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Dear Mr. Corriher:

. On December 4, 2015, a survey was conducted at Bridgeview Estates by the Idaho Department
of Health and Welfare, Division of Licensing and Certification, Burean 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 programs. This
survey found that your facility was not in substantial compliance with Medicare and/or Medicaid
program participation requirernents, This survey fonnd 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 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 applicable) in column (X5} Completion Date to signify when you
allege that each tag will be back in compliance. Waiver renewals may be requested on the Plan
of Correction.
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After each deficiency has been answered and 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 (PoC) for the deficiencies must be submitted by January 3, 2016.
Failure to submit an acceptable PoC by January 3, 2016, may result in the imposition of civil
monetary penalties by January 3, 2016.

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

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

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

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

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

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

If the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved. 1f 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 report, State Form (if applicable).

All references to federal regulatory requirements contained in this letter are found in 7itle 42,
Code of Federal Regulafions.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by January 11, 2016
(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay
the imposition of the enforcement actions recommended (or revised, as appropriate) on January
11,2016. A change in the seriousness of the deficiencies on January 11, 2016, may result in a
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change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achigved by
January 11, 2016 includes the following:

Denial of payment for new admissions effective March 4, 2016. [42 CFR §488.41 7(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 recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on June 4, 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 youn 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 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 ieans. In such a case, neither the CMS Regional Office nor the State Medicaid Agency
will impose the prev1ously recommended remedy, if approprlate

If, upon the subsequent revisit, your facility has not achleved substantial compliance, we will
recommend that the remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on December 4, 2015 and continue
until substantial compliance is achieved. Additionally, the CMS Regional Office or State
Medicaid Agency may impose a revised remedy(ies), based on chancres in the seriousness of the
non-compliance at the time of the revigit, if approprlate

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 oppottunity, 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:




Jeffrey Corriher, Administrator
December 21, 2015
Page 4

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateF ederal Programs/NursingFa
cilities/tabid/434/Default.aspx '

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

» BFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by January 3, 2016. If your request for informal dispute
resolution is received after January 3, 2016, 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., Superv1sors
Long Term Care at (208) 334-6626, option 2.

Since ely,

NS

David Scott, RN, Co- Supemsor
- Long Term Care

DJS/pt -
Enclosures
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F 000; INITIAL COMMENTS

The following deficiencies were cited during the
federal recertificatlon and complaint survey

! conducted at tha facility from November 30, 2015 '
to Dacember 4, 2015, ‘

* The surveyors conducting the survey were:
Amy Barkley, RN, BSN, Team Coordinator
Kendra Deines, RN, BSN

| Brad Perry, LSW

Linda Hutdll-Neil, RN

Linda Kelly, RN

Angela Morgan, RN, BGN

Prasie Billington, RN

Definltions Included:
ABX = Antlblotic
ADL = Actlvities of Dally Living
BID = Twice daily
BMFS = Behavior Monitor Flow Sheets
CAA = Care Area Assessment
i CDM = Certified Distary Manager
CHF = Congeslive Heart Faflure
CNA = Certified Nursing Asslstant
i COPD = Chranic Obatructiva Pulmonary Disease
COTA = Certified Occupational Therapy Assistant
¢fo = Complained Of
CVA = Cerebravascular Accident
DNS = Director of Nursing Services
F = Fahrenhelt
G-Tube = Gastrostomy Tube :
ICN = Infection Control Nurse _
V= Intravenous
LN = Licensed Nurse

ml = Milliliters

MBS = Monthly Behavior Summary

MDS = Minimum Data Set

Meds = Medications ‘ j

STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUPPLIERICLIA {X2) MULT{PLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
135113 B. WiNG 12/04/2015
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, 8TATE, ZIF CODE
1828 BRIDOEVIEW BOULEVARD
BRIDGEVIEW ESTATES
EVIE TWIN FALLS, ID 83301
x40 | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION oy
PREFIX : {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFiX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
] . _
F 000"

This Plan of Correction is submittad .a\l
reguired under Federal and State
regulations and statutes appilicable to
long-term care providers. The Plan o
Corraction doss not constitute an
admission of liabifity on part of the
facility, and such liability is specifically.
dsnied. The submission of this Pian of
Corraction does not constituts
agreement by the facility that the
strveyors findings andfor conclusions
constitute a deficiency, or that the scobe
and severity of the deflciencies cited are
correctly appliad. (

Qﬂgf;/, Ve [ Mresto ] =000

LABGRATORY DIRECTOR'S owovw&/ﬂww SIGNATURE {X6) DATE
o // . Lo cattioe 4 Dmntor )5/

Any doficlancy siatamant

Ing witfi a‘;;/aularlnk {*) denatas  dafliclancy which th instilulton may bo exctsed fram eatecling providing Il is dolarmined that

other safeguards provide dufialadt profaation to the patients. (Seo Inslructions.} Excapt for nuraing homes, (ha findings slated above are dlsclossbla 80 days

followlng tho delo of aurvay whether or not a plen of cortecifon (s provided, For nursing livmey, lhe above findings and plans of corraction aro disclounblo 14
days following the date theae documents are riade syallabte 1o the facliity. I deflclancion ars oiled, an appraved plan of coraction s roqulede Lo contlinied

program participation.

Event ID; 226211 Faullly 1D: MDS001080 If continuation shest Page $ of 50
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(%1} PROVIDER/SUPPLIERICLIA
[DENTIFICATION NUMBER:

135113

{%2) MULTIPLE CONSTRUCTION
A, BUILDING

8, WING

{X3) DATE SURVEY
COMPLETED

12104/2015

NAME OF PROVIDER OR BUPPLIER
BRIDGEVIEW ESTATES

STREET ADDRESS, CITY, STATE, ZIP CODE
1820 BRIDGEVIEW BOULEVARD
TWIN FALLS, ID a33m

(¥4} 1D
PREFIX
TAG

J SUMMARY 8TATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INPORMATION)

D
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION
{EACH CORREGTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{x8)
GOMPLETION
DATE

F Qo0

F 153
§5=B

Continued From page 1

I NN = Nureing Progress Notes !
| NS = Normal Saline ]
! OT = Occupational Tharapist
OTA = Open lo Air
PEG = Percutaneous Endoscopic Gastrostomy
PN = Progress Notes
- POA = Power of Atorney '
PRN = As Neaded
PT = Physlcal Therapist
PTA = Physical Therapy Assistant
PUSR = Pressure Ulcer Status Record
QAA = Quality Assessment & Assurance
RNA = Restorative Nursing Asslstant
RNC = Regional Nurse Consultant
RNP = Restorative Nursing Program
ROM = Range of Motien
RSD = Resident Ssrvice Designee
SDTI = Suspected Daep Tissue Injury
SVN = Smail Volume Nebutlzer
UM = Unit Manager
483.10(b){2) RIGHT TO ACCESS/PURCHASE
COPIES OF RECORDS

The rasident or his or her Jegal representative has
tha right upon an oral or written request, to
access all records pertaining to himsaif or herseif
inciuding current clinloal records within 24 hours
{excluding weakends and holidays); and after
receipt of his or her records for inspection, to
purchase al a cost not to exceed the community
standard photocoples of the records or any
poritons of them upon requast and 2 working
days advance notice to the fachity.

This REQUIREMENT s not met as evidencsd
by:
Basad on facility policy review and staff interview,

F 000

F 153

F153
SPECIFIC RESIDENT
None

COTHER RESIDENTS

A Review of Current Residents
requesting copies of medical record was
completed to identify any other residerjts
and ensure the cost of coplas are
reflective of community standard copy
rates,

f

SYSTEMIC CHANGES

Specific Facllity policy written with
change of medical records cost of $0.15
per page to reflect cost of local

' resources.

FORM CMS-2867{02-00} Previous Varsions Obsolete

Event [D:22G211

Faalfity ID: MDSC1080 # coniinuation eheet Paga 2 of 50
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(X4 ID BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (e}
pRJF;x [ {EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE GOMPLETION
TAGQ REQULATORY OR LSC (DENTIFYING INFORMATION} TAG | CROS8-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
F 163 ; Continued From page 2 F 153
bag MONITOR

F 178
§S8=i

!

it was determinad the facility falled to keep the
cost of medical racords at the community
standard for photocoples. This failed practice
could affect any resident or responeible party who
requested medical recard copies. Findings
included:

The facllity's Heaith informatlon Management
Policy and Procedure Manuai dated 9/27/13,
documented, “[Corporate Name)'s policy la for the
facliity to charge the rate of $1 per page for the
first 26 pages and $0.25 per page thereatter for
copying the medical record.” i

On 12/2/15 at 4:40 pm, a local public library staff
member at the circulation desk sald black and
white coples cost 15-cents per page.

On 12/3/15 at 3:30 pm, the Health information
Management Director said she would cherge the
rate which was in the facliilty policy.

483.10(n) RESIDENT SELF-ADMINISTER
DRUGS IF DEEMED SAFE

An Individual resident may self-administer drugs if
the interdisciplinary teem, as defined by
§483.20(d)(2)(li}, has determined that this
practice Is safe.

This REQUIREMENT is not met as avidenced
by
Basad on observation, and resident and staff
Interview, [t was determined the facility fafled to
ensure resldents who wished to self-administer
medications were safa to do so. This was true for
two random residents {#s 26 and 28). This fallure
created the potential for medication ecrors if the

F178

—

Madical Records will ensure facllity cok
reflects the cost of local resources by
verifying the cost of coples at focal
resources such as the Public Library
monthly for 3 months and bl-annually
thereafter.

Madical Records will bring to the Qual
Assurance Committes any requasts foy
medical racords monthly, including the
cost charged any residents during that
month,

COMPLIANCE DATE: 1/11116

F176
SPECIFIC RESIDENT:

Resident #25 Self Medication
assessment was complete and reside
not able to keep medications at bedsi
80 medications removed from room,

,SD"“

Resldent #26 Medications were
remoaved from room

OTHER RESIDENTS:

FORM CMS-2587(02-80) Previous Vemslons Obsolate

Evant {0: 22G211

Facjilty |D: MDSTQ10B0

H conilnuation sheet Page 3 of 50
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NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZiP CODE '
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(41D SUMMARY STATEMENT OF DEFICIENCIES l in PROVIDER'S PLAN GF CORRECTION {8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHGULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} I TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i i DEFICIENCY)
- ‘ | .
F 178 | Continued From page 3 F178. .
residents were not competent to eelf administer I Current and newly admitted Residents
their medicatlons. J in facllity who want to have medicatlons
! at bedside will be assessed and
On 11/30/15, during the initial tour of the facility, ! educated regarding medications at
the foliowing were observed: bedside. Medication self-assessment
! will e compieted, and lock box provided
*A tube of Pain Burst-R-if cream and elght if applicable
lozenges were found on the overbed table of
Random Resldent #25. The rasident said she SYSTEMIC CHANGES:
applied the cream to her legs for pain and took
the lozenges for a sorethroat, In-gerviced L
*A bottle of Tums was obaewefl on the overbad Depadr::ent IL?:;: da;lg ré:;'\.s that
’
table of Random Resident #26's room. medications cannot be at bedside
. less there is a self-medication
On 12/04/15 at 9:20 am LN #1 was shown un
Random Resident #s 25 and 26 medications in assessment completed and resident is
thelr respactive rooms. LN #1 sald Random competent to keep meds at bedside and
Resident #& 25 and 28 were not assessed to self lock box is in piace for the medications.
administer madications safely.
F 246 | 483,16(e)(1) REASONABLE ACCOMMODATION F248) MONITOR:
Ss=p | OF NEEDS/PREFERENCES
) Dapartment Heads to complete audits
Aresident has the right to reside and recelve on 10% of residents weekly x8 and
services in the facllity with reasonable monthly x3 to ensure medications are
accommodations of Individual needs and not at bedside. These audits will be
prefarences, except when the health or safety of reviewed monthly in the QAP!

the Individual or other resikdents would be
endangered.

This REQUIREMENT 15 not met as evidenced

by:

Based on staff and resldent interview, It was
delermined the facllity falled to ensure a rasident
was allowed to use & badside commode instead
of a bed pan as she requested. This affected 1 of .
7 (#7) residents sampled for tofleting needs. This

committee to ensure system is effective
and compliance is sustained. ;
COMPLIANCE DATE: 1/11/18 |

|
F-248 |
SPECIFIC RESIDENT:

Resldent #7 will have her tolleting
preferences met,

FORM CM8.2567(02-68) Pravious Varsiona Qbaoiots

Evani (D: 22QZ11

Faclity ID: MDS001080

if continuallon sheat Paga 4 of 50
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o410 SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION W
PREFIX (EAGH DEPICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
‘ DEFICIENGY)
F 248, Continued From page 4 F 246

i had the potential to cause more than minimal
psychosocial harm when the resldent stated she |
| did not want fo “poop in bed." z

| Resident #7 was admitted to the facllity with
. multiple diagnosaes, including Parkinson's
dieease, Rheumatoid arthritis, and constipation.

The most racant AOL care plan documented the
residant required extensive assistance of two
staff for transfers using a Hoyer lift for tolleting.

On 11/30/15 the resident stated she was "upset
and disgusted” with nursing slaff telling her sha
couwld no longer uae the toflet and had to uze a
bed pan, When asked why she could not use the
tollet, she stated, "Bacause they use a machina
[Hoyer lift] to move ma around and it wan't fit in
the bathroom. If they wouidn't come at me so fast
and scare me, I'm aure | could stand." She stated
she told nureing staff it was dilficult for her to use
- the bed pan and she did not want to defecate In
bed. The resldent stated, "Since when do you
have to poop lying down? My mom always told
me, 'You don't poop In the bed.' f don't fike itand .
they know ebout it." f

On 12/3/16, CNA#4 stated somea shower slings
had an apening in the bottom and could be used
when toileting a realdent on a bedslde commode.
When asked if Residant #7 said shs did not want
to use the bed pan, CNA #4 stated, "The resldent
hae told me and saveral other CNAs she does nof
like to uss the bed pan because itis
uncomfortable and she does not want to poop in
bed." When askad how she and othar CNAs
respondad to tha resident's request, CNA #4
stated, "Woe tell her she can't use thetollst

f because she is a Hoyer lift," or "We don't provide

Therapy screen completed for Residept

#7 for mobility to Bed Side Commade.i

OTHER RESIDENTS:

Other residents that are in the facility
who use a mechanical {ift for transfers;
will be toileted per thelr preferance

SYSTEMIC CHANGES:

Training provided to Nursing staff
regarding the use of Bed Side
Commode when dcing hoyer transfers,

MONITOR:

Nurse Managers will interview §
residents weekly who are hoyer lift to
ansure their toileting needs are baing
mainteined per thelr preference weeki f’
%8 and monthly x3.

i These interviews will be reviewed
monthiy in the QAP committes to
ensure system is effective and
compliance Is sustained,

COMPLIANCE DATE: 1111/16

|

FORM CMS-2667(02-0Y) Previous Verslons Dbsclete

Event 1D: 226211

Faollity iD: MDE0D$080 If conflnuation shesat Page & of 80
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NAME OF PROVIDER OR SUPPLIER
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QUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUBT BE PRECERED BY FULL
REQULATORY OR LSC IDENTIFY(NG INFORMATION)

{Xd) 1D
PREFIX
TAG
i

o PROVIDER'S PLAN OF CORRECTION 16}
PREFIX | (EACH CORREG TIVE ACTION SHOULD BE COMALETION
TAQ I CROBS-REFERENCED TO THE APPROPRIATE DATS
DEFICIENCY)

F 246 Continued From page §
' an explanation and just put her on the bad pan.”

