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February 11, 2015

Stephen Farnsworth, Administrator
Gateway Transitional Care Center
527 Memorial Drive

Alameda, ID 83201-4063

Provider #: 135011

Dear Mr. Famsworth:

On January 27, 2015, a Complaint Investigation survey was conducted at Gateway Transitional Care
Center by the Tdaho Department of Health and Welfare, Division of Licensing and Certification, Bureau
of Facility Standards to determine if your facility was in compliance with state licensure and federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid programs.
This survey found that your facility was not.in substantial compliance with Medicare and/or Medicaid
program participation requirements. This survey found the most serious deficiency to be an isolated
deficiency that constitutes no actual harm with potential for more than minimal harm that is not
immediate jeopardy, as documented on the enclosed CMS-2567, whereby significant corrections
are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567 listing Medicare
and/or Medicaid deficiencies and a similar State Form listing licensure health deficiencies. In the spaces
provided on the right side of each sheet, answer each deficiency and state the date when each will be
completed. NOTE: The alleged compliance date must be after the "Date Survey Completed” (located in
field X3) and on or before the "Opportunity to Correct” (listed on page 2). Please provide ONLY ONE
completion date for each federal and state tag in column (X5) Completion Date to signify when you
allege that each tag will be back in compliance. Waiver renewals may be requested on the Plan of
Correction.

- After each deficiency has been answered and dated, the administrator should sign both the Form
CMS-2567 and State Form, Statement of Deficiencies and Plan of Correction in the spaces provided and
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return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by February 24, 2015. Failure to
submit an acceptable PoC by February 24, 2015, may result in the imposition of civil monetary
penalties by March 16, 2015.

The components of a Plan of Correction as required by CMS must:

o Address what corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

e Address how you will identify other residents who have the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

e Address what measures-will be put in place and what systemic changes will be made to ensure that
. the deficient practice does not recur;

o Indicate how the facility plans to monitor performance to ensure the corrective action(s) are effective
and compliance is sustained.

¢ Include dates when corrective action will be completed in column (X5).

If the facility has not been given an opportunity to correct, the facility must determine the date
compliance will be achieved. If CMS has issued a lefter giving notice of intent to implement a
denial of payment for new Medicare/Medicaid admissions, consider the effective date of the remedy
when determining your target date for achieving compliance.

o The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form.

All references to federal regulatory requirements contained in this letter are found in Tn‘le 42, Code of
Federal Regulations.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid Services
(CMS) if your facility has failed to achieve substantial compliance by March 3, 2015 (Opportunity to
Correet). Informal dispute resolution of the cited deficiencies will not delay the imposition of the
enforcement actions recommended (or revised as appropriate) on March 3, 2015. A change in the
seriousness of the deficiencies on March 3, 2015, may result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by March 3,
2015 includes the following: |
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Denial of payment for new admissions effective Ain‘il 27,2015. [42 CFR §488.417(a)]

If you do not achieve substantial compliance within three (3) months after the last day of the survey
identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must deny
payments for new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your provider
agreement be terminated on July 27, 2015, if substantial compliance is not achieved by that time.

Please note that this notice does not constitute formal notice of imposition of alternative remedies
or termination of your provider agreement. Should the Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, CMS will provide you with
a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact Lorene Kayser, L.S.W., Q.LD.P.,
David Scott, R.N. or Nina Sanderson, L.S.W., Supervisors, Long Term Care, Bureau of Facility
Standards, 3232 Elder Street, Post Office Box 83720, Boise, Idaho, 83720-0009; phone nunber: (208)
334-6626, Option #2; fax number: (208) 364-1888, with your written credible allegation of compliance.
If you choose and so indicate, the PoC may constitute your allegation of compliance. We may accept the
written allegation of compliance and presume compliance until substantiated by a revisit or other means.
In such a case, neither the CMS Regional Office nor the State Medicaid Agency will impose the
previously recommended remedy if appropriate.

If upon the subsequent revisit, your facility has not achieved substantial compliance we will recommend
- that the remedies previously mentioned in this letfer be imposed by the CMS Regional Office or the
State Medicaid Agency beginning on January 27, 2015, and contimue until substantial compliance is
achieved. Additionally, the CMS Regional Office or State Medicaid Agency may imposc a revised
remedy(ies) based on changes in the seriousness of the non-compliance at the time of the revisit if
appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. To be given such an opportunity, you are required to send your
written request and all required information as directed in Informational Letter #2001-10. Informational
Letter #2001-10 can also be found on the Internet at:

littp://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Programs/NursingFacilities/
tabid/434/Default.aspx

go to the middle of the page to Information Letters section and click on State and select the following:

o BFS Letters (06/30/11)
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2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by February 24, 2015. If your request for informal dispute resolution is
received after February 24, 2015, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during the survey. If you have any questions, comments or
concerns, please contact Lorene Kayser, L.S.W., Q.L.D.P., David Scott, R.N. or Nina Sanderson, L..S.W.,
Supervisors, Long Term Care at (208) 334-6626, Option #2.

