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Dear Ms. Martellucci:

On March 4, 2016, a survey was conducted at Coeur d'Alene Health Care & Rehabilitation Center by
the Idaho Department of Health and Welfare, Division of Licensing and Certification, Bureau of
Facility Standards to determine if your facility was in compliance with state licensure and federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid programs.
This survey found that your facility was not in substantial compliance with Medicare and/or Medicaid
program participation requirements.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567 listing Medicare
and/or Medicaid deficiencies. In the spaces provided on the right side of each sheet, answer each
deficiency and state the date when each will be completed. NOTE: The alleged compliance date must
be after the "Date Survey Completed" (located in field X3.) Please provide ONLY ONE completion
date for each federal and state tag (if applicable) in column (XS) Completion Date to signify when
you allege that each tag will be back in compliance.

~ After each deficiency has been answered and dated, the administrator should sign the Form CMS-2567,

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 March 28, 2016. Failure to
submit an acceptable PoC by March 28, 2016, may result in the imposition of civil monetary penalties
by April 20, 2016.
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The components of a Plan of Correction as required by CMS must:

e Address what corrective action(s) will be accomplished for those re31dents found to have been
affected by the deficient practlce <

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

° Addless what measures will be put in place and what systemlc 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. If CMS has issued a letter giving notice of intent to implement a
denial of payment for new Medicare/Medicaid admissions, consider the effective date of the
remedy when determining your target date for achieving compliance. . '

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

All references to federal regulatory requirements contamed in this letter are found in T itle 42, Code of
Federal Regulatzons

This agency is required to notify CMS Region X of the results of this survey. We are recommending
that CMS impose the following remedy(ies):

e Civil Monetary Penalty

e Denial of payment for new admissions effective as soon as notice requirements can be met.
[42 CFR §488.417(a)]

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your provider
agreement be terminated on September 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 you
with a separate formal notification of that determination.
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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 means. In such a case,
neither the CMS Regional Office nor the State Medicaid Agency will impose the previously
recommended remedy, if appropriate.

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

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFacilitie
s/tabid/434/Default.aspx

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

o BFS Letters (06/30/11)

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

This request must be received by March 28,2016. If your request for informal dispute resolution is
received after March 28, 2016, the request will not be granted. An incomplete informal d1spute
resolution process will not delay the effective date of any enforcement action.

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

David Scott, R.N. Supervisor
Long Term Care

DS/
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The fallowing deficiendies were cited during the
federal recsiification survey conducted at the
facility February 29, 2016 to March 4, 2016,

The survayors condueting the survay wers!
Amy Barklay, RN, BSN, Team Coordinator
Presie Billington, RN

Abbrevialions included:

CHF- Congestive Heart Faflure

¢im - centimeters

CP - Care Plan

VA - Cerebravascular Accident

DNS- Director of Nursing

ER - Emergency Room

IDT - Interdlsciplinary Team

LiN-License Nurse

DB « Minimum Data Set

MD - Madical Doctor

NS~ Normal Saline

PRN « As needed

PT - Physteal Therapy

PTA ~ Physical Therapy Assistant
SBAR -« Situation Background Assessment
RegUest

UM- Linlt Manager

UTI - Urinary Traet Infection -

w/o - Whealchair

WINL - Within Normal Limits :
F241 | 483,15(a) DIGNITY AND RESPECT OF . F 244
g3=n [ INDIVIDUALITY .

The facility ynust promote care for residents in a
manner and in an environment that maintaing or
enhances each resident's dignity and respact n

full recognition of his or tar individuality,

.‘ 1 ABORATORY. ECTDR‘S OF EROVAL SUPPUER REPRESENTAT) IVE“‘ SIGNATURE TILE T (B DATE
CZ%« %/Vm//&d( ciie i HD Lleguhue Quado 3hs ,éwgg

Any deficjenby statement Bﬂdfﬂg With an ssterisk () denotes a daficioncy which the instiotion may be excusad from cerrecling providing s determined tHat
othsf sakgliards provide sufficient protection to the paifents, (See instructions.) Exvept for nursing homes, the findings staled abova are disclosable 9¢ days
following lhe date of survey whether or nat a plan of corraction is provided, Fornursing homas, the ahove findings end plans of comaction are disclosable 14
days followlng the date these dorumenis are made availabla to the faclity. If deficlencles are cited, an approved plan of carrsellot Is requisits to continued

program pariicipation,

FORM OM3-2657 (0:22-88) Pravious Verslons Obsalele Event [D: JXRH1 Faclitty ID: MADS001 500 : if continuation sheet Page 1 af 11




