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Robert N ahmensen, Administrator 
Coeur d'Alene Health Care & Rehabilitation Center 
2514 North Seventh Street 
Coeur d'Alene, ID 83 814-3 720 
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Dear Mr. Nahmensen: 

TAMARA PRISOCK-ADMINISTRA TOR 
LICENSING & CERTIFICATION 

· DEBBY RANSOM, R.N., R.H.I.T- Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Bo' 83720 

Boise, Idaho 8372o.D009 
PHONE: (208) 33H626 

FAX: (208) 364·1 888 
E-man: fsb@dhw.idaho.gov 

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 detennine if your facility was in compliance with state licensure 
and federal pa1iicipation requirements for nursing homes pmiicipating 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 CMS-2567, whereby significant 
corrections are required. 

Enclosed is a Statement ofDeficiencies and Plan of Correction, Form CMS-2567 listing 
Medicare and/or Medicaid deficiencies. If applicable, a sinillar 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 Ol\'LY ONE completion date for each federal and state tag (if applicable) in 
column (XS) Completion Date to signifY when you allege that each tag will be back in 
compliance. Waiver renewals may be requested on the Plan of Correction. 
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After each deficiency has been answered and dated, the administrator should sign the Form · 
CMS-2567 and State Forrn (if applicable), Statement of Deficiencies and Plan of Correction in 
the spaces provided and return the original( s) to this office. 

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

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

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

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

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

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

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

If the facility has not been given an opportunity to correct, the facility must deter:mine the 
date compliance will be achieved. If CMS has issued a letter giving notice of intent to 
implement a denial of payment for new Medicare/Medicaid admissions, consider the 
effective date of the remedy when determining your target date for achieving compliance. 

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

All references to federal regulatory requirements contsined in this letter are found in Title 42, 
Code of Federal Regulations. 

If you do not achieve substantial compliance Within three (3) months after the last day of the 
survey identifying non-compliance, the CMS Regional Oftlce and/or State Medicaid Agency 
must deny payments for new· admissions. · 
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We are recommending that Centers for Medicare & Medicaid Services (CMS) Region X impose 
the follO\ving remedy: 

• A 'per instance' civil money penalty of$500.00 for the instance on July 31, 2015 described at 
F 315 (S/S:G). 

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 is not 
achieved by that time. 

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

If you believe these deficiencies have been coneeted, you may contact David Scott, R.N. or Nina 
Sanderson, L.S.W., Supervisors, Long Te1m 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 compliance 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 §488.331, you have one opportonity to question cited deficiencies 
through an informal dispute resolution process. To be given such an opportunity, you are 
required to send your written request and all required infonnation as directed in Infonnational 
Letter #2001-10. Infonnaticiilal Letter #2001-1 0 can also be found on the Internet at: 

http://healthandwelfare.idaho.gov/Provic!<;rsffrgvidersFacilities/StateFederalProgr~;o;/NursingFa 

cilities/tabid/4 3 4/Default. as).l]i 

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

• BFS Letters (06/30/Il) 

2001-10 Long Tenn Care Infonnal Dispute Resolution Process 
2001-10 IDR 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 Augrist 27,2015, the request will not be granted. An incomplete 

· informal dispute resolution process will not delay the effective date of any enforcement action. 

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

NS/lj 
Enclosures 
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F 000 INITIAL COMMENTS 

The following deficiencies were cited during the 
annual federal recertification and complaint ! 

; sl!lvey of your facility. 

; The surveyors conducting the survey were: 
Linda Hukili-Neil, RN, Team Coordinator 

- Rebecca Thomas, RN 
Kendra Deioes, RN, BSN 

; Angela Morgan, RN, BSN 

The survey team entered \he facility on 7/27 IHi 
and exited on T/3"1/15. 

' Survey Definitions: 
' ADL = 1\c:ivities of Daily Living 
· SIMS~ Brief Interview for Mental Status 
em = Centimeters 
CNr\ = Ceriili8d Nurse Aide 

_ ocs = Director of Clinical Services 
; E " Employee' 

LN "' Licensed Nurse 
LSW,Licen~ed Social Worker 
MAR "Medicaiion Administration Record 
MCO,Manaoer of Clinical Operations 

' MDS "' Minilnum Data Set11ssessment 
. MG~Milligrams 
NS~Dlrector of Nursing Services 
PRN ~As Neml<•d 

; RDCS " Regional Director of Clinical Services . 
·TAR= Treatment Administration Record 

F 156! 483.1 O(f)(2) RIGHT TO PROMPT EFf'ORTS TO i 
ss~o RESOLVE GRIEV.~NCES 

: A resident has the right to prompt efforts by the 
facility to resolve grievances the resident may 

! have, including those wilh respect to the behavior : 
· of other residents. 

lV'\1 lllUYin.1 :t" ,..,..,,..,-,-..,,,,...,., .... ,, 

\''LJ lllVL.IU '-'- 'UV!IV I'"''-''-' I lUI'( (A.j) UATt: $UHVt:Y 
COMPLETED 

A BUILDING--------

B. WING 

ID 
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TAG 

07/31/2015 
STREET ADDRESS. CITY, STATE. ZIP CODE 

2514 NORTH SEVENTH STREET 

COWR D'AL~NE, ID 83814 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECUIEACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Preparation and submission of this plan of 

{X-5) 
COMPLEliON 

DATE 

! correction does not constitute an admission or 

! agreement by the provider of the truth of the 

, facts alleged or correctness of the conclusions 
; 

set forth on the statement of deficiencies, the 

: plan of correction Is prepared and submitted 
' solely because of the requirements under State 
! 

and F,edera! law. 

: This Plan of Correction will serve as the 

1 
Facility's allegation of substantial compliance 

f-ACiLJT! ST.ti.NDAPD.$ 

F 166 

--,_~~~~==~~~~~=~~~==~=~~~~·~~--~------~--.-~----~-~:~-~ 
ERISUP~l!EHREPRESENTATIVE ~~,NATURE >I "iflE lfiN.DA?( (X6)DATE -

'01io /J /IJ; 9;;3 /!J !0/7/15 i!JlGP.Jt)ultf2U 
A~ ·~fi.iency stat en\ endilig 1th n asterisk(') denotes a deft loncy which the institution may be excused from correcting proy;ding HIs determ~ that 
c' afeguards provide sufficient protection to the patients. {See Instructions.) Except for nursing homes, the- findings stated above are d!sclosable 90 days 
fo.l{ovl!ng the date of survey whether or not a pfan of corrClction Is provided. FOf nursing homes, !he above findings and plans of correction are dis closable 14 
days fo~owtng the date these documents are made available to the fac!lily. If dericlencies are cited, an approved plan of correctlon is requisite to continued 
program participation. 

------ -----------------------·-------------------·--·---
FORM O~S·2567(02-99) Pre•Jious Versions Obsolete E.•tsnt I0:04KY11 F.acHil';/D: MDS001600 If conlinuatlon sheet Page 1 of t17 
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F 166 Continued From p:39e 1 
I 

This REQUIREMENT Is not met as evidenced 
! by: ' 

Based on record review and stall interviews, it 
• was determined the facility failed to fully resolve 
' and apprise residents of the progress of 
grievances for 2 of 15 sampled residents (/Is 6 & 

' 14). The deficient practlre placed residents at risk 
I of personal information not being protected, or . 
. being unable to access communl!y resources. j 
: Findings Included: . 

1. Resident #14 was m-admitted to the facility on 
1213/14 with multiple diagnoses including bipolar 

': disorder. 

. The 7/14115 MOSAssessmentcoded the resident 
had a l~IMS of 15 (cogn!tively Intact) and had no 
behaviors of any kind. 

i The 4/23/15 'Concerns" form for Residentf114 ' 
· documented a missing brown wallet and specified · 
· there were credit cards In the wallet. The laundry 
: staff was asked about it; they had not seen it but 
i would keep looking. It documented a follow up 
· was completed on this investigation on 4/29/15, ~ 
, "complete-wallet not found. Resident was offered 
i to have cards canceled but declined." 

' 
On 7127/15 at 1:00 p.m. Resident 1114 brought up I 

, concerns during the Resident Group Interview 
i that grievances were not being resolved and that , 
residents were not being kept up to date with the ! 

i progress of the Investigation of these grievances. ' 
i In particular, he brought up concerns regarding 
; his missing wallet and the items in the wallet ' 
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F 166 
1. On 4/23/15 residents U4 reported a 

missing brown wallet which included 

! credit cards. The resident was offered 
! 

to have cards caoceled, but resident 

\ declined. The Activity Director provided J 

the resident another wallet 

' approximately two weeks after the 

wallet was reported missing and 
! 

iransported the resident to the bank to 

, replace his bank card. On 6/26/15 RR 
i #16 (daughter of resident #6) reported 

' a hand made doll was missing. The 
resident's room was searched, staff 

: 
interviewed and no one recalled seeing 

' the doll. The facility was unable to find 

the doll. A follow up Interview with 

resident 116 and RR 1116 was conducted 

to explain that the facility could not 

recover the missing doll. The facility 

offered to replace the doll, both 
' i resident 116 and RR #16 declined, they 

did not want a police report to be flied. 

' The facility provided residents #14 and 
j 

' I 
JIG a lock box/ storage area to secure 

personal items. Documentation on the 

grievance form reflects action taken 

and resident satisfaction with the 

resolution. 

: On 7/301'15 at 9:35 a.m., Resident 1114 said his 
'-----'--~----·-..:....,.---:----------;---·-----·-·-~------'----1 
FORM CMS-2567(02-tlO) Prtwious Vers!ons Obso!t!e Event 10: 04KY11 facilii'JlO: MOSll011300 tf cQnltouaUon sheet Page 2 of II 7 
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F 166; Continued From page 2 
, Driver's License, Social Security card, Medicare 
: card, Medicaid card, bus pass, and one credit 

I card were in the missing wallet. When asked 
what the facility did to resolve the grievance, he I 

· said they searched his room, he canceled the ' 
1 credit card himself, but the facility did not offer to 

i j replace the other cards~ He said the Activity 
' Director was going to look into replacing the bus 
pass but he had not heard back on the progress 

i ' of this or the progress of looking for the wallet. 
· He said the wallet was not replaced. ' 

. On 71301'15 at10:00 a~m., E #13, who was ! 
j appointed by the facility as I he resident services i 

· director, confirmed the wallet was not offered to 
! be replaced and that her resolution focused on 
· the credit cards, but no othar cards. She said the 
residents are verbally updated on the progmss of ! 

· these investigations. however, this is not 
documented. i 

i 
; 2. On 7/28/15 at1 :00 PM, a Group Interview with ~: 
· 9 residents was conducted. Four residents i 
: reported they had problems with resolution to 
· their Grievance Concerns. Random Resident t 
i (RR) #16 stated she was lucky if her grievance I 
' concerns got fixed, and the facility had not 

' 

· resolved her concern to her satisfacllon. She fell 
' like the facility blamed the residents. 

I 
~ 3. Resident 116 was admitted to the facility on l 
'7/18/14 with diagnoses of Alzheimer's Disease, 
:chronic airway obstruction, and diabetes mellitus. i 

On 7129/15 at 3:00 PM, the SSD was shown the I 
! 6/26/15 Grievance Concern for Resident 
'116, which had been reported by the resident's ! 
\daughter, Random Resident (RR) #16. E 1113 
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2. Current residents who filed grievances 

from 4/1/15 to present have been re-
! Interviewed to ensure satisfaction with 
' proposed resolutions. Resident I 

grievances are reviewed at the daily 

: morning stand up meeting until i 
. resolved to resident satisfaction. The • 

I 1 LSW will review grievance logs during . 
her visits and meet with residents who • 

have filed grievances/concerns to 
' 

ensure that they are satisfied with 

resolution. 
i 

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. II 
! 

! certified letter will be mailed to each 
i 

resident's responsible person of record 
' 

' to explain the inventory process. ; 
i Residents will be offered secure storage 

! for belongings such as lock box or ' 

i 
locked drawer/cabinet storage In their 

' 
rooms. The ED met with the consultant 

I LSW and facility Resident Services i 
' 

' 
Coordinator to review the grievance 

; 

! resolution process to include apprising I 
the resident of the progress toward 

' resolution. i 
' 

-~-~~~~--~------

Fa:C:~~/ ID: MDS00161}1) If conlinuaUon sheet Paga 3 of 47 
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stated the resident moved from Room 403 to 

1 Room 111 about a monlh ago, and the handmade; 
doll had not made the move to Room 111. She 
stated she interviewed staff about the missing 

, doll, but no one had seen it. When asked if she 
1 

had offered to file a pollee report, theE 1~13 
·stated, "I didn'l do that, no," E # 13 stated RR #16 
! was worried at i!rst but didn't express concern 
· after that. She stated !name of Administrator) had , 
originally taken the concern and she had been · 

: instructed by the Administrator lo ask staff if they 
1 had seen the missing doll. She stated she was 
advised to teli Resldent#2 and HR 1116 to take ; 

'any items of value home. TheE 1113 slated, 
unfortunately, this doll had not been placed en the 
resldimt's Inventory Shost. TheE #13 stated she 

' was told the doll was spacial to Hesldent 112, but ' 
· had not asked the value of the dolL TheE #13 
slated, "I should !lave asked If she wanled to file 
a police report, I don't know If [name of 

' Administrator] did." 
F176 483.10(n) RESIDENT SELF·ADMINISTER 
S""D DRUGS IF DEEMED SAFE 

I ' 
. An individual resident may self-administer drugs If i 
the Interdisciplinary team, as defined by ' 

, §~83.20(d)(2)(ii}, has determined that this 
I practice Is safe. 

1 This REQUIREMENT Is not met as evidenced 
'b~ i 
· Based on observation, staff interview, and record 
: review, it was determined the facility failed to 
! ensure residents who wished lo sell-administer 
medications were safe to do so. This was true for . 

. 1 of 9 sample residents (#1). The failure created i 
j the potential for medication errors If the residents i 

A BUILDING _______ _ 
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F 166 The facility staff will be in-

serviced on the grievance process to 

1 Include documentation of action taken, 
I proposed resolution, and follow up to 

ensure the resident is satisfied with the 
i 

' outcome of the resolution. The staff 

will be educated on maintaining 

resident inventory checklist upon 

admission, when new Items are brought 

in and/or removal of items from facility. 
4, The EO will meet with residents 

monthly to obtain feedback regarding 

the overall satisfaction with the 

grievance process. Performance 
Improvement tool PI 250-AX Problem 

; 
Resolution System will be utilized to 

; evaluate resident I family satisfaction 
F 176 with problem resolution. The ED I 

designee will audit the resident 

grievance log weekly to ensure a five 

day resolution. Follow up interviews are 
1 completed to ascertain resident 

i satisfaction with proposed resolution. 

Results of the audit will be reported to 

' the montMy QAPI committee to ensure 

substantial compliance. 

s. Date of compliance 10/9/15 

; 

iXll 
COMPlE.TIC# 

CAT€ 

I 
' 

i 
I 
! 

' 
JOjcil) 

~-----·----~---------------------------------------·-------------~·-------
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F 176 Continued From page 4 
were not competent to self administer their 

. medications. Findings included: 

l Resident #1 was admitted to the facility onS/91'15 , 
with multiple diagnoses Including metastatic lung ' 

; cancer, opiate abuse disorder, Schlzophrenla and 
: psychosis. 