Sincerely,

WS

DAVID J. SCOTT, R.N., Supervisor.
Long Term Care

DJS/dmj
Enclosures
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F 000 | INITIAL COMMENTS F 000
The following deficiencies were cited during the
complaint survey of your faclility. The survey This Plan of Correction is the center’s credible
team entered the facllity on January 26, 2015 and allegation of compliance.
exited the facilily on January 27, 2015, .
: Preparation andlor execution of this plan of correction
. . does not constitute adniission or agreeirent by the
rThe surve:yors conducting tha complaint provider of the truth of the facts alleged or ccirc!usr‘ans
investigation were; sel forih in the statement of deficiencies. The plan of
| Lorraine Hutton RN correction is prepared andior executed solely becaise
Amald Rosling RN, QIDP it is requived by the provisions of federal and state law.
: .
1
Survey Deftnilions:
BIMS = Brlef Interview of Mental Status F2s0
CNA = Certified Nursing Assistant I Resident #1 no longer resides in the fcilit
- R . ! sides in the facility.
DNS:'.DON D{replor of Nursing Therefor no immediate corrcetions could be
IDT = Interdismpnnary Team made for this resident,
MAR = Medication Administration Record 2. Other residents may be aflected by a similar
MDS = Minimum Data Set alleged deficient practice,
LN = Licensed Nurse 3. Facﬂj}ty II;T will review on business days
e any identified related social service needs as
LPN = L_[(':ensed Practical Murse outlined in the interpretive guidelines found
mg = mnl:g_;rams in F-250 and for all new admissions, Social
RN = Registered Nurse Worker to report back to IDT and any other
SSD = Social Services Director involved pgftics any identified social service
F 250 483.15(g)(1) PROVISION OF MEDICALLY F 250 llcefls. Facility slﬂffwvas.gdlucated regarding
-5 | RELATED SOCIAL SERVIGE social worker responsibilities and when
§$8=D those services are appropriate on 2/10/1 5,
‘ . Facility Social Worker was educaed on
The facilily must provide medically-related social Federal Regulation 250 regarding Social
semvices to allain or maintain the highest 4 prorker responsibilities on 1/30/15.
practicable physical, mental, and psychosocial : re::ﬂﬁ,gfé’ﬁﬂ;‘;zociill":glfﬁf'“rn‘g‘;ggk“
t €5
well-being of each resident. through the facility daily IDT meeting 1o
ensure accurate follow up is taking place and
documented appropriately.
5 days/week for 2 weeks
This REQUIREMENT s not met as evidenced Ty 1t week for 3 weks
by: Weekly for 1 month
Y. ) . . ) IDT witt continue to review 5 days a week
Based on staff interview and record review, it ongoing. Report findings to QA. Audits will
was determined the facility falled to provide social begin on 2/17/15.
worker services to 1 of 1 { ##1) sampled residents 3. Date of Compliance 3/3/15.
T ik,
LABORATO, TITLE (X8) DATE

D]RE:’Q OR'S;jR PROWE%SUPPH%{? REPRESENTATIVE'S SIGNATURE

Xt v 1% "L Rrec e

2/

3/1£

aMtending wilh an asterlsk (*) denoles a deficlency whlch thé institulidh may be.efused frorf correcting providing It Is date

ryfined Lhat
Brovide sufficlent protection to the palients. (See instructions.) Excepi-for nursing homes, the findings-stated above are disclosa\gﬁ 90 days

a
f safe
followlng’l%gagl,:of survey whathor of not a plan of correclion s provided. For nursing homes, the above findings and plans of cotrection are disclosable 14

days followlng lhe date these documenis are made avallable to the facllily. If deflcienclas are clied, an approved plan of correction is requisiie to conlinued
pragram parflcipatlon, ‘

FORM CMS-2567(02-90) Pravious Verslons Obsolete

Evont ik QSTRH

Facility ID: MDS001020

If continuation sheet Pags 1 of 15
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who needed the service, There was a potential
for harm.when social services did not assist
residents and families in working through conflicts
and indecisions about care, Findings include:

Resident #1 was admitted to the facility 12/14/12,
and readmitted on 1172214, with diagnoses of
rehabilitation and after care for a healing
traumatic fraciure of the the upper arm, and
pulmonary embolism and Infarction.

The resident's family member signed the
resident’s "Do Not Resuscitate {DNR) advanced
direclives. in addition, the famlily decided the
resident was not to receive a feading tube, IV
fluids, antiblotics or blood products.

On 1171914 at 6:4Q p.m., a nurse documented, ™
Ald [sic] was assisting palient with repositioning in
the wheelchair at approximately 11:15 [a.m.)
when aid [sic] noted that pt appeared to he SOB
{short of breath]... Nurse assessed patient and
noted that O2 [oxygen] sat(uration levels] were
74% on RA [room air]... Famlly and MD was
nolified of change...Family agreed to have chest
x-ray done but did not want pattent {ransported to
ER. Palient was DNR post on file, Family came to
facilily to visit. Staff left patient and family in the
room to get x ray scheduled in house. Nurse went
back into the room approx[limately] 6 - 10 min
later and noted that patient was pale and head
was lending [sic] forward in the chair. Vitals taken
02 sals 42% on 4 lilers via hasal gannula...
Family stated they wanted EMS to be called and
airway lo be maintained...” The resident was
fransported to the hospilal at 11:50 a.m. The
ADON talked with the family as they were being
waiked out to thelr car, The resident was admitted
1 to the hospital.

