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March 18, 2016 

Joan Martellucci, Administrator 
Coeur d'Alene Health Care & Rehabilitation Center 
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Coeur d'Alene, ID 83814-3720 

Provider#: 135052 

Dear Ms. Martellucci: 

TAMARA PRISOCK-ADMINISTRATOR 
LICENSING & CERTIFICATION 

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

3232 Elder Street 
P.O. Box 83720 

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

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

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 Ji censure 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 Conection, 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 (X.5) 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 Conection in the spaces provided and return the original(s) to 
this office. 

Your Plan of Conection (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 residents found to have been 
affected by the deficient practice; 

o Address how you w1ll identify other residents who have the potential to be affected by the same 
deficient practice and what corrective action(s) will be taken; 

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

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

ca Include dates when corrective action will be completed in column (XS). 

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. 

e 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 Title 42, Code of 
Federal Regulations. 

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): 

.0 Civil Monetary Penalty 

• 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 conected, 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/4 34/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 Tenn Care Informal Dispute Resollition Process 
2001-10 !DR 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 dispute 
resolution process will not delay the effective date of any enforcement action. 

Thank you for the comiesies 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 Tenn Care at 
(208) 334-6626, option 2. 

David Scott, R.N. Supervisor 
Long Term Care 

DS/lj 
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. 135052 

f~Mc OF PROVIDER OR SUPPUER 

COEUR D'ALENE' HEALTH CARE & REHAB!LlTATION CENTER 
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PREF!X 
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$UMMARY STATEMENT OF DEFICIENcli;:.5 
(EACH OcPICICNCYMlJST BE PRECEDED BY F'Ut.L 

REGULATORY OR lSC IDENTIFYING INFORMATION) 

F 000 INITIAL COMMENTS 

The folloWlllg deficiencies were cited during the 
federal ri:icertlficatlon survey conducted at the 
facility Februaiy 29, 2016 to March 4, 20·16. 

The surveyors conducting the survey were: 
Amy Barkley, RN, BSN, Team Coordin<=itor 
Presie Billington, RN 

Abbreviations i11cluqect 
CHF- Congestive Heart Failure 
cm - centimeters 
CP - Care Pfan 
CVA- Cerebrovascular Accident 
DNS~ Director of Nursing 
ER - ErnergenQy Room 
JOT - Interdisciplinary Team 
U'H-ice11$e Nurse 
lJJDS w Minimum Data Set 
~/ID~ Medical Docior 
NSw Norm~] Salltle 
PRN "As needed 
PT~ Pt1ys!Ctll Thernpy 
PTA~ Physic~) Therapy Assistant 
8BAR " Situatioll Background Assessme11t 
RequeBt · 
UM- Unit Manager 
UTJ - Uri11ary Tract lllfectloh · 
'Nlo - Wheelcf1air 
W.NL - Within Normal Umits 

~241 483,15(a) DJGNITYAND RESPE'.CT OF 
SS"D INDIVIDUALITY 

!he Ta.alllty must promote care for residents ill a 
manner and fn an environrnetlt that maintains or 
enhances each resident's dignity alld respect ltl 
full recogllition of his or her individuality, 

(X2) MULTIPLE: CONSntUGTJOH (X:3) DATE SUR\fe:Y 
A. BUILDING __ ~~---- GOMPIEfC:O 

B.WING 

to 
PREFIX 

TAG 

STREET ADDRESS, cm, STATE, ZJP CODE 

~514 NORiH Si=YENTH STREET 

coguR D'ALENE. ID 83814 

PROVlOER'S PLAN OF COR,RJ:cnoN 
{EACH CORRcCTIVEAOTIOM SHOULD BE 

GROSS·REFER~!CED TO THE APPROPRIATE 
DEP[C15NCY) 

FOGO 

F 241 

03/04/20'16 

~~ 
COMPLETION 

DATE 

lABOllATO~EaTOR.~s °!.JR~~f,;SUPPUrn REPRES~~rrA1 JVE:. :s slGNATURE , 1·J~·u: /.~ . ,, _ · · <X~ LT~/,,"' 

___::~~~,··.~ /111/ a1.f!tAl~.t4...-U~/ujJ:;<l !]:t;:/J,w!UO~ 3~J ~lb 
Any cleficJen6y statemsnt endln!)' with 1;1n a5terisk (') denotes a daflr,hmoy which ihB Ins\llulion may be excusscl from oorrncUng pmvldlhg it is delarrriined th~l 
Dlh&r a~r.gff~rcls provide sufficient protection to the pa,lfsnl'>'. (See ins!rucllons,) Except for nursing homes, !he findings $tal~d f.lbo'le arn dlsolosable 90 cll'l)'s 
Jollowing !he dale of sutvey whether u! J10l <1 plan of oorraclion ls provided. For nursing hotnes, the above Findings and plans of corrncUon are dlsclosable ·14 
days folk;wln1:1 the data the5e documenl3 me made available to the facillti/. If dBfldEJnolw are cited, an approved plan of cWstUotl Is reguisils to continued 
program pariloipo:1tion. 

