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Dear Mr. Clinger;

On October 9, 2015, a survey was conducted at Power County Nursing Home by the Idaho
Department of Health and Welfare, Division of Licensing and Certification, Bureau of Facility
Standards to determine if your facility was in compliance with state licensure and federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid
prograins. This survey found that yowr facility was not in substantial compliance with Medicare
and/or Medicaid program participation requireinents. This survey fonnd the most serious
deficiency to be one that comprises a pattern that constitutes no actual harm with potential
for more than minimal harm that is not immediate jeopardy, as docomented on the
enclosed CMS-2567, whereby significant corrections are requived.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567 listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet,
answer each deficiency and state the date when each will be completed. NOTE: The alleged

. compliance date must be after the "Date Survey Completed” (located in field X3) and on or
before the "Opportunity to Correct.” Please provide ONLY ONE completion date for each
federal and state tag (if applieable) in column (X5) Completion Date to signify when you
allege that each tag will be back in comphiance. Waiver rengwals may be regnested on the Plan
of Correction.
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Afler each deficiency has been answered and dated, the administrator should sign the Form
CMS-2567 and State Form (if applicable), Statement of Deficiencies and Plan of Correction in
the spaces provided and return the original(s) to this office. ‘

Your Plan of Correction (Po() for the deficiencies must be submitted by November 4, 2015..
Failure to submit an acceptable PoC by November 4, 2015, may result in the imposition of civil
monetary penalties by November 24, 2015.

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

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

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

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

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

s Include dates when corrective action will be completed in colummn (X5).

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

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

All references to federal regulatory requirements contained in this letter are found in Tirle 42,
Code of Federal Regulations,

Remedies will be vecommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facilify has failed to achieve substantial compliance by November 26,
2015 (Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not
delay the imposition of the enforcement actions recommended (or yevised, as appropriate) on
November 26, 2015. A change in the seriousness of the deficiencies on November 26, 2015,
may result in a change in the yemedy.
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The remedy, which will be recommended if substantial complhance has not been achieved by
November 26, 2015 includes the following:

Denial of payment for new admissions effective January 9, 2016, [42 CFR §488.417(a)] .

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

We must recornmend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on April 9, 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 corrected, you may contact David Scott, R.N. or Nina
Sanderson, L.S.W., Supervisors, Long Term Care, Bureau of Facility Standards, 3232 Elder
Street, Post Office Box 83720, Boise, Idaho, 83720-0009; phone nuinber: (208) 334-6626, option
2; fax number: (208) 364-1888, with your writien credible allegation of compliance. If you
choose and so indicate, the PoC nay constitute your allegation of compliance. We mnay accept
the written allegation of compliance and presume compliance until substantiated by & 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.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previeusly mentioned m this létter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on October 9, 2015 and contmue until
substantial compliance is achieved. Additionally, the CMS Regional Qffice or State Medicaid
Agency may impose & revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropinate. '

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

hitn://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograans/NursingFa
cilities/tabid/434/Default.asox
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Go to the middle of the page to Information Letters section and click on State and select the
following:

o BFS Letters (06/30/11)

2001-10 IDR Reguest Form

This request must be received by November 4, 2015, If your request for informal dispute
resolution 1s received after November 4, 2015, the reguest will not be granted. An incomplete
informal dispute resolution process will niot 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.8.W., Supervisors,
Long Term Care at (208) 334-6626, option 2.

Sincerely,
/ |
NINA SANDERSON, Supervisor

Long Term Care

NS/
Enclosures
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(%1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
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G
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POWER COUNTY NURSING HOME AMERICAN FALLS, 1D 83211
(X4 1D SLMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F ooo| FOOD
The foliowing deficiencies were cited during the The creation and submission of this plan of
federal recertification and complaint survey correction dloes not constitute an adnussw d
conducted at the facility from October 5 to by this provider of any conclusion sef forth
October 8, 2015. in the statement of deficiencies, or of any
violation of regulation. This provider
The surveyors canducting the survey were: respectfully requests that the 2567 plan of
Linda Huki-Neil, RN, Team Coordinator correetion be considered the letter of
Linda Kelly, RN credible evidence and request a desk revieky
i;egi?ainﬂg?g;nhm“ BSN in lieu of post re-certification on or after
T 11/4/2015.
Survey Definitions:
ADL = Activities of Daily Living
CNA = Certified Nurse Aide
COPD = Chranic Qbstructive Pulmonary Disorder
DON = Director of Nursing
IV = Iniravenous
LN = Licensed Nurse
MAR = Medication Administration Record
meg = micrograms
02 = Oxygen
PRN = As Neaded
TAR = Treatment Administration Record F280 483.20(d)(3), 483.10(1)(2) 04NOV1
F 280 | 483.20(d)(3), 483.10(K)(2) RIGHT TO F 280
55=D | PARTICIPATE PLANNING CARE-REVISE CP RIGHT TO PARTICIPATE

The resident has the right, unless adjudged
incompetent or otherwise found to he
incapacitated under the laws of the Sfate, 1o
participate in planning care and treatment or
changes in care and treatment,

A comprehensive care plan must be developed

within 7 days after the compietion of the

comprehensive assessment; prepared by an

interdisciplinary team, that includes the attending

physician, a registered nurse with responsibility
N

PLANNING CARE-REVISE CP

Residents with potential to be affected:
All residents have the potential to be
affected.

Corrective Aciions:

For resident #1, supplements and specific
food preferences were added to her care pld
including ice cream. Resident #5°s brace
was to be used PRN, it was remmoved from

IABORA?TW OR PROMDERISUFPLIER REPRESENTATIVE'S SIGNATURE

o /A_.B;aumsv*m TR,

TITLE

{X6} DATE

L{.'Ud\f 2o

Any éeﬁWmen{ ending wiif\ an gsierisk {*) denoios a deficiency which the inslilution may be excused from carrecting praviding it s determined that

other safagudards provide sufficient pgetec*;sﬂ to tho patients. (See insteuctions.) Except for nursing homes, the findings statad above are disclosable 90 days

foliowing the dale of survey whather

a plan of correction is providad. For nursing homaes, the above findings and plans of correction are disclosable 14

days following the daie these documents are made avajlatle to the facility, If daficlencies are cited, an appreved plan of carroction is requisite to confinued
program participation.

FORM CMS-2567{02.89) Previous Versiens Obsclele

Evant I0: MAJZ14

Faciiity I0; MDS0D0$630

if condinuation sheet Faga 1 of 31
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PRINTED: 10/22/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
135066

(X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY

A BUILDING COMPLETED
G

B. WING 10/05/2015

NAME OF PROVIDER OR SUPPLIER

POWER COUNTY NURSING HOME

STREETADNRESS, CITY, STATE, ZiP CODE
5§10 ROOSEVELT STREET {83211-1362)
AMERICAN FALLS, iD 83214

for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and pariodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT s not met as evidenced
by:

Based on abservation, record review, and
resident and staff interview, it was determined the
facility failed to revise care plans for 2 of 9 (#'s 1
& B) sampled residenls. Resident #1's care plan
was not revised to include the resident was
recelving nutritional supplements, extra protein
and ice cream. Resident #5°s care plan did not
include direction to use a left knee brace. The
deficient practice had the pctential to resuit in
harm if residents did not receive appropriate care
due to lack of direction in their care plans.
Findings included:

1. Resident #1 was admitted to the facility with
multipte diagnoses including dementia.

Review of the Nutrition Notes documented the
following interventions:

*On 5/25/15 the facility began providing high
calorie supplements three times daily (TID)
*0On 8/27/15 the facllity began serving extra

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
BREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY QR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENCY)
. the care plan per non-use and refusal to wear
F 280 | Continuad From page 1 F 280 pan p

by the resident. .

All resident care plans were reviewed for
any equipment needs and instructions to be
added, Resident diet cards were also
reviewed for accuracy to update on the
resident care plans,

All resident care plans will be reviewed at
least quarterly and with significant condition
changes by the IDT team consisting of
Dietary, Social Services, Activities, and the
DON or designee. An RN will also review
resident charts weekly for new orders and
needed updates to the care plan.

IDT meetings will also include a review of]
resident equipment and supplemnent needs
and instructions to be included on the care
plans. The Dietary Manager will notify the
MDS Nusse and DON via email with diet
additions or changes to resident
supplements, recommendations and
preferences. The MDS Nurse will place
specific directions on the care plan regardiig
specialized diets and supplements. These
diet changes witl be reviewed and checked
at the weekly IDT and Stand-up meetings.