FORM CME-25687{02-08) Previous Versions Obsolele Event ID:QSTRN Faiiity 10: 44DS001020 . I continuatlon sheot Page 2 of 15
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4722114,

-} documented, "...family informed of patfent

| a note about the resident returning from the

Continued From page 2

The restdent was readmitted to the facility on

O 11/23/14 at 12:27 p.m., an RN docurnented
the resident was "cornplaining of cough and
shortness of breath.” The physician was nofifled
and a sputum culture and chest x-ray was
ordered.

On 11/23/14 at 7:48 p.m., the chesi x-ray was
compteted and the technician Indicated possible
pneumonia in the left fung region. The RN

information, farnily requests no antibiotics at this
time; family wishes to speak lc physiclan
regarding hospice care... Family requesls comfort
and foley cath..."

On 11/23/14, the physician ordered, " Hospice to
evaluate and {reat wilh/Access diagnosis:
Fneumonia,"

On 11/24/14, the physician ordered the resident
to receive the antibiotic Levaduin tablet 750 mg
one ablet by mouth one time a day for upper
respiratory infection.

On 1213114 at 2:92 p.m., the social worker made

hospital and that the resident's family was "very
Involved" in the resident’s care.

On 12/3114 thera was documentation the resident
had MRSA {mefthicilin resistant staphyloccus
aureus} and was "still In isolation.” The medical
record documentation was not clear when the
resident was placed in Isolation or the type of
isolation precautions taken, nor was there

F 250
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documentation about how the restdent and family
were working through the resident being isolated.
The resident's clinical condition stabilized with
oxygen to maintain his saturatton level above
80%. The resident's cognitive condition started to
decline and by 12/18/14, the nurse documented,
"Alert orented X 4 resident is Forgatiul /
Confused. Patient.., he has episades of F-309
forgetfulness / confusion, which require frequent
reminding."” [ Resident #3 no longer resides in the
[acility; no immediate corrections
] . could be made for resident #3, Facility
On 12/27/14 at 6:33 p.m, the flam’]y was IDT jmmediately reviewed resident #6
contacted ahout the residents's deterlorting care plan and provided interventions to
condition, Thelr wishes were to "proceed with ensure all eare planned interventions
DNR and comfort care. Patient family wish to not . gf'fe m P?;‘Cﬂt i di < of
H H i . er restacnts with 1agnosis o
have hospice treatment at this time.” The dysphagia or insurance residents may
resident expired the morning of 12/28/14. be aftected by a similar alleged
deficient practice.
The faciiity soctal worker was Interviewed on 3. a. Receptionist will print ot daily
1127{15 at 4:45 p.m. When questioned about the census siteet identifying insurance
lack of information showing whether the social residents };L‘;’:Jg;f!;f‘lﬂi'l'i"iS;Lc‘ﬂ'“ry
workfar was assisting the resident and family in payer source af time of ordered resident
working through the many issues with the appeintments and communicate to
resident's vasciliating condition, the social worker business office manager to obtain prior
stated that she did have conversations with the tﬂ’m[flle L y .
resldent and family but did not document what d;.qgnosti‘; fﬁg;‘ghﬂ'gi‘:;‘ng‘:t;i‘;g‘wim
was discussed. The adminisirator and DON were speech therapist all dysphagia care
present during the interview. No further plans to ensure appropriate
Information was provided. interventions are in place. StafT has
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 been educau‘:d to follow r.esidcnt care
plans at all times. Education provided

.., 95=D

HIGHEST WELL BEING

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

on 2/10/15, There will be a kst of
residents with the diagnosis of
dysphagia along with their distary care
plans/ interventions placed in a binder
in the dining room drawer. Dining
room monitor 1o ensure staff are
referring to care plans to ensure dictary
care plan implementation.

FORM CMS.-2567(02-99) Previous Versions Obsolste
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and ptan of care,

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, and
record reviews, it was determined the facility
falted to assure nursing staff followed residents’
physician orders and resldent care plans, This
was true for 2 of 6 residents reviewed (#s 3 & 6),
and had the potential for more than minimat harm
If residents dld not recelve physician-ordered and
care plahned care, lreatments and/or
medications.

1. Staff failed to obtain a physician ordered CAT
Scan for Resident #3 when proper authorization
from the resldent's insurance cariier was not
obtained. The failure to obtain ihe CAT scan put
the resldent at risk for serlous unresolved health
issues requiring further medicat treatment. ‘

2, Resldent #6 was put at risk for harm
(aspiration pneumoniaywhen staff failed to follow
the resident's dysphagia care plan.

Findings included:

1. On 12122114, Resldent #3 was admitted to the
facility from a local hospital with dlagnoses
including resolving pneumonia, pulmonary
ahscess and putmonary emboli.