Evertt ID:JXRJ1·1 raoltlt)" ID: MDSoo1 aoo If uonllnuation aheet Pag8 i of 11 
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(X·tj PROVIDER/SUPPLIER/CUA 
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135052 
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REGULATORY OR LSO IDENTIFYJNG INFORMATION) 

F 241 Continued From page 1 

This REQUIREMENT is not met a.s evidenced 
by: 
Ba.sed on observation atid Interview, It was 

detennined the rocil1ty failed to rnalntaln residents' 
dignity wl1en tmmails wert;: hot ki;;ipt cleatled and 
trimn1ed. This was true for ·t of 9 sampled · 
i-esidents (#2} and created the potential for a 
11egatlve effect on the resident's self-esteem :and 
i::iossible .skin injury. Findings included: 

Resident #2 was admitted to the facility on 
5/22/'!5 with rnultlpfe diagnoses, including 
demE;:ntia a.tid br1t1ast cancer. 

The resjqent's most rece.llt Quarterly MDS 
assessment. dated 2/20/'l 6, documented 
moderately Impaired cognition, independellt with 
eating and required one person phy$ical as5lst for 
bed mobility, toilet use, personal hygiene, 
transfers and bat~ing. 

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

On 3/1/16 at 3:35 pm, the DNS and surveyor 
went to Resldetit #2's toom. !'he tJNS removed 
tho resld~mt·~ socks after asking perm(ssion and 
looked at the resident's toenails. The DNS said 
the resident should have a podiatrist consult. 

on 312/-16 at 8:60 ~mi. the DNS·said she trimmed 
Resident #2's toenail$ and reiquested a podiatry 
consult for the resident. . 

F 250 483:15{g)('l) PROVISION OF Mt::DIOALLY 
SS•:D RELATED SOCIAL SERVICE 

The faclllty must prov!ds medlcally~related social 

FAX No. P. 003 

PRIMTED: 03/18/2016 
FORM APPROVED 

OMB NO 0938-0391 
()(2) MULTIPLE CONSTRUCTION (X3) DATE .SURVEY 

COMPLETE!O A BUllOlNG ~------

B. WING----.,-----~ 03/04/2016 

ID. 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATc, ZIP CODE 

2514 NORTH SEVENTH STREl=.T 

COEUR D'ALENE, IP 83814 

PROVIDER'S PLAN OF CORRE GT ION 
(t'ACH CORREC11VEAGl!ON .SHO!JLO BE 

CROSS-REFERENCl:IJ TO TH6APPROPRIATE 
DE:FJCIEt.iOY) 

F 241 F 241 

Resicleht #2's toenails were trimmed 
on 3/2/16 by the Director of Clinical 
Services. A podiatry appointment was 
made on 3/3/16 for the resident on 
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 current 
residents for possible need 
of toenail trimmlng. Nails were tdmmed1 
and/or podlat:ty appointments were 
made as appropriate. 

Social Services will maintain log for 
toenB.U/podiatry services aJ1d assure 
podiatry appointments are made. 
Dfrector of Clinical Services/Designee 
will assure that nursing services 
provides toenail care on a regular basis. 
Current Nursing $faff trained on resident , 
dignity/grooming with special attention 
to toenaH care. 

Social Services Designee and The 
Director of Clinical Services will submit· 

(Xi;) 
Cottl'LETION 

DATE: 

a Toenail/Podiatry report monthly, for ·. 4/4t20Y6 
12 months, with reoommehdations1 to 

F 250 QA/PI committee for ongoing 
complianoc. 