Manitoring/Assurance;
Each Sunday an RN will complete an audit
of the resident charts and care plans, The

protein and ice cream at lunch and dinner audit wiil be turned into the DON for review
each Monday. This audit will begin
The residents dietary meal card noted the 11/2/2015 and will be done once a week for
interventions to pravide a 4 ¢z supplement with six weeks, then twice a month for two
meals, extra protein and vanilla ice cream with
FORM CMS-2567(02-99) Previcus Viersinns Obsolels EventiD:MAJZ1Y Facillty {0: MOS001 630 if continualion sheet Page 2 of 31




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

PRINTED: 10/22/2015

FORMAPPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
C
135068 B. WING 10/09/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
510 ROOSEVELT STREE -
POWER COUNTY NURSING HOME AMERICAI: FALL-;R IDTS(?SZZ'I? 1362)
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 2 F 280 ?Ollflls’ and m"?ﬁhly ”?e"eaﬁi'{' Al;y
lunch and dinner meals iscrepancics will be discussed at the
: Interdisciplinary Team meetings.
On 10/9/15 at 8:20 AM, the Dietary Manager
(DM} was asked if the interventions to give
nutritional supplements, extra protein, ice cream
and weekly weights should be on the resident's
care plan. The DM said the interventions were
previously on the resident's care plan but the
items dropped off.
On 10/9/15 at 12:30 PM, the DON said the above
interventions should be on the resident's care
plan.
2. Resident #5 was admitted to the facility with
multiple diagnoses including osteoarthritis.
Review of Resident's record documented a
Physician's Order for a left knee brace initiated on
1/30/15,
The resident's care plan did not documentation
direction to use the left knee brace.
On 10/9/15 at 12:30 PM, the DON said the brace
should be on the care plan.
F 314, 483.25(c) TREATMENT/SVCS TO F 314
s5=n | PREVENT/HEAL PRESSURE SORES F314 483.25(c) 04NOV1S
Based on the comprehensive assessment of a TREATMENT/SVCS TO
resident, the facility must ensure that a resident PREVENT/HEAL PRESSURE
who enters the facility without pressure sores SORES
does not develop pressure sores unless the
individual's clinical condition demonstrates that Residents with potential to be affected:
they were unaVOtdal?le; and a resident having All residents have the potential to be
pressure sores receives necessary treatment and affected
services o promote healing, prevent infection and )
prevent new sores from developing.

FORM CMS-2567(02-99) Previous Versiens Obsolele

Event ID: MAJZ11

Facility ID: MDS001630 If continuat

ion sheet Page 3 of 31
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
135066

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING COMPLETED
C

B.WING 10/09/2015

NAME OF PROVIDER OR SUPPLIER

POWER COUNTY NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
510 ROOSEVELT STREET (83211-1362)
AMERICAN FALLS, ID 83211

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and record
review it was determined the facility failed to
ensure comprehensive assessments of an
existing pressure ulcer (PU) were completed for 1
of 2 residents (#2) reviewed for PU. The failure
created the potential for harm if Resident #2's PU
increased in size or worsened. Findings included:
Resident #2 was admitted on 2/11/14 with an
existing stage 4 PU and readmitted on 6/2/14 and
7/8/14 with multiple diagnoses that included
chronic stage 4 PU, Chronic Kidney Disease and
Cauda Equina Syndrome.

The most recent Quarterly MDS assessment,
dated 9/11/15, documented the resident was

cognitively intact with a BIMS score of 15, stage 4
PU and frequent bladder incontinence.

The PU CAA dated 6/11/15 documented an
"unhealed ulcer which is closing slowly."

The resident's PU Care Plan included staff
assistance with toileting, wound care, dressing
changes, keep PU covered with non-adhesive
dressing at all times and encourage position
changes.

On 10/7/15 at 3:50 pm, LN #3 was observed to
performed wound care and dressing change to
the resident ' s PU. The LN did not measure the
PU.

Bathing Skin Check records, dated 2/14/15 to
10/3/15, documented the focation of the PU as a
“coccyx sore, sacral woun" or "open area
coceyx.” The sacral/coccyx area was circled on
the posterior aspect of a body diagram. The
documentation did not include the stage, size,
presencefabsence of exudate and odor, or the

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 314 | Continued From page 3 E 314 | Corrective Actions;

Resident #2 is no longer attending the
wound clinic as the physician has deemed
the facility is able to meet the resident’s
needs and complete the required
assessments and interventions. The facility
wound nurse will confinue fo assess residet
#2’s wound each week with complete
measurements and description and
communication of any changes in treatmen
needs to the physician. All other LN’s will
follow the prescribed treatments and report
worsening or chianges in the wound
throughout the week to the wound nurse.
All residents will continue to receive a
weekly skin assessment by the skin/wound
nurse. The nurse will document findings in
the EMR and complete a nursing note in
detail for any wound or significant skin
condition and will monitor treatment of
those identified conditions. Further skin
assessments will be completed weekly by
the LN with CNA staff instructed to report
changes in skin noted during toileting,
bathing and hygienic practices.

(=3

Measures to Prevent Recurrence:

The designated skin/wound nurse will
perform a complete skin assessment weekly
at the beginning of each week for all
residents. Assessments will include entry it
the EMR for the skin assessment and a
detailed nursing note of the assessment,
which will include, but is not limited to the
following: wound bed, odor, size, depth,

FORM CMS-2567(02-99) Previous Varsions Obsolete Event ID:MAJZ11

Facility ID: MDS001630 If continuation sheet Page 4 of 31
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PRINTED: 10/22/2015
FORM APPROVED
OMB NO. 0838-03391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

(X1} PROVIDERISUPPLIERICLIA
IDENTIFICATION NURMBER:

135066

{X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY

A. BUILDING COMPLETED
C

8. WING 10/09/2015

NAME OF PROVIDER OR SUPPLIER

POWER COUNTY NURSING HOME

STREET ADDRESS, GITY, STATE, ZIP CODE
§10 ROOSEVELT STREET (83211-13§2)
AMERICAN FALLS, ID 83211

SS=E

HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices fo

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RBE COMPLETION
TAG REGULATORY OR LSC IDENTEF YING INFORMATION} TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)

F 314 | Continued From page 4 F 314 gazl?fii’ If;ardate, color, surrounding tissue,
characteristics of the wound bed/edges and The LN and CNA staff will also porformelt
surroun ding tissue, The frequency of the Bathing skin checks as assi ; ed and re oft an ne\;f
Skin Checks varied from 2 days to 38 days. . v g P y
Four Skin Observation Tools in March 2015 findings or changes to the charge nurse
documenied the CDCCYX PU was “evaluated“ daiiy. Thﬁ Ch‘c’lrgc nursc ‘VIH IlOtifY the
"staged" and “ireated” at the wound ciinic. The woud nurse,
documentation did not consistently include the
stage of the PU. None of the Skin Observation Monitoring/Assucange:

Tools documented the size, presence/absence of The DON will receive a printed copy of all
exudate and odor, or the characteristics of the wound assessments and report from the
wound bedfedges and surrounding tissue, The wound nurse weekly. The DON ar designge
facility did not provide any other Skin Observation will review the weekly report and ensure
Tools. Lo L
proper documentation is being performed

Review of the wound clinic documentation and “’Uund? are l?ﬁin_g mo“?wmd and
revealed the resident was seen every 2-3 weeks treated. This audit will begin the week of
fram 1/14/15 to 6/2/15 and avery four weeks from 11/02/2015 and will be dene once a week
B/2/15 to 812715 with comprebensive assessment for six weeks, then fwice a month for two
of the pressure ulcer completed at each visit. months, and then once a month thereafter,

) Any discrepancies will be reviewed at the
On 10/9/15 2t 10:08 am the DON was asked if In%;gi'discipll;naiy Team meetings
the facility performed comprehensive ’
assessments of the resident's PU. The DON said
that facility LNs monitored the PU and that
comprehensive agsessmenis were done by the
wound clinic.
There was no documented evidence the facility
completed comprehensive asssssmenis of the .
resident's PU in between the wound clinic F323 483.25(h) _ U4NOV:
assessments, FREE OF ACCIDENT

F 323 483.25(h) FREE OF ACCIDENT F 323 HAZARDS/SUPERVISION/DEVICES

Residents with potential to be affecicd:
All residents have the potential to be
affected.

FORM CMS-2687{02-99) Previous Yersions Obsoizie

Event 1D:MAJZTS

Fachty iD: MDSCO1820

if continuation sheet Page 5 of 31
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pravent accidents.

This REQUIREMENT is not met as evidenced
by; '

Based on observation and staff interview, it was
datermined the faciiity failed fo ansure harmful
chemicals were securely stored and inaccessibie
to residents. This was tiue for 2 of 8 sampled
residenis (#2 and #6) and all independently
maobile and cognitively impaired residenis who
may encounter the chemicals. Faiiure to safely
store harmful chemicals created the potential for
residents to experience skin, respiratory fract and
gasiric Irritation. Findings included:

1. On 10/05/15 at 12:50 pm, the Janitor Room
was observed to be uniocked and inside were
found the following chemicals:

"1 quart Tropical Mist Air Deodorizer spray botfle -
"Causes eye irritation, flammable, *

*1 full spray hottle of Non Acid Bowl and
Bathroom Disinfectant Cleaner - "Causes severe
sKin hurns and serious eye damage.”

*1 full 3.78 quart bottle of Clorox found on the
floor - "Causes moderate eye irritation. Avoid
contact with eyes or clothing,"

*1 full unmarked bottle with an unknown liquid.
*1 quart of Hydrogen Peroxide Clearner

Disinfectant, nozzle on - "Keep out of reach of
chiidren, Avold confact with eyes and clathing.”

