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_Dear Mr. Rudd:

On July 17, 2015, a survey was conducted at Apex Center by the 1daho Department of Health
and Welfare, Division of Licensing and Certification, Bureau of Facility Standards to determine
if your facility was in compliance with state licensure and federal participation requivements for
nursing homes participating in the Medicare and/or Medicaid programs. This survey found that
your facility was not in substantial compliance with Medicare and/or Medicaid program
participation requirements. This survey found the most serious deficiency to be an isolated
deficiency that constitutes actual harm that is not immediate jeopardy, as docuniented on
the enclosed CIMS-2567, whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567 listing
Medicare and/or Medicaid deficiencies. 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 cach federal and state tag (if applicable) in.
column (X5) Completion Date to signify when you allege that each tag will be back in
“compliance. Waiver renewals may be requested on the Plan of Correction.

After each deficiency has been answered and dated, the administrator should sign the Forin
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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 Plan of Correction (PoC) for the deficiencies must be submitted by August 24, 2013.
Failure to submit an acceptable PoC by August 24, 2015, may result in the imposition of civil
monetary penalties by September 14, 2015.

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

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

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

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

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

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

If the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved. 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 deternining your target date for achieving compliance.

o The administrator musf 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.

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

We are recommending that Centers for Medicare & Medicaid Services (CMS) Region X impose
the following remedy(ies):




Joseph B, Rudd, Administrator
August 10, 2015
Pape 3

A ‘per instance’ Givil money penalty of $5,000.00 for the instance on July 17, 2015
described at deficiency F323 (8/8: G).

We must recomumend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on January 17, 2016, if substantial compliance is not
achieved by that time.

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

If you believe these deficiencies have been corrected, you may contact David Scott, R.N. or Nina
Sanderson, L.S.W., Supervisors, Long Term Care, Bureau of Facility Standards, 3232 Elder
Street, Post Office Box 83720, Boise, Idaho, §3720-0009; phone number: (208) 334-6626, aption
2; fax mimber: (208) 364-1888, with your written credible allegation of compliance. If you
choose and so indicate, the PoC may constitute your allegation of compliance. We méay accept
the written allegation of compliance and presume compliance until substantiated by a revisit or

- other means. Insuch a case, neither the CMS Regional Office nor the State Medicaid Agency
will impose the previously recommended remedy, if appropriate.

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

http:/fhcalfthandwelfarc‘idaho‘;{nvﬁ’roviders/ProVideisFacilitieSlStateFederaJProgramstm‘silmFa 1
cilities/tabid/434/Default.aspx ‘

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

o DFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Pracess

This request must be recerved by August 24,2015, If your request for informal dispute
resolution is received after August 24, 2015, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.
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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,
NINA SANDERSON L.S.W., Supervisor
Long Term Care

NS/dmj
Enclosures
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FOO0 : INITIAL COMMENTS F 000 E
“This Plan of Correction is prepared and
The following deficiencies were cited during the sugm{ ”fd as i:eqmred by faw, -By
federal recertification and complaint invesfigafion submitting this Plan of Correction,
| survey of your facility. The survey team entered Genesls HealthCare - Apex Center does
 the facility an 7/13/15 and exited on 7/17/15. not admit that the deficlency listed on
this form exist, nor does the Center admit
: The surveyors conduciing the survey were: ta any statements, findings, facts, or
i Linda Kelly, RN, Team Coardinator, : : - iconciusfans that form the basis for the
Brad Perry, BSW, LSW, alleged deffciency. The Center reserves
+ Amy Barkisy, RN, BSN, the right ta challenge in legef and/or
| Loiraine Hutton, RN, regufatory or administrative proceedings
: Rebecca Thamas, RN, the deficiency, statements, facts, and

. Kendra Deines, RN, BSN conclusions that form the basis for the i

deficiency.”

This report reflects changes resulting from the !
informal Dispute Resciutian (JDR) protess
conducted on Septembear 17, 20156.

Survey Definitions:

ADL = Activities of Dally Living

BIMS = Biief Interview for Mental Staius
cm = Centimaiers

CNA = Certified Nurse Aide

DNS/DQON = Director of Nursing Services
i LN = Licensed Nurse

LSW=Licensed Social Worker

MAR = Medicaion Administration Record
MCO=Manager ¢f Clinical Operations
MDS = Minimum Data Set assessment
MG=Milligrams

PRN = As Needed

UM=Unit Manager

F241; 483.15(a) DIGNITY AND RESPEGT OF F 241
ss=0 | INDIVIDUALITY

F241

The facifity must promote care for residents in a RESIDENT SPECIFIC
manner and in an envirenment that maintains or Resident #8’s family was contacted 1

regarding sign ahwe resident #8’s bed on i
LABORATORY DRIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE (X8) DATE

=23 A ;ﬁcim riededie T AB(S

Any deficiency statement end?{/(g with an asterisk {*} denotes 2 defiiéncy which the institution may ‘be excused fram cmrecizng prgvxr}mg it is determined that
oiher safeguards provide sufficient protection fo the patients, {See instructions.} Bxcept for nursing homes, the Gndings stated aticve are disclosable 90 days
following the date of survey whether or not a plan of carrection is provided. For pursiing homes, the above findings and plans of correction are disciosable 14
days following the date these dacumanis are made available to ke facility. If deficiencies are cited, an approved pian of correction is requisite ta continued
program parficipation.

FORM CRIS-2567(02-99} Previous Versions Obselete Event I X2BD1 Faciiity 10: MDS001320 if continuation sheat Page 1 of 69
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enhances each residen{s dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

gased on observation, staff interviews, and
medical record review, it was determined the
facility failed to ensure that staff's interactions
with residents maintained and/or enhanced their
dignity. This was frue for 2 of 14 residents (#s 8
and 30}, The faiiure to interact with residenis in a
manner that preserved their dignity and sanse of
self worth resulied in the potential for

i psychosocial harm whern:

1. Staff indicated io Resident #30 that she should
void or evacuate her bowels in her adult brief
while dining, and

2. Staff posted private information above
Resident #8's bed identifying ong of her medical
diagnoses.

Findings included;

1. On 7/16/15 at 11:55 am, Random Resident #30,

was observed in her wheelchair being assisted to
the West Dining Roomn by RN #20. Resident #30
asked RN #20 if the hoyer lift was available

because she neecled assistance to the bathroom.

! RN #20 stated the hoyer was available but, “We

don't have time now to take you ... bul you have a
brief on.” Resident #30 responded, "Oh, poop in
the brief, that's ok but not preferable.” RN #20
proceeded to whesl Resident #30 inlo the dining
room and placed her at a dining fable.

On 7/16/15 at 12:05 prm, RN #20 was asked why
she did not assist the resident to the bathroom,
but instead indicated to tha resident that she

i

f

E
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F 241, Continued From page 1 F 241,

17/23/15 by LSW. Family was agreeable to
' changing the verbiage of the sign but not
‘ removing the sign which they had placed.
A new sign was placed in Resident’s yoom
on or before 5/24/15 by RN unit managar
or designee, which states “Please place
my call fipht across my mid-chest for ease
of use,” Resident’s pfan of care related to
use of sign was updated on or before
6/23/15 by the RN unit manager or
designee,

Resident #30 had psychosocial
tassessment complated by LMSW on
7/20/15, which determined no
psychosocial harm was caused by the staff
;member’s comment. Resident #307s
‘toileting care ptan was ypdated by the RN
unit manager on or before?/30/15.

OTHER RESIDENTS

Members of the DT Management
completed an audit with residents who
currently reside in the facility to verify
feelings of treatment with dignity by staff
on or before 5/23/15 through resident
intarview.

A review of resident’s rooms related to
use of signs outlining care and diagnoses
was completed by a nurse suparvisor on
ar before 8/14/15. identified concerns
were corrected by members of the nurse
managernent team on or before 9/23/15,
Additionally the Resident Couneit was
provided the opportunity to discuss
potential dignity concerns during a

FORSS CMS-2587(02-58) Pravious Versions Obsolote
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F 241 Continued From page 2 F 241
should evacuate her bawel into her adult brief resident council meeting held on or
while ealing her meal. When asked if it was ; before 9/23/15,
acceptable practice io indicate to a resident she |
had a brief on and cowld toilet in the brief, RN #20 FACILITY SYSTEMS

answered, "No.”

CNA#21 was interviewad on 7/16/15 at 12:15
pm. and stated Resident #30 often experienced
the urge to void andfor evacuate, but did nat
atways demanstrate the actual need. CNA#21
stated the resident was checked at 11:00 am
{before meal} and did not need to tollet. When
CNA#21 was asked if it was acceptable ta
indicate o a resident that he/she could void
andfor evacuate in their briefs, CNA#21 stated,
"NUA"

2. 0n 71315 at 11:04 AM, Resident #8 was
observed in her bed asleep, On the wall above
the resident's head was a handwritten sign which
documented, "Staff Please clip [Resident #8's]
call button in the middie as she is paralyzed on
her left side fand] can't reach it i you clip it on the
left...”

On 71515 at £:02 AM, the DNS was shown the
sign in the resident's room. She said family put
the sign up in Februray following a care
conference discussion. When informed the sign
disciosed private health information about the
rasident, the DNS removad the sign.

Qn 7/15/15 at 12:45 PM, the DNS stated she
could not lecate care conference documentation
regarding the sign, but stated the family put the
sign up and not the faciity.

Staff will be re-educated regarding the
treatment of residents with dignity and
respect, and on other requirements under
{F241, by Soclal Service Personne! or
designee an or before 9/23/15.

Facility will continue to request resident’s
dignity concerns monthly in resident
counci to identify and address any
previously unidentified conicerns.

MOMITORS

Beginning the of week 9/23/15, members
af the IDT Management will conduct
interviews of 5 current residents and
compife the findings weekly for 4 weeks
then monthly for 2 months, to verify
residents’ feelings of treatment with
dignity by staff.

A member of the QAP Leadership Team
will meet with Resident Councit Monthly
to receive thelr input regarding these
audit results. Findings will be investigated
further hy members of the social services
department to allow for further re-
education and performance improvement
plans as indicated.

‘The Administrator or designee will review
audit results as they are completed to
identify the cause of any deficient practice
and to ascerfain trends in staff
performance and to continue to monitor

FORM CMS-2587(02-80) Previous Varsions Ubscisle
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ENVIRONMENT

The facility must provide a safe, clean,

. cornforfable and homelike environment, allowing
. the resident to use his or her personal belongings

i to the extent possible.

" This REQUIREMENT is not met as evidenced

by:

Basead on ohservation and staff interview, i was
determined the facility did not ensure residents
could enjoy a homelike environment which was
free of unsightly weeds, a shed in disrepair and
clear windows. This was true for 1 of 1 cutside

{ courtyards and 1 of 3 common areas in the east

wing. The deficient practice had the potential for
psychosocial harm for those fiving in an
unappealing envirenment, or who did not have a
clear view {o the outside. Findings included:

A, On 7/14/15 at 10:12 AM, several residents
were abserved finishing an activity in the faciity's
outside courtyard and being ascorted back inside
the faciity, In the courtyard, two large raised
flower beds were ohserved with numearous
unsighily weeds, which overwhelmed most of the
beds. The courlyard also contained a large
wooden shed with a one-foot hy six-inch section
of rotted exposed wood with peeling paint to the
tower front side.

B. On 7/14/15 at 11:57 AM, bwo upper windows in
the 400 common roam/library were observed

H
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X0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIGER'S PLAN OF CORREGTION ; {X5)
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%
F 241, Continued From page 3 F 241,
On 7/17/15 at 6:30 PM, the Administrator, DNS | root cause improvement, or the need for
and MCO were informed of the issues. i process changes as required. Any findings
Eo582 ! 4831 5(h}(1} F 253\\'”{ be cotrected with re-education and
§8=F | SAFE/CLEAN/COMFORTABLE/HOMELIKE performance improvement plans as

indicated,

Beginning in October 2015, the compiled
results will be presented by the Director
of Nursing during the QAPI Clinical i
Excellence Meeting manthly for a
minimum of 3 months or longer to ensure ;
sustained compliance, with revision of the
performance improvement plan made as
indicated.

Date of Compliance
$/23/2015

F252

RESIDENT SPECIFIC

Courtyard — The courtyard weeds were
addressed and the shed siding was
replaced to achieve a homelike standard,
on or before 9/23/15, .

400 Hall Commwon Area — A purchase
order for the replacement of the windows
identified in the common area with
hroken seals was signed on or before |
/23715, §

OTHER RESIDENTS

Members of the Interdisciplinary Team
completed environmental audits to
iar:iciress cieaniiness and maintenance in
cammon areas as well as resident rooms i

FORM C}45-2567{02-90) Previous Verzions Obsolnie
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! !
F 252 | Continued From page 4 F 252,
covered with condensation build-up between the on or before 9/23/15. Identified concerns
panes of glass, which made the windows appear were addressed at time of discovery.
fuzzy and difficult to see through. !
i FACILITY SYSTEMS
On 7/16/15 from 9:30 AM to 10:15 AM, during the i The Maintenance Director and the
environmental four, the Maintenance Assistant  Director of Housekeeping were educated
was shown the condensation in the library ' by the administrator on or before 9/23/15
windows. During that time only the window to the Eregarding the expectations of compliance
left had Con_densation in it. He said the windows ‘under F252 including the cleanliness and
had lost their seal and needed to be replaced. 'maintenance expectations for the center.
Wh‘en shown the courtyard shed, the i  Preventive Maintenance schedules and
Malntenaqf:e Alzssnsta.nce said the cqndltlon of the i tc!eamng schedules were reviewed for
shed was "bad” and in need of repair. When ' effectiveness and updated as necessar
shown the weeds in the flower bed, he said [ P ¥
activity staff were responsible for the |
maintenance of the bed. | MONITORS
; Beginning the week of 9/23/15 the
On 7/16/15 at 2:40 PM, the Activity Director was  Maintenance Director and the
shown the flower beds and acknowledged she rHousekeeping Director, or designees, will
was aware her department was responsible for | -each audit three resident rooms or
the flower bed upkeep. She stated, "There are i ;common areas per side of the building per
weeds in there, yes,” ! ‘week for one month and then one room
or common area per side of the building
On 7/16/15 at 5:10 PM, the Administrator, DNS for two months to ensure that there are
and MCO were informed of the issues. no unaddressed Housekeeping or
F 253 483.15(h)(2) HOUSEKEEPING & F 253 Maintenance issues.
ss=E i MAINTENANCE SERVICES
. The Administrator or designee wilf review
Th? faclity must provide housekeeplng'anc'l audit results as they are cimp!eted to
maintenance services necessary fo maintain a identify the cause of any deficient practi
sanitary, orderly, and comfortable inferior. Y . y ene practice
and to ascertain trends in staff
performance and to continue to monitor
This REQUIREMENT s not met as evidenced root cause improvement, or the need for
by: process changes as required. Any findings
Based on observation, Resident Council will be corrected with re-education and
minutes, resident group interview, and staff performance improvement plans as
interview, it was determined the facility failed to indicated.

FORM CKIS-2567{02-99) Prevlous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

*The floor was cleaned in the 100 hallway :
COMmMmon area,

*Trash was picked up outside of the 100 hallway
exit;

*The shower stall floor in the 100 hallway was
cleaned;

*Carpets in the 200 and 400 hallways were free of

foul smells and stains; :
*Hand sanitizer dispensers, fire extinguisher |
boxes, thermostat covers, and a paper towel i
+ dispenser in the 100 and 400 hallways and East !
- Wing dining room were free of dust and grease

: build-up;

" *A smoking apron in the East Wing smoking area
P was free from stains; and,

*Arefrigerator in Resident #1's room was free |
from spilled liquids, expired food, and
temperatures were documented. This had the i
potential to affect the quality of life for residents
residing or frequenting these areas. Findings i
included: ;

t

£1.0n 713715 at 11:10 AM and at 1:48 PM, the

: bathroom toilet seat riser in Resident #8 and #9's
room was observed with a four-inch by three-inch
area of dried urine residue and a small area of
dried feces on the inside of the seat riser.

On 7M13/15 at 1:45 PM, Housekeeper #8 was
observed near Resident #8 and #9's room. He
stated the room and bathroom had already bheen
cleaned that day.

On 7/13/15 at 2:10 PM, the Director of
Environmental Services (DES) was shown the
toilet seat riser in the bathroom. He said, "l see

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
135079 B. WING 07/17/2015
NABE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
APEX CENTER 8211 USTICK ROAD
BOISE, ID 83704
oae | SUMMARY STATEMENT OF DEFICIENCIES D i PROVIDER'S PLAN OF CORREGTION ! (x5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIOM SHOULD BE i comPLETION
e | REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
| i DEFICIENCY) i
| |
F 253 : Continued From page 5 F 253
! ensure: Beginning in October 2015, the compiled
| A toitet was cleaned in Resident #8 and #9's | results will be presented by the Director
! hathroom: ! of Nursing during the QAPI Clinical
1

Excellence Meeting monthly for a
minimum of 3 months or longer to ensure
sustained compliance, with revision of the
performanice improvement plan made as
indicated.

Date of Compliance

9/23/2015 i

F253

RESIDENT SPECIFIC

Resident #1's personal fridge was cleaned
on 7/17/15 by The Senior Director or
Dining Services. The temperature was also
checked on 7/17/15 by The Senior |
Director of Dining Services to assure the
temperature was in parameters.

Resident #8 and resident #9's bathroom
was cleaned on 7/13/15 by Housekeeping
to assure bathroom was free of bodily
fluids.

100 Hall Common Area was cleaned on
7/14/15 by a Housekeeper to remove the
15 pieces of popcorn and smalt pieces of
plastic debris.

100 Hall Shower Room was cleaned on
7/13/15 by housekeeper to remove debris
noted by surveyor.

|
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feces, it needs fo ba removed and [the] urineg, as |
well”

2. On 71315 at 11:28 AM, 12:56 PM, 2:52 PM,
3:42 PM and on 7714415 at 9:30 AM, the 100
hallway common area was abserved with 15
pieces of popcorn and small pieces of plastic
trash scattered on the floor. There were no
scheduled activitias In that room for the morning
of 7/13/16.

On 7/14/15 at 2:45 PM, the DES was interviewed |
in the common area, which na ionger exhibited
popcorn and debris on the floar. When asked :
about the common room vacuum schedule, he |
said the room should be vacuumed every :
rmoming and that he had "no Idea” why the room
1 was not vacuumed the previous day.

- 3.0n 713115 at 11:28 AM, 12:56 PM, 2:52 PM,
3:42 PM, and on 7/14M15 at 9:30 AM and 11:43
AM, a discarded plastic shopping bag and used
napkin was observed outside through the window
next to the exit door near the 100 hallway
camman area,

On 711415 at 2:45 PM, the DES, when shown the |
trash, siated the maintenance department was
responsible for cleaning the oufside of the
building. He opened the door, picked up the
trash, and threw it away.

4, On 71315 at 1.05 PM, the 100 hallway
shower room was cbserved with the DNS
present. On the shower stalt floor was a small
empty pepper packet and several small rocks,
small pieces of what appeared to be tile grout and
a gritty dirt material. When asked why there was
debris in the shower stall, she stated, "} will get

% CROSS-REFERFNCED T THE ARPPROPRIATE DATE
i

1400 Hall Carpet — A purchase order to
éreplacc the carpet was signed on or
thefore 9/23/15.

i

: 200 Hall Carpet - A purchase order to
{replace the carpet was signed on or
before 8/23/15.

H
H

100 Hall - Housekeeping dusted the hall
| 7/13/15

5400 Hall - Housekeeping dusted the hall
17/13/15

East Wing Dining Room — The paper towel
1dispenser was cleaned by the Director of
‘Environmental Services on 7/13/15.

Smoking Aprans — The smoking aprons
were cleaned by the Director of
Environmental Services on or before
27/15.

OTHER RESIDENTS

An audit of patient care areas was
completed hy the Director of
Maintenance and the Director of
Housekeeping on or befare 5/23/15 and
identified issues were correctad on or
before 9/23/15,

An audit of residents with personal fridges
was completed on or before 9/237/15 by
:members of the interdisciplinary Team to

jassure temperature logs were current,
expired ftems were removed and fridge
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housekeeping in here immediately." She said the
shower should be cleaned after each resident
use.

On 7/14/15 at 1:30 PM, during the Resident
Group interview, 4 of 5 residents stated the 100

shower room smelled of foul odors and needed to

be cleaned better. One resident said a few weeks
prior, before receiving a shower in the 100

: shower room, hefshe chswerved used fowels "all

over the floor” which the CNA assisting him/her

t "kicked out of the way" rather than place them in
: the soiled linen container. The resident aiso !
. stated the CNA failed to sanitize the floor priorto

his/her shower that day.

5. On 7/13/15 at 1:44 PM, the 400 hallway carpet |

was noted to emit a urine odor. On 7/15/15 at
1:20 PM, the hallway carpet near room 415 was

! also noted with musty and urine odors.

On 7/14/15 at 1:30 PM, during the Resident

(Group interviaw, 4 of 6 residents staied the East
Wing carpets had old stains and smelled, even
after they had been cleaned.

1 On 7/15/15 at 2:05 PM, the hallway carpet near
: room 202 was ohserved with a three-foot by

two-foot dried stain.

On 7/16/i5 from 9:30 AM to 10:156 AM, during the
environmental tour, the Maintenance Assistant
{MA) and the DES were shown the carpet stain
on the 200 hallway carpet, which they said would
cleaned. At the time of the tour, the carpet in the
400 hallway did not have a foul smell, but both
were informed of the issue.

6. On 7/14/15 from 4:40 PM fo 4:50 PM, hand

b
E
[
|

APEX CENTER
BOISE, ID 83704

ROIIR SUMMARY STATEMENT OF DEFICIENCIES 1 D ‘ PROVIDER'S PLAN OF CORRECTION 5
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; § DEFICIENCY)
| |
263 . Continued From page 7 F 253

was clean. Any identified concerns were
corrected at time of review,

LACILITY SYSTEMS

Lhe Maintenance Director and the

irector of Housekeeping were educated
¥ the administrator on or before 9/23/15
egarding the expectations of compliance
under F253 including the cleanliness and
‘maintenance expectations for the center.

INursing staff were educated on or before
:3/23/15 by Nurse Practice Educator or
designee regarding personal fridge use
and maintenance expectations. Nursing 1
staff will now record temperature, check :
or expired items requiring removal and
assure cleanliness daily.

| reventive Maintenance schedules and
cleaning schedules were reviewed with
the facility Administrator and Regional
Support Staff for effectiveness and
ipdated as necessary on or before
3/23/15.

VIONITORS
Beginning the week of 9/23/15 the
aintenance Director and the
Housekeeping Director, or designees, will
Fach audit three resident rooms or
common areas per side of the building per
week for ane month and then one room
r common area per side of the building
or two months to ensure that there are
no unaddressed Housekeeping or “
Malntenance issues. |
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thermostat covers were obsenved to have dust
huild-up in the 100 and 400 haliways and East
Wing dining room. Grease build-up was also
observed on fop of the paper towsl dispenser in
the East Wing dining room.

i

er . . N i
sanitizer dispensers, fire extinguisher boxes, i
i

|

i

On 71156115 at 2:30 PM, the DES was shown the
dust on the various itams. From a distarnce of
more than 10 feet, the DES stated, "| see i{"
when shown the grease on the paper towel
dispenser.

7. On 77114/15 at 5:22 PM, 1 of 2 smoking aprons
near the F-ast VWWing smoking area was observed
soiled with an unknown sitbstance and marked
with numerous stains.

On 7/16/15 from 9:30 AM fo 10:15 AM, when
shown the apren, the MA said, "it's due for a
cleaning.”

8. On 7/13/15 at 10:35 AM, 11:30 AM, 12:40 PM,
and 2:00 PM, a small refrigerator in Room 101,
shared by Resident#1 and Resident #32, was
abserved with two dried red fruit punch stains, |
approximately 2 inches in size, along with multiplei
splatter stains on the bottom left hand shelf. i
Directly above the stains on the top shelf was an
partially cansurned 1-gaflon jug of red fruit punch
drink laying on its side. On the bottom shelf was a
sfice of strawberry swirl chessecake encased in a
clear plastic case with a use by date of 7/13/15.
The door of the refrigerator contained &
Temperature Record {TR} for the month of July
with documented temperature readings of 38
Degreas F (Fahrenheit) for July 1-7. The TR did
not decument temperature readings after July 7.

- Beginning the week of 9/23/15 members

: of the Interdisciplinary Team will

i camplete five time weekly audits for 4

. weeks then weekly for 2 months to assure
“residents’ personal fridges are current
‘with temperature recordings, clean and

! free from expired or outdated items.

%The Administrator or designee wili review
- gudit results as they are completed to

ﬁ identify the cause of any deficient practice
:and to ascertain trends in staff
‘performance and to continue to monitor
oot cause improvement, or the need for
“process changes as required. Any findings
‘will be corrected with re-education and

' performance improvement plans as
findicated.

| Beginning in October 2015, the compiled
resuylts wifl be presented by the Director
of Nursing during the QAPI Clinical
Excellence Meeting monthly for a
minimum of 3 months or longer tc ensure
(sustained compliance, with revision of the
‘perfarmance improvement plan made as
indicated,

Date of Comptiance
9/23/15

Kdy i SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTWVE ACTION SHOULD BE | COMPLETION
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i
F 252, Continued From page 8 F 253,
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! On 7/13/15 at 2:45 PM, a CNA was observed

" answering Resident #1's call light. The resident

- asked for some fruit punch with ice and 5
- cheesecake, which the CNA provided fromthe
: resident’s refrigerator. The CNA did not clean the |
i spills and stains visible an the bottom shelf.

|

F 253 Continued From page 9 l
! |

|

Qn 711415 at 9:45 AM, 11:40 AM, 1:30 PM, and

. 4:30 PM, the refrigerator was observed with two
' fresh red fruit punch stains approximately 2" in |
. size on top of the dried stains on the bottom shelf
- of the refrigerator. The cheesecake with the use |
by date of 7/13/15 was on the bottom shelf, and
I
|

. approximately 1/4th of the slice had been eaten.
The TR documented a temperature of 40
, Degrees F (Fahrenheit) for 7/14/15.

+ On 7/14/15 at 4:30 PM, Resident #1 stated, _
! "Housekeeping doesn't clean the refrigerator and ;
| neither do the CNA's." Resident #32 stated, who

| was also in the room at the time, stated, "My

‘[ daughter usually cleans it when she comes in, but
' she hasn't been in lately.”

