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F 000 INITIAL COMMENTS F 000

Surveyor: 18564

This is the Annual Recertification of a Skilled 

Nursing Facility (SNF) conducted on  1/23/06 

through 1/26/06 with an extended survey 

conducted on 1/26/06.  The census on this date is 

89.

F 176

SS=D

483.10(n) SELF ADMINISTRATION OF DRUGS

An individual resident may self-administer drugs if 

the interdisciplinary team, as defined by 

§483.20(d)(2)(ii), has determined that this 

practice is safe.

This REQUIREMENT  is not met as evidenced 

by:

F 176 2/7/06

Surveyor: 18564

Based on record review and interview with staff, 

the facility failed to ensure an individual resident 

may self-administer drugs if the interdisciplinary 

team has determined that this practice is safe.  

This is evidenced by 2 (Residents #15 and #14) 

of 15 active sampled residents self-administering 

inhalers and having an Epi-pen available for use 

and not having an interdisciplinary team 

determining if this is a safe practice.

The findings include:

1.  Review of Resident #15's clinical record 

revealed a physician's order, dated 1/19/06, 

which read: "May have inhalers at bedside."  

Further review revealed no documentation this 

resident was assessed by the interdisciplinary 

team to determine this was a safe practice.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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F 176 Continued From page 1 F 176

During an interview with a staff nurse on 1/25/06 

it was confirmed she had taken the order from the 

physician but had failed to notify the 

interdisciplinary team.  She stated the resident 

had requested to have the inhalers at bedside.

2.  Resident #14 was admitted to the facility on 

1/20/06 with multiple diagnoses including but not 

limited to weakness, cellulites and senile 

dementia.

Review of the MAR and physician orders reveal 

an order for an Epi-Pen at bedside.  The resident 

has a history of allergies to antibiotics and is 

receiving IV Vancomycin.

Review of the social service admission 

documentation reveals the resident has short 

term memory loss and confusion.

Interview with the resident on 1/25/06 at 

approximately 8:30 a.m. reveals the resident did 

not have the Epi-Pen at bedside and did not know 

what the pen was for.

Interview with a staff nurse who was passing 

medications revealed the Epi-Pen was not in the 

resident's room or in the medication cart.

Interview with the Director of Nursing at this time 

revealed the Epi-Pen had been delivered by the 

pharmacy but could not be located.

Review of the care plan lacked an assessment by 

the interdisciplinary team the resident was able to 

self administer any drug.

F 224

SS=L

483.13(c) STAFF TREATMENT OF RESIDENTS

The facility must develop and implement written 

F 224 2/7/06
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F 224 Continued From page 2 F 224

policies and procedures that prohibit 

mistreatment, neglect, and abuse of residents 

and misappropriation of resident property.

This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 15509

Based on clinical record review, review of facility's 

investigation of incidents and accidents, 

grievance log, interview with the facility's 

Administrator, Director of Nursing (DON), Risk 

Manager, Abuse Liaison/Staff Development 

coordinator, Long Term Care Unit Manager, 

Social Worker, and review of the facility's policy 

and procedures to prevent neglect, the facility 

failed to implement established policy and 

procedures to protect 3 (Residents #23, #24 and 

#41) identified female residents who had written 

documentation of unwanted sexual advances, 26 

documented cases of unidentified female 

residents who were subjected to unwanted sexual 

advances and numerous incidents of potential 

harm for unidentified female residents.  The 

facility failed to ensure adequate care planning 

was instituted to protect both the female victims 

and male perpetrators.  The facility failed to 

ensure all staff was knowledgeable of what is 

reportable as unwanted sexual advances and 

failed to provide the care and services to protect.  

The facility's Quality Assurance Team failed to 

meet on a required basis to identify trends of 

potential harm and or neglect.  The Medical 

Director failed to attend Quality Assurance and 

Risk Management meetings on a required basis.  

The facility had not consistently identified the 

victims, failed to physically and emotionally 

assess the victims, and had not implemented 
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F 224 Continued From page 3 F 224

effective measures to protect the female 

residents on the Alzheimer Unit from actual and 

potential harm.

The findings constitute an Immediate Jeopardy 

situation.

The findings include:

1.  After review of the facility's accident and 

incident log, the survey team requested the 

investigation into two accounts of sexual 

inappropriate behavior towards two (Residents 

#23 and #24) female residents.

Review of the investigation into the incident 

involving Resident #24 revealed the following.

"6/26/05 - The resident found with male resident 

in bed with her.  Dress was pulled up and brief 

intact.  Resident with '0' apparent injury.  Male 

was redirected.  A stop sign was placed on the 

door of (resident's) room."  Other than redirecting 

Resident #22, the facility did not implement any 

actions to prevent further occurrences of potential 

sexual molestation to females on the unit.

Further clinical record review of Resident #22 

chart revealed the following.

6/25/05 4:30 PM - "(Resident #22) has been 

found in room -- in bed with female resident 

whose room it is X 3 this shift.  Remove each 

time.  Last time he was noted to be holding her 

down in bed on top of her and rubbing her body 

with his stating "I sorry."  Separated and 

(resident) told to not to go into room anymore.  

...Will continue to monitor for any further 

problems."

6/26/05 - 12 noon - "(Resident) has made 3 
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attempts to get in room -- (same room as before).  

Redirect fre (frequently) by staff.  At 7:17 AM 

made in (into) room.  Noted to be kissing female 

resident in room.  Removed by staff.  Cont 

(continue) redirect."

2.  Review of the investigation into the incident 

involving Resident #23 revealed the following.

7/14/05 - "Residents family reported to charge 

nurse that the resident told them a --- male 

(Resident #21) came into her room and had his 

hand down her blouse.  Resident is alert with 

some confusion, able to relate, event.  No 

physical injury noted.  Offending resident with 

history of sexually inappropriate behavior.  Psych 

consult ordered.  Will continue to monitor."

3.  Further review of the incident accident log and 

review of subsequent investigations reveals the 

following regarding Resident #21.

5/4/05 - "Resident cognitively impaired with 

history of sexual inappropriate behavior.  

Currently on medication to decrease this 

behavior.  Dr. --- notified.  Psych consult ordered.  

Resident supervised when out of room."

7/13/05 - "Resident was observed by charge 

nurse to have hand down resident's blouse 

holding breast.  Resident was redirected to room 

and Dr. --- and Dr. ---- notified."  There is no 

identification of the female victim.

7/19/05 - statement only - "Resident observed."

4.  Resident's #21 clinical record was reviewed.  

The following was noted.

The resident has been in the facility since 10/9/02 

with diagnosis including but not limited to 
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F 224 Continued From page 5 F 224

dementia, bipolar disorder and depression.

5/4/05 nurses notes 1:45 PM.  "Noted to have L 

(left) hand down female resident blouse 

squeezing her breast.  Resident separated and 

will monitor for any further behavior problems."  

There is no identification of the female victim.

7/13/05 nurses note 10:00 AM.  "Noted to have L 

(left) hand down female resident's blouse holding 

R (right) breast in hand and kissing her mouth."  

Female victim not identified.  Corresponds with 

incident report of this date.

7/13/05 nurses notes 11:45 AM.  "Staff reports 

that (Resident #21) sexual behavior is getting 

worse.  Noted to be putting hand down females 

pants all of the time."  The number and identity of 

the female victims are not acknowledged.

7/14/05 nurses note 2:00 PM.  "Continues with 

sexual behavior toward female residents X 3, 

female breasts."  Female victims not identified

7/15/05 fax to physician.  "Noted to have hand 

down female resident blouse holding R breast in 

hand and kissing her mouth."  Female victim not 

identified.

7/19/05 nurses note 3:15 PM.  "After I arrived 2 

CNA's reported to me that res. (resident) was 

caught feeling 2 female residents in their private 

areas below the waist."  Female victims not 

identified.  A psychiatric consult was ordered.

8/3/05 Spiritual Assessment Sheet note.  "This 

gentleman was attending the musical on Francis 

Lane.  One of the lady residents was sitting on the 

arm of his wheelchair and he was touching her 
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F 224 Continued From page 6 F 224

inappropriately.  I reported same to staff."

8/13/05 nurses note 3 - 11 shift.  "CNA notified 

me of inappropriate behavior, resident putting 

hands down female resident's shirt."  Female 

victim not identified.

8/14/05 nurses notes 8:00 PM  "In day room CNA 

witnessed resident putting hands down female 

slacks.  ...  Removed resident to opposite side 

room."  Female victim not identified.

8/15/05 nurses note 10:00 PM  "Resident 

attempted to put hand inside of a female 

resident's underwear.  CNA told resident not to 

act this way and the male resident replied, 'I can 

do whatever I want' 1 to 1 with male resident with 

some effect.  Resident attempted to put his hand 

inside of the female resident underwear in the 

Francis Lane Hall while he was going to Francis 

Lane DR (dining room) for supper."  The female 

victim is not identified

8/24/05 nurses note 2:30 AM.  "Called to room -- 

by CNA.  Noted in bed -- (male Resident #21) and 

female resident lying in bed.  (Resident #21) had 

his hand down her pants.    When saw staff he 

pulled his hand out.  Female taken from room."  

Female victim not identified.

9/3/05 nurses notes 2:00 PM.  "(Resident #21) 

pushed a female resident into room.  First 

inappropriate behavior noted.  Cautioned not to 

touch the females and not to move them in their 

w/cs (wheelchairs)."

9/6/05 nurses notes 10:00 AM.  "Reported to me 

that (Resident #21) inappropriately touched a 

female while sitting next to her in Rosary in 
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Chapel Yesterday.  ..."

9/15/05 nurses note 2:30 PM.  "CNA reported pt 

(patient) (Resident #41- female resident) on flr 

(floor) at bedside of (Resident #21).  CNA 

reported (Resident #21) hand noted up shirt of 

(Resident #41).  No harm/injury noted. ..."  No 

incident report recorded.

9/15/05 nurses note 7:00 PM.  "...Reinforced to 

res. (Resident) of improper touching.  Res. 

verbally states he understands.  ..."

9/19/05 Weekly Summary note.  "Needs frequent 

supervision as goes into other resident's rooms, 

esp (especially) female residents."

9/30/05 nurses note 4:00 AM.  "Up frequently 

during noc walking into other residents' room and 

was directed back to own room."

10/4/05 nurses notes 12:00 AM.  "Resident up in 

hallway, confused.  Redirected back to his bed 

then returned un-noticed and entered a female 

resident's room attempting to lay down in such 

resident's bed in room -- who managed to vernally 

chase him away."  Female victim not identified.

10/17/05 Weekly summary report.  "Continues to 

wander.  Will try to go into female rooms resident 

by self."

10/24/05 nurses note 7:00 PM.  "Report received 

of resident approaching female residents, he was 

reminded not to touch.  ...."  Female victims not 

identified.

10/24/05 weekly summary.  "Continues to wander 

into female rooms, has to be reminded they are 
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not here for him and his special needs."

10/25/05 nurses note 10:00 PM.  "Noted several 

times to have hands on female residents, remind 

that he was not to touch them.  ..."  1:1 CNA 

monitoring.

10/26/05 nurses note 9:45 AM.  "(Resident #21) 

was in Francis day room when staff observe him 

with his hand down shirt of female resident 

blouse, also had other hand down her pants.  

Residents separated.  (Resident #21) reminded 

that he was not to treat female residents that way 

and sent to his room.  ..."

10/27/05 nurses note 2:00 PM.  "Sexual behavior 

has gotten worse.  Was noted to touching every 

female in his immediate surrounding, supervisor 

notified."  Female victims not identified.

10/27/05 nurses note 3:30 PM.  "Resident (cont) 

continues to be inappropriate] with behavior X 10, 

has been 1:1 with nurse."

10/27/05 nurses note 9:30 PM.  "Resident has 

been quiet and calm 6:00 P until out of alarm or 

turned off per self pt slipped down hall to a lady's 

room and was trying to fondle her."  Placed on 1:1 

with CNA.  Female victim not identified.

10/28/05 nurses note 2:00 PM.  (Resident #21) 

has been observed X 4 attempting to grab female 

residents, has also been seen X 2 with hand 

down female residents blouses.   ...(Resident 

#21) will also stand in doorway of his room trying 

to get female residents to come in, ... grabs at 

them when they pass by."  Female victims not 

identified.
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10/28/05 nurses note 3:40 PM.  "Resident cont to 

grab, fondle et rub women sexually."  1:1 with 

staff.  Haldol given.  Female victims not identified.

10/28/05 nurses note 8:40 PM  "Resident cont to 

be restless et using inappropriate sexual 

advances to ladies."  Repeat Haldol given.

10/29/05 nurses notes 11:30 AM.  "Constantly 

trying to get to female residents has been seen 

getting two female residents into his room.  When 

in day room, will grab at female residents.  When 

sent to his room will come out and when staff 

busy, will try to get to females in hallways."  

Haldol given.  Nurse Manager made aware.

10/29/05 nurses note, not timed.  "During waking 

hours resident will be provided 1:1 supervision by 

staff."

10/29/05 nurses note 3:00 PM.  "Found in day 

room with hand down female resident blouse."  

Ativan given.  Female victim not identified.

10/29/05 nurses note 9:00 PM.  "Sitter out of 

room momentarily.  I observed from desk.  

Resident came out of room attempted to go into 

female residents room next to his, but was 

stopped before he could get through the door."  

Ativan given.

10/30/05 nurses note 7:30 PM.  "Reported by 

6:30 AM CNA that (Resident #21) was seen 

petting new female resident while she was in 

wheelchair touching breast and trying to kiss her.    

Separated and he was sent to room, also I 

observe when I was on duty at 7 AM he was 

trying to go into room --, redirected."  Female 

victim not identified.
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11/1/05 nurses noted 9:40 PM.  "(Resident) 

attempted to fondle one person at beginning shift, 

rerouted to room."  Female victim not identified.

The last note indicating problems with behavior is 

dated 12/01/05 at 11:00 PM and reads, "Resident 

has made no sexual advances or inappropriate 

sexual behavior in past three days."  There are no 

prior notes indicating what behavior may have 

been observed from 11/23/05 until 12/1/05.  

Review of the MDS (Minimum Data Set) dated 

10/21 05 the resident has cognition of "3", 

Severely impaired - never/rarely made decisions.  

Area E.4 Behavioral symptoms a.  Wandering, c. 

