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Caribou Memorial Living Center
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Provider #: 135060

Dear Mr. Smith:

On February 27, 2015, a survey was conducted at Caribou Memorial Living Center by the Idaho
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 actual 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. 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.) Please
provide ONLY ONE completion date for each federal 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 the Form
CMS-2567, Statenzent of Deficiencies and Plan of Correction in the spaces provided and return
the original to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by April 1, 2015. Failure




Jon F. Smith, Administrator
March 19, 2015
Page 2 of 3

to submit an acceptable PoC by April 1, 2015, may result in the imposition of civil monetary
penalties by April 21, 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;

¢ 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;

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

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

o 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. Tf CMS has issued a letter 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 Title 42,
Code of Federal Regulations. ‘

This agency is required to notify CMS Region X of the results of this survey. We are
recommending that CMS impose the following remedy:

Denial of payment for new admissions effective as soon as notice requirements can
be met. [42 CFR §488.417(a)]

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on Angust 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 &



Jon F. Smith, Administrator
March 19, 2015
Page 3 of 3

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 David Scott, R.N. or Nina
Sanderson, L.S.W., Supervisors, Long Term Care, Bureau of Facility Standards, 3232 Elder
Street, PO Box 83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, Option 2, Fax #: (208)
364-1888, with your written credible allegation of compliance. If you choose and so indicate, the
PoC may constitute your allegation of compliance.

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 requived information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:

hitp://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Programs/NursiiigFa
cilities/tabid/434/Default.aspx

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

e BFES Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by April 1, 2015, If your request for informal dispute resolution is
received after April 1, 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 concemns, please contact David Scott, R.N. or Nina Sanderson, L.S.W., Supervisors,
Long Term Care at (208) 334-6626, Option 2.

SM

Nina Sanderson L.S.W, Supervisor
Long Term Care

NS/dmj
Enclosures
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The following deficiencles were ¢ited during the
annual federat recertification survey of your
faciiity.

The surveyors conducling the survey were:
Rebecca Thomas, RN, Team Coordinator, and
Ashley Henscheld, QIDP

The survey team entered the facility on February
23, 2016, and exited on February 27, 2016,

Survey Definitions:

ADL = Aclivitles of Dalily Living

BIMS = Brief Interview for Menta) Status
CAA = Care Area Assessiment

CM = Centimeters

CFO = Chief Financial Offlcer

CHF = Congesfive Heart Failure

CNA = Certifled Nurse Alde

CNO = Chief Nursing Offtcer

HTN = Hypertension

IM = Intramuscular

IP = Infecilon Preventionist

LN = Llcensed Nurse

MAR = Medication Administration Record
MDS = Minimum Data Set assessment
mg = Milligram

ML/mi = Milllliter

NOS = Not otherwise specified

PO = Per Oral

PRN = As Needed

PT = Physical Therapy

PTO = Physiclan Telephone Orders

Q = Every

SW = Social Worker

TAR = Treatment Administration Record
TED = Anti-embolism stockings

LABORATO? DIRECTOR'S OR PROVIDER/SUBPLIER REPRESENTATIVE'S SIGNATURE TTLE / (X6} 0.

I CEO }9\577/;/

Any defigioncy slalement ending wilh an asterisk {*} denoles a deficiency which the institttion may be excused from coitocling providing it Is fiotermindd that
olher sAfeguards provide sufficiant prolection to the patients. {See Instructions.} Except for nursing homes, the findings siated above are dlsclosable 90 days
foltowfng the date of survay whether or not a ptan of corraction is provided. For nursing homes, the above findings and plans of corroction are disclesablo 14
days l‘c»llo\ﬁd’l:]gm‘ihal Idale thase documents are made avallable {o the faclily. if deficlencles aro ciled, an approved plan of correclion I3 requisite to continued
program partlcipation.
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WN = Wound Nurse Corrective Action: The results of the most 411515
F 187 | 483.10(g){1) RIGHT TO SURVEY RESULTS - F 167|  recent survey have been posted on the wall
55=C | READILY ACCESSIBLE at the enltrancs lo the main hallway in the

A resident has the right to examine the resulls of
the most recent survey of the facility conducted by
Federal or State surveyors and any plan of
correction in effect with respect to the facllity.

The facility must make the results available for
examination and must post in a place readily
accessible to resldents and must post a notice of
thelr availability.

This REQUIREMENT s not met as evidenced
by:
Based on observation and resident and staff
Interview, it was determined the facility did not
ensure the resulis of the annual recertification
survey were readlly accessible to residents for
any resident or thelr representative who may want
to review the survey results, including 10 of 10
sampled residents {Residents #1 - 10} and 2 of 8
residents In the group Interview with surveyors,
The findings included:

1. An environmental review was conducted with
tha facility's Maintenance Supervisor on 2/24/15
from 9:30 - 10:38 a.m. When asked about strvey
results, the Maintenance Supervisor obtained a
binder from the nurse's station. The binder
contained the most recent fire, life, safety survey
resuits. The Maintenance Supervisor stated he
placed the most recent fire, life, safely resuits in
the binder. He stated he thought it was where the
survey results for the last annual recertificafion

'fefé_fy%wn-& ConueRsadinln

Long-Term Care unil. They are in a binder

that sets in a wall caddy. A notice of their
availability has been posted above the wall
caddy indicating "Results of Most Recent Statef
Federal Survey®. This binder is accessible

to residents/Family/Staff/Visitors.

Systemic Changes:

1. The CEO will provide education to departmert
managers regarding regulalions on accessibility
and posting of surveys.

2. "Survey Results” were added as an agenda
item for monthly resident council meetings. The;
Social Worker will remind residents during
Resident Council where the survey resuits are
located, and that they have the right to review
them.

Monitering: The CEOQ/designee will conduct
random monitoring 3x per week {o validate
survey resulls are accessible fo residents and
a notice of their availability are posted.

The CEO/designee will report any identified
frends as needed and quarterly/monthly to the
Quality Assurance Performance Commitiee
until a lessor frequency is deemed appropriate
by the commitiee.

§rys 1430 A DY 5
5:;:&%3 [T w‘iLLﬁf?fﬁ"L
w i orthen esid ‘c{ﬁ’%‘
who do pot Aftend
fecicent epuncil.

FORM CMS2667(02-96) Previous Varslons Obsolete

Event 1D;08Z011

Facdtity ID; MDS00110

If continuation sheet Page 2 of 51




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

PRINTED: 03/19/2016
FCRM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

136060

{X2} MULTIPLE CONSTRUCTION

A. BUILDING

B, WING

{X3} DATE SURVEY
COMPLETED

Cc
0212712016

NAME OF PROVIDER OR SUPPLIER

CARIBOU MEMORIAL LIVING CTR

STREET ADDRESS, CiTY, STATE, ZIP CODE
300 SOUTH THIRD WEST
SODA SPRINGS, ID 83276

(%4} 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REQULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X6}
COMPLETION
DATE

F 167

F 225
§8=D

Confinued From page 2

survey were supposed to be kept as well,
however, they were notin the binder,

Additionally, there was a plaque in the hall, near
the entrance, directing readers to the nurse's
station for survey results, The nurse's station
also had a plaque, directing readers to reference
the "above binder” for survey resulls, Howevar,
when the binder was observed It was stored
hehind the counter of the nurse's station.

The CNO was asked about the binder and survey
resulls on 2/24/16 at 10:41 a.m. The CNO stated
the results of the last recerllfication survey should
have been accesslble in the binder. She stated
the results had been in the binder recently and
must have been rermoved.

On 2/24/16 at 11:00 a.m., the CNO showed
surveyors that the last recertification survey
results had been re-printed and filed in the binder,

During a group Interview, on 2/25/15 from 9:05 -
10:05 a.m., 2 of 8 resldents stated they did not
know where the survey binder was located.

During the exit conference on 2/27/16 from 3:47 -
4:03 p.m,, the Administrator was Informed of the
surveyor's findings, The facility offered no further
information.

The facility falled to ensure survey resuils were
readlly accessible to residents.
483.13(c)(1)()-(1li), (c)(2) - (4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facllity must not empioy individuals who have

F 167

F 228
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F 225 | Continued From page 3 F 220 322532‘31?3‘.’5 doceased (1722114 511515
?r?i:tl:afgﬁng %ﬁ:%ﬂ::g;‘samc%un:g[felgwgérot:ava Resident #6 will be reassessed for psychological
% ' . harm, the care ptan will be updated, and the
had a finding entered into the State nurse aide reponsible party and atiending physician will be
regisiry concerning abuse, neglect, mistreatment nolified with any new orders noted as appicable.
g:‘g e?{d%'r‘tts or Tlsaﬁpéopfiﬁgg: Off‘h‘iilgﬁgogeﬂy- Identification of others potentiafly affected:
nepf ! any 1“°‘t‘" eage \ 0 uﬁ‘?‘ o 5; da Residents currently residing in the Living Cenler
&%‘fca?e S:I;ifrl\geas:sfo?rsleerc‘l‘ge oggz nurlsce ;‘I'g: or will be interviewed and assessed as applicable for
signs and symptoms of abuse. Any identified
g:_r}gef::lmty s:"a}:fo tr(i)lllehse State nurse alde registry concerns will be investigated timely and resident
ng a ) protected, care ptan updated, reported to appropn’aie
thorities and responsible d attendi
The facliity must ensure that alf alleged violations ;Ll'jlysiz;n e e 2ol ca;zm and attending
Involving mistrealiment, neglect, or abuss, Systemic Chan g'&, )
Including Injuries of unknown source and ol . .
misap pr%prjia“on of resident property are reported 1. The CEO/designee will be responsible for provid{ng
further education to the Interdiscipli T
immediately to the adminlstrator of the facility and urher education lo the ‘nerciscipinary |eam on
to other officials In accordance with State law policy and procedures related io Abuse Allegation
through established procedures (inciuding to the Invesligation including the required interviews of
f ther residents and staff members not involved
Slate surva ] X N
tat y and certification agency) in the event and protecting the resident(s)
The facllity must have evidence that all alleged immediately upon nofification of alleged abuse.
violations are thoroughly Investigated, and must 2. The CNO/designee will be responsibte for providlng
prevent further potential abuse whil ih e further education to front line staff on the definition
Investigation is in progress of abuse, signs and symptoms, corrective actions
) including reporting requirements and applicable
The resuits of ail Investigations must be reported d°‘;”me”"",“‘l”\‘Na”: core "_""‘""'”9;Il "
to the administrator or his designated ?'l he S°°"‘; or ‘:fr es’g"efl"" °‘;’T “chr"?"df’"‘
representative and to other officiais In accordance in Eme;“ d"[ 10 fs:f] pz’ m"ml, 'egard g | Z‘r
with Stale law (including fo the State survey and :: erstanding °," be abuse p°('i°? an d‘_’”’"f ;’es'
certification agency) within 6 working days of the 'IbecolncemZ w y e ?ddredsse, h"l'[‘)”;fofg y. es‘é tsd
incident, and if the alleged violation s verified :: ¢ logged and reviewed wil as neeqed.
appropriate corrective action must be taken. onitoring: . ,
The CEQ/designee will be responsible for
conducling random reviews 3 times a week of any
alleged allegation of abuse lo validate that the
This REQUIREMENT is not met as evidenced invesiigation was thorough, accurate and
by timely and resident was protected immediately.
Based on policy review, record review and staff Any deficlent practice will be corrected. _
interview, It was determined the facillty failed to The CNOdesignes vl be responsible for conducting
FORM CM$-2687(02-88} Proviovs Verslons Obsclola Event |D: 002011 Facil"ty {D: MDSCO1H1D If confinuation sheet Page 4 of 51 I
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ensure residents were immediately protected and
a thorough Investigation was conducted for all
allegations of abuse, neglect, and mistreatment
for 2 of 4 residents (Residents #6 and #10)
involved In signiflcant incldents. This resulted in
a lack of sufficient Information being available on
which to base corrective action decisions and the
potentiat for on-going abuse prior fo resident
protection. The findings Included, but were not
limited to, the following:

The facility's Abuse Prevention policy, dated
10/26/14, documented staff were to immediately
report any Incident of possible abuse or neglect to
the Charge Nurse, who "will take appropriate
immedtiate action to ensure the safety of ali
residents...All alleged violations will be
investigated thoroughly by the Licensed Social
Worker and/or a designee.”