F 323

£X4) 1D SUMMARY STATEMENT OF DEFICIENCIES lo PROVIDER'S PLAN OF CORRECTION (X5
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAB REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TG THE APPROPRIATE DAYE
DEFICIENGY)
F 323 | Continued Fram page &

Corrective Actions:

The jauifor closet door was re-locked after
the surveyors observed the door to be
unlocked. The door knob was updated on
11/4/2015 with an auto-lock funciion that
can only be unlocked with a kcy that all
housekeepers, housekeeping supervisar,
maintenance staff, and nursing staff have.
All chemicals and wipes used to clean hard
surfaces are locked in the janitor closet and
are not being left unattended.

Measures to Prevent Recurrence:

The Administrator or designee will
conduct checks to ensure that the janitor
closet doors are properly locked. The
Adniinistrator or designec will also
conduct checks to ensure that all
chemicals and wipes used to clean hard
surfaces are not ieft unattended and are
stored correctly. An in-service was held
11/3/2015 to review with housekeeping
staff the importance of securing all
janitor closet doors vsing the key to lock
it and to not leave chemicals and wipes
unattended.

Monitoring/ Assurance:
The Administrator or designee will monitor
that the janitor closet doors ave properly
locked and that all chemicals and wipes nsed
to clean hard surfaces are not left unattendad
and are stored correctly. This audit will
begin the week of 11/2/2015 and will be
done once weekly for four weeks, then

FORM CMS-2667{D2-80) Previous Versicns Obsalels

Eversd iD:MAJI1T

Facility 1D: MDSCO1030 if condinualion sheet Fage 6 of 31
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*1 quart of Crew Heavy Duty Cleaner- "Danger
Poison, Hazard to humans and domestic animals.
Corrosive, maybe fatal if swallowed.”

*1 {full bottie of Multi Surface Créme Cleanser-
“Caution: causes eye and skin irritation.”

*1 full spray bottle of Triad Disinfectant Cleaner-
"Causes burns/serious damage to mouth, throat
and stomach. Avoid contact with eyes, skin and
clothing.”

On 10/5/15 at 1:05 pr, CNA #9 who was in the
vicinity was asked about the unlocked Janitor
raam. The CNA sald "It shouid always be Jocked."
The CNA locked the Janitor room doar by
pressing the locking mechanism on the inside of
the door. However the door opened again when
the suiveyor turned the outside of the knoh,

On 10/5/15 at 1:10 pm, the DON arrived at the
haliway by the Janitor's room and was informed
of the unlock Janitor's room with unsecured
chemicals. CNA #9 said she would request a
work order for the door right away.

On 10/05/15 at 1:25 pm, Housekeeper #5 was
seen entering the Janitor room using a key. She
said a key was neaded to lock and untack the
door and that nurses also had a key ta the rcom.

2, On 10/05/15 at 1:05 pm, A conlainer of
Hydrogen Peroxide Disinfectant Wipes "causes
moderate eye irritation” was found unatiended on
top of the charl cart in the nurse station.

On 1075/15 at 1:10 pm, the DON was shown the
unsecured container of wipes at the nurse's
station. The DON removed the container from the

will be discussed with the Quality Assurar
Committee,

CE
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nurse's station.

3. On 10/5/15 at 4:00 prn, 1 container of
Hydrogen Peroxide Disinfectant wipes was
observed on the counter by the sink in the room
where Residents #2 and #65 reside,

On 10/5/15 at 4:07 pm, the DON accompanied
two surveyors fo Residents #2 and #6's room and
was shown the unsecured container of wipes.
The DON removed the container from the roam,

4. On 10/06/15 at 8:40 am, two containers of
Hydrogen Peroxide Disinfectant Cleaner were
found on the sheif above the sink in the Family
Room.

On 10/06/15 at 9:17 am, the DON accompanied
two surveyors fo the Family room. The DON was
shown the two unsecured containers of Hydrogen
Peroxide Disinfectant Cieaner. He said the
containers should be behind the nurse's statian
inside the cahinet, He remaoved the two

containers from the ~amily room. F329 483.23(I) , 84NOV13
F 329 | 483 25() DRUG REGIMEN IS FREE FROM F 32| DRUG REGIMEN IS FREE FROM
s5=0 ] UNNECESSARY DRUGS UNNECESSARY DRUGS

Each resident's drug regimen must be free from Residents with potential to be affected:

unnecessary drugs. An unnecessary drug is any

- H 1
drug when used in excessive dase {including All residents have the potential to be

duplicate therapy); or for excessive duration; or affected.

without adequate manitoring; or without adequate ) .

indications for its use; or in the presencs of Cuorective Actions:

adverse consequences which indicate the dose Resident #1°s melatonin has been

should be reduced ar discontinued; ar any discontinued.

combinations of the reasans ahove. A copy of all resident orders was sent o the
MDIS nurse who enters and tracks all

Based on a comprehensive assessment of a medications on the monthly recaps.
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F 329 | Continued From page 8 F 329 Ideptiﬁcaiion of any 11y9n0§°ics was
resident, the facility must ensurs that residents Tevt ewed a{1d sleep monitoting ad‘dcd fo
who have not used antipsychotic drugs are not resident ‘ca.'m plans ?udlthe MAR ;fneeded,_
given these drugs unless antipsychotic drug Staff fraining was dlsti'ibtfted on L28/201%5
therapy is necessary to freat a specific condition to review the documentation pracess for
as diagnosed and documented in the clinical tesident behaviors and appropriate
record; and residents who use antipsychatic interventions.
drugs receive gradual dose reductions, and
beh avi'oregs Entervgantions, un!ess‘ciinécgliy Measures to Prevent Recurrencge:
contraindicated, in an sffort to discontinue these The MDS nurse and the LSW will
drugs. continue to review the use of

psychotropic medications with orders
and behavior documentation. Resident
recaps and behavior monitoring logs
will also continue to he checked
This REQUIREMENT is not met as evidenced manthly along with complete diagnoses
by: _ at the Pharmacy Review meeting.
E'ased on record ;‘gview and éntervie'w the facility An RN will review the weekly orders
failed to ensure clinically relevant rationale for the each Sunday to see that they are
use of antl-psychotic medications, and evaluatian complete aud documented on the care
of {he effectiveness of medications to ireat lan and MAR/TAR and submit
behavioral symptoms and promote sleep. This P \ ANd submi a
was true for 1 of 8 (#1) residents reviewed for written repost to the DON of ﬁn‘dmgs
psychatropic medications. This failed practice and corrections for Monday review.
created the potential for harm if unnecessary The Pharmacy Tech will facilitate a
medications lead to adverse reactions and health more comprehensive medication review
decline. Findings inciuded: with the Pharmacist by providing
Resident#1 was admitted to the facility on prompts to the Pharmacist for possible
2/17/05 and had diagnoses which inciuded drug interactions, contraindications,
ggre;gg;cilvsétarléz tzlajr;gssenzle dementia with duplicative therapy, drug warmings,
Thlcje resident's An nu:al MDS GAA worksheet special instructions, and appropriateness
Psychotrapic Drug Use datad 12/11/14 diagnoses. These will be added to the
documented, "Not on any anxiolytics (anxiety Physician Action Report and placed on
medications) but did have an increase in her the MAR as needed with flags for the
Risperdat on 972714 which we have since staff to be aware of,
requesied to be decreased. She started having
increased sedation, confusion and urinary Monitoring/ Assurance:
incontinence which staff beiieve is partially related
FQORM CMS-2567(02-99) Previous Verskans Obsalele Event 10; MAJZ 1} Facility 1D: MDS0D1Q30 If continuation sheei Page 9 of 34




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

PRINTED: 10/22/2(315

FORM APPROVED

OMB NG, 0838-0391

STATEMENT OF DEFICIENCIES
AND PLAN QF CORRECTION

(%1} PROVIDER/SUPPLIER/CLIA
[DENTIFICATION NUMBER:

1350686

{X2) MULTIPLE CONSTRUCTION (X5 DATE SURVEY

A BUILDING COMPLETED
C

B. WING 10/09/2015

NAME OF PROVIDER OR SUPPLIER

POWER COUNTY NURSING HOME

STREET ADDRESS, CITY, $TATE, ZiP CODE
610 ROOSEVELT STREET {83211-1362)
AMERICAN FALLS, ID 83211

to Risperdal increase. Siill waiting for physician
response.”

A Physician Action Report dated 12/10/2014
documented a request to consider a dose
reduction for Resident #1's Risperidone from 0.5
mg to 0.25 mg, The physician comment area
documented, "Not at this time. Her depression
will relapse.”

The resident's 8/29/15 recapitulaled physician's
order documented:

*Risperidone to 0.5 mg po {by mouth] gqd [every
day] for paranoia and agitation. with a start date
of 812114,

*Serfraline 25 mg po daily for depression, start
date of 1/28/10, and

*Meialonin 5 mg po g hs (at bedtime), siart date
of BA17/15 no diagnosis listed.