Socially inappropriate/disruptive behavioral 

symptoms, (made disruptive sounds, noisiness, 

screaming, self abusive acts, sexual behavior or 

disrobing in public, smeared/threw food/feces, 

hoarding, rummaged through others belongings) 

and e. Resident  scored as 1/1.  Behavior of this 

type occurred 1 to 3 days in last 7 days.

The most recent MDS is a quarterly review dated 

1/18/06 and indicates Area E. 4 d. Socially 

inappropriate/disruptive behavioral symptoms, 

remains the same.  This indicated these 

behaviors have occurred 1 to 3 days in the last 7 

days.  Review of the nurse's notes does not 

reflect what behaviors have taken place.

Review of Resident #21 care plan reveals the 

following.

7/26/05 and updated 10/13/05, "Problem - 

Behavioral symptoms.  Physically Abusive: 

(others were hit, shoved, scratched, and sexually 

abused).  Goal - Resident will demonstrate 

improved behavior as evidenced by no more than 
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3 episodes of sexually inappropriate behavior 

through next review date."  There is a note 

indicating this goal was rewritten on 1/24/06, 

during survey.

Care Plan dated 1/24/06 (during the survey) - 

Behavioral symptoms related to diagnosis of 

Psychosis, Dementia, Agitation, Anxiety, Organic 

Brain Syndrome and CVA.  This evidenced by:  

Wandering with no rational purpose seemingly 

oblivious to needs or safety.  

Verbally abusive behavior: (others were 

threatened, screamed at, cursed at).  

Physically abusive: (others were hit, shoved, 

scratched, sexually abused).  

Socially inappropriate/disruptive behavior: (made 

disruptive noises, noisiness, screaming, 

self-abusive acts, sexual behavior of disrobing in 

pubic, smeared/threw food/feces, hoarding, 

rummaged through others belongings).  

Resists Care:  (resident taking 

medications/injections, ADL assistance or eating).  

Goal:  Resident will demonstrate improved 

behavior as evidenced by no more than 3 

episodes of sexually inappropriate behavior 

through NRD (next review date).

Interventions are medication based and 

monitoring for signs and symptoms of change in 

behavior.

5.  The facility has a policy entitled - Behavior 

Management and Aggression Control - .  The 

policy reads in part: "Purpose:  To educate the 

nursing staff in order that they will become 

effective in working with a resident manifesting 

aggressive behavior.

Procedure:  1.) If a resident in a nursing home 

demonstrates aggressive behavior and a potential 
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for violence exits staff are to:  a.) Assist the 

resident to a quiet area of the facility, a place that 

is free from all stimuli, and away from other 

residents.  

.."  j.)  Provide for the safety of all other facility 

residents. 

L.) Notify Social Services for therapeutic 

intervention."

 

There is no documentation of staff protecting any 

of the female victims.  There is no documentation 

that family members or guardians of the female 

victims were notified after each incident.

6.  Review of the facility's policy and procedures 

for the Prevention of Abuse/Neglect reads:  

"Neglect:  the failure or omission on the part of 

the caregiver of the person or disabled adult to 

provide the care and services necessary to 

maintain the physical and mental health of an 

aged person or disabled adult including but not 

limited to, food, clothing, medicine, shelter, 

supervision and medical services, that a prudent 

person would deem essential for the well-being of 

an aged person or disabled adult..  Neglect is 

repeated conduct or a single incident of 

carelessness which produces or could reasonably 

be expected to result in serious physical or 

mental harm or a substantial risk of death."

Abuse representative:  "The highest ranking 

nursing official currently in the building."

Reporting:  A.) Reporting is mandatory.  Florida 

law requires that every citizen who knows or has 

cause to suspect that a resident is abuses, 

neglected or exploited can immediately ....report 
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such suspicion to the Florida Abuse Hotline.  

Reporting the incident to the employee's 

supervisor is sufficient, provided the supervisor 

takes the appropriate steps..."

B.)  The facility will ensure that all alleged 

violations involving known or suspected abuse 

(physical, sexual or emotional/psychological), 

neglect or exploitation will be reported 

immediately to the employee's supervisor, facility 

specific abuse representatives, Director of 

Nursing and Administrator.  ..."

Facility's Policy and procedures related to 

preparation of an "Event Report" reads, "The 

Event Report should be completed when an 

unusual or abnormal patient care, ..."

"An Event is a potentially harmful event or 

occurrence which is not an intended result of care 

and treatment being rendered, and which could 

result in potential loss to Patient."

"Events which require immediate notification of 

Risk Management and/or the Administrator on 

call are:  ...  Physical crime against a patient, 

....such as assault, battery, rape, sexual 

molestation."  ".... A call must be placed to the 

Director of Risk Management. to include death, 

Fracture, ...Allegation of Sexual Misconduct."

Training:  "All employees will receive orientation 

and annual education regarding identifying and 

reporting abuse in accordance with federal and 

state law.  ...A.  Appropriate interventions to deal 

with aggressive and/or catastrophic reactions of 

Residents.  ...D.  What constitutes abuse, neglect 

and misappropriation of Resident property."

Prevention:  ...D. Situations in which abuse, 
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neglect, and/or misappropriation of Resident 

property are more likely to occur will be identified 

and included in all educational efforts.  Such 

areas as:  1. Physical environment such as 

secluded area.  3.  Residents with needs and 

behaviors which may lead to conflict or neglect 

such as a Resident with: a) a history of 

aggressive behavior.  b.)  behaviors such as 

entering other resident's room. ..."  "4) A Resident 

showing signs of the above listed needs will be 

monitored addressed and their care plan will be 

up dated accordingly." 

Resident #21 is ambulatory and attends meals 

and activities in the main dining room and chapel. 

Investigation: "A. upon receiving a report of 

suspected abuse, neglect or exploitation, the 

charge nurse and/ or supervisor will immediately 

examine the resident.  The findings of such 

examinations will be recorded in the medical 

record.

B.  The Administrator, Director of Nursing, and 

the facility specific Abuse Representative will be 

contacted immediately.

There is no documentation indicating the staff 

understood or provide appropriate care and 

services to prevent the ongoing unwanted sexual 

advances of Residents #21 and #22 towards the 

female residents.

C.  Upon receiving information concerning a 

report of potential abuse, neglect or exploitation, 

Social Services will monitor the resident's feelings 

concerning the incident and the resident's 

reaction to his or her involvement in the 

investigation." 
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Protection:  "A.) The facility will take steps 

necessary to ensure that the Safety is maintained 

during an active abuse investigation of abuse, 

neglect or exploitation investigation with any state 

agency.  B.)  The facility will discuss the 

investigation status with the resident.  The 

resident will have frequent welfare checks by 

Social Services Department to assure 

psychological needs are being met throughout the 

investigation.  These will be documented in the 

Resident's chart."

There is no documentation on the female victims' 

charts (Residents #23, #24 and #41) which 

indicates Social Services saw these residents 

after the sexual molestation occurred.

There is no documentation on Resident #21 

record to indicate, between the time period of 

4/19/05 and 9/21/05 and up to the present date 

that Social Service has been involved with the 

care planning and assessment of Resident #21.

There is no documentation on Resident #23 chart 

to indicate the Social Worker was involved with 

the care planning and assessment of this 

resident.

7.  In an interview on 1/25/06 at 3:00 p.m. the 

Risk Manager stated that no practice issues 

regarding patient safety in the skilled nursing 

facility (SNF) have been identified by the SNF 

Risk Management/Quality Improvement 

Committee requiring; investigation, policy or 

procedure changes, and staff education.  The 

Risk Manager stated the only recent issue to go 

through the Quality Assurance process 

concerned transferring patients from the hospital 

to the SNF with the patient's medications.  The 
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Risk Manager stated that he does not receive the 

resident grievance reports.  He stated that the 

Administrator gives him an oral summary of the 

grievance reports.

The Risk Management or Quality Assurance 

policies and procedures were unavailable during 

the survey.  In an interview on 1/25/06 at 4:00 

p.m. the Administrator stated that he does not 

have the Policies and Procedures (P&Ps) for Risk 

Management or Quality Assurance.  The 

Administrator stated that he has some P&Ps in 

his computer but not all of the P&Ps.  He looked 

through the files in his computer for the Risk 

Management and Quality Assurance P&Ps but 

was unable to locate any.  He stated all of the 

P&Ps used by the previous owners of the facility 

were kept on the computer hard drive.  The 

Administrator stated when the previous owners 

left in February 2005 they took the computer hard 

drive with them.  The Administrator stated that the 

previous owners left a computer memory disk 

with 1500 pages of P&Ps for the new owners; 

however, administration has not organized and 

printed the policies from the computer disk.  

Some P&Ps were provided to the survey team 

prior to exit.  However, there is no indication the 

governing body has approved these policy and 

procedures for Quality Assurance and Risk 

Management.  There is no effective date and no 

date of acceptance.

8.  An interview was held on 1/26/06 at 11:20 a.m. 

with members of the Quality Improvement/Risk 

Management Committee including: the 

Administrator, Social Services Director, Risk 

Manager, Director of Nursing, Long Term Care 

Unit Manager and the Staff Development Director 

present.  Adverse incident investigation and 
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reporting was discussed.  No documentation was 

found to show that a sufficient investigation was 

undertaken to determine the validity of the 

allegations for a variety of issues including 

protection from abuse.  The committee members 

acknowledged that there has been a system 

failure.  The DON stated that the system is not 

working. 

In an interview on 1/26/06 at 9:30 p.m. the 

Administrator stated he did not consider the 

behavior of the male resident toward female 

residents to be abuse.  The Administrator stated 

that the male resident received psychiatric 

treatment.  The Administrator did state that the 

female residents who were mistreated did not 

receive any services.

There is no documentation that the Quality 

Improvement/Risk Management Committee met 

during the period from 3/17/05 through 10/18/05.  

The facility has minutes for committee meetings 

held on 3/16/05, 10/19/05, 11/16/05, 12/28/05 and 

1/18/06.  

Review of the Quality Improvement Committee 

minutes for 3/16/05, 10/19/05, 11/16/05, 12/28/05 

and 1/18/06 reveals that the committee did not 

discuss protection of female residents from 

unwanted touching and sexual advances.  The 

records reveal the Medical Director attended only 

2 of the 5 meetings for which there are minutes:  

the 3/16/05 and the 11/16/05 meetings.

9.  Failure to prevent harm to female residents 

after repeated incidents of unwanted sexual 

advances, failure to follow policy and procedures 

to identify and prevent neglect by proper 

supervision of residents, failure to adequately 
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utilize facility administrative resources and failure 

to report neglect to State officials has represented 

a system failure in this facility resulting in an 

immediate jeopardy situation; and ongoing failure 

to recognize, identify and implement care and 

services to protect frail residents constitutes 

immediate jeopardy.

F 226

SS=L

483.13(c) STAFF TREATMENT OF RESIDENTS

The facility must develop and implement written 

policies and procedures that prohibit 

mistreatment, neglect, and abuse of residents 

and misappropriation of resident property.

This REQUIREMENT  is not met as evidenced 

by:

F 226 2/7/06

Surveyor: 15509

Based on clinical record review, review of facility's 

investigation of incidents and accidents, 

grievance log, interview with the facility's 

Administrator, Director of Nursing (DON), Risk 

Manager, Abuse Liaison/Staff Development 

coordinator, Long Term Care Unit Manager, 

Social Worker, and review of the facility's policy 

and procedures to prevent neglect, the facility 

failed to implement established policy and 

procedures to protect 3 (Residents #23, #24 and 

#41) identified female residents who had written 

documentation of unwanted sexual advances, 26 

documented cases of unidentified female 

residents who were subjected to unwanted sexual 

advances and numerous incidents of potential 

harm for unidentified female residents.  The 

facility failed to investigate injuries of unknown 

origin to Residents #2, #8, #25, #26, #27 and 

#28.  The facility failed to investigate potential 

abuse to Resident #33.  The facility failed to 
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ensure adequate care planning was instituted to 

protect both the female victims and male 

perpetrators.  The facility failed to ensure all staff 

was knowledgeable of what is reportable as a 

neglect situation.  The facility's Quality Assurance 

Team failed to meet on a required basis to 

identify trends of potential harm and or neglect.  

The Medical Director failed to attend Quality 

Assurance and Risk Management meetings on a 

required basis.  The facility had not consistently 

identified the victims, failed to physically and 

emotionally assesses the victims, and had not 

implemented effective measures to protect the 

female residents on the Alzheimer Unit from 

actual and potential harm.

The findings include:

1.  After further review of the facility's accident 

and incident log, the survey team requested the 

investigation into two accounts of sexual 

inappropriate behavior towards two female 

residents (Residents #23 and #24).

Review of the investigation into the incident 

involving Resident #24 revealed the following.

"6/26/05 - The resident found with male resident 

in bed with her.  Dress was pulled up and brief 

intact.  Resident with '0' apparent injury.  Male 

was redirected.  A stop sign was placed on the of 

(resident's) room."  Other than redirecting 

Resident #22, the facility did not implement any 

actions to prevent further occurrences of potential 

sexual molestation to females on the unit.

In fact, clinical record review of Resident #22 

chart reveals the following:

6/25/05 4:30 PM - "(Resident #22) has been 

found in room -- in bed with female resident 
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whose room it is X 3 this shift.  Remove each 

time.  Last time he was noted to be holding her 

down in bed on top of her and rubbing her body 

with his stating, "I sorry."  Separated and 

(resident) told to not to go into room anymore.  

...Will continue to monitor for any further 

problems."

6/26/05 - 12 noon - "(Resident) has made 3 

attempts to get in room -- (same room as before).  

Redirect fre (frequently) by staff.  At 7:17 a.m., 

made in (into) room.  Noted to be kissing female 

resident in room.  Removed by staff.  Cont 

(continue) redirect."

2.  Review of the investigation into the incident 

involving Resident #23 revealed the following:

7/14/05 - "Residents family reported to charge 

nurse that the resident told them a --- male 

(Resident #21) came into her room and had his 

hand down her blouse.  Resident is alert with 

some confusion, able to relate, event.  No 

physical injury noted.  Offending resident with 

history of sexually inappropriate behavior.  Psych 

consult ordered.  Will continue to monitor."

Further review of the incident accident log and 

review of subsequent investigations reveals the 

following regarding Resident #21:

5/4/05 - "Resident cognitively impaired with 

history of sexual inappropriate behavior.  