An Qrder Summary Reporl, daled 12/30/14,
gocumnented the resident's physician ordered,
"CT of Chest with Contrast to check for resalution
of lung ahscess."

reeeplionist adkerence to appropriate
prior authorization of ancillary services
protocol:

3 timics per week for 2 weeks

Weekly for 2 months

Report results to QA. Audits will begin
on /[7/15,

b. ADON/LN designee to audit
appropriate care planned dysphagia
interventions are in place during all
meal times:

daily for 2 weeks

3 times per week for 2 weeks

Weekly for | month

Report results to QA.

Date of Compliance 3/3/15

FORM C}4S-25667(02-69) Previous Verslons Obsolale

FventID:QSTRH

Facliity [D: MOS001020

If continuation shest Page 5 of 15
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No report of the results of the CT scan was found
In the resident's medical record. In addition, a
177116 procedure report from the hospilal
documented the CT scan was not complated dua
fo lack of prior autherization,

On 1427116 at 2:35 pm, the DON was interviewsd
regarding the CT scan. The DON stated that the
CT scan was not done on 1/7/15 when.the
resldent was taken to oufpatient services. The
DON stated when facility staff took the resident to
the ouipatisnt department the clerk fold them a
prior authorization (PA) from the resident's
insurance company was needed hefore the scan
could be completed. The DON staled he/faciity
staff did not know a PA was needed and,
therefore, did not attempt to obtain one until
1/8/16. The DON stated when they attempted lo
get the PA between 1/8/16 and 1/10/15, the
insurance company either did not return their
calis, roufed them fo insurance staff not able to’
help obtain the PA or were kept on hold for “three
hours." On 1/10/15, the faclity recelved a
physiclan's order to take the resident to the
emergency room to have the CT Scan
completed,

Note: The 1/10/15 report documented the
abscess and pulmonary emboli treated during the
resldent's hospital stay were rosolving, bt the
resident had two new infiltrates in his lungs
indicating a new pnettmenia. The resident was
admifted to the hospital for the treatment of
pneumeonia and sepsis,

2. Resident #6 was admitted to the facilily on
10/22/14, and readmitted on 11/21/14, with

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {45}
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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: DEFICIENCY)
F 309 Continued From page & F 308
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Continued From page 6

diagnoses of acute respiratory failure, pneumonia
unspecified, bipolar, schizophrenia, and diabetes
mellifus type unspecified.

The most recent admission MDS assessment,
dated 10/29/14, documented the resldent;

- was cognitively intact with a BIMS of 14,

- had problams with inaltention and disorganized
thinking,

- required supervision and set up for eating,

- no swallowing problems,

The resident's care plan, dated 10/22/14,
documented:

- "[Resldants' name] has swallowing problems as
well as famillar fremors," The Interventions were:
- "Ali slalf to be informed on [resident's] special
distary and safely needs. Diet is 1800 cal ADA
{American Dietstic Association} puree.” Inltiated
10/22/14.

- "Dlet to {be}followed as prescribed." Initiated
10/22/14.

- “Instruct resident to eat in an upright position, to
eat slowly, and to chew each bite thoroughly.”
Initiated 10/22/14.

- "[Resident name} has been educated about diet
textures and risks of not following the diet order,
[Resldent] may eat foods not on this current diet
texture order if {resident] is supervised by staff."
Initiated 11/07/14,

- "Keep head of hed elevated 45 degress during
meal and thirty minutes afterwards.” [nitiated
10/22/14,

- "Monitor for shorthess of breath, choking,
labored respirations, lung congestion.” Initiated
10/22/14.

- "Provide welghted utensiis as needed for
meals,” Initiated 10/22/14.

- "Refer to Spaech therapist for Swallowing

F 309
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Evaluation.” Inifiated 10/22/14.

The resident was seen by two differant speech

| therapists, who documented:

* Resident will swallow succesive amounts of
any/all solidsfliquids

* Diet to consist of mechanical soft solids and thin
fiquids

* Swallow technique precautions

* Minimal pocketing

A physician's order for 11/26/14 documented:
“Speech therapy to evalfuate] and treat for
dysphagla secondary to recent hospitalizations
for acute respiratory failure.

The 12/19/14 discharge recommendations

included:

Diet/ Liguids:  Solids - Puree Consistencies
Liquids - Nectar Thick Liquids

Strategies: Upright and in dining room for alt

meals

Supervision:  Occasional supervision (DR for

all meals)

The physician's order for 1/15/2016 documented:
SLP clarification order for eval and treal for
dysphagia 3 times weekly for 2 weeks, Patient will
understand risk for aspiration pneumonta
consuming unprescribed consistencies 9/10
trials. The speech therapist evaluation
docurmnented goals of:

Short Term Goals

#1.0  Palient will understand risk of aspirafion
and pneumonia 710 trials,

Long Term Goals

#1.0  Patient will understand risk of aspiration
pneumonia when consuming unprescribed
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“t consistency, large portions, if refuses thickened

Continued From page 8

conslstencies 9/10 trials.

The evaluation further documanted under
OBJECTIVE TESTS/MEASURES &
ADDITIONAL ANALYSIS: Behaviors impacting

Safety: Pt sneaks food and liquid other than thosa |

prescribed.