'-----'------~--~,~-~-~~~~----'-----'---------~~-----L------' 
FORM CMS-2587(02-99) .PrevlotJ~ Wf$IOM [)l)solel~ Event ID: JXRl'l1 Facifl\y ID: MDSOOi eoo If continuation sheel Paga ;z of 11 
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NJIMJ;; OF PROVIOER OR SUPPLl!'.'.R 
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TAG 
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FORM APPROVED 

OMB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

03/04/2016 

ID 
PRE RX 

TAG 

PR0Vlb.ER'$ Pl.AN OF CORRECTION 
(EACH C0RRECT1VC:A.Cll0N fJHOULD BE 

CROSS-REFERENCED TO THEAPPROPRlATE 
DEFICIENCY) 

(XS! 
COMPLETION 

DATE 

F 250 Continued From page 2 F 250 
services to attain 01 maintain the highest 
practicable physical, mental, aild psyd10soclal 
weli~being of each resident. 

Thii:: RE;QUIREMENT Is riot i-net as evidenced 
by: 
Based on staff interview and record review It Wa$ 

determined the facility failed to recognize signs of 
on-going depression; provide sufficient hours to 
address social service needs: and complete a 
thorough and on-going assessment for a resident 
related to recurrent thoughts of wanting to die. 
This was true for 1 of 1 sampled resident 
(Residetlt #5). Resident #5 had the potential for 
harm when the RCC did not follow-up otl th~ 
resldelll'$ expres:;;ed thoughts ahd actions related 
to waritfn9 to die. Fitidlngs Included: 

Resident #5 wa.s admitted to the facility 011 3/5/15 
wlth multiple diagnote$ including demetitia, 
depre$sion, impaired vision, and a.phasia. 

Quarterly MOS assessments, dated -l'l/27/'l 5 and 
21'16/16, coded the resident was tired, had little 
energy, and a po?r appetite. 

The current Behavior Management care pk=rn, 
dated 12/14/15, documented, "Hisk to self, has a 
history of pulling pfastic bags over her head, 

- suicidal ideations. 11 lllterventlotis lhcluded redirect 
when behavior arises; approach resident calrnly 
arid st:Jeak with a calming tone; slJE!nd otle-to-on·e 
tltne with her; offer stiacks; offer activities, 15 
tnlnute check$, Bnd limit enVl(onrnetital changes. 
''{RCC] ls her favorite peraori.", 

Nurse$ Note$ from 12/9/'16 to ·12/30/"l 5 
,__----'----~----~~~--~---~---~--~--~-.~~~~~-~-"-------< 

FORM CMS-21567(02-99) PrnviotJ~ V~folon~ Ob~ol6le Evan[ ID: JXRl"l i Facility ID: M(J5ooi BOO If continuation sheNt Page 3 of ii 



MAR/30/2016/WED l1:20 AM 

DEPAR.TM t::NT OF HEALTH AND HUMAN SERVICES 
CENlcRS FOR MEDICARE & MEDICAID SERVICES 

STAlEMENI OP DEFICIENCIES 
AND PLAN Of CORRECTION 

(X,1) PROVIOERJSLIPPLl8R.ICUA 
IDcWJ'll'IOATION NLIMl31JR: 

136052 

NAW: OF PROVIDER OR SUf'PLJER 

coguR D'ALENE HEALTH CARE & REHABILITATION CENTER 

[X4) 10 
PREf'IX 

TAG 

SUMM'\RY S'rATC'MENT OF DEFICIENCIES 
(EACH DERCIENcY MUST BB. PRECEQEO 8Y FUU 

REGULATORY OR LSC JO~NIJl"Y!NG 1Nf0Rr0AllON) 

F .250 Continued From page 3 
documented: 
a. 12/9/15 - "Resident having suicidal ldeutlon. 
MD called awaiting callback placed on 15 minute 
checks, adopt-a-resident, and alert charting ... '' 
The n1..irs·e:;; note$ did hot Include how the suicidal 
ideation was expressed ahd/or whether the 
resident had fonnuJa.'ted a. plall. 
b. 12/12/15-"Continueon 15minutect1ecksar1d 
[there were] no trash bags in ll1e room." 
c. 'I 2/30/15 - "Resident ca.Hing out over and over 
aga.ih 'l warit to die."' Staff were unable to reclirect 
the resideht ahd after several atternpts the 
resident was placed with a 1 :1 and calmed down 
after approxltnall'.lly 1 hour. There was no 
documentatioh the MD had been notified of the 
resident's expressed denlre to die. 

