
July 15, 2015

Teresa Bruun, Administrator
Promontory Point Rehabilitation
3909 South 25th East,   
Ammon, ID  83406

Provider #:  135137

Dear Ms. Bruun:

On   July 1, 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   April 16, 2015.  However, based on our on-site revisit we
found that your facility is not in substantial compliance with the following participation
requirements:

F157 -- S/S: D -- 42 CFR §483.10(b)(11) -- Notify of Changes (Injury/Decline/Room, etc)
F279 -- S/S: D -- 42 CFR §483.20(d), 483.20(k)(1) -- Develop Comprehensive Care Plans
F280 -- S/S: D -- 42 CFR §483.20(d)(3), 483.10(k)(2) -- Right to Participate Planning
Care-Revise Care Plan
F323 -- S/S: D -- 42 CFR §483.25(h) -- Free of Accident Hazards/Supervision/Devices
F329 -- S/S: D -- 42 CFR §483.25(l) -- Drug Regimen is Free From Unnecessary Drugs

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,
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 and state tag (if applicable) in
column (X5) Completion Date to signify when you allege that each tag will be back in
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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 Form CMS-2567B, Post-Certification Revisit Report listing deficiencies that
have been corrected is enclosed.

Your Plan of Correction (PoC) for the deficiencies must be submitted by   July 28, 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;

 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;

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

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

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

If the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved.  If CMS has issued a 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.

 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 to federal regulatory requirements contained in this letter are found in   Title 42,
Code of Federal Regulations.

As noted in the Bureau of Facility Standards' letter of   March 25, 2015, following the survey of
March 13, 2015, we have already made the recommendation to the Centers for Medicare and
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Medicaid Services (CMS) for Denial of Payment for New Admissions and termination of the
provider agreement on   September 13, 2015, if substantial compliance is not achieved by that
time.    The findings of non-compliance on   July 1, 2015, has resulted in a continuance of the
remedy(ies) previously mentioned to you by the CMS.  On   April 1, 2015, CMS notified the
facility of the intent to impose the following remedies:

 DPNA made on or after   April 16, 2015

 A "per instance" civil money penalty of   $2,000.00   for the instance on   March 13, 2015,
described at deficiency   F309 (S/S: G)

 A "per instance" civil money penalty of   $2,000.00   for the instance on   March 13, 2015,
described at deficiency   F314 (S/S: G)

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 immediate 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:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFa
cilities/tabid/434/Default.aspx

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

 BFS Letters (06/30/11)

Teresa Bruun, Administrator
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2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by   July 28, 2015.  If your request for informal dispute resolution is
received after   July 28, 2015, the request will not be granted.  An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

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

Sincerely,

   

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

DJS/dmj
Enclosures

Teresa Bruun, Administrator
July 15, 2015
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DEPARTMENT OFHEALTH AND HUMAN SERVICES . 
. CENTERS FOR MEDICARE& MEDICAIDSERVICES 
STATE1i:1ENT OF DERCIENCIES 
AND PLAN OF. CORRECllON 

(X1) PROV1DER/$UPPLIER/CLIA 
IDENTIFICATION NUMBER: 

135137 

NAME OF PROVIDER OR SUPPLIER 

PROMONTORY POINT REHABILITATION 

(X4) ID 
PREFlX 

TAG. 

SUMt..iARY STATEMENT OF DEFICIENC!E:S 
(EACH OEFlCIENCY MUST BE PRECEDED BY FULl, 

REGULATORY OR LSC IDENTIFYJNG INFORMATION) 

{F 000) INITIAL COMMENTS 

The following deficiencies were cited cturing the · 
oh-site follow-up.survey to the facility's annual 
federal recertification surveyof.319115 through 
3113/15. . . 

The swveyors conducting the on-site follow-up 
survey were: 
Amy Barkley, RN, Team Coordinator, 
Linda Hukill-Neil, RN, and 
Keridra Deines, RN 

The survey team entered the facility on 6/30115 
and exited on 7/'f115. 

This iepor! reflects changes resulting from the 
Informal Dispute Resolution (!DR) process 
conducted ?.n. November 30, 2015 .. 

Survey Definitions: 

l
: ADL = Activities of Daity Living 

· BIMS = Brief Interview for Mental. Status 
BP = Blood Pressure 
CM = Centimeters· 
CNA = Certified Nurse Aide 
DON = Director of Nursing· 
HR= Heart Rate 
LN = Licensed Nurse 
MAR = Medication Administration. Record 
MOS = Minimum Data Set assessment 
PO- By mouth 
PRN = As Needed 
RD = Registered Dietician 
RR = Respiratory Rate 
VS = Vital Signs 
WC = Wheelchair 
WNL =Within Normal Limits 

{F 157) 483,10(b)(11) NOTIFY OF CHANGES 

PRl~J~~:A~~~~t1~6 • 
OMB NO. 0938-0391 

(X2) MULTIPLE CONSTRUCTION . (X3) DATE SURVEY ' 
COi\'IPLETED A BUILDING _______ _ 

8. WJNG 

ID 
PREFIX 
.TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3909 SOU1H 25TH EAST 

AMMON, ID 33406 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVEACTION SHOULD BE 

CROSS-REFERENCED TO THEAPPROPRIATE 
DEFICIENCY) 

{F 000} 

{F 157) 

"This Plan of Correction Is 
prepared and submitted as 
required by law; By sub;,,lttlng . 
this Plan of Correction, 
Promontory Point 
Rehabllltation does not admit 
that the. deficiencies ·listed on 
HCFA 2567 exist, nor does the 
facility admit to any· 
statements, find_Jngs, facts, or 
conclusions that form the basis 
for the alleged deficiencies", 

1. Patient #14 & 16 have 
discharged from the facility. 

R'C. 
07/01/2015 

I 
I 

(XS) 
CO:t.PLE1IOIJ 

DATE 

7116115 

{X6) DATE 

07/28/2015 

An ncy-statement e mg wtth ap asterisk('') d~notes defidencywh!ch lhe inst!tution may be ex om_ correcting providing it ls determined·that 
:other Safeguards provide su~cfe.nt prot~ction to the patie.n_fs. (See ii:istructions.) Except for nursl_ng.homes, the fim~ings slated above are d[sciosable ~o days· 
follov1iog·_the date of survey_whether_or not a plan of correction is· provided. For.nursing hom_es, the -~boite findings and Plans of cori"ection are disclosab!e 14_ 
days foll6\•Jin9 the·date these docum·ents are made available to the f~ci!ity~ · If-deficiencies are·cited, an approved plan of oorrection Is requisite_ to continued·· _ 
_ pro9r~m Participation." - · · - '· · · 

FORM CMS-2.587(02_-99) Pr6vhtis '(eisi°oos Obsolete · .!t con~riuatio~ ~heet _J:>age. 1 of 3~ 



. . . - -_ . .. . · . 

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

STATEMENT.OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVJOeRISUPPLIERICLIA 
IOENT!flCATION NUMBER; 

135137 . 

NAME OF PROVIDER CR SUPPL!ER 

PROMONTORY POINT REHABILITATION 

(X4) ID 
PREFIX . 

SUMMARY STATEMENT OF DEF!CIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 

·. {F 157) Cilntiriue<l From page 1 
ss~o (INJURY/DECLINE/ROOM, ETC) 

A facility must immeqiaiely inform th"'resident; .· 
consult with the resident's physician; and if 

. known, notify the residenfs legal representative 
or an inierestedJamily member when there is an· 
accident involving the resident.which results in 
injury and has the potential for requiring physician 
intervention; a signiiicant change in the resident's 
physical, mental, or psychosocial status (i.e., a 
deterioration in health, mental, or psychosocial 
status in either life threatening conditions or 
clinical complications); a need to alter treatment 
significantly (1.e . ._ a need to discontinue an · 
existing form of treatment due to adverse 
consequences, or to commence a new form of 
treatment}; or a decision to transfer or discharge 
the resident from the facility as specified in 
§4s3.12{a). ·· · · · ·· · · · · · 

· The facility must also promptly notify the resident 
and, if known,-ihe resident's legal representative . 
or interested family member when there is a 
change in room or roommate.assignment as 
specified in §483.15(e)(2); or a change in 
resident rights under Federal cir State law or 

·regulations as specified in paragraph (b)(1) of 
this section. 

The facility must record and periodically update · 
the address and phone number of the residenrs 
legal represe~tative or interested family member. 

This REQUIREMENT is not met as evidenced · 
by: . . 

Based on staff interview, record review, and 
review of the facility's policy and. procedure, it was 
deterniiried the facility failed to ensure the 

FORM CMS-2567(02-99) Previous Vers.~ns Obsolete Event JD: 4L0012 

PRINTED: 12111i201 S 
. FORM APPROVED 

. OMB NO 0938-0391. 
. (X2} MUL11PlE CONSTRUCTION 

A BUILDING __ ~-----

(X3) DATE SURVEY 
COMPLETED 

B.WJNG 

1 
_ STREET ADDRESS, CITY, STATE, ZJP CODE 

3909 SOUTH 25TH EAST 

AMMON, ID 83406 

ID 
PREFIX 

TAG 

{F 157) 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTiYEACTION SHOULD BE . 

CROSS-REFERENCED TO THEAPPROPRIATE 
DEFICIENCY) 

2. All patients h·ave the 
potential to be affected·. 

A roOt_ca·use ana!y.Sis- revealed 
that appropriate assessment, 
nursing diagnosis, planning and· 
notification for evaluation and 
initiation of appropriate 
treatment by a physician were 
not being consistently 
condu.cted in. regards to 
changes of condition including 
high/low blood pressures and 
low oxygen saturation levels. 

3. The DON conducted 
education on 7 /16/15 In 
regargs tq the appr.opriate 
assessment, nu·rsing diagnosis, 
planning and notification for 
eval~.ation:aQd_ il)itiation of 
appropriate treatment by a 
physician were not being 
conducted in regards to · · 
changes of ton·dltion including 
. high/low blood pressures and · 
· low oxygen saturation levels. 

The Ghange of Condition Policy 
and Procedure has been 
reviewed to make sure it 
outlin'es the nurse 
responsibilities upori "admission 

(X.I 
COMPLE.TION 

DAlE 
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.· OEPARTMENT OF HEALTH ANO HUMAN SERVICES . 
CENTERS FORMEOICARE& MEOICAID SERVICES 

STATEMENT OF OEflC!ENCIES (X1) PROV1DER/SUPPUERJCL!A 
AND Pl.AN OF CORRECTION IDENTIFICATION NUMBER; 

13513T 

NAME OF PROVIDER OR SUPPLIER 

PROMONTORY POINT REHABILITATION 

(X4) ID SUMf..'1ARY STA1EMENT OF. DEFICIENCIES 
PREFIX (EACH DEFICIENCYUUST BE PRECEDED BY FULL 

TAG REGUlATORY OR.LSC IDENTIFYlNG INFORMATION} 

· {F 157} Continued From page2 · 
physician was immediately notified when 1 of 4 
sampled· residents (#14) experienced changes in 
blood pressures and oxygen saturation .levels. 
This failure had the potential for harm if the 
resident experienced a change in condition that 
required a change in treatment such as a 
decrease in cognition, increase in falls, and/or an 
·increase in agitation. 

