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Dear Mr. Gannon:

On March 25, 2015, we conducted an on-site revisit to verify that your facility had achieved and
maintained compliance. We presumed, based on your allegation of compliance, that your facility
was in substantial compliance as of February 28, 2015. However, based on our on-site revisit
we found that your facility is not in substantial compliance with the following participation
requirements:

F250-Provision of Medically Related Social Service-42 CFR §483.15(g)(1)
F272-Comprehensive Assessments-42 CFR §483.20(b)(1)

¥279-Develop Comprehensive Care Plans-42 CFR §483.20(d), 42 CFR §483.20(k)(1)
F280-Right to Participate Planning Care-Revise CP-42 CFR §483.20(d)(3), 42 CFR
§483.10(k)(2) _

F323-Free of Accident Hazards/Supervision/Devices-42 CFR §483.25(h)

F329-Drug Regimen is Free From Unnecessary Drugs-42 CFR §483.25(1)

F514-Res Records-Complete/Accurate/Accessible-42 CFR §483.75(1)(1)

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567 listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet,
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answer each deficiency and state the date when each will be completed. NOTE: The alteged
compliance date must be after the "Date Survey Completed” (located in field X3.) Please
provide ONLY ONE completion date for each federal and state tag (if applicable) in
column (XS) 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 and State Form (if applicable), Statement of Deficiencies and Plan of Correction in
the spaces provided and return the original(s) to this office.

Your copy of the Post-Certification Revisit Report, Form CMS-2567B, listing deficiencies that
have been corrected is enclosed.

Your Plan of Correction (PoC) for the deficiencies must be submitted by April 22, 2015.
The components of a Plan of Correction, as required by CMS must:

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

o 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;

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

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

If the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved. If CMS has issued a 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 the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form (if applicable).

All references fo federal regulatory requirements contained in this letter are found in 7itle 42,
Code of Federal Regulations.
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As noted in the Bureau of Facility Standards' letter of February 4, 2015, following the survey of
January 16, 2015, we have already made the recommendation to the Centers for Medicare and
Medicaid Services (CMS) for Denial of Payment for New Admissions and termination of the
provider agreement on July 16, 2015, if substantial compliance is not achieved by that time. The
findings of non-coimpliance on March 25, 2015, has resulted in a continuance of the remedy(ies)
previously mentioned to you by the CMS. On February 17, 2015, CMS notified the facility of
the intent to impose the following reinedies:

o DPNA made on or after April 16, 2015.
e A ‘per instance’ civil money penalty of $2000.00.

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

If you believe the 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, Post Office Box 83720, Boise, Idaho, 0009; phone number; (208) 334-6626, Option 2; fax
number: (208} 364-1888, with your written credible allegation of compliance. If you choose and
so indicate, the PoC may constitute your allegation of compliance.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process, You may also contest scope and severity
assessments for deficiencies, which resulted in a finding of SQC or iminediate jeopardy. To be
given such an opportunity, you are required to send your written request and all required
information as directed in Informational Letter #2001-10. Informational Letter #2001-10 can
also be found on the Internet at:

hitp:/fhealthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

Go to the niddle of the page to Information Letters section and click on State and select the
following:

o  BFS Letters (06/30/11}

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 TDR Request Form
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This request must be received by April 22, 2015. If your request for informal dispute resolution
is received after April 22, 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 conecerns, please contact David Scott, R.N. or Nina Sanderson, L.S.W., Supervisors,
Long Term Care at (208) 334-6626, Option 2.

NINA SANDERSON, L.S.W., Supervisor

Long Term Care

NS/dmj
Enclosures
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ORI DU

{FDDO} Preparation and submission of this Plan of
TN Correction does not constitute an admission
or agreement of any kind by the facility of |

{F 000} INITIAL CQMMENTS

:
i
;% Thie following deficienciss were cited dﬁffﬂg the. | the accuracy or truthfulness of any facts
! : revisit for.the-annual fedem[feﬁemfcaﬁon and. aileged or any conclusions set forth in this i
5 complaint 5‘-‘“’3? of your: faciltfy | allegation of deficiencies by the State :
: . Licensing Authority.
Th&ksuwe' ofs: wﬂducﬁﬁg e survey were:. Accordingly, the facllity has drafted this
: Am sling, BN, BSN; QIDP, Team Plan of Correction in accordance with
! Coordinatar - Federal and State Laws which mandate the
| | Lorene Kayser, :LSW, QIDP: submission of a Plan of Correction as a !
‘ condition for participation in the Medicare |
The survey team antered the facﬂity on Margh 23, and Medicald progrars. This Plan of
2015.3nd exited o March 25, 2015, : Correction shall constitute this facility’s
j i crediblie allegation compliance with this
: Survey Definitions: ? section.

{ADLs = clivities. of Daily Living
BIMS < Briaf.Infe for Manital Status:

| |
MG= Mllligram
ML= MilliLiter- :
" PRN/pin'=-As Needed :
| RN = Registered Nurse: ]
| RIT/rt = Related To:

-S0B = ShortofBream .
“TID/ = Three Times Daily : !

Ra it e sl P

. i1141=OneonOn 19

F 260 483:15(g)(3) PROVISION OF MEDICALLY
8=0 REGATED SOCIAL SERVICE”

' Corrective action(s) accomplished for

1 The: facﬂlly must prowde medscallynrefated ‘social’ those residents found to have been affected
-sérvices to attain oF maintain the highest: by the deficient practice:

! practicable physu:al mental. and’ psychosoc:ai

we}l-beang of each resident: ' ;

F 280" F- 250 ‘f/z /
af i

S PR ——

following the date of survay whethar or.not & plan of o ng'- s, th : f !
- dayg following’ the dale'these doqumenls are- made awa:fahse lo lhe faed&y H éeﬁciendes are:ce‘ted sn apgroved pian of cofrecuon lsrequisﬂe to contmued

progmm palﬁcipahon

FORM CMS-2567(02.99) Pravicus Vaveions Obsolate: - Evenl [D:BM2T12: Faﬂlﬂyl{)*MDSﬂOl&ﬁ *  Gontinuation:sheel: Paga Y.of23
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F250, Continued From‘page-1.

i

| This REQUIREMENT s nof et és evidsncsd
Based on staff interview, ;e_cardgrevi ;

iftterven .whenadnégnas" p;qqedure hads to
he deiayed Findings included::

1. Residént #16 was-admitted 1 the faclliti-on

'5/23/15 With diagnoses of chionic. obstrictive
pulmonary disease. (COPD)

The residerit’s fiiost recent quarteriy assessment

"dated - 12/5/14, documented: the vesidenr

- Was cognrtweiy Entact !

& had mild depression; manifested by changes in

energy jevéls and restlessness;

- requsred mmlmal assistance from-stalf for ADL

‘cares;

- dict have: dafﬁcuity breathing with. exemon sitting
at restiand lyingflat;, . - i
received ‘oxygen' conhnuously; and
- dit-not receive. any psychoactive medications,

The. most recent physrc;?n recapitulab_an orders,j

21 71 5} and Lerazep ‘
tablets three times a day'as needed-:(order date‘.-
] 1!18!15}

the facnhty dated 1f19!15 dld nut document any

'F250; F-250 continued..,

]

i
i
£
I

approaches.

ot i 1

form CMS-2567,

Resident # 15 Anxiety care plan intervention
| section revised by the MDS Coordinator or
! LN designee, to include interventions for

i non-pharmacological psychosocial support
i approaches by 04/17/2015.

i By 04/15/2015, The Social Services Director |

provided 1:1 in-services education by the

Administrator or Designee regarding F- 250
with emphasis on the importance of:

L When a Resident diagnostic procedure has
to be delayed by the physician, that
psychosocial changes in Resident (e.g.
anxiety) will be addressed by the Social
Services Director or Designee; that Social
Service Director’s conversation with the

! Resident is documented; and that the
resident’s Anxiety care plan Intervention
Section,” also includes interventions for non-
pharmacological psychosocial support

Identification of other residents having
the same potential to be affected by the
same practice and what corrective
action(s) taken includes the following:

This deficiency is an isolated deficiency as
reflected in the Statement of deficiencies-

