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RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.O. Box 83720
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PHONE 208-334-6626

FAX 208-364-1888

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 8483.10(b)(11) -- Notify of Changes (Injury/Decline/Room, etc)
F279 -- S/S: D -- 42 CFR 8483.20(d), 483.20(k)(1) -- Develop Comprehensive Care Plans
F280 -- S/S: D -- 42 CFR 8483.20(d)(3), 483.10(k)(2) -- Right to Participate Planning
Care-Revise Care Plan

F323 -- S/S: D -- 42 CFR 8483.25(h) -- Free of Accident Hazards/Supervision/Devices
F329 -- S/S: D -- 42 CFR 8483.25(1) -- 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:

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

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

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

e 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.

e 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:

e DPNA made on or after April 16, 2015

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

e 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 8488.331, 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:

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

This request must be received by 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,

N et

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

DJS/dmj
Enclosures
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"This Plan of Correction is
prepared and submittedas
" required by law,; By submitting
this Plan of Correction,
Promontory Point
Rehabllitation does not admit
that the deficlencies listed en

The followmg deficiencies were cited during the
on-site follow-up survey {o the faciiity's annual
federal recertification survey-of-3/9/15 through
31 3/15 :

The surveyors conductlng the on-site folrow—up

survey were: .

Amy Barkley, RN, Team Coordinator, - ~ HCFA 2567 exist, nor does the

Linda Hukil-Neil, RN, and ' facility admit to any.

Keridra Deines, RN ; statements, findings, facts, or

The survey team entered ihe fécility on 6/30/156 - | concluslons that form the basls
1t i

and oxited on T4, - for the aliegeg deficiencles".

This repart reflects-changes resuifing from the
*| [nformal Dispute Resolution (IDR) process
conducted on November 30 2015,

Survey Deﬁmitons _

ADL = Activitfes of Daily Living

BikiS = Brief Interview for Mental Status ,
BP = Blood Pressure : Tmp e TV S
CM = Centimeters’ ) A

CNA = Certifled Nurse Aide

DON = Director of Nursing -

HR = Heart Rate

LN = Licensed Nurse

MAR = Medlication Administration Record
MDS = Minimum Data Set assessment o
PO - By mouth - . . F157

PRN = As Needed i .
RD = Registered Dietician N
: : _ 1. Patient #14 & 16 have

RR = Respiratory Rate

VS = Vital Signs

WC = Wheelchair

WNL = Within Normal Limits

discharged from the facitity.

{F 157} 483:10(b)( 11). NOTIFY OF CHANGES . {F 157} ‘ - . .- _ 7 - 7116115
LABORATORY DiRECTOR'S CR F‘ROV[DERISUPFLIER REPRESENTATNESSIGNATURE Nﬁ : . ‘ ©{X8) DA‘t;E

A\ pL00_ Y ooy ) P)\/l) tickie \e H’&f . 028008
AnYyreefiiency s tatemant e%ﬁm@'\fh an asterisk {*) denotesa deficiency which (€ inStitution may be ex ofn correcimg providing R is deferminad that

-other safeguards provide sufficlent protectioa to the palients. (See instructions.) Excepf for nursing homes, the findings stated above are dlstiosable 90 days - .
following the date of survey whethér or not a plan of correction 18’ provided, For nursing homes, the above findings and plans of correction are disclasable 14
days foi!omng ihe'date lhese documants are made ava:lab!e to the facmty ffdeﬁcrencaes are: crled an approved plan of c;orrecl(un Is requssrte o oontlnued

_program part[c;pat:on

" FORM cmszsevtoz %) Premsversw Obsclefs EventIDiAL0012 . - . FacliydD:MDSO01833° .. - - .- If continuation shest Pags 1of 35 . i
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NAME CF PROVIDER CR SUPFLIER
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PROVIDER'S PLAN OF CORRECTION

(X8)

' consult with the resident's physician; and if
 known, notify the resident's legal representative

.\ status in either life thieatening conditions or

{treatment); of & decision o transfer or discharge

' §483.12(@).

resident rights under Federal or-State law or

| determined the facility failed to ensure the

(INJURY/DECLINE/ROOM, ETC)

Afaciiity must immediately inform thewresident; -

or an interested family member when there is an
accident involving the resident which resuits in
injury and has-the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., 2
deterforation in health, mental, or psychosocial

clinical complications); a need to after treatment
significantly (i.e., a need fo discontinue an
existing form of treatment due to adverse
consaquences, or to commeance a new form of

the resident from the facnhty as spec:f ied in

The facility must also promptly notify the resident
and, if known,the resident’s fzgal representative .
or inlerested family member when therg is a
change in room or rcommate assignment as
specified in §483.15(e)(2); or a change in

regullations as specified in paragraph (b)(1) of
this sect:on .

The facility must reg,;ord ahd periqd_icélly update ':
the address and phone number of the resident's
]egal representative or int‘erested'famiiy member,

This REQUIREMENT ]S not met as evadenced

by:
Based on staff mterwew record review, and

| réview of the faciiity's policy and procedure, it was E

potential to be affected.

A rodt cause analysis revealed'
that appropriate assessment,
nursing diagnosis, planning and’
notification for evaluation and
initiation of appropriate
treatment by a physician were
not being consistently -
conducted 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
regards {0 the appropriate -
assessment, nursing diagnasis,
planning and notification for

‘ evaluatlon and initiation of

appropriate treatment by a

" physician were not being

conducted in regardsto -~
changes of conditior inctuding

high/low blood pressures and -
- low oxygen saturation levels,

The Change of Condition Policy
and Procedure has been -
reviewed to make sure it
outliries the nurse
responsibilities upon admission

X4y 0 SUMMARY STATEMENT OF DEFICIENCIES -~ - D.
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION $50ULD BE . COMFLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRMTE DATE
, DEFICIENEY)
- {F 157} Continued From page 1 {F 157} - . _ -
58=D N . 2. All patients have the

FORM CMS 2557(02 99) Previous Versions Obsolele

Event iD: 410012

Fagiily 1D: MDS001533
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X2y RULT

IPLE CO”STRUC"I-TON

| This failure had the potential for harm if the

‘Increase in agitation.

| Tha facilityfé Acute Condition Changes - Clinical

-condition, would make pertinent observations and

" Hollowihy conditlons imirgdiately:. Systolic Blood -
‘Pressure of less than 90 mmHg {milimeters of

Resident #14 was admltted to the: facmty on
6113115 with multiple diagrioses, including recent.- |-

The current oxygen.cafe p]an' documented the -

physician was immediately notified when 1 aof 4
sampled residents @14) experienced cha_nges in
blood pressures and oxygen saftraticn levels.

resident expenenced a change in condition that
reqjuired a change in treatment such as a
decrease in cognition, increase in falls, and/for an

Findings included:

Protocol documented that staff, before contacting
a physician about residents with acute changes of |-

collect appropriate information using the "Interact
Care Paths." The Inferact Caré Path for Vital
Signs documented the facility was fo report the

mercury} and oxygen saturation of less than 20
percent,; uniess-these valuss were stable and.
known by the primary care phiysician.

cerebrovascular disease with late effects, atrial |
flutter, delirium, hypertens:on and histery of sleep :
apnea. o

The Nursihg Facility Admission Oifders,' dated
6/12/15, documented, "Oxygen liter flow 1-2
Lliters}] adjust to maintain sat{urat:ons} at greater
than 90 percent as needed.'. .

resident received oxygen related to ineffective -
gas exchange. Interventions included oxygen
saturation checks and liter flow rate monitoring

and throughnut the reSIdents
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
Inttiation of appropriate
treatment by a physician in
regards to changes of condition
including high/low blood

. pressures and low’ oxygen

" saturation levels.

- Areas of concern.willbe
addressed immediately and
discuissed at QA {Quality
Assurance) megting, mohthly
and PRN. '

A nurse-consultant wilf assist
with reviews as réquested,

5. Date of Completion 7/16/15

| STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERICLIA (X2) DATE SURVEY
AND PLAN OF CORRECTION 177 IDENTIFICATION NUMBER: . COIMPLETED
. . A. BUILDING
o R-C
. 135137 B.WING . 07181/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAIE, ZIP CEDE
S ‘ 3909 SOUTH 25TH EAST
PROMONTORY POINT REHABILITATION )
. AMMON, ID 33406
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STATEMENT OF BEFICIENCIES (1) FROVIDER/SUPPLIER/CLIA ) MULTIRCE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; CORPLETED
) A. BUILDING
_ R-C

NAME OF PROVIDER OR SUPPLUER

PROMONTORY POINT REHAEILITATION

STREET ADURESS, CITY, STATE, ZI CODE
3808 SOUTH 25TH EAST
AMMON ID 83408

SUMMARY STATEMENT OF DEFICIENCIES

(2] PROVIDER'S PLAN OF CORRECTION

(X6}

every shift; monitoring for signs and sympioms of

respiratory distress - including respirations; pulse

oximetry, restlessness, lethargy, and confusion;”
and reporting fo the physician as needed.