Findings included: 

The facility's Acute Condition Changes - Clinical 
Protocol documented that staff, before contacting 
a physician about residents With acute changes of · 

·condition, would make pertinent observations and 
ccillect appropriate information using the "Interact 
Care Paths." The lnteraCt Care Path for Vital 
Signs documented the facility was to report the 

. foilowiiig conditlons immediately:. Systolic Blood 
·Pressure of less than 90 mmHg (millimeters of 
mercury) and oJ..ygen saturation.of less than 90 
percent; unless·t.hese value> we.re s.table and. 
known by lhe primary care physician: 

" 

Resident #14 was admitted to the facility on 
6/13/15 with multiple diagnoses, includi_ng recent 
cerebrovascular disease with.late effects, atrial 
flutter, delirium; hypertension, and history of sleep • 
apnea. 

The Nursing Facility Admission Orders, dated 
6/12/15, documented, "Ol<Ygen liter flow 1-2 
L[itersj adjust to maintain sat[urations] at greater 
than .90 percent as needed.~ 

The current oxygen care plan' documented the .. · 
resident received_ oxfgen related to ineffective · 
gas exchange. Interventions included oxygen 
saturation checks <ind .liter flow rate monitoring 

. FOR~A CMS-2567(02-99) Previous Versions Ob$01ete Event ID:4L00i2 

PRINTED: 12/11/2015 
FORMAf'PROVED 

OMS NO 0938 0391 -

(X2)MULTIPLE CONSTRUCTION (X3) DATE SURVEY .. 

A BUILDING· COMPLETED 

Rec 
B.WlNG 07/01/2015 

.STREET ADDRESS~ CITY, STATE, ZIP cGoE 

3909 SOUTH 25TH EAST 

AMMON, ID 83406 

ID· PROVIDER'S PLAN OF CORRECTION ()(5] 

PREF!X (EACH C()RRECTIVE ACTION SHOULD BE COfi'FlETION 

TAG CROSS-REFERENCED T.O ~EAPPROPRIATE DATE 

DEFICIENCY) 

{F 157) 
and throughout the re.sidents 
stay. 

Education on' the reVised policy 
was done by the DON on 
7/16/15. 

4. DON or designee will conduct 
a random weekly, audit' on 4 
patients per week for 6 weeks 
for appropriate assessment, · 
nursing diagnosis, planning and 
notification for evaluation and 
Initiation of appropriate 
treatment by a physician In 
regards to changes of condition 
including high/low blood 

. pressures and low oxygen 
· sa~uratio·n le\.ieJS: 

I 
I 

. Areas of concern will be 
addressed imrneaiately and 
discussed at QA (Quality. 
Assurance) meeting, monthly 
and PRN. 

A nurse·consultant will assist 
\Vith r:£lvieWS as re-quested. 

5. Date of Comple.tion 7 /16/15 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
ANO PLAN Of CO~RECTION 

(X1) PROVlDERJSUPPLJER/CLIA 
IDENTlF!CATION- NUMBER: 

135137 

NAME OF PROVIDER OR SUPPLIER 

PROMONTORY POINT REHABILITATION_ 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEF!ClENClES 
(EACH DEFICIENCY 11.UST SE PRECEDED BY FUll 

REGULATORY OR LSC lDENT!FYlNG lNFORMATlON) 

{F 157} Continued From page 3 
every shift; monitoring for signs arid symptoms of 
respiratory distress ~ including respirations; pulse 
oXimetry, restlessness, lethargy, and confusion;· 
and reporting to the physician as needed. 

The Neurologic Assessment flow sheet and the 
Medication Administration. Record (MAR) for the 
month of June 2015 documented the following 
oxygen saturations with and without the liter flow 
rate: · 
• .6/15/15 at 7:30 PM - oxygen saturation of 84% 
and at 8:30 PM oxygen saturation of 85%. 
• 6/16/15 at 5:0P·PM oxygen of 71%, at 6:45 PM, 
and at 7:45 PM oxygen of 88%. 
* 6/17/15 at 8:00 AM - oxygen s_aturation of 85% • 
on 2 liters. . 
* 6118/15 at 5: 15 AM - oxygen saturation of 88% 
on 2 liters. 
* 6/19/15 at 5:15 AM - oxygen saturatioQ of 85% · 

1 and at 5:15 PM oxygen saturation of 76%. · 
i • Undocumented date at 5:30 AM - oi-ygen 
I saturajion of 86% and at 8:30 PM oxygen 
saturation of 88% .. 
* 6/24/15 at 2:30 PM. oxygen saturation of 88%. 

Nurses Progress Notes from 6/1{;/15 to 6127115 
did not include documentation related to 1he low 
oi<ygen saturations, nor did the notes· document 
whether the physician was notified per the 
facility's Interact Care Path protocoL · 

The curcent care plan documented the resident 
had hypertension and included the foll0wing 
interventions; Anti-hypertensives as ordered; 
monitor for side effects, such as orthastatic · 
hypotehslon; and monitor/document/repo.rt to the 
pf1ysician, as needed, any sighs of confusion, 
disorientation, lethargy, and/or irritability. · 

FORM CMS-2567(02-99} Prevfous Vets!ons Obsolete Event ID:4L0012 

. 

PRINTED: 1211112015 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A BUILDING _______ _ 

B. WING 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3909 SOUTH 25TH EAST 

AMMON, ID 83406 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECTlVEACTION SHOULD BE 

CROSS-REFERENCED TO THEAPPROPRIATE 
DEF!ClENCY) 

{F 157) 

R-C 
07/01/2015 

I 

I 

. 

(X5} 
CO.'.IPLEJ!ON 

DAlE 

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

ST.l\TEMENT OF DEF\ClENC!ES (X1) PROVJDER/SUPPUER/CLlA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

135137 
NAME OP PROVIDER OR SUPPLIER 

PROMONTORY POINT REHABILITATION 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH DEFICIENCY-MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

{F 157) Continued From page 4 
The NeurologicAssessment flow sheet and the 
Medication Administration Record {MAR), for 
June 2015, documented the following blood 
pressures: 
*6/17/15 
9:45 AM - 86/50 . 
1:45 PM -85i46 
3:38 PM - 86/50 
• 6/18/15 
9:15 AM -88/55 
12:54 PM - 88/55 
• 6/19/15 
1 :45 PM - 85/59 
5:15 PM - 83/58 
• Unknown date 
4:00 AM - 85/62 
4:30 AM - 87/57 . 
• 6/23/15 
2:42 PM • 80/SO . 

I Murses Progress Noies from 6/15/15 to 6/27115 
· j did .not include .. dpcumentc;tion related to the low 

blood pressures, nor did the notes document. . . 
whether the physician was notified:per the 
facility's Interact Care Path protocol. 

On 7/1/15 at1:20 PM; the D.ON reviewed the·. 
resident's electronic medical reccird and stated 

. she could not find documentation in the iesidenfs 
record that the physician had been notified about 
the low oxygen saturations and/or.the low blood. 
pressures. She stated the facility had recently 
updated the policy and procedure for physician 
notfflcation and nurses. were using that and t.he 
Interact Protocol. She confirmed, per the "Vital. · 
Signs" protocol, that staff .should have · · 
"immediately" notified the physician of the low 
oxygen· saturation levels and hypotensive 

. assessments. . . 

FORM C\1S-2567{0~-99) Prev'.ous Versions ObsO!ete Event ID: 4l0012 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT.OF DEF\C!ENCIES 
AND Pl.J.\N OF CORRECTION 

{X1) PROVIDERISUPPLIERICLIA 
lDENTIF\CAT!QN NUMBER: 

o(2) MULTIPLE CONSTRUCTION 

A BUILDING _______ _ 

·PRINTED:. 12/1.i/2015 
·FORM APPROVED 

OMB NO 0938"0391 
(X3) DATE SURVEY 
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NAfAE OF PROVIDER OffSUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE 

PROMONTORY POINT REHABILITATION 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEME"N'r OF DEFICJE~CIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULl.. 

REGULATORY OR LSC IDENTIFYlNG INFORMATION) 

{F 157} Continued From page 5 

On 7/1/15 at 4:00 PM, the Administrator, Chief 
Nurse of Operations (CNO), and the DON were 
notified of the identified concern. 

On 7/7/15, the Slate Agency reeeived additional 
·information from the facility which did not resolve 
the' concern'. 

ID 
PREFIX 

TAG 

3909 SOUTH 25TH EAST 

AMMON, ID 83406 

PROVlDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

{F 157) 

(X5) 
COMPLEJlON 

DATE 

{F 279} 483.20(d), 483.20(k)(1) DEVELOP , {F 279} 
. · SS=D COMPREHENSIVE CARE PLANS 

· 1. Patient #15 care plan was 
up.dated to reflect current 
needs and interventions as 
triggered by CM's and 
discu·ssed byJnterdlsclpllnary 
team. 

7/16/15 

A iacility rriust use !lie results Of the assessment. 
to develop, review and· revise the resident's 
comprehensive plan of care. · 

The facility must develop a comprehensive care. 
plan for each resident that includes measuiBbie 
objectives and timetables to meet a resident's 
medical, nursing, and inentarand psychosocial.: .. 
needs· that are identified in the comprehensive 
assessment. 

The care plan f!lust dE.~cribe the servic~s-that are 
to be ·furnished to attain or maintain the resldenfs 
highest practicable physical, mental, and · 
psychosQCial well"being as required .under 
§483.26; and any services that would otherwis~. 
be required under §483.25- but are notprovided · 
due to the residenfs exercise of righis under · 
§483.10, including the right to refuse treatment 
under §483.1 O(b )(4). 

This REQUIREMENT is hot met as evidenced 
by: . . .· • . .. · . 
Based on observation;interview, and medic.al 

·record review, it was determined the facility failed 
. lb develop'ari iritelim eare plan wh.ich reflected 

.. 

Event ID:4l!)012 · 

·.-·. 

. 

2. All residents have the 
potential to be affected. 

Root cause analysis revealed 
sufficient education regarding 
spedfics of approprlate:care . 
planning and updating of care 
pl~ns to include interventions 
was lacking. 

We believe that staffing 
education is the besr 
preventi~n. Ali nursing staff will 

· receive mandatory education 
.on the assessment process and 
when·and. hciw to ·update the 

. Care Plan: Through our 
continued monitoring these · 
processes wili )le evaluaied and · 
any.additional processes will be 

. imp_leme~ted to maintain our 

I 

Fac:il!ty ID.: MDS001633 If continuation s~~et Page 6 of 35_ 
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(X1) PR()VlDERJSUPPLIER/CllA 
IDENTIF!CATlON NUMBER: 

. 