: On 7/14/15 at 4:45, CNA#9 stated kitchen staff
usually cleaned resident room refrigerators, but |
that he would clean those areas and items he
| saw needed it. |

On 7/15/15 at 7:25 AM, the refrigerator in Room
101 was observed stilt containing the red fruit
juice stains and splatter on the bottom left hand
shelf. Anew, unopened 1 gallon red fruit juice jug
was observed on the fop shelf directly above the
i juice stains laying on its side. The cheesecake,
| with the use by date of 7/13/15, remained on the
bottom shelf.

F 253

i
b
i
;
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253 Continued From page 10

On 7/18/15 at 7:30 AM, Unit Manager {UM) #10
chserved the refrigerator i Room 101 and stated ¢
there was a spill of red fruit punch on the bottom
shelf, She sialed housekeeping staff were
respansible io keep the refrigeraters clean,
however any staff member who saw areas in the
refrigerator in need of cleaning would be
responsible for doing so. She stated
housekeeping was also respansible for
documenting refrigeratar temperatures and were
to check the "use by" dates on food Htems. UM
#10 stated, "It is obviously pretly clear they
haven't taken the temperature fram 777 {0
7114415

On 7/16/15 at 1:55 PA, the Director of
Envircnmental Services stated housekeeping
staff were responsible for cleaning resident room
refrigerators, checking and posting temperatures
on the TR, and checking food tems' "use by” 3
dates. He stated he was notified by UM #10 that
morning that the refrigeratar in Room 101 needed ;
gleaning, which was completed at 10:00 AM. i

On 7/17115 at 6:30 PM, the Administrator and
DON were made aware of the resident room
refrigerator concems.

F 284 483.15(h}{3) CLEAN BED/BATH LINENS IN
55=f : GOOD CONDITION

The facility must provide clean bed and bath
linens that are in good condition,

This REQUIREMENT is not met as evidenced *
by:

Based an observations, Resident Graup
interview, and staff interview, it was determined

F 254

1
§
!

254

RESIDENT SPECIFIC

On or before 9/23/15, affected Jinens
fw:?:re removed by Director of
i?icasekee;:z%ng from the 100, 200, 500,
Eamﬂ 600 half linen closets.
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' the facility failed to ensure bath linens were in

' good condition for the residents. This was true for

} 4 of & linen rooms examined (100, 200, 500 and

1 600 hallways} and had the potential to adversely

- affect residents sense of self worth when using
frayed and rough bath linens. Findings included:

On 7/14115 at 1:30 PM, during the Resident
Group interview, one resident said the "linens are
almost like rags." Another resident said bath
towels were rough and had holes.

and one body towel in each of the clean linen
closets of the 100 and 200 haliway were
observed fo be frayed.

On 7/15/15 at 2:10 PM, the DNS and Unit
Manager #12 were shown the frayed washcloth
and body towel in the 200 haliway linen closet
and informed the 100 hallway had similar
examples. The DNS stated the washcloth and

* body towels were frayed and that while CNAs
should not use frayed andfor worn washcloths or
towels for resident cares, it was laundry staff who
were responsible for the disposing of frayed
linens.

Similar findings were observed in the 500 and
600 hallway linen closet.

On 7/16/15 at 5:10 PM, the Administrator, DNS
- and MCO were informed of the issues.

Fo7g 483.20(d), 483.20(k)(1i) DEVELOP

ss=F | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's

On 7/15/15 from 1:45 to 1:55 PM, one washcloth :

|
|

OTHER RESIDENTS
An inventory of all linen was completed by |
the laundry supervisor an or before

5/23/15 to ensure that all linen was free ;
of any fraying or holes. Linens were 5
discarded as indicated at time of review
and replacement linens were ordered.

FACILITY SYSTEMS

Environmental Services supervisor was
educated by center administrator on or ’
before 9/23/15 regarding the standard of
linens expected and other areas that
pertain to F254.

On or befare 9/23/15 the Environmental
. ;ervices supervisor ar designee educated
Jaundry staff on the linen quality
rassessment process and will complete a

'monthly inventory of linens to ensure

1, . "

integrity of material and that they are free
.of any fraying or holes prior to stocking an

i A .
ithe resident care units.

MONITORS

Members of the IDT management will
audit center linen closets weekly far four
iweeks and then monthly for 2 months to i
ensure linens are free of frays and holes,

The Administrator or designee will review
audit results as they are completed to
lidentify the cause of any deficient practice
and to ascertain trends in staff
performance and to continue to monitor
root cause improvement, or the need for
Pprocess changes as required. Any findings
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. comprehensive pian of care. 3

The facility must develop a comprehensive care
pian for each resident that includes measurable
objectives and timetables to rmeet a resident’s
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished o attain or maintain the resident's
highest practicable physical, mental, and
psychinsocial well-being as required under
§483.25; and any services that would othenwvise
he required under §483.25 but are not pravided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(h}{4}. %

This REQIHREMENT is nof met as evidenced

by:

gased on staff interviews and recard review, it
was determined the facility failed to ensure all !
areas triggered by the RAI pracess andfor |
individualized behavior interventions ware care |
planned. This was true for 5 of 23 residents’ care |
plans (#1, #5, #6, #7, & #21). The failure created |
the potential for unmet needs when there was na !
visionary care plan for Resident #/ and no :
individualized behavioral directions in the care
plan for residents #3, #5, #6, and #21. Findings  :
include: ;

1. Resident #5 was admitted to the facility 5/12/14 |
with mulfiple diagnoses, including bipalar
disorder, depression, anxiely, dementia, and
schizgaffeciive disarder.

EX GE
APEX CENTER BOISE, ID 83704
M43 1D ; SULMMARY STATEMENT OF DEFICIENCIES io ! PROVIDER'S FLAN OF GORRECTIDH { (X5)
FREFIA @ {EACH DEFICIEMCY RMUST BE PREGEDED BY FULL PREFiX (EACH CORRECTIWE ACTION SHOULD BE : COMPLETION
TAG : REGULATORY OR LSCIDENTIFYING ]NFDRM;\?%ON} TAG CROSS-REFERENCED TO THE APPROPRIATE LATE
j DEFIGIENCY)
:e 4
: . } i
F 279 Continuad From page 12 F 279

will be corrected with re-education and
performance improvement plans as
indicated.

Beginning in October 2015, the compiled
resuits will be presented by the Director
of Nursing during the QAP! Clinlcal
Excellence Meeting monthly for a
minimum of 3 months or longer to ensure
sustained compliance, with revision of the
performance improvement pfan made as
indicated.

Date of Compliance
E9f23!15

i
F279
‘RESIDENT SPECIFIC *
‘Resident #1 discharged on 7/30/2015 and
1is no longer a resident in this facility.

i

Resident #3’s hehavioral care plans were
updated by LSW or designee on or before
19/23/15 to reflect interventions on the
5501‘03515 resident needs monitoring
sheets,

Resident #5 behaviaral care plans were
updated by LSW or designee on or before
'9/23/15 to reflect interventions on the
iSol-Oasis resident needs monitoring
sheets,

Resident #6 behavioral care plans were
updated by LSW or designes on or before
8/23/15 to reflect interventions on the

FORKCAES-2567(02.98) Provious Varsions Obsolate
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' The 6/11/15 Behavior Care Plan documented the | °0l-Oasis resident needs monitoring 1
. resident "exhibits hehavior of tearfulness and sheets.
' negative siatements..." Inferventions (all initiated
! 9/30/15) included: Reside‘nt 7 care plans were updated by
*Allow resident time to vent feelingsineeds; |RN Unit Manager on or before 7/31/15 to
*Approach resident in a calm and friendly ireflect interventions to address vision
manner, needs.
; *Divert resident by giving alternative objects or
activity; ) ) ‘Resident #21 behavioral care plans were
| :Enhcqurage and teach resident calming updated by LSW or designee on or before
echnigues; 9/23/15 to reflect interventions on the
4 *Encourage resident to attend activities of choice | Sol-Oasis resident needs monitoring
and adjust time spent on resident's tolerance and | heets
: attention span; and, ' "
PF i i een by Geriatri
! Piii;ﬂg;}sianhnues tobe s by Geriatric ; 'OTHER RESIDENTS
. ' | P . . 'R T
The care plan also documented the specific ;Members of the clinical interdisciplinary
[behavioral unif} programs in which the resident team completed an audit of residents who
should be encouraged to participate. ;current[y reside in the facility to verify
;comprehensive care plans have been
! The 5/9/15 Resident Need Monitoring ;developed to meet individualized needs
" documented the following individualized on or before 9/23/15. Identified concerns
interventions for specific behaviors: \were corrected by members of the nurse
1 P . | Y
*"| have been known to have paranoid thoughts management team on or before 9/23/15.
! and/or hallucinations. l
*Please Iiste_n to me. Sometimes the things | say FACILITY SYSTEMS
may seem difficult to comprehend but please be Individuals involved in the Care-Planning
respectful in our interaction. =process will recelve re-education
dei‘i:ﬁ’z:t"my nurses know | am having some ;regarding importance of developing
' ’ Icomprehensive care plans to reflect
On 7/16/15 at 10:05 a.m.. UM #12 was asked individualized needs of residents as well
about individualized behavior interventions in the s meeting the other requirements under
care plan and said, "Yes, they [the Resident Need F279 on or before 9/23/15. The Sol-Oasis
Monitoring interventions] could be crossed over." Resident Needs Monitor will be correlated
kvith the behavior care plans through the
2. Resident #21 was admitted 10/8/13 with care planning process and will continue to
multiple diagnoses including major depressive e a permanent part of the resident
disorder and anxiety. ecord. !
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- The 7/8/15 Behavior care plan documented the
resident exhibited staterments of negative
feelings, refused cares, and yelled into haliways.
Interventions (afl initiated 12/14/14) included:
*Allow resident to vent feelingsineeds;
*Approach resident in a calm friendly manner;
*Divert resident by giving alternative ohjects or
activity; and,

*Encourage and teach resident calming
technigues."

The care plan also documented the specific ;
[behavior unif] programs in which the resident
should be encouraged to participate.

The 9/18/14 Resident Needs Monitor
documented individualized interventions for
specific behaviors:

*"[Resident #21] has been known to call out for

| assistance;

*Encaurage [Resident #21] to utilize her call light.
She has a touch pad for ease of use...
*[Resident #21} has been known to see or hear
things tht are not actually present; reassure her
that these things are not in the room and she is
safe.

*IResident #21] prefers to spend time in bed;
*Spend one on one time with her. She enjoys
visiting and having you read aioud, :
*[Resident #21] enjoys root beer and lemonads.” %

Qn 71615 at 10:05 a.m., UM #12 was asked
about individealized behavior interventions in the
care plan and said, "Yes, thay [the Resident Need
Manitoring interventions] ceuld bhe crossed aver.”

On 717115 at 6:30 p.m., the Administrator and
DON were nofified of these issues,

i i

[ MONITORS

: Beginning of week 9/23/15, members of
Zthe clinical interdisciplinary team wili
.conduct an audit of 8 current residents
;and compile the findings weekly for 4
:weeks then monthily for 2 months, to
-ensure that comprehensive care plans

s have been developed that reflect
Individualized resident needs based upon
'the CAA triggers and, 95 appropriate, are
.correlated with the Sol-Oasis Resident

| Needs Monitor form, Findings will he
%corrected with re-education and
‘performance improvement plans as
‘indicated.

:The Administratar or designee will review
-audit results as they are completed to
‘identify the cause of any deficient practice
and to ascertain trends in staff
performance and to continue to monitor
root cause improvement, or the need for
pracess changes as required. Any findings
will be carrected with re-edusation and
sperformance fmprovement plans as
indicated.

Beginning in Deteber 2015, the compiled
results will be presented by the Director
of Nursing during the QAP Clinical
Excelfence Meeting manthly for a
minimunt of 3 months or longer to ensure
sustained compliance, with revision of the
performance improvement plan made as
nidicated.
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3. Resident #7 was admitted o the facility on
12124114 with diagnoses of rehabilitation,

' encephalopathy, major depression, and
prisumonitis.

The resident's Admission MDS Assessment,
dated 12/31/14, documented in Section V a care
. planning decision for the problem of Visual i
Function. Additionally, the MDS coded the
resident was moderately cognitively impaired with
a BIMS score of 9.

The resident's CAA (Care Area Assessment)

+ worksheet for the 12/31/14 ARD (Assessment
Reference Date) documented, "Rt.[Right] eye
enucleation [removal of the eye that leaves the
eye muscles and remaining orbital contents

" intact] and tracks with decreased vision in t.flefi]
eye. Chronic traumatic deformity of the rt. orbit
and optic globe."

Resident #7's Care Plan {(CP) was reviewed for
" the MDS triggered problem of visual function, l
which was not included in the resideni's care i
plan.

On 7/15/15 at 3:25 PM, UM #10 stated, "No,
there isn't a Visual Care Plan, not that | can see.”

4. Resident #1 was admitted to the facility on
6/25/09, and readmitted on 8/25/15, with
diagnoses including paraplegia, Hodgkin's
Disease, and malignant lymphomas.

i

The resident's most recent 6/256/156 Admission ;
MDS Assessment was still in progress during the |
survey week of 7/13/15. The resident's most [
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recent Annual MDS Assessment, dated 6/26/14, '
and most recent Quarterly MDS Assessment,
dated 5/26/15, both documented the resident was
cognitively infact with 2 BIMS Score of 15 and
was always inconiinent of urine. Additionally, the
Annual MDS Assessment documented in Saction
V a care planning decision for the problem of
urinary inconiinence.

The 6/26/14 MDS triggered problem of urinary
incontinence was not addressed in Resident #1's ¢
care plan, except for a single intervention in the
resident's skin integrity care plan of 1/8/15.

Cn 7H16/15 at 2:55 PM, UM #10 stated Resident
#1 was always incontinent and a care pian
should have been developed. t

On 7/17/15 2t 6:30 PM, the Administrator and
DON were made aware of care plan concerns.

5. Resident #6 was admitted to the facility on ‘
5/13/15 with muitiple diagnoses, including severe
alcohol abuse, essential hypertension, cystilis, E
bacteremia with sepsis, bladder neck obstruction,
and GERD (Gastroesophageal Refiux Diseasg).

Resident #6's Care Plan, updated on 6/11/15,
dacumented.

* Facus area - Discharge, Anficipate stay of less )
than 90 days {Creafed on 5/14/15). ;
* Approaches included -
- Ascertain learning level and establish teaching
needs,

- Provide education plan specific to resident
needs,

- Provide clear expectations and feedback,
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- Medication teaching and self-administration ‘*
program,
- Regularly assess discharge potential and keep
resident updated,
- Schedule a resident/family meeting to explore
resident's functional levet for discharge.
Resident #6's Care Plan was not updated to
include:
. * The resident's learning level and his specific
' teaching needs to ensure a successful return to :
 the community, ‘ ,
¥ A comprehensive, individualized education plan
: to meet the identified needs, l
. * A medication teaching plan and goals/objectives
" moving towards his self-administration of ;
medication. :
|
In addition, the resident’s care plan did not i
identify what physical and/for psychasocial |
interventions should be implemented in |
anticipation for an upcoming surgery scheduled
for 7/2715. F280 ’
F280 483.20(d}{3), 483.10(k){2) RIGHT TO F 280 RESIDENT SPECIFIC
$s=D ; PARTICIPATE PLANNING CARE-REVISE CP Resident #4 was discharged on 8/10/2015 !
. . i and is no longer a resident in this facility.
The resident has the right, unless adjudged j Resident #7's care plan addressing skin {
!ncompgtent or otherwise found to be ‘ Integrity was reviewed and updated by RN
Inca.pz_aC[tatt.ed unde.r the laws of the State, to Unit Manager or designee on or before
participate in planning care and treatment or 7/31/15 to reflect the resident's
changes in care and treatment, . . o
interventions that are utilized currently by
A comprehensive care plan must be developed resident and discontinuation of tubigrips.
within 7 days after the completion of the
comprehensive assessment; prepared by an Additionally, resident #7's nutrition care
interdisciplinary team, that includes the attending plan and care plan addressing activities of
! physician, a registered nurse with responsibility ! daily living was reviewed on or before
for the resident, and other appropriate staff in ; 7/31/15 by RN Unit Manager or deslgnee

FORM CFIS-2567(02-99) Frevious Versions Obsolete

Event [D; X9BD1{

Fadility 1D: MDS001320

If continuation sheet Page 18 of 69




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

PRINTED: 09/24/2015
FORM APPROVED
OMB NO. 0938-031

STATERENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERI/CLIA {X2) MULTIPLE CONSTRUCTION [XE-} DATE SURVEY
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLFTED
A BUILDING
135079 B. WING 0711712015

NAKE OF PROVIDER OR SUPPLIER

APEX CENTER

STREET ADDRESS, CITY, §TATE, 2IF CODE
82141 USTICK ROAD
BOISE, ID 83704

wain | SUMMARY STATELIENT OF DEFICIENCIES ID FROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFW, (EACH CORREGTIVE ACTION SHOULD BE | COMPLETICON
TAG § HEGULATORY OR LSC IDENTIFYING INFORMATION} . TAG CROSS3-REFERENCED TO THE APPROPRIATE DATE
3 ] DEFIGIENGY)
| | %
F 280 Continued From page 18 | F 280

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 revisad by a team of qualiiied persons after
each assessment.

1

3 :
: This REQUIREMENT is not met as evidenced
by E
gased on observation, Tecord review, and staff 5
interview, it was determined the facility failed to
‘ review and revise care plans for 2 of 13 sampled
residents {#s 4 & 7). Resident #4's Nutrition Care !
‘ Plan did notinclude specific interventions related
to speech therapy recommendations for eating |
- solid foods, offering additional food when meal
‘ intake was decreased, and high caloric
- interventions. Resident #7's Nutrition Care Plan
was noi revised to refiect the resident was
independent and no longer needed supervision,
cueing andfor assistance with meals. Additionaily,
Resident #7's care pian for skin integrity were not
revised as the resident no longer wore
geri-sleeves or tubi-grips. This had the potential
far harm if residents did not receive appropriate
care due io lack of direction i the care plan,
Findings included:

i

1. Resident #7 was admitted to the facility on
12/24/14 with diagnoses including rehabilitation,
encephalopathy, and pneumonitis.

The resident's most recent Quarterly MDS
Assessment, dated 6/30/15, docurmnenied the
resident was cognitively intact with a BIMS Score
of 15, independent, and needed setup help only

: and updated to reflect the resident’s
; current required assistance with meals,

 OTHER RESIDENTS

i Members of Clinical Interdisciplinary

i Team compieted an audit of residents

i who currently reside in the facllity to

; assure their care plan accurately reflected
! the resident’s current ptan of care related
i to their cutrent condition Including

! therapy recommendations and identified
! concerns were cofrected by members of
i the Clinical interdisciplinary Team on or

| before 9/23/15,

| FACILITY SYSTEMS

{ Members of the Clinical Interdisciplinary
; Team inciuding the skilled therapy team
- wilt receive re-education by the Nurse

- Practice Educator on or hefore 9/23/15 on
" the requirements of compliance with

- F280 including the Impartance of

! communicating therapy and dietary
recommendations as wall as updating of
care plan current to the resident’s
condition, utilized interventions and
preferences.

' Therapy and Dietary recommendations

- will be reviewed in the facility’s moining
clinical meeting to assure rasident’s plan
of care Is updated and communicated to
direct care staff on or before 9/23/15.

MONITORS
Beginning of week 9/23/15, members of
the Clinical Interdisciplinary Team will
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far eating.

i a. The resident's 6/30/15 Nuiritional Assessment
documenigd, "Independent eater in DR [Dining
Room) with set-up and intermitient supervision.”

| Resident #7's Nulrition Care Plan, initiated
| 12/29/14 and revised 6/30/15, documented an
, intervention, initiated 1/15/15, to

E “supervise/cle/assist as neaded with meals.”
; On 7/15/15 at 3:25 PM, UM #10 stated, "That
- intervention shouldn't be on there, there Is no
- reasan for it to be there.”

a h. The resident's care plan for the focus of skin

i integrity, iniiated 2/4/15 and revised 7/8/15,

. documented the following interventions:

**{Jse tbi-grips [gerl-sieeves) as ordered to BUE
[bilateral upper extremities],” inittated 2/4/15; and,
*Tubl-grips to BLE [bilateral lower extremities] as
hie allows,” initiated 2/6/15.

The resident was not ohserved wearing
i geri-sleeves or tubi-grips on his arms or legs
during the survay week of 7/13 through 7/17/15.

On 7/15/16 at 7:30 AM, Resident #7 stated he
hadn't wora tubi-grips on his arms ar legs for two
maonths because it made him itch.

On 7/15/15 at 3:25 PM, UM #10 stated she had
resident didn't like to wear them and that the care

plan should have been revised since he wasm't
wearing them.

On 71717 at 5:30 PM, the Administrator and

discussed discontinuing the order for geri-sleeves |
or tubi-grips with the nurses on the floor since the |

:

:
H
%

‘

1
!

Emnduct an audit of 5 current residents
tand compile the findings weekly for 4
%weeks then monthly for 2 months, to
iensure that resident’s careplan is current
‘to the resident’s condition, utilized
‘Interventions and preferences,

[Findings will be corrected with re-
:education and performance improvement
plans as indicated.

|

\The Administrator or designee will review
gaudit resuits as they are completed to
fidentify the cause of any deficient practice
iand to ascertain trends in staff
iperformance and to continue to monitor :
’%mnt cause improvement, or the need for
;process changes as required, Any findings
will be corrected with re-education and
performance improvement plans as ‘
indicated. :

Beginning in Qctober 2015, the compiled :
results will be presented hy the Director i
‘of Nursing during the OAPI Clinical
iExcellence Meeting monthiy for a
minimum of 3 months ar longer to ensure
sustained compliance, with revision of the
performance improvement plan made as
indicated.

Date of Compliance
8/23/15
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: 2. Resident #4 was admitted to the facility
i 11/14/15 with multiple diagnoses inciuding

*Weight monthiy and alert dietitian and physician

Continued From page 20

DON were made aware of the care plan
CONCErNS.

dementia and dysphagia.

+ The July 2015 ADL Care Plan docuimented the
' resident required extensive assistance with eating -
- (initiated 11/20/14). The Nutsition Care Plan :
{initiated 11/21/14) docurmented the resident was

at nutritional risk related to "poor

: intake-dysphagia, decreased cognition-deciine..." g
- and documented the following interventions:
. *"Honor food preferences within meal plan

[inittated 11/21/14];

*Provide smail partions [initiated 11/21/14];
*Monitor for changes in nutritionat status (change :
in intake, ability to feed self, unplanned weight
loss/gain,..) {initiated 11/21/14};

*Manitor intake at alf meals, offer alternate
choices as needed, alert diefilian and physician to
any decline in intake Jinitiated 11/21/{4],

*Provide dist as ordered [initiated 11/21/14];
*Mpuse supplement as ordered [inifiated
11/21/14];

*Encourage patient to come to dining room for
meals finitiated 11/21/14};

*(ffer/encourage fiuids of choeice [initiated
1/13/15%;

to any significant loss or gain [initiated 3/31/15],

a. Resident #id's 4/22/15 Speech Therapy

Discharge Summary documented, "Puree texture
remains the safest and most efficiznt diet for this |
resident; however, she can {olerate dysphagia |

F 280
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' advanced items on special occasions (L.e. cake

- with activities) with supervision, setup, and ample
s time. Setup should include culting items into
smal piaces andior adding moisture {o dry items;
supervision shouid include watching for pocketing
. ar inabllity to chew a hite after a while, then she
should be encouraged o drink liquids and/or spit
: tha item out to avoid choking hazard. Resident
shouid be routinely encouraged to alternate
liquids and solids with all po [oral] intake.”

]

t Note: The speech therapy recommendations
i were not in the care plan. Refer to F309

' regarding Issues with communication of these
' recommendations to the entire care team.

- On 7/15/15 at 9:00 a.m,, when asked if the
“speech therapy recommendations were
cammunicated in the resident's care plan, UM
#10 stated, "No, they're not always in the care
L plan.”

 for Resident#4 documented:

*Chart amount of meals taken, if 50% of meal
nat consumed offer substitution [initiated
11/14/14];

“Weigh every day shift every 1 month on the st
day... finitiated 12/1/14]; E
**Regular/iiberalized diet, dysphagia puree ;
texture, thin liguids [initiated 1/12/15);
*House supplemnent with meals {initiated
; 6/16/15].7

? On 7/17/15 at 8:45 a.m,, the dietician was
: interviewed aboul Resident #4's significant weight |
: loss in June (refer to F325). She confirmed the

| intervention ta offer substiiution for decreased

I mea intake {less than 50%) was not documented

- b. The June 2015 Physician Recapitulation orders .
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' in the care plan. In addition, she stated additional ;
' calories were added to the resident's dietas an |
I intervention for weight loss, but confirmed this
was not documented in the care plan.
- F309
On 7/17/15 at 6:30 p.m., the Administrator and RESIDENT SPECIFIC
DON were notified of this issue. Resident #18 discharged on 5/8/2015 and
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 no longer resides in this facility.
55=p| HIGHEST WELL BEING |
r
. . . : OTHER RESIDENTS
Each resident must receive and the facility must A review of current residents, admitted
provide the necessary care and services to attain | ! €

or maintain the highest practicable physical,
mental, and psychosocial well-being, in 1
accordance with the comprehensive assessment ,
and plan of care. :

This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interview, it

- was determined the facility failed to clarify sternal
- precautions for a resident who had undergone

open heari surgery. This was true for 1 of 23 (#
18) sampled residents. Findings included:

Resident #18 was admitted to the facility with
multiple diagnoses including aftercare for vaive
replacement of the heart, chronic systolic and
diastolic heart failure, acrtic valve disorder, Atrial
fibrillation, Stage Il chronic kidney disease, and
hypertension.

Interagency/Interfacility Physician Orders, dated
5/4/15, documented Resident #18 was to have
sternal precautions, which were not specified in
the order. The resident’s record did notinclude

isince 7/17/2015, was conducted by
imembers of the nurse management team
‘on or before 8/10/15 to ensure that :
'precautions are clarified and
‘communicated to appropriate personnel
{in order to assist the patient to attain or
‘maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive
assessment and plan of care.

FACILITY SYSTEMS

On or before 9/23/15 The Admission
Record Review form will be updated by
the Director of Nursing or designee, to
include an area to validate that vague
physical precaution orders are clarified,
and verified by both the rehab and
nursing departments as appropriate in
order for the patient, to attain or maintain
the highest practicable physical, mental,
and psychosocial well-being, in
accordance with the comprehensive
assessment and plan of care.
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: propelled himself independently in his wheelchair

documentation that the facility had atiempted to
contact the surgeon to clarify the precautions.