: The resident's Physician's Orders documented: , 
: 7/8/15: Morphine ER 30 mg- Givs 1 l8blet by 
mouth tv1ice a day; · ~ 
7110115: Oxycodone 5 mg ·Give 11abtet by 

! mouth every 4 hours; 
' 7110115: Oxycodone 5 mg ·Give 1 tablet by 
mouth Gvery 4 hours as nasced far hreak through 

, pain; and, 
7/18115: Cipro 250 mg • Give 1 tablet by mouth . · 
twice a day limes 5 clays. i 

On 7128115 at 9:05 i\M, 10:35 AM, 1:50PM, and 
· 3:30 PM, Resident 11·1 was not In her room IK>I 
hor presence observed <::1 !he facility. The facility's 

; daily log book to check in and out documented ! 
'the resident had left the facilily on 7/28/15 at 8:30 · 
• Alvl and sUI! had not checked back ln at 3:30 PM.· 

On 7/30/15 at 3:28PM, !he DCB was interviewed i. 

about ReGident #1 's medications and the 
:administration of them. The DCS said the 
, residant does leave the facill~; often, so in order 
l to accommodate the resident's needs !hoy would -
: package tho resident's medications vAth the : 
) name of the madlcatlon and the time of each 
· dose, which the resident could the~ take with her. 
, The DCS showed the surveyor a copy of 4 

I
; medication packages, dated 7122115, when the 
. resident had Jon the facility for the day. The 
! packages had Uw names of the medications, the i 
dosage, amount of tablets per p~ckage, and !he 
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F 176. 

1. 

2, 

(EACH CORRECTMCACT\ON SHOUlD BE 
CROSS· REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

Resident Ill no longer resides at the 

facility. 
Current 1esident medication profiles 

: were audited and one resident 

: 
' 
' 

3. 

1 

4. 
i 
: 
' 

' 

: 
i 

5, 

I 
t 
' 

expressed the desire to self-administer 

personal vitamins, The self-

administration assessment was 

completed on August 11, 2015, 

Licensed nurses will be In-serviced on 
the medication self-administration 

policy, which Includes an assessment of 
the resident's ability to self-administer 

medication and the safe storage of 

medications in the resident's room. 

DCS/ designee will conduct medication 

profile audits weekly x 4 weeks, then 

monthly thereafter to ensure residents 

who wish to self-administer 

medications are appropriately assessed. 

Results of the audit will be reported to 

the monthly QAP! committee x 3 

months to ensure substantial 

compliance. 

Date of compliance 10/9/15 

' 
; 

I 

IXS) 
COMPtET;OU 

DATE 

·-----------------....! 
FacWR'jiO. MOS00f800 H contloual!on shael Page: 5 of 4.1 



II 

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

PRINTED: 0811412015 
FORM APPROVED 

OMB NO. 0938-0391 
I {X;:;j DATE 5Uli.Vc f 

A. BUILDING ______ _ COMPLETED 

135052 
NAME Of PROVIDER OR SUPPLIER 

COEUR D'ALENE HEALTH CARE & REHABILITATION CENTER 

B_WING 

STREET AOORIOSS, CITY. STATE, ZIP CODE 

2614 NORTH SEVENTH STREET 

COEUR D'ALENE, ID 83814 

07/3112015 

(X4) 10 
PREFIX 

TAG i 

SUI.L\;1RY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FUll 

REGULATORY OR LSC IOENTIFYING INFORMATION) 

j lD PROVlDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFERFNCEDTO 11fEAPPROPRlATE 
DEFI<AENCY) 

{)~5} 
COW'lfilbtl 

OATS: 

i 
F 176
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Continued From page 5 

' time to take the medications. On 7/22115 the 
resident had taken, 1 tablet of Morphine 30 mg to 

· take at 8 PM, 1 tablet of Cipro 250 mg to take at 
1 

, 5 pm, and 4 tablets of Oxycodone 6 mg to take 2 · 
' tablets at 1 o AM and 2 tablets al2 PM . . 
' 1 on 7/31115 at9:40 AM, the ROCS was asked for 
' documentation to show Resident 111 had been , 
; evaluated for being safe in the sell administration I 
of medications. Tho RDCS acknowledged the 

. residen l's record did not contain any . 
documentation for this. 

F241 483:15(a) DIGNITY AND RESPECT OF 
SS"D. INDIVIDUALITY 

The facility must promote care for residents in t1 
: manner and in an environment lh~t maintains or 

tJnhances each residant's dignityand wspec! in 
full rer;c.gnlticn of his or her individuality. 

! This REQUIREMENT Is not met as evidenced : 
. by: . .,, 
; !:lased on observalkm and staff interview, it was i 
, determined the facility failed to maintain an 
. environment which enhancod residents' dignity , 
i while waiting for their meals, This was tme for 1 

' Random Resident #13. This failed practice 
created the potential for residents to experience a 1 

' lack of dignity and decreased self-esteem. ' 
' Findings included: : 
iOn 7/30/15 at 12:25 PM, Resident #13 was : 
:observed during the lunch mea! silting irra llll and : 
, space wheelchair along with 2 other residents at ' 
; the dining table, The resident's head was bent I 
1 downward toward his chest and slightly turned to 
' his left side. The resident was observed to have 

i 

PREFIX 
TAG 

F 176 

F241 
1. Resident 1113 was taken back to his 

' 

i 

I 
! 

I 

2. 
' 

room for hygiene and clothing change 

when grooming needs were identified. 

He was returned to the dining room 
after care was provided. Staff will 

ensure the resident Is properly ! 
groomed prior to being taken to the 

dining room and throughout the dining 
i 

process to ensure a dignified dining 

experience. 

An observation audit of current 

residents eating in the dining room was ' 

completed and no other residents were 

found to be lacking attention to 
! 

., ·personal hygiene, A member of the i 
Mock Survey team or th<l charge nurse 

will act as the dining room monitor to 
1 ensure residents are groomed prior to 
i the m!lai and throughout the dining 

! 
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F241, Continued From page 6 
nasal discharge hanging from his nasal cannula, ' 

. approximately 1-112 " long. Additionally, the i 
1 resident was obseJYed to have copious amounts 
of clear oral secretions from his mouth, down his ' · neck, and extended to his upper left chest. The I 

1 M DS coordinator, who was silting at the table, ' 
stated the resident needed to be cleaned up and 
1vas observed to take the resident to his room. i 

' ; ' 
' On 7/31/16 at 9:45AM, the DCS stated she had 
: observed the resident to have drool on his upper 
; left chest with a wet shirt and saw him come back · 
with a clean shlrl 

F250 483.15(g)(1) PROVISION Of MEDICALLY 
ss;r: RELATED SOCIAL Sf.RV!CE I 

l 
The facility must provide medically-related social 

, services to attain or maintain the highest .. 
·, practicable physical, mental, ;:,nd psychosocial 
well-being of each rosld<:nt 

' 
: 
' ' 
This REQUIREMENT is not mel as evidenced I 

'by: ! 

· 8ased on obseJYation, resident and staff 
interview, and medical record review, it was 
determined the facili~; lacked the involvement of 

, the licensed social worker (LSW) and the LSW's 
: t)Versight of the Social SeJYice designee, and 
. tailed to ensure care referrals for residents in the 
; facility, and pmparing to discharge from the l 
i facill!y. through discharge planning. This was true : 
' for 4 of 12: sample residents (Its 1, 2, 6, & 1 0) and 
·~my other resident whom needed modical!y 
i relaled social Gervlces. The deficient practice ' ' 1 placed residents at risk when the l.SW failed to l 
1 provide counseling referrals and ongoing 
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process. A dining room observation tool ! 

F 
241

: will be used during the dining process. 
I 

The dining room monitors will be 
' 

I trained on the use of the tool to ' • 
' enhance resident dignity in the dining 

· room setting. 

3. Facility staff will be in-seJYiced on 

promoting care of the residents In a 

manner that will respectfully maintain 

~ and enhance ea'ch resident's dignity. 

"Performance Improvement tool Pl-250 

F 250 l Dignity and Privacy" will be utilized to 

j ensure residents are cared for In a 

l dignified manner. 

4 . The findings of the dining room monitor 

: will be reported at the dally morning 
; 

meeting. Variances will be trended to 

determine further statr training needs. .. 

The ED I designee will conduct a weekly ' 
; 

! dining room audit to ensure resident 
l 
. dignity Is maintained during the dining 

' 
experience. Results of these audits will ; 

; be reported to the monthly QAPI 
: committee to ensure substantial 

: 
compliance. ' 

5. Date of compliance 10/9/15 i tofq/ 6 
I 
1 
} 
I 

i 
• 

I 
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I discharge planning for Residents #1 and #2, 
arrange diabetic podiatry appointments for i 

; Resident #6, and ensure communication be~men' 
' facilities for Resident #10 regarding medications, 

medical equipment, and continuity of care upon I 
i the resident's transfer. Findings included: 
' ' 
1. Resident#1 was admitted to the facility on 

16/9/15 with mulliple diagnoses including 
metastatic lung cancer, opiate abuse disorder, 

; Schizophrenia and psychosis. 
! 

Tho resident's Admission MDS assessment, 

1 
dated 6/14/15, coded the resident was cognitively 
intact with a BIMS of 15, fluctuating delirium ' 

: behavior with disorganized thinking, feelings of 
' being down, depressed and hopeless, and 
: rejection of cares. 

1 
Resident #1 's Social Setvice progress notes 

, documented: 
6/11/15- " ... Daughter is very involved. Resident 

, reports having cancer and has only about 6 
1 months to live ... Discharge plan will only be 
discussed at annual care conf. [conference) ... " , 

: 6/24115- " ... possibly moving to a group home 
I setting, which may be a more appropriate fit for 
' her. Resident reported she will think about it..." 
. 6/26/15- " ... Assisted resident vAth faxing 
\ Information to Idaho Housing ... " , 
: 6/30/'15- " ... refused any psychiatric i 
; trcatment...Recent increase in pain i 
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1 .. Resident# 1 no longer resides at the 

F 250 facility. Resident #6 had a podiatry 

appointment scheduled on 8/27/15@ 

I 2:45pm. Resident's # 6 and# 16 were 

; asked if they would like to notify the 

i police regarding the missing doll and 

: both declined. Resident N 10 chose to 

leave the facility AMA; therefore, no 

orders for medication or treatment 
• 

were obtained. His medications were 

. returned to the pharmacy per policy. 

2. An audit of current resident medically

related psychosocial needs will-be 

conducted by 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 ophthalmology needs; 

psychoactive medication use; 

grievances; and discharge planning. : 
i l. · The consultant LSW will assess resident 

: needs and make recommendations . 

I The consultant LSW will follow up on 
I 

recommendations weekly to ensure 

\ medication .... signed herself out this morning and ' l 
! instructed facility to cancel transportation for appt. i 
, (appointment) ... Resident reports she has her own ; ; will document in the resident's medical 

I resident medically-related social 

services are met. The consultant lSW 

: transportation set up ... Depending on these · i record as well as provide the facility a I 
' results, resident will remain in facility, move to 1' i 
:hospice or utilize HUD housing. Discharge plan , ; visit log outlining recommendations and . 

t_ __ ..J:c..w_i_ll_b_e_d_is_c_u_s_se_d_a_t_e_a_c_h_c_ar_e_c_o_n_fe_r_el_lc_e_ .. _·"--'-' ----' action.s. ___________ _:__ ___ __l 
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I : l" l1. I 
F 250 · Contlnued From page 8 F 250 Lf>H [. If the resident destabilizes 

: 7/1/15 -" ... signed herself out and was out greater 1· ' 

· than 8 hours on 6131) ••• she spoke to ombudsman . I between visits the facility will notifY the 
several limes and made statements !hat made ' consultant LSW for further assistance to 

i them worry about her safety ••. resident was seen 1 • stabilize the resident. 
· out of facility the day before wheeling down the 3. The EO met with the facility 
1 street, crossing Without looking In front of 
j oncoming traffic. With the above information and 1 representative and consultant LSW to 
family input ... MD and Psych service at [local · review the scope of responsibility to 
hospital's name J we developed a plan to 

! assist...res's [resident's) safety. 911 was notified I attain or maintain the highest 
. and within 10 mlns [minutes) res [resident] was ' practicable physical, mental, and 
I found ... " psychosocial well" being of each 
· 7/1/15 • " ... PT [physical therapy] reported seeing . 
resident digging through facility mailbox ... reported' resident. 

. seeing the mailbox overflowing so thought she'd 4. ED I designee will conduct weekly 
:bring some ln ... took the mall from resident and audits of consultant LSW visit log and 
: distributed accordingly ... " ' 
'7/6/15 " 1 f d ld t th t h d t medical record documentation and i - ... n orme res en a s e nee s o 
· use her call button for assistance rather than Interview residents to ensure the 
'calling the main number. Resident stated, 'I will 1' '· resident psychosocial needs are met. 
: call the main number when 1 don't gel my 
i meds ... " , The consultant LSW will attend the 

7/7115 ·" ... Administrator and Soda! Services ' facility QAPI committee at least 
l Director presented resident with 30 day notice of 1 

l discharge, due to disruptive behaviors towards monthly. l!esults of the audit will be 
· other residents and also lack of follo'.ving care I reported to the monthly QAPI 
; plan and medications. Resident asked both of liS 1 committee x 3 months to ensure 
: to leave her room ... " 
7/14/15- " ... call from [group home's name) and substantial compliance. 

, [another group home's name). Resident denied , 5. Date of compliance 10/9/15 
j due to behaviors and non-compllance. Will 
·continue assisting resident find alternate 
placement..." 

:On 7/29/15 at9:00 AM, Resident#1 was 
; Interviewed in regards to the facility assisting her 1 
with a discharge plan. Resldent#1 stated the ! I facility had Issued her a discharge notice but had ' 

i "sabotaged" her every step of the way In trying to i 
--~--~~~--~------------~------------~ 
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F 250 Continued From page 9 
find herself other living arrangements. Resident I 

, #1 stated she trusted no one at the facility and so 
; she had no one that wo~ld address her concerns. ; 

' 2 .. Resident #6 was originally admitted to the 
facility on 7118114, and ~aln on 3/17/15, with ! 
diagnoses ofAizheimers Disease, chronic airway 
obstruction, and diabetes mellil\ls. 

a. On 7128115 at 9:45AM, f{esident #6 stated she 
: felt she needed to be seen by a Podiatrist for , 
, ingrown toenails since she was a diabetic. When ' 
, asked if she had spoken with the facility regarding 
: her toenails, the resident stated she had told 1 
someone but the facility had no! made her an 

1 appointm<lnt 
i 

; On 7131/15 at7:22 AM, the DCS was asked if the 
, facllily had documentation following up on the 
, recommendation for Resident il6. The OCS 
stated she would check, however, no further·" 

. Information was provided. The OCS was <lsked •1 
I : how the facility ensured diabetic residents were 

seen by a Podiatrist and stated the nurses were 
i making a list. 

, b. Record review ol the Grievance Concerns , 
: documented a 617.6115 concern for a 11and made ' 
. doll which was stolen from Resident #6's room 
, and was reported by the resident's daughter, 
· Random Residentili 6. The concern did not I 
, mention a room number. : 
i I 

' On 7129115 at 3;00 PM, the SSDwas shown the ' 
i 6126115 Grievance Concern reported by RR #16. 
• When asked lf she had offered to file a police i 
report, the SSD stated, "I didn't do that, no ... I 
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F 250 Continued From page 10 F 250 . 
• 

: should have asked if she wan!ed to file a police ! 
! report, I don't know if [name of Administrator] 
did." 