135137 
- N.Al.~E OP PROVIDER OR SUPPLIER 

PROMONTO.RY POINT REHABILITATION 

(X4) ID 
PREFIX 
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SUMf'l'IARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEOED BY FULL 

R,EGUlATORY OR LSC !DENTIFYJNG INFORMATION) 

{F 279) Continued From page 6 
the current status for .1 of 4 sampled residents . 
(#15). The facility failed to address Resident 
#15's bowel care in which bowel medications· and 
digital stimulation were needed!Or a paraplegic 
patient with hemorrhoids, ci:mstipatiori, and 

· neurogenic bowels. Th.is failure created the ·. 
potential for harm if the resident's assessed 
needs were not met due to a non-eomprehensiVe 
care plan. Findings included: . 

Resident#15 was admitted to the facility on 
4124115 v~th diagnoses including rehabilitation, 
muscle weakness, and paraplegia. · 

The resicfent's 5/1115 admission MPS 
assessment documented the following: 
··Cognitively intact . · 
• Required 2-person exiensive assistance for 
trariSfers · 

, •Required 1-person extensive assistance for 
· toileiing 
•Continent. of bqwel 
• Involved in the bOwel toileting program 
* No constipation. 

The. resident's June ·2015 recapitulated 
physidan's orders documented: . . 
4/24/15 - "Colace Capsule 100 MG (Docusate 
Sodium) Give 1 capsule by mouth two times a 
day for constipation/neurogenic bowel." .. . . 
4124/15- "Senna Tablet8.6 MG (Sennosides) 
Give 1 tablet by mouth two times a day for ·· 
constipation/neurogenic bladder," . . . 

· 4/24/15 - "Practoeort Cream 1% .. .fnsert 1. 
application iedally.as needed for Hemorrhoids 
[sic. hemorrhoids] BID [twice a day]." 

.. 
Resident.#15's cu.rrent Care Plan documented: . 
•"Patient has an AOL self care perfonnance. ·. 

FORM C\l!S-2567(02~99) Prev'.<ius Ve.rsions Obsolete Event ID:4L0012 

. PRl~TED: 12111/2015 . 
··FORM APPROVED 

OMB NO 0938-0391 
(X2} MUL~lflLE CONSTRUCIJON IX3) DATE SURVEY 

COMPLETED_ A SU!LDlNG ___ . ____ _ 

8_ Vo/ING 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP COOE 

3909 SOUTH 25TH EAST 

AMMON, ID 83406 

PROVlDER'S PLAN OF CORRECTION 
{EACH CORRECTIVEACTJQN.Sh'OULD BE 

CROSS-REFERENCED TO.THEAPPROPRIATE 
DEFICIENCY) . 

{F 279} 
systemic changes. From .initial 
plan, of care we have 
implemented a monitor of 
systemic changes including shift 
to shift change report specific . 
to patient condition and car~ · 
plan update documentation. ·All 
nursing Staff are required to . 
perform a complete asse-,snient 
of their patients. If staff are. 
aware of what they are looking 
for then this will expedite the 
management of the patients 
assessed needs 

Nursing staff were educated on 
c:pfnpleting· comprehi:?nsiv.e care 

.. plans;.Education provided on. 
· 7/i6/is: 

3-\\fe will maiptain thisJiy. 
a: Nursing staff education to 
revlew p~tient mediCations and. 
orders upon admission and with 
any new orders for changes in 
the residents needs to b.e · · 
updated in the care plan. 
b. DON will review all new 

. adrnis.sion asseSsments; ·ar.dets, 
a-nd·tare plans tO""ensure proper 
intervention~ a:re-fn-pl.aCe. · 
·c; Through·our cohtiriued 

. mo~itorlng these.processes wiil 
be evaluated and ~riy additional. 

. , . 

R-C 
07/01/2015 

. 
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ANO PLAN OF CORRECTION 

(X1) PROVIDER!SUPPL!ERJCLIA 
IDENTIFICATION NUMBER: 

135137 
N.AME_OF PRO\tlDER OR SUPPLIER 

PROMONTORY POINT REHABILITATION 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMEN) pF DEflCIENCIES . 
(EACH DEFICIENCY MUST BE PR>'CEOED BY .PULL. 

REGULA/ORY OR LSC IOENTIFY1NG INFORMATION) 

{F 279} continued From page 7 . __ . ·. _ _ 

deficit r/t [related to] piiraplegia." Initiated 4128115. 
* "Tra'nsfec The patient requires (2) staff · 
participation with transfers." Initiated 4128/15. 
*''Toilet Use: The patient requires (2) staff · 
participation to use the toilet" Initiated 4/28/15. 

The resident's.Nursing Progress Notes 
documented: 
4/24/15 - "He is _a paraplegic following an 
acCioent in Octo~r 2014 ... requires two plus_ 
max(lmum]assist for AOL cares ... uses a 
commode for toilet use ... also presents with 
bleeding hemorrhoids ... ". -
4/27/15 - " ... in an accident in Oct[ober] that 

. resulted in loss of sensation and ability to use 
BLE [bilateral lower extremities] from chest down 
. u • . - . . . . - -

5/2/15. - "·:;Patient is incontinent oibowel and 
bladder ... ' - - · · · 
5/4/15 - " ... incontinent of liowel and bladder. 
Foley catheter was d/c'd [discontinued] ... " 

''5112/15 - ".: . .B<iwel_ sounds. active ... .:re<w.ires 1 
-pers_on assist with transfers/ad! (activities of daily 
living] i:ares ... " . · 
5/28/15 - " ... Bowel sounds active: .. denies any_ 
abd (abdominal] pain ... Patient is incontinent of. 
-bowel and bladder. .. " - · 
5/29/15 - " ... Patient is incontinent of bowel and-
bladder ... " - ·. · . . 
6/4/15 - " ... requires 1 person assist with 
transfers/ad! cares~ Uses wheelchair for mobility 
and-slide bdard for transfers ... ~'. _ . 
6(7/15 - ": .. ihcontinent of urine at times; but 
coniinent-of bQwels. He generally produces a 
bowel movement each evening using digital · 
stimulation: .. " · 
6/.16115 -" ... pas a nightly bowel movementwitil 
self digital stimulation .:." · · .. · . 
6/29/15 ~" ... Patient is incontinentof bowel and 

. -PRINTED: 12111/2015 
- .FORM APPROVED 

OMB NO 0938--0391 
(X2) MULTIPLE CONSTRUCTiON (X3) OAT>' SURVEY 

COM.PlEfED . . 
A BUILDING ___ ~----

B.WlNG 
R-C· 

07/01/2015. 

ID 
· .PRfflX 

TAG 

STREET.ADDRESS, CITY, STATE, ZIP CODE 

3909 SOUTH 25TH EAST 

AMMON, ID 83406 

PROVIDER'S PtAN OF CbRRi:.C 1 JON 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE:APPROPRIATE · 
DEFICIENCY) 

· {F27.9} 
processes will ·be _implemented 
to maintain our systemic 
changes_·. 

' 

- . 

4. MOS coordinator will fill out 
anil give to the DNS the CM 
communication tool weekly. 
The DNS \viii use-this form to 
verify that care plans have been 
completed for those CAA's 
triggered and needing to be 
care planned. 
DON or designee will conduct a 
random weekly audit ori-4 .­
patient care plans.per week foi 
6 wee_ks, to ensure that.: 
comprehensive care plans have 

.-been.updated. _ 

1 i Areas of concern will be 
. • ~ddres_sed _irnme.dipteJy and 

··discussed at QA {Quality 
Assur.aoi:e).meeting, monthly 
and PRN. Nursing meetings 
-throughout year will address 

. ongoing care planning 
education. -

.A-riurse consultanf will -assist 
with rev-iews as requested. 

5~ Date of Completion 7 /16/15. 

.. 

I (XS) 

I 
COMPLETION 

DAIE 

- . 
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NAME OF PROVIDER OR SUPPLIER 

PROMONTORY POINT REHABILITATION 
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PREFIX 

TAG 
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(EACH DEFICIENCY MUS1' BE PRECEDED BY FULL · 

REGUlATORY OR LSC IDENTIFYlNG INFORMATION) 

{F 279) Continued From page 8 
bladder .. ~" 

On 6/30/15 at 9:30 AM;. Resident #15 was 
obse·rved in his room seated In a wheelchair with 
oath feet resting on the foot rests. Resident #15 
had a seat beit secured snugly arourid his 
waistline and another beltaround his chestline 
and !J1e wheelchair. The resident stated he used 
. a slider board, but was unable lo transfer by 
himself from his wheelchairto his bed. The . 
residenfsaid he had no feeling from his rnidchest 
down and needed help for almost every ac!iVity .. 

On 7/1115 at 9:25 AM, the DON was interviewed . 
regarding Resident #15's bowel care. The DON 
acknowledged the resident did not have a Care 
Plan tl}at addressed his bO\~el regime ahd said, 
"yes, absolutely" the Care Plan sh.ould provide bowe!care directi\ies fo staff, . . . . . . . .. . .. 

i On 7/1/15 at4:00 PM, lheAdministrator, DON, I 
I CNO •. and additional managernen!!eam .staff. I 

. were informed of the concems>The fac1l1ty 
provided additional information on 717/15 to 
reflect the resident seif"managed his bowel care, 
but the .information did riot alleviate the Care Plan 
issues. 

{F 280) 483.20(d)(3), 483.10(k)(2) RIGHT TO . 
SS=D PARTICIPATE PLANNING CARE-REVISE GP 

.. 

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

A comprehensive care plan musfbe developed 
'within 7 days after the· completion of the. 

FORfvt .CMS-2507(02~99) PfevioLis VerSlorlS Qbso!ete Event ID:4L0012 

.PRINTED: 12111/201-5 
· FORMAPPROVED 

· OMS NO 0938-039-i 
(X>) MULllPLE CONSTRUCTION 

A-BU!LDiNG_~-~-~--

(X3) DATE SURVEY 
COMPLETED 

B.WING 

STREET ADDRESS, Cl1Y, STATE, Z!P CCOE 

. 3909 SOUTH 25TH EAST 

AMMON, ID 83406 

ID.. 
PREFIX . 

TAG 

{F 279) 

{F 280) 

PROVIDER'S Pl.AN OF.CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

1. Patient lt14 has discharged 
from the facility .. 

Pa.tient #15's care plan was 
·revised for curreritneeds; 

R-C 
07/01/2015 

(XS) 
COMPLETION 

DATE 

7/16/15 

. 

. 
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•• ·DEPARTMENT OF HEALTH AND HUMAN SERVICES 
·•CENTER$ FOR MEDICARE & MEDICAID SERVICES . 

sTATEMENT_OF DEF:JCIENCIES 
AND PlA~ Of COR~ECTION 

(X1) PR-OVIOER/SUPPLIERICUA 
1DENTIRCATlON NUMBER: 

. . 135137 . . 

NfoJ\-iE OF PROVIDER OR S~PPLIER 

PROMONTORY POINT REHABILITATION 

. (X4) ID. 
PREFlX . 

TAG 

. SUMMARY STATEI't.ENT OF DEFICIENCIES 
(EACH DEFlCJENCY MUST BE PRECEDED 8Y FULL : 

REGUlATORY OR LSC'!D.ENTIFYlNG INFORtAATION) 
•. 

