill and deep fryer 
and the rear of the steamer and convection 

 were deanQd of any dirt, debris or 
/nreasy reeldue. 

(1) D. The gas lines to the grill were cleaned to 
remove any debris or grOllsy residue. 

(1) E. The two shelves thai stored hotel and 
aheet pans were cleaned 10 remove rust and 
debris. 

(2) Management will conllnue to monitor and 
spot-check the hotel pans. sheet pans, floor8. 
g8s lines and shelves on a daily basle. Food 
service staff has been inservlced on 6112107 I 

and 6/13107 regarding the cleaning ochedule 
and proper procedure for cleaning IhQ hotel 
pans, sheel pans, noors, gas linea and 
shelves. 

(3) Food Sarvioa Management will monitor the 
above on a daily basis. The Director of Dining 
ServiC61i or designee will monitor Ihis on a 
daily basis and the Registered Oletitian and 
Admlnistmlor will monitor thia during quarterly 
grand rounds. 

(4) The results of management's findings will 
be incorporated into the Quality Assurance 
Program. 
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Continued From page 3 
and a greasy residue in one (1) of one (1) 
observation of the gas lines 

5. Two (2) of two (2) shelves that stored hotel and 
sheet pans were rusty and soiled with debris 

The Director of Dietary Services acknowledged 
the above cited soiled items and areas at the lime 
of the observations. 
483.60{a),(b) PHARMACY SERVICES 

The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 
them under an agreement described in 
§483 75(h) of this part The facility may permit 
unlicensed personnel to administer drugs it Slate 
law permits. but only under the general 
supervision of a licensed nurse 

A facility must provide pharmaceutical services 
(Including procedures that assure the accurate 
acquiring, receiving, dispensing, and 
administering of all drugs and biologicals) to meet 
the needs of each resident. 

The facility must employ or obtain the services of 
a licensed pharmacist who provides consultation 
on all aspects of the provision of pharmacy 
services in the facility. 

This REQUIREMENT is not met as evidenced 
by 
Based on observations, record review and staff 
mterview for two (2) of eleven residents observed 
during medication pass, it was determined that 
facility staff failed to ensure that Clona:z.epam, an 

FORM  ·eElI PrllvlOull verslons Obsolete Evtll11 ID CR61i 11 
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F 425 

PROVIDER'S Pl.AN or  (X5) 
(f.'ACH CORRECTIVE ACTION ::)1101.11 n f1f COMI'LEIION 

nAn; LHI:NCr:r) TO THI: APPROPRIATE  
DEFICIENCY)  

1) A. Reaideot JH7 was administered the 6126107 
proper medication as 0fden!Id. Clonazepam  
O.25mg tablets were immediately ordered from  
the Phannacy. Medication nura8 #2 was:  
counseled about th., proper ordering of  
medications in a timely manner to avoid  
running out of any medication.  

(1) B. Resident t9 was adminlatltred the  
proper medication as ordered. Clonazepam  
O.25mg tablets were immediately ordered from  
the phannacy. Medication nurse #2 was  
counseled about the proper ordering of  
medlcatlons In a timely manner to avoid  
running out of any mediCliltion.  

(2) Medication nurse #2 Is no longel' employed  
at thill facility_An audit W88 done on all  
medication cal1S to El88uAJ thai all medications  
were available.  

(3) The Dil'ector of Nurtwtl./designee will  
monitor the mltdication cart on 8 weekly basis  . 
for the next thirty days, and monthly thereafter 
to assure that all medication orders have been 
received. Additionally, the RN Account 
Manager with our·Pharmacy will monitor the 
medication pass on 6/13107 and 6126107 with 
all medication nurses and ImmQdiatelV 
InseN'ice them on the proper procedure for 
ordering medication in a timely manner. This 
review will continue on 8 qt.lartertybaals. 

(4) The results or this audit win be incorporated 
Into the Quality Assurance Program 

Facility rfJ KNOl.lWOOn If ecntinuetion sheet PlJge 4 of 8 
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anticonvulsant, was available for Residents #9 
and JH7. 

The findings include 

1 On May 25,2007, at approximately 9:50 AM, 
medication nurse #2 administered three (3) . 
medications to Resident JH7. Medication nurse 
#3 administered Clonazeparn O.25mg tablet to 
Resident JH7 from the medication blister pack of 
another resident 

In a face-to-face interview at the time of the 
observation medication nurse #2 stated that 
he/she gave the resident someone else's 
medication because Resident ..JH7 did not have 
any of his/her own medication 
TI,e record was reviewed on May 25, 2007 

2. On May 25, 2007, at approximately 10:00 AM, 
medication nurse #2 administered 
six (6) medications to ReSident #9. Medication 
nurse #3 administered Clonazepam 0 25mg 
tablet to Resident #9 from the medication blister 
pack of another resident. 