On 5/5/15, the Physical Therapist provided the
following education and instriction to the resident
and his family members: Do not cross legs; staff
to transport resident via wheelchair to and from
the dining room; and no vigorous exercises for
one hour following meals.

The Cardiac care plan, dated 5/7/15,
documented, "Resident will be encouraged to ‘
follow sternal precautions - encourage to not bear
weight in arms" and which specific precautions
and/or activites to avoid.

|
|
I
!
|
i

The ADL record for May 2015 documented, on
514, 515, 5/6, 6/7, 5/8 day shift, 5/5 and 5/7
evening shift, and 5/4 night shift that the resident

on/off the unit.

On 7/15/15, when asked, the ADON stated the
Therapy Depariment was responsibie for |
clarifying Resident #18’s sternal precautions upon

admission,

On 7/15/15 the Therapy Director stated nursing
staff should know what Resident #18's sternal
precautions were and that the surgeon should be
contacted with any requested clarifications. The
Therapy Director stated, "It is not the therapy
department's responsibility to instruct the nursing
staff on sternal precautions and/or to clarify the
order.”

On 7/156/15, when asked if the facility clarified
Resident #18's sternal precautions with the
surgeon, the DNS stated, "No, and we would not |

On or before 9/23/15 members of the IDT
have received education from the Nurse
Practice Educator or designee on the
impartance of clarifying orders as

| necessary and on ensuring effective

' communication within the facility; as well
as other components required under F309
+ to ensure patient care is delivered in an

| effective and coordinated manner to

: attain or maintain the highest practicable
‘ physical, mental, and psychosocial well-

' being of our patients and/or residents in

| accordance with the comprehensive
assessment and plan of care The
‘education was provided by the Director of
"Nursing and Rehab Manager or designees
‘on or before 9/23/15.

: MONITORS

Beginning the of week 9/23/15, Nurse
Managers will conduct an audit of 5 new
admissions or residents with precaution’
orders or a change in condition and
compile the findings weekly for 4 weeks
then monthly for 2 months, to ensure that
clarification for precautions is coordinated
and presented in a timely manner,

The Administrator or designee will review
audit results as they are completed to
identify the cause of any deficient practice
and to ascertain trends in staff
performance and to continue to monitor
root cause improvement, or the need for
process changes as required. Any findings
will be corrected with re-education and
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' calt to clarify uniess the resident experienced erformance improvement plans as
. complications.” Tha DNS stated the therapy ndicated.
. depariment determines the precautions and then
. notifies the nursing staff. The DNS was unable Beginning in October 2015, the compiled
- provide documentalion that sternal precautions resuits will be presented by the Directar
- had been implemented and monitored for Ui‘ Nursing during the QAP! Clinical
: Resident #18. !Excelfence Meeting monthly for a
| . ;minimum of 3 months or longer to enstre
- On 7/17/15, the Administrator and DNS were sustained compliance, with revision of the !
informed of the concern. !performa nce fmprovement plan made as
F322 483.25(g)(2) NG TREATMENT/SERVICES - F 322indicated.
s5=p RESTORE CATING SKILLS

H
: . Date of Compliance
- Based on the comprehensive assesament of a { P

H i
‘ resident, the facility must ensure that -~ : ;9" 23/15
- {1 Aresident who has been able to eat enough
alone or with assistance is not fed by naso gastric F322
' tube unless the resident ' s clinical condition RESIDENT SPECIFIC
E demonstrates that use of a naso gastric tube was | Resident #28 had an assessment for
! unavoidable; and S sdverse effects related to medication
; i being administered completed on or
. (2) A resident who is fed by a naso-gastric or hafore?/22/15 by a ficensed nurse. No
gastrostomy tube receives the appropriate adverse effect was noted upon
treatment and services to prevent aspiration hssessment.
pneumonia, diarrhea, vomiting, dehydration,
metabolic abnormaiities, and nasal~pharyng§al N #2 completed & medication
qu::ers and to restore, if possibie, normal eating hdministration competency administered
skilis. ipy a rurse manager that included
medication via PEG tube on or before
9/23/15. Re-education was provided as
indicated at time of competency.
OTHER RESIDENTS
This REQUIREMENT is not met as evidenced fv’}edicatian administration competencies
by: f&r licensed nurses caring for residents
Based on observation and palicy review, it was th PEG tubes will be administered by
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determined the facility fafled to ensure there was
correct pltacement of a PEG (perculaneous
endoscopic gastrostorny) tube prior to the

¢ administration of medications. This affected 1 of 2
. residants (#28) during PEG medication

administration pass abservations. This fallure
created the potential for the resident to
experience gastrointesiinal distress and/or
aspiration pneumonia and receive less than
aptimal benefit of the medications administered.
Findings included:

Resident #28 was admittad to the facility on
7175 with muttiple diagnoses, including
cerebrovascular accident (CVA), hemiplegia,
dysphagia, pneumonia, and a nawly placed PEG
tube.

Resident #28's physician’s order, dated 7/156/15,
documenied: “Check tube for proper piacement
priar to each feading, flush for medication
administration.” An interim physician's order,
dated 7/16/15, documented: "NFO: [nothing by
mouth] All meds to be given via peg tube only.
Resident is strict NFO every shift.”

The facility’s Enteral Medication Administration
Policy, with an effective date of 1/1/04 and
rovision date of 1/2/14, dosumented: "Verily tube
placement ... Place stethoscops over patient's
epigastric region. Inject 10 mi air into tube while
listening for whooshing sound ... Check for
residual by using syringe fo ... Aspirate stormach
canients ... Measure amount of residual ..”

On 717145 at 9:15 am, LN #2 was observed as
she flushed the resident's PEG with 30 ml of tap
water prior to the administration of the crushed

medications. The LN did not lake a stethoscope

i
i
H
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Ithe Nurse Practice Fducator or designee
Eon or before 9/23/15.

'FACILITY SYSTEMS

ILicensed Nurses will be educated on naso-
igasé:rée and gastrostamy tube
management, including medication
administration and other requirements
under F322 hy the RN, Nurse Practice
Educator or designes on or before
9/23/15,

Medlcation administration competencies
Jncluding how to properly administer
‘madications through a PEG tube will be
administered by the Nurse Practice
‘Educator or designee on or before
8723715 to Licensed Nurses to identify
deficient practice and the need for
ongolng individual education.
MONITORS

Beginning the week of 9/23/15, the Nurse
Practice Educator or designee will repeat
& medication administration competency
including administration of medications
through a PEG tube with Licensed Nurses
5 times a week for 2 weeks, then 3 times a
week for 2 weeks then twice a week for 2 §
months,

The Administratar or designee will review
audit results as they are completed to
identify the cause of any deficient practice
and to ascertain trends in staff
performance and to continue to monitor
rot cause improvement, or the need for
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. medicatians. The LN did not take a stethoscoce | Process changes as.req”'md‘ A'?V findings
| with her into the room nor was there a | will be correct‘ed with re-education and
. stethoscope visible in the room during the - performance improvement plans as i
. resident's PEG tube medication acministration.  Indicated.
" LN #2 did not check for residual nor ensure the 7 :
. correct PEG placement by auscultation with & | Beginning in October 2015, the compiled i
| stethoscope prior to the administration of 20-30 E results will be presented by the Director |
| mi of tap water with each of the 11 medications : of Nursing during the QAPI Clinical |
l‘ and @he _30 mt of tap water betwesn each of those 7 Excellence Meeting monthly for a .
- medications. { minimum of 3 months or longer to ensure |
* L : - sustained compliance, with revision of the 1‘
S on7NMTA 5.aE 6:30 PM, the Administrator and the . " performance improvement plan made as |
DON were informed of the concern. ; ' indicated. }
F 323 483.25(h) FREE OF ACCIDENT F 323 r
33:52 HAZARDS/SUPERVISION/DEVICES . | Date of Compliance ;
. The facility must ensure that the resident 9/23/15
| environment remains as free of accident hazards ‘
| as is possible; and each resident receives : | ,
. adequate supervision and assistance devices fo i
: prevent accidents. | F323 :
: RESIDENT SPECIFIC
i The smoking apron cited in the 2567 was
: . disposed of on or before 7/17/15 by the
~This REQUIREMENT s not met as evidenced | Maintenance Assistant.
by S a
_Btase_d on rec;:rd r‘?;‘:iew]; :bRSi;r(VS]tlonnégséar:en' E The exposed screws in the courtyard were
| interviews, and review o a t ; ;
. System report, it was determined the facility failed ; ﬁg::::aa:eogbgfsret?'/ 17/15 by the
" to ensure residents, staff andfor visitors were ‘ ssistant. |
safe from hazards in the East Wing Smoking i ; i ) 3
Area, Courtyard, or 400 Bridge Haflway. ‘ : The threshold entering.the 400 hal! t.)rldge !
 The facility failed to ensure residents who usad 1 | - was assessed as being in safe condition by
 of 2 smoking aprons were safe from hot cigaretie |  the Regional Property Manager on or
| ash; residents, staff and/or visitors were safe | before 8/20/15 but will be replaced with
' from hazards in the Courtyard due to exposad the carpeting (see F253).
- sharp pointed screws; and, the 400 Hall Bridge ,
: - OTHER RESIDENTS
FORM CA5-2557(02-95) Previcus Versicns Obsclefs Event 1D A9B D11 Facility 10: MDS001320 If continuaticn shest Pege 27 of 6%
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: threshold had gaps which had the potential to
E ozuse 2 irip hazard. Findings included:

|
'1. On 7/44/15 at 5:22 PM, 1 of 2 smoking aprons -
- near the East Wing smoking area was observed
-t have at least 8 slits in the apron which ranged

+ from one-inch to six-inches in length. The slits
- wers large enough to aflow hot ash through them.

- On 7/16/15 from 9:30 AM to 10:15 AM, during the
envirocnmental tour, the MA {Maintenance
Assistant] was shown the apran. The MA stuck
his fingar through one of the holes and said, "This
E shouldn't sven be up here.” ‘

2. On 711415 at 10:12 AM, 2 raised flower bed in
the courtyard was obsarved. The bed was
- constructed of weed composite materiai and
appeared to have a board missing, The board
- which would have been tied into the miseing
| board had three exposed screws, with the sharp
| pointed ends protruding from it,

+ On 7/16/15 from 9:30 AM to 10:16 AM, during the :
s environmentaf tour, the MA was shown the board |
- with the sharp screws and he said, "It nesds to ne

: . taken care of." s

H

| 3. On 7/14/15 at 11:59 AM, the hard plastic

| threshold on the ground tetasen the carpet in the
' 400 hallway znd the hard surface floor in the

- facility's building bridge was observed. Two fest

| of the threshold was cracked and 2 one-foot by 2
- haif-inch section was missing, which createdz
| gap between the carpet and the threshoid where |
| residenis could trip. :

APE; -
EXCENTER BOISE, ID 83704
(448 T SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S FLAN OF CORRECTION ; {XE]
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Tag REGULATORY CR LEC DENTIFYING INFORMATION; TAG CROSS-REFEXENCED TC THE APEROPRIATE DaATE
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F323 Confinued From page 27 F 323

Environmental rounds were completed on
ar before 8/30/15 by members of the IDT
. to identify safety hazards. identified
" concerns were corrected on or befare
. 9/23/15 by the Malntenance Director or
% designee,

} FACILITY S5YSTEMS

‘» Facility Staff have been re-educated on

. communicating identified potentially

| hazardous findings to maintenance
director far repair in the Maintenance
tog.

" The Maintenance Director was re-

~educated by the Administrator an or
hefore 9/23/15 on the identification and

~carrection of safety hazards to ensure
that the environment presents no

- preventable risks.

. Smoking aprans wilt be reviewed monthly
" by the Maintenance Director or designee
to ensure they are clean and in good
repair.

. Raised flower beds and thresholds will be :
reviewed monthly as part of a routine

i safety audit by the Maintenance Director :

" or designees to ensure no safety hazards

" are present,

_ MONITORS

' Beginning the week of 5/23/15, members
of the IDT wilt complete weekiy

f environmental rounds to ideniify safety
| hazards for 1 month then monthly for 2
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25=G| UNLESS UNAVOIDABLE
|

' Basad on aresident's comprehensive
- assassment, the facility must ensure that a
fresident -
{1) Maintains acceptable parameters of nufriticnal
status, such as body weight and protein levels,
i unfess the resident's clinical condition
_demonstrates that this is not possibie; and
{2) Receives a therapeutic diet when there is 2
nutritional problem.

|
! This REQUIREMENT is not met as evidenced
by: ;
' Basad on observation, staff interview, and record |
review, it was determined the facility failed to
identify and completely assess severe weight loss -
| in a timely manner, and prevent further weight
loss, for 1 out of 23 residents (Resident #4). The |
l failure resulted in harm when Resident #4 |
| experienced a sevsre weaight loss of 7.9% in 31
- days; the facility did not attempt to determine the |
- causes for this severe weight loss for 13 days, by
| which time the resident had already lost an .
- additional 2.5 Ibs. Findings include: !
‘ Resident #4 was admitied 11/14/14 with multiple

» dizgnases, including dysphagia and dementiza. I
i

APEX CENTER —
FAME BOISE, ID 83704
(%4 ID SUMAARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF CORRECTION L
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TAG REGULATCRY CR LSC ICENTIFYING INFGRMATION) TAG CROSS-REFERENCED TQ THE APFROFRIATE | DATE
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|
F 323 Continued From page 23 | F 323 |
{ ‘ | months. Findings will be investigated !
= : | | further by the Administrator or designee :
£ On 7/18/15 from 9:30 AM to 10:15 AM, during the ! y X E ;
- envircnmentzl tour, the MA was shown the to allow for further re-education and j
 threshcld and he said, "It's coming apart and performance improvement plans as i
' needs to be replaced.”  indicated.
F 325 483.25(i) MAINTAIN NUTRITION STATUS F 325

: The Administrator or designee will review
: audit results as they are completed to

i identify the cause of the deficient practice
{ and to ascertain trends in staff
performance and to continue to monitor
root cause improvement, or the need for

E process changes as required.

|

Beginning in October 2015, the compiled

. results will be presented by the Director ?
of Nursing during the QAP Clinical

' Excellence Committee Meeting monthly
. for a minimum of 3 months ar longer to
_ensure sustained compliance.

‘ Date of Compliance

i9123/15

|

| F325

; RESIDENT SPECIFIC

- Resident #4 discharged from facility on

1 8/10/2015 and no longer resides in this
| facility.

| OTHER RESIDENTS

| Review of current residents with

| significant weight changes was completed
1 on or before 7/27/15 by the Manager of

! Clinical Operations. Members of the nurse
i management team completed
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| The 8/20/15 Quarterly MDS Assessment coded !
| the resident: i
*Had a BIMS cf 2 (savers cognitive impairment); 5
*Required axtensive one-person assistance when
eating; :
*Experienced significant weight loss over the :
i previous 6 months; ‘
: *Provided a mechanically altered diet; |
*Held focd in the mouth/cheeks when ealing; and,
*Experiencead coughing/choking during meals.

i
. The July 2015 ADL Care Plan documented the i
- resident required extensive assistance with eating
* (initiated 11/20/14). The Nutrition Care Plan
 (initiated 11/21/14) docurnented the resident was
at nutritional risk related to "peor
intake-dysphagia, decreased cegnition-decline...” :
and documented the interventions as: -
: "*Honor food preferences within meal plan

: [initiated 11/21/14];

: *Provide small portions [initiated 11/21/14],

. *Monitor for changes in nutritional status (change

" in intake, ability to feed self, unplanned weight :
| loss/gain...) [initiated 11/21/14];
*Maonitar intake at all mezls, offer alternate ;
choices as needed, alert dietitizn and physician to .
; any decline in intake [initiated 11/21/14];

' *Provide diet as ordered [initicted 11/21/14];
*House supplement as ordered [initiated

| 11/21/143;

| *Encourage petient to come fo dining raom for
meails [initiated 11/21/14];

- *Offer/encourage fluids of choice [initiated

- 1/13/15}; and

 *Weigh monthly and alert dietitian and physician
' to any significant loss or gain [initiated 3/31/153.

| .
- The June 2015 Physician Recapitulation orders |
documented: '

i notifications and updated resident’s plan
| of care following review on or before

' 9/23/15. Interdisciplinary Team

- completed a review of weight changes,
interventions, and updated
weight/nutrition care plan on or before
9/23/15.

FACILITY SYSTEMS

On or before 3/23/15 Re-education was
provided to nursing staff by the Nurse

. Practice Educator or designee on the |
* requirements of compliance under F325, :
© and facility practices including, but not :
- limited to, obtaining initial weight, re-
weight, documentation of weight,
determining root cause/etiology of weight
change and completing notifications in a
timely manner.

- On or before 9/23/15, facility’s Registered
" Dietician was re-educated by the Manager
of Clinical Operations refated to review of
residents with weight changes including
intakes of meals and snacks, involvement
of residents’ support system and

| physician, and determining underlining
etiology.

. Effective 9/1/15 facility’s clinical morning i

meeting includes a review of weight
changes as well as recormmendations by
therapy services to assist with weight
management.

. On or before 9/23/15 weekly customer at i
. risk meetings will be held to include IDT 1
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" *Chart amount of meals taken, if 50% of meal not f
" consumed offer substiiution {started 11/14/14},
- and,

“Weigh every day shift every 1 month on the 1st

. day... isiarted 12/1/14};

. *Reguladliberalized diet, dysphagia puree texiure,
| thin liquids {started 1/12/15];

| *House supplement with meals [started 6/16/15].

- The 4/22/15 Speech Therapy Discharge |
- Summary docurmented, "Puras texture ramaing |
the safest znd most efficient diet for this resident; !
hawever, she can folerate dysphagia advanced |
- items on special occasions {i.e. cake with
activities! with supervision, setup, and ample
time. Setup should include cuiting items into
smail pieces znd/or adding moisture to dry items;
superyision should include watching for pocketing
or inakifity to chew a bit after a while, then she !
should be encouraged to drink liquids andfor spit |
|

the item out to avoid cheking hazard. Resident
should be routinely encouraged to alternaie
- liquids and solids with all po {oral] intake.”

The interventions documented in the speech
therapy plan ware not documenied in the care

- plan. Refer to F280 for more details. Further,
these recommendations were not clearly
communicated with the cara ieam; if the resident
praferrad sclid food to puresd focd, it could not
be determined the resident would reclevs 5
assistance per thess recormmmendsiions. Refer io
F302 for mere details.

. The June Weichts and Vitals Summary

- documented on 5/1/15 and 5/4115 the resident ¢

“was 126.5 Ibs, and weighed 116.5 Ibs on 8/1/15.
On §/15/45, the resident wsiched 114 bs.

review of individual resident weight
iconcerns in order to determine the root
‘cause related to weight change, and
Jinjtiate documentation of findings.

IMONITORS
‘Beginning the week of 9/23/15, members
-of the purse management team will
_complete weekly audits related to weight
:changes to assure re-weights occur !
[fofllowing the identification of the weight ;
.change, timely natification of weight

ichange, involvement of residents’ supgork
:system and physician and root

;cause/eticlogy is identified for 1 month

‘then monthly for 2 months.

-The Director of Nursing or designee will

review audit results as they are completed

to identify the cause of any deficient

_practice and to ascertain trends in staff
yperformance and to continue to monitor

Toot cause improvement, or the need for
‘process changes as required. Any findlngs i
‘will be corrected with re-education and i
‘performance improvement plans as '
‘indicated,

‘Beginning in Octaber 2015, the compiled
resufts will be presented by the Uirector

of Nursing during the QAP! Clinical

IExeel!ence Meeting monthly for a

‘minimum of 3 months or fanger to ensure :
isuﬂained compliance, with revision of the ;
‘performance improvement plan made as
‘indicated. !
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{(#43 1D SLUMARY STATEMENT OF DEFICIENCIES il PRCYICER'S FLAN QF CCRRECTICN e
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; . . CEFICIENDY)

1
H

F 325' Cantinued From page 31
. The resident lost {0 ibs in 31 days, & savere E
:wqght loss of 7.9%, then 15 days later had lost 8/23/15
g another 2.5 [bs. i

F 323 i
t Date of Compliance

5 . The 6/16/15 Nutrifional Assassment decumented

. the resident had a 2.8% weight loss in one

_month, indicated "significant weight loss,” and

, docurnenied there was no previous weight loss

{ trand. It summarized, "Pt [patient] has had sig : :

i [signiticant] weight koss of 8.8% over this last

. month, from 126.51bs o 114 [bs with BM] at 12.6
normal weight. Pt is on purae diet and assisted

“with 2l meals in DR [dining raom}..” This

i Mutritionai Assessment wenti on {o document

i unintended weight loss was "related o dacreased .

i intakes with declinefadvanced age." i calculated ¢

' caloric needs for the resident as 1,953 calorfes a

- day and indicated the resident’s intzke was not

. mesting this calaric need. interventions for the

{"significant” weight Joss included adding & house =
"supolernent to the breakiast meal, encouraging . :

‘; intakes of more than 50% (and offering a _ !

¢ substituie if not), and offering snacks betwesn ; :

i meals.

- This assessmant did not address why the

resident lost 10 Ibsin 1 month (changes inthe !

: resident's intake status, if there was an underiying :
- medical cause of the weight loss, ete.). On ’
| 7H7H5 &t 8:45 a.m., during interview with the :
! Dietician, she stated monihly weights were taken
- the 1st through 3rd day of the menth, then ‘
i re-weights ars teken the 4ih and 5th. Thess
- weighis wers then reviewed by the Dielicizn fer .:;i
[ res sidents each Thugsday Accarding to this

? procass, review of the "significant” weight loss

i should have been compieted 6/11/16; hawevsr,
! the asscssment was completed done uniil & dey ;s
- after this date.
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H : : E
F325 Continued From page 32 . F325 ?

On €/18/15 a faxed notification decumented the |

MD was notified of a weight loss of 23 Ibs ;
(18.8%) over 6 months and 14.5 Tbs {(11.3%) over i ‘ ;
i 3 months. The physician's response was ' i 2
| documented &s, "okay." ; ‘

f The June 2015 ADL record documented 8 : ‘
instances the resident refused mesls and 9 |
insiznces the resident ate 25% or less of a mezl
(90 meals offered in June 2015}, It also :

' dacumented the resident refused the bediime ‘ 5

| snack 25 of 30 times it was offered. It could not

' be determined from the medical record why the

! resident rafused meals or snacks, or if the

' resident was offered more food when she did not
eat more than 50% of the meal, as physician
ordered.

On 7/17/15 at 8:45 a.m., the Dietician was

interviewsd about Resident #4's severe weight

loss in June. She stated the decreased weight

' loss docurmnented on 8/1/15 {116 [os) was first

- reviewed on 6/16/15 (15 days after "significant”
weight loss was identified). She confirmed

" interventions included increasad house

- supplement three times a day, monitoring

intakes, and continuing the current interventions

(encouraging snacks between meals). When

; asked why the resident was refusing the HS ‘ i

shack, she stated she did not know. She siated :

- additional czlories were added to her diet, bui

confirmed this was not decumented in the

resident's medical record. She also stated it was

not documented if the resident was offered more |

food when meal inteke was less than 50%. She I

. stated the resident "is expected to lose weight

- becauss of aging,” however clinical : !

documentation of this could not be determined. ' ‘
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F 325 : Continued Frem page 33 F 325

| On 7/17/15 2t 11:24 a.m., the Dietician stated the
i MD was notified once of the weight [oss in June i
I and his reponse was "ckay.” She stated "the

| farmily was notified but that is the extent of

" involvement from the MD and family."

: The resident was harmed when she experienced .
a 7.9% weight loss in 1 menth, wasn't ; 5
| ra-assessed following this event for 15 days, and
 lost ancther 2.5 Ibs during this fime period. in
; addition:
* The assessment documeniad thare was no
| previous weight loss trend, yet the assessment
I did not aiternpt to determine possible reasons
i {e.g. decreased mezl intaks, refusal of snacks,
' decreased physical function, underlying medical
: condition) for why the resident experienced a
; severe weight loss in one month;
" * Physician and family involvernent in slowing or
, reversing the severe welght loss was minimal;
i * The efialogy of the weight loss was documented |
L as "aging/decling” without investigation or clinical
documentation of this conclusion; :
- * Physician notification did not accur until 17 days
: after the welght loss was discovered; and
| * The facility failed {o assess or determine why i
the resident refused snacks or whether additicna! :
 food was offered with consumption was
| measured at less than 50-percent.

i

"1t could not ke determined if the resident's mezt % l
~intakes would have improved had sclid foods, : E
rather than pursed textured feods, were olfered

| as this informeticn was not communicated by

! Speech Therapy fo the Care Team (refer to

. F308) and Spesch Therapy recommendations for .
i high-czloric interventians, ena offering more feed | ;

& with decreased meal intake were not coccumented 5 !
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1

- 483,25(k) TREATMENT/CARE FOR SPECIAL ;

NEEDS :

- The facility must ensure that residents receive

proper treatment and cars for the following |

: special services: E
injections; '

. Parenterst and enterat fluids; ;
Colostormy, ureterostory, or ileastomy cars;

: Tracheostemy care;

: Tracheal suctioning;

" Raspiratory care;

- Foot care; and

Prosthesas.

This REQUIREMENT is ot met 23 evidenced
| by

Based cn observation, record review and staff
interviews, it was determined the facility did not
" administer oxygen as ordered by the physician
. and did not develop a respiraiory care plan for &
' resident who used BiFAP {Bi-level Positive
- Airway Pressurs) 2nd nebulizer traatmenis. This
was true for 2 of 2 residents (#s 1 & 22y and 1
Random Resident (#31) sampled far the carg of
oxygen and BIPAP sarvices. This deficient
- practice created the potential for mare than ;
¢ minimal harm should residents experiencs a drop
- in axygen saturations or their respiratory condition:
» worsened when respiratory care orders were not
clarified, foliowed, or care planned. Findings
s included:

i

A, BLILTING
C
135079 PING 07/17/2015
NAJE OF FROVIDER OR SUPPLER STREET ADDRESS, CHTY, STATE, 2P CODE
§211 USTICK ROAD
FEX CENTER
‘ BOISE, ID 83704
N0 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTICN s
PREFIX (EACH DEFICIENCY MUST 8F PRECEDED BY FULL . FREFL (EAGH COREECTIVE AGTION SHOULE 28 CEMFLETICN
TAG REGULATORY CR LSC JDENTIFYING IMFCRMATION) © TAG CROSS-REFERENCED 10 THE APPRGFRIATE  ;  DATE
CEFICIENGY) g
E ) E
F 325 Continued From page 34 . F 325 |
" in the Carz Plan {refer to F280). |
i D o . i !
i CQn 717/ at 630 p.m., the Administrator and DON |
I wera notified of this issue. F328

F 328 RESIDENT SPECIFIC
| Resident #1 discharged en 7/30/15 and no
i longer resldes at this facility.
Resident #22 received a respiratory
assessment hy LN on 7/20/15 with finding
documented in medical record with no
abnormal finding identified.