HAR/30/201

6/WED 11:19 AM

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

FAX No,

PRINTED:

P. 003

ga/ts/2o1a

FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES
AND PLAN OF GORRECTIOM

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

135062

(%) MULTIPLE GONSTRUCTION

A BULDING

B. WING

(X3) DATE SURVEY
COMPLETED

03/04/2048 |

NAME OF PROVIDER OR SUPPLIER

COEUR D'ALENE HEALTH GARE & REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIF CODE

2514 NORTH SEVENTH STREET
COEUR D'ALENE, ID B3814

x4 D
PREFIX
TAG

BUMMARY STATEMEMT OF DEFICIENCIES
(EAGH DEFIGIENCY MURT BE FRECEDED BY FUILL
REGULATORY OR LSG IDENTIFYING INFORMATICGN)

D

PREFIX

TAG

FROVIDER'S PLAN OF CORREGTION
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: DEFIGIENGY)

{%5)
COVPLETION
DATE

F 241

F 250
§S=D

Continued From page 1

| This REQUIREMENT is not met as evidenced

by:

Basad on obsarvation and interview, It was
determined the facility falled to maintaln residents’
dignity when toenails were not kept cleaned and
trimmed. This was true for 1 of 9 sampled
residents (#2) and created the potential for a
negative effect on the resident's self-esteern and
possible skin injury. Findings included:

.| Resldent #2 was admitted to the facility on

52215 with multiple diagnoses, including
dementia and breast cancer.

The resident's most recent Quartarly MDS
assessment, dated 2/20/16, docUmented
moderately impaired cognition, independent with
eating and required one person physical asslst for
bed mobility, toilet use, personal hygiens,
transfers and bathing.

On 3/1/16 at 2:50 pm, Resident #2's toenalls
wete observed to be long and thickened.

On 3/1416 at 3:35 pim, the DNS and surveyor
went fo Resident #2's room. The DNS remaved
the: resldent's socks after asking permission and
looked at the resldent's toenails. The DNS said
the residant should have a podiatrist consult.

On 3/216 at 8:50 arm, the PNS-said she trimmed
Resident#2's toenails and requested a podlatry
consult for the resident, _
483,15(g)(1) PROVISION OF MEDICALLY
RELATED SOCIAL SERVICE

The facility must provide medically-related social

F 241

]

=

60

| of toenail trimuming, Nails were trimmed,

F 241

Resident #2’s toenails were trimmed

on 3/2/16 by the Ditectar of Clinical
Services, A podiatry appointment was
made ot 3/3/16 for the resident on i
3/8/2106. As of 3/7/16 the resident
continues to decline going to the
podiatry appointment.

Director of Clinical Services /designee
have examined corrent
residents for possible need

and/ar podiatty appointments were
made as appropriate.

Social Services will maintain log for
toenafl/podiatry services and assure
podiatry appointments are made.
Ditector of Clinica) Services/Designee

will assure that nursing services Al

provides toenail care on a regular basis.

Current Nursing staff trained on resident )

dignity/grooming with special attention
to toenail care.

Social Services Designee and The
Director of Clinical Services will submit -
a Toenail/Podiatry report monthly, for
12 months, with recommendations, to
QA/FI committes for ongoing
compliance,

| 4ir201s

S
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services to attain or maintain the highest
practicable physical, mental, and psychosoctal
well-being of each resident.

This REQUIREMENT Is not met as evidenced
by:

Based on staff interview and record review it was
determined the faciiity failed to recognize signs of
on-going depression; provide sufficient hours to
address sccial service needs; and complete a
thorough and on-going assessment far a resident
refated to recurrant thoughts of wanting fo die.
This was true for 1 of 1 sampled resident
(Resident #5), Resident #5 had the potential far
harm when the RCG did not follow-up on the
resident's expressed thoughts and actions related
to wanting to dle, Findlngs ihcluded:

Rasident #5 was admitted to the facllity on 3/5/15
with multiple diaghoses including dementia,
depression, impaired vision, and aphasia,

Quarterly MDS assessments, dated 11/27/15 and
2/16/16, coded the resident was tired, had little
energy, and a poor appetite.