The Neuroiogic 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 5:00-PM oxygen of 71%, at 6:45 PM,
and at 7:45 PM oxygen of 88%.

* 6{17/15 at-8:00 AM - oxygen saturation of 85%
on 2 liters. .

* 6/18/15 at 5:15 AM - oxygen safuration of 88%

on 2 liters.

*6/19/15-at 5:15 AM - oxygen saturation of 85%. :

and at 5;15 PM oxygen saturatiori of 6%,

* Undocurnented date at 5:30 AM - oxygen
saturation of 86% and at 8:30 PM oxygen
saturation of §8%."

* 6!24115 at 2:30 PM - oxygen saturatton of 88%.

Nurses Progress Notes from 6/15/15 to 6/27/15
did not include documentation refated to the low
oxygen saturations, nor did the notes document
whether the physician was notified per the

facility's Interact Care Path protocol. -

The current care plan decumented the resident
had hypertension and included the following
interventions: Anti-hypertensives as ordered;
monitor for side effects, such as orthostatic”
hypotension; and momtor/document]report to the
physician, as needed, any signs of confusion
disorientation, lethargy, and/or irritability. -

4) 1D
lg:l(?E)FlX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
{F 157} Continued From page 3 {F 157}

FORM GiS-2667(02-99) Previous Versions Obsolste

Ewvent |D:4L0D12 -

Faellity ID: MDS001633
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() 1o
PREFIX
TAG

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

B PROVIDER'S PLAN CF CORRECTION

"PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - CROSS-REFERENCED TQ THE APPROPRIATE Dare

DEFICIENCY)

*5)

(F 157}

Canfinued From page 4

The Neurclogic Assessment flow sheet and the
Medication Administration Record {(MAR]}, for
June 2015, documented the rollomng blood
pressuras:

* 817115

9:45 AM - 86/50

1:45 PM - 85/46-

3:38 PM - 86/50

* 6/18/15

9:15 AM - 88/55

12:54 PM - 88155

*B/19115

1:45 PM - 85/59
5:18 PM - 83/58
* Unknown dafe
4:00 AM - 85/62
4:30 AM - 87/57

B/23/15

2:42 PM - 80/50 .

Murses Progress Notes fram 6/15/15 to 8/27/15

-1 did not include documentiation related to the low |-

biood prassures, nor did the notes document .
whether the physician was nolified:per the
faCliIfy s Interact Care Path protocoi

On 711/15 at 1:20 PM the DON rewewed the .
resident's electronic medical record and stated

-she could not find decumentation in the resident's | .
record that the physician had been-notified about -

the low oxygen saturafions and/or.the low blood,
pressures. She stated the facility had recently
updated the policy and procedure for physician -
notification and nurses were using that and the
Interact Protocol. She confirmed, per the "Vital. -
Signs” pretocol, that staff should have ™
"immediately" notified the physician of the low
oxygen-saturation fevels and hypotensive -

.assessments. .

-

{F 157

FORM CM$-2567{02-99) Previous Versions Obsolele .. Event ID:4L0012

Faclity ID: MDS001633 Ifcoriiouation sheet Page 5 of 35
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{F 157} Contlnued From page 5 ', {F 157}
On 7/1/15 at 4:00 PM, the Admlmstrator Chaef '
Nurse of Operations (CNO), and the DON were
notlf‘ ed of the rdenhﬁed concern. ‘ -
o , F 279
On 7/7115, the State Agency received additional T !
-information from the facility which did not resolve - 1. Patient #15 care plan was
_ the'cencern, . - updated to reflect current uy
{F 279}} 483.20(d), 483.20(k)(1) DEVELOP . {F 279} needs and interventions as 7/16/16
©- 9= | COMPREHENSIVE CARE PLANS triggered by CAA's and
. . e discussed by. lnterdisclptinary
A facility must use the resulfs'of the assessment. team, )
to develop, review and-revise the resident's
‘comprehensive pian Of care. . 2. Ali residents have the
" potential to be affected.
The facility must develop a. comprehenswe care- S - _
| plan-for each resident that includes measurable : -‘
objectives and timetables fo meet a resident's ?3%::;’:5;33;:’5'5 ' eveafd
‘medical, nuréing, and mental and psychosocial - : fics of catlon regaraing
heeds that are ideniified in the comprehensive ~specifics of appropriate care
assessment planning and updating of care
plans to include interventions
The care pian mL.==t descnbn the serwces that are was lacking.
fo be furnished to aitain or maintain the resfdent’s : )
highest practicable physical, mental, and ' We believe that staffing
psychosacial well- bemg as required .under education is the best’
1 6483.25: and any services that would otherwise prevention, All nursing staff will
be required under §483.25 but are not prowded - recéive mandatory education _
due to the resident's exercise of rights linder " on the assessmient process and
§483.10, Including the right fo refuse treatment 1 when-and how to update the
under 5483 10(b)(4) Coe " Care Plan. Throigh our
- _continiied monitoring these *
~ThIs REQU!REMENT is hot met as evtdenc‘.d  processes will b @ evaluatedand °
Aoy . fmy additional processes will be
| Based on Sbservation, 1ntervzew and medical - - Implemented to maintain our
record review, it was determined the facility faited
to deveiop an interim care plan which refiected
Facilty ID; MDS001633 , ‘ . If continuation sﬁe_'ei-Page‘ 6 of 35
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVEACTIQMSHOULD 8E | COMPLETION
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. : _ . DEFICIENCY) )
F 279 'Conﬂnued From page 6 Fa7gy| - - . . L
{F27%} pag : b { S systemic changes. From initial -
the current status for 1 of 4 sampled resldents : : : :
(#15). The facility. faled to ‘address Resident o Plan'aOf care we have. -
. implemented a monitor of .

#15's Bowel care in which bowel medications and
digitai stimulation were needed for a.paraplegic
patient with hemorrhoids, constipation, and .
‘neurogenic bowels. This failure created the -
potential for harm if the resident's assessed - _
needs were not met due to a non- comprehenswe " - hursing Staff are required to
care plan, F!nd[ngs included: perform a complete assessment
of their patients. If staff are.

Resident#15 was admitted to the facility on . - " aware of what they are looking

systémic changes including shift
to shift change report specific
to patfent conditiori and caré
plan update docu_rnentatlon."All‘

4{24/15 vith diagnoses including rehabilitation, for then this will expedite the
muscle weakness, and paraplegra ‘ : ~ management of the patients

a d d
Thie resident's 5/1/15 admision MDS Ssessed needs

ed . T - .-
f?:;ﬁgvi?; ?r:}t:lé;:nent . th? followlng ! ' . Nursmg staff were-educated on
* Required 2-person exiensive ass1stance for S completing comprehénsive care
transfeis: T |- - -~ [ - plansiEducation provided on -
* Required 1-person exterisive assistance for | | 7/16/15.
{oileting .
3. We will maintain this by.

.| * Continent of bowel . . . 2 _
* involved in the bowel totletmg program _ a, Nursing staff education to
ANo constipatlon : review patient medications and

orders upon admission and with

The-resident's June 2015 recapltulated N | anynew-orders for changes in
physician's orders documented: Sl 7 the residents needs tobe
4124115 - “Colace Capsule 100 MG (Docusate " updated in the care plan,
godlfum) the t tcapfsule by- mout)h twc; Eim_es a - : - b.DON will review all new
ay for-constipation/neurogenic bowe : S s RO
4/24/15 - "Senna Tablet 8.6 MG (Sennosides). | - | 233“;2" la:‘::izmﬁ”t% orders,
| Give 1 tablet by mouth twe times a day for S . tp € Si”e proper
1 conslipation/neuregenic bladder,” = .~ ¢ - . erventions are in place.
_ . [+ Through our continved

| 4124115 - "Proctocort Cream 1%.. Jnsert 1. _
application rectally.as needed for Homorrhmds
: {sac hemorrho;ds} BID [tw:cea day} "