" Resident #31 discharged on 7/14/15 and
i no longer resides at this facility

OTHER RESIDENTS

Review of current resident with 02, BI-

PAP, and CPAP orders was conducted on

: or before 9/23/15 by nurse managers.

- Orders were clarifled to reflect facility

- policy and the community standard of

| care, MD and families were notified as

. indicated through review of new and !
. clarified orders. Orders for SPO2
! monitoring were clarified for residents

b with oxygen orders to ensure therapautic

: tevel is identified.

. On or before $/23/15 members of the

{ nurse management team reviewed

i current residents with oxygen crders 1o
assure residents were on prescribed liter
fiow. Any identified cancerns were

. corrected at time of review.

;
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i
7 328 Cantinued From pege 35

1. Resident #22 was admitied to the facility on :
B/6/12, and readmitiad on §/1/18, with diagnoses .
of infaniile verebral palsy, dysphagis, epilepsy :
and adult failure to thiive.

The resident's July 2015 Medication Review
Report {recapitulation) documented a 6/1/15

. order for oxygen &t 1 fiter per minute viz nasal

. cannuia continuously every shift and for oxygen
' tubing to be changed weskly on Sunday. The

- order did not include maonitering for 02 {oxygen)
saturations.

Qn 7/13M15 at 7:50 AM, Resident #22 was

obsarved as he was assisted in his rcom by CNA

. #19. The resident was in his wheelchair by the

“sink and CNA #19 was cleaning the resident's

. glassas. liwas observed that the portable oxygen

; tank had not cesn urned on and was set at "0."

i fiters per minuie {Iprm) CMA #22 was shown the

| | portapie oxyoen tank and staled that he could not
turn the oxygen tank on becauss It was

| considered a medication.

' On 7/13/15 at 7:55 PM, LN #6 was shown the
portable oxygen tank and staied, "We nest to
furn the buddies on, we should be twrning & on
prior to the CNA teking him. He should have
notifled me."

Record review decumented a care plan for the
focus of compiicetions refated to the need for

- oxygen had not been developed prior o the weesk

- of survey, but was initiated on 7/14/15, the day
 after the oxygen concern was discovered. Toe |
: 7114115 Qxygan Care Plar documented an :
fnterventian fo monitor and report oxygen
saturation levels vie puise oximelry as orderad

. and PRN; the Care Plan for oxygen did not

F 328

' On or before 8/31/15 a review of current

' residents admitted In the last 30 days i

- from time of review was conducted by i
Nurse Managers to ensure resident with f

. arders far 02, B-PAP, and CPAP were in

| compfiance with facility policy and

. procedures, and that the appropriate Care

© Plan was initiated,

- FACILITY SYSTEMS

On or befora 8/23/15 02, BI-PAP, and
CPAP requirements have been added to
the Admission Record Review forin by the
Director of Nursing or designee to validate
implementation of, and ensure that,
arders are in compliance with Physician
> Orders and facility policy and that the care

: plan is initiated appropriately and timely.

Nursing staff were educated on oxygen
. administratiorr and dacumentation, and
' the facility CPAP/BIPAP policy and
i procedure on or before 3/23/15 by
i members of the nurse management tearm
' ta ensure understanding of the system
. changes as weli as other requirements
~ found under F328,

NMONITORS

i Beginning the week of 9/23/15 members
. of the Nurse Management tean will

- conduct an audit of residents with 02, BI- |
. PAP, and CPAP orders weekly for4 weeks |
| and then monthly X2 months to ensure 02 |
" is adiministered per MD order, and CPAP
* and Bi-PAF orders are in compliance with
- factiity policy and procedures.

1
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- |
F328 Continued From page 36 . F328

- include monitoring for 02 saturations.

' On 7/17/15 2t 9:45 AM, the DON was made
‘ aware of the concern regarding oxygen for
 Resident #22.

2. Resident #1 was admitted to the facility on
- B/25/09, and readmitted on 6/25/15, with
. diagneses including pareplegia, Hodgkin's
| Diseass, malignant lymphomas and pneumonia.

! Record review of the facility's Bi-levet Positive

- Airway Pressure (BiPAP/Continuous Positive

" Airway Pressure (CPAP) Policy and Procedure
(P&P), effective 1/1/04 and revised on 1/2/14,
documented, "Orders must include pressure and
hours of use and may include supplemental
oxygen and mask size. For BiPAP, orders must

- glso include Expiratory Positive Airway Pressure

and Inspiratory Positive Airvay Pressure, and

may include mode of delivery and respiratory

rate." Additionally, the P&P dirscted staff how {o

- clean the unit should be cleaned weekly, and

. instructed staff o document settings, mask size,

‘ date and fime BiPAP/CPAP was initiated,

i supplemental oxygen (if applicable), tolerance (if ;

education of patient, staff, and family, patient
education, skin irritation (if applicable) and
notification of physicizn/mid-leve! provider (if
applicable).

- The resident's July 2015 Medication Review

' Regort documented the following orders:

HG.05/15 - 02 2-4 L{liters per minute] via MC

[nqsal cannulal es neseded for SOB [shortness of
eath]. May titrate up to 4 Ipm [liters per minute]

via NC s nesded for shortness of breath;

*g-30-14 - Change oxygen tubing, watsr and

applicable}, tolerance of BIPAP/CPAP and mask,

The Director of Nursing or designee will
review audit results as they are completed
to identify the cause of any deficient
' practice and to ascertain trends in staff
performance and to continue to monitor
root cause improvement, or the need for
process changes as required. Any findings
~ will be corrected with re-education and
performance improvement plans as
indicated.

Beginning in October 2015, the compiled
i results will be presented by the Director :
* of Nursing during the QAPI Clinical

. Excellence Meeting monthly for a

© minimum of 3 months or longer to ensure
sustained compliance, with revision of the
; performance improvement plan made as
indicated.

- Date of Compliance
' 9/23/15
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1
F 328 Coniinued From page 37 -~ Fazs
clean filter weekly every night shift every 1 ;;
Sun(day]; '

*6/25/15 - BuoNeb Solution 9.5-2.5 (3) MG/3 ML !
: (Ipratropium-Atbuterol) 3 ml inhale orally four : i
' times a day for pneumonia; and, ' i i

*5/25/15 - BIPAP 12/8 with 2 L 02 two times a day : 1
 for sleep apnea, initiated 6/25/15."

cOn 7MM5 at 2:04 AM, A PM (Progress Notg)
- dceumented, "Encourage use of bi-pap at night, : C
' resident attempt use for serveral hours ending by - ! i
- 1:00 AM." 7 '

- On 7/2/15 2t 2:09 AM, a PM documented,

. "Resideni informed of risk and benefit cf bi-pap

. Uuse. Resident decline use afier several attempts,
, stating mask did not feel right.

A 7/9/15 Physician's Pregrass Note documented,
"Continue BiPAP. Meeds mask re-filting by DME
[Durable Medical Equipment] sc that she can
continue BiPAP use"

. A 719115 Physician's Order documented, i : i
"Gontinue BIPAP, Ask DME to re-fit mask. Ask for | ; !
the ResMED Amara Mask. Leak is making her ‘
taks off mask early” ‘ :

A 7/8/M15 Pharmacy Order documented, "BiPAP
1 18/12 with 2 L oxygen. Please ask DME to re-fit
. mask. Amaraview."

- On 7/11/15 at 5:18 AM, a PN documented, "Late
chariing from 7/10/15 8:00 PM - Rasident had a
yisit from resident's BiPap provider. The BiPap

' provider came to resat BiPap and assess the
fitting. The mask was not refitted &t this time. The
| BiPap mask provider stated that the mask was
 dirty and cleaned it himself, and that the dirt could :
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* be causing the mask to not adhere to the
resident’s face and could ke 2 potential cause of

; leaking and taught this nurse proper way of

! putting it on the rasident's face fo ensure proger

{ fitting. He stated that if the resident continues te

report about leaking, they will come back to refit |

the mask. Resident reported this nurse abeout the !

E " mask not fitting very well and [eaking on the

" upper comer duri ing the night. Wil communicale
with day shift and the BiFap mask provider to l’E:xt
it."

l
1 On 7/11/15 at 5:26 AM, a PN documented, "Wore |
! BiPap mask for first half of the night.”
On 7/12/15 at 1:10 AM, a PN documented, *Wore
- BiPap mask most of the night,”
L On 7112/15 at 5:45 AM, a PN documented,
' “Resident took off the BiPap early this morning,
- araund 3:00 AM, and refused to put it back on for j
_the rest of the shift.” ‘
On 7/13/15 &t 4:36 AN, a2 PN decumented, “Wore
~BiPap mask for about two hours and refused to
. have it on for the rest of the night."
©On 7/16/15 at 349 AM, a PN documentad, LS
[ilung sounds] noted with wheezing contfiinues]
with nebjufizer] tx [treatment] and bi-pap
encouraged resident refused.”

“On 7/168H15 at 2;55 PM, when askad about the
poor fit of the BiFAP mask ralated to it's
cleanliness, UM #10 stated, "l did not have orders
Cto clean it so it wasn't put on the TAR." When !
. asiked if it had ever been cleaned, UM #10 slated,
"Not that we have documented.” 5
When shown the facility's P&P far Bi-tevel
Fosiiive Arwvay Pressurs, UM #10 sigted they
-wera not foliowing all of the components jisted in
"the P&P. When asked i the physician's order
should have been clerified per their P&P

C
133078 . WIRG 07M7I2015
MAME OF FROVIGER OR SUFFLIER STREET ADDREIS, CITY, $7TATE, ZIP CODE
. — 3211 USTICK ROAD
AFEXCEMTER =
BOISE, ID 83704
oo SUMMARY STATEMENT CF DEFICIENCIES G ; PROVIDER'S FLAN GF CORREGTIGN 5
FREFES | {EACH GEFICIEMCY MUST BE PRECEDED BY FitL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMELETION
TG REGULATORY CR LSC MENTIFTING INFORMATICN) TAG CROSE-REFERENCED TO THE AFPROPRIATE DATE
CEFICIENCT)
f
|
FEZB; Coentinued From page 38 F 328
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F 328, Continued From page 39
| regarding Expiratory Positive Airvay Pressure
| and Inspiratory Positive Airwvay Pressure, mode of
i clelivery and respiratory rate, UM #10 stated,
. "Yes." When asked if the resident had & care plan
 for oxygen, BIPAP or respiratory concerns related :
1o the resident’s recent hospital admission for ‘
- pneumonia, she stated, "No, | don't have one and |
. she should have a care plan for her respiratory |
| concerns.” 1
|
|
| On 7/17/15 at 9:25 AM, the DON was asked if the |
! mask leak had been fixed. She stated SMS
- Services (the DME provider for the resident's
: mask) had told her he would come back with the
- equipment he needed. The DON stated she knew -
 the resident had been having troubie and she had
. spoken with the provider on 7/16/15 after meeting !
- with the resident, who said it was still leqkmg The
' DON stated the resident told her the mask still
Ieaked the night of 7/15/15, and that she wouldnt
i wear it all night due to the leaking mask. -
|
| On 7/17/15 &t 8:30 PM, the Administrator and
- DON were made aware of the concerns
i regarding proper care and treatment for
- respiratory care.

g 3. Resident #31 was admitted to the facility on
| 3/26/15 with muitiple diagroses, including
hypertension.

' The resident's 4/21/15 faxsd physician's order
' and July 2015 MAR documenied oxygen wzs to

: be administered via nasal cannula at 1 liter per

! minute when oxygen saiurstions were less than
' | 90%.

F 328
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F 328 Continued From page 40
» The residents July 2015 MAR documented the
' resident had been admiristered oxygen due to
; shortness of breath on 7/13/15.
;

S On 71135 et 4:35 PM, six surveyors observed
the resident cropel her whesichair from e 500

- haliway to the main lobby, An oxygen canister

- was observed on the wheelchair with the nasal

the resident appeared to oe short of breath and
' that the oxygen canister "had a litte bit in it but
needed {o befilled.” LN #3 removed the oiygen
- &nd had it filed.

| On 7717115 2t 11:45 AM, the DNS szid oxygen
! canisters werg to be checkad bstween mezis or

the facility. She stated she could not explain why
i the resident's canisier was empty ar why the litsr
. flow was on 3 Ipm rether than 1 Ipm.

©On 7717115 &t 8:30 PM, the Administrator, DNS
- and MCQ wers informed of the issues.
F332 | 483.25(m)(1) FREE OF MEDICATION ERROR
58D ; RATES OF 5% CR MORE

- The: tacility must ensurs that it is free of
- medication error ratas of five percent ar greater.

1

% This REQUIREMERNT is not met 25 evidenced

" by:
- Based on obsarvation, record review, end staff
finterview, it wes detsrmined the facllity failed to

f gannula in her nosea. The resident appeared to be |
| short of breath. The canister was observed to be
' on emptly and the fiter fow was sat at 3 liters. LN
- #3 was alened to the resident's needs and sizted ¢

H

! prior to & resident with an oxygen canister jeaving |

t
14

Fa28

F 332

* F332
* RESIDENT SPECIFIC

- Resident if26 discharged from the facility
- on 7/21/15 and na longer resides in this

facifity.

FORM CI8-258T(02-568) Previcus Yeralans Ohaclete Event 1D X9BD1E
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- mainizin a medication errcr rate of less than

t B-percent, This was true for 3 of 36 medications
i (8.3%) affecting 3 of 12 residents (#s 26, 27, and -
i 28) during medication pass observations. The

i failure created the potenitizl far more than the |
- minimal harm if residents received less than the |
- optimum benefit from the prescribed medications. |
! Findings include:

{ 1. Resldent #26's recapitulated physician's

| orders, dated 6/30/2015 decumented,
“Lactobacillus Capsule...2 capsules by mouth
thres times a day.”

| On 7/13/15 &t 11:20 AM, LN #4 was observed -
» preparing and administering one Laciobacill
. capsule when tvo were ordered for resident #26.

H

| Review of Resident #26's July 2015 MAR
 documenied LM #4's injtials under the date of

L 7/13/15 at 12:00 FPM to reffect the resident was
' administrated 2 capsules of the ordered

: Lactobacillus madication.

. 2. Resident #27's Physician Orders dated

| 6/23/15 documented: "Synthraid {levothyroxine)
| teblet 100 meg...Give 1 tablet by mouth one time
t g day for Hyperthyroidism.”

. Review of the resident's July 2015 MAR

- documented LN #5's initials on 7/14/15 at the

" scheduled time of 4:00 PM to indicate she had
' adrninistered the Synthreid.

! According to The Nursing 2015 Drug Handbcok

| 35th edifion p. 848, "Give drug at the same time |
"each day cn an empty stomach, praferable 1/2 {o
-1 hour before breakfast.” ‘

AND FLAN GF CORRECTICN ICENTIFICATION NUMBER: A BUILDING COMFLETED
C
13307¢ B WING OFATIZ0ONE
MALE OF PROVIGER OR SUFFLIER STREET ACDRESS, CITY, STATE, ZiP COCE
APEX CEMTER 8217 USTICK ROAD
o - BQISE, ID 83704
gy i SURNARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION sy
PEEFIX {EACH DEFICIENCY MUST B FRECEDED 8% FULL FREFIX {EACH CORRECTIVE ACTION SHCULD 3E . COMFLETICN
TAG EGULATORY CR L5C IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
: CEFIGHERNCTY)
‘ :
F 2332 Centinued From page 41 F 332

: Resident #27 Synthroid was reviewed by

; practitioner and order for administration

I time changed on or befored/23/15.

!

| Resident #28 continues to receive ;

" medications through the PEG tube. !

' Medications were reviawed by medical :

: practitionet on or before 7/30/15 and

- forms of medications have been changed .

| to crushabfe and or liquid forms.

|

| OTHER RESIDENTS

! Medication administration competencies

inctuding how to properly administer

. medications through a PEG tube wilf be

¢ administered by the Nurse Practice

: Educator or designee on or before
8/23/15 to Licensed Nurses to identify

" deficient practice and the need for

angoing individual education.

. FACILITY SYSTEMS

| A 100% MAR to cart completed by

. pharmacy nurse on or before 8/30/15.
Medication administration competanciss
including how to properly administer

. medications through a PEG tube wilf he
administered by the Nurse Practice

. Educator or designee on or before
9/23/15 to Licensed Nurses to identify

" deficient practice and the need for |
" ongoing individual education, :

t On or before 9/23/15 the Nurse Practice
' Educator or designee will provide

: education to Licensed Nurses regarding
* the requirerments for compliance with

FCRAICMS-288T(02-538) Frevicus Yersions Obsclete Everd 10 £2E01Y

Facility 10: MDSCO 1320 i comtinuation sneet Page 42 of 89
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F 332 Continued From page 42 F 332

" On 71415 at 4:55 PM, LN #5 was obsarved
during the administration of rasidentis #27's

* Levothyroxine 100 meg. The Levothyroxine was

administered 5 minutes before the dinner meal

was to be served.

! Immediately after the observation, LN #5 was
interviewed regarding the administration of the
- Synthroid medication in applesauce and having

! the resident immediately transported to the dining
room for her 5:00 PM meal. The LN was asxed if :

this was considered admiristration of a
. medication on an empty stomach. The LN
- acknowledged that it was not.

3. CMS letier 13-02-NH refers to administration
. of medications via fesding tube (including PEG
" [percutaneous endoscopic gastrostomy] tubes)
: and documented, "The facility, in consultation

the zccurate administration of all medications.

- practice, including but not limited to... flushing the
i feeding iube before, between, and after drug

© administration... failure to flush before and in

- betwesn each medication administration is
considered a single medication error..."

- for July 2015 included an order "NPO: All meds

i to be given via peg tube only. Resident is strict

" NPO [nothing by mouth] every shift.” Another
Physician's order dated 7/15/15 decumented,

{ "Enteral feed: Flush tube with 10 ml of water

| beforz each medication every shift or 10 cc as

. ordercd and Flush tube with 180 cc of water.

- Total volume... Check tube for proper placement

- prior to each feeding, flush or medication

. administration.”

" with the pharmacist, must provide procedures for !

i

The procedures must reflect current standards of |

Resident #28's Physician's Recapitulaiion Orders

F332 including the steps of administering

medications through a PEG tube,

education regarding hand hygiene when

administering medications, the proper

way to handle pills when preparing

i medications for a resident, the proper

way to waste narcotics per policy, to be !

" aware of how a medication order reads

* {whether via PEG or oral and if crushable

or not) including the 5 Rights of

Medication Administration and how and

: when to communicate with the pharmacy

" and MD if a medication needs to be

- changed to a different form of

. administration. Also included in the
education is the facility practice on what
to do if the medication card does not

. match the order in the MAR but the

dosage may be calculated from the

current card by placing a “Directions

Changed Refer to Chart” sticker on the

~ card until pharmacy can deliver the

proper dose.

© MONITORS

* Beginning the week of 9/23/15 the Nurse
. Practice Educator or designee will
complete repeat medication
administration competencies including
the items covered in the above

* menticned education with Licensed
MNurses 5 times a week x 2 weeks, 3 times ‘
a week x 2 weeks then twice a week x 2
months.

The Administrator or designee will review
audit results as they are completed to

FORM CMS-2557(02-59) Frevicus Versicns Obscleie

Event [D:X2BD11
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. The faciiity'’s paticy and proeedures for Enteral

| Medication Administration, dated 1/1/4 with

s ravision dats of 1/2/14 stated: "Prapare each
medication in individual medicine cups... Grush
pills and dissolve in medicine cups with 10-20 ml
tap water... If medication is listed as "Do Not
Crush" notity physician/mid-level provider to
obtain alternate order which may include iiquid
preparztion of medication.” 1

- On 7715 at 8:45 AM, LN #2 crushed 11

- grdered medications together for resident #2§
rend was about lo administer the medications via
he PEG {ube when she was stopped by the

i surveyor, LN #2 wes asked by the surveyor if she |
' was gaing 1o give all 11 of the crushed

- medications. LN #2 stated, "Yes." The surveyor

- askad LM #2 to step out of room and the LN was

. asked if the Oxycontin ER wes to be crushed. LN:
L #2 stated, "Oxycontin ER was crushzble”,
Surveyor asiked LN #2 to look &t the prescripiion
label again. Prescription label read, "OxyCONTIM |
Refarmuiaied 20 mg tablet ER. Give one tablet by
- mauth every 12 hours. SWALLOW
 WHOLE-DON'T CRUSH/CHEW. May cause
| drowsiness." LM #2 said she would call phermacy
| right away but did riot say she wouid call the

. prysician, LMF2 tock the medications with her to

" the nurses siation and called the pharmacy.

PAL2:05 AM, after LN #2 had calied the pharmacy, |
ihe LM crushed each medicaticn separately '

! excluding the Cieycontin ER, which she withheid

. until an order could be received tochange fo &

+ medicailon suitebie for a PEG. The sunveyoer

| zeked LN #2 if she ususlly crushed the

: medications together. LN #2 stated, "Most of

“them are compatible. [t depends on how many

process changes as required. Any findings
. will be corrected with re-education and

| identify the cause of any deficient practice |
| and to ascertain trends in staff
. performance and to continue to monitor

root cause improvement, or the need far

. performance improvement plans as
{ indicated.

¢ Beginning in October 2015, the campiled
results will be presented by the Director

* of Nursing during the QAP! Clinicat

" Excellence Meeting manthly for a

; minimum of 3 months or longer to ensure
¢ sustained compliance, with revision of the

- indicated,

Date of Compliance i
: 8/23/15

performance improvement plan made as ;

FORIA CS- 2887 {0299} Pravicuy Yersione Chsclele

Event ID:X2E041

Facility ID: MDE2Q1320
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F332: Cantinued From page 44
{thers are” AL 15 AM, the LN enterzd resident
| #28's room with {he medications and explained to
. resident #28 what she was going to do. LN #2
: jurned off the tube faeding and flushed the PEG
* with 30 mi of iap water. LN #2 then mixed 20-3¢
. ml tap water with each of the crushed
| medications, edminjsiered each medication, and
| flushed 30 ml of tap waler in befween each
! medication administered.

' NOTE: The LN's intent was to simuttansously
. administer 2ll crushed medications mixed
' togethar uniil she was stopped by the survayor.

- On 7/17/15 &t 6:30 PN, the Administrator and
: DON were informed of the Issue.

F 333 483.25(m)(2) RESIDENTS FREE OF

$5=n SIGNIFICANT MED ERRORS

. any significant medication errors,

E

* This REQUIREMENT is not met as evidenced

by

: Bassd on medication pass observation, siaff

" interview, and medical record raview it was

- determinad the facility failed to ensure a resident

i was freg from significant medication errors. This

fwas true for 1 of 12 residents (#28) obssrved
during the medication pass. This deficient

- prectice had the potentiat for merg than minimal

| harm if the resident experiencad corifusian,

- disorfentetion, bradycardia, hypatension, cardiac

- arrast, sedation, resoiratary failure, andfor coma

- due to an overdoss. Findings inciude:

|

1
F

Resident #28 was admitted to the facility on

_The facility must ensure that residents are frse of -

i
1
i

F 33z

. F333

RESIDENT SPECIFIC

Resident #28 continues Lo receive
medications through the PEG tube.
Medications were reviewed by medical
practitioner on or before 7/30/15 and
formms of medications have been changad
to crushable and or liguid forms.

| OTHER RESIDENTS
* Medication administration tompetencies

inciuding how to properly administer

- medications through a PEG tube will be

H
s
i
i

administered by the Nurse Practice
Educator ar designee on or before

1 9/23/15 to Licensed Nurses to identify
. daficient practice and the need for

angoing individual education.

FACILITY SYSTEMS

© A 100% MAR to cart completed by
* pharmacy nurse on or before 8/30/15,

FORM GAE-2587{02-5%) Previcus Yersions Dbselels

Event ID: XSED

Facility 1D MEEC01320
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| 7/7/15 with multipie disgncses, including

: cerebravasculer accident (CVA), hemiplegia,

. dysphagia, preumenia, and a newly placed PEG
tube,

Resident #28's Fhysician's Regapitulation Qrders ¢
| for July 2015 documented, "NPO: All meds to be |
- given via peg lube only, Resident is strict MPO -
" [nothing by mouth] every shift," and "Oxycodone

" HCI Tabist 20 MG...every 12 hours for pain.” An

: additional chysician's order, dated /1587135,

. documented, "Flush tube with 10 ml of water
befors each mediceation every shift or 10 cc as

: ordered and Flush tuke with 150 cc of

- water...Chesk tube for proper placement pricrto
- each feeding, flush or medication admiristration.” :

. Residept #28's Juiy 2015 MAR documenied,

'OxyGODONE HGL Tablet by mouth every 12 é

: hours for Severe pain.” In the same iterm area,

' the words "by mouth™ had one line through i, and ¢

the handwritien documentation, "via PEG

7/16/15" and "Oxycontin ER [Extended Relezse].”
Staff initials were documented from 7/7/15

, through 7/16/15 at the scheduled times of 8:00

~AM and 8,06 PM to indicate the Quycondin ER ar

- the Oxycodone had been administered.

! The facility’s policy end precedures for Entsral

Medication Administration, dated 1/1/4 with 2

- revision date of 1/2/14, stated: "Prepare each :

- medigation in individual medicine cups. Crush |
pills and dissolvs in medicing cups with 10-20 ml

i tap water. if medication is listed &s Do Not

¢ Crush” netify physician/mid-levsl oravider to

" obtain slternate ordec which may include fiquid
prepzraticn of medication.”

. Black Box Werning issued from the FDA ;

APEX CEMTER -
SOIRE, ID 8704
£ 0 SUMMARY STATEMENT CF DEFICIENCIES o ! FRCVIDER'S PUAN OF CORRECTION oS
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| E
| . - ‘
F 333 Confinved Frem page 43 F 333,

Medication administration competencies

»indduding how to properly administer

- medications through a PEG tube will be

~ administered by the Nurse Practice
Educator or designee on or hefore

- §/23/15 to Licensed Murses to identify

deficient practice and the need for

ongoling individual education.