{F 280} coritiriue<:I From page 9 
comprehensive <\Ssessment prepared by an 
interdisciplinary team, that.includes the. attending 
physician; a registered nurs.ewith res.ponsibiHty · 
for theresiden~ an<;! other appropriate staff in 
disciplines as.detetmined bythe resident's needs, 
and, to the extent practicable, the participatiori of· 
the resident, the residenfs family.orthe resident's 
legal representative; and periodically reviewed. · 
and revised by a team of qualified persons after 
each as.sessment. · 

This REQUIREMENT is not met as e.videnced 
by: . . . 
Based.on record review and staff interview, ir 

was determined the facility failed to accurately 
upaatethe care plan for 1 of4 sampled residents. 
(#15). The failure created the potential for the ! 
resident to receive inappropriate care due to lack 
.of <lirection in the care plan. 

Resident #15 was admitted to the facility on 
4124/15 with diagnoses including rehabilitation, 
urinaiy ·tract infection, muscle,weakness, · · 
abnormal posture, and paraplegia. . . 

The resident's 511/15 admission MOS 
assessment documented the. resident was 
cognitively intact, required 2-person extensive 
as.sist for transfers and dressing, and required 
1-pernon el<tensive assistfor bed, mobility; 
locomotion on the untt; an.d toilet use,. 

The resident's June 2015 recapitulated 
physiCian's orders documented: . · . 
4/24/15 - "Admit to skilled nursing facility under 
the. care of tphysician's name ::." . 

_FORM. c.\'is-2567(02-99) Pi:eviovs Vers!o\is o~ete Event I0;4L0012. 

(X2) MULTIPLE CONSTRUCTION 

A s·uJLDING~-------

B. WING 

STREET ADDRESS, CnY, STATE. ZIP CODE 

~ 3909 SOUTH 25TH EAST 

AMMON, ID 83406 

PRINTED: 12/11/2015 
FORM APPROVED · · 

OMB NO 0938-0391 

. 

ixarDATE SURVEY 
COMPLETED 

R-C 
07/01/2015 '. 

10 
PREFIX 

TAG . 

PROVIDER'S PLAN OF CORRECTION. 
(EACH CORRECTIVEACTION SHOULD-BE 

. (XS) 
COMPLETION 

DATE 

(F 280} 

· _ CROSS.REFERENCED TO THE.APPROPRIATE 
. DEFICIENCY) 

assjstive/restrictive devices, 
education provided for self­

. performing orfamify . 
· pei-rorming.cares, and for 

safety. Care pl<in was. updated 
to reflect changes. Nurse spoke 
with p·atlentneeds and 
education. 

2 .. :All patients.have the 
potential to be affected. 

Roa~ cause.aiialysis revealed 
sufficient education regarding 
spedflcs of appropriate care 

. planning and updating of car~. 
plans fo include interventions 

. was lacking .. ' 

We believe that staffing 
_ edycation [s the best 
prevention. A1i:riursingstaff are 

. required .to update the patient 
care plans .to include new 

· interven'tions and·care pla_n any 
interventions related to 
restr.ictive devices, 
·self/family/caregiver providing 
· cares,-ai:id UTl's. We will 

· identify these.patient.s by nurse 
to -riurse report, DOI\! review of · 
_n_e\v adtiiisslon orders arid care· 
plans. DON or designee ,will · 

. 
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FORM APPROVED 

OMB NO' 0938-0391 

STATEMENT OF D~FICIENCIES 
AND PLAN OF CORRECTION · 

{X1) PROVlDER/SUPPUERICLIA 
IDENTIFICATION NUMBER: 

. 

135137 

·NAJ/.E OF PROVlD.ER OR SUPPLIER 

PROMONTORY POINT REHABILITATION 

{X4) ID 
·.PREFIX. 

TAG 

SUM1l1ARY STATE~.<ENT OF-DEFICIENCIES 
{EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYlNG lNFORfl.4ATION) 

{F 280} Continued From page 1 O 
4/24/15 c "l;'T/OT [physical therapy/occupational 
therapy] eval [evaluate] and tx [treat]." 
5/}1/15 - "Sep!fa DS Tablet800-160 MG . . 
(Sulfamethoxazole-Trimethoprim) Give 1 tablet by ·. 
mouth tWo times a day for UT! for 7 days." End 
date: 5/18/15 . · . . 
6/26/15 , "Seat belt to wheelchair for positioning 

" 

Patient#1S's.current Care· Plan documented: 
•"Paraplegia r/t [related to) Spinal injury," initiated. 
4/28/15. . . . . . . 
•"PT, OT, evaluate and treat as ordered," 
initiated 4/28/15. 
• ": .. ha.s limited physical mobility r/t spinal injury, 
paraplegia," initiated 4/28(15 .. 
• "Seat belt to wheelCha.ir for positioning/patienrs 
request. P.atient is able to demonstrate how to . 

. release seat belt," initialed 6/26/15. 
•"Antibiotic Therapy r/t Infection UT!," initiated 

1
5/12/15. 
.'"Administer medic.ations as. ordered .. :.Any. 
.antibiotic may cause diarrhea. nausea, vomiting, 
anorexia ... Obser'ie for possible side effects · 
every shift ... "initiated 5/12115. 

The resident's care plan did not include any. 
interventions.l.n regards to the. frequency of 

. releasing.the restrictive .devices, assessment of 
the skin under the restrictive dei/ices, or · . . 
offloading for a paraplegic patientwith impairment 
from the chestline down. Additionally, the resident 
still had an active Utl Care Plan, although he was 
neither diagnosed with- nor being treated for a . 
UTI. The facility also documented the resident 
was· resistive· to cares and e_duciltiori related._to 
catherization, incontinence, arid showers. Family 
provided assistance with the showers; however.·· 
the Care Plan did not reflect how the facility 

F9RM CMS-2567(02...SS) Previous Ver~ons Obsolete .. Eve"fit !0:4L0-012. 

(X2) MULTIPLE CONSTRUCTION {X3) oATE SuRVEY. 

A SUILDING·_ -------~-
COMPLETED 

B. WiNG 

ID 
PllEFIX 

JAG 

STREET ADDRESS, CJTY, ST1\TE, ZIP CODE 

3909 SOUTH 25TH EAST 

AMMON, ID 83406 

. PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE A GT ION SHOULD BE 

CROSS-REFERENCED TO THEAPPROPRIATE 
OEFICIENCYJ 

{F 280} review accident and incidents 
for the prior day. 

3. This will be maintained by: 
a. Nursing staff education to 
review assessm~nts uPon 
admission and with neYi 
assistive/restrictive devices and 
diet orders. All patients that are 
identified as having restrictive · 

· devices are to be care planned 
for appropriate interventions. 
.b.Care plan library changes to 
now include non­
pharmacologital interventions 

. to. be personalized as needed. 

. c. Through our continued 
· rncinltoringJhese prpc~sses will . 
be evaluated·and any·addltlonal · 
processes will be implemented 

. to ma.int~ln qur.syst.ernic· 
cha\iges: boN educated 
nursing staff on properly . 
updating resident caie plans to 
indud.e 1.nterventions to .. 
frequency or releasing and 
assessment ofskin/offloadlng 
for restrictive.devices. Also for 
resolving out UTI care plans 
when appropriate and 
education pr<ivid.ed to patient 
and/or family ,,;hen they 
prOvide assista_nce. 

R-C. 
07/01/2016. 

. 

[XS) 
C.OMPLETION 

.DATE 

. 
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135137 

N/IJ.tE OF PROVIDER OR SUPPLIER 
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. (X4) ID 
PREF!X 

TAG 

. SUMMARY STATEMENT OF DEFICIENCIES: 
(EACH DEFICIENCY MUST BE PRECEElEO BY FUU 

REGULATORY OR LSC; IDENTIFYING _!NFORMA'flON). 

. 

{F 280} Continued From page 11 
·addressed these areas of care or the associated . 
resident and family education.: 

.. 

The residenfs Nursing Progress Notes. 
documented: . . . . . 
4/24/15·- 'He is a paraplegic following an . 
accident in October 2014 ... requires two plus 
max[iinum] assist for AOL cares ... " 
4/27/15 - " ... in an accident in Oct(ober] !hat' 
resulted.in loss 0fsensation and ability to use 
BLE [bilateral lower extremities].from chest down 

u . . . . 

5111/1.5 - " ... Urine culture results· received with. 
order$ for Septra OS ... 7 days.:.'' . 
5120/15 - "Pt [patient] finished Septra for UTI." 
6/4/15, ~ " ... requires 1 person assist with . 
transfers/ad! cares. Uses wheelchair for mobility · 
and slide board for transiers .. .''. 

On 6/30/15 at 9:30 :AM, Resident #15 was 
observed in his room, seated in a wheelchair wilh 
both;feet resting on the footrests .. .Resident#.15 .. 

. had a seat bel.t secured snugly around his· 
waistline and another belfaround his chestline 

. and the wheelchair. The resident stated he used 
a.slider•board; bufwas, unable to transfer by 
himself from his wheelchair to his bed: The.· 
resident said .he had no feeling from his midchest 
dC;iwrtand needed help for near!Y every' activity. 
The resident. demonstrated his ability to .. unfasteh 
his seatlielfand then his chest restraint. 

On 711115 af 9:25 AM, tne DON was interviewed · 
. regarding Resident #15'5 Cattl.Plan. The DON · 

· sckhciwledged the resident. did not have a current 
· ·· ·."sf and !He Care Plan should nave been . 
. ···~~ed. The DON said the residents Care .Plan 
.· sho \'.1"ve also (;ontained a direciive of car·e. for 
: the 3 .:..;_ and chest belts: · : · · . . : . . 

--=-""'--~.~. . . . 
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ID 
PREFIX 

TAG 
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AMMON, ID' 83406 . 
PRO'v1DER'S PLAN OF COR~CTlON 

(EACH CORRECTIVE ACTION SH()ULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

{F 280) d~ Pal icy and procedure· 
reviewed and. updated to reflect 
any needed changes . . 
Education provided on 7/16/is. · 

. 

4. PON or designee will conduct 
weekly audits on 4 admitted · 
patients' care plans per week 
for 6 weeks, to <insure that. 
compre~ensiVe care-plans-have· 
been updated to Include . 
assistlve/restrictive devices and· 
diet orde.rs. Ali patients that.are' 
identified ae,havlng restrictive 
devices, UT!'s1 ·and diet orctei 
changes ·are to be care pianned ... 
for appropriate inte..Ventlons. 

Areas of concefri \illil be·· 
addressed immediately and 
dLs.cu.ss.ed at QA (Quality . . 
Assurance) meetingimonthly . 
and PRN. Nursing meeti.ngs .. 
throughout year will address 
ongoing care planning 
educatiOn. . · · 

A nurse consultant.will assist 
with reviews as request~d:: 

5. bate ofcompletion7/16/15: 

..- -

R,C . 
07/0112015 
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On 7/1/15.at 3:30 PM, PT#3was_intetviewed · . 
about Resident #1 S's . seat- and chest belts. PT .. 
#3 stated the seat-. and chest belts were used by 
the residentprior to his arrivalto the facility, and 
said, "[I] don~ see that either the seat beltor the 
chest belt is mentioned" in the PTevaluatiori or 
the PT riotes, "budhe need for them in relation to. 
fhe /eve/ of his injury is. He has lack of core· . 
strength." The PT stated hefshe was not familar 
with the Restrictive D.evice Assessment form that 

·had been collipleted·for the resident's· seal belt.· 

· Dn 7i1115 at 4:00 PM, the Administrator, DON, 
. CNO, and addiiiona/ management team staff 
were Jnfarmed of the concerns. The facility _ 
provided additlonal information, but the · 
information did not alleviate the Care Plan issues. 