©n 12/3/16, CNA #5 stated CNAs tell the resident
“it Is not possible for her to uss the toilet because |
she [a a Hoyer {ift,"

On 12/3/15, the DNS and RNC stated the facliity
would accommodate the resident'a preference by
the using & Hoyer eling with an cpening in the
bottom and a bedsida commode.

483,15(f)(1) ACTIVITIES MEET
INTERESTS/NEEDS OF EACH RES

F 248
SS=E

The fagliity must provide for an ongoing pregram
of activities designed to meet, In accordance with
the comprehenslve assesament, the interests and
the physical, mentai, and psychosocial well-being
of each resident.

This REQUIREMENT Is not met as evidenced
by: :
Basad on record review, resident interview,
resident group Interview, and staff Intervisw, (t
was detarmined the faoility falled to provide an
activifles program conslstent with residents’
i Interests and needs. This was true for three of 25
- residants sampled for activities (#s 3, 7, and 10),
8 of 13 residents in group interview, and any
other resident utllizing the aotivily program in the
facility. The daticlent practice had the potential to
deorease residents’ leval of physical, mental, and
psychosoclal well-being. Findings Included:

1. Resident #3 was admitted to the facliity on
10/9/15 with muitiple diagnoses, including
Parkinson's disease and dementia.

F 246

F 248

F248

SPECIFIC RESIDENT

Residents #3, 7 and 10 will have
activities assessment reviewed and will
ensure activities important to the
resident are on the care plan.

OTHER RESIDENTS

All resident's activity care plans will
reflect important activity choices on
activity evaluation and will be updated
per MDS schedule

. SYSTEMIC CHANGES

. identification of root cause analysis
indicates that there was transition of
Activities Director wherein training and
education to ensure the resident activity
choices from the evaluations are placed
on the care plans was not effective.

FORM CM8-2667{02-89) Previnus Versians Obeolete Evert ID: 22GZ11

Fasiilty ID: MDSD01080 i continuation ehéet Paga 6 of 50
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; | DEFICIENCY)
]
F 248 Continued From page 6 ¢ F 248!

 On 12/1/15 at 9:30 am, the resident siated he
enjoyed llstening to music tapes, audicbaoks, and
singing for the bther residents.

The resident's Activity Evaluation, complatad
10712115, dooumented the resident needed
encouragement with activilios and was interested
In animals, bingo, cards, current events, exerclse,
famlly visits, group dlscussion; movles, musie,
reading, religloua services, soclal events, sporis,
and television, It documented the residant's
prefarencs to participate in activities three times
per week, moming or afternoon, and In his own
room or activity room.

The Activities of Daily Living cars plan, initiated
10/9/18, documentad ail staff were to Invite,
encourage, ramind, and escort Resident #3 to
actlivities consistent with the realdent's interests.
{nformaticn documented on the Activity
Eveluation was not reflected In the care plan.

On 12/2/15 at 12:15 pm, the Activity Director
stated there was no further information in the
resldent's care plan regarding ectivities.

2. Resident #7 was admitted to the facllity with
muitipfe diagneses, inciuding depression.

The Activities Evaluation form, dated 7/28/15,
documentad the following acthvities were
important to the resldent: arts and crafts; golng to
the beauty shop; cooking/baking; current
events/naws; familyffriend visits; garderiing;
mueio; reading; religlous services; and television.
The evaluation documanted the resident was
interestad In life/activities, was cooperative,

needad encouragement/was willing to try. The
evaluation did not include what encouragement

!

Activities Director trained on ensuring
the residents activity choices from the

' evaluations are placed on the care

plans, Competency of the Activities
Director will be evaiuated by Director of
Nursing or Regional Director of Clinical
Services monthly for 80 days after this
training. Any New hired activities
Director will have training provided upon
hire and competency on ensuring
choices from the evaluation are placed
on the completed 90 days after hire.

In-serviced Activity Staff to ensure
important activity choices on evaluation
reflect on residents care plans.

In-service staff to ensure they are
offering to take residents to activities

An open poli has been given to
residents for the purposes of compiling
a list of potential activities on weekends.

A revised calendar including a variety of
activities from the list given by residents
willt be provided to residents,

Monthly in resident councit Activities will
review with the residents the activities

' and solicit input as needed for upcoming
. activities calendars.
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the facllity would provide and/or what activitles the
rasident was wiliing to try.

The most recent activity care plan, dated 7/1/14,
dooumented the resldent preferred to spend tima
in her room. Staff were to provide the reeident
with a current activity calendar to esrve as a
reminder of current activitles; offer a daily activity
memo each morning; assist the resldent ta group
activities, including muslo evants, newspaper
readings, and gardening events; and respect her
wishes “lo be [eft alone on occasion." The
reslident’s care plan was ot updated In
cohjunction with the activity evaluation on
7/28/16, and did not refiect the resident's current
activity preferences.

On 11/30/15, the resldent stated she spent most
of the day in her recliner watching television in

! her room, She stated she would fike to participate .

In activities, but has a difficult {/me hoiding the
chips for Bingo In her hands due to her limited
dexterlty and grip strength. She aiso stated staff
used a mechanical (It to iransfar her Into a
wheelchalr, which was “more trouble than it's
worth."

On 12/2/15, when asked why the current activity
care plan did not include updsated changes in
residents’ areas of interest from the Actlvities
Evaiuation, the Activity Director siated nurses
look at the Evaluation for.that infarmation,

3. Resident #10 was admitted to the facility on
8/22/15, and readmitted on 10/26/15, with
multiple diagnosas, including urinary tract
infaction.

The resident's 10/1/15 Activity Evaluation

BRIDGEVIEW ESTATE!
ba S _TWIN FALLS, ID 83301
pAD | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION {6,
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SKOULD BE  conpiérion
TAG REGULATCRY QR LSC [DENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
! DEFICIENGY)
F 248 | Continued From page 7

F 2481 MONITOR |

Administrator to Interview 10% of
residents weekly to see if activity
preferences are being met x8 and then
monthly x3

Administrator to audit activity care plans
per MDS schedule to ensure accuracy
weekly x8 and monthly x3

These audits will be reviewed monthly in

the QAP] committee to ensure system is
effective and compliance is sustained.

COMPLIANCE DATE: 1/11118

i
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documented the following activities were
"someawhat Important” to tha resident; Community
outings, current events/inews, movies, music,
religlous services, sing-along, soclal parties,

gports, and television.

Resident #10's 9/22/15 Activities of Dally Living
: care plan documented all staff were (o Invite,
encourage, remind and escort to ectivity
programs conaistant with resident's interest." The
resident's 10/14/16 Mood care ptan documented
all staff were fo "encourage [Resident #10's]
interest in diversional actlvitles and Interaction
with peers and staff." Thera was no
documentation of the resldent’s Activities
evaluation found on the care plan.

On 12/316, the resident eald she enjoyad

watching television Inside her room. When asked

if #ha participated in any graup activities, the

reaifienl sajd, "Socmetimes ... If they would take
me.*

4. On 121115 at 11:15 am, B of 13 residente In &
! group Interview stated there was a lack of

offered on Sundays besldes church services,
' They also stated thay wauid llke more trivia for
men, such as Wheal of Fortune, Jeopardy, horse
tacing, hangman, and more activitles geared
toward men's interests.

there was no activily staff present on Safurday
evenings or Sundays. He staled residents playad
cards on Sundays. He was unaware of the other

F 309 | 483.25 PROVIDE CARE/SERVICES FOR

On 12/3/15 at 2:00 pm, the Actlvity Direotor stated

aclivities on Saturdays after 2,00 pm, and nothing -

activities In which residents wished to pariicipate, .

F 248

F3091
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Each resldent must recelive and the facliity must
provide tHe necessary care and services to attain
or maintaln the highest practicable physical,
mental, and psychosacla} well-belng, in
eccordance with the comprehensive assessment
and plan of care.

This REQUIREMENT s not met as evidenced
by:
Based on obeervation, record review, and staff
Intarview, it wes delermined the facility failed to
perform dressing changes as crdered for 5 of 8
resldents (#2, #4 and #15) reviewed for wound
care, The facliity also falled to ensure

coordinatlen and communioation of care for a
resident recelving hosploca care was provided as
care planned for 3 of 4 residents (#2, #5, and #8) !
reviewad for hospice care. These deficient -
practicea created the potential for deterioration

. and Infections of the resldents' wounds, and
missed andfor Inadequate care by the facllity and
hosplce providar. Findings included:

| 1, Resident #15 was admitted to the facllity en

| 3/BM6 for care and therapy following surgical
repair of a fractured and disicoated right ankfe.
The resldent laft the facility against medical
advice on 3/14/15.

Review the resident's closed medical record
revealed the orders from the referring hospital,
dated 3/7/16, Included a walking boot to the right
jower extremity “at all times" and staple removal
| by the physiclan in two weeks. The orders did nof
linciude surglcat wound care or dressing changes.
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Resldent #16 Discharged
Resident #4 Discharged :
Resident #2 will have dressing changéd
and documentation completed as
ordered by MD, Hoepice documentation
requested for CNA visits/cares for
Resldent #2. .
Resident #6 is not on hospice. MD order
clarified to reflect may have meds PO or
per peg.

Resident #5 hospice order obtalned,
coordinated plan of care and visit notes
obtained.

OTHER RESIDENTS:
Residents who are on hospice will hav
MD orders oblained, coordinated pian of
care and visit notes current.

[+

Residents who have wound care ordefs
will have dressings changed and
documented per MD order \

Residents who are on tube feedings '
with have route of medication clarified if
nesded

SYSTEMIC CHANGES:

In-serviced Nursing staff to ensure that
wolnd care is completed and
documented per MD order, |f residents
are on haspice to snsure we
communicate to the RCM, HIM and S8
s0 appropriate documentation can be
provided. Alse in-servicad nursing staff

to ensure that medications are given by
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completed twice on 3/8/15 and 3/9/16,

Contlrued From page 10 |

On 3/8/15, 90 minutes after the resident's
admission to the facllify, the orthopedic surgeon
gave an order for twice dally and PRN wound
cara and dressing changes to the right ankle.

On 3/10/18, the orthopedic aurgecn changed the
dressing changes o daily and on 3/11/15, during
an office vislt, the orthopadic surgeon changed
the order to a "dry dressing” dally.

The resldant's Progress Notes and TAR for
March 2015 documented the second dressing
change was not compisted on 3/8/15 and 3/6/16
an ordered. There was no evidence in the
medical record that the resident refused or was
not availabls for the drassing changes.

On 12/3/15 at 3:40 pm, UM #1, reviewed the
resident's clinical record and sald the
physiclan-crderad dressing changes were not

2. Resident #4 was admitted to tha facility on
11/11/15 with diagneoses of diverticulitis and
perforated ilsus.
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Tha November 2015 TAR documented staff was

- to "change colostomy pouch/iwafer evety 8-7

daya/PRN." It was marked with a tiangle on
11/18/15 and there was no dooumnentation after

-11118/15 for the colostomy pouch/wafer change.

On 12/3/16 at 3:38 pm, LN #1 said the trlangle
marked on 11/18/15 was a dressing change, but
the nurae on duty did net Initlal it. When asked
about the missad colostomy pouch/waler change
from 11/19/156 to 11/3015, LN #1 =ald, "They

the correct route per MD order for
residents with PEG tubes.

Met with Hosplce services fo ‘
approprlate documentation s racelved

MONITOR:

Nurse Managers to review TARS to
ensure wound care is provided and
documented per MD order weekly x8
and monthly x3. Also review residents
on tube feedings to ensure proper route
of medication is followed weekiy x8 an
monthly x3

HIM to request documeniation from
hospice weekly x8 and monthly x3

Audits to be brought through Quality

Assurance monthly and frends identifled
and education provided

COMPLIANCE DATE: 1/11/18
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ghouid be changing the colostomy pouchAwafer !
as per order but where they documented it, | don* ;
know".

i

. 3, Resident # 2 was admitted to the facility on
10/1/16 with multiple diagnoses, including
dementia with behavioral disturbances and
emphysema.

The resldent's 10/5/16 Physlcian's Telephone

Order documented an order for staff to change

the dressing on the Rlight] heel and to apply Abx
- ointmeant and Mepiiex every 3-5 days/PRN.

The resident's Qctober and Novembar 2015 TAR
documented the dressing was changed on 10/5,
10/10, 10/17, 10723 and 10/28. The resident
refused the dressing change on 10/16/16, which
was documentad &g having been complsted on
10/17/15. The resident's wound dressing was not ;
changed for € days after the 10/17/16 dressing . |
and there was no dreasing change parformed for
eight days, from 10/28/15 to 11/6/16. A 10/30/15
nursing note documented “skin lifted off and a
smalt area remalns, area measures 0.3 x 0.5".
There was no documentation of resident refusal
or why the dressing was not dens on those days.
The November TAR documented Resldent #2's
wound as Opsn to Alr from 11/6/15 to 11/30/15.
There was no physiclan's order to keep the
resident's wound open-to-alr.

On 12/3/15 during an observatlon of wound care,
LN #16 removed the resident's socks and the old
dressing came off with the sock. LN #16 applied

a naw dressing after she cleaned the wound.

*Resident #2 was admitted to the facliity on
1011115 with multiple diagnoses, Including
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{ dementia with behavioral disturbances. Hospice
servicas were Initiated on 10/2/18. i

Resident #2's 10/8/16 quarterly MDS assezsment
! coded the resident received hospice care |
i Bervices.

E The hosplea 10/2/156 Admission-initial &
Comprahensive Assegament documenited the |
rasident “shova[d] t6o much faod into hls maouth,”
and required extensive assistance to eat,

The hospice's 10/27/16 Facused and
Compreheansive Assssament dooumentad the
hoaploe alde was to provide unspecified cares for
{he resident twice dally.

On 12/216 at 12:50 pm, a hospica CNA said he
documented his visit alectronically an his cell
phone, which was then transmifted to the hosplce
- gystem. He also eald that there was no

paperwork from the facility for him to document |
. his vislts. )

On 12/3/15 at 9:10 am, RN #6 was asked how !

hosploe CNA visite were documented and

communicated to the facliity. She looked at the

resident's record, found the hosplee CNAS'

Qctober progress notes from 10/16 to 10/30, and
; confirmed there was no dacumentation from the
. hospice provider in the facllity record,

| 4, Resldent#5 was admitted to the facility on

i 2/6/16, and readmitted on 10/16/15, with

- diagnoses of hemiplegia following a stroke,
dysphagla, and a PEG tubs In place.

The resident's recapltulated November and .
December 2015 Physician's Orders and MARs | '
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documented 12 medications that were to be
administared via PEG tube and 12 medications '
that were to be administered orally.

On 121116, LN #8 was cbserved crushing and
aedministering via PEG tube several medications
to Resident #8, Including Methacarbamol, which
was physiclan-ordered for oral administratlon and
documentad as an oral madication on the
resident's MAR. LN #8 siafed the resident had
dysphagia and was to take ail medications via
PEG fube.

On 12/21156, LN #7 stated Resident #6 had [ust
been administered three madlcations orally. The
three medications were Zanaflex, Reglan, and
Mathocarbamol. The LN stated the resident could
be administered all oral medicatlons elther by
mouth or via PEG tube, except for one
medloation, which oould nat be crushed.

On 12/8/15, LN #11 atated the resident could
recalve all oral medications either orally or via
peg tube. LN #11 stated the resident's physiclan
orders and MAR should reflact the appropriate
routes for each medication.