1. An invesligation, dated 3/25/14, documented
Resident #10 was being bathed by CNA#1 and
CNA#2 when CNA#2 allegedly sprayed Resident

#10 in the face wilh water using the shower wand. | .

However, the Investigation was not thorough, as
follows:

a. The Investigation was composed of a wrilten
statement from each CNA, as well as the typed
results of verbal interviews with the facility's
Soctal Worker.

No documentation of an interview with Resident
#10, or any information related to why Resident
#10 was not interviewed, could be found.

b. The Investigation documented “Administration
determined [CNA#2's] behavior was not
intentional and she could return fo work."

(F-225 continued)

allegaticn of abuse to validate that the event
was reported timely, and documentalion and
care planning are accurate and timely,

Any deficient practice will be corrected.

The CNO/designee will be responsible for
conducting random interviews with frent line
staff to validate understanding of the

definition of abuse and signs and symptoms of
abuse. Any deficient practice will be correcled.
Quiality Assurance and Performance Improvement;
Any identified trends noted from monitoring
events will be reperted to the Quality Assurance
Performance Improvement Commiitee as
needed and monthly until a lessor frequency

is deemed appropriate.

(X4) ID SUMIARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (5
PREFIX (EACH DEFIGIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oAE
DEFICIENCY)
F 226 Continued From page 4 F 225
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Continued From page 6

However, the documentation did not include
Information related to how that conclusion was
reached.

The teport did not document that any staff or
other residents were interviewed or that a review
of data for patterns in similar incldents was
conducted.

When asked about the composition of
“adminisiration," during an interview on 2/24/16
from 1:68 - 2:10 p.m., the Scclal Worker stated
the team Included herself, the Administrator, the
CNO and the former manager. The Social
Worker stated Resident #10 had dementia and
was non-interviewable because she spoke In a
nonsensical manner. She stated there was never
a discussion amongst the adminisirative team to
do further Investigation, :

During an Inferview on 2/26/16 from 8:40 - 10:10
a.m., the former manager stated Resident #10
had severe dementia and was non-interviewable.
The former manager stated CNA #1 and CNA #2
were the only people interviewed because they
were the only ones In the room willy Resident
#10. She stated the administrative team
concluded CNA #2's behavior was not intentional
because CNA#2 statsd it was not.

In an interview on 2/2516 from 1:09 - 1:33 p.m.,
the Administrator stated the investigation ended
with a "he-said, she-sald" situalion. He stated
there was no way to find more Information than
that. When asked if he had talked to other
psople about CNA#2, Resident #10 and/or their
Interactions, he stated he could not remember.

F 226
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The facility falled to ensure the allegation
involving Resident #10 was thoroughly
investigated.

2. An investigation, signed by the Social Worker
on 1/28/16, documanted Resident #8 was in the
corner of the dining room with CNA#3 for
breakfast and the two were not getting along.
Witness statemenfs included allegations of CNA
#3 yelling and "swalling” at Resldent #8, The
incident was reported on 1/21/15 at approximately
11:30 a.m.

The Investigation documented "[CNA#3) was
suspended from her schedulsd shifts throughout
the remainder of the investigation," The
investigation documenied CNA #3 was
Interviewed that day {1/21/16) from 1:35 - 1:45
p.m. No details relatad to the time and date of
CNA #3's suspension were includad In {he
documentation.

On 2/26/15 at 11:15 a.m., the CFO provided
documentation that CNA #3 clocked out at 2:00
p.m. When asked what precautions were put in
place to ensure resident protection from 11:30
a.m. - 2:00 p.m., the CFO stated there were
none. The CFO stated CNA #3 continued
working in the facility, providing care to residents,
from the time the allegation was reporied untii
she clocked out at 2:00 p.m,

The facility failed to ensure residents ware
Immediately protected following an allegation of
abuse,

483.20({d), 483.20(k)}1) DEVELOP
COMPREHENSIVE CARE PLANS

F 225

F279

FORM CMS-2687(02-59) Previous Vorsions Obsolols

EventiD:0RZ014

Facdfity 1D: MDS001110

If conUnvation shest Page 7 of 51




PRINTED: 03/18/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSYTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A DUILDING COMPLETED
C
135080 B. WING 022712018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
300 SQUTH THIRD WEST
CARIBOU MEMORIAL I.JV_ING CTR SODA SPRINGS, ID 83275
%4} ID SUKMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG [DENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENGY) .
F 279 | Continued From page 7 F 279| F-279 4115115
A facility must use the results of the assessment Corrective Actions: ) ,
to develop, review and revise the resident's Resident #2 Cognilive loss, visual function,
comprehensive plan of care. ’ communication, urinary incontinence and
indwelling catheter, falls, nutrition status,
The facllity must develop a comprehensive care dehydrationmuig maintenaqce, pressure ulcer
plan for each resident that includes measurable and psychotropic drug use interventions specific to
objectives and timelables to meet a resident's these areas will be added to care plan as
medical, nursing, and mental and psychosocial applicable. 3 . )
needs that are identified in the comprehensive Resident #3 Cognitive loss, visual funclion,
assessment. communication, urinary incentinence and
indwelling catheter, fails, nutrition status and
The care plan must describe the services that are pressure ulcer interventions specific to these
to be furnished to attain or maintain the resident's areas will be added to the care plan as applicable.
h[ghest practtcable physicall menlaL and Resident #5 Cognilive loss, ADL functionalf
psychosocial well-being as required under rehabititation potential, urinary incontinence and
§483.25; and any services that would otherwise indwelling catheter, falls, nutrifional status, dental
be required under §483.25 but are not provided care, pressure ulcer, pressure ulcer and pain
due to the resident's exercise of rights under inferventions specific to these areas will be added
§483.10, including the right to refuse lreatment to the care pfan as applicable.
under §483.10(b)(4). Resident #7 Cognitive loss/dementia, visual
funclion, communication, urinary incontinence and
indwelling catheter, psychosocial wellbeing, mood
This REQUIREMENT is not met as evidenced state, behavior symptoms, activities, falls, nuiritiong!
by: status, dental care, pressure ulcer, and
Based on record review and staff interview, it psychotropic drug use interventions specific to
was determined the facliity failed to ensure these areas vill be added to the care plan as
comprehensive care plans included interventions applicable.
for 6 of 3 (Residents #s 2, 3, 5, 6, 7 and 10) Resident #10 is deceased (11/22/14)
whose c¢are plans were reviewed, This failure had Resident #1 ldentified care area of communication
the potential for harm if residents did not receive will be added to the care plan as applicable.
the nacessary care to meet their needs. Findings Resident #8 identified care area of dehydration/
Included: fluid maintenance will be added to the care plan
as applicable.
Initial care plans were reviewed, and did not identification of other Residents Potentially Affacted:
include sufficient Interventions, as follows: MDS Care Area Assessment Summaries will be
reviewed for residenis currenily residing in the
1. Resident #2 was admiited to the facifity on with Living Center. Any areas and/or specific
multiple diagnoses including congestive heart interventions identified as missing will be added to
failure, hypertension, generalized paln and the care plan.
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depressive disorder. Systemic Changes:

The resident's 9/24/14 admission MDS and
subsequent Care Area Assessment {CAA)
Summary documented the following care areas
were care planned: cognitive foss, visual
function, communication, urinary incontinence
and indwelling cathefer, falls, nutrition status,
dehydratlorv/fiuld maintenance, pressure ulcer
and psychatropic drug use.

The resident's care plan was reviewed and did
not include Interventions specific to the above
ldentifled care areas.

2, Resldent #3 was admilted to the facilify on
12/1/14 with muitiple diagnoses including
congeslive heart fallure, dementia, hearing loss,
nulrition deficiency and generalized pain.

The resident's 9/18/14 annual MDS and
subsequent Care Area Assassment {CAA)
Summary documented the following care areas
were care plannsd: cognitive loss, visual function,
communication, urinary incontinence and
indwelling cathetar, falls, nutrition status, and
pressure tlcer,

The restdent's care plan was reviewed and did
not include Interventions specific to the above
identified care areas.

3., Resident #5 was admilted to the facility with
multiple diagnoses including pathologlcal fracture
unspegcified site, depressive disorder, bipolar
disorder, chronic pain syndrome, joint pain, and
ostegporosis.

The resident's 8/21/14 admission MDS and

The CNQO/designee will provide further training
to the IDT including the MDS coordinator on the
care ptanning process and the expectation of
having an interdisciplinary approach identifying
areas that require care planning and the need
to individualize approaches of applicable Care
Assessment Areas. The training will also
inciude re-establishing interdisciplinary care
conference on a routine basis o include
resident/responsible party as applicable.
Monitoring: ’

The CNO/designee will review randomiy 3 times
aweek MDS Care Assessment Area summaries
{o validate that the care plan reflects all aspects
addressed and specific interventions as
applicable.

The CNO/designee will participate at a minimum
of monthly in a scheduled/ad hoc 1DT care
conference 1o validate all appropriate team
members including resident/responsible party
are present and care planning has been done
timely and accurately since last review.

Quality Assurance and Performance Improvement:
Any trends identified in the above monitoring
activities will be corrected and reported to the
Quality Assurance and Performance Improveme
Committee as needed and monthly until a lesser,
frequency is deemed appropriate.

=3
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subsequent Care Area Assessment (CAA)
Summary decumented the following care areas
were care planned: cognitive loss, ADL
functionalfrehabilitation potential, urinary
incontinence and indwelling catheter, falls,
nulritional status, dental cara, pressure ulcer,
psychotroplc drug use and pain,

The resident's care plan was reviewed and did
not Include interventions specific to the above
Identified care areas.

4. There ware similar Andings for Resident #7
and Resident #10.

On 2/25/15 at 3:05 p.m,, the CNO said the care
plan interventions were not spacific to the
identifled areas on the care plans,

During the exit conference on 2/27/16 from 3:47 -
4:03 p.m., the Administrator, CNO and Soclal
Worker were informed of the assessment
concerns. However, no further information or
?ocumentauon was provided which resolved the
ssues,

The facllily falled to ensure resldent care plans
included comprehensive, specific interventions
for each assessed need.

5, Resldent #1 was admitted fo the facility on
1/16/15 with multiple diagnoses which included
muscle weakness, pleural effusion and
congestive heatrt faflure,

The resldent's Admission MDS Assessment,
dated 1/21/15, documented in Section V a care
planning declsion for the problem of
Communication. The MDS ccded the resident
had moderately impaired cognition skills with a

FORM CWS-2607(02-00) Previous Verslans Obsolete Event |D; 082611 Fecliy ID: MDS001110 if continualion sheet Page 10 of 51
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BIMS score of 12,

Resident #1's Care Plan {CP) was reviewed.
Although ths reslden{’s Admission MDS Saction V
triggered for the problem of Communication, the
care area was not included In the resident's CP.

On 2/26/15 at 1:20 PM, the CNO was asked
about the Communication CP and stated, "There
is not a care plan,”

8. Resident #6 was admilted to the facility on
10/16/14 with muttiple dlagnoses which included
dementia and, on 12/26/14, was admitted to
hospice with a diagnosis of senile degeneration of

The resident's Admission MDS Assessment,
dated 10/22/14, and Significant Change MDS
Assessment, dated 1/1/15; both documented in
Section V a care planning dsclsion for the
problem of Dehydration/Fluid Maintenance.
Additionally, the MDS assessments coded the
resident was severely cognilively impaired, and
required a mechanically altered diet. The
Admission MDS assessment, dated 10/22{14,
documented the resident required limited
assistance of one pearson for eating but did not
have functional limitation In'range of motion. The
Slgnificant Change MDS assessment, dated
1/1/16, documented the resident required
extensive assistance of one person for eating and
had Impalmment of functional limitation in range of
motion on both sides,

Resident #8's CP was reviewed. The resident's
Admission and Significant Change MDS Section
V triggered for the proklem of Dehydration/Fluid

Mainienance, however, the care area was not

‘MEMO
CARIBOU MEMORIAL LIVING CTR SODA SPRINGS, ID 83276
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Continued From page 11
included In the resident’s CP.

