IDAHO DEPARTMENT OF

HEALTH &« WELFARE

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

BUREAU OF FACILITY STANDARDS

3232 EMder Slreet

P.O. Box 83720

Boise, Idahe 83720-0009

PHONE: (208) 334-6626

© FAX:(208) 364-1688

E-mail: fsh@dhy.ideho.gov

August 14, 2015
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Dear Mr, Nahmensen:

On July 31, 2015, a health survey was conducted at Coeur d'Alene Health Care & Rehabilitation
Center by the Idaho Department of Health and Welfare, Division of Licensing and Certification,
Bureau of Facility Standards to determine if your facility was in compliance with state licensure
and federal participation requirements for nursing homes patticipating in the Medicare and/or
Medicaid programs. This survey found that your facility was not in substantial compliance with
Medicare and/or Medicaid program participation requirements. This survey found the most-
serious deficiency to be an isolated deficiency that constitutes actual harm that is not
immediate jeopardy, as documented on the enclosed CVIS-2567, whereby significant
corrections are required. A

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567 listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet,
answer each deficiency and state the date when each will be completed. NOTE: The alleged
compliance date must be after the "Date Survey Completed” (located in field X3.) Please
provide ONLY ONE completion date for each federal and state tag (if applicable) in
column (X5) Completion Date to signify when you allege that each tag will be back in
compliance., Waiver renewals may be requested on the Plan of Correction.
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After each deficiency has been answered and datéd, the administrator should sign the Form -
CMS-2567 and State Form (if applicable), Statement of Deficiencies and Plan of Correction in
the spaces provided and refurn the original(s) to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by August 27, 2015,
Failure to submit an acceptable PoC by August 27, 2015, may result in the imposition of civil -
monefaty penalties by September 16, 2015.

The components of a Plan of Correction as required hy CMS must:

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

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

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

s 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 colurnn (X5).

If the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved. Tf CMS has issued a letter giving nofice of inteut to

. implement a denial of payment for new Medicare/Medicaid adimissions, consider the
effective date of the remedy when determining your target date for achieving compliance.

o The administrator must sign and date the first page of the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form (if applicable),

All references to federal regulatory requirements confained in this letter are found in 77 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 Gfiice and/or St&te Medicaid Agency
must deny payments for new adwmissions,
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We ate recommending that Centers for Medicare & Medicaid Services (CMS) Region X impose
the following remedy:

e A ‘perinstance’ civil money penalty of $500.00 for the instance on July 31, 2015 described at
F 315 (S/S:G). V

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on January 21, 2016, if substantial compliance 1s not
achieved by that time.

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

I 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, 83720-0009; phone number: (208) 334-6626, option
2; fax number: (208) 364-1888, with your written credible allegation of compliance, If you
choose and so indicate, the PoC may constitute your allegation of compliance. We may accept
the written allegation of compliance and presume comphance until substantiated by a revisit or
other means. In such 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 8488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. To be given such an opporhunity, you are
required to send your wiitten request and all required information as directed in Informational
Letter #2001-10. Informatichal Letter #2001-10 can also be found on the Intemnet at:

hitp://healthandwelfare.ideho, gov/Providers/ProvidersFacilifies/StateFederalPrograms/NursingFa
cilities/tabid/434/Detault. aspx

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

o BFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 TDR Request Form - )
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This request must be received by August 27, 2015, If your request for informal dispute
resolution is received after August 27, 2015, the request will not be granted. An incomplete
“nformal dispute resolution process will not delay the effective date of any enforcement action.

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

Sincerely, i W .

NINA SANDERSON, L.S.W., Supervisor
Long Term Care

NS/
Enclosures
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F 000 . INITIAL COMMENTS ; F 000' :

. . Preparati d issi i
Thne following deficiencies were cited during the i paration and submission of this plan of

annual federal recedification and complaint ! ; correction does not constitute an admission or
| survey of your facilily. ‘ ! agreement by the provider of the truth of the
The surveyors conducting the survey ware: ! : facts alleged or correctness of the concluslons

" Linda Hukil-Mell, RN, Team Caordinator ; set forth on the statement of deficiencies, the

- Rebecca Tﬁomas, RN ' ¢ plan of correction Is prepared and submitted

? iﬁgg{: i\DdglrgZi 1;1:\1! BBSSEJ ; . salely because of the requirements under State

¢ and Federal law,

Tha survey team entered the facllity on 7/27/15 ¢ .
and exited on 7133115, : ¢ This Plan of Correction will serve as the

- | . Facllity’s allegation of substantial compliance
Supvay Definitions: : :

ADL = Activitios of Craily Living

BIMS = Brisf interview for Mental Status
cm = Centimeaters

- CNA = Certified Nurse Aids ) : ) RECEIVE
_DGS = Director of Clinicat Services : :
: E = Employes aPT L5 0

] “

LN = Licensed Nuge | i Sl - e
. LSWLicensed Social Worker _ CEACHITY $TA
" MAR = Medication Adminisiration Record : : TANLTE 2 ”U» ROS
MCO=Manager of Clinical Operalions ;
wWDS = Minimum Data Sel assessment :
. MG=Miilligramns i
N&=Director of Nursing Services
PRN = As Meaded i
s ROCS = Regional Director of Clinical Services .
" TAR = Treatment Administration Record :
F 1561 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO i F 166
gs=p RESOLVE GRIEVANCES .

+ Aresident has the right lo prompt sfforts by the :
facility to resolve grievances the residenl may !
have, including those with respect to the behavior _
- of other residents. i i

L P ESENTAT JITLE X8} DATE
UBORATORYD]RECTO%RP ER/SUPP 1ERRE 14 l\g <lf‘{ﬁ\TURE fMWC {48}

m/q Ja/f‘a, Cf/ J Q// 4] @10 (2115 00Qon hudalP)

A~ sfifiency statefient end[rgﬁ/ﬂh 4n asterisk (4 denntes a deféency vihich the Institution may be eXcused from correcting providing It fs delermifned that
c afequards provide sufficlent prataction to the patients. {See Instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
fokuving the date of survey whether or not a plan of correction Is provided. For nursing homes, the above ﬁndings and plans of correction are disclosable 14
days foliewing the date these documents are made available to the faciiily. If deficiencies are clied, an approved plan of cortection s requisite to conflued
program parficipation.

FORN Ch§.2567 (02-98) Previous Versions Obsolete Event J0:04KY 11 Facility ID: DS 001600 ’ If continuation sheel Page 1 of 47
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4
H

§ This REQUIREMENT Is not mel as svidenced
tby:

Based on record review and siaff interviews, it
: was determined the facility taled {o ully resolve
‘ and apprise residents of the progress of :
grievances for 2 of 15 sampled residents (s 6 &
©14), The deficent practice placed residents at risk

I of personal information not being protected, or
- being unabie to access communily resources, ]
Fmdmgs Includad: .

1, Res kdent #14 was re-admitled o the facilily on
1213114 with mulliple dlagnoses inciuding bipolar
 disorder.

. The #1425 MDS Assessment coded the resident
~had a BIMS of 15 {cognitively Intact) and had no
behaviors of any kind,

¢ The 4/23{15 "Concermns” form for Resident #14 ¢
" docurnented a missing brown wallel and specified -
" there wers credit cards in the wallet. The laundry
staff was asked abowt It; they had not seen It but
, would kaeep looking. It decumented a follow up
“yras cornpleted on this Investigation on 4/29/15,
. "complete-wallel not found. Resident was offered -
; o have cards canceled but declined.”

On 7127715 al '!:G{} p.an, Resident #14 brought up |
: concerns during the Resident Group Interview
i that grievances were not being resolved and that
residents wers not belng kept up o date with the |
- prograss of the Investigation of lhese grisvances. |
§ in particular, he brought up concems regarding
: his missing waliet and the iterns In the wallet.

" On 7/30/15 at 3:35 a.m., Resident #14 said his

1. On4/23/15 residents #14 reported a
missing brown wallet which inciuded
credit cards. The resident was offered
to have cards capceled, but resident
declined. The Activity Director provided
the resident another wallet

i approximately two weeks after the
wallet was reported missing and
fransported the resident to the bank to
. replace his bank card. On 6/26/15 RR

. #16 {daughter of resident #6) repoctad
& hand made doll was missing. The
resident’s room was searched, staff
intewiewe{f&nd no one recalled seelpg
the doll. Tha facility was unable to find
the doll. A follow up interview with
resident #16 and RR #16 was conducted
to explaln that the facility could not
recover the missing dolt, The facility
offered to replace the doll, both

i resident #6 and RR #16 deciined, they
did not want a police report ta be fifed.
The facility provided residents #14 and
#6 a lock hox / storage area 1o secure
personal items, Documentation on the
grievance form reflects action taken
and resident satisfaction with the
resolution.

(310 SUMBMARY STATEMENT OF DEFCIENGIES i PROVIDERE.PLAN OF CORREGTION 25
PREFDY - {EACH DEFIGIENCY MUST BF PRECEDED BY FULL PREFIX (EACH CORFEGTIVE ACTION SHOULD BE . COMPLETION
e REGULATORY OR LSG IDENTIFYING IHFORMATION) TRG CROSS-REFERENCED TO THE APPROPRIATE 1 DAIE
TOEFICIENTTTTTT :
] !
F 166 Confinued From page 1 Fi66 :
i

|
|

H
H

FORM CH3-2587(02-06) Pravious Varslons Chsolste " Event [D: 04Ky 11
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SUMLILIARY STATEMENT OF DEFICIENCIES

residents are verbally updated on the progress of |
" these investigations, howevar, this iz not j
dacumeniad. _ ;

12, On 7/28/15 at 1,00 PM, a Group Interview with -*
- 9 residents was conducted. Four residents ;

: reparted they had problerns with resolution to

" their Grigvance Concermns. Random Reslident i
i (RR) #16 stated she was lucky if her grievance
" concerns got fixed, and the faciiity had not :

“resolved her concern (o her salisfaction. She felt |

: like the facility blamed the residants.

' 3. Resident #6 was admitted to the facility on

7718114 with diagnoses of Alzheimer's Disease,
chromc airway obstruction, and diabetes mellitus. *

On 7129115 at 3:00 PM, the SSD was shown the |
6/26!15 Grievance Concern for Resident
“#6, which had been reported by the resident's
| daughter, Random Resident (RR) #16. € #13

|

¥
H

oD D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE * COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE ~ ~ DATE
DEFICIENCY)
,, |
F 166 Continued From page 2 F 1686 '
. Driver's License, Soclal Security card, Medicare 2. Current residents who filed grievances
- card, Medicaid ¢ard, bus pass, and one credit _from 4/1/15to present have beenre-
card were in the missing wallet. When asked " Interviewed to e tsfacti !
what tha faclity did to resolve the grlevance, he : nsure satisfaction with
" sald they searched his room, he canceled the ~ proposed resolutions. Resident i
tcredit card himsetf, but the facility did not offerto grievances are reviewed at the daily
i replace the other cards. He said the Activily ! { morning stand . . :
i Director yras going to look into replacing the bus + morning stand up meeting until '
_pass but he had nol heard back on the progress | _ resolved to resident satisfaction. The i
- of this or the progress of looking for the wallet, - ! LSW will review grievance logs during .
- He said the wallet was not replaced. 5 . . d
. L her visits and meet with residentswho  *
- On 7/3015 at 10:00 a.m.,, E #13, who was i ~ have filed grievances/concerns to
| appointed by the facility as the resident services ' ensure that they are satisfied with
director, confirmed the vrallet was not offered to .
» be replaced and that her resolution focusad on resolution. ;
"the credit cards, hut no othar cards. She said the 3. Resident’s personal items will be :

inventoried upon admission, when new

items are brought In and removed, The
inventory checklist will be reviewed at

" the quarterly care conference. A
certified letter will be matled to each
resident’s responsible person of record
to expiain the inventory process. :
Residents will be offered secure storage

for belongings such as tock hox or
locked drawer/eabinet storage in their
rooms. The ED met with the consultant
LSW and facility Resident Services |
Coordinator to review the grievance
resolution process to include apprising |
: the resident of the progress toward
i resolution. i

+
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i - SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION o)
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: : thut#3 .
F166 Continued From page 3 L P The facility staff will be in-
stated the resident moved from Room 40310 ~ serviced on the grievance process to
| Room 111 about a month agoe, and the handmade | : Include documentation of action taken,

doli had ot made the move to Room 141, She | ,
stated she interviewed stoff about the missing f proposed r&&e?atzenf and follow 1.’9 to |
d{);f Bat ng one haé sean J{ Wi}@:{‘g askéé ’f 5&6 . . PRy {%}8 I‘es%ﬁfeni i& Saﬁsﬁad Wlth ﬁle !
had eﬁeieddte ﬁée am poiice rﬁé}%“,; éhe E a‘??é — . outcome of the resolution. The staff
- stated, ¥ didn't do thal, no” stats -
| was worried at first but didn't express concern : “‘”E% be eiiu;:ated on maintaining
after that. She stated {name of Administratar] had . . resident inventory checkiist upon
originally taken the concern and she had heen . I admisslon, when new ltems are brought
ir‘mtﬁisﬁed by the Adminlsiralor fo ask staff if they S, d ' of i from factl
" had seen the missing doll, She stated she was in and/or remaval of items from factiity,
- advised to tel Resident #2 and RR #16 to take . 4. The ED will meet with residents
»any ferns of valus home, The E #13 stated, monthly to obtain feedback regarding
_unfortunately, this doll had not been placed cn the ' .
- resident's Inventory Sheet, The £ #13 stated she . the overall satisfaction with the
‘was told the doll was spactal lo Resident #2, but ¢ grievance process. Performance
had not asked the value of the doll. The £ #13 " improvement too! Pl 250-AX Probl
stated, " should have asked if she wantad to fiie prov _I enttoatp robiem
1 police repoad, | don't know If [name of . Resolution System will be utilized to
: Adminisirator] did.” i evaluate resident / family satisfaction
F176 483.10{n) RESIDENT SELF-ADMINISTER F176 with problem resolution, The £D /
= DRUGS {F DEEMED SAFE
5= i R t : \ ~ designee will audit the resident
- An individual resident may self-administer drugs if % © grievance log weekly to ensure a five

the interdiisciplinary team, as defined by . .
| §483,20(d)(2)(i), has deternined that this . day resolution. Fallow up Interviews are
completed to ascertain resident

i practice Is safe.
? satistaction with proposed resolution,

{ This REQUIREMENT Is not met as evidenced Results of the audit will be reported to
by the monthly QAP committee to ensure

Based on observalion, staff interview, and record substantial compliance. 0
i review, it was determined the facilily failed 1o 5. Date of campliance 10/9/15 ‘ / /q /’ A

? ensure resklents who wished to self-administer
“medications were safe to do so. This was true for |
-1 of 9 sample residenis (#1). The failure created |
; the potential for medication grrors If the residents

[

FORM CHE.2567{02-00) Previous Vesslons Obsolelz Eventiln G4KYst Faedfity i0: MDSOBIRN I conlinuation sheal Page 4 of 47
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“were not competent to self administer their ‘
- medications. Findings inclutded; :

| Resident #1 was admitted to the facifity on 8/0/15

with muitiple diagnoses including melestatic lung ¢
i cancer, opiate abuse digorder, Schizophrenia and -
* psychosis.