6. Raesident #5 was readmitted to the facliity on
6/5M5 with muitiple dlagnasaes, Including
- Alzheimer's Disease.

The facllity's Hosplce Servicas Agreement, dated

8/26/13, documented;

*Initiel Plan of Care ... Hoaplce shall furnish

faclilty with a copy of the Hospice Plan of Care

within twenty-four (24) hours of lis completion..." |

*"Coordination ... The Hosplce Plan of Care must |
" [dantify the care and services that are needed |
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and epecify which provider Is responsible for
performing the respective functions contained
thereln,”

*Bhysiclan Orders, All physiclan arders
communicated to Facllity on behalf of Hospice..."

‘ The resident's recard included an 11/3/16 signed
consent form for the resident's represantative,
and hosplce and facllity representatives. Tha
chart did not contain a physioian’s order for
hospice services, a hoapice coordinated pian of
care or hosplce visit notes.

The resident's 11/5/15 nurse progress notes
documented, “Hospice admissions and request
for hospice forms placed in chert ... Nursing will
cantinue to monitor.”

On 12/2115, at 11:25 am, the Heallth Informatlon
Management Director provided hosplce progress
notes, which she recquested from the hospice

agency bacause, she sald, they were not found in .
the chart.

On 12/2/15 at 12:06 am, CNA#18, with RCM #11
present, said the resldent wes on hosplce and
hospice provided all the resident's care when
their staff were In the bullding. RCM #11 sald
hosplce staff checked in with the floor nurse when
they arrived to find out what services were
needed for the resident, When asked where the
plan of care for the resident was which directed
facllity and hoaplce staff on who was responsibie

for specific areas of the resident's care, RCM #11
sald, " don't see a hospice care plan."

On 12/3116 at 9:15 am, When asked to produce a -
physician order for hospice, RCM #11 sald she
could net find such an order In the resident's

t
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record. At 11:30 am, RCM #11 provided the F314
order, which she said had just arrived from the
physician's office that day. The order was dated
11/3/185. SPECIFIC RESIDENT
F 314 | 483.26(c) TREATMENT/SVCS TO F 314 Resident #1 wound is improving and
85=G | PREVENT/HEAL PRESSURE SORES preventative Interventions are in place

Based on the comprehensive assessment of a
resident, the faciiity muet ansure that a resident
who entars the faciiity without presaure sores
does not develop preseure sores unless the
Individual's clinlcal conditicn demonstrates thet
they were unavoldable; end a resldant having
pressure sored receives necessary treatment and
services to promote healing, prevent infeation and
prevent new eores from developing.

This REQUIREMENT is not met as evidenced
“by:
Based cn obsarvation, staff interview, and record
[ review, it was determined the facllity falled to

; prevent the deveopment of a pressure ulcer for 1
i of 24 sempled residents (Resident#1). This
failure rasulted In harm when a reaident
developed an unstageable pressure Ulcer to his
fght hes!. Findings included:

Resident #1 was admitted to the fadliity on
3/1712, and reedmitted on 7/18/15, with multiple
diagnoses, Including Diabetes Mellitus and
attercare for rapair of a left hip fracture.

On 7/16/18, a Foot Rlek Assessment form, which
Instructed the assassor to examine both feet .
without shoes, documented both of Resident #1's
heels wera soft, without dlaceloration, and no
gores present. Blanchable redness was noted to

i

OTHER RESIDENTS

Residents recently admitted or
readmitted wiil have a second skin
check compieted 24 hrs after admission
and appropriate skin preventative
interventions will be placed based on
skin assessment

-SYSTEMIC CHANGES

The root cause was identified as failure
to follow the poficy in place for
Preventing Pressure Ulcers.

In-servicing on Preventing Pressure
‘Ulcers was provided to the wound
nurse, RCM's, Admission nurse,
Licensed nurses and CNAS. Accuracy
of skin assessment upon admission and
Placing appropriate individualized
interventions and care planning these
interventions was also inserviced. Staff
were inserviced to communicate new
wounds or suspected skin issues on the
24 hour report.
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F 314 Continued From page 16
the right great tos. The form documented the
resident's heels ware floated. The back of the
- form deplcted a front and hack body diagram with
' a notatlon of 1-plus edems to the right lower
« extremity.

Resldent #1's Risk for Pressure Uicers care plan,
Initalted 3/4/13, documented interventlons of
avolding prolonged perlods of ekin-to-akin
oontact, ancouraging the resident to use the
trapaze over his had to assist with repositioning,
and encouraging the resident to fioat heels while

a preasure reduction mattress. A new pressure
uicer care:plan Intervention, added on 7/18/16,
was a wamning the resident could brilse
spontenecusly from aspirin use. Thers was no
dooumentation on the care pfan regarding post
surgery and readmission floating of the resident's
- heels or that the trapeza had heen re-avaluated

. as an appropriate means of repoaitloning without
causing the resident to experlence additionai
friction, shear, or pressure to his heels.

On 7/18/15 at 12:28 pm, & NN documented the
resldent used a wheelchair for mobliity and his
skin was warm and dry, with blanchable redneas
noted {o the right great toe. At 1:29 pm, a NN
documented the resident had been in bed all day
and his heals heels were "soft" with 1-plus edema
to the right leg.

On 7/20/14 at 12:39 am, a NN documented the

: resident required 2-3 parson maximum

. assistance for transfers, used a wheelchalr for
mobility, and had been up to take his evening
meal in the dining room. He had trace edema
noted in his right lag, and had worked with )
therapy that day. At 2:28 am, his skin was noled

In hed, The oare plan also documented the use of !

i

Admission assessments will be

F 314 completed by nurse manager or
admission nurse who have a specific
checklist to ensure treatments,
notifications, interventions and follow up
is completed. This check off list will be
reviewed with the cart nurse to ensure
the floor staff is aware of any skin issues
and interventions placed. Both nurses
will sign and date the form after going
over it. This checkiist will be given to
the DON and wound nurse,

In addition, to further assist the nursing
staff with following Pressure Ulcer
Prevention a Prevention checklist of
standard interventions and who to notify
was placed in the treatment book to be
used a skin issue is discovered during
their shift,

MONITOR

Nurse Managers o audit admit skin

assessment and 24 hour skin .
assessments for completion as well as

content. Nurse Managers to audit new
admission charts to ensure skin
interventions are care planned. Nurse
managers to audit rooms to ensure
ordered interventions are in place. This
admission audit will be ongoing to
ensure continued compliance with
pressure ulcer prevention.
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F 314" Continued Fiom page 17 F 314; If a wound is present, Nurse Managers

to be pink, warm, and dry. At 2:20 pm, his y
axtremitles ware noted as dry and warm.to the l
touch.

On 7/20/16 at 11:04 pm, a NN documnented the ’
resident had apent most of the day in bed.

On 7/21115 at 3:43 em, a NN documented the

; residant was noted with skin that was plhk, warm,
dry, and with no edema. At 2:63 pm, comprassion

stockings were applied lo the resident's lower

extremitles. He had worked with therapy.

On 7/21/15, a physiclan's progress note
documented the resident had no sores, rashes,
or lesions.

On 7/22/15 at 12:34 am, a NN documentd the
| resident requirad 2-person extensive assistance
with bed mobliity and transfers. Hie skin was

noted as pink, warm, and dry. At 2:38 pm, the
resident was noted to have 1-plus edema to his
Jowar extremities, with compresslon stookings in
place: The resident was documented as uging a
wheelchair for mobifly, but required someone ta
propel him {0 his destination.

On 7122115 at 11:28 pm, a NN dacumented the
resident’s skin was warm to the touch and, "While
staff was helping resident to bed staff noticed a
blister-like area to right heel." The resident was
noted with 2-plus edema to the right lower
extramity.

t A 7/22/156 PUSR, untimed, documented Resident
#1 had an unstageable pressure ulcer to his right
heel, B cm long X 12 cm wide. The form
documented the area was first observed on
712216 and was present “on admit” with no

will audit to ensure appropriate
individuallzed preventative interventions
have been implemented and noted on
24 hr report, and care plan.

‘These audits will be weekly X 8weeks
and monthly X 3 months then reviewed
at QA for ongoing audits. The nurse
manager to give audits to the DON for
review.

Audits will be brought through Quality
Assurance monthly by the DON and
trends will be identified and education
provided

COMPLIANCE DATE:1/11/16

|

f ;

FORM CME-2667(02-46) Previous Varslona Obiclele Evant{D: 220211

Faaliity ID: MDS001080 If continuatlon shest Page 16 of 50




PRINTED: 12/21/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0038-0394
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:; A BULOING COMPLETED
_ 135118 B WING —— 12/04i2018
NAME OF PRGVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE,
1826 BRIDGEVIEW BOULEVARD
BRIDGEVIEW ESTATES TWIN FALLS, ID 83301
Folo | SUMMARY STATEMENT CF DEFICIENCIES [ PROVIDER'S #LAN OF CORRECTION f o
PREFIX |  (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREOTIVE ACTION SHOLLD BE COMPLETION
TAG |  REQULATORY OR LEC IDENTIFYING INFORMATION) TAG GROBS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 314, Continued From page 18 F 314

- routine peln control, but used “as needed"

' documented the resident developed a

furthar explanation documented.

On 7/23/15 at 4:30 PM, a Wound Note entry in
Resident #1's NN documentsd, "Blister found (o
right posterior/plentar heel. Blister Ig fluld filled but
does have some areas where blocd is visible
which would make It an SDTL Redness with
warmth surrounding the blister ..." The note
dooumented wound treatmants were initflated and
"Sage™ boots were aepplied and warg to be worn
at af fimes, The resident's care plan was updated
&t that time to reflact the use of "Prafo” bools at
gll Umes,

On 7/25/18, Rasldent #1's Change of Condition
MDS coded the realdent was unabis to participate
in a cognfiive essessment Interview, but neaded
assistance with declalons In new or unfamillar
situations; required externsive aseist of two staff
for bad mobility and transfers; did not ambulate,
relled on staff agsistence for mobliity Ih a
whaelohair; experianced occasional pain as high
gs 7/10 on a 10-point pain scale; did not recelve

medications; and had one unstageable prassure
ulear with SDTi "in evolution,” which was not
pregent on sdmission.

On 7/25/15, Resident #1's Preseure Ulcer CAA
facliity-acquired SDTI.

On 7/27/15, tha Preasure Uloer Status Racord
documented the blister had “deraofed.”

On 8/6/15 at 10,45 am, a Wound Nota
documented the blister had deroofed, extra skin |
had debrieded off, and, "Tha wound bed appears
superficial and red/pink but does have a fow
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F 314, Continued From page 19 F3i4
dispersed areae that are dark." The PUSR
documnented the wound was unstageabls, and the
appearance of the wound was granular.

On B/12/15 et 4:06 pm, @ Wound Nots
documented the wound bed "appears superficlal
and is red with soms areas that are dark." The
PUSR documented the wound was unstageabls, .
and the appearance of tha weund as granular.

On 8/18/16 st 1:52 pm, a Wound Note

: dooumented, “The hlister de-roofed leaving ah

. open wound ... The wound is now red with some
 yellow ereas In lhe place of dark areas. Al areas
appear supserflcial at this time, but depth is
unknown ... The wound was SDT] and s
unstageable..." The PUSR documented the
appearance of the wound as both granular and
exhibiting slough. '

On 8/19/16 at 11:23 pm, a NN documented the
resldent raported pain to his right heel/foot
approximately every 4 to 5 hours, and requeeted
medioation for retief.

| On 8/25/16 at 1:27 pm, @ Wound Note

{ documented the lough in the wound bed wes
softening and decreasing. The PUSR

‘ documsnted the appearance of the wound as

| both granular and with slough.

On 121116 at 4,09 pm, the resident's right hes!

' prasaure uicar was observed durlng a dressing

| change with the WCN. The WCN assessed the
wound as dom X 1em with no measurable depth.

- On 12/3/15 at 8:46 am, RCM #11 sald she was .
unsure if the resldent developad a pressure ulcer i
before his admission to the facliity on 7/18/15.
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F 314 Continued From page 20

- After reviewing the Faol Risk Assessment form
' for that date, the RCM sald the sssesamant
, documanted the resident did nat have a pressurs .
ulcer present upcn edmission. She said the
! resldent should have had a comprehensive skin
, assessment upon admisslon, and another gkin
assessment 24 hours |ater, RCM #11 atated the
second skin assessment was not signed, and she
could not see where the resident's heels were
assessed agein until 7/22/15. She said the
Intervantions in place when the resident was
admitted included 2 lrapaze and & pressure
relleving mattreas. The RCM atated she recalled
the resident had been trensferred with a 2-parson
stand pivot aselst to his wheelchair many times
between 7/18/15 and 7/22/16, The RCM atated
the resldent wee ueing foot padale in his
wheslchalr to support his lower extremities while
In the wheelchair. The RCM stated the resldent
had been wearing ¢ompresston stackings and
slipper socks, but no further measures were in
place to protect hls heels after readmission to the
facliily. The RCM stated the comprassion
stookings would help with the resident's edema,
but if there was indication that the resident was
developing a pressure ulcar the campression
stockings would further increase the risk. The

RCM reviewed the NN from 7/18/15 through
7/22/15, and stated the nurses likely did not
remove the resldents sacks when assessing his
! skin, befora documenting the skin was pink,

| warm, and dry, and would not have necessarily
! noticed whether an SDT| wae present. The RCM
' Indicated there should have been more

i Interventions at the fime of admission.

: On 12/3/15, the facility provided the
i manufacturer's epecifications for the resident's
mattress, which was [dentified as pressure

F 314!
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redistributing foam surface, but not a pressure .
relieving surface, \
On 1213115 at 10:25 am, the WON sald shedd | I
not know what Interventiohs were In place |
| betwaen 7/18/16 and 7/22/15, aside from the
resident being encouraged to float his heals in
bad. She did not know what Interventions were In
place to protect the resident’s hesis during
transfers, or when he was sitting with his feet on
the wheslchalr foot pedais during that timeframe. F 318
The WCN sald the application of Sage boots did SPECIFIC RESIDENT
not oceur untll alter thehpresaure utear wah
Identifled on 7/22/15. The WCN Indicated the .
! Interventian of "flaating haels" was a standard Residents #3|= ?‘ 7, have had a therapy
intervention for all res!dents, and not necessarlly screen completed to ensure there has
- an Individualized intervention for Resldent #1, not been a decline in ROM. Resident #
F 318 | 483.26(e)(2) INCREASE/PREVENT DECREASE F 318 13 s receiving RNA services as well as
gsak | IN RANGE OF MOTION therapy Is overseeing hand splint.

Based on the comprehensive assessment of a
ragident, the facliity must ensure that a resldent
with a limited range of motion receives
eppropriata trealment and services to incredse
range of motion and/or fo prevent further
decrease in rangs of motian.

This REQUIREMENT I8 not met as evidehced
by:
gasad on observation, Intervlew, and recerd
review, It was determined the faciilly falled to
provide approprlate treatment and services to
prevent a functional decline in ROM for 4 of &
sampled resldenta (#3, #6, #7, & #13). This
deficlent practice had the potentlal to cause
residents' range of motion to dacline when

OTHER RESIDENTS

Residents who have been on therapy
will be assessed for a restorative
program,

SYSTEMIC CHANGES

. In-serviced Therapy staff and nursing

staff to review process of the restorative
program and who to contact for referrals
and copy of referrais to DON.
Competencies completed on two nurses
to oversee RNA program and two CNAs
to operate the RNA program.
In-serviced nursing staff to ensure
splints are in place as ordered and to
notify therapy or DON if splint not
avallable.
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Resldent #3 and #7 were discharged from

! physieal therapy with no plan of care to maintain
strength or range of motion; Resident #8 had no
plan of care fo pravent further decline or laft
arm/hand and leg/foot contractures; and,
Resident #13 did not have a hand splint as
ordered or plan of care to prevent decline of
uppear and lower extremity impairments.