On 2/27115 at 9:40 AM, the CNO and SW ware
informed of the MDS Care Area concerns

and staled they agreed and understood they had
care plan Issites,

On 2127/14 at 3:46 PM, the Adminisirator and
CNO were made aware of (he surveyors
concerns with the care planning process. No
furlher information was provided by the facilily.
483.20(d)(3}, 483.10(k)(2) RIGHT TO
PART{CIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treaiment.

A comprehensive care plan must be developed
wilhin 7 days after the completion of the
comprehenslve assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for {he resident, and other approptiate staff in
disclplines as determined by the resident's needs,
and, to the extent practicable, the parlicipation of
the resident, the resident's family or the resident's
legal representative; and perlodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met &s evidenced
by:

F 270

F 280

F-280

Resident #1 will have any identified skin issues
and related care and treatment added to the

care plan. Identified nutritional needs related

to poor appetite and prevention of weight loss and
or skin breakdown will also be added if currently
applicable.

Resident #4 Removing the excessive tubing from
the 02 as an intervention to reduce further falls
has been added to the care plan.

Resident #6 will be reassessed for current
applicable fall prevention interventions including
increased supervision, use of night light, non-skid
footwear, pressure sensor and 1:1 observalion and
added with a date to the care plan. The care plan
will also be updated to reflect non-pharmacologica
interventions related to Psycholropic drug use and
hospice interventions including when to contact
and frequency of Hospice team member visils.
Resident #8 will be reviewed for current signs and
symploms related to a diagnosis of Chronic
Psychosis. Identified signs and symptoms will be
added to the care plan including the non-
pharmacological interventions currently
implemented.

Resident #9 will be reviewed for current signs and
symptoms related fo a diagnosis of Dementia with-

out behaviors, [dentified signs and symptoms

4/1615
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Based on observation, record review and staff
Interview, it was determined the facllity failed to
ensure resident care plans were reviewed and
revised after there were changes In their status.
This was frue for 5 of & sampled residents (#s
1,4,6,8 and 9). This had the potential to result in
harm should residents not receive the appropriate
care due to lack of direction in the care plan.
Findings included:

1. Resldent #1 was admitted to the facliity on
1/16/16 with multipte diagnoses which included
muscle weakness, pleural effusion and
congestive heart failure.

The resident's Admission MDS Assessment,
dated 1/21/16, documented the resident needed
limited asgsistance with 1 person assist for bed
mobility, transfers, walking In room and corridor,
locomotion on and off the unit, dressing, toilet
use, personal hyglene and bathing.

However, record review of Resident #1's Care
Plan {CP} for Personal Cares, dated 1/16/15,
documented the resident was able to shower with
set-up assistance, and the Fall CP, dated
1/16/15, documented the resident was
independent in her room.

The resident's admission Wound & Skin
Trealment Administration Record, documented
the resident had moisture caused dermatitis on
her coceyx and received treatment. The
resident’s CP for Pressure Ulcers documented
the resldent was at risk for pressure vlcers and
skin breakdown but did not include any
interventions on prevention or that the resident
received {reatment for skin breakdown,
Additionally, record review of the resident's CP for

Nutritional Stafus documented the resident's

will be added to the care plan including the non-
pharmacological interventions currently
implemented.

Identification of other Residents Potentially Affected:

The CNO/designee will establish a base line and
review care plans for the residents currently
residing in the Living Center, to validate care plans|
are up o date with pertinent ¢are information and
specific interventions as applicable.

Systemic Changes:

The CNO/designee will provide furlher training to
the [DT, including the MDS coordinator, on the
care planning process and the expeclation of
having an interdisciplinary approach to identifying
areas that require care planning and the need to
individualize approaches of applicable Care
Assessment Areas as well as any changes

during the resident's stay. The training will also
include re-establishing inler-disciplinary care
conference on a rouline basis to include
resident/responsible party as applicable.
Monitoring:

The CNO/designee will review randomly 3 times

a week MDS Care Assessment Area summaries
1o validate care plan reflects all aspects addressed
and speclfic intervantions as applicable.

The CNO/designee will review randomly 3 times a
week residenis who have had a change in
condition and/or physician telephone orders lo
validate that any changes have been updated
accurately and timely to the care plan.

The CNO/designee will parlicipate at a minimum
of monthly in a scheduled/ad hoc IDT care
conference to validate all appropriate team memb
including resident/responsible party and hospice
staff as applicable are present and care planning
has been done timely and accurately since fast
review.
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Quality Assurance and Performance Improvement:
Any trends identified in the above moniloring
activities will be corrected and reported to the
Quality Assurance and Performance Improvement
Committee as needed and monthly until a lesser

2. Resldent #4 was admitted to the facility on frequency is deemed appropriate.
5/6/07 with multiple diaghoses which Included
selzure diserder and organic mental syndrome,

appetite was poor and did not include any
interventions to help the resident improve her
nutrition for prevention of weight loss or pressure
ulcers.

Resident #4 fell on 12/2/14 as a result of getling
tangled up in the oxygen tubing. Record review of
the Incident Report, for the 12/2 fall, documented
the new intervention o remove excessive length
of oxygen tubing to prevent falls. However, this
Intervention was not found

on the resident's CP for falls,

On 2/25/16 at 3:05 PM, the CNC provided a copy
of a Risk vs. Bengfit for falls for Resident #4,
dated 9/18/08, with care plan interventions which
included to provide 1-2 person assist for
transfers, ambulation and toilet use. It also
included the resident frequently refused help, did
not use his call light and was adamant for his
need of independence. She slated the resklent
chose to be independent when he was In his
room and that nething had changed since 2008.
She stated this plan of care should be reviewed
and revised annually,

3. Resident #6 was admilted to the facility on
10/16/14 with multiple dlagnoses which included
dementia and, on 12/26/14, was admitted to
hospice with a diagnosis of senile degeneration of
the brain,

Resident #8 had multiple falis and {he Fall Care
Plan did not document interventions of increased
supervislon, use of a night light, non-skid
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footwear, pressure sensor, and 1:1 ¢bservation
had been added {o the care plan after each fali.
Additionally, it could not be determined when
interventions were inltiated, updated or revised
after the resident feil.

Record review of the resident's Care Plan for
Psychotropic Drug Use did not Include
non-pharmacological interventions, Additionally,
ihe CP for hosplce was reviewed and
documented Lhe problem of a deterforaling
condition and diagnosis of senlle degeneration of
the brain, but did not document goals or a plan for
coordination of services betwsen the hospice
agency and the facility. The CP did not include
any hospice interventions of when to call hospice
or how often hosplce nurses, CNA's, soctal
worker, or the chaplain would visit.

4. Resldent #8 was admilted to the facllity on
12/18/09 with muliiple diagnoses which included
mild dementia, general deconditioning and
chronic psychosis. |

Record review of the resident’s Care Plan for
Psychotropic Drug Uss, Initiated on 5/20/14,
documented the resident took an antipsycholic
medicatlon for chronic psychosis, however, the

-| care plan did not document what the chronic

psychotic signs and symptoms were ar include
any nan-pharmacologlcal interventions.

Similar resuits found for Resident #9.

On 2/25M5 at 3:05 PM, the CNO stated she
recognized there was a problem with care plan
problern statements, goals, chronological
processes and interventions weare not specific,

Additlonally, she stated the care plans did not

FORM CMS-2507(02-99) Provious Verslons Obsolets

Evont ID:0BZ0{1

Fad¥y iD: MDS00{110

i conlinuatfen sheet Page 16 of 51




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

PRINTED: 03/19/2016
FORM APPROVED
OMB NO. 0938-0351

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

ghts REQUIREMENT is not met as avidenced

¥

Based on record review and staff Interview, it
was delermined the fachity failed to provide
coordinate the plan of care with hospice agencies
in providing care and treatment. This was {rue for
1 of 9 (#6) sampled resldents reviewed for
hospice services. Findings included:

Resident #6 was admiited to the facility on
10/16/14 with multiple diagnoses which included
dementia and, on 12/26/14, was admiited to
hospice with a diagnosis of senlle degeneration of
the brain.

The resident's medical record did not include
documentation that a coordinated plan of care
had been identifled between the facllity and the
hospice agency. No documentation was found
which indlcated what care and services the faclilty

Resident #6 care plan will be updated on what
care and services hospice is providing including
visit frequencies. Pertinent resident information
including assessments will be added to the
resident's medical record.

|dentification of other Residents Potentially Affectel
The CNO/designee will review the medical recordg
including the care plan of residents currently
receiving hospice services to validate that care 1o
be provided and frequency of visits has been adds
to the care plan and pertinent information
including assessments are in place.

Systemic Changes:

1. The CNO/designee will provide furlher educatic
fo the Hospice provider regarding the need to
have collaboration of services including
coordination of services noted on care plan and
pertinent documentation/assessment available in
the medical records of the residents that are
receiving hospice services.

2. The CNO/designee will establish an 10T care
meeting calendar and invite hospice care
providers fo atlend in person or via phone to
participale in updating the care plan as well as
parinering in services to be provided.

Monitoring:

The CNO/designee will monitor 2 times a week,
the medical records of residents receiving

hospice services to validate that the care plan
reflects coordination of care and perlinent
documentation including assessment is maintaine

N
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show they had been reviewed or ravised.
On 2/26/15 at 5:25 PM, the Administrator, CFO
and CNO were made aware of the care plan
concerns. No additional information was provided
by the facility. F.209
F 3001 483.26 PROVIDE CARE/SERVICES FOR F 308 Corrective Actions: 411515
§5=D | HIGHEST WELL BEING :
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would provide and what care and services the in the medical record.
hospice agency would provide. Additionally, no Quality Assurance and Performance lmprovement
documentation was found In the resident's Any trends identified in above monitoring will be
medical record of communication with regard to corrected and reported lo the Quality Assurance
hospice nursing assessments, social worker and Performance Improvement commitlee as
assessments, chaplain or CNAvisits, needed and monthly until a lesser frequency is
: deemed appropriate.
On 212715 at 9:00 AM, the CNO stated the
facllity had a contract with the hosplce agency but
did not have communication between the hosplice
agency and the facliity.
On 2/27M16 at 3:34 PM, the Administrator and
CNO was made aware of the above mentioned
concerns, No further information was provided by
the facllity. F.314
F 314 | 483.26(c) TREATMENT/SVCS TO F 3145 ective Actions:
$8=p | PREVENT/HEAL PRESSURE SORES y 5515

Based on the comprehensive assessment of a
restdent, the facility must ensure that a resident
who enters the facllity without pressure sores
does not develop pressure sores unless the
Individuat's clinfeal cendilion demonstrates that
they were unavoldable; and a resldent having
pressura sores recelves necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

ghis REQUIREMENT 1s not met as evidenced
y:

Based on ohservation, record review and staff
interview, it was determined the facllity falled o
provide the necessary nursing care and services
to prevent the development of pressure ulcers.
This was true for 3 of 9 (#s 2, 3, & 6) sampled
restdents. This failure created the potential for

Resident #3 has Hammerloes which were rubbing
on her socks/shoes. Wound care has assessed and
recommended taking her out of her shoes/socks
and using non-skid slippers. A bed cradle was

also added. Resident will be re-assessed for skin

lissues. Assessments and documentation will be

completed per facility policy. Care plan will be
updated with current assessment information and
applicable interventions. Responsible party and

orders will be noted as applicable.

Resident #2's wound was resolved the day surveyol
arrived at the facility. It was classified as a pressure
ulcer from friction to the heel (believed to be caused
by rubbing on the matiress (per wound care)).

allending physician will be nolified. New Phys1cian'1
r

Interventions in place to prevent a recurrence includg

a compression boot while in bed and skin prep daily
Resident will be reassessed for skin problems.
Assessments and documentalion will be completed
per center policy. Care plan will be updated with cuj
assessment information and applicable

bent
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more than minimal harm when the facllity failed to
implement preventive measures and residents
developed Stage Il pressure ulcers. Findings
Inciude:

1. Resldent #6 was admiited to the facility on
10/16/14 with mulliple diagnoses which included
dementfa and, on 12/26/14, was admitted to
hospice with a diagnosis of senile degeneration of
the brain,

The Significant Change MDS Assessment, dated
1/1/15, documented the resldent was severely
cognitively impalred with 2 BIMS score of 0,
needed extensive assistance of 2 or more
persons for transfers, dressing, toilet use and
personal hygiene. Additionally, the reskdent was
occaslonally inconlinent of urine and was at risk
for pressure ulcers.