?he rasident's Physlcian’s Orders documentod:
: 7/8/15: Morphine ER 30 mg - Givs 1 tublet by
inouth wice a day,; -
710/ 5 Ouycodone 5 mg - Give 1 tablet by
P mouth svery 4 hours; :
" 7110115: Oxycodone 5 mg - Give 1 ‘:abfei by :
mouth every 4 hours 55 nasded for break thrc:rthh
{ , paln; and,
' 111815 Cipﬂ) 250 oy - Give 1 tablet by mouth .
bwices a day limes 6 days,

-Qn 7728118 al 306 AM, 10:35 AM, ”1:5% PM, and

- 3:30 P, Resident #1 was not In her roomnor
her presence observed i the facilily. The facility's
; daily log book fo check In and out documented |
‘the ;‘es:daat had teft the faclily on 728715 at 830 -

+ Al and still had not checked back in at 3:30 P,

On F30/15 at 3728 PM, the DOCS was intarviewed §
f‘ about Resident #1's medications and the

T administration of them. The DCS said the

. resident does [eave the facility often, 30 in order

i to accommodate the resident’s neads thay would -
| package the resident’s medications with the ‘
i name of the medication and the time of each
_dose, which te rasident could then take with her,

, The DTS showed the surveyor a copy of 4

{ medication packages, daled 7/22/15, when the
] resident had left the facilily for the day, The :
| packages had the names of the medications, the !

dosage, amount of tablets per package, and the

oao SUMMARY STATEMENT OF DEFICENCIES o PROVIDER'S PLAN OF CORRECTION 6
PREFIX § (EACH OEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COHPLETION
e | REGULATORY OR LSC IDEXTIFYING HIFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE e
: DEFIGIENCY)
|
F 176 Continued From page 4

F 178,

1. Resldent # 1 no longer resides at the
facility,
2, Current resident medication profiles
¢ ware audited and one resident
expressed the desire to self-administer |
- persenal vitamins, Theself- ‘
administration assassment was
 completed on August 11, 2015,
3. licensed nurses will be n-serviced on
the medication self-adminkstration
. policy, which inciudes an assessment of
. the resident’s abllity to self-administer
medication and the safe storage of
" medications In the resident’s room.
4. DCS/ designee will conduct medication
profile audits weekly x 4 weeks, then
' monthly thereafter to ensure residents
who wish o self-administer
+ medicatlons are approgriately assessed,
. Results of the audit will be reported to
the nwnthiy QAP committee x 3
months 1o ensure substantial
compliance.
5. Date of compliance 10/9/15

{ !0/4}/55
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F 176, Continued From page 5

" time to take the medications. On 7722415 the i
rasident had Isken, 1 tablet of Morphine 30 mg to

‘lake 2l 8 PM, 11ablet of Cipro 260 mg o take al

- 5 pm, and 4 {ablets of Oxyeodone 5 mg lolake 2 7

" tablets at 10 Al and 2 sblets &1 2 PR

| On 7/31/15 2t 9:40 AM, the ROCS was asked for
" documentation to show Resident#1 had been -
; evaluated for being safe in the self administration
of medications. The ROCS acknowledged the :
. rasident’s record did not contain any - ;
documentation for this. :
Faat 483, 15(a) DIGNITY AMD RESPECT OF
88=0 - INDIVIDUALITY

P The facility must promota care for residents in a
T mannar and in 20 environment that maintaing or
enhances each residant's dignity and respect in

full recognition of hie or her ndividuality. :

{ 'Fhis REQUIREMENT Is not metas evidenced :
by
! Basaed on observalien and staff intarview, it was
. determined {he faclity failed to maintain an

| while waiting for their meals, This was true for
* Random Resident #13. This failed practice
created the potential for residents (o experdnce a !
'tack of dignily and degreased self-esteem,
" Findings included:

| On 7/30/15 at 12:25 PM, Residont #13 was

- obseived during the lunch meat sitting inatiitand |

: space wheelchalr along wilh 2 other residonts at !
 the dining table, The resident 's head was bent

; downward toward his chest and slightly turned lo |
* his lefi side. The resident was obmerved lohave |

4
i
H

F176 |

[P

F2d1 5

. environment which enhanced residents’ dignity

1. Resident ¥ 13 was taken back to his
~ room for hygiene and clothing change |
. when grooming needs were identified.
. He was returned to the dining room
after care was provided. Stalf will
ensure the resident Is properly !
{ groomed prior to being taken 1o the
dining room and throughout the dining
process to ensure a dignifled dining
experience.
2. Amobservation audlt of current ]
residents eating in the dinfng room was @
~ completed and no other residents were :
: found to be lacking attention to :
. personal hyglene. Amember of the i
' Mock Survey team or the charge nurse
* will act as the dining room monitor to
I ensure residents are groomed prior to
the meal and throughout the dining

3
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: : facility. througn discharge planning. This was true |
"for 4 of 12 sample residents {5 1, 2, 6, & 10} and
“any other resident whom needed medi joally

; related social serviges. The deficlent practice ‘;

1 placed rosideats at rigk when the LSW fallsd to |

U provide counseling referrals and ongoing )

- e amvnart g

i

STATEMENT 2F DEFIOIENMIES £24) PROVIDERISUSHLIEDACLIS S MEH TIOLE COMST BTN ) DATC SURAY
ANDPLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING COMPLETED
135052 B WING 07731/2015
MAYE OF PROVIDER OR SUFFLIER STREET ADDRESS, CITY, STATE, 219 CODE
. 2514 HORTH SEVENTH STREET
COEUR DPALENE HEALTH CARE & REHABILITATION CENTER COEUR D'ALENE, (D 83814 ,
o SUMLIARY STATEMENT OF OEFICIENCIES om PROVIDERS PLAN OF CORRECTION C
PREFiX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE CORPLETION
WG REGULATORY QR L5C IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED TO THE APFROPRIATE OATE
‘ DEFICIENCY)
‘ ' _© process, A dinlng room observation toof |
F241, Continued From page P 241 P i . |
. i . . will be used during the dining process.
nasal discharge hanging from his nasal cannufa, . ) _
“approximately 1-1/2 * long. Additionafly, the | _ The dining room manitoys will be :
i resident was observed to have coplous amounis ! tralned on the use of the tool to
of clear orat secretions from his mouth, down his ! s
neck, and extended to his upper left chost. The |  enhance resident dignity in the dining
' MDS coordinatar, who was sitting at the table, * Toom setting.
stated the resident needed to be cleaned up and 3. Facility staff will be in-serviced on
s S ) %
} wias onserved to take he resident (o his room. f promoting care of the residents in a
{)n 743115 at 9:46 Al the DCB stated she had _manner that will respectfully maintain
| jeft chest with a wet shirt and savr him come back e
with a clean shirl . “Performance knprovement tool P1-250
F 250 482.15(g) 1) PROVISION OF MEDICALLY F 250 1DIgnity and Privacy” will be utilized Lo
= RELATED SOCIAL SERVICE ! | ensure residents are cared forina
i The faclity must provide medicaliy-ralated saclal ! dignitfied manner.
, services o atlain or maintain he highest -4, The findings of the dining room monitor
s practicable physical, mental, and psychosocial  will be reported at the daily morning
well-being of each resikdent i .
. meeting. Variances whl he trended to
. determine further staff training needs.
‘ i he EB / designee will conduct k
This REQUIREMENT Is niot mef as evidencad ! ; The BB/ designee will conduct a weekly
by g i dining room audit to ensure resident
Based on observation, residen! and staif _ dignity Is maintained during the dining
inlarviesy, and medical record revigw, it was . thes . :
" determined the faclity lacked the involverment of : experience. Results of these audits will
. the licensed soctal worker (LSW) and the LSW's i be reported to the monthiy QAP
Coversight of the Social Service dasignes, and i comimditen to ensure sitbstantial ;
- {ailed to ensure care refarrals for residents n the comuli :
A pliance. :
. facliity, and preparing fo discharge from the i :
5. Date of compliance 10/9/15 1o/ ﬁ K
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DEFICIENCY)

v
3

F250 Continued From page 7

| discharge planning for Residents #1 and #2,
_arrange diabetic podiatry appointments for :
; Resident #6, and ensure communication between
- facilities for Resident #10 regarding medications,
. medical equipment, and conlinuity of care upon
.: the resident's transfer, Findings included:
1. Resident #1 was admitted to the facilily on
| 6/9/15 with multipte diagnoses including
metastatic lung cancer, opiate abuse disorder, !
. Schizophrenia and psychosis.

The resident's Admission MDS assessment,
dated 6/14/15, coded the resident was cognitively
intact with a BIMS of 15, fluctuating delirium ;
* hehavior with disorganized thinking, feelings of
| being down, depressed and hopeless, and ;
: rejection of cares, ,

| Resident #1's Sceial Service progress notes i
! documented: :
&6/11/15 - "...Daughter is very involved. Resident
; reports having cancer and has anly about &
' rnonths to live...Discharge plan wilf only be '
discussed at annual care conf, {conference)..."
Bf241186 - .. possibly moving fo a group home
| satting, which may be a rore appropriate fit for
" her. Resident raported she will think about it..." {
. Br26115 - ... Assisted resident with faxing
Linformation to ldaho Housing..." ;:
16130115 - "...refused any psychiatric |
: treatment...Recent increase in pain i
| medication....signed herself out this morning and
i instructed facliity to cance! transportaiion for appt. |
: [appointment]...Resident repocts she has her own l
i transportation set up...Depending on these ;
'results, resident will remain in facility, move to ‘
: hosplce or utilize HUD housing. Discharge plan
i will be discussed at each care conference...”

1. Resldent # 1 no longer resides at the ;

F 250 facility. Resident #6 had a podiatry ;_

appointment scheduled on 8/27/15@  :

! 2:45 pm. Resident’s # 6 and # 16 were |
 asked If they would like to notify the
! police regarding the missing doll and

" both declined. Resident ## 10 chose to
leave the facility AMA; therefore, no

orders for medication or treatment

weré obtained. His medications were

. returned to the pharmacy per policy. \

An audit of current resident medically-

s e v

o ————

refated psychosocial needs will-be
conducted hy the facility and reviewed
with the consultant LSW. Medically-
related psychosocial needs include but !
are not limited to disruptive behaviors;
_ professional counseling; podiatry,
. hearing, or ophthalmalogy needs;
: psychoactive medication use;
grievances; and discharge planning.
The consultant LSW will assess resident
: needs and make recommendations.
The consultant LSW will follow up on

: recommendations weekly to ensure
resident medically-related soclal
services are met, The consultant LSW
will document in the resident’s ymedical
record as well as provide the facility a

© yisit log outlining recommendations and
; actions.

FORML CIA$-2667{02-99) Previous Verslens Obsolete Event 10; O4KY 11
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placement...”"

L On 7/29M5 at 8:00 AM, Resident #1 was )
s interviewed in regards fo the facility assisting her |
with a discharge plan. Resident #1 slaled the {
facility had issued her a discharge nolice but had
{"sabotaged” her every step of the way inrying to |

STATEMENT OF DEFICIENGIES £X1) PROVIDERISUPPLIER/CLIA {42} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANDPLAN OF CORREGTION IDEMTFICATION HUMBER: A BUILCING COMPLETED
135052 8, WiNG 8773172015
HANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7IP CODE
. 2514 NORTH SEVENTH QTREET
COEUR D'ALEMNE HEALTH CARE & REHABILITATION CENTER COEUR D'ALENE, 10 83614 |
A SUMMARY STAFEMENT OF DEFICIENCIED in PROVIDER'S PLAN OF CORRECTION 5]
PREFIX (EACH DEFICIENCY NUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD 88 : COMPLETION
YAG REGULATORY OR LG IDENTHFYING BIFORMATION TAG CROSS-REFERENGED TO THEAPPROPRIATE  ~ PAIE
DEFICIENGY)
F 2501 Continued From 8 ¢ jé E
?!2?12 é’ige  out and Coreat F250 (oy if the resident destabilizes
: - .. signed herself out and was out greater | ' s :
*than 8 nours on B30, she spoke o ombudsiman l | between visits the facliity will {‘Ot’ﬁ” the
several fimes and made statements thal made consultant LSW for further assistance to
! tham worry about her safety..resident was seen stabilize the resident. )
“out of facilily the day before whesling down the , ;
| sireet, crossing without feoking in front of 3. The ED metwith the faclity !
i oncoming traffic. With the above information and ; _representative and consultant LSWto
. family input ..MD and Psych service at (local ' review the scope of responsibllity to
, hospital's name] we developed a plan {o ; intain the high
' gssist...res’s lresident's] safety. 811 was notified altain or maintain the highest
. and within 10 mins {[minutes] res [resident] was ! practicable physical, mental, and i
Hound..” i ;
i = sychosoclal well-being of each :
F7HIE L PT [physical therapy] reported seeing - g ? B :
resident digging through facility mailbox...reported © resident, :
. seeing the mailhox overflowing so thqught she'd 4, ED [ designee will conduct weekly
: b'rmg some in...took the Enaﬂ from resident and audits of consultant LSW visit log and
. distributed accordingly...
{ 7/6/15 - "...informed resldent that she needs to medical record documentation and
! use her call bution for assistance rather than \ Intendew residents to ensure the
: calllng the main nuimber, Resklent stated, "l will . ¢
{ call the maln number whan [ domt get my resident psychosocial needs are met.
i meds.." . The consultant LSW will attend the
 7I7TH5 - Administeater and Soclal Bervices facifity QAP committee at least
s Director presented resident with 30 day notice of : :
. discharge, due te distuptive behaviors towards onthiy, Resuits of the audit will be j
“other residents and also lack of following care reported to the monthly QAP
- plan and medications. Resident asked both ofus | committee x 3 manths to ehsure
‘to leave her room.." , bstantial lian t
7144115 - *.__call from Igroup home's name)and | substantial compharnce. :
. [another group homa's name], Resident denled | 5. Date of compliance 10/9/15 : 70 / .
| due to behaviors and non-cornpliance. Will ; ‘ "/AS
“contintle assisting resklent find alternate d i : i

[RE———-
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" find herself ofher living arrangements. Resident |
: #1 stated she lrusted no one atthe faciiity and so
: she had no one that would address her concerns. |

|

' 2., Resident #6 was offginally admitted o the
facHity on 7/18/14, and again on 31715, with !
diagnoses of Alzheimer's Diseass, chronic airway
obstruction, and diabates meliitus.

a. On 772815 at 9245 AM, Resident #6 stated she

- feit she needed to be seen hy & Podiatrist for

“ingrown toenails since she was a diabetic, When

y asked if she had spoken with the facllity regarding

: her tosnails, the resident stated she had told

_somaone but the facllity had not made her an

* appointmaent,

¥
H

i
1 On 7H3 1116 al 7.22 AM, the DOS was asked if the

: recamimendation for Resident #6, The DCS
stated she would check, however, o further

. Information was provided, The DCS was asked

 how the facility ensured diabstic residents wers

“seen by a Podiatdst and stated the nursas were

; making a Hst, . :

. b Record review of the Grievance Concermns ,
» docimerded a 6/26118 concern for a hand made !
_doll which was stolen from Resident #6's roamn
: and was reported by the resident’s daughler,

" Random Resident #16. The concerm did not 1
; meniion a room number,

H

~On 72915 al 3:00 PM, the 88D was shown the ¢

 B/26/15 Grievance Goncern reported by RR#16,

i When asked If she had offered lo file a police
report, the 330 slated, " didn'l do that, no..l

Iacily had documentztion follewing up on the ;

STATEMCNT OF DEFICIENCIES (X1 PROMDERISHIDRL RIS 1A W2 SULTIOLE CONGTRUCTION {A3F DATE SURVEY
ANDPLAN OF CORRECTION RENTIFICATION NUMBER: A BUILGING COMPLETED
135052 B VNG 0713112015
NARE OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STAYE, ZIF CCDE
2544 NORTH SEVENTH STREET
COBUR [YALENE HEALTH CARE & REHABILITATION CENTER
COEUR D'ALENE, ID 83814
441D SURBARY STATEMENT OF DEFICIENCIES P PROVIDER'S PLAN OF CORRECTION L s
FHEFIX (EACH DEFCIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COUFLETION
TAG REGUEATORY QR LSS ISENTF YIS INFORMATION] TAG LROSS-REFERERGED T THE APPROPRIATE DATE
; _ UEFICIENGY)
| « |
F25C Continued From page 9 F 250

|
|

!

FORM CAI5.2587(02-99) Previous Versins Obolete Event (0. O4KY 1

Facilfy 10: M0S001600 if continualion shest Page 10 of 47




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

PRINTED: 08/14/2015
FORM APPROVED
OMB NO. 9938-0391

STAIUENT OF DEFICIENCIES £68) PROVIDERIZUBPLIERIC 1Y [ pemsunmiol £ coneruonon 02 BATE SURVEY
AMDFLAN GF GORRECTION IDERTIFICATION BUlMBER; A BURDING CCLEBLETER
135052 8. WING CTIFI2018

AL OF PROVIDER OR SUPPLER

CORUR IPALENE HEALTH CARE & REHABILITATION CENTER

STREETADDRESS, CITY, BTATE, ZIP COOE
#514 NORTH BEVENTH STREET
COEUR D'ALENE, ID 83314

: should have asked if she wanted fo file a police
report, | don't know if [name of Administralor]
_did.” i

{}n 730415 at 11235 AM, during the Group
Interview, Random Reskient {RR) #18, stated she

i - had #illed out a grievance concern for a missing

i doll which had been stolen from her mother's
room {Resident #8), and slated frusiration with

) the way the grievance had been handled.

FOn 7131415 at 11:36 AN, RR #16 stated she

s wauld have filed a police report if the faclity hed
| offerod this opficn, and would have feft like the
" facility was mors concermad aboul the missing
. doll,

' 3. Rasident #2 was admitted to the facility on

414715 with diagnoses of quadriplegic C5-C7,
: Incomplete, deprassion, chronic pain and
ﬁeu;ogen ic iadder and bowel. ; i

The residen{s admisslon MDS ﬁﬁt&a&}maﬁt
{daﬁe{i 4710715, and most recent quaderly MDS ;
i Assesernant, dated G/3/18, both documented the

ressident was cognifively intact with a BIMS Smfa ‘

sf 15, and had symplorss of depression.

" 414115, documented behaviors of anger, self j
isoldtion crying, and sarcasm a$ a defense
s . echanism and Includad non-pharmacological
tintarventions to help the resident cope with her
rustrations and loss of independancs, !

: Racord raview of the June and July 2015

| Bahavior Symplom Monitoring Flow Hecords ‘
-docurnented behaviors of anger, verbal abuselo |
- staff, and kicking staff out of the room. |

Thfa resident's Anlidepressant Care Plan, infliated .