FORM CMS-ZEG?(QZ 9‘9} Ptav’ws \% Ohsoieia Even; ID. 8H2T12

ey DSOS

If confiouation shest Page 2 0f23
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'sm*gme&r OF nenc{aumes (Xﬁ PROVIDERISURPLERICLIA p(z) MULTIPLE consmucnon |3y DATE SURVEY
AND PLAN OF CORRECTION (GENTIFICATION NUMBER: A BUNOING L coupnereo
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1 ] {
F:260 | Continued From page 2 - ‘F 250/ F-250 continued...
areas-of mncem Wlih the: resident‘s £5) chosgcjgl However, all residents who have anxiety related

to a delay in a diagnostic procedure by their
physician may have the potential to be affected i
by this deficiency; hence by 04/17/2015all |
current Resident(s) who have a scheduled

j - 1 diagnostic procedure will be reviewed by the
"Listen ta pt’s {paﬁent} Administrator or designee and Director of

ja

concerns & identsfy causes. (ptis:oRen concemed §Nurses or LN designee;

about her 02 sat % {axygen saturation”

percentage} ) Assist pt in resolvmg concems.” - To ensure all current Resident(s) experiencing

psychosocial changes related to a delayed ’

i The resident had-a “Preoperatwe History and- diagnostic procedure by the physician (i.e.
 Physlcal’ compteted on 1212314 which™ anxiety) will be address by the Social Services

documented possible caneer of: Ihe breasL The Director or Designee, that the conversation withi

résident was 1o have a right Breast biopsy ‘and _ the Resident is docurnented, and that the

excision on. 116/16. “Anxiety care plan Intervention Section,”
] inctudes interventions for non-pharmacological |
psychosocial support approaches,

‘{Measures that will be put into place or

systemic changes you will make to ensure
that the deficient practice does not recur
includes the following:

To ensure that the deficient practice does not
recur, starfing on 04/17/2015

- All current Resident(s) who have a scheduled
diagnostic procedure will be reviewed by the
Interdisciplinary Team (IDT) during the
scheduled IDT stand up meeting. Resident(s)
experiencing psychosocial changes related to a :
delayed diagnostic procedure by the physician
(i.e. anxiety) will be addressed by the Social
Services Director or Designee, that the
conversation with the Resident is documented,
and that the “Anxiety care plan Intervention

‘ ' Section,” also inciudes interventions for non-
‘ The physrclan documented the ob;ecbve oo ! pharmacological psychosoc1a1 support

| 'evgluation-of; Shé seéms somewhat sedated, | {aporoaches. _
F ORI CIAS.2567 (02:95) Pravions Versicos Dosoiee.. Evert 1 BRZTZ Focliy D MDSO0ISIE 1 confinuation Shaet Page 30F23.
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;
F 250 Conﬁnueq Fram' page 3.
: presumably from the Ativan. She aisc has some.

The physm;ans assessment was, "The patient

has anxiety which is probably causing =~

hypertensmn Her dyspnea probat;iy rnakmg
i

controilfng henl anx;ety,;‘-;.i :

The Nursing progress notes were reviswed and
documentation revealed:

j 1[161_1_5 evemng. "Bt eleof SGB anx:ety. 02 sat
8t 94%, bp210/120; pt encouraged to deep

* breath and zr_y to galm down. {Physictan arme}

2205 ge

“time. ..
1/1 7!15 at 6:00a:m. "‘Pt‘statesffeeiing much

assrst Fately with ABLs

{with} res....Ressleeping more, Resident triesto-
-tome.dowi'to mesls't yvisitand. :ries fo éat:
5{decreased}';ap itate: sic} today,..
1:4/22/15:at 1330 pim, .. Had” episoda of
{ingreased). anxiely. Ativan-eff..."”

| 1123715 a42:00 p.m. ... Had 1.episode: of
(increased} Anxrety Ativan etf PR

or, BP fechécked 2230 - 186/08. Pt
slgx! anxiety r!lffncrease BIP.,..BIF 148!78 at thss:.

Ativan. Co-gperative with caré"n;Rf_'; needs more’

trauble with her heanng She was: not dyspiic,.." |

{ingreas’ed} nxfe'ty;managed with Ativan and1 1'

| ‘F 250{F-250 continued... ;

-{ changes related to a delayed diagnostic %

How the corrective action(s) will be
monitored to ensure the deficient practice
will not recur:

Monitoring will be done through:

The Administrator or designee and the Director;
of Nurses or LN designee will review at least
three (3) Residents with diagnostic procedures
delayed by the physician to ensure;

- Resident(s) experiencing psychosocial i

procedure by the physician (i.e. anxiety) will be
-address by the Social Services Director or
Designee, that conversation with the Resident
i is documented, and that “Anxiety care plan
Intervention Section,” includes interventions
for non-pharmacological psychosocial support
! approaches.

3
H

Monitoring will start on 04/20/2015
This will be done weekly x 4, :
then q 2 weeks x 4, then monthly x 3.

; The Administrator or designee and the Director,

i of Nurses or LN designee will present to the
quarterly QA&A Commifiee meeting any

findings and/or corrective actions taken.

Compliance, continuation/discontinuation of
monitoring will be discussed during the QA&A
! Committee quarterly meeting,

L -t st ecppesoains < e vty

FORM cms-zssmz-sswram Vc—fs#onsobao!-e{e T EyentID:BHETIR .

7 Failty 1D MDS001635

" Wcontniration sheet Pagé 40123
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a0 SU&WARYSTA‘!EMENTGFDEF{CIENCEES : _,::m . ' PROVIDE&SPLAMOF CORRECTION LR
“PREFIX (EAGH DEFICIENGY MUST BE PRECEDEDBY FULL: | PREFIX: {EACH CORREGTIVE ACTION'SHOULD BE COMPLETOR
TaG REGULATORY OR LSG IDENTIFYING INFORMATION) i TAG: GROSS-REFEREggFED Eg T%EAPPROPR!ATE DATE
. _ ._g' . - :}
F 250 Continved Fiom pége: 4 ‘ . F250;
There were:no en:fip_g; ima scmal sgwiees
pian _
approaches to the anset of the resident's anxtety J
on 3124115 at ;35 5, m;;the soglal worker stated
¢ $he: talked With-the: resfdent atthe. time regardmg
her increasad anxiety; but did not. v
documentation-of that Interaction. The:social
worker was.not able to.descrive which; ifany,.
interventions-the. facﬁlty had. putél_n place when the.
/ resxdent‘s surgery was de!ayed trref than
antiz
involvement with:psychoactive msd _cations
On. 3124715 at 9:50 AM, thie fagility was infermed
. of th abo ef ndings. No:additional information
F 272 483.20(03) COMPREHENSIVE | F272iF-272 /
$5D| ASSESSMENTS ; o] 15
‘ Corrective action(s) accomplished for }
those residents found to have been ;
! affected by the deficient practice: :
f 1 Resident # 17 is no longer a Resident in the
facility.
Identification of other residents having the
same potential to be affected by the same
least the fo!!o#nug  practice and what corrective action(s)
taken includes the following:
 Identification’ and demographic Infarmation; aren iclites the Tollowing

: Customary routine;

i
i

FORM c,u&zss?(oz 99) Pm‘fws \‘a’ﬁons Dbsoie!.e

Eugnd (0:8H2TI2;