Currently on medication to decrease this 

behavior.  Dr. --- notified.  Psych consult ordered.  

Resident supervised when out of room."

7/13/05 - "Resident was observed by charge 

nurse to have hand down resident's blouse 

holding breast.  Resident was redirected to room 
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and Dr. --- and Dr. ---- notified."  There is no 

identification of the female victim.

7/19/05 - statement only - "Resident observed."

Resident #21's clinical record was reviewed.  The 

following was noted:

The resident has been in the facility since 10/9/02 

with diagnosis including but not limited to 

dementia, bipolar disorder and depression.

5/4/05 nurses notes 1:45 PM.  "Noted to have L 

(left) hand down female resident blouse 

squeezing her breast.  Resident separated and 

will monitor for any further behavior problems."  

There is no identification of the female victim.

7/13/05 nurses note 10:00 AM.  "Noted to have L 

(left) hand down female resident's blouse holding 

R (right) breast in hand and kissing her mouth."  

Female victim not identified.  Corresponds with 

incident report of this date.

7/13/05 nurses notes 11:45 AM.  "Staff reports 

that (Resident #21) sexual behavior is getting 

worse.  Noted to be putting hand down females 

pants all of the time."  These number and identity 

of the female victims are not identified.

7/14/05 nurses note 2:00 PM.  "Continues with 

sexual behavior toward female residents X 3, 

female breasts."  Female victims not identified

7/15/05 fax to physician.  "Noted to have hand 

down female resident blouse holding R breast in 

hand and kissing her mouth."  Female victim not 

identified.
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7/19/05 nurses note 3:15 PM.  "After I arrived 2 

CNA's reported to me that res. (resident) was 

caught feeling 2 female residents in their private 

areas below the waist."  Female victims not 

identified.  A psychiatric consult was ordered.

8/3/05 Spiritual Assessment Sheet note.  "This 

gentleman was attending the musical on Francis 

Lane.  One of the lady residents was sitting on the 

arm of his wheelchair and he was touching her 

inappropriately.  I reported same to staff."

8/13/05 nurses note 3 - 11 shift.  "CNA notified 

me of inappropriate behavior, resident putting 

hands down female resident's shirt."  Female 

victim not identified.

8/14/05 nurses notes 8:00 PM.  "In day room 

CNA witnessed resident putting hands down 

female slacks.  ...  Removed resident to opposite 

side room."  Female victim not identified.

8/15/05 nurses note 10:00 PM.  "Resident 

attempted to put hand inside of a female 

resident's underwear.  CNA told resident not to 

act this way and the male resident replied, 'I can 

do whatever I want.'  1 to 1 with male resident 

with some effect.  Resident attempted to put his 

hand inside of the female resident underwear in 

the Francis Lane Hall while he was going to 

Francis Lane DR (dining room) for supper."  The 

female victim is not identified

8/24/05 nurses note 2:30 AM.  "Called to room -- 

by CNA.  Noted in bed -- (male Resident #21) and 

female resident lying in bed.  (Resident #21) had 

his hand down her pants.  When saw staff he 

pulled his hand out.  Female taken from room."  

Female victim not identified.
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9/3/05 nurses notes 2:00 PM.  "(Resident #21) 

pushed a female resident into room.  First 

inappropriate behavior noted.  Cautioned not to 

touch the females and not to move them in their 

w/cs (wheelchairs)."

9/6/05 nurses notes 10:00 AM.  "Reported to me 

that (Resident #21) inappropriately touched a 

female while sitting next to her in Rosary in 

Chapel yesterday.  ..."

9/15/05 nurses note 2:30 PM.  "CNA reported pt 

(patient) (Resident #41- female resident) on flr 

(floor) at bedside of (Resident #21).  CNA 

reported (Resident #21) hand noted up shirt of 

(Resident #41).  No harm/injury noted. ..."  No 

incident report recorded.

9/15/05 nurses note 7:00 PM.  "...Reinforced to 

Res. (Resident) of improper touching.  Res. 

verbally states he understands.  ..."

9/19/05 Weekly Summary note.  "Needs frequent 

supervision as goes into other resident's rooms, 

esp (especially) female residents."

9/30/05 nurses note 4:00 AM.  "Up frequently 

during noc walking into other residents' rooms 

and was directed back to own room."

10/4/05 nurses notes 12:00 AM.  "Resident up in 

hallway, confused.  Redirected back to his bed 

then returned un-noticed and entered a female 

resident's room attempting to lie down in such 

resident's bed in room -- who managed to vernally 

chase him away."  Female victim not identified.

10/17/05 Weekly Summary report.  "Continues to 
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wander.  Will try to go into female residents 

rooms by self."

10/24/05 nurses note 7:00 PM.  "Report received 

of resident approaching female residents; he was 

reminded not to touch.  ...."  Female victims not 

identified.

10/24/05 weekly summary.  "Continues to wander 

into female rooms, has to be reminded they are 

not here for him and his special needs."

10/25/05 nurses note 10:00 PM.  "Noted several 

times to have hands on female residents, remind 

that he was not to touch them.  ..."  1:1 CNA 

monitoring.

10/26/05 nurses note 9:45 AM.  "(Resident #21) 

was in Francis day room when staff observe him 

with his hand down shirt of female Resident 

blouse, also had other hand down her pants.  

Residents separated.  (Resident #21) reminded 

that he was not to treat female residents that way 

and sent to his room.  ..."

10/27/05 nurses note 2:00 PM.  "Sexual behavior 

has gotten worse.  Was noted to touching every 

female in his immediate surrounding, supervisor 

notified."  Female victims not identified.

10/27/05 nurses note 3:30 PM.  "Resident (cont) 

continues to be inappropriate with behavior X 10, 

has been 1:1 with nurse."

10/27/05 nurses note 9:30 PM.  "Resident has 

been quiet and calm 6:00 P until out of alarm or 

turned off per self pt slipped down hall to a lady's 

room and was trying to fondle her."  

Placed on 1:1 with CNA.  Female victim not 
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identified.

10/28/05 nurses note 2:00 PM.  (Resident #21) 

has been observed X 4 attempting to grab female 

residents, has also been seen X 2 with hand 

down female residents blouses.   ...(Resident 

#21) will also stand in doorway of his room trying 

to get female residents to come in, ... grabs at 

them when they pass by."  Female victims not 

identified.

10/28/05 nurses note 3:40 PM.  "Resident cont to 

grab, fondle et rub women sexually."

1:1 with staff.  Haldol given.  Female victims not 

identified.

10/28/05 nurses note 8:40 PM.  "Resident cont to 

be restless et using inappropriate sexual 

advances to ladies."  Repeat Haldol given.

10/29/05 nurses notes 11:30 AM.  "Constantly 

trying to get to female residents has been seen 

getting two female residents into his room.  When 

in day room, will grab at female residents.   When 

sent to his room will come out and when staff 

busy, will try to get to females in hallways."  

Haldol given.  Nurse Manager made aware.

11/29/05 nurses note, not timed.  "During waking 

hours resident will be provided 1:1 supervision by 

staff."

11/29/05 nurses note 3:00 PM.  "Found in day 

room with hand down female resident blouse."  

Ativan given.  Female victim not identified.

10/29/05 nurses note 9:00 PM.  "Sitter out of 

room momentarily.  I observed from desk.  

Resident came out of room attempted to go into 
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female residents room next to his, but was 

stopped before he could get through the door."  

Ativan given.

10/30/05 nurses note 7:30 PM.  "Reported by 

6:30 AM CNA that (Resident #21) was seen 

petting new female resident while she was in 

wheelchair touching breast and trying to kiss her.  

Separated and he was sent to room, also I 

observe when I was on duty at 7 AM he was 

trying to go into room --, redirected."  Female 

victim not identified.

11/1/05 nurses noted 9:40 PM.  "(Resident) 

attempted to fondle one person at beginning shift, 

rerouted to room."  Female victim not identified.

The last note indicating problems with behavior is 

dated 12/01/05 at 11:00 PM and reads, "Resident 

has made no sexual advances or inappropriate 

sexual behavior in past three days."

There are no prior notes indicating what behavior 

may have been observed from 11/23/05 until 

12/1/05.  

Review of the MDS (Minimum Data Set) dated 

10/21 05 the resident has cognition of "3", 

Severely impaired - never/rarely made decisions.  

Area E. 4 Behavioral symptoms  a.  Wandering, 

c. Socially inappropriate/disruptive behavioral 

symptoms, (made disruptive sounds, noisiness, 

screaming, self abusive acts, sexual behavior or 

disrobing in public, smeared/threw food/feces, 

hoarding, rummaged through others belongings) 

and e. Resident scored as 1/1.  Behavior of this 

type occurred 1 to 3 days in last 7 days.

The most recent MDS is a quarterly review dated 

1/18/06 and indicates Area E. 4 d. Socially 

FORM CMS-2567(02-99) Previous Versions Obsolete IGNW11Event ID: Facility ID: 80806 If continuation sheet Page  27 of 83



A. BUILDING

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/02/2007
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

______________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

106039 01/26/2006

PORT CHARLOTTE, FL  33952

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

PEACE RIVER NURSING AND REHABILITATION CENTER
2370 HARBOR BLVD

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 226 Continued From page 27 F 226

inappropriate/disruptive behavioral symptoms, 

remains the same.  This indicated these 

behaviors have occurred 1 to 3 days in the last 7 

days.  Review of the nurse's notes does not 

reflect what behaviors have taken place.

Review of Resident #21 care plan reveals the 

following:

7/26/05 and updated 10/13/05, "Problem - 

Behavioral symptoms.  Physically Abusive: 

(others were hit, shoved, scratched, and sexually 

abused).  Goal - Resident will demonstrate 

improved behavior as evidenced by no more than 

3 episodes of sexually inappropriate behavior 

through next review date."  There is a note 

indicating this goal was rewritten on 1/24/06, 

during survey.

Care Plan dated 1/24/06 - Behavioral symptoms 

related to diagnosis of Psychosis, Dementia, 

Agitation, Anxiety, Organic Brain Syndrome and 

CVA.  This evidenced by:  

Wandering with no rational purpose seemingly 

oblivious to needs or safety.  

Verbally abusive behavior: (others were 

threatened, screamed at, cursed at).  

Physically abusive: (others were hit, shoved, 

scratched, and sexually abused).  

Socially inappropriate/disruptive behavior: (made 

disruptive noises, noisiness, screaming, 

self-abusive acts, sexual behavior of disrobing in 

pubic, smeared/threw food/feces, hoarding, 

rummaged through others belongings).  

Resists Care:  (resident taking 

medications/injections, ADL assistance or eating).  

Goal:  Resident will demonstrate improved 

behavior as evidenced by no more than 3 
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episodes of sexually inappropriate behavior 

through NRD (next review date).

Interventions are medication based and 

monitoring for signs and symptoms of change in 

behavior.

The facility has a policy entitled - Behavior 

Management and Aggression Control - .  The 

policy reads in part: "Purpose:  To educate the 

nursing staff in order that they will become 

effective in working with a resident manifesting 

aggressive behavior.

Procedure:  1.  If a resident in a nursing home 

demonstrates aggressive behavior and a potential 

for violence exits staff are to:  a.) Assist the 

resident to a quiet area of the facility, a place that 

is free from all stimuli, and away from other 

residents.  .."  j.)  Provide for the safety of all other 

facility residents.   L.) Notify Social Services for 

therapeutic intervention.  

There is no documentation of staff protecting any 

of the female victims.  There is no documentation 

that family members or guardians of the female 

victims were notified after each incident.

Review of the facility's policy and procedures for 

the Prevention of Abuse/Neglect reads:  "Neglect:  

the failure or omission on the part of the caregiver 

of the person or disabled adult to provide the care 

and services necessary to maintain the physical 

and mental health of an aged person or disabled 

adult including but not limited to, food, clothing, 

medicine, shelter, supervision and medical 

services, that a prudent person would deem 

essential for the well-being of an aged person or 

disabled adult..  Neglect is repeated conduct or a 

single incident of carelessness which produces or 
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could reasonably be expected to result in serious 

physical or mental harm or a substantial risk of 

death."

Abuse representative:  "The highest ranking 

nursing official currently in the building."

Reporting:  A.) Reporting is mandatory.  Florida 

law requires that every citizen who knows or has 

cause to suspect that a resident is abused, 

neglected or exploited can immediately ....report 

such suspicion to the Florida Abuse Hotline.  

Reporting the incident to the employee's 

supervisor is sufficient, provided the supervisor 

takes the appropriate steps..."

B.)  The facility will ensure that all alleged 

violations involving known or suspected abuse 

(physical, sexual or emotional/psychological), 

neglect or exploitation will be reported 

immediately to the employee's supervisor, facility 

specific abuse representatives, Director of 

Nursing and Administrator.  ..."

Facility's Policy and Procedures related to 

preparation of an "Event Report" reads, "The 

Event Report should be completed when an 

unusual or abnormal patient care, ..."  "An Event 

is a potentially harmful event or occurrence which 

is not an intended result of care and treatment 

being rendered, and which could result in 

potential loss to Patient."

"Events which require immediate notification of 

Risk Management and/or the Administrator on 

call are:  ...  Physical crime against a patient, 

....such as assault, battery, rape, sexual 

molestation."  ".... A call must be placed to the 

Director of Risk Management, to include Death, 
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Fracture, ...Allegation of Sexual Misconduct."

Training:  "All employees will receive orientation 

and annual education regarding identifying and 

reporting abuse in accordance with federal and 

state law.  ...A.  Appropriate interventions to deal 

with aggressive and/or catastrophic reactions of 

Residents.   ...D.  What constitutes abuse, 

neglect and misappropriation of Resident 

property."

Prevention:  ...D. Situations in which abuse, 

neglect, and/or misappropriation of Resident 

property are more likely to occur will be identified 

and included in all educational efforts.  Such 

areas as:  1. Physical environment such as 

secluded area.  3.  Residents with needs and 

behaviors which may lead to conflict or neglect 

such as a resident with: a) a history of aggressive 

behavior.  b.)  behaviors such as entering other 

resident's room. ..."  "4) A resident showing signs 

of the above listed needs will be monitored 

addressed and their care plan will be up dated 

accordingly." 

Resident #21 is ambulatory and attends meals 

and activities in the main dining room and chapel. 