F 260
!

1z
EH

a0 SURIMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORREGTION x5
PREFE {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVEACTION SHQUID BE ~ COMPLETION
TAG :  REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED 10 THEAPPROPRINTE DATE
: DEFIGIEND Y
{ i
250 Continued From page 10

| FORM CHS2887102.88] Previcus Verzlons Cbsalets Event IDIOMRY |

Facliy I0: MO S001860

i continuation sheet Page 11 of 47




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

PRINTED: 08/14/2015
FORMAPPROVED

OMB NO. 0838-0391

! Racord review did not contain evidence of a 1LSW
ivalvement in the resident's plan of care or .
Hinvolvement In helping tha resident obtain i

; : counseling. ’

- On 7128115 at 300 P, the 853D slated {he LSW 1
: came in one time par month and they usually
want through resident charls, checked for cade
; status, POST {Idaho Physiclan Orders for Scope |
L of Traatment), discharges and other concerns.
" The SSD stated the LSW would leave her a list of
- recommendations, She stated she spokewith the
- LSW an the phone approximately one time per
weak. The 880 vas asked to provide
" dogurnentation of monthly visits and
» recormmerdations which the LSW had made for
recidents In the facliity, however, no avidenca of |
the LSW's oversight of the S50 was provided. |

. On 7130515 at 8:45 Ab, the {acllity provided a

+ opy of the L8W's time sheets for the months of
| t Aprdl, May, and June of 2015, However, there was !

{ ho evidence of recommandations or {}szefsugi“ai af !

“the SSD made by the LBW.

t On 2131715 at 800 AM, the DCS was asked o |
" explain Resident #2's behaviors. She sialed !
_the resident was angry and would take her
- frustration out on whornever was with her in her
{ room. She stated the resident was very vocal and ¢
- got angry whan she was asked a tuastion, like f '
. she wanted to have a pillow between her legs,
. The resident would say, "'l tell you if | want a
; ptiiow " it then would get angry if it wasnt
* offered. When asked if the resident had been |
" offered counseling, the DUS stated it had offered,
, however, the resident refused to Tt the facity
“arrange for services as she wanted to he in ;

STATEVEMT OF REFICIENDES £40) PEOVINERIGUEDIERICE 18 D6 LA TIPLE CONSTAUCTION 0535 DATE SURVEY
AND BLAN OF CORRECTION ENTHICATION NUNBER: A BUILDING COMBLETED
135052 B.WING 0713412015
1E OF PROVIDER OR SUPPLIER STREETADDRESS, CiTY, STATE, 7IF CODE
2544 NORTH SEVENTH STREET
COEUR D'ALENE HEALTH CARE & REHABILITATION CENTER
COEUR D'ALENE, ID 8384
4D SUMLARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION &5}
PREFX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL . PREFIX {BACH CORRECTIVE AQTION SHOULD BE . COMPLETION
AL REGULATORY OR LSG DENTIFYING INFORMATION] POTAG | CROSSREFERENCED TO THE APPROPRIATE DATE
: DEFICIENGY)
| ;
F 250 . Continued From page 11 F 250 :

H
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1350562 B. VNG 07/31/2015

NAE OF PROVIDER OR SUPPLIER STRUET ADDRESS, CITY, STATE, ZIF COUE

2644 HORTH SEVENTH BTREETY

CORUR P ALENE HEALTH CARE & REHABILITATION CENTER COEUR D'ALENE, [D 63814

P SUMNARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o
PREEDE {EACH DEFICIENDY FAUST BE PRECEDED BY FULL PREFIX - {EACH CORRBOTIVE ACTION SHOULD BE .« CORPLETION
WG § REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
: ; DEFIGIENCY)
F 260 Continued From page 12 . F250,

charge of her care. The resident told the DCS | i
. she would contact counseling servicas through i ;
her tribal agency. When asked If counsaling i
servicas had been arranged, the DCS stalsd, ’
: "Mot to my knowledge.™

e

; .

. 4. Resident #10 was admilited on 128/18 with |
i multiple diagnoses Including difficulty In walking, |
i uacle weakness, and deprassive disorders !

" Ancte by the E #13 on 43015 docurnented ! ?
sluring & care conferance with the POA of )
Resident #10 she had concerns sbout his care
tand was In the process of searching fora - -
* Gerlified Family Homs In the area to transfer the
resident to_ it continuad, "For now, residentwill _
ramein in the facfiity, Discharge planwill be ' » ) , -
discussed at each care conference.” : :

; On 5/5/15 E #13 documented "Resident : -
: discharged AMA [Againat Medical Advics]" No i |
other Information was Ineludad in this note, , o

A~

- Acorresponding nots, Inits entizely, by LN#8 On |
. BISHME documented, "Hes Tresident} had appt i
- {appoiniment] with IMD #5] al 3 PM. {Transport
t service) here wilh res chalr and no res, Ha P i ] )
reports he was callad to pick up the WC. ! : j
' Contacted [MD #7's) ofiice, raceptionist reports + - |
. {Resident's POAj taok the resident o another 5 5
* facilty. Res is AMA " Two more noles - | " |
; immadiately following document the POA was - :
| called about the resident’s belongings, and the
- POA arfived al the facillty to gather his :
“badongings. :

it e

I
: On 5/6/15 at 4:40 p.m, 8 doclor's order was
FORM CLS507(02-64) Prevdous Versions Qbsckle Event 1D O4KY 11 Faciily 1D: MDS001800 if continuation sheet Page §3 of 47
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B

F250° Confinued From page 13
Jwritten Hy LN #8 and signed by the NP, stating

§ the resident lefl with the POAAMA,
H

S On 713005 at 5:35 pm,, the Administrator was

- asked about the policy & pracadure for :

. medications ¢of residents thal leave AMA, and i

i what hagpaned with Resident #10's medications

i upan leaving AMA, He said usually the
medications would be sent back to the pharmacy,
Hovwever, he was unable to find specific

. procedures regarding medicalions of Residenis

'ihat discharge AMA,

it could ot be determined that the facllity was

. providing sockdl services assistance to the POA,

Pyéo had a goal of discharging the resident to &

! Cartifisd Family Home. [t coudd not he delermined
the resident had access to DME (including the
wneelehall) upon the residant's transier to the
group home. I coukt not be determined the

Hacllily communicated with either MD #8or@t?

" about the discharge or what should happen with <

- tha Resident's madications. it coultd not be

{determined the Resident's information was
communicaled upon dischargs to ensure
contimity of care. -

£ 253 483.15(h)(2) HOUSEKEEPING &
a8=031 MAINTENANCE SERVICES

Tha faciity must provide housekeeping and
mainlenance services necessany o maintain a

: sanitary, orderly, and comfortable interlor.

2 .

. This REQUIREMENT s not met &8 evidenced

oy

1 Based on abservation and stafi interview, it was

. determined the facilily failed {o ensure

et b+ a6 %

i

-

Sh o e s i b e

T F 2R3 -
1. Resident ## 12 no longer resides at the

_ faciity, Resident # 14's refrigerator
; temsperature log is up to date,

The Dlrector of Housekeeping
- conducted an audit of resident
* refrigerators and found them to he
" clean, temperature log up to date and
+ within an acceptable temperature i
. range, and no outdated food items.

2.

§ e e sy ——
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F253 Continued From page 14

temperaturas werg documented for resident room
refrigerators. This was trus for 2 of 2 Random
Residents {#s 12 & 14). This had the potential {o
causa foodborne finesses and dacreass the
quality of fife for residents who kept refrigerated
food in their rooms. Findings included:

1. On 7127418 at 10:15 AM, during the Initlal tour,
and throughout the survey week, Ramdom
Resident #12's room refdgerator was obssrvedto
have & July 2015 temperature log on the front
door of ner refrigerator wiich was blank.

2. On {27115 & 1015 AM, during the initial tour,
and throughout the survey week, Random
Resident #14's room refrigerator was observed to
hava a July 2015 temperature log on the front
door of his refrigerator which documented no
tarmperatures had been taken for 711 through
7112, 714 through 7121, 725 or 7128,

On 7730715 & 1050 AM, the DU sialad the
facility depanment heads were responsible for
rasident room raldgerators, When shown the
femperature logs for Random Resident #5 12 &
14, the DCS stated the lsmperature [ogs were
lacking and the nian was o document dally
temperatures. '

F 309 48325 PROVIDE CARESERVICES FOR

s3=p HIGHEST WELL BEING

Each resideni must receive and the facilily rust
provide the necessary care and services lo attain
or maintain the highest practicable physical,
mental, and psychosocial weli-being. in
accordance with the comprehensive assessment
and plan of cara.

F 253

1. Hesident # 5 was placed on comfort
F309 care August 17, 2015 related to

terminal End Stage Renal Disease.
Blood pressure medication and dialysis
treatment were discontinued a8t this
time. The resident was transferred to
Hospice House on August 19, 2015
where he expired on August 23, 2015,

EORL CUS-HE7I02-05) Pravices Vaaskens Dhsolsts Evem I G4EYY
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F39 Coniinued Feom page 15

This REQUIREMENT is noi met as evidenced
by:

Based on record review and staff interview, it
was determinad the facifity failed to edministar e
blocd pressure medicalion within paramelers and
to assess the dialysls access site per care plan
for 1 of 15 sampled residents (Residant #5). This
deficient praclice crealed the potential for the
resident lo have complications with hypertansion
or delayed iventification of complicalions with the
dialysis access site. Findings includad:

1. Rasident #5 was re-admitiad fo the facility
T 415 with mulliple diagnoeses including End
Stage Renzl Disease, congasiive heari faiturs,
hypertension, and cardiomyopethy.

2. The 671/15 Physician Recepitvlation Orders
documantad "Fludrocoriisone {ablst 0.1 mg. taks
one tablet by mouth everyday for hypengnsion.
Hold for S8P {sysiolic blood prassure] » 120"

The June 20158 MAR documented 20 of 23
instances where the S8F was above 120 and
Fludroconisona was administered. Simfler
findings wera found in July 2016 with & of 22
insiances. ‘

On 7130715 at 9:45 am,, the DCE copfirmed the
medication was administersd when it should have
bean held in thase instances.

b. Resident #5's 7/14/15 MDS Admission
Assessment documentad he rsceived diglysis,

Thi 6/8/15 Diglysls Cara Plan documentad
intarventions for the resjdent's dialysis sita:

F308 2. Anauditof current resident medication

administration records [(MAR] was
conducted by the DCS and no ather
residents were found to have
medications administered outside
prescribed parameters, Additionally,
there are no other residents on dialysis
at this time. Residents requiring an
outside (End Stage Renal Disease) ESRD
facility will have services coordinated by
the facility. There will be
communication between the faciiity
and the ESRE facility regarding the
resident to includa; location of access
site; port status {capped or clamped);
pain at site; sign and symptoms of
infectian three times a week, The
Dialysis Cormmunication form {Med-
Pass Form CNS-021) will be gtilized to
document coordination of services,

3. Licensed nurses will be in-serviced and
competency tested using Performance
Tool PL 250 Al to ensure residents are
recelving medications per physician
orders, Licensed nurse will be in-
serviced on utilizing the Dialysis
Communication form to easure the

FORM LA5-258H{(02-54) Prevtous Yersionz Obsclate Event 10 GAKY
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DEPENDENT RESIDENTS

A resident who is unable fo carry out activities of
dzily living receives the necessary sarvices to
maintain good nulrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not mat as evidanced
by:

Based on record review and staf interview, i
was determined the facility failed to ensure
showers and/or baths were consistently provided
for © of 10 rasidents (#s 2-9 & 15) reviewed for
ADL assistance. This deficient practice had the

(Xl SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION X5
BRIFI (EACH DEFICIENCY MUSTBE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMRLETICY
T35 REGULATORY OR LSC IDENTIFYIMG INFQRMATION; TAG CPOSE-REFIRZNCED TO THE APFROIFRIATE DATE
CEFICIENCY)
FI8 Continued From pags 16 F 309 resident’s medical r'ecord refiects
“Monitor access site each shift complete accurate information. The ED
*Ohserve site for infection, blesding. edema; & and DCS will meet with the Dialysis
“Notify MO/NP of any signs, symptoms and/or Cente: wo imorove the waardination of
suspicion of infection. o N
dialysis services.
The access site was assessed 13 of 87 shifisin 4. DCS / designee will audit MARs and
July 2015, However, the July 2015 Dialysis o o .
Communication Records documented & of 9 Dialysis communication three time per
instances where the shunt site was not fully week to ensure medications are
assessad befors the resident was sent to dialysis. administered according to prescribed
In thesa instances, various asssssment items o L
wsre lacking, including the location of the access parameters and coordination of dialysis
site, if ports were capped or clamped, if pain was services Is documented to include:
prasent at the site, or any problems with the site. location of access site; port status
Qn 7130/15 at 9:45 a.m., the DCS confirmed the {capped or clamped); pain at site; sign-
Dialysis Communication Recard assessments and symptoms of infection. Results of
ware lacking. She said assessment of the site per L
shift are found in the nursing notes, however, no the audit will be reported to the
further assassments on the dialysis sits could be monthly QAPI committee x 3 months to 5/ .
found in the nursing notes. ensure substantial compliance. ! 4//3
483.25(a){3) ADL CARE PROVIDED FOR F 312

5. Dateof compliance 10/9/15 JCULPﬂ
¢yt
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SUMLARY STATERMENT OF DEFICIERCIES

patential for more than minimat harm If residents |
experienced dental cades, ginivills, infecions of 7
the rnouth and teeth from lack of oral care; and
fashes skinissuas and/or unpleasant odors dus
‘to nat heing bathed regularly. Findings Includad;

1. On 772815 at 1:00 FM, a Group Interview with
. 9 residents was conducted, Fourresidents stated .
they were having problems with gelting '
; showerad. One resldent statod sha hadn'thad a
' shower in 2 weeks, Anothef resident stated she
. had gone 26 days without & shower, Another
' resident stated she only got three showersin 30
days and she asked and asked,

2 Resident #7 was admitted to the facility on
3/5/15 with multipls dingnoses including
cerebrovascular accident (CVA), domentia,

" axpressive aphasla, and apraxia,

The resident's quarterly MDS assessment, dated |
L 3111115, documented extensive assist of 1 staff
t for dressing, personal hygiene, and bathing.

. The faciity's balhing schedule documentiad :
! Resldent #7 veas scheduled for baths/shewvers on
" Wednesdays and Saturdays,

"The bathing record for Restdent #/ documented:
“May 2015 - The resident had 1 shower the wael '

-of 81557115, 1 shower the week of

i B/8116-5114/15, then the resident did not bathe for 1

' 14 days from 5/13/15 untl 527/15. There was no !
evidence the resident was offered or had refused -

, any showers in May.

: *June 2015 - The restdent had 1 shower on

P B85, The resident did not bathe for 10 days

. from B/27715 until /15714, There was no

; evidence the resident was offered or had refused -

1. Resident #'s 2-9 & 15 were interviewed

te detarmine baths / showers

- preferences. Thelr hath/shower
schedules have been updated to raflect
personal preferance,

2. Current residents will be Interviewed to

: determine bath/shower preferences

. and bath / shower schedules adjusted
to reflect resident preference. Resident
preference will be ebtained on
adrmission, quarterly and upon reguest.

© The C.LA Wit document resident bath /

. shower on the SKIN CARE ALERT sheet
" and the residents ADL record, The SKIN
. ALERTSHEET Is ghven to the licensed
nurse for review and follow-up as
indicated {i.e. skin conditions, refusals}
Resident ADL sheets will be reviewed
datly by the Mock Survey team

. members and reported at morning

i stand up meeting. Ongoing refusals

i will be further evaluated for
appropriate action by the
Interdisciplinary Team (IDT), which will
Include the consultant LSW.

1

D D FROVIDER'S FLAN OF CORRECTION 5]
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: evidenca the resldent afier the refusal of a

| shower had bann reapproached and offered

"another one.

| ) .

' 3, Resident 13 was readmitied to the faciity on

- DII0S with ruttiple diagnoses including

i dernentia, schizophrenia, dyskinesia, and
macular degenaration.

; The residents annual MDS assesament, datad
11845, documented extensizs assist of 1 staff
for hathing..

The faciiity's bathing schedule doouimenled
- Resident #8 was schaduled for baths/showers on
" Mondays and Thursdays.

: | The bathing record for Resident #8 documented: }
- ! *\ay 2015 - The resident had 1 shower the week

of B/8M15-5/14/15, and then did nol batine for 42

I days from 51415 urtll 6125015, The resident had

" refusad a shower on 5/18/15, butthere was no
evidence the resident was offered or had refused

1 any showars from 571815 through 62515, i
*Juine 2015 - The resident had only 1 showeron

| 6/25/15 for the month of June. Thare was no

r evidence the resident was offered or had refused ;

L any showers in June, .