A Physician Action Report dated 8/17/15
documented a request for Melatonin, a
medication used to promote steep, with the
rationale, "having behavior issues.” The record
did not indicate Melatanin is for sleep. Review of
the resident's medical record revealed no
documentation monitoring the resident's sleep
patterns. There was alsc no care plan initiated for
the resident's insamnia,

On 10/9/15 at 11:50 AM, the LSW was
inferviewed about what behaviors were being
monitored for Resident #1. The LSW said the
resident was having atltention seeking behaviors.
The LSW provided a Psychotropic Tracking
Sheet for June and September 2015 but could
not locate the tracking sheets for Juiy and August.
On 10/9/15 at 12:30 PM, the DON stated the
resident was having heoarding, resistive fo cares
at night and wandering behaviors. The DOM
could rot explain how the those target behaviors
warranted the use of an anti-psycholic
medication. The DON said the ordered Mefatonin

(%) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {x5)
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F 324 | Continued From page 9 F apg| The DON or designee will review the RN

medication orders repart weekly to address
issues. This audit will begin 11/02/2015 arc
will be done once a week for six weeks, then
twice a month for two months, then monthly
thereafter, Any discrepancies will be
reviewed at the weekly IDT meetings and
monthly Pharmacy Review meeting,

fia
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The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interview, it was determined the facility failed to
maintain a medication error rate of less than 5
percent. This was true for 3 of 25 medications
administered {12%), which affected 2 of 8
residents (#s 10 & 11) reviewed for medication
administration practices. This failure created the
potential for harm if residents received less than
optimum benefit or developed coral candidiasis
from the prescribed medications. Findings
included:

1. Resident #10's October 2015 Physician's
Qrders and MAR included orders for 1 tablet of
Levothyroxine 175 meg by mouth daily at 7:00
AM and 1 puff of Advair Diskus 500-50 meg twice
daily at 8:00 AM and bedtime.

On 10/6/15 at 9:00 AM, LN #1 was observed to
administer Resident #10's Levothyroxing, right
after she had finished her breakfast. The
resident's Advair inhaler was administered next
and the resident had a medical appointment and
was propelled in her wheelchair out to the
facility's van, without the resident being offered to
rinse her mouth.

All residents have the potential to be
affected.

Corrective Actions:

Staff members were instructed on
10/20/2015 and 10/28/2015 in-services on
the proper administration of thyroid
medications and inhalers for resident #10.
The tine of medication administration was
changed for Resident #11 to 7:00 a.m., to
accoinmodate the resident’s choice to eat
and snack throughout the day. The MARS
were reviewed for classes of medications

which require administration prior to meals,

A request to the Pharmacy was made to
highlight all special condition administratig
and warnings of drugs with the production
of the MAR for staff. General staff
education was provided on 10/20/2015,
10/28/2015, and 10/29/2015 to follow
tnanufacturer instiuctions related to titnes
and conditions for medication
administration.

Measures to Prevent Recurrence:

The contracted Pharmacy will provide
additional information for heightened
awareness of contraindications of
medications. The DON or designee will
attend the monthly Pharmacy Review

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFIGIENCY)
. F332 483.25(m)(1) 04NOV1S
F 329 | Continued From page 10 F 329 RE RR
is for sleep and tl?e?wours of sleep should have FREE OF MEDICATION ERROR
been monitored. RATES OF 5% OR MORE
F 332 | 483.25(m){1) FREE OF MEDICATION ERROR F 332
55=p | RATES OF 5% OR MORE Residents with poteutial to be affected:

il
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N meeting to ensute that the Pharmacist
F 832 Gontinued From page 11 F 332 addresses significant risk factors of

On 10/6/15 at 210 PM, the DON was interviewed associated medications and ofters
about the administration of Levothyroxine and the zt:commfmdﬂnons as "ee‘,ied‘ .

Advair inhaler. The DON stated the LNs should The LN’s also reviewed in-scrvice

be aware that Levothyroxine needed to be matetial provided on 10/28/2015 and
administered 1/2 to 1 hour before a meal and the 10/29/2015 for food and drug
importance of residents rinsing their mouth after interactions and drug classes and will
Advair to prevent thrush, even if the Physicians' follow manufacture recommendation for
prders ner the MARs docummented this medication administration.
inforrmation.

2. Resident #11's October 2015 Physician's E‘l’”ﬁ\?‘“?;/ AS?‘ e o detern
Orders and MAR included orders for 1 tablet of RN wiil perfonn audits to determine
Levothyroxine 88 mcg by mouth daily at noon. compliance with staff inedication

administration per manufacturer

On 10/8/15 at 11:25 AM, Resident #11 was in her recommendations with the med pass. This
room and seated at the edge of the bed. The audit will begin 11/2/2015 and will be done
resident had a breakfast meal tray in front of her twice a week for two weeks, then once a
zgd ﬁ?ss%eealgngidlft##ﬁ:"raSLObeI'lN?d lo The LN week for four weeks, then twice a month for

miniser Reslaent #117's Levothyroxine. The two months. Any discrepancies will be

left the room and while she watked down the discussed at the weekly Stand-up meetings
hallway stated she knew the Levothyroxine was lo . .
be administered prior to a meat, but the resident and monthly Pharmacy Review meetings,
ate on and off all day and so she would inform the
Physician and ask for recommendations.

F 372 483.35(i}3) DISPOSE GARBAGE & REFUSE F 372
55z | FROPERLY
The facility must dispose of garbage and refuse
properly,
E372 483.3531)(3) OdN{}VIS%
DISPOSE GARBAGE & REFUSE
ghés REQUIREMENT is not met as evidenced PROPERILY

y:

Based on ohservation and staff interview, it was . ; s .
determined the facility falled to ensure the outside Residents with potentinl to be affccted:
trash containers were in good condition, This All residents have the potential to be
created a potential for rodents and bugs to be affected.
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A physician must personally approve in writing a
recommendation that an individual be admitted to
a facility. Each resident must remain under the
care of a physician.

The facility must ensure that the medical care of
each resident is supervised by a physician; and
another physician supervises the medical care of
residents when their attending physician is
unavailable.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, it
was determined the facility failed to ensure the
physician responded with an order to transpott a
resident to the hospital, who was in respiratory
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F 372 | Continued From page 12 F 37| Louective Actions: .
. . The maintenance staff contacted the city
attracted and to enter the trash containers which -
; sanitation department and asked them to
could affect sampled residents #s 1-7 and #9 as 1 t ide arb ith (1
well as all other residents living in the facility. replace the outside garbage caus with the
Finding included: holes in them. On 10/12/2015 two of the
cans were replaced with new ones and the
On 10/08/15 at 2:15 pm, during the environmental other two cans were patched and sealed by
tour of the facility with the Maintenance the city.
Supervisor (MS), two of the four big bfack trash
containers located at the front of the facility were Measures to Prevent Recurrence:
observed with a hole on the front. The hole on The maintenance staff will continue to
one of the trash containers was 4 inches by 2 )
) do a weekly walk through of the
inches and the hole on the second trash ounds and will visuallv i tth
container was 4 inches by 5 inches as measured grounas and will visually inspect the
by MS. The MS said the holes were caused by cans for damage or punctures. Any
the clamp used by the garbage collector to pick fm(‘hngs will be addressed by the
up the containers. The MS said he would call the maintenance staff for repair and logged
City department to request new trash containers. in the inaintenance binder with the
F 3851 483.40(a) RESIDENTS' CARE SUPERVISED BY F 385| weekly inspections.
53=D | APHYSICIAN

Monitoring/Assurance:

The Maintenance Manager will inspect all
garbage cans weekly, and on the first sight
of damage the city will be called to replace;
the cans. This audit will begin on 11/2/201
and will be done weekly with the facility
grounds walk-through inspection. Any
discrepancies will be reviewed at the
monthly Quality Assurance Committee
meeting,

AT
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- . IF 385 483.40(2) }4NOV15
F 385} Continued From page 13 F 385 N , N '
distress. This was true for 1 of 9 sampled RESIDENTS” CARE SUPERVISED
residenis {#9). The deficient practice had ihe BY A PHYSICIAN
potentiat fo cause harm when a resident had
aspirated on food and the physician had failed to Residents with potential to be affected:
honor the resident's advance directive for Al residents have tie pg{en{{a} to be
emergent care when needed. The physician affected. '

would not provide an arder lo fransport, even
though the resident continued to experience signs

and symptoms of respiratory distress. Findings Corrective Actions;

The Administrator has provided a copy

inciudea: I ; -

of the state citations and discrepancies
Resident #9 was admitted to the facility on and spoke with all resident physicians
8730413 and readmiited on 5/27/15, with muitiple by 10/30/2015, with reminders about the
diagnoses which included Lewy body dementia Physician Orders for Scope of
with hailucinations and agitation. Treatment (POST) and the necessity of

foliowing the wishes of the resident
and/or suirogate decision maker.

The Administrator also spoke with the
facility’s Medical Director on

The resident had an {daho Physiclan Orders for
Scope of Treatment (POST), dated 2/8/12, which
documented the resident was a DNR (Do Not
Resuscitate) and mited additionaf interventions

which included cardiac monitoring, orai/Iv 10/30/2015, and reminded hins that he

medications, transfer to a hosgital if indicated, no should inake the decision and order care

intubation or advanced airway interventions, and if the resident’s primary physician is

no admittance to Intensive Care. unavailable or fails to follow the POST
) v ‘ or the wishes of the resident and/or

Resident #9's medical record contained a surrogafe decision maker.

document titled, Plan for Emergency Gare and
Intensity of Treatment, signed by the Power of . . )
Aitormey (POR) on 1111514 documentedt e Adininistiator on 11/3/2015 to alt
resident was to be transferred to the hospital for physiclans reviewing the requirements
necessary treatment and intervention o be for resident advanced directives and
discussed with resident/patient and/or surrogaie ordess.

decision maker.