‘The eurrent Behavior Management care plan,
dated 12/14/15, documented, "Risk to self, has a
history of pulling plastic bags over her head,
suicida! ideations.” Interventions Included redirect
when behavlor arises; approach resident calmly
and spaak with a cadlming tohe; spend one-to-one
time with hear; offer sthacks; offer actlvities, 15
minute chacks, and limit environtnental changes.
"[RGC] is her favorita person.” -

Nurses Notas from 12/9/16 to 12/30/15

STATEMENT QF DEFIC(ENCIES {X1) PROVIDERSUPELIERIGLIA {X2) MULTIPLE CONSTRUCTION {(%3) DATE SURVEY
AND PLAM OF CORREQTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
136052 B. WING 03/04J2016
NAME OF PROVIRER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
2514 NORTH SEVENTH STREET
C ! T !
QEUR D'ALENE HEALTH CARE & REHABILITATION CENTER COEUR D'ALENE, ID 83814
o b SUMMARY STATEMENT OF DEFIGIENGIES ) FROVIDER'S PIAN OF CORRECTION 5
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFRX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROABS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 250 Continued From page 2 F 250

FORM CMS-2567{02-89) Pravicts Veislons Obsalste Evanl [D: JXRHA

Facilily |D: Mogooisoo

If continuation shest Paga 3 of 11




MAR/30/2016/WED 11:20 AM FAX No, P. 005

PRINTED: 03/18/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
rwCENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CUA ~ * | (f2) MULTIFLE CONSTRUGTION (X8) DATE SURVEY
ANDPLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
136082 B WING 03/04/2016
NAME OF PROVIDER OR SUPPLER STREET ADORESS, CITY, STATE, ZIP CODE ]
. 2514 NORTH SEVENTH STREET
COEUR D'ALENE HEALTH CARE & REHARILITATION CENTER COEUR D'ALENE, ID 83814
Fd) 1o SUMMARY STATEMENT OF DEFICIENGIES 1o PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DERCIENCY MUIST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVEACTION SHOULD B8 COMPLETION
TAG REGULATORY OR L8G [ENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 2501 Continued Fram page 3 . F250|F250
documented: ) :
a. 12/9/15 - "Resldent having suicidal [deation. Resident #5 has had no new suicidal
MD called awaiting callback placed on 15 minute ideations, LCSW visited with patient on

checks, adopt-a-resident, and alert charting..."
The nurses notes did not Include how the suicidal
icleation was expressed and/or whether the

3/4/2016 and continues weekly visits.
The Interdisciplinary Team reviewed

resident had formulated a plan, careplan and updated with new

b, 1212/15 -"Continue on 15 minute checks and interventions to address Resident #35°s
[there were] no trash hags in the room.” depression,

. '12/30/15 - "Resident calling out over and over

again 'l wanl to die.” Staff were unable to redirect Facility reviewed cutrent inhouse

the resident and after several attempts the

resident was placed with a 1:1 and calmed down residents for anyone else with suicidal

after approximately 1 hour, There was no ideations. Nons were identified.

documentation the MD had been notified of the :

resident's expressed desire to dle. Director of Clinical Services educated
the nursing staff, Clinical Care

RCEC notes contalned une entry from 12/9/15 to Coordinator and Consultant Social

1/8/16 related to the residant's expressad suicidal
idegtions. The 12/9/15 note documented,
"Resident verbalized, I don't want fo live.'

Worker on suicide policy and
procedures, Director of Clinical Services

Resident unable to explain why or what was will direct weekly Behavior

wrong. Resident also reporfed wanting apill to die| =~ Management Meeting with the

and was trying fo get into DON's desk drawer, Interdisciplinaty Team including the
MD was nofified. Resigient puton 15 minute Consultant Social Worker and review
checks." RCC notes did not document ihe cutrent residents for any new suicidal

facility's conlracted LMSW had been contacted to
follow-up onthe resident's expressed desire to
die, actions ochsarved on 12/8/15, or the resident's

ideations/behavior issues,

expressed desire to die on 12/30/16. Clinical Care Coordinator will report

i mouthly x 3 months to QA/PI
RCC progress reVIEW, dated 2/25/16, Qom]niﬂee’ those pa‘tients re—viewed by
documented the rasident was restless, a danger the Behavior Management-Committee

to herself, and oried, The review did hot include . o
what ver!;al and non-verbal slgns the staff should 'fmd .any IGGOII}mBqul‘IOlIS for .
watch for related to self-danger. The progress Improveinent in services on an ongotng
review did not document the facility's contractad basis,