) momtormg these. processes will - -
be evaluated and any additional -

7 'ReSIdent #15 5 c:urrent Care Plan documented
* "Patient has an ADL self caré performance -
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: o : DEFICIENGY) _
(F 2793 Continued From page 7 R FAG o ihe imoi }
| deficit t/t [fefated to] parapiegia.” Initiated 4!28/15 AR méintai:{o e emented
*"Transfer: The patient requires (2) staff ' o 4 Sy‘cf emic
g partlcipatlon with-fransfers.” initiated 4/28/15. ) . anges
* "Tailet Use: The patient requires (2} staff - :
participation to use the toflet.” Iniiated 4128/15. - 4.MDs coordinator will il out .
) a‘ndA give to the DNS the CAA B ~ _ -
The fesident's Nursing Progress Notes © communication taol weekly. :
documented: _ The DNS will usethis form ta
4/24/15 -"He is a parapiegrc following an . . wverify that care plans have been
accident in October 2014 ... requires-fwo plus completed forthose CAA’s
max{imum] assist forADL cares ... uses a : triggered and needing to be
g?mémd?n fer ton::at gse , also presents with - §- " care planned.
eedqing hemorrnolas : : C - DON or desi itl
4/27/15 -"...'in an accident in Oct[ober] that” .1 " randem weegkr;ee w cqndy e
v . y audit on-4
resulfed in loss of sensation and ability to use . .t . patiént care plans pe K fo
BLE {btiaterai lowerextremmes] from chest down . S prans per weex for
_ .- i - Gweeks, toensurethat.
) 5!2!15 Patlent is 1ncontment of bowel and Eomp ref:jer:si;e care p'ans have S
bladder L _been-pdate KU SRR SO
5/4/45 - ... incontinent of bowet and biadder L AR
Foley catheter was dfc'd [discontinued] ... Areas of concern will be
‘5/42/15 - ... Bowel sounds active ....requires 1~ |... . .| - addressed immediately and i
“person assist wnh transfers/adl [actiwtlec of dazly a ' discassed at QA (Quality
fiving] cares .. "~ | Assuraice) meeting, monthly
5/28/15 - Bowel sounds acfive .. den.[es any. [~ - and PRN. Mursing meetings
| abd. [abdommal] pam . Patientis mcontment oﬁ 1 -1| -+ -throughout year will address
bowel and bladder .. . .| ongoing care planning
5/29/15 -"... Patient is ‘Incontinent of bowel and f b education.
bladder ... S Y R
6/4/45 -"... requires 1 person assnstwath A B R L
transfersiadl cares. Uses whee!charr for mob:hty L ‘ ‘:,;tl;rseac Onsm‘tan,t will assist
and- slide board for transfers ., ) R TEWQWS s re_ques{ed'
67715 - ... Incontinent of urane attimes but B Rt o
continent of bowels. He generally produces a -7 -] - »5-DateofCompletion 7/16/15
powel movement each evenmg usmg drglta{ ' : '
tlmu!at(on ' 1
- | 618/15 - hasa nxghtiy bowel movement wum -
"] selff dlgltal stlmuiahon :
| 629/15 - "... Patient Is inconiinent of bowel and _ N 7 . 7
) Fadlr}le:MDSDOTGSSV- ) . If continuation sheét Page 8 of 35
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PREFIX '
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Cont[nued From page 8
| bladder ...

on 6/30/15 at 9:30 AM Resident #15 was
observed in his room seated [n a wheelchair with
Both feet resting on the foot rests. Resident #15
nad a seat beit secured snugly around his
waistline and another belt-around his chestline

-and the wheelchair. The resident stated he used
‘a glider board, but was unable to transfer by

himself from his wheelchair to his bed. The
resu:lent said he had no feeilng frora his midchest

' down and needed help for almost every acte\nty

On 7/1!15 at 9:25 AM, the DON was |nterwewed
regarding Resident #15's bowel care. The DCN
acknowledged ihe resident did not have a Care
Plan that addressed his bowel regime and sald,
"yes, absolutely” the Care Plan should prowde

' bowet ‘care directives to staff.-

On 7/1/15 at 4:00 PM, the Administrator, DON,

|-CNO, and additional management team staii-.
| were Informed of the concerng.- The facility

provided-additionat information on 7/7/15 to
reflect the resident self-managed his bowel care,

‘but-the: information did not al[ewate the Care Ptan

ISSUES x
483.20(d)(3), 483. 10(k)(2) RIGHT TO-
PARTICIPATE PLANNING CARE-REVISE CP

' The resxdent has-the nght unfess adjudged
.incompetent or otherwise found to-be o

incapacitated under the laws of the State, to

' pamclpate in planning care and treatment or

changes in care and treatment

: Aoomprehenswe care pIan must be developed

'w1th:n 7 days after the complet:on of the -

| F2

 {F 280}

F280 -

1. Patient ¥14 has discharged

from the faclilty.

© Patient #15's care plan was . '
‘revised for current-needs;

"~ |71ei16
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comprehenswe gssessment; prepared by an
interdisciplinary team, that.includes the attending
physician, a registered nurse with responsnblhty
for the-restdent, and other appropriate staff in
disciplines as.determined by the resident's needs,
and, to the extent practicable, the participation of -
the resident, the resident's family or the resident’s |
legal representative; and periodically reviewed -
and revised by a team of qualified persons after

each assessment

ThIS REQU!REMENT is not met as ewdenced

by

Based on record review and staff interview, it
was determined the faciilty failed to accurately

| update the care plain‘for.1 of 4'sampled residénts |~

{#18). The failwre created the potential for the
resident to receive inappropriate care due fo ]ack

.of direction in the care pIan

Resident #15 was adm‘itted to the facility on
4724115 vith dagnoses including rehabmtatton
urinary {ract infection, muscle.wezkness, - -
abnormai posture, and paraplegla

. The resident's 5/1/15 admlssion MDS
assessment documentad the, residentwas - °

cognitively intact, required 2-person extensive
asslst for fransfers and dressing, and required
1-person extensive asstst for bed_ mobility,
Iocomotlcn on the unit, and toﬂet use

The. resldent‘s June 2015 recapitulated

- physlclan s ordérs documented: -
4/24/15 - “Admit to skJi[ed nursmg facallty under

the care of [physmian 5 name ..

education-provided for seff- -

- pefforming or-family -
" performing cares, and for

safety. Careplan was updated
to reflect changes, Nurse spoke

- with patientneedsand

education,

2. All patients-have the
potential te be affected.

Root cause analysis revealed
sufﬁcieht education regarding
speclfies of appropriate care

- '-plannmg and updating of care A

ptans to |nc|ude interventions

- .--waslacking.. © . .. -

We believe that staffing
_education is the.best

pfevention. All nursing staff are
. required to update-the patient

care plans to include new

‘interventions and-care plan any

interventions relatéd to
restrictive devices,

'self/famliy/caregwer prowdlng
- “cares, and UTI's. We will - ‘
ldentlfy these patlents by nurse .
© foriurse report, DON review of
new adission orders arid care

plans, DON-or designee will -

| STATEMENT OF DEFICIENCIES: (X1) PROVIDERISUPPLIERICLIA ~ { {X2) MULTIPLE CO\ISTRUCTION {X3y DATE SURVEY
AND PLAN OF GORRECTION -DENTIFICATION NUMBER: | o BUILD,NG o COMPLETED
B o . R-C
135137 . B“MNG : 07101!20'15
, \!AME OF PROVIDER OR SUPPLIER " STREET ADGRESS, CITY, STATE. ZIP COCE
© 3903 SOUTH 25TH EAST
ONTORY POINT REHABILITAI {ON
PROM AMMON ID 83406
T4 IC. _SUMMMARY STATEMENT OF DEFICIENCIES o . PROVIDER'S PLAN OF GORRECTION o
- PREFIX - {EAGH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIC | (EACH CORRECTIVEAGTION SHOULD'BE | COMPLETION
- TAG REGULATORY OR LSCiDENTIFYING INFORMATION) TAG " . CROSS-REFERENCED TO THE APPROPRIATE + -DATE
S ) . DEFICIENCY}
F 280 'Contmued From age 9 F280} . O
‘ { . H pag - }  assistive/restrictive devices,
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'4/24/15 - "PT/OT [physical therapyloccupattonai

tharapy] eval fevaluate] and tx [treat]."
5M1/15 - "Septra DS Tablet 800-160 MG

- (SuifamethoxazoIe—Tnmethopnm) Give 1 tablet by |-

mouth two times a day for UTI for 7 days " End

date: 51 818

6!26! 15~ "Seat belt to wheelchair for poettzomng

Patlent #15's current Care. Plan documented .
| * "Paraplegia 1/t [related to] Splnal 1njury," |n|hated .
4/28/15.

**pT, QT, evaluate and treat es ordered "
Initiated 4/28/15,

*¥ . has limited phystcaf moblhty rit splnal m;ury,
parapiegta *initiated 4/28/15.

*aggat balt to wheelehair for positioning/patient's [

request. Patient is able to demonstrate how o

‘release seat helt " initiated 6/26/15.