HCC notes contained cne \3ntry from 'I 2/9/15 to 
1 /8/16 related to the reslde11rs expressed sulcldal 
ideations. The 12/9/15 note documented, 
"Resident verba.li.zed, 'I don't want to live.' 
Resident unable to expl8in why or what was 
wrong. Resident also reportecl wanting a. pill to die 
a11d was trying to get Jnto bON's desk drawer. 
MD was notified. Resident put on '15 rnlnute 
checks." RCC notes did not document ihe 
facility's cohltacled LMSW had been contacted to 
follow-up Oh the tesiden~s expressed desire to 
die, o::ictiohs observed on 12/9/15, orthe residenPs 
expressed desire to die on 12/30/15, 

RCC progress review, dated 2125/16,· 
documented the resideht was restless, a danger 
to herself, and cried. The ri;iview did not Include 
what verbal and non-verbal slg11s the staff should 
watch for related to self~danger. The i:irogress 
review did not document the facility1

;;; contracted 
LMSW had been contactecl to assess and/or. 
address the resident's social service needs. 

FORM CMS-2567(02-99) Pf!lv)oua Vl)r(l/on$ oli,;ol.it~ Evsnl ID:JXRlii 

FAX No. P. 005 

PRINTED: 03/18/2016 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULJIPLE CONSIRUCTION (X3) !)ATE SURVEY 

COMP LITT' ED A BUILDING ______ ~ 

8.WING 03/04/2016 

JD 
PREFIX 

TAG 

STR~f.:.'r AbORESS, CITY, STATE. ZIP CODE 

2514 NORTH.SEVENTH STREET 

CO.EUR P'ALENE, ID 83814 

PROVlD ER'S PlAN OF COR.REcrJoN 
(EACH CORRECTIVEAOTION SHOULD 6C. 

CROSS-REF~RtNCED TO THE APPROPRIATE 
Dl'iFICIENCYJ 

!= 250 F250 

Resident #5 ha.shad no new s1dcidal 
ideatious. tcsw visited with patient on 
3/4/2016 and continues weekly visits. 
the InterdiscipHnary Team reviewed 
careplan and updated with new 
interventions to address Resident #5's 
depression. 

Facility reviewed current inhouse 
residents for anyone else with suicidal r 

ideations. None were identified. 

Director of Clinical Services educated 
the nursing staff, Clinical Care 
Coordinator and Consultant Social 
Workel' on suicide policy and 
procedures. Director of Clinical Se.tvices 
will direct weekly Bebavlor 
Management Meeting with the 
Interdisciplinary Teatn including the 
Consultant Social Worker and review 
cun·ent residents for any new suicidal 
ideati.ons/behavior issues. 

Clinical Care Coordinatol' will report 
monthly x 3 months to QA/PI 
committee, those patients reviewed by 
the Behavior Managetnetlt-.Committee 
and any recommendations for 
improvernent in services on an ongoing 
basis. 

!Xtl) 
COM"LETION 

DATE 

4/4/2016 

f'a.clllty to; f!Aosooi eoo If con(lriu.,tlon i;<heet Page. 4 of 11 
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D~PARTMENT OF HEALTH AND HUMAN St:RVICES 
CENTERS FOR MEDICARE'. & MEDICAID SERVICES 

STATEMENT OF DEFICIENOIES 
AND PLAN OF CORRECTION 

(X1) PROV10ER/SUPPLIER/GLIA 
IDEi'lllf'ICA'rlON NUM13E'.R: 

135052 

FAX No. 

(X2) MULTIPU: CONSTRUCTION 
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a WING ________ _ 

P. 006 

PRINTED: 03/18/2016 
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(X3) DAT<; SURVEY 

COMPLETED 

03/0412016 
i--~--------~-------~~ .......... ---,,---------~·~~~~~-'-----~~~ 

NAME OF PROVIDER 01'1 SLIPPlleR 

COEUR D'ALENE H~LTH CARE & REHABILJTATION CENT:ER 

[X4) ID 
PREFIX 

TAG 

. SUMMARY STATB'llENT OF DEFICJENGIES 
(EACH OErlC:fENCY MUST BE PRECEDED BY FULL 

REGULATORY OR l$C I06'1TIP{lNG INrORMATION) 

F 250 continued From page 4 

.on 311/16 at 12:00 pm, the LMSW stated while at 
the facility she attended morn!11g rneeitlngs with 
staff, spent time discussing resident concerns 
with the RCC, and followed up wlth 3 residents 
she routinely visited every month. She stated 
those activl\l1;7S took up most of her time. The 
LMSW stated sne ath:irnrted to vlslt with the 
resident on 2/5/16, but Resident #5 was too tired 
to meet · 

On 3/3/16 at 3:30 pm, the Administrator end DNS 
stated they were not in the building prior to 
January 2016 and were not aware tt1e resident 
had expressed suicidal ideations. Sooi,a! Service$ 
stated she was hot aware the resident had 
expressed sulcldal ideations on 12/9/15 a.nd 
ag<:J.in on 12/30/15. When asked why the trash 
bag$ had beeh removed from the resident's 
room, social services stated the resldeht had 
previously placed a trash ba!;J and the trash cE1n 
over her head. Tt1e Adminlstratol stated he was 
a.ware the resident did hot have trash hags in her 
room, but did not realize it was related to the 
resident plsoing tt1em over hor hec-1d. 