LMEW had been contacted to assess and/or .
address the resident's social service needs,

41412016
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i

Continved From page 4

On 31116 at 12:00 pm, the LM3W stated while at

the facility she attended morning roeetings with
staff, spent ime discussing resident concerns
with the RCG, and followed up with 3 residenta
she routinely vislted every month. She stated
those activitles fook up most of her time. The
LMSW stated she attsmpted to vistt with the
resident on 2/6/16, but Resident #5 was too tired
lo meet. -

On 3/3/16 at 3:30 pm, the Administrator and DNS
stated they were not in the building prior to
January 2016 and were pot aware the resident
had expressed sulcidal ideations. Social Services
stated she was hot aware the resident had
expressed sulcldal ideations on 12/9/15 and
again on 12/30¢/15. When asked why the trash
bags had been removed from the resident's
room, social services stated the resident had
previously placed a trash bag and the trash can
over her head, The Administrator stated he was
aware the resident did not have trash bags in her
room, but did not realize it was ralated to the
resldent placing them over her head.

On 3/4/16 at 8:00 am, the MD stated that on
12/8/15 nursing staff notified him they had
concerns related ko posaible expressed suicidal
thoughts by Resident#5, The MD stated he felt #
was a single eplsode of possible suicidal
idaatlons assoclated with recurrent menial status
changes with behaviors related to UTI. He stated
labs were ordered, including a UA. The MD .
stated he reviewed the "WNL" results on 12/10/15
with the nurse and was told the behaviors had
resolved and the resident was back at baseline.
The MD stated he considared ardering an
antidepraeasant for the resident but decided it was

F 250
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not necessary. The MD stated he had not baen
nolified of tha 12/30/15 incident.

F 323 | 482.25(h) FREE OF ACCIDENT - F 323
535=G | HAZARDS/SUPERVISION/DEVICES .

The faaility must ensure that the resident
environment remalns as free of accident hazards
as ls possible; and each resident recelves
adequeate supetyision and assistance devices to
pravent accidents.

This REQUIREMENT ls not met as evidenced
by

Based on record review and staff interview, it
was determined the facility failed to ensure
residents atrisk for falls were adequately
assessed and inlerventions were implemented
and monitored for efficacy to prevent repeated
falls. This was true for 1 of 3 residents sampled
for safaty and supervision and resulted In harm to
Resident #5 when over the course of two moenths
sha experienced four falls, one of which resulted
in a faclal laceration that required sutures.
Findings included: :

Resident #5 was admitted to the facility on 3/5/15
with multiple diagnoses, inaluding dementia,
history of GVA with aphasia, history of bilateral hip |
replacement, and chronic pain syndrome.

The most recent Physical Therapy summary,
dated 10/7/15, documented the resident had met
the following goals: Improved lower extremity
muscle performance and completing transfera
independantly with tactile cues and contact guard
assistance. The Summary documented Resident
#5 had reached the optimal functional level for

