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October 21, 2014

Charles Lloyd, Administrator

Mountain View Center For Geriatric Psychiatry
500 Polk Street East :
Kimberly, ID 83341

RE: Mountain View Center For Geriatric Psychiatry, Provider #134014

Dear Mr. Lloyd:

This is to notify you that we are recommending to the Centers for Medicare/Medicaid Services
(CMS) that it terminate its Medicare provider agreement with your Hospital based on the
findings of the Follow Up and Complaint survey completed on October 6, 2014.

We have notified CMS that the following Condition of Participation is not met;

42 CFR 482.13 Patient Rights
42 CFR 482.23 Nursing Services
42 CFR 482.42 Infection Control

In addition, we have informed CMS that substantial noncompliance representing an immediate
and serious threat to patient health and safety has been identified. The deficiency that represents
an immediate and serious threat to patients is:

42 CFR 482.13 (¢) (2) Patient Rights: Care in Safe Setting

This deficiency was discussed with you and/or your staff during the exit conference. You were
also informed in a letter dated October 7, 2014, The Statement of Deficiencies is enclosed for
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you reference.

This recommendation was accepted by CMS and they sent you a formal notice of termination
dated October 10, 2014. The notice included information about appeal rights, the time schedule
for termination and the steps you can take to halt the termination action.

[ would like to extend a thank you to you and your staff for the courtesies and assistance provided
to us during the investigation. If you have any questions, or if we can be of assistance to you,
please contact me at (208) 334-6626 option 4.

Con 0l

SYLVIA CRESWELL
Co-Supervisor
Non-Long Term Care

Sincerely,

SC/pt
Enclosures

ec: Kate Mitchell, CMS Region X Office
Debra Ransom, R.N., RH.IT., Bureau Chief




DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Western Division of Survey and Certification

Seattle Regional Office

701 Fifth Avenue, Suite 1600

Seattle, WA 98104

CENTYERS FOR MEDICARE & MEDICAID SERVICES

IMPORTANT NOTICE - PLEASE READ CAREFULLY
October 10, 2014

Charles Ltoyd, Jr., Administrator

Mountain View Center for Geriatric Psychiatry
500 Polk Street East

Kimberly, ID 83341

CMS Certification Number; 13-4014

Re:  Complaint survey completed 10/06/2014
Immediate Jeopardy (1J) at Patient Rights — 1J not abated
Placed on 23-day termination track starting 10/06/2014

Dear Mr, Lloyd:

After careful revicw of the facts, the Centers for Medicare and Medicaid Services (CMS) has determined
that Mountain View Center for Geriatric Psychiatry no longer meets the requirements for participation
as a provider of services in the Medicare program established under Title XVIII of the Social Sceurity
Act. Mountain View Center for Geriatric Psychiatry is now placed on a 23-day termination track. This
is to notify you that effective October 29, 2014 the Secretary of the Department of Health and Human
Services intends to terminate its provider agreement with Mountain View Center for Geriatric
Psychiatry. We will publish a legal notice in the local newspaper 15 days prior to the termination date.

L BACKGROUND

To participatc as a provider of services in the Medicare and Medicaid Programs, a psychiatric hospital
must meet all of the Conditions of Participation established by the Secretary of Health and Human
Services. When a psychiatric hospital is found to be out of compliance with the Medicare Conditions of
Participation, the facility no longer meets the requirements for participation as a provider of services in
the Medicare program.

The Social Security Act Section 1866(b) authorizes the Secretary to terminate a psychiatric hospital’s
Medicare provider agreement if the psychiatric hospital no longer meets the regulatory requirements for
a psychiatric hospital, Regulations at 42 CFR § 489.53 authorize the Centers for Medicare and
Mecdicaid Services to terminate Medicare provider agreements when a provider, such as Mountain View
Center for Geriatric Psychiatry, no longer meets the Conditions of Paricipation.




Page 2 — Mr. Lloyd

On October 6, 2014, the Idaho Bureau of Facility Standards (State survey agency) completed a
complaint survey at your facility and notified you about an Immediate Jeopardy finding regarding the
Medicare Condition of Participation (Cop) Patient Rights (42 CFR § 482.13). Briefly, the psychiatric
hospital failed to ensure comprehensive patient assessments were conducted by the medical, psychiatric,
and nursing staff upon admission and throughout patients’ hospitalization. The Immediate Jeopardy
was not removed by the end of the survey. The following CoPs are not met:

42 CFR § 482.13 Patient Rights (Immediate Jeopatrdy — Not Abated)
42 CFR § 482.23 Nursing Services

These deficiencies limit the capacity of Mountain View Center for Geriatric Psychiatry to furnish
services of an adequate level and quality, The details of the above deficiencies were sent to you by the
State survey agency.

I1, PUBLIC NOTICE OF TERMINATION AND OPPORTUNITY TO CORRECT

In accordance with 42 CFR § 489.53(d), legal notice of our action will be published in the local
newspaper 15 days before the termination date,

Mountain View Center for Geriatric Psychiatry can avoid the 23-day termination action by submitting
an abatement plan for the Immediate Jeopardy deficiencies prior to the effective date of the termination.
CMS and the State survey agency must receive and approve a credible allegation of complianee, in
sufficient time to verify, with an unannounced revisit by the State survey agency, that the immediacy of
the deficiency has been removed. Complete and submit your abatement plan as soon as practicable to
the State survey agency and to:

CMS - Division of Survey and Certification
Attention: Kate Mitchell (Mail Stop 400)
701 Kifth Avenue, Suite 1600

Seattle, WA 98104

Fax: (2006) 615-2088

Email: Catherine.mitchell@ens, hhs.goy

III. ~ APPEAL RIGHTS

Mountain View Center for Geriatric Psychiatry has the right to appeal this determination by requesting a
hearing before an administrative law judge of the Department of Health and Human Services,
Departmental Appeals Board. Procedures governing this process are set out in 42 CFR § 498.40 et seq.
A written request for a hearing must be filed not later than 60 days after the date you receive this letter.
Such a request may be made to:
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Chief, Civil Remedies Division
Departmental Appeals Board
MS 6132

Cohen Building, Room 637-D
330 Independence Avenue, SW
Washington, D.C. 20201

Please also send a copy to:  Chief Counsel
Office of General Counsel, DHES
701 Fifth Avenue, Suite 1600
Seattle, WA 98104

A request for a hearing should identify the specific issues, and the findings of fact and conclusions of
law with which Mountain View Center for Geriatric Psychiatry disagrees. The request should also
specify the basis for contending that the findings and conclusions are incorrect. Evidence and
arguments may be presented at the hearing and you may be represented by legal counsel at your own

expense.

If you have any questions, please contact Kate Mitchell of my staff at (206) 615-2432 or by email at

Catherine.mitchell@cms.hbs.cov .

Enclosure

Sincerely,

teven Chickering,
Associate Regional Administrator
Western Division of Survey & Certification

cc:  Idaho Bureau of Facility Standards
Office of General Counsel, DHHS




y MOUNTAIN VIEW CENTER
/ FOR GERIATRIC PSYCHIATRY

A BRP Health Management Care Center

November 4th, 2014

Sylvia Creswell
Co-Supervisor

Non-Long Term Care
Bureau of Facility Standards
3232 Elder Street

Baise, 1D 83720-0036

Dear Ms, Creswell:

Enclosed is the Plan of Correction for the follow-up and compliant survey that was
conducted by the Bureau of Facility Standards on October 6, 2014,

If you have any questions please do not hesitate to call me at (208) 736-1050.

Respectfully submitted,

Charles D. Lloyd, Jr., MBA/HCM, LNHA, NCPT
Administrator

Mountain View Center for Geriatric Psychlatry LLC
500 Patk Streer East, Kimberly, 1D 83341-1618
PH (208) 423-5591  FAX (208) 423-565'
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The following deficlencies were cited during the
follow up and complaint investigation survey at
your hospital from 9/29/14 through 10/06/14,
Surveyors conducting the survey were.