Ori 3/4/16 al 8:00 am, the MD stated that on 
12/9/15 nLirsing staff notified him tt1ey t1ad 
coticerns related to possible expressed suicidal 
thoughts by Resident #5. The MD stated he folt tt 
WmJ a single episode of possible suicidal 
ide<:)tlotm associated with recurrent mental status 
changes with behaviors related to UTI. He st<1ted 
l~b~ were orderod,'lncluding a UA lhe MD . 
$\aled he reviewed the "WNL" results on 12/i0/15 
witl1 tt1e nurse ahd was told the behavlors had 
resolved <~tld the resldsnt Was back at baseline. 
The MD stated he cotlsldered ordering an 
antidepres$ant for the 1esldeht but decided it was 

ID 
PR.fffX 

TAG 

S.IR!JCT AOORESS, CITY, STATE, ZIP CODE 

2!;i14 NORTH S~NTH STR5ET 

COE:UR P'Al-.e.N~, 10 ~814 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOl)l,D BEl 

Ct=\OSS0 RE:PE'.RENCED TO THE APPROPR!A'rE: 
Dcl'ICIENCY} 

F .250 

(XS) 
GOMPLETIOM 

DAT6 

~,-~ __ ........ , -~~~·-··~----------~--~---~ 
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MAR/30/2016/WED ll :20 AM 

DEPARTMf;;NT OF Ht'.ALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEME~rr Of D!::flCJcNCIE:S (Xi) PROVlbCR,ISUPPLH::rvcuA 
AND PLAN OF CORRECTION IDENTIFlCATION NlJM13ER: ' 

135052 

NAME OF PROV\DeR OR SUPPLIER 

COEUR D'ALENE HEALTH CARE & REHABILlTATION CE~ffER 

[X4)1D SUMMARY STAT6M"1NI (JF DEPIC!BNCIES 
PREFIX (eACH OEFICIEMCY MUST 6e PREC6DfSD SY FULL 

TAG REGULATORY OR LSG fDEN1'1fYJNG INFORMAllON) 

P' 250 Continued From page 5 
not necessary. lhe MD stated he hall not been 
notified of the 12/30/15 incident 

F 323 483.25(h) FRE:E OF ACCIDENT · 
SS=G HAZARDS/SUPt:RVISION/PEVICES 

The facility mu$t ensure that the resident 
E}nvironment remains as free of accident hazsrds 
as ls possible; and each resident receives 
adequate supervision and assist;::ince devices to 
prevent accidents. 

This RE:.OUIREMENT Is not met as evidenceli 
by; 
8ased on record review and staff interview, it 

was determined the facility failed to ensure 
residents at risk for falls were adequately 
assessed and inlerventiolls were implemented 
and monitored for efficacy to prevent repeated 
falls. This was true for ·1of3 rssldshts sampled 
fol safety and superVi$ion and resulted In harm to 
Reisident #5 when over the course of two months 
she e>-'perienced four falls, bile of Which resulted 
in a facial laeeration that required sutures. 
Findings included: 
Resident #5 was admitted to the facility oh 315/i 5 
wiU1 multiple diagnoses, inctuding dementiE'I, 
history of CVA with aphasia, 'history of bHaternl hip . 
repla.oement, and chronic pain syndrome. 
The most recent Physical Therapy summary, 
dated 10/7/15, documented th!:'. resident had met 
the fo[lowing goals: Improved lower extremity 
muscle peJiornrnnce and completing transfers 
indep.endently wilh tactile cues and contact guard 
assistance. lhe summary docume11ted Resident 
#5 had reached the optitnal functional level for 
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F 323 Continued From page 6 
her age and therapy trefltments.would be 