Investigation:  "A. upon receiving a report of 

suspected abuse, neglect or exploitation, the 

charge nurse and/ or supervisor will immediately 

examine the resident.  The findings of such 

examinations will be recorded in the medical 

record.  B.  The Administrator, Director of 

Nursing, and the facility specific Abuse 

Representative will be contacted immediately.

There is no documentation indicating the staff 

understood or provide appropriate care and 
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services to prevent the ongoing unwanted sexual 

advances of Residents #21 and #22 towards the 

female residents.

C.  Upon receiving information concerning a 

report of potential abuse, neglect or exploitation, 

Social Services will monitor the resident's feelings 

concerning the incident and the resident's 

reaction to his or her involvement in the 

investigation." 

Protection:  "A.) The facility will take steps 

necessary to ensure that the Safety is maintained 

during an active abuse investigation of abuse, 

neglect or exploitation investigation with any state 

agency.  B.)  The facility will discuss the 

investigation status with the resident.  The 

resident will have frequent welfare checks by 

Social Services Department to assure 

psychological needs are being met throughout the 

investigation.  These will be documented in the 

resident's chart."

There is no documentation on the female victims' 

charts (Residents #23, #24 and #41) which 

indicates Social Services saw these residents 

after the sexual molestation occurred.

There is no documentation on Resident #21 

record to indicate, between the time period of 

4/19/05 and 9/21/05 and up to the present date 

that Social Service has been involved with the 

care planning and assessment of Resident #21.

There is no documentation on Resident #23 chart 

to indicate the Social Worker was involved with 

the care planning and assessment of this 

resident.
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In an interview on 1/25/06 at 3:00 p.m. the Risk 

Manager stated that no practice issues regarding 

patient safety in the skilled nursing facility (SNF) 

have been identified by the SNF Risk 

Management/Quality Improvement Committee 

requiring; investigation, policy or procedure 

changes, and staff education.  The Risk Manager 

stated the only recent issue to go through the 

Quality Assurance process concerned 

transferring patients from the hospital to the SNF 

with the patient's medications.  The Risk Manager 

stated that he does not receive the resident 

grievance reports.  He stated that the 

Administrator gives him an oral summary of the 

grievance reports.

Interview with the Risk Manager on 1/26/06 at 

11:20 a.m. reveals he did not receive the 

grievance for Resident #33 and was not aware of 

the bruising to the resident ' s wrist.

The Risk Management or Quality Assurance 

policies and procedures were not provided to the 

surveyor.  In an interview on 1/25/06 at 4:00 p.m. 

the Administrator stated that he does not have the 

Policies and Procedures (P&Ps) for Risk 

Management or Quality Assurance.  The 

Administrator stated that he has some P&Ps in 

his computer but not all of the P&Ps.  He looked 

through the files in his computer for the Risk 

Management and Quality Assurance P&Ps but 

was unable to locate any.  He stated all of the 

P&Ps used by the previous owners of the facility 

were kept on the computer hard drive.  The 

Administrator stated when the previous owners 

left in February 2005 they took the computer hard 

drive with them.  The Administrator stated that the 

previous owners left a computer memory disk 

with 1500 pages of P&Ps for the new owners; 
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however, administration has not organized and 

printed the policies from the computer disk.  

Some P&Ps were provided to the survey team 

prior to exit.  However, there is no indication the 

governing body has approved these policy and 

procedures for Quality Assurance and Risk 

Management.  There is no effective date and no 

date of acceptance.

An interview was held on 1/26/06 at 11:20 a.m. 

with members of the Quality Improvement/Risk 

Management Committee including: the 

Administrator, Social Services Director, Risk 

Manager, Director of Nursing, Long Term Care 

Unit Manager and the Staff Development Director 

present.  Adverse incident investigation and 

reporting was discussed.  No documentation was 

found to show that a sufficient investigation was 

undertaken to determine the validity of the 

allegations for a variety of issues including 

protection from abuse.  The committee members 

acknowledged that there has been a system 

failure.  The DON stated that the system is not 

working. 

In an interview on 1/26/06 at 9:30 p.m. the 

Administrator stated he did not consider the 

behavior of the male resident toward female 

residents to be abuse.  The Administrator stated 

that the male resident received psychiatric 

treatment.  The Administrator stated that the 

female residents who were mistreated did not 

receive any services.

There is no documentation that the Quality 

Improvement/Risk Management Committee met 

during the period from 3/17/05 through 10/18/05.  

The facility has minutes for committee meetings 

held on 3/16/05, 10/19/05, 11/16/05, 12/28/05 and 
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1/18/06.  

Review of the Quality Improvement Committee 

minutes for 3/16/05, 10/19/05, 11/16/05, 12/28/05 

and 1/18/06 reveals that the committee did not 

discuss protection of female residents from 

unwanted touching and sexual advances.

The records reveal the Medical Director attended 

only 2 of the 5 meetings for which there are 

minutes:  the 3/16/05 and the 11/16/05 meetings.

Failure to prevent harm to female residents after 

repeated incidents of unwanted sexual advances, 

failure to fully investigate injuries of unknown 

origin, failure to include the Risk Manager in 

resident grievance evaluations, failure to follow 

policy and procedures to identify and prevent 

neglect, failure to adequately utilize facility 

administrative resources and failure to report 

neglect to State officials has represented a 

system failure in this facility resulting in 

substandard care.

3.  After review of the facility's incident and 

accident log and evaluation of the residents '  

grievances, the survey team asked the facility for 

the investigations of incidents affecting Residents 

#2, #8, #25, #26, #27, #28 and #33.  The 

following information was obtained.

Resident #2 had an injury noted to his head on 

5/21/05.  The investigation reads, "Resident noted 

with AM care to have lump on side of head.  

Origin unknown.  '0' change in mental status."  

There is no interview with the resident or family.  

There are no direct care interviews.  There is no 

indication the residents clinical record was 

reviewed.  
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Resident #8 had a reported incident of finger pain 

on 9/4/05.  The facility investigation reads: 

"Resident with confusion, unable to relate event.  

Nurse noted resident with finger pain on 9/4/05.  

'0' edema or bruising noted.  9/7/05 AM bruising 

and edema R (right) little finger noted.  X-ray 

done (positive for fracture).  Resident is noted to 

be resistive to care at times.  Tabs monitor used 

in bed and Broda chair.  X-ray notes degenerative 

changes at wrist.  Resident with history of 

fractures."  The resident resides on the closed 

Alzheimer Unit.  There are no indications 

interviews were conducted with the direct care 

staff.  There is no indication the resident 

ambulates on her own nor is there indication the 

resident has a history of falls. 

Resident #25 had an injury reported by a CNA on 

11/15/05.  The investigation reads, "Resident with 

confusion, unable to relate event, ambulates ad 

lib, combative and resistive to care at times. 

bruise/edema noted on left ring finger, cause 

unanswered."  There is no interview with the 

resident ' s family.  There are no direct care 

interviews.  There is no indication the residents 

clinical record was reviewed.  

Resident #26 had a bruise noted to her shoulder 

on 6/14/05.  The investigation reads, "Resident 

with cognitive loss unable to relate event.  Bruise 

of unknown origin on back of right shoulder, Dr. -- 

and family notified."  There are no direct care 

interviews.  There is no indication the residents 

clinical record was reviewed.

Resident #27 had a bruise to the shin on 5/4/05.  

The investigation reads, "Resident cognitively 

impaired.  Unable to communicate how bruise 
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occurred.  Bruise on left lower shin red.  '0' 

edema, skin intact, '0' s/s of pain."  There is no 

interview with resident family.  There are no direct 

care interviews.  There is no indication the 

residents clinical record was reviewed.

Resident #28 had a bruise to the left arm on 

3/23/05.  The investigation reads, "Spoke with 

resident who is unable to recall origin of bruise.  

Bruise is dark purple - approximately soft ball 

sized.  Site is non tender w/o edema.  Full rom 

(range of motion) LUE (left upper extremity)."  

There is no interview with the resident ' s family.  

There are no direct care interviews.  There is no 

indication the residents clinical record was 

reviewed.  

Review of the grievance records indicates a 

grievance was filed by Resident #33 on 7/6/05.  

The grievance reads, "Resident complained that 

a male CNA was too rough with her when 

receiving personal care, (res. has new sore wrist 

which is bruised)."  The investigation includes an 

interview with the resident and the male CNA.  It 

concludes the CNA did not recall any incident 

where the resident may have struck her wrist.

Interview with the Quality Assurance Team on 

1/26/05 at 11:20 a.m., which included the nurse 

who did this investigation and the Risk Manager, 

reveals the Risk Manager did not receive this 

grievance and no investigation into possible 

abuse was started.

F 253

SS=D

483.15(h)(2) HOUSEKEEPING/MAINTENANCE

The facility must provide housekeeping and 

maintenance services necessary to maintain a 

sanitary, orderly, and comfortable interior.

F 253 2/7/06
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This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 12089

Based on observation and interview with nursing 

management staff the facility failed to keep tube 

feeding pumps and intravenous poles and stands 

clean and sanitary for 3 (Residents #6, #7 and 

#14) of 15 active sampled residents and 3 

(Residents #29, #30 and #31) random residents. 

The findings include:

1.  During initial tour of the facility on 1/23/06 the 

surveyor noted the intravenous pump of Resident 

#29 was soiled with a dried red/brown substance.  

The pump was noted to have a dried opaque 

substance on the front. 

2.  During initial tour of the facility on 1/23/06 the 

surveyor noted the intravenous pump of Resident 

#14 was soiled with an opaque sticky substance.

3.  During the initial tour of the facility on 1/23/06 

the surveyor noted the tube feeding pump of 

Resident #7 to be soiled with dry tube feeding 

formula.

4.  On 1/24/06, the surveyor noted the tube 

feeding pump of Resident #30 to be soiled with 

dry tube feeding formula.

5.  During tour on the North Unit on 1/23/06 

random Resident #31's tube feeding pump was 

observed to be dirty. 

6.  Observation of Resident #6's tube feeding 

pump on 1/23/06 at 12:20 p.m. revealed it was 
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dirty with formula spills.  Observation on 1/24/06 

at 1:12 p.m. revealed the pump remained dirty 

with dried formula spills. 

7.  Interview with the Director of Nursing on 

1/25/06 at 1:30 p.m. revealed the night nurses are 

supposed to clean spills on the pumps each night 

and the pumps are pressure washed once a 

week. 

8.  Review of the Gastrostomy Tube Feeding 

Continuous policy, dated as revised 7/10/01, 

revealed the nurse should check and clean pole 

and equipment after medication is provided via 

the feeding tube.

F 276

SS=D

483.20(c) QUARTERLY REVIEW ASSESSMENT

A facility must assess a resident using the 

quarterly review instrument specified by the State 

and approved by CMS not less frequently than 

once every 3 months.

This REQUIREMENT  is not met as evidenced 

by:

F 276 2/7/06

Surveyor: 21187

Based on record review and staff interview the 

facility failed to complete a required quarterly 

resident health assessment for 1 (Resident #12) 

of 15 active sampled residents surveyed.  There 

has been no assessment completed for Resident 

#12 since 9/15/05.

The findings include:

1.  The medical record for Resident #12 reveals 

there has been no assessment completed since 

the annual assessment on 9/15/05.
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2.  In an interview on 1/25/05 at 9:45 a.m., the 

Minimum Data Set (MDS) Coordinator stated the 

MDS log show that an assessment for a 

significant change should have been completed 

on 11/30/05.  There is no record of the 

assessment being completed.  The quarterly 

assessment was not submitted to the appropriate 

agencies.

3.  In an interview on 1/25/05 at 10:15 a.m., the 

Director of Nursing (DON) acknowledged that the 

quarterly assessment was not completed for 

Resident #12.  The DON stated a significant 

change assessment will be completed and 

submitted to the appropriate agencies.

F 281

SS=E

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 2/7/06

Surveyor: 18564

Based on clinical record review, observation, and 

interview with staff, the facility failed to ensure the 

services provided or arranged by the facility must 

meet professional standards of quality.  This is 

evidenced by 8 (Residents #1, #3, #6, #7, #8, 

#11, #14, and #15) of 15 active sampled 

residents and 2 (Residents #20 and #32) of 21 

random sampled residents not having:  

clarification of orders for intravenous medications 

and flushes, and route of medications for PEG 

tube patients; a resident who is NPO (nothing by 

mouth) receiving oral medication; not requesting 

laboratory tests when they are due; not recording 
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daily injection sites; not properly transcribing 

orders on the MAR (Medication Observation 

Record); not documenting if a medication had 

been given; not following physician orders for diet; 

and allowing CNAs (Certified Nurse Assistants) to 

turn off and disconnect tube feeding pumps. 

The Florida Nurse Practice Act, Chapter 464.003 

defines the "practice of professional nursing" as 

"the performance of those acts requiring 

substantial specialized knowledge, judgment, and 

nursing skill based upon applied principles of 

psychological, biological, physical, and social 

sciences which shall include, but not be limited to: 

the administration of medications and treatments 

as prescribed or authorized by a duly licensed 

practitioner authorized by the laws of this state to 

prescribe such medications and treatments and 

the "practice of practical nursing" as the 

performance of selected acts, including the 

administration of treatments and medications, in 

the care of the ill, injured, or infirm and the 

promotion of wellness, maintenance of health, 

and prevention of illness of others under the 

direction of a registered nurse, a licensed 

physician, a licensed osteopathic physician, a 

licensed podiatric physician, or a licensed 

dentist."

The findings include:

1.  Resident #1 is diagnosed as being in a 

"Persistent Vegetative State" and is unable to 

swallow fluids, medications and food safely, 

without the possibility of aspirating (sucking in) 

these substances into the lungs.

Review of Resident #1's MAR (Medication 

Administration Record) revealed a physician's 
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order which read, "If no BM (bowel movement) in 

48 hours:  Give Milk of Magnesia 30cc (cubic 

centimeters) (by mouth) daily PRN (as 

necessary)."  Resident #1 is ordered to have 

nothing by mouth and has a PEG Tube (feeding 

tube in the stomach).  On 11/7/05, 11/16/05, 

11/25/05, 11/29/05, 12/12/05, and 12/20/05, 

documentation on the MAR, notes the resident 

received 30ccs of Milk of Magnesia "by mouth."

During interview with a staff nurse on 1/25/06 at 

approximately 12:30 p.m., she confirmed the 

CNA (Certified Nurse's Assistant) had 

disconnected Resident #1's feeding tube while 

performing personal care.