Faciity ID;MDS001635
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F272 Contmued From page 5 F 272 F-272 continued...
Cagtiltive. patierns; This deficiency is an isolated deficiency as |
Communication; reflected in the Statement of deficiencies-form |
Vision; CMS-2567.
Mood and behavior patterfis; However, by 04/17/2015 to address residents
P 5¥°h°$°°'a‘ we!l—bemg, iwho may have the potential to be affected by
ithis deficiency; all cwrrent Residents with
triggered areas in the comprehensive MDS will |
be reviewed by the Director of Nurses or LN |
designee to ensure that the “Care Area
3 - Assessment (CAA) includes further
! ACW@ purs}ili ‘assessment(s) of the triggers or gives direction
Medications;- d d as to where additional assessment information
Specfal tmaiments and procad "res could be located in the record.
/ Dt?scharge potenﬁa!
Documentation of summary information: regardmg . .
‘Measures that will be put into place or
?{E:S g:ﬂm;é:sée&smép? gﬁfg?:’oeﬂ; en ﬁ:&ﬁ; systemic changes you will make to ensure
Data & etg(gMDS} in d P that the deficient practice does not recur
Documeritation of participation in assessiment. | includes the following:
i
{ To ensure that the deficient practice does not
; E'recur;
i { . Although the MDS Coordinator had formal
% ! MDS training, by 04/15/2015, the MDS
i Coordinator will be provided 1:1 in-service
g;' Is REQUIREMENT is ot met a8 @videncad education by the Director of Nurses or LN
‘Based oi recard review and siaff interview; the ; designee on F-272 with emphasis on the
: lle : { importance of the “Care Area Assessment
{ (CAA) to mclude further assessment(s) of the
i tr1ggers or gives direction as to where
g additional assessment information could be
: located in the record.
. f
planmng'ﬂndnngs nclode: { ;
i CMS‘ Resident Assessment Instrument Version %
3,0 Manual CH4::CAA Process and Care’ g
FORM cmszsmowa; Previous Versions Obsolete Bemimanzriz ‘Facifty 1 HADS001835" " ifcontinuatloni shest Page 6'0f23-
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' Us!ng the resutts- of .the assessment can help the

mciudmg symptom: re!sef-and;pammanagemen()

Planning May. 2013.Page4-14 documents the
pmcess‘and sfeps for camplelmg aCAA: as

follows.

what MDS item caustd; e CAA oibe trigg' ed,
THis s alsg _opportumiy {oconsider dny:issues”
andfor conditions thet may contribute fothe ™
triggered condition, but aré not necessadly »
caplured in. MDS' data. ‘Review of CAAs helps-

. staff lo decide.if.care plan intervention Is: _
naceSSary -and what types -of intervention: may be.

appropnate.

:Use the information gathered thus-farto make a
otle . ‘

“Step 2 Analyms :.of Tnggered CAAs: Rewew a

{ - Starting on 04/17/2015 all scheduled
completed Comprehensive MDS Care Areas
Assessment (CAA) Documentation notes will
be reviewed by the Interdisciplinary Team
(IDT) during the scheduled IDT stand up
meetings to ensure that the “Care Area

- 1 Assessment (CAA) includes further
-assessment(s) of the triggers or gives direction
as to where additional assessment information
could be located in the record.

How the corrective action(s) will be
monitored to ensure the deficient practice
will not recur:

Monitoring will be done through:

' The Administrator or designee and the DNS
or LN designee will review at least three (3)
completed Comprehensive MDS Care Areas
Assessment (CAA) documentation notes to
ensure that areas triggered include further
assessment(s) of the triggers or gives direction
as to where additional assessment information
1 could be located in the record.

Monitoring will start on 04/20/2015
This will be done weekly x 4,
then q 2 weeks x 4, then monthly x 3.

| The Administrator or designee and the DNS
or LN designee will present to the quarterly
QA&A Committee meeting any findings
and/or corrective actions taken.

Compliance, continuation/discontinuation of
t monitoring will be discussed during the
{ QA&A Commiittee quarterly meeting,

i

j

i

§
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| problem statement that: cleaﬂy identifies the:
siwation, Trying to care hi f‘cqmplamt

‘mgy lead to ?ﬂau:rpr<:pn:«.1tva1 irrelgvant or-

prob!emattc intervenuons woo

Reszdent #17 was adrmtted on 2125!15 with )
diagnoses that included type: 2 dtabetes ‘sepsis:
and atna! fi bniiaﬁon C

Fhe 311/16 admission MDS documented the. |
resident had.a BIMS.score of 13'and required }
extensive of one staff for fransfers (3/2): The CAA
- Summary form; dated:3/10715; réferred to. CAA
Bocumentahon}_N "s,:fcr Commumcat{on_. ADL

i When interviewed on'3/24/16 at 2:00 PM, the :
MQS.’ nqtsg,__.tggegi_g_‘ Stifl: had more folearn

£:279 483.50(d), 43.20(k)(1) DEVELOP | F279F2m 4o
‘820 COMPREHENSIVE GARE PLANS ,f 2013

Corrective action(s) accomplished for
those residents found to have been

fac‘ lrty 'mUSt use'the msu‘ Flegossment affected by the deficient practice:

: ] ] N e Topllia i
! comprehenswe plan’ of eare ;
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F279; Conhnued Fram: pagg 8 £:2791F-279 continued.., 1
The facliity. must develop & compreiensive care: On 03/25/2015, Resident # 18’s “risk for fall” |
plan for each resxdent inciud&s easurabie care plan was revised by the MDS Coordinator
bl ' . to reflect the use of a mechanical lift (hoyer
lift) for transfer.
Tdentification of other residents having the

s : same potential to be affected by the same
practice and what corrective action(s) taken
The care-plarr must describe the services that are includes the following;

to-be furnished-to-attain/or maintainthe resment’s

highest practicable physical, menfal; and This deficiency is an isolated deficiency as

psychosocial well- being ‘a8 required under reflected in the Statement of deficiencies-form
3.28; and:any services that wouid othetwise , CMS-2567.

However, all residents who use a mechamcal ;
' indet _ 1ift (hoyer lift Yfor transfer may have the
§4$ 10 ;ncludmg the ﬂght to. reﬁ.:se treatment potential to be affected by this deficiency; !
under. §483 10(b)(4) B hence by 04/17/2015 all Resident(s) who use a |
; mechanical lift (hoyer lift )for transfer, will |
have their fall risk care plan reviewed by the |
Tf'lls REQUIREMENT is ot met:as evidented: 1 Director of Nurses or LN designee to ensure
the particular Resident(s) fali risk care plan
reflects the use of a mechanical lift (hoyer lift)-
for transfer.

Measures that will be put into place or

| systemic changes you will make to ensure
tbat the deficient practice does not recur
includes the following:

To ensure that the deficient practice does not
recur, sfarting on 04/17/2015, the Therapy !
Director or Therapist designee will provide the
MDS Coordinator or LN designee a list of new
Residents who use a mechanical lift (hoyer
ilift) for transfer, to ensure that the particular
iResident(s) fall risk care plan reflects the use

P
b

The resxdent’s admission MDS assessment; .
dated 3/1/135, documented: {he rasident requvred fofa mechanical Iift (hoyer 1ift) for transfer.
: extenswe assistance of tw’o staff.for tfansfers

How the corrective action(s) will be
monitored to ensure the deficient practice
w;ll not recur:

- The res;dent’s admission care: pfan, dated
2116/16; documented the: res:demreqwed e