.discontinued, however the document also hoted 
the resident would continue to be at risk for foils 
without assistance in the fao)l~y. 
A Quarterly MDS assessrne11ts, dated 11/27/'15, 
documented the resldeht required extensive 
assistance of one staff for transfers, toileting, 
hygiene, when moving from a seated to standing 
positlon, and when transfening between Q i:Jed, 
cha Ir, and/or wheelchair. 
From November2015 to Janua1y 2016, the 
fetcllity docurnehted Resident #5 fell on four 
occ~sic)hs. Fall lnvestigation Reports, Nurses 
Notes, SBAR, Therapy Screens, 1'herapy Notes, 
IDT/fall Committee Notes, and an ER Report 
documentert the following: 
·1. 1·t /26/'l 5 - ;2:20 pm: Resident #5 did not wait 
for assista.nce and fell while selfatransfe1tlng from 
a wheelchair to hfs/i1er bed. The resldeht' s right 
leg was noted to be externally rok~ted and, when 
found, the resident was holding his/her right hip 
and " yell[ing] out " in pain. The MD was notified 
ahd Resident #5 was transported to the ER, 
where x-rays doournented he/she SU$l~ined a " 
cohtusion of the right hip or thigh. 11 

a. Fall prevention interyentions in place prior to 
the fall Included placing the resident' s c.;il11lgt1t 
within reach and keeping the bed in its lowest 

' positiotl. 
b. PosH::1ll ititerventlons included reminding the 
resident to :ask for assistance with all transfers, 
·t5~minute checks, and a Physical Therapy 
E1ssessment. Tt1is ;;is$essnient, date.d 11/26/15 
and performed by a Physic::al Therapy Aide rather , 
than a licensed Physical Therap1$t, documented 
no current problems, ch2nges In datus, or 
potelltial risks related to transfers, bed rnobl!ity, 
and balance/postural stabillty. The PTA 
d~cumented the resident W8.$ 11 recently on PT 

FORM CMS·2S67(02-99) Previous Ver~!om1 Ol>sDl~!e Evsnl 1,0: JXRl·li 

F 323 F 323 

Resident# S's fall prevention careplan 
was reviewed by the Jnterdisciplinary 
Team for efficacy and resident was 
evaluated by a lfoensed Physical 
Therapist. 

Current residents identified as high risk:· 
for falls (score of 10 or above on fal1 
risk assessment) fall prevention 
carnplans were reviewed for efficacy 
and screened by a Licensed Physical 
Therapist. 

Director of Clinical Servkes/designee \ 
will conduct random daily rounds of ', 
l 00% of the high fall risk patients 
to assure care plan interventions are in ' 
place and Interdisciplinary Team will 
conduct daily/weekly Fall Prevention 
Meeting to assure careplans are 
reviewed for efficacy m1d any time a fall 
occurs. Screening by a Licensed 
Physical Therapist will be condncted 
when requested. 

Director of Clinical Services or RN 
Designee will conduct monthly audits x . 
12 month11 of newly identified high risk 
residents O:l' any resident experiencing a i 
fall and report findings to the QAPI ! · · 

Committee for ongoing Compliance. ·, 4/4/2016 
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F 323 continued From page 7 
oa.$eload for similar issue with little improvement. 

, II ..._.. 

2. ·t2/23/1 o M ·1 :00 pm: Resident #5 was found 
sitting on the floor next to· arid " still hanging 
onto the sink with both hands. It i:lppears she 
pulled herself up to stand at her sink and then 
either missed her w/o while sitting down er her 
legs gave out. " · 
a. In add!tl(lh to Interventions already in place 

·following the 'l 'I /26/'l 5 fall, i:iost fall interventions 
included encouraging the reslderit to rest after 
rneals and on ·12/28/15 the Fall Cornmittee put 
into place additional !ntet\lehtlohs, which included 
staff staying with the resioen\ wheh she was at 
her sink, adding the resident to the facllity' s " 
Adopt-a-Resident" pr·ogram, lniti<)tihg alert 
charting, and performing a therapy sc::reetllhg to 
address balahce and transfers. 
b. A 12128!15 therapy screen conducted by the 
Phy5ical Therapy Aide rather than a licensed 
Phy$lcal Therapist documented the resident had 
no cummt probleh1s, changes in status, or 
potential risks related to transfers, bed mobility, 
and balance/postural stability, 
3, ·t2/31/15 ~ 2:00 pm: Staff heard yelling and 
found Resident #5 lying Oh her·left side on U1e 
floor by her sink/bathroom door. The wheelchair 
with Its brakes in tt1e Uhlocksd position was next 
to the resident, wl10 had sustained a hematoma 
to her forehea.d measuring 8.5 ctn X 7.5 cm X 1.0 

. • ctn; a skin tear to the left elbow rnE:lasuring 1.9 cm 
X 1.0 cm: and a "smaJJ '' [no measurement 
IJrovided] abrasion to the left a.nklf;: 
a. In acl~lition to interventions already In place 
followlng the 11/26/"15and12123/-15 falls, post fall 
irite!Ventlons Included ti Physical TJ1empy 
evaluatloh and anti-rollback brakes to ttie residehl 
' s wheelchair. 
b. A 12/31/15 P_T screen conducted by a 

FAX No. 