·On 7/30/15 at 11:35 Ml, during the Group 
Interview, Random Resldt;m! (RR) #16, slated she 

i had filled out a grievance concern for a missing 
, doll which had been stolen from her mothers 

I 
' 

room (Resident #6), and stated fws!ralion with 
the way the grievance had been handled. 

'On -/131115 at 11:35 AM, HR 1.!16 stated she 
i would have !iled a police report it the facility had 
' offered this op!ion, and would have felt like !he 
· facility was mom concerned about the missing 
. doll. 

'3. Resident i/2 was ;;dmltted to tile facUlty on 
. 414/'15 with diagnoses of quadriplegic C5··C7, 
: incomplete, depression, chronic pain and 
: neurogenic biadder and boweL 
I 

The residenfs admission MDS Assessment, 

' I 
i 
' 
• 

' 

' 

I dated 4/10/15, and most recent quarterly MDS '· 
1 Assessment, dated 6/3/15, both documented the 
resident was cogni!ive!y intact with a fl!MS Score. ! 

· of ·15, and had symptoms of depression. · 

I The resident's Antidepressant Care Plan, iniliated , . 
'414115, documented behaviors of anger, self : 
: Isolation, crying, and sarcasm as a defense 
; mechanism and included non-pharmacological 
' lntorventions to help the resident cope with her 
' frustrations and loss of Independence . 

. Record review of the June and July 2015 
: Behavior Symptom Monitoring Flow Records 
. documented behaviors of anger, verbal abuse to 1 
staff, and kicking staff out of tho room. ' 

' ' 

.. 

--------------------------------------------·-
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l Record review did not contain evidence of a LSW 
involvement in the resident's plan or care or 

i Involvement in helping the resident obtain i 
: counseling. 

, On 7/29/15 at 3:00 PM, the SSD stated the LSW I 
• came in one lime per month and !hey usually 

! 
went through resident charts, checked for code 

. status, POST (Idaho Physician Orders for Scope 
: ofTreatrnent), discharg&s and other concerns. i 
" The SSD stated the LSW would !eave her a list of ; 
· recommendations. She stated she spoke with the 
: l.SW on the phone approximately one I! me per 
week. The SSD was asked to provide 
documentation of monthly visits and 

: recommcwJatlons which tha LSW had made for 
residents in the faclll\y,however, no evidence of 
the L.SW's oversight of tho SSD wes provided . 

. On 7/30/15 at 8:45AM, the lacllity provl<l~d a 
• copy of the lSWs time sheets for the months of 
! April, May, and June of 2015. However, there was: 
! no evidence ol recommenda!lons or oversight of ; 
' the SSD made by the LSW. 

l On 7/31/15 at a:oo AM, the DCS was asked lo 
· explain Resident #2's behaviors. She stated 
. the resident was angry and would lake her 
. frustration out on whomever was with her in her 
' room. She stated the resident was very vocal and i 
·got angry when she was asked a question, like if ' 
. she wanted to have a pillow between her legs. 
The resident would say, "I'll tell you If I want a 

i pillow," but then would gel angry if it wasn't 
' offered. When asKed lfthe resident had been ! 
· oflered counseling, the DCS staled it had offered, , 
however, the resident refused to let the facility 

F 250 

' DEFICIENCY) 

I ;-

,. 

I 
~ 

1 
; 

' ' 
I 

. 

(X5) 
. COMPlETION 

PATE 

' arrange for se!Vices as she wanted to be In 1 
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i 

F 250! 
charge of her care. The resident told the DCS ' ' she would contact counseling services throtJgh ' 
her tribal agenC'J. When asked if counseling 

' i . services had been arranged, the DCS stated, • • ; "Not to my knowledge.' 

• 
l i 

' I 
, 4. Resident #10 was admllted on 1/29/15 with 

I 
. 

! multiple diagnoses including difficulty in walking, ' 
muscle weakness, and depressive disorder: ' 

.. 
i 

i 
A note by the E #13 on 4/30/15 documented I 

• during a care conferene<J with the POA of 
Resident 1110 she had concerns sbaut his care 

! and was in the process of searching for a . .. 
· Certified Family Home in tile area to transfer the l 

resident to. It continued, "For now, resident will 
rc.me.in ln tt1e facility. Dischmge plan will be -

; i 
discussed at each care conference." ! 

:on 515/15 E #13 documented "Reslctrmt i ; discharged AMA [Against Medical Advice]." No I I 
other Information was included in this note. 

· A corresponding note, in its entirety, by LN #8 On ' i 
' ' I 

5/5/15 documented, "Res [resident] had appt I I 
: (appointment] with [MD 1101 a\3 PM. [Transport 
1 service] here with res chair and no res. Ha i I j reports he was called to pick up the INC. 
~ Contacted [MD #7's) office, receptionist reports I j 

: [Resident's POAJ took the resident to anot11er 

I i ' facility. Res is AMA." Two more notes ! 
. immediately following document the POA was · • ' I I 1 
i called about the resident's belongings, and the 
; POAarrived at the facility to gather his i 
· belongings. ' I 1 

) 

' iOn 5/5/15 at 4:40p.m., a docto~s order was 
··-··· 
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F 250 ' Continued From page 13 F 250 
. written by LN #8 and signed by the NP, stating 
j the resident left with the POAAMA 
I 

· On 7130115 at 5:35 p.m., the Administrator was 
, asked about the policy & procedure for 
, medica lions of residents that !eaveAMA, and 
:what happened with Resident#iO's medications 
: upon leaving AMA He said usually the 
medications would be sent back to lhe pharmacy. 
However, he was unable to find specific 

, procedures regarding medications of Residents 
1 that dlschml)e 1\MA. 

II r;ou!d not be determined that the facill~; was 
. providing social services assistance to the POA, 
' who h<1d a goal of discharging the residDnt to a 
: Certified Family Home. It could no! b;;; determined 
lhe resident h3d access to DME (including the 
wheelchair) upon the resident's transfer to the 
group home. It could not be determined tho 

' facility communicated wiih either MD 116 or #7 
I about the discharge or what should happen with -
· the Resident's medications. It could not be 
' dotermined the Hesiden!'s Information was 
communicated upon discharge to ensure 
continui~J of care. 

F 253. 483.15(h)(2) HOUSEKEEPING & 
SS=O i MAINTENANCE SERVICES 

i 
The facility must provide housekeeping and 

· maintenance seJVices necessary to maintain a 
. sanitary, orderty, and comfortahle interior, 

i 
; This REQUIREMENT is not met as evidenced 
i by; 
i Based on obseJVation and staff Interview, it was 
. determined the facility failed to ensure 

i 
i 
I 
i 

' I 
' 

l i 

F253 
1. Resident 1112 no longer resides at the 

faclllty. Resident# 14's refrigerator 

' I temperature log is up to date. 

2. The Director of Housekeeping 

conducted an audit of resident 

refrigerators and found them to be 

cle~n. temperature log up to date and 

within an acceptable temperature 

, range, and no outdated food items. 

i 
i 
I 
' 
' 

I 
I 
I 
' ' . 
' 
\ 

tx>l 
COMPtE:TION 

DATE 

.. 
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F 253 Continued From page 14 F 253 
tempe1aturas were documented for resident room 
refrigerators. This was true for 2 of 2 Random 
Residents (#s 12 & 14). This had the potential to 
cause foodborne illnesses and decrease the 
quality of life for residents who kept refrigerated 
food in their rooms. Findings included: 

1. On 7127/15 at 10:15 AM, during the initial tour, 
and throughout the suiVey week, Random 
Resident #12's roorn refrigerator was obseiVed to 
have a July 2015 temperature log on the front 
door of her refrigerator wh!ch was blank. 

2. On 7/27115 al10;15 AM, during the initial tour, 
and throughout the suiVey week, Random 
Resident #14's room refrigerator was observed to 
have a July 2015 temperature log on the front 
door of his refrigerator which documented no 
temperatures had bean taken for 711 through 
·7112, 7/14 through 712i, 7125 or 7/26. 

On 7l30/15 at 10:50 AM, the OCS slated the 
facility department heads were responsible for 
resident room refrigerators. When shown the 
temperature logs for Random Resident #s 12 & 
14, the DCS stated the temperature logs were 
lacking ar,d the plan was to document daily 
temperatures. 

F 309 483.25 PROVIDE CARE/SERVICES FOR 
SS=D HIGHEST WELL BEING 

Each resident must receive and the facili~/ must 
provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being. in 
accordance with the comprehensive assessment 
and plan of care. 

F309 
1. Resident ll 5 was placed on comfort 

care August 17,2015 related to 

terminal End Stage Renal Disease. 

Blood pressure medication and dialysis 

treatment were discontinued at this 

time. The resident was transferred to 

Hospice House on August 19, 2015 

where he expired on August 23, 2015. 
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F 309 Continued From page 15 

This REQUIREMENT is not met as evidenced 
by: 
Based on record re·view and staff intentiew, it 

was determined the facility failed to adminisier a 
blood pressure medication within parameters and 
to assess the dialysis access site per care plan 
for 1 of 15 sampled residents (Resident#5)" This 
dEficient practice created the potential for the 
resident to have complications with hypertension 
or delayed ioentHication of complications with the 
dialysis access site. Findings included: 

1" Resident #5 was ra·admitted to the facility 
7/14115 with multiple diagnoses including End 
Stage Renal Disease, congestive heart failure, 
hypertension, and c2rdiomyop2thy. 

e. The 6/1/15 Physician Racapitulation Orders 
documented "Fiudrocortisone tablet 0" 1 mg" taka 
one tablet by mouth everyday for hypertension 
Hold for SSP (systolic blood prassure] > 120." 

The June 2015 MAR documented 20 of 23 
instances where the SBP was ebove 120 and 
Fludrocortisone was administered. Similar 
findings were found in July 2015 with 8 of 22 
instances" 

On 7130115 at 9:45 a.m", the ocs confirmed the 
medication v1as administered when it should have 
been held in these instances. 

b. Resident #5's 7114115 MDSAdmlssion 
Assessment documented he rGceived dialysis. 

The 618115 Dialysis Care P /an documented 
interventions for the resident's dialysis site: 

F 309 2. An audit of current resident medication 

administration record~ (MAR) was 

conducted by the DCS and no other 

residents were found to !lave 

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 facility 

and the ESRD facility regarding the 

resident to include: location of access 

site; port status {capped or clamped); 

pain at site; sign and symptoms of 

infection three times a week. The 

Dialysis Communication form (Med· 

Pass Form CN$·021) will be utilized to 

document coordination of services" 

3. Licensed nurses will be in-serviced and 

competency tested using Performance 

Tool PI 250 AJ to ensure residents are 

receiving medications per physician 

orders. licensed nurse will bel~· 

serviced on utilizing the Dialysis 

Comnumication form to ensure !f1e 

I: continuation s:-,eet Page IC of 47 
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•Monitor access site each shift; 
'Observe site for infection, bleeding, edema; & 
•Notify IV!D/NP of any signs, symptoms end/or 
suspicion of infection, 

The access site was assessed 13 of 87 shins in 
July 2015, However, the July 2015 Dialysis 
Communication Records documented 6 of 9 
instances wher& the shunt site was not fully 
assessed before the resident was sent to dialysis, 
In these instances, various assessment items 
were lacking, including the localion of the access 
site, if ports were capped or clemped, if pain was 
present at the site, or any problems with the site, 

On 7/30/15 at 9:45 a,m., the DCS confirmed the 
Dialysis Communication Record assessments 
were lecking, She said essessment of the site per 
shift are found in the nursing notes, however, no 
further essessmenls on the dialysis site could be 
found in the nursing notes, 

F 312 483,25(a)(3) ADL CARE PROVIDED FOR 
SN DEPENDENT RESIDENTS 

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

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

was determined the faciliPJ failed to ensure 
showers end/or baths were consistenlly provided 
for 9 of 10 residents (#s 2-9 & 15) reviewed for 
ADL assistance, This deficient practice had the 
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F 309 
resident's medical record reflects 

complete accurate information, The ED 

and DCS will meet with the Dialysis 

Cente; ~o improve tlv: ·J1·Jfdln;:;tion of 

dialysis services, 

4, DCS I designee will audit MARs and 

Dialysis communication three time per 

week to ensure medications are 

administered according to prescribed 

parameters and coordination of dialysis 

services is documented to include: 

location of access site; port status 

(capped or clamped); pain at site; sign 

and symptoms of infection. Results of 

the audit will be reported to the 

monthly QAPI committee x 3 months to A 'i 
/C' 'i 15 

ensure substantial compliance. 'Y 
F 312 S. Date of compliance 10/9/15 , ·,JJlJJf 

e_ cqfl/, 
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F 312 : Continued From page 17 
potential for more than minimal harm If residents i 
experienced dental cartes, glnivllls, Infections of ' 
the mouth and teeth from lack of oral care; and 
rashes, skin issues andior unpleasant odors due 

! to not being bathed regularly. Findings included; 

. 1. on 7128/15 at1:00 PM, a Group Interview with 
9 residents was conducted, Four residents stated , 
they were having problems with getting 

. showered. One resident stated she hadn't had a 
'shower in 2 weeks. Another resident stated she 
. had gone 26 days without a shower, Another 
; resident stated she only got three showers·in 30 
· days and she asi\ed and asked. 

: 2. Resident #7 was admitted to the facility on 
3/5/15 vAth mtJitiple diagnoses including 
cerebrovascuJat nccide~t (CVA), dementia, 
exprsssive aphasia, and apraxia, 

The resident's quarte-rly MDS assessment~ dated ! 

' 3111115, documented extensive assist of 1 staff 
i lor dressing, personal hygiene, and bathing. 

. The facility's bathing schedule documented 
i Resident #7 was scheduled for baths/showers on 
· Wednesdays and Saturdays. 

·The bathing record for Resident#? documented: , 
•May 2015- The msident had 1 shower the weel< ' 
of 5/1/15·5/7115, 1 shower the week of 

: 5/8/15-li/14/15, !hen the resident did no! bathe for 
1 

'14 days from 5/13/15 unt115/27116. There was no : 
evidence the resident was offered or had refused 

1 any showers in May. · 
' •June 2015- The resident had 1 sh0\'181 on 
: 6/15115. The resident did not bathe for 19 days 
, from 5/27!15 unlil6115/15. There was no 
, evidence the resident was offered or had refused 

Evenl to;Ot,KYH 

B. WING 07/31/2015 

10 
PREFIX 
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F 312 

1. Resident ff's 2·9 & 15 were interviewed 

, to determine batns I showers 

preferences. Their bath/shower 

schedules have been updated to reflect 

i personal preference • 

2. Current residents will be interviewed to 

, determine bath/shower preferences , 
, and bath I shower schedules adjusted 

to reflect resident preference. Resident 
I 

preference will be obtained on 
admission, quarterly and upon request. 

The C.N.A wlll document resident bath I 
shower on the SKIN CARE ALERT sheet 

and the residents AOl record. The SKIN ' 

, ALERT SHEET Is given to the licensed 

' nurse for review and follow-up as 

indicated (i.e. skin conditlons, refusals) 

Resident ADL sheets will be reviewed 

daily by the Mock Survey team 

members and reported at morning 

I stand up meeting. Ongoing refusals 

will be further evaluated for 

approtlriate action by the 

Interdisciplinary Team (IDT), which will 
j lndttde the consultant LSW. 

tXSJ 
COMPtETIOO 

DATE 
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i ] any showers In June. 3. Nursing staff will be in-serviced on 
• July 2015 - The resident refused a shower on 

obtaining resident preference for bath I ; 
. 714/15 and 7111115. The resident did not bathe for 
37 days from 6115115 unti17122116. There was no' I showers on admission, quarterly, and 

: evidence the resident after the refusal of a ' upon request, accurate and complete 
1 ~~~~:~~~~been reapproached and offered 

j 

I ! 
documentation on ADL records as well 

' as the use of the SKIN CARE ALERT ' 1 3. Resident #8 was readmllted to tha facility on sheets; and protocol when a resident 
. 9/8/09 with multiple diagnoses Including I 

I declines to bathe as outlined above In i dementia, schizophrenia, dyskinesia, and ' 
macular degeneration. 