S*July 2016 - The resident hacﬁ 1 shower the week

] | of VM8 TINS,

~On 7728/15 at 3:20 P, CNA #5 was inferviewed
i about the care of the residents. The CNA said

: she was working a double shift teday, since the

. faclity was shor staffad, CNA#5 stated the

STATSHENT OF DEFGIENGES (01 PROVDIRAUNPLITRICLIA 43 WULTIFLE CORGTRUCTION (£3) DATE SURver
ANE FLAN OF GORREGTION IBENTIFICATION NUSBER: A BULOING COMPLETED
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Fat2 ' Continued From page 18 F 312 l
l aé‘sy! s}%gif;rs%?] ,Rmeé refused 25! 3. Nursing staff will he In-serviced on :
“luly & resilont refused a shower on ' X ; .
- 71416 and TS, The resident did not bathe for _ obtaining resident preference for bath /
© 37 days from 6/15/15 until 7722116, There was na | [ showers on admission, guarterly, and

- upon request, accurate and complete
; documentation on ADL records as well

" as the use of the SKIN CARE ALERT

B2,
4. DCS /designee will audit resident

sheets; and protocol when a resident ,
declires to bathe as outlined above in -

preference and ADL documentation

- given per resident preference and

action taken by the IDT when
documentation Indlcates an-going

waekly to ensure baths f showers are

documented. £ED / desipnes whi audit

.1 restdent refusals, The ED / designee

w_éﬁ complete Performance

& Rights monthiy x 3 months, then
. quarterly. Results of the audits wi
i reported to the monthly QAP
* committee x 3 months to ensure
substantisi compliance.
5. Date of compliance 10/9/15

Improvetaent tool P1250 W Free Choice

e

Hbe

tof:g/
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each of the day and evening shifts, and the floor
i GCNAs were responsible for the baths/showers.
" The CNA said she had finished 2 showers today
- with 1 resident being a 2 person assist and felt at
" times "rushed” and "very busy.” The CNA said

¢ but “hard to do a good job when we don't have
enough help."

]

" 4, Resident #4 was admitted to the facility on
3/29M 6 with multiple diagnoses including

| dementiz, osteoarthiilis, and generalized

. wezkness,

8130415, documented: the resident reguirad total
assist of 1 siaff for bathing.

. The facility's bathing schedule documented
. Residant #4 was schaduled for bath.;;’showars on
Mondays and Thursdays

The bathing record for Resident #4 documanted:
*May 2015 - The resident did not bathe for 22
1 days from 5/21/15 until §/12/15. There was no

. any showers from 5/21/15 through 6/12/15,
-*June 2015 - The resident did not have a shower

‘ no evidence the resident was offered any

: additional showers than 6/12/15, 6/26/15, and

1 B/29/16 or had refused any shawers for the

- month of Juhe,

! ~Juiy 2015 - The resident did not have a shower
; for 8 days from 7/20/1% through 7/28/15. There

‘ refused any showers for July.

! evidence the resident was offered or had refused ,

: for 13 days from 6/12/15 until 8/25/15. There was |

F 312’

- shower schedule had 3 to 4 residenis per day, on '

; she was dedicated to doing the best job possible, ‘

" The resident's quartarly MDS assessment, dalod

1

' was no evidence the resident was oftered or had T

FORM CM5-2667{02-99) Previous Versions Obseleta Event [D:04KYT1 Faclity 10; MDSO01600 If continualion sheet Page 20 of 47
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" On 7/30/15 at 4:08 PM, the DCS was Interviewed |
along with the RDCS in ragards to the lack of :

- bathing of the residents. The DCS and RDCS3 )

! acknowledged there was an issue of the

" consistent bathing of the residents, The DCS and ¢
RDCS sald they had became aware of the

. bathing concerns in June and the QA committee

.was involved In working on the root cause and
had developed a plan to address. The RDCS

- statad, the bathing issue was a "work in
progress "

] 5. Resident #3 was readmitted from the hospital
on 4710115 with muttipie diagnoses including '
bipolar disorder and ths mstai!airon of a PEG

" tube, .

The resident's significent change MDS ;
assessmeny, dated 8/ 11/15, documented total |
assist of 2 staff for and bathing. :

. The facility's bathing scheduls documented

" Resident #3 was scheduled for baths!showers on
Wednesdays and Saturdays,

' The bathing record for Resident #3.documented:

“*May 2015 - The resident had a shower on

5/13/15. The resident had refused a shower on

. 5/6/15, B/20/M56 and 5/27115. The resident did not -

bathe for 13 days from 5/1/15 unlil £/13/15 and

did not bathe for 48 days from 6/13/14 until

71716, Thers was no evidence the residen! was

_reapproached when she had refused on 6/6/15,

5120715, and 5/27/15 or offered to ba bathed on
anather day during May.

_*June 2015 - The resident did nol have a shower -

; for the whole month of June. There was no :

! evidence the resident had refused or offered any |

" showers during June. i

9o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION C o
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*May 2015 - The resident had 1 shower on
7723/15, the 4th week of July and there was no

: interviewed regarding the residents lack of
- bathing. The DCE and RDCS acknowledged

_was a problem and had implementad steps to
t corract the preblern.

Thers were similar findings for Residentfis 2, 5,

B, 9, and 15 i regards {6 the lack of hathing.
T35 483.25(d) NO CATHETER, PREVENT UTH,
28= RESTORE BLADDER

Rased on the resident's comprehensive
asssssment, the facility must ensure thal a
"resident who enters the facility withoul an
Indwediiing catheter s not cathelerized Unless the
reslident's clinical condition demonstrates that
. cathelerization was necessary; and a rasident

| treatrent and services to prevent urinary fract

-function as possible.

" This REQUIREMENT is not met as evidenced

: hy: .

. Based on record review, and resident and staff
“interviews, it was determined the faclity failed to
- gnsiire a residentwith a suprapubic catheter

| recelved care and services 1o protect against

i catheterelated complications. This was lrue for

G o SULILARY STATEMENT OF BEFICIENCIES i PROVIDER'S PLAN OF CORRECTION C s
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTNE AGTION SHOULD BE ; COMPLETION
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; DEFIGIENGY)
F312| Continued From page 21 312

; evidence of the resideni being offered to bathe or -
-a refusal for § days from 7723715 through 7/29415.

On 7/3015 at 9:45 AM, the DCS and RDCS were |

thare was a concern the residents were nol being
bathed ant the faciiily hod already idenlifigd there

2. Anaudit of current resldents was
i conducted and there are no ether 5
residents with a suprapubic catheter, :
3. Nursing staff will be re-educated on
F 215 care of suprapublc catheters. Resident

3
H

-who is incontinent of bladder recelves appropriate

infections and to restore as ruch normai bladder :

i

t 1 of 1 (#2} sampled resident revjewed for urinary

R
1. Resident #2 had her supranublc
:cathater surgically replaced by urologist
ton 7/1/15. The nursing
staff provides routine catheter care per
physician orders

- #2's suprapubic catheter will be
changed by the urologist per order.
parfarmance Improvement tool PI 250 E
Catheter Use Review arid suprapubic
competency ool will be utilized to
evaluate staff knowledge and
performance in caring for residents
with 2 urinary catheter. Licensed nurses
will report changes In function of the
urinary catheter such as leakage,
appearance of urine, complaints of paln
to the physiclan as indicated. The
attending physician wii be notified of
consultant physician appointment dates
and any cancellation of scheduled

- appointments, Motification will be
. documented in the medical record,
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F315 Continued From page 22

| catheters, Resident #2 was hamed when her
suprapuble catheler was incorrectly inserted and
she ultimately required surgical replacement.
_Findings Inciuded:

" Resident #2 was admitted to the facility on 4415
- with diagnoses that included neurogenic bladder,

The resident’s admisslon MDS Assessment, .
! dated 4/10715, and mosl recent quarterly MDS  +

Assassrnent, dated 8/3/15, both dosumenied the
' resident was cognitively intact with a BIMS Score

' of 15, had an indwelling catheler and raguired
total assistance of 2 people for tolteting.

[

: Resident #2's Utinary Catheterization Care Plan,
“implemented 4/4/15, documented the resident !
i had a suprapubic catheter, :

The June 2015 recapitulated Physician's Orders

" documented; _

414415 - Suprapubic cathster care every shtii :

: discontinued.

%48 - Change suprapublc calheter on tize 17th
teach month on night shiff, crossed out and "oley |
: catheter” handweitlen in place of "SUprapuble.”
. *4/16/15 - Irrigate catheter as needed,

] discontinued.

' The 4/8/15 order to change the resident's foley
l cather on the 17th of aach ronth during night

. shift was included on the recapitiated July 2015
_Physician's Crders. i

i %415 and 4/6 Progress Notes {PNs) - Suprapubic
- {SP) catheler was intact, patent and draming

{ amber uring;

$ %417 (PN} - SP cathater intact:

*4{8 (PN) - Orders recelived to change SP

F 316

4. DCS /[ designee will assess residents
with a urinary catieter weekly to
ansure the catheter is functioning
properly and stafl s competent in the
care of the catheter, Results of the
audit will be reported to the monthly
QAP committes x 3 months to ensure

substantial compliance,

P
5. Date of compliance 10/8/15 /f:}/% i

%
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- catheter, i
4111 {PN) - 3P catheter patent and draining
- arnber Yrine;
*Ne documentation for 412 o 4115 regarding the
: resident's SP cathetar;
*416 N.Q. (Mew Order) - lrrigate foley PRN;
417 {(PN) - SP catheter changed due to feszdeni
_report of leakage, monitor for leakage; .
S *4798 (PN) - Resldent reported Increased urinary
leakage and voiding through urethra. No urine
- output noted in the catheter bag for two dag 7S
assess need for SP replacement;
*4420 (PN} - Mew order for nonemergent transport
. ko ED for evalualion of 5P caiheter;
. 4120 Emergency Depanment Note - Complaint
- of catheter investigaled, found to irrigate eashy,
- discharged back to the facility;
*4f22 Physician's Prograss Mole - Raquires
, foliowe-up with urology for poor SP drainage; :
D25 {PN) - Restde! reported ongoing leakage - -
of urlne around SP insertion site, dressing was
* gaturated. Gonlinded to void intermittently from
; wrethra and 8P catheter insertion site. Resident
reported frustration over confinuing SP cathater |
concerns, scheduled for wologist appointment;
*4127 {PN) - SP site dressing wet with urins,
cordinues o hava uring through urathra, no urine
i noted in catheter bag, no redness around 8P site, |
bladder non-distended; 1
L4129 (PN - Appoiniment canceled and
reschecémed for 57718, no reason given, :
Fre13 (PN) - No noted wrine output in foley bag. No |
_drainage or redness noted at site. Urologist
_appaintmant reecheduled for §17. MD notifled MD
-~ wants resident urclogy appointment as saon as ;
i posszb g, phone ¢all fo office and message Isftlo .
i schedule appointment earlier in the week if

1
i
1
i

L
i
-1

FH—

A e -

i g e
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_possible;
- *5/7 (PN} - No urine noted In foley bag. SP
FORM (235-2567(02-9%; Previous Versions Obsolewe Event I 04KY 1T Fagiiity 10: MIDSOHOO0 If eontinualion sheel Page 24 of 47




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTEC: 081472015

n FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OhiB NO. 0838-0391
STAIELENT OF DEFICIBNCICS 204G f-"ﬂO‘fﬁE}:;a FOUPTLITIVGLE SN EULTIFLL CONBTALCTION {K3) LATE Susvey
AMD AN GF CORRECTION IDENTHICATION NUMBER: A BURLDING COMPLETED
435052 B.WING 9713112015
HAME OF PROVIBER CR SUPMIER SYREET ADDRESSE, CITY, STAYE, ZiP CODE
2514 MORTH SEVENTH STREET
COEUR D'ALENE HEALTH CARE & REHABILITATIOH CENTER
’ COEUR D'ALENE, 1D 83814
L E30 SURMARY STATEMENT OF BEFICIENCIES D FROVIDER'S PLAN OF CORRECTION X5
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COLPLETION

G REGULATORY OR 1.5C IDENTHF YRNG INFORMATION) TAG CROSS-REPERENCED TO THE APPROPRIATE SATE
: DEFICIENCY}

F315 Continued From pege 24 . F 315

: catheler intact, appearad 10 be voiding via : f
i urgthra, Adult brief changed every 2 howrs, ’ i
urology appointment at 11:00 AM; ; !
TE17 (PN} - Returned from urology office at 11:16
C AN, unable 1o examine resident as paperwork not ;
- gompleted. Facifily RN completed papersork o .
" send back to the urology office with the resident,
. AL 1:45 PM the resident was transported back to | .
! the urology office with completed paperwork; ' i
*5{7 Urology Report - "They changed her
: suprapubic tube a few days ago but i hasn't . :
" drained since. The suprapublic lube was fisst - i :
{ ptaced 2 months ago. She has been voiding per . - : |
wrethra and incontinence since then... The )
- suprapublc Wbe was removed. itwas notinfar !
enaugh. | placed the flexible cystoscopa down the, .
“lract, however, | was upable to negoliate this into !
" the bladder, | could nol pass & wire lnto the ‘ :
bladder either” The assessment documented, -
i "Distadged suprapuble ube, Unforunatety the :
“Aract has healed up, She will need to have the : i
, suprapubic tube replaced in the operating room.” ; ?
' *7/1 Operative Raport - SP catheter placad :
"under diraction of cystoscopy by urotoglst; i ;
§*742 (PN} - Resident retumed from local hospital P :
« status post SF cath placement, Resident : |
- complained of pain at cath insertion site, | ‘ -
i medication given, SP cath draining bicody urine.
The resident's urslogist notified and new antibiolic
- order raceived.)

-

i

. On 713015 at 216 PM, Resident #2 stated the
| physician told ber the SP cathater had notbegen | - ;
tinserted all the way Info the bladder, which ! :
" caused urine elimination through the urethra, S

*The resident was harmed when the facility fafled
: to correctly insert a 5P catheter, which led to ‘
¢ leakage of urine arcund the SP insertion slte and . ;
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Intermittent voiding from the urethra, The
resident, who experienced difficully with the SP
' catheler from 4/ unil itwas replaced on 771, ,
eventually required surgical replacement of the |
suprapiibic catheter.
F 322, 483.25[g}2) NG TREATMENT/SERVICES -
ss=h RESTORE EATING SKILLS

Based on the comprehensive assessmentofa |
i r&sgdﬂnt the facility must ensure that -

{f} A residentwho has heen able ko eat enough
ralone of with assistance is not fad by naso gaslric

s lube ynfess the resident” s dinisal condition

* demonsirabas that use of a nasoe gastic ube was |

T Unevoldable: and ;

(2} Aresldentwheisfed by & naewgastac or
gastrostony tube recolives the appropriate
treatmient and services to prevent aspiration
. preurmonia, dizrrhes, vomiting, delwedration,
' metabalic abnormalities, and nasat-phanmngeat
{ ulcers and 1o restore, if possible, normal ealing
" skifis,

“This REQUIREMENT is not met as evidenced
oy
Basad un observation, saff interview, and record

, feview, it was detarminsd the facilily lajfed to
1 appropriataly administer imedications through the
' PEG tbe of 1 of 16 sampled residents {Resident
I I #3). This deficlen] practice created the potential

" for adverse medication effects and the potential

f

F 315

F 322

1. Thelizensed nurse has been re-
aducated and compeiency tested on

© adminlstration of madication through a
PEG tube to include flushes between

. each medication and following
© physician orders as It refates to route of
" administration,

2. Current resident MARs were audited for
* medications adrainistered through a

resident with orders to administer
madication through a PEG tube. The
. proper technique for medication

PEG tube, Resident ff 315 the only. ‘

administration through a PEG tuhs .
including flush orders will be reviewed |
" with each licensed nurse.