Record review of the policy and procedure for 

continuous Gastrostomy Tube Feeding,

revealed no documentation allowing a CNA to 

perform the discontinuation of the feeding by 

turning off the pump and disconnecting the 

feeding tube.

2.  Review of Resident #3's clinical record 

revealed lab results dated 1/12/06.  The glucose, 

creatinine, and sodium levels were not within the 

reference range.  On 1/12/06, the physician 

ordered the BMP (Basic Metabolic Panel) to be 

repeated in 1 week and ordered 1 dose of 

Potassium Cloride 40 meq to be given.

Review of the lab results revealed the BMP was 

done on 1/16/06, 3 days before it was due.  There 

were no later lab results in the record

3.  Review of Resident #6's nurse's notes, dated 

1/23/06 at 10:40 a.m., revealed the nurse had 

discussed with the resident's physician the need 

for bowel medication.  The nurse noted she 
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received an order for Sorbitol 30 cc via the G-tube 

(gastrostomy feeding tube) every day. 

Review of Resident #6's physician's telephone 

orders, dated 1/23/06 at 10:45 a.m., revealed an 

order for Sorbitol 30 cc via G-tube every day at 

6:00 p.m. 

Review of the January 2006 Medication 

Administration Record (MAR) revealed the nurse 

had recorded the order for the Sorbitol 30 cc via 

G-tube to be given at 6:00 p.m. starting 1/23/06.  

The MAR was blank for 1/23/06 with no 

documentation that the medication had been 

given to the resident. 

Further review of Resident #6's 1/06 MAR 

revealed an order at 11:30 p.m. for bowel protocol 

clarification to change the MOM (Milk of 

Magnesia) 30 cc by mouth to via the gastrostomy 

feeding tube. 

Review of the 1/06 MAR revealed the MAR was 

not corrected by the nurse to reflect the order 

change of route of administration from by mouth 

to via the feeding tube. 

During observation of Resident #6's tube feeding 

flush on 1/24/06 at 1:12 p.m., two nurse's aides 

were observed in the process of transferring 

Resident #6 from the bed to a recliner chair.  The 

resident's tube feeding was disconnected from 

the resident and hanging over the pump.  When 

the nurse entered the room with the surveyors, 

the nurse's aide stated to the nurse, "I put it on 

hold.", referring to the tube feeding pump.  The 

nurse did not question the aides regarding 

stopping the tube feeding. 
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Interview with the Director of Nursing on 1/25/06 

at 1:30 p.m. confirmed the CNA's are not 

supposed to be touching the tube feeding pumps 

or tubing.  She confirmed only the nurses can 

disconnect tube feedings and turn on and off the 

pumps. 

4.  Review of the medical record for Resident #7 

reveals the nursing notes state resident received 

Milk of Magnesia (MOM) on 12/23/05 at 8:15 a.m.  

There is no documentation on the Medication 

Administration Record (MAR) for the date of 

12/23/05 that MOM was given to the resident.  

The Medication Administration Record (MAR) for 

Resident #7 states that the method of 

administration for Milk of Magnesia is by mouth.  

The resident is on a tube feeding with physician 

orders that the resident is to receiving nothing by 

mouth.  The nurse did not correct the MAR to 

reflect that no medication is to be administered by 

mouth.

5.  Observation during lunch on the closed 

Alzheimer's Unit on 1/23/06 revealed Resident #8 

received apple juice with her meal.  Review of the 

clinical record reveals a specific order for 

cranberry juice to be given to this resident with 

every meal.

6.  Observation on 1/24/06 during the medication 

pass revealed a nurse administering Lovenox 

sub-cutaneously in the abdomen of Resident #15.  

The resident's abdomen was very bruised from 

the daily injections.

Review of the MAR (Medication Administration 

Record) revealed the Lovenox was started on 

1/11/06 and the site of the injection was not 
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documented from 1/18/06 through 1/24/06.

7.  Resident #20 record review revealed a rate of 

40cc per hour of 2 Cal HN tube feeding for 18 

hours/day on December 2005 Medication 

Administration Record (MAR).  A physician 

telephone order on 12/13/05 increased the rate to 

45cc per hour.  Review the January 2006 

physician's orders revealed the nurse did 

complete an accurate changeover of current 

month's physician orders to reflect the current 

tube feeding rate.  

Review of the January 2006 printed MAR 

revealed a rate of 40cc/ hour printed on the MAR.  

The "40cc" part of the 2 Cal HN tube feeding 

order was crossed over with "45cc "  written 

below.  No date of change or initial of the nurse 

making this change was made.

With a medication dosage change facility policy 

call for the ending of charting on a MAR space 

with a new MAR space initiated to reflect the new 

order.

8.  Resident #11 has a double lumen PICC line in 

place for administration of IV antibiotic.  The 

nurse was noted to have administered a saline 

flush and later, a heparin flush into the blue port.  

The red port was no accessed.

Review of the physician orders reads to use the 

facility protocol for flushing.  This protocol was 

never written into the physician orders.  The 

orders were never placed onto the MAR 

(Medication Administration Record).  Therefore 

the nurses were not documenting what 

medications were being administered and specific 

flushes were not ordered.  Please see F332.  

Furthermore, the survey team could not ascertain 
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when the most recent flushes were administered 

to the red port to sustain patency.

9.  Resident #32 has a single lumen PICC line for 

antibiotic administration.  The nurse was 

observed flushing the IV with saline per antibiotic 

administration.  Review of the physician orders 

contains order for a post flush only.

An interview was held on 1/24/05 at 

approximately 10:00 a.m. with the DON (Director 

of Nursing) and facility pharmacist.  The policy 

and procedure for IV maintenance was obtained.  

Both the DON and pharmacist confirmed the 

nurses did not use the correct flush protocols 

outlined by the facility.

10.  Resident #14 has a PICC line for 

administration of IV antibiotics.  The resident was 

admitted on 1/20/06.  Clinical record review 

reveals order for the PICC line flushes were not 

obtained until after surveyor intervention.

F 282

SS=D

483.20(k)(3)(ii) COMPREHENSIVE CARE 

PLANS

The services provided or arranged by the facility 

must be provided by qualified persons in 

accordance with each resident's written plan of 

care.

This REQUIREMENT  is not met as evidenced 

by:

F 282 2/7/06

Surveyor: 18564

Based on observation, interview with staff and 

clinical record review, the facility failed to ensure 

the services provided or arranged by the facility 

must be provided by qualified persons in 
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accordance with each resident's written plan of 

care. This is evidenced by 1 (Resident #3) of 15 

active sampled residents having a full length 

AKFO (Ankle Knee Foot Orthotic) with a drop 

lock, with no written plan of care.

The findings include:

Resident #3 was admitted to the facility 9/10/04 

with a diagnosis of, but not limited to, Cerebral 

Vascular Accident with right hemiparesis and 

aphasia. The resident had a fall on 10/24/05 and 

sustained a bimalleolar fracture of the right ankle 

with significant soft tissue swelling. 

The resident was treated by physical therapy and 

on 1/04/06 wrote: patient will benefit from right 

KAFO (Knee Ankle Foot Orthotic) with drop lock. 

To discuss it with Mr. (Last name of resident's 

husband) and resident's physician.

Observation on 1/26/06 revealed the resident in a 

wheelchair in her room.  She had a KAFO on her 

right leg.  Review of the resident's clinical record 

revealed she was discharged from physical 

therapy 1/06/06 and referred to the Restorative 

program.

During an interview with the Restorative Nurse on 

1/26/06, she said the referral paper did not get to 

her until 1/16/06 and she changed the date on the 

referral form.  

Review of the resident's clinical record showed no 

documentation of who was applying the KFAO, 

how long the brace was to be on the resident or 

what the restorative program plan of care was.  

This was confirmed by the Restorative Nurse.

F 322 483.25(g)(2) NASO-GASTRIC TUBES F 322 2/7/06
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SS=F

Based on the comprehensive assessment of a 

resident, the facility must ensure that a resident 

who is fed by a naso-gastric or gastrostomy tube 

receives the appropriate treatment and services 

to prevent aspiration pneumonia, diarrhea, 

vomiting, dehydration, metabolic abnormalities, 

and nasal-pharyngeal ulcers and to restore, if 

possible, normal eating skills.

This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 12089

Based on record review, observation of tube 

feeding administration and pump and interview 

with nursing management and clinical nutrition 

management staff the facility failed to have a 

system in place that ensure that residents were 

provided tube feedings at the appropriate volume 

and rate and were properly monitored by the 

nursing staff; nursing staff accurately and 

completely completed Intake and Output (I & O) 

records to monitor resident hydration status and 

intake amounts; positioned residents properly in 

the bed and chairs to decrease the risk of 

aspiration; coordinated services between nursing 

and the Registered Dietitian (RD) to ensure the 

RD was notified of abnormal laboratory values for 

tube fed residents and had accurate I & O 

information to complete nutritional assessments; 

followed the facility's tube feeding policies and 

ensured the enteral nutrition pumps were 

functioning properly to provide the prescribe rate 

and volume of tube feeding formula for 4 

(Residents #1, #4, #6 and #7) of 4 active sampled 

residents and 1 (Resident #20) random resident 

of 5 residents reviewed for tube feeding.  This 
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has the potential to affect the nutritional intake 

and increase the risk of dehydration, aspiration 

pneumonia and metabolic abnormalities of 12 

residents in the facility who receives nutrition 

support via a feeding tube.  This is evidenced by:  

1) Resident #1 was not provided the rate and 

volume of tube feeding as prescribed.  The 

resident's I & O record was inaccurate and 

incomplete.  2) Resident #6's head was not 

adequately elevated to prevent aspiration and 

resident was not provided with prescribed volume 

of tube feeding formula secondary to a 

malfunctioning pump.  The nurses did not monitor 

the feeding throughout their shifts to ensure the 

resident was receiving the feeding as prescribed.  

The resident's I & O record was inaccurate and 

incomplete.  Resident experienced progressive 

weight loss.  3) Resident #7's head of bed was 

not properly elevated resulting in hospitalization in 

12/05 for aspiration.  Provided with excess fluids 

beyond needs upon readmission without 

reassessment until 1/06.  No calculation of serum 

osmolality per facility policy for resident at risk for 

hydration issues.  Provided with excessive 

amounts of vitamins and minerals without proper 

nutritional assessment.  4) Resident #4's I & O's 

inaccurately documented to monitor resident 

intake and output status.  Resident's serum 

osmolality not assessed for hydration status with 

increased laboratory values.  Nutritional 

assessment inaccurate regarding nutritional 

interventions.  5) Random Resident #20 not 

provided with the rate and volume of tube feeding 

as prescribed.  I & O record incomplete and 

inaccurate for monitoring resident hydration and 

intake status.  Nursing staff did not notify RD of 

abnormal laboratory values for revised nutritional 

assessment. 
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The findings include:

1.  Resident #1 was readmitted to the facility on 

7/31/03 with diagnoses including Down's 

Syndrome, persistent vegetative state, recurrent 

aspiration pneumonitis, tracheostomy and a 

gastrostomy feeding tube (feeding tube in the 

stomach).  The resident relied on the feeding tube 

for her total nutritional support. 

Review of 1/06 physician's orders revealed the 

resident was prescribed 2 cal HN (high nitrogen) 

formula to run at 40 cc's per hour via the feeding 

tube for 18 hours a day to be started at 6:00 p.m. 

and ended at noon the following day. 

During observation on 1/24/06 at approximately 

12:00 p.m., Resident #1's tube feeding had 900 

cc remaining in the container.  The container 

which initially had 1000 cc of feeding in it was 

started at approximately 7:30 a.m. on 1/24/06 per 

the label.  The tube feeding was turned off at 

12:00 p.m. the same day as confirmed by the 

staff nurse.  According to the order, the 

appropriate amount of feeding which should have 

been infused was 180 cc.  There was an 80 cc 

volume not infused.

Review of the resident's water flush orders 

revealed the physician prescribed 200 cc every 4 

hours for 1200 cc per day and 50 cc water before 

and after medication pass. 

Review of Resident #1's Medication 

Administration Record (MAR) revealed the 

nurse's used it to sign the time the tube feeding 

was started and stopped.  There was no 

documentation of the total amount of feeding 

provided each shift or a daily total.  The water 
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flush was signed off at each administration, but 

the water flush with the medication was signed off 

as 100 cc provided each shift which was not 

consistent with the times the resident was 

provided with medications. 

Observation of the resident's I & O's revealed it 

was kept in a separate book at the nurse's station 

and not with the MAR's (Medication 

Administration Record).  Review of the I & O's 

revealed the nurses were not recording the tube 

feeding or medication flush accurately on a daily 

basis to verify they were providing the tube 

feeding and water flushes as ordered by the 

attending physician.  The tube feeding was 

recorded as 200 cc per shift for a total of 600 cc 

of tube feeding provided per day instead of the 

720 cc ordered (11 p.m. - 7 a.m. shift 280 cc, 7 

a.m. - 3 p.m. shift 240 cc and 3 p.m. - 11 p.m. 

shift 200 cc).  The resident also was given 

medications at 9 a.m., 1 p.m., 4 p.m., 6 p.m. and 

9 p.m. for a total of 300 cc on the 7 a.m. - 3 p.m. 

shift and 200 cc on the 3 p.m. - 11 p.m. shift.  The 

nurses recorded a total of 300 cc water flush with 

medications a day, 100 cc per shift.  The I & O 

records also contained no daily totals to monitor 

the resident's total fluid intake and hydration 

status. 

2.  Resident #6 was readmitted to the facility on 

8/23/05 with dysphagia, aspiration pneumonia 

and insertion of a gastrostomy feeding tube.  The 

resident has a history of Down's Syndrome, 

dementia and near drowning and is totally 

dependent on a tube feeding for nutrition support.

Review of Resident #6's January 2006 physician's 

orders revealed the resident was prescribed 

Jevity 1.5 to run at 50 cc per hour for 20 hours 
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per day via the feeding tube. 

Observation of Resident #6 on 1/23/06 at 12:20 

p.m. revealed the resident was seated in a 

recliner chair with the head of the chair at less 

than a 45 degree angle. The resident's tube 

feeding container was full with 1500 cc of 

formula.  Review of the label revealed the bottle 

was hung on 1/22/06 at 4:30 a.m. at 50 cc per 

hour.  Observation of the pump revealed it was 

set at 50 cc per hour and the pump display noted 

it was on "run."  However, no formula was 

observed dripping from the chamber into the 

tubing and the tube feeding did not appear to be 

infusing.