FORMQMS zasnoase;vremvmwm.e EvetivERzRZ Fadﬁmt}mosomess ©T T T continuatlon:sheet Page 9 of 23 -
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F '279j Gontinued From page § “F'270] F-279 continued...
, resldent exten tv_e ‘ssistancg of twostafffor- | Monitoring will be done through:
: t‘“aNSfef S, _Th care ( AUg Sl The Administrator or designee and the DNS or
b LN designee will review at least three (3)
res:dent Wﬂh .tf .nsﬁﬂs Residents who use a mechanical lift (hoyer lift
. Yfor transfer, to ensure that the particular ]
An IncxdentlAcc:dent reportdated, 3/10/15, Resident(s) fall risk care plan reflects the use |
described an Incldent invalving | ' of a mechanical §ift (hoyer lift) for transfer.
wheslchair being tipped over when's
UanSfe"Ed Iheiresident _WIth___, L Hoyel _{mechamcal) | Monitoring will start on 04/20/2015
Hift. ' This will be done weekly x 4,
| On 3124152t 3:00 PM the DON confimed.a__ ; then q 2 weeks x 4, then monthly x 3. z
| Hoyer lift-was-needed to-assist the resident with ¢ ¢
transfers:and: stated she would getiback to the. The Administrator or designee and the DNS or| i
, LN designee will present to the quarterly ¢
surveyor, No further information was: provided. .. | QA&A Commitiee meeting any findings and/of
{F 280} 483.20(d)(3), 483 100k)(2): RIGHTTO. . {F288}. o rective actions taken. i
sssg PARTICIPATE: PLANNING CARE-REVISE CP- ST ;
The. fési dent has the nght u f.'i.l 8.5, 54 dju dg od Compliance, continuation/discontinuation of ]
monitoring will be discussed during the QA& A}
incompetent or olherwise found to be. Committes quarterly meeting. ;
incapacitated urdef the 3 | quartery ‘
participate in planning:car an treatment’or’ F- 280 _
Changes In care and treatment. Corrective action(s) accomplished for these 4{ 1—‘3’ s
g s residents found to have been affected by the
p!an must,be eveioped deficient practice:
: Res. #16, was interviewed by the Administrator
iand Social Services Director on 4/8/2015, and
based upon the conversation, Resident # 16
tagreed to have a room change.
. A follow up interview was done by the Social :
Services Director to ensure that Resident # 16 i 1s
_ currently comfortable with the noise level of
) ' ‘Ther roommates TV at night in her new room
and revxsed by ateam. éf quahﬂed persons after and Resident # 16 did not voice any further
“gach assessment. concemn with noise in her new room, therefore
Resident # 16 care plan for sleep concems with ;
i ! regards to prior room mate watching TV loudly
I I T S satﬂght\.‘.'asresolvedon4;’13/2015
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, i Res. # 15, currently has a new roommate that, |
* i according to interview by the Social Services
This' REQUIREMENT s not mét'as evideticed. : Director, neither new roommate nor family are !
by:. , o bothered by Resident # 15 noise level of i
-Based on record review aﬂd-staff andresident watching TV at night, although by 04/17/2015,
: Resident #15°s care plan was updated to
include that she likes watching TV at night, the
use of TV head phones at night, and/or how
staff will intervene if the TV volume affects the
new roommate’s ability to sleep throngh the

night,
iIdentiﬁcatinn of ather residents having the

At1 2*20 PM on 3123!15 2 resident who chose to: same potential to be affected by the same
remain: anonymoas‘ reporied toihe surveyor that- ; practice and what corrective action(s) taken
Resident #16'was having: dﬁﬁcuily steepingat ! includes the following: .
mg?vtl ?\e%iusei her.r g}omergate s TVwas oftentett. This deficiency is an isolated deficiency as
ory with the-volume turn up reflected in the Statement of deficiencies-form

CMS-2567.

l;ig?gg}gaﬁ asst?:geen:;o; 5 es;ﬁie\:;tlﬁﬁl However, all Residents who have roommates |
intact with a B’llb'ls score of 15 ognitvey i may have the potential to be affected by this
n " : deficiency. Hence by 04/17/2015, the

55.PMo N 3023/15, j Administrator or designee and the Social
el 1 Services Director or designee will do an
unannounced observation during the night;

- To ensure that Residents who are in *“shared
rooms,” are comfortable with the sound level
of their roommates TV.

- To ensure that Residents who are in “shared
rooms,” with roommates that watch TV during
i the night are care planned (both residents) to
i address interventions for sleep concerns
related to TV volume,

Whih lntérviewed at 1:55.PM 5.
Residenti#‘ls conﬁrm d that. Reslden__ ,1§was

Measures that will be put into place or

' Eg f;'b ot fo systemic changes you will make to ensure
i Wﬂu‘:l get #185 T old that the deficient practice does not recur
! Residen Woukd go mcludes the followmg
aﬂ ‘night with thy

'FORM ChiS-2567(G2-95) Provioss Versne Qosoata, TEvedti0:BHZTY2 Faa‘:-fyiD'MQSOG!aas o if continvallon sheet Page 11:0F23
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| -{F 280} Continued From page 11
‘ #16's Plap'of Care‘did not addrass any'sleep.
‘goncerns.

Resment#’tﬁ wasiadmrtted on. 5:’23!14 with-

1
4

tHe TV. being ieft ot at mgh!" the. avalfabtlity of

i ‘Head phones 6r how staff-was o intervene if the
TV voltime affected the roommale s &b [luy o
sleep through the night,

‘Documentation regardmg how th:s concem was'
‘addressed or resalved was not found in either -
 resident's record.

| Wheninterviewed on 3124115 at'9:15 AM both the
social worker and-DON-ackriowledoed an
awareness of thi {ssue in the pastbut thought it
Had bean resolved as Résident #15 used:
‘headphones‘at. night.

T

At 3 oo PM onards. the admfmstrator was

- {F.323} 483.25(h) | FREE OF ACCIDENT
-§8=D HMARDS/SUPERVIS{ON/DEVECES

| The facility must énsure that the résident
environmant remains as:free of agcident hazards ;

i

H

{F-323}

{F 280}| F-280 continued..,

A root cause analysis was done by the

Administrator and DNS. Therefore to ensure

i that the deficient practice does not recur,

starting on 04/17/2015 a systemic measure will

; be put into place - an unannounced observation]

{ will be performed bi- weekly (at night) by the :

i Administrator or designee; H

f-To ensure that Residents who are in “shared

{ rooms,” are comfortable with the sound level -

; of their rooinmates TV at night.

2 To ensure that Residents who are in “shared
rooms,” with roommates that watch TV during
i the night are care planned (both residents)to

i address interventions for sleep concerns reIatedx

1 to TV volume. |

How the corrective action(s) will be
monitored to ensure the deficient practice
will not recur:

Monitoring will be done through:

The Director of Nursing or LN designee will
-do an observation (night) at least three (3)
Residents who are in “shared room(s);

- To ensure that Resident who are in “shared
rooms,” are comfortable with the sound level
of their roommates TV at night,

i To ensure that Residents who are in “shared
rooms * with roommates that watch TV during
the night are care planned (both residents) to
address interventions for sleep concerns related
to TV volume,

Monitoring will start on (4/20/2015, :
This will be done weekly x 4,
then q 2 weeks x 4, then monthly x 3.
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-{j’:ﬁ,szg} , i {nga} F-280 continued...
i ~ !'The Director of Nursing or LN designee will
_ present to the quarterly QA&A Committee
..prevenf acczdents, , g meeting any findings and/or corrective actions
- taken,

Compliance, continuation/discontinuation of
monitoring will be discussed during the

f'é‘h:s REQUIREMENT is not met as:evidenced QA&A Committee quarterly meeting. a

oy

Baseéd o récord revisw.and staff interview, it F-323 thf2e [1s
wa& determined the fac;i!ty faﬂed to im temem - Carrective action(s) accomplished for those

Interventions lo prévent falls, This was.true' of k!
‘'of 2 residents sampled for-fails: (# : ailing t¢
‘engure theresident's’ oxygen: (02) tubmg was
properly placed prior lo assisting herito.th

| bathroom created the patenhai fori m;ury Fmdings

! residents found to have been affected by the
deflcient practice:

: Res. #17 is no longer a resident of the facility.
i
i Identification of other residents having the

Include: ; same potential to be affected by the same
Resident #17 was admlttad o o 5115“”“1 practice and what corrective action(s) taken
diagnoses that included type 2 diabetes; seps | inciudes the following:

C- D'ﬁ anid atrial forikation;. This deficiency is an isolated deficiency as

reflected in the Statement of deficiencies-form ;
CMS-2567, although to address all Residents
that may have the potential to be affected by
this deficiency; ,
i - By 04/17/2015, Residents who are a high risk
i for falls (that are assisted with ambulation and
transfer) that use oxygen, will have their fall -}
risk care plan reviewed by the Administrator or
: designee and Director of Nurses or LN i
designee, to make certain that the intervention
: section includes the need to ensure appropriate
: placement of the O2 tubing when assisting the
i | Resident with ambulation and transfers.

g

staff for’uansfe:s (312): Fall Risk
dated, 2125, 314 and

represents the residént is at high-risk for falls.
: | Measures that will be put into place or
The resident‘s 3f16!15 Plan Df Cate’for faﬂs i systemic changes you will make to ensure
, ' : that the deficient practice does not recur
includes the follawmg

FORM CHIS: 2ssvmsgymmversmom EveetiOBHITZ FacklyIDiMDSGO1835 |fcontinuation sheel Page 13723
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{F 323} Continued: Fro_mfpage 13 N ‘ {F 323) F-323 continued...