A follow-up letter was also sent by the

Measures to Prevent Recwrence:

The following information was gathered for On 11/3/2015, the Adninistrator issued
Resident #9 from Physician’s Orders (POj, local a memo {see attached) to the entire Long
Emergency RoonNurse Practioner (ER/NF) Term Care nursing staff to contact him

MNeote, Nursing Progress Notes {NN), Licensed
Social Worker Note (LSWN), and Hospital
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Discharge Summary {HDS):

*4/47/15 {NN) 1:24 PM - "Resident was eating
cake with a mandarin arange stice on top and
sneezed and appeared to choke on it. Did not
need to do Heimiich, resident coughed and had
some trouble catching her breath, started to have
large amounts of sputum, suctioned per RN.
Tried to cali her doctor, unable to reach, sent him
a fax to notify him and to tell him we may have
her go through the ER, Called and told POA what
happened and the POA stated # was ok for the
resident to be seen in the ER. The resident was
taken to the ER."

*4/17116 {ER/NP) 1:30 PM - "Resident In ER with
chief compiaint of choking on an orange. Rgom
air on admit was B2%. Supplemental O2 {oxygen}
given to keep saturations greater than 90%,
Lecse cough, suctioning provided, pafient wiil not
spit out her mucous. Chest x-ray showed goad
iung capacity and ne foreign bodies, No obvious
pneumania at this {me. Monitored patient for
approximately an hour with na respiratory distress
nofed. Discharged from ER at 2:25 PM to Skilled
Nursing Facility in stahle condition at that time,
Return to the ER if any concermns.”

*4/17115 {(NN) 2:23 PM - "Repart received from
ER nurse and states the resident's lungs are
clear, keep head of bed up at least 30 degrees,
menitor for aspiration pneumonia, and keep
suction nearby.”

*4/17115 {(NN) 4:03 PM - "O2 saturatian 75%,
suctioned thick secretions, did not help much, put
oxygen on resident, wil {ry to call MD again,”
*4/17115 {(NN) 4:34 PM - "Q2 saturation 90% on 4
liters. Calied MD, ordered 02 at whatever rate
keeps saturation above 89%, Augmentin liguid far
nrophylaxis, and to make the resident
comfortable.”

*417/15 (PQ) 4:50 PM - "02 via nasal cannuta

{34) 10 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 385 | Continued From page 14 £ ags! in the event of a resident’s physician not

taking action according to the advanced
directives of the resident and/or the
Medical Director not making orders in
the event of the resident’s physician
ahsence,

Monitoring/Assurance;
Beginning 11/2/2015, the Administrator will
question the long-term care nursing staff
and/or Director of Nursing monthly for six
months for evidence of physician
compliance with resident advanced
directives. Any discrepancies will be
reviewed af the monthly Quality Assurance
Committee meeting.
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and titrate to keep saturation greater than 88% as
naeded. Augmentin two fimes a day for 8 days.
Diagnosis: aspiration and short of breath.” This
order was signed by the physician on 4/27/15
*4f17/15 (PO) 11:00 PM -"Transport o local ER
per Interested parties’ demands." Physician
signed the order on 4/27/15

*4/17M15 (ER) 11:51 PM - “Patient brought to ER
by ambulance. She choked on some peaches
and since then has deveioped shortness of
breath and hypoxia. Q2 saturation was 70's on
room air upon arrival. POA and other interested
parties are present and tell the ER the resident is
full code and was doing fine earfier in the day,
Weak cough, nan-productive, breath sounds with
rhongi to hilateral upper iobes, otherwise
diminished, oxygen saturation 93% an 15 LPM
via non rebreather.”

*3/20/15 (LSWN) - “POA notified an 4/17/15 the
resident had choked at 1:00 PM and she had
xrays and was now being monitored. The POA
and ather interested parlies visited the resident at
B:30 PM, when the resident's 02 saturation was
in the 70's. At 10:00 PM the O2 saturafion was
83% and staif were stili monitoring. The resident
was taken to a different ER then was transferred
to the Intensive Care Unit. During the
hospitalization the resident’'s 02 leval increased
and life support was not needed.”

*4/23/15 (NN} - "On the 17th, | took care of this
resident. She cantinually needed to be maonitored
for aspiration pneumania. Suction machine
placed by resident and suctioning went on for
three hours. Goaod air exchange both upper lobes
and raspy very top of the gsophagus. An
inferested party demanded the resident go o the
haspital. Call made to the resident's physician
with no answer. Call placed to the Medical
Director and who stated to contact the resident's

F 385
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primary physician. Another nurse cantacted the
resident's physician. The physictan refused to
give an order for the resident to be transported io
the hospital. The physician was informed the
resident's interested party demanded the resident
go to the hospital. 911 was called and the
resident was iransparted to a lacal hospital at
11:00 PM via ambulance. The resident left AMA."
*4/24/15 (HDS) - "Admit and Discharge
Diagnoses: Sepsis, acute kidney injury, acute on
chronic respiratory failure, and aspiration
pneumonia. Discharged to home with Home
Health."

*5/25/15 (NN) - "Resident was not an aspiration
risk prior to the aspiration incident. The resident
after returning from the local ER was continually
assessed. The resident's saturations began to
drop and the resident's primary physician was
contacted and declined having her go to another
hospital's ER."

On 10/7/15 at 4:15 PM, the DON was interviewed
regarding the resident’s aspiration episode on
4/17/15, The DON said the resident's authorized
representatives disagreed with the physician's
decision not to transfer the resident to an ER The
DON said he thought the resident’s physician
refused to give an ER transport order because of
the resident's DNR status.

On 10/8/15 at 4:00 PM, LN #10 was interviewed
regarding Resident #3's aspiration episode on
4/17/15. The LN stated she had cared for the
resident after the incident and at 5:30 to 6:00 PM,
the resident had raspy breathe sounds and her
calor was ashen. The LN said she suctioned the
resident and retrieved pieces of orange and
chunks of foed from the resident's mouth. The LN
said she monitored the residents' O2 saturation

F 385
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throughout the evening and she was quite FREQUENCY & TIMELINESS OF
concermad about her. The LN stated she knew PHYSICIAN VISIT
the resident had a GNR order, but called the
physician for a verbatl order to send the resident Residents with potential to be affected:
to the ER and the physician said no. The LN said Ali residents have the potential to be
an interested party demanded the resident go to affected.

an ER, 911 was called, and the resident was

transporied by EM5 to an ER. Corrective Actions:

F 3?7 40?:3;32%(;0)253 E;RSI?_?UENCY & TIMELINESS F 387! The Administrator has spoken with all
55=D resident physicians by 10/29/2015 with
The resident must be seen by a physician at least reminders about the regulations
once every 30 days for the first 90 days after concerning frequency and timeliness of
admission, and at least once every 60 days physician in-person visits every 60 days
thereafter. for current residents and every 30 days

for new residents for the first 90 days
A physician visit is considered timely if it occurs afler admission. Additionally, resident
not later than 10 days after the date the visit was

#1 was visited in-person by their
physician for follow-up and
documentation on 10/29/2015.

required.

This REQUIREMENT is not met as evidenced

by: Measures to Prevent Recurrence:
Based on observation, record review and staff The LSW will conduct monthly checks
interview it was determined the facility failed to af resident records to verify timeliness
ensure 1 of 9 (#1) sampled residents received of the physician in-person visits, The
timely physician visits. Resident #1 had not been LSW will alsa send reminder notices to

seen by an MD [Medical Doctor] for
approximately five months. Failure to ensure
timely physician visits placed the resident at risk
to receive unnecessary medications. Findings

physicians, prior to visit due dates, to
ensure that residents are seen in-person
according to the repulation due dates.

included: The LSW will contact the DON and

1. Resident #1 was admitted to the facility on Administrator for all physician visits

2117/05 with multiple diagnoses inciuding CHF. that are not completed by the due date.

The resident's medical record documented the The Adminisirator will then contact the

last MD visited on 5/15/15. Refer to the citation Medical Director to complete the

F329 for Unnecessary Drugs. resident visits within the regulation
timeframe.
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The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlied drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
cantrolfed drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instruclions, and the expiraiion date when
applicable,

In accordance with State and Federal iaws, the
facility must store afl drugs and biclogicals in
lacked comparlments under proper temperature
cantrols, and permit only authorized personnei (o
have access to the keys.