1. Resldent #3 was admiited fo the faciilty on
10/8/15 with muitiple dlagnoses, including
Parkinson's disease, history of failing, and musacle .
weakness.

The 10/16/15 admiasion MDS assessment
documented the sesident had no impairment of
i range of motion In the upper or lower extremitias
and was recelving physioal therapy.

The Physlcal Therapy Dally Treatment Notes
documented the resident started physical therapy
on 10/10/15 and ended 11/256/16.

The Physleal Therapy Progress Report for
11/5/15-11/20/15 documented upon discharge
from physlcal therapy the resident demonstrated
*g00d" muscle strength of the lower extromity.

The Phyaical Therapy Daily Treatment nate of

1 11/26M 6 documented the resldent and caregiver
{ were educated on a home exercise program and
' appropriate ways to progress the resident.

On 121116 at 9:30 am, the resident stated he had

just finished physical therapy a few days prior. He
stated he would like fo be abla to move about his
room independently, but needed asslstance

becauee his legs would quit working and “freeze."

F 318 Restorative program implemented.

three times weekly the Director of
Nursing and staffing Coordinator will
evaluate the staffing in the restorative
program. Each evaluation will include
retention and recruitment as needed to
ensure restorative program is
adequately staffed.

MONITOR
DON or designee will audit referrals

.made from therapy to ensure restorative

program has been assessed and
implemented if indicated weekly x8 and
monthly x3

DOCN to audit the Restorative Staffing to
ensure staffing is adequate to provide
restorative as ordered weekly times 8
and monthly times three.

Nurse Manager/Restorative Nurse to
audit residents with splints to ensure
splint is on as ordered, one time weekly
times 8 weeks then monthiy times 3
months.

Audits will be brought through Quality
Assurance monthly and trends will be
identified and education provided

COMPLIANCE DATE: 1/11/16
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On 12/1/15 at 11:45 am, the resident's POA
atated there was no restorative nurse side in the
facllity, and she did exercises Physical Therapy
taught her with the resident everyday.

On 12/1/15 at 2:20 pm, the resident's POA wag
observed with the resident providing ald with
strengthening exercises.

On 12/1/16 at 3:40 pm, the COTA siated
residents discharged from theraples are placed
on a walk-to-dine programn, but there was no
formal rastorative program in the faoility. She
stated Occupational- or Physlcal Therapy would
complete e communication order with restorative
tharapy orders then nuralng would incorporate
those orders into thelr care,

On 12/2/16 at 11:16 am, the ONS stated there
was no restorative progsam other than walk to
dine.

On 12/3/15 at 4:00 pm, the Physical Therapist
statad the resident and his POA were taught
strengthening exerclees, but the exerciges were
not communicated to nursing staff in anticipatlon
of the resldent's discharge from the facility.

|

|

' 2. Resident #13 was readmitted to the faclity on |
. 11/13/14 with muiliple disgnoses, including

i hemiplegla (paralysis).

. The resident's 11/16/15 annual MDS asseasment
documented the resident:
*Had uppar and lower extremity ROM Emitations

to one side, and,
*Was {otally dependant on staff for bed mobility,
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F 318 | Continued From page 24
dressing, toflet use, personal hygiene, and
bathing.

i a. Physlolan's Telephone Orders, dated 6/12/13,
t documented the resident was o wear a spilnt on

his right hand during the day, but not at night, for
' contractures.

The resident's 10/27/18 ADL care plan
. dooumented the resident with right sided
hemiplegia 2nd the use of "R JRight] hand splint
on [n AM {the mormning), off at night..."

On 12/2/16 at 3:45 pm and 4;16 pm, and an
12f3/15 at 8:06 am and B8:55 am, the resldent was
observed without a hand splint to his right hand,
which appeared to be contracted,

On 12/3/16 at 9:48 am, CNA#9 sald the
resident’s hand spiint had been miasing for over a
month and he had not been wearing one during
that time frams.

On 12/3/15 at 8:65 am, the resident sald the
splint had basn miraing for "quite a while" and he
did not know when he would raceive another one,
He was asked [f he could move hla fingers on hig
right hand and he reached with his left hand, took
hold of his right hand ahd opened the first twe
dighs of his right hand.

On 12/3/15 af 5:20 pm, RCM #11 sald the

resfdent should have been wearlng the eplint,
which she did not knaw bad heen missing. She
sald she would have expected staff to inform her
so the therapy department could re-evaluate the
resldent for a new hand splint, '

b, The resident's November 2016 Physician

F318:
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" Qrders, dated 1/13/15, documented, "Restorative

" program 2x/wk [times a weak] x 9 wk. Goal:
pravent functionai decline® and "“1# fpound]

" theraband, UE [uppar extremity] strength.”

The resident's care plan did not document the
: resident particlpated In an RNA program,

On 12/2/15 at 3:45 pm, the resident sald stalf did
not provide any exercige or RNA program for him,

On 12/315 at 2:46 pm, Occupational Therapist
#10 eaid the resident would benefit from an RNA
program, but the facliity did not have an RNA
program,

On 12/3/15 at 6:20 pm, RCM #11 was asked
about the RNA and theraband orders. She sald
both orders should have been discontinued
because the facility did not have an RNA
program.

3. Resident #7 was admitted to the facliity 6/24/14
with multiple diagnoses including Parkinson's
diseass, Rheumatoid Arhritis, osteoarthritis, and
peripheral neuropathy.

10/16/16, documented the resldent had not
racelved Ogcupalional Therapy of Restorative
Nursing for the previous 7 days.

: The ADL care plan, dated 6/24/14, documented

| the resident had degenerative joint disease,
spinaj stenosls, and Rheumatoid Arthritls.
Interventions included: Escert to activily programs
consistent with resident's interest 1o enhance

| Quarterly MDS assessments, dated 7/17/15 and

F318]
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. physical strengthening needs; provide

! anvironmental adaptations; and report changes in

; ADL velf performance 1o nurée, Cn 7/117/15,

' dacreased strength, endurance, and impaired

| obility ware added {6 the care plan. On 8/4/16
the Hoyer lift for transfars was added as an
intervention.

©Qn 14/30/15, the resident stated she ate most
mesis in her room. The resldent stated, "l have to
position my piate right infront of my mouth so |
can shovel the foed In. It {8 so discouraging and
embarrassing." The resident was then observed
to open and ¢lose her hands and fingers with
difficuity. When asked if she had told anyone
about her hands, she stated, “They know ebout
". r

On 12/3/15, the Licensed Occupational Therapist

- stated the resident wotlld be abie to tolerate hand

; dexterity and strength therapy. The theraplst

' ptated a Restorative Nursing Program wotld be
beneficial for the resident and she would

. recommend a program if the facility had a '

program, buf it did not.

On 12/3/15, the DNS stated the facility wes
“re-vamping” the Restorative Nursing Propram
whilch it currently did not provide. He stated the
faclllty offered walk-to-dine for residents and
Aolivities offered an informal group exercise
program. (

4, Resident #8 was admitted to the facllity on
2/8/18, and readmitted on 10/186/16, with
diagnosses of hemiplegia foliowing a stroke,

The Quarterly MDS, dated 10/22/15, documented |
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the resident was cognitively intact, did not reject
cares, and had bilateral upper and lower
extremity impairment.

The Physiclan's 10/16/16 visit ngtes documentad
the residant with chronic left hemiparesis, left
sidad contractures, spasticity, and discomfort
asaociated with these issues.

Resident #8's current Care Plan documentad ADL
seff care deficits with left-sided weakness and
contractures, but there were no interventions that
atdressed conoerne with range of motion,
left-stded weaknsess, or the contractures, other
than staff aselstance with ADLs,

. The Auguet, September, and October 2015

tgoapitulated Physiolan's Orders documented the
resident could participate in RNP as appropriate
and Physical and Occupatlonal Therapy were to
svaluate and treat, but there were no RNP orders
for Movember and December 2015,

On 12/1M15 st 8:00 am Resident #8 was observed
in the dining room and at 2:15 pm in her bed. The
resident's left arm was resting across her
abdomen, hand was contracted, and there was
no splint or brace in place, Tha resident leanad to |
the right in the Broda chalr and struggled fo eat
independently, though the wedge supports were

In place. Resident #8 stated she was unable o
use her feft arm and leg. The resident sald

neither Occupational Therapy, Physical Therapy,
nor nukging provided range-of-motion exercises,

, The resident stated she did not have a left .
| armfand or a left leg/foot splint now, but ;
: rememberad wearlng a hand splint in lhe past.
! Regident #8 stated she was unaware of whet !
| happened ta the splint,
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On 12/3/16 at 10:25 am, PTA #9 stated Physlcal
Therapy had not worked with the resident for ovar
a year, other than a screening about thres weels
prior to determine if she needed a mechanical ift
for transfers and 1 or 2 staff assistance.

On 12/3/15 at 2:40 pm, OT #10 stated
Ocoupational Therapy wotked with Resldent #8 in
July 2015 for left arm and hand placement. OT
#10 sald Occupational Therapy advised nursing
staff provide the rasident with a left hand splint
and arim-trough, however nursing had not
compliod with those ragpmmendations and the
resident was left without the assistive devices. OT
worked again with Resident #8 in October 2015,
for trunk support with wheslchair positioning
because the resldent leaned to the right, which |

| Impalred right upper extremity funation during k

ADLs, The OT sald Resldent #8's wheeichalr

I posgitionirig continued ta be a ooncern and the

| resident would have benaefited from a RNP to

| ensure prevention of ADL deciine, worsening

contractures, and trunk sirengthening.

F 323 . 483.26(h) FREE OF ACCIDENT
83=6 HAZARDS/SUPERVISION/DEVICES

The facHity must ensure that the resident
" anvironment remains as free of accldent hazards
. a8 Is presible; and each resident racelves
| edequate supervision and essistance devices to
_prevent accidents.

i

' This REQUIREMENT is not mat as evidencad
| by:

!

F318

F 323

F-323

SPECIFIC RESIDENT
Resident #1 wili be reassessed for

tolleting plan and fall interventlons wili
be reviewed for appropriateness and

care plan updated

Resident #6 transfer status has been
clarified for accuracy and care plan
updated and therapy currently working

with rasident
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: Based on observation, Interview and record | OTHEB RESIDENTS |
revisw, It was datermined the facility falled to Residents who have falls will have |
adequately supervise and assist residents to Interventions implemented and foliowed
prevent falls and (njury. This was true for 2 of 24 as care planned and Residents who
samplad resldents (#1 and #8). This failed need 1-2 transfer assist wiil be :
practice resulted In harm when Reslident #1 fell transferred per care plan and galt belts
and sustained a left hip fracture requiring surgleal will be used
rapair, Resident #8 was at riek for more than '
minimal herm when hefshe was lransferred in a SYSTEMIC CHANGES:
| manner inconsistent with the comprehensive
assessment and care plan, Findings Included: Fall Huddles were inserviced and
implemented as part of Grand Rounds
1. Resident #1 was admitted to the facility on
3117112, and readmitted on 7/18/16, with multiple Wthere S‘af; ';‘“"d Mmaragers gat‘h:' to look
diagnoses, Including lower extremity weakness, at scene of iall, the documenie
chronic vertigo, hypertension, and fracture. deseription of the fall by the staff, the
residents statements if able, and
The resident's Annual MDS agsesament, dated witness statements to determine root
8/16/16, documented the resident was cognitively cause of fall to ensure that
lntaCt: requirad"mlted asaistance of one staff for individualized meaningful interventions
tolleting and transfers; had not ambulated in his are put in place for the resident. The
: ;Z(;Egl;%rct: %fpcr:ﬂ:[c:tj:ﬂ? tgiﬁbﬁgfehﬁdtx?““d intent of the fall huddle was inserviced
corridor, and required balance assistance when to the staff and it gives the staff more
moving from a seated- to a standing positlon, insight into their role in preventing falls
walking, or tuming. and the importance 'of ensuring that all
interventions are in place and followed.
Mild cognitive impalrment was also noted In a It also shows the staff the importance of
5/15/16 physician's progress note. noticing all the details so a true picture
An 11/7/14 incidentiAccident Report documented Of What may have contributed to the fall
: , . risk of future falls can be
Resident #1 fel! at 1:05 pm while attempting to go inimized. Fall hudd .
to the bathroom. No new Interventions were minimized. Fall huddles gives
added to the resident's care plan at that time managers more information on
 regarding changes In the resident's tolleting cares interventions that work and the need for
r ar level of aseistance provided. . changing those intarventions and or
[ adding increased supervision.
| A physician progress note, dated 5/15/15,
t documentad the resident “cannot ambulate due 7
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to lowar extremity weakness, and also some
chronic vertigo."

A 6/1/18 a physiclan's order documented the
resldent was 1o be evalueted and freated by PT,

On 6/5/16, a Berg Balance Scale documented the
resident was at high risk for falls. A Fall Risk
Evaluation, and a second Berg Balance Scale,
dated 6/16/16, documented the resident
remalined at high risk for falls.

On 6/19/15, a Rehabillitation Services

| resident had experienced twa episodes of

! Incontinance. The form doctimented the restdent
- gafd he was having inoreased difficuity confrolling
‘his bowa! and bladder, The form dooumented the
resldent was fo have a urinal placed close to him,
but the resident's cere plan was not updatad with

this Information.

On 7/1/16, a PT progress note documented the
resident 'continues to demonstrate significant
balance deficils and is at risk for falllng according
to all the outcome measures."

On 7110415, PT documented the resident refused
ambulgtion due to lower extremity weakriess and
{ concermn with his left knee buckiing.

» On 711315 at 12:34 pm, PT documerited the
resldent had a Berg evaluation which showad
some improvement Ih standing balance, howaver
the resldent's score indicated he continued fo be
at riek for falls,

A 7/13/18 Incident/Accident Report documented
Resident #1 fell at 2,45 pm, when he sfood up

Multidlaciplinary Screening Tool dacumentad the

i

E A
BRIDGEVIEW ESTATES ~ TWINFALLS, iD §3301
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l "Nursing staff inserviced on mandatary
F 323 Continuad From page 30 F 323; use of gait belts with transfers and on

;transferring per careplan, Mandatory
1gait belt use to be covered in orientation
and staff to sign Mandatory Gait belt
form for their personel file.

Nurse Managers will follow up and
complete audit on all fali huddies to
ensure careplan and resident or
residents room have current
interventions (which may include
increased supervision) in place and
these interventions are careplanned.
The fall huddle, careplan and
intervention in place audit will be after
each fall ongoing. These will be turned
into the DON for review. .
Nurse managers to observe 6 transfers
weekly to ensure proper gait beit use
and transfer status are being followed.
Nurse Managers or designees will audit
5 random residents par week to ensure
that careplanned fall interventions are in
place. These Audits to be done waekly
x8 and monthiy x3 and turned into the
DON for review.