— .
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her age and therapy treatments.would be ‘
.dlSCO”t]nUed hOWEVEI the dﬂcument also not@d Resident# 5g fal] p]veve“tion Qal‘eplﬂn
the resident would continue to he at risk for falls ; Alzeinli
without assistance in the facility. oo re;“‘?w:; by the I“te‘fjc;s“'plmary
A Quarterly MDS assessments, dated 11/27/18, eam for efficacy and resident was
documented the resldent required axteénsive evaluated by a licensed Physical
assistance of ane staff for transfers, toffeting, Therapist,
hygiene, when moving frem a seated to standing ‘
Pﬁ‘“;’ﬂon s*/nd Wﬁen{ T%aﬂ sferring between a bed, Cuurrent residents identified as high risk:
¢halr, andfor wheelchair,
£ : r ab i
From November 2015 to January 2016, the f?;kfﬂﬂlseiss?g;igfflg O:, ;,e?:,;? on fall i
facliity documented Resident #5 fell on four * as nhiacp on |
oceasions. Fall Investigation Reports, Nurses careplans were reviewed for efficacy
Notes, SBAR, Therapy Screens, Therapy Notes, and screetied by a Licensed Physical
IDT/Fall Comrnlttee Notes, and an ER Report Therapist.
gdocumented the following:
2- 1'”‘2?/ 15~ 2:2d0fplrln: E,f‘sjdﬁ?tﬁ Cijd Tot ";/a"t Director of Clinical Services/designee
or assistance and fall while salftransferring from : . : :
a wheelchalir to his/her bed. The resident’ s right ;V(;g;m]f lfCtl' ".m]dc%n;ldfﬂy mL.mdS of |
leg was noted to be externally rotatad and, when ' o of the Ingh a risk pEEtlel‘ltS ,
found, the resident was holding his/her tight hip to assure care plan interventions are in
and " yell[ing] out " in pain, The MD was notified place and Interdisciplinary Team will
and Residant #5 was transported to the ER, conduct daily/weekly Fall Prevention |
where x-rays documented he/she sustained a ° Meeting to assure careplans are |
contusion of the right hip or thigh. " reviewed for efficacy and any time a fall’
a.  Falf prevention interventions in place prior to oceurs. Screening by a Licensed
the fall Included placing the resident ' s call light hvsical Tt g oY
within reach and keeping the bed in its lowest Physical Therapist will be conducted
+ | position. when requested,
b, Posbfal interventions included reminding the
rasident to ask for assistance with all transfers, Director of Clinical Services or RN ‘
15-minute Cth?l_‘;}ﬁsl and a F’hyStiCSll ;”:jeﬁgaﬁs Designee will conduct monthly audits x
assessment, This assesament, date ‘ : ; sl
and performed by & Physical Therapy Alde rather |, 11,2 .'2:”: bs Oirl.lery- édEilhﬁli‘d"hlgh. risk :
than a ficensad Fhysical Theranist, documented est 1? § or any resident Gxperiencing a f
o current prob,en-ls Changas 'n Statu\?' or fﬂ” &1'1(‘1 I'E]JD]'T, i]nd]n'gs fo ﬂ]e QAPI -
potential risks related to tranafers, hed maobllity, Committee for ongoing Compliance. | 4/4/2016
and balance/postural stability. The PTA T e e T :
documented the resjdent was " recently on PT
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| caseload for similar issue with litle Impravement.
1]

2. 12/23/15 - 1.00 pm: Residen!#5 was found
sitting on the floor next to- and * still hanging
onto the sink with both hands. It appsars she
pulled herself up to stand at her sink and then
eithar missed her wic while sitting down ar her
legs gave out. " ’

a. In addition to Intarventions already in place

-following the 11/26/15 fall, post fall interventions

included encouraging the resldent to rest after
rneals and on 12/28/15 the Fall Committee put
into place additienal interventions, which included
staff staying with the resident when she was at
her sink, adding the resident to the facllity's "
Adopt-a-Resident " program, Initiating alert
charting, and performing a therapy screening to
axldress balance and transfers.

b, A12/28/15 therapy screen conducted by the
Physical Therapy Aide rather than a llcensed
Physlcal Therapist documented the resident had
no cureent problems, changes in status, ot
potential risks related to transfers, bed mobility,
and balance/postural stability,

3. 12/3115 - 2:00 pm: Staff heard yeliing and
found Reskient #5 lying on her {eft side on the
floor by her sink/bathroorn door. The wheelchair
with lts brakes it the unlocked position was next
to the resident, who had sustained a hematoma
to her forehead measuting 8.5 cm X 7.6 cm X 1.0

_I em; a skin tear to the left elbow measuring 1.9 om

X1.0cm; anda "small" [no measurement
pravidad] abrasion fo the left ankle:

a. In addition to interventions already In place
following the 11/26/16 and 12/23/15 falls, post fall
imerventions included a Physical Therapy
evaluation and anti-rollback brakes to the resident
' & wheelchalr,

b. A12/31/18 PT screen conducted by a
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Physlcal Therapy Alde rather than a llcensed
Physical Theraplst documenited the resident had
no ourrent problems, changes [n status, or
potentlal risks related fo transfers, bed mability,
and balance/postural stability. The PTA
documented, " Resident fell while standing at
fthe] skink. [DT recommendations include
self-locking wheelchalr,

4. 1427116 - 3:00 atm: Resident #6 was found
lying on the floor behind her bedroom door. The -
resident pulled herself to a standing position while
hanging onto her sink, lost her balance, and fail
onto her lefi side. Residant#5 sustained a 3.0 cm
X 1.6 om laceratlon to the left side of her head
and was transferred to the ER for evaluation and
treatmant. The ER repart documented a 3,5 em
linear lacaration to the left side of the resident' s
forehead fo her skull and surrounding bruising;
the lacaration required 3 sutures.