The 1/23/15 discharge recommandations wete;
Diet/Liquids:  Solids = pureed consistencles
Liguids = Nectar thick liguids
Strategies: Patient will consume prescribed diet
consistencies while In the facility.
Supervision: . Occaslonal supervision (Patient
will remain at risk for aspiration, thersefore, he
should eat in a location in which others are
present.)

The resident's 1/27/15 Physician Orders
documented:

* "Patient to use welghted plates and utensiis and
large portions due to tremor." Ordered 11/21/14.
*"Fortified diet pureed texture, nectar thick

liquids, OK to give glucerna out of can." Ordered
1127F15.

*"Speech therapy to eval and treal." Ordered
11721114,

*"SLP (Speech Language Pathologist)
clarification order for eval and freat for dysphagia
3 timas weekly for 2 weeks, Pt will understand
risk for aspiration pneumonia consuming
unprescribed consistencies 9/10 trials, one time a
day until 1/30/15 23:59." Ordered 1/16/15.

The progress noles wera raviewed from 11/21/14
through 1/27/15. The progress noles failed to
contain informatlon about supervision of the
resident or eating unprascribed consistencias of
food. The resident fell two times in a 5 minute

F 309
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time span on 1/11/15 and was sent to an
emergency room and returned the same day, A
2:42 p.m. progress note documented: "Resident
arrived back to facility at approx 1300 [1:00 p.m.]
Resident diagnoses made by ER-physician was
aspiration pneumonia. Resident also educated
about importance of following physician diet plans
to avold asplration. Resident states
acknowledgement but education is ineffective by
resident continuing to consume thin liquids
against medical advice. Nurse will continue to
educate and monitor for compliance.”

On 1/27/15 at 8:35 a.m., the resident was
observed in the dining room eating breakfast. The
resident had thickened liquids and pureed cereal
and eggs, as well as a weighted spoon to assist
with tremors. The resident was observed
scooping his food to his mouth every 2 to 3
saconds. The resident did not chew but
swallowed, and ate the howl of cereal in less the
2 minutes. No staff were in the area to
encourage the resident to stow down and take
smaller bites.

On 1/27/15 at 12:15 p.m., the resldent was
observed with three glasses containing about
8-ounces of thickened fiulds - water, juice, and
milk - from which he was observed gulping the
fluids with his neck hyperextended get all the fluid
in the glasses. No staff encouraged the resident
to slow down. Staff brought the resident a bow! of
thickened soup and a non-weighted spoon at -
12:30 p.m. The resldent was ohserved o eat lhe
how! of soup and spiil about an sighth of its
contents, He consumed the soup in less then 2
minutes. At 12:45 p.m., the resident recelved a
plate of pureed potatoes, meat, vegeatables and
yogurt. Using the un-weighted spoon, the resident
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proceaded to sat the lunch. He scooped the food
swallowed without chewing until his lunch was
finished In less then 5 minutes. There was no
staff available to encourage the resident to slow
down and chew each bite,
On 1/27/15 at 2:30 p.m., the speech therapist,
DON and ADON ware interviawed about the
observation of the resident at the breakfast and
lunch meals. The speech therapist stated a
Resident Physician made changes fo the
consistency of the resident's dief on 1/22M5.
When the resident's regular physiclan was
contacted on 1/27/15, the diet was changed hack F-369
to pureed. The speach therapist said she
educated staff on food consistency, and noted, 1. Re_f;idem #6 aff_ectcd, facility ensured that
- “Distant supervision Is alright, he aspirates “’Cfghf‘:d é‘Fel"SI'S “’chiﬂm}'ldeld -
. N R W residents dietary care plan for the following
sitenlly, you don't see tt when it happen§(.] When meals.
asked about the speeﬂ at which the resident ate 2. Other residents that require assistive devices
his meals she stated, "He should {slow down} to for meals have the potential 1o b afiected.
decrease his risk of aspiration.” 3. The facility wili provide appropriate
assistive devices to all resident that are care
‘ i planned for such devices during all meals,
The"facﬂlty fa"?éf to: lan "o et slowly and Dietary manger to educate dictary staff on
- follow the residents care P an “lo eat slowly an providing assistive devices per care plan and
chew each bite thoroughiy", putting the resident at as stated on the dietary tray card for all
risk for aspiration pneumonia, meals. Dictary aides to ensurc the
- document supervision and noncompliance with appropriate devices are on the resident’s tray
the diet ’ prior {o serve out. Facility staff was
L . . educated on reviewing resident tray eards
- use the We]ghted utensits so he gets larger prior to serving the resident the meal on
bolus of food which helps him swallow, 2/10/15.
4. Dictary manager to audit the meal tray line
No Further information was provided. staff to ensure apprepriate assistive devices
F 369 | 483.35(g) ASSISTIVE DEVICES - EATING F 369 are placed on the corresponding meal trays
s8=p | EQUIPMENT/UTENSILS prior to serve out as stated on meal lickets.
) : 5 days per week for 2 weeks
The facllity must provide speclal eating equipment 3\,‘11{5)?‘;;“;“?"1‘0{]"5‘2 wecks
and utenslls for residents who need them. Report finding to QA. Audits will begin on
’ 21705,
5. Date of Compliance 3/3/15.
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This REQUIREMENT s not met as evidencead
by:

Based on obsetvation and care plan review, it
was determined the facility failed to ensure 1 of 1
(#6) sampled resident who required assistive
devices at meals receivad the device, This
created the potentlal for harm If the resident had
difficully eating that could lead to welght loss or
other health related jssues. Findings include:

Resident #6 was admilted to the facllily 10/22/14
with dlagnoses of acute respiratory failure, history
of aspiration pnaumonia, schizophrenia, bipolar
disorder, history of selzures and diabetes mellitus
unspecified.