Susan Costa, RN, HFS Team Leader
Nancy Bax, BSN, HFS

Laura Thompson, BSN, HFS

Sylvia Creswell, LSW, QIDP, HFS

During the survey it was determined that deficient
practices at CFR 482,13, Condition of
Participatlon of Patient's Rights, placed the heatth
and safety of one {1} of six {8) sample patients in
immediate jeopardy of serlous harm, impairment,
or death and had the potential to impact all
patients receiving services at the facility. The
facility administrater was verbally notified of the
immediate jeopardy during the exit conference on
10/06/14 at 4:45 PM, and in a leiter dated
10/07/14.

Acronyms used in this report include:;
ADL - Activities of Daily Living

ALF - Assisted Living Facility

BHT - Behavioral Health Technician
CDC - Centers for Disease Control
C-Diff - Clostridium Difficile, a life threatening
diarrhea

cm - centimeter

CNA - Certiffed Nursing Asslstant

DON - Director of Nursing

DPOA - Durable Power of Attorney
EHR - aiscironic health record

H&P - History and Physical examination
IC - Infection Gentrol

IDG Inter-discipithary Group

- Indicated below. The IJ was abated

Attachment A;

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
134014 8. WING _ 10/06/2014
NAME OF FROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
500 POLK STREET EAST
MOUNT. IEW CENTE T H
0 AIN V NTER FOR GERIATRIC PSYCHIATRY KIMBERLY, ID 83341
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION | (6}
PREFIX (EACH DEFICIENCY MUST 8E PRECERED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE " DATE
OEFICIENCY)
Pleass refer to our plan of corrections H‘”
{A 000} | INITIAL COMMENTS {AGQ0} at A130, A131, A144, A160, A164 v

and our 1J abatement plan as

i

on 10/27/2014,

L. Systems / Processes and
' fraining
1. Comprehensive :

Assessments of all
current patients

A comprehensive nursing assessmant
fool was immediately developed and
utifized to reassess 100% of all
current patients, The tool covers the

« Cogniticn

¢ Communication

s Funclional abilities
s Cardio-vascular and
Respiratery status
Gasfro-intestinal and
Genitourinary
Pain

Safety

Fall Risk factors
Elopement risk and additioal
Safety Issues

¢ Psychosocial

s 3kin

o Nutrition

if Issues were identified in specific
areas, further and more In-depth
assesaments were completed by the

ROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

W%m mpa- o

{¥8) DATE

Adinsudr iy

Any deficiensy stat

endtng with an astersk (*) denotes'a deflclency which the Institutlon may be excused from corracting providing it Is detarmined that

other safeguards provide sufficient protection o the patients. {See instructions.) Except for nursing homes, the findings steted above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above ﬂndlngs and plans of corrgction are disclosable 14
days following the date these docuiments are made avallable to the faclllty, [f deficlencles are clted, an approved plan of correction is requisite to continved

program participation.

FORM CMS-26687{02-99) Previous Varslons Obselels

Evant ID:NSZ292

Faollity ID; 134014
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
- R-C
134014 B. WING 10106/2014

NAME OF PROVIDER OR SUPPLIER

MOUNTAIN VIEW CENTER FOR GERIATRIC PSYCHIATRY

STREET ADDRESS, CITY, STATE, ZIP CODE
500 POLK STREET EAST
KIMBERLY, ID 83341

o4y | SUMMARY STATEMENT OF DEFICIENGES D PROVIDER'S PLAN OF CGRRECTION x5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING NFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICHENCY)
team.
{A 000} | Continued From page 1 {A 000}
iM - Inframuscular In addition, the following feam
iV - Infravenous members conducted assessments
LPN - Licensed Practical Nurse pertinent to thelr area of expertise:
'I:rgm{_ér';:;?g?:]d Chgfglca' Soctal Worker Medical and Pharmacy.staff have
MAR - Medication Administration Record conduoied an extensive review of
MD - Medical Doctor psyshopharmacologica :
g -qmifligrams medication use and mads :
MRSA - Methicliin Resistant Staph Aureus recommendetions. A Gradual
mgﬂ,{. rl:atrgnili\:.;fer:jﬁed Psychiatric Technician completed on patients who were
ot Occu(;algﬁn:al ?I%Zrapy found to have a primary diagnosis
PICC - Percutaneous Inserted Centrai Catheter afeDzm?;é;iﬁgg cg?g&gg‘fﬁ gons
ggs.-;g; l:gg(sjlgéan Orders, for Scope of Treatment BEERS criteria.
E;r "PF; ';?; sr]l‘:al Therapy Al patients have History and
§ ) Physicals. Medical staff felt it was
ﬁ?é;g#:g? Assessment Performance not necessary to compiete new
REE— Registered Dictician History and Physicals at this time
RN - Registered Nurse as the Hlstory and Physicals
SBA - Stand by assist contain all necessary information
ST - Speech Therapy to develop a plan of care for each
URI - Upper Respiratory Infection patient.
UT! - Urinary Tract Infection
wt - weight ,
Physical Therapy and
{A115}] 482,13 PATIENT RIGHTS {A 115} Occupational Therapy have
; conducted an assessment of
Qaqgsrﬁ.l;ari&l::t protect and promote each each resident's functional status, |
' including Mobility, Use of f
This CONDITION is not met as evidenced by: Dec\;l_;e?, Ban?e of MD;'On' ADIf' S
Based on observation, patient and staff interview, ?h" Activity 'S atus ‘in a ﬂ?n or
and review of medical records, and facility ?Iraggutsic nterv$n lons, i e
policies, it was determined the facility failed to caile E% peech hehrapy or any
ensure patients’ rights were protected and Issues | entttﬂe]d torétt © nurlslngl
promoted. The facllity failed to identify, and asg}assmen related to swallowing
respond to, patients' initial and ongoing needs. and/or communication.

FORM CMS-2687(02-98) Previous Verglons Obsolete

Evant ID: NSZ312

Facllity ID: 134014
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES | OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES - |(X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION ) {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING - CCMPLETED
R-C.
_ 134014 8. WING 10/06/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 500 POLK STREET EAST
MOUNTAIN VIEW CENTER FOR GERIATRIC PSYCHIATRY KIMBERLY, ID 83341 _
. ¢4 D SUMMARY STATEMENT OF DEFICIENCIES D PRCVIDER'S PLAN OF CORRECTION (%6).
PREFIX (EACH DEFICIENCY }MUST BE PRECEDED BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION} TAG CRCSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Dietary staff performed an
{A115}| Continued From page 2 {A 118}/  assessment for needs,

This esulted in the use of chemical resiraints to
treat anticipated aggression and negative
behaviors and the rapid decline of mobhility, verbal
abiiity, and physical status of one patfent, A
determination of immediate jeopardy was
identified at A144 for the failure of the facility to
protect Pattent #2 from physical and mental
deterforation, and unnecessary medication. This
systemic failure had the potential to result in
sorious harm ot death to ail patients receiving
services at the facility. Findings include:

1. Refer to A130 as i relates fo the facility's
failure to include the patient andfer family in the
development and implementation of the plan of
care.

2. Refer toc A131 as it relates to the facllity's
failure to ensure patients and/or family were
affoerded the right to request or refuse treatment.

3. Refer to A144 as it relates to the faciiity's
failure to ensure Patient #2's health and safety
was nhot placed in immediate jeopardy and that all
patients were. provided care in a safe setting.

4. Refer to A160Q as it relates fo the failure of the
facility to identify the use of chemical restraints.

5. Refer to A164 as it relates to the failure of the
faciiity to use less restrictive Interventions hefore
implementing chemical restraints.