" 3. licensed nurses will be In
competency tested on appropriate

-serviced and

administration of medication throvgh a
" PEG tube o Include medications given

- individuaily followed by a flush,

H
i
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docurnented the instructions for tube feeding,
; "Flush PEG with 30 mL of water before and after -
! gach radication” and "may give meds oral or per |
- fube.” '
It 2lso documented these morning med'cat;om
"Culturellz, give 1 orzlly 3 times dclly
; {supplement) do not put in twbe;
- Amlodinine Basylate § mg tab..give 1 tablet via
tubelorally ence a day, -
- Metoprolol Tarrate 56 g leb, gwe 1 tablet via
itube 2 timas a day;
I Clonazepam T my tablet...give 1 lablet orelly
Pevery 12 hours...; i
ASA [aspirin} 81 myg, give per PEG tube o orally I|
" daily; :
; Senna 8.8 my/5 ml. syrup, give 10 mL orally 2
i imes a day;
" Vitamin D2 2000 U, give per PEG lube or orally
avery day;
: Multivitamin with mineral, give daily pér PEG lube
Or orally;
(‘ranbeny goncentrate, give 30 mlin -8 oz of
" fiuid 2 times a day; and,
" Miralax powder give 17 grams via fube once a
ciay mixed in liquid.” :
. | The July 2015 MAR documented the start of E
Bactrim suspension 20 mL per mouth or tube BID |

1
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322 Conlinued From page 26 [ F 322
_for complicalions wilh the PEG lube when " ‘
- multiple medications were adiministered without 4, DCS/designee will conduct weekly
: flushing in bet.wegn each med?c:ation, and one ~ ohservation audits of nurses _
oral-only medication was adrninistered through | ; e dication through a !
. the PEG tube. Findings included: ; ! adrinistering medica ‘ & :
k : . PEG tube, Results of the audit wili be
: Resident #3 was readmitted from the hospital on reported to the monthly QAPI
4710/15 with multiple diagnoses inciuding bipolar . : ) h .
. disorder and the instalfation of a PEG tube, i | committee x 3 months to ensure
! i substantlal compllance. :
| The July 2015 Fhysician Recapitulation Orders 5. Date of compliance 10/9/15 L 10/q A 5
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" (two times a day) for 7 days. italso decumented

- the start of D-Mannose powder 1 tsp every 3 |
* hours on 7/8/15. Note: The MAR did not

- document when the Baclrirn order was Inllialed,

s and these ordars did not apeear on the July

" Physiclan Recapitulation Orders. See F514 for

{ documentation lssugs,

On 712815 at 7:30 am., LN #1 wes obsarved
¢ sntering Resident #3's room 10 administer
- medications. After asking the resident if she ;
veanted her madigations by moully of through the
! tube, the resident wanted her to administer them
* through the fube (medication was alraady
. crughed in the cup). The LN put the Bactdm
\ " suspension through the tube, fushed with wrater,
: " added the smel cup of crushed medication -

through thes tube (LK steled this was "Problotic -
: mned hearl medicine®™ fushed the lube, and finally
" added "the cranberry” into the Wbe.

FOn 7728115 2t 1020 am., LN #1 said after the

- antibiolic was s{?nsiﬁésie;eég Culturells,
Amalodipine, Matoprolol, Clonazepam, Aspirin,

| Sennz, Vitamin D, and h;i;z& witamin with mmem%
“wers crushed and adminisiared together {without -

fiushing between rnedications) through the PEG

| tuba during the mosning medication ;

" adrninistration. She #so confinmad cranberry i

‘ concentrate, B-Mannose powder, and Miralax

' was administerad together without flushing in !

: betweern. :

Ten madications were administered together,

; without flushing 30 ral. of waler in belween each
medication per order, The Cullurelie was

: administered through the PEG ube when ordeis

! stated this medication should not be putin the ¢
wbe.

rmhts o w e o o1

i
H
i

STATEMENT OF DEFICIENCIES {21} PROVIDERIGUPPLIERICUEA {42 MULTINLE CONGTRUCTION 3] DATE SURVEY
AMD FLAN OF SORRECTION IDENTIFICAT KON NUMBER: A BUILONG COMPLETED
_ 135052 B, VNG _ 0713172018
NAJIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE, 21 CODE
2514 NORTH SEVENTH STREET
COEUR D'ALENE HEALTH CARE & REHABILITATION CENTER
COEUR D'ALEHNE, 1D 83813
41D SUABARY STATEMENT OF DEFICIENCIES ., D PROVIDER'S FLAN OF CORRECTION 1x5)
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL ; PREFK {EACH CORRECTIVE AGTION SHOULD BE COLIPLETION
TAG REGULATORY OR L3C JOENTIFYING INFORMATION) G CROSS-REFERENCED TO THE APPROPRINTE DATE
DEFICIENGY) _
: ;
F 322 Continued From page 27 | Faze

FOR LIS 2557{02-90) Provious Versions Dbsolele C 7 Eyent i OSKYH

Fachity 0 ADSO01800

if continualion sheat Pags 285 of 47




DEPARTMENT OF HEALTH AND HURAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/14/2015
FORM APPROVED
OMB NO, 0938-0391

ss=p HAZARDS/SUPERVISION/DEVICES

| The laciity must ensure thatl the residant .
ez'zvlfonmerzz remaing as free of accident hazards
as Is possible; and each resident recelves
! gdequate supervision and assistance davicss to
pravent accidenls, :
i

H

' This REQUIREMENMT is not me! as evidenced
by:

! Rased on observation, staff interview and record

, review, it was determined the facility falled to

i ensure side rails werg assessod as safe for

- resident use. This was true for 1 of 6 (#2)

\ sampled residents. This had the potential for
; tnare than micimal harm should residents

: exgeﬂence accidental hazards due to side rail

s entrapment. Findings Included: !

H

Resldent #2 was admittad to the fadlily on-4/4/15

+ with diagnoses of quaddpleglc C5-CY, .
nccmptete depression, chronic pain and
ne:wf}gemc bladder and howel,

} The resident's admission MDS Assessment,

- dated 4110715, and most recent quarierdy MDS

| Assessment, dated 6/3/15, hoth decumented the
resldent was cognitively intact with a BIMS 3core |

: of 15, and needed total assistance with 24+ staff |
for bed mobllity,

i : o

'The Self-Care Deficit Plan, dated 4/415, ;
decumen%ed an intervention the restdent needad -
! extensive to tolal assist of one fo hwo staff for bed |
- mobility and positioning. The care plan
documented an undated handwrilfen entry

1. Resident #2 uses bilateral ¥ side rails as
enablers to assist with bed mobility,
Her side ralt / restraint assessments |

STATZMENT OF DEFICIENCIES (X1} PHOVIDER/SUPPLIERJCLIA {X2] MULTIPLE GONSTRUGTION {%3) DATE SURVEY
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BREFIYL {EACH DEFICIEHCY ALIST BE PRECEOED BY FULL PREFIX . {EACH CORBECTME ACTION SHOULD BE  COHFLETEH
TG - HREGULATORY OR LSC IDENTIFYING (NFCRMATICN) 7Y CROSS-REFERENCED TO THEAPPROFRIATE ¢ DATE
! DEFICIENCY;
: a
F323 483.25(h) FREE OF ACCIDENT F 323

have hean updated to nclude “safe for

resident usa”™ by

the 107, which includes

therapy services.

2, Ansudit of current resident’s mobility
status revoaled no other side rafls in
use, Transfer mohility status is i
assessed on admission, quarterly, and
with significant change in condition,

3, Whan a side rail

is indicated, the DCS/

physical or gecupational therapy in
conjunction with the 107 will determine
safe use and docoment such on the side
rall / restraint assessments. The D7 will
be in-serviced by the therapy
department on how 1o assess side rall

safety,

4. 0CS / designee will audit resident
transfer mability status weekly to

ensure residents are safe when a side |

rail is Indicated.

Results of the audit will

- be reported to the monthly QAP ;

commitiee to ensure substantial i

t compliance.

5. Date of compliance 10/9/15 ! / % -
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“indicating the resident could use a trapeze, and % "

- slde rails for positioning. ‘

L On 7/2/15 at 2:16 PM, and throughoul the survey ; :

“week, Resldent #2's alr bed was observed io - - ; -

" have bilatarsl ¥ side rails in the up position. ‘
Racord reviswed docurmented a 7/9/15 Physical | i [
Resiraint Evaluation for side rails as enablers. ' ;

Thera vras no documentation the side ralls had
heen assessed o be safe for Resident #2's uge,

i :

" On 71317115 2t 08:00 AM, the DCS was asked for -~

" a side rall safety assessment, She slated she- o
“woulld check with PT [Physical Therapy] as they :
ware introlved in her assassment. However,-no
g:fé?; documentalion was provided by the g 1.__Resident B13s oxygen tank was

F398. A33.25(k) TREATMENT/CARE FOR SPECIAL | Fa2s changed when observed to be empty
580, NEEDS t and resulted in no adverse gutcame to

- " . : \ i . The orders for oxygen
The facitiy must ensure that residents raceive the resident. i d v8

proper trealment and care for the following ; - have heen clarified to Include the route !

: Spaciai sarvices, | of administration per “nasal cannula™,

!njeeiions o ‘ ,

" Peronteral and snteral flulds; . 2. Current residents using oxygen tanks

Colostomy, ureterostorny, ar ﬂeastom Yy cars;  were assessed and no ather tanks were

Tracheostomy care; . found to be empty. Anaudit of oxygen
i Tracheal sucloning; : i : 4 ith leted and ord ) -
| Raspiratory care; ¢ . orders wil be compielgd and oraers

clarlfied to include route of ;
i adminlstration as indicated, The Mock

f Survey team will abserve. residents :
" This REQUIREMENT s nof met as evidenced " using oxygen to ensure tanks are not .

by : ,
 Based on abservalion, record ravisw, and staff | empty and report thel findings at'the
daily stand up / stand down meetings.

- intarview, Ttwas determined the faciity failed to

Foot care; and i
Prosiheses, -

i

FORM Ch5-2567(02.88) Pravdaus Yaisions Obsoleis Euanl X OAKY {1 Faciity 0 MOBEO600 if continuation shest Page 30 of 47




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

PRINTED: 08/14/2015
FORM ARFROVED
OMB NO. 0938-0391

i ensure residents who use oxygen were provided

“wdth oxygen therapy per physiclan's orders, This

Cwas frue for Random Resident (#13), observed

| for oxygen during the dining sxperdence, This
deficlent practice crealad the risk of resplratory

_distress due to emply oxygen lanks. Findings |

:inglude: ‘

Resident #13 was admilted o the facility on ¢
18127101, and readmilted on 1120013, with m@lt;pﬁ
' diagnoses which Include bactoral pneumaoniz and
! - GOPOD (Chronle Obslruclive Pultnonary Disorder ) ! ;
!
The residents July 2016 Physlctan's Orders
{Racapitulztion Orders) documentad a 2/1/13
. order, "Oxiygen at 2 L [Litars) continuousty.” The
" ordar did not inciude the route of administration.

' The July 2015 Respiratory Flow Sheél :
" dosumentad the fadility monitored oxygen st 2 L
continuously for alf shifts,

! : On 7/30/15 al 12:25 PM, Resident#13was - |
' observed In the dindpyg room with 2 portable O2
{oxygen) tank set al 2 L A nasal cannula was
present. The lank was observed to be emply. The |
! DCS observed the resident's emply O2 tank, and | 1
asked the MDS coordinator to replace the empty !
- 02 tank,
‘ff353 483.30(a) SUFFIGIENT 24-HR MURSIMNG SmFF
85 F 'PER CARE PLANS

The facﬂity must hava sufficient nursing staff to

. provide nursing and related services to attainor |

" maintain the highest practicable physical, mental, |

,and psychosacist well-being of each resident, as !
a determined by resident assesaments and

s individual plans of care.
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' COEUR D'ALENE, 1D 83814
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Ir REGUAATORY OR LSC IDEHRTHFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE bATE
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i : ! |
F328 Continued From page 30 | F328

3, fursing staff will be in-serviced to check f
' oxygen tanks at 2-hour intervals to

§ ensure tanks are replaced prior to

becoming empty for rasidents using
oxygen. Physiclan orders will include
route of administration, The Mock ‘
. Survey team member assigned to the :
3 resident will check the ogygen tank ,
during daily retnds to ensure tanks are

replaced prior to becoming empty,

4, DPCS / designee will conduct weekly

. audits of residents using oxygen to

- ensure orders contaln route of
administration andtanks are replacad
prior to becoming empty. Results of |
the audit wil he repartad 1o the

monthly QAP committes x 3 months to

- ensure substantial compfiance. i

5. Date of compilance 1079715 f ;g{qé 5

F 353,
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SULMARY STATEMENT OF GEFICIENCIES

5]

PROVIOER'S PLAN OF CORRECTION 145)
| CENPLETION

. Tha facillty must provide services by sufficient

: nurabers of sach of the following ypes of

" personng on a 24-hout basis to provide nursing

: care lo alt resldents in accordance with resident
care plans:

" Except when walved under paragraph {c) of this
. section, licensed nurses and ofher nursing
f personnel,

! Except when walved under paragraph (c) of this
- section, the facllity must designate a licensed

" nurse to serve as a charge nurse on each tour O'f

- duty.

i
1

_This REQUIREMENT is not mat as evidenced
i by -
Based on Resldent Grisvances , Resident

| Individual and Group interviaws, Staff inlerviews,

and facilily staffing records, it was determined the
- faciiity falled to ensure there was adequate
| staffing to ensure call lights were answered timel, Y

1. The facllity is actively recruiting

PREFIX ¢ {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
6 REGULATORY OR LSC INENTIFYING INFORMATION) AG CROSS-REFERENCED TOTHE APPROPRIATE | DATE
DEFICIENGY]
s [ 4 |
F353 Continusd From page 31 F 353

quaiified care givers to meet the needs

* of the residents. Positions are posted

. on internet employment sites such as

- Indeed, Career Bullder, Craig’s list, and

; focal news paper. The facliity
- voluntarily elected to stop accepting

" admissions. The facility will continue to
_not admit until sufficient staff are hired,
- trained, and the fachity is in substantial
: compliance,

Z. The facility Is utilizing supplemental

" and provide for tha needs and well-baing of rnost i

reszdents This affscted § out of 16 sampled
residents (#s 2-8 & 18) and 7 of & resldents whao
s aftended the group inferview and any resident
Pwho lived in the facilily and required staff
" assistance with their ADLs. This fallurg created
the risk for residents ib the facllily lo have unmet
| needs, Findings Included;

Qi 74290115 the MDS Coardinalor provided & list
¢ of 8 residents who nseded the assistanca of 2
- staff for ADL's (Activities of Dally Living).

? a. Grlevance Concern Forms for Aptil 2015
- through June 2015 were reviewed and included

i

3
i
{

- staffing agency and will continue to do
s0 until sulficient staff are hired and

" trained to meet the needs of the

, residents. The facility administration

" will monitor staffing daily and resident

 concerns/grievances to ensure !
adequate staff available to meet the

needs of the residents. Wages have
heen adlusied and are competitive with

“the current market.

3. The lcensed charge nurse will he in- g

+ serviced to hotify the administration
_pramptly when scheduled staff is not

! present. The facility administration will
work to remedy the scheduling 3
" discrepancy. ;

| |

i
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*4126/15 Resident reported to staff, "areyou
. geing to help the other girds sc | can get a shower -
| today.” The staff member asked what the resident
. meant and the resident stated she had asked for |
i @ shower yesterday but was 1oid she couldn't get
i any help, so she couldni give the resident a .
shower, Action taken documented the shower !
. was given and the resident would ask for showars
when ready.
" *4{27115 Resident reparted to Administrator she  °
was hot getlling showers and had long cafl tight

+ wait tirnes, Action taken documented education |
was given to staff on call light response. Ne :
action wasdocumented regarding the resident's

| shower concern.

- *6/19/15 Resident reported all personal cares

were being omitted axcept when two GNA's were

1 assigned to her. Action laken documented the

i 58D spoke with the resident who reported the |
staff only forgot once and the resident was happy -

with her care. Encouraged resident (o raportany |

1 further concerns. |

b, On 7i28H5 at 1:00 PM, a Group Interview with

. 9 residents was conducied, During that ime, 8 ‘

' residents stated thay had problems with call tight |
rasponse fimas. Four residents stated staff will

- come in, turn off the light and say they will be _

i right back bit then don't come hack, Qne i
resident staled she had waited for "1-1/2 hours”
for assistance and ancther resident staled she

‘ had waited for "2 hours." One resident stated,

"Sometimes the problem is understaffing, we

nead more stafiing.” Another resident stated, "We

- don't have enough aldes here” Another rasident |

- stated, "The worse time is change of shift.” i

: Another resident stated, "One-half hour before

. change of shift, fighls don'{ gel answered. Staff

X SUMLARY STATERMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 8
DRERK (EACH DERICIENCY MUST BE PRECEDED B8Y FULL PREFIK {EACH CORRECTIVE ACTION SHQULD BE GOMPLETION
Me REGULATORY DR LEC IDEHTIFYING INFORMATION TAG CROSE-REFFRENCED TO THE APPROPRIAYE OAE
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t ]
F 363 Continued From page 32 F 353
: the following documentation: 4. ED/ designee will continue to audit the

dally schedule and resident
concerns/eriovances to ensure there is
adequate staff to meet the needs of the
residents. The results of the audit will
be reported weekly to the Regional
team and monthly to the facllity QAP
commitiee,

5. Date of compliance 10/8/15

+ H
: i
H
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“ will give excuses like they have paperwork to do, .
charling or they are short-handed. We don't want i
: to get anyone in trouble, we just want to gez the - i . |
i : help we need. There are good aides here.” ; o
¢. The Three-Week Nursing Schedule was _
reviewed, and documenied the following evenmg i |
. shift GMA hours, which indicated two CMA's -
- worked: -
" *716, 15 hours of CNA coverage, Cenus of 32 : :
" Residents; s o '
- *719, 1% hours, 30 Resldants; ’
: *T!Z'I, 19 hours, 28 Residents, ) o - :
{ - . B .
“On 7729715 at 9:40 P, GCNAFY stated thers
- should he 3 CNA's on evening shift but typically
they had 2 CNA's, however, tanight they had four
. CNA's. She stated the CNA's iy to do the best : ;
i they can, |f day shift is unable to gel showers : ! :
: done, then they will try to give shawers, butifthey « - : i
"are short staffed, they dont always get done, i . i

On 7/29/15 al 9:55 PM, CMA#10 stated evening
shift was shori staffed, with 2 CMA's, at least 50
percent of the Hme, and the facility needed to hire |
more CNAslaff, She stated it was hard to get
showers done, and call lights answered while : , ,
both staff are doing two person transfers, CNA | i [
#10 stated it was nice when they had three CNA's )
- working. :

d. The Three-Week Nursing Schedule was
reviewed, and documented the following nignt ;
shift CHA nours, which indicated 1 to 1-1/2 CNA's

s worked ;

. *715, 7.5 hours of GNA caverage, Census of 32

! Residents

i *7/10, 11.5 hours, 20 Residents

1*7/11, 11.5 hours, 30 Residents
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*7112, 7.5 hours, 30 Residents
*7115, 7.5 hours, 29 Residents
*7HE. 11.25 hours, 29 Hesidents
*F117, 7.5 hours, 29 Residents
7718, 11,25 hours, 29 Residents
#7123, 11.5 hours. 28 Residenis
*7425, 11.5 hours, 28 Hesidenis

Un 7726415 a1 10:26 PM, CHA #1171 sialed she
worked 1-2 imes a week, as the only CNA on
riight shift, for the {ast thres weeks. She sialed
they had been shor staffed since July. She stated
if showers didnt get done on the evening shift,
then they don'tget done. She stated the facility
needed to hire a third side for graveyard shift, and
there needed to he three CNA's,

Please refer to F-312 for details regarding
showers.