{f' 323} 483;215(h) FREE OFACCIDENT . . .. -
SS=D HAZARDSISUPERVISIONIDEVICES 

' The facility must ensure that the iesid('Jnt. · 
. envlronm-ent remains as free of accident hazards 
as i.s possible; and each reside~t receives 
adequate supervision and assistance devices to 
prevent accidents. · 

This REQUIREMENT is not met as evidenced 
·~·. . ... · ., ... 

Based·on observation, ·medical record review, 
. and resident and staff intetview, it was · 

determined the facility failed to ensure 1 of 4 
sampled. residents (#15) was assessed Jar safety 

·· -and tntetventions implemented for.hisfhercare· '· 
and services as follows:· 

. 

FORM cMs-2567(02·99) Previous Vera!ons_ Obso!ete Event ID; 4L0012 

·· .· {i= 323J. 

.· ,. : f 

1. Patient #15 was assessed for 
safety, benefits, and risks of the 
use of a seat belt and chest 
restraint including any needed · 

·interventions. Family member 
. was assessed and found 

capable ofindependently 
providing safe and proper care 

-fonransfers; undressing·and 
dressing, and bath hygiene care 

2. All patients using restrictive 
devices and having family 

.. provide. care have the potential 
to be affected. 

A root cause analysis revealed 
appropriate planning, 
impf"emen~atfon, and . 
com"!JuniCati6h vie.re n9t 
coriducted for interventions for 
patients witll family pro~lding • 
·care.arid-for-restrictrve deVic-es. 

7/16115 .· 
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{F 323} 
_, 

Continu1>d From page 13 . . . . 
a) Resident #1 S 1vas not assessed for the safety,·· 
benefits, and risks of the use of a seat .belt and .· 
chest restraint, nor were on-going assessments . . . 
and eare planned inte1Ventions implemented for 
the continuation, of these assistive devices . 
b) Resident #15's family member was not 
assessed nor determined capable of 
independently providing safe and proper care 
without staff inte1Ventioniassistance for the 
resident's transfers, undressing and dressing, 
and bath/hygiene care: 
Findings include: 

Resident#15was admitted.to the facility on 
. 4/24/15 with multiple diagnoses including. 

rehabilitation, muscle weakness, abnormal 
iJosture, and paraplegia. · 

Th~ residenfs 5/1f1!i arjmission MDs . . .. 
/ assessment documente<J: 

*SIMS with a score of 15 for cognitively intact; 
* N.o behaviors indicating a rejection of care; · 

J • 2-person eXtensive a5sist for tiansfers~and 
dressing; 
• 1'person extensive assist for bed mobility, 
1oco111otion on the i.mit, and toilet use; 
* No physical restraints in use; and, 
• Bath/shower did not occur. 

-
Note: On 1/1/1.5 at 12:10 PM; LN #5 stated the 
bath/shower was ceded as no(oi:curring "since 
our staff/CNAs were not providing any of the 
bathi.ng function." 

The resident's reeapitulated Physician's Orders 
doc:Umented: . · · · 
• 4124/15 : "Admit to skilled nursing facility under . 
the cate:of fph'isician's name] ... " . . · 
• 4/24/15 - "PT/OTeval fevaluate]and'lx [treat].' .· 
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{F 323} 
We believe that staffing 
education is the best · 
prevention. All nursing staff are 

. requked to Initiate/update Uie 
patient care plans to include · 
intervet1tiorls-f6r patients \'lith 
family providing care and for 
restrictive-devices. We will 
identify these patients by nurse 
to. nurse report,.DON revie\v of 
r~strictive ·~evit;:e a:>~essmer1ts, 
and DON rev_iew of all new 
admission care plans. 

Nursing staff were educated on 
pi~per irit~rventio~s, 
communication, -and 

· :doC:lACTl.~~tatio_nJor'iestrictive 
devices, UTl's;and 
education/assessment of family 
prqviding care.:Also on care 
plan updates for those 
inte[ventions. Education 
provided at staff meeting on 
7/16/1s: 

. 3. This will be maintained by 
·a.Staff education as to proper 
lnterventions, corri!Jlunication, 
and documentation for 
restrictiVe deviceS· and 
education/assessment of family 
providi.ng ca~e. Al.So on care -

' 
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{F 323) Continued From page 14 · 
* 6/2/15 - "Nystatin Powder 100000 Unit/Gm 
Apply to Peri area topically as needed for yeast 
infection.11 

· · 

* 6/26/15 - "Seat belt to wheelchair for 
positioning; (Patient able io demonstrate how to · 
release seat belt}." 

Patient #15's· current Care Plan documented: 
*Focus: "Patient has an AOL Self Care 
Performance Deficit r/t paraplegia." Initiated 
4/28/15. 
* lntei:ventions: "Bathing: The patient requires (2) 
staff participation with bathing ... Dressing: The . 
patieni requires (2) staff participation to dress ... 
Transfer;.The patient requires.(2) staff 
participation with transfers ... " lnUiated4/28/15. 
*Focus: "Paraplegia r/t.[related to] Spinal injury." 
Initiated 4/2ff/15. · 

. • · * Interventions: "PT, OT, evaluat<;l and tr<3atas 
ordered." Initiated 4t2fii15. 

· *Focus:·" ... has limited physical mobility r/t spinal 
injury, paraplegia," Initiated 4/28/15. .· .· ... · 
•Interventions: "Seatbelt to wfieelchair for 
positioning/patienrs request. Patien!'ls able to 
demonstrate how to release seat belt." Initiated 
6/26/1!i.. ''. ' '' ' 
{Refer to .F280 citation related to the seat belt and 
chest restraint care directives for' Resident #15. 

The residenfs 4/24/15 PT Evaluation & Pia~ of 
Treatment History documented: . . 
" ... about 2 months ago where pt has been living 
in a inotel room with hfs ex-wife assisting him. Pt 
had been attempting home health physical 
therapy and nursing care in the motel. room but· 
struggled d/t[due to] the ccinlined space. While at 
the niotel, pt developed a UTI with sepsis and · 
was hospitalized on4/18 ... " . · 
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plan updates for those 
interventlons. 
b·. Director of Nursing will 
review care plans for proper 
interve~tiohs, communication, 
and documentation for 
re~trictiye devices··and 
education/assessment of family 
providing care. Also On care 
pla,; updates for those 
ihterventions, 

4. DON or designee will conduct 
a weekly audit on ail newly 
admitteci·patientsfor proper 

· interventicins; communication, 
· and documentation for 

'' ·. iestrictlve'devices arid 
education/assessment of family 
providing care. Also on care 

.:plan'updates for th<;>se · 
interventions each week for6 
weeks ... 

Areas of concern will be' 
addressed im~ediately and 
discussed at QA (Quality . 
Assurance) meeting, monthly 
andPRN. . .. 

A nurse_ consurtant will assist 
with ·reviews. as requested. 

s, Da.te· of Completion 7 /16/15 · 
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{F 323} Continued From page 15 
The residenfs lnterventiDnsand Tasks report 
documented Resident #15 was scheduled for 
bathing on Wednesdays and Saturdays, but liad 
refused baths/shewers from facility staff from 
4/29/15 through 6/27/15. NOTE: Bathing was 
provided by a family member. Please refer to F 
280. 

Resident#15's Restrictive DeviceAssessment 
documented, dated 6/26/15, documented the 
resident had a diagnosis of paraplegia and "{was) 
alert and oriented times 3 [person, place, timej. 
He is able to demonstrate how to release seat 
belt. [Resident] has requested the use of seat belt 
to wheelchair for comfort/positioning." 

On. 7/7/15 the Bureau of Facility Standards · 
received an addendum from the facility in regards 
to thE) s_eat belt and chest belt. The 71:';{15 ·• 
statement, written by a physical therapist, 
documented, " ... When pt [pafient] came to our 
facility on 4/24/15, pt came with a manual w/c · I 
equippecf with a seat be it and chest restraint that 1 
was. fitted to him ... to assist with· safety and 
ba.lanee· .-. Pfs cognition has always been intact 
since.hi.s arrival here, and he:has been very· 
aware of safety concerns associated with his 
decreased trunk stability: .. " 

Note: The seat belt assessment, plan ofcare, 
and physician'.s order was not completed until 
6/26/15, although the.resident had been using a 
seat belt since admission tci the facility on. · · 
4/24/15. Also, a chest belt was not ordered by a 
physician, a restrictive device assessment was · 
not completed, and the chest.belt was not part of. ' . 
the resident's care pli:in: .. · 

The resid.ent's Nursing Progress- Notes 
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{F 323} Continued From page 16 
documented: 
* 4/24/15 - "He is a paraplegic following an 
accident in October 2014 ... requires two plus 
max(imum) assist for AOL cares ... " 
• 4/27/15 - " ... in an accident in Oc![ober] that 
resulted in loss of sensation and ability to use 
BLE [bilateral lower extremities] from chest down 

u 

* 512115 - " ... Requires 1 person·assist wi.th 
transfers/adls [activities of daily living]. Uses 
wheelchair for mobility with staff assistance to 
propel ... " 
• 5/7/15 - " .. , is a 1-2 assist slide board transfer ... 
loss of sensation and ability to use BLE [bffateral 
lower extremities] from chest down ... " 
• 5/12/15 '" ... 1 person assist with· · 
transfers/adlMmbulation ... " 
• 5/25/15 - " ... Requires 1 person assist with 
!ransfe_rs/adlo : .. " - ~ . . _ _ · 
* 5/31115 - " ... is a 1-2 assist slide board transfer . " 

I ;G/4115- ." ... r13quires 1 person assist.with ·I 
· I transfers/ad! cares. Uses wheelchair for mobility 

and slide board for transfers ... " · 
•· 617115 - " ... produces a bowel movement each · 
evening using digital stimulation, followed by a 
nightly shower whrch he completes with. the 
assistance of a family member under staff 
suf)'ervision ... ~' . . 
* 6/15/15 - " ... is a 1 assist slide board transfer.Pl 
is dependent on dressing and assisted with other · 
ADLs .:.;' - _ .. ·. ·. . . -
* 6/23/15 - ": .. Pris a 1.assist slide.board transfer. 
: .. Pt is dependent on dressing ... " 
* 6/27/15 :··\ .. requires one person assisfwith 
ADL cares. He is non a111bulatory and self propels 
wheelchair for loconiotiori ... " · . 
Note:. The NursingProgiess Notes contained no . 
documentation in regards to the seat belt or chest 
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{F 323) Continued From page 17 
restraint, nor whether the resident was assessed 
for safety with those devices. The Nursing 
Progress Notes contained no documentation of 
resident refusals of staff assistance with · 
baths/showers. The Nursirig Progress Notes on 
617, 618, and 6/21/15 documented the resident 
was asslsted by a family member with a shower 
under staff sup.ervision. 