The facility must provide separately locked,
permanently affixed compartmenis for storage of
controiled drugs listed in Scheduie I of the
Comprehensive Drug Abuse Prevention and

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION x5y
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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; Monitoring/ Assurance:
F 387 | Continued From page 18 F 387 - e .
On 10/8/15 at 4:30 PM, the DON was informed of Tf’e DON will ‘i{‘mm Eﬁhdf‘“k for .
the above concern and said the resident was not plhiysician complance with requency an :
seen by her physician since 5/15/15. The DON timeliness of’ﬂll resident \?sz.ts every m(?nt 1
was asked to provide documentation of any and report this to the Administrator. Tin‘s
physician visits from April to the current day. The will begin the week of 11/2/2015 and will be
DON siated he was attempting to reach the done monthly for one year. Any
resident's physician but the physician was out of discrepancies will also be reviewed at the
his office this week, No additional documentation Interdisciplinary Team meefings.
was recelved.
F 431 | 483.60(b), (d), (¢) DRUG RECORDS, F 431/ F431 483.60(b),(d).(e) 04NOV15
ss=p | LABEL/STORE DRUGS & BIOLOGICALS

DRUG RECORDS, LABEL/STORE
DRUGS & BIOLOGICALS

Residents with potential to be affected:
All residents have the potential to be
affected,

Corrective Actions:

Resident #2 and Resident #6 had the
Vashe wound cleanser removed at the
time of discovery and tubes of
Calmoseptme and Desitin were labeled
by staff members and placed in
appropriate drawers for safe keeping.

Training was given to staff on
10/20/2015 and 10/28/2015 to label all
items correctly once opened. Daily
rounding by the night LN staff will be
done to check for correct labeling and
storage of drugs and biologicals along
with the use of random audit checks by
an RN for compliance. Central Supply
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Cantrol Act of 1976 and other drugs subject to pockel Shaipies for easicr faheiig.
abuse, except when the facility uses single unit Monitorine/Assur .
package drug distribution systems in which the OMUOCNE ASSULANCE: i
quantity stored is minimal and a missing dose can As part of the RN's daily rounding
be readily detected. assignments, a random room audit will be
compieted to check that creams and
vintments are labeled and stored correctly.
. ‘ ) This audit will begin 11/2/2015 and be dong
This REQUIREMENT is not met as evidenced twice a wecek for eight weeks, then once a
by: . ) L week Tor four weeks, then ance a month fof
Based_on cbserva_tlp n apd staff interview, it was three months. Any discrepancies will be
determined the facility failed tc ensure eviewed Bt ity A
medications were properiy stored and laheied in a Tevicive at the zponh y Quality Assurance
rgom with two residents, This was true for 2 of 8 Cammittee meeting.
sampled residents {(#2 and #8). The failed
practices created the polential to cause harm for
wandering or confused residents who may use
the improperly stored medications. Findings
included:
On 10/05/15 at 4:00 pm, an uniabeled tube of
Calmosepline and Desitin oinfments and a % full
hotile of Vashe wound therapy soiution were
found on the counter by the sink in the room
shared hy Resident #2 and #6. The back of the
Vashe botlle said "Use this product within 30 days
of opening.”
On 10/05/15 at 4:07 pm, the DON accompanied
the two surveyors to the resident's room. When
asked about the unlabeled tubes of medications
and the wound therapy solution, the DON said the
tubes of medications and wound sclution shouid
be iaheled. The DON said the tubes of
medications should be in the drawer and placed
them inside the drawer. When asked about the
Vashe solution when it was opened, DON said he
did not know. When asked if the tuhes of
medication should he stored in the residents’
I ORM CMS5-25G7{C2-99; Previaus Versions Obsclele Event |0 MAJZ1 Facility ID: MOG001630 If conlinuation sheet Page 20 of 31
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The facility must establish and maintain an
Infection Control Program designed fo provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection

{1} When the Infection Controt Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin [esions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c} Linens
Persaonnel must handle, store, process and

INFECTION CONTROL, PREVEN
SPREAD, LINENS

Residents with potential to be affected:
All residents have the potential to be
affected.

Corrective Actions:

Residents #2 and #6 share a common room
and bathroom, the tubes of Calmoseptine
they have were properly labeled for each
resident and the used hand towel was
removed at the time they were discovered.
CNA #0 also received further instruction of
infection control practices and proper use
and care of linens.

The staff received in-service training and
handout at a 10/20/2015 meeting by the
DON on preventing resident ¢ross-
containination with medications and linens
and a floor in-service review on 10/29/201

Measures to Prevent Recurrence;

Ongoing monthly infection control
instruction and teaching will occur with ea
staff meeting presented by the DON,
Infection Control Officer or designee,
Random weekly audits will be completed b
alternating LN staff to ensure labeling
occurs with resident supplies and linen
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FF 431 | Continued From page 20 F 431
room, the DON took the tubes from the drawer
and removed all the aforementioned items from
the room.
FF 4411 483.65 INFECTION CONTROL, PREVENT F 441! Fd441 483.65 04NOV15
s8=D | SPREAD, LINENS [
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iransport finens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and record
review, it was determined the facifity failed to
ensure infection control measures were
implemented for 2 of 8 sampled residents (#2 and
#8). The failure created the potential to cause
infection from cross contarninaiion when an
unfabelied barrier cream was on the counter in a
room with two residents and when a used cloth
hand towe! was left in 1 of 2 communai toilet
rooms {across the hafl from roem 7). Findings
included:

1. On 10/05/15 at 4:00 pm, an uniabeled tube of
Calmaoseptine ointment was observed on the

counter by the sink in a room shared by Resident
#2 and #6.

Resident #2's recapitulation (recap) of Physician
(Orders signed 9/15/15, included arders for Zing
Oxide 40% with ABD pad changes to the pannus
every B hours and ray use Calmoseptine (barrier
crearn} in between the ABD pad changes.

Resident #6's recap of Physician Orders signed
2/15/15, included an ordar for Calmoeseptine at
bedside to ba applied to the peri area as needed
far incontinent episodes.

The potential for cross contamination existed if
the same tube of Calrmoseptine was used for both
rasidents,

{X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION C45)
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. checks to ensure they are handled
F 441 | Continued Fram page 21 F 441 y

appropriately and the environmental risks
are minimized for possible resident cross-
contamination,

Monitoring/Assurance:

The Charge LN will monitor the work
environment each shifi with the supervising
RN to ensyre compliance by rounding, audit,
and interview of staff. Additional instruction
will be given to any staff in areas found to
be non-compliant. The completion of the
daily rounding tasks and weekly audit will
he reviewed by the DON each weck, This
audit will begin 11/2/2015 and will continue
twice a week for eight weeks, then once a
week for four weeks, then once a month for
three months. Any discrepancies witl be
reviewed at the Infection Control meeting.

s
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On 1010515 at 4:07 pm, the DON, accompanied
two surveyors to the residenls’ reom. When
asked about the unlabeled tube of Calmoseptine
on the counter, the DON said it should not be
there and it shoutid be labelad,
2, 0n 10/07/115 at 10:156 am, CNA#5 was
pbserved assisting Resident #2 with tolleting in
the communat toilef room {(across the hall from
room 7. Resident #2 ambulated to the sink in the
recom, washed her hand then used an unfolded
clath hand towe! that had been left on the shelf
above the sink to dry her hands. Affer that, CNA
#6 removed the used hand towel then assisted
the resident to her roon,
On 10/07/15 at 10:25 am, CNA #6 was asked
about the unfolded cloth hand towel that was feft
in the communai teilet. The CNA said the used
towei should not have been left in the tollet room.
She stated, "It is a no, nol infection controf right?"
F 5141483 75()(1) RES F 514} F514 483.75()(1) RES 04NOV15
S5=E ?IEECORDSwCOMPLETEIACCURATEJ’ACCESS!B RECORDS COMPLETE/ACCURATE
IACCESSIBLE
The facility must maintain cfinical records on each
resident in accordance with accepted professional Residents with potential to be affected:
standards and practices that are complete; All residents have the potential to be
accurately documented; readily accessible; and affocted,
systematically organized.
. . . Corrective Actigns;
The clinical record must contain sufiicient : .
information io identify the resident; a record of the The charts for Resident’s 44, 5, 9, 12, 13, &
resident's assessments; the pian of care and 14 were reviewed by the MDS aurse on
services provided; the results of any 10/19/2015. All recap orders were updated
preadmission sereening candiicted by the State; and now inciude the standing orders and
and progress notes. insulin sliding scales as well.
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This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, i
was determined the facility failed to maintain
¢linical records for each resident that were
complete and accurate. This was irue for 3 of 9
sampied residents {(#s 4, 5 & 9) and 3 random
residents (#s 12, 13, & 14) and created the
poteniial for medical decisions to be based on
incompiete or inaccurate information, which
increased the risk for complications due o
inappropriate care or interventions. Findings
included:;

1. Resident #9 was admitted to the facility on
8/30/13 and readmitted on 5/27/15 with muitiple
diagnoses including Lewy bodies dementia and
aspiration pneumonia.

a} Resident # 9's medical record was reviewed on
10/6/15 and in her record was also laboratory
resulis dated 4/17/15 for Resident #12 and
Restorative Monlthly Progress Notes dated from
11/1/13 through 4/14/15 for Resident #14.

On 1077/15 at 4:15 PM, the DON siated Resident
#9's medical record contained other residents’
records and he would immediately remove those
documents and have them filed in the appropriate
residenls’ records,

b} The resideni's Physlician's Orders
documented:

*5/27M5 - Thick-T with diagnosis of
dysphagia/Diet: Diabetes Mellitus, Regular,
Puread, Honoy Thick Liquids.