The most recent admission MDS, dated 10/29/14,
documented the resident;

- was coghnitively Intact with a BIMS of 14,

- had problems with Inattention and disorganized
thinking,

- reguired supervision and set-up help for eating.

The resident's physiclan orders documented on
11721714 an order for the resident to "use
waighted plates and utensils and ]arge portions
dus to tremor."

The resident's comprehensive care plan for
"swallowing problems as wsll and familiar
‘fremors,” dated 10/22/14, documented an
intervention of, "Provide weighted utensils as
needed for meals.”

The diet slip from the kilchen abd delivered with
the resident's meals documented, "Built up
handles & divided dish for every meal."
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On 1/27/15 at 12:30 p.m., the resident was
sorved thickened chicken noodle soup with an
un-welghted spoon rather than the weighted
spoon as care planned. At 12:45 p.m., the
resident recoived a plate of pureed food, which
he at with the unweighted soup spoon. The
resident's hand was observed to have fremors as
he tried to feed himself. The resldent spilled
approximatsly a quarter of his meal back onto the
piate and clothing proteclor, and was able to F-514
0,
consume only about 75% of the meal. L. Resident #3 no longer resides in the faeility
so immediate meastires could not be
The administrator and DON were informed of the implemented.
faiture to follow the care plan on 1/27/15 at 3:00 2. Other residents may be affected by a similar
p.m. No further information was provided. , “;fﬁfi‘:ydfv?ﬁ':‘C‘élf’r;iz‘[;fzocumem )
F 514 483-75(”(1) RES F 514 ' resident’s condition in the rcsidcm:s medical
35=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB record as autlined in interpretive guidelines
LE of F-514, IDT will review all progress notes
fram the last 24 hours, any change of
The facility must maintain clinicat records on each conditian; to ensure that the documentation
Ident in accordance with accepted professional provides an accurale record of managing the
reslae : pied p resident’s progress in imaintaining or
standards and practices that are complete; improving functional abilities and mental
accurately documented; readily accessible; and status. Facility staff has been educated on
systematicaily organized, appropriate documentation in all staff’
) meeting held on 2/10/15. DT initiated
. . . - reviewing of progress notes to ensure
The C"”‘Pal refford must Cont?m sufficient documentation, as outlined in £-5id
information to identify the resident; a record of the interpretive guidelines, to show a piclure of
resldenl's assessments; the plan of care and the resident’s progress including response lo
services provided; the results of any treatment, change in condition, and changes
o . ed ~ in treatmeit dulrmg every morning meeling.
pr%adglsgog [?g{genlng conduct by the Stat ' 4, DNS/DNS designee to audit that IDT review
and progres S of clinical documentation cutlined above is
being completed and that appropriate
documentation is maintained in resident’s
This REQUIREMENT is not met as evidenced clinical record.
by: . A 5 days per week for 2 weeks
Based on record review and staff interview, it 3 days per week for 2 wecks
d ined the facllity failed t Weekly for 1 month
was determined the facllity failed to assure Report results to QA. Audits will being on
H 1
residents' medical records were accurate and 21115,
5. Date of compliance 3/3/15.
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tesident care by nol documenting services the

. facility with diagnoses of resolving pneumonia,

Continted From page 13

complete. This was true for 1 of & resldents
reviewed (#3) for medical record accuracy and
completness. The lack of complete and accurate
information had the potential o interfere with

residents did or did not receive and their
response to those services.

Findings included:
On 12/22/14, Resident #3 was admitted lo the
puln}onary abscess and pulmonary emboli.

An incldent repont, dated 1/9/15, documented
Resldent #3 fell that day at 8:00 pm. LN #1
documented the resident's vital signs from 1/9/15
at 8:00 pm to 1/110/15 at 6:00 am on a
Neurological Assessment sheet used by the
facility to monitor residents after falls.

Progress notes for 1/6/15 at 3:54 pm documented
Resident #3 stated he was short of breath, had a
productive cough, pulmonary rales, rhongi,
wheezing and dyspnea, The physician was
notified and new orders were received, LN #1
came on shift at 7:00 pm. and documented the
resident's oxygen levels four times during the
night shift (8:00 pm to 6:00 amj, in addition to
those vital signs taken for the Neurclogical
Assessment. There were no progress notes In
the resident’s record, however, documenting lung
assessments or respiratory status from 8:00 p.m,
on 1/8/16 to 6:00 a.m. 1/10/16. The 1/10/15 day
shift did not address the resident's respiratory
conditlon in the progress notes until 12:29 pm.