On 6/30/15 at 9:30 AM, Resident #15 was 
observed seated in a wheelchair in his room with 
both feet resting on the foot rests. Resident #15 
had a seat belt secured snuggly around his 
waistline and another belt around his chestline 
and the wheelchair. The patient stated he used.a 
slider board, bul'was unable to transfer by himself 
from his wheelchair to his bed. The patient said 
he had no feeling from his midchest.down and 
oe<>d<>ii.help.with mosractivity: The resident·.· . 
demonstrated his ability to unfasten his seatbelt 
and chest b<>lt. I 

on 7/1115 at 12:45 PM, ihe OTRiL [Occup~!ional 
Therapy Registered License]was interviewed 
regarding the bath/shower assessment for 
Resident #15 .. The OTR/L stated ne was involved 
.in the initial observation/assessment on 4/24/15 
and for bathing/hygiene the reside.nt was 
assessed to be "max assist with bathing" and 
"required more than 50% assistance at least with. 
one [staff]." T!ie·OTRIL said tl1e bathing · 
assessment encompasse.d the entire task from 
the beginning to the end, including tht3 transfer, · .· 
undressing, dressing, and etc. The OTR/L said a. 

·family member was present during ·the initial 
assessment; but was not physically helping the . 
patient during the assessment process. When the 
OTR/L was.asked ho1¥ the residenfs safety while· 
under the care of the facility was ensured with a. 
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{F 323) Continued From page 18 
·family member being responsible for transfers, 
undressing, showers, and dressing, he stated "I 
was not assessing her abilities on the first day, 
and assumed since she was his full time 
caregiver-prior to his coming here that she would· 
know how to provide his care." 

On 7/1/15 at 1:08 PM, CNA#4 was interviewed 
regarding Residenf #15's bathsfshowers. The· 
CNA stated the resident was a "younger man and 
veflj private" and had, since his admission to lhe 
facility, refused to allow the staff to provide 
showers. The CNA said a family member "did 

. everything" for the resident and staff only 
provided towels upon request. 

On 7/1115 at 3:30 PM, PT #3 stated Resident 
#15's seat.and chest belts were .u.se(J by the · · · 

. reslcfe-nt priodo coming tci the facility. PT #3 s<iid, 
I "Don't see that either the seat ·belt or the chest 
belt is mentioned" in the PT evaiuaiion or the PT 
notes:"but the need for them irfrelation io the 
level of his injury is. He has lack of core strength." 

On 7/1[15 at .. 4.:0.0 PM, !he Administrator, DON, 
cNb, arid addiiional management team staff 
were informed of the concerns. The facility 
provided additional information that did not 
alleviate the concerns. 

F 329 483.26(1) DRUG REGIMEN IS FREE FROM 
ss~D UNNECESSARY DRUGS 

Each residenfs drug regimen must be free from 
unnecessary drugs. An unnecessary drug is any . 
drug when used in excessi\re dose (including 
duplicate therapy); or for excessive duration; or 
without adequate monitoring; or without.adequate 
indications for its use; or in the presence of 
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1. Patient #14 discharged from 
the facility. 

2. Ail residents on antipsychotic 
therapy have the potential to 
be affected . .". 
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adverse consequences which indicate the dose 
should be reduced.or discontinued; or any 
combinations of the reasons above. 

Based.on a comprehensive assessment of a 
resident,· the facility must ensure that residents 
who have not used antipsychotlc drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessaiy to treat a specific condition 
as diagnosed and documented in the clinical 
record; and residents Who use antipsychotic 
drugs receive gradual dose ·reductions, and 
behavioral interyentions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs. 

This REQUIREMENT is not met as evidenced 
. by: 

.Based on siaff interview and record review, tt 
, was determined the facility foiled to determine the 
1 cause ol a residenfs escslated behaviors and 
iniiiaie nonpharmacological interventions lo 
address t'lose behaviors prior to the initiation of 
antipsychotic therapy and use of duplicate 
antipsychotic medications. Additionally, the facinty 
.failed to develop specific care plan interventions · 
to address the residenfs challenging behaviors. 
This was true for 1 of 1 (#14) sampled residents. 

·Resident #14 was exp0sed to the potential for 
more than minimal when he experienced 
increased sedation and agitation that:affecied his 
ability to participate in physical- and speech 
therapies, and eventual hospitalization for further 
evaluation of the increased behaviors. 

.·-
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F 329. 
A root cause analysis revealed 
that there was a lack of 
communication between the 

· med/ca/'director and family 
physician thatthe 
family/resident went to see and 
medications changes made at 
that appointinent. 

We believe that staffing 
education is the best 
prevention. All nursing staff are 
required to initiate non-
phanr<!cological interventions 
for behaviors prior to 
administration of ant/psychotic· 

.. therapy and for use of duplicate 
· antipsychatiC niedlcati6ns."'0ie 

will identify these patients by 
nurs~ to nl!rse rep9rt, DON 

. r·evieW of ne~i orders ·for 

I 
antipsychotic medications, 

I duplicate antipsychotic 
I medications, and .non- I 
) 

pharmacological interventions. 

3. DON educated nursing· on 
initiating non-pharmacological 
interventions, monitoring to 
avoid duplicate antipsychotfc 
medications on 7/16/15. 

. 4; This will be maintained by 

-
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F 329 Continued From page 20 
NOTE: Resident #14 was admitted to a loc;al 

. 
hospital immediately prior to his admission to the 
fadlity. That hospital documented the following: . 
•History and Physic;al, datei:f6/9/15: "The patient 
was broughfin by family. members apparently . 

· som$what confused ... He is unsure Why.he is 
here other than stating that his mind has not been 
working. He does have some word salad on initial 
evaluation; however, begins to answer questions 
appropriately; but then rambles on with other 
nonsensical sentences or words." 

• Occupational Therapy lnitia·I Evaluation, dated 
6/10/15: "P[atient] is very confused, it appears 
that the [patient] was seeing things in his room 
like machinery that he w9s fixing, or· a young girl; 
and something else he would just point at." 

. • Speech Jherapy Initial .Evalu§tlon; dated 
6/11/15: "He has shown limited ability to 
understand verbal instructions and questions and 
is very verbose w/litue conterit in his, speech. · 
Cannot appropriately answer yesino questions or 
answer questions about daily item's function ... · 
Memory .and Attention were not.assessed due to 
patierirs conf4se.d statgi;. f:le. hi;l,s op known .. 
histor/of previous cognitive/communication 
deficits." 

Resident #14 was admitted to the facility on 
6h3/15 with multiple diagnoses, including histor1 
and recent Cerebrovascular Accident (CVA), 
hemiparesis, falls, delerium, Type lldiabeies, and 
urinary tract infection. The residenrs admission· 
medication orders did not iricludeanti-psychotic 
medic;ations. · 

· The Admission MOS, dated 6/19115, 
documented: 
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initiating non-pharmacological 
lnterventionS, _monitoring to 
avoid duplicate antipsychotic. 
b. Throµgh our continued 
monitoring these processes \Viii 
b.e evaluated and any additional 
processes will be implemented 
tel maintain our systemic 
changes.· 

. DON o(designee will conduct 
audits on· all new admissions 
with prescribed antlpsychotic 

. medications for 6 weeks, for 
initiating non-pharmacological 
inteTvfanfiOri-s arid ·moni~oring to 

· avoid duplicate anti psychotic: .. 
.. 

Areas of concern will be 
aqdrees~d.Jmmedlately and 
discussed at QA (Quality 
Assurance) meeting, monthly . 
and PRN. 

. ..... •. 

A nurse consultant will assist 
with reviews as requested. 

. 5. Date of Completion 7/16/15 .. 
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F 329 Continued From page 21 
• ShorHenn and long-tenn memory impairment; 
' Moderately impaired decision making skills; 
.• Continuous inatt~ntion and disorganized 
thinking; · 
• Fluctuation· in altered level of eonsciousness 
and psychomotor retardation; · · 
' Hallucinations and delusions present; 
• No physical/behavioral symptoms or rejection of 
cares presen~ and 
•Wandering occurred daily. 

The Psychotropic Medications care plan, dated 
6/17/15, documented, the resident used 
psychotropic medications (resperidone) related to 
delerium due to CVA Interventions included: 
Monitor/record occurrence of target behavior 
symptoms and. specify wandering; inappropriate 
response to verbal· communication; 
violence/aggression towards staff/oihers;:.. _ 
document per facilify prcitocor; re-port fo .MD as 
needed - side effecis and adverse reacfions of 
psychoactive medications, including unsteady 
gait, taidiVe dysklnesia, fatigue, and insomnia; 
and behavioral symptoms· nof usual to the 
resident. · · 

· NOTE: The 20'\s Nur5iii9 orug l-l;;lldbo~i< 
documented !he following adverse rea.Ctions 
associated with the use of Risperdal, "akathisia, 
dystonia, agitation; anxiety, hallucinations, mania, , .. 
impaired concentration, and fatigue; an'd·use 
cautiously In in' patients with cerebrovascular 

. disease." The Black Box Warning documented, . 
"Elderly patients with dementia-related psychosis 
treated with antipsychotics are at incie.ased 'risk · . 

. for deatl1; drug is not approved to treat elderly 
patients with dem.entia·related psychosis." 

The Impaired Cogniiive eare plan; dated 6/24/15,. 
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F 329 Continued From page 22 
documented the resident h9d impaired 
cogintion/dememtia/impaired thought process 
related to CVA. Interventions included: Identify 
self at each interaction; face resident when 
speaking; make eye contac~ reduce any 
distractions; use consistent, simple, directive 
sentences; provide necessary cues; stop and . 
return if agitated; monitor, document, and record 
any changes in dec;ision making ability, memory, 
recall and general awareness; difficulty 
expressing selt, difficulty understanding others; 
level of consciousness; and mental statUs. 

On 6/30/15, the facility was asked and could not 
provide a behavior and/or impaired cognition care 
plan in place prior to the current care plan, 
therefore, it could not be determined how the. · 
·residenfs "delerium secondary_ to a CVA,"was · 
being monitored and addressed adeguately; ·. · 

1 
Resident#14's Physician Orders (P.O.), Nurses 
Progress Notes {NPN), Medication Admin.istraiio_n 
Rec-0rd (MARJ, Office Vls_it Notes {OVN), · . · 
Psychotropic Drug Use Assessment (PDUA), 
Agitation fo,ssessment(AA) Physical Therapy 
Notes (PTN), Interdisciplinary (101) f>tlinYtJ?s, and. 
Spe'ech Therap{Noles (STN) were reviewed and. 
included ihe following information: 

.. · 
. The Nursing Admission Assessment, dated 
6/13/15, doc_uniented Resident#14 was oriented 
to person-only; he innapropriately answered 
questions, was unable to understand; ''wanders 
mentally;" was unable. to make needs· known; and 
required assistance with decision making due to 
his [impaired! cognitive. status . 