Observation of Resident # 6 on 1/23/06 at 5:25 

p.m. revealed the resident had been put back to 

bed.  Observation of the formula bottle revealed it 

still contained 1500 cc of formula.  The pump 

indicated it was running at 50 cc per hour.  During 

this time period the resident should have received 

approximately 250 cc of formula.   

Interview with the Unit Nurse Manager on 1/23/05 

at 5:30 p.m. confirmed the resident's tube feeding 

was to run for 20 hours a day at 50 cc per hour 

from 10:00 a.m. until 6:00 a.m.  Observation of 

the resident's tube feeding with the nurse 

revealed the label was incorrect and the nurse 

had hung a new bottle of formula this morning.  

She stated she would get the resident a new 

pump. 

Interview with the Director of Nursing and the Unit 

Nurse Manager on 1/23/06 at 6:00 p.m. revealed 

they had spoken to the nurse who hung the 

formula and she confirmed she had hung it on 

1/23/06 at 4:30 a.m., not 1/22/06 as labeled.  
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They stated the nurse told them she had 

problems spiking the bottle and took it down at 

6:00 a.m.  They further stated the day shift nurse 

hung a new bottle at 10:00 a.m. and they do not 

know why none of the formula has infused since 

then. The DON confirmed there was a problem 

with the pump and needed readjusting. She 

stated the nurses on either shift had not reported 

the pump was not functioning.  Per the DON, a 

new pump would be obtained tonight for the 

resident. 

Observation of Resident #6's tube feeding pump 

on 1/24/06 at 10:15 a.m. revealed the resident in 

bed with the pump running at 55 cc per hour.  Per 

the label the container was hung on 1/23/06 at 

5:35 p.m. at 50 cc per hour.  The container held 

1500 cc of formula and 600 cc's had infused with 

900 cc remaining in the bottle.  Per physician's 

orders the rate had been increased to 55 cc per 

hour at 7:30 p.m. on 1/23/06.  Per calculations, 

the resident should have received approximately 

912 cc of formula in this time period. 

Observation of the tube feeding container on 

1/24/06 at 11:00 a.m. revealed the container 

contained 850 cc of formula.

During observation of administration of Resident 

#6's tube feeding flush on 1/24/06 at 1:12 p.m. 

the formula container was observed have 600 cc 

of formula remaining in the container. Between 

11:00 a.m. and 1:12 p.m., 250 cc of formula had 

been infused or was discarded and not recorded.  

During this time period at 55 cc per hour, the 

resident should have received 123.75 cc of 

formula. 

Interview with the nurse on 1/24/06 at 1:20 p.m. 
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revealed she was not aware that the new pump 

was not functioning properly.  When questioned 

regarding if the pump had the capability to display 

the amount infused the nurse stated, "I've never 

done it."  She confirmed that she did not check 

the pump or infusion rate throughout her shift to 

monitor if the correct amount of tube feeding 

formula was infusing at the prescribed rate. 

Further observation on 1/24/06 at 1:20 p.m. 

revealed the head of the recliner chair was 

inclined at less than 45 degrees.  The nurse's 

aides were in the process of transferring the 

resident to the chair for the afternoon.  Interview 

with the nurse revealed that the chair was not in 

the correct position for feeding a tube fed resident 

and she instructed the nurse's aides to reposition 

the head of the chair to a 45 degree angle.

Review of the 1/06 I & O record revealed missing 

shift documentation on 4 of 24 days and no daily 

intake totals recorded on any day.  The nurses 

were documenting that they were providing 900 

cc of tube feeding formula per day instead of the 

prescribed 1000 cc, which would indicate the tube 

feeding was running on average at 45 cc per hour 

for 20 hours instead of the prescribed 50 cc per 

hour.

Review of the Resident Weight Sheet revealed 

the resident weighed 114 pounds on readmission 

on 8/23/05 and has experienced a progressive 

weight loss to 106.7 pounds on 1/3/06.  During 

this time period, the resident's weight declined to 

a low of 104 pounds in a 3 month period 

(significant weight loss of 8.8% in 3 months) 

before she regained 2 pounds. 

Review of the resident's lab data, dated 1/04/06, 
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revealed the resident's BUN (blood urea nitrogen) 

was elevated at 21 (reference range 7-18 mg/dL) 

and the Albumin was at the low end of normal 

reference range at 3.2 g/dL, which is indicative of 

mildly depleted protein stores.  Calculated serum 

osmolality based on 1/4/06 lab data indicates an 

elevated level of 298.7 mOsm/kg (normal range 

280-295 mOsm/kg), indicative of declining 

hydration status secondary to inappropriate 

amounts of tube feeding formula being provided. 

Review of Resident #6's nutrition assessments 

revealed the resident was assessed on 11/11/05 

with documentation of the resident's weight 

declining to 104 pounds.  The Registered Dietitian 

(RD) made no recommendations to change the 

current tube feeding regimen.

Further review of the clinical record revealed no 

RD tube feeding assessment for 12/05.  The 

current Consultant Registered Dietitian (RD) 

assessed the resident on 1/5/06.  The abnormal 

lab data was noted with no assessment of the 

resident's serum osmolality per facility tube 

feeding policy. 

Review of the facility Gastrostomy Tube Feeding 

Continuous, Policy # 1700, dated as revised 

7/10/2001 noted, "All tube fed residents will have 

a CMP (Complete Metabolic Panel) drawn by the 

lab on admission and a CMP every 30 days 

thereafter and PRN (as needed)."... "If lab values 

indicate inadequate hydration, the Registered 

Dietitian will calculate the serum osmolality and 

adjust the fluid intake accordingly."..."Residents 

with G-tubes (gastrostomy feeding tube in the 

stomach) should have the head of the bed 

elevated at 45 degrees at all times to prevent 

aspiration of stomach contents."
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3.  Resident #4 was readmitted to the facility on 

8/23/05 with recurrent aspiration pneumonia, 

diarrhea and UTI (urinary tract infection).  The 

resident had a history of Parkinson's, UTI's, 

Sepsis and Dehydration.  The resident has a 

G-tube that is used at night.  The resident is also 

prescribed a regular diet with chopped meats. 

Observation of the resident on 1/23/06 at 12:15 

p.m. revealed she ate only a bowl of soup for 

lunch.  Observation of the resident on 1/23/06 at 

5:15 p.m. revealed the resident eating a bowl of 

soup.  The resident stated it was the only thing 

she was going to eat. 

Review of the January 2006 physician's orders 

revealed the resident was prescribed Two Cal HN 

at 85 cc per hour for 12 hours a day from 8 p.m. 

to 8 a.m.  A water flush of 300 cc of water three 

times a day was prescribed.  There was no order 

for additional fluid flushes with medications. 

Review of the resident's 1/06 I & O's revealed she 

consumed from 120 cc to 360 cc orally per day.  

The I & O was incomplete for the tube feeding 

and flushes provided on 16 of 24 days reviewed.  

The nurse's were recording an additional 200 cc 

of water provided with medications on the day 

and evening shifts.  The I & O record contained 

no daily totals to monitor the resident's total fluid 

intake. 

Review of Resident #4's lab data revealed the 

resident's BUN (blood urea nitrogen) increase 

from 20 to 27 (reference range 7-18) mg/dL) from 

10/05 to 1/06.  The BUN/Creatinine ratio 

increased from 33.3 (reference range 6-30) on 

10/03/05 to 40 on 12/12/05 and remained 
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elevated at 38.6 in 1/06.  These levels are 

indicative of worsening hydration status and 

possible dehydration.  Calculated serum 

osmolality based on 1/06 labs is elevated at 296.8 

mOsm/kg (normal range 280-295).

Review of the tube feeding assessments revealed 

the RD assessed the resident in 9/05.  In 11/05 

the Certified Dietary Manager assessed the 

resident and recommended to increase the tube 

feeding to 12 hours a day and increase the fluid 

flushes to 300 cc three times a day.  The note 

indicated she spoke with an RD regarding these 

recommendations. The resident was not 

assessed at this time by the RD regarding the 

elevated lab data.  There was no reassessment 

of the resident's hydration status, no calculation of 

the serum osmolality per policy and no 

assessment of the excessive amount of protein 

being provided by the increase in tube feeding. 

On 12/1/05, the current Consultant RD completed 

a tube feeding assessment and documented the 

elevated lab data but did not assess the results or 

calculate the serum osmolality.  She 

recommended continuing the multivitamin and 

mineral supplement and protein supplement for 

30 days.  

Review of the physician's orders revealed the 

resident was not prescribed a vitamin or protein 

supplement.  

Interview with the RD on 1/26/06 at 2:15 p.m. 

revealed that the goal is to assess tube feeding 

residents monthly.  She confirmed that this was 

not done for Resident #4.  She also confirmed 

she did not know the facility tube feeding policy 

included assessing serum osmolality on residents 
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with elevated lab data and hydration issues. 

4.  Resident #20 was readmitted to the facility on 

5/10/05 with diagnoses including sepsis and 

seizure activity.  The resident had a history of a 

stroke, gastrostomy feeding tube, recurrent UTI's, 

recurrent aspiration pneumonia and diabetes.

Review of the physician's telephone orders, dated 

12/13/05, revealed tube feeding of 2 cal HN was 

increased from 40 cc per hour to 45 cc per hour 

for 18 hours per day.  Water flush was prescribed 

at 100 cc every 6 hours with 50 cc of water before 

and after medications.  

Review of the resident's MAR revealed the tube 

feeding was off from 4 a.m. to 6 a.m., noon to 2 

p.m. and 8 p.m. to 10 p.m. due to Dilantin 

administration. 

During medication pass observation on 1/24/06 at 

8:20 a.m. it was noted the resident's tube feeding 

was running at 40 cc per hour.  The label 

indicated the feeding was 2 Cal HN and hung on 

1/24/06 at 5:00 a.m.  Observation of the container 

revealed 980 cc out of the 1000 cc remained.  

The surveyors questioned the nurse regarding the 

infusion of only 20 cc of formula since 5:00 a.m.  

Calculation based on the 40 cc per hour rate and 

with the feeding held for 2 hours after Dilantin 

administration, the resident should have received 

90 cc of formula.

Interview with the staff nurse on 1/24/06 at 8:28 

a.m. revealed the rate was incorrect and should 

be 45 cc per hour.  She stated an agency nurse 

hung the container and did not know the order 

had been changed.  The nurse increased the rate 

to 45 cc per hour at 8:30 a.m. 
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Further observation of Resident #20's tube 

feeding on 1/24/06 at 3:25 p.m. revealed 850 cc 

remained in the container, with 150 cc of formula 

infused.  The pump was running at 45 cc per 

hour.  Calculation based on the prescribed rate 

and held for 2 hours revealed the resident should 

have received 337.5 cc.

Review of the resident's 1/06 I & O record for 

1/24/06 revealed the nursing staff did not 

document the correct amount of tube feeding 

provided as observed. 

Further review of the I & O revealed the nurses 

documented the resident was provided with 280 

cc of formula every shift, 300 cc of water every 

shift and 100 cc of water with medication pass 

every shift, with 20 of 25 days recorded 

inaccurately and/or incompletely. At 45 cc per 

hour the tube feeding would provide a total of 270 

cc per shift maximum.  The water flush was 

documented on the MAR as being given at 12 

a.m., 6 a.m., 12 p.m. and 6 p.m.  This should 

have been recorded on the I & O as 200 cc on the 

11P-7A shift, 100 cc on the 7A-3P shift and 100 

cc on the 3P-11P shift for a total of 400 cc, not 

900 cc as recorded on the I & O.  The water flush 

with medications was also inaccurately 

documented as 100 cc every shift when the order 

noted 50 cc of water before and after 

medications.  The resident received medications 

6 times a day and 600 cc of water with medication 

should have been provided.

Review of the resident's lab data, dated 1/12/06, 

revealed an elevated glucose of 153 and an 

elevated BUN of 22 and a low potassium level of 

2.9 mEq/L (reference range 3.6 -5.0) on 1/19/06.
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Review of the nurse's notes revealed the 

abnormal lab data was referred to the physician 

or the RD.  A low potassium level can cause 

irregular heartbeat.  (Calculation of the potassium 

provided by the tube feeding is 2684 mg per day, 

which is equivalent to a low potassium diet.) 

Review of the nutrition notes, date 1/20/06, 

revealed the RD did not assess the abnormal lab 

values, calculate the serum osmolality per policy 

or address whether the tube feeding provided 

adequate potassium to address the low 

potassium level.

Interview with the RD on 1/26/06 at 2:15 p.m. 

confirmed she was not notified of the low 

potassium level by the nursing staff so she did not 

chart on it when she wrote her note of 1/20/06 or 

discussed the low level with the physician. 

5.  Review of physician's note, dated 12/15/05, 

indicated the resident was congested and had 

respiratory distress and was sent to the 

emergency room (ER) for evaluation.  The 

physician noted episodes of aspiration was 

suspected and ordered elevating the resident's 

head of the bed 45 degrees to be strictly 

enforced.  The physician further noted that the 

resident's husband informed him the resident was 

somewhat dehydrated at the hospital, though 

review of ER labs was not significant to suggest 

dehydration other than mild pre-renal azotemia.  

The physician noted to give additional fluids via 

the G-tube to correct her mild dehydration. 

On 12/15/05, the physician ordered to increase 

the fluid flush to 250 cc every 4 hours for a total of 

1500 cc per day in addition to the tube feeding 
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and medication water flush for a total of 2570 cc 

per day, exceeding the resident's estimated fluid 

needs. 

Review of the 1/06 physician's orders revealed 

the resident was receiving 2 cal HN at 55 cc per 

hour for 20 hours a day, 200 cc water flush every 

4 hours for 1200 cc per day (decreased on 

1/11/06) and 50 cc water flush before and after 

medications for an additional 300 cc per day.  

Total free fluid being provided was 2370 cc of 

water, which was greater than the resident's 

estimated fluid needs of 1450-2052 cc.

Further review of the physician's orders revealed 

the resident was receiving 5 ml of a liquid 

multivitamin and 500 mg of vitamin C in addition 

to the 114% of the daily values for 24 vitamins 

and minerals provided by the tube feeding.