Audits will be brought through Quality
Assurance monthly and trends will be
identified and education provided.
Trends of falls will be brought thru QA
monthly looking at times of day, need for
changing process or routines, and need
for increasing supervision on a hall or
resident,

COMPLIANCE DATE: 1/11/16
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Continued From page 31 F 323
from bed to void, could not find his urlnal, and
wage altempting to urinate Into a pink basin. The

/A Report dooumented Residant #1 “loet his
balance when he stood up resuiting in falling to
the flaor landing on his left side." According to
the Report, Resident #1 was %o be talletad every
! two hours, but was lest toileted at noon. The
_Report did not document where the urinal was
 located at the time of the fall. The resident

compiained of pain to his lsft hip that was *10 out
of 10" on a 10-polnt pain scale.

Nursing Progreas notes from 7M3/15 to 718/15
documented the resident continued to complain
of left hip pain ptior to being transferrad to a
hospiat and diagnosed with a left hip fracture.

On 12118 at 4:09 pm, the wound care nurse and
surveyor entered Resaident #1's room. The
ragident raported he was incontinent of urlne,
which had "run down my leg." The resident's [
pants wera observed to be wet with urine, The
wound care nurse and CNA#20 assisted the
rosldent to the bathroom, removed his pants,
provided peri-care, and changed his aduit brlef.
The resident's urinal was at his bedside during

| the abservation.

On 12/3/16 at 3;45 pm, RCM #1 said Resldant #1
prefertad to have his urlnal on his badside table,
as It was Impottant to him to take care of his
personal naads as independently as possible.
She was aware of the réhah recommendation
from 8/19/15 ta place the urinat at bedside, but

, did not know why that intervention had not been

* added to the care plan. She stated for infection
contrel purposes, the urinal typlcally sat in & large
pink basin, rather than direotly on the table
surface, She sald at the fime of the fall the
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| resident should have been tolleted every two

! hours because he was not ahle to tollst
independent of staff assistance. On the day of

“the fali, the RCM stated, the urinal had been

- taken to the bathroom to be rinsed out, but was
not raturned to the bedeide. When the residant
needed the urinal and could not find it, he trled to

stand and maneuver to urinate into the pink basin |

whera the urinal usually sat, jost his kalance, and
fell,
| 2, Resident #6 was admitted to the facility on
2/8/16, and readmitted on 10/15/16, with
diggnoses of left sided hemiplagia following a
stroke.

The current ADL Care Plan documented the
resident required extensive- to total assistance of
1-2 staff for ADLe and a mechanical {ift with 2
staff assisting for transfere.

Resldent #8's Quarterly MDS, dated 10/22/15,
documented the resident was cognitively Intact,
had bilateral upper and lowef extremity
impalment, and required the total assistance of
two staff for transfars.

On 12/1/15 at 4:40 pm, CNAs #17 and #18 ware
observed fransferring Resident #8 from a Broda
chair without the use of a mechanical Hoyer iiff;
LN #8 was present during the tranafer. Each CNA
supported the resident under either arm,
instructed the resldent to help, tifted her to a
standing position, and quickly pivoted her onto
the bed. The residant was not provided with a gait
bait durlng the transfer, LN #8 asked the lwo
GNAs why the resident did not have a galt belton -
during the transfer and axplainad the gait belt i
was neadsd for safety with- Rasident #6. CNA#18 |
stated she had a gait belt with her, but had falled

F 323'

1
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F 323, Continued From page 33 F 323 '
i to place the belt on the resident.
" On 121315 at 8:20 am, RCM #11 stated the
resident was "extremely weak® upon admission to
the facility and requirad the mechanica! lift for
: fransfers. RCM #11 eaid the resldent was recently
assassed by Physica! Therapy and was
determined fo be capable of helping with F328 ;
transfers with the assistance of one-to-two staff. :
The RCM stated the facllity's transfer policy SPECIFIC RESIDENT '
required 1-to-2 staff and use of a gait beit, Resident #10 oxygen order clarifled arid
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F328| pging administered as ordered
85=0 | NEEDS
The facliiity must ensure that residents receive .
prop?rliret;nent and care for the followlng . ' g::;f;g ﬁ?ﬁg&s‘;r ders for oxygen
Spacta ae-rv aes: will ensure that it is on as ordered
Injections;
Parenteral and snteral fluids; i
Colostomy, uretercstomy, or leostomy care; ‘
Tracheostomy cars; SYSTEMIC CHANGES;
Tracheal suctloning;
Respiratory care; In-serviced nursing staff to ensure
Foot care; and oxygen is on 2s ordered
Prostheses. b
| MONITOR:
This REQUIREMENT Is not met as evidenced Nurse managers will audit 10% of
by: residents on oxygen weekly x8
Based on observation, staff interviews, resident ygen weekly x8 and
Intarvie}r.', and record revl?w, it was determined monthiy x3 to ensure it Is on as orderad
the facility falled to administer oxygen per o, !
physician order for 1 of 5 sampled residents Audits will be brought through Quality
{#10). This fallure created the potenttal for the Assurance monthly and trends will be
resident to experience unmet respiratory needs. identified and education provided.
' Findings Inciuded: .
COMPLIANCE DATE: 1M11/18
1 Residant #10 was admitted fo the facility on
i
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F 328 Continued From page 34 F 328
9/22/16, and readmitted on 10/28/15, with
muitiple dlagnosss, including COPD.
The September 2016 care plan documented the
resident had the potential for difffculty breathing
refated to COPD and CHF.
The 10/26/16 2015 Physician's Orders
 documented Resident #10 was to recelve
continutous oxypen at 2 [ters per minute via nasal
cannula for COPD,
On 12/1/15 at 8:20 am, the resident was
observed sifting In & wheelchalr without oxygen. l
When asked why she was not aguipped with her
oxygen, the resident sald, "t don't know.” F-329
On 12/1/15 at 8:40 am, LN #1 checked the SPECIFIC RESIDENT '
resident's oxygen eaturation level, which was Resident #2 and #10 have medication
82%. She than ptaced the nasal cannula and orders documented on MAR for the
adjusted the flow ta 2 liters per minute. LN #1 correct length of time that the MD has
stated the resldent was supposed to racalve ordered.
conlinuous-flow oxygen. ;
F 329 483.26() DRUG REGIMEN IS FREE FROM F328: Resident #7 GDR of Sero
quel was
SSaE | UNNECESSARY DRUGS attempted.
Each resident's drug regimen must be fres from . . .
| unnecessary drups. An unnecessary drug le any Res:der]t #8 W“! have behavior meeting
i drug when used In excessive dosae (including and review medications and behavior
' dupticate therapy}; or for excessive duration; or monitor for appropriateness.

| without adequate monitoring; or without adequate
: indications for its use; ot In the presence of
advarae consaquences which indicate the dose
should ba reduced or discontinued; or eny

. combinations of the reasons above,

i

Baeed on a comprehensive asseesmant of a
regident, the facliity must ensure that residents

I

OTHER RESIDENTS:

Residents who are on antipsychotic
medications have been assessed for
appropriateness and also residents who
are on a medication that has a stop date
have beeh assessed
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F 329 Continued From page 356 F 329iSYSTEMIC CHANGES:

l who have not usad antlpaychotic drugs are not

i givan these drugs unloss antipsychaotio drug
therapy is necessary to {reat a spacifio condition
as diagnosed and documentad In the alinical
racord; and residents who use antlpsychotle
drugs raceive gradual dose reductions, and
bshavioral Interventione, uniess clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT s not met as evidenced
by:

gased on steff interview and racord raview, it
was determined the faollity falled to:

* Ensure an antipeycholic medication had en
applicable diagnosis and clinical indication for
use; and
* Ensure medications were not administered
beyond the discontinue date. .

This deficlent practica created the potential for
harm due to unnecessary end duplloate
medication being administered. This was true for
4 of 10 sampled resldents (#2, 7, 8, and 10).
Findings included: |

1. Resldent #7 was admitted to the fagliity with
multiple diagnoses, including depression.

December 2015 Physician Orders documented
the resident was to recelve Seroquel 50 mg tablet
daily for psychosls. The order was Initlaled on
713118, |

The Psychosocial Well-belng care plan, dated

Behavior management Team will maet
monthiy to review residents on
psychotropic medications. All residents
currently on an antipsychaotic or who are
admitted with an anlipsychotic will have
their medication listed on Antipsychotic
Medication Quarterly Evaluation (this
form will be used monthly not guarterly)
during their entire say at BVE or untit we
are able to GDR the antipsychotic and
dfcit. All new admits who are an
antipsychotic will be brought through
The Behavior Management Team and
they will ensure that alt new admits and
anyone previously brought through the
‘meeting with any follow up, will be done

by that time. Prior to the meeting all
résident on an antipsychotic medication

will have an audit filled out to ensure
there is an appropriate indication for us,
a appilcable diagnosis and whan the last
GDR was attempted, which is too be
reflscted on the Antipsychotic
Medication Quarterly Evaiuation. DON
or RCM to ensure that monthly behavior
summary matches the current audit that
indications of use with an applicable
diagnosis present and that if there are
zeros on the bahavior monitor or it is
time for a dose reduction this is put in
place or the clinical reason why not is
explained by the MD. This will be an
ongoing system monthly in the Behavior
!Meeting. In addition, the LSW
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F 322 Continued From page 36 F 328" consultant will audit the antipsychotics

7/1#15, documentad the resident had eplsodes of

auditory and visual hallucinetions which were
“annaying," but did not frighten her. Staff were io
deterrnine whether there was any valldily to tha

]

resident's suspicion; allow the resjdent to express

her feelings and concems; provide reasgurance
to her that staff were there for her and she was

was "sasing things."

The PN, BMFS, and MBS for June 2015 through
Decembar 3, 2015 documented:

156 daya, Non-pharmacological interventicns of
reassurance end redirection were implamentad
" with positive resuits,

i * The resident told nursing staff ashe was
experlancing auditary and visusl hallucinations,
Non-pharmacological interventions of
reassurance and rediraction were implemenied
with positive resuits,

*The resident said she felt like a hypochondriac
and asked the nurge If hefshe thought It was
possible the resident fabricatad thase storles
{(hallucinations) or saw things on televislon that

| became real to har, The PN documented the
nurse told the rasidant, "Thare was a very good
change she had a8t touch with the world, The
resident agreed and seemed to be okay after
that."

* "fisual hallucihations and paranoia have baen
present for approximately 8 months. [The
resident verbalizes] mild distress at night and
ragquests reassurance that there is no one In the
cloget. The resident reports she thinks things are
better this weel,"

* New order (7/16/15) for Seroquel 12.5 mg for
 ten days, increased to 26 my for one week, and
then Increased te 60 mg for night psychosis

safe; and not to argue with het or tell her that she

* The resigent axperfenced haltucinations on B8 of

each quarter she is here and make
recommendations as needed. Any
physicians that are not complying with
the standards related to antipsycholics,

_their dose or attempting a GDR, will be
brought to the attention of the Medical
Director in a timely manner, either
verbally by DON or through the Medical

' Director Oversight Committee which is

" held the last week of every month,

In-serviced nursing staff and social
services on indication for use of
antipsychotic medication and accurate
behavior monitors reflecting reason for
use. Also in-serviced the need to look at
non-pharmacological interventions to
look for effectiveness before making
medication adjustments and to

document indication for use of each
medication. Quarterly in-services will be

presented on behavior monitors, clinical
indication for use and GDR
requirements. A copy of "Guidance for
Antipsychotics in the LTC Setting"
issued by Omnicare pharmacies has
been laminated and placed in the front
of all MAR's, given to our Medical
Director, out on-site physician, as well
as our Behavior Management Team to
help use as a guide for antipsychotic is
in our setting.
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F 329 Continued From page 37 F 320! Nursing also in-serviced on ensuring

. manifested by auditory hallucinations,
* The resident stated she was stili having

Service Note 8/11/15)

hallucinations, but they were not harmful to her,
*The resldent doss see or hear peaple at {imes,
howsver the resldent stated, ‘Thay don't scare
me, [they are} more of an annoyancea." (Soclal

that orders with stop dates are
adequately transcribed on MAR to
ensure MD order is followed

Review of orders written by nursing
staff indicates a need for continued
education as new nurses come into the

* The resident continued to have hallucinations,
but of & less disturbing and intruslve nature.

* The resident's visual and auditory hallucinatlons
decreased. ‘

(facility. Education on how to write and
note a physician order will be done on
orientation and quarterly on going.

On 12/4116 the RSD stated she was unable fo !
describa how the facility determined the resldent's
hallucinations were distressing and harmful. The
RSD stated non-pharmalogical Interventions,
reassurence, and redirection rasulted In a poslitive
outcome for the resldent. The RSD stated she

: could not explain why an antipsychotic medication
was [nitlated when non-phamascologleal
interventions resulted In a positive outcome.

MONITOR

Nurse Manager to audit all orders that
have a stop date to ensure the orders
are transcribed and documented on
MAR as ordered weekly x8 and monthly
x3

Members of the BMT to audit all
residents on antipsychotic medications
‘ to ensure proper indication for use and

2. Resident #8 ws admitted to the facility on | diagnosis is in place and GDR Is timely.

5f16/15 with muitlple dlagnoses, Including bipolar

digorder, anxiaty, and insomni, Audits will be brought through Quality |

Assurance monthly and trends will be |
[dentified and education provided as
needed.

A quarterly MDS assessment, dated 11/2015,
documented the resident had no behavlors,
minimal depression, and no difficulty with

! sieaping patterns.

* The November 2015 recapltulated physician

- order documented the resident was to recsive
Amitriptyliné 160 mg {6/1/15) dally at bedtime for
sleep, and Xanax 0.5 mg (8/26/15), as needed,
for insomnia,

COMPLIANCE DATE: 1/11/16

On 12/4/15 at 9:20 am, the RCM stated
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F 329 Conlinued From page 38

- Amitriptyline and Xanax were balng used to

- promote sleep. A November 2015 alesp mohltor
documented Resident #B slept 7 hours each
svening. The RCM was unable to explain how it
had been determined those meadicaticns were
indicated as apprepriate to help this resident
sleep,

3. Resident #2 was admittad to the faclilly on
10/1/16 with muitiple dlegnoses, Including
dementla with baehavioral digturbarnces and
emphysema.

The 11/10/15 Physiclan's Tefephene Orders
documentad the resident was to recelve Levaquin
750 mg dally for 10 days, Duoneb SVN TID for
10 days, and Floraater Problotic BID for 7 days.

- The November 2015 MAR documented Levaquin
- was administered dally for 12 days, from 11/9/15

through11/20/15, rather than 10 days as ordered.
 Duoneb was administered daily for 13 days, from
11711115 through 11/26/15, rather than 10 days as
orderad, The MAR documented the Levaquin was
administered cnce on 11/23/16 and 11/26/16; and
twice on 11/24/16. Probiolic was adminlatered for 1
18 days, from 11/11/15 through 11/28/15, rather
than 7 days as orderad.

4. Reeldent #10 was admitted to the faciityon |
8/22/15, and readmitted on 10/26/15, with

muitiple diagnoses, including urinary tract
[nfeetion and cofitls,

The 9/22/15 Physiclan’s Order documented the
resident was to racelve Levaquin 750 mg tablat
daily for & diagnosis. of aspiration pnaumonia. The
-final dose was to be administerad on 8/24/15,

Faz29
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F 329 Continued From page 38 F 329
The Septembar 2015 MAR documented the first i !
dose of Levaquin was adminlstered on /2316
and the last dose was given on £/28/15, The
MAR documented the resident recelved four E-353
exfra doses of Levaquin. SPECIFIC RESIDENT
On 12/2116 at 4:30 pm LN #1 sald there wes no Residents #3,6,7,13 have been
order in the resident's chart to administer the screened by therapy and have had no
medication for five more days. functional decline
F 353, 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353
8s=E£ | PER CARE PLANS OTHER RESIDENTS

" The facllity must provide services by sufficlent
. numbers of each of the following types of
: pergonnel on e 24-hour baals to provide nureing

The facllity must have sufficlent nursing staff to
provide nursing end refated sarvices to attain or
maintain the highest practicable physical, menta,
and peychosaclal wefl-being of each resident, as
determined by resldent assessmanis and
individual plans of care.

care to all residents in accordance with res!dent
care plans:

Except when walved under peragraph {o) of this
saction, licensed nurses end other nursing
personnel,

Excapt when waived under paragraph (c) of this
section, the facliity must designate a ficensed
nurse o serve as a charge nurse on aach tour of

- duty.