The cumulative effect of these negative systemic
practices impeded the facllity's ahility to ensure
patients were protected from serfous harm and
provided care in a safe and effective manner.

The administrator of the facility was verbally

preferences, ADL needs, and any
specific issues refated to weight
loss and nutrtional status
Including medication use. The
Registered Dietlcian {(RD) or a
member of the Dietary
Department will be involved in the
weekly treatment team meefing
currently held on Tuesdays. [i the
RD Is unavailable to attend, the
Dietary Department
representative will report and
discuss noted Issues with the RD.

Soclal Services assessed factors
related to quality of life and
psychosocial issues related fo
coplrg. A Soclal Service snap-
shot was developed and added to
the Nurses alert charting book
and Behavicral Health baok for
improved communication
botween departments.

Ii. Camprehensive Care
Plans

Once the team completed all the
assessments, Interdisciplinary care
plan meetings were held that involved
all the discipiines, IDT documentation
was placed in the clinical record and
the care pian updated with specific
patient centerad information. The plan
of caro meetings will be held once a

FORM CMS-2567(D2-98) Provious Versicns Obsalets Event [D:NSZ312

Facllity ID: 13404 If continuation sheet Page 3 of 86
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FORM APPROVED
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STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION (¥X3) DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
: 134014 B, WING 10/08/2014
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
A 500 POLK STREET EAST
MOUNTAIN VIEW CENTER FCR GERIATRIC PSYCHIATRY KIMBERLY, ID 83341
X4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN (x6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENCY)
) week (minimum) with patient and/cr
{A 115} Continued From page 3 {A118}] the patient's representative
netified of the Immediate Jeopardy to patients’ ' participation in person or via
heatlh and safety on 10/06/14 at 4:45 PM, and in telephone conference. The patient
wiiting on 10/07/14. and/or patient representation will be
A 1301 482.13(b)(1) PATIENT RIGHTS:PARTICIPATION A 130| documented on the IDT plan of care

IN CARE PLANNING

The patient has the right {o participate in the
development and implementation of his or her
plan of care.

This STANDARD is not met as evidenced by:;
Based on review of medical records and
interviews with family members and staff, it was
deterimined the hospitai failed to Include the
patient, or designated representative, in the
development, Implementation, and revision of the
patient's plan of care for 1 of 6 patients (#2)
whose records were reviewad. This resuited in
the provision of care that was nof individualized to.
meet the patient's needs. Findings inciude:

1. Patient #2 was a 85 year old male admitted fo
the facility on 7/11/14, with diagnoses of dementia
with behavioral changes, and psychosis, Patient
#2's record indicated he had been admitted from
his home where he was'cared for by his wife.
Additionally, his record indicated his wife was his
DPOA, and authorized to make medical decisidns
for him.

a. Patient #2's record included a "Nursing
Admission Progress Note" completed and signed
by Staff O, an RN, on 7/11/14 at 3:45 AM, and an
*Initial Assessment History" completed and
signed by Staff O, on 7111/14 at 4:00 AM. The
assessment indicated the information was
obtained from an H & P {History and Physical),
howaver, the only H & P In his record was from a

related to the development and
implementation of the pafients’ plan of
care.

IH. Staff Tralning

All Licensed Nurses, Nursing
Assistants, Certified Nursing
Assistants, and Nationally Certified
Psychlatric. Techniclans have been
educated on the components related
to communication — reporting

changes, assessments and care

planning.
IV.  Review of GFR 42 CFR
§482.13

In collaboration with our consultant
staff-we have raviewed all policies

and processes related to conditions of

participation, Patlent's Rights
including, Notification of Righis,
Grievances, Exercise of Rights, -

~ Privacy and Safety, and Restraint Use

{ Seclusion.
V. Admission Poligies and
Processes

Mountain View Center for Geriatric
Psychialry has not admitted and will
not admit any patlents until the

FORM CMS-2667(02-99} Previous Versians Obsolsle

Evant |D: NSZa12

Facllity 1D: 134014
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
R-C
434014 8. WING 10/06/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE -
500 POLK STREET EAST
MOUNTAIN VIEW CENTER FOR GERIATRIG PSYCHIATRY
KIMBERLY, iD 83341
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
A 130 Continued From page 4 A {30| Immediate Jeopardy is abated by the

hospitalization at a critical access hospital,
6/04/14 to 6/06/14, 5 weeks prior to his admission
to the facility.

The progress note further stated Patient #2 did
not know what day it was, where he was, or why
he was in the facility. It also stated no family or
guardian was present during the admission
process. There was no documentation to
indicate Patient #2's wife was contacted by phone
to provide information about his recent history.

The Initial Assessment History included sections
related to social habits, sleep habits, activities of
daily living, and history of falls in the last week.
The sections were completed, however, It was
unclear how the information was obtained, as it
was not included in the H & P. The Nursing
Admission Progress Note stated care plans were
activated.

During an interview on 10/03/14 at 12:45 PM,
Patient #2's wife stated the facility sent her a
packet of forms to.sign, buf she did not recalt
them calling her to obfain information about his
social habits, sleep habits, aclivities of daily living,
and history of falls.

During an interview on 10/02/14 at 2:50 P, the
DON confirmed Paiient #2's recerd did not
contain documentation to indicate his wife was
contacted at the fime of admission to obtain
information regarding his recent history, or to
participate in the development of his plan of care,

Patient #2's plan of care was developed without
input from his wife, who-was his designated
represantative.

Bureau of Facility Standards.
Mountain View will continue fo not
admit patients unti] the new admission
process has been reviewed and
accepted by the Bureau of Facillty
Standards. These policies and
procedures were sent to the Bureau
on November 3, 2014. The new
admisslon process will include
processaes for, obtaining Informatfon
pre-admission, criteria for determining
the appropriateness of the admission,
and DT assesstment and care
planning {nursing, dietary, physician,
soclal services, activities,
rehabilitation}, and ongoing

monitoring. .
Vi, Psychopharmacological

Medications

Mountain View Center for Gerlafric
Psychiatry wilt discuss with and
inform patients and/or their
representatives about proposed
medications prfor to Implementation
speclfically antl-psychotic
medlcations. The conversation will
include but not limited to risk versus
beneflts, possible side sffects of
medications, and Black Box warnings
issued by the FDA. This conversation -
will be conducted and documented by
the Psychiatric Providers and/or
Registered Nurss.