' 
112. 

' 4. DCS I designee will audit resident 
• Ttie residenfs annual MDS assessment, dated 

I 7/15115, documented extensi•te assist of 1 staff preference and AOL documentation 
for bulhing .. ' weekly to ensure baths I showers are 

I' ' .. given per resident preference and .. 
The facility's bathing schedule documented 
Resident #8 was scheduled for baths/showers on i 

! 
documented. ED I designee w!ll audit 

· Mondays and Thursday;. action taken by the IDT when 

' The bathing record for Resident #8 dowmented: l documentation indicates on-going 
1 'May 2015 ~The resident had 1 shower thl'l week • t resident refusals, The ED I designee 

' of 5/8115-5/14115, and then did not bathe for 42 will complete Performance 
! days from 5/14/15 unm 6125/15. The residenl had ! ~ 

' refused a shower on 5/18/15, but there was no f 
Improvement tool Pl250 W Free Choice 

' 
evidence the resident was offered 01 had refused & Rights monthly x 3 months, then 

' 
1 any showers from 5/18/15 through 6/25115. i ' quarterly. Results of the audits wit! be ·• ' • June 2015- The resident had only 1 shower on 

' reported to the monthly QAPI ' 
: 6/25/15 for the month of June. Thore was no ! 
' evidence the resident was offered or had refused ' committee x 3 months to ensure i ! any showers ln June. ' 

substantial compliance. I 
' 'July 2015- The resident had 1 shower the week ' 

j of 711115-717/15. 5. Date of compliance 1019115 ;to{'l/6 
I On 7128/15 at 3!20 PM, CNA#5 was int•miewed 

j about the care of the residents. The CNA said ' 
, she was working a double shift today, since the 

' , facility was short staffed. CNA #5 stated the 

fORM CUS-2567{02-.99} Pt<wtous Wrstons: Obsolel<:: flvenf I0:04KY1t fadiitylU: MDS001t300 If conUnu3tlon sheet Pa9o 19 of 41 
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F 312, Continued From page 19 
· shower schedule had 3 to 4 residents per day, on 

e<Jch of the day and evening shifts, and the floor 
! CNAs were responsible for the baths/showers. 1 

·The CNA saki she had finished 2 showers today 
: with 1 resident being a 2 person assist and felt at ! 
' times "rushed" and "verJ busy." The CNA said 
: she was dedicated to doing the besl job possible, 
; but "hard to do a good job when we don't have 

enough help." 

! 
4. Resident #4 was admitted to the facility on 

· 3/29115 with multiple diagnoses including 
; dementia, osteoarthritis, and generalized 
. weakness. 

The resident's qua1ter!y MDS assessment, dated 
6/30/15, documented: the resident required total ; 
Cissist of 1 staff for bathing . 

. The faci!ity's bathing schedule documented 
; Resident #4 was sch~duled for baths/showers on . 
· Mondays <Jnd Thursdays. : 

· The bathing record for Resident #4 documented: 
*May 2015- The resident did not bathe for 22 

1 days from 5121115 until 6/12115. There was no 
' evidence the resident was offered or had refused , 
. any showers from 5121115 through 6112/15. i 
. *June 2015- The resident clld not have a shower 
·for 13 days from 6/12115 until6/25115. There was .

1 : no evidence the resident was offered any , 
'additional showers than 6/12115, G/25/15, and 

i 
! 

' 6129/15 or had refused any showers for the 
month or June. 

' • July 2015- The resident did not have a shower 
; for 8 days from 7120/15 through 7/29/15. There , 
. was no evidence the resident was offered or had ' 

i ! refused any showers for July. 

F 312 

' : 

-
i 

I 
I 

-

I 
; 

l 

i 
' 

I 
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F 312: Continued From page 20 
'On 7/30115 at 4:08PM, the DCS was interviewed ! along with the RDCS in regards to the lack of l 
· bathing of the residents. The DCS and RDCS 
! acknowledged there was an issue of the 
consistent bathing of the residents. The DCS and ' 
RDCS said 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 
stated, the bathing issue was a ''work in 
progress." ' ' I i 5. Resident #3 was readmitted from the hospital ' 

·on 4/10/15 with multiple diagnoses including 
bipolar disorder and the installation of a PEG 

: tube. 

The resident's significant change MDS 
j 
: 

assessment, dated 5/l1115, documented total I : 
assist of 2 stJff for <Jnd bat:1ing. I 

; 

~ The facility's bathing schedule documented 
: Hesident #3 was scheduled for baths/showers on 

i 
Wednesdays and Saturdays. I 

: I 
' The bathing record for Resident #3.documented: I 

I 

•May 20·15 -The resident had a shower on 
5/'13/15. The resident had refused a shower on 
5/6/15, 5120115 and 5/27/15. The resident did not 
bathe for 13days from 511/15 unlil5/13/15 and 

'did not bathe for 48 days from 5/13/15 until ' 
i 7/1/15. There was no evidence the resident was I 

: reapproached when she had refused on 516/15, ! 
; 

· 5/20/'15, and 5/27115 or offered to be bathed on ! 

' 'lllather day during May. 
•June 2015- The resident did not have a shower 

j for the whole month of June. There was no i 
J evidence the resident had refused or offered any i 

' · showers during June. i 
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F 312, Continued From page 21 
'May 2015 -The resident had 1 shower on 
7/23/15, the 4th week of July and there was no 

, evidence of the resident being offered to bathe or 
: a refusal for 6 days from 7 /23/15through 7129/15. 

On 7/30/15 at 9:45AM, the DCS and RDCS were ' 
; interviewed regarding the residents lack of ' 
• bathing. The DCS and RDCS acl<nowledged 
there was a concern the residents were not being 
bathed and the facility had already identified there 
was a problem and had implementad steps to 

1 correct the problem. 

There were similar findings for Resident #s 2, 5, 
6, 9, and 15 in regards to the lack of bathing. 

'315 483.25(d) NO CATHETER, PREVENT UTI, 
SS=G RESTORE BLADDER 

Based on the resident's comprehensive 
assessment, the facillty must ensure that a 

· resident who enters the facility without an 
indwelling catheter Is not cathetertzed unless the I 
resident's clinical condition demonstrates that : 

. catheterization was necessary; and a resident 
who is incontinent of bladder receives appropriate 

:treatment and services to prevent urinary tract 
Infections and to restore as much normal bladder 1 
function as possible. ' 

• This REQUIREMENT is not met as evidenced 
; by: 
· Based on record review, and resident and staff 
· interviews, it was determined the facility failed to 
:ensure a residentwllh a suprapubic catheter 
I received care and services to protect against 
: catheter -related complications. This was true for 
11 of 1 (#2) sampled resident reviewed for urinary 

FORM CVS·255?(02~99) Prcvioos Versions Ob$olele Evet'lt 10:04KYj1 

F 312 
l 

~ r.~ j /':!~ 
1. Resident #2 had her suprapubic 

:catheter surgically replaced by urologist 

ion 7/1/15. The nursing 

staff provides routine catheter care per 

physician orders 

2. An audit of current residents was 
conducted and there are no other 

residents with a suprapubic catheter. 

3. Nursing staff will be re-educated on 

F 315 care of suprapubic catheters. Resident 

#2's suprapubfc catheter will be 
changed by the urologist per order. 

Performance Improvement tool PI 250 E 

Catheter Use Review and suprapubic 

competency tool will be utilized to 
evaluate staff knowledge and 

performance in caring for residents 
with a urinary catheter. Licensed nurses , 

will report changes In function of the ! 
urinary catheter such as leakage, ! 

Jf ccntmvahoo sheet Page 22 of 47 
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' i catheters. Resident #2 was harmed when her 
I 

. suprapubic catheter was lncortectly inserted and 
1 she ultimately required surgical replacement. 
. Findings lncl\lded: 

I ' ' ! 
Resident #2 was admitted to the facility on 414115 

· with diagnoses !hat Included neurogenic bladder. ' 

The resident's admission MDS Assessment, 
:dated 4110115, and most recent quarterly MDS ' 

Assassment, dated 613115, both documented tho 
: resident was cognillvely Intact with a BIMS Score I 
'of 15, had an indwelling catheter and required 
total assistance of 2 people for toileting. 

I i 
· Resident #2's Urinary Catheterization Care Plan, 
: implemented 4/4/15, documented the resident ; 

' had a suprapubic catheter. ' 

I 

The June 2015 recapitulated Physician's Orders I 
I 

documented; 
*414115 ·Suprapubic catheter care every shift, i 

: discontinued. 
'*4/8115- Change suprapubic catheter on the 17th i 
' each month on night shift, crossed out and "foley • 
1 catheter" handwrit!en in place of "Suprapubic." 
. •4/16115 ·Irrigate catheter as needed, i I discontinued. : 

:The 4/B/15 order to change the resident's foley : 
1 oather on the ·t?!h of each month during night 
, shift was included on the reoapituated July 2015 l 

. Physician's Orders. l 

! •415 and 4/6 Progress Notes (PNs)- Suprapubic ' l 
· (SP) catheter was intact, patent and draining 

I 

j amber urine; 
j • '417 (PN). SP caltletor Intact; 

. '418 (PN) -Orders received to change SP 
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F 315 ' 
4 . DCS I designee will assess residents 

with a urinary catheter weekly to 
i 

ensure the catheter is functioning ; 

properly and staff Is competent in the ; 

care of the catheter. Results of the 

audit will be reported to the monthly 

QAPI committee x 3 months to ensure 

substantial compliance. I /01i -~· 5. Date of compliance 10/9/15 

' 
. /j 

; 

j : 
! 

i 
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F 315 Continued From page 23 
' catheter. 

'4111 (PN)- SP catheter patent and draining 
; amber urine; 
·'No documentation for 4112 to 4/15 wgarding the i 
; resident's SP calheter; ' 
i '4/16 N.O. (New Order)· Irrigate foley PRN; 
'4117 {PN) - SP catheter changed due to resident i 
report of leakage, monitor for leakage; • 

: *4119 (PN) - Resident reported increased urinary 
leakage and voiding through urethra. No urine 

. output noted in the catheter bag for two da)IS; • · : 
: assess need lor SP replacement; · · ·' 
''417.0 (PN)- New order for nonemergent transport 
. to ED for evaluallon of SP catheter; 
, *4120 Emergency Department Note- Complaint ; 
: of cathetor investigated, found to ifrigate easily, 
· dl3charged back to the facility; 

"41:22 Physician's Progress Note ·Requires 
. follow-up with urology for poor SP drainage; 
· '417.5 (PN) -Resident rzported ongoing leakage· 
, of urine around SP insertion site, dressing was 
' saturated. Continued to void lntermltlently from 
1 urethra and SP catheter Insertion site. Resident ,i 
reported frustration over continuing SP catheter 
concerns, scheduled for urologist appointment; 
'4127 (PN) - SP site dressing wet with urine, 

i conlinues to have urine through urethra, no urine ; 
: noted in catheter bag, no redness around SP site,! 
bladder non-distended; l 

: *4129 (PN)- Appointment canceled and 
. rescheduled for 5!71't5, no reason given; : 
! *513 (PN)- No noted urine output In foley bag. No ! 
drainage or redness noted at site. Urologist ' 

. appointment rescheduled for 517. MD notified MD : 
: -wants resident urology appointment as soon as , 
I possible, phone call to office and message left to 
i schedule appointment earlier in the week if 
. possible; 

DEFICIENCY) 

F315 
' 
' 

' i 
I 

' ' 
' l 

' I 

i 

' 

· *5/7 (PN)- No urine noted In foley bag. SP 
--~~-~----~------------------------------~-----
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F 315 Continued From page 24 
' F 315 i catheter intact, appeared to be voiding via ' ; 

1
urethra. Ad tilt brief changed every 2 hours, 

' i urology appointment at 11:00 AM; 
· •sn (PN). Returned from urology office at 11:"16 l 
·AM, unable to examine resident as paperwork not 

I 
I 

·completed, Facility RN complsted paperwork to 
· send back to the urology office with the resident. 

I ! . At 1:45 PM the resident was transported back to 
' the urology office with completed paperwork; i" 

•517 Urology Report- "They changed her ! 
: suprapubic tube a few days ago but it hasn't 

~ 
· drained since. The suprapubic tube was first i 

l placed 2 months ago. She has been voiding per \ 
l ' urethra and incontinence since then ... The ' 

Sllprapublc tube was removed. It was not In "far 
; 

enough. 1 placed the flexible cystoscope down the, ' 
· tract however, I was unable to nego!iate this into ' 
: the bladder. I could not pass a wire into the ' 
bladder either," Tho assessment documented, ' 

; "Di~lodged suprapubic tube, unfortunately the ; 
· tract has healed up. She will need to have the I 

1 suprapubic tube replaced in the opera!ing room." j ' 
! *711 Operative Report- SP catheter placed ! 

I 1 under direction of cystoscopy bi;urologls!; I ' ; 

: *7/2 (PN)- Resident returned from local hospital I 
' I 

' status post SP cath placement Resident " ' 
complained of pain a! calh insertion site, I - ! 

1 medication given, SP calh draining bloody urine, 
1 

! 
The resident's urologist notified and new antibiotic l i 

: order received.; i 
I \ 

' I ' ' 
. On 7/30/il:l at 2:15PM, Resident #2 stated the ' 
l physician told her the SP catheter had not been ' i 

1 inserted all the way into the bladder, which 
· caused urine eHminatlon through the urethra. ; 

l ' ' i ' ' ' The resident was harmed when the facili!y failed i i to correctly insert a SP catheter, which led to 
: 

; leakage of urine around the SP insertion site and : l 

-
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F 315 Continued From page 25 
lnlennitlent voiding from the urethra, The 
resident, who experienced difficulty with the SP 

1 catheter from 419 until il was replaced on 711, 
· eventually required surgical replacement of the 
suprapubic catheter. 

F 322, 483.25(g)(2) NG TREATMENT/SERVICES
SS•D · RESTORE EATING SKILLS 

Based on the comprehensive assessment of a 
: resident, the facility must ensure that--

{1) A resident who has been able to eat enough 
, alamo or with usslstance is not fed by naso gastric 
• tube W1less the resident's clinical condition 
: demonstrates that use of a naso gastric tub9 was i 
· unavoidable; and ' 

(2) A !'()sid(>nt whO is fad by a naso-gastric or 
· gastrosk>my lube mcelves the appropriate 
treatrnBnt and :;t;rvices to prevent aspiration 

. pneumonia, diarrhea, vomiting, dehydration, 
: metabolic abnormalities, and nasal-pharyngeal 
! ulcers and to restore, if posslbl~. normal eatlng 
'skills. 

'This RE(1UIREMENT is not met as O'lidenced 
. by: 

Based on observation, staff intmvlew, and record , 
. review, it was determined the facility failed to ' 
i appropriately administer medicatio~s through the ! 
:PEG tube of 1 of 15 sampled residents (Resident i 
I #3}. This d<;ficienl practice created the potential I 
' for adverse medication effects and the potential 

Event ID::04X.Yt [ 

DEFICiENCY) 

F 315 

F 322. 