*6/9/15 - Spaech therapy evaluation/swallow
evaluation.

records department reviewed and updated
the tracking and storage of the long term
care current resident and
discharged/deceased files for completeness
by 11/3/2015.

The LN staff was also in-serviced on
10/20/2015 to complete timely and acourate
documentation and to write any notes in the
paper charts if they are unable to access the
EMR.

Measures to Prevent Recurzence:

The MDS nurse will update the Recap
orders weekly with each new order received
from copies sent by the LN staff. The MDS

nurse will also review for accuracy, resident

Recnp orders at the monthly IDT, Stand-up
and Pharmacy meetings.

The RN will conduct a complete audit of
two current resident charts a month for
complete and accurate filing of progress
nates, physician orders, consults, dictary
changes, laboratory reports, ete. in the
resident’s chart along with a thinning of
any overstuffed information. All older
resident chart information will be sent to
the medical records department for
siorage.,

The RN will also begin doing weekly charl
audits starting 11/2/2015 for mistiled
information, conduct chart thinning and
perform quality checks for chart and order
accuracy. The RN will review and place all
discharged or deceased resident charting in
separate file for cach resident. The fle will

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER; COMPLETED
A BULDING
C
135066 B. WING 10/09/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
POWER COUNTY NURSING HOME 510 RODSEVELT STREET {83211.1362}
AMERICAN FALLS, 1D 83211
{43 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 | Continued From page 23 F514 Additional assistance from the medical

FORM CMS-2567(02-593 Previous Versions Qbsolete

Evant ID: MAJZ T

Facility 1D: MDS004630

if continuation sheet Page 24 of 31




PRINTED: 10/22/2015
FORM APPROVED
OMB NO, 0838-0391

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

STATEMENT OF DEFICIENCIES () PROVIDERISUPPLIER/CLIA (%23 MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
c
135085 B. WING 10/0912015

NAME OF PROVIDER OR SUPPLIER

POWER COUNTY NURSING HOME

STREET ADDRESS, GITY, STATE, ZIP CODE
5§10 ROOSEVELT STREET {83211-1362}
AMERICAN FALLS, [D 83211

Resident #9's Speach Therapy/Swallowing
Evaluaiion documented:

*6/13/15 ~ Summary; No sympioms of dysphagia
evidenced. Recommendations for diet:
Mechanical soft, ground meats, and regular
fiquids.

Tha resident's October 2015 recapitulation
Physician's Orders documented:

*Diet: 1500kcal Diabetic dist, mechanical soft,
and regular lquids.

*Thick IT for dysphagia

On 10/8/15 at 10:35 AM, LN #7 stated Resident
#9's recapitulation Physician's orders should have
the "thick it for dysphagia” removed since the
resident’s fiquids had heen upgraded to a regular
consistency.

c) Resident #9's medical record documented the
resident had aspirated a mandarin orange on
4/17{15 while eating lunch and went into
respiratory distress. The day shift LN had
documented in the resident's progress notes on
4/17/116 at 12:30 PM, 1,24 PM, 2:23 PM, 2:36 PM,
4:03 PM, 4:34 PM and 5:15 PM about the
resident’s condition and interventions. The night
shift LN's assessments, which would bave
included the monitaring, interventions, and
physician's invalvement was not documented on
4/17/15, The resident was transported to the
2mergency room via ambulance in acute
respiratory distress at 11:00 PM on 4/17/15. The
LM documented the sequence of evenls on
4/231 5, & days afier the episode had occurred,
The resident’s oxygen saturation was
documented only twice on 4/17/15, with an
oxygen saturation of 756% at 4:03 PM and 90% on

o4y ID SUMMARY STATEMENT OF OEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICENCY}
F 514 | Gontinued From page 24 F 514 be sent to medical records and kept in a

designated space for storage.

The Health Information Manager and
staff will audit resident file information
received from the RN for completeness.
They will maintain a separate and
complete file for cach long term care
resident and store in a designated area in
medical records.

Monitoring/Assurance:
The DON will review the weekly chart audit
completed by the RN for coinpleteness and
jssues. This review will begin 11/2/2015 aid
will be done once a week [or six wecks, then
twice a month for two months, then monthly
thereafter. Any discrepancies will be
reviewed at the Quality Assurance
Cominittee meeting.
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4 liters of cxygen at 4:34 PM,

On 10/7/15 at 4:15 PM, the DON was interviewed
about the resident's lack of documentation for the

respiratory distress incident, The DON slated
there was a lack of nursing documentation on
4#17/15 and related this {o there being only one
LN on duly, the need to care for ali the other
residents in addition ta the care of Resident #9,
who was monitored, suciioned, assessed, and
finally transported to the hospital.

2. Resident #13's October 2015 recapitulation
Physician's Orders documented:

*Lantus 42 units every nighttime for diabetes
mellitus.-dated 5/26/15

“Fasting Blood Sugar before each meal and at
bedtime- Sliding Scale Insulin Humilin R.-dated
6/21/13

150-19% 1 unit

200-248 3 units

250-299 § units

300-350 7 units

350-399 10 units

400-450 12 units

The resident's record documented Physician’s
Crders and Gctober 2015 MAR as follows:
8/17/15 - Change Lantus to 45 units daily in the
evening. Change Sliding Scale Insulin to more
aggressive scales, {See form in chart)

Resident #13's Physician's Orders for Diabetes
Management docummented:

8/1/15 - Administer Lanuts 45 units
subcutaneocusly daily at 9:00 PM.

Administer Humilin R according to the Aggressive

Sliding Scale:
150-199 2 units

{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {8}
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200-249 4 units
250-299 7 units

300-349 10 units
250-399 12 units

On 10/8/15 at 10:35 AM, LN #7 siated Resident
#13's October 2015 recapitutation Physician's
Orders had been updated {o refiect the correct
Lantus insulin dose and the aggressive sfiding
scale for the Humilin R insulin and was being held
for the Physician’s signalure.

3. Resident #12's October 2015 recapitulation
Physician's Orders documented:

*Insulin (Novolog) Siiding Scale for diabetes -
dated 3/31/15. There was no documented siiding
scale on the recaps.

The resident's record documented Physician's
COrders as follows:

*3718/15 - Fingerstick glucose before meals and
at bedtime.

insulin Lispro with meais:

150-180 1 unit

180-210 2 units

210-240 3 units

240-270 4 units

270-300 5 units

300-330 6 units

330-360 7 units

360-390 3 units

350-420 9 units

420-450 10 units

{The blood glucose readings overlapped.)
*3/26/15 - Humalog not on patient's fermutary,
please find out what is on formutary and nofify
me.

*3/31/15 - Novolog with same sliding scale as

before. Discontinue Humalog Sliding Scale
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Resident #12's Oclober 2015 MAR documented:
“Navolag Solution 100 unit/mi Inject as per sliding
scale;

if 150 - 180 1 unit

181-210 2 units

211-240 3 units

241.270 4 units

271-300 5 units

301-330 6 units

331-360 7 units

351-390 8 units

391-420 9 units

421-450 10 units

On 10/8/15 at 10:35 AM, LN #7 stated Resident
#12's Novolog Sliding Scale needed (o be
documented on the current October 2015
recapitulation Physician’s Orders, The LN stated
the nurses administered the Navolog Insulin
according to the current and correct MAR sliding
scale documentation,

4. On 10/6/15 at 1:55 p.m., Resident #5's 7/16/15
recap of Physician Orders signed by the
chysician on 7/18/15 was found in Resident #4's
clinical record. LN #1, who was in the Nurses'
Statfon at the time, said the recap was in the
wiong chart. The LN remcved Resident #5's
recap from Resident #4's chart.

483.75{m}2) TRAIN ALL STAFF-EMERGENCY
PROCEDURES/CRILLS

The facility must train all ernployees in emergency
procedures whien they begin fo work in the facility;
periodically review the pracedures with existing

staff, and carry out unannounced staff drills using

F 514

F 518

F518 483.75(m)(2)
TRAIN ALL STAFF- EMERGENCY
PROCEDURES/DRILLS

Residents with potential to be affected;
All residents have the potential to be
affected,

H

04NOV13
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those procedures.

This REQUIREMENT is not metl as evidenced
by:

Based on staff interview and review of
emergency preparedness plans and in-service
recards, it was determined the facility failed to
ensure 2 of 3 staff {LN #3 and CNA #4) were
trained to respond In emeargency situations. The
failure placed most of the residents at risk if the
untrained staff were to respond inappropriately in
any emergency situation, Findings included;

On 1%/7/15, the facility's emergency
preparedness Emergency Guick Guides were
reviewed. The guides included evacuation
protocols, fire, missing resident, intruder(s),
severas woathaer, including earthquakes, flnods
and power outage.

ay On 10/7/15 at 4;30 p.m., LN #3, an agency
nurse, was interviewed about emergency
preparedness, The LN said this day was her fifth
12-hour shift working in the faciiity. Regarding a
fire emergency, the LN said she did nat know
"which way they do it here” or where the putl
alarms were. Regarding a power outage, the LN
said she understood the facilily had a generator
but "} don't know what it does, or how extensive it
is.” She did not know where the "red outlets”
were. (Red outlets are the only electrical ouflets in
the facility run by the generatar during a power
outage.) The LN did not know what to da after an
earthquake. Regarding flooding, the LN said she
had "never had training ahout that anywhere."
Regarding an intruder, the LN said she did nat
know if the facility had a security person or not.
The LN said she had been told where the

Corrective Actions:

Effective 10/27/2015, all ncw employee
hires will be required to review and
complete the online emergency rcsponse
in-service and testing module with the
Human Resonrces staff along with
review of the facility’s Emergency
Ouick Guide prior to working on the
foor with residents.