(X2) MULTIPLE GONSIRUCTION 
A. 8U~.DING ______ _ 

B.WING 

STREf;T ADDRESS. crrr, STATE, ZIP CODE 

2514 NORTH SEVENTH STREET 

coi=uR P'ALENE, ID 83'814 

P. 009 

PRINIEb; 03/18/2016 
FORM APPROVED 

OMl3 No 0938~0391 
(X3) DATE SURVEY 

CQ'APlETED 

03/04/.2016 

JD 
PREFlX 

TAG 

PROYlDER'S PLAN Of CORRl:CllON 
(E:ACH CORRECllVEAGTIOH SHOULD BE 

Cl=\0$S-Rt!PERENGED TO THE APPROPRIATE 
OEFJCIENCY) 

(X5) 
COMPLEillDN 

OATE 

F 323 

'---~-'-.-~~~~~~-~~~-~~-~~~--'-~~-~~-~~-~~--~~.~.~--'--~----' 

FOl=\M CM~>-;2567 (02-99) PraViou3 Vera ions OJ:>aolele Event ID:JXRln r8cilltY IO; MDS00·\600 lf continuation $heel Page 8 of 1 ·1 



MAR/30/2016/WED !1:22 AM 

DE:PARTME~lT OF HEALTH AND HUMAN SERVICES 
CENTFRS FO~ MEDICAR~ ~. ME'.blCAtD SERVICES 

STATEMENT OF DErlCIENCIE'.5 
AND PLAN Of CORRECTION 

NAME (lf PROVIDER OR SUPPLIER 

(X1) PROVIDERISUPPLIER/CLIA 
IOENT1F.IGATION NUMBER: 

•135052 

COEUR D'ALENE HEALTH CARE & REHABILllATION C)::NTER. 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

l'<.eGIJlATORY OR LSC IOENTIFY1NG INFORMATIONt 

FAX No. 

(X2) MULTJPLE; CONl:lTRUCTION 

A. BUILDING __ ~~--~ 

B.WING ________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

;?6"14 NORTH SEVENTH STRE.E.I 

COEUR D'ALENE, ID 83814 

P. 0 l 0 

PRINTED: 03/18/201"6 
FORM APPROVED 

OMB NO 0938v0391 
(X3) DATE SURVEY 

COMPLETED 

03/04/2016 

ID 
i'~f'IX 

TAG 

PROVIDER'S PlAN OF CORRECTION 
[EACH CORRECTNEACTION SHOUlO BE 

CROSS-REFERENCED TO THE APPROPRIATe 
DEFICIENCY) 

{X$l 
OOMPLETION 

DATE 

F 323 Continued Frotn page 8 F 323 

Physical Therapy Aide rather than a licensed 
Ptwsical Therapl$t documented the resident had 
no current problems, changes lh status, or 
potential risks related to transfers, bed mob\llly, 
and balance/postural stability. Tile PTA 
documented, 11 Resident fell while standing at 
[the] sklnk. IDT recotnmendatlons include 
5eJHockh1g wheelchair. " 
4- 1/27/16 • 9:00 atn: Resident #5 was found 
tying on the floor behind Iler bedroom door. 'fhe · 
resldent pulled herself to a standing position while 
hanging onto Iler sink, lost tier !Jalance, and foll 
onto her left side. Resident #5 Sil Stained a 3.0 ctn 
X 1.5 om lac.eratlon to the left side of l1er h~ad 
ahd was transferred to the ER for evaluation and 
treatment lhe ER report documented a 3,5 crn 
l!hear laceration to the left side of the resident' s 
forehead to her skull and surrounding bruising; 
the laceration required 3 sutures,. 
a. 111 addition to interventions already in place 
followlng thi:di/26/15, 12/23/15, and 12/31/15 
falls, post fall lhterventions included evaluating 
the resident for ~n alarmed Velcro seatbelt and a 
Physical Thernpy screerilng. 
b. A 1/28/16 PT screen conducted by a Physloal 
Therapy Aide r~ther than a licensed Physical 
Therapist documented no curre11t problems, 
changes Jn status, or potential ri$K$ related to 
transfers, bed mobility, a.nd baf<:1nc;e/posturar 
stability. The PTA documented, '1 Resident has 
fallen several times' recently. Discussed 
rehabilitation potential with PT staff, with the 
cohcerns being that patient has not benefitted 
frotn previous attempts ... 11 