1. The licensed nurse has been re· 

! educated and competency tested on 

administration of medication through a 

PEG tube to include flushes between 

each medicallon and following 

physician orders as It relates to route of 

administration. 
2. Current resident MARs were audited for 

medications administered through a 
' PEG tube. Resident ff 31s the only, 

1 resident with orders to administer 
I 

medication through a PEG tube. The 

proper technique for medication 

administration through a PFG tube 
inc!uding flush orders will be reviewed 

with each licensed m•rse. 

3, licensed nun;es will be In-serviced and 
: competency tested on appropriate 

administration of medication through a 

: PEG tube to Indude medications given 

Individually followed by a flush. 
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F 322 Continued From page 26 
for complications with the PEG lube when 

: multiple medications were administered without 
i flushing in belween each medication, and one 
oral-only medication was administered through 

, the PEG tube. Findings included: 

, Resident #3 was readmitted from the hospital on 
4110115 with multiple diagnoses including bipolar 

i disorder and lhe inslallallon of a PEG tube. i 
:The July 2015 Physician Recapitulation Orders 
documented the instructions for tube feeding, 

, "Hush PEG wilh 30 mL of water before and after 
:. each rn2dication" and "may oive meds oral or per : 

tube.u ' 
It nfso documented these mornfng medications: 
"Cult•Jrella, give 1 or<.lly 3 times d<o:ily 

; (supplement) do not put in lube; 
. Amlodipine Besyiate 5 mg tab ... giv~ _1 tablet via 
tube/orally cnca a duy: 
Me\oprolol Tartrate 50 mg tab, g~re 1 tablet via 

i tube 2 times a day; 
1 Clonazeparn 1 mg tablet... give ·1 tablet or21ly 
! every 12 hours ... ; i 
ASA [aspirin] 81 mg, give per PEG tube or orally 1 

daily; 
; Senna 8.8 mg/5 mL syrup, give 10 rnl orally 2 
: times a day; 
Vitamin D2 2000 IU, give per PEG tube or orelly 
every day; • 

• Multivitamin with mineral, give daily per PEG lube I 
:or orally; ! 
! Cranberry concentrate, give 30 mlin 6-8 oz of 
' fluid 2 times a day; and, 
· Mlralax powder, give 17 grams via tube once a 
: day mixed in liquid." 

I 
1 The July 2015 MAR documented the start of 

F 322 

4. DCS /designee will conduct weekly 

1 
observation audits of nmses 

i administering medication through a 

PEG tube. Results of the audit will be 

reported to the monthly QAPI 

, committee x 3 months to ensure 
' substantial compliance. 

5. Date of compliance 10/9/15 

I 

l 
' ' 
I 

[ 
! 
I 
I 

' 
I 
! 
' 

I 

! 
I 

Bactrlm suspension 20 mL per mouth or tube BID: , ! 
------------------~----------------------~-----
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' (two times a day) for 7 days. It also documented 

; 

i 
: the start of D-Mannose powder 1 tsp every 3 I ' ·hours on 7/6/15. Note: The MAR did not ' 
document when the Bactrlrn order was Initiated, 

! and these orders did not appear on the July I ' 
· Physician Recapitulation Orders. See F514 for ' 
1 documenta!ion Issues. 

' I ~ . -

On 7/28115 at 7:30a.m., LN #1 was abse.ved ' 
1 entering Resident #3's room to administer 
• medications. After asking the r~sldent if she . ' , wanted her medications by mouth or through the ! 
• tube, the resident wanted her to administer them 
· through the tubf! (medication was already " 

, crushed in tho cup). The t.N put tho Bactrim ' 
. 

' suspension through tim l\tbe, flushed with ~later, ! . 
\ · added the small cup of crushed medicalion · 

through the tub~ (LN stated this W:EJS "Problotk: i 
· and heart medicine") flushed the t:Jbl;, and finally 
' add<)d "the cranber~j' into the rube. ; 

! On 7/28115 at 10:20 a.m .. LN #1 said alter the : 
. antibiotic was administered, Cul!urelle, ' ' Amof<Jdipine, Metoprolol, Clonawpam, Aspirin, ' ' i Senna, Vilamin D, and Multivitamin with minerals I • 
' wore crushed <Jnd administered together (without i 
flushing bet,veen medications) through the PEG -

i tube during the moming modicatton I ' ' 
'administration. She also confirmed cranberry • 

,. ! 

concentrate, 0-Mannose powder, and Mlralax 
' was administered together without fiushlng in ! 

' ; between. ' ! 

' 
Ten medications were administered together, 

i without flushing 30 mL of water In between each :·· ' i 
medication per order. The Culture lie was 1 

' administered through tile PEG tube when orders 
i stated this medication should not be put in the i i tube. 
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F 323
1 

483.25(h) FREE OF ACCIDENT 
ss~o HAZARDS/SUPERVISIONIDEVlCES 

i The facility must ensure that the resident 

1 
environmenl remains as free of accident hazards 

· as is possible; and each resident receives 
1 adequate supe.vislon and assistance devices to 
prevent accidents. 

i 

1 This REQUIREMENT is not met as evidenced 
by: 

1 Based on observation, staff Interview and record 
, review, it was determined the facility failed to 
I ensure side rails were assessed as safe for 
· resident use. This was true for 1 of 6 (#2) 
: sampled residents. This had the potential for 

more than minimal harm sho<dd residents 
! experience accidental hazards due to side rail 
; entrapment. Findings lnduded: 

F<esldent #2 was admitted to the facility on-414115 
; with diagnoses of quadriplegic C5-C7, 
, Incomplete, depression, chronic pain and 

l 

' 

I 

. 
! 

; 

! 

; 

! 

' 

' neurogenic bladder and bowel. i 

i The resldenrs admission MDS Assessment . 
dated 4110115, and most recent quarterly MDS 

I Assessment, dated 613115, both documented the , 
resident was cognitively intact with a BIMS Score 

1 of 15, and needed total assistance with 2+ staff i 
for bed mobility. 

j • i 

! The Self-Care Deficit Plan, dated 414/15, 
: documented an intervention the resident needed ' 
! extensive to total assist of one to two staff for bed 1 
mobility and positioning. The care plan · 

I documented an undated handwritten entry / 

FORM ctlS-256?{02·99} Previous Vetsions Obsol~tc Event 10:04KY11 
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1 

1, 

2. 

3. 

Resident ll2 uses bilateral Y, side rails as 
enablers to assist wilh bed mobility. 

Her side rail/ restraint assessments 
have been updated to include "safe fol' 

resident use" by the lOT, which includes 
therapy services. 

/In audit of current resident's mobility 

status revealed no other side rails in 

use. Transfer mobility status Is 

assessed on admission, quarterly, and 

with significant change in condition. 

When a side rail is indicated, the DCS I 
physical or occupation•! therapy in 

conjunction with the IDTwill determine 

safe use and document such on the side 

rail/ restraint assessments. The !DT will 

be In-serviced by the therapy 

department on how to assess side rail 

safety. 
4. OCS I designee will audit resident 

transfer mobility status weekly to 
ensure residents are safe when a side 

rail Is indicated. Results of the audit will 

: be reported to the monthly QAPI 

committee to ensure substantial 

i compliance. 

s. DMe of compliance 10/9/15 

i 
I 

(XS} 
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: 

indiCating the resident could use a trapeze, and Y, 
: side rails for positioning. 

:On 7/2/15 at 2:15PM, and throughout the survey 
:week, Resident 112's air bed was observer! to ' 
· have bilateral Y, side rails in the up position, . 

Record reviewed documented a 7/9/15 Physical I 
I 

Heslraint Evaluation tor side rails as enablers. ' 
There was no documentation the side rails had ' 
been assessed to be sale for Resident #2's use. 

i i · On 7/31/15 at oa:oo AM. the DCS was asked lor 
· a side rail safett as$essment She stated sl1e · 
: wou!d check with PT [Physical Therapy] as they 
were in'lolved in her assessment However,-no 

r l•Jrther documenta!ion was pro'tided by the 
faclli~J. 

F 328. 483.25(k) TREATMENT/CARE FOR SPECIAL i 
' 

ss~o. NEEDS 

The facility must ensure that residents receive 
proper treatment and care for tho following 

; specftll Sf.lrvicns; l 

! i Injections; .-

Paren\eral and enteral fluids; 
Colostomy, ureterostomy, or Ileostomy care; 
Tracheostomy care; . 

: Tracheal suclioning; i 
~ Respiratory care: ' 

i Foot care; and 
Prostheses. 

' ' 
· This REQUIREMENT is no! met as evidenced 
by; 

i . Based on obse!VaUon, record review, and staff 
, interview, it was determined the fac!llty failed to 

E'lsot 1D:04KYft 
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F 323, 
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' 
l 
' 

' 
l I 

l 

' 
; 

1. . Resident ~.13's oxygen tank was 

F 328 changed when observed to be empty 

and resulted in no adverse outcome to 

the resident. 'fhe orders for oxygen 

have been clarified to Include the route i 

of administration per "nasal cannula". ' 
2. Current residents using oxygen tanks 

were assessed and no other tanks were 

found to be empty, An audit of oxygen ; 

orders will be completed and orders 
i darlfied to include route of ' ' 
' administration as Indicated, 'The Mock 

Survey team wiU observe. residents 

using oxygen to ens lire tanks are not ! 

' empty and report their findings at the 
i 
! 

dally stand up I stand down meetings. 

I 
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F 328 Continued From page 30 
i ensure residents who use oxygen were provided 
with oxygen therapy per physician's orders. This 
;.vas true for Random Resident {#13), obseiVed 1 

i lor oxygen during the dining experience. This 
deficient practice created the risk of respiratory 

. distress due to empty oxygen tanks. Findings 
; include: 

Resident #13 was admitted to the facility on I 
'6127/01, and readmitted on 1/20/13, with multiple 
' diagnoses which include bactorial pneumonia and 
i COPD (Chronic Obslructlve Pulrnonar} Disorder.) i 
'The resldo:>nt's Jvly 2015 Physician's Orders 
(Recapitulation Orders) documented a 211/13 

; order, "Oxygen at 2 L (LiWsj continuously." The 
, order did not indude the route of administration. 

The July 2015 Respirator; Flow Sheet 
: documented the facility monlta(Od oxygen at 2 l 
continuously for all shifts. 

iOn 7/301'!5at12:25PM,Resident#13was · 1 
observed in the dining room with a portable 02 
(oxygen) tank set at 2 L. A nasal cannula was 
present. The tan!< was observed to be empty. The 

; DCS observed the resident's empty 02 tank, and i 
asked the MDS coordinator to replace the emprf l 

. 02 tank. 
' F 353 • 483.30(a) SUFFICIENT 24-HR NURSING STAFF • 

SN. PER CARE PLANS ! 
:The facility must have suflicient n\lrslng staff to 
; provide nursing and related services to attain or ! 
· maintain the highest practicable physical, men\~1. , 
, and psychosocial well-being of each resident, as i 
i determined by resident assessments and 
: individual plans of care. 

F:vsnt 10: 04KYt1 

F 328 

3, Nursing staff will be in-serviced to check : 
: oxygen tanks at 2 -hour intervals to 

i ens\lre tanks are replaced prior to 
1 becoming empty for residents using 

oxygen. Physician orders will include 

route of administration. The Mock 

, Survey team member assigned to the 

~ resident will check the oxygen tank 

during daily rotmds to ensure tanks are 
• replaced prior to becoming empty. 

4. DCS I designee will conduct weekly 

audits of residents using oxygen to 

ensure orders contain route of 

~ administration and·tanks are replaced 

, prior to becoming empty. Results of 

I the audit will be reported to the 

monthly QAPI committee x 3 months to 
ensure substantial compliance. 

S. Date of compliance 10/9/15 

F353 

' ! 
' 

' 

: 
i 
' 

' 
' 
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: The facility must provide services by sufficient 
i numbers of each of the following types of 
· personnel on a 24-hour basis to provide nursing 
; care to all residents in accordance wilh resident 
care plans: 

' Except when waived under paragraph (c) of this 
; sectlon, licensed nurses and other nursing 
• personnel. 

i Except when wal•;ed under paragraph (c) of this 
secnon, the facility must designate a licensed 

' nurse to serle as a charge nurse on each tour of , 
:duty. 

i 
, This REQUIREMENT Is not met as evidenced 
i by: -

Based en Resident Grievances, Resident 
Individual and Group interviews, Staff inteJViews, : 

! and lacili~/ staffing records, it was determined the 
' facility failed to ensure there was adequate , 
1 staffing to ensure call ltghts were answered timely . 
: and provide for the needs and well-being of most i 
1 residents. This affected 9 out of 16 sampled 
:residents (#s 2-9 & 15) and 7 of 9 residents who ; 
' attended the group Interview and any resident 
! •Nho lived in the facility and required staff 
1 assistance wilh their ADLs. This failure created 

tt1e risk for residents In the facili(y to have unmet , 
I needs. Findings included: i 

:On 7129115 the MDS Coordinator provided a list 
1 of 8 residents who needed the assistance of 2 
: staff for ADL's (Activities of Dally Uvlng}. • 
l 

i a. Grievance Concern Forms for Aprll2015 
, through June 2015 wem reviewed and included , 
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F 353 

1. The facility Is actively recruiting 

qualified care givers to meet the needs 

· of the residents. Positions are posted 

, on Internet employment sites such as 
1

1ndeed, Career Builder, Craig's list, and 

I local news paper. The facUlty 

~·voluntarily elected to stop accepting 

admissions. The facility will continue to 

: not admit until sufficient staff are hired, 

~ trained, and the facility is in substantial 

compliance. 

~. The facility is utilizing supplemental 

: staffing agency and will continue to do 

so until sufficient staff are hired and 

trained to meet the needs of the 

, residents. The facility administration 

wilt monitor staffing dally and resident 

: concerns/grievances to ensure 

adequate staff available to meet the 

: needs of the residents. Wages have 

been adjusted and are competitive with 

' the current market. 

3. The licensed charge nurse will be in

' serviced to notify the administration 

promptly when scheduled staff is not 
i 
' present. The facility administration wfll 

,! work to remedy the scheduling 

' discrepancy. 

! 

! 

[:.<$) 
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i 

: the following documentation: 
'4126/15 Resident reported to staff, " ... are you ' 

, going to help the other girls so I can get a shower : 
l today." The staff member asked what the resident 
. meant and the resident stated she had asked for 

' I a shower yesterday but ~~as told she couldn't get 
. any help, so she couldn't give the resident a 
shower. Action taken documented the shower i 

, was given and the resident would ask for showers 
: when ready. I , '4127/15 Resident reported to Administrator she 
was not getting showers and had long call light 

~ wait times. Action taken documented education I 
was given to staff on call light response. No ' 
action wasdocumented regarding the rosidenfs 

I shower concern. i 
: •s/19/15 Resident reported all personal cares ' 
were being omitted except when two CNA's were 

1 assigned to her. Action taken documented the 
! SSD spoke with the resident who reported the ! 
staff only forgot once and the resident was happy ; 
with her care. Encouraged resident to report any 

i 1 further concerns. 