The facility’s arientation checklist for
agency nursing staff was also updated to
include inare iime for agency staif to
review the facility’s Emergency Quick
Guide and a walk-through of the facility
with regular staff to review emergency
exits, pull-alarms, fire extinguishers, and
emergency outlets in case of an
emergency ot disaster priot to working
on the floor with residents.

Measures to Prevent Recurrence:
Agency and new staff must complete the
required emnergency preparc iraining
prior to working the floor with residents
and must sign and acknowledge that
they have reviewed the materials and
had the opportunity to ask questions.

Monitoring/Assurance:

An RN will conduct a weekly
emergency prepare question audit to
randomly ask up to three staff on
various shifts to test their knowledge of
the facility emergency procedures.
These checks will begin 11/2/2015 and
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will be done once a week for two weeks,
then twice a month for fwo months, and
monthly for theee months,

Human Resources will also conduct

F 513 | Continued From page 29 F 518

emergency preparednass hinder was and {o read
it, "but | haven't golten fo it."

b) On 10/7/15 at 4:55 p.m., CNA #4, who had checks of new employee and agency
been empgoyed just over a monfh’ was staff orientation files once a mouth to
interviewed about emergency preparedness. The ensure completion of the training by
CNA said she had not received any iraining about new staff and report this to the
emergency preparedness bul she had "glanced” Administrator, This revicw will begin
through the emergency preparedness binder. The the week of 11/2/2015 and will be done
CNA sald she did not know the facility's policies monthly for six months. Any

and procedures regarding evacuations, fire,
missing resident, intruder, earthquake, fioods or
pawer outage. The CNA did not know the facility's
cade for a missing resident ar earthquake,
Regarding an infruder, the CNA sald she would
“stand my ground” and scream” for the nurse and
co-workers,

discrepancies will be discussed at the
monthly Quality Assurance Commifiee
meeting,

On 10/7/15 at 6:00 p.m., the Administrator was
asked to provide documentation of emergency
preparadnass training for LN #3 and CNA#.

On 10/8/15 at 3:10 p.m., the Human Resources
(HR) Diractor said CNA#3 had not started the
facility's computer training regarding emergency
preparedness. The HR Director said that LN #3
had signed paperwork regarding O.5.H.A,
{Occupational Safety and Health Adminisiration)
training. The HR Director was asked to provide
the documentation.

On 10/8/15 at 4:00 p.m., the HR Director provided
a document signed by LN #3 on 10/7/15
regarding "adherence to Q.5.H.A. Blood bame
Pathogens Exposure Contral Plan, and Universal
Precautions, District fire, disaster, hazardous
material, MDS pfan and safely plan, uses proper
body mechanics.” When reminded the LN said
she had not read the facilily's emergency
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is a disconnect.”
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16.03.02 INITIAL COMMENTS

The following deficiencies were cited during the
siate relicensure survey conducted at the facility
fram Qctober 5 {o Ociober 9, 2015,

The surveyors conducting the survey were:
Linda Hukill-Neil, RN, Team Coardinator
Linda Kelly, RN

Presie Billington, RN

Angeta Morgan, RN, BSN

02.120,85} Cold Water Drinking Fountain
Requirernents

I, Adrinking fountain connected to

cold running water and which is

accessible to both wheelchair and
nonwheelchair patisnts/residents shall

be located in each nursing or staif

unit,

This Rule is not met as evidenced by;

Based on observation, it was determined the
facility did not have a drinking fountain connected
to cold running water and accessible ta both
wheeichair and non-wheelchair residents located
in each nwrsing or staff unit, Findings includad:

Throughout the week of survey, it was abserved
that there was not a water fountain connecied to
cold running water in the facility,

On 10/9/15 at 4:00 p.m., the Administrator said he

would reapply for a waiver for the drinking
fountain,

T

caon

C412

C412 02.120,05,}

Please see attached request for waiver
for the requirement to have a water
fountain available for residents on the
ground floor of the nursing home,

B4NOVLS
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C.L. "BUTCH" OTTER - Govemor TAMARA PRISCCK—ADMINISTRATOR
RICHARD M. ARMSTRONG - Dieclor LICENSING & CERTIFICATION
DEBBY RANSCH, RN, RH.LT - Chief

BUREAU OF FAGILITY STANDARDS

- 3232 Exder Slreat

P.0. Box 83720

Boise, idako 83720-0000

PHONE: {208) 334-6625

FAX: {208) 364-1688

E-mail: fsb@dhw.idaho.gov

November 16, 2015

Dallas Clinger, Administrator
Power County Nursing Home
PO Box 420 . _
American Falls, ID 83211-0420

Provider #: 135066
Dear M_r Clinger:

On October 9, 2015, an unannounced on-site complaint survey was conducted at Power County
Nursing Homne. The complaint allegations, findings and conclusions are as follows:

Complaint #1D00007007

The complaint was investigated in conjunctioﬁ with the facility's on-site Recertification and State
Licensure survey conducted from October 5 to October 9, 2015.

The following observations were completed:

Breakfast and 2 lunch observations;

Observation of resident and staff interactions from October 5 through October 9, 2015;
Observation of staff providing residents’ daily care; and,

Medication pass and treatments were observed.

The following documents were reviewed: .

Medical records of the identified resident were.reviewed for Quality of Care concerns;
Medical records of five other residents were reviewed for Quality of Care concerns;
Resident Council minutes from May to October 2015;

Facility's Incident and Accident reports from May to October 2015; and,

Facility's Allegation of Abuse reports from May to October 2015.

The following interviews were completed:
Three residents and one family member were interviewed,
Seven residents in the Resident Group meeting were interviewed,;




Dallas Clinger, Administrator
November 16, 2015
Page 2 of 3

Director of Nursing Services, three nurses and five CNAs (Certified Nursing Aides) were
interviewed; and,
The Administrator was interviewed for Quality of Care Concems.

Allegation #1: The complainant stated an identified resident during lunch aspiraied on soine
food sometime in April. The identified resident sounded like she was choking on food and the
staff were not doing anything about it.

" The complainant stated the identified resident had low oxygen saturation, "rattley" breathe
sounds, and was slouched in a chair. The complainant stated the identified resident had a DNR
(Do Not Resuscitate) code status, but the complainant did not understand why an ambulance was
not called when the resident continued to have breathing difficulties. The complainant stated a
nurse did not want to call 911, implying the facility would disapprove.

The complainant stated the ambulance was called later that e{fenin'g and the identified resident
was transported to the hospital. The resident was admitted to the hospital with acute medical
COncerns, '

The identified resident's POA (Power of Attorney) wanted the resident readmitted to the facility
after the hospitalization, but did not fecl this would be an appropriate placement.

Findings #1: The identified resident had an aspiration incident during a lunchtime meal and was -
seen in the Emergency Room. The Emergency Roomn discharged the resident to the facility with
orders to be monitored and interventions in place. The resident continued to experience
respiratory distress signs and symptoms while nursing staff provided the ordered care, Later that
same day, the resident was transported to the hospital on the authorized representative’s wishes
and against the advice of the physician. The resident was hospitalized, but has since returned to
the facility.

Based on record review and staff interview, the allegation was substantiated and the facility was
cited at F385 and F514. Refer to Federal Report 2567 for additional information.

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

Allegation #2: The complainant reported an identified resident stated facility staff were mean to
her. ' :

Findings #2: Observation of staff and resident interactions from October 5 to October 9, 2015
did not reveal any inappropriate behaviors fron: staff members;

Resident Council meeting minutes did not document any concerns with staff;

Residents in the group interview did not voice any concerns involving staff members;

Three residents and a family member did not express any concerns about staff members;

There were no grievances filed from January to October 9, 2015; :
The facility's Incident and Accident reports did not document any inappropriate actions taken by
staff members; and,
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The facility's Allegatlon of’ Abuse reports did not document any staff-to-resident abuse or
neglect.

Based on observations, record review, and resident and family interviews, it was determined the
allegation could not be substantiated due to a lack of evidence.

Conclusion #2: Unsubstantiated. Lack of sufficient evidence.
Based on the findings of the investigation, deficiencies were cited and included on the Statement
of Deficiencies and Plan of Correction forms, No response is necessary to this findings letter as

it will be addressed in the provider's Plan of Correction.

If you have questions, comments or concerns regarding our investigation, please contact David
Scott, R.N. or Nina Sanderson, I..S.W., Supervisors, Long Term Care at (208) 334-6626, option

2. Thank you for the courtesy and cooperation you and your staff extended to us in the course of

our investigation.

Sincerely,

DAVID SCOTT, RN, Supervisor

NG

DS/pmt
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