FORM CMS-2687(02-90} Previous Varslons Obsolets

Event ID:N5Z312
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134014 B. WING : 10/06/2014
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
) 500 POLK STREET EAST
MOUNTAIN VIEW CENTER FOR GERIATRIC PSYCHIATRY KIMBERLY, (D 83341
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
1AG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Medications will no longer be
A 130 Continued From page 5 A130| discontinued on admisslon, The
b. Patient#2's record included a progress note Hospital wili Implement a policy of
completed by Staff H, an LPN on 9/07/14 at 11:04 observation for a cerfain time period
PM. The note staied Patient #2's wife caffed to i order to help establish each
request he be given a bath as he had a history of patient's baseline behavjor and
distiking showers. functional stafus. The fength of the
observation perlod will be patient
Patient #2's record inclided a progress ncte speciflc and may vary from patlent fo
cornpleted by Staff O, an RN on 9/14/14 at 6:30 patient depending the types and
AM. The note stated Patient #2's wife called the nature of the behaviors exhibited.
previous night and provided information that he During this fime perlod, patients will
got aggressive with showers and preferred fo be evaluated and non-
take baths instead. pharmacological interventions will be
' implemented to decrease any
Patient #2's record included a progress note behavlors
9:30 PM. The note stated Patient #2's wife called procedures will no ]onger permit the
and again informed the staff that he preferred initiation of high doses of
hathe. She requested they be offered, as she psychopharmacological medications ;
believed it would decrease his agitation. for perceived behaviors, The use of
During an interview on 10/01/14 at 3:55 PM, Staff el onir b o tgined |
P, a CNA, stated patients were given showers after all non-pharmacological |
every other day. She also stated there was a interventions have been exhausted.
care plan binder for each hall, and the nurse's Conslstent with CMS guideines (I e' .
aides would check the binders for updates on the Beers criteria) the lowest possibIe' T
patients, including any speclal requasts. doses will be utilized, Dosages of
A binder, labeled BHT (Behavioral Health . gf)?’r‘l’;g@gﬁ;’gﬁg°‘ﬂ?&‘;ﬁ;’;‘:$ﬁggg |
“| Technlcian), and centaining a care plan for sound clinical d ogumentatlon '
Patient #2, was reviewed on 10/02/14. Patient discussing all non-pharmacological
#2's care plan did nol indicate he was to be Interventions that were tried prior to
offered a bath instead of a shower. going above the acceptable dosing.
During an interview on 10/02/14 at 11:15 AM, E:: &‘ﬂfgt:i?]d\fi’xﬁggft;‘;g' ;ﬂe;t'fy
Staff F, an NCPT, stated her assignment for the LAST RESORT if the patients’ safety
day was to provide patient showers. She stated or other patient's safetﬁf is at risk
she had given Patient #2 a shower many times, Furthermpore the Administrator )
and was scheduled to provide his shower that Director of N’ursln and/or Dlreé:tor of
day. Staff F stated she had not given Patient #2 g
Event ID; NSZ342 Fadiiity ID: 134014 if continuation shest Page 6 of 86

FORM CMS-2587(02-08} Previcus Versions Obsolate




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

PRINTED: 10/21/2014
FORM APPROVED
OMB NO, 0938-0391

informed decisions regarding his or hér care.

The patient's rights include being informed of his
ot her health status, being involved in care
planning and treatment, and being able fo request
or refuse treatment. This right must not be
censtrued as a mechanism o demand the
provision of treatment or services deemed
medically unnecessary or inappropriate.

This STANDARD is not met as evidenced by:
Based on medical record review, policy review
and interviews with family members and staff, it
was determined the hospital failed to ensure the
patient, or designated representative, was given
the information necessary to make informed
decisions regarding care, for 1 of 6 pailents (#2)
whose records were reviewed. This interfered
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. ' Social Services {LCSW) must be
A130 Contmt_;ed From page 6 A130 notified prior to Implementation {o
a bath in the past, and had not been informed he ensure all options have been
should be offered a bath instead of a shower. exhausted.
She confirmed his care pian in the BHT binder did
not indicate he preferred baths. Vil.  Quality Measures
During an interview on 10/02/14 at 2:50 PM, the
DON reviewed Patient #2's record and stated his As part of the plan of correction for
wife's request for a bath should have been added our statement of deficiencies {SOD),
to his care plan in the BHT book. She confirmed we will outiine established quality
his care plan had not been updated to direct the assurance and performance
staff to offer him a bath instead of a shower. improvement measures in the
following areas:
Patient #2's plan of care was not updated as
raquested by his wife, who was his designated . + Comprehensiveness of
representative. : admission data and
A131] 482.13(b}2) PATIENT RIGHTS: INFORMED A131 assessments
CONSENT « Comprehensiveness of care
fans
The patient or his or her representative {as o Fmpjementaﬁon of care plan
allowed under State law) has the right to make Interventions

Declines in status

Patient behaviors

Weight loss
Psychopharmacological
medication use, assessments
related to use and dose
guidelines

»  Monitoring 'of adverse
conseguences related to
medication use

- & # &
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' use or possible use of seclusion and/or restraint

-Patfent #2's record included a physician's order,

with the patient's or designated representative's
ability to be involved in the plan of care. Finding
include: -

1. Patient #2 was a 65 year old male admitted to
the facility on 7/11/14, with diagnoses of dementia
with behavioral changes, and psychesis., Patient
#2's record indicated he had been admitted from
his home where he was cared for by his wife.
Patient #2's record listed his wife and his son as
responsibie paities.

a. The faciiity's policy, titled "SECLUSION AND
RESTRAINT-USE", revised 8/11, included, "The

Is discussed with the patient and/or family. Every
effort Is made to encourage the family's
participation in the care process in order {o limit
or hait the use of restraint."

The policy defined a drug used as a resfraint as a
medication used to control behavior or to restrict
the patient's freedom of movement.

written and signed by the Psychiatric NP on
71114 at 8:40 AM, and cosigned by the Medical
Director. The order was for Haldol 10 mg to be
given 3 times a day with the first dose to be given
immediately. The ordar indicated the Haldol was
prescribed for psychotic agitation with verbal
aggression: Howsver, Patient #2's record did not
include documentation of agitation or aggression
prior to the time the order was written, or
documentation of other interventions attempted
prior to the implementation of Haidol.

During an interview on 10/06/14 at 9:30 AM, {he
Medical Director stated Patient #2 was stairted on

All plans of care are reviewed with the
patient and/or the patient's
representative. Information g
provided such that a patient and/or
patient representative can make an
Informed consent.

We have implemented new processes
for communicating plans of care
Including care plan and freatment
changes. In addition, the {eam meets
weekly to discuss treatment plans as
well as discharge pians and the
patient and patient representative are
invited to attend. Patient customary
routines and preferences will be
considered. If attendance is not
possible the treatment plan is
discussed with family on the phone
andfor mailed. Staff has been
educated on the new processes by
Administrator and Director of Nursing
by November12' 2014,

Eviderice of participation will be found
documented In the clinical record. We
will perfonm clinfcal record audits to
determine processes are being
foilowed. The RN Administrative
Nursing Staff is rasponsible for
compliance.

The clinical record audits will be
reported to Q.A,P 1. and Medical
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A131] Continued From page 8 A131] Executive Commitice.

a high dose of Haldof to treat aniicipated violent /1)... 13|
behaviors, He stated he was anticipating violent ][hal!L‘
behavior based on his past history of alcohol use. Patient 2 Is discharged

The Medical Director confirmed he did not know
the details of Patient #2's alcoho! consumption.
Additionally, he confirmed Patient #2 had not
displayed violent or aggressive behaviors. The

All plans of care are reviewed with the
patient andfor the patient's '

Medical Director stated the Haldo! was prescribed representative. Information is
as a chemical restraint, fo ensure Patient #2 was provided such that a patient and/or a
under confrol. patient representative can make an

inform i
During an interview on 10/G3/14 at 5:05 PM, ed consent

Patient #2's son stated he was not consuited We h ;
regarding the use of Haldol as a chemical to ?Bs?; Ltu:;ated a:l p?llclesdrelated
restraint. He stated he was a clinical pharmacist Haint use, seclusion an

and he knew Haldol was used for severe agitation chemical restraints to provide for

but stated that wasn't the case with his father, He Informed consent. The process
stated the nurses described his father as friendly Includes orai notification of the risks
and cooperative at the time of admission, but he and benefits of treatment plans
declined rapidly after admission. especially related to medication use.

During an interview on 10/03/14 at 12:45 PM,
Patient #2's wife stated she was not consulted
regarding the use of Haldol as a chemical
restraint : '

Patient #2's responsibie parties were not Included
in the decision fo chemically restrain him.

b. Patient #2's record included a progress note |
completed by Siaff C, an LPN on 8/16/14 at 7:32
PM. The note stated Patient #2's som who was a
clinical pharmacist, called fo request that 2
medications, Benadryl and Tegretol, be
discontinued. The Medical Director was
contacted and both medications were
discontinued. ’

Patient #2's record included a progress note
FORM CMS-2667(02-99) Previous Versions Obsalete Event ID;NSZ312 Faclifly D: 134044 If continuation shaat Page 9 of 86
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A131| Continued From page 9 A131] We have implemented new processes

compieted by Staff M, an LPN on 8/19/14 at 6:50
PM. The note stated, "Pt racelved a cne fime
dose of Benadryl 50 mg now and is to have
Benadry! for the naxt two days.”