A root cause analysis was done by the
Administrator and DNS. Therefore to ensure
that the deficient practice does not recur, a
isystemic measure will be put into place:

&l ] - Starting on 04/17/2015, Residents who are
qun{aneou-s fracture econdary high risk for fails (that are assisted with
of degenerative joint “included an ambulation and transfer) with new orders for
Intenrent;on fo Staft tO h ndle with cau _ oxygen will have their fali risk care plan
ce an reviewed by the Interdisciplinary Team (IDT) -
or their designee during their scheduled stand
up meeting, to ensure that the intervention
section includes the appropriate placement of
the O2 tubing when assisting the Resident with
ambulation and transfers.

How the correetive actlon(s) will be §

monitored to ensure the deficient practice

will not recur;

| cor . {Monitoring will be done through:
resuIt Of the faﬂ !mmediate i nterventions. inmated i+ The Administrator or designee and Director of

To Prevent.Reocurrance were documented s Nurses or LN designee will do visual review

“oroper:transférfing.” inital interventions were sampling of three (3) current Residents that are
identified. as; “Make [BH:} 02 cordis sutof the :high risk for falls (who are assisted with

way. . {ambulation and transfer) and who use oxygen,

to ensure that the care plan intervention section
includes the appropriate placement of the 02
tubing when assisting the Resident with
{ambulation and transfers.

assisting the résident
documented “Re ¢

{Monitoring will start on 04/20/2015.
This will be done weekly x 4,
then q 2 weeks x 4, then monthly x 3.

The facility Administrator or designee and ,
Director of Nurses or LN designee will submit !"
to the QA&A Committee any findings and/or
cotrective actions taken during the quarterly
K _ Q{11608 A&A Commiftee Meeting,
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TAG REGULATORY QR LSC IOENTIFYING INFORMATION) - TAG g cnossaﬁraﬂmggg Ergc T:%e APPROPRIATE: | OA1
(F323} =(':-“;':)riﬁr“lueti From page 14 {F 323}§F-323 continued... 'a
' méchine, Statéd her back hiiiif;] dot vitalsand sat ! '
Compli tinuation/discontinuation of |
herin: wfc[vmeescnalrl ai[sic] then.to bed[Tgot | m‘;’;’}t’o‘fm“;“’\ vfﬁ%em(;lias;zsse 3533;’1[11‘;“;;03 " %Al
ho{ paCk fﬂr her z tComrmttee quarterly meeting. ;
When asked aboutthe 9/18/15fall snd what | ]
inierven ions ‘nad seen put-int piace.as a result | !
‘
The faclity failed to ensure the resident‘s safely
during-transfer-and ambulation through promotion !
of an environment that was safe:and ¢latter free. L
{F 329} | 483,25().DRUG:REGIMEN IS EREE FROM {F 320} |F-329 ] 4{% I .
880 UNNECESSARY DRUGS Corrective action(s) accomplished for those
{ Each resident's: dfug regimen must- bedfree from ;?&‘:;'::f;‘:::t‘;c:: have been affected by the
gnnece}.‘ssaw d:!uigs An unnetéessea%c;r;fg{:s any: Resident #2 - On 03/23/2015 the physician
rug when used in excessive dose (i 9. declined the GDR recommendation for the

duplicate'therapy); or for excessive duration; or

¢
without adequate monitoring; or without ‘adequate {Trazodone.

‘%Resident #15 - On 04/13/2015, The Social i
Services Director met with the Resident to “
ensure that her anxiety was addressed, that
aside from her pharmacological
Intervention the non-pharmacological
psychosocial support approaches are also
effective.

Resident #15 - On 04/14/2015, Resident
Iphysician was contacted by the Director of
aNurses to clarify the indication for Zoloft, as
iper clarification by the physician the indication

' §‘for Zolott is panic disorder(anxiety related to
comm;gdmated;- m an effo;t.jo'{ﬁsconunua these ipanic disorder). During the conversation with
drugs; ithe physician, a telephone order was also given
by the physician to dtscontmue the ativan,

[FORM GMS-2567(02.00) Rigvious Velsions Obsdiets. ~  EventiDiBM2¥iz Facﬁmm,:osomess C . continuation sheswage 160123
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!

}

. 1: Reside nt#2 'as_admmed to me facmly 11/4;14 :

i7fﬁ$*§&ﬂl !?}zti t@‘&h;qqt & night On 3,

This REQUIREMENT: is:not met as avidenced:
by:
Based q_n‘ reeord rewew and sta’h‘ 1 "mew, it

anudepressan! and
| a resident; and faile:
| teamy (iDT)process ev;ew reSIdents Who were !
| recgiving psychoactive medications.

This was trug for 2 of 3:sample regidents (#2 &
15) reviewed for psychoactive medications. The
deficienct practice had the: potential forharmyif
reszdents Ware. oversmedicatéd.or. mappropriately -
medicated. Findmgs inclide;

STATEMENT OF DEFIGIENCIES (X1} PROVIDERISUPPLIERIGLIA: (X2} Mumme consraucﬂoy (%3) DATE SURVEY
ANDFLAHOFGQRRECT@N TDENTIFICATION NUMBER: - A BUILBING: ‘ COMPLETED
LT B P R-C
R D T N -135138~ . :B-'—W.‘NG 0342512016
NAME OF PROVIOER OR SUPPLIER.
QU!NN MEABOWS REHABIL!TATIOH &CAREGENTER PGCATELLO ID 83202' o
(xs : - sumv STATEMENI‘OF DEFICIP.NCIES m _PROVIDER'S PLAN or—‘ceaﬂecncm _ P e
Xt (EACH DEFICIENCY MUSY.BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE - COMPLERON
1-,5{3, i REGULATORY oR: LSC IDENTIFVNG INFORMATION) TAG! GROSS-REFEREN&E}&E?&T%EAPPROPRMTE one
,{F_-;329):—§ Continued From page 15 ) {F-328)} F-329 continued...

;By 04/17/2015, the Administrator or designee
{will provide in-service education to the Social !
Services Director, Activity Director, and
Dietary Manager regarding F-329 with
emphasis on importance of attending the
Psychotropic behavior cominittee meeting,

Identification of other residents having the
same potential to be affected by the same
practice and what corrective action(s) taken
includes the following: !

This deficiency is an isolated deficiency as
reflected in the Statement of deficiencies-form.
CMS-2567. Although, this deficiency has the
potential to iinpact any resident receiving
psychotropic medication, hence by
04/17/2015 the Administrator or designee and
Director of Nursing or LN designee sent the
copies of the most recent Pharmacist
Consuitant GDR requests, and/or copies of the
most recent Psychotropic Behavior

. Committee meeting minute(s) to the
Resident(s) physician, and also placed in the
Resident(s) medical record.

‘Measures that will be put into place or
systemic changes you will make to ensure
i that the deficient practice does not recur
: includes the following:

A root cause analysis was done by the
Administrator and DNS, Therefore to ensure
that the deficient practice does not recur, a
systemic measure to be put into place will be a
! * GDR checklist,” formulated on 04/17/2015

¢ by the Administrator or designee that the
Psychotropic Behavior Committee or their
designee could use during their scheduled
GDR meeting to ensure that;

FORM CMS- zsa?(oz 50} Previous Versions Obsolate™
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R-C
435136 . . |BWING. —— , 0312552015
meoﬂnommoﬁfsuﬁmsaj T e T T smﬁamnnaess crw s‘rma ZlPCODE
. _ R 1033 WEST GUINN ROAD
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/ ' ' MMARY-STATEMENT OF DEFIC NCJES b . PROVIDER'S Pmnorcoaﬂecnou b .
P"g‘gé& ‘ (EAGSr?oEchlEhszcv MUST BE' FRECEDEQ BY.FULL, . PREFIX 1 (EACH CORRECTIVEAGTION SHOULD BE | .cgg:%agm
TAG -REGULATORY-OR £SC IDENTIFYING RVEORMATION) LoTAG T cmssa;fgasgggg {'ég gge APPROPRIATE { bk
; ; , i
1 H - I : !
{F 329} Continued From page 16 {F 320} F-329 continued...
12: 05 PM, the res:dant stated she had fo'i§sues: i Copies of the Pharmacist Consultant GDR
sieeplng at ntght and fami ly was with her most " irequests, and/or copies of the Psychotropic

'Behavior Committee meeting minute(s) are
ssent to the Resident(s) physician, and also
fplaced in the Resident(s) medical record.