Alate Entry by LN #2, dated 1/10/25 af 5:00 p.m.
and 545 p.m, documented, "Sent to ER for CT

F 614
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and to have [ab lab drawn ... sent resident to ER
for CT with contrast and lab draw r/t [ related {o]

resident SO8 - resident left facility with
| transpartation, notifled daughter." This entry did

not document the date and thme for which the
entry was late-antered. The entry also falled to
indicate whether the resident was transported via
ambulance, private vehicle, or facility vehicle.

On 1/27/16 at 2:35 pm, the DON was Interviewed
regarding nursing documentalion of monitoring
and assessment of the resident's changes in
conditlon as well as the failure of late entries o
clearly indicate the time and date the late entry
coversed. The DON stated the facllity nurses had
been reminded to add the date and time of the
event when writing a late entry, The DON
acknowledge LN #1 did not write narratives
regarding the resident's respiratory status on
night shift of 1/8/185, but provided documentation
that the restdent's oxygen level and vital signs
ware mohitored throughout the night,
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C 000, 16.03.02 INITIAL COMMENTS G 000

The following deficiencies were cited during the
complaint survey of your facllty. The survey
team entered the facility on January 26, 2015 and
axited the facility on January 27, 2015.

The surveyors conducting the complaint
investigation were:

Lorraine Hutton RN

Arnold Rosling RN, QIDP

C 886, 02,152 Social Services Program C 698 Refer to F-250 POC

152, SOCIAL SERVICES,

The fagcility shall provide for the
identlfication of the social and
emofional needs of the
patients/residents elther directly or
through arrangements with an outside
resource and shall provide means to
tmeet the needs [dentified. The program
shall be accomplished by: '

This Rule is not met as evidenced by:
Please refer o F250 as it relates to the provision
of social services,

C 784, 02.200,03,b Resident Needs Identified C 784 Refer fo F-309 POC

b. Patient/resident neads shall be
recognized by nursing staff and
nursing services shall be provided to
assure that each patient/resldent
receives care necessary to meet his
total needs. Care shall include, but
Is not limited to:
This Rufe s not met as evidenced by:
Please refer to F 309 as it relates to following
p%sician's orders and care plans.
Pl

EPRESENTATIVE'S SIGNATURE . % TITLE Z (X6} DATE
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C 787 02,200,03,b,iil Fluld/Nutritional Intake c 787
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ill. Adequate fiuid and nutritional '
intake, including provisions ior

sealf-help eating devices as needed;

This Rule Is not met as evidenced by:
Ptease refer to F369 as it relates to assistive
eating devices.

¢ 881 02.203,02 Individual Medical Record C gat Refer to F-514 POC

02. Individual Medical Record. An

individual medical record shall he

mainiained for each admission with all
anlries kept cuirrent, dated and

signed. All records shall be either

lypewritten or recorded legibly in

ink, and shall contain the following:

This Rule is not met as evidenced hy:

Please refer to F 514 as it relates to complete
and accurate medical records,

Bureau of Facliity Standards
STATE FORM . et QSTR11 If continwalion sheet 2 of 2
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Stephen Farnsworth, Administrator
Gateway Transitional Care Center
527 Memorial Drive

Pocatello, ID 83201-4063

Provider #: 135011

Dear Mr. Farnsworth:

On January 27, 2015, an unannounced on-site complaint survey was conducted at Gateway Transitional
Care Center.

During the survey, observations were conducted on January 26, 2015 and January 27, 2015, for a
cumulative of thirteen and three quarters of an hour, '

Residents' Rights information, Grievance Reports, Resident Council minutes, Incident and Accident
Reports, residents' medical records and telephone installation work orders were reviewed for December
1, 2014 through January 27, 2015. In addition, interviews were conducted with the Administrator,
Director of Nursing (DoN), two licensed nursing staff, the Maintenance Director and the Social Worker
with the following results:

The complaint allegations, findings and conclusions are as follows:

Complaint #6821

ALLEGATION #1:

Residents' rights are not upheld.

FINDINGS #1:

During the survey, three residents were interviewed between J anuary 26, 2015 and January 27, 2015.
All three residents stated they felt their rights were respected by the facility. This included the right to
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receive and make phone calls, the right for the resident and/or their authorized family member to review
their medical records and the right to be notified of significant medical changes.

The three residents were asked if staff were available to help them receive telephone calls, make
telephone calls and assure they could do so in privacy. Each of the three residents stated they had no
personal concerns with telephone use and two of them stated they had observed staff assist other
residents receive telephone calls.

Grievance Reports, Incident and Accident Investigations, Resident Council Meeting Minutes and
residents' medical records did not include evidence of residents' rights violations.

For example, two of six records documented the residents were responsible for themselves with no
assigned health care power of attorney (POA). One of the two records documented the resident had
signed a release that authorized her family could be notified of health care changes and healthcare
information. This resident's nurses notes documented the family was notified of a fall on December 22,
2014, and loose dentures in January 2015. ~

The second resident's record did not contain documentation permitting release of health care information
to his family. The resident experienced a fall on January 9, 2015. The January 9, 2015, incident report
documented no observed injuries or complaints of pain following the fall. Per the facility's fall protocol,
the resident was placed on seventy-two hour 1nonitoring of his vital signs and neurological status. The
mcident report documented the physician was notified of the fall on January 9, 2015, but the resident's
family was not. On January 10, 2015, the samne resident was taken to the hospital for a CAT scan of his
lungs and was admitted for pneumomia. Nurses Notes dated January 10, 2015, docwnented the resident's
family was notified of his hospital admission.