During an interview on 10/02/14 at 12:10 PM,
Staff M stafed he gave a one time dose of
Benadryl to Patient #2 on 8/19/14. He stated
there was no indication in Patient #2's record that
Benadryl should not be given, He stated the
family's request should have been communicated
in nursing reports between shifts.

A medication was administered to Patient #2 after
his responsible parly requested the medication be
discontinued.

¢. Pafient #2's record included a progress note
completed by Staff O, an RN on 8/31/14 at 11:55
FM. The note stated, "Wife has asked that any
and all med [medication} changes be reported to
pt's son...".

Patient #2's record included medication changes
after.8/31/14, as follows:

-8/01/14 Discontinue Fentany! and Clonidine
patches, give Claritin 10 mg now

-B/01/14 Discontinue Rocephin 1 gram
~9/02/14 Clonidine Patch 0.2 mg every week
~8/05/14 Flomax 0.4 mg every day

-9/06/14 Increase Clonidine Paich to 0.3 mg
avery 5 days

-8/07/14 Ativan 2 mg now

-8/07/14 Zyprexa 10 mg 2 times per day
-9/16/14 Miralax 17 gm 2 times per day and
Senakot-3 2 times per day

-9/23/14 Increase Clonidine Palch {o 0.4.mg
every week

for communicaling plans of care
including care plan and freatment
changes. In addition, the team masts
weekly to discuss freatment plans as
well as discharge plans and the
pafient and patient representative are
invited fo atlend. Patient customary
rotitines and preferences will be
consldered. If attendance Is not
possible the treatment plan is
discussed with patiant representative
on the phone and/or mailed, Sfaff
has hean aducated on the new
processes by Administrator and/or
Director of Nursing by November 12,
2014.

Evidence of participation will be found

documented in the clihical record, We
will peiform clinical record audits to
determine processes are being

followed. The RN Administrative |

MNurses are responsibie for
compliance.
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A 131 Gontinued From page 10 A 131

However, Patient #2's record did not include
documentation to indicate the medication
changes were reported to his son.

During an interview on 10/03/14 at £:05 PM,
Paflent #2's son stated he was not contacted by
the facility regarding medication changes. He
sfated he or his mother became aware of the
changes when they cailed the facility fo Inquire
about Patient #2's status.

During an interview on 10/02/14 at 2:50 PM, the
DON stated the famliy's request to be notified of
medication changes should have been
communicated in nursing reports and posted on
his medical record. She confimed the requests
were not posted on his medical record, and could
not determine if they were communicated in
nursing reports,

Patient #2's Fesponsible parties were not notified

of changes in his plary of care as they requested. ) . !
{A 144} | 482.13(c)(2) PATIENT RIGHTS: CARE IN SAFE | (A 144)] Al cited patients are discharged. “\‘a ] H

SETTING _ .
All current patients have been

The patient has the right to receive care in a safe reassassed by the interdisciplinary

setting. Team (IDT) in order to identify

) . changes in staius and the care plans

This STANDARD is not mgt as evuder]ced by: have been updated,

Based on aobservation, review of medical

records, facility policies, accident and Incident In regards to admission and collection

reports, and interviews with family members and , ;
staff, it was determined the hospital failed to of current information, we are
ensure care was provided in a safe setting for 3 implementing & comprehensive

of 6 patients (#1, #2 and #3) whose records were _ admisslon process that wiit include
reviewed, Lack of Initial and ongoing the following:

assessments, and lack of appropriate
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implementation and updates to plans of care
resulted in significant decline In physical and
mental status. This was manifested by profound
weight loss, deterioration of motor skills and
substantially decreased verbal skills, which
placed the health and safey of Patient #2 in
immediate jeopardy. This aiso resulted in the
potentiai for ail patients receiving services at the
facliity to experience serious harm, injury, or
death. Findings include:

1. Patient #2 was a 65 year old male admitted to
the facility on 7/11/14, with diagnoses of dementia
with hehavioral changes, and psychosis. Patient
#2's record indicated he was admitted from his
home where he was cared for by his wife.
Additionally, his record indicated his wife was his
DPQOA, and authorized to make medical decisions
for him.

a. Patient #2's initial medical, psychiatric, nursing
and social assessments were not accyrate and
comprehensive. Examples include:

i. Patient #2's record included a "Nursing
Admission Progress Note" completed and signed
by Staff Q, an RN on 7/11/14 at 3:45 AM, which
stated Patient #2 did not know what day it was,
where he was, orwhy he was In the facility. [t
also stated no famlly or guardian was present
during the admission process.

Patient #2's record also included an “Initial
Assessment History" compleled and signed by
Staff O, an RN on 7/11/14 at 4:.00 AM. it
indicated the information was obtained from an H
& P, however, the oniy an H & P in his record was
from a hospitaiization at a critical access hospital .
on 6/04/14 to 6/05/14, 5 weeks prlor to his

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTiON SHOULD BE COMPLETION
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{A144}} Continued From page 11 {A144}| « Preadmission screening to begin

the collaction of data to assist with
determining care needs and our
capacity and capability to provide
care. This includes obtaining a
recent history and physical and
additional information the patient's
diagnoses and comorbidities,
current medications, behaviors
and other psychosoclal factors.
Comprehensive assessments by
the entire IDT, Nursing within the
first 6 hours of admission and the
development of an Initial plan of
care and freatment plan. The plan
of care will include patlent
preferences, customary routines
and be individualized with a
person-centered focus. Other
team members to complete
assessments within 72 hours of
admission. The physician or
provider within 24 hours of
admission for the History and
Physical,
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s An JDT meeting with input from
A144
{A144}| Continued From page 12 {A 144} the patient and/or patient

information about his recent history.

admission !o the facility. . The assessment history
included sections related to social habits, sleep
hahits, activitles of daily fiving, and history of falls
In the Jast week. The sections were completed,
however, it was unciear how the information was
abtained, as it was not included in the H & P, and
there was no documentation to indicate Patient
#2's wife was contacted by phene to provide

During an interview on 10/02/14 at 2:50 PM, the
DON reviewed Patient #2's record and was
unable to determine how the history documented
by the RN was obtained, and stated it probably
came from the records related to his
hospitalization 5 weeks prior to his admission.

i. Patlent #2's record included an H & P, dated
711114, signed by the psychiatric NP and
cosigned by the Medical Director. |t stated the
information, which included his chief compiaint,
history of present iliness, past psychiafric history,
social history and current medications, was
obtained from medical records from his acute
care hospital admission 5 weeks earlier, and from
staff during the admission process to this facility.
The last paragraph of the H & P stated, "1 have
asked staff to try and obtain additional recards
that may provide some additional insight into his
aicohol use hx [history], family and sccial history,"
However, Patient #2's record did not include
documention to indicate addltional information
was obtained.

Patient #2's record included a Progress Note,
dated 7/11/14, signed by the psychiatric NP and
cosigned by the Medical Director. It included
admitting diagnoses of dementia with behavioral
changes, psychosis manifesied by physical and

In regards to changes of status, we
implemented a new .D.T. format for
our weekly treatment team that
includes the following;

» Psychiatric Provider update,

« Care plans will be updated with

representative in order to provide
Information relafing fo patient
customary routines and
preferences and obtain informed
consent relating to treatment
plans. The inittal IDT meeting will
oceur on Mondays, Tuesdays,
and Fridays. ) )
The antire IDT has been involved
in the development of these
processes and educated on their
roles and responsibilities by
Administrator and Director of
Nursing by Cctober 17, 2014.