; How the corrective action(s) will be

bedtime. As - 3 : monitored fo ensure the deficient practice
i raceived aresp ,se?from the. physic:an regardmg will not recur:
| the recommendation, 3

; Monitoring will be done through the
Administrator or designee and Director of
Nurses or LN designee who will review at
least three (3) Residents on Psychotropic

the lnfonnauon wa sent: hc medication to ensure that;
xacuy When g 311’1[15 t2 54’PM 13 + Copies of the most recent Pharmacist

: day ] ; - Consultant GDR requests, and/or copies of the
§ DON stated the phys;cxan was in;court during ﬂ'lat most recent Psychotropic Behavior Committee
i month meeting minute(s) are sent to Resident(s)
physician, and also placed in the Resident(s)

f The residentcontinued on the Trazodone with no medical record.

documentation as fo-why-there was a28:day

delay in the physician being involved with. P

reducmg ] e‘-fmed;calion ' i Monitoring will start on 04/20/2015

L { This will be done weekly x 4,
2. Resldent #15 was:admitted to the. facﬂtty on t then q 2 weeks x 4, then monthly x 3.

5!23/1 with a: dlagnosis of COPD: ,
The Administrator or designee and Director of

The most recent G arter iy_. MDS dated- 12/5114,- Nursing or LN designee will submit to the
documented the resident was not réceiving any QA&A Committee any findings and/or
i3 psychotropic medications. corrective actions taken during the quarterly
QA&A Committee Meeting,

March-2015 recapitulation’ Fhysician Orders-
documentad the resl ]
{Zolofty 50 mg._ta et
start date.of 2/17/15;

Compliance, continuation/discontinuation of
T monitoring wilt be discussed during the

] 3 QA&A Committee quarterly meeting,
: mes adayas’ neadad with !
an brder Stairt date of 1/18/15: |

t
Lk
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8L h_istory of ype
& dose of Clonidine.on S

i [thres: ﬂmes adaylin

medimahon for COPDL" e

has-anxiety which Is- probabiy causing.

controlling et am«etv "

werejnvoivedk
with her ankiety, T

Sunday was steried on Afivan mg 1tdp.rn.

; émphysema, she IS eurrently.on: ';.'_,[hsted mu!tlp!e

! The physician: documented an- Objective.
| Evaluation of, “She: seems somewhat sedated,

| presgmably from the Ativan. She:also has: some
tmub}e with-her- heaﬂng She'was-not: dyspnic

“ i The physicfan’s Assessment was, 'T,I’he patient
hypertension... Her dyspnea is probably making -
anxiety worse. The Ativan is.act effective in

The resldent's record dig notIrclude any
assessment of documentation aboutthe

Zo!oft on'2/17/15 but jUSUﬁCﬁﬂGH by the physicaan

given |
Aty ,ayancﬂhen on

3

et a4t ol g

DEPARTMENT OF HEALTH AND:HUMAN SERVICES FORM APPROVED
S NTER_SV FOR ME 'ICARE & MEDICAID: SERVICES:. - - OMB NO 0938—0391_5
STATEMENT OF DEFICIENCIES 1+ ¢1) Paovmﬁmsus’?usmcm S (x23 MU coNsnRucmN (X3} DATE SURVEY
AND PLAN OF CORREGTION * " {DENTIFICATION NUMBER: ABULDING. - o ‘ 'GOMPLETED-
o RC.
, : 136138 - | B-WING:, - : _03125/2015
“NAME OF PROVIDER OR-SUPPLIER N sraearmnnsss cm' STATE. ZIP a;ona ‘
_ QU!HN,ME&DOWS REHAB!UTATIGN & CARE _t:ENTErf o PQCATELLO 1 83202
CXeYID 1 ' - SUMMARY STATEMENTOE DERICIENCIES ~— ~ | ID “PROVIDERS PLAN OF coaaecrm L)
PREFX | {EACH DEFIGIENCY MUST BE PRECEDED BY FULL . pngﬂx {EACH.CORRECTWEACTION SHOULD BE COMGLETION
TAG ; REGULATORY ORLSC IDENTIFVING INFORMATION] TAG CRoss REFERENCED TO THE APSROPRIATE - DATE
o * " DEFIGIENCY)
{F 329} Continted From page 17 _ (Fazg}
; A 1:21115 physman office’ visik not_e documentec

a1
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'STATEMENT.OF DEFIGIENGIES. {x3). PROVIDER/SUSPLIER/GLIA
AND PLAN OF CORRECTION “TOENTIFIGATION NUMBER:

135136

02 WILTPLE GONSTRUSTON.

ABULDING .

| B

{XQ) DATE SURVEY-
COMPLETED

RG
03125/2015

T NAME OF PROVIDER OR SUPPLIER.
QU!NN MEADQWS REHABIUTA“ON & CARE CENTER

STREETABQRESS CEFY STATE. ZIPCODE

‘ 1oaawssmumu ROAD
| FOCATELLO D aazoz _

9o, | - SUMMARY:STATEMENT OF DEFICEENCIES
PREFD{ | - (EACH DEFICIENCY.MUSY BE PRECEDED 8YFULL
TAG ; "REGULATORY.OR L:SC IDENTIFYING INFORMATION)

TAG

.
PREFIX:

! PRDV’[OER’S PLAN OF‘CORREOTION % ) m _
{EACH CORRECTIVE ACTION SHOULD BE Cﬂh;;}mw

{DEFIGIENGY).

{F 329); Continued From paye 18
or IDT was lack;ng inthe‘medical fécord:

The DON was mtennewed on 312i3!15 ‘at:2:50 PM.

wais not effective; The DON provided:ng furfier
information;

3. Buning an lnle"'i' 'w.mﬂl"the DON on 3.’23!15 aty

pharmamt was at the facility 10:review. each-

cesident's madication regime.

The DON. produced aform. entiﬂed Psychotrop[c

| Behavior Commifiee Mesting that documented:

i the following resident information: Target ‘

| Behaviors; Nuniber- of Episodes, Comments; and
| IDT (interdisciplinary team) Determination; The

. form iricluded signature lines for the: phamaaclst,

physician, DON, and"MDS nurse; The: DON

stated the forms were:kept in-her office; raher

than in'each resldent's: racord.

nost notably social :
i Staff The DON Sta : the

explainhow the nonphsrmaeo ogi

i v o [ s st ot

i CROSS—REFERENCED TO THE APPROPRIATE
E o
;

(F azg}g |

Ami i s V-

Fomcuszssnoz‘séﬂ’remosvm%soteie o Event DBHZTAZ

" Facliy 10 MDSOR1635 - If continuation sheet Page 1970f23
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DEPARTMENT OF: HEALTH AND HUMAN SERVICES . FORMAPPROVED
CENTERS FORMEDIC .R'E &MEQ!CND SERVICES. . — ucmu i .Q\g}ﬁfmcigga-oaa ‘
CIENG ey PrOVIDERISUPPUERIGUA | (2} mummc sm URVEY
i;gg&iﬂg gg &EEEC%Es @ IDENTIEICATION NUMBER: ABULONG . comp;e‘rgo
e RO
| | 135136, B WING = i __03/25/2015
R "PROVIDER EROR suppuésif R s smsermness cm' srmg zmcons
M o 1033 WEST. QUINN ROAD
QUINN MEADOWS REHABILITATIG‘H &CARE CENTER" | POCATELLOe 0 83202 | |
' ! Tl FROVIDERSTUAN OF CORREGTION . 1. o1
(Xd) (N SUMM?g;; ﬁTATEMEHT OF DEHCiEﬂC!ES ; EAC?I CORRECTWEAGTIOH SHOULE HE GMWQN _
GY.HUsST BE FRECEQED BY: FUL!. : PREFIX { ATE
P?fgix ggﬁty\?’%’;‘! OR LSC DENTIFYING. iNFGRMATfeN) H TAG - | CROSS—REFERE‘I;{QFE& égg%e APPROP{-VILAT’.EH S
{F :9.‘2-‘9} Continued From page 19 i {Fa2gy !
were developed i considaration-of 8ach.
‘Tesidents’ individual heeds; preferenees and.

goals of tréatment norhow itcould be:
 determined. the physician held a key rolein
-assuting psycholrop;c medications-were.used in
the minimal dose, for the minimat duration, in |

response fq speciffc targat symptoms g ;
The: facﬂity offered no further. information: - (
{F 514) | 483:75(1)(1). RES . s {F §14). F- 514 Y 'Zﬁ[ s
‘§8<E {‘ECORDS'COMPLETE{ACCURATHAGCE ki { Corrective action(s) accomplished for those

residents found to have been affected by the |
deficient practice:

Resident #1, by 04/17/2015 a copy of the most
Irecent Psychotroplc Behavior Committee ;
{ meetmg minute was fax to the physician and
ithen placed in the Resident medical record.

accuratexy documented.- reéduy accessible;and
sys.temahcaiiy organized .