* "Anibiotic Therapy 1t infection UT], " '1'n|t|-ated
5112115,

1 * *Administer medications ag ordered ..c Any .
Aantlb:ohc may cause diarrhea, nausea, vom;ung

anorexia .. . Observe for possibie side effects
every shlft " intt(ated 5!1 2}'1 5

| The resment’s care p{an did not 1nclude any

interventions in regards to the frequency of

-releasing the restnctwe devices, assessment of -

the skin under the restrfchve devices, or

| offfoading for & ‘paraplegic patient with lmpalrment n
from the chestline down. Additionalty, the resident )

still had an-active UTI Care Plan,.although he was
neither diagnosed with- ‘nor being-treated fora.
UTl. The faclity also documented the re51dent

- | was resistive to cares ‘and education related to

catherization, incontinence, arid showers Family
provided assistance with-the showers; however -

the Care Plan did not reflect how the facsllty

"3, Thts will be mamtamed by:
a. Nursmg staff education to

" devices are to be care planned
for appropriate interventions.
-b. Care plan library changes to

.to be personalized as needed.
.¢. Through our-continued

. -monitoring these processes will
“'be evaluated and any additional - -

" ¢hanges. DON educated

“for restrictive devices. Also for

“and/or family when they

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLERICLIA. (xz) HMULTIFLE CONSTRUGTION (3) DATE SURVEY.
AND PLAN OF CORRECTION - - iDENTIFICAHON NUMBER: = i , T COMPLETED
il _ A.BUILOING Gelati
: . : 136137 | BWING - 07/01/2015 -
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
. 3909 SOUTH 257TH EAST
OMONTORY POINT REHABTL!TATION T
AMMON, iD 834068
(X4 1D SUMMARY STATEMENT OF DEFICEENCIES Io} _PROVIDER'S PLAN OF CORRECTION CoE
- PREFIX {EACH DEFICIERCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE . -DATE -
: : DEFIGIENCT)
F 280} | Continued From page 10 F 280}, y . _
{ } | Conti P g : F _280} review accident and incidents

for the prior day.

review assessments upon _ -
admission and with new
assistive/restrictive devicesand
diet orders. Al patients that are .
identified as having restrictive -

now include non-
pharmacological interventions

processes will be implemented
to maintaln our systemic:

nursing staff on properly
updating resident care plans to
includeinterventions to..
frequency or releasingand
asséssment of skin/offloading

reSOI_\(ing out UT} care-plens
when.appropriate.and
education prowded to patient

provide assistance.

FORM CMS 2567(02-98) FI’EHOUS Verwns Ohsolete .

Evant D 410012
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. NAME OF PROVIDER OR SUPPLIER . * STREET ADDRESS, CITY, STATE, ZiP CODE -
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(X4} ID  SURSMARY STATEMENT OF DEFCIENCIES - R . PROVIDER'S PLAN OF CORRECTION ps)
PREFIX { . (EAGH DEFICIENCY MUST BE PRECEDED BY FULL ~ . PREFIX | = (EACH CORRECTIVEACTIONSHOULD BE | COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION),  TAG CROSS-REFERENCED TO THEAPFROPRIATE | DATE
- S . , DEFICIENCY) . -
{F 280} _Cont]nued From page 11 p : - {F 280} ~ d: Policy and procedure’
addcriessed (tjhese ;arezs oftcare or. the assocfated .y | reviewed and updated to refl ect
resident and family e ucation RS © any needed changes .

_ The resident’s Nursmg Progress Notes. _ _ Education pre ovided on 7/ 16/15.” |
documented: . T _ g
4/24/15 - "He is a parap egic foilowmg an | 4. DON or designee Wlllfﬂf,‘dlj‘ct

| accident in October 2014 ... requires two plus weekly audits on 4 admitted
max[lmum] assist for ADL cares . patients’ care plans per week -

427115 -"... in an accident in Oct[ober] that 1 for 6 weeks, to énsure that.
resulted’in Ioss of sensation and abllitytouse = |. comprehensive care plans-have -
BLE [b:tateral lower extremiﬂes] from chest down , - been updated to include -
: . asslstive/restrictive devices and
5/11!1 5- ... Urine culture resu[ts received wath ' . diet orders, Ali patients that are”
orders for Septra DS .7 days™." - - 1" identified as. hévlng restnct{ve ‘
5/20!15 "F’t [patient] finished Seph;a f(;; T J devices, UTP's, and dit order -
614115 -“.., requires 1 person assist wi L ' - T
transfers!ad! cares. Uses whee!chalr for mobrllty o - ;;1: :s:: : ;2 :f;:ﬁéi:igﬁ?onrfd e RS

, and shde board for transrers

Are_as of con;ern will be o
addressed immediately and
discussed at OA (Quality
Assurance) meeting, monthly

On 6!30/15 at 9 30 AM Resadent #15 was -

ahserved in his room, seated in a wheslchair with
both:feet resting on the foot rests. Resident #15. . .. .
-had a seat belt secured snugly around his”

waistline and another belt around his chestline - T - and PRN. Nursing meetings "
-| and the wheelchair. The resident stated he used throughout year will address

a slider-board, but'was:unable to transferby - ..} - _ onigoing care pJanmng )

himself from his wheelchair to his bed: The. - .- education. :

tesident said he had no feeling from his mldc:hest I ‘ : -
.| down.and needed help for nearly every:activity. . | - Anurse co‘nsultaﬁt will asslSt' S S
| The reSIdent demonstrated his ability to Unfaf.sten o ] ‘with reviews as requ este d R

hts seatbeit and- ihen his chest restralnt

- ]On 711115 at 9:25 AM, the DON was interviewed | 3. Date °f Comp!em” 7/ 15/ 15

: .regardmg Resident #15's Care Plan. Thé DON:
' ecknow!edged the resident did not have a-current
I and the Care Plan should have been
ted The DON said the resident's Care Plan
O™ have also. contamed a directive of care for
he.sék and'chest belts.” : e R Ll 7
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, , DEFICIENCY)
-{F 280} Contmued From page 12 _ {F 280}
|.on 7!1/15 at 3:30 PM, PT#3 was lntemewed
about Resident #15's seat- and chest belts, PT.
#3 stated the seat- and chest belts were Used by
the resident-prior to his arrival fo the facifity, and
said, “[1} don't see that either the seat belt or the
chest beltis mentloned“ in the PT evaluatiori or .
the PT notes, "but the need for them in relation to. F323 -
the level of his injury is. He has lack of core- . _
strength.” The PT stated he/she was not familar’ 1. Patlent #15 was assessed far
with the Restrictive Device Assessment form that - safety, benefits, and risks of the
"had been completed-for the restdent‘s seat belt " use of a seat belt and chest
restraint including any needed -
-on 7!1/15 at 4:00 PM, the Administrator, DQN, interventions. Family member
. CNOQ, and additional management feam staff- was-assessed and found
were informed of the concerns, The facility cap able of Inden ‘
. . | pendently . .
prowded additional 1nformatton but the’ roviding sife and ¢ i o
‘| information did not alleviate the Care Planissues. | -~ . .| ‘?mf’-’ ’"5'; saie a';_ proper care. AU |
{F 323} | 483.25(h) FREE OF ACCIDENT B B ! B ot o and 7HeN5 "
$8=D HAZARDS}SUPERVISiON!DEVlCES : essing, and bath hygiene care

The facility must ensure that the. resident -

"environment remains as free of accident hazards

as is possible; and each resident recefves
adequate supervision and assistance devices to
prevent accidents.

| This REQUIREMENT i§ not met as evidenced .
: by o

Based on observatlon medical record rewew
and resident and staff interview, it was :
determingd the facility failed to engure 1 of 4

‘sampled.residents (#15) was assessed for safeb,r e

- [-and interventions implemented for hlslher care -
‘and serv;ces as follows;”

2. Al patients using resmctwe
" " provide care-have tha potential
" to be affected.

- appropriate planning,

. conducted for interventions for.
' patients with farmily provldlng

devices and having family

A root cause analysis revealed

implementation, and
communication were not

care. and for restnctive dewces

FORM cMsgsm(ozae) Previous Uers!ons, Obsclate

Event ID: 410012~
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| benefits, and risks of the use of a seat beit and
chest restraint nor were on-going assessments ..
and care. pianned interventions implemented for
the continuation, of thése assistive devices.

b) Resident #1 5' family member was not -
assessed nor determined capable of
indépendently providing safe and proper care
without staff intervention/assistance for the -
resident's transfers, undressing and dressrng,

+ and bath/hygiene care:

Findings include:

Resident #15-was admitted to the facility on .
| 4/24/15 with-muitiple diagnoses including”

rehabifitation, muscle weakness, abnormal
posture and paraplegra

The resident’s 5/1/15 admission MDS - .. -
assessment documented:

BIMS with a score of 15 for cuguiriveiy intact;
* No hehaviors indicating. a rejection of care,
* -person éxtensive assrst for transfers-and
"{ dréssing; -
* 1-person extensive assist for bed mobihty
locomotion on the unit, and toilet use;
* No physlcal restraints in use; and,
* Bath/shOWer did not ocour.

Note: On 1!1!15 at 12:10 PM, LN #5 stated the =
vbath/shower was coded as not ocourring "since” -
our stafffCNAs were not providing any of ithe .
bathrng function."

The resrden 5 recaprtu[ated Physrcran s. Orders o
documented: .