Observation by the nurse surveyor on 1/25/06 

revealed the resident had a Stage IV pressure 

sore that was now an almost healed Stage II. 

Review of the resident's 1/06 I & O record 

revealed missing shift data on 8 of 24 days and 

no daily totals. 

Review of the resident's weight record revealed 

the resident had a significant weight increase of 

14% from 111.5 pounds in 6/05 to 129 pounds in 

1/06.  After the fluid flush was increased the 

resident gained 7 pounds, or a significant weight 

gain of 5.5% in one month from 12/13/05 to 

1/10/06.

Review of the nutrition progress notes revealed 

the RD assessed the resident in 9/05 and noted 

the resident was receiving the additional vitamins 
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and minerals without assessing whether the 

amount was excessive.  The record contained no 

further assessment by the RD until 1/11/06.  In 

12/05, the Certified Dietary Manager noted a 4% 

weight gain and recommended to continue the 

current regimen.  Review of the RD note of 

1/11/06 revealed the RD noted the significant 

weight loss in one month and she noted the 

excessive fluid that was being provided by did not 

recommend decreasing the fluid flushes.  The RD 

recommended a multivitamin with mineral 

supplement even though the resident was already 

receiving one along with an excessive amount of 

vitamins and minerals from the tube feeding, MVI 

and Vitamin C. 

Further review of the nutrition notes revealed the 

RD did not recommend a decrease in fluid 

flushes to 1900 cc per day until 1/24/06. 

6.  Interview with the Director of Nurses (DON) on 

1/25/06 at 1:30 p.m. confirmed the Intake and 

Output Records (I & O's) are kept in a separate 

book and the nurses do not have ready access to 

them when they are recording on the MAR's.  She 

confirmed that the nursing staff were not 

completing the I & O's accurately or completely or 

using them to monitor the status of the tube 

feeding throughout their shift due to the use of 

this type of system.  She further confirmed that 

the nurses did not check the pumps for the 

amount of formula infused each shift and this may 

be why they did not notice the pumps were not 

functioning properly and the residents were not 

receiving the appropriate amount of tube feeding.  

She stated she was still working on tube feeding 

procedures but had not implemented a system 

yet that corrected these issues. 
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Following surveyor questioning, the DON 

instructed the nursing staff on 1/25/06 to obtain 

verbal orders for tube feeding residents to 

"Record tube feeding infusion every 4 hours with 

3 p.m. to 11 p.m. shift to total."

8.  Interview with the Consultant Registered 

Dietitian (RD) on 1/26/06 at 2:05 p.m. revealed 

that she was not calculating serum osmolality on 

the tube feeding residents at risk for hydration 

issues or with altered lab data.  She stated she 

had been employed as the consultant for a month 

and had requested tube feeding policies upon 

hire but had not been provided with them.  The 

RD stated she was not aware of the tube feeding 

policy that required her to calculate serum 

osmolality on residents with altered hydration lab 

values.  The RD further stated that she had been 

provided with one low Albumin level since hire 

and the nursing staff were not providing her with a 

copy of the lab reports or notifying her of altered 

lab values that needed to be assessed.  Per the 

RD, she reviews lab data when she completes 

her assessments, however, there was no RD 

covering the facility before she was hired and 

some of the tube feeding assessments were not 

completed for October through December 2005.  

The RD further confirmed that she was not aware 

that there was a problem with the enteral nutrition 

pumps and those residents were not receiving the 

prescribed volume of tube feeding.  The RD 

stated she was relying on the data on the Intake 

and Output Records to assess resident calorie, 

protein and fluid intake.  She confirmed that she 

did not know that they were inaccurately 

completed and stated, "I can't believe I use 

these."  The RD further confirmed that she was 

not observing the tube fed residents to assess 

whether they were receiving the prescribed 
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amount of formula throughout the day.

F 323

SS=E

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:

F 323 2/7/06

Surveyor: 15509

Based on observation, review of the facility logs 

and interview with the Administrator and 

Maintenance Director, the facility failed to ensure 

water temperature were at safe level to prevent 

scalding or burns to the residents.  This is 

evidenced by water temperature exceeding 115 

degrees F. in multiple resident rooms.

The findings include:

1.  During the initial tour of the facility on 1/23/06, 

the surveyor felt the water to be hot to touch in 

room S-9.  The temperature of the water was 118 

degrees F.

Further checks revealed the water temperature in 

N-4 was 120 degrees, N-5 was 124 degrees, N21 

shower was 120 degrees and N15 was 120 

degrees from the sink.

2.  On 1/24/05, the surveyor and administrator 

checked the water temperature at the mixing 

valves.  The temperature read 116 degrees F. 

South Mixer.  The thermometer was broken for 

the North Wing.

The surveyor and Maintenance Director checked 
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water temperature in random resident rooms.

The water in Room N-4 was 120 degrees.

3.  Review of the Maintenance Directors logs 

reveals water temperatures have been checked 

on a regular basis with temperatures prior to the 

survey date within normal limits, not over 115 

degrees F.

4.  Remedies taken by the facility during the 

survey included exercising the metering valve on 

the north hot water circuits and flushed the 

system.  The thermometers were recalibrated.

5.  On 1/26/05 at approximately 8:15 a.m. through 

8:30 a.m. the survey team and Maintenance 

Director did random hot water checks in resident 

rooms.

All water temperatures were below 115 degrees 

F.

F 328

SS=D

483.25(k) SPECIAL NEEDS

The facility must ensure that residents receive 

proper treatment and care for the following 

special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;

Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT  is not met as evidenced 

by:

F 328 2/7/06
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Surveyor: 21532

Based on observation, the facility failed to ensure 

Resident #1 received proper tracheostomy care.

The findings include:

During observation on 1/24/06 at approximately 

11:00 a.m., a staff nurse could not locate a 

tracheostomy cannula at the bedside of Resident 

#1.  Following surveyor intervention, later that 

day, an inner and outer cannula was placed 

above the resident's bed for accessibility in case 

of an emergency.

F 332

SS=E

483.25(m)(1) MEDICATION ERRORS

The facility must ensure that it is free of 

medication error rates of five percent or greater.

This REQUIREMENT  is not met as evidenced 

by:

F 332 2/7/06

Surveyor: 18564

Based on observation, clinical record review, 

review of MARs (Medication Administration 

Record) and interview with staff, the facility failed 

to ensure that it is free of medication error rates 

of five percent or greater.  This is evidenced by 

observations of 7 errors out of 41 opportunities 

resulting in a 17.07% error rate.

The findings include:

On 1/23/06 and 1/24/06, 7 different nurses on all 

4 hallways on different shifts (7-3 & 3-11) were 

observed during the medication pass.  The 

following observations were made:
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1.  At approximately 9:20 a.m. on 1/24/06, 

random Resident #19 was not given Ditropan 5 

mgm.  When brought to the attention of the nurse 

at 10:00 a.m., she stated, "Didn't I give him a little 

blue pill?"  When she reviewed the resident's 

MAR she said she did not sign for the medication 

and poured the medication to give to the resident.

2.  At approximately 8:13 a.m. on 1/24/06, 

random Resident #20 was given crushed 

medications via a feeding tube.  After checking 

for residual and placement, the nurse poured 10 

cc of water into the syringe which was connected 

to the tube.  She then poured the first medication 

into the syringe.  At this time she was asked how 

much water she had administered and she said 

"10 cc."  She then proceeded to pour 10 cc before 

the remaining 3 medications.  She then poured 60 

cc of water into the syringe.

Review of the resident's clinical record revealed a 

physician order, dated 1/19/06, reads in part: 

flush with 50 cc water before and after meds.

3.  The surveyor observed the staff nurse 

administer Warfarin 2.5 mg to Resident #34 on 

1/23/06 at approximately 4:50 p.m.  Review of the 

monthly physician orders, dated 1/4/06, reads the 

resident is to receive Warfarin 2.0 mg daily. 

4.  The surveyor observed the staff nurse 

administer 5. cc of sterile normal saline IV per 

PICC line to Resident #11 on 1/23/06 at 

approximately 5:20 p.m.  Review physician orders 

revealed a physician order, dated 1/11/06, which 

reads, "Double Lumen Picc Line L (left) forearm.  

Flush per Protocol."  Review of the physician 

orders does not have the specified flushes for the 
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PICC line, nor is there a place on the MAR where 

the nurse can document when, what or amount of 

the drug given including sterile saline and 

Heparin.

Review of the facility protocol does not include 

any saline flushes.

5.  The surveyor observed the staff nurse 

administer 5. cc of sterile normal saline IV per 

PICC line to Resident #32 on 1/23/06 at 

approximately 5:10 p.m.  Review of physician 

orders does not include an order for saline flush. 

6.  The surveyor observed the staff nurse 

administer 5. cc of Heparin IV per PICC line to 

Resident #11 on 1/23/06 at approximately 5:55 

p.m.  Review physician orders revealed a 

physician order, dated 1/11/06, which reads, 

"Double Lumen Picc Line L (left) forearm.  Flush 

per Protocol."  Review of the physician orders 

does not have the specified flushes for the PICC 

line, nor is there a place on the MAR where the 

nurse can document when, what or amount of the 

drug given including Sterile Saline and Heparin.

Review of the facility's flush protocol reveals the 

order to be Heparin 3 cc.

7.  The surveyor observed the staff nurse 

administer Aspirin 81 mg chewable tablet to 

Resident #8 on 1/24/06 at approximately 8:20 

a.m.  Review of the monthly physician orders, 

dated 1/11/06, reads the resident is to receive 81 

mg of Enteric Coated Aspirin daily.

F 363

SS=E

483.35(c) MENUS AND NUTRITIONAL 

ADEQUACY

Menus must meet the nutritional needs of 

F 363 2/7/06
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residents in accordance with the recommended 

dietary allowances of the Food and Nutrition 

Board of the National Research Council, National 

Academy of Sciences; be prepared in advance; 

and be followed.

This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 12089

Based on observation, review of the facility's 

approved menus, resident tray tickets and  

resident, nursing and dietary staff interviews the 

facility failed to follow the menu for pureed diets 

and resident beverage preferences for 1 

(Resident #8) of 15 active sampled residents and 

5 (Residents #35, #36, #37, #38 and #39) of 23 

random sampled residents as well as 20 of 21 

residents in the building who were served pureed 

diets on 1/23/06 at the evening meal. 

The findings include:

1.  The following observations took place on 

1/23/06 during lunch on the closed Alzheimer's 

Unit.  Residents #37, #38 and #39 did not receive 

milk as per the meal ticket.

2.  Observation of the supper meal on 1/23/06 at 

5:30 p.m. in the main dining room revealed 

Resident #35, who is on a puree diet, did not 

receive tomato juice.  Also the diet slip specified 

chocolate milk.  Resident #35 received white milk 

with her supper.

Interview with Resident #35 on 1/23/06 at 5:42 

p.m. revealed, "I never got my tomato juice!"  
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Observation in the main dining room on 1/23/06 

at 5:42 p.m. revealed random sampled Resident 

#36 was served a pureed diet without tomato 

juice per the tray ticket. 

3.  During observation of the dinner meal in the 

Special Care Unit on 1/23/06 at 5:10 p.m. and 

5:40 p.m., it was observed that the residents on 

pureed diets except one resident, including 

Resident #8, were not served tomato juice as 

their serving of vegetable per the tray tickets.  

Observation of the juice tub on top of the food 

cart revealed it did not contain any tomato juice.

Interview with a Certified Nurse's Aide (CNA) on 

1/23/06 at 5:40 p.m. revealed, "Tomato juice not 

sent. "

Interview with the Dietary Aide on 1/23/06 at 5:45 

p.m. confirmed that she did not put tomato juice 

on the resident trays in the kitchen whom were on 

pureed diets and confirmed tomato juice was not 

sent with the other juices that were put on top of 

the food cart. 

Review of the facility's approved menu, Week 4, 

Day 1, revealed the residents on pureed diets 

were to receive 5.5 ounces of tomato juice to 

replace the sliced tomatoes served to residents 

on the other diets. 

Surveyor: 21187

F 426

SS=D

483.60(a) PHARMACY SERVICES - 

PROCEDURES

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.

F 426 2/7/06
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This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 21532

Based on record review of the Medication 

Administration Record (MAR), the facility failed to 

provide accurate pharmaceutical administration 

services of all drugs to meet the needs of the 

residents.  This is evidenced by 2 (Residents #1 

and #7) of 15 active sampled residents having 

pharmacy errors on the MARs.

The findings include:

Review of  Resident #1's Medication 

Administration Record (MAR) revealed a 

physician's order which read, "If no BM (bowel 

movement) in 48 hours:  Give Milk of Magnesia 

30 cc (cubic centimeters) (by mouth) daily PRN 

(as necessary)."  Resident #1 is ordered to have 

nothing by mouth and has a PEG Tube (feeding 

tube in the stomach).  On 11/7/05, 11/16/05, 

11/25/05, 11/29/05, 12/12/05, and 12/20/05, 

documentation on the MAR, notes the resident 

received 30 ccs of Milk of Magnesia "by mouth."

Review of Resident #7's MAR reveals resident is 

to receive Milk of Magnesia 30 cc (by mouth) 

daily PRN if no bowel movement in 48 hours.  

The resident is ordered to have nothing by mouth 

and has a PEG tube.  During an interview with the 

consulting pharmacist on 1/24/06 it was 

confirmed the computer is not configured to 

adjust to PRN medications in relation to NPO 

residents.

F 441

SS=D

483.65(a) INFECTION CONTROL F 441 2/7/06
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The facility must establish and maintain an 

infection control program designed to provide a 

safe, sanitary, and comfortable environment and 

to prevent the development and transmission of 

disease and infection.  The facility must establish 

an infection control program under which it 

investigates, controls, and prevents infections in 

the facility; decides what procedures, such as 

isolation should be applied to an individual 

resident; and maintains a record of incidents and 

corrective actions related to infections.