2. In addition fo interventions already in place
faliowing the 11726715, 12123/15, and 12/31/15
fails, post fall interventions included evaluating
the resident for an alarmed Veloro seatbelt and a
Physical Therapy scraenlng. ’
b, A 1/28/16 PT screen conducted by a Physlcal
Therapy Aide rathar than e licensed Physical
Therapjst documented no current problems,
changes jn slatus, oy patential risks related to
transfers, bed mobiiity, and balance/postural
stability. The PTA documented, " Resident has
fallen several times recently. Discussed
rehabifitation potential with PT staff, with the
concerns belng that patient has not benefitted
from previous attempts ... °

NOTE: A “Physical Therapist Job Description ™
pravided by the facilily documented, " The
Physical Theraplst assesses the need far,
develops, and deilvers physical therapy prograrns
to facilitate rehabllitation. *
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Mursing Notes, dated 2/2/16, documented, " PT
soreen and evaluation ho treatment indicated.
Resident placed on Restorative for Jseathealt]
release while in w/e, mohility, and lower axtremity
ROM o maintain current level of mobility, *

A Physlclan Progress Note, dated 2/9/16,
documented that on 2/6/16:Resident #5 " began
working with Physical Therapy on standing again.
* There was no erder In the dlinical recard
directing Resjdent #5 {0 begin Physical Therapy.
On 3/3f16 at 3:30 pm, the Administrator and DNS
stated they were not employed at the facllity prior
{o January 2018 and could net, tharefare, pravide
information related to the resident ' g falls prior to
the 1/27/16 injury-accident

F425 | 483,60(c) DRUG REGIMEN REVIEW, REPORT F 428
s8=p | IRREGULAR, ACT ON

The drug regimen of each resident must be
raviewed at least once a month by a licensed
pharmacist.

The phammacist puat report-any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon,

This REQUIREMENT s hot met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to ensure & physician
was informed of a pharmacist’s recommendstion
ta monitor the Magnesium serum concentration
for 1 of 3 residents (#1) sampled for quality of
care, Fallure to inform the physjcian of the
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recommended laboratory test placed Residant #1
at risk for undetectad abnormal Magnesium
sarum concentration and resulting complications.
Finditigs Included:

Resident #1 was admitted to the facliily on
3/24/15, and was readmitted on 10/16/15, with
multiple diagnoses which included essential
hypertension and impaired renal function.

The resident's recapitulated February 2016
physiclan's orders documented a 10/16/16 arder
of Magnesium Oxlde 400 mg tablet crafly two
times & day (supplement).

Resident #1's Consultation Summary Report
dated {/1/16 thraugh 2/28/16 documentsd two
recommendations from the pharmacist dated
1/27/16 and 2/24/16 to monitor Reaident#1's
Magnesium serum concentration, Thera were no
laboratory results of Magnesium serum
concentration found in the resident's clinlcal
record.

Qn 8/3/16 at 5:15 pm, the DN3 said the doclor
would visit at the end of the week and the
lahatatory request for resident's theMagnesium
serum level was placed In his folder for him to
review at that time, When asked If the pharmacist
recommendation for January was relayed fo the
physician, thé DNS said the UM responsible for
informing the decior of the January
recommendation was no lohger warking In tha
facility. .
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Serum magnesium level for Resident #1
was obtained and was within
normal limits.

Director of Clinical Services/designated
staff have reviewed all pharmacy
recommendations from 1/2016 to
present to assure all recommendations
have been addressed.

Director of Clinical Services/designes
will complete pharmacy '
recemmendations within 7 day time
frame on an ongoing basis.

Medical Records designee will conduct
monthly audit for 3 months then
quartetly X 1 year to assure
recominendations were addresged and
report findings to QA/PI for atigoing
compliance.

| 4142016
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