* 4124715 - "Admit fo skilled nursnn_g facrhty under
| the care of [physician’s naime] ...

| * 424115 - "PTIOT eval [e\ralr.ate] and’b: [treet]

a) Resident #15 was not assessedror the safety, o

L R4}D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S FLAN GOF CORRECTION o5 .
. PRE&IX (EACH DEFICIENCY. MUST BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION SHOULD BE CORPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$-REFERENCED TO THE APFROPRIATE - DATE )
. ) DEFICIENCY)
fF 323} 'Contmued From page 13 (F 323 o o
{ ) ! We believe that staffing

~ education is the best -
prevention, All-nursing staff are
required to Inftiate/update the

* patient care plans to include
interventions for patients with’
family providing care and for
restrictive devices. We will
identify these patients by nurse
to nurse report,.DON review of
restrictive dewce assessments,
and DON review of all new -
admission care plans. ~

Nursing staff were educated on
proper interventions,
communication, an'cf

~documentation for rastrictive
devices, UTl's, and
educationfassessment of family
providing care.:Also on care |

- plan updates for those
interventions. Education
provided at staff meeting on

- 7116415,

- 3. This will be maintained by
. Staff educatlon as to proper
Intenrentaons, communrcatron
and documentatron for
'restrrctrve devices and
educatron/assessment of famrly
provrdrng care Also on care

i “
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{F 323} Continued From page 14 AF 323 ) '
plan updates for those

* 6/2/15 - "Nystatin Powder 100000 Un:thm
Apply to Peri area toplcelly as needed for yeast
infection.”

* 6/26/15 - "Seat belt fo wheelcha!r for -
positioning: (Paﬂent able to demonstrate how fo-
release seat belt)."

Patient #15's- current Care Plan documenied:;
*Focus: "Patient has an ADL Seif Care
Performance Deficit r/t paraplegia.” Initiated
4/28/15.

* interventions: "Bathmg The patient requires (2)
staff participation with bathing ... Dressing: The |
patient requires (2) staff parﬁcipation to dress ...
Transfer;-The patient requires.(2) staff
participation with transfers...” Initiated 4/28/15.
*Focus: "Paraplegia it [related to] Spinal injury."
Initiated 4/28/15.

| *Interventions: *PT, OT, evaluale and treatas ~ |

orderad.” fnleated 4128M5.
*Focus: "... has limited physical mohility i/t spinal

injury, parapfeg|a" Inflated 4428015, . .- ] -

* |nfefvantions: "Seat belt 1o wheelchalr for
positioning/patient's request. Patientis able to
demonstrate how to release seat belt.” imtaated
6/26/14.

(Refer to F280 citatian related to the seet be!t and
chest restramt care directives for ReSIdent #15.

. The resxdent‘e 4!24/15 PT Evaluatlon & P!en of )

Treatment History documented:

.. about 2 ‘months ago where pthas been Iwmg
1n a motel room with his ex-wife asszstmg him. Pt
had been attempﬂng home health physical

. therapy and nursing caré in the motel room bit

struggled dit [due to] the confined space. While at
the miotel, pt developed 2 UTI w;th SEpS[S and o

-l was hOSpitalized on4/18 ..

" interventions.

_intarventions.
" 4, DON or designee'wiil canduct
“admitted patients-for proper
" interventions; communication,
- and documentation for
" restrictive'dévices and.
plan‘updates for those -

‘weeks. -

. Assurance) meetmg, monthly
‘ Anurse consultantwﬂl assist . e ‘ '

'5._ Da‘te of Cempletion 7/16/15 -

b. Director of Nursing wiil
review care plans for proper
interventions, communication,
and décumentation for
restrictive devices'and
education/assessment of family
providing care. Also on care
plan updates for those

a weekly audit on all newly

education/assessment of family
providing care. Alsc on care

mterventnons each week for 6
Areas of cancern will be
addressed immediately and”

discussed at QA (Quality -

and PRN.

with revlews as requested
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| 4129115 through 6/27/18. NOTE: Bathing was

resident had a diagnosis of paraplegia and “jwas]

-ONn.7/7H15 the Bureau of Fasllliy Standards

. aware of safety concerns assoc:at-;d w:ih his

| seat belt'since admission to the facility on.

The resident's Interventions and Tasks report
documented-Resident #15 was scheduled for
bathing on Wednesdays and Saturdays, but had
refused baths/showers from facility staff from -

provided by a family member. Please refet to F
280.

Resident #15's Restrictive Device Asses_smeni
documented, dated 6/26/15, documented the

alert and oriented times 3 [person, place, fimel.
He is ahle to demonstrate how to releass seat

belt. [Resident]} has requested the uss of seat belt |

fo whee[chair for comfod/posiﬂonirig "

received an addendum from the facility in regards
to the seaf beit and-chest helf, The 7/3/115
staterment, written by a physical therapist,
docurnenied, "... When pt {patient] came {o our

1 facility on 4/24!15 pt came with.-a manuaiwic - . |
| equippad with a. seat belt and chest restraint that

was fitted to him ... to assist with safety and
bajance ... Pt's cogmﬂon has always been infact
since his arrival here, and-he:has been very -

decreased trunk stability ..
Note: The seat beit assessment plan of. cdre, .

and physician's arder was not compieted: until
626115, aithough the resident had been usmg a

4/24/15, Also, a chest belt was not ordered by a_
physictan, a restrictive device assessmient was
not completed, and the chest bett was not part of -
the resxdent's care plan ,

The resndents Nursmg Progress Notes
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dacumented:

* 4/24/15 - "He is a paraplegic following an
accident in October 2014 ... requires two plus
max[imum} assist for ADL cares .." '
*4/27/15 - "... inan accident in Ocl{ober] that -
resulfed in !oss of senisation and ability to use
BLE [bllateral lower extremities] fram chest down

* 512115 - ... Requires 1 person assist w;,th
transfers/adls [activiiles of daily iving]. Uses
wheelcha;r for mobzhty with siaff assxstance to .
propet ..
+6/7/15 -"... is a 1-2 assist slide board transfer ...
foss of sensation and ability to use BLE [bifateral
lower extremities] from chest down ..."

* 6/12/15 - "... 1 petson assist with”
transfers/adl/ambulation ..

* 525115 -" Requwes 1 person asslst w:th
'transfers!adls :
*5/31115-". ls a 12 assist shde board transfer
;’“6/4115 " reqmres 1 person assist with

) trancfers!adi cares; Uses wheelcha:r for mobahq_f

and slide board for trénsfers ...

“B/7115 -"... produces a bow'e! movement each

evening usmg digita{ stimulation, followed by a

nightly shower which he. completes with the

assistance of a family member under staff

supervision ..

*B/18/15-"

is dependent on dressmg and a551sted with other

ADLs .

* 6/23/1 5.1
. Ptis dependent on dréssing ...

. 6!27/15 . requu'es one person assistwith

ADL cares. He is non ambulatory and self propels

wheelchair for locomotion ..."

Note:. The Nursing- Progress Motes contained no -

1s a 1 assnst shde hoard transfer Pt :

Pt isa1 asmst sllde board transfer )

documentation in regards to the seat belt or chest
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{F 323)

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/showars. The Nursing Progress Notes on
6/7, 6/8, and 6/21/15 documented the resident
was assisted by a family member with a shower
under staff supervision.

On 8/30/15 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 bett around his chestline
and the wheelchair. The patient stated he used.a
slider hoard, but'was unable fo transfer by himself
fror his wheelchair to his bed, The patiient said
he had no feefing from his midchest. down and
needed help-with most activity. The resident” .-~
demonsirated his ability to unfasien his seathait
and chest bet. ' ‘

On 7115 a* 12 45 PM the OTRIL [Dccupattonal
Therapy Regisiered License] was interviewed
regarding the bath/shower assessment for
Resident #15..The QTR/L stated He was involved

in the initial observation/assessment on 4/24/15
| and for bathingfygiene the resident was -

assessed to be "max assist with hathing and

" "required more than 50% assistance at least with.
-one {staff].” THe-OTRIL said the bathing -

assessment encompassed the entire task from
the beginnmg to the end, including the fransfer,
undressing,. dressing, and etc. The OTR/L saida-

" family member was present during the initial

assessment; but was not physically helping the

patient during the assessment procass, When the| -~ -

QTR/L was.asked how the resident's safety while-

under the care of the facility was ensured with a-

X4 1D SUMMARY STATEMENT OF DEFICIENCIES . D
PREFLX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROZS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) -
——
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1. {F 323)

F 329
88=0D

=farmly member being responsible for transfers

| facility, refused to allow the staff fo provide

| provided towels upon request.

resident prior to coming to the facility. PT #3 sald,

| unnecessary drugs. An unngcessary drug is any .

Continued From page 18

undressing, showers, and dressing, he stated "

was not assessing her abilities on the firstday, |

and assumed since she was his full ime
caregiverptior to his coming here that she would -
know how to provide his care."

On 71115 at 1:08 PM, CNA #4 was interviewed
tregarding Resident' #18's baths/showers. The " .
CNA stated the resident was a "younger man and
very private” and had, since his admission to the

showers. The CNA said a family member "did
averything" for the resident and sfaff only

On 7/1415 at 3:30 PM, PT #3 stated Resident -
#15's seat.and chest belfs were tised by the = ©

"Don't see that elther the seat belt or the chest
belt is mentioned" in the PT evaluation or the PT
notes, “but the need for them in'relation to the
leve! of his injury is. He has lack of core strength.”

On7HNM5 at4; 00 PM, the Admlnrstrator DON,
CNO, and additional management team staff
were informed of the concerns. The facility
provided additional information that did not
alleviate the concemns.