On or before 9/23/15 the Nurse Practice

Educator or designee will provide

education regarding the requirements for

i compliance with F332 including the steps

- of administering medications through a
PEG tube, education regarding hand
hygiene when administering medications,

. the proper way to handle pills when

" preparing medlcations for a resident, the

proper way to waste narcotics per policy,

ta he aware of how a medication order

reads {whether via PEG or oraland il !

crushable or not} including the 5 Rights of

Medication Administration and how and

when to communicate with the pharmacy

and MD if a medication needs to be

changed to a different form of

! administration. Also included in the

: education is the facility practice on what
to do if the medication card does not

. match the order in the MAR but the

- dosage may be calculated from the
current card by placing a “Directions

. Changed Refer to Chart” sticker on the

! card until pharmacy can deliver the

. proper dose.

- MONITORS

FORM CAS-2587(02-99) Previcus Versicns Cbzclets Event [D: XIBD11
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CEID SUMMARY STATEMENT OF GEFICIENCIES ! D PROVIDER'S FLAN GF CORRECTION S
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORKECTIVE ACTICN SHOULD BE COMPUETICN
e - REGULATORY OR LSC IDENTIFYING IMFORMATICH) © TAG CRCSS-REFERENCED TO THE APPRCPRIATE DATE
1 _ CEFICIENCY)
‘ ? 1
F333. .('.‘,o.ntml_ed"Fror? page 46 ] | F 3335 Beginning the week of 3/23/15 the Nurse
indicated, "Don't crush or dissclve | bractice Educat d i
conirollad-release tablets...Patient must swallow | Practice Educator or designee wi
whole...Chewing, crushing, snorting or injecting it . | complete repeat medication
ean lead to overdosa and daath.” ‘; ! administration competencies including
1 : | the items covered in the above
On 7/17/15 at 8:45 AM, the surveyor observed LN ! _mentioned education with Licensed
- #2 crush 11 orderad medications tcgether for Nurses 5 times a week for 2 weeks, then 3
' Resident #28 and was abcut to administer the ! times a week for 2 weeks then twice
mixad medications viz the PEG tube when she . weekly for 2 months.
- was stopped by the surveyor. LN #2 was asked | |
. by the surveyor if she was going to adminisier &l { ' The Director of Nursing or designee will
- 11 of the crushed medications. LN #2 stated, 1 | review audit results as they are completed
"Yes." The surveyor asked L,N #2 to step QUt of ' to identify the cause of any deficient
.Toom and the LN was asked if the nycontﬂj ER | . practice and to ascertain trends in staff
 was to be crusped. LN #2 szatedl, Oxycontin ER | performance and to continue to monitor
i was crushable”. The surveyor asked LN #2 to : ; -
" look at ihe prescription label again, which read, | root cause improvement, or the need for
"OxyCONTIN Reformulated 20 mg tablet ER. , process changes as required. Any findings
‘ Give one tablet by mouth every 12 hours. i ‘ will be corrected with re-education and
| SWALLOW WHOLE-DON'T CRUSH/CHEW.  performance improvement plans as
- May cause drowsiness.” LN #2 said she would indicated.
: call the pharmacy immediataly but did not say she l
would call the physician. LN#2 teok the i | Beginning in October 2105, the compiled
i medications with her to the nurses station and g - results will be presented by the Director
: called the pharmacy. ; of Nursing during the QAPI Clinical
. | ' Excellence Meeting monthly for a
- At 2:05 AM, after LM #£2 had celled the pharmacy, | " minimum of 3 months or longer to ensure
the LN crushed each medication separately  sustained compliance, with revision of the
! 53<Q|Ufj'n9 the Oxycontin ER, which was Wlt,ht‘lem ? ' plan of carrection made as indicated.
| until 2n order to change to 2 medication suitable -
| for a PEG was receaived. The surveyor asked LN ' Date of Compliance
| #2 if she usualiy crushed the medications : P
'together. LN #2 stated, "Most of them are ' 9/23/15
- compatibte. It depends on how many there are.” |
- On 7117/15 &t 6:30 PM, the Administrator and | F368
‘i DON were informed of the issue. i . RESIDENT SPECIFIC
F 363 | 483.35(f) FREQUENCY OF MEALS/SNACKS AT | F 368 '
! :
: i
FORM CMS-2567(02-99) Previcus Versicns Obsclete Evert ID: ASBD11 Facility ID: MDSC01320 If continuzticn shest Page 47 of 69




DFPAC{TM._NT OF HEALTH AMD HUMAM SERYICES

PRIMTED: C9/24/20G15
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OM3 MO. 0938-0321
STATZMENT OF DEFICIENCIES iX1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONGTRUCTICH (43} DATE SURVEY
AND FLAN OF CORRECTICN ICENTIFICATION NUMBER: ; COMPLETED
A BUILDING
C
138078 B ING 0711712013

NAME OF PROVIDER OR SUFFLIER

APELCEMTER

STREZT ADDRESS, CITY, STATE. ZIF CODE
3211 USTICK ROAD
BDISE, ID 83704

$8=D . BEDTIME

| least three meals daily, at regular times
. comparzable to normal mealtimes in the
. community.

. substantial evening meal and breakiast the
' following day, except as provided below,

- The facility must offer snacks at bedtime daily.

evening meal and bre
resident group agress to ihis meal span, and a
nourishing snack is served.

. This REQUIREMENT is not met as evidenced
- by:

| Basad on a complaint from the general public,

- resident greup interview, and record review, it

. was determined the facility failed to consistently
. provide bedtime snacks for 1 of 6 sampled

" residents (#12). This deficient practice had the
. potentizl for harm if residents went hungry, or

- experienced adverse blood glucose fluctuations
- andfor altered nutriiional status. Findings
included:

\
' The Idaho Depariment of Heailth and Welfare
' received a compiaint from the general public in

' offer or provide tedtime snacks to residents.
|

Resident #12 was admitted to the fzcility on

i Each resident raceives and the facility provides at

. There must be no more than 14 hours between &

When a nourishing snack is provided at bedtime, | ‘
up to 16 hours may elapse between a substantial
zkfzst the following day ifa

May 2015 alleging the faciiity did not consisiently

o SUMMARY STATEMENT OF DEFICIENCHES Hh) PROVIDER'S PLAN OF CORRECTION 3 (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULS BE | COMPLETICN
TG REGULATORY OR LSG IDENTIFYIMG INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
j DEFICIENCY)
F 368  Continued From page 47 F 368

Resident #12 discharged from the facility
oh 5/10/15 and no longer re5|des at this
i facility.

OTHER RESIDENTS

The Manager of Clinical Operations
completed a review of residents who
resided in the facility on 7/27/15 to
ensure HS snacks were offered to
residents. As indicated through this
review, education on the proper
documentation of HS snacks was provided
to nursing staff by Director of Nursing or
designee on or before 7/31/15.

FACILITY SYSTEMS

Beginning the week of 9/23/15 ADL
records will be checked prior to and
reported on the during morning clinical ;
meeting to ensure that HS snacks are |
offered and documented. Additionally, w
residents will be interviewed during
monthly dietary council to identify snack
availability and options,

CNAs were re-educated to ensure that HS
shacks acceptance or refusal is
documented daily on the ADL sheet by

i the Director of Nursing or designee on or
" before 9/23/15.

MORNITORS

Beginning the week of 9/23/15, members
of the nurse management team will
review H5 snack documentation in

i resident’s ADL records five times weekly
for 4 weeks then weekly for 2 months to

FORM CME-2587(02-95) Previcus Yearsicns Chsciete

gvent ID: X5BDN

Facifiy Iz MDSQ01320 If continuztion sheet Page 483 of €5




PRIMTED: 0¢/24/2015

DEPARTNIENT OF HEALTH AND BLIMAM SERVICES FORM ADPROYET:
CEMTERS FOR MEDICARE & MEDICAID SERVICES QL8 MO, 0638-0381
STATEVENT OF DEFICIENCIES £X1) PROVIDERISUFSLIER/CLIA X2y MULTIFLE CONSTRUCTICN {X3) DATE SURVEY
ANC PLAN OF CORKECTICN IDENTIFICATION MUMBER: & R COMPLETED
A BUILEING
C
133073 B WING 711712013
MAME OF PROVICER OR SURFLIER STREET ADDRESS. CIT'r, £TATE. Z'P COCE
APEX CENTER 8211 USTICK POAD
~On =
BQISE, ID 83704
My SUMMARY STATEMENT OF DEFICIENCIES ‘ 18] f PROVIDER'S PLAN GF CORRESTION ‘ ey
FREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL ' PREFI{ - (EACH CORRECTIVE ACTION SECLLD 88 . COMPLETICN
TG REGULATORY OR LEC IDENTIFYIMG INFORMATION: I TAG CACSE-REFERENCED TO THE AFFROPRIATE DATE
t : DEFICIENGY)
% !
F 368 Continued From page 48 F 368

© assure resident were offered HS snacks

| 574/15 with diagnoses of rehenilitation afiercare ; o
974715 with diagnosss henilitat fiercs " nightly, Findings wili be investigated

following Joint replacement, anxiety, depression,

and muscutar wasting. The rasident discharged |  further by to the RN Unit Manager or
from the facility on 5/9/15. designee to allow for further re-education '
‘ : i and performance improvement plans as
. A review of the ADL Record revealed the resident | indicated. 3
. acceptad a snack on 5/5/15 and 5/7/15; the !
| record did not reflect the resident was offered a - The Administrator or designee wil review é
snack on 5/8, 5/8/ ar 5/3, ; - audit results as they are completed to i
identify the cause of any deficient praciice
| On 7/14/15 at 1:14 PM, a group of five residents : " and to ascertain trends in staff

' stated without dissent that snacks ware not

+ offered to residents, but were available at the '

" nurses station; the facility oftan ran out of bediime

| snacks befere each resident desiring a snack

. was able to choosa one; and the salection of

| snacks available was severely limited.

1 On 7i17/15 & 6:30 PM, the Administratar, Facllity :
' RD, and DON were informed of the issus.

F411: 483.55(@) ROUTINE/EMERGENCY DENTAL

SS:DE SERVICES N SNFS

- performance and to continue to monitor

- root cause improvement, or the need for

_ process changes as required. Any findings
. will be carrected with re-education and

~ parformance improvement plans as

¢ indicated.

. Beginning in October 2105, the compited
F 444  results will be presented by the Director
of Nursing during the QAP! Clinical
; Excellence Meeting monthiy for a
| The facility must assist residenis in obtaining minimum of 3 months or jonger to ensure
! routing and 24-hour emergency dental care. : sustained compliance, with revision of the
) i ~ plan of correction made as indicated.

1 A faciiity must provide or otiain from 2n outside :

- resource, In accordance with §483.75(h) of this ' Date of Compliance
part, routine and emsrgency dental services to . 9/23/15

{ meet the nesds of sach resident; may charge 2 - '

. Medicare resident an additionzl emount for

! routine and emergency dental sarvices, must if

! necessary, essist the resident in making

! eppoinfmeants; and by arranging for ransporiaticn

411
. RESIDENT SPECIFIC
- Resident #16 discharged on 3/8/2015 and

to and from the dentist's office; and prompily refer. . no longer resides in this facility.
| residents with lost or dameaged dentures to a ;
L dentist, . OTHER RESIDENTS

© Areview of center grievances and
" resident Changes of Condition related to

FURM CHIE-2587 {0 2-55] Previcus Varsions Obeclsle Evant ID: 438011 Faciilyy 102 MDS001320 If conttnuation shest Page 48 of 63




DEPARTMENT OF HEALTH AND HUMAM SERVICES

PRIMTED: 08/24/2015

FORM APPROYED
CENTERS FOR MEDICARE & MEDICAID SERVICES O3 NO. 0838-0381
STATEMENT OF DEFICIENTIES £41) FROVICERSUPFLIER/GLIA {42) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AMD FLAM OF CORRECTICM [CENTIFICATION NUKMBER: COMPLETEDR
A. BUILGEMNG
C
135073 E. WING 071712015
NANME GF FROVIDER CR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
s FEX CENTER 8211 USTICK ROAD
AFEXCENTE
- BOISE, ID 83704
HHo SURBMARY STATEMENT CF DEFICIENCIES o PROVIDER'S PLAM OF CORRECTION ! {45
FREFIX {FACH DEFICIENGY MUST EE PRECEDED 8Y FULL PREFIK {EACH COARECTIVE ACTHON SHOULD SE ' CCMFLETICN
TG REGULATORY OR LSS IDENTIFYING INFORMATICH) TAG CROSS-REFSRENCED TO THE AFFROFRIATE bATE
i CEFICIENCTY)
Fd1 |

. Continued From page 49 g

- This REQUMREMENT is not met as evidernced
: by

i Besed on record review and siaff interview, it

‘[ was dstermined the facility failed to provide
residents with dental sarvices to replace last
dentures, This affected 1 of 1 (#16) sampled ;
. residents for dental saervices. Thnis had the

" potential to cause harm if residents lost weight,
experienced a sore mouth or infections, or wers
niot able to chew food due to lack of dental
services. Findings included;

' Resident #18 was admitted to the facility on
" 8/28/13 with diagnoses which included palliztive .
. carg, pain, and muscular wasting and disuse

" etraphy.

" A 21645 Grievance/Cancern Form, filed by i
Rasident #16's family member, documented the |

' resident's dentures were missing. Tne

- investigation documented a date o ke resolved

by, which was blank. The resolution of the

grievance was dated 3/17/15 and decumented

the resident was sligible through Medicald to

. Teceive new denturss,

* Mote: The date of the grievance resolution was
| after the resident discharged from the facility to &
local hespital on 3/8/14.

On 7/17M15 at 8:35 AM, the LSW stated she had |
spoken with a CNA who remembered seeing the -
denturas on the counter in; a blue bowt in the i
resident's former room, but had nat szeq them
" since ihe resident changed reorns on 1/15/158.

" The L8W steted she left the resident's family

L memoer a phoné message that the denturss
‘ware nat found, but had not heard back frem the |

F 411

: On or before 9/23/15 the Administrator

dental concerns during the last 30 days
was completed on or before 3/23/15 hy
the Administrator or designee to ensure
tdentified concerns were addressed within
a timely manner.

FACILITY S5YSTEMS

. ar designee completed education with
- LSW regarding meeting the requirements

for compliance with F411 and the need to
provide suppotting documentation.

On or hefore 8/31/15 additional resources
for the provision of dental services for

residents with imited financial resources i
have been identified.

MONITORS

¢ Beginning the week of 5/23/15, members
© of the IDT will conduct an audit of 5

¢ Findings will be corrected with re-
. education and performance improvement

+ The Administrator or designee will review
. audit results as they are completed to

current residents and compile the findings
weekly for 4 waeks then monthly far 2
months, to ensure that routine or
emergency dental services are attained.

pians as Indicated.

dentify the cause of any deficient practice
and to ascertain trends in staff
perfarmanee and to continue to monitor
root cause improvement, or the need for
process changes as required. Any findings
will he correcled with re-aeducation and

FORM CMS-0557(02-5%) Previcus Yersions Obsclela Event 1D X2E014

Faciiiyy I MDS0013210
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DEFARTMENT OF HEALTH AND HUMAM SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/24/2015
FORM APFROVED
OME MO, 0938-0391

- The facility must employ or obtain the services of -
- & licensed pharmacist who establishes a system
- of records of receipt and disposition of &ll L
- controlled drugs in sufficient detall to enable an |
| aceurate reconciliation; and determines that drug -
| racards are in order and that an account of alf

- controfiad drugs is maintained and periodically
‘reconciled.

. Drugs and biclegicals used in the fzcility must be

- labeled in accordance with currently accsptad
professionai principles, and include the

- aperopriate sccessory and cautionary

! instructions, and the exniration data when

' zpplicable.

' tn accordance with State and Federai laws, the

RESIDENT SPECIFIC

Resident #1 discharged frem facility on
- 7/30/15 and no longer resides at this
- facifity.

Resident #13 discharged from facility on
1 2/26/15 and no longer resides at this
: facility.

Resident # 25 discharged from facility on
"8/17/15 and no langer resides at this
Tacitity,

Resident H28’s order for extended release
- medication was clarified by RN unit
‘- manager or designee and clarified orders
iwere received from Medical Practitioner
“on of before 9/23/15,

STATEMENT OF DEFICIENCIES 21} PROVICERISURPLIERICLIA {425 MULTIPLE CONSTRUGTION {43) DATE SURVEY
AND PLAM OF CORPECTION ICENTIFICATION NUMBER: 2 BUILDIG COMFLETED
e L 1y L)
C
13£07¢ B. WIMG Q711712015
MNAME OF PROVIDER OR SLFFLIER TTRFEST ADORESE, CITY, 87ATE ZIP CODE
AFEX CENTER 8214 USTICK RORD
€ = BOISE, ID 83704
{0 SUMMARY STATEMENT OF DEFICIENCIES 1D FROVIDER'S FLAM OF CORRECTION P
FREsL | {EACH GEFIGIENCY MUST BE PRECECED BY FLLL FREFIX (FACH CORRECTIVE ACTICN SHOULD BE CeMPLETICH
TAG EQULATCORY OF LSC IDENTIFYING INFORMATION] : TAG CROSS-REFERENGED TO THE AFPRQPRIATE DATE
; DEFICIENEY
F411 Continued From page 50 F a1t performance improvement plans as
- family. The LSW stated a family member toid a indicated
- CMA she wanied the dentures replaced, however - f :
! the resident discharged to 2 local hospitel on o .
3/8/15 and after that the family member did net Beginning in October 2105, the compiied
return any of her phone calls. Vhen asked if she . Tesults will be presented by the Director
had documentation regarding the missing | of Nursing during the CiAP] Clinical
' dentures, the LSW provided a 3/2/15 Progress | i Exceflence Meeting manthly for a
* Note. However, she stated she did not have [ ‘ minimum of 3 months or longer ta ensure
~ documentation regarding the missing dentures E sustained compliance, with ravision of the
_before that time. ; ' performance improvement ptan made as
g ! indicated. i
- On 717115 et 9:45 AM, the DON stated that :
- dentures are usually care planned in the ADL _
Ca‘r‘e Plan, howeve{R’esider}t #18's Care Plan did . ' Date of Compliance
not include denture information. : . 9/23/15 |
L On 7/17115 at 6:30 AM, the Adminisirator and ;
" DON were made sware of the concern. ‘ ;
F 431 483.60(b), (d), {s) DRUG RECORDS, F 431 Fa31 ;
sg=£  LABEL/STORE DRUGS & BiOLOGICALS :

FIF1 CMEL2587(02-38) Pravicus Varsicns Obsdiata Event IDiXaB011

Faciify 1D: MDEDG1320 if cantlnuation sheet Page 51 o
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DEPARTMENT QF HEALTH AMD HUMAMN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: C8/24/2015
FORM APPROYED
OM3 MNO. DF38-0521

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUFFLIERIGLIA {23 MULTIFLE CONSTRUCTICN [X3) DATE SURYEY
AMD FLAN OF CORRECTION ICENTIFICATICN MUMBER: COMPLETED
A, BURLDING
C
13507 B. WING 07/17/20158

MAME OF FROVIDER OF SUPFLIER

AFEX CEMTER

STREZT AGDRESS, CITY, STATE. ZIF COLE
2211 USTICK ROAD
BOI3E, ID 83704

o SUMMARY STATEMENT OF CEFICIENCIES iC PROVIDER'S FLAN OF CORRECTICH (xs)
FREFIX {FACH DESICIENGY MUST BE PRECEDED BY FULL PREFIX (FACH CORRESTVE ACTION SHOULD SE COMPLETICH
TG REGULATCRY GR LSC [DENTIFYING INFORMATION) TAG CROYS-REFERENCED 1O THE AFPROFRIATE CATE
DEFICIENCY)
F421 Continued From page 51 F 431
facility must store all drugs and biolegicals in i P
lccked compariments under proper temperature | 3 ?es;dent #23 arder was sent, to phammacy g
. controls, and permit oniy autharized personnel fo - | far cyrfent dosing with new label ;
have access to the keys. !  provided on or before 9/23/15. i
The facility must provide separately locked, - OTHER RESIDENTS
i permanently aifixed compariments for storage of - ; Pharmacy's consulting RN completed a ‘
- controlled drugs fisted in Schecule H of the . Medication Administration Record to '
; Comprehensive Drug Abuse Prevention and ' Medication Cart Revlew an or before
' Contrat Act of 1876 and othfs‘r diugs sgbjec% tq 1 8/30/15. Any identified conflicting
abuse, except when the facility uses s%ngie uxnlt . information was corrected on or hefore
packgge drug dllstrit_m.hon systemsgln wh%ch the | 9/23/15 by members of the nurse
quantity stored is minimal and a missing dese can | management team.
be readily deteciad. ! !
i H
§ ! Medication administration competencies
: ! * including haw to properly administer
This REQUIREMENT is not met as evidenced | | medications through a PEG tube, 5 rights
' by: ? i of medication administration, and
Based on obsarvation, staff inferview, and record | | narcotic destruction were administered
. review, it was determined the facility failed to i on or before 9/23/15 by the Nurse
- ensura medications were labeled in accordance ! j Practice Educator or designee to licensed
. with current physician ¢rders, medications were | nurses to ideniify deficient practice ar
. available for adminisiration, and controlled ; inappropriate administration techniques
E W?Edica?wns were properly disposad of by two . and the need for any further education,
. Licensed Nurses. This was true for 8 of 26 i
: me;jdicati?nds ;bsentfed fjl;”;ng medication pass  FACILITY SYSTEMS
~and crezted the potential for: : Licensed nurses were educated on or ;
L. M - L u o~ 1 5 E E
pgr?;zdengs #1, #25 and #28 to have unconirolled % before 9/23/15 by the Nurse Practice
a Re‘sidenf #28 o receive the wrong doss of E E Educator or designee related to assuring
Novolog; = " medication labels correctly identify i
* Resident #8 to raceive an oral, rather than proper dosing and route. ;
enteral, dose of Baclofen; : Medication administration competencies :
| * Resident #13 to not receive his Zinc Suifate;  including how to properly administer |
L and, ! medications through a PEG tube will be :
| * The poiential fer narcotic drug diversion when . administered by the Nurse Practice
- two licensed nurses did not witness dispasat of | . Educator or designee to Licensed Nurses
narcolic pain medications. Findings include: . on or before 8/23/15.
FOBM CHS-2887(02.99) Previoys Varsicns Obsclete Eyznt D:X9BD1Y Facifity I0: MDSC01320 ff confinuatien shest Fage 52 of 83




DEPARTMEMT OF HEALTH AMD HUMAN SERVICES
CEMTERS FOR MEDICARE & MEDICAID SERVICES

PRIMTED: 0%/24/2015
FOFPM AFPROVED
OMB MO. 0938-03%1

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIELE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NULIBER: CCMPLETED
A.BUILDING
C
135075 B WING 0717i2015

NAME OF PROVIDER OR SUPPLIER

STREET ACDRESS. CITY. STATE, ZIF CCDE
8211 USTICK ROAD

APEXCEMTER
BOISE, ID 83704
(44 iD SUMMARY STATEMENT OF DEFICIENCIES [} FROVIDER'S FLAN QF CORRECTICHN )
PREFIX (EACH DEFICIENCY MUST BEE PRECEDED BY FULL FREFIX | (EACH CORREZTIVE ACTION SHOULD EE COMPLETICN
TAG REGULATORY OR LSCIDENTIFYING INFORMATIGN) TAG ; CROSS-REFERENCED TO THEE APPROPRIATE DATE
! ; DEFICIENCY)
F 431, Centinued From page 62 F 431; '
| .
| 1. On 7/17H5 at 8:40 AM, LM #2 was observed | MONITORS

crushing 2 oxycodone pain meadications and 1

' did not administer the crushed pain meds (refer
to F 332 and F 333 for details about significant
: med errors).

. Oxycontin ER pain med for Resident #28. The LN

- On 7/17/15 at 8:47 AM, LN #2 said she would call

the pharmacy about the crushed Oxycontin ER.
The LN icok the crushed meds to the nursing
station then returned to the Med Cart in the

| crushied pain meds, the LN stated, "1 put them in
- the big sharps container, as she pointed toward
the nursing station. When asked if ancther nurse
observed the disposal of the meds, LN #2 siated,
""IADON ' s name] walked by and | told her what |
“was doing." When asked if the ADON had

observed the disposal of the meds, the LM siated,

"No." LN #2 confirmed that she disposed of the
: pain meds without a second LN present.

| The facility's policy and procedures for

| Management of Controlled Drugs, dated 8/1/05

: with a revision date of 5/15/14, statad,

: “Destruction: Twa licensed professionals are
required to desiroy and decument desiruction of
contralled drugs.”

Resident #28's Narcotic Sign Out Shests
' Oxycedone 15 mg and Oxycontin ER 20
documented only LM #2's initials when the two
- pain meds were wasted on 7/17/15.

| On 7117715 at 09:40 AM, the ADON was informed

" that a second LN had not witnessed the disposa!

. of R #28's pain meds which the ADOM
acknowledged when she ncdded her head yes.

' hallway. When asked what she had done with the

|

1

i Beginning of week 9/23/15, members of

¢ the nurse management team will

i complete weekly medication

" administration record to medication cart
review for current residents for 4 weeks

" then monthly for 2 months. Findings will

be corrected with re-education and :

performance improvement plans as

indicated.

Beginning the week of 9/23/15 the Nurse i
. practice Educator or designee will !
- complete a medication administration
* competency including administration of |
- medications through a PEG tube with
" Licensed Nurses 5 times a week for 2 !
weeks, 3 times a week for 2 weeks then
. twice a week for 2 months, Findings will
' be corrected with re-education and
performance improvement plans as
indicated.

The Administrator or designee will review

audit results as they are completed to

identify the cause of any deficient practice
. and to ascertain trends in staff
performance and to continue to monitor
root cause improvement, or the need for
process changes as required. Any findings
will be corrected with re-education and
performance improvement plans as '
indicated.