The chmc_al recqrd must conlain,sufﬁcaent

Res #1, order for Restorative Dining was
Idlscontmued by the Physician on 3/31/2015.

‘Resident #1, on4/14/15 the oxygen care plan

o ogress ‘ﬁoies was checked and the cleaning of the
and.pt

concentrator filter weekly is in the intervention |
isection according to the Resident(s) physician
iThis,REQ WIREMENT “is'riot met as evidenced: {"d"”
| by: 1L
Based i obiervation, record review and- staff EResxdent #1Lap buddy had been discontinued

on 2/13/2015 when an order for self- releasmg
5eat belt was obtained due to Resident removing! -
the lap buddy.

mtemew 1t was. deter[nln d the facmty faﬂed to

esident # 1 fall risk care plan was updated to

ol i67 medical, demsions 1 be i Eatch physician order for self-releasing seat
.. Finding elt to prevent falling forward due to Resident

2 rate 'nfomaﬂ gs %emovmg the lap buddy.

H

;inc!uded |
FORM CNS 2567(02.5% Prevous Vriots Obsous EyenpibuTz Faciyi0:MDSR0tes. It coniiiualidn shsst Pagie 20,0123
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STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA {#2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
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R-C
135136 B. WING 0312512015
KAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY. STATE. 21P CODE
. _ , 1033 WEST QUINN ROAD
LUINN MEAD HABILI N&C - S
Q OWS REHABILITATION & CARE CENTER POCATELLO, ID 83202
payn SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION T
PREFIX {EAGH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORREGTIVE ACTION SHQULD BE i COMFLETICY
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

WG CROSS-REFERENCED TO THE APPROPRIATE  ,  DATE
T DEFICIENCY) :

(F 514} - Continued From page 20

1 Resident #1 was admitted on 4/30/14 with
diagnnses that included late effect hemiplegia,
: cerebral vascular disease and depression.

! a) March 2015 recapitulation Physician Orders
; included Zoloft 100 mg daily for depression and
! Ativan 0.5 mg twice-a day as needed for anxiety.
i The resident's record did not include evidence of |
i review of these medications related (o the '
i behaviors for which they were prascribed. When
a :nterwewed on 3/24/15 at 8:15 AM, the DON
 stated Resident #1's medications were reviewed
* in February and-she had notes related to that
. meeting in a drawer in her office; She sald those
! : notes were not a part.of the resident's record.
! The DON then provided a copy of Psychotropic
- Behavior Committee Meeting minutes dated ;
: 2/26/15 that was signed by the pharmacist, DON,
: physi¢ian and MDS Coordinator. The minutes -
L included a raview of the resident's behaviors
! related to the medications and the
! recornmendations of the interdisciplinary team.

- b) Resident #1's March 2015 recapitulation
Physncian Orders'ingluded that the resident was

i i to eat ali meals at the restorative dining table,
: The start date of the order was 5/20/14,

l Resident #1's 12/10/14 Plan of Care for Nutrition
included an intervention to assist the resident with |

{ meals as needed but did not docurnent the

! re51dent was lo eal meals at a restorative dining

: table or thal the resident required restoratn.fe
interventions for dining,

Dunng the noon meal on 3/23/15 and the
braakfast meal on 3/24/15 the resident was
: observed to eal her meals independently with set

{F 514}§ F-514 continued...

f; Resident #1 seat belt is “self-releasing,” for a
i least restrictive measure and that is why during :
i the dining observation, the Resident is able to
{unfasten her self-releasing seat belt as mtended
to ensure least restrictive measure, :

~ Resident #2, by 04/17/2013, a copy of the

" most regent Psychotropic Behavior Committee |
: meeting minute was fax to the physician and
 then placed in the Resident inedical record.

i’

|

Remdent #5, by 04/17/2015 a copy of the most 1
- recent Psychotroplc Behavior Committee %

: meeting minute was fax to the physician and

: then placed in the Resident medical record.

: Resident # 15, by 04/17/2015, a copy ofthe ¢
" most recent Psychotropic Behavior Committee ;
- meeting minuie was fax to the physician and
. then placed in the Resident
: medical record.
i .
! On 03/25/2015, Resident # 18°s “risk for fall” |
care plan was revised by the MDS Coordinator:
f ! to reflect the use of a inechanical lift (hoyer
i 1ift) for transfer,

L Identification of ather residents having the
; same poteutial to be affected by the same

. practice and what corrective action(s) taken;

. includes the following:

"Resident(s) who have physician orders for

- Psychotropic medication, Restorative Dining,
_self-releasing seat belt, oxygen concentrator

; filter cleaning, mechanical lift (hoyer lift) for
- transfers may have the potentiat to be affected |
"by this deficiency. :

FORM Cht5-2567{02-S5) Prevics Versions Qbsolele Event)D, BH2T12
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{F 51'4}% Continued From page 21

{F 514}§F~514 continued...

: up assistance only in the main dining réom.

t On 3/25/15 during the exit conference at 8:30 AM
 the facility's administrator stated the facility did _
¢ nat have a specific restorative dining table.

, o) Thé resident's March 2015 recapitulation
: Physician Orders included an order, with a start

: date of 2/27/15, for conlinuous oxygen to be-
- administered al 2 liters per minute o keep
: saturation levels greater than 80%. The order
 included that the oxygen concentrator filter was. to
| be cleaned every wiek.

Resu:ient #1's medical record did notinclude a
| Plan of Care regarding the oxygen order.

; d) Resident #1's March 2015 recapitulation

: Physician Orders’ mcluded a 31415 order for the :
: use of a self-releasing seat belt in her wheelchalr !

i to pravent fatling forward due to the resident

: removing the fap buddy, However, the orders also
i included an order, wilh a'starl date of 10/21/14,
: for fhe lap buddy to prevent the resident from |
¢ falling forward.

' During observations on 3/23/15 at 12:10, 12:35
i and 3:40 PM and during the breakfast meal on

: 312415 the resldent was observed with a seat

: belt only, On 3/24/15 the seat belt-was noted to
 be unfastened:

: During the exit conference on 3/25/15 at 8:30 AM |

: the facility's administrator, DON and other facility

i parsonne! were informed of the above congéems. °
| The facility provided no further information.

;
l

; 2. Resident #18 was admitted-to the facility:on
i 2/16/16 with & diagnoses of rehabilitation for

Therefore by 04/17/2015, the Administrator or °
i designee and the Director of Nurses or LN i
tdesignee will ensure that; i

:* The most recent minute(s) from the
‘Psychotropic Behavior Committee meeting are |
-sent to the Resideni(s) physician, and are also |
piaced in the Resident(s) medical record.