483.25(1) DRUG REGIMEN |S FREE FROM
UNNECESSARY DRUGS

Each resident's driig regimen must be free from

drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of

{F 323}

F 300!

F328

1. Patient #14 discharged from
the facility. .
7116115
2. AII residents on antipsychotic
therapy have the potential to
be affected.
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{ adverse consequences which indicate the dose

"1 given these drugs unless antipsychatic drug

drugs. .

‘Resident #14 was expdsed to the potential for

should be reduced.or discoritinued; or any
combinations of the reas'o_ns above.

Based.on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used anfipsychotic drugs are not

therapy is necessary to treat a specific condition
as diagnosed and dacumented in the clinical
record; and residents who use antipsychatic
drugs receive gradial dose reductions, and
behavioral interventions, uniess clinically
contraindicated, in an effort to discontinue these

rhts REQUiREN::NT is noi met as. ewdenced

Based on staﬁ mterv;ew and record review, i

izs determined the facility failed to determine the
cause of a resident's ascalated behaviors and
iniiiate nonpharmacoiogzcai interventiohsta
address those behaviors prior {o the initiation of
antipsychotic therapy and use of duplicate
antipsychoetic medications. Additionally, the facility
failed to develop specific care plan interventions -
to addréss the resident’s challenging behaviors,
Thig was true for 1 of 1 (#14) sampled residsnts.

meore than minfmal when he experienced
increased sedaiion and agitation that affected his
ability to participate in physical- and speech
therapies, and eventual hospitalization for further
gvaluation of the increased behaviors.

that there was a lack of
communication between the
: medical ‘director and family
. physician that the
family/resident went to see and
medications changes made at
that appointment.

We believe that staffing
education is the best
prevention. All nursing staff are
required te initiate non- i
pharmacological interventions
for behaviors prior to ,
administration of antlpsychotic
- therapy and for use of duplicate
* antipsychdiic medications, We
will identify these patients by
nurse o nurse report, DON
‘review of nevi orders for
antipsychotic medications,
duplicate antipsychotic
medications, and non-
pharmacological interventions.

3. DON educated nursing on
initiating non-pharmacological
interventions, monitoring ta
avoid duplicate antipsychotic

- medications on 7/16/15.

4. This will be maintained by
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NOTE: Resident #14 was admitted to a locaf
hospital immediately prior {o his admissicn to the

| facility. That hosplital documented the following:
‘1 * History and Physical, dated 6/9/15: "The patient -
- | was.brought in by family. members apparently -

-somewhat confused .. . He is unsure why he is
working. He does have some word salad on initial
‘svaluation; however, begins to answer questions
appropriately; but then rambles on with other

.| nonsensical sentences or words."

* Occupational Therapy Initial Evaluation, dated

-t B/10/15: "Platient] is very confused, if appears

that the [patient] was seeing thlngs in-his room
like machinery that he was fixing, or a young girl,
and somethfng else he wouid just pomt at.”

B Speech Therapy Initial Evaluatior; dated
6/11/15: "He has shown limited abxhty to
understand verbal instructions and questions and
s very verbose wilittle content in his.speech. .
Gannot appropriately answer yesino questions’ or
answer guestions about daily ilem's function ..
Memory and Attention were not assessed due to
patient's confused stafus. He has ho known...
history of previous cogmttve!commumcatlon
deficits."

_ReSIdent #14 was admtﬁed to the facm:y on
8/13/15 with muitiple diagnoses, Including history
| and recent Cerebrovascutar Accident (CVA),
hemiparesis, falls, delerium, Type It diabetas, and’
urinary. tract infection. The resident's admission-

| medicatlon orders did not mcfude ant(-psychottc

medlcattons

here other than statmg that his mind has not been |-

 The Admission MDS, dated 8!19;’15

~documenied

" avoid duplicate antipsychotic.

_DON ofdesignee will conduct
. -medicatlons for 6 weeks, for .
“ amtiatmg non- pharmacologlca!

..~ avoid duplicate-antipsychotic.
.. addressed.immediately and

-and PRN

A nurse consuitant wilt assist
" with reviews as requested.

5. Date of Completion 7/16/15

@D .| SUMMARY STATEMENT OF DEFICIENCIES . ) ; (5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CDRRECTIVE ACTION SHOULD BG COMPLETION
TAG _ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
- DEFICIENCY) :
2 . .
F 329 Contlnued From page 20 F 329 ) a. Nursing staff education to

initiating non-pharmacological
Interventions, monitoring to

b. Through our continued’
monitoring these processes will
be evaluated and any additional
processes will be implemented
10 maintain our systemic
changes.-

audits on-all new admissions
with prescribed antipsychotic

interventions and menitoring to

Areas of concern will be

discussed at QA {Quality
Assurance) meeting, monthly
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* Short-term and fong-tenn memory impairment;
* Moderately impaired decision making skills;

X Continuous mattenﬂon and disorganized
thinking;

* Fluctuation in altered levei of conscsousness
and psychomotor retardation; :

* Hallucinations and delusions present;

* No physicalfoehavioral symptoms or reject:on of
cares present; and

* Wandering occurred daily.

The Psychotropic Medications care plan, dated
817115, documented, the resident used
psychotropic medications (resperidone) related fo |
delerium due to CVA. interventions included:
Momtorfrecord occurrence of target behavior
symptoms and specify wandering; inapproptiate
= response to verbal communication; :

| violen ce/aggressron towards stafﬁothers

needed - side effects and adverse reactions of
psychoactive medications, including unsteaoy .
gaif, tardive dyskinesia, fatigue, and insomnia;
and kehavjoral sympfoms not usual fo the
resident. . o

TNOTE! The 2046 Nursing Diug Handbqok
documented the following adverse reactions
associated with the use of Risperdal, “akathisia,
dystonia, agitation; anxiety, haflucinations, mania,
impaired conicentration, and fatigue; and-use
cautiously In in’ patients with cerebrovascuiar

- |.disease." The Black Box Warning documented, -
~Elderly patiénts with dementia-related psychosis
treated with antipsychotics are af increased Tisk
for death; drug is not approved to treat elderly

: patients v.rith-dementiaqelated ps‘ychos'is *

The impaired Cognitive care pian dated 6!24/15 _
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documented the resident had impaired
cogintion/dememfiafimpaired thought process
related to CVA. interventions included: Identify
self at each interaction; face resident when
speaking; make aye contact; reduce any
distractions; use consistent, simple, directive
senfences; provide necessary cues; siop and .
return if agitated;, monitor, document, and record
any changes in decision making ability, memory,
recall and general awareness; difficulty
expressing self; difficuity understanding others;
level of consciousness; and mentat status,

On 6/30/15, the facility was asked and could not
provide a behavior andfor impaired cognition care
plan in place prior to the current care plan,
therefore, it could not be determined how the.

‘resident’s "delerium secondary to a CVA," was -
'bemg momtored and addressed ‘adequately: -

Resident #14's Physician Orders (P.0.), Nurses
Progress Notes (NPN), Medication Administraiion
Record (MAR), Office Visit Notes {OVN), °
Psychotrcptc Drug Use Assessment (PDUA),
Agitation Assessment (AA) Physical Therapy
Notes (PTN), Interdisciplinary {IBT) Minutes, and
Speech Therapy Notes (STN) were rewewed and-
lncluded the fol[owmg lnformatlon

-The Nursmg Admrss;on Assessment, ‘daiéd :

6/13/15, documented Resident #14 was otiented:
fo person. .only; he Innapropriately answered -
questions, was unable to understand; “wanders

mentally;" was unable to make nesds known; aiid |

required assistance with decision making due to

_ his [lmpalred] wgmtwe status.

*PTN - 6!13!15 “Pt Patrent] v/as very confused

today and demonstrated severe expressive and -

F329]"
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_to self only, often cailing staff members by family

| alertéd 19 the résident's new symptom of
| * NPN - 6/15/15at 5:00 PM: "Pt was agltated and

*PTN"-6/16/45: "Pt showing confusion and doés

confused, per patfent norm following récent CVA,

Continued From page 23

receptive aphasia that was diffucult {o manage."
* NPN - 6/14/15, at 5:24 AM: "Pt appears to be
adjustmg well to facility. Pt appears o be
sleeping.”

* NPN - 6/14/15 at 11:38 PM: "Patient was alert
for the first few hours of this shift. He is oriented

members (sic) names. Patient was attempting to
self transfer out of bed several times, when -
approached by staff he denied needs and was
assisted back to bed. Patient did falf asteep and
was quite lethargic when approached for HS
{night] medications. He took several minutes of
cueing and reminding to take his medications ...

* PTN - 8/15/15; "Pt demonstrates moderate to
severe ataxia and continues to be hmlted by
confusion and hallucinations.”

Note: This was the. first documentation cf the -
presence of halluginationis ifi the facility and did
not include any documentation as to the specific
characteristics of the hajtucinations, how thay .
were harmitl to the resident or others, what
non-pharmacological interventions. were -
aftempted, nor the effectiveness of those
Interventions, or whether all nursing staff were

hal[ucmabons

was using 02 [oxygen] hose fike a roper’]asso Pt
redirectéd with coffee and food." :

not know why he is here, pt fold and then he
forgets fater needing reminded again.”