This REQUIREMENT Is not met as evidenced
by

- implementation of the restorative

FORM CMS-286T{02-98) Previoue Verstons Obaclelo

Ever iD: 22GZ14

Facity ID: MDS0Q1080

Residents who could benefit from
restorative coufd be affected

SYSTEMIC CHANGES

Competencies completed on two nurses
to oversee RNA program and two CNAs
to operate the RNA program.

3 times weekly the Director of Nursing
and Staffing Coordinator will evaiuate
the staffing in the restorative program.
Each evaluation wili include the
appropriate discussion of retention and
recruitment as needed to ensure that
adequate staffing is avallable and
allocated in the restorative program.

In-service staff regarding
program
In-service Restorative nurse and aides

on requiraments of the restorative
program
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Based con obeervation, record review, and
resident and staff Intervlew, It was datermined the
facllity failed to ensure there was adaquate
staffing to provide for the needs and well-heing of
rasidents who required a restorative nursing
program, This affected 4 of 14.(#s 3, 8, 7, & 13}
samplad residents and had the potential fo affact |
all residants who were at risk for developing a
functlonal dsciine. This faliure crested the
potentlal for physical decline if residents did not
recalve restorative services, Findings included:

On 12/2/15 at 9:05 am, CNA #9 said she formerly
asaisted residents with the Reatorative Nursing
Asslstant (RNA) program, but had been
reassigned several menths prior to perform other
duties due to lack of staff, :

On 12/3/15 at 10:26 am, PTA#9 said he would
refer reaidents to the RNA program if one would
have been one In piace.

0On 12/3/156 at 2:45 pm, Occupational Therapist
#10 sald she would recommend ssveral residsnts

to the RNA program, but the facility did not have
an RNA program due to lack of staffing.

On 12/3M6 at 4:50 PM, the Administrator seld the

January of 2016 dua to lack of CNA staff and
RNA staff ware reassigned other dutles. He said
* the RNA program had not been started yet and
the facility was in the process of implementing It
again,

Please refar to F318 for detalls related to the lack
of restorative nursing services for Resident #s 3,
6, 7, and 13,

‘ RNA pragram was discontinued around or about |,
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F 353 Continued From page 40 F 363 | MONITOR

DON to audit the Restorative Staffing to
ensure staffing is adequats to provide
'restorative as ordered weekly x8 and
monthly x3

Monthiy the DON wili bring the Audits
.and the staffing evaluations through
Quality Assurance Committee to monitor
the system.

COMPLIANCE DATE: 1/11/16
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F 384 | Continued From page 41 F 364
F 3641 483.35(d){1)-(2) NUTRITIVE VALUE/APPEAR, F 384 SPECIFIC RESIDENT: ,
§8=E PALATABLE/PREFER TEMP Resident #7, 28 and 29 Dietary Services

' Each resident recelves and the facllity provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food thatls
palatable, attractive, and at the proper
temparature.

This REQUIREMENT is not met as avidenced
by:

Based on the Rasident Council Meeting minutes,
Resident Group intarview, individual intarview,
tast tray evaluation and staff Interview, it was
determined the facility falled to serve food ata
palatable temparature. This affected 1 of 14 (#7)
sampled residents, 2 random rasidents (#s 28 &
29) and 6 of 14 residents who attended the

- Resident Group interview, and had the potontial
to affect all residents who dined in the fasility.
This falled practice created the peotentia to
negatively affect residents’ nutritional status-and
psychosocial wall-being related to unpalatable
food. Findings included:

Resldant Councll Mseting minutes documented:
-B/26/16-"All residents ¢/o thelr focd heing cald in
the dining rooms.",

~BM/MB-"One resident c/o the food being cold in

| the Twin Falls dining room." and,

-8/28/15-"Meals are cold at times."

* On 11/30/15 at 3:10 pm, Resident #7 said food
was cold, espscially the catmeal,

* On 12115 at 9:40 am, Rasident #2¢ said the
eggs and oatmeal were cold, and

* On 12/2/16 at 4:16 pm, Resident #28 sald the
food was served cold.

individually interviewed them on
palatability of food

OTHER RESIDENTS:
Any resident receiving meals can be
affected

SYSTEMIC CHANGES:

i!dentified that the timing between the
‘time the dietary staff plates the food and
the time it is served to the residents was
root cause for food temperatures not
adequate. System implemented that
when the dietary dapt is complete with
plating the food they will quickly deliver
ithe food to the appropriate location and
{netify the charge nurse who wiil then
utilize the waikie talkies to notify the
GNA's who wiil then pass out the food to
‘the appropriate location of the building.

in-serviced dietary and nursing staff on
the importance of utilizing the system
and getting trays passed timely to
ensure food is served hotand also
.improve palatability.

MONITOR;:

Director of Dining services wili complete
1audits weekly x3 months asking 10% of
residents specifically about the,

ipafatability of foods

FORM CM9-2587{02-60) Previous Varelont Obsclste Evant (D: 220GZ11
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F 371 | 463,36(j) FOOD PROCURE,
es=E | STORE/PREPARE/SERVE - SANITARY

The facllity must -

(1) Procure foad from sources approved ar
considered eatlsfactory by Federa!, State ar local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditlans

. This REQUIREMENT Is not met as evidencad

by:
Based on observation and staff intarview, it was

. determined the fecility falled ta ensure food was
prepared and served under sanitery canditions
when 2 of 2 qualernary sanitizing solution buckets

| tested at zero. This hd the potential to affect 12
of 14 (#s 1.5, 7-12 & 14) sampled residents end
ali resldents who dined In the facility. This failure
created the potentlal of cross contamination from

| inadequate concentration of cleaning solution

; used on food preparation end non-food

ENTE MEDIGARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
135113 B.WiNG 120442018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1020 BRIDGEVIEW BOULEVARD
BRIDGEVIEW ESTATES TWIN FALLS, D 83301
(4D 1 SUMMARY STATEMENT OF DEFICIENCIES | o EROVIDER'S PLAN OF CORRECTION | eod
PREFIX {EACH DEFICIENGY MUST BE FRECEDSD BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROBS-REFERENCED T0 THE APPROPRIATE - DATE
| [ DEFICIENGY)
; Director of Dining Services will hold a
F 384 Continued From page 42 ‘ F 384 mo_nthly menu meeting with the
residents and ask for feedback on
' On 12115 at 11:15 am, during the Resident palatability of foods monthly x3
Group interview, 8 of 14 residents said the foed
was not served hot and was unpalatable. Dietician will audit processes by doing a
weekly test tray audit and evaluate the
On 12/3/15 st 8:50 am, a breakfast meal {ast tray : : o
was evaluated by the s‘uwey tear and COM #f' 1_ delivered tray for palatability x3 months
The test tray included ocatmesi with & temperature oo )
of 78-degraes F. CDM #2 sald the oatmeal was, Audits will be brought through Quality
"loe cold.” The scrambied eggs had a Assurance monthly and trends will be
temparature of 96 F and CDM #2 said, “it's not identified and education provided
hat."
F 371] COMPLIANCE DATE: 1/11/16

F-3at1

SPECIFIC AND OTHER RESIDENTS

Resident#1 -5, 7-12 and 14

All residents wha dine In faclilty could be
affected and will have food prepared
and served under sanitary conditions,

SYSTEMIC CHANGES: .
All Kitchen staff in-serviced on

preparation of sanitizer buckets and [
documenting PPM throughout the shift

MONITOR

Clinical Dietary Manager will review the
sanitizer logs daily x 3months to ensure
food is prepared and served under ¢

sanitary conditions,

The consuitant RD will audit by

checking rag bucket PPM x3months |

!
randorily
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NAME OF PROVIDER OR SUPPLIER

STREET ADEBRESS, CITY, 8TATE, 2IP CODE
19828 BRIDGEVIEW BOULEVARD

The facility must employ or obtaln the saervices of
a flcensed pharmacist who establishes a system
of racords of recelpt and disposition of all
controlled drugs In eufiiclent detail {o enable an
accurate reconciliation; and detarmines that drug
records are in order and that an account of ail
controlled drugs Is ntaintalned and periodically
feconciled.

Drugs and bidlogicals used in the facility must be
labeled in accordancs with currently accepted
professlonal principles, and include the
appropriate eccessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs end bivlogieals in
locked comperiments under proper temperature
controls, and parmit oniy authorized personne! to

i have access fo the keys.

The facility must provide separately locked,
permanently affixed compariments for storage of
controlled drugs listed in. Schedule i of the

- Comprehensive Drug Abuss Prevention and

Control Act of 1975 and other drugs sublect to
abuse, except when the faciiity uses single unit

BRIDGEVIEW ESTATES TWIN FALLS, ID 83301
4 Ip SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORRECTION 048
PRF_)FD( (EAOH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | REGLLATORY OR 56 IDENTIFYING INFORMATION} | TAG | °R°35‘“EFE“E§S§E,$ JYH)E APPROPRIATE CATE
F 371| Continued From page 43 | F 371 Audite wi ) [
preparation surfaces, Findings included: A:s grsa:gcl.e tﬁg&?fgﬁ:;?:ﬁé‘s%’ﬁ‘g
On 11/30/15 at 12:00 pm, CDM #2 lested two of identified and education provided
two guaternary sanlﬂzlng ao;:ilt‘t;n bugkets with
cleaning clothg in them, CDM #2 said the solution
tested at “zero," which meant the solution was &t COMPLIANCE DATE: 1/11/16
> an ineffectivs level, F431
F 431 483.60(b), (d), {6} DRUG RECORDS, F 431 SPECIFIC RESIDENT:
gs=E | LABEL/STORE DRUGS & BIOLOGICALS

Heparin Lock Flush solution and IV
solutions removed from Med room and

discarded
#14 Expired cream removed from room

and discarded

.OTHER RESIDENTS:

Residents in facility who utiiize
medications from medication roems and
bring medications from home may be
affected

SYSTEMIC CHANGES:

|dentified that the nursing staff routine
checks of expired medications was not
adequately covering the IV Fluid and
[hepann flushes and other medications
.that may be at bedside because they
“are stored/located in a different area

. than where the majority of the
medications are located. System
changes include a fist of locations for
Resident Care Managers and othar
nursing staff to identify expired
medications, Every other week Nursing
staff will use that location list and check

FORM CMS-2867{02-96) Previous Vanians Otaglate
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F 431 | Continued From page 44

| be readlly detected,

by:

medication roams. This was true for 2 af 3
medication rooms chacked for axpired

who could recsived the explred IV fluld and
heparin flushes.

1. On 12218 at 11:30 am, the Sawtooth
Medloation Room had 13 Haparin Lock Flush

explration date of 10/2016. The Thousand
Springs Medication Room had eeven bags of

RGCM #1 stated the expired medicationa were
avallable for administration to residents and
would be disposed of properly.

The cream iabe!l documented [t expired
| November 2014.

package drug distribution systerng In which the
quantity stored la minimal and a missing doss can

This REQUIREMENT is not mat as evitlenced

Based on observation and staff intarview, [t was
datermined the facility falled to ensure expired IV
fluids and heperin flushes ware removed from the

medioations end for 2 of 14 sampled residents
{#8 1 and 14}, This failed practices created the
potantial for decreased efficacy for any reeldent

Soiution 5 ml syringses with an explration date of
10/2015 and seven bags of 1000 m! 5% Dextrose
and 0.8% Sodium Chloride IV solution with an

1000 mi 5% Dextrose and 0.8% Sodlum Chloride
IV solution with an explration date of 10/201E.

2. On 11/30/15 et 11:30 am and 12/02/15 at 10:00
am, a tube of Bidrozi (Nistatinal Trlamcinolona)
cream waa on the bedside table of Resident #14.

F 431 those areas and remove medications

prior to expiration.

In-serviced nursing staff to ensure
expired medications are removed from
medication room before they expire and
admission nurse in-serviced to educate
residents and families upon admission
to not bring in medications from home.

MONITOR:

Nurse managers will audit 10% of
resident rooms and medication rooms
weekly x8 and monthly x3 to ensure
lexpired medicatlons are not at bedside
or in medication room.

Location list and routine checks for
outdated medications along with the
Audits will be brought through Quality
‘Assurance monthiy and trends will be
identified and education provided

:COMPLIANCE DATE: 1/11/18

1
.
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NAME OF PROVIDER OR SUPPLIER

—8YREET-ADDRERS, CITY, 8TATE, 2P CODE
1826 BRIDGEVIEW BOULEVARD

The facllity must establish and maintain an
Infaction Control Program designed lo praovide a
safe, eanitaiy and comfariable environment and
to help prevent the davelopment and transmiasion
of disease and Infection.

(a} infection Control Progtam
The facliity must estabiish an Infection Control
Program under which [f
{1} Investigates, controls, and prevents Infections
In the facliity;
(2) Decldes what procedures, such as laolation,
: ghould be applied to an indlvidual resident; and
i (3) Malntains-a racerd of incldents and corrective
aotlons related to Infections.

{b) Preventing Spread of Infection
(1) When the Infection Control Program
determines that a resident needs Isolation to
prevent the spread of infection, the faciily must
isclate the resident.
(2) The facliity must prohibit employees with a
communlcable disease or Infected skin leslons

" from dlrect contact with resldents or thelr food, if
direct oontact will transmit the disezse.
(3) The facllity must require staff to wash thelr
hands after each direct resident contact for which
hand washing Ie indicated by accepted
profassional practice.

,{c) Linens

BRIDGEVIEW ESTATES TWIN FALLS, 1D 83301 7
41D ! SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENGY MUST BE PRECEQED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSC IBENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
! '
F 431 Continued From page 45 F 431 !
On 12/02/15 at 12:26 pm, LN #11 stated the . Fadd
medication should not bs stored in the resldent's ' SPECIFIC RESIDENT ‘
room. Resident #24 catheter tubing is not on
F 441 | 483.65 INFECTION CONTROL, FREVENT F441  floor
ss=0 | SPREAD, LINENS

OTHER RESIDENTS '
Residents who have catheters coutd be
affected and tubing wili not drag on th
floor.

SYSTEMIC CHANGES

In-serviced nursing staff to ensure tha
catheter tubing is not on the floor and §f
catheter tubing comes apart and staff
touches any surface including fioor, they
must change gloves prior to cleaning
and putting tubing back together,

MONITOR ‘

Nurse Managers to audit resldents with
catheters weekly x8 and monthly x3 to

ensure that tubing Is not on the floor,

I 5 GNA's will be randomiy questioned dn

' proper procedure if catheter tubing
comes apart and touches the floor. Audit
will be weekly x8 then x3 monthly, |

Audits will be brought through Quality

Assurance monthily and trends will be
identified and education provided

GCOMPLIANCE DATE:1/11/16

Evant 10: 220411
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SUMMARY STATEMENT OF DEFIGIENCIRS
(EAGH DEFICIENGY MUST B PRECEDED BY FULL :
REGULATORY OR L5G IDENTIFYING INFORMATION) l

{X4) 1D
PREFIX
TAG 1

PROVIDER'S PLAN OF GORRECTION
(EACH CORRECTIVE ACTION BHOULD BE
CROSE-REFERENCED TO THE APPROPRIATE
BEFICIENGCY)

D
PREFIX

(MB}
COMPLETION
TAG DATE

F 441 | Continued From page 46

Personnel must handle, store, process and
transport linans so a8 o prevent the epread of
infaction.