'b. On "1/28/15 at 1:00 PM, a Group Interview with 

I ' 9 residents was conducted. During thai lime, 8 
' residents stated they had problems with cal! light 
response !lmes. Four residents stated staff will 
come In, turn off the light and say they will be 

i 
: right back but then don't come back. One I 
resident stated she had waited for "1-1/2 hours" ' 
for assistance and another resident stated she i 

; had waited for "2 hours." One resident stated, ' ' ' "Sometimes the problem Is understaffing, we I 
· need more staffing." Another resident stated, "We 1 

. don't have enough aides here." Another resident i 
' stated, "The worse time Is change of shift." i : Another resident stated, "One-half hour before 
. change of shift, lights don't get answered. Staff 

F.vent ID:O<X.Y11 
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4. ED/ designee will continue to audit the 

dally schedule and resident ' 
concerns/grievances to ensure there is 

adequate staH to meet the needs of the 
residents. The results of the audit will ' 
be reported weekly to the Regional 

team and monthly to the facility QAPI 
I 

committee. ! F'ph~ 5. Date of compliance 10/9/15 /,0 
' ' 

' ' ' 

! 

' i 

i 
' ' I 

! 

j 
l 

I 
! ' 
j 

' 
' ; 
: i 
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: will give excuses like they have paperwork to do, 

' charting or they are short-handed. We don't want : 
I to get anyone in trouble, we just want to get the 
, help we need. There are good aides here." 

c. The Three-Week Nursing Schedule was 
reviewed, and documented the following evening I' 

, shift CNA hours, which indicated two CNA's -
worked: 

· '716, 15 hours of CNA coverage, Cenus of 32 
- Residents; 
- '7/9, ·15 hours, 30 Re.'lidents; 
: •712·1, ·19 hours, 28 Residents. 
i 
• On 7129/15 at9:4'l Plvl, CNA#9 slated there 
should he 3 CNA's on evening shift but typically 
they had 2 CNA's, howaver, tonight they had four 

. CNA's. She stated the CNA's try to do the best 
• they can. If day shift is unable to get showers 
: done, then they wifl try to give showers, but if they ' 
: are short staffed, they don't always get done. j 

. On 7/29116 at 9:55PM, CNA#10 stated evening 
: shift was short staffed, with 2 CNA's, at least 50 
' percent of the time, and the facility needed to hire . 

more C NA stall. She stated it was hard to get 
showers done, and call lights answered while . 
both staff aro doing two person transfers. CNA I 
1110 stated It was nice when they had thrwCNA's ! 

:working. 

d. ThG Three-Week Nursing Schedule was 
reviewed, and documented the following night 
shift CNA hours, which indicated 1 to 1-1/2 CNA's 

: VJorked: ' 
' '715, 7.5 hours of CNA coverage, Census of 32 J 

! Residents ' 
i i '7110, 11.5 hours, 20 Residents 

; *7/11, 11.5 hours, 30 Residents 
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'7112, 7.5 hours, 30 Residents 
'7115, 7.5 hours, 29 Res:dents 
'7/16. 11.2511Durs, 29 Residents 
'7117, 7.5 hours, 29 Residents 
'7118, 11.25 hours, 29 Residents 
'7123, 11.5 hours. 28 Residents 
'7125, 11.5 hours. 28 Residents 

On 7129115 at 10:25 PM. CNA#1i stated she 
worked 1·2 times a week, as the only CNA on 
night shift, for the last three weeks. She stated 
they had been short staffed since Jl<ly. She slated 
if showers didn't get done on the evening shift, 
then they don't get done. She slated the facility 
needed to hire a third aide for graveyard shift, and 
there needed to be three CNA's. 

Please refer to F-312 for details regarding 
showers. 

On 7131115 at 8:55 A,'vl, 1he DCS was shown lhe 
Three-Week Nursing Schedule and stated 
adequate staffing was an area she was working 
on. She stated the facility had posted positions on 
multiple Internet employment sites such as 
Indeed and Career Builder. The RDCS stated the 
facility had strategically held admissions to zero 
since 7118 and the facility had offered sign on and 
referral bonuses 

F 490 483.75 EFFECTIVE 
SS=D ADMINISTRATION/RESIDENT WELL-BEING 

A facility must be administered in a manner that 
enables it to use its resources effectively and 
efficiently to attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being of each resident. 

B_W!NG 

;o 
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F 353 

F 49(' 

F -490 

1. The facility has maintained an interim 

Administrator in place while the 

Corporate Hecruiter searched for 

qualified individuals to interview for the 

Administrator position. The Regional 

team then went through the interview 

process to choose the best individual to 

fill the administrator position. The 

traveling Regional Administrator will 

provide orientation for the new 

Administrator regarding policy and 

procedure that will include the 

comprehensive Quality Assurance 

Performance Improvement Program as 

well as ongoing support and 

. mentorship. 
'-----------~------~-------------- -------
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This REQUIREMENT is not met as evidenced 
by 
Based on resident interviews, group interview, 

staff interviews, review of grievances, and 
medical record review, it was determined the 
management team failed to administer resources 
effectively and efficiently to prevent systematic 
problems for 11 of 12 sampled residents (#s 1"10 
& 12) and 4 random residents (lis 13-16), with the 
potential to affect all residents in the facility. This 
failure resulted in the management team 
providing insufficient direction and control 
necessary to ensure residents' Quality of Life and 
Quality of Care needs were being met. Findings 
included: 

The facility failed to provide sufficient 
implementation, monitortng, evaluation and 
continued oversight to maintain regulatol)' 
compliance in the following areas: 

A. Refer to F241 - The facility failed to ensure 
residents were treated with dignity and respect 
when a resident was observed during a meal in 
the dining room with nasal discharge and copious 
amounts of mucus discharge from his mouth. 

B. Refer to F250- The facility failed to ensure a 
licensed social worker was involved with 
residents who needed counseling. instrumental 
with discharge planning for residents, and 
provided the Social Service oversight. 
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2. Current residents have the potential to 

be affected when management team 

members change. The District Team 

will assign Regional staff as interim, in 

open positions, to sustain systems until 

permanent management members are 

recruited, hired, trained, and follow up 

on a continuous basis. Facility 

ad ministration will be available to meet 

with the resident council president to 

ensure resident concerns are addr2ssed 

pronmt!y and residen~s are satisfied 

with r~solutions 

3. Facility will conduct bi-weekly resident 

council meetings to discL,ss care and 

service issues, and treatment of 

residents that will enhance dignity and 

respect Facility 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 monitoring by various 

departments to ensure compliance. 

These findings will be reviewed by the 

monthly QAPI committee. The Regional 

Team will provide monitoring and 
C. Refer to F309- The facility failed to ensure oversight to ensure compliance is 
administration of a blood pressure medication 
was within the defined parameters and the maintained and findings will be 
assessment of a dialysis access site was reported to the District Team. nt'JJ _. 

'-~~-'-p_e_rf_orme_d_. ______ ·---~----·-·-----5. Date of compliance 10/9/15 r_/f_';i}jt(tt-) 
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i D. Refer to F312- The facility failed to ensure 
residents were bathed consistently and provided 
oral care. 

i 
' E. Refer to F3i5- Tho facility failed to ensure a 
· resident had a urina~J catheter inserted correctly ! 
which resulted in the resident having surgery. 

I 
: F. Refer to F322- The facility failed to ensure a 

resident with a PEG tube received the care and 
services to protect against complications of J 

: medications improperly administered via the PEG 
' tube. --

G_ Refer to F328 - Ttie facility failed to provide . 
residents oxygen needs when a residenfs oxygen i 

· canist.or w2s found to be empty. ' 
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F 490 

Resident# 1 no longer resides at the 

facility. The Licensed Nurse who failed 
! 
: to correctly document the 
l 
• administration of prn narcotic 

medication was re-educated. No 

adverse outcome occurred as a result of 

this documentation error. The Licensed 

I Nurse who completed the July 
.I recapitulation orders for residents# 4 
! 

and #8 Is no longer employed by the 

(X5) 
COMPLETION 

DATE 

·H. Refer to F353- 1"he f&cility failed to provide 
i sufficient staff to provide for the quality of cara 
! and quality of lift, needs of the roside:1ts. 

F 514 483."/5(1)(1) RES I. F 514' facility. The nursing assistant staff 

SS"E RECORDS-COMPLETEIACCURATE/ACCESSIB 
- ~ LE 

The facility must maintain clinical records on each . 
resident in accordancewith accepted professionaL 

. standards and pwctices that are complete; ! 
accurat~ly documented; readily accessible; and ! 

! systematically organized. 
I 

The clinical record must contain sufficient 
: information to identifj the resident; a record of the 
j resident's assessments; the plan of care and ! 
: services provided; the results of any 
: preadmission screening conducted by the State; 
' and progress notes. 

_ . i responsible for ADL documentation for __ 

: residents# 4, #7, and #8 were re-
' educated on the acceptable practice for : 

- record correction that will include date, _ 

' initial, and reason for correction. 

·i Licensed Nurses responsible for 

I incomplete documentation for 

; residents #2, 3, 5, and 6 were re-

I 

edt1cated on record completion to 

include slgnatllre, date, time on 

! physician orders,MARs, and record 

corrections. ! 
k-------------------------------------~~~~--------------~------
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This REQUiREMENT Is not met as evidenced 
by: 

l 8ased on record raview and staff Interview, it 
· was determined the facility failed to maintain 
clinical records for each resident in accordance 

. with accepted professional standards and 
l practices to ensure the records were complete • 
.. and accurate. This was tma for a of 9 sample 
.. residents (#s ',, 2, 3, 4, 5, 6, 7, & 8). This deficient, 
'· practlc~ created tne potential for medical ' 
' decisions to be basad on incomplettl or i 
inaccurate information wtllch increased the risk 

· for complications due to inappropriate care or 
Interventions. Findings included: 

. The fccility's Policies and PrOC$durcs 01"1 
· Physician Orders, da:ed 11130/'14, documented: - ' 

'' ... A Clinical Nurse shall i.renscribtl and reviow all ' 
. physician orders in order to effect their 
i irnplementation ... attending physician shall review : 
' and confirm tl1e orders. The nurse sh<11i ' 
· documGnl the dat€, iime, physician's name and 
, that the orders were confirmed on the order form: 
i I.e. {example] 12101{98 11:00 AM 
: fPhysicianj;{LN]. •. Routlne Orders: A Clinical 
Nurse may accept a telephone order .. :order sheet 
shall be signed T.O,.[telephone order)c;:The order · 

j must then be transcribed to all appropriate areas 1 
: (MARl TAR. etc.) The nurso shall sign oft the ' 
orders upon completion or verificailon of 

'transcription as follows: Noted [LN], 12/01/98 
• 11:45 AM ... " 

1. Resident #1 was admitted to the faciiUy on 
• 619/!5 with multiple diagnoses Including 

DEfiCIENCY) 

F 514 

2. An audit of current resident physician 

orders Including tra~scriptlon to MAfi 

and TAll wlll be conducted to verify a 

complete and accurate medical record. 

Physician orders will be reviewed at the 

dally clinical meeting to ensure proper 

transcription. AOL flow records will be 

audited dally to enS\Ire documentation 

is accurate and error correction 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 meet professional standards of 

practice: error correction will include 

: signature, date, time and reason for 

correction; physician orders and 
' transcription MAR I TAR will include 

: signature, date, and time; orders 
discontinued will include signature, 

, date,and time. 

i 

I metastatic lung cancer, opiate abuse disorder, ! 
. Schizophrenia and psychosis. ! 

...... _---'..-....... ---------- ·---------·-···-·---------~--
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F 514 Continued From page 35 

' , The resident's July 2015MAR documented 2 
orders for OX'JCodono 5 mg. One Physician's 
Order was scheduled for every 4 hours and the 

. other Physician's Order was a PRN order for 
; every 4 hours. The orders were documented: I 

"Oxycodono 5 rng tab [tablet)1 PO (by mouth! Q 
[every) 4 PRN Breakthrough Pain ... 7-10-15." ; 

'"Oxycodone 5 mg 1 tab every 4 hours X {times) i 

· 30 days." The date of the Physician's orderwa1> 
not docurnenisd on the MAR ' 

: The LN's initials werE; documented on the ' . 
i Oxycodone 5 mg i tab ovary 4 hours on 7130116 
· for !he scheduled limos of 1):00 AM, 10:00 AM, 
: 2:00 PM, and e:OO PM. The L~l's initials were 

docum<Onicd lQ signify the administration of 1 
: tablet of Oxycodone 5 mg at those times. The 
resident's Oxycodone 5 mg tab 1 PO Q 4 PRN 

. did no\ contain any LN initials to signify the PRN 

I · dose had been administered on 7130/15. l 

1 Resident #1's Narcotic Sign Out Sheet for the : 
Oxycodone 5 1119 with the directions of 1 tab Q 4 · 

· hours X 30 days documented the date of 71301'15 
I at 10 AM, 2 PM, and 6 PM with the lN's Initials, 

' but the dose of 2 tablets being administered 
instead of just tl1e 1 tebtet as or<lered by the· 

! physician. l 

-

. On 7/30/15 at 7:10 PM, the DCS was interviewed ! 

· regwdlng the discrepancy on Resident# 1's 
. 712015 MAR for tho scheduled Oxycodone end 
1 the resldenfs Narcotic Sign Out Sheet The DCS I 
said it appeared the LN had failed lo chart the ' 

. Oxycodone PRN dose 11ad been administered at 
i 10 AM, 2 PM, and 6 PM. : 

: 2. Resident 114 was admitted to the f<:JCilily on 
· 3/29/15 with multiple diagnoses including ! 

~ .. 
Even!IO: 0.JKY11 
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! 

4. DCS I designee will audit physician I 

orders including transcription to 
i 

MAR/TAR at dally clinical meetings and • 
' ' 

AOl documentation weekly to ensure ! 
documentation meets professional 

i 
standards of practice. Staff will be re-

educated and competency tested if 

documentation does not meet ! 
' professional ;tandards of practice . 

' 
Results of the audit will be reported to 

i the monthly QAPI committee x 3 
- months to ensure substantial ; 

compliance. 
' 5. Date of compliance 10/9/15 tofq/t'> 

' 
I I 
! 

I I 
! 

[ -· 

i 
' -

l 

' ! 

r 
; 

! 
' 

I 

---
F<1c#Itt JD: ~1DSOOHlOO If conUn\JaUon sheet Page 39 of 47 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CFNTERS FOR MEDICARE & MEDICAID SERVICES ~ 

Sf.A.Tt~!ENT QF I.JEHC!EMC:1ES' (X~} PP.O\~CSPJSIJ??tiEPJCU\ 
AND PlAN OF CORHECTfON JDEiUJfiCATION NUhltlER: 

135052 

NN.IE OF PROVIDER OR SUPPLIER 

COEUR D'ALENE HEALTH CARE & REHABILITATION CENTER 

(Xe) 10 SUMM".RY STATEMENI Of DEFICIENCIES 
PREfiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGUlATORY OR lSC IDENTIFYING INFORMATrON) 

1--- -; 

F 514 Continued From page 39 ' 
I dementia, osteoarthritis, and generalized 

: :weakness. 
i ' 
. The resident's July 2015 recapitulation 

' : Physician's Orders documented: 
"'5/22/15 .. .Zinc Oxide 20% Ointment Apply (OlD/ 

. [Twice a day]2 X [times] day) topically to right 
buttock as needed until resolved ... " The 

; 

; handwritten words oi"BID/2Xday" were added 
' but there were no staff Initials or a date to reflect I 
, when the correction was madi?. 
: "'5/22/15 ... Zinc Oxlde 20% Ointment apply 
. topically to right buttock 2 limes a day." The order • 
' had be on lined out with a pen and the words 
"Repeal" are handwritten al the end of the order. ! 