Nursing, Occupational Therapy,
Nutrition, Medical Provider,
Pharmacy, Soclal Services,
Behavior Tracking, Group, Short
and Long Term goals, and
barriers to discharge. Any
changes will resuit in referrals to
IDT members with expertise and
assessments conducted,
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Including the behavioral changes and aicohol .

verbal aggression with wife, and chronic aicohol
overuse. Itwas unclear how the diagnoses,

overuse, were determined, as there was no
documentaiion of contact with Patient #2's wife,

During an interview on 10/03/14 at 10:10 AM, the
psychiafric NP confirmed she did not speak with
Patient #2's wife at the time of his admission.
She stated she was unable to recall where she
obtained the iriformation documented in her initial
progress note.

fii. Patient #2's record included g Social History
and Discharge Flanning Assessment, completed
and signed by Staff L, an LMSW on 7/11/14 at
10:00 AM. The assassment documented his
admission behaviors as physically aggressive,
verbally aggressive, irritability/agitation,
non-redirectable, frespassing and elopement risk.
It was unclear how these behaviors were
determined as there was no documentation In
Patient #2's racord of negative behaviors on
711414, and no indication his wife was
questioned abeut his recent behavior.

The Social History and Discharge Planning .
Assessment included a section related to alcohol
and drug use. The documentation indicated
Patlent #2 had a lifs long use of chewing tobacco.
It stated he drank alcohol sotially until retirement
and heavily after forced retirement. However, it
did not state what type of alcohol he was diinking,
in what quantity, or for how long.

Puring an interview on 10/02/14 at 1:60 PM, Staff
L, an LMSW stated she spoke with Patient #2's
wife on 7/11/14, regarding his alcohol and
tobacco use. She confirmed she did not obtain

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 045)
_ PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETICN
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. DEFICIENCY)
_ the focus on safety, dignity,
{A 144} | Continued From page 13 {A144) cholce and highest practicable

well being.

« Theentire IDT has been
involved in thie development
of these processes and
educated cn thelr roles and
responsibilities by Director of
Nursing by Cctober 17, 2014

Inregards fo PICC llne care and
services, we have reviewed our
policies and procedures and updated
the policy. The policy now clearly
states that only a Registered Nurse
{R.N.} can provide PICC line care and
sarvices at Mountain View. All nurses
were In-serviced on this new policy by
Qctober 17, 2014 by the Director of
Nursing Services.

In regards to our policies for 1:1
supervision, we have reviewed and
updated the policies. All Nursing Staff
(Licensed and Non-licensed) have
bean educated on the 1:1 supervision
policy and procedure. This was
conducted on Ogtober 7 and 15, 2014
by the Director of Nursing Services.

To provide for ongoing compliance in
this area, clinical record reviews are
conducted on Mondays, Tuesdays,
and Fridays through IDT. All declines
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outside their home. Additionaily, she stated he

specific information about his alcohoi and
tobacco use. Additionally, she confirmed the
admission behaviors she documented were ,
based on a review of his record, including nurse's
note and information from his hospitalization at a
criticat access hospital 5 weeks prior to
admission. She stated she did not obtain
behavioral history from Pafient #2's wife.

During an interview on 10/03/14 at 12:45 PM,
Patient #2's wife stated she was his caregiver
prior to his hospitalization. She siated he was
fransferred by ambulance fo the hospital becatse
of the distance (approximately 6 hour driving
time). She stated he walked to the ambulance
without assistance, and was {alking and joking
with the driver. She stated Patient #2 was not
physically aggressive but would display agitation
at times. She stated he was not wandering

was not doing badly at home but she had
developed heaith issues and required medicai
treatment that made it impossible for her to care
for her husband at home,

Patient #2's wife stated she did not recall-hospital
staff calling her to obtain-information about his
recent behavior, social habits, steep habits,
activities of daily living, or history of falls.

Care was provided to Patient #2 without fuil
knowledge of his status and needs,

b. Patient #2's initial plan of care was developed
on 7/11/14, signed by the psychiatric NP and
cosigned by the Medical Director. However, It
was developed without accurate and
comprehensive assessments, which resulted in a
plan of care that was not individualized to meet

_ measured, frended and analyzad; and
provided as a Quality report fo our
QAPI committee. Measures have
been set in weight loss and functional
declines. All licensed staff
competencies wili be tested on hire
and annually. Any accidents that
occur with patients receiving 1;1
supervision will be carefully analyzed
{o identify cause(s) and preventive
moasures; appropriate actions with
the employee and/or interventicns will
be Impiemented hased on cause(s)
identified.

RN Administrative Staff are
responsible for compliance,
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his needs. Examples include:

1. Patient #2's plan of ¢are included discontinuing | . .. e o e R
his current medications and beginning a new :

medication, Haldol, an antipsychotic medicine
that works by changing the actions of chemicals
in the brain.

The Nursing 2015 Drug Handbook includes a
bilack hox warning related to Haldol, which states,
"Elderly patients with dementig-reiated psychosis
freated with atypical or conventional
antipsychotics are at increased risk for death.
Antipsychotics aren't approved for the treatment
of dementia-related psychosis."

The U.S. Food and Drug Administration's
definition of Boxed Warnings states, "Drugs that
have special problems, particularly ones that may
lead to death or serious injury, may have this
warning information displayed within a box in the
prescribing information. This is often referred to
as a "boxed" or *black box" warning."

The Mursing 2015 Drug Handbook contains
dosing nformation for Haldol, and states eldesly
and debllitated patients should be started on 0.5
to 2 mg by mouth, 2 to 2 times a day, increasing
the dose gradually as needed. However, Patient
#2's plan of care included Haldol 10 mg, to he
given by mouth 3 fimes a day.

il. The Nursing 2015 Drug Handbook coniains the
foltowing alert for patients on & high dose of
Haldol:

Monitor ECG {electrocardiogram) when the drug
is given in high dosas because of the increased
sk of QT-interval prolongation {a heart rhythm
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-1 Director confirmed he did not know Patient #2's

Continued From page 16

disorder that can potentially cause fast, chaotic
heartbeats that may trigger a sudden fainting
spell or seizure) and torsades de pointes (a
condition of the heart that exhibifs distinct
characteristics on the ECG).

However, Patient #2's plan of care did not include
an order for an ECG.

During an interview on 10/06/14 at $:30 AM, the
Medical Director stated that when patients are
admitted to the facllity, the assumption Is made
they can not be treated elsewhere due to their
negative behaviors. Therefore, the high dose of
Haldol was ordered to treat Patient #2's
behaviors, not his dementia. He stated he was
freating anticipated behaviors and had to be sure
Patient #2 was under controi, as he expected him
to exhibit violent behaviors due to his history of
severe alcoholism. He stated, "We have to
ensure this patient with history of alcohol Intake
will not be a threat. We have to treat to the
milieu, so we make assumptions and will
continue to do that." However, the Medical

alcohol history and stated he could not explaln
how he determined it was severe.

jii. Patient #2's Social History and Discharge
Planning Assessment documented he had a life
iong use of chewing tobacco.

During an interview on 10/03/14 at 12:45 PM,
Patient #2's wife stated he chewed tobacco. She
sald when she spoke with someone at the
hospital pricr to his admission she asked if she
could send his tobacco with him, She was fold
not to send any fobacco,

{A 144}
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Patient #2's plan of care did not include
inferventions to address nicotine withdrawal.

