~ JEPARTMENT OF HEALTH AND HUMAN SERVICES
“NTERS FOR MEDICARE & MEDICAID SERVICES

PR!NTED 01/09/2006 ,

/ FORM APPROVED -
?/55 OMB NO. 0938-0391

- 88=D|
e The servrces provrded or arranged by the facmty '
i must meet professronal standards of quahty .
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| Based on reoord review and s’raff mtemew the

| facility failed to ensure a timely physician - :

A new process has been 1dent1ﬁed f« [

for nurses to follow- regardmg

| timely response from phys1c1ans Lt
related to abnormal lab values
‘iNurses will be notified of
s ‘expectatlons The nurse recelvmg
| the fax from the lab will review for |
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response for abnormal laboratory values for 3 of | - | - abnormal values then they will fax Ea
| 9 sampled residents (Residents #3, #6 and #9)." it to the physician with a note on it- ;
| The facrhty reported acensus of 103, ~ requesting a response. While
- Frndmgs rnclude ' | ~awaiting the response, the lab
' L S : | document will be placed on the i
B Review of the clrmcal record for Resrdent #3 , _chipboard at the nurses’ station and |
| included diagnoses of a post subarachnoid bleed,' . ~ will be reviewed the next day Wlth a e
hypoxia (lack of oxygen) and late effect - | ' 1
- | hemiplegia. - Review of the Minimum- Data Set A follow up fax or p horrllehca(lil t o f RS
- | (MDS) assessment dated 12/1/05 documented - ‘ ,requestlng reSponse e director S
.| Resident #3 required the assistance of one to two | | nursing will be notified of 2 any
| staff for assistance with activities of daily living ‘problems or failure of the :
- | (ADLs) such as transfer, dressing, eating and - e | physicians to respond and then W111
Igarglrrgen:ioe/sgeoii% esxperrenced shon and Iong - follow up with them. The director
it Y ~ , ~ of nursing will notify the medical
] Review of the Iaboratory results for Resrdent #3 - director for assistance, if’ necessary-
“ included abnormal Iabs with no physrcnan R T S S e
Vresponse as follows PR ;
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{'F28_1-

: value 6-20 B

 |valie 4262

o value 35.0-47.0

value 10 0-20.0: " : S R
- ‘A Phenytoin fevel is used fo momtor levels of the ‘

| -antiseizure medication Phenytoin: 1
Review of the Medication Administration Record i

: | dose of Phenytoin Sodium ER through the
: December 28, 2005 record review. - '

Contmued From page 1

December2 2005 o SR
BUN -39 .normal
e

~ Mean Corpuscular Volume (MCV)
101 9 normal value 80- 100 :
RDW. .

- Phenytoin - 2. 6 'normal‘ 3

(MAR) for Resident #3 revealed no change in the

: The cllnlcal record lacked documentatlon of any

i ‘1 | regarding the low Phenytom level and any- -
P possnble changes in the Phenytom dosage

.| Resident #6 included diagnoses of hypertension, .
| diabetes, congestive heart failure, hyperlipidemia,.

| and coronary artery disease. Review of the MDS
| dated 11/16/05 documented the resident had -

_ .| impaired short term memory-and cognitively’

- | impaired for decision making. The MDS further |

© | documented the resident required the assistance S
- |"of one staff for ADLS such as transfer dressmg, I
o and bathlng S o «

attempt by the facility to contact the Physician -

2. Revnew of the closed clinical record for ‘

Revrew of abnormal lab values wnth no phys;C,an SRk

response as follows:
‘ December6 2005
Chlorlde

F281

3 76 norTnal o

475 normal'

% normal

~The dlrector of nursmg or des1gnee
“will monitor this. This will be

| monitored it daily for two weeks g

and randomly thereafter. The
: : quahty assurance committee for

I’ICCCSS&I‘Y

mformanon will be reported to the " iR

| rev1ew Rev1s1ons will be made as o
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CF 281 Contmued From page2 e R 281
- ﬂ,value98107 Tt e ‘
s ‘Carbon Dioxide 34 normal
| value 2229 R D e e
S Glucose' =~ . - 69 normal .
Colvalue 75105 o e
R ‘BUN [ 101 normal .-
et ‘value6 20 T P
S Calcrum SR ~.8.2-normal
i ‘value‘B.B 105000 . T S
S Drgoxm s 24 normal oo
‘value08—20 ‘ Sl o

i The Drgoxrn level was completed on December? o
w2005, The resxdent received the same every £
- | other day dose of Digoxin four times with an .
o | elevated level. On December 13,2005, the .
| facility received a physician's order to hold the
- | Digoxin and draw a new Digoxin Ievel on-
s December 20, 2005 o :

: 3 Revrew of the clrmcal record for Resrdent #9

| revealed diagnoses of cerebrovascular accident
| with.left sided hemiparesis. The MDS dated.
- 110/14/05 documented long and short term

*| memory impairment and cognitively impaired to
"I make decisions: The MDS further documented

- | Resident #9 required the assistance of one staff -

-+ | member for ADLs such as transfer, dressrng,
[ eatrng, and bathrng :

Revrew of abnormal lab values wrth no Physrcran
R response as follows: . o0

}' | August 16,2005 LT T

| o Digoxin o 0.7 .normal'f"i,
r o |value 0.82.0 LT
e PROTIMEA(PT) 27.4 normal |
value90120 G S R ~
JNR - 2.7 normal value
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| Fosd

-~ lon'August 16, 2005 at 2:20 p.m. Duringan = |
' interview on 12/28/05 at 12:20 p.m. Staff B stated
~. |the physician‘addressed the PT/INR, "butwe - =
| didn't even have the Dig and Potassium here." |
.| The physician's office faxed a copy of the August
| 16, 2005 iabs on December 28,2005 per -
surveyor's request to view the lab results,

'C(()n‘pimfjeyd From page 3

. The facility received an order for the PT and INR | -

| On December 27, 2005 at 1:45 p.m., the DON - |
| stated the facility tried to call back on most faxes -
- |orrefaxto see if there are any new orders.
| When asked how the facility knows if the S
. Physician received a fax if there'is no response, - |.
| the DON responded, "I guess we don't" and most | -
| physicians fax back. The DON further stated the |
.| practice by the physicians is to fax back if there |
| are orders and if no orders the physician will initial | -
| the lab and file in the resident's clinic chart. =

] ‘Copiésybftan'ﬂabcwe?rrequésted labs were received .

| from the physician's office per fax on December

| physician. -

27 and 28, 2005'With, th”e‘in‘itials of the attending
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