- Beginning in October 2105, the compiled
results will be presented by the Director

FORM CAS-2567{02-99) Previcus Versicns Otsciele

Event ID: XBO11
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DEPARTMEMT OF HEALTH AMD HUMANMN SERVICES
CENTERS FOR MEDBICARE & MEDICAID SERVICES

FRIMTED: 0G/24/2018
FORM APFROVED
O/lE MO, 0828-030¢

STATZMENT OF DEFICIENCIES A1 PROVICER/SUPPUIERICLIA £X23 MULTIFLE CONSTRUCTIOHN X3 DATE SURVEY
ANLD PLAN CGF CORRECTION IGENTIFICATION NUMBER: COPLETED
A. BUILDING
C
o 1 ;
135079 8. WING 0711712015
MAME OF PROVIDER OR SUFPLIER STREET ADDREES, CiFf, STATE. ZIF COLE
APEX CENTER 8311 USTICK ROAD
L~ ¥ "
3 BOISE, ID 83704
i in SUMRIARY STATEMENT OF DEFIGIENCIES : i FPROVIDER'S FLAN OF GDRRECTION : 5
EREFIL (EACH CEFCIEMNCY MUST 85 FRECEDED 8Y FULL ; FREFIX (EACH CORBECTIVE ACTIDM SEOULD 2E : CCMPL_ETICN
TAG SGULATORY OR LSC IDENTIFYING INFORMATION) ; TAG CEOES-EEFERENCED 10 THE AFPROFRIATE : LATE
: CEFICIENCY) :
: : !
F 431 Continued From pags £3 F 431

1 2. On 7/14/15 2t 11:18 AM, LN #11 was observed |
 as he administerad one PRM Norco 10/325 mg

tablet by mouth to Resident #1. The pharmacy 5
i

label on the Norco medication documented, "

. medication ' s pharmacy lahel was reconciled witi,
- the physician's order. Resident #1's July 2015
. Physician's Recapitulation Order documented,

- between the resident’s PRN Norco order and the
- medication’s pharmacy label,

13, On 71415 at 11:23 AM, LN #11 was observed
. as he adminisiersd a scheduled dosa of Novolog
| insulin subcutaneously to Resident #29 before

' lunch. The pharmacy lakel on the Novolog

1 On 7417715 2t B:30 PM, the Administrator and
' DON were notified of this issue.

...Give 2 tabs at each bediime and give 110 2

| tabs by mouth every 4 hours as neaded for pain.’

On 7/15/15, a discrepancy was noted when the

"Norco...Give ene tablet by mouth every 3 hours
gs needed for pain." The prr Norco arder was
dated 6/25/15.

On 7/16/15 at 8:45 AM, the MCO provided the
information and acknowledged the discrepancy

- documented, "inject ...22 units twice daly (before :

Junch and dinner). " However, the LM
- administsrad 25 units of the insulin. The LN was
- immediately asked why he administered 25 units

Cin April 2015, Tne LM showed the surveyor a

i "Movoleg 25 untts ncon.”

rather than 22 units and he responded that the
order for the ncon dose was changed fo 25 units

4/8/15 Physician Crder/Response which included,

On 7/18/15 st 8:20 AM, the DON was asked o

¢ of Nursing during the QAPI Clinical

| Excellence Meeting monthly for a
| minimum of 3 months or longer te ensure f
sustained compliance, with revision of the

. perfarmance improvement plan made as

indicated.

5 Date of Compliance
|8/23/15

I

i

]
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F 431. Coniinued From page 54 L P43 ;

: provide a copy of Resident #29's Novoleg insufin |
~orders and July 2015 MAR. The Manager of ; i

Clinical Opsrations (MCO) was present when the | E
request was made.

: On 7/18/15 at 8:45 AM, the MCO provided the
, requested informafion and acknowiedged the
discrepancy between the resident's Novalcg
insulin order and the medication's pharmacy
: [abel, : i

4. 0n 7/16/15 at 11:40 AM, LN #11 was chserved

" as he administered Baclofen 10 g crushed and

" diluted in water via Resident #5°s g-tube. The

. resident's medication pharmacy label reag,

. "Baclofan 10 mg fablet. Give 1 tab by mouth three
times daily." The pharmacy dispensed the

Baclofen on 6/3/15.

I Resident #8's July 2015 Physician's

. Recapitutation Orders documented, “Baclofen

- Tablet, give 10 mg via G [Gastrostomy] -Tube..."
There was & discrepancy in the route of
administration. The Baclofen pharmacy lakel

s Instructed” by mouth, "however, the order

- instructed "via G-Tube."

L On 7/15/15 at 11:85 AM, LN #2 was askad if the
' resident raceived anything by mouth. The LN 3
' steted, "No" Atthat time, the DOM joined the |
. conversation. The DON said the resident had
" recaived meds vz the G-{ube since her
sdmission in 2012. The DOM acknowledged that
. the pharmzey label instructed the wreng route for
| the medicafion. '

5. Resident #13's February 2015 Physician's
: Recapitulaticn Report decumenied, "Zine Sulfate | .
. 220 my Give 1 mg by mouth in the meming for _ i
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F431. Continued From page 55 E 439

supplement,”

The resident's February 215 MAR documented
an LN's inffials with & circle on the days of 2/20/15
and 2/21/15, Tre {acitity's Summary of
investigation documanted, “Director of Nursing

- completad the review... resident had not received :
the ordered Zinc Sulfate in the morning once daily :
. on 2/20 and 2/21/15." Nurse's prograss notes ;
" dated 2/21/15 at 2:56 PM, documented, “Zinc
© Sulfate not given this morning d/t {due to) not :
being availabte." :

On 7116415 at 3:20 PM, the DMS staied, the :

pharmacy did not provide over the counter {OTC] -
“medications upon a resident's admissicn without
* & nurse first calling the pharmacy and requesting .
. the medicaticn. The DINS stated an LN called the
i pharmacy on 2/20/15, but the Zine Sulfate was
- not delivered the next day, 2/21/15, and the
rnedication was delivered to the facility on
2/22115.

- 6. Resident #25's July 2015 Physician’s .
- Recapitulation Orders documented !
"Hydromorphone HCI Tabiet 8 myg by mouth ‘
" every 3 hours for Pain”

" Resideni #25's July 2015 MAR documented,
- *Hydromorphene HCI Tahlet § mg Give 8 mg by
" mauth every 3 hours for Pain." The MAR
' documentsd the medication was administered on !
scheduie from 710415 threugh 7/17/15 with the
_exception of § entiies on 7/11/15 at 1100 AM
L and 2:00 PM, 7/13 at 11:00 PM, 7/14/15 at 14:00 |
| PM, and 7/16/15 at 2:00 AM and 5:00 AM, which .
| were left blank.

| On 7M8/2015 at 7:40 AM, LN #2 was observed |
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F 431, Continued From page 56 ' F 431

i telling the Resident #25 she was "going to try and -

! call on the Dilaudid (hydromorphone)} because
i the facility is out."LM #2 reporied tc Resident #25
i she had called the on call pharmacy and they

- were "working on it."

| Resident #25's Progress Note, dated 7/16/2015 j

| at 11:18 AM documented, "Late Entry: NP [Nurse j !
| Practitioner] was notified g [every] am [morning] :

i 1/t [related to] resident not receiving scheduled

! Dilaudid and MF then contacted FX [Pharmacy]. ,
" Who then delivered mere pain meds ataround i ‘
11300 [1:00 PM]." 3

Resident 26's Progress Note, dated 7/16/2015 at -
1 12:00 PM, decumenied a late eniry: "As reported :
| by night shift nurse, resident missed 2 doses of

l Dilaudid. Night nurse stated she called the |
| pharmacy and the doctor. Per repert pharmacy ; i
- stated 'if you did not hear back from me tonight ' 1
- they are on there [sic] way.' Night shift nurse . ; i
- called pharmacy two more times through out [sic] |
! the night. In the AM, this LN [LN #2] called |
' pharmacy and they stated they would send some
| by 9 am. Pain assessment was completed .. |
i Resident received other regular scheduled pain ‘
i meds during this time." ; :

. The facility's policy and procedures for Providing

" Pharmacy Services, dated 8/1/02 with a revision |
" date of 3/1/11, documentzd, "When medicaticn is :
' needed prior to the next scheduled delivery and is
not contzined in the interim/stat/emergency drug
supply, the pharmacist arranges far both the

' dispensing and delivery of medication to the

i Center ...contract”

| On 7/17/2015 at 10:00 AM, UM #10 and the
ADON were asked why the facility did not have
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F 431 Continued From page 57 ‘ F 4314 ;
nyd romorphone available for administration. Both ° |
| staff stated the facility "should have" had the : i
- medication available for resident administration. § b4l
. On 7/17/15 at 5:30 PM, the Administratorand |  RESIDENT SPECIFIC
' DON were notified of this issue. | Resident #7 received a urinary assessment
F 4411 483.65 INFECTION CONTROL, PREVENT | F 441 by the RN Unit Manager with full vital set

55=0 SPREAD, LINENS

 The facility must estabiish and maintain an

. Infection Controi Program designed to provice a
. safe, sanitary and comferiable environment snd

. to help prevent the development and transmlssmn

- of disease and infection.

(a) infection Control Program
The facility must esizbllsh an Infection Control
: Program under which & -

- (1) Investigates, controls, and prevents infections

L in the facility;
| (2) Decides what pracedures, such as isalation,
. should be applied to an individual resident; and

' (3) Maintains a record of incidents and corrective

" actions related to infections.

{b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation fo

- prevent the spread of infection, the faciiity must
: isolete the resident.

{2) The facility must prohibit employees with a

| communiczble disease or infected skin lesions

" from direct coniact with residents or their food, if
i direct contact will fransmit the disease.

: {3) The faciiity must require stafi to wash their

hand washing is indicated by accepted
' professiongl practice.

|
i
H

hands after each direct rasident contact for which

i

on 7/24/15 with no signs or symptoms of
infection noted. .

: Resident #22 received a urinary
‘ assessment by the RN Unit Manager with f
 full vital set on 7/24/15 with no signs and
' symptoms of infection noted and with
“vitals within normal limits,

1dentified licensed nurse was re-educated
by Nurse Practice Educator on or before
£9/23/15 regarding hand hygiene before
and after resident care.

; L #18, DON, and LN #17 completed hand
washing competencies on or before
8/23/15 administered by Nurse Practice

. Educator or designee. No deficiant

' practice was noted upon adminliskration

: of competency,

| OTHER RESIDENTS

§ An audit of 100% of residents using
 catheters to ensure catheter bags and
 tubing were off the ground was

i completed on or before 9/23/15. By ®N
! Unit Manager ot designee.

§ On or before 9/23/15 Hand hygiene
; competencies with education done at the

FORM CA45-2587{02.99) Previcus Versicns Ghecisle
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| (¢) Linens

| Personnel must handle, store, process and

. transport linens 56 as to pravent the soread of
infection.

This REQUIREMENT is not met as evidencad
by

' Based on observation and staff interview, it was
. determined the facllity failed to ensure infection

. contral measures were consistently implementad
- far 2 of 24 sample residents {#s 7 and 22), and -
: had the potentiai to impact any resident recsiving :
" care from LN # 17.. The fallures placed the

- residents at risk for infection from cross

. contamination when Resident #7 and #22°s

- indwelling urinary cathetar tubing wage in contact
t with the floor and staff did not perform hand

. hygiene afier handling the fubing. Findings
included:

1. On 7M17/15 at 9:16 AM, Resident #7's Faley
cathetsr tubing was observed dragging on the
floor In the hallway while the resident

- seli-pragelled in his wheelchair.

{ The surveycr immediately informed the DON of

¢ the infegtion centrol issue and the DON stated, "

| just fixed that, " Then, with her barg hands, the

+ DON piaced the catheter iubing info a metal

. baskat on the resident's wheslchair. The DON

' then went info her office and touchad the deor
knob and the camputer keybcard. When askad I

| she was going to wash her hands, the DON

 stated, "Let me go do that”

| 2. On 7/15/15 2 2:00 PM, Resident #22 wes

STATEMENT OF DEFICIEMCIES A1) FROVIDER/SUPPLIER/CLIA {2} MULTIPLE CONSTRUCTICN (K3} CATE SURVEY
ANMND FLAM OF COGRREGTICON ICENTIFICATION NLMBRER: 1 COMFLETED
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C
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=S 3
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F 441 - Continued Frem pege 58 F

. time of the competency on when one
“should wash their hands was cormpleted
" with staff by the Nurse Practice Educator
L or designee.

| FACILITY SYSTEMS

- Hand hygiene competencies with an in
“depth education done at that time of
“when one should wash their hands will be
“completed with staff by the Nurse i
Practice Educator or designee on or :
' before 9/23/15. :

Education regarding the requirements of 5
| compliance with F441 Including :
‘ ohservation of catheter tubing on the

‘ flnor, and how to address this fssue was
. completed with staff by the Nurse

! Practice Educator on or before 9/23/15,
" Residents that use indwelling catheters
- will be offered the use of a leg bag to
decrease risk of the cathetar tubing
touching ficar.

MONITORS

. Beginning the week of 3/23/15 the Nurse
* Practice Educator or designee will

. complete repeat hand hygiene
competencles with 3 staff daily X 2 weeks, i
then 5 competencies a week x 2 weeks,
then 2 competencies a week x 2 months

. to ensure proper technique of hand

. hygiene as well as ensuring hand hygiene
| takes place in the appropriate

: circumstances.

i

|
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obsarved being propelied in a wheslehair to the
. commeon area with his Foley catheter tubing i
- dragaing on the flcar.

. On 7/18/15 at 3:05 PM, when shown the dragging

- Foley catheter tubing, LM #18 stated, "It's

| touching the floar, it shouidn'i be touching

" anything.” LN #18 then placed the tubing inio a

E basket under the resident’s wheeichair without

- performing any hand hygiene either before or

- efter handfing the tubing. LN #18 then walked to
the nursing station and touchad the side raithy

_the medication room. After a brief discussion with |

. @ surveyor, LN #18 then proceeded ta the Unit |

" Manager's Office, where she was asked if she !

- was going to wssh her hands. LN #18 stated "l |

" should have washed my hands, Yes, | gat

 distracted.” The LN then went to the charting

' room and washed her hands.

- On 771245 at 3320 PM, Unit Manager (UM} #10
was nofified of the catheter tubing and infection
ccnirol concerns, fo which she stated, "She [LN
#18] should have washed her hands.”

{3, 0n 7/158/15 at 8:00 AM, LN #17 was nbserved
as she measurad the bleod glucose {(BG) of
Resident #28 and then left the room without f
nerforming hand hygiene. LM #17 rsturned to the
- medication cart, cpened the drawer, retrieved

‘ cleaning wipes, and cleaned the glucomster. LM
| #17 then returned the wipes, closed the drawer
+and precaeded fo the next room where she
 washed her hands.

Clmmedistsly 2fter the observation, LM #17 was
. asked what she would do if she found another
 Tesident on the fioor in the halivay as she left
- Resident#17 ' s room. The LM stated, " 1 wauld

AFEX CENTER
ol £l BOISE, ID 83704
o810 SUMBARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (X5
FREFI (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE " GCMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSE-REFERENGED TO THE APFROPSIATE GATE
CEFIGIENCY)
F 441 Continued From page 59 F 441,

Beginning the week of 9/23/15 the Nurse

Practice Educator or designee will

| complete observation audits of proper

‘hand hygiene and of catheter tubing

‘touching the ground 4 times a week x 2 i
weeks, then twice aweek x 2 weeks, then 3
weekly x 2 months to ensute there is a !
decreased risk for spread of infection 1

:through the catheter tubing dragging on

‘the ground.

. The Administrator or designee will review
"audit results as they are completed to

i identify the cause of any deficient practice
‘and to ascertain trends in staff

iperformance and te continue to moniter

‘root cause improvement, or the need for
; process changes as required. Any findings
'will be corrected with re-education and
' performance improvement plans as :
gindicatcd.

; Beginning in October 2015, the compiled
| results will be presented by the Director ,
i of Nursing during the QAP Chinical |
| Excellence Meeting monthly for a E
s minimum of 3 months or fonger to ensure
-sustained compliance, with revision of the
: performance improvement plan made as
indicated,

‘Date of Compliance

'9/23/15
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- This REQUIREMENT s not met as evidenced
by

. Based on a staff interviews, group interview,

: Teview of grievances, and recard review, it was

i determined the management team failed to

. prevent systematic prablems for § of 24 sampled |
. residents (#s 1, 4, §, 8, & 22) and 2 random j
. residents {(#s 30 & 31}, with the potential to affeci :
- the guality of care and quality of life for all
 residents in the facility. Findings incluced:

: The facility failed to provide sufficient

' imptementation, monitoring, evaiuation, and
- continued oversight to maintain regulatory
~compliance in the following areas:

A. Refer to F241- The facility falled fo ensure
residents were {reated with dignity 2nd respect
~when an LN encouraged a resident to sail his/her .
' priefs instead of taking the rasident to the
! bathrcom and a sign on a resident's wall
! disclosed personal health status.

STATEMENT OF DEFICIENTIES X1 PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE COMSTRUCTION (X3 DATE SURVEY
AMEC FLAN OF CORRECTION {CENTIFICATION NUMBER: A EBUILTING COMFLETED
C
13507% 8. WING 0717/2013
MAVE OF PROVIDER GR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CO0E
APEX CEMTER §241 USTICK ROAD
£ EOISE, 1D 83704
({43 D SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S FLAN GF CORRECTION ¢5)
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TAG REGULATORY CR LSC IDENTIFYING INFORMATICN; TAG CROSS-REFERENCED TG THE APFROFRIATE DaT=
DEFICIENGY)
F441 Continued From page 60 F 441 i
- assess them right away. * When informed of the g
i observaifon of no hand hygiene in Resident #17 |
1 g room, the LN statad, | see what you mean. "
i On 7/47/15 at 6:30 PM, the Administrator and 3 i
| DON were nofified of this issue. . F490
F430 48375 EFFECTIVE | F4gg, RESIDENT SPECIFIC
55=F ADMINISTRATION/RESIDENT WELL-BEING : Resident #1
: H ; Resident #4
A facility must be administerad in a manner that | Resident #8 .
enables it to use its resources effectively and | Resident #9
; efficienily to attain or maintain {he highest i Resident #22
; practicable physical, mental, and psychoscgial ' Resident #30
g weli-being of each resident. Resident #31

. Please refer to F241, F252, F253, £254, %
. F309, F325, F328, far actions taken for ;
i Identified residents.

OTHER RESIDENTS

- Residents residing in the facility had the
potential to be affected under this
citation. Piease also see F241, F252, F253,

" F254, F209, F325, F3286. .

FACILITY SYSTEMS
* On or before 5/23/15 the Regional Vice
President educated the Center’s
. Performance Improvement {Pi}
Committee on rupning 2 comprehensive
. Pl program including the reparts, tools,
location of policy and procedures and )
haw to reference them, and metrics that i
are available to the Committee in real :
i timie. The training will also include
conducting productive mointhly Pl
" meetings.
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F 450 Continued From page 61 :

. B. Refer to F252, F253, and F254- The facility .
failed to ensure a clean, comfortable, and ,

. hornelike environment.

i ;

i C. Refer to F325- The facility failed to identify and

- completsly assess significant weight loss in a

- timely manner, and prevent further weight loss. |
|

3 . Refer to F328-The facility failed to ensure
| portable oxygen tanks confained axygen andfor
- were turned on to meet residents’ therapy
' requirements. .
F 514 483.75()(1) RES
ss=£ RECCORDS-COMPLETE/ACCURATE/ACCESSIB |
 LE §

H

- The facility must maintain clinical records on each .

resident in accordance with accapted professional
. standards and practices that are complete; i
- accurately documented; readily accessible; and
: systematically organized. :

. The clinical record must coniain sufficient §
| infarmation to identify the resident; a record of the |
" resident's assessments; the plan of care and |
- services provided; the results of any

" preadmission scraening conducted by the State,;
~and progress notes.

E This REQUIREMEMT is noi met as evidencad
. by i
" Based on record review and staff interview, it

. was determined the facilily failed to maintain

}i compleie and accurate clinical records for each
resident in the facility. This was true for 4 of 23

. (#s 6-8 & 17) sampled residents with incomplete

- The Center Performance fmprovement
; {Pl} Committee which includes
i administrater, DOM and other
‘ management team members will bring

 key clinical pracess metrics, audit results,

: resident councit reports and other
information warranting the Committes
i discusslon/actions to the monthly Pl

i meeting. The Pharmacy consuitant and
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* medical director will also be in attendance

< at least quarterly.

F 514 moniTors

. buring the week of 9/23/15, the

“administratar wiif chair the performance

: Improvement committee meeting and

; review resources brought to meeting by

; committee members along with the
"compliance audits from this survey and
. resident counci meeting minutes to

{ ensure recommendations, audit results

| .
- and metric trends are acted upon.

Results of recommendations and audits

witl be discussed by team members to
| tnclude but not limited to cause

i Identification with systematic reviews for

- necessary changes. The Pt meeting will

continue to accur monthly with regional

; support available and as needed.

; Date of Compliance
1 9/23/15

D514

" RESIDENT SPECIEIC

!
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- decumentation as evidenced! by ,
. *Recapitulation orders and MARs direoted staff to
! administer medications by mouth for a resident

; capable of receiving medications only through a
percuteneous endescopic gastrostomy (PEG)
fube;

{ *Hospital records for a resident were found in

" another resident's medical record;

: *Tubigrip and geri-siceve orders were nat

| discontinued when they were no longer inuse;
| *Recapitulation orders documented & resident
' was to receive counseling after it had been :
discontinued; and,

*There were no consultation notes in the chart
after a urolcgical examination. This deficient
praciice increased the risk for medical decisions
to be basad on incamplete or inaccurate

- information and increased the risk far

- gomplications due to Inaporapriate care or

- interventions. Findinas included:

1. Resident #8 was readmitted fo the facility on
8/31/12 with multiple disgnoses, including
hemiplegia.

: The resident's July 2015 Medication Review

| Report {Recapitulation orders) documentsd on
L Bi26/15, "Tylenol tablet. . Give 830 mg by mouth
» &8 needed for pain..."

- The resident's June and July 2015 MAR

' documented, "Tylenci tatlet...Give 850 mg by
mouih as nesdaed for pain..." The MARS wers
blank, indicafing ihe resident dis not receive the
medication.

: On 7H17/15 at 11:45 AMwhen asked if the
- resident received any medications by mouth, the
. DMS said tha resident did not, When shown the |

Resident #6’s urclogy progress notes were
received from the urologist on 7/21/2015
by the Heakh information Director and

+ placed in the medical record.

Resident #7’s Treatment Administration

¢ Record were reviewed and updated to
- reflect the current patient orders, which
- do not include geri-sleaves or tubi-grips.

Additionally, Resident #7’'s Medication
Administration Record was reviewed and
updated to reflect the current patient

: orders for route of administration far

medications on or before 9/15/15 by RN
unit manager or designee.

Resldent #8's Medication Administration
Record was reviewed and updated to
reflect the current patient orders for
route of administration of medications on

¢ or before 5/15/15 by RN unit manager or

designee.

Resident #17 discharged on 5/14/2015
and no longer resides in this facility.

" Resident #7's emergency department

record was removed from resident #17's

 medical record and placed in #7's medical

record by the HiM on or before 8/31/15

OTHER RES|DENTS
Members of the clinjcal interdisciplinary
team campleted an audit of residents who

- have discharged in the last 30 days to

assure their discharge record contained

- only their madical information on ot

3

]
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. Medication Review Rzport znd the MARS the

: DNS stated, "' not sure why that's there,” and
i noted the order should have been clarified.

! 2. Resident #17 was admitted io the facility on

: 3718115 with multiple diegnases, including

E osieoarthrosis.

1 On 7/15/15 at 3:05 PM, Resident #17's closed

! medical record was reviewed. A [ocal hospital

| ernergency department record dated 3/4/15 for

- Resident #7 was found in Resident #17's closed
medical record.

- On 7/16/15 at 9:15 AM, the Heailth Information
: Manager was shown the medical records. She

| must have been misfiled in Resident #17°s chart.

1
1

- 3. Resident #8 was admitted fo the facility on

' and GERD ((asircesophageal Reftux Diseasa),

: The resident's 5/20/15 admission MDS
“assessment documented the resident had an
inadwslling catheter,

% Resident #6's Cars Plan, last reviewed on
16/11/19, decumented, "Requires indwelling

' gatheter for urinary retention.”

| On 7/14/15, Resident #5 stated he would have
. sUrgery on 7/27/15 “for my bladder... so | won't
i have to wear this tubes {peinting fo catheter] the
| rest of my life.”

. said Resident #7's emergency department record .

|
i
|
1
|

: 5113115 with multiple diagnoses, including cystitis, ’
| bactersmia with sepsis, bladder neck obsiruction, |

F 514

H
H
I
i
;

recap orders on or before 9/1/15 and
; identified concerns were corrected or
! clarified by members of the nurse
" management team at time of review,
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before 8/31/15. Members of the nurse

| management team completed a review of

residents currently reside in the facifity’s

FACILITY SYSTEMS

Review of current residents was
conducted by IDT on or before 9/23/15 to E
ensure that physician orders are updated

and physician progress notes are received
. in a timely manner. Members of the

Nurse Management team will access the

. ldaho Health Data Exchange for the

: purpose of obtaining physician progress
' notes and other clinical data in a timely
* manner.

. ensuring docurentation is placed or ‘
. recorded in the correct residents’ chart,

Clinical and Medical Records Staff were
educated by the Nurse Practice Educator
ar designee on or before 5/23/15 an

the accuracy of documentation and
physician notification for resident refusals
and other requirements for compliance
with the guidance found under F514.

MONITGORS
Beginning the week of 9/23/15, members

~ of the IDT will conduct an audit of 5

. eurrent residents and compile the findings
. weekly for 4 weeks then monthly for 2

. months, to ensure that Treatment

| Administration Records and Medication

FORA CAS.2887(02.89) Presicus Versicns Chaclele
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" Medical records inciuding Progress Motes,
Physician's Progress Noies, and Consultant's
Notes coniained no information regarding an
upcoming surgery.

" In addition, a 6/30/15 Social Service PN

anxiety over dr {physician} appointment this
afternoon with the urolegist.” The only other

urelogy appaintment weare two Social Service PNs

an 6/16/15 and 8/18/15 that documented a

referrat was faxed to a urologist. The medical

: record did not document the appointment

~ datestime nor why the resident was consulting
with the urologist. The medicai record aiso did not

- contaln a Consultstion Naots from tha 6/30/18

- urciogy appointment.

E The residsnt’s Unit Manger {UM) was not able to
find a capy of the consultant's report and did not

l ! krow the nature of the procedure but indicaied

' she was aware cf the 7/27/15 surgery from &

| physician's note ordering MPO status for the mght

; before surgery.

%

4. Resident #7 was sdmitted o the facility on
- 127241 4 with diagnoses of rehabilitation and
| encaphelopathy.

' The resident's July 2015 Medication Review
- Raport documenied the following orders:

dacumented, "Resident expressing an increass in |

references in the resident's medical record o the

]
|

*12/24/15 - Temsutosin HCI Capsute 0.4 MG, 0.4

i mg via J-Tuka at bedtime for urinary retention;

' +42/24/15 - Thizmine HCI Tablet 100 MG, 100 rha :

i via MTube ong time a day for Supolement;
. *12/24/15 - Folic Acid Teblet 1 MG, 1 tablet via

514 : . . -
- Administration Records align with current

' patient orders, Additionally, members of
i the IDT will conduct an audit of charts of 8
2 current residents and compite the findings
fweekly for 4 weeks, then monthly for 2

I months to ensure that physician progress
‘notes are recelved in a timely manner and
- for accuracy of record filing. Findings will
: be corrected with re-education and

i performance improvernent plans as

i indicated.