On 7131115 sl B55 AM, the DCS was shown the
Three-Week Nursing Schedule and stated
sdequate staffing was an area sho was working
on. She stated the facility had posted positions on
multiple Inlernet employment sfies such as
indesd and Career Builder, The RDCS staled the
fecilily had strategicaily held admissions to zero
since 7118 and the facility had offered sion on and
referral bonuses.

483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A facility must be adminisiered in a manner that
enables it lo use its resources effectively and
afficientty to atfain or maintain the highest
gracticable ghysical, mental, and psychosocial
weli-being of each resident.

i 353

£ 490

F—4930

Thi facllity has maintained an interim
Administrator in place while the
Corporate Recruiter searched for
guaiified individuals to interview for the
Administrator position. The Regional
team then went through the interview
process 1o choose the best individual 1o
fill the administrator position. The
traveling Regional Administrator will
provide arientation for the new
Administrator regarding policy and
procedure that will include the
comprehensive Quality Assurance
Perfurmance '%mprovement Program as
well as ongolng support and
mentorshig.
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This REQUIREMENT i3 not met as evidenced
by

Based on resident interviews, group Interview,
stalf interviews, review of grievances, and
medical record review, it was deiermined the
management team failed o administer resources
effectively and efficiently to pravent systematic
problems for 11 of 12 sarmpled residents {#s 1-10
& 12} and 4 random residents (#s 13-18), with the
potential to affect all residents in the facility, This
faiture resulted in the management tearn
providing insufficient direction and contrad
necessary o ensure residents” Quality of Life and
Quality of Care needs were being met, Findings
included;

The facitily failed o provide sufficiant
implementation, monitoring, evaiuation and
continued oversight to maintain regulatory
compliance in the following areas:

A. Refer to F241 - The facility faited to ensure
rasidents were freated with dignity and respect
when a resident was observed during a meal in
the dinirg room with nasal discharge and copious
amounts of mucus discharge from his mouth,

8. Refer to F280 - The facility failed to ensure a
licensed social worker was involved with
residents who nesdad counseling, instrumeantal
with discharge planning for residents, and
provided the Sacial Service oversight.

C. Refer 1o FA09 - The facility failed to ansure
administration of a blaod pressure medication
was within the defined parameters and the
assessment of 2 dialysis access site was
performed. :

Current residents have the potentisl ta
be affected when management ieam
members change. The District Tearn
will assign Regional staff asinterim, in

F 480

open positions, to sustain systems until
permanent managemeant members are
recruited, hired, trained, and follow up
on a continuous basis. Facility
sdministration will be available to meet
with the resident council president 10
ensure resident concerns are addrassed
promotly and residents are satisfied
with rasalutions

3. Facility will conduct bl-weekly resident
councd meetings to discuss care and
service issues, and treatment of
residents that wili enhance dignity and
respect, Facllity staff will receive
continuing education based on resident
comments and suggestions,

4, 'The facility has developed a plan of
correction that has systemic changes as
well as audits and monitaring by varieus
departments to ensure compliance.
These findings will be reviewed by the
manthly QAP committee. The Regional
Team will provide monitoring and
oversight to ensure compliance is
maintairned and findings will be
reported ta the District Team.

5. Date of compliance 10/9/15 ﬂ‘%‘{";zzzz%ﬁ’ﬁ
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i

oral care,

!

"tube.

F 614 483.75()(1) RES

LE

- and progress notes.

! F. Refer to F322 - The facility failed to ensure a

resldent with & PEG tube received the care and
- sanyices to protect against complications of : ]
- meefications improperly adrmmstered via the PEG

F 490° Continued From page 36

| D. Refer to £312 - The facility failed to ensure
. residents were bathed consistently and provicdect

'E. Refer o F315 - The facilty falled to ensure a |
" rasident had a vrinary catheter inserted correctly 1
which resulted in the rasident having surgery.

~G. Refer to F328 - Ths facility failed to provide
residents oxygen needs when a resident's oxygen l
- cHnisier was found to be emply

- . Refer to £3553 - Tha facilily failed to provide
: sufficient staff to provide for the quality of care
' and quality of life needs of the readents

§8E . " RECORDS-COMPL ETEFACCURATF‘!ACCESSIB

" The facility must raintain clinical records on each
resident in accordance with.accepted professronal'
. standards and practices that are complete; g
accurately documented; readily accessible; and 1
: systernailcally organized.

1
The clinical record must contain sufficient

: information to identify the resident; a record of the

i resident's assessmaeants; the ptan of care and i
: services provided; the resulls of any '
- preadmission screening conducted by the State,

Fb

|

!
F 490

Resident # 1 no fanger resides at the
facility. The Licensed Nurse who failed
to correctly document the
administration of prn narcotic

: medlcation was re-educated. No

adverse outcome occurred as aresult of -
this documentation error. The Licensed .

Nurse who completed the July _
recapitufation orders for residents #4 !
. and #8 Is no longer employed by the

544 facllity, The nursing assistant staff
responsible for ADL documentation for

i resldents # 4, #7, and #8 were re- X
* educated on the acceptable practice for ;
- rtecord correction that wili include datae, .-

initial, and reason for correction,
Licensed Nurses responsible for
incomplete documentation for 'l
residents #2, 3, 5, and 6 were re-

educated on record completion to

© corrections.

include signature, date, time on
physictan orders, MARs, and record
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"This REQUIREMENT Is not mel as evidencad
by

- was delsrminad the {aclily falled to mainiain
clinical records for each resident in accordance -

 practices to ensure the records wera complete
- and accurate, This was frue for 8 of 9 sampie
.residenis (#51,2, 3,4, 5, 6,7, & 8). This deficient
! practica creats d the potential for madical ;

inaceurate infermation which increated the risk
for complications due to inappropriate care or :
intarveniions, Findings icluded; : !

, The facilily's Policies and Procedures on ,
- Physician Ordars, datad 19750014, dosumentad: - !
*...A Clinical Murse shall ranacribe and reviow a8 ¢
physician orders in order to efisol their .
: implementation...aftending physician shall review .
" and confirm the orders, The nurse shall !
~document the date, time, physiclans name and
. that the orders were conirmed on the order form:
% Le. {examole] 12/01/8 11:00 AM ;
- [Physiclanf{LN]..Routing Ceders: A Cilnical
Hurse may accept a lelephons order.. order shest
_shall be signed T.0-{tetephons orderk:The order ~
! : st then be transcribed! to all appropriate areas |
F{MAR, TAR, etc.) The nurse shall sign off the X
otders upon complelion or vedficalion of
franscription as follows: Noted [LN], 12/01/98
4145 AN

1. Resident #1 was admitted to the facility on

: BAH15 with multiple diagnoses indluding

' metastatic lung cancer, oplate sbuse disorder, |
. Schizophrenia and psychosis,

t Based on record raview and staff interview, it

with accepted professional standards and e

¢ decislons to be hasad on Incomplete or L.
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2. An audit of current resident physician
arders including transcription to MAR
and TAR will be conducted to verify a
complete and accurate medical record.
Physiclan arders will be reviewed at the
daily clinical meeting {o ensure proper
transcription. ADL flow records will be
audited dally fo ensure documentation
is accyrate and ervor correctlon meets
professional standards of practice.

3. The nursing staff will be in-serviced and
: competency tested on proper
documentation in the medical record
* that will ineet professional standards of
" practice: evror correction will Include
* slgnature, date, time and reason for i

correction; physician orders and

transcription MAR / TAR will include :
signature, date, and time; orders :
discontinued will include signature, ‘

; date, and time.
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F514 Conilnuad From pags 38 F&14

The resident's July 2015 MAR docuaented 2 4 DCS / designee wil audit physician !
arders for Oxycodone & rg. One Physician's orders including transcription to

- Drder was §3C§1€dl}§ed for every 4Rr£urz an;i ihe ~ . MAR/TAR at dally clinical meetings and

- other Physiclan's Order was a PR order for -

: every 4 hours. The orders were documented: ! ADL documentation weekly to ensure
"Oxycodone & mg tab [tablet] 1 PO (by mouth] Q * documentation meets professional

[every] 4 PRM Breakihvough Pain...7-10-18> - standards of practice, Staff will be re-
"Oxycodone 5 mg 1 tab every 4 hours X {imes}

- 30 days." The date of the Physician's orderwas . -
nct docurnenisd on the MAR,

educated and competency tested if
. documentation does not meet o

% The LN'S iz il&i& WalE dOG&i?ﬁ@ﬁ{G{f art the - 1 : p{of&ssio;}a* 3tandaff§$ of ;‘}faclif:e.
¢ Oxycodone 5mg 1 tab every 4 hours on 7130718 Resalts of X
*for the scheduled imes of 6:00 AM, 10:00 AM, - | ; Results of the audit will be reported to
L 200 PM, and £:00 PM. The LM's initiais were © .. the monthly QAP committee x 3
decurneniad (o signify the adminisirafion of 1 - . ;
tHatia! of Oxycodene § g al those times, The » . months to ensure substantial :
resident's Oxycodone & nig tab 1 PG Q 4 PRI compliance. ,
~did not contain any LN inftiels to signify the PRN 5. Date of compliance 10/9/15 2 f qu / 4
“dosa had been administerad on 77305, f _— L

" Resident #1's Narcotic Sign Out Shest for the | ; |
Oxycodone 5 my with the direclions of 11ab Q4 o - :
“hours X 3¢ days documented the date of 7/30/16 - - P
al40 AM, 2 PN, and 6 PM with the LN's nflials, |~ |
*but the dose of 2 tablels belng administered ,

tnstead of just the 1 lablet as orduied by the

physmian

On 7/30/15 at 7:10 PM, the DCS was in’ervaewcd o
‘regarding the discrepancy on Resident #1's ‘ :
. T2G15 MAR for the scheduled Oxycodone and . -
F the resident's Narcolic Sign Out Sheet. The DCE | . o
said i appeared the LM had falled o chatt the ¢
. Oxycodone PR dose had besn admimsi&red at .
110 AM, 2 PM, and & P, : ¢

. 2. Resident #4 was admiited to the facilityon | . . !
CA2GTTE with mullipie dlaghoses including ! ' ’
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s demeniia, ostecarthiitis, and generalized
- weaknass,

| (
_The residen{’s July 2015 recapitulation

| Phiysician’s Orders documentsd:

*51221148,.. Zinc Oxide 20% Oinlment Apply (BID/
{Twice a day] 2 X [times]| day) topically {6 right
 buitock as nesded untll resolved..” The
; handwritten words of "BID/ZXday" wers added
" but Ihere were no staff Inltials or a date to reffect 1
. wheh the correction was mads,

D215, Zine Oxide 20% Olnlment apply -~
- topically to right bultock 2 times a day.” The order -
had been linad out with a pen and the words

"Reapeat” are handwritten al the end of the order.

; i "Tha fined out ordar doas not have a date nor the
. LN's inltials to docurnent who made the mrrecizon
: and the date of fne correction.

Rasident#4's s’\Qi Bathing Rea,erti documented:
772015 - The bathing section has the 3 shills
{night, day & evening) far the staff to decument a
P RSH" o signify the resld
! they docurnent with a "8/8" to signify the ADL
Csuppol and the actidly of bathing did not oceur or
family andéor non-facliily sialf provided care -
. 100% of the tims.
L On 712115, 7/6116, and 7/9/15 the record
¢ documented heavier handwiitten lettars of "SH' 3
: over the fop of the underlying "818". There areno -
tinitials and dates to verify who, why, and when
- the changes had besn made. This s not )
- consistent vith accaptable clinical practice for .
» record correction,

1 3. Resident #8 was readmitled lo the facilily on
. 9I8/09 with multiple diagnoses including

- demantia, schizophrenta, dyskinesia, and
macular degenedation.

anthad a showsrand -~ O

STATENEMT QF DEFICIENCIED QN SROADERISUPRLIENINIA A8 MULTELE CONDTRUGTION [A3) DATE SLRVEY
AND PLAN OF CORRECTION JIDEMTIFICATION RUMBER: A, BULDING COMPMETED
- E
138062 8. VNG 07/31/2015
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[e81Y s ' SULMAARY STATEMENT OF DEFICHEMCIES I PROVIDERS PLAN OF CORRECTION %3}
PREME {EACH DEFICIENCY KIUST BE PRECEDED BY FULL PREFE{ | {FACH CORRECTE AGTION SHOULD BE . CORPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORIANTION) TAG . GROSS-REFERENCED TO THE APPROPRIAYE DATE
DEFICIENGY)
F514 Conimued From page 38 tOFB14
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G

SURBARY BTATEMENT QF DEFICIENCIES

i

?.

The resident's July 2015 recapitulation
Physiclan's Orders documented:
“Wanderguard for safoty-check placement every
" shift. Wanderguard check function daily.” There
was no date nor a nurse's iniiels to document.

“who made the correction or the date of
. fmplementalion,
|

Resident #8's ADL Balhing Record docurrentead:
7/2016 ~« The bathing section has the 3 shifts-
{mgh% day & svening) for the siaff o documant a

' "SH" to signify the resident had a shower and

they dosurnent with & "8/8" to signify the ADL

- support and the aclivity of bathing did not oocur of ‘
. farnily and/for non-facility siaff provided care

100% of the fima.

4. Resident #7 was admilted fo the facility on

- 316115 with multiple diagnoses including i

cerebrovascular accident (CVA), demeniia,

; expressive aphasia, and apraxia.

Resident #7's ADL 8athing Record documented:

P 7/20146 - The bathing section has the 3 shifts
“{night, day & evening) for the staff fo documsnta -
; "SH” ta signify the resident had a shower and i
" they documnent with a "8/8” fo signify the ADL
- support and the activity of bathing did not accur or|

family andfor non-facility staff provided care !
100% of the time. :

- On 756, 772205, and 725115 the record ;
. documented heavisr handwritien letlers of "SH' ¢

o ' PROVIOER'S PLAN OF CORREQTION {45
PREFIXK (EACH DEFIGIENCY KUST BE PRECEQED BY FULL PREFIX {EALH CORRECTIVE ACTION SHOULOBE CORPLEYIC
A REGULATORY OR L3C [DENTIFYIRG BIFORMATION) TAG . CROSS.REFERENCED TO THE APPROBRIATE DATE
H DEFICIERCY}
F5i4 , Continued From page 40 © F 514 :

5
H

L Op 7808, TIN5, 711308, 76N 8, 7120818, and 1
71265 the record dacumented heaviar

- handwritten leliers of "SH' over the lop ofthe =
" undlerlying "B/8", There are no inilldds and dates [o”
-verify wha, vhy, and when the change had beén
‘made. ) L
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DEFICIENCY) (
: : !
F514 . Continuad From page 41 F 614,

. over the top of the underlying "8/8". There are no |
+ inftiaks and dales to verlfy who, why, and when
: thf:z changes had been made, .

On 7129116 at 10:25 PM, ONA #11 stated she h*aé

- noticed that someone went through the ADL g
‘ Bathing Records and had writtan "SH" pver the

top of the "8/8."

. & Resldant #5 was readmitted to the facility in

“June 2018, The orders for this admission
inclucied 29 medications. In one instancs, an.

- order vias cressed out with “error” by ithut no .
documented signatura, date, or ime for the arror,

" Another nstance docurmentad "DIC" next fo a !