A Braden Risk Assessment Report, dated
2/16/15, documented the resident was at high risk
for skin breakdown.

The Pressure Ulcer Care Plan, dated 2/17/15,
documented the resldent was at risk for pressure
ulcers with approaches to observe the resident's
skin when bathing or dressing and to report any
reddened areas to the nurse for assessment and
treatment.

An Incident Report Form, dated 218/16 at 2:00
PM, documented Resident #6's skin stuck to the
toilet seat, resulling In a 1.5 cm x 1.3 cm skin
tear. The RN was notlified and aftempted to put
the skin back In place. The skin tear was dressed
with Baciltracin and covered with a wound
dressing.

interventions, Responsible parly and attending
Physician will be notified. New Physician's orders
will be noted as applicable.

Resident #6's wound was caused from her skin
sticking to the toilet seat and then sliding on the toilg
seat. The wound nurse had assessed and provided
a treatment plan. To prevent further skin probiems,
resident is off-loaded frequently and repositioned.
Skin assessments weekly as scheduled. Resident {
be reassessed for skin problems. Assessments
and documentation wilt be completed per facility
policy. Care plan will be updated with current

assessment information and applicable interventiong.

Responsible pary and attending physiclan will be
notified. New physician orders will be noted as
applicable and the care plan will be updated with
applicable interventions.

Systemic Changes:

1. The wound departmentiwound nurse will review
skin assessments weekly and be responsible for
staging of wounds and development of a freatment
plan with the physician. Wound care will sign off on
all resolved wounds.

2. The CNO/designee will provide further education
to licensed nurses regarding classification,
applicable interventions, and documentation
including assessments and care plans.

3. The CNG/designee will provide furiher education
to nursing staff related to pressure sore prevention.
Monitoring:

The CNO/designse will conduct random record
reviewsfinterviews 3 limes a week 1o validate
accurate classification of wounds, that appropriate
preventive measures have been implemented, as
well as accurate documentation including
assessments and care plans have been
completed.
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AWound Assessment Report (WAR) Quality Assurance and Performance Improvement
electronically signed by the MDS coordinator, Any concerns identified with above monitoring will
dated 2/18/15, documented, “Skin Tear related to be corrected and any trends identified will be
toileting, fragile skin stuck to toilet seat when reported to the Quality Assurance and
being lifted. Area around wound is red but is Performance Improvement committee as needed
blanchable...Edges not well approximaled, all torn and monthiy untit a lesser frequency Is deemed
skin flaps present." Measurements documented - appropriate.
1.50 cm Length (L) x 1.30 crm Width (W) x 0.10
cm Depth (D).

AWAR by LN #4, dated 2/21/15, documented,
"Skin flap is now missing...Starled
muillidexfatgidex with dressing change
(covaderm) q (every] 3 days and PRN unil
resolved." Measurements documented - 1.60 ¢m
Lx1.10cmWx0.10cm D,

On 2/24/15 at 10:15 AM, the surveyor observed
the resident's sacrum/coccyx in the presence of
the Wound Nurse {(WN) who stated this was the
first time she had assessed the' wound. The
wound resembled an upside down fish hook
which did not blanch at the top of the wound but
did blanch on the right side and base of the
wound. Brulsing was noted on the left side of the
wound and the area surrounding the wound was
red and swollen.

The WAR by the WN, dated 2/24/16,
documented, “Upon assessment today, itis being
classifled as a Stage 1/l Pressure Ulcer. Over all
measurement is 5 CM [L] x 3 ¢t [W] with a small
opening In the center measuring 0.5 cm round x
0.1 (Stage li). Blanching is noted along the right
side of the wound up to the top (area Is notably
darker purple, from that area down the left side is
non-blanchable. it appears to have edema
present around wound. We wiil continue to use
the algidex/muitidex on the wound and cover with
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a pink foam sacral dressing and change dally.
Resldent is {o bs lurnedireposilioned every 2
hours. Family was not notifted per thelr stated
request not to be called for issues.,”

On 2127/16 at 8:10 AM, the Wound Nurse stated
the resident's pressure ulcer was due to friction.
She stated the need to offload and reposition the
resident, including having the resident move
every 30 minules. She slated these Interventions
were added to the care plan.

On 2/27/14 at 3:45 PM, the Adminisirator and
CNO were made aware of the concein with
pressure vlcers, No further Information was
provided by ihe faclily.

2. Resident #2 was admitted to the facitity on
9/18/14 with diagnoses which included diabetes
mellitus, type 2 and depression.

Resident #2's admissfon MDS assessment, dated
9/24114, documented Resldent #2 was
occasionally incontinent of urine and bowel and
was at risk for pressure ulcers. The
documentation Indicated Resident #2 did not
have any unhealed pressure ulcers at stage one
or higher at the time of the assessment. The
assessment also documented Resident #2
required extensive assistance with posiiloning,
{ransfers, dressing, toitet use and personal
hygiene. The mast recent MDS assessment,
dated 12/23/14, also documented Resident #2 did
not have unhealed pressure ulcers.
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Braden Risk Assessment Reports, dated 1/31/15,
2112115, 21198/16 and 2/26/15, documented
Resident #2 had a moderate risk for skin
breakdown.

Resident #2's care plan, daled 9/19/14,
dogumented “| am at some risk for pressure
ulcers due to the need to slide alillle as [ transfer
from the silting to standing position.”

The intervention in place was "Please observe my
skin when bathing and dressing me and report
any reddened areas to the nurse for assessment
and treatment as needed.” Additionally, for
transfers the care plan documented "l require one
person to assist me with a gait belt."

An Incident Report Form, dated 1/4/15 and timed
9:00 p.m.,, documented "When putting [Resldent
#2] to bed, CNA's [sic] found a 4.5 cm x 3.5 cm
water filled blister on [(eft] hee)...Adaptic Kerlix put
on for protection [and] padding of heel. Legs
elevated [with) biue pillow to float heels. [Wound
nurse name] to be informed...”

During an observatlon with the facility's wound
nurse on 2127/14 at 8:00 a.m., Resident #2 was
observed laylng in bed, both heels were padded
and elevated on a cushion. The wound nurse
stated the resident had a clear water fluid blister
to the left heel which developed in the facillty, The
wound nurse stated the blister had not bsen care
planned. She unwrapped the heel which was
observed to be healed and without redness,

The facliity failed to Implement sufficlent
preventative care to ensure that Resident #2 did
not devslop a pressure uicer after admission.

F 314
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3. Reslident #3 was admitted to the facility on
6/29/13 with diagnoses which included dementia
and hypertension.

The most recent MDS assessment, dated
1218114, documented Resident #3 was always
Incontinent of urine, frequently Incontinent of
bowel and was at risk for pressure ulcers. The
documentalion indicated Resident #3 did not
have any unhealed pressure ulcers at stage one
or higher at the time of the assessment. The
assessment also documented Resident #3 was
totally dependent with moving throughout the
facllity and bathing and required extensive
asslistance with positioning, transfers, dressing,
ealing, tollet use and personat hyglens.

Braden Risk Assessment Reports, dated 2/6/16,
2/13/15 and 2120115, documented Resident #3
had a moderate risk for skin breakdown,

Resident #3's care plan, dated 6/10/14,
documented “I'm at risk for pressure ulcers and
skin breakdown because | need assislance for
bed mobllily and transfers." The interventions In
place were as foliows:

- "Please asslst me with repositioning at least
every 2 hours."

- "Please asslst me with nutrilion and hydration
and keep my skin as clean and dry as possible."
- “Inspect my skin when bathing or dressing me
and report any Issues to the nurse.”

- " have a gel foam overiay on my bed as well as
a pressure relieving device on my wheelchair."

Resident #3's record documented she developed
a wound on her toe, via a General Notes entry,
dated 1/2/15 and timed 7:56 a.m., which stated
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the facllity's wound nurse was "informed of skin
Issues on coccyx and L second toe."

AWound Assessment Report, dated 2/6/15,
documented Resident #3's left, lhird toe had
"stage 2 partial thickness." The wound measured
0.2 cm long and 0.1 cm wide with no depth.

Another General Notes entry, dated 2/23/15,
doecumented “Apply Enlucira Humifiber drsg
[dressing] to R, L 2nd toes. Right for Proteciion
and Left for Pressure Ulcer pariial thickness.
Change every 10 days as needed."

During an observation with the facility's wound
nurse an 2/27/16 at 9:55 a.m., Resident #3's (eft
second toe Joint was observed lo have a Stage |1
pressure ulcer which was healing without signs
and symptoms of infection. Tha wound nurse
stated Resident #3's pressure ulcer developed in
the facility.

The facility falled to implernent sufficlent
preventative care to ensure that Resident #3 did
not develop & pressure tlcer after admission,

F 323] 483.25(h) FREE OF ACCIDENT F 323} F-323 515115
88=0 | HAZARDS/SUPERVISION/DEVICES Corrective Actions:
Resident #6 will be reassessed for fall risk,

The facifity must ensure that the resident appropriate interventions including use of lap

environment remains as free of accident hazards buddy, and care plan updated. Responsible

as is possible; and each resident recelves party and attending physician notified and new

adequate supervision and assistance devices to orders noted as applicable.

prevent accidents. Resident #4 will be reassessed for fall risk,

appropriate interventions including {ength of 02
tubing, and care plan updated. Responsible party
and attending physician nolified and new orders

noted as applicable.
This REQUIREMENT is not met as evidenced
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Based on record review, staff and resident
interviews, It was determined the facliity falled to
ensure 3 of @ resident's (s 4,8, & 10) were freo
from falls, Resident #4 was harmed when he fell
and needed sulures. Resldent #8 was harmed
when she experienced 21 falis In a 8 week period
of time with injurles which included a laceralion to
the head that required staples, a raised bump fo
the forehead and skin tears, Resident #10
experienced 4 falls when care plan Interventions
were hot followed or revised alter the resident fell.
Additionaliy, the facllity failed to evaluate the
safety of physicial restraints for 1 of 8 residents
{#6). Reskent #6 did nof have a Lap Buddy
safety assessment. Findings included:

1. Resident #6 was admifted to the facility on
10/16/14 with multiple diagnoses which included
dementia and on 12/26/14, was admifted to
hospice with a diagnosis of senile degeneration of
the brain.

The 10/22/14 admission MDS assessment
doctimented the resident was severely cognilively
impaired and needed limited assistance of one
person for transfers, walking in the room,
corrldor, and on and off {he unit,

The 1/1/16 Significant Change assessment
documented the resident was severely cognitively
impaired and needed extensive assistance of 2+
persons for transfers, walking in the room,
corridor and on and off the unit,

The resident's 10/16/14 Fali Risk Assessment
documented the resident as at high risk for falls.

The fall care plan interventions in place prior to
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F 323 | Continued From page 23 E 3243 [Resident #10 Is deceased (11/22/14)
by: Identification of Other Residents Potentially Affected

Current residents will be reassessed for fall risk,
appropriate interventions including safety devices
and care plans updated. Responsible parties

and attending physicians will be notified and

any new orders will be nofed as applicable.
Systemic Changes: The QAPI team has

identified the root cause of falls as

inconsistency in superviston of the IDT, and
Inconsistency in coordinalion of the IDT in relation tg
reviewing falls, defermining root cause and
reviewfupdalting of care plans. The IDT has also
identified that lack of a restorative program has
affected the residents muscle strength and balance,
which has resulted in an increase in falls.

1. The facility is in {he process of re-implementing
a restorative pregram. An ad has been placed

for an RN, who vill have as one of their
responsibilities, oversight of the Restorative
Program. There is currently one Restorative C.N.A.
aiready in place, with four more C.N.A.’s being
added to the pragram. The CNO/Designee will
oversee the implementation of this program.

2. The facility will institute weekly environmentat
rounds fo assess for possible contributing factors

to falls. The IDT will review the results, and appropriate
changes will be implemented as needed. The CNOf
Designee will oversee this process.