This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 18564

Based on observation and review of facility policy 

and procedures, the facility failed to establish and 

maintain an infection control program designed to 

provide a safe, sanitary, and comfortable 

environment and to prevent the development and 

transmission of disease and infection.  The facility 

must establish an infection control program under 

which it investigates, controls, and prevents 

infections in the facility; decides what procedures, 

such as isolation should be applied to an 

individual resident; and maintains a record of 

incidents and corrective actions related to 

infections.  This is evidenced by 1 (Residents #9) 

of 15 active sampled residents and 1 of 25 

random sampled sampled residents not having 

the nurse wash hands or change gloves while 

administering eye drops and a nurse placing a 

used mask and gloves from a resident with 

MRSA (Methicillin- Resistant Staphylococcus 

Aureus) into the med cart trash bin and a CNA 

not washing hands after leaving the room of the 

MRSA resident.
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The findings include:

1.  Observation during a medication pass on 

1/24/06 at approximately 8:40 a.m. revealed the 

nurse prepare to administer Isoto eye drops to 

random Resident #40.  She did not wash her 

hands prior to the administration.  She put on 

gloves, applied 1 drop to the resident's right eye, 

used a tissue to dab the bottom of the eye, 

applied a drop to the left eye, and used the same 

tissue to dab the left eye.  She removed the 

gloves and washed her hands before leaving the 

room.

Review of the facility policy and procedure for 

"Eye drops" read in part:

Wipe away discharge.  Wear gloves as 

appropriate.  Wash hands.  Cover inner canthal 

opening of lacrimal canal with a clean tissue, one 

for each eye.  Wash hands.

The nurse did not wash her hands prior to the 

administration of the drops, nor did she change 

the tissue between each eye drop.

2.  Review of Resident #9's clinical record 

revealed the resident had a diagnosis of MRSA 

and was in a private room for isolation 

precautions.  Observation on 1/24/06 of a nurse 

doing an accucheck on Resident #9 revealed she 

placed the lancet into the sharps container in the 

room, left the room, removed her mask and 

gloves and placed them in the medication cart 

trash bin which was uncovered.  She then 

proceeded to move the cart to the next resident's 

room to administer medications.

Observation of a CNA with the hydration cart on 
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1/25/06 revealed the CNA put on a mask, enter 

Resident #9's room and leave the room.  She did 

not wear gloves.  She started to move the 

hydration cart to the next resident's room.  After 

surveyor intervention, she went to the utility room 

to wash her hands.

Review of the facility policy and procedure for 

Isolation Precautions reads in part: 

"E. Removal of PPE (Personal Protective 

Equipment).  Discard into waste receptacle in the 

patient room.

Summary of Isolation Categories:

Droplet (includes MRSA) - good handwashing 

before leaving the room.

F 456

SS=E

483.70(c)(2) SPACE AND EQUIPMENT

The facility must maintain all essential 

mechanical, electrical, and patient care 

equipment in safe operating condition.

This REQUIREMENT  is not met as evidenced 

by:

F 456 2/7/06

Surveyor: 12089

Based on observation, review of biomedical 

service report and enteral nutrition pump 

operation checklist and interview with nursing 

management staff the facility failed to maintain 

enteral nutrition pumps in safe operating condition 

for 2 (Residents #1 and #6) sampled residents 

and 1 (Resident #20) random resident from 5 

sampled residents receiving tube feedings.

The findings include:

1.  Observation of Resident #6 on 1/23/06 at 
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12:20 p.m. revealed the resident's tube feeding 

bottle was full with 1500 cc's of formula in the 

bottle.  Review of the label revealed the bottle 

was hung on 1/22/06 at 4:30 a.m. and the tube 

feeding was supposed to be running at 50 cc's 

per hour.  Observation of the pump revealed it 

was set at 50 cc's per hour and noted it was on 

"run."  However, no formula was observed 

dripping from the chamber into the tubing. 

Observation of Resident #6 on 1/23/06 at 5:25 

p.m. revealed the resident had been put back to 

bed.  Observation of the formula bottle revealed it 

still contained 1500 cc's of formula.  The pump 

indicated it was running at 50 cc's per hour. 

Interview with the Unit Nurse Manager on 1/23/05 

at 5:30 p.m. confirmed the resident's tube feeding 

was to run for 20 hours a day at 50 cc's per hour 

from 10:00 a.m. until 6:00 a.m.  Observation of 

the resident's tube feeding with the nurse 

revealed the label was incorrect and the nurse 

had hung a new bottle of formula this morning.  

She stated she would get the resident a new 

pump. 

Interview with the Director of Nursing and the Unit 

Nurse Manager on 1/23/06 at 6:00 p.m. revealed 

they had spoken to the nurse who hung the 

formula and she confirmed she had hung it on 

1/23/06 at 4:30 a.m.  They stated the nurse told 

them she had problems spiking the bottle and 

took it down at 6:00 a.m.  They further stated the 

day shift nurse hung a new bottle at 10:00 a.m. 

and they do not know why none of the formula 

has infused since then.  The DON confirmed 

there was a problem with the pump and needed 

readjusting.  She stated the nurses on either shift 

had not reported the pump was not functioning. 
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Review of the biomedical service report for 

Resident #6's pump, dated 1/25/06, revealed the 

pump was not functioning and they could not 

duplicate the problem. 

Interview with the Director of Nursing (DON) on 

1/25/06 at 1:30 p.m. confirmed that the pump 

used for Resident #6 was not functioning 

properly.  She stated she was told by biomedical 

staff that the pump cavity was dirty and was 

causing the pump not to function properly.  The 

DON further stated the pumps are cleaned and 

checked by the Biomedical Department at the 

hospital for mechanical issues and electrical 

hazards but they do not calibrate the pumps.  The 

DON also confirmed that the nurses do not 

calibrate the pumps each shift or each day or 

"zero" out the pumps at the end of each shift to 

check on the amount of formula infused to record 

on the intake and output records.  She confirmed 

if the nurses had been doing this they may have 

realized the pump was not functioning properly 

since no formula was infusing into the resident. 

2.  During observation on 1/24/06 at 

approximately 12:00 p.m., Resident #1's tube 

feeding had 900 cc remaining in the container.  

The container which initially had 1000 cc of 

feeding in it was started at approximately 7:30 

a.m. on 1/24/06 per the label.  The tube feeding 

was turned off at 12:00 p.m. the same day as 

confirmed by the staff nurse.  According to the 

order, the appropriate amount of feeding which 

should have been infused was 180 cc.  There 

was an 80 cc volume not infused.  The enteral 

nutrition pump did not appear to be infusing at the 

correct rate. 
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3.  During medication pass observation on 

1/24/06 at 8:20 a.m. it was noted Resident #20 ' s 

tube feeding was running at 40 cc per hour.  The 

label indicated the feeding was 2 Cal HN and 

hung on 1/24/06 at 5:00 a.m.  Observation of the 

container revealed 980 cc out of the 1000 cc 

remained.  The surveyors questioned the nurse 

regarding the infusion of only 20 cc of formula 

since 5:00 a.m.  Based on the prescribed rate the 

resident should have received about 370 cc of 

formula in this time period.  If the pump ran at 40 

cc per hour from 5 a.m. until 8:20 a.m. the rate 

infused should have been 130 cc.

Interview with the staff nurse on 1/24/06 at 8:28 

a.m. revealed the rate was incorrect and should 

be 45 cc per hour.  She stated an agency nurse 

hung the container and did not know the order 

had been changed.  The nurse increased the rate 

to 45 cc per hour at 8:30 a.m. 

Further observation of Resident #20's tube 

feeding on 1/24/06 at 3:25 p.m. revealed 850 cc 

remained in the container, with 150 cc of formula 

infused.  The pump was running at 45 cc per 

hour.  Calculation based on the prescribed rate 

revealed the resident should have received 315 

cc of formula in this time period.  The enteral 

nutrition pump did not appear to be infusing at the 

correct rate.

F 490

SS=L

483.75 ADMINISTRATION

A facility must be administered in a manner that 

enables it to use its resources effectively and 

efficiently to attain or maintain the highest 

practicable physical, mental, and psychosocial 

well-being of each resident.

F 490 2/7/06
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This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 21187

Based on staff interview and record review, the 

facility administration failed to effectively use its 

resources to protect residents from physical and 

mental harm for a number of unidentified female 

residents.  Female residents were subjected to 

touching and other physical encounters from two 

male residents.

The findings include:

1.  Review of adverse incident reports, grievance 

reports and nursing notes for Residents #21 and 

#22 reveal that 14 or more female residents were 

touched in a sexual manner by a male resident.  

The encounters perpetrated by Resident #21 

occurred repeatedly over the past 11 months.  

Records reveal that Resident #22 had three 

encounters in one day.  There are grievance 

reports that lack documentation of sufficient 

investigation to determine if an adverse incident 

report should have been initiated.  

2.  In an interview on 1/24/06 at 3:00 p.m. the 

Risk Manager stated that no practice issues 

regarding patient safety in the skilled nursing 

facility (SNF) have been identified by the SNF 

Risk Management/Quality Improvement 

Committee requiring; investigation, policy or 

procedure changes, and staff education.  The 

Risk Manager stated the only recent issue to go 

through the Quality Assurance process 

concerned transferring patients from the hospital 

to the SNF with the patient's medications.

3.  In an interview on 1/24/06 at 4:00 p.m. the 
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Administrator stated he does not have the 

Policies and Procedures (P&Ps) for Risk 

Management or Quality Assurance.  

4.  In an interview on 1/26/06 at 9:30 p.m. the 

Administrator stated he did not consider the 

behavior of the male resident toward female 

residents to be abuse.  The Administrator stated 

that the male resident received psychiatric 

treatment.  The Administrator stated that the 

female residents who were mistreated did not 

receive any services.

F 505

SS=D

483.75(j)(2)(ii) LABORATORY SERVICES

The facility must promptly notify the attending 

physician of the findings.

This REQUIREMENT  is not met as evidenced 

by:

F 505 2/7/06

Surveyor: 18564

Based on record review and nursing staff 

interviews, the facility failed to promptly report 

abnormal laboratory findings on 1/19/06 and 

1/12/06 to the attending physician for 1 (Resident 

#20) of 18 sampled and 23 random sampled 

residents. 

The findings include: 

1.  No documentation was found of the reporting 

of 1/19/06 abnormal laboratory results to the 

physician for Resident #20 which included a 

Potassium level of 2.9 (normal range 3.6 -5.0), 

elevated glucose and alkaline phosphatase, and 

low red blood cell count and INR (international 

normalized ratio).  Review of lab data, dated 

1/12/06, revealed elevated glucose, BUN (blood 
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urea nitrogen), carbon dioxide and alkaline 

phosphatase were elevated.  The form had no 

documentation that the resident was notified of 

the elevated lab results. 

Review of the facility policy, "Labs, Procedure for 

Follow-up on Results", dated 12/30/02 stated, 

"Each 7a - 3p nurse will be responsible for 

tracking the lab results for the residents in their 

care during their shift."  The procedure noted the 

nurse will follow up with the resident's doctor by 

telephone and/or faxing a copy of the report to the 

office.  The method of follow up should be noted 

directly on the lab report and placed into the 

resident's medical record.  

In an interview with the Director of Nursing at 

11:44 a.m. on 1/26/06 she revealed that 

documentation of physician notification of 

abnormal labs is to be noted either in the chart on 

nurses' notes or on the lab result paper.

In an interview at 11:57 a.m. on 1/26/06 with the 

nurse who was caring for Resident #20 on 

1/19/06, the nurse stated that she "could not 

swear" that the physician was aware of the 

1/19/06 lab results.  The nurse stated that she 

would make him aware of those results.

Following surveyor intervention, a review of 

Resident #20's records revealed a physician 

telephone order at 2:45 p.m. on 1/26/06 for a 

repeat Basic Metabolic Profile stat with a call of 

results to the physician.

F 520

SS=L

483.75(o)(1) QUALITY ASSESSMENT AND 

ASSURANCE

A facility must maintain a quality assessment and 

assurance committee consisting of the director of 

F 520 2/7/06
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nursing services; a physician designated by the 

facility; and at least 3 other members of the 

facility's staff.

This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 21187

Based on record review and staff interview the 

facility failed to maintain a quality assessment 

and assurance committee that identified issues 

which negatively affected the quality of care and 

services provided to a number of unidentified 

female residents.  Female residents were not 

protected from touching and other unwanted 

physical encounters from two male residents 

occurring over an 11 month period.

The findings include:

1.  A review of nursing notes for Resident #21 

reveals that the resident touched female 

residents inappropriately on at least 14 occasions 

over an 11 month period.

2.  In an interview on 1/24/06 at 3:00 p.m. the 

Risk Manager stated that no practice issues 

regarding patient safety in the skilled nursing 

facility (SNF) have been identified by the SNF 

Risk Management/Quality Improvement 

Committee requiring; investigation, policy or 

procedure changes, and staff education.  The 

Risk Manager stated the only recent issue to go 

through the Quality Assurance process 

concerned transferring patients from the hospital 

to the SNF with the patient's medications.

3.  Review of the Quality Improvement Committee 
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minutes for 3/16/05, 10/19/05, 11/16/05, 12/28/05 

and 1/18/06 reveals that the committee did not 

discuss protection of female residents from 

unwanted touching and sexual advances.

4.  An interview was held on 1/26/06 at 11:20 a.m. 

with members of the Quality Improvement/Risk 

Management Committee including: the 

Administrator, Social Services Director, Risk 

Manager, Director of Nursing, Long Term Care 

Unit Manager and the Staff Development Director 

present.  Adverse incident investigation and 

reporting was discussed.  No documentation was 

found to show that a sufficient investigation was 

undertaken to determine the validity of the 

allegations for a verity of issues including 

protection from abuse.  The committee members 

acknowledged that there has been a system 

failure.  The DON stated that the system is not 

working.

F 521

SS=F

483.75(o)(2)-(4) QUALITY ASSESSMENT AND 

ASSURANCE

The quality assessment and assurance 

committee meets at least quarterly to identify 

issues with respect to which quality assessment 

and assurance activities are necessary; and 

develops and implements appropriate plans of 

action to correct identified quality deficiencies.

A State or the Secretary may not require 

disclosure of the records of such committee 

except insofar as such disclosure is related to the 

compliance of such committee with the 

requirements of this section.  

Good faith attempts by the committee to identify 

and correct quality deficiencies will not be used as 

a basis for sanctions.

F 521 2/7/06
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This REQUIREMENT  is not met as evidenced 

by:

Surveyor: 21187

Based on record review the facility failed to hold 

Quality Improvement Committee meetings at 

least quarterly.

The findings include:

1.  There is no documentation that the Quality 

Improvement Committee met during the period 

from 3/17/05 through 10/18/05.  The facility has 

minutes for only two quarters in 2005; the first 

quarter and fourth quarter.
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