. . 

• PTN - 6/13i15: "Pt [Patient! was very contused 
today and demonstrated severe expressive.and 
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F 329 Continued From page 23 · 
receptive aphasia that was diffucult tci manage." 
* NPN - 6/14/15, at 5:24 AM: "Pt appears to be 
adjusting well to facility. Pt appears to be. 
sleeping." 
* NPN -6/14/15 at11::38 PM: "Patient was alert 
for the first few hours of this shift. He is oriented 

. to self only, often calling staff members by family 
members (sic) names. Patient was atiempting to 
self transfer out of bed several times, when 
approached by staff he denied needs and was 
assisted back to bed. Patient did fall asleep and 
was quite lethargicwhem approached for HS 
[night] medicaiions. He took several minutes of 
cueing and reminding to take his medications ... " 
• PTN - 6/15/15: "Pt demonstrates moderate to 
.severe at81Xia and Continues to be limited by 
confusion and halluclnations." 

.. 

Note.: This was.lhe.first documentation of the 
presence of halluCinatioi\s in (he fadli\Y and did 

1 
not .indude any documentation as to the specific 

J characteristics of tl1e hallucinations, how,they , 
were· harmful to tlie residenfor others, ·what 
non-pharmacological interientions. were· · 
attempted, ·nor the effectiveness of those· 
interventions, or wh,;,th!'lr. all nursing ?19ffwere 
alefteil to the'iesident's new symptom of 
hallucinations. · 

• NPN - 6/1 S/15 at 5:00 PM: "Pt was agitated and 
was using 02 [oxygen] hose like a rope/lasso. Pt 
redirected with coffee and food." 
• PTN--6/16/15: "Pt showing confusion and does' 
not know why he is here, pt told and then .he 
forgets later needing reminded again." · 
• NPN - 6/16/15 at 6:22 PM: "Patientis alert and 
confused, per patient norm following recent CVA. 
He. is occasionally.able to be reoriented to current 
sttuation, but easily forgets. Patient describes 

FORM CMS-2567(02-99) Previous-Vers!ons ObscXete Event ID:4L0012 

I 

(X2) MULTIPLE CONSYRUCT/ON 

A. BUILDING 

B,WING 

STREET ADDRESS, CJTY, STt\TE, 2lP CODE . 

3909 SOUTH 25TH EAST 

AM[VjOf',j, JD 83_40(; 

PRINTED: 12111/2015 
FORM APPROVED 

OMB NO 0938 0391 -
(X3) DATE SURVEY 

COMPLETED 

R-C 
07/01/2015 

. . - -·- -. 

ID PROVJDER'S PLAN OF CORRECTION (XS} 
PREFIX (EACH CORRECTIVEACTlON SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 329 

I 

.. ·. 

Facility ID: MDS001633 If conti~uaUon. sheet Page 24 of-35 

! 
I 

- l. 
. I 



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

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVJOERISUPPL/ERJCUA 
lDENT!F!CATION NUMBER: 

135137 
NAME OF PROVIDER OR SUPPUER 

PROMONTORY POINT REHABILITATION 

(X4)/0 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

F 329 Continued From page 24 
visual and audible hallucinations this shift, which 

• is not a new occurrence for the patient. Patient 
has been very restless and anxious· this evening 
and his family has asked for [!he] physician to be 
consulted regarding .possible treatment options 
for the agitation and halluclnations." 

Note: It could not be determined from the nursing 
documentation, what the visual and audible 
hallucinations were, how persistent they were, or 
how they were harmful to the resident or others. 
There was no docunientafion of any 
non~pharmacological interventions attempted, nor 
the outcome of those interventions, if attempted. 

• PTN - 6/17/15: "Pt showing confusion needing 
· repeated fvoice.commandsj to stay on task 

during Nustep activity." . 
*IDT Minutes· 6/17/15 at 12:00 PM: ''.Family is ··· 
concerned·aboutbehaviors-.:: Will consultivitn . 

i the Internal Medicine/Cardiology Physician for ! 
'j additional opinion regard.Ing patient and . . . 
, psychotropic medication cessation effeds (was 
on risperdone at the hospital, was qiscontinued 
·an day of discharge) and the benefit vs risks of 
starting this medication again,,." 
* POUA-6/17/15: ' ' ' 
- The resident did not have a diagnosed · 
psychiatlic disorder; 
- The resident was.receiving the anti-psychotic 
medic;etion Risperdal; 
- The area on the assessment to list spedfic 
symptoms to monitor left blank; 
- Indicated reason for the medication; "Delerium 
[related toj CVA" , · · 
-. Risperdal started 0.0·6117115 and was "unknown. 
at the time" if the medication use was temporary. 
- Medical Factors, Side Effects Factors, and 
Cognitive/Behavior/Mood Factors tor 
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F 329 Continued From page 25 F 329 
consideration on the form left blank. 
- The resident had problems with balance, gait,. 
and/or positioning ability. 
- The form documented the psychotropic drug 
use side effects and the.Cognittve/BehaviorlMood 
factors did not impact the resident's ability to 
function. It was unclear how this was determined 
as the identified areas of the assessment were 
left blank. 

NOTE: The residenfs entire medical reeord was 
requested on 6/30/15 and 711115. The facility 
provided the record, which did not include an 
Agitation Assessment, which the facility provided 
to the Bureau of Facility Standards on 717115. 

*AA- 6/17/15: Grabbing "onto" people, 
performing repititlous mannerisms, cursing or 
ve.rb.afaggr<ission; "weird laughter.or crying"· 
(occurred no 2 times"thaf' day), physicar arid I 
verbal sexual advances, general restlessness, 
and repetitious sentences or questions (occurred 1 · 

a few times an hour "thaf' day, however, tliere 
was no documentation in the resident's record to 
support the identified behaviors). 
•P.O. (verbal) 6/17/15, at4:23 PM: "Risperdal 
o.s mg one po twice daily." ·· · · 

NOTE: The only documentation in the.resident's 
record related to the use of Risperdai was located 
in .the IDT Minutes for 6/17/15 and documented, 
"The residen!Was on risperdone at the hbspltai 
[and it] was discontinued on the day of 
discharge." 

* STN - 6/17/1.5, at6:43 PM: "He[Resident-#14]. 
perseverated continually on topics of police 
officers, wit!nesses, and needing SLP's [Speech. 
Therapisfs] papers and clipboard." 
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•MAR~ 6/17115, at8:00 PM: Risperdal, 0.5 mg. 
•MAR -6118/15, at 8:00 AM: Risperdal, 0.5mg. 
*P.O. - 6/18/15, at:5:28 PM: "Risperdal 0.25 mg 
give one by mouth two Umes a day for delerium 
related to CVA." · 
• NPN ' 6/18/15, at 5:34 PM: "Patient is alert and 
oonfused, per patienfs norm[al] related to recent 
CVA. Patient has been vef'} sleepy this shift. Not 
easily aroused· related to new order ofRisperdal 
0.5 mg BID [twice a day]. Family oonsulted and is 
in agreement. to reduce dose of Risoperdal to 
0.25 mg twice daily per telephone order recieved 
by the Physician." · 
* STN -6/18/15, at 6:24 PM: "Pt was still in bed 
when SLP arrived. Pt's continued to be sleepy 
and was unable to attend to tx [treatment] tasks. 
Witli oonstant iedirecticin and sternal rubbing, pt 
.wciuld wake up and briefly answer questions as 
well as fo.lfovv.a. few one step.commands, but it 
was intermittent as he would coiitinuEi to tail back 
asleep. SLP discussed pt with nsg. [nursing]. SLP 

I 
was informed.that pt had been given a.ni)W . 
medicine that may be having an impad.'; · 
* PTN ·-6119/15: "Pt is still suffering from side 
effects from medication changes and was not 
responsive." · . . . . . . ...... . 
* P:O:c·6/19/15; at12:50 PM: "Risperdal 0.25 mg 
tablet; give one tablet by mouth at bedtime for 
delerium r/tCVA." 
• NPN c 6/19/15, at 1:30 PM: Care plan meeting 
hel1;{with family who verliafized concerns related· 
to the resident's medications, which were · 
addressed by the DON. The note did not Include 
specific details of those concerns voiced l:iy family 
of how the concerns had been addressed by the 
DON. . . 
* STN - 6/19/15, at 3•08 PM: "Pt was still · · 

. struggling to recover from a medication issue. Pt 
was extremely tired ancJ. had difficulty opening 'his 
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eyes to partipate fsicj. He would open briefly and 
attempt [sic] to answer a question or two and then. 
would close his eyes again and not respond. SLP 
noticed that pt had pocketed· some food and 
meds. SLP attempted to have pt drink to wash 
down, but pt was unable to follow through on this 
task.,. " 
* NPN - 6/19/15, at 5:15 PM: "Patierit.rerriairis 
sl.eepy this shift difficult to arouse related to nell' 
order of Risperdal..,. 
•MAR· 6/19/.15, at8:00 PM: Risperdal, 0.25 mg.· 
* NPN. 6/20/15, at 6:14 PM: "Patient is lethargic 
and confused this shift" ' 
*MAR - 6/20/15, at 8:00 PM: Risperdal, 0.25 mg. 
* PTN • 6/21/15: "Pt was more fatigued today 
than yesterday ... Pt conan·ues to demonstrate 
inappropriate behaviors and reaquires freq[uent] 
redirection." The note did not document the 
nature of the "inappropriate behayiors;" or. . 

·v;he!her n·ursing staff had been notified: · 
I• MAR· 6/21/15, at 8:00 PM: Risperdal, 0.25 mg. 
• PTN -6/22115: :'Pt. alert b.ut npt prienied, he .. 
thought tie needed to get ready for a weddign 
[sic] reception !hen laier forn funeral." 
• NPN - 6122/15, at 4:09 PM: "Pf requires 
continuous reminding Qfti!Tie end situation .... Pt . 
coiilinues'to l:ie restless and tiying to self 
transfeL" 
• MAR • 6122/15, at 8:00 PM: Risperdal, 0.25 mg. 
• PTN - 6/23/15: "Pt struggled with seated bench 

· press more than he has previously as he is much 
more tatigUeif !flan usual . Pt struggled with . 
seated peg board activity today d/t increased . 
fatigue and decreased attentiOn to task.·. Pt did 
seem overly fatigued today compared to normal. • 
Pt showing poor safety awareness not following 
instructions well in safety with standing ... Pt 
Continues to be fair [sic] confused, difficulotyfsic] 
staying on task." . . 
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F 329 Continued From page 28 F 329 
• STN - 6/23/15: "At the end of [the] lx (treatment) 
session, pt was taken to the nurses station and 
placed in his wheelchair with his tray in front of · 
him and his deck of cards to keep him occupied, 
as h'l beccmes veiy bored alone in his room.'' 
• SWN - 6/23/15, at 4:30 PM: ''This worker 
informed family of different interventions with 
meds ... " 
*NPN -6/23/15, at 4:40 PM: "Pt fell in hallWay, hit 
his head into nurses cart at 3:40 PM ... MD was. 
notified .. MD ordered to increased [sic] 
risperidone [Risperdal] to .50mg [sic] PO [by 
mouth!, and to F/U [follow-up] with primary care 
provider." 