' The Administrator or designee will review
audit results as they are comgpleted to

- identify the cause of any deficient practice

i and to ascertain trends in staff

{ performance and te continue tn monitor

E root cause impraovement, or the need for

. process changes as required. Any findings

- wili be corrected with re-education and

t performance improvement plans as

| indicated.

’ Beginning in October 2015, the comgpiled

i Tesults will be presented by the Director

 of Nursing during the QAP! Clinical

- Excellence Meeting monthly fora
minimum of 3 nonths or fonger 1o ensure
sustained compliance, with revision of the

: performante improvement plan made as

; indicated.

!

. Date of Compliance

' 9/23/15

FORATOME2E
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tube.
3
i
? legs.
E

E

¢ J-Tube one time = day for depression;

: *1/68/15 - Effexor XR Capsule Exiended Release |
' 24 Hour 150 MG [Veniafaxine HCI ER], 1 capsule -
. via PEG-Tube one time a day for depression;

E *2/4/15 - Geri-sleeves ON in AM and OFF at

. Bedtime, every day and night shift for protection,
i *2/6/15 - Tubigrip's to hilateral lower extremities,
ton in AM, off at HS thour of sleepj for skin

; Integrity two fimes a day,

: *1/13/15 - [Outside Provider] may provide

| psychoiogical services; and,

- *3/19/15 - Send te [hospital] for removal of peg

| At no time during the survey wesk of 7/13/15
tirough 7/17H15 was the resident observed
wearing geri-sleeves or tubi-grips on his arms or

On 7/15/15 at 7:30 AM, Resident #7 slated he |
" hadn't worn tubi-grip's on his arms or legs for two -
‘ months because it made him itch.

| The resident's June and July 2015 TAR
+ documented the resident wore Geri-sieeves daily, |
E i

i On 7/15/15 at 3:25 PM, UM #10 stated the

' resident's Peg-Tube had been discontinued on

3/20/15 and that medications were now given by

- maouth. U #10 was shown the geri-sleeve and

| tubi-grip orders with the June and Juiy 2015 TAR |

i and stated she had discussed diecontlnumg tne

“order for geri-sleeves or tubi-grips with nursas

- since the resident didn't fike to wear them, and

- those orders needed te be discontinued. When

| asked about the dncumentation on the TAR

! indicating the resident ware the geri-sieaves and

| tubigrips, UM #10 stated, " can't atiest to what
the nurses saw, | haven't seen him wearing them.

£

3

!
i
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! nursing services; a physician demgnated by the
‘ facili fity; and at least 3 other members of the
- facility's staft.

- The quality assessment and assurance

. commiites meets at least quarterly to identify

1 issues with respect 1o which quality assessment
1 &nd assurance aciivities are necessary; and

- develops and impiements appropriate pians of
Faction to cosrect identified quality deficiencies.

. A State or the Sacretary may not require
! disclosure of the records of such commitiee

comp]lance of such committes with the
requireme'lts af this section.

Good faith sttempts by the commiitee fo ideniify
: a basis for senciicns.
'This REQUHREMENT is not met as evidenced

Hhoy:
| Based on ctservation, record review, raview of

. @ssurance committee consisting of the director of

E except insofar as such disclosure is related o the |

tend correct qu:IIL_{ deficiencies will not be used a5’

i

BOISE, 1D 83704
w0 SUMMARY STATEMENT OF DEFICIENCIES e’ PROVIDER'S FLAN OF CORRECTION P
FREFIX {EACH DEFICIENCY MUST BE PRECECED BY FULL FREFIX {EACH CORRECTR/E AGTION SHOLLD 8E ! ECMPLEVION
TG RECULATORY OR LSC ICENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFPRIATE DATE
_ BEFICIENCY)
f :
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. They all nesd to be educated to document : : :
gppropriately.” |
! i ! |
L On 7M7/15 at 6:30 PM, the Administrator and | | F320 |
- DON were made aware of the documentation - RESIDENT SPECIFIC |
L concerms. | Resident #1 :
F 520 483.75(0)(1) QAA ‘ F 520 Resident #4
ss=F . COMMITTEE-MEMBERS/MEET r - Resident #8
. QUARTERLY/PLANS ? , Resident #3
; ¢ Resident #22 :
; . " Resident #30 :
. A facility must maintain a quality assessment and Resident #31 :

. Please refer to F241, F252, F253, F254,
F309, F325, F328, for actions taken for
identified residents.

OTHER RESIDENTS

Residents residing in the facility had the

¢ potentialf to be affected under this

. titation. Piease also see F241, F252, F253,
| F254, F209, F323, F325, F328,.

| FACILITY SYSTEMS :

On or before 9/23/15 the Regional Vice 3

© President educated the Center’s i
Performance improvement {Pl}

- Committee an running a comprehensive

i Pt program including the reparts, tools,

. location of policy and procedures and
how ta referente them, and metrics that
are avaifable to the Committee in real

~ time. The training will also include

! candueting productive monthly ¥ |

i meetings. :

3
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? the faciity's compliance history, Resident Group
- interview, and stafi interview, t was determined
, the facility's quality assessment and assurance |
| {QAA)Y committee failed to take aciions that i
identified and resolved systemic problems for 5 of |
2d samnptad residenis (#s 1, 4,8, 9, &22), and 2
randorm residents {#s 30 & 31), with the potential
' to affect alt residents in the facility. This failurs
rasutted in the QAA committse providing 3
¢ Insufficient direction and conirgl necassary to j
| ensure residents' quality of life and quality of care
. needs were met. Findings included:

' The QAA committes failed to provide sufficient
rmonitoring and oversight, and the ability to
sustain regulatery compliance, es evidenced by
the fallowing citations for the current 7/17/15
annual recerification survey.

A, Refer to F241- The facility's QAA committes
failed to ensure residents were {reated with
| dignity and respect when an LN encouraged a
- resident (o scil his/her briefs instead of taking the
" resident 1o the bathroom and posted asignona
' resident's wall disclosing privets health
" information.

| B. Refer to F252, F263 and F254- The facility's
| QAL eommitiee falled to ensure a clean,
Peomfortable, and homeliks environment,

- C. Refer to F328-The facility's QAA corsmittes

i failed to provide for residents axygen needs when

| @ resident's oxygen canistars were not furned on
or were found to be empty.

- In addition, the QAA commitiee failed to provide |
' sufficient menitoring and aversight, and the &abifity |
" to sustain regulatory compliance in ralation to a
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{ The Center Performance Improvement !
. {P1) Committee which includes

E administrator, DON and other

: management team members wii bring
key clinical process metrics, audit results,
resident cauncil reports and other
information warranting the Commitiee’s
i discussionfactions to the monthly Pl .
- meeting. The Pharmacy consultant and
medical director wit alsa be in attendance 4
at least quarterly.

MONITORS

i During the week of 9/23/15, the

- administrator will chair the performance
improvement committee meeting and

* review resources brought to meeting by
committee members along with the
compliznce audits from this survey and
resident council meeting minutes to
ensure recommendations, audit results
and metric trends are acted upon.

Results of recommendations and audits
will be discussed hy team members to
inclyde but not limited to cause

. identification with systematic reviews for
necessary changes. The Pl meeting will

| aceur monthly with regional support

! available and as needed.

Date of Compliance
9/23/15
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| pravious citation gt F325 during the 4/11/14

- annual recerlification survey. The facility was
re-cited 2t F325 for the current 7/17/15 annual

' recertification survey.

i i
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L.*BUTCH" OTTER - Govemor TAMARA PRISOCK--ADMINISTRATOR
RICHARD M. ARMSTRONG - Direclor ] . LICENSING & CERTIFICATION
DEBBY RANSOM, R.N., RH.LT - Chief

BUREAU OF FACILITY STANDARDS

3232 Ekder Street

P.0.Box 83720

Boise, ldaho 83720-0009

PHONE: (208} 334-6626

FAX: (208) 364-1388

E-mall: fsb@dhw.idaho.goy

October 7, 2015

Joseph Rudd, Administrator

Apex Center

8211 Ustick Road,

Boise, ID 83704-5756

Provider #: 135079

Dear Mr. Rudd:

On July 17, 2015, an unannounced on-site complaint survey OR investigation of an

entity-reported incident was conducted at Apex Center. The complaint allegations or
entity-reported incidents, findings and conclusions are as follows:

Complaint or Entity-Report Incident #ID0000_6989
- ALLEGATION #1:

The complainant stated the dinner meals were not palatable and cold and the coffee was always
cold,

FINDINGS #1:

The complaint was investigated in conjunction with the facility's Federal Recertification and
State Licensure survey from July 13 to July 17, 2015.

" Several staff were observed during the provision of cares and medication administrations for
multiple residents. Interactions between staff members and residents were observed in dining
rooms and in residents' rooms during meal times. Food temperature taking was observed and
meal service food trays weie tested by survey team members.




Joseph Rudd, Administrator
October 7, 2015
Page 2 of 3

The following records and documents were reviewed:

The identified resident’s medical record;

The medical records of twenty-three other residents related to Quality of Care concerns;
The facility's Grievance files from January to July 2015;

Resident Council meeting minutes from July 2014 to June 2015;

The facility's Incident and Accident reports from August 2014 to July 2015;

The facility's Allegation of Abuse reports from June 2014 to July 2015; and,

Food temperature records. '

The following interviews were completed:

Four residents and two family members regarding quality of life and quality of care;
Two family members regarding quality of life and qualily of care;

Six residents in a Resident Group Interview regarding quality of life and quality of care;

- The Food Services Supervisor;

The Registered Dietitian (RD);

Several direct care staff, including licensed nurses and Certified Nursing Assistants; and,
‘The Director of Nursing Services (DNS).

Test tray observations were determined to be palatable and at proper temperatures for both food
and coffee. Residents and family members did not voice a concern regarding the food or coffee.

Staff members interviewed said food is palatable and served at the proper temperature. -

Based on test tray observations, record review and residént, family and staff interviews. It was
determined the allegation could not be substantiated.

CONCLUSION: Unsubstantiated. Lack of sufficient evidence.
| ALLEGATION #2:

Snacks were rarely passed out in the evenings.

FIN DIN GS #2:

Based on record review and resident and staff interview, the allegation was substantiated and
cited at F368. '

CONCLUSION: Substantiated, Federal deficiencies related to the allegation are cited.
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ALLEGATION #3:

The identified resident did not receive adequale pain medication and received it late on several
occasions.

FINDINGS #3:

The identified resident's medical record and 23 other residents records were reviewed.
Medication pass was observed. Several residents and family members were interviewed and they
said late medications were not a concern. Several nurses and the Director of Nursing was
interviewed and they said medications were given as ordered and in a timely manner,

Based on observations, record review and resident, family and staff interviews, it was determined
the allegation could not be substantiated.

CONCLUSION: Unsubstantiated. Lack of sufficient evidence.

Based on the findings of the investipation, deficiencies wete cited and included on the Statement
of Deficiencies and Plan of Correction forms. No response is nccessary to this findings letter, as
it will be addressed in the provider's Plan of Correction.

1 you have questions, comments or concerns regarding our investigation, please contact David
Scott, R.N. or Nina Sanderson, L.5.W., Supervisors, Long Term Care at (208) 334-6626, option
2. Thauk you for the courtesy and cooperation you and your staff extended to us in the course of
our investigation. -

Sincerﬂi _
k .. %w‘[ﬁ

DAVID SCOTT, Supervisor
Long Term Care

DS/pmt
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Dear Mr. Rudd:

On July 17, 2015, an unannounced on-sité complaint survey OR investigation of an
entity-reported incident was conducted at Apex Center. The complaint allegations or
entify-reported incidents, findings and conclusions are as follows:

Complaint er Iintity-Report Incident #1D00007107

ALLEGATION #1:

The complainant stated an identified resident had minimal involvement from therapy, which
resulted in the resident being bed- and wheelchair bound. Also, there were inconsistent
therapeutic goals for physical and occupational-therapy.

FINDINGS #1:

The complaint was investigated in conjunction with the facility's on-site Rece1t1ﬁcat1011 and State
Licensure survey conducted on July 13 to July 17, 2015.

*¥*The followmg observations were completed:

Medical equipment, including mechanical lifts and walkers, were observed throughout the
survey, and Medication Pass was observed.
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The following documents were reviewed:

The medical record of the identificd resident;

23 other residents’ records were reviewed for Quality of Care concerns;

The facility's Grievance file from Janunary to July 2015;

Resident Council minutes from July 2014 to June 2015;

The facility's Incident and Accident reports from August 2014 to July 2015; and,
The fucility's Allegation of Abuse reports from June 2014 to July 2015.

The following interviews were completed:

Four residents were mterviewed regarding Quality of Care concerns;

Two residents' family meinbers were interviewed regarding Quality of Care conceins;

Six resident's in the Resident Group were interviewed regarding Quality of Care concerns;
Two CNAs were interviewed regarding the accessibility of mechanical lifts in the facility;

The Director of Nursing and the Adminisirator were interviewed regarding various Quality of
Care concerns; and, the Director of Rehabilitaiion, a Physical Therapist, an Gccupational
Therapist, and & Physical Therapist Assistant were inferviewed regarding therapy conceins. **#

Five other resident’s medical records were reviewed for therapy needs and therapeutic goals and

no concerns were found, four residents and two residents’ family members were interviewed and
" no therapy concerns were noted. Six residents in the Resident Group interview did not express
concerns with therapy. :

The identified resident’s medical record was reviewed for therapy concerns. Physical and
occupational progress notes documetied the resident received therapy as ordered and specific
goals were identified.

The Director of Rehabilitation said the resident received appropriate therapy for his/her condition
and she discussed goals to the resident and family. A Physical Therapist, an Qccupational
Therapist and a Physical Thtrapist Assistant were interviewed and they all said they had worked
with the identified resident, provided appropriate therapy for the resident and discussed the goals
listed in the therapy plan of care with the resident.

Based on the recard review, resident, resident's family and stafl interviews it was determined the
allegation could not be substantiated.

CONCLUSION:

Unsubstantiated, Lack of sufficient evidence.
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ALLEGATION #2:

The complainant stated mechanical lifts were not readily available for staff to use with residents
and staff had built a platform walker from parts taken from other residents medical equipment.

FINDINGS #2:

Medical equipiment, including mechanical lifts and walkers, were observed throughout the
facility during the survey.

Two CNAs were interviewed regarding mechanical availability and they said they have enough
equipiment for the residents needs and equipment is located throughout the facility.

The Director of Rehabilitation said mechanical and sit-to-stand lifts are not normally used for
therapy but are a nursing tool- in a particular case a sit to stand during therapy sessions is used
per resident request. -

An Occupational Therapist said therapy uses a standing frame device, which is similar to a sit-to-
stand, but residents refuse to use it.

A Physical Therapist said the sit-to-stand is only used during therapy evaluations, however she
uses it for a resident to accommodate their wishes.

A Phys.iéal Therapist said there was one day when the battery stopped working on a sit-to-stand,
but the battery was replaced that samme day. :

An Occupational Therapist and Physical Therapy Assistant said the platform walker is an
adaptive device which is resident specific, so the facility has different parts for different
resident's needs and it takes about five minutes to put on and take off the pieces. They said the
parts are not taken from other resident's medical equipment,

Based on observation, the record review and staff interview it was determined the allegation
could not be substantiated.

CONCLUSION:

Upsubstantiated. Lack of sufficient evidence.

ALLEGATION #3:

The complainant stated an identified resident did not receive a pain medication prior to a therapy

session. The resident could not participate in therapy due to the missed medication and staff
marked the medication as a refusal.
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FINDINGS #3:

The identified resident's medical record was reviewed for pain medications.
Six other residents records were reviewed for pain mmedications.

Four residents were interviewed regarding Quality of Care conceins and pain medication was not
an issue. Two residents family members were interviewed regarding Quality of Care concerns
and pain medication was not an issue. Six resident’s in the Resident Group were interviewed

regarding Quality of Care concerns and they said they received their pain medications in a timely
manner and prior to therapy.

Two CNAs were interviewed regarding the accessibility of mechanical lifts in the facility, and,
‘a Physical Therapist, an Occupational Therapist, and a Physical Therapist Assistant were
interviewed regarding pain medications prior to therapy and they said residents were medicated
prior to the start of therapy.

Based on the record review, and Resident Group, resident, resident family and staff interview, it
‘was determined the allegation could not be substantiated.

CONCLUSION:
Unsubstantiated. Tack of sufficient evidence.
ALLEGATION #4:

The resident developed a pressure sore, which deteriorated due to lack of preventative care and
treatment.

FINDINGS #4:
Several residents and the identified resident's skin treatments and interventions were observed.
Several residents and the identified resident's treatment and prevention orders were reviewed.

- Nursing staff and the Director of Nursing were interviewed regarding skin treatments and
preventative care. '

Based on observation, record review and staff interview it was determined the allegation could
not be substantiated.

CONCLUSION:

Unsubstantiated. Lack of sufficient evidence.
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ALLEGATION #5:

The Faeility documented the resident was refusing medications when the resident was having
emesis and not able to tolerate the medications and some foods.

FINDINGS #5:

Several resident& and the identified resident's medical records were reviewed.

‘Based on record review it was determined the allegation could not be substantiated.
CONCLUSION:

Unsubstantiated, Lack of sufficient evidence.

ALLEGATION #6:

The resident's physician's order for Prilosec was not implemented in a timely manner.
FINDINGS #6:

Based on record review, i was determined this allegation could not be substantiated for the
identified resident, but was found for another resident and was cited at F431,

CONCLUSION:
Substantiated, Federal deficiencies related to the allegation are cited.
ALLEGATION #7:

The resident experienced a fali due to staff error, but the fall was documented as the resident's
inability to participate in a transfer. :

FINDINGS #7:

~ Based on record review, it was determined this aliegation conld not be substantiated for the
identified resident, but a fall for another resident was cited af F323,

CONCLUSION:

Substantiated. Federal deficiencies related to the allegation are cited.
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ALLEGATION #8:

A Urinary Tract Infection (UTI ) and cellulitis were not recognized and treated, nor was
Pancreatitis, until family members insisted the resident be taken to the Emergency Roomn (ER)
for evaluation,

FINDINGS #8:

Several residents were reviewed for Quality of Care concerns.
The identified resident's UTI, cellulitis and pancreatitis treatment orders were reviewed.

Nursing staff and the Director of Nursing were interviewed regarding treatment of infections.

Based on record review and staff interview, it was determined the allegation could not be
substantiated.

CONCLUSION:
Unsubstantiated. Lack of sufficient evidence.
ALLEGATION #9:

The issues addressed by the allegation were brought to the attention of the facility leadership,
particularly the DNS, but they have not been resolved.

FINDINGS #9:

The facility grievance file was reviewed and, grievances for the identified resident were
reviewed.

Interviews with ten residents and two family members revealed they did not have a concern with
management staff addressing their concerns. Management staff and the Director of Nursing were

interviewed regarding resident and family concerns.

Based on record review, resident, family and staff interviews it was determined the allegation
could not be substantiated,

CONCLUSION:

Unsubstantiated. Lack of éufﬁcient evidence.
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Based on the findings of the investigation, deficiencies were cited and included on the Statement
of Deficiencies and Plan of Correction forms, No response is necessary to this findings Ictter, as
it will be addressed in the provider's Plan of Comection.

If you have questions, comments or concerns regarding our investigation, please contact David
Scott, R.N. er Nina Sanderson, L.S.W., Supervisors, Long Tern Care at (208) 334-6626, option
2. Thank you for the cowrtesy and cooperation you and your statf extended to us in the course of
oty investigation,

Sincerely,
\ ', g&o’d
DAVID SCOTT, RN, Supervisor

Long Tetim Care

DS/pmt
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Dear My. Rudd:

On July 17, 2015, an unannounced on-site complaint survey OR investigation of an
entity-reported incident was conducted at Apex Center. The complaint allegations or
entity-reported incidents, findings and conclusions are as follows:

Complaint or Entity-Report Incident #1D00006897

ALLEGATION #1.

An identified resident was offered a meal upon admission. The resident requested first to nse the
bathroom. The resident was provided a urinal, but needed to have a bowel moyement. The resident was
taken to the bathroom, but not provided assistance to get out of, or back into the wheelchair. By the time
the resident retuined, the meal was cold.

FINDINGS #1:

“The.complaint was investigated in conjunction with the facility's Federal Recestification and State
Licensure survey from July 13 to July 17, 2015.

Several staff were observed during the provision of cares and medication administrations for multiple
residents, Interactions between staff members and residents were observed in dining rooms and in
residents’ rooms during meal times. Temping of foods was observed and meal service food trays were
tested by survey teamn members.
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The following records and decuments were reviewed:

The identified resident's medical record;

* The medical records of twenty-three other residents related to Quality of Care concerns;
The facility's Grievance files from January to July 2015;

Resident Council meeting minutes from July 2014 to June 2015;

The facility's Incident and Accident reports from August 2014 to July 2015;

The facility's Allegation of Abuse reports from June 2014 to July 2015; and,

Food temperature records.

The following interviews were completed:

Four residents and two family members regarding quality of life and quality of care;

Six residents in a Resident Group Interview regarding quality of life and quality of care;
The Food Services Supervisor;

The Registered Dietitian (RID); )

Several direct care staff, including licensed nurses and Certified Nursing Assistants; and,
The Director of Nursing Services (DNS).

Based on observations of staff during the provision of care to multiple residents and resident and staff
interviews, lack of staff assistance with toileting and/or cold food was not identified as an issue.
Additionally, residents in the group interview said that cold food, which had been an issue previously,
was better.

© Per review of medical records for multiple residents, including the identified resident, lack of toileting
assistance and cold food temperature was not identified. In addition, per the food temperature records

and food fest trays, cold food teinperature was not identified as an issue.

Based on observations, records reviewed and interviews, it was determined the allegation could not be
substantiated.

CONCLUSION:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

The complainant questioned whether the RD was qualified.

FINDINGS #2:

Based on review of the identified resident's medical record, including diet orders, and the

saine-for several other residents, as well as observations and multiple interviews, no irregularities
were identified.
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CONCLUSION:
Unsubstantiated. Lack of sufficient evidence.
ALLEGATION #3:

The facility agreed to provide a daily milkshake, however, the resident did not consistently receive this
throughont his/her stay.

FINDINGS #3:

Based on observations, interviews and record reviews, residents were offered afterncon snacks.
In addition, the identified resident's medical record contained documentation that the resident
refused the afternoon milkshake several times and told staff the milkshake would be lequested
when the resident wanted it.

CONCLUSION:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #4:

The resident did not receive Zinc Sulfate for several days after admission.

FINDINGS #4:

Based on record review and interview with the Director of Nursing, Zine Sulfate was not available for
administration to the identified resident. The allegation was substantiated and the deficient practice was
cited at F 431,

CONCLUSION:

Substantiated. Federal deficiencies related to the allegation are cited.

ALLEGATION #5;

The facility discontinued the resident's Calcium/Magnesium/Zine supplement, which was "not allowed."
FINDINGS #5:

The identified resident's inedical record documented a supplement with the combination )
calcium/magnesium/zine/vitamin I twice a day was included in the admission orders. The day after
admnission, a Nwrse Practitioner discontinued the combination supplement altogether. However, the

combination supplement was reordered later that same day. The combination supplement was
administered to the resident after that.
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Based on review of the medical records of several residents and the facility's grievance files, the
allegation was substantiated and the deficient practice was cited at F 431,

CONCLUSION;

Substantiated. Federal deficiencies related to the allegation are cited,

ALLEGATION #6:

The resident’s left knee became swollen and hot to the touch,

FINDINGS #6:

Per review of the identified resident's medical record, an orthopedic physician examined the vesident's
knee when it was swollen and hot to the touch. The physician documented the symptoms were expected
and "appears to be normal.” The allegation was not substantiated and deficient practice was not cited.
CONCLUSION:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #7:

The resident's pain was not controlled. Twuo days afier admission, the vesident went from 5:15 AM until
dinner with no pain medication. The resident then began to experience severe leg cramps. Only when
directed by the resident’s family member did the nurse realizc the resident had a medication crder for the

cramps, and provided it. The resident also experienced a delay receiving pain medication two days Jater,

FINDINGS #7:

The identified resident’s medical record documented he/she was able to make histher needs known, Tt
also documented that as needed, pain medication was administered when the resident complained of pain
and requested the medication two, and four days after admission.

The allegation was not substantiated.

CONCILUSION:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #8:

Afler receiving pain and anti-anxiety medications, the resident was too sleepy to ¢at,
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FINDINGS #38:

The identified resident's meal intake records documented the resident ate 25% of the evening meal and
100% of the bedtime snack on the day in question. There was no documented evidence the resident was
too sleepy to eat after a pain medication and an anti-anxiety medication were administered.

Based on the record review, the allegation could not be substantiated, therefore deficient practice was not
cited.

CONCLUSION:
Unsubstantiated. Lack of sufficient evidence.
ATLLEGATION #09:

During an identified resident's first care conference after admission, the resident's family inember
expressed dissatisfaction with the care the resident received. The social worker was present, made notes,
but did not offer to move the resident to another facility.

FINDINGS #9:

The identified resident, family member, social worker, nurse, two therapists and activity staff attended
the resident's first care conference after admission. The social worker documented the conference and
noted the resident asked to utilize home health services after discharge and that pain medication be
scheduled. The social worker noted the spouse was concerned about weight loss and increased redness
and swelling in the resident's knee. The concerns were addressed during the conference. The knee was
assessed as less red and swollen, education was provided regarding weight loss related to edema and
fluid loss, and an order for scheduled pain medication was requested.

Based on record review and the facility's grievance investigation, concerns were voiced during the care
conference. The allegation was substantiated, however, deficient practicc was not identified or cited.

CONCLUSION:
Substantiated. No deficiencies related to the allegation are cited.
ALLEGATION #10:

On the fourth evening after admission, the identificd resident was offered two meals for dinner, which
was incounsistent with the diet order.

FINDINGS #10:

The identified resident’s transfer orders to the facility included a general diet with six meals a day. Meal
intake records documnented the resident ate 100 percent of the evening meal on the fowth day after
admission.
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Per observations and interviews, two meals during the same meal service were not provided unless
requested.

The sliepation could not be substantiated.