* NPN.- 8/16/15 at 6:22 PM: "Pafientis atert'and

He i$ occasionally able to be reoriented to current

situation, but-easily forgets. Patlent describes

F 329
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.| concerned-about behaviors .

| Cognitive/Behavior/Mood Fagtors for

Continued From page 24

visual and audible hallucinations this shift, which
is not a new occurrence for the patient. Patient
has heen very restless and anxious this evening
and his family has asked for fthe] physician to be
consuited regarding possibie treatment options
for the agitation and hailucfnat;ons "

Note It could not be defermined from the nursing
documentation, what the visual and audible
hallucinations were, how persistent they were, or
how they were harmiul to the resident or others,
There was no documentation ¢f any
non-pharmacological Interventions aﬁempted nor
the outcome of those interventtons, if attempted.

« PTN - 8/17/15: "Pt showing confusion needing _{.

repeatéd {voice commands] to stay on fask
during Nustep activity."

* DT Minutes - 6M7/15 at 12:00 PM: "Farmly s
- Wil consult with
the Internal Medicine/Cardiclogy Physician for
additional opinion regarding patientand
psychotropic medication cessation effects (was
on risperdone at the hosprtai was disconlinued

‘on day of discharge) and the benefit vs risks of
-gtarting this medicatton again "

* PDUA~EM1TH5
- The resident did not have a diagnosed

“psychiatric disorder;

- The resident was.receiving the anti-psychotic
medication Risperdal ‘

- The area on the assessment {o {ist specmc
symptoms to monitor left blank; . R
- Indicated reason for the medication; "Delerium-
[related to] GVA" -

| - Risperdai started on-6/17/15 and was “urknown
| at the time" if the medication use was temporary.

- Medical Facfors, Side Effects Factors, and

F 328
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| provided the record, which did not include an

{ a few times an hour "that" day, however, there

0.5 mgone po twice daliy "

consideration on the form left blank.

- The resident had problems with batance gatt
and/or positioning ability.

- The form documented {he psychofropic drug

use side effects and the Cognitive/Behavior/Mood

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.r

NOTE: The residén_t‘s entire medical record was
requested on 6/30/15 and 7/1/15. The facility

Agitation Assessment, which the facility provided
to the Bureau of Facility Standards on 7/7/15.

*AA - 6/17/15: Grabbing "ontc" people,
performing repititious mannerisms, cursing or
verbal aggression, "weird laughter or.crying” --
{occurred 1to 2 times "that" day), physical and
verbal sexual advances, general resilessness,
and repetitious sentences or questions (occurred

was no doc;umentatlon In the resident's record to
support the identified behaviors).
* P.0O. {verbal) 6/17/15, at 4:23 PM: "Risperdal

NOTE: The on[y documentatlon in the resident's
reécord related to the use of Risperdal was located
in the DT Mirutes for 6/17/15 and documented,
“The resident was on risperdone-at the hospital.
[and it] was discontinued on the day of
d:scharge * .

* STN < 6/17/15, at 6:43 PM: "He: [Resident#14]

perseverated continually on topics of police

dificers, witinesses, and needing SLP 5 [Spaeéh
Therapist's] papers and clipboard." _

F 329
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Continued From page 26

*MAR - 6/17/15, at 8:00 PM: Risperda, 0.5 mg.

* MAR - 6/18/15, at 8:00 AM: Risperdal, 0.5 mg.
*P.Q, - 611815, at.5:28 PM; "Rispeardat 0.25 mg
give one by mouth two fimes a day for delerium
related to CVA"

* NPN = 8/18/15, at 5:34 PM: “Patient is alert and
confused, per patient's norm{al] related to recent
CVA. Patient has been very sleepy this shift. Not
easily aroused related to new order of Risperdal
0.5 mg BID [fwice a day]. Family consuited and is
in agreement to reduce dose of Risoperdal to
0.26 mg twice da]ty per felephone order recieved
by the Physician.”

*8TN - 6/18/15, at 6:24 PM “Pt was.still in hed
when SLP arrived. Pl's continued fo be sleepy
and was unabls to aftend fo tx [treaiment] tasks. -
With constant redirection-and sternal rubbing, pt

would wake up and briefly answer questions as

" |.was intermittent as he WOuid continue to fall back

asleep.. SLP discussed pt with nsg. [nursing]. SLP
was informed that pt had been given a-ngw .
medzcme that may be havihg an impact.”

*PTN - 6/19/15; "Pt is still suffering from side
effects’ from medication changes and was not
responsive.”

* p:Or=6/19/15, 3t 12:50 PM: “Rxsperdai 0.25. mg
tablet; give one tablet by mouth at bedtime for
delerium A CVA."

1 *NPN - 6/19/1 5, at 1:30 PM: Care pfan meeting

‘held with Tamity who verbalized concerns retated-
to the resident's medications, which were - ,
addressed by the DON. The note did"not Inciude

specific detalls of those concerns voiced by family :

ar how the ooncerns had been addressed by the

‘DON,

*STN -6/ 9!15 at 3 08 PM: "Pt was StlH

' strugglmg to recover from a medication. issue, Pt

was extremely lired and had difficuity opening his

- F 328

FORM CMS-2567(02-98) Previovs Verslons Obsolste © EventiD:4L0012

Facilly ID:MDS001658 -+ - f continuatio

n sheet Page 27 of 35 .




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

PRINTED: 12/1/2015
FORM APPROVED
OMB NO. 0538-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER: : . COMPLETED .
A: BULDING. ‘
. R-C -
138137 8. WING 97/0172015

NAME OF PROVIDER OR SUPPLIER

PROMONTORY POINT REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CCDE
3909 SOUTH 25TH EAST
AMMOMN, ID 82408

X4)1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PREGEDED BY FULL
REGULATORY CR LSC IDENTIFYING IMFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (x5} -

PREFIX " {EACH CORREGTIVE ACTION SHOULD BE COMPLETICN
TAG CROSS-REFERENCED T8 THE APPROPRIATE DATE

. DEFICIENCY)

F 329

* 'vishethér Rursing staff had been nofified:

‘Eonfintes ‘o be restless aﬂd tryfng to self

seated peg board actiVity foday d/f increased .
| fatigue and decreased attention to task.. Pt did -
| seem overly fafigued today compared o normal.

Continued From page 27

eyes to partipate [sic]. He would open bneﬂy and
attempt {sic] to answer a gquestion or two and then.
would close his eyes again and not respond. SLP
noticed that pt had pocketed some focd and ™
meds. SLP atterpted fo have pt drink to wash
down, but pt was unabie to foflow through on this
task..."

*NPN - 6/19/15, at 5:15 PM: "Patient remains
sleepy this shift difficult to arouse related to new
order of Risperdal."

* MAR - 6/19/15, at-8:00 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 foday
than yesterday ... Pt continues to demonstrate
inappropriate behaviors and reaquires fregfuen]
redirection.” The note did not document the
nature of the ' lnapproprtate vehaviors,-or -

*MAR - 6/21/15, at 8:00 Pii: Risperdal, 0.25 mg.
* PTN -6/22/15: "Pt alert but npt orienied, he.
thought he needed 1o get ready for a weddign
[sic] reception then later for-a funeral.”

* NPN - 6/22/15, at 4:09 PM: "Pt requires
contmuous reminding of time and situation.... Pt -

fransfer.”
* MAR - 622115, at 8:00 PM: Rlsperdal 0.25 mg.
*PTN - 6/23/15: "Pt siruggled with seated bench

' press more than he has previously as he is much. |.

more fahgued than usual . Pt siniggled with

Pt showing poor sarety awareness not foﬂowmg
instructions wall in safety with standing ... Pt
continues to be falr [sic] confused, dlfﬁculoty [sick
staying ontask.” - :

F 329
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‘him and his deck of cards to keep him occupied,

'anﬂ-psychotlc medication in respolise to ihe

| “NPN - 6124115, at §:52: *Pt refusing to wear 02

Coniinued From page 28

* STN - 6/23/15; "At the end of [the} x ttreatment]
session, pt was taken fo the nurses station and
placed in his whesichair with his {ray in front of -

as he becomes very boréd alone in his room.”

* SWN -6/23/15, at 4:30 PM: "This worker
;nformed family of different mterventlons 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 [foliow-up] with primary care
provider.”

NOTE It was unclear why the physician who was
the reStdent‘s care provider while residing in the .
facility would hava the resident follow-up with his
out-patient physician,-or why the physician
ordered an ificrease in the resident's

reszdent's faii

*P.O. - 6!23!15 at b: 30 Pi: "Rlsperdal tablets
0.25 mg tablets, give two tablets by mouth at
bedtime for delerium t/f GVA." .

| * MAR - 8/23/15, at 8:00 PM: Two 0.25 mg tob{ets -

of Risperdal. ‘
* NPN - 6/24/15, at 6:22 PM “Patlent s alert and

confused per notm [sic]. He has moments of

clartity, but for the majority of this shiff he does not [

recognize 'family members, place, situation, or.
time of day. He is pleasant and talkatlve today." -
* MAR - 6/24/15; at 8:00 PM:, Two 0.25 mg
tablets of Risperdal.

fsic] .. pt. verbally and physically abusive to staff
combatwe alert very confused and restiess-..