In a face-to-face interview at the time of the 
observation, medication nurse #2 stated lhal 
he/she gave the resident someone else's 
medication because Resident #9 did not have any 
more Clonazepam 0.25 mg tablets in his/her 
medication blister pack. 
The record was reviewed on May 25, 2007 

F 456 483.70(c)(2) SPACE AND EQUIPMENT 
SS"'D 

The facility must maintain all essential 
mechanical, electrical, and patient care 
equipment In safe operating condition 
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F 456 Continued From page 5 

This REQUIREMENT is not met as evidenced 
by 
Based on review of the generator log book and 
staff interview during the environmental tour, it 
was determined that facility staff failed to exercise 

F 456 

(1) lnstrudion& have been postod on the 
generm9r and placed In· the generator log 
book, detailing that the generator is to be 
exerelsQd at least once monthly for 8 minimum 
of thirty minutes. 

6/30/07 

the generator at least once monthly for a 
minimum of thirty minutes. This' observation was 
made in tile presence of the Director of 
Maintenance at 4:00 PM on May 24, 2007 

The findings include: 

According to NFPA (National Fire Protection 
Association) 110, 1999 Edition, generators set in 
Level I shall be exercised at least once montllly 
for a minimum of thirty minutes. 

(2) The englneerfng staff was educated on 
5130107 regarding the proper operation and 
frequency when tesling the generator. 

(3) The Chief Engineer will monitor the 
generator log to 8SSUre thai h 18 exerclsec at 
least once a month for II minimum of thirty 
minutes. 

(4) The results of thIs Budtt will be Incorporated 
Info the Quality Aasurance Program. 

According to the facility's generator log book, the 
generator odometer readings were as follows 

November 24,2006 
December 6, 2006 
December 13,2006 
December 20, 2006 
December 27, 2006 
January 3, 2007 

2760 to 276 2 
2762 to 276 3 
2763 to 2764 
2764 to 276 5 
276 5 to 276.6 
276.. 6 to 276.8 

The generator was operated 0.1 to 0 2 hours (6 
minutes to 12 minutes) weekly There was no 
evidence that the generator was exercised at 
least once for a minimum of thirty minutes during 
the months of November and December 2006 or 
January 2007. 

The Director of Maintenance acknowledged tna! 
the generator Sllould be exercised for 3D minutes 
at least once a month at tile time of the 
observation. 
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F 514 483.75(1)(1) CLINICAL RECORDS 
SS..D 

The facility must maintain clinical records on each 
resident in accordance witl, accepted professional 
standards and practices that are complete; 
accurately documented; readily accessible; and 
systematically organiz.ed 

The clinical record must contain sufficient 
information to identify lhe resident; a record of lhe 
resident's assessments; the plan of care and 
services provided: the results of any 
preadmission screening conducted by the State; 
and progress notes 

This REQUIREMENT is not met as evidenced 
by 
Based on observatlon and record review for one 
(1) supplemental resident, it was determined thai 
facility staff failed to document the resident's 
refusal of a medication on the Medication 

FORM eMS .;Z567(O;Z.E1E1) P,tlYIOUS Vorslons Obsolete EvonllD CRtlH11 1':IClllly10 KNOLLwoorJ 
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COMPLETION(EACH DEFICIENCY MUST BI: PRECF-OEDBY FULL PHE:I IX. (EAC!"'  ACTION SHOULD uePREFIX I I)Al'E. TAGREGULATORY OR LSC IOEN'rIFYING  CROSS-REFERENCI:D YO nil: APPROPRIATi= 

DEFICIENC'l') 
TAG 

(4) Tho results of the medication pass will be 
lncorpcrated 11'110 tile auality Assurance 

The findings include: 

Administration Record (MAR) .. Resident JH 1. 

Program, 

On May 25,2007, at approximately 9:30 AM, 
during the medication pass, Resident JH1 
refused the Miralax powder The physician'S 
order dated May 2, 2007 read, "Polyethylene 
Glycol Powder 100% (Miralax), one teaspoon in 
juice and drink every day for constipation" 

A face-to-face interview was conducted with 
medication nurse #2 at the time of the 
observation, he/she stated that Resident JH1 did 
not want to take his/her medication. 

Medication nurse #2 failed to encircle his/her 
initials on the front of the MAR, indicating that. the 

If continuation S!1Bl)t Page 

F 514 (1) Medication nUnio '1 corrected the MAR 6126/07 
and was counseled on the proper procedure 
for documentlng when a resident refuees a 
medication during the medication pass by 
encircling her initials on the front of the MAR, 
Indicating that the modication was not given 
and entering the reason ror the omission of the 
m$dication on the back side or the MAR 

(2) An Budit waa done on all the MAR's tOI 
assure proper documentation If any msldents 
rufuaod modicotion-

(3) The Director of Nursesldesignoe will, 
monitor Ute MAR's on a weokly basis for the 
next thirty days, and monthly thereafter. 
Additionally, the RN Account Manager w1ttt our 
Pharmacy will monitor tho medication paBS on. 
6/13/07 and 6126107 with atl medication nurses 
and immediatoty InsolVlce thorn on the proper 
procedure for documenting 0 resident's rufusal 
of 8 medlcaUol'l_ 11lls review will continue on a 
qual'ler1y basis. 

7 of B 
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F 514 Continued From page 7 
Miralax was not given and enter the reason for 
omission of the medication on the back side of 
the MAR. 
The record was reviewed on May 25, 2'007. 
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