This REQUIREMENT I8 not met as evidenced
b N

Paeed on observation and staff intarview, it was
determined the facility failed to pravent the
spread of infeotion for 1 of 24 eampled residants
(#24). Thla defiglent practice had the potential for
infactlon when Resldent #24's oatheter tubing

. dragged on the Roor, Findings included:

Realdent #24 was admitted to the facifity 4/26/10
with multiple diagnoses, Including overactive
bladder.

The Decembar 2015 physiclan recapituiation
orders documented the resident had an
. Indwslling suprapubic catheter.

- On 122/16 at 11:00 am, the resident's catheter
tubing was observed dragging on the flaor. CNA
#14 plcked up the tubing, and two connections
came apart on the tube. The two connections lay
on the floor whila the GNA put on gloves. The
CNAwas observed placing both gloved hands on
the floor before picking up the two connections, |
swabbing them with alcohol, hooking them ‘
together, and placing the catheter tubing back
into the bag. CNA#14 stated the catheter tubing

- should not have baen on the floor.
F 518 483.76(m)(2) TRAIN ALL STAFF-EMERGENCY
s8=E | PROCEDURES/DRILLS

The faclllty must train all empioysaes in emergency

Fd41

F518 i
SPECIFIC RESIDENT:
No specific resident Identified

F G618

OTHER RESIDENTS;
All residents in facllity
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' |
F 518 Continued From page 47 '
procedures when they bagin to wark in the faciiity; |
periodically review the prooadures with existing |
staff; and carry out unannounced staff drills using
those procadures.

Thie REQUIREMENT s not met as evidenced
by:
Baced on etalf interview and revisw of
emergancy policles and procedures, it was
detarmined the facllity failed to ensure 2 of 3
Interviewed staff members ware trained fo
regpond In emergency situations. The failure
placad reslidents' safety at risk If the untrained
gtatf wera to raspond inappropriately in a natural
disaster, fire, and misging person situation,
Findings included: .

The facility's General Fire Procedures
documentad staff discovering a fire, ware to
remove anyone in the room, call out "code red,”
close the door to tha fire room, activate the fire
alarm, closs ail doors and windows In the fire
zone, and evacuate ae directed by the parson in
charge. The feam would than attempt to
extinguizh the fire If possible, mark the fire room
door, and tum off the axygen supply.

a) On 12/2/15 at 3:45 pm, Dletary Alde #21 stated
during the event of a fire In the kl{chen, staff were
to push the hailway cart eway, make sure there
were no resldents In the vicinity, and call for help.
Ha was unable to recall procedures to contaln
and evacuata, When asked about natural
dlsaster, he stated he got a policy and procedure
{ about it but did not read it

On 12/2/15 at 4,16 pm, the Malntenance Director !
approached the survayor and sald the staff ‘

SYSTEMIC CHANGES:
In-sarviced staff regarding protocols to)
follow in case of a natural disaster, ﬂref

and missing person situation

F518]
i
|

MONITOR:
Maintenance Director to interview 10%
of employees weekly x8 and monthly X3
fo enstie they know how to follow
emargency protocols

Audits will be brought throtuigh Quality
Assurance monthly and trends will be
identifled and education provided

COMPLIANCE DATE: 1/11/18
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PREFIX
TAG
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PREFIX
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DEPICIENCY)

125}
COMPLETION
DATE

F 518! Continued From page 48

member was new and provided staff fralning
records for emergency procsdures, including the
{dentifled staff member, dated August 2015.

event of a fire she would call a coda red, protect
the resident, and she did not know what elge fo
do. The CNA sald she did not know what to do If
an aggresslve person entered the buliding. She
sald sha would cait the charge nurse fora
missing resident. She sald she did hot know
where to report If thare was a natural dlsaster,
483.75(0){1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

|
b) On 12/3/16 at 11:07 am, CNA #4 said In the .
|

F 520
SS5=E

A faciiity must maintain a quality asseesment and
assurance committee consisting of the director of
nursing eervices; a physlclan designated by the
facility; and at jeast 3 other members of the
facllity's staff,

The quality assessment and assurance
committea meets at least quarterly to Identify
iesuag with respect to which quallty assessment
and assurance activifles are necessary; and
develops and implements approprlate pians of
action to comrect |dentifled quality deficiencies.

A State or the Secretary may not require
disciosure of the records of such committee
except Insofar as such disclosure is related to the

| complfance of such committes with the
requirements of this section,

" Good faith attempts by the commities to identify
and corract quality defictencies will not be used as

F 518:

F 520

F-520

SPECIFIC RESIDENT

Resident #3,6,7,13 have been screened
by therapy and have been assessed for
a RNA program

OTHER RESIDENTS
Residents who could benefit from
restorative program

SYSTEMIC CHANGES:

Identified that in the facility that there
was not a clear delineation of duties to
assure QAA committee was sufficiently
monitoring and planning. The process
of ensuring the Administrator is
responsible for establishing meeting
i times and having the committee
'members responsible for collecting data,
and the committee monitoring and
planning was established.
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i

F 520 Continued From page 49
a basis for sanctlons.

. This REQUIREMENT is not met as evidenced
by:

Based on ohservation, record review, and
resldent and staff interview, it was determined the
facliity's QAA falled to taka acflons that [dentifled
and rasolved systemic problems for 4 of 14 (#s 3, /
8, 7, & 13) sampled residents, with the potentlal
to affect any resldent who required RNA. This
fallure resilted in the QAA commiliee providing
insufficlent manitoring and planning to ensure
residants' care needs wera met. Findings
included:

The QAA committee failed to address the lack of
an RNA program, idantify & root causs, plan to

" corract the lack of programming and re-establish
: an RNA program from January 2015 unill
40/20/15, when it was notad as an ltem Inthe
meeting minutes, Thare wera no new eotion
plans following the 10/28/16 QAA meeting.

On 12/3/15 at 5:65 pm, the Administrator said the |
QAA committas had not bean involved in the
ra-zstablishment of an RNA program.

F 52()j Administrator and DON have been in-

serviced on the QAA this process and to
ensure appropriate follow up is
| completed

.MONITOR:

Regional Director of Clinical Services

will review the QAA process to ensure
'tha delineation of duties are clear and
the committee has met, monitored and
planned accordingly monthly x3

Audits will be brought through Quatity

Assu_rance monthly and trends will be
identified and education provided

COMPLIANCE DATE: 1/11/16
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BUREAU OF FACILITY STANDARDS
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PHONE: (208) 334-6626
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January 5, 2016

Jeffrey Corriher, Administrator
Bridgeview Estates

1828 Bridgeview Boulevard,
Twin Falls, ID 83301-3051

Provider #: 135113
Dear Mr. Corriher:

On_Dec;e_mber 4,2015, an unannounced on-site complaint survey was conducted at Bridgéview
Estates. The complaint allegations, findings and conclusions are as follows:

Complaint #1D00006548 ' ’ ‘

The complaint was investigated in conjunction with the facility's Federal Recertification and
Complaint Investigation survey condu_(_:ted November 30, 2015 to December 4, 2015.

Observations of interactions between staff and residents were completed during the survey.
Accommodation of needs and cares provided to the identified residents and fourteen other
residents were also completed. The identified resident was also observed on night shift for
accommodation.

Records reviewed included July 2014 grievances, July 2014 Incident and Accident reports, July
" 2014 daily care documentation for the identified residents, and abuse investigations from June to
November 2015. Interviews were also completed during the survey, including identified staff
members regarding administration notification of the incident. The identified resident and four
other residents were interviewed regarding accommodation of needs and past occurrences of
neglect. Finally, nine staff members were interviewed regarding identification of abuse or
neglect, and the corresponding reporting requirements.




Jeffrey Corriher, Administrator
January 5, 2016
Page 2 of 2

Allegation #1: The complainant reported a certified nursing assistant did not check on two
identified residents for an entire night shift; one resident was left in a wheelchair all night.

Findings #1: Interactions between staff and residents were appropriate throughout the survey;
residents' needs and cares were accommodated across all shifts. The identified residents’ daily
cares and needs were documented as complete in July 2014. One of the identified residents
interviewed revealed no problems with neglect in the past and across all shifts; four other
interviews with sampled residents revealed no issues with being provided care or neglect. July
2014 daily care documentation for the 1dent1ﬁed residents was complete with no days of
missing cares. :

Based on observations, record review, and interviews, the allegation was unsubstantiated due to
lack of evidence.

Conclusion #1: Unsubstantiated. Lack of sufficient evidence.

Allegation #2: The complainant reported the allegati.on of neglect of was not reported to
administration after being reported to three different staff members.

Findings #2: No grievances or Incident and Accident reports documented the allegation of
neglect in July 2014. Identified staff memnbers could not recall the incident or if it was reported to
facility administration. Other suspected abuse investigations from June to November 2015 were
thorough, complete, and reported appropriately. Staff interviewed regarding identification of
abuse or neglect knew the reporting requirements and what to report to whom.

Based on record review and interviews, the allegation was unsubstantlated due to lack of
evidence.

Conclusion #2: Unsubstantiated. Lack of sufficient evidence.

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

Smcerely,

N]NA SANDERSON, LSW, Supervisor
Long Term Care

NS/pmt
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December 3 1, 2015

Jeffrey Corriher, Administrator
Bridgeview Estates

1828 Bridgeview Boulevard,
Twin Falls, ID 83301-3051°

~Provider #; 135113
Dear Mr. Corriher:

. On December 4, 2015, an unannounced on-site complaint survey was conducted at Bridgeview
Estates. The complaint allegations, findings and conclusions are as follows:

Complaint #1D00006574

The complaint was investigated in conjunction with the facility's Federal Recertification and
Complaint Investigation survey conducted from November 30, 2015 to December 4, 2015.

* Observations during the medication pass task were made, including observations of nurses
destroying controlled medications, storage of controlled niedications, and distribution of
medications (with count). The treatment nurse was observed performing ordered treatments and
staff interactions were observed across all shifts.

Facility documents reviewed included the destruction policy for controlled medications and past

_investigations of suspected narcotic diversions. The Treatment Administration Records of three
identified residents and fourteen additional residents were reviewed. Grievances for July 2014
were reviewed, as well as June to November 2015, Abuse and neglect investigations from June
to November 2015 were reviewed.

Five nurses were interviewed regarding the procedure for destroying narcotic medications. In
addition, thirteen residents were interviewed regarding staff's facial expressions at night, and nine
staff members regarding identification of abuse and reporting requirements were interviewed.




Jeffrey Corriher, Administrator
December 31, 2015
"~ Page 2 of 3

Allegation #1: The complainant reported a nurse was destroying narcotics alone in a room,
while two other nurses stood outside the door then signed as witness to the destruction of the
med1eat10ns

Findings #1: No observations of inappropriate destruction of controlled medications were made;’
narcotic medications were distributed as ordered and counts were accurate. Nurses interviewed
described the procedure for destruction and were consistent with the documented policy and
procedure. Investigations of past instances of narcotic discrepancies were complete and included
the required investigative components. Law enforcement was notified and involved appropriately
in all instances. -

Based on observations, record review, and interviews, the allegation was unsubstantiated dué to
lack of evidence.

. Conclusion #1; Unsubstantiated. Lack of sufﬁcient evidence.

Allegation #2: The complainant reported the freatment nurse did not complete treatments on
three residents as ordered.

Findings #2: The treatment nurse completed treatments as ordered. The Treatment _
Administration Records of seventeen residents were complete and accurate. There were no
grievances regarding freatments not being completed by the treatment nurse.

Based on observations and record review, the allegation was unsubstantlated due to lack of
evidence.

Conclusion #2: Unsubstantiated. Lack of sufficient evidence.

‘Allegation #3: The complainant reported a staff member went into residents' rooms, turned on
the lights at night, and made faces at the residents.

Findings #3: Staff interactions with residents were appropriate. Grievances and Incidents and
Accident reports did not document inappropriate facial expressions.by staff. All thirteen residents
mterviewed denied any staff making faces at them on the night shift. Abuse and neglect
investigations from June to November 2015 were coniplete and contained the appropriate
investigative elements. Nine staff members and the administrator reported the appropriate ways
to identify abuse or neglect, and proper reporting procedures. -

- Based on observations, record review, and interviews, the allegation could not be substantiated
due to lack of evidence.

Conclusion #3: Unsubstantiated. Lack of sufficient evidence.




Jeffrey Cbl‘riher, Administrator
December 31, 2015
Page 3 of 3

Allegation #4: The complamant reported a staff member's name was forged in a narcotic count
book.

Findings #4: The reported ailegation was not cited as there is no regulation related fo this issue.
Conclusion #4: Unsubstantiated. Lack of sufficient evidence.

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

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. . .

AN

DAVID SCOTT, RN, Supervisor
Long Term Care

DS/pmt
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December 31, 2015

Jeffrey Corriher, Administrator
Bridgeview Estates

1828 Bridgeview Boulevard,
Twin Falls, ID 83301-3051

Provider #: 135113
Dear Mr. Corriher:

On December 4, 2015, an unannounced on-site cofnplaint survey was conducted at Bridgeview
Estates. The complaint allegations, findings and conclusions are as follows:

Complaint #ID00006751

The complaint was investigated in conjunction with the facility's on-site Recertification and State
Licensure survey conducted from November 30, 2015 to December 4, 2015

Fall precautions were observed for six residents during the survey. The medical record of the
identified resident and 10 other residents were reviewed for falls and/or delay of treatment
concerns. The facility policy for medical records release was reviewed along with the facility's
admission agreement telated to medical records release. The facility's grievance file and Incident
and Accident reports for March to July 2014 and June to November 2015 were reviewed. The
Resident Council minutes from September to November 2015 were also reviewed.

During the survey six individual residents, 14 residents in the Resident Group meeting and two
family members were interviewed. The Director of Nursing and Resident Care Manager were
interviewed regarding Quality of Care concerns and the Health Information Management
Director was interviewed regarding the medical record request procedure.

Allegation #1: 'The complainant stated an identified resident was not protected and the resident
fell and fractured his/her back.




Jeffrey Corriher, Administrator
December 31, 2015
Page 2 of 3

Findings #1; Fall precautions were observed for six residents. The medical record of the
identified resident and six other residents were reviewed for falls. The Resident Care Manager
and Director of Nursing were interviewed regarding falls and fall prevention. )

Based on record review and staff interview, it was determined the allegation for the identified
resident was unsubstantiated due to the lack of sufficient evidence. There were concerns
identified for another resident regarding falls with injury and the facility was cited at F323.
Please refer to the survey report for the detailed findings.

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

Allegation #2: An identified resident experienced a _del_éy in treatment following two separate .
falls and the physician was not notified following one of the falls.

Findings #2: The medical record of the identified resident and 10 other residents were reviewed
for delay of treatment and physician notification without concerns. Interviews with six residents
and two family members did not express a concern with delay of treatment. The Resident Care
Manager and Director of Nursing said when a resident falls, they do not experience a delay in
treatment and the physician is notified. -

Based on record review, and resident, family and staff interviews, it was determined the
allegation could not be substantiated.