' The lined out order does not have a date nor the 

I' . LN's initials to document who made the correction 
: <md lh0 date of the correction. ! 

, Re$ldent tHs i\DL Baihlng Heoorcl doculllentlld: 
1 7/2015 ·The. bathing s"cUon has the 3 shlfls 

(night, day & evening) tor the staff to document a 

. 
'v"' -''*" ..,.,n, .- "''"'""'..,.."'' '"""'"'""'~• \'~J"''V<..•U l.I.-..V'-'1\VI..._VVI!Un 
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F 514 

! 
! 

i i 
' 

' ' 
' ' 

' 
! 

' I 

; 

! 

' l ! '. 

: "SH" to signl~/ the resident had a shower and -
,_ 

' -. 
1 they document with a "8/8" to signify the ADL i l 

support and !he activity of balhlng did not occu( or t· ' 
family and/or non-facUlty stall provided care · ·I 

, 1 00% of!he time. ; 

I On '1/2/15, 716115, and 7!9115 the record ' l 
l documented heavier handwritten letters of ".SH' i 

: over the top of the underlying "818". There are no I -

: Initials and dates to verify who, why, and when ; : 
' : . 

: tile changes had been made. This is not ' 
· consistent with acceptable clinical praclice for I 
: record correction. : - ' 

' i 3. Resident #8 was readmitted to the lacilily on 
• 9/8/09 wilh multiple diagnoses including 

i . dementia, schizophrenia, dysKinesia, and 
. macular degeneration. ' 
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I 

The resident's July 2015 recapitulation l 
' Physician's Orders documented: 
"Wanderguard for safoty·check placement every 

' shift Wandcrguard check function daily." There 
was no date nor a nurse's iniiials to document ! 
who made the correction or the date of 

. implementation. 
I I. 
Resident #8'sADL Bathing Record documented: 

, 7/2015 • The bathing section has the 3 ~hifls · 
1 (night, day & evening) for the slafl to document a ' . "SH" to signl(y the residentllad a shower and 
1 they document with a "6/8" to slgni~) th€J ADL 
, support and the activity of bathing did not o~.cur or 
: family and/or non-facility sta!i provided care 

1 00% of the time. 
, On 7/6/15, 7/9/15,7/13115, 7116/15, 7120!15, and i 
7/26/15 the rscord documented heavi"r 

. handwritten letters or "SH' over the top or the 
: underlying "8/IJ". There are no initials and dates to" 
verify who, why, and when the change had been , 

, made. . 
. ' 

4. Resident ill was admilted to the facility on 
· 3/5/15 wi!h multiple diagnoses including ! 
cerebrovascular accident (CVA), dementia, 

: expressive aphasia, and apraxia. 

' ' 
Resident 117's ADL Osthlng Record documented: 

· 7/2015 ·The bathing secfion has the 3 shifts 
: (night, day & evening) for the staff to document a 
: ''SH" to signify the resident had a shower and ' 
' they document wilh a "8/8'' to signify the ADL 
support and the activity or bathing did not occur or. 

1 family and/or non-facility staff provided care I 
100% of the time. 

. On 7111/15, 7/22/16, and 7/25115 the record ' , documented heavier handwritten letter!J of "SH' 
' 
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F 514 . Continued From page 41 
, over the top of the underlying "818". There are no , 
• initials and dates to verify who, why, and when 
• the changes had been made. 

On '1129115 at 10:25 PM, CNA #11 statad she had : 
; noticed that someone went through the ADL i 
' Bathing Records and had written "SH" over !he 

top of the "818!' 

. 5. Hesldent #5 was readmitted to the facility In 
· June 2015. The orders for this admission 
included 29 medications. In one instance, an. 

• order was crossed out with "erro~· by it but no 
documented signature, date, or time for the error. 

· Another lnstanc"' documented "D/C" next to a 
' medication order with no signature; da!aJ or .time. 
The resident w<Js readmitted 6/8/15, but !he date 
ol the readm!ss:on orders documented 6/1/15.· 

. 

' 

10 
PREFIX 

TAG 

2514 NORTH SEVENni STREET 
COEUR D'ALENE, ID 83814 

PROVIDER'S PWI OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD SE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X&} 
COMPLETION 

OATE 

The .June 2015 Physician Recapitulation Orders 
, documented 16 medication orders with no order ! ' 
' d<Jte for each individual order. 

The June 2015 MAR documented 19 medication, 
! lntervenllon, and treatment orders with no date. In 

addition, 2 medicalions were discontinued on lh;; 
. MAR without a signature, date, or lime of 1 
: discontinuance. 

6. Hesident #3 was admitted I<;> the facility on 
, 4/10115 with multiple diagnoses Including 
' catr.tonia and bipolar disorder. 

The July 2015 Physician Recapitulation Orders 
; documented 7 medication and treatment orders 

r 
i 
i 

' that were crossed out, but did not indicate if they : 
were discontinued and did not have a dale or 
o•~· >U<Y>C. In addition, none of these orders 
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F 514' Continued From page 42 
indicated which physician ordered the medication,, 

· Interventions, or treatments and there was no · 
physician signature linked to the orders. There 
were 121nstances where "PO or PT [PEG tube]," ! 

: or son\elhing similar, was wrilten on the orders ' 
with no signature, time, or dale. 

: The June 2015 Ph~sician Recapitulation Orders 
, documented 13 Instances of written changes or 
I additions to the orders YA!hout a signature, date, , 

or lime of the change . 
. The July 2015 MAR documented 5 instances 
i wher<> a medic<>tion or treatment was crossed out 
· or disconilnued, with no corresponding signature, ~ 
· date, or time. 

There were similar findings for residents #2 & #$. 
F 518 · 483.75(m)(2) THAIN ALL STAFF-EMERGENCY 
SS=E PROCEDURES/DRILlS 

The facility must train ali employees in emergency, 
! procedures when they begin to work in tlis facility; 
. periodically review the procedures wi!h existing 
. staff; and curry out unannounced staff d1i!!s using 
' those procedures. ' 

' ' 

; This REQUIREMENT is not met as evidenced 
:by: 

Based on staff !nter1lew and record review, It 
: was determined the facility failed to pmvlde staff 
; training on the procedure fo( a power outage: 
This was true for 3 of 4 slaff inteNiewed durlng 
the environmental t::.sk. This failure create1 the 

; potential for adverse outcomes for any resident 
' during a power outage that might need access to 
electricity for oxygen concentrators, ventilators, 

' tube feeding pumps, etc. Findings included: 

EvenllD:04KY1\ 

PRINTED: 0811412015 
FORM APPROVED 

OMB NO 0938-0391 
(A£j hlULTlF'lE CO'i-t6 TtiiJC liON (X3) DATE SURVEY 

GOMPlt:TED A BUILDING _______ _ 

B,Wli-JG 07/31/2015 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, ST1\TE, ZIP CODE 

2St4 NORTH SEVENTH STREET 

COEUR D'ALENE,lD 83814 

PROVIDER'S P\AN Of CORRECTION 
(EACH CORRECTIVF.ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRI.A.TE 
DEfiCIENCY] 
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1. lN 112 and C.N.A's 113 and 4 have been 

F 518 re-educated on the power outage 

2 . 

1 procedure to include the location and 

purpose of red outlets during a power 

outage. 

The facility staff was Interviewed to 

ascertain understanding of the power 
outage procedure including tho purpose 

of red outlets. Staff members were 

Immediately re-educated if unable to 

verbalize sufficient understanding. 

3, Facility staff will be competency tested 

weekly using the question ~nd answer 
method to explain what to do In the 

event of a power outage. Staff will be 
immediately re-educated if unable to 

verbalize sufficient understanding, 

: 

' ' 

i 
• 

' ! 

f 

' 

. 

t.XSJ 
tCMf'lEJJON 

DATE 

' 

. 
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" The facility's "Electrical Outage" Polfcy & 
Procedure documented staff is to call 

• Maintenance if power supply falls to function, but 
is automatic if the power goes out. U also 

1 documented the alternate power system supplied . 
· power to ever; other light in the hallways, exit 
lights, one light in the kitchen, red colored outlets, i 
and all1 00 wing rooms. ! 

: On 7129/15 at :uu p.m., LN #2 W>JS 2sked about 
· what to do in the event of a power outage. She 
said, "I would keep the residents safe and make · ' 

· sure they were okay." The LN did not speak to 
• red outlets or power to 100 h2-ll rooms, and could 
· not say if she had been trained on this. 

On 7130/15 at 10:15 n.m., CNMi3 <lrld 1M were 
·asked about the procedure during a pom;r 
. outage and said !hey did not kctow what the•t 
. would do, ami were not st:ro if tho facility had a 
generator. They said they received training 11! · 

' orientation on emergency preparedness but were :
: unsure of power outage training specifically. : 

: On 8!4/"15 at 3:00 p.m., surveyors recieved the 
Orientation Checklist that calfe!'ed emergency 

- procedt:re,;. This"_documenlation was reviewed , 
: but did not alleviate concerns that staff membi:ns ' 
i were not knowledgable about what to do during - f 
i the event of a power outage. ' 

F 520 483.75(o)(1) OM -
SsoD COMMITTEE-MEMBERS/MEET 

OUA!<TERLYIPLANS 

! ! ! 
i A facility must maintain a quality assessment and : 
; assurance committee consisting of the director of · 

s_ WJNG 

lD 
PREFIX 

Tr\G 

STREET AOORESS, CITY, STATE. ZIP CODE 
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07/31/2015 

PROVIDERS PlAN OF CORRECTION . JX$) 
(EACH CORR:ECi!VEACTlON SHOULO BE - COt.!FlE1lON 

CROSS· REFERENCED TO THE APPROPRIATE D"A"rE 
DEFICIENCY) 

F 518 i 
4, ED {designee will conduct weekly staff 

' interviews using Performance 

Improvement too Pl250 J Disaster & 

Emergency Preparedness to ensure 

i staff understanding of emergency 

' procedures including power outage 

{location and purpose of the red 

outlets). Results of the audit will be 

reported to the monthly QAPI 
! 
• committee x 3 months to ensure 

substantial compliance. 

s. Date of compliance 10/9/15 

i 
• 

F 520. 
' 

' 
! 
! 
i 
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· nursing services; a physician designated by !he 
facility; and at Jeasl3 other members of !he 

: facility's staff. 

The quallly assessment and assurance 
: committee meets at least quarterly to identify 
: issues with respect to which quality assessment 
and assurance aclivilies are nec<;<ssary; and 

. develops and implemenls appropriate plans of I action to correct idootified quality deficiencies. 

. A State or the Secretar} may not require. 
; disclosure of the records of such commilte8 
· except insofar as such disclosure is relat~d to the 
compliance of such committee w1t11 !he 
requirements of \his sec\lon. 

l 

! 

; 
Good lnith a\temp\s by the committee to lden\lfy i 
and C.Qrrect quality daficlencies will not be used as 
a basis for sanctions. 

• • 
'lhl$ REQUIREMENT is not met as evidenced .j 
:by: 
i Based on observation, record review, staff ' 
• interview, and a review of the facility's compliance 
history, It was determined the facility's Quality 
Assessment and Assurance (QAA) committee 

i failed to take actions that ider.ufled and resolved 
:systematic problems for 11 of 12 sampled · i 
'r$$.i<lents (#s ·t-10 & 12) and 4 random residents ; 
• (#s i 3-16), with !he po!Mtia! to affect all residents 
; in the facility. This failure resulted In the QAA 
I committee providing insufficient and nE,cessary 
i direction and control over the facility to ensure 
· residents' quality of lifo, assessments, and quail~/ ' 
· oi care needs were met. Findings lncludad: : 
. I 

i The QAA committee failed to v• v·nuc sufficient 
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1. 

PROVIDER'S PLAN OF CORRECTlON 
(F.ACH CORRECTIVE ACTION SHOULU BE 
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F 520 
The facility has hired an Executive 

Director to stabl!lle the leadership and 

to solidify the QAPI processes at the 

facility, The permanent l'xecutlve 

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 fa~;l!ity's regional 

and corporate staff has reviewed 

current QAPI practices in the facility to 

Identify areas for improvement QAPI 
policies and practices that were not 

• 
! 
' ' 

implemented as per policy have been 

' addressed and Implementation has 
l 

' 

begun for those processes. Root cause 

analysis of the systems breakdown and 

correction of those processes have 

been completed. 

2. The new facility leadership team will he 

In-serviced by the Corporate VP of 

, Performance Improvement on a 

.. ~• comprehensive approach to ~API that 

! will promptly Identify areas for 
I , Improvement through on-going 

' monitoring; root cause analysis; 

resident and staff interviews; and staff 

\1(5) 
. (:QMPLETION 
1 EMlf 

performance that will Improve resident : 

satisfaction and standards of care 
: outcomes. 
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F 520 Continued From page 45 
. monitoring and oversight and the abili~J to sustain ' 
regulatory compliance, as evidenced by the 

. recitation of the following cltatlons for the i 
' rece•tlncatioo and complaint sUIVey, dated 
:7131/15. 

a. Refer to F309 as II related to the QM 
commiUee's failure to ensure the facility provided 

. the necessary care and services to attain or 
maintain the residents' highest practicable , 
physical, mefital, and psychosocial well-being. 

· The facility was previously cite(! at F309 durinQ 
, the 2/27115 recertification survey, as well as lor 
·the current reOJr!ifica!lon survey, dated 7131/15. 

• b. Refer to F322 as i\ related to th0 QM 

;: 520 

3. The facility's Implementation of QAPI 

, processes and practices will be based i 
on continuous quality assurance 

: through various acceptable standards of I 

practice measures that Include but are 
not limited to auditing of high risk 

-
1 
con~dniHcv's failure to ensure r!'ledicat!ons were 

1 problem prone areas; root cause 

analysis of incident I accidents; quality 

measures; dally mock survey 

environmental rounds; morning stand 

up meeting; Clinical Risk Meetings; and 

staff and resident interviews to self· 
' identify process improvements. If a 

' correctly admlnlster<>d through a PEG tube. The 
facllity was previously cited at f-'322 during \he 
2127115 receriificaiion survey, as well as for the 
current recertiftcatil1ll S\lrvey, dated 7/31115. 

: deficient practice Is Identified a 4 point 

plan will be implemented to correct the 

. practice. The 4 point plan includes: a.) 
On 7/31/15 at !1:05AM, theAdministrntolwas :correcting the immediate problem 

' Interviewed regarding the facility's QM process; , identified to ensure resident safety; b.) 
as well as concerns with Quality of Care, as -

1 
e'lldenced by the lack of bathing lor residents. ' root cause analysis to Identify the 
The Administrator stated the facility had ba~-amo· . - system breakdown and process 

. ·aware they had skin prevention and bathing · 1 ··i·issues·somellme·in·dulyc'!'he·0AAhad·lhen----.-- .. ___ ci11PTOV1!'.0_enl:_r1(lces~~<;Q[r_ect_lt)Q ....... ----· .. -

. implemented a "4 Point Plan". The plan had , i deficient practice c.) Staff education 
' Included audits, base line head to toe skin , and training on process Improvements 
' assessments, schedules updated for weekly skin :,' initiated; d.) on-going monitoring to 
assessments and showers to reflect the room 

: changes, licensed nurses and CNAs in-services, _ ' sustain the gain • 
. and !JCS/deslgnee audits of the weekly skin ' 
· assessments and shower documentation daily to 
ensure system compliance. The plan was , 
Implemented in July by the QMcommlltee and 
they were still currenlly reviewing their process. 
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4. A Regional Team member will conduct 

' monthly visits to audit the facility's 
QAPI program to ensure deficient 

practices are identified promptly and a 
i 
• sustainable process improvement plan 

Is implemented. Results of the visit will 

be reported the District Team to ensure 
1 sustainable correction Is maintained. 