; The plan of care for Nutrition includes in the
mterventlon “Restorative Dining * for

:iResident(s) who have a new physician®s order ‘
. for Restorative Dining,

:* The Resident(s) fall risk care plan matches
cunent use of self-release seat belt for :
tResident(s) with new physician order for self-

Irelease seat belt,

- The Resident(s) oxygen care plan inctudes
‘the cleaning of the concentrator filter weckly
when ordered by the Resident(s) physician,

.- The Resident(s) fall risk care plan reflects the
use of a mechanical lift (hoyer lift) for transfer
-for Resident(s) that use a mechanical lift
“(hoyer lift) for transfers.

i
£
$
i
i
i
i
$

%Mcasurcs that will be put into place or

systemic changes yon wilt male to ensure
thai the deficient practice does not recur
includes the following: i

A root cause anatysis was done by the
‘Administeator and DNS. Therefore to ensure

that the deficient practice does not recur,
‘starting on 4/17/2015 a systemic measure will
‘be put into place:

P —

3
H

i
¥
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(£ 514_)§ Continued From page 22
! Guillain-Barre Syndrome.

According to an Incident/Acgident report dated
: 3/10/15 at 8:10 AM, the resident was being.

 lift. The resident’s cfiair tipped when the fift sling
| was reieased and the resident fell backwards.

: all depariments were raviewed, There was no
| documentation that the resident had a falf on
L 3/10/15.

! No further information was provided:

3, Resident's #2, #5 and #15 wareon

* psychotropic medications. On 3/23/15 at 2:50 PM
- the DON was interviewed about the process for

| reviewing the residents need for pSychotropic
DON had a form and doctimented the

: discussions of the staff al the meetings. When

! asked where the information was located in the

iafite in her office and notin the medical records
1 of the residents: Review of the. medical records
* for all three residerit’s revealed theré was no

: documentation of the meetings and

- in the medical records.

[ On 3/25/15 at 2:15 AM, the DON provided copies

- been in the medical records for review.

g

* The DON was interviewed on 3/24/15 at 3:45 PM. ;

. medicai record the DON stated the forms were in

{F 514} F-514 continued,..

 transferred into his wheelchair with a mechanical |

i

' The resident's medical record progress notes for

}

|

t medications, During the interview il was found the |

i
{

- recommendations that came out of the meetings .

i

, of the forms to the surveyors. The forms had not :

[

i+ * A* Psychotropic Behavior Committee §
i meeting minute checklist,” formulated on
04/17/2015 by the Administrator or designee |
that the Psychotropic Behavior Commiittes will
be used to ensure that the most recent copies of
the scheduled Psychotropic Behavior ]
Committee meeting minutes are sent to the |
Resident(s) physician, and also placed in the
- Resideni(s) medical record. -

- By 04/17/2015 the Administrator or designee;
. formulated a checklist for residents who have 5
physician order for Restorative Dining tohs
; used by the Interdisciplinary team (IDT)

i during their scheduled stand-up meetings to
ensure that care plans for Nutrition include in
the intervention “Restorative Bining” for ’
Resident(s) who have a new physician’s order :
» for Restorative Dining. i

P

[—

- A ¥ Self-releasing seat belt checklist,”
. formulated on 04/17/2015 by the
g Administrator or designee to be used by the
: Interdisciplinary team (IDT) during their
 scheduled stand-up meetings to ensure that
. Resideni(s) fall risk care plans match current
-use of self-releasing seat belt for Resident(s) |

; With new physician orders for self-releasing
iseat belt,

i An “Oxygen Concentrator Filter Cleaning
“checklist,” formulated on 4/17/2015 by the
‘Administrator or designee will be used by the
Interdisciplinary team (IDT) during their
’schtfduled sland-up meetings to ensure that
Resident(s) oxygen care plans include cleaning .
of the concentrator filter weekly wheu ordered
Py the Resident(s) physician, : ’E

e L e 1
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{F 514); Continued From page 22

G
i

[P

! Guiain-Barre Syndrome.

- According to an incident/Accident report dated
| 3/10/15 atB;10 AM, the fesident was being |
i transferred Into his wheelchait with a mechanical
| Bft. The cesident's chair tipped whei the lift sling
- was released and the resident felt backwards.

The resident’s medical record progress notes for
' all depariments were reviewed. There was no
| documentation that the resident had a fali on
Far10s.

' The DON was interviewed on 3{24/15 at 3:45 PM.
' No further information was provided. i
i esident's #2, #5 and #15were on :
%'géihgfmpic medications. On 3/23/15 2t 2:50 PM
 the DON was interviewed about the process for

| reviewing the residents need for psychotropic ‘
: medications. During the interview it was found the !
i DON-had a form and documented the :
 discussions of the staff at the meetings. \._f\:(hen
 asked whete the information was located'in the
‘ medical record the DON stated the forins were in :
| a file In her office and notin the medical records
! of the residents. Review of the. medical records
! for all three resigent's Tevealed there was no

. documentation of the meetings and ‘ ::
 recommendations that caie obt of the meetings |
- in the medical records.

H

13
H
]
H
§

§, On 3/25/15 at 9:15 AM, the DON provided copies *
" of the forms to the surveyors. The forms had not |
i been in the medical records for review.

i
H

{F 514)5; F-514 continued.,.

. * A “Mechanical Lift checklist” formulated on .
: 4/17/2015 by the Administrator or designee to
| be used by the Interdisciplinary team (IDT)
¢ during their scheduled stand-up meetings to

 ensure that Resident(s) fall risk care plans :
include mechanical lift (hoyer Hift) for residentst

. that are transferred using a mechanical lift
| (hoyer Lift).

: How the corrective action(s) will be wtiontitored
"fo ensure the deficient practice wifl not recur; ;

H

i Monitoring will be done through: :
! The Administrator or designee and Director of
: Nursing or LN designee will review; :
-+ At least three (3) Residents who have

¢ physician order for psychotropic inedication to
i ensure that the scheduled Psychotropic :
| Behavior Committee meeting minutes are sent
: to the Resident(s) physician, and also placed in:
- the Resident(s) medical record. ‘

|

i - At least three (3) Residents to ensure that the
| plan of care for Nutrition includes in the

: infervention “Restorative Dining” for

: Resident(s) who have a pltysician’s order for

{ Restorative Dining, i
H

i+ At Jeast three (3) Residents to ensure that :
[ Resident(s) fall risk care plan matches current
‘use of self-releasing seat belt for Resident(s)
“with physician order for self-releasing seat belt.!
‘ At least three (3) Residents to ensure that ’
iResident(s) oxygen care plan includes cleaning .
of the concentrator filter weekly when ordered -
by the Resident(s) physician. :

{
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{F 514) % Continued From page 22
¢ Guiilain-Barre Syndrome

Accordmg to-an Incident/Accident report dated
' 3/10/15 at 8:10 AM, the resident was being

lift. The resident's chair tipped when the lift siing
 was rele'ased and the resident fell backwards.

. all depariments wefe reviewed, There was no
| documenlat:on that the resident had a fall on
3/' 10115.

'No further information was provided.

}

{3, Resident's #2, #5 and #15 were on
| psychotropic medicalions. On 3/23/15 at 2:50 PM
- the DON was interviewed about the process for
 reviewing the residents need for psychotropic

: DON had a form and dogumented the
; discussions of the staff at the meetings. When
! asked where the information was located'in the

! a fila in her offlce and not In the medical records
: ! of the residents: Review of the medica! records
i for all three resident's revealed there was no
- docurnentation of the meetings-and
; recommendations that came out of lhe meetings
+in the medical records,

] On 3/25/15 at 9:15 AM, the DON provided copies
 of the forms to the surveyors. The farms had nol
been in the medical records for review.

: lransferred into his wheelchair with a mechanical ;

H

;  The resident's medical record progress notes for ._

The DON was interviewed on 3/24/15 at 3:45 PM, ;

| i medications, During the interview it was found the |

- medical record the DON stated the- forms were in -

i

{F-51 4} F-514 continned..,

¥

* At least three (3) Residents to ensure that ;

; Res1dent(s) fall risk care plan includes ‘

¢ mechanical lift (hoyer }ift} for residents that art;
transfex red using a meehanical lift {(hoyer ilﬂ)

* Monitoring will start on 04/20/2015, !
; This will be done weekly x 4, :

then q 2 weeks x 4, then monthly x 3.

The facility Administrator or designee and
 Director of Nursing or LN designee will
submlt to the QA& A Committec any findings |
;and/or corrective actions taken during the
quarte; ty QA&A Committee Meeting.

Comphance continuation/discontinuation of
momtormg will be discussed during the
4QA&A Committee quarterly meetin g
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