3. The CNO will be responsible for providing

further training to Living Center Leadership regarding
fall risk and investigation forms, root cause, timely
and accurate care planning and application of
identified interventions. Training will also

include documentation related to safety device
assessments and consents as applicable.

4. Telephone Orders will be reviewed in morning
team meeting (stand-up meeting) to verify that care
plans are updated with current ordersfireatments
and for early recognilion of change in condition.
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the resident's first fall on 10/28/14 documented to - Any fall will be reviewed in moring meeting to
check on the resident frequently, but did not list dentify root cause, verify thal the care plan was
how often frequently meant. Other interventions peviewed and new interventions added as
included PT avaluation on admit and PRN, applicable and that a fafls risk was updated.
mobiiity alarmAvander afarm, ensure non-skid B- The CNO/designee will be respansibe for
footwear and to keep the environment clean and validaling the quality, that fall risk meetings are
clutter free. nceurming on a regular basis with Interdisciplinary
[Team (IDT) involvement and coordination.
Record raview of Incident Reports (IR) Monitoring: _ .
documented Resident #8 fell six times between The CNO/designee will be responsible for i
10/28/14 to 11/14/14, which resulted in a skin fear andom monitoring 3 times a week of documentation
to the resident's right elbow on 11/9/14. The pelated to fall risk, fall investigation, identification
interventions added to prevent falls documented: Pf root cause, timely and appropriate
*10/28 - Motion sensor installed and night fight in mplementation of interventions and care plans,
room, but was not added to the care plan; [The CNO/designee will also be responsible for
*11/4 - Continued observation, attempt to have Fandom monitoring for documentation including
resident sit with staff as able, but was not added ssessments and consenls related to safely devices
to the care plan; dentified as a fall risk intervention to validate
*11/5 - Have finger foods available, but was not couracy, timeliness and application.
added to the care plan; uality Assurance Performance Improvement:
*11/7 - Close chservation, allow resident to walk he CNO/designee will report findings as needed
by self, which was care planned; nd monthly any identified trends to the Quality
*11/9 - Increased supervision but was not added ssurance and Performance Improvemant
to the care plan; and, ommillee uniil a lessor frequency is deemed
*11/14 - 1/2 hour checks, continue pressure ppropriate.
sensor, point motion sensor at bed, but was not
added to tha care plan,
On 11/14/14 a PT report documented the resident
was not a rehab candidate due to her mental
status and transfers, was able to ambulate preily
well, and was easlly distracted. The resident's
falls were due to her mental status and delusions
rather than physical instability.
Record review of Incident Reports (IR)
documented Resident #6 fell 2 times between
1111614 to 11/17/14 without injury. The
Interventions to prevent falls Included:
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*11/15 - CNA to walk with resident with gait belt,
staff lo walk with resident when able when
resident seems ired, but was not added {o the
care plan; and,

*11/17 - 1:1 observation during the day and
pursie alternate walker without wheels, but was
nol added fo the care plan.

An 11/17/14 Progress Note (PN} by the resident's
physician documented the resident was having
increased problems with falls but no Injuries had
occuired, The physician documented the resident
had a very blank look in her eyes, wanted to walk
without any reason or purpose, was unsteady and
required almost ohe on one care both 11/16 and
11/17. The physician documented, *} understand
that It Is not appropriate to start anti-psychotlcs
for just dementia behavlors but the patient is very
obviously agitated and very ohviously almostin a
delirious type of a stuper, so I think it is well
justified to at least start a light dose and possibly
move this up over the next few days to see if it
wiil help in any way to calm her down and calm
down some of the restlessness, She Is a very
high fall risk." The Plai documented, "One on
one observation whenaver possible.”

Record review of an IR, dated 11/21/14,
documented the resident fell without Injury. The
Interveniions added to prevent falls, documented
15 minute checks inltially after the fall, continue to
observe and keep areas clear of clutter which
were care planned.,

An IR, dated 11/22/14 at 2:50 PM, documentad
the resident was found on the floor in the smail
TV room lying on her back between a recliner and
the brick wall. Blood was noted on the brick wall
and floor due to a laceration to the back of the
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resident's head, The resident was taken to a local
hospital's emergency room for evaluation. The
FSI (Fall Scene Investigation Report), for the
11122114 fall at 2:60 PM, documentead the resident
was confused, tearful and reslless. She was
ambulaling prior {o the fall with no goal in mind,
was alone and unattended. The FSI did not
document the root cause of the fall. The
interventions added to prevent falls was 1:1
observation, which was not added to tha care
plan until 12/3/14, Addiilonal interventions
included Vital Signs/iNeuro checks, which ware
not care planned,

The Emergency Depariment Report, dated
11/22114, documented the resident had a 5.5 cm
varllcal faceration from the crown of her head to
mid-line of the back of the skull. The resident
recelved 5 staples and the report documented
there was some tissue missing at the base of the
incision.

An IR, dated 11/22f14 al 7:50 PM, documented
ihe resident was found lying on the fioor with her
walker on top of her. ACNA witnessed the
resident began to sliffen and lean backwards,
then was on her back, The IR documented in the
description of event, "Resident was placed in a
wheet chair, then kept 1:1 with staff.” In the
follow-up section, the IR documented, "1:1 until
resident appears stable." The 11/22/14 FSI for the
7:50 PM fail did not document a rool cause had
been determined. Additionally, the interventions
added documented, "1:1 with staff,” which were
the same intarventions added after the previous
fall at 2:60 PM, earlier the same day.

A NN, dated 11/23/14 at 12:04 AM, documented

the 2:60 PM fall and the 7:50 PM, where she
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again hit her head on the floor. The NN
documented staples to the head were Intact but
the laceratlon had begun to bieed agaln. The
resldent was assessed, vital signs were taken
and the resident was to have 1:1 supervision,

An 11/28/14 PN by the resident's physician
documented the resident continued to have
problems with falls, was mentally compelled to
walk in spite of heing severely fatigued, and was
not taking her medications well. The PN
documented the resident had become
aggressive, hitling at staff, and got angry when
redirected from walking behaviors.

Record review of IR's documented Resident #8
fell four times between 11/28/14 to 11/29/14
which resulted In a skin tear. The interventions
added to prevent falls documented:

*11/28 -2 falls - One without injury and one with
Injury - a skin tear to the right shin. Interventions
added were lo ensure foot rest was not up unless
staff were with the resident, which was not care
planned; and,

*11/29 - 2 falls without injuries, with interventions
to continue to monitor as much as possible,
which were not care planned, and encourage to
rest when fatigued, which was added to the care
plan on 12/2M4,

On 12/214 the facility obtalned a consent for a
Lap Buddy resiraint device to help Resident #6
with WC posilioning. However, a safely
assessment for the Lap Buddy was nof found.

A 123114 NN documented, "Lap Buddy was
implemented on 12/2714 for positioning ptrposes
when [resident] Is in a wic.”
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The resident's fall care plan documented a
12/2/14 intervention of a Lap Buddy to remind the
rasldent to stay seated a liftle longer.

Record review of the IRs documentad Resident
#6 foll five limes batween 12/3/14 to 12/20/14
with one Injury. The Interventions added to
prevent falls documented;

*12/3 - 2 falls - One fall with Injury - 2 1 cm raised
bump to the forehead when ambulaling in her
room without assistance. The second fall did not
have Injury. Interventions added were to continue
to monttor throughout the night when In bed,
started a new order for Seroquel, an
antipsychotic, at hour of sleep, and assign staff
evary 1/2 hour fo provide 1:1 care 1o resldent. All
Interventions were added to the care plan;

*12/6 - Change motlon sensor to presser sensor
on the bed, which was care planned;

2112 - Contlnue to monitor closely when In bed,
ensure walker Is close by, slipper socks are on
and pressure sensor Is on. All interventions had
been previously care planned. The IR
documented, "Pt [patient] will be gotten up if still
sleeping at this time of day when staff is busy and
can't hear pressure alarms...is currently 1:1
during all D [day]j and E [evening] hours;" and,
*12/20 - Continue to follow along with care plan,
non-gkid socks, bed alarm and 1:1 while awake,
which were previously care planned.

A 12/22/14 PN by the resident's physiclan
documented the physictan had spoken with the
resident's family member who stated the
rasident's delusional behaviors, hallucinatlons
and almost psychosts ran in the family. The family
member thought It was a hereditary-type of illness
since it was from generation to generation, The

phystclan documented the resident refused to
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eat, was losing welght and would pursue hospice
care,

Record review of the IR documented Resident #6
fell on 141/15 without injury. The intervention
added to prevent falls documented the resident
remained a 1:1 observalion during the day and
evening, with close observation during sleeping
hours. These interventions had been previously
care planned.

On 2/28/15 al 3:40 PM, the CNO stated the
resldent had periods of 1:1 observation which
started on 11/17/14, and that the hours varied
until the rgsident calmed down. She stated the
actual interventlon of 1:1 observation started on
1213114, The CNO stated she underslood there
were problems with care plans. When asked
about the Lap Buddy device, the CNO statsd
there was a discussion with nursing at their Stand
Up Mesting regarding the preferred method {o
help remind the resident to stay seated. It was felt
the Lap Buddy would be the bast oplion. The
resident demonstrated that she could remove it
herself. The CNO slated it had been care planned
but the facility did not have a safety assessment,

On 212615 at 4:16 PM, the resident's physician
slated the resldent had a hereditary dementia,
probably organic brain syndrorne. The resident
was very difficult to handle at first, was very
angry, fidgety, hitting people but with the addition
of Seroquel was now able to be in a chair and
had caimed down. The physician stated, "l have
never seen anyone so agitated when they first
arrived and go without sleep.” She stated she
was Involved in the declsion ragarding the Lap
Buddy device but ihat it had not worked.
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0On 2/26/15 at 4:25 PM, the CNO stated, "We did
alot to help this restdentand feel we did not give
ourselves credit in the documeniation, | don't
know what else we could have done. Looking
back, we could have insfiluted continuous 1:1
observation soonaer,” The CNO stated after the
11122 fall, they instituted 1:1 continuously.

The resident was assessed on admission to be a
high fall risk and the fagility failed to consistently
implement interventions to prevent falls and the
resident fell 21 times between 10/28/14 and
1/1116. The facility faited lo care plan
interventions to prevent the resident from falling.
The resident was harmed when she fell and
needed 5 staples to the back of her head and
then fell again the same day. The resident
continued to fall after the intervenfion of
continuous 1:1 supervision, however, it could not
be determined if that was on 11/22/14 or 12/3/14.
Additionally, a [.ap Buddy restraint device was
Inltiated without belng assessed to be safe for this
resident.

2, Resident #4 was admitted to the facility on
56107 with mulliple diagnoses which included
selzure disorder and organic mental syndrome,

The 3/5/14 admission MDS assessment
documented the resident was cognitively intact
and needed extensive assistance of 2+ persons
for bed mobility, transfers, walking in the room,
dressing, and toilet use.

The 12/4/14 quarterly MDS assessment
documented the resident was cognitively intact
and nesded extensive assistance of 1 person for
transfers and walking in the room. However, the

rasident needed limited assistance of 1 person

F 323
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for bed mobillity, dressing and lolleting.

The resident’s 12/12/14 Fall Risk Assessment
documented the resident was at high risk for falls.

The fall care plan interventions, initiated on
7124114, documented the resident was at
oxiremely high risk for falls because of Instability.
The care plan documented the resident needed
to wear a helmet, use a walker and needed the
assistance of one person when walking.

An R, dated 12/2/14 at 6:25 PM, documented
Resident #4 fell in his room as a result of gelting
tangled up In his oxygen tubing. The resident had
a laceralion to the back of his head which was fuil
of blood. He was taken to a local hospital's
emergency room and §lx sutures were applled.
The FSI documented the root cause of the fall
was attributed to the length of the oxygen tubing
with the plan to shorten the tubing in the
resldent's room. Additionally, the resident was
educated to use hls call light and wait for
assistance. However, interventlons to shorlen the
resident's oxygen tubing, re-education of call light
usage or to walt for assistance were not found in
the resident’s care plan,

The Emergency Depariment Report, dated
1212114, documented the resident actually had
two lacerations to the crown of his head. One
faceratlon measured 2.2 cm and the second
laceratlon measured 1.5 cm and needed six
sutures to approximate the lacerations.