1 mmedication order with no signaturs, datg, or fime.
The resident was rezdmitted B/8M15, butthe data
of the readmission orders documeniad 611715, ¢

:

"The June 2015 Physiclan Recapitulation Orders
. documented 15 medication orders with no order
! date for each individual order,

1 The June 2015 MAR documented 19 medication,
intervenilon, and realment orders with no date, Ia
addition, 2 med,r;at lons ware discontinusd an the
AR without & signature, date, or time of %
discontmuam:s

" 8. Resident #3 was admitted ¢ the facllity on
, 410716 wilth multiple diagnoses including
" catatonla and bipolar disorder.

ey

The July 2015 Physician Recapitulation Orders

; documented 7 imedication and freatmeit orders |
- that were crossed oul, but did nol indicate if they

were discontinued and did nol have a dale or

“signature. in addition, none of these orders

H
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. : :
F 5147 Continued From page 42 F 514 i

indicated which physiclan ordered the medicailon,,

- interventions, or trestments and there was no e

physician sigrature linked 1o the orders, There . |

were 12 Instences whera "PO or PT [PEG tbe) ™ ' '
- or something similar, was wrilles on the orders ! _

with no signalure, time, or date, . ! !

- The June 2015 Physician Recapitulation Orders ; ,
, documanted 13 Inslances of writien changes or i ’
! addhions to the orders vithowt a signalure, dale, : :
or fime of the ¢change, . )
. The July 2015 MAR documented § istances : i !
i ' whers a medication or reatrent was crossed out
" or discontinued, with no corresponding signature, :
- clate, ar time, . .

There vere sirilar findings for residents 82 & #6. o NI and CN.A's #3 and 4 have hean
F3i8- 483.750m)(7) THAIM ALL STAFF- H:SER&ENCY T F 518 re-educated on the power outage
ss=E PROCEDUREZ/ORILLS ' procedure to include the location and
| The facifity must train all emplogess in emergancy | - purpose of red outlets during a power
! procedures whan they Begin to work in the facliity,” - © putage, ;
. periodically review the procedures with exisling 2. The facility staff was interviewed to :
. staff; and carry out unannounced staff dills using; )
th{}ge ﬁrgcedufeg ) i . ascertain uﬁtﬁeﬁtanéfng of the power ;

of red outlets. Staff members were

s by ) : . Immediately re-educated if unable to |
Baged on sia?f;n;m‘;fe?; gr;d gsecard fevi;zm i . : _+ verhalize suffictent understanding,
. weas deferminad the faclity falled to provide siaff ] ;
* {raining on the pracedura for & power otitage. 3. FacHlity ”“ta:ﬁ will be competency tested
This was true for 3 of 4 staff interviewed during weekly using the question and answer
ihc; exiviﬁnmzmai task. {rh?g fatl;xre created dthet f ! method to explain what to do In the
: potential for adverse outcomes for any residen ) ek
' during @ power outage that might nesd access to - _ eveatofa power outage. ‘Si‘ﬁ will be
electriciy for oxygen concentrators, venlifators, i immediately re-educated if unable to

' tube Feedif}g BUMIP, elc, Ffﬁdiﬂgs indudeﬁi ? vg;«hauz& Sufﬁcient undersia ndingt

| outage procedure including the purpose
i This REQUIREMENT Is not met 2 evidenced - ;
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620 483.75(0)(1) QAA -
gs=p COMMITTEE-MEMBERS/VMEET s

F518 Continuad From page 43

" The faciily's "Electrical Outage” Policy &
Procedure documented staff Is to call 7
" Maintenance ¥ powar supply falls fo function, but
s automatic if the power goes oul. ltalso ‘
; documented the alternate powar system supplied |
" power to every other light in the hallways, exit :
lights, one fight in the kitchen, red colored outlets, :
and all 100 wing rooms, :
FOn 742005 al 3:15 pan., LN #2 was esked shout
“what to do in the event of a power outage. She -
said, " would keep the residents safe and make -1
- sure they wers okay,"” The LM did notspeak lo
- red outlets or power to 100 hell rooma, and could
niot say if she had bheen trained on this. :

On 773048 et 1015 aamn,, CRAES and #4 were
- asked abowt the procedure diving & powsr
- otfiage and said thay did not kaov what they
.wotld do, and were not sure if the facilily had a
generalar. Thay sald they recelved ralning at

i otientaiion on emergency preparsdness but were » -

" unsure of power outage walning spacifically. :

- On /4115 at 3:00 p.m., stirveyors racisved the
Orientation Checldist that coverad emergancy

- procedures, This documenlation was reviowsd

! put did not atieviate concerns that staff members

. were not knowledgable abowt what to do during -}

Hthe event of a power outage. . :

. QUARTERLY/PLANS
‘ i

H
: !

! i
{ A facliity must maintain @ guality assessment and ¢
; assurance commities consisting of the director of -

F518 !
4, £D/ designee wil conduct weeky staff
" interviews using Performance
Improvesment too P1250 ! Disaster &

~ Emergency Preparedness to ensure
i staff understanding of emergency
‘ procedures including power outage ’
- {location and purpose of the red |
. gutlets}, Results of the audit will be

; reported to the monthly QAP

commitiee ¥ 3 months to ensure

© substantiat compliance. { )
5. Date of compliance 10/9/15 Lofafis
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- nurging services; a physician designated by the i
facitty; and atleast 3 other members of the . |
: facillty's staff, :

" The quality assessment and assurance

- comimiites mesls at least quarierty to identify :

- Issues with respect to which quality assessment |
and assurance aclivilies are necassary; and :

. develops and irnplemenls appropriate plans of

; action 1o correct ideniified quality deficlencies.

- disclosure of the records of such comriites

" except insofar 83 such disciosure is refated to the
complianca of stich committes with the
fequiramenis of this section.

i 1
- Geod foith allempis by the sommiltiee to identify |
and corract quality deficlencies will not be used as
a basis for sanctions. - :

t
¥

- “This REQUIREMENT Is not met as evidenced |
oy -
i Based on obseivation, racord review, staff
ntarview, and a review of tha facllity's compliance
histary, it was determined the facilily's Quality
- Assessment and Assurance (QAA} commillee

' systernatic problems for 11 of 12 sampled
‘residents {(#s 1-10 & 12) and 4 random residents
. (#8 13-16), wilhy the potential tc affect all resldents

i in the facllity. This fallure resulted In the QAA

_ | camnittee providing insufficlent and necessary

 direction and conirol over the facility to ensure
" residents’ qualily of life, assessments, and qualily :
" of care needs were met. Findings includad:

The CAA commiltee failed o provide sufficient

_AState o the Secretary may not require ;o

X410 SUMBARY STATEMENT OF DEFICIENCIES B FROVIDER'S PLAN OF GORREGTION 5y
PAEFIX {EACH DEEICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTVEACTION SHOULDBE . COMFLETIGN
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) ©TAG GROSS-REFERENCED TO THEAFPROPRIATE  OATE
i ) DEFICIENGY)
1. The facllity has hired an Executive \
F 520 Continued From page 44 F 820 l

Diractor to stabdilze the leadership and

- to solidify the QAPI processes at the

facility, The permanent Executive

. Director will be responsible to ensure
: the QAPI processes identify issues
" appropriately and timely according to

[

standards of practice and facility policy
and procedure. The facility's regional
and corporate staff has reviewed

. current QAPI practices in the facliity to

Identify areas for improvement, QAP!
policies and practices that were not
implemented as per policy have been
addressed and Implementation has

* begun for thase processes. Root cause
- analysis of the systems breakdown and

correction of those processes have
been completed.
The new facility leadership team will be

. in-seyviced by the Corporate VP of
; Performance improvement ona

i falled to take actions that identified and resoived ;. ... . .. comprenensive approach to QAP! that

will promptly identify areas for
Iprovement through on-going
maonltoring; root cause analysis;

. resident and staff interviews; and staff
~ performance that will improve resident

satisfaction and standards of care

+gutcomes.

1
{
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G SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENGY #4UST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGIHATORY OR LSC IDERTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPIOPRIATE DATE
DEFICIERCY)
F 520 Coniinuad From page 45 ¥ 520° |
- monitoring and eversight and the ability o sustein 3. The facility's implementation of QAP
‘regulatory compllance, as evidenced by the d . {be based
- recltation of tha feliowing cltations for the ; , Procasses and practices wiil be based |
recedification and complaint survey, dated on continunus quality assurance
7731715, ) : through various acceptable standards of ’
a. Refer to F309 a5 It ralated to the QAA ; practice measuras that include but are ;
cormmilise's failure to ensurs the facility provided  not limited to auditing of high risk
. the necessary care and services to atlaln or roblem prone areas: root cau
maintaln the residents’ highest practicable i P b _m P . eas; 1ot cause )
- physical, mentel, and psychosocial well-being. © analysis of Incident / accidents; quality
* The facility was previously cited at F308 during . measures: dafly mock sirvey
. the 242715 recertification survey, as well as for '
: . €N '
the current recartification suvey, dated 7/31415. - L€ virom*faentaih r?undf, mcrn{rig stand
* up meeting; Clinical Risk Meetings; and
. b Re?{:ﬁf to F?ﬁ;fl aﬂiii releted to tf:ja Q{;‘xﬁ © staff and resident interviews to self
. comminifted's falure o ensurs medications werg e :
" corracily administered through a PEG tbe. The - _ identify p roae:ss tmpmve.rrfentsx tta
facllity was proviousiy cited sl ¥322 during the » deficient practice fs Identified a 4 point.
227115 recedification suovey, as well as for the planwill be implemented to correct the
curreni receriificalion survey, dated 7/31/15, : . , .
. ; . practice. The 4 poinf plan Includes: a.}
On 7/31/15 at 8:05 AM, the Administrator was * correcting the immediate problem
! intervievied regarding the facility's QAA process,  identifled to ensure resident safety; b)) |
as welt as concerns with Qualily of Care, as - . .
; evidenced by the jack of bathing for rasidents. - ' root cause anajysts to ldentify the -
The Administrator stated the facility had became . - - system breakdown and process
- aware they had skin prevention and bathing ! Improvement necessary to corre
- Hssues sometimeinsluly-The @AN hadthen : p‘ — cessary Lo correct the
“implemented a " Point Plan®. The plan had I deficient practice ¢} Staff education
s included audits, base line head to toe skin S + and training on process improvements
" assessments, schedules updated for weekly skin ¢ I g .
, assessments and showers to eflect theroom initiated; d.) On-going monitoring to
. changes, licensed nurses and CNAS In-services, : " sustain the gain.
. and DOS/designes audits of the weekly skin i
" zesessments and showee documeniation daily to -
ensure system compliance. The plan was
implemented in July by the QAA commiltee and .
they were still currently reviewing their process, '
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November 6, 2015

Warren Taylor, Administrator

Coeur d'Alene Health Care & Rehabilifation Center
2514 North Seventh Street

Coeur d'Alene, ID 83814-3720

Provider #: 135052
Dear Mr, Taylor:

On July 31, 2015, an unannounced on-site complaint survey was conducted at Coeur d'Alene
Health Care & Rehabilitation Center. '

The complaint was investigated in conjunction with the facility's on-site Recextification and State
Licensure survey conducted on July 27, 2015 through July 31, 2015,

The following observations were made:

Direct care staff interactions with the identified resident for the provision of care;
Management staff interactions with the identified resident for the proviston. of care; and,
Nine other residents for the provision of care.

The following docwments were reviewed:

The entire medical record of the identified resident;

Nine other residents' medical records were reviewed for Quality of Care concemns;
The facility's grievance file from February to July 2015;

The facility's Incident and Accident reports from February to July 2015;

The facility's Allegation of Abuse reports from February to July 2015; and,
Resident Council meeting mimites from May to July 2015.
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The following inferviews were completed:

The Administrator and the Interiin Director off (,Emmal Services were interviewed regarding
various quality of care concerns;

The Director of Rehabilitation was interviewed regarding the resident's physical therapy and
oceupafional therapy programs;

The Mitumum Data Set (MDS) Coordinator and the Restomtwe Nurse were interviewed
regarding positioning and range of motion concerns;

The identified resident, two individual residents and two mszdeni family members were
interviewed regarding guality of care concems; :

Seven Certified Nursing Aides (CNAs) and three Licensed Nurses (LNs) were interviewed
regarding quality of care concems; and,

A group of 10 residents were interviewed regarding varions quality of care concerus.

The complaint aElegatieté.s} findings and conclusions are as follows:
Complaint #ID60007016

ALLEGATION #1:

'The complainant stated the ldemiﬁed resideut was not adequately rep{)smoned to alleviate bed
sores,

FINDINGS #1:

4

Based on observation, the identified resident did not have abraded skin over a bony prominence.
Multiple interviews with staff, along with review of the resident's medical record, documented
the resident was verbally abusive, rude to staff, kicked siaff out of her room, and refused to allow
staff hito her room. This allegation could not be substaniiated due fo lack of evidence.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

The complainant alleged the facility was falsifying the identified resident's chart and was not
given therapy treatment toward regaining mobility to go home or fo an assisted living facility.
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FINDINGS #2:

Based on observation, therapy staff interviews and record review, it was determined the facility
provided the required therapy, however, the identified resident frequently refused services.
Review of the identified resident's medical record, along with review of seven other resident
records determined the facility failed to mamtain complete and accurate clinical records. This
allegation was substantiated and the facility was cited at '-514. Please refer to Federal 2567
repont,

Based on interviews with the identified resident, several other resident interviews, the resident
group interview, staff interviews, as well as record review, it was determined the allegation was _
substantiated and the facility was cited at F-312 and F-353. Please refer to Federal 2567 report.

CONCLUSIONS: -
Substantiated. Federal deficiencies related to the allegation are cited.
ALLEGATION #3:

The complainant stated the identified resident was not bathed regularly and was not given ample
time for personal hygiene activities.

CONCLUSIONS:

Substantiated. Federal deficiencies related to the allegation are cited.

Based on the findings of the investigation, deficiencies were cited and included on the Staternent
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, optton
2. Thank you for the courtesy and cooperation you and your staff extended to us in the course of
our investigation. k

K1
<

David Scott, R.N. Supenqsm
Long Term Care

DS/
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August 26, 2015

Robert D, Nahmensen, Administrator

Coeur d’Alene Health Care & Rehabilitation Center
2514 North Seventh Streect

Coeur d'Alene, ID 83814-3720

Provider #: 135052

Dear Mr. Nahmensen:
On July 31, 2015, an unannounced on-site complaint survey was conducted at Coeur d'Alene

Health Care & Rehabilitation Center. The complaint allegations, findings and conclusions are as
follows:

Complaint #6979

ALLEGATION #1:

 The complainant reported the facility was understaffed.

FINDINGS #1:

Facility stfaifgmg was investigated as part of the Recertification survey from July 27, 2015 to July
- 31,2015, Based on observations of resident cares, interviews with staff, interviews with

residents and review of grievances and staffing records, this concern was cited at F353.

. CONCLUSIONS: ]
Substantiated. Federal deﬁcienqies related to the allegation are cited.
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ALLEGATION #2:
The complainant reported the facility did not answer call lights.
FINDINGS #2:

- This allegation was mvestigated as part of the Recertification survey Jiily 27,2015 to July 31,
-2015. Based on observation of call light responses, interviews with residents about wait times
and interviews with staff, this allegation svas not substantiated based on a lack of evidence.

CONCLUSIONS:
Unsubstantiated, Lack of sufficient evidence.

ALLEGATION #3:
The complainant reported the facility left the resident soiled and unchanged.

FINDINGS #3:

ADL (activities of daily living) cates were investigated as part of the Recertification survey July
27,2015 to July 31, 2015. Based on observation of staff providing cares, interviews with staff,
interviews with residents and review of ADL care records, this allegation was substantiated based
on the lack of showers provided 1o residents and was cited at F312.

CONCLUSIONS:
Substantiated. Federal deficiencies related to the allegation are cited.

ALLEGATION #4:
The complainant reported the resident's wheelchair was unelean.
FINDINGS #4:

This allegation was inivestigated as part of the Recertification survey July 27, 2015 1o July 31,
2015. Based on observations of residents' wheelchairs and interviews with residents, this
concern was not substantiated based on lack of evidence.

CONCLUSIONS:
Unsubstantiated, Lack of sufficient evidence.
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ALLEGATION #5;

The complainant reported the resident did niot have access to a cup for drinking flnids.
FINDINGS #5:

Hydration was investigated as part of the Recertification survey July 27, 2015 to July 31, 2015.
Based on observation of residents’ access to fluids (and cups), observations of residents’
hydration status, interviews with tesidents, interviews with staff, review of hydration policy &

- procedure, review of fluid intakes and review of care plans, this allegation was not substantiated
based on lack of evidence.

© CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #6:

The complainant reported the vesident wz;s taken to a hospital without facility staff.
FINDINGS #6:

There is no regulatory requirement for this allegation; therefore, an investigation was not
completed.

CONCLUSIONS:
No regulatory requirement for the allegation.

ALLEGATION #7:
The complainant reported the facility refused o send medications to a receiving facility.