During an interview on January 27, 2015, the Director of Nursing agreed the second resident's family
was not notified of the January 9, 2015, fall due to privacy regulations. They were notified of the
resident's admission to the hospital because it was an acute/possibly emergency situation.

HIPPA (Health Care Information Privacy Protection Act) prohibits facilities from releasmg information
to the families of residents who are alert, oriented and determined to be responsible for themselves,
without express consent from the resident.

Review of one resident's medical record documented the resident was admifted to the newly remodeled
rehabilitation unit of the facility in December 2014, At the time of his admission, the resident's record
documented his family requested a working telephone in his room. A work order was submitted but
after 19 days, the family expressed concerns that the resident still did not have a telephone in his room
that was working. )

During an interview with the Administrator and Social Worker in January 27, 2015, the Administrator
stated between December 2014 and January 2015 residents living on the new rehabilitation hall
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experienced difficulties with the phone lines in their room. The residents were able to call out but could
not receive calls into their room. A work order was placed with the telephone provider who was not able
to resolve the issues until mid-January 2015. Between December 2014 and January 2015, both the
social worker and the administrator stated residents received calls at the nurses' station and/or soctal
workers office, if privacy was desired. The administrator stated he received no complaints in December
or January that residents had difficulty receiving or making telephone calls, The social worker stated she
received a call from a family member on January 9, 2015, who was concerned that a telephone was still
not available in a resident's room. Neither federal nor state regulations require thaf a telephone be
available in each resident's room. The regulations do require the facility to provide reasonable access to
a telephone to make/receive calls in privacy.

CONCLUSIONS: ,
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

Residents are not provided with appropriate medical care and services,

FINDINGS #2:

During the investigation, residents were observed and medical records were reviewed; including
physician's orders, nurses' notes, progress notes, therapy notes, weight records, Incident and Accident
investigations, grievance records and hospital admission and discharge records. In addition, nursing

staff, social service staff, administrative staff and a speech therapist were interviewed,

Two of six residents reviewed did not receive appropriate medical care. The facility received a Federal
citation at F309 and a State citation at C784. Please refer to the Federal CMS-2567 report.

CONCLUSIONS:
Substantiated. Federal and State deficiencies related to the allegation are cited.

- ALLEGATION #3:

The facility did not ensure the temperatures in residents' rooms were comfortable.

FINDINGS #3:

During the investigation-of this allegation, random residents located in their rooms throughout the
facility were interviewed, maintenance logs were 1ev1ewed and the Administrator and Maintenance

dlrector were interviewed.

Between January 26, 2015 and January 27, 2015, six residents were asked if their room temperature was
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warm enough during the winter and cooler seasons and cool enough during the summer and warmer
times. The residents were also asked if their room temperature could be adjusted, if needed and if staff
were willing to help with this. Two of the four residents residing on the rehabilitation unit stated they
had only been at the facility since December 2014 and had no concerns with their room temperature.
They stated there had been no need to adjust it. One of the four remaining residents stated the only time
he had concerns with liis room temperature was when the season was changing from cool to warm or
warm to cold. This resident stated staff helped him adjust the thermostat in his room when needed.

On January 27, 2015, the Administrator was interviewed regarding room temperatures. The
Administrator stated that each resident's room had its own thermostat and could casily be adJusted up or .
down. When asked if he had received any reports or complaints that a resident's rooms was too cold or
-too hot and the thermostat could not be adjusted, the Administrator stated that when the newly
remodeled rehabilitation unit reopened in Fall 2015, there were some difficulties with the thermostats in
residents' rooms. The Administrator said the thermostats would freeze at times, when staff tried to
adjust them. This meant that staff need to wait for 15 - 20 minutes before they could successfully adjust
the room's temperature. The maintenance department was involved in looking at the thermostats and
talking to staff about how to adjust them.

On January 27, 2015, the Maintenance Director confirmed that the thermostats worked in all rooms
throughout the facility, but the thermostats on the newly remodeled rehabilitation unit took a while for
staff to become accustomed to them. The Maintenance Director stated he received no coinplaints or
work orders specific to any one room between December 1, 2014 and January 31, 2015.

CONCLUSIONS:
Unsubstantiated. Lack of sufﬁcient evidence.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
Statement of Deficiencies and Plan of Correction forms. No response is necessary to thjs complaint's
findings letter as it will be addressed in the provider's Plan of Correction.

If you have questions, comments or concerns regarding our in%/estigétion, please contact David Scott,
R.N. or Nina Sanderson, L.S.W., Supervisors, Long Terin Care at (208) 334-6626, Option 2. Thank you
for the courtesy and cooperation you and your staff extended to us in the course of our investigation.

Sincergly,

- DAVID SCOTT, R.N., Supervisor
Long Term Care

DS/dmi