During an interview on 10/03/14 at 10:30 AM, the |

psychiatric NP ¢onfirmed she developed Psatient
#2's plan of care and it did net include
inferventions to address nicotine withdrawai,

Patient #2's plan of care was not individualized to
meet his needs and protect his heaith and safety.

c. Patlent #2's plan of care was not updated to
address his changing status and needs, as
follows:

i, Information regarding Patient #2's motor skills
at the time of his admission to the hospital was
obtained from interviews with his family and his
hospital record, as follows:

~During an interview on 10/03/14 at 12:46 PM,
Patient #2's wife stated she was his primary
caregiver prior to his hospitatization. She stated
he was walking independently in his home prior to
transfer to the hospital. Additionally, she stated
on the day he was taken to the hospital he walked
out of the house and to the ambulance without
assistance.

-During an interview on 10/03/14 at 5:05 PM,
Patient #2's son stated he was able to walk
independently prior to his admission to the
hospital.

- A"Nursing Admission Progress Note" completed
and signed hy Staff O, an RN on 7/11/14 at 3:45
AM, stated, "Pt ambulates w/ [with] slow steady
galt, bears own wt wfo [without] difficulty.

(A 144)
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-A Social History and Discharge Planning
Assessment compieted and signed by Staff L, an
LMSW on 7/1114 at 10:00 AM, lists Patient #2's
strengihs-as mobility, intelligence and family”
support.

-A progress note, completed and signed by Staff
J, an RN on 7/11/14 at 11:11 AM, stated, "Pt
about unit at will with steady gait."

-An OT assessment, compieted and signed by
the Occupational Therapist on 7/11/14, lists
Patient #2's strengths as ambulatory and able to
make needs known.

-A progress note, completed and signed hy Staff
K an 7/14/14 at 6:11 PM, stated, "Spent most of
the shift pacing and wandering the unit"”

-A progress note, completed and signed by Staff
C, an LPN on 7/18/14 at 3:58 PM, stated, "Has
been quietly ambuiating around unit with steady
gait t/e throughout] the day."

-A progress note, completed and signed by Staff
O, an RN.on 7/20/14 at 3:07 AM, stafed, "He
continues to enjoy walking In the halls and
remains fairly indepsndent.”

-A progress note, completed and signed by Staff
O, an RN on 7/22/14 at 5:05 AM, stated, "Pt has
been ambulating halls most of shift."

Patient #2's record indicated a decline In his
motor skills beginning approximately 2 weeks
after his admission as follows:

-A progress note, completed and signed by Staff
M, an LPN on 7/26/14 at 11:06 AM, stated, "Pt-
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requires SBA [stand by assist] with transfers d/t
[due io] unsteady gait"

A progress“r“llote, co-rh-pieted and -sigﬁed by“S_téfi“
Q, an RN on 7/27/14 at 2:51 AM, stated, "Pt
remains unsteady on his feet with ambulation...”

-A progress note, completed and signed by Staif
Q. an RN on 7/28/14 at 12:16 AM, stated,
"Patient unable to walk and transfers with 2
perscn assist."

-A progress notfe, completed and signed by Staff
E, an RN on 7/30/14 at 6:29 PM, slated, "WC
{wheelchair] for mobility.”

-A progress note, completed and signed by Staff
D, an LPN on 9/16/14 at 5:10 PM, stated, "Patlent
Is a2 2 person assist often and 1-2 with
ambutating.”

-A progress note, compleled and signed by Staff
M, an LPN on 9/19/14 at 6:44 PM, stated, "Ptin
breda chair throughout most of shift.”

On 9/29/14 at approximately 2:55 PM, the DON
was asked if Patient #2 couid walk. She stated
he could walk with 3-4 person assist,

On 9/29/14 at approximately 3:00 PM, Patfent #2
was observed seated In a broda chair
(specialized reclining wheeichair} in the dining
room. He was also observed heing taken to his
room by Staff R, a NCPT, for tolleting. Staff R
was unable o transfer him {o the toliet by herself
and called for additlonal assistance. Staif K, an
RN, came to assist. He was fransferred to the
toilet with the assistance of the 2 staff members.
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On 9/30/14 Patient #2 was observed from 8:51
AM - 9:20 AM. Patient #2 was in the dining area
#2 to his room in his specialized wheelchair.

Staff S asked Patient #2 repeatedly fo lift up his
feet so she could push him, however, he did not
do so. Staff S then tried fo push hirn to his room
anyway, but was unsuccessful. Staff S then
requested the assistance of Staff T, a CNA.
Waiking backward, Staff T held Patient #2's feet
up whiie Staff S pushed the wheelchair to Patlent
#2's bedroom. The 2 CNAs then assisted Patient
#2 to utilize the bathroom. When done Patient #2
was returned to his wheelchalr and Staff T left the
room. Staif S then requested Staff T's assistance
to return Patient #2 to the dining room. After briof
discusslon of the options, Staff T suggested
walking Patient #2 to the dining room. Patient #2
was assisted by Staff S and Staff T back to the
dining area. When asked, both staff stated
Patient #2 required two staff to assist him to walk.

During an Interdisciplinary team meeting on
9/30f14 beginning at 1:00 PM, Patient #2's
mobillty was discussed. The Medical Director
statad it took 4 to 5 staff members to assist
Patlent #2 to walk safely.

Staff responsible for Patient #2's treatment and
services did not have a clear and common
understanding of his mobility needs.

Patient #2's record contained nursing care plans
to address identifled problems or potentiai
problems. The care plans included interventions
o address the problems, as well as short and
long terms goals related to resolution of the
problems. Howaver, Patient #2's record did not
contain a nursing care pian reiated to motor skills.
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Thereforg, interventions were not developed to
address his decline in motor skills and his loss of

abifity to ambuliate. _ DR

Patient #2's record included physician orders
written to update his plan of care. However, no
physician orders were writen to address his
decline in motor skills, such as a physical therapy
evaluation or exercise program to maintain his
strength.

During an interview on 10/02/14 at 2:50 PM, the
DON confirmed Patient#2 had a significant
decline in mohility. She stated it was observed by
facllity staff, but it was up to the providers
{physicians and NP's} to order physical therapy.
She confirmed there was no documentation of a
discussfon between facility staff and providers
regarding Patient #2's physical decline,

During an interview on 10/06/14 at 9:30 AM, the
DON confirmed Patlent #2 did not receive a
comprehensive functional assessment at the time
of admission, as it is not required in the hospital
setting. ~

Patlent #2's plan of care was not updated to
address the significani decrease i his motor
skills.

ii. Information regarding Patient #2's verbal skiils
at the time of his admission to the hospitat was
obtained by surveyors from interviews with his
family and his hospital record, ag follows:

-During an interview on 10/03/14 at 12:45 PM,
Patient #2's wife stated she was his primary
caregiver prior to his hospitalization. She stated
on the day he was taken to the hospital he was

{A 144}
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falking and laughing with the driver. Additionally,
she stated she was able to talk to him by phone
at the beginning of his admission but he wasno __| I
longer able to talk to her.

~During an interview on 10/03/14 at 5,05 PM,
Patient #2's son stated he was able to talk to his
father on the phone frequently prior to his hospital
admission, and although Patient #2 exhibited
some confusion, he was able to carryon a
conversation, Additionally, he stated he visited
his father 2 to 3 weeks after his admisslon and at
that time his father was not able to speak to him.

-A Progress Note, dated 7/11/14, signed by the
psychiatric NP and cosigned by the Medical
Director, iists Patient #2's assets as good verbal
skills, inteltigent, and supportive family.

-An OT assessment, completed and signed by
the Occupational Therapist on 7/11/14, lists
Patient #2's strengths as ambuiatory and able to
make needs known.

-A progress note, completed and signed by Staff
K, an RN on 7H4/14 at 10:44 AM, staled,
"Recelved a phone call from his wife this
morning, and appeared to have a very
appropriate and fucid convsrsation with her,
Phrases he used on the phone were: | love you,
I'mr ok...] just want to be home with you...there
isn't much to do here...and ...alright honey, faik to
you soon."