On 2/25/15 at 3:05 PM, the CNO provided a copy
of a Risk vs. Benefit for falls for Resident #4,
dated 9/18/08, with care plan Intervenlions which
included to provide 1-2 person assist for
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transfers, ambulaiion and toillet use. 1t
documented the resldent frequenly refused help,
did not use his call light and was adamant for his
need of independanca. Tha CNO stated the
resldent chose fo be independent when he was in
his room and that nothing had changed since
2008, She staled this plan of care should he
reviewed and revised annually,

On 2126115 at 11:15 AM, the CNO stated the
resident fell at the door of his room when he
became {angled up In the oxygen tubing. She
slated since the extra tubing was the root cause
of Resident #4's fall, an intervention should have
heen care planned.

Rasident #4 was harmed when he fell and
needsd medical evaluation and treatment for
jacerallons to his head which Included sutures.
The faciiity falled to care plan interventions to
prevant fulure falls as a result of oxygen tubing
length.

On 2/26/15 at 5:26 PM, the Administrator and
CNO were Informed of lhe above menticned
concerns regarding falls. No further information
was provided by the faciilly.

3. Resident #10 was a 75 year old female
admilted to the faciiity on 6/1/12 and readmitted
to the facillty on 14/10/14. Her dlagnoses
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included dementia and depressive disorder.

Resldent #10's Care Plan, dated 6/15/14,
included a seclion litled Falls which stated "| am
at high risk for falls related to my balanace
problem, history of dizziness and unsteady gait. |
have a significant history of falls due to my abiiity
to still ambulate and transfer myself ... Please
provide supervision and assistance as needed
while Pm ambulating to ensure that | am safe.
Please provide assistance as needed as | walk
between different flooring transitions ... 1 havea
monitor sensor in my room to notify staff when
am up and moving."

A Care Plan Addendum, dated 9/29/14, stated
Resident #10 had "unsteadiness and recent falls
. Many of my falls are because | am always
bending over playing with my pants or socks or
picking up imaginary items off the floor, Please
walch for this behavior and help me as needed to
prevent falls,"

Howaver, Resident #10's record documented
additional falls with no additional revisions {o her
care plan, as follows:

- An Incldent Report Form, dated 11/11/14 at 2:10
p.m., documented staff hear a scream and found
Resldent #10 sitting on the flcor beside the ¢ouch
In her room. The attached Fall Scena
Investigation Report stated the fall was
unwitnessed and no alarm was belng used al the
time of the fall. The Fall Scene [nvestigation
Report staled Resident #10 had been "wilh a staff
membar 1:1 alt day." Resident #10 refused fo lie
down when asked by the stafif "so she was salon
the couch in her room."

F 323
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- An Incident Report Form, dated 11/12/13 at 8:30
p.m., documented Resident #10 was found on
the floor of the dining room. The Fall Scene
Investigation Report stated Resident ##10 was
alone and unaftended at the time of the fall and
that she "needs to be 1:1 when awake for her
own safefy.”

- An Incldent Report Form, daled 11/13/14 at 5;10
p.m., documented Resident #10 was "found lying
on floor In lounge [after] hearing loud cry." The
altachad Fall Scene [nvestigation Report stated
the fall was unwitnessed and no alarm or
preventative assistance was in place at the time
of the fall,

- An Incident Report Form, dated 11/15/14 at 7:15
a.m,, documented a CNA found Resident #10
lying on the floor in the dining room. The
attached Fall Scene Investigation Report stated
Resldent #10 had been trying to get out of bed
earller In the morning and had been “tearful*
when taken to the dining room for breakiast. The
report stated the fali was unwitnessed and no
alarm or preventative assistance was in place at
the time of the fall.

On 2/27/15 from 3:47 - 4:03 p.m., the
Administrator, CNO and Soclal Worker were
informed of the concerns with falls, However, no
further Information or documentation was
provided which resolved the issues.

The facllity falled to take sufficient precautions to
ensure Resldent #10 did not sustain falls,
483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

F 323

F 328
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The facility must ensure that resldents recaive
proper treatment and care for the foliowlng
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or lleostomy care;
Tracheoslomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses,

ghls REQUIREMENT Is not met as evidenced
¥
Based on observation, record review and staff
interviews, It was determined the facility falled to
ansure residents recelved oxygen at the liter flow
ordered by the physiclan and had a physiclan's
order which prescribed the liter flow. This was
frue for 2 of 9 (#s 1 & 4) sampled resldents
reviewed for the proper care and treatment of
oxygen therapy, This deficient pracice crealed
the potential for harm should residents become
anxious, confused and experfence respiratory
distress. Findings included:

Perry & Potter's, Clinical Nursing Skills &
Techniques, 7th Edition, 2010, documented on

p. 269, "Treal oxygen therapy as a
medication...As with any drug, continuously
monitor the desage or concentration of oxygen,
Routinely check the health care provider's orders
to verify that the patient is recelving the
prescribed oxygen concentration. The six rights of
medication administcation also pertain to oxygen
administration.”

1, Resident #4 was admitted to the facility on

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iy PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 328 Continued From page 36 F 328| F-328 5/15/15

Corrective Actions:
Resident #4 pulmonary system will be reassessed

to the responsible panty and attending physician.
New physician orders obtained/clarified and
nofed. Care plan updated as applicable.
Resident #1 pulmonary system will be reassessed
Any pertinent assessment findings will be
reporied 1o the responsible party and at{ending
physician. New physician orders obfained/
clarified and noted and Care plan updated as
applicable.

The CNO/designee will review all residents receivi
02 o validate orders are correct/clarified, 02 is
avallable, and administered per physician orders.
Sysiemic Changes:

1. Telephone Orders will be reviewed in Morning
Meeting {Stand-up meefing) to verify that they are
wrilten correctly and placed on the eTAR correctly
Any corrections 1o orders will be made at this time
2. The CNOQ/designee will provide further educatio
to licensed nurses regarding etements required
when obtaining physician orders for 02
administration.

3. The CNO/designee will provide furlher educatio
to nursing staff on 02 availability, usage review
monitering.

Monitoring:

interviews 3 times a week fo validate appropriate
02 orders, documentation and administration of
02,

Quality Assurance and Performance Improvement

to the Quality Assurance and Performance
Improvement Committee as needed and monthty
until a lesser frequency is deemed appropriate.

Any perlinent assessment findings will be reporied

Identification of other Residents Potentially Affected:

4. The CNO/designee will conduct random reviewd/

Any concerns identified in above monitoring will be
corrected and any identified trends will be reported

g
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5/6/07 with multiple diagnoses which Included
selzure disorder and organic mental syndrome.

The February 2015 Physician's Orders
(recapllulation} documented the following
11/30/12 oxygen order: "Oxygen @ [at] 1-4 Liters
to keep sats > 88% {saturations greater than
88%]."

On 2/25/16 at 10:05 AM, Resident #4 was
observed in the Lounge with a portable oxygen
tank which was emply. The surveyor showed the
emply oxygen tank to LN #5 who acknowledged
the tank was emply. She immediately took the
poriable oxygen tank to refill it. LN #5 checked
the resident's saturations which were at 87% and
then replaced the oxygen nasal cannula tubing on
the resident.

2. Resident #1 was admiiled to the faciltty on
1/15/16 with multiple diagnoses which included
muscle weakness, pleura! effusfon and
congestive heart fallure.

The resident's 1/15/16 Admlssion Orders and
February 2015 Physiclan’s Orders, both
documented, "02 [oxygen) {0 keep > 88 {%]."
However, the medical record did net include an
order for liter flow,

The MARITARS for January and February 2015,
documented {he resident received oxygen liter
flow ranging from 1-3 fiters.

On 2/26/15 at 2:25 PM, the CNO stated the
oxygen order should have been clarified.

On 2/26/15 at 5:25 PM, tha Administrator and
CNO were made aware of the oXygen concerns,

F 328
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No further information was provided by the
facility. 515115
F 329{ 483.25(l) DRUG REGIMEN IS FREE FROM F 320| F-328 _ )
85=D | UNNECESSARY DRUGS Corrective Actions:

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
dupticate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences Which indicate the dose
should be reduced or disconlinued; or any
combinations of the reasons abovs.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary o treat a specific condition
as dlagnosed and documented in the clinical
record; and residenis who use antipsychotic
drugs receive gradua! dose reductions, and
behavioral interventions, unless clinically
conlraindicated, in an effort to discontinue these
drugs,

This REQUIREMENT s not mel as evidenced
by:

Based on record review and staff interview, it
was determined the faciilty failed to ensure 1 of 9
sampled resldents (#4) was free from
unnecassary medications. The facility failed to
provide justification for duplicate therapy and to

Resident #4 will be reviewed for unnecessary
medications and gradual dose reduction by
attending physician. New physician orders will be
noted, consents obtained, responsible party
nolified, behavior monitoring implemented and car
plan updated.

Identification of other Residents Potentially Aﬁectiﬁ:

The CNO/designee will review medication regime
of the residents currently residing in the center fo
validate appropriateness of medication and that
any concerns identified have appropriate

justification documented by the attending physiclar.

The review will also include appropriate and timely
review of medications requiring gradual dosage
attempts per regulations.

Systemic Changes:

1. Telephone Orders will be reviewed at morming n
(Stand-up meeting). Any medication ordered will
be assessed at that time for duplicate therapy.
Correclions and/or necessary documentation by th
physiclan will be made/requested at this time.
2.The CNQ/designee will provide further education|
to licensed staff and IDT regarding unnecessary
medications and required gradual dosage
attempis,

3. The CNQ/designee wilk create and maintain a lo
of all residents on medications requiring GDR,
The log will indicate the medication, dose changes
last GDR done and time for next GDR aitempt.
Monitoring:

The CNO/designee will review Psychofropic
Meeting minutes and or participate in monthly
Psycholropic Meetings to validate residents
receiving psychotropic medications are not

eeting

114

D

raceiving unnecessary drugs/or physician
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justification of usage has been documented in the
record and gradual dose reductions are attempted
timely.

Quality Assurance and Performance Improvement:
Concerns identified in above monitoring will be
corrected and any trends identified will be

ensure gradual dose reduclions for a resident
(#4), who received aniipsychetlc and
antidepressant medication. This praclice placed
residents at risk for unanticipated declines or
newly emerging or worsening symptoms,

Findings Included:

ding reporied to the Quality Assurance and Performance
Rasident #4 was admilted to the facility on 5/6/07 'm‘?“"’f’”e“‘ commilies s needed and momnly
with multiple diagnoses which included seizure untif a lesser frequency is deemed appropriate.

disorder and organic mental syndrome.

The 12/4/14 Quarterly MDS Assessment
documented the resident was cognilively infact,
exhibited signs and symptoms of minimal
depression, and did not exhibit signs or
symptoms of psychosis. Additionally, the resident
received antipsychotic and anlidepressant
medication,

The resident's 2/1/15 Physician's Orders
(recapltulation) documented the following orders:
*Wellbutrin 75 mg Tab One Q (every} Day PO for
tghe dlagnosis of depression, with a start date of
M1
*Colexa 20 mg Tab One Q Day PO for the
diagnosis of depression, wilh a start date of
2/1/15; and,
*Risperidone 1 mg Tab Cne BID PO for the
diagnosis of organic brain syndrome, with a start
date of 10/1/09,

The February 2015 MAR documented the
resident recelved Wellbulrin and Celexa daily,
and Risperidone twice dalily.

Record review of the Psycholropic
interdisciplinary Medlcation Review (PIMR), dated
1/6/156 and 2/2/16, documented the resident had
symptoms of withdrawat from activities of interest,

FORM CMS-2567(02-99) Previous Veisions Obsolele Event JD;0RZo11 Facitity 10; MDS001110 If continualion sheet Page 39 of 51




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

PRINTED: D3/19/2015

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

136060

FORMAPPROVED
OMB NO, 0938-0391
{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BULDING COMPLETED
Cc
B. WING 0212712015

NAME OF PROVIDER OR SUPPLIER
CARIBOU MEMORIAL LIVING CTR

STREET ADDRESS, CITY, STATE, ZIP CODE
300 SOUTH THIRD WEST
SODA SPRINGS, ID 83278

(X4) 1D
PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{%5)
COMPLETION
DATE

F 320

F431
S$8=E

Continued From page 39

had poor sleep habits and requested to keep his
lights off during the day because it bothered his
eyes, No documentation was found in the
resident's medical record for the Justitication of
two antidepressant medications,

The PIMR for 1/5/15 and 2/2/14, documented
Wellbutein, an antidepressant, and Risperidone,
an antipsycholic medication, were managed by
the resident's nevrologist.