Conclusion #2: Unsubstantiated. Lack of sufficient evidence.

Allegation #3: An identified resident experienced a functional decline when he/she was
restrained by alarms placed near or on the resident.

Findings #3: Fall precautions were observed for six residents and none of the residents bad
alarms as a fall prevention measure. The medical record of the identified resident and six other
residents were reviewed for fall prevention and restraints. The Resident Care Manager and
Director of Nursing said the identified resident received adequate fall prevention ineasures
without affecting functional decline and the facility no longer used alarms.

Since the time of the complaint, the facility has implemented an alarm free policy for the entire
facility.

Based on observation, record review and staff interviews, it was determined the allegation could
not be substantiated. .

Conclusion #3: Unsubstantiated. Lack of sufficient evidence.




Jeffrey Corriher, Administrator
December 31, 2015
Page 3 of 3

Allegation #4: The medical records department would not provide copies of records to a Power
of Attorney without the appropriate paperwork. A legal representative was also denied access to
a resident's medical records.

Findings #4: The facility's grievance file for March to July 2014 and June to November 2015
did not document a concern regarding medical records requests. The facility's admission
agreement was reviewed and it documented the legally responsible party can ask for medical
records either verbally or in writing. One resident in the group interview said he/she requested
and received medical records without any concerns. The Health Information Management
Director said the resident or legal representative would be given aceess to the record either by
verbal or written request.

Based on record review, and resident group and staff interviews, it was determined the allegation
could not be substantiated.

Coneclusion #4: Unsubstantiated. Lack of sufficient evidence.

Allegation #5: Medical record copies costs too much at $1.00 per page.

Findings #5: The facility's policy for medical records release documented the first 25 pages
were $1.00 a piece and the rest of the copies were $0.25 each. The Health Information
Management Director said she would follow the policy and charge the fees indicated.

Based on record review and staff interview, it was determined the allegation was substantiated
and the facility was cited at F153. Please refer to the survey report for the detailed findings.

Conclusion #5: Substantiated. Federal deﬁciencies related to the allegation are cited

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

If you have questions, comments or concerns regarding our investigation, please contact David -
Scott, R.N. or Nina Sanderson, [..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.

WA

DAVID SCOTT, RN, Supervisor
Long Term Care

DS/pmt
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January 5, 2016

Jeffrey Corriher, Administrator
Bridgeview Estates :
1828 Bridgeview Boulevard,
Twin Falls, ID 83301-3051

Provider #: 135113
Dear Mr. Corriher:

On December 4, 2015, an unannounced on-site complaint survey was conducted at Bridgeview
Estates. The complaint allegations, findings and conclusions are as follows:

Complaint #1D00006905

The complaint was investigated in conjunction with the facility's on-site Recertification and State
Licensure survey conducted from November 30 to December 4, 2015,

Nursing care and staff interactions were observed with the identified resident. Four licensed stafi
were observed during the Medication Pass task as they administered five residents and the
identified resident prescribed medications. One resident who received medications through a
peripheral intravenous central catheter was observed during the survey,

The medical record of the identified resident and 13 other residents were reviewed for quality of -
care concerns. The facility's grievance file and Incident and Accident reports for June to
November 2015 were reviewed. The Resident Council minutes from September to November
2015 were reviewed.

The identified resident, six other individual residents, 14 residents in the Resident Group
meeting, and two residents' family members were interviewed about quality of care and quality of
life concerns, including the reporting party. Two licensed nurses were interviewed about the
facility process of notification for residents with change of condition, the need of an invasive
procedures, and/or changes in treatment.




Jeffrey Corriher, Administrator
January 5, 2016
Page 2 of 3

Allegation #1: The reporting party stated the identified resident had to go to the hospital for an
invasive procedure without the reporting party's knowledge. The reporting party had reported
his/her phone was disconnected for two days in March 2015, about the time when the resident's
procedure took place. The reporting party reported the facility had tried to reach him/ber because
of the need to have someone with the resident, but the facility had found someone to go with the
resident for the procedure.

Findings #1: The identified resident was observed while staff provided care and interacted with
him/her. The staff were aware of the resident's limitations and handled these appropriately.

The identified resident was interviewed about quality of care and quality of life concerns, and any
reported concerns were adequately addressed by the facility. The resident was able to activate
the call light and make his/her needs known.

The resident's medical record was reviewed for contact information and quality of care and
quality of life concerns. The resident had two emergency contacts documented with correct
information. The resident's record documented the reporting party was called when the resident
was in need of an immediate physician ordered procedure. The reporting party's phone had been
disconnected and the facility called the second emergency contact. This interested party was able
to facilitate someone to be present for the resident's procedure.

Based on observation, record review, and interviews, this complaint was determined to be
unsubstantiated due to the lack of supporting evidence.

Conclusion #1: Unsubstantiated. Lack of sufficient evidence,

Allegation #2: The reporting party stated a peripheral intravenous central catheter (PICC) had
been placed sometime in February and the facility had removed the PICC. The reporting party
reported the identified resident had to go to the hospital to have another PICC placed in March
2015. The reporting party was unclear on why the facility would discontinue the PICC, only to
have the resident go to the hospital and have a new one placed.

Findings #2: During the survey, four nurses were observed to administer medications to six
residents, including the identified resident. The facility was not cited with any deficient practices
related to medication administration. Observations were also made of a resident with a PICC
Iime. There were no identified care concerns identified with the facility's practice regarding PICC
lines.

The identified resident was observed and hé{she did not have a PICC at the time of survey.

The identified resident's medical record was reviewed. The resident had a PICC during his/her
hospital stay. The resident's PICC was no longer needed and was discontinued at the hospital,
prior to admittance to the facility.




Jeffrey Corriher, Administrator
January 5, 2016
Page 3 of 3

After moving to the facility the resident had an emergent need arise and the physician ordered the
placement of a PICC. The resident's PICC was placed, used for the emergent need, and then was
discontinued by licensed staff per the physician's orders.

The investigation into this allegation did not show the facility acted inappropriately with the
placement and/or discontinuation of the PICC. This complaint was determined to be
unsubstantiated due to the lack of supporting eviderice,

Conclusion #2: Unsubstantiated: Tack of sufficient evidence.

As none of the allegatmns were substantiated, no response 1s necessary ‘Thank you for the
courtesies and assistance extended to us during our visit.

Sincerely,

NINA SANDERSON LSW Supervisor
Long Term Care

- NS/pmt
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December 31, 2015

Jeffrey Corriher, Administrator
Bridgeview Estates

1828 Bridgeview Boulevard,
Twin Falls, ID 83301-3051

Provider #: 1351 13

Dear Mr. Corriher:

1

On December 4, 2015, an unannounced on-site complaint survey was condu(;’_[ed at Bridgeview
Estates. The complaint allegations, findings and conclusions are as follows:

Complaint #1D00006909

" The complaint was'. investigated during the facility's Recertification survey on November 30,
2015 through Decemnber 4, 2015.

The medical records of the identified resident and six other residents, with orders for dressing
changes were reviewed. Observations of dressing changes for four residents were conducted.

Three Licensed nurses were interviewed about dressing changes and orders for dressing changes.

The medical records staff and resident services staff were also interviewed.

Allegation #1: Facility has been changing the identified resident's surgical dressing twiceAdaily,
disregarding the surgeon's order of not changing the dressing until he changes it in seven days
from date of surgery March 6, 2015




Jeffrey Corriher, Administrator
December 31, 2015
Page 2 of 2

Findings #1: RP not sure if communications failed at hospital discharge orders or at facility.
Review of the medical records revealed that physician's orders for dressing changes were not
followed for three residents, The deficient practice was cited at F 309. '

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

Allegation #2: A copy of the identified resident's discharge orders was requested during a Plan
of Care meeting and so far have not been received.

Findings #2: Per interview with the medical records and resident services staff and in
‘conjunction with review of the identified resident's medical record, the requested medical
information originated at a hospital and the requesting party was directed to that hospital to
obtain the information. The allegation was not substantiated. '

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, L.S.W., Supervisors, Long Term Care at (208) 334-6626, option - “-
2. Thank you for the courtesy and cooperation you and your staff extended to us in the course of
our investigation.

Sincerely,

WOASA

DAVID SCOTT, RN, Supervisor -
Long Term Care

DS/pint
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March 14, 2016

Jeffrey Corriher, Administrator
Bridgeview Estates

1828 Bridgeview Boulevard,
Twin Falls, ID 83301-3051

Provider #: 135113

Dear Mr. Corriher:

On December 4, 2015, an unannounced on-site complaint survey was conducted at Bridgeview
Estates. The complaint allegations, findings and conclusions are as follows:

Complaint #1D00007164

The complaint was investigated in conjunction with the facility's on-site Recertification and State
Licensure survey conducted from November 30, 2015 to December 4, 2015.

Observations of interactions between staff and residents were completed during the survey. The
identified resident had been discharged from the facility prior to the survey process, so the
accommodation of needs and cares provided to fourteen other residents were observed.

Call light response times were observed on different shifts throughout the survey.

Six residents with foley bags were observed for appropriate needs being met.

Four licensed staff were observed as they administered six residents their prescribed medications.



Jeffrey Corriher, Administrator
March 14, 2016
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Residents' rooms and common areas were observed for cleanliness and housekeeping staff were
observed while completing their duties. The facility was observed for provision of a homelike
environment.

The medical record of the identified resident and thirteen other residents were reviewed for
quality of care concerns. The facility's grievance file and Incident and Accident reports for June
2015 to November 2015 were reviewed. The Resident Council minutes from September 2015 to
November 2015 were reviewed for quality of care and quality of life concerns and to ensure those
concerns were addressed.

Six individual residents, fourteen residents in the Resident Group meeting, and two residents’
family members were interviewed about quality of care and quality of life concerns. There were
nine staff members interviewed regarding identification of abuse or neglect and the
corresponding investigations and regulatory reporting requirements.

Allegation #1: The interested party stated an identified resident had his/her call light on and
staff did not respond for over an hour. The resident's foley bag had broke and saturated the
bedding. The resident's family changed the bedding without the staff offering assistance.

Findings #1: The staff and residents' interactions were observed throughout the survey and were
appropriate; residents' daily needs and cares, including emptying foley bags, were
accommodated; and, the facility's grievances and Resident Group documented issues were
addressed with resolutions and appropriate reporting requirements. The identified resident's
clinical record documented daily cares and needs as complete while he/she was a resident. Six
individual residents, fourteen residents in the Resident Group meeting, and two residents' family
members interviewed revealed no problems with abuse or neglect in the past.

Based on observations, record review, and interviews, this allegation was unsubstantiated due to
the lack of supporting evidence.

Conclusion #1: Unsubstantiated. Lack of sufficient evidence.

Allegation #2: The resident had his/her call light on for long periods of time on numerous
occasions and when staff would answer the call light they would at times turn the light off
without providing or offering assistance.

Findings #2: Six individual residents and fourteen residents in Resident Group did not voice
any concerns regarding call light response times and quality of care. Staff and residents'
interactions were appropriate. The staff attending to the residents' daily cares and needs
throughout the survey were observed to be appropriate and timely. Call light response times
were observed on all shifts and was determined to be appropriate.
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Conclusion #2: Unsubstantiated. Lack of sufficient evidence.

Allegation #3: The interested party reported the floor in an identified resident's room had a
sticky substance present for a few days before it was cleaned.

Findings #3: During the survey process, there were observations of the housekeeping staff
cleaning residents' rooms and common areas appropriately. There were no identified
housekeeping areas of concerns identified by the surveyors. The facility was observed as
providing a homelike environment for the residents. The resident' interviews did not reveal any
concerns with the facility's cleanliness or identify a housekeeping problem.

Based on observation and interviews this complaint was determined to be unsubstantiated due to
the lack of supporting evidence.

Conclusion #3: Unsubstantiated. Lack of sufficient evidence.

Allegation #4: The reporting party felt an identified resident was not having pain concerns and
pain medication administration dealt with timely and appropriately.

Findings #4: During the survey, four nurses were observed administering medications to six
residents. The facility was not cited with any deficient practices related to medication
administration. There were eight residents who were observed for pain concerns and there were
no identified areas of concern. The residents who were interviewed did not express any problems
with having their pain concerns addressed and pain medications administered appropriately.

Clinical records of eight residents, including the identified resident, were reviewed for pain needs
being met and there were no identified areas of concern.

Based on observation, interviews, and medical record review, this allegation could not be
substantiated based on the lack of supporting evidence.

Conclusion #4: Unsubstantiated. Lack of sufficient evidence.,

Allegation #5: The interested party reported the dietary department would not provide an
identified resident with any ice or juice and it was almost lunch time, nor would staff provide an
alternative for the resident.

There was a form in the room for staff to document every time they checked and provided care
on an identified resident. The interested party stated the staff had not filled out the form for
fourteen days.
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The facility had white boards in each resident's room and the boards were not updated daily with
the date nor the nursing staff providing care. This allegation was substantiated, but does not fall
under any regulatory requirement and could not be cited by the survey team.

Findings #5: Accommodation of needs and cares were observed for fourteen residents without
any identified areas of concern. The staff were observed providing ice, water, and drinks at
varying times and shifts throughout the survey process. The facility was observed to have a
refreshment room readily accessible for staff to ensure residents were provided ice, drinks, and
snacks appropriately when requested.

The identified resident's medical record was reviewed for documentation of daily cares. The
resident's Plan of Care addressed the documentation and how the resident and nursing staff were
implementing this documentation. The documentation of care details were reviewed and there
were no missing days of nursing documentation.

Based on observations and record review, this allegation was unsubstantiated due to the lack of
supporting evidence.

Conclusion #5: Unsubstantiated. Lack of sufficient evidence,

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

Sincerely,
N gwi(

DAVID SCOTT, RN, Supervisor
Long Term Care

DS/pmt
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Provider #; 135113
Dear Mr. Corriher:

On December 4, 2015, an unannounced on-site complaint survey was conducted at Bridgeview
Estates. The complaint allegation, findings and conclusion are as follows:

Complaint #ID00007198

This complaint was investigated in conjunction with the facility's Federal Recertification and
Complaint Survey conducted from November 30, 2015 to December 4, 2015.

The resident was admitted to the skilled side of the facility on 4/7/15 and discharged to the
assisted living side on 6/9/15.

The resident’s History and Physical, Care Plan, Nurses Notes, Physician Progress notes, Social
Service notes, and Power or Attorney information was reviewed.

The resident was estranged from his family and Social Services had contacted the Board of
Guardianship to start the guardian process. The resident's next door neighbors from the
community asked to take the resident out of the facility for some "fresh air" and were informed
the resident was not medically stable, however they were more than welcome to visit the resident
in the facility. The neighbors had been very vocal with the facility and social services regarding
the resident's assets going to them if something should happen to the resident. The resident
became visibly upset after his friends left.
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The facility worked directly with the Director of the Guardianship program, the office on aging,
the physician, and an attorney appointed to represent the resident. The police became involved
after the resident's neighbors removed belongings from his house.

The following allegation was investigated and unsubstantiated by the Residential Assisted Living
Team on November 19, 2015:

Allegation: The facility denied family to visit a resident.

Findings: The resident was admitted to the Skilled nursing facility on 4/7/15 and discharged to
assisted living on 6/9/15.

Conclusion: Unsubstantiated. Lack of sufficient evidence.

As the allegation was unsubstantiated, no response is necessary. Thank you for the courtesies
and assistance extended to us during our visit.

Sincerely,

DAVID COTT, RN Supervisor
Long Term Care

DS/pmt
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