*AA - Bf24/15, at 11:05 AM:

F329
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“according o his [fanily member].” During tﬁe

-| about talking to his brother who is deceased ... -

‘were harmful andfor distressing to the resident

~ Handling things inapproprately, performing .
repititious mannerisms, “weird laughter or crying,”
and negativism occurred 1 to 2 times "that" day.
~ Hitting, grabbing people, pushing, trying fo get to
a different place, and cursing or verbal
aggression cceurred a few times "that’ day.

- Physical sexual advances, generai restlessness,

verbal sexual advances, and repetitive senfences

or questions, occurred a few fimes an hour for
“that" day; no documentaticn in the resident's:
record to filustrate the identified behaviors. -

* Physician's Office Consuit (community .
physician} - 6/25/15, at 2:38 PM: "[Resident #14]
had a recent stroke ... He has had alot of new
behavioural [sic] issues as well as hallucinations
and overall it sounds like delerium. He was.
receiving risperdal in the hospital at 0.5 mg. it s
unclear whether or not this was efiective in the
hospital, but he was not prescribed iton - -~
discharge to'the SNF (Skiltéd Nursing Facility).
After getfing o the SNF his behaviour [sic] issues

were (0o miich for staff and he was prescribed. - |

risperdal again, however this time it was at twice
the dose in the hospital and [Resident #14] slept.
for-a fong time according to family ... He has
appeared to have terribig anxiety as well .

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

He asked who all the people behind me were-and
what their names were; but-there was ne one.
behind me and the door was closed ..." The -
conisuit did not docurnént the visual hallucinations

The physxcsan documented, "l agree that the -
facility he is-in is likely not.equipped for he [sic]
tevel-of redifection and care. The family reports
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lorazepam was discussed, however | do think that
while he does have somen anxiely, | think most of
this is from delerium ... | think we could go with an
atypical anti-psychotic, however usual first
treatment I$ haldol,.and while this is an aider
med, it does offer us the abilfty to make smaller
adjusiments and one of the families [sic} biggest

+ concems with the risperdal is that they [sic] [he]
went from an ineffective dose fo an excessively
sedating dose with not much roont in between to
find the right range. For these reasons | will try
Haldod fi rst and make smiall adjus{ments as .
necessary.”

| NOTE: The 2016 Nursing Drug Handbook
documented the following adverse reactions
associated with the use of Haldol:"Severe
exirapyramidaf reactions, sedation, drowsiness,
lethargy, confusion, and.vertigo; use cautiously in .

Warning-docuimented,™ Elderly patlents with
dementia-related psychosis treafed with atypical -
ar-conventianal antipsychofics are af increased
risk for death, ‘Antipsychotics aren't appreved for
the treatment of dementia-related psychosis.”

* P02 612515:"Haloperidoi 2 MG ORAL TABS
1-tab po [by mouth] q [every] 4 hours prn [as
needed] for ag:tatlon and hallucmatlons "

1 NOTE: This order was from the: reSIdents
community physician, while the risperdal was -
ardered by the facility physician. The order for the |
Risperdal was not.discontinued or otherwige
changed with the addtion of a second: -
anﬂ-psychottc medlcaﬂon

glderly and debilifated patients. The Black Box LY'

> MAR and eMAR . 6125115, at 6:52 PM Haldol 21 .
mg tablet gwen far agitation and hallucinations for L
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- mermber requested that medication be given

-At 4:03 AM, the nolfe documented, "PRN
Adminstration was; Effective.”

faxed order from the physician's office, which

[hours},.hold if pt [patient]-sedated & Haldol 2 mg .-

| ths time, the reSIdent’s MAR documented the

N MAR and eMAR 6‘/‘26!‘15 at11:01 AM: Haldoi

I that are not there.” At1 01 PM, the note -

| < NPN - 6/26/15, at 7:00 PM: Patient is alett and

"noted agitation, patient atternpting fo swing fist in
air and yelling. Staff attempted to re-assure
patient with no positive results.” At 9:53 PM, the
note documented, "PRN Adminisiration was
Effective.”

* MAR and eMAR - 6/25/15;.at 11:00 PM: Haldol
2 mg tablet given for "agitated and combative.” At
12:00 AM, the note documented, "PRN
Administration was: Effective.”

* MAR and eMAR - 6/26/15, at 2:59 AM: Haldol 2
rmg tablet given related to, "Patient's femily

every 4 hours to keep patient's agitation minimal.”

* On'6/26/15 the facility received and sdditional
documented, "Haldol 2 mg Q [every] 4 hrs

QHS [every day af hour of sleep} PRN [as
neededj for agltation

Note: Nore of the resident‘s nrevmus
anti-psychotic orders had been discontinued. At

bédtime, Haldol 2 mg ‘every 4 hours routlneiy and
every 4 hours as needéd, and another 2 mg of
Hatdol as needed at bedtime.

2 mg tablet given_for “patient talking to peopte
documented, "PRN was: Effactive, patient did

appear to be less agitated and was not talkang to
unseen people at this time."

*MAR - 6/26/15, at 4: 00 PM: “Scheduied dose“ of . E

Haldel 2 mg tablet was given.
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confused per normial] ... continues with
aggressive and violent behavior that
progressively. worsens throughout the day ... {Hej .
received pm haldol for agitation and
hallucinations, with no nofed benefit. New orders
recaived to change haldcl2 mg to q4h and add
an additional pm tablet at HS. Patient medicated
per new schedule and rernains agifated. 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 info violent behavior without any

foreseeable [sic] avent and repeatedly punched a
CNA in the stomach and attempted fo hit her in
the face. Family was immediately contacted to .
come assist with calming this patient Patient vas
sent to the Emergency Room at a local hospital
via non emergent ambulance and admitted for

futher-evaluation of his ¢hange in hehaviors.™ - .
1+0n 6127115, at 2:47 PM, the clinical note from

the hospital physician documented the resideni
had a "right periveniricular acute focal infarct.™ -

On 71/15, at 3:00 PM, the DON was asked how
the facility determined the residents. behavioral '
changes were not retated to.an underlying - -
medical_condition secondary to-the resxdent s .
CVA. The DON stated, "We cannot go agamst the
physician's orders.” The DON could nct answer

whether the phanmacist had reviewed Resldent_ i

#14's medication orders for compliance with
faderal regulatory requirements at F329, and. was
unablé-to provide the clinical ratlonale supportmg
the use of two anilpsychotic medications, or the
associated risk of using the two medications;
concurrenﬂy, glven the restdent's hrstory of CVA

On 7!1!15 at3 30 FM, the LSW coutd not :dentrfy N

specific target behaviors for the use of two’

F 329
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| resident's behavioral history, other than the

COI’ICEFH

-| congurrent doses of Risperdat and Haldol. The -

|-aletter from the physician that prescribed the
Haldol, That tetier documented, “[Resident #14]
on 625/15 for his acute agitation.after entering

anti-psychotic medications for Re31dent#14
Additionally, the LSW was unable to describe the

resident was receiving Risperdal in the hospital
prior to his admission to the faciilly, and that the
family had requested the resident resume that
medication. The LSW stated there was no
documentation in the resident's record of her
conversations with the resident's family regarding
his behavioral hlstory )

On 7/1115, at 4:00 P, the Administrator, DON,
CNO, and other management staff were notified
of the concern. Additional information receaived
from the facllity at the Bureau of Facility
Standards (BFS) on 77115 did not resolve the

On 7/8/15, at 3:45 PM, the BES contactedthe .| .

chief nurse at the physmlan s office fo clarify
additional information provided by the facility on
behalf of the physician. The nurse stated the
fzcility called the physician's office on 7/7/15 and
requested the physician write-a lstter-explaining
why the resident was ordered to recelve

chlef nursed stated.the physician did not have the
patient on both medications and.that Resident-
#14 should not have received Risperdalat afl.”
The chief nurse stated she would fax the BFS a
copy of a letter she faxed earher to the facﬂtty

on 7!9/15 at 8:40 AM, the- State Agency recewed

the skilled nursing facility. At that time { was told

that the house physlcian would like to change himi | -

from his rigperdal to Ativan for His acute agitation
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- | ... | felt that Patient #14 was having acute o
delerium, and benzodiazepines can worsen
delerium; | feit haldoperidol would be a better
choice. | discussed in my note that the risperdal
did not have the dosing flexibility and that is
probably why he had irouble 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's} behavier was more than they
could handle so the usual treatment for delifium, -
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. | did not order risperdal at any
| time and understood that it was stopped because
of oversedation. I.only ordered haldol." -
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