The resident's medical record did not include
documentation by the neurologist a graduat dose
reduction (GDR) had been altemptled or
addressed for Welibutrin or Risperidone.

On 2126715 at 11:15 AM, the CNO slated she did
not have Justification for duplicate therapy. She
stated the resident's neurologist would have the
gradual dose reduclion information but she did
not have documentation in the resident’s medical
record.

On 2/26/15 al 5:25 PM, the Administrator and
CNO were made aware of the concerns
regarding unnecessary medications. No further
Information was provided by the facliity.
483.60(b), (d), (e} PRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facllity must employ or obtain the services of
a licensed pharmacisl who sstablishes a system
of records of recelpt and disposition of all
controlled drugs in sufficlent detail to enable an
accurate reconcillation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconclied.

F 329

F 431

F-431

Correclive Aclions:

Resident #2 will be assessed for signs and
symptoms of hypofypergltycemia. Expired
medication has been discarded and replaced
and correctly dated.

Resident #0 will be assessed for signs and
sympioms of hypo/hyperglycemia. Expired
medicalion has been discarded and replaced
and correctly dated.

Resident #11 will be assessed for signs and
symptoms of hypo/yperglycemia. Expired
medication has been discarded and replaced and
correctly dated.
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Drugs and blalogicals used in the facllity must be Resident #12 will be assessed for signs and
labeled in accordance with currently accepted symptoms of hypo/hypergiycemia. Expired
profess]onai pﬁnc[p]es' and Includa the medication has been discarded and replaced and
appropriate accessory and cautionary coriectly dated.
instructions, and the expiration date when Resident #13 will be assessed for signs and
applicable, symptoms of hypo/hyperglycemia. Expired
medication has been discarded and replaced
In accordance with State and Federal laws, the and correclly dated.
facillty must store all drugs and biologtcals in Identification of cther Residents Potentially Affected:
locked compariments under proper temperature The CNO/designee will conduct a sweep of all
controts, arnd permit only authorized personne! to medications and treatmenls to validate correct
have access to the keys_ dating of expirations. Any expired or undated
medications/treatments wilt be discarded and
The facility must provide separalely lacked, replaced.
permanently affixed compartments for storage of Systemic Changes:
controlled drugs listed In Scheduls !l of the The CNO/designea wiill provide further education
Comprehensive Drug Abuse Prevention and to licensed staff and establish a schedule for
Control Act of 1976 and other drugs subject to cart audits 1o check for expired or un-dated
abuse, except when the facifily uses single unit medication/trealments.
package drug distribution systems in which the Monitoring:
quantity stored is minimal and a missing dose can The CNO/designee will conduct random reviews
be readily detected. 3 times a week of medication and treatment carts td
validate medication and treatments are correctly
dated and within expiration date.
Quality Assurance and Performance improvement:
This REQUIREMENT Is not met as evidenced Concerns identified in above moniloring will be
by; corrected and any trends idenfified will be reported
Based on observation, record review, staff to the Quality Assurance and Performance
interview, and review of the manufacturers' label Improvement Committee as needed and monthty
recommendations, it was defermined the facllity until a lesser frequency is deemed appropriate.
failed to ensure medications were disposed of
and not avallable for use after the recommended
expiration dates. This was true for 2 of 10 (#2,
#9) sampled residents and 3 of 3 (#11, #12, #13)
random residents. This deflclent praclice created
the potenttal for harm as the residents would not
receive the full benefit of the medications, should
the medications be administered, after the
recommended expiration dates. Findings
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included:

During the drug storage observation on 2/26/15 at
11:15 a.m., 10 mi vials, which were opened and
available for use, were beyond the 28 day
recommended storage date for the identified
residents as follows:

1, Reslident #2 was admitied to the facility with
multiple dlagnoses including diabetes meliitus.

- Lantus vial approximately 4/4th full. The bottle
contained a smudged and Indistinguishable date.

2, Resldent #98 was admilted fo the facllity with
multiple diagnoses including diabetas mellitus.

- Lantus vial approximately 1/3rd full. There was
no opened date on the box or bottle.

3. Resldent #11 was admitted to the facillty vith
muiliple diagnoses including uncontrolled
diabetes mellilus.
- Lantus vial, approximately 3/4th's full, opsned
1/20/15, 8 days beyond the recommended
discard date; and Novolog vial less than 1/2 full.
gh&re was no opened date on the Novolog box or
otile.

4, Resident #12 was admitted lo the facliity with
multiple diagnoses Including uncontrotled
diabetes mellitus.

- Lantus vial, approximately 1/8th full, opened
1/13/15, 16 days beyond the recommended
discard date,

5. Resident #13 was admilted to the facllity with
multiple diagnoses including uncontrolled
diabetes mellitis and stage lil chronic kldney
disease,

- Humalog vial, approximately 1/8th full, opened
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112115, 16 days beyond the recommended
discard date.
On 2/26/16 at 11:30 a.m., LN #5 staled the above
identified medications should have been
discarded 30 days after opening.
Note; Review of the manufacturer's
recommendations for {ha above identified
medications, revealad the following:
- In-use Humalog Vials Storage and Handling,
"...must be used within 28 days or bg '
discarded...”
- Open (In-Use) Lanlus Vials,
*...0nce...opened...should be discarded 28 days
after the first use even if it still contains
LANTUS.."
-~ Novolog Vials, "...Recommended Storage...after
Inittal use...for up to 28 days..."
On 2/26M1E at 5:26 p.m., the Administrator and
the CNO were Informed of the findings. The
facllity did not provide any addilional information.
F 441] 483.65 INFECTION CONTROL, PREVENT F 441 [ F-441
ss=E | SPREAD, LINENS Corrective Actions:
Resident #1 will be assessed for signs and 4115113
The facility must establish and maintaln an symptoms of infection. Pertinent findings will be
Infection Contral Program designed to provide a reporied lo attending physician, orders noled, care
safe, sanltary and comfortable envirecnment and pfan updated and responsible party notified
to help prevent the development and transmission as applicable,
of disease and infection. Resident #2 will be assessed for signs and
symptoms of infection. Pertinent findings will he
(a) Infection Control Program reported to attending physician, orders noted, care
The facility must establish an Infection Control plan updated and responsible party notified as
Program under which it - applicable.
(1) Investigates, conirols, and prevents Infections Resident #3 will be assessed for signs and
in the facility; symptoms of infection. Pertinent findings will be
{2) Decides what procedures, such as isolation, reported to attending physician, orders noted, care
plan updated and responsible party nolified as applibable.
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should be appiled fo an individual resident; and
(3) Maintains a record of incidents and correclive
actions related to infections.

{b) Preventing Spread of Infection

{1) When the Infection Controt Program
determines that a resident needs isolation to
prevent the spread of Infection, the facility must
Isolate the resident,

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facllity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional pracice.

{c) Linens

Personnel must handle, store, process and
trangport linens so as to prevent the spread of
infection.

This REQUIREMENT s not met as evidenced

Based on review of the facility's Infection Contro!
Policy and Procedures and staff interview, it was
determined the facility failed to ensure the policy
and procedures Included podiatry. This was lrue
for 8 of § {#s 1-9) sample residents and ail
residents who resided in the facllity. This practice
could potentially harm residents by
cross-contamination of bacteria, viruses and
other microorganisms. Findings included:

Review of ihe facility's cusrent Infection Control

Policy and Procedures revealed the policy and
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Resident #4 will be assessed for signs and
symptoms of infection. Pertinent findings will be
reported to attending physician, orders noted,
care plan updated and responsible party notified
as applicable.

Resident #5 will be assessed for signs and
sympioms of infection. Pertinent findings wilt be
reported to attending physician, orders noted,
care plan updated and responsible party notified
as applicable.

Resident #6 will be assessed for signs and
symptoms of infeclion. Pertinent findings wiill be
reported to atiending physician, orders noted,
care plan updated and responsible party notified
as applicable.

Resident #7 will be assessed for signs and
symptoms of infection. Pertinent findings will be
reported to attending physician, orders noted,
care plan updated and responsible parly notified
as applicable.

Resident #8 will be assessed for signs and
symptoms of infection. Perlinent findings will be
reported to alfending physician, orders noted,
care plan updated and responsible party notified
as applicable.

Resident #9 will be assessed for signs and
symptoms of infection, Pertinent findings will be
reported to atlending physiclan, orders noted,
care plan updated and responsible party notilied
as applicable.

identification of other Residents Polentially Affected:
The CNO/designee will conduct a sweep of residen
who received recent (within last 14 days) podiatry
services, for signs and symptoms of infection.
Pertinent findings will be reported to attending
physicians, orders noted, care plans updated and
responsible parties notified as applicable.

w

FCRM CMS-2667(02-99) Previous Varsions Obsolele

Event 1D:0DZ811

Facifty I0: KDS001110

If continuation sheet Page 44 of 61




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

PRINTED: 03/16/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (Xi) PROVIDER/SUPPLIER/CLIA (2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING COMPLETED
C
136080 B. WING 0212712015

NAME OF PROVIDER OR SUPPLIER

CARIBOU MEMORIAL LIVING CTR

STREETADDRESS, CITY, STATE, ZIP CODE
300 SOUTH THIRD WEST
SODA SPRINGS, ID 83276

LE

The facilily must maintain clinical records on each
resident in accordance with accepted professional
standards and praclices that are complete;
accurately documented; readily accessible; and
systematically organized.,

The clinlcal record must contain sufficlent
information to Identify the resident; a record of the
resident's assessments; the plan of care and
services provided, the resulits of any
preadmission screening conducted by the State;
and progress noles.

'tI)'his REQUIREMENT is not met as evidenced
¥:

Based on record review and staff interview, it
was determined the facility failed to ensure
resident clinical records were accurately
maintained. This was true for 1 of 9 (#1) sampled
residents. This practice created the potential for
care declsions to be based on inaccurate data,
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procedures did not include procedures for Systemic Changes: , .
cleaning and disinfecting of podiatry equipment. A disinfecting podialry equipment policy vall be
added to the Living Center Policies and Procedure
On 2/27/15 at 8:15 a.m. during an interview, the and appropriate staff trained. The CNQO/designee
Infection Preventionist reviewed the policy and wili be responsible.
procedures and sald the facility did not include Moniloring: )
the cleaning and disinfecting of podiatry The CNO/designee will conduct random cbservation
equipment in the po!icy and procedures. weekly to validate that podiatry equipment is propefly
sanilized between resident use.
On 2/26/15 at 5:25 p.m., the Administrator and Quality Assurance and Performance Improvement:
the CNO wera informed of the finding. The facility Goncerns {dentified in above monitoring will be
did not provide any additional Information, corrected and any identified trends will be reported
F 514 433‘75(0(1) RES F 614 to the Quality Assurance and Performance
$5=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB Improvement Commiltee as needed and monthly

until a lesser frequency is deemed appropriate.
F-514

Corrective Actions:

Resident #1 will be assessed for signs and
symptoms of teg edema and weeping. Pertinent
findings will be reported to attending physician,
orders noted, care plan updated and responsible
party notified as applicable.

Identificalion of other Residents Potentially Affecteq:
The CNO/designee will conduct a skin sweep

of the resident's currently residing in the Living
Center to validate for appropriate ireatment of leg
edema. Any identified areas will be further assessqd,
responsible party and physician notified, physician
orders noted and care plan updated with appticablef
intervenlions.
Systemic Changes:
1. The CNO will provide further education to licensgd
nurses regarding documentation including
assessments, care plans, and documentation on
{reatment record.

2. Telephone orders will be reviewed in the morning
meeling (Stand-up Meeting). Orders will be reviewgd
for accuracy in how they are written and orders will
be validated on the eMAR/eTAR.