NOTE: A 11 Physical Therapist Job Descriptiot1 " 
provided by the facillty docutnented, 11 lhe 
Phy$fcaf Therapist assesses the need for, 
deV6lops, and delivers physlcal therapy progra.n1s 
to fadl!tate rehabilitation. " 
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~ 323 continued From page 9 F 323 
Nurslrig Notes, dated 2/2/16, documented, "PT 
screen and evaluation ho treatment indicated. 
Resident pl:<1ced ori Re~tora\ive for [seatbelt] 
release while in w/c, mobility, and lower extremity 
ROM to maintain current level of mobility. " 
A Physlclah Progress Note, dated 2/9/16, 
dacumerited that on 2/6/16iResident #5 "began 
working with Physical Therapy on standing again. 
'' There was rio order Ill the c!lnical record 
directing Residenl #5 to begih Physical Therapy. 
On 3/3/16 at 3:30 pm, the Administrator and DNS 
stated they were not emr:i!oyed 03.t the faclllty prior 
to January 2016 a.nd could not, therefore, provide 
information related to :11e resident' $ falls prior to 
the 1 /27 /16 injury-aooident 

I" 428 483,60(0) DRUG REGIMEN REVIEW, REPORT F 428 
ss:.p IRREGULAR, ACT ON .. 

lhe drug regimen of ea¢h rEl$idenl must be 
reviewed at least once a mont11 by a licensed 
pham1acist. 

Thi'.:! pham1acist must report·any irregularities tf) 
the alt6tid!ng physician, and the director of 
nursing, and these reports must be acted upon. 

This REQUIREMENT ts hot met as evidenced 
by: 
Based on record revli;iw ~rid itit~rvlew, It was 
determined the facility failed to ensure a t-Jhyslclan 
was informed of a pl1arrnacist's t'ecommendatron 
to rnonitorthe Magnesium serum co11ceritratloh 
for 1 of 9 residents (#1) sarnpled for· quality of 
care. Failure to inform t11e pl1ysician oftt1e 

J..-~~~~~---------------~~--~'----------~~---.......1..--~-
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F428 Continued !=rom page 10 
recommended laboratory test placeo Resident #'I 
at risk for undetected abnormal Magnesium 
(')Elrllm concentration and resulting complications. 
Findings Included: 

Resident#·t was admitted to the fac!Hty on 
3/24/15, and was read milted on i 0/"16/'15, with 
multiple diagnoses which included essential 
hypertension and impaired renal function. 

The resideht's recapitulated February 2016 
physiclatl'(') orders docume11ted a 10/16/15 order 
of Mtigllew>lllm Oxide 400 mg tablet ora!ly two 
tirnes a day (supplement). 

Resident #rs con$Ult~lion summary Report 
dated ·-vm s through 2/29/'l 6 documented two 
recmnmendatlons from the pl12rmacist d:ated 
i/27/16 and 2/24/16 to monitor Resident #1 '$ 

Magnesium seruni concentration. Tl1ere were no 
laboratory results of Magnesium serutn 
concentration found in the resident's clinical 
record. 

On 3/3/16 at 5:15 pm, the bNS said the doctor 
would Visit at the end of the week and the 
laboratory request for resideht's theMagnesium 
serum level was placed In his folder for him to 
review at that time. When asked If the pharmacist 
recotnhlehd~tioh for Jahuary was relayed to the 
pliysician, Hie DNS $Elid the UM respohslble for 
informing the doctor Of the clahUaty 
recomrnendaUon Wa.$ no longer working lh the 
facility. 
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Serum mag1rnsium 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 Clinkal Services/designee 
will complete pharmacy 
recommendations within 7 day tirM 
frame on an ongoing basis. 

Medical F..eoords designee will conduct 
monthly audit for 3 months then - . 

quarterly x 1 yea!' to assure 
recommendation.s were addressed and ' 

report findings to QA/Pl for ongoing 
I 

: . j" 
comp Ha.nee. 
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