FINDINGS #7:

Ti‘ansferriﬁg of medications upon dischai'ge from the facility was ti:ni'esiigated as paﬂ: of the
Recertification survey July. 27, 2015 to July 31, 2015. Based on staff interviews, review of
transfer records and review of policy & procedures, this concern was substantiated and was cited
at F250. ' :

CONCLUSIONS:
Substantiated, Federal deficiencies related fo the allegation are cited. -
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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 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. Thank you for the courtesy and cooperation you and your staff extended to us m the course of

our investigation.

Sincerely,

DAVID SCOTT, R.N., Supervisor

Long (TermyCare
R C/:&

DS/dinj
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August 26, 2015

Robert D. Nahmensen, Administrator

Coeur d'Alene Health Care & Rehabilitation Center
2514 North Seventh Street,

Coeur d'Alene, ID 83814-3720

Provider #: 135052

y
Dear Mr. Nahmensen:

On July 31, 2015, an unannounced on-site complaint survey was conducted at Coeur d'Alene
Health Care & Rehabilitation Center, The complaint allegations, findings and conclusions are as
follows: ‘

Complaint #6986

ALLEGATION #1:

]

The complainant reported a CNA did not provide cares for a resident for a day.
FENDINGS #1:

The allegation was investigated as part of the Recertification survey July 27, 2015 to July 31,
2015. Based on staff interviews about the CNA's performance, review of the personnel file, .
review of ADL care records and the care plan, this concern was not substantiated based on lack
of evidence. '

CONCLUSIONS:
Unsubstantiated. T.ack of sufficient evidence.
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ALLEGATION #2:
The complainant reported there was no outcome to two reports of neglect to the DoN.
FINDINGS #2:

Abuse and neglect of residents (including the reporting and investigation of these events) were
investigated as part of the Recertification survey July 27, 2015 to July 31, 2015, Based on
review of Incident & Accident reports (with investigation) and interviews with staff regarding the
response of the Dol to allegations of neglect, this concern was not substantiated based on lack of
evidence.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #3:
The complainant reported a CNA did not provide cares for another resident f0§ a day.
FINDINGS #3:

The allegation was investigated as part of the Recertification survey July 27, 2015 1o July 31,
2015. Based on staff interviews about the CNA's performance, review of the personnel file,
review of ADL. care records and the care plan, this concern was not substanfiated based on lack
of evidence,

CONCLUSIONS:

" Unsubstantiated. Lack of sufficient evidence.

ALLEGATION '"#4 :

Thaﬁcomplainant reported the facility was not allowing overtime hours for staff.
FINDINGS #4:

Tﬁis is an issue for the Department of Labor; therefore, the allegation was not investigated.

CONCLUSIONS: ,
No regulatory authority for the allegation.
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ALLEGATION #5:
The complainant reported restorative care records were being falsified.
FINDINGS #S5:

Restorative care was investigated as part of the Recertification survey July 27, 2015 to July 31,
2015. Based on observations of reéstordtive cares, interviews with residents and staff about
current and past restorative care, and review of restorative care records this concern was not
substantiated based on a lack of evidence.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #6:

The complainant reported the DoN did not report two incidents of abuse and neglect to the state
agency.

FINDINGS #6:

Abuse and neglect of residents (including the reporting and investigation of these events) were
investigated as part of the Recertification survey July 27, 2015 to July 31, 2015. Based on
review of Incident & Accident reports (with investigation), review of self-reported events to the
state agency and interviews with staff regarding the response of the DoN to allegations of -
neglect, this concern was not substantiated based on lack of evidence.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

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

incergly,

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

" DS/dmj
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August 21, 2015

Robert Nahmensen, Administrator

Coeur d'Alene Health Care & Rehabilitation Center
2514 North Seventh Street

Coeur d'Alene, 1D 83814-3720

Provider #: 135052

Dear Mr. Nahmensen:

2

On July 31, 2015, an unannounced on-site complaint survey was conducted at Coeur d'Alene
Health Care & Rehabilitation Center. The complaint allegations, findings and conclusions are as
follows:

Complaint #1D00007111
ALLEGATION #1:

The complainant stated there was not enough staff on all shifts to take care of the residents’
needs: ‘

a. Three identified residents developed pressure ulcers.

b. Pericare is not performed consistently and incontinent residents are not changed
often eneugh due to lack of staff.

¢. Residents' teeth are not being brushed due to lack of staff,

d. Showers are not provided regularly due to lack of staff.

e. An identified resident's behaviors of hitting, grabbing, and yelling at other
residents and staff are out of control due to lack of staff. '

FINDINGS:

Facility staffing was investigated as part the of recertification survey from July 27, 2015, to July
31,2015. Based on observation, staff and resident interviews, review of grievances, record
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review and staffing records, the facility was cited at F-353 for inadequate staffing and at F-312
for insufficient grooming and bathing.

Based on observation, record review and staff interviews regarding the devélopment of pressure
ulcers, this was not substantiated due to lack of evidence.

Based on observation, staff interviews and record review, insufficient staffing related to resident
behaviors could not be substantiated due to lack of evidence,

CONCLUSION;
Substantiated. Federal deficiencies related to the allegation are cited.

ALLEGATION #2:

The complainent stated the corporate nurse had been providing nursing care with an out-of-state
license.

FINDINGS:

Based on an interview with the corporate nurse, this allegation could not be substantiated due to
lack of evidence.

CONCLUSIONS:

- Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #3:

Residents who have geri-sleeves ordered are provided gauze on their arms instead,
FINDINGS:

Based on observation and staff interview, this allegation was not substantiated since resident's
were observed to have tubi-grip stockinette for gen-sleeves, and not gauze.

CONCLUSIONS:

Unsubstantiated. Tack of sufficient evidence.
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ALLEGATION #4:

The complainant stated the facility repeétedly did not have a sufficient number of adult briefs for
-tesidents.

FINDINGS;

Based on observation and staff interviews, this allegation was not substantiated due to lack of
evidence. If was determined there was ample supple of briefs for residents in the supply room.

 ALLEGATION #5:

The complainant stated there was not a human resource person on staff.

FINDINGS:

This allegation could not be investigated since there is not a regulation which pertains to human
resource staff.

CONCLUSIONS:
Unsubstantiated. Allegation did not occur.

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.

xw ly,
ot

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

| X

DS/lj
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November 13, 2015

Warren Taylor, Administrator

Coeur d'Alene Health Care & Rehabilitation Center
2514 North Seventh Street,

Coeur d'Alene, ID 83814-3720

Provider #: 135052
Dear Mr. Taylor:

On July 31, 2015, an unannounced on-site complaint survey was conducted at Coeur d'Alene
Health Care & Rehabilitation Center, The complaint allegations, findings and conclusions are as
follows: |

Complaint #1D00007094

The complaint was investigated in conjunction with the facility's on-site Recertification and State
Licensure survey conducted on July 27 to July 31, 2015.

The following observations were made:

Call lights;

Dining room meals;

. Infection Control Task and practices;

Medication Pass Administration;

The identified resident and staff interactions with daily cares;

Nine other residents and staff interactions with daily cares and at meals; and,
Management staff interactions with the identified resident for the resolution of concerns.

The following documents were reviewed:

The entire medical record of the identified resident;

Nine other residents’ medical records were reviewed for Quality of Care and Quality of Life
concerns;

The facility's policies and procedures for Resident Rights;




Warren Taylor, Administrator
November 13, 2015
Page 2 of 7

The facility's grievance file from February to July 2015;

The facility's Incident and Accident reports from February to July 2015;
The facility's Allegation of Abuse reports from February to July 2015; and,
Resident Council meeting minutes from May to July 2015,

The following interviews were completed:

The Administrator and the Interim Director of Clinical Services regarding various Quality of
Care concerns;

The identified resident; _
Two individual residents, and two resident family members regarding Quality of Care concerns;
Seven CNAs and three LNs were interviewed regarding quality of care concerns; and,

Ten residents in the Resident Group meeting.

Allegation #1: The complainant reported residents were not bathed regularly and those who are
independent and able to bathe themselves are locked out of the shower room.

Findings #1: The residents and staff interviews revealed that bathing was not provided on a
consistent schedule. The review of residents' bathing documentation revealed residents were not
given or offered bathing on a regular basis. The facility failed to ensure residents were bathed on
a consistent basis. The identified resident was observed to be independent, but still required set
up assistance for safety reasons, which was appropriate.

This complaint was substantiated and the facility was cited at F312. Refer to Federal Form 2567
for additional information.

Conclusion #1: Substantiated. Federal deficiencies related to the allegation are cited.

Allegation #2: The complainant reported a resident liked to sit outside the front door, but had
difficulty doing this independently because the threshold is too high to navigate with his/her
wheelchair. The resident had almost fallen out of his/her wheelchair on a number of occasions
trying to cross it.

Findings #2: On numerous occasions during the survey, the identified resident, other residents

and visitors ambulating independently, ambulating with walkers, in non-motorized wheelchairs,
pushing their wheelchairs, and motorized wheelchairs were observed going out the front door of
the facitity without any difficulty in maneuvering the threshold.

Three residents were interviewed and stated the threshold was not too high and there was no
difficulty in maneuvering over it.

The facility's Incident and Accident reports did not document any concerns regarding the front
door threshold.
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The facility's grievances file did not document any concerns about the front door threshold.

The concern of the threshold being too high was not substantiated based on the lack of sufficient
evidence.

Conclusion #2: Unsubstantiated. Lack of sufficient evidence.

Allegation #3: The complainant reported a resident was consistently given medications late. The
resident had to ask a nurse for medications; pain medications and an antibiotic were late when
given as needed and on the resident's routine-ordered schedule.

Findings #3: Medication pass observations were completed with no concerns;

Medication pass observation to the identified resident was performed with no identified
COTCEINS; _

Interviews with residents, families, and staff revealed no areas of concern related to medications;
Nine residents' medication administration records, including the identified resident's, were
reviewed with no identified areas of concern;

The facility's grievances file did not document any concerns with medication administration; and,
The facility's Incident and Accident Reports did not document any issues with medication
administration.

Based on observation, staff and resident interview, review of grievances, and record review, this
allegation was not substantiated due to lack of evidence.

Conclusion #3;: Unsubstantiated. Lack of sufficient evidence.

Allegation #4: The complainant stated she overheard nurses in the hall and at the nurses' station
talking about a resident's medical condition within earshot of others. The complainant feels this
violates the resident's privacy.

Findings #4: During the recertification survey and complaint investigation, nurses were
observed in the hallways, at the nurses' station, facility common areas, and while providing cares
in residents' rooms, to determine whether residents’ private health information was discussed
where others could hear, or whether residents’ written private health or personal information.

Residents were interviewed and stated there had been no concerns of their private information
being discussed and overheard in a public area.

Based on observations, staff interviews and resident interviews, the facility did not exhibit any
deficient practices related to confidential health information. This ailegation could not be

substantiated due to a lack of evidence.

Conclusion #4: Unsubstantiated. Lack of sufficient evidence.
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Allegation #5: The complainant stated a resident provided his/her medical records to the
facility, which did not return those records. The complainant also stated the facility would not
allow the resident to look at his/her current medical records or make copies of those records.

Findings #5: The identified resident's medical record was reviewed and the resident's request for
the records had been appropriately dealt with in terms of regulatory requirements.

Based on observation, record review, staff and resident interviews, and review of the facility's
policies and procedures for Resident Rights, this allegation could not be substantiated due to lack
of evidence.

Conclusion #5: Unsubstantiated. Lack of sufficient evidence.

Allegation #6: The complainant stated the facility has a resident with poor hygiene who sets
dining room tables with napkins and silverware. The resident wears gloves that are not provided
by the facility. The complainant stated the resident does not wash his/her hands, nor does staff
cue or assist the resident in washing. The resident catries the napkins and silverware in her/his
lap. '

Findings #6: Dining room observations and the Infection Control task were performed as part of
the recertification and complaint investigation survey with no identified deficient practices.

There was no resident observed setting tables during the survey week, Resident and staff were
interviewed about residents assisting in the dining room and no concerns were expressed with
this area. The facility has residents who like to assist in the dining room. The facility ensures
residents wash their hands or use hand sanitizer every time prior to assisting, The facility has a
resident who has assisted in the dining room at times. The resident wears gloves that are not
supplied by the facility, but are new and approved patient-care gloves. This resident was
observed using a barrier between her/his body and the silverware tray and napkins.

Based on observations and interviews, this allegation could not be substantiated due to a lack of
evidence,

Conclusion #6: Unsubstantiated. Lack of sufficient evidence,

Allegation #7: The complainant stated there is a resident who wanders intrusively throughout
the facility. The complainant stated the resident has wandered into another resident's room
numerous times and there was a concern of theft,

Findings #7: Review of grievances and the facility's response to those grievances, Incident &
Accident reports with the applicable investigation, staff interviews, and individual and group
resident interviews were completed as part of the recertification and complaint investigation
survey. The facility determined methods to secure the identified resident's personal belongings,
and addressed concerns with individual residents wandering obtrusively into other residents’
personal space.
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Based on observations, record review, and staff and resident interview, this allegation could not
be substantiated due to a lack of evidence.

Conclusion #7: Unsubstantiated. Lack of sufficient evidence.

Allegation #8: The complainant said a resident called the Ombudsman numerous times about
concerns and now felt the facility was treating him/her differently because of these calls. The
complainant said the resident feels staff are "rude"” and "yell" when the resident brings concerns
to their attention.

Findings #8: During the recertification survey, facility staff were observed while interacting
with residents, staff and residents were interviewed and grievances were reviewed with no
concerns.

The facility's Allegation of Abuse reports did not document any evidence of staff mistreatment
towards the residents.

Based on the observations and interviews, this allegation of being treated differently because of
calls to the Ombudsman, and staff being rude and yelling, could not be substantiated due to lack
of evidence.

Conclusion #8: Unsubstantiated. Lack of sufficient evidence.

Allegation #9: The complainant stated the facility served raw pork for dinner on July 8, 2015.

Findings #9: Review of the facility's kitchen and its adherence to the Idaho Food Code and
infection control were performed as part of the recertification and complaint investigation survey
of July 27, 2015 to July 31, 2015. Observations, as well as family and resident interviews were
conducted, and record reviews were completed with no identified concerns of raw pork being
served. The facility's infection control log did not reflect any food-bourne illnesses occurring
from the serving of raw pork.

This allegation could not be substantiated due to a lack of evidence.

Conclusion #9: Unsubstantiated. Lack of sufficient evidence.

Allegation #10: The complainant stated a resident reported tiny burn marks on his/her left hand.
The resident smokes but uses histher right hand to smoke. The resident does not know how the
burns to his/her left hand occurred but the burns hurt.

Findings #10: Review of the Incidents & Accidents reports and related investigations, as well as
staff and resident interviews, and the identified resident’s record, did not reflect the burn marks
were documented or reported and, thus, were never investigated. The identified resident's record
documented he/she smoked, was assessed for safety, and allowed to smoke independently.
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This allegation could not be substantiated due to a lack of evidence.
Conclusion #10: Unsubstantiated. Lack of sufficient evidence.

Allegation #11: The complainant stated the facility issued a resident a 30-day discharge notice
and then rescinded the discharge. The complainant stated the facility took medical records along
with the discharge letter from the drawer of the resident. The complainant stated the resident
wanted to appeal the discharge notice.

Findings #11: The identified resident's medical record was reviewed and the resident received a
30-day discharge notice which the facility rescinded.

The identified resident was still residing at the facility during the survey and complaint
investigation process and had not been discharged nor received a second discharge notice,

The facility identified concerns with information in the resident's original discharge notice and
was in the process of obtaining additional information regarding the resident.

The resident was interviewed regarding the discharge and his/her alternative placement options.
The Administrator and the Director of Clinical Services were interviewed regarding the
identified resident's discharge status and both staff members were involved in seeking alternative
placement for the resident,

Based on observation, record review, resident and staff interview, this allegation for the resident
was not substantiated, however the facility was cited at F250. Refer to the 2567 survey report for
additional information.

Conclusion #11: Substantiated. Federal deficiencies related to the allegation are cited.

Allegation #12: The resident's primary care provider sent a certified letter notifying the resident
he/she would no longer be his/her doctor. The facitity's Director of Clinical Services signed for
the resident. The resident was concerned about the length of time the letter took to get to him/her
" and felt the facility signing for the letter deprived him/her of his/her right to see who sent the
letter and refuse to sign for i,

Findings #12: The identified resident's medical record was reviewed for physician care with no
identified concerns;

The identified resident was interviewed regarding the facility's mail delivery and said the
certified letter was presented to him/her unopened,

The Administrator and the Director of Clinical Services were interviewed regarding the facility's
mail delivery system. The facility's mail carrier leaves all mail at the front desk to be distributed
to residents, Certified mail requiring a signature could- and was signed by staff at the front desk
instead of locating each individual resident to sign for his/her mail. The mail is then delivered to
each resident, unopened, that same day. ‘




Warren Taylor, Administrator
November 13, 2015
Page 7 of 7

Based on record review, resident and staff interview, it was determined this allegation could not
be substantiated.

Conclusion #12: 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.

Sincele,
RIAY &5&

DAVID SCOTT, RN, Supervisor
Long Term Care

DS/pmt
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