5., Date of compliance 10/9/15 

' 

-

' 1 - . 

' i 

' 

; 
I 

' 
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-
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I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C1. 'BUTCH' OTT~R- Governor 
RICHARD M. ARMSTRONG - D'teclor 

November 6, 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: 

TN.<ARA PRISOCK-ADMINISTRATOR 
LICENSING & CERTIFICATION 

OEBBY RANSOM, RJ.t, RH.LT- Chief 
'BUREAU OF FACILITY STANDARDS 

3232 Elder S!reet 
P:o. Box !13720 

Boise, Idaho 8372CKJOC9 
PHONE: (2118) :l34~626 

FAX: (208)364·1S88 
E-mail: fsiJ.iilldhw.idaho.gov 

On July 31, 2015, an unarnounced 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 Recertification and State 
Licensure survey conducted on July 27, 2015 thmugh July 31, 2015. 

TI1e 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 provision of care; and, 
Nine other residents fur the provision of care. · 

TI1e following documents were reviewed: 

The entire medical record of the identified resident; 
Nine other residents' medical records were reviewed for Quality of Care concerns; 
The facility's grievance ftle from Februaty to July 2015; 
The facility's Incident and Accident reports from February to July 2015; 
TI1e facility's Allegation of Abuse reports from Februaty to July 2015; and, 
Resident Council meeting minutes from May to July 2015. 
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The following interviews were completed: 

The Ad1ninistrator and the Interim Director of Clinical Services were interviewed regarding 
various quality of care concems; 
The Director of Rehabilitation was interviewed regarding the resident's physical therapy and 
occupational therapy programs; 
The Mininmm Data Set (MDS) Coordinator and the Restorative Nurse were interviewed 
regarding positioning and range of motion concems; 
The identified resident, two individual residents and two resident family members were 
interviewed regarding quality of care concems; 
Seven Certified Nursing Aides (CNAs) and three Licensed Nurses (LNs) were interviewed 
regarding quality of care concenrs; and, 
A group of 10 residents were interviewed regarding various quality of care concems. 

The complaint allegations, findings and conclusions are as follows: 

Complaint #ID00007016 

ALLEGATION#!: 

The complainant stated the identified resident was not adequately repositioned to alleviate bed 
sores. 

FINDINGS #1: 

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 staff out of her room, and refused to allow 
staff into her room. This allegation could not be substantiated due to lack of evidence. 

CONCLUSIONS: 

Unsubstantiated. Laek of sufficient evidence. 

ALLEGATION #2: 

T11e complainant alleged the facility was falsifying the identified resident's chart and was ·not 
given therapy treatment toward regaining mobility to go home or to an assisted living facility. 



Wanen Taylor, Administrator 
November 6, 2015 
Page 3 of3 

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 detennined the facility failed to maintain complete and accurate clinical records. This 
allegation was substantiated and the facility was cited at F-514. Please refer to Federal2567 
report. 

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 Federal2567 repmi. 

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 deftciencies related to the allegation are cited. 

Based on the findings of the investigation, deficiencies were cited and included on the Statement 
ofDeftciencies and Plan of Correction fonns. No response is necessaty to this findings letter, as 
it will be addressed in the provider's Plan of Conection. 

If you have questions, comments or concerns regarding our investigation, please contact David 
Scott, R.N. or Nina Sanderson, L.S.W., Supervisors, Long Tenn Care at (208) 334-6626, option 
2. Thank you for the comiesy and cooperation you and your staff extended to us in the course of 
om investigation. 

\1SGv1 
David Scott, R.N., Supervisor 
Long Term Care 

DS/lj 



I D A H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. "BUTCH' OTIER- Governor 
RICHARD M. ARMSTRONG - Diector 
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August 26, 2015 

Robert D. Nah:mensen, Administrator 
Coeur d'Alene Health Care & Rehabilitation Center 
2514 North Seventh Street 
Coeur d'Alene, ID 83814-3720 

Provider#: 135052 

Dear Mr. Nahmensen: 

TAMARA PRISOCK-ADMINISTRA TOR 
LICENSING & CERTIFICATION 

DEBBY RANSOM, R.N., R.H.I.T- Ch~f 
BUREAU Of FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ~aho 83720-0009 
PHONE: (208} 334-6626 

FAX: (208} 364-1888 
E-mail: fsb@dhw.idaho.gov 

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

Complaint #6979 

ALLEGATION#!: 

The complainant reported the facility was understaffed. 

FINDINGS #1: 
' \ 

Facility staff:mg 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 concem was cited at F353. 

CONCLUSIONS: 
Substantiated. Federal deficiencies 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 investigated as part of the Recetiification survey July 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 was 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. 

Fll\TDINGS #3: 

ADL (activities of daily living) cares were investigated as pati of the Recettification survey July 
27, 2015 to July 31, 2015. Based on observation of staff providing caies, interviews with staff, 
interviews with residents and review of ADL care records, this allegation was snbstantiated based 
on the lack of showers provided to residents and was eited at F3l2. 

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

ALLEGATION #4: 

The complainant reported the resident's wheelchair was unclean. 

FINDINGS #4: 

This allegation was itivestigated as part of the Receltification snrvey July 27,2015 to July 31, 
2015. Based on observations of residents' wheelchairs and interviews with residents, this 
concem was not substantiated based on lack of evidenee. 

CONCLUSIONS: 
Unsubstantiat'ed. Lack of sufficient evidence. 
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ALLEGATION #5: 

The complainant reported the resident did not have access to a cup for drinking fluids. 

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 residents, interviews with staff, review ofhydration 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 resident was taken to a hospital without facility staff. 

FINDINGS #6: 

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

CONCLUSIONS: 
No regulatmy requirement for the allegation. 

ALLEGATION #7: 

The complainant reported the facility refused to send medications to a receiving facility. 

FINDINGS #7: 

Transfeuing of medications upon discharge from the facility was investigated as patt of the 
Recertification survey July27, 2015 to July 31, 2015. Based on staff interviews, review of 
transfer records and review of policy & procedmes, this concern was substantiated and was cited 
at F250. 

CONCLUSIONS: 
Substantiated. Federal deficiencies related to 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 fmms. No response is necessary to this fmdings letter, as 
it will be addressed in the provider's Plan of Correction. 

If you have questions, comments or concems regarding our investigation, please contact David 
Scott, R.N. or Nina Sanderson, L.S.W., Supervisors, Long Te1m Care at (208) 334-6626, option 
2. Thank you for the courtesy and cooperation you and your staff extended to us in the course of 
our investigation. 

Sincerely, 



I D A H 0 D ,E P A R T M E N T 0 F 

HEALTH & WELFARE 
C.L. 'BUTCH" OTIER- Governor 
R!CHARD M. ARt.~TRONG -Director 

August 26,2015 

Robert D. Nahmensen, Administrator 
Coeur d'Alene Health Care & Rehabilitation Center 
2514 Nmth Seventh Street, 
Coeur d'Alene, ID 83 814-3 720 

Provider#: 135052 

., 
Dear Mr. Nahmensen: 

TAMARA PRISOCK-AOMINISTRA TOR 
LICENSING & CERTIFICATION 

DEBBY RANSOM. RN .. RH.l.T- Ch~f 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ~aho 83720-0009 
PHONE: {208) 334-6626 

FAX: {208) 364-1888 
E-mar1: fsb@dhw.idaho.gov 

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#!: 

The complainant reported a CNA did not provide cares for a resident for a day. 

FINDINGS#l: 

The allegation was investigated as part of the Rece1tification survey July 27, 2015 to July 31, 
2015. Based on staff interviews about the CNA's performance, review ofthe personnel file,_ 
review of ADL care records and the care plan, this concem was not substantiated based on lack 
of evidence. 

CONCLUSIONS: 
Unsubstantiated. Lack 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 DoN to allegations of neglect, this concern was not substantiated based on lack of 
evidence. 

CONCLUSIONS: 
Unsubstantiated. Lack of sufficient evidence. 

ALLEGATION #3: 

The complairiant reported a CNA did not provide cares for another resident for a day. 

FINDINGS #3: 

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 persotlllel file, 
review of ADL care records and the care plan, this concern was not substantiated based on lack 
of evidence. 

CONCLUSIONS: 
· Unsubstantiated. Lack of sufficient evidence. 

ALLEGATION#4: 

The'complainant reported the facility was· not allowing overtime hours for staff. 

FINDINGS#4: 

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

CONCLUSIONS: 
No regnlato1y authority for the allegation. 
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ALLEGATION #5: 

The complainant repotied restorative care records were being falsified. 

Fil\T])lNGS #5: 

Restorative care was investigated as part of the Recertification survey July 27, 2015 to July 31, 
2015. Based on obsetvations ofrestonitive cares, intetviews with residents and staff about 
cunent 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 repotiing and investigation of these events) were 
investigated as pati of the Recetiification sruvey July 27,2015 to July 31, 2015. Based on 
review of Incident & Accident reports (with investigation), review of self-repotied events to the 
state agency and intetviews with staff regarding the response of the DoN to allegations of 
neglect, this concern was not substa11tiated 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 assista11ce extended to us dming om visit. 

\\\S0{ ·. 
DAVID SCOTT, R.N., Supetvisor 
Long Term Cme 

DS/dmj 



I D A H 0 D E P A R T M E N T 0 F 

HEALTH &WELFARE 
C.L 'BUTCH' OTIER- Governor 
RICHARD M, ARMSTRONG -Director 

August 21,2015 

Robert Nahmensen, Administrator 
Coeur d'Alene Health Care & Rehabilitation Center 
2514 Nmth Seventh Street 
Coeur d'Alene, ID 83 814-3 720 

Provider#: 135052 

Dear Mr. Nahmensen: 

TAIMRA PRISOCK-ADMINISTRATDR 
LICENSING & CERTIFICATION 

DEBBY RANSOM, R.N., R.H.I.T- Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.D. Box 83720 

Boise, Idaho 83720~009 
PHONE: (208) 334-6626 

FAX: (208) 364-1888 
E-mail: fsb@dhw.idaho.qov 

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 #ID00007111 

ALLEGATION#!: 

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 enough due to lack of staff. 
c. 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 pmt the ofrece1tification 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 staffrngrecords, the tacilitywas cited atF-353 for inadequate staffmg and at F-312 
for insufficient grooming and bathing. 

Based on observation, record review and staff interviews regafding the development of pressure 
uleers, this was not substantiated due to lack of evidence. 

Based on observation, staff interviews and record review, insufficient staffmg 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 geri-s[eeves, and not gauze. 

CONCLUSIONS: 

Unsubstantiated. Lack of sufficient evidence. 
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ALLEGATION #4: 

The complainant stated the facility repeatedly did not have a sufficient number of adult briefs for 
residents. 

FINDINGS: 

Based on observation and staff interviews, this allegation was not substantiated due to lack of 
evidence. It 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 pe1tains to hUlllan 
resource staff. 

CONCLUSIONS: 

Unsubstantiated. Allegation did not occur. 

Based on the fmdings ofthe investigation, deficiencies were cited and included on the Statement 
of Deficiencies and Plan of Correction fmms. No response is necessary to this findings letter, as 
it will be addressed in the provider's Plan of Conection. 

If you have questions, co111111ents or concems regarding our investigation, please contact David 
Scott, R.N. or Nina Sanderson, L.S.W., Supervisors, Long Te1m Care at (208) 334-6626, option 
2. Thank you for the comtesy and cooperation you and yom staff extended to us in the course of 
om investigation. 

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

DS/lj 



I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.L. "BUTCH' OTIER- Governor 
RICHARD M. ARMSTRONG -Dr ector 

November 13,2015 

Wanen Taylor, Administrator 
Coeur d'Alene Health Care & Rehabilitation Center 
2514 North Seventh Street, 
Coeur d'Alene, ID 83814-3720 

Provider#: 135052 

Dear Mr. Taylor: 

TAMARA PRISOCK-ADMINISTRA TOR 
LICENSING & CERTIFICATION 

DEBBY RANSOM, R.N., R.H.I.T- Chof 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: (208) 334-6626 

FAX: (208) 364-1M8 
E-mail: fsb@dhw.idaho.gov 

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

Complaint #ID00007094 

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; 
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The facility's grievance file from Febtuary to July 2015; 
The facility's Incident and Accident reports fi·om February to July 2015; 
The facility's Allegation of Abuse repotis from Februaty 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 concems; 
The identified resident; 
Two individual residents, and two resident family members regarding Quality of Care concems; 
Seven CNAs and three LNs were interviewed regarding quality of care concems; and, 
Ten residents in the Resident Group meeting. 

Allegation #1: The complainant repotied 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 infotmation. 

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

Allegation #2: The complainant repotied a resident liked to sit outside the front door, but had 
difficulty doing this independently because the tlu·eshold is too high to navigate with his/her 
wheelchair. The resident had almost fallen out of his/her wheelchair on a number of occasions 
!tying 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 Ji"ont door of 
the facility without any difficulty in maneuvering the threshold. 

Tlu·ee 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 concems regarding the front 
door tlu·eshold. 
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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 
concems; 
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 concem; 
The facility's grievances file did not document any concems 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 tllis 
violates the resident's privacy. 

Findings #4: During the rece1iification survey and complaint investigation, nurses were 
observed in the hallways, at the nurses' station, facility common areas, and wllile providing cares 
in residents' rooms, to detemline 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 infmmation 
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 allegation 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 retum 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 carries the napkins and silverware in her/his 
lap. 

Findings #6: Dining room observations and the Infection Control task were perfmmed as pati of 
the rece1iification 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 concems 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 intmsively throughout 
the facility. The complainant stated the resident has wandered into another resident's room 
numerous times and there was a concem 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 concems with individual residents wandering obtmsively into other residents' 
personal space. 



Warren Taylor, Administrator 
November 13,2015 
Page 5 of7 

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 
concems 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 concems 
to their attention. 

Findings #8: During the rece1iification survey, facility staff were observed while interacting 
with residents, staff and residents were interviewed and grievances were reviewed with no 
concems. 

The facility's Allegation of Abuse repmis 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 recmiification 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-boume illnesses occuning 
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 repmied tiny bum marks on his/her left hand. 
The resident smokes but uses his/her right hand to smoke. The resident does not know how the 
bums to his/her left hand occmTed but the bums 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 concems with infonnation in the resident's original discharge notice and 
was in the process of obtaining additional infmmation 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 primmy care provider sent a certified letter notifYing the resident 
he/she would no longer be his/her doctor. The facility's Director of Clinical Services signed for 
the resident. The resident was concemed 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 it. 

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 fi·ont desk to be distributed 
to residents. Cetiified mail requiring a signature could- and was signed by stati at the front desk 
instead oflocating each individual resident to sign for his/her mail. The mail is then delivered to 
each resident, unopened, that same day. 
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Based on record review, resident and staff interview, it was dete1mined this allegation could not 
be substantiated. 

Conclusion #12: Unsubstantiated. Lack of sufficient evidence. 

Based on the findings ofthe investigation, deficiencies were cited and included on the Statement 
of Deficiencies and Plan of Conection forms. No response is necessmy to this fmdings 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 a11d your staff extended to us in the course of 
our investigation. 

~ince1rs 
\~ ·_\ voi . . 

DAVID 'SCOTT, RN, Supervisor 
Long Term Care 

DS/pmt 
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