5/15/15
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Findings inciuded:

1. Resident #1 was admitted to the facility with
muitiple diagnoses including CHF, HTN, lower leg
edema, A-fib, hypothyroldism, diabetes mellitus,
pleural effusion, and muscle weakness.

The resident's 1/21/15 admission MDS coded
moderately impaired cognition, no pressure,
venous or arteriai uicers, and the application of
nonsurgicat dressings other than to feet.

The resident's 1116/16 Resldent Care Plan
Included an addendur;

- 22115, Due to 2+ edema and weeping in my
lower legs, the wound care nurse has placed
compression wraps on both of my lower legs to
help bring the swelling down. They will remove
these when the edema has resolved,

The resident's medical record contained the
following orders related to the resident's lower
extremities.

- Admissions Boarding Slip {admission orders) for
TED Hose

- 1M15/16 order for TED Hose see care fracker
documented on the 2/15 Physician's Orders
{recapilulation).

- 1115/16 PTOs, compression wraps to lower
extremitles bilateral prn per wound care,

-~ 2119115 PTOs, discontinue TED hose related to
non-use,

The resident's 2/15 Treatmenl Sheet {TAR)
contained the 1/15/15 order "TED Hose see care
{racker” and an Initialed, handwritten entry "dc'd
[discontinued] 2/19/15." The TAR did not contain
any documentation refated to the use or non-use

of TED Hose or compresslon wraps.

Monitoring:

The CNO{fdesignee will conduct random record
reviews/interviews 3 times a week to validate
accurate documentation of skin assessment,
that appropriate preventive measures have been
implemented, that accurate documentation
including assessments has been

completed, hat care plans have been

updated, and orders are written correclly on the
eMAR/eTAR.

Qualitty Assurance and Performance Improvement
Any concerns identified with above monitoring
will be corrected and any trends identified vall be
reported 1o the Quality Assurance and
Performance Commitlee as needed and monthly
until a lesser frequency is deemed appropriate.
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Raview of the resident's care tracker data
revealed no data related to the resident's use or
non-use of the TED hose or compression wraps.

During an interview on 2/26/M15 at 1:20 p.m., the
Wound Nurse said the resident's usa of TED
Hose and compression wraps was not
documented in the clinlcal record or in Care
Tracker,

On 2/26/15 at 5:25 p.m., the Administrator and
the CNO were Informed of the finding. The facllity
dld not provide any additional information.
483.76(0){1) QAA :
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

Afacllity must malntain a quality assessment and
assurance commilles consisting of the director of
nursing services; a physiclan designated by the
facility: and at least 3 other members of the
facliity's staff.

The quality assessment and assurance
commiltee meets at least quartetly to Identify
issues with respect to which quality assessment
and assurance aclivities are necessary; and
develops and implements appropriate plans of
action to correct identilied qualily deflclencies.

A State or the Secretary may not require
disclosure of the records of such commiliee
except Insofar as such disclosure s related fo the
compliance of such committes with the
requirements of this seglion.

F 614

F 620

F-520

Corrective Actions:

The CEO/designee will re-establish the Quality
Assurance Performance Improvement Committee
{QAPI) expectations 1o identify and resolve systemi
preblems.

ldentification of other Residents Potentially Affected:
All residents are potentially affected

Systemic changes:

The CEO/designee will provide further education to
the QAPI committee on the responsibility and
requirements to identify and resolve systemic
problems. This will include review of pertinent
clinical/operalional systems necessary to provide
quality care to the residents residing in the Living
Center. !dentified trends will be placed on a

four step action plan which will list coneern, goal,
action to be taken, date of completion goal and
responsible party. The four step action plan will be
reviewed as needed in an Ad Hoc QAPI committee
meeling or monthly as applicable and revised until
concern has been satisfactorily resoived.
Monitoring:

The CEO/designee will review and or participate

in the monthty QAPI meeting to validate that

4115115
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Good faith altempls by the commiites to idenlify
and correct quality deficiencies wil not be used as
a basls for sanctions.

This REQUIREMENT is nol met as eviderced
by:
Based on ohservation, record review, staff
interview and a review of the facility's compliance
history, It was determined the facliity's quality
assessinent and assurance committee falled to
take actions that identified and resclved
systematlc problems for 10 of 10 sampled
residents (Residents #1 - #10), with the potential
to affect all residents in the facllity. This failure
resulted in the quality assessment and agsurance
committee providing Insufficient direction and
control over the facllity necessary to ensure
resldents' needs were met. The findings include;

1. The quality assessment and assurance
committee falled to provide sufficien! monitoring
and oversight necessary to achieve and sustain
regulatory compliance, as follows:

a. The facllity was previously ciled at F520 during
the annual recertification survey, dated 10/26/12.

b. Refer to F167 as it relates lo the quaiity
assessment and assurance commillee's failure to
ensure prior survey results were readily
accessible to residents. The facility was
previously cited al F167, scope and severily C,
during the annual recertification survey, dated
7M15A1.

¢. Refer to F225 as [t relates to the quality
assessment and assurance commitlee’s failure to

ensure residents were immediately protecled and

system review frends are sirategically evaluated
and action plans put into place and monitored
routinely to resolve Issues and sustain corrections.
Any deficient practices will be corrected.

Quality Assurance and Performance Improvement:
The above monitoring will cantinue until deemed
appropriate by the CEQ.
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a thorough investigation was completed for all
allegations ot abuse, neglect or mistreatment,
The facllity was previously clted at F225, scope
and severily D, during the annual recerlification
survey, dated 71511.

d. Refer to F280 as It relates to the quality
assgssment and assurance commitlee's fallure to
ensure a care plan was developed for each
resldent for each assessed need. The facility
was previously cited at F280, scope and severily
D, during the annual recertification survey, dated
10/26/12.

f. Refer to F309 as It relates to the quality
assessment and assurance commiliea’s failure 1o
communicate with a resident's hospice provider,
The faciilty was previously cited at F309, scope
and severily D, during the annual recertification
surveys, dated 12/6M3, 10/26/12 and 7/15/11,

g. Refer to F314 as It relates fo the quality
assessment and assurance commiltee's faliure to
ensure resldents did not develop pressure ulcers.
The facility was previously cited at F314, scope
and severlty G, during the annual recertification
survey, dated 7156/11.

h. Refer to F323 as it relates {o the quality
assessment and assurance committee's failure to
ensure all possible precautions were
implemented fo ensure residents did not fali, The
facility was previously cited at F323, scope and
severily G, during the annual recertification
surveys, dated 12/6/13 and 10/26/12, The facllity
was also praviously cited at 7323, scope and
severlly E, during the annual recerlilication
survey, dated 7/16/11.
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i. Reler fo F328 as ii relates to the quality
assessment and assurance committee’s failure to
ensure a resident was provided with oxygen per
physician's orders. The facllity was previously
cited at F328, scope and severity D, during the
annual recertification surveys, dated 12/6/13 and
7H5M11.

j- Refer to F329 as it relates to the the quality
assessment and assurance committee's fallure to
ensure residents were only given medications
with clear indicalions for their use. The facility
was previously cited at F329, scope and severity
D, during the annual recertification surveys, dated
12/6/13 and 10/28/12, The facilily was also
previously cited at F329, scope and severity E,
during the annual recertification survey, dated
M5,

h. Refer ta F431 as it relates fo the quality
assessment and assurance commiltea's failure o
ensure out-dated medications were removed
from the faciiity. The faciiity was previously cited
at F431, scope and severity E, during the annual
recertification survey, dated 7/15/11.

i. Refer to F441 as it relales to the quality
assessment and assurance committee's failure to
ensure policies and procedures for the sanitation
of podiatry equipment were developed and
implemented. The facility was previously cited at
F441, scope and severity E, during the annual
recerlification survey, dated 7/15/11,

j- Refer to F514 as it relates to the quality
assessment and assurance commitlee's failure fo
ensure resident records contained accurate and
comprehensive documeniation. The facility was

previously cited at F514, scope and severily D,
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during the annual recertification sutvays, dated
12/6113 and 7/16/11.

The quality assessment and assurance
committee falled to take actlons that identiffed
and resolved systematic problems.

F 620
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FAX: (208} 364-1888

E-maft: fsb{@dhw.idaho.gov

August 10, 2015

Jon ¥, Smith, Administrator
Caribou Memorial Living Center
300 South Third West

Soda Springs, ID 83276-1559

Provider #: 135060

Dear Mr. Smith:

On February 27, 2015, an unannounced on-site complaint survey was conducted at Caribou
Memorial Living Center. The complaint was investigated in conjunction with the facility's
Recertification and State Licensure survey of February 23, 2015 to February 27, 2015.

The following observations were completed:

The dining and activity rooms were observed for cleanliness and adequate space.

Square footage per person for the activities room and dining room was reviewed by the survey
team. No concerns with adequate space were noted at that time.

The facility's blueprints were reviewed and there were no changes to the two rooms previously
reviewed by surveyors.

During a group interview, residents were interviewed regarding areas used for activities and
dining, and housekeeping staff were interviewed regarding cleaning.

The complaint allegations, findings and conclusions are as follows:
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Complaint #6558

ALLEGATION #1:

The complainant stated food is spilled on the carpet in the dining and activity rooni and spot
cleaning does not keep the carpet clean.

FINDINGS #1:

The dining and activity rooms were observed for cleanliness and adequate space; no concerns
were noted.

The resident group mterview did not identify dirty carpet as a concern, and housekeeping staff
said the carpet in the dining room was cleaned daily.

Based on record reviews and resident interviews, it was determined the allegation could not be
substantiated.

CONCLIUJSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

The complainant stated residents were not provided with sufficient space for activities and
dining.

FINDINGS #2:

Square footage per person for the activities room and dining room were reviewed by the survey
team. No concerns with adequate space were noted at that time.

The facility's blueprints were also reviewed and there were no changes to the two rooms
previously reviewed by surveyors.

Observations were conducted during the survey with no concerns for adequate space for either
activities or dining.

During a group interview, residents stated they had no concerns with the areas used for activities
and dining.

Based on record reviews and resident interviews, it was determined the allegation could not be
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substantiated.

CONCLUSIONS: ,
~ Unsubstantiated. Lack of sufficient evidence.

As none of the allegations were substantiated, no response is necessary. Thank you for the
courtesies and assistance extended to us during our visit.

Since el<
.\ C/D‘&

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

DS/dmj




HEALTH « WELFARE

C.L. "BUTCH® OTTER ~ Govemor TAMARA PRISOCK-—-ADMINISTRATOR
RICHARD M. ARMSTRONG - Director LICENSING & CERTIFICATICN
. DEBBY RANSOM, RN., RH.LT - Chief

BUREAU OF FACILITY STANDARDS
3232 Exder Street

P.0. Box 83720

Boise, idaho 83720-0009
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August 10, 2015

Jon F. Smith, Administrator
Caribou Memorial Living Center
300 South Third West

Soda Springs, ID 83276-1559

Provider #: 135060

Dear Mr. Smith:

On February 27, 2015, an unannounced on-site complaint survey was conducted at Caribou
Memorial Living Center. The complaint was investigated in conjunction with the facility's
Recertification and State Licensure survey of February 23, 2015 to February 27, 2015,

The complaint allegations, {findings and conclusions are as follows:

Complaint #6708

ALLEGATION #1:

The complainant stated residents were not provided with sufficient space for activities and
linirig,

- FINDINGS #1:

Square footage per person for the activities room and diming room was reviewed by the survey
teain. No concerns with adequate space were noted at that time.

Observations conducted during the survey revealed no concerns with adequate space for either
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activities or dining.

During a group interview, residents stated they had no concerns with the areas used for activities
and dining. ' -

The facility's blueprints were reviewed, There were 1no changes to the two rooms previously
reviewed by surveyors.

Based on record reviews and resident interviews, it was determined the allegation could not be
substantiated.

CONCLUSIONS:
Unsubstantiated. T.ack of sufficient evidence.

As none of the allegations were substantiated, no response is necessary. Thank you for the
courtesies and assistance extended to us during our visit,

Sincerely,

h« 2
DAVID SCOTT, R.N., Supervisor
Long Term Care
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