NOTE: It was unclear why the 'physician who was 
the res.ident's care provider wl1ile residing in the · 
facility would have the resident follow-up with his 
out,patient physician, or why the physician· 
ordered an increase in the residenfs 

1 ·anti-psychotic medication in response to lt1e 
resident' sf all. 

•P.O. - 6/23/15, at 5:30 PM: "Risperdal tablets 
0.25 mg tablets, give two tablets by mouth at 
bedtime for deleriurn r/t Y.YA-" .. . . 
* MAR; 6/23/15, at 8:00 PM: Two 0.25 mg tablets 
of Risperda/. 
• NPN - 6/24/15, at 6:22 PM: "Patient Is alert and . 
confused per norm [sic]. He. has moments of 
clarity, but for the majority of this shift he does not 
recognize family members, place, situation, or. 
time of day. He is pleasant and talkative today."·. 
*MAR - 6/24/15; at 8:00 PM: , Two 0.25 mg 
tablets of RisperdaJ. . 
* NPN, 6/24115, at 9:52: "Pt refusing to wear o2 
[sic].: .. pt. verbally and physically abusive to staff 
combative alert very confused.and restless ... " 
*M-6/24/15, at tJ:05 AM: . 
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- Handling things inappropriately, performing 
repititious mannerisms, "weird laughter or crying," 
and negativism occurred ·1 to 2 times "that" d.ay .. 
- Hitting, grabbing people, pushing, trying to get to 
a different place, and cursing or verbal 
aggression occurred a few times "thar• aay. 
- Physical sexual advances, general restlessness, 
verbal sexual advances, and repefitive sentences 
or questions, occurred a·few times an hour for 
"lhaf' day; no documentation in tile residenrs 
record to illustrate the identified behaviors. 
• Physician:s Office ·Consult (community 
physician) - 6/25/15, at 2:38 PM: "(Resident #14) 
had a recent stroke ... He has had a lot of new 
behavioural [sic) issues as well as hallucinations 
and overall it sounds like delerium. He was · 
receiving rtsperdal in the hospital at 0.5 mg. It is 
unclear whetl1er or not this was effective in the 
hospital, but he was not prescribed it on · • ~· · 
discharge to the SNF (Skilled Nursing Facility). 
After getting to the SNF his behaviour [sic) issues 
were too much for staff anci he was prescribed . · 
iisperoal again,' however {his lime it was at twice 
the dose in the hospital and [Reiident #14) slept 
for a long time according to family ... He has · 
appeared to have terribl_e anxiety as.weR. . ... · 
according tii his [rainITii fiieinber]." During the 
exam, -'(Resident #14] did_ get the year right of 
2015 .... and then slipped directly into taking about 
his guns and his boss. He repeatedly talked 
about talking to his brother who is deceased ... 
He asked who all the people behind me were and 
what their names were; but there was nci one 
behind me and the door was dosed : .. " The · · 
consult did riot document the visualhallucinations 

1 were harmful and/or distressing to the resident. 
The physician .documented, 'I agree that the · 
facility he is in is likely not equipped for he [sic] 
level of redirection and care. The family reports 

. 
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F 329 Continued Fioin page 30 
lorazepam was discussed, however I do think that 
while fie does have somen anxiety, I think most Of 
this is from delerium ... I think we cculd go with an 
atypical ahti-psychouc, however usual first 
treatment is haldo(. and while this is an older 
med, it does offer us the abi/Uy to make smaller 
adjustments and one of the families {sic] biggest 
ccncems with the risperdal is that they [sic] [he) 
went from an ineffective dose to ari excessively 
sedating dose with not much room in between to 
find the right range. For these reasons I Will try 
Haldol first and make small adjustments as . 
necessary." 

NOTE: The 2016 Nursing Drug Handbook 
documented the following adverse reacti.ons 
associated with"the use of"Haldol:"Severe 
extrapyramidal reactions, sedalion, drowsiness, 
let!Jargy, confusion, and vertigo; use cautiously in ... 
elderly and debilitated paiieiits. Tl\e Black Box 
Waming·docuinented,"'Elderly patients with 
dementia-related psychosi;; treated with. atypical 

I orccnventional antipsychotics are·auncreased 
risk for death. "Ant/psychotics aren't approved for 
the treatment of dementia-related psychosis." 

--·--- .- . 
* P.O: c 6/25115:."Haioperidol 2 MG OP,AL TABS 
Hab po [by mouth] q [every)"4 nours pm [as 
needed] for agitauon and hallucinations_'' 

NOTE: This order wasfrom the resident's 
ccmmunity physician, while the rl~perdal was · 
ordered by the facility physician. The order for the 
Risperdal Was notdisccntinued or othetwise · 
changed with. the addtion ofa second 
anu-psychotic medication. 

*MAR and eMAR -6/25/15, at 6:52 PM: Haldol 2 . 
·mg tab/et given fOr agitation and halluciriations for 
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F 329 Continued From page 31 
"noted agitation, patient attempting to swing fist in 
air and yelling. Staff attempted to re-assure 
patient with no positive results." At 9:53 PM, the 
note documented, "PRN Administration was: 
Effective." 
*MAR and eMAR - 6/25/15, at 11:00 PM: Haldol 
2 mg tablet giveri for "agitated and. combative." At 
12:00 MA, the note documented, "PRN 
Administration was: Effecfive." 
• MAR and eMAR - 6/26/15, at 2:59 AM: Haldol 2 
mg tablet given related to, "Patienfs family 

. member requested that medication be given 
every 4 hciurs to keep patient's agitation minimal." 
·Al 4:03 AM, the note documented, "PRN 
Adminstration was: Effective." . 
•On 6i26/15 the facility received and additional 
. faxed order from the physician's offiee, which 
documented, "Haldol 2 mg Q [every] 4 hrs 
[hours],.hold if pt [patieotj.sedateid Ii< Hald.ol 2 mg · 
QHS [every day afhour'of sieep] PRN [as 
needed] for agitation." I 

Note: None olihe residenrs p~evious ' / 
anfi,psychotic orders had been discontinued. At 
this time, the residenfs MAR documented the 
resident was. ki. re<;eiYeBisperdal.O,s mg at. ·· 
bedtime;· Ha Idol 2 mg every 4 hours routinely and 
every 4 hours as needed, and another 2 mg of 
Haldol as needed at bedtime. 

•MAR and eMAR -6/26/15, at11:01 AM: Haldol 
. 2 mg tablet given Jor "patient talking to people 

that are not there."At 1 :01 PM, the note · .· 
documented; "P.RN was: Effective, patient' did 
appearto be less agitated and was not talking to 
unseen people.at this time." 
• MAR - 61261) 5, at 4'00 PM: "Scheduled dos.~" of. 
Haldo,l 2 rrig tablet was given. . · 
.*NPN - 6/26/15, at 7:00 PM: "Patient is alert and 
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F 329 Continued From page_ 32 
confused per norm[al] ... continues with 
aggressive and violent behavior that 
progressively worsens throughout the day ... [He). 
received pm haldol for agitation and 
hallucinations, with no noted benefit. New orders 
received to change haldol 2 mg to q4h and add 
an additional pm tablet at HS. Patient medicated 
per new schedule and remains agitated. He has 
required one on one constant care to provide 
safety this shift._ His family has not been present 
to aid in this supervision this shift. Patient 
escalated into violent behavior without any 
foreseeable /sic] even!and repeatedly punched a 
CNA in the stomach and attempted to hit her Jn 
the face. Family was immediately contacted to 
come assist with calming this. patient Patient was 
sent to the Emergency Room at a local hospital 
via ncilJ emergent ambulance and admitted for 
futher evaluation of ~is c:hange Jn: behaviors." : · 

· ~an 6/27715; at2A7 PM, the clinical note from 
I the hospital physician documented the resident 

had a ''rtght periveniriculaff)cute focal infarct." · 

on 7/1/15," at3:00 PM, the DON was asked how 
the facility determined the resident's behavioral · 
change~)"'.er\l.U9t.rela_ted.to.an underlying .. · .. -
medical.condition secondary to the resident's_· . 
Cl/A The DON stated; "We cannot go against the 
physician's orders." The DON could not answer 
whether th13 pharmacist hac:l reviewed Resident 
#14's medication orders for compliance with · 
federal reguiatory requirements at F329, and was 
unable.to provide the clinical rationale supporting 
the use of rho ant/psychotic medications, or the 
associated risk of using the two meoications 
concurrently, given-the residenfs history of CVA. 

On 7/1/15, at 3:30 PM, the lSW could not identify 
specific target behaviors for· the use of two 
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F 329 Continued From page 33 F 329 
anti'psychotic medications for Resident #14. 
Additionally, the LSW was unable to describe the 
residenfs behavioral history, other than the 
resident was receiving Risperdal in the hospital 
priorto his admiss.ion to the facility, and that the 
family.had requested the resident resume that 
medication: The LSW stated there was no 
documentation in the residenfs record of her 
conversations with the resident's family regarding 
his. behavioral history. 

On 7/1/15, at 4:00 PM, the Administrator, DON, 
CNO, and other management staff were notified 
oi the.concern. Additional informatiop received 
from the facility at the Bureau of Facility 
Standards (BFS) on 717115 did. not resolve the 
concern. 

On 7/8/15, at 3:45 PM, lh!'l BFS contacted the 
chief nurse at the physician's office to clarify 
additional information provided by the facility on j 
behalf of the.physician. The .nurse siaied the 
facifityealled the physician's office on 7f7/15 and 
requested the physician write a letter explaining · 
why the resident was ordered to receive 
goncyrrent rjose,spfRisperdal and Haldol, The 
chief nuised staied the physician did not have the 
patient on both medications and that Resident 
#14 should not have rece.ived Risperdal:"at all." 
The chief nurse stated she would fax the BFS a 
copy of a letter she faxed earlier to the facility.·· 

On 719115, at 8:40 AM, the State Agency received 
.a letter from the physician that prescribed the 
Haldol.That letter documented, "[Resident #f4J 
on 6/25/15 for his acute agitation after entering · 
the skilled nursing facility. At that time I was told 
t.hat the house physician would like to cha.nge him 
from his risperdal to Ativan for liis acute agitation 
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F 329 Continued From page 34 
... I felt that Patient #14 was having acute 
delerium, and benzodiazepines can worsen 
delerium; I felt haldoperidol would be a better 
choice. I discussed in my note.that the risperdal 
did not have the dosing flexibility and that is. 
probably why he had trouble with ineffectiveness 

. on one side and oversdation on the other ... My 
understanding was that the staff at the skilled 
nursing was desparate [sic] for help and 
[Resident#14'sj behavior was more than they 
could handle so the usual treatment for delirium, 
that of redirection, etc, was not sufficient. My 
understanding was that a change from risperdal 

·was already being planned from the house 
physician to ativan. I did not order risperdal at any 
time and understood·that it was stopped because 
of oliersedafion. I.only ordered haldol." 

. 
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