CONCLUSION:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #11:

The identified resident's knee was "forced back to get a better reading of improvement."”

FINDINGS#11:

The identified resident's medical record documented a physical therapist had the resident perform active
range of motion and assisted range of mation in order to measure extension and flexion of the knee joint.
The resident was instructed to stop the therapist if needed due to pain. Additionally, the orthopedic

surgeon documented improved knee range of motion four days after admission to the facility.

Therapy sessions with residents were observed and several residents and staff, including physical
therapist, were interviewed. There were no observations or reports of forced therapy.

The allegation could not be substantiated.
CONCLUSION:

Uj‘lsubstﬂutiatcd‘ Lack of sufficieut evidence.
ALLEGATION #12:

The tdentified resident’s knee was again painiul and swollen. The facility scheduled a "test for blood
clots” to take place the next day. The resident's family member had not been informed of this
appointinent until dinuver time the night before the appointment.

FINDINGS #12:

The identified resident’s medical record contained documentation that the resident’s family member was
informed of the scheduled test the evening before the appointment.

Per interviews with several residents and two family members, not:hcatiou to family members wgald ing
new orders and tests was not identified as a concern.

Review of the facility's grievance files revealed that notification to family members regarding new orders
and tests was not identified as a concern.
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The allegation was substantisted, based on the interviews and grievance file reviews, deficient practice
was not identified or cited.

CONCLUSION:
Substantiated. No deficiencies related 1o the allegation are cited.
ALLEGATION #13:

The identified resident's family member requested the resident be moved to another facility due to
nutritional concerns and because the resident's knee had become swollen and required further testing.
The transfer was delayed a day due to lack of beds available at the receiving facility. The resideni's
family member was informed at 11:00 AM on the day of fransfer that a bed was available and
information w requested at 9:00 AM but the facility had not provided it.

- FINDINGS #13:

The identified resident’s medical record documented the facility's social worker communicated with the
receiving facility the day before discharge and sent requived fnformation to the receiving facility on the
day of discharge. It also contained documentation that the resident was discharged from the facility at
320 PM.

Per interviews with facility staff, including the sceial worker, the facility expedited the discharge as
guickly as possible.

The facility's grievance investigation noted the facility's social worker was notified at 2:20 PM on the day
of discharge that the resident was approved for adimission to the receiving facility.

The allegation conld not be substantiated.

CONCLUSION:

Unsnbstantiated. Lack of sufficient evidence.

ALLEGATION #14:

The identified resident left the facility at 10:15 AM for an ultrasonnd appointment but the orders were
not sent with the resident. By noon, the orders stifl had not been received. The resident was sent to the
appointment with no lunch, so the resident's family member provided a power bar and a soda. The

resident returned to the faciiity at 2:15 PM and was given pain inedication on an empty stomach. The
resident’s family member was told the kitchen was closed at that time.

EFINDINGS #14:

The identificd resident's medical record documented he/she had an ulfrasound test on the day in question
and received a pain medication at 3:00 PM that aflernoon.
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Per interviews with residents, family members and staff, no concerns were identified regarding
appointments outside the facility, food availability, or pain medications.

The facility's investigation documented that on the day of the ultrasound, the resident left the facility at
10:30 AM and the ultrasound provided notified the facility at 1:00 PM that clarification of the ultrasound
order was needed. The physician was contacted and the clarification was obtained and sent to the
ulirasound provider.

The allegation was substantiated, however deficient practice was not identified or cited.

CONCLUSION:

Substaniiated. No deficiencies related to the allegation are cited.

ALLEGATION #15:

The resident weighed 234 pounds at the time of admission to the facility. The resident weighed 231
pounds three days later and the day after discharge the resident weighed 228 pounds.

FINDINGS #15:

The identified resident's medical record documented the resident was admitted to the facility with lower
extremity edema, was on a diuretic, and lost three pound in five days.

The allegation was substantiated., however deficient practice was not identified or cited.
CONCLUSION:

Substantiated. No deficiencies related to the allegation are cited.

ALLEGATION #l16:

There are not enough staff to ensure charting and cares are completed timely.
FINDINGS #16:

Based on review of nursing hours records and the medical records of several residents, observations and
interviews, the allegation was not substanfiated.

CONCLUSION:

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

If you have gquestions, comments or concerns regarding our invesiigation, please contact David
Scott, R.N. or Nina Sanderson, L.5.W., Supesvisors, Long Term Care at (208) 334-6626, option
2. Thank you for the courtesy and cooperation you and your staff extended to us in the course of

our investigation.

Sincerely,

David Scot{, RN, Supervisor

Long Ferim C§
WA St

DS/pmt
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Dear Mr. Rudd:
On July 17, 2015, an unannounced on-site complaiﬂt survey was conducted at Apex Center.
The following documents were reviewed during the survey:

The medical record of the identified resident;

Twenty three other residents were reviewed for Quality of Care concerns;

Resident Council Meeting minutes from July 2014 to June 2015; .

The facility's Grievances from January 2015 to July 2015; ' , -
The facility's Incident and Accident reports from August 2014 to July 2015; and

The facility's Reportable Investigation records from June 2014 to July 2015.

The following interviews were completed:

Four residents;

Two resident advocates;

Six residents in the Resident Group; ’

The Assistant Director of Nursing, the Unit Manager; and,

The Director of Nursing were interviewed regarding Quality of Care concerns.

The compIainf allegations, findings and conclusions are as follows:
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Complaint #1ID00007052
ALLEGATION #1:

A resident advocate requested that a prescribed sleeping med1cat1on not be administered to a
resident related to safety concerns. :

FINDINGS #1:

It was determined based on resident and staff interviews and records review the allegation could
not be substantiated.

" CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.
ALLEGATION #2:

o Residents rooms were cluttered, dirty, and in "disarray."
e  Dirty full urinals left in resident rooms for extended periods of time.

FINDINGS #2:

Based on observation, Resident Council ininutes, resident group interview, and staff interview, 1t
was determined the facility failed to ensure:

A toilet was cleaned in two sampled resident's bathrooms;

The floors in the facility were clean, free of debris and in good repair;

Trash was picked up outside of the facility exits;

The shower stall floors in hallways were cleaned;

Hand sanitizer dispensers, fire extinguisher boxes, thermostat covers, aud paper towel
dispensers were free of dust and grease build-up;

A smoking apron in the smoking area was free from stains; and,

e A refrigerator in a sampled resident's room was free from spilled hqu1ds expired food, and
temperatures were documented.

It was determined the facility did not ensure resident rooms, bathrooms, and common areas were
kept clean and free front lingering odors. Therefore, this allegation was substantiated and cited at
F253.
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CONCLUSIONS:
Substantiated, Federal deficiencies related to the allegation are cited.
ALLEGATION #3:

An identified resident engaged in activities which were inconsistent with physician-ordered
sternal precautions.

FINDINGS #3:
- The facility did not clarify and/or implement a resident's order for sternal precauﬁons with the

surgeon. Failure to receive clarification led to the resident performing tasks which were
contraindicated. Therefore, this allegation was substantiated and cited a F-309.

CONCLUSIONS:
Substantiated. Federal deficiencies related to the allegation are cited.
ALLEGATION #4:

A Resident advocate was not notified when a resident experienced a change of condition on two
separate occasions.

FINDINGS #4:

The identified resident's medical record and twenty two other sampled resident's records were
reviewed and did not identify concerns related to resident advocates not receiving notification.

Four resident advocates, two residents, and six residents in the Resident Group meeting were
interviewed and did not express concerns related to notification.

Twenty two sampled resident records and grievances were reviewed and did not document
concerns related to notification. ‘ '

It could not be determined the facilily had not notified resident advocates when a resident
experienced a change in condition. Therefore, the allegation was unsubstantiated and no deficient
practice was cited. '
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ALLEGATION #3:

A resident had bloody drainape from their surgical drain tube on severai occasions.

FINDINGS #5:

The resident's medical record was reviewed and documented the identified concern had been
addressed by the facility's Medical Director and the resident’s out patient provider, The medical

record documented the drain tube was being monitored regularly by nursing staff.

The Unit Manager and the Director of Nursing were interviewed and confirmed the concern had
been reported to the facility. The Unit Manager confirmed the Medical Director had been notified
and the drain tube was being monitored reguiarly.

It could not be determined the facility failed to drain the tube consistently, No deficient practice
was cited.

CONCLUSIONS:
Tnsubstantiated. Lack of sufficient evidence.
ALLEGATION #06:

A resident's call light did not work, it was replaced, however the non-working one was left in the
resident's room, Call light response times were slow,

FINDINGS #6:

During the survey, call lights were observed to be in proper working order and were answered in
within an appropriate amount of time.

The facility's call light audits were reviewed and did not identily concerns related to excessive
- staff response fimes,

Resident Council Meeting minutes and Grievances were reviewed from July 2014 to June 2015
and when/if call light issues were identified by the group the facility was notlféed and addressed
the concerns.

Four residents and two resident advocates were interviewed and did not verbalize concerns
related to eall lights.
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The allegation was unsubstantiated and no deficient practice was idcntiﬁf;d,
CONCLUSIONS: ”
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #7:

Bed and pillows were old, uncomfortable, dirty, and disrepair.

FINDINGS #7:

It was determined the facility failed to provide linen in good repair for resident use. The - -
allegation was substantiated and cited at F254.

CONCLUSIONS:

Substantiated. Federal deficiencies related to the allegation are cited.

ALLEGATION #8: |

On May 5, 2015, the facility did not have enough staff on evening shift to meet resident needs.
PINDINGS #8:

Resident Council Meeting minutes and Grievances were reviewed from July 2014 to Tune 2015
and did not identify concerns related to inadequate staffing on the evening shifi.

The facility's staffing schedules were reviewed from April 2015 to June 2015 and did not identify
concerns related to inadequate staffing on the evening shifts.

Four residents and two resident advocates were interviewed and did not verbalize concerns
related to staffing on the evening shift,

The allegation was unsubstautiated and no deficient praetice was identified,
‘CONCLUSIONS:

Ungubstantiated. Lack of sufficient evidence.
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. ALLEGATION #9:

The facility tried to dissuade a resident's advocate from taking the resident home on a Friday. The
 resident advocate felt misled when filling out discharge paperwork.

FINDINGS #9:

Review of the resident's medical record documenied the resident's advocates requested the
discharge on the same day the resident discharged. The record documented the facility had set up
" coordinated care services for the resident after discharge. The requested services would not be
available to the resident until Monday of the following week. The resident advocates were
informed services would not be available and the facility requested the resident remain in the
facility. The resident and resident's advocates declined and the resident discharged on Friday.

It was determined the facility had encouraged the resident to stay there through the weekend to
ensure coordinated services would be available on Monday. The allegation was unsubstantiated
and no deficient practice was cited,

CONCLUSIONS:
Unsubstantiated, Lack of sufficient evidence,

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

If you have questions, comnments or concerns regarding our investigation, please contact David

~ Scott, R.N. or Nina Sanderson, L.5.W., Supervisors, Long Term Care at (208) 334-6620, option
2. Thank you for the courtesy and cooperation you and your staff extended to us in the course of
our investigation,

'Smcerely,

Vi Ddvionin)

Nina Sanderson, LSW, Supervisor
Long Term Care :

NSA;j
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August 11, 2015

Joseph B. Rudd, Administrator
Apex Center ‘
8211 Ustick Road

Boise, ITY 83704-5756

Provider #: 135079

Dear Mr. Rudd:

On July 17, 2015, an unannounced on-site complaint survey was conducted at Apex Center. The
complaint was investigated in conjunction with the facility's Recertification and State Licensure
survey of July 13 to July 17, 2015. ‘

Residents were observed for oxygen needs during the survey,
The following documents were reviewed:

The medical record of the identified resident; o

23 other residents' records were reviewed for Quality of Care concerns;

The facility's Grievance file from January to July 2015;

Resident Council minutes from July 2014 to June 2015, &

The facility's Incident and Accident reports from Angust 2014 to July 2015; and,
The facility's Allegation of Abuse reports from June 2014 to July 2015.

The following interviews were completed:

e Four residents were interviewed regarding Quality of Care concems;
» Two residents’ family members were interviewed regarding Quality of Care concerns;
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e Six residents in the Resident Group were interviewed regarding Quality of Care concems;
o Three nurses were asked about oxygen usage for residents; and,

¢ The Director of Nursing Services was interviewed regarding Quality of Care concems.
The complaint allegations, findings and conclusions are as follows:

Complaint #6992

ALLEGATION #1:

The complainant stated an identified resident's oxypgen canister was found empty.

FINDINGS #1:

The identified resident no longer resided in the facility at the time the complaint was
investigated.

The allegation was substantiated with other residents during the survey and the facility was cited
at F323.

CONCILUSIONS:
Substantiated. Federal deficiencies related to the allegation are cited.

ALLEGATION #2:

The complainant stated an identified resident experienced an increasc in pain after the {acility's
van made a sudden stop.

FINDINGS #2:

The identified resident no longer resided in the facility at the time the complaint was
investigated, ’

. The allegation was substantiated and the facility was cited at F323.

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

. Based on the findings of the investigation, deficiencies were cited and included on the Staterment
of Deficiencies and Plan of Correction forms. Ne response is necessary to this findings letter, as
it will be addressed in the provider's Plan of Correction.
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If you have questions, comments or concerns regarding our investigation, please contact David
Scott, R.N. or Nina Sanderson, L.S.W., Supervisors, Long Term Care at (208) 334-6626, option
2. Thank you for the courtesy and 000perat10n you and your staff extended to us in the course of
our investigation.

Since eiyg
\ el

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

DS/dmj

£
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August 10, 2015

Joseph B. Rudd, Administrator
Apex Center

8211 Ustick Road

Boise, 1D 83704-5756

Provider #: 135079

Dear Mr, Rudd:

On July 17, 20185, an unannounced on-site complaint survey was conducted at Apex Center. The
complaint was investigated in conjunction with the facility's Recertification and State Licensure
survey conducted on July 13 to July 17, 2015,

The following observations were completed:

s The entire facility was observed for cleanliness;
o (Call light accessibility, belongings on the floors, care directive signs.

The following documents were reviewed:

o The medical record of the identified resident;

o 23 ather residenis’ records were reviewed for Quality of Life concerns;

o The facility's Grievance file from January to July 2015;

s Resident Council minutes from July 2014 to June 2015;

o The facility's Incident and Accident reports from August 2014 to July 2015; and,
"o The facility's Allegation of Abuse reports from June 2014 to July 2015.
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The following imerviews were completed:

o  Four residents were interviewed regarding Quality of Life concerns;

¢ Two residents' family members were interviewed regarding Quality of Life concerns;

e Six residents in the Resident Group were interviewed regarding Quality of Life concerns;

s Two housckeepers and the Director of Environmental services were interviewed regarding
cleaning issues; and,

s The Director of Nursing Services was interviewed regarding Quality of Life concerns.*

The complaint aliegations, findings and conclusions are as follows:

Complaint #6800

ALLEGATION #1:

The complainant stated eyeglasses for an identified resident had heen treated carelessly and were
found on the floor, in spilt liquids and inapprepriate places.

FINDINGS #1:

Observations were made in the identified resident's room and eight other residents’ rooms. There
were no observations of eyeglasses found in inappropriate areas,

Twao housekeepers were interviewed regarding cleaning techniques and they said residents’
belongings were treated respectfully;

Four residents interviewed expressed no concerns for eyeglasses;
Twa residents’ family members interviewed expressed no concems for eyeglasses; and,
Six residents in the Resident Group interviewed expressed no concerns for eyeglasses.

Based on observations; resident, family and staff interviews, it was determined the allegation
could not be substantiated.

CONCLUSIONS: -
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

The complainant staied there were spilt liquids and other substances found on the resident’s room
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and facility's floors that had not been cleaned for long periods.
FINDINGS #2:

The ailegation was subsiantiated and the facility was cited at F253.

CONCLUSIONS: _ :
Substantiated. No deficiencies related to the allegation are cited.

ALLEGATION #3:

The complainant stated an identified resident's personal belongings, including clothing, were
often found on the floor,

FINDINGS #3:

The allegation was substantiated for another resident during the survey and the facility was cited
at F441,

CONCLUSIONS:
Substantiated. No deficiencies related to the allegation are cited.

ALLEGATION #4:

The complainani stated an identified resident's call light was found on the floor and/or placed
where the resident could not reach it.

FINDINGS #4:

Call light placement was observed for all resldents in the facility and all 1e51dents had call lights
within reach.

The facility's Grievance file from January to July 2015 was reviewed and call light placement
was not identified as an issue. Resident Council minutes from July 2014 10 June 2015 were
reviewed and call light placement was not identified as an issue,

Four residents were interviewed and call light placement was not identified as an issue.
Two residents' family members were interviewed and call light placement was not identified as

an issue; and, six residents in the Resident Group were mtervmwed and call light placement was
not identified as an issue.
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Based on observations, records reviewed, residents and family interviews, it was determined the
allegation could not be substantiated. -

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence,

ALLEGATION #5:

The complainant stated there was a sign above identified resident's bed which included care
directives.

FINDINGS #5:
The allegation was substantiated and the facility was cited at 241,

CONCLUSIONS:
Substantiated. No deficiencies related to the allegation are cited.

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

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

Sincerely, g .
DAVID SCOTT, R.N., Supew1501

Long Term Care

DS/dmyj
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March 8, 2016

Joseph Rudd, Administrator
Apex Center

8211 Ustick Road

Boise, ID 83704-5756

Provider #: 135079

Dear Mr. Rudd:

On July 17, 2015, an unannounced on-site complaint survey was conducted at Apex Center. The
complaint was investigated in conjunction with the facility's Recertification and State Licensure
survey conducted July 13, 2015 to July 17, 2015.

The clinical record of the identified resident and twenty-three other residents were reviewed
regarding quality of life and quality of care. The facility's Grievance files for January to July
2015 were reviewed, as were Resident Council meeting minutes for July 2014 to June 2015,
Incident and Accident reports for August 2014 to July 2015, Abuse Allegation reports for June
2014 to July 2015, and nurse staffing records for November 2014 to July 2015.

Interviews were conducted with four residents, two family members, and six residents in a group
interview about quality of life and quality of care. Three licensed nurses, two Certified Nursing
Assistants, the Director of Nursing Services, the Social Worker, and the Administrator were
interviewed about quality of life and quality of care.

Licensed Nurses, Certified Nursing Assistants, and therapy staff were observed as they provided
care and assistance to residents.
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The complaint allegations, findings and conclusions are as follows:
Complaint #ID00006938
ALLEGATION #1:

The complainant stated the identified resident experienced an unwitnessed fall from a wheelchair
and was transported to a local hospital where he/she was admitted for facial trauma and a fracture
to the second cervical vertebrae.

FINDINGS:

On the morning of the incident, the resident was awake and wanted to get up for breakfast. The
resident's Nutrition Care Plan documented staff were to get the resident up for meals. A
Certified Nursing Assistant helped the resident to dress and get into the wheelchair, then took the
resident to the sink to finish grooming. At this time, the Certified Nursing Assistant heard
another resident's bed alarm sound and left to assist the other resident. A Licensed Nurse
observed the resident in the wheelchair by the sink while on the way to give medications to other
residents. The resident was alone for approximately ten to fifteen minutes before he/she was
found on the floor by the sink. The nurse assessed the resident, vital signs were checked, and
neurological checks were initiated. The resident was assisted from the floor with a mechanical
lift. The physician was notified and gave an order to transfer the resident to a hospital for
evaluation. In the month prior to the fall, the resident had demonstrated safe and effective use of
the wheelchair, with no concerns related to positioning or safety. It was determined the resident
fell asleep while sitting in the wheelchair. The allegation was not substantiated.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

The facility lost the identified resident's upper denture, which had been purchased with private
funds. '

FINDINGS:

- Based on record review and staff interviews, the allegation was substantiated and the facility was
cited at F411. '
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CONCLUSIONS:
Substantiated. Federal deficiencies related to the allegation are cited.

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

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

o

Sincerdly,

David Sc&tt, R.N., Supervisor
Long Term Care

DS/l
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Joseph Rudd, Administrator
Apex Center

8211 Ustick Road

Boise, ID 83704-5756

Provider #; 135079

Dear Mr. Rudd:

On July 17, 2015; an unannounced on-site complaint survey was conducted at Apex Center. The
complaint was investigated in conjunction with the facility's Recertification and State Licensure
survey conducted July 13, 2015 to July 17, 2015.

The clinical record of the identified resident and twenty-three other residents were reviewed
regarding quality of life, quality of care, and the environment. The facility's Grievance files for
January to July 2015 were reviewed, as were Resident Council meeting minutes for July 2014 to
June 2015, Incident and Accident reports for August 2014 to July 2015, Abuse Allegation reports
for June 2014 to July 2015, and nurse statfing records for November 2014 to July 2015.

Interviews were conducted with four residents, two family members, and six residents in a group
interview about quality of life, quality of care, and the environment. Three licensed nurses, two
Certified Nursing Assistants, the Director of Nursing Services, the Social Worker, and the
Administrator were interviewed about quality of life and quality of care. The Director of
Environmental Services and two housekeepers were interviewed about the facility environment.

An initial tour of residents' rooms was conducted immediately after the survey team entered the
facility on July 13, 2015. In addition, staffs' responses to call lights and the condition of bed
linens was observed throughout the survey.
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The complaint allegations, findings and conclusions are as follows:
Complaint #ID00007006

ALLEGATION #1:

Clean sheets are placed on top of wet, soiled sheets.

FINDINGS:

There were no observations of clean sheets placed on top of wet, soiled sheets. However, the
allegation was substantiated related to other linen issues and the deficient practice was cited a
F254.

CONCLUSIONS:

Substantiated. Federal deﬁciencies related to the allegation are cited.
ALLEGATION #2:

Staff did not respond to a call light for twenty-five minutes.
FINDINGS:

Based on observations and interviews with residents and family members, it was determined the
call lights were answered timely. In addition, record reviews, including staffing hours and
grievance files, did not reveal deficient practice. The allegation could not be substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.
ALLEGATION #3:

Blood was not drawn as requested.
FINDINGS:

Based on review of the identified resident's clinical record and staff interview, it was determined
the physician ordered non-urgent blood tests, which were completed on the next scheduled day
for blood work to be done in the facility. During interviews with individual residents, family
members, and the Resident Group, concerns about blood testing were not expressed. Review of
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the medical records of the other residents and grievance files revealed concerns about blood
testing were not identified. The allegation was not substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.
ALLEGATION #4:
The resident's chest was congested and there was a concern the resident might get pneumonia.

FINDING #4:

The medical record documented the identified resident's lung sounds were clear during the
facility stay and that a chest x-ray was ordered and completed one day after the resident
complained of a sore throat. The x-ray was negative. The allegation was not substantiated.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

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

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

N

David Scott, R.N., Supervisor
Long Term Care

DS/
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Joseph Rudd, Administrator
Apex Center

8211 Ustick Road

Boise, ID 83704-5756

Provider #: 135079
Dear Mr. Rudd:

On July 17, 2015, an unannounced on-site complaint survey at Apex Center. The complaint was
investigated in conjunction with the facility's Recertification and State Licensure survey
conducted July 13, 2015 to July 17, 2015.

The clinical record of the identified resident and twenty-three other residents were reviewed
regarding quality of life, quality of care, and admission paperwork. The facility's Grievance files
for January to July 2015 were reviewed, as were Resident Council meeting minutes for July 2014
to June 2015, Incident and Accident reports for August 2014 to July 2015, Abuse Allegation
reports for June 2014 to July 2015, and nurse staffing records for November 2014 to July 2015.

Interviews were conducted with four residents, two family members, and six residents in a
Resident Group interview about quality of life, quality of care, the environment, and the
admission process. Thiee licensed nurses, two Certified Nursing Assistants, the Director of
Nursing Services, the Social Worker, and the Administrator were interviewed about quality of
life and quality of care. Three therapy staff were interviewed about therapy issues. The Licensed
Nurses and the Business Office Manager were interviewed about the admission process. The
Director of Environmental Services and two housekeepers were interviewed about the facility
environment, |

The complaint allegations or entity-reported incidents, findings and conclusions are as follows:
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Complaint #ID00007095
ALLEGATION #1:

A copy of an identifed resident's admission papers were not provided.

FINDINGS:

An initial tour of residents' rooms was conducted immediately after the survey team entered the
facility on July 13, 2015, and the environment of the facility was observed throughout the survey.

Licensed Nurses, Certified Nursing Assistants, and therapy staff were observed as they provided
care and assistance to residents.

Based on the observations, record reviews, and interviews, the allegation was not substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

The identified resident was found laying across the bed and with feces everywhere.

FINDINGS:

Based on the initial tour of the facility, observations during survey, and interviews with staff,
Resident Group, and the group interview with residents, it was determined the facility did not
ensure cleanliness was maintained in residents' rooms, restrooms, and other areas of the facility.
The allegation was substantiated and cited at F 253.

CONCLUSIONS:

Substantiated. Federal deficiencies related to the allegation are cited.

ALLEGATION #3:

The Reporting Party was told the the facility had one staff member available overnight to take
care of the identified resident.
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FINDINGS:

Individual residents, residents in the Resident Group interview with surveyors, and family
members, did not express concerns about inadequate staffing on the night shift.

Review of the Resident Council meeting minutes, Grievance files, and Nurse Staffing records
revealed there were no night shift staffing concerns.

The allegation was not substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #4:

The identified resident had diarrhea for twenty-one hours without treatment from 5:00 pm on the
day of admission until 2:00 pm the next day.

FINDINGS:
The identified resident's clinical record documented the resident had loose bowel movements
then diarrhea during the twenty-one hours after admission. The record documented that after the

second episode of diarrhea, an anti-diarrthea medication was administered at 11:00 am the day
after admission.

The allegation was not substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #5:

The identified resident was dehydrated from diarrhea and started losing the ability to swallow.
A speech therapist evaluated the resident and determined there was too much risk of aspiration.

The speech therapist put the resident on nothing by mouth (NPO). Nothing was offered as an
alternative solution for eating and drinking.
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FINDINGS:

The identified resident's record documented a speech therapist assessed the resident to be at risk
for aspiration and recommended nothing by mouth. The record documented the physician
ordered small amounts of fluids by mouth as tolerated/desired and that the resident was able to
take a few sips at a time. The record also documented that two types of feeding tubes were
discussed with the resident's advocates who chose end of life care instead.

Concerns about fluids and food by mouth were not verbalized during the interviews with the
individual residents, the group of residents, or the family members.

The allegation was unsubstantiated and no deficient practice was identified.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

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

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

Long Term Care

DS/lj
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