-A progress note, completed and signed by Staff
C, an LPN on 7/18/14 at 3:59 PM, stated, "Pt did
have a brief phone conversation with his wife
after lunch, seemed to enjoy."
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Patient #2's record indicated a decline in his
verbal skills approximately 10 days after his

-A progress hote, completed and signed by Staff
G, an RN on 7/21114 at 12:51 PM, siafed, "Pt
does not answer questions...."

-A progress note, complefed and signed by Staff
I, an RN on 7/24/14 at 10:49 AM, stated, "Unable
to follow simple commands or answer questions."

-A progress note, completed and signed by Staff
i, an LPN on 7/27/14 at 2:12 PM, stated, "Ptis
unable to make needs known."

-A progress nots, completed and signed by Staff
{, an RN on 8/6/14 at 11:15 AM, stated, "Unable
fo answer questions or follow simple comimands.”

-A pr;:gress note, completed and signed by Staff
C, an LPN on 8/11/14 at 10:19 AM, stated, "Pt is
unable to make needs known at this time."

-A progress'nolfe, completed and signed by Staff
I, an RN on 8/21/14 at 10:48 AM, stated, "...1
word statements and nonverbal sounds."

-A progress note, completed and signed by Staff
K, an RN on 9/4/14 at 1:24 PM, stated, "...does
not have any clarity or make sense.”

-A progress note, compleied and signed by a
social worker on 9/24/14 at 9:13 AM, stated,
"Patients [sic] verbal Interactions with sociai
services staff are minimat at best due to profound
expressive and receptive aphasia." Aphasiais
the loss of ability to understand or express '
speech.

_iadmissionas follows: ___ . o o o e
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Patlent #2's record contained nursing care plans
fo address identified problems or potential

-1-probiems.- The-care plans ineluded-interventions | -

to address the problems, as well as short and
long terms goals related to resolution of the
problems. Patient #2's record contained a care
plan titled Altered Thought Process. The care
plan did not indicate the date it was implemented,
although the first update to the care plan was
dated 7/19/14. The Interventions listed on the
care plan included a referral to PT, ST, OT or
dietary as needed. However, Patient #2's record
did not include a referral to ST to address his
decline in verbai skills and loss of ability to
communicate,

Patient #2's record included physiclan orders
written to update his plan of care. However, no
physician orders were written to address his
decline in verbal skills, such as an ST evaluation
o maintain his ability to communicate,

Patient #2's plan of care was not updated fo
address the significant decrease in his varbal
skllls.

fil. Patient #2 experienced a weight Joss of 44
pounds during his hospitalization, however
interventions were not implemented in a timely
manner to address his nutrition needs. Examples
include:

Pattent #2's record included a tog of his weights,
as follows: .

~713f14 208 pounds

-7/20114 205 pounds

-8/03/14 187 pounds

~-8/10/14 183 pounds

{A 144}
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-8f20/14 171 pounds
~8f24/14 168 pounds
{-8/31114 165 pounds __ = __
-9/09/14 170 pounds
-9f21/14 170 pounds
-9/28/14 164 pounds

On 5/29/14 at approximately 12:00 Pi, Patient
#2 was observad seated in a specialized reclining
wheelchair in the facility dining room. The food
on his meal tray was In liquid form and he was
being fed the liquids by a staff member,

Patient #2's record Included OT weekly progress
notes dated 7/14/14 to 718/14, and 7/21/14 fo
7/25/14. The area to record his response to
interventions on both notes stated, "Paitent [sic)
responds well to the progressive cueing. He
does well with finger foods." The updated
plan/goals section of both notes stated, *Patient
will eat 75% of meal with intiafion {sic] cue and
finger foods as possible." However, there was
no indication in Patient #2's record that he was
offered finger foods for his meals.

Patient #2's récord included a nutritional risk
assessment completed and sigred by the
registered dietician on 7/14/M14. The form
included a section fo note food/meal preferences,
The form indicated the source of information was
the patient. It also dogumented he did not
answer many of the questions, including
questions about his favorite foods or meats he
did nct like to eat. There was no indication his
wife was contacted to provide information about
his food preferences.

The distary note also indicated Patient #2's meal
intakes averaged 23%, meeting 20% of his
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estimated needs. H stated "At high risk for
unintended weight loss and mainutrition with
current intakes."

The next dietary note in Patient #2's record was
dated 8/04/14. It indicated his diet order was
changed to mechanical soft on 7/31/14, The nots
stated, "Patient with significant unintended weight
joss since admission. YWeight is down 21# or
10% in 24 days. Weight loss directly related to
inadequate oral intake stemming from
psychoiogical issues and medication changes.
Weight loss likely to continue with current
intakes."

Patient #2's record also Included a distary note
dated 8/11/14. It stated, "Patient with significant
unintended weight loss In @ month refated to
inadequate oral intake. Diet changed to puree
{ast week with no improvement in
intakes....Weight loss will continue with current
intakes." The intervention included, "Alert MD to
weight loss and inadequate oral intake; as ldaho
POST form indicates tube feeding is desired.”
However, there was no documentation in Patient
#2's record to indicate his physician or the
Medical Director were alerted to his significant
weight [oss, or that they contacted his family
about a feeding tube. During an interview on
10/02/14 at 2:50 PM, the DON stated Patient #2's
medicaf physiclan was notified of his weight loss
and possible need for a feeding tube, however,
she did not know if his family was contacted. She
confirmed there was no documentation of contact
with Patlent #2's family.

Patient #2's record included a nursing care plan
to address imbalanced nutrition. However, the
care plan was implemented on 9/08/14, 62 days
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after his admission. On 9/09/14, Patlant #2's
weight was recorded as 170 pounds, indicating a
38 pound weight loss from his admission weight
of 208 pounds. T
During an interview on 10/02/14 at 11:55 AM,
Staff 1, an RN confirmed there was a gap
between the dietician’s identification of Patient
#2's high risk nutritionat status and the
impiementaticn of a nursing care plan to address
his nutritional needs. She stated that io her
knowledge, the dielician’s risk assessment was
not communicated to the nursing staff.

During an Interview on 10/03/14 at 12:45 PM,
Patient #2's wife stated she was his primary
caregiver prior to his hospitalization. She stated
he was feeding himself when he was at home,
Additionally she stated he had not lost any weight
prior to his admission to the hospital.

During an interview on 10/06/14 beginning at 9:30
AM, the DON stated they did not collect
information regarding food preferences from
family members as there was not a regulation
that required that. She stated the facliity abided
by the diet ordered by the physician.

Patient #2's weight loss and risk of malnutrition
were not addressed by the medical and nursing
staff.

Patient #2's significant decline in physical and
mental status placed him at risk of further serious
harm, Injury, or death, and created the potential
for all patlents to experience similar serious
adverse ouicomes,

2. Patient #1 was a 55 year old female admitted
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on 7/15/14 at 2:.00 PM. Her dlagnoses included
dementia and psychosis NOS. Patient #1's
record documented her refusal fo eat or drink,

' and she recelved |V hydratiofl,” APICC was ™ |
placed on 7/25/14 In her [eft forearm. {The
acronym PICC describes a peripherally inserted
central catheter, in which the tip of the catheter
rests In afarge vein close o the entrance of the
heart. It allows a higher concentration of
medlcations or [V fluids to be administered,
whereas smaller veins could not toierate the
higher csmolarity of the solutions). According fo
Lippincott Manual of Nursing Practice, eighth
edition, a PICC is considered a central line, and
extra vigilance must be used fo protect the
integrily of the-lne and dressing. If the dressing
has become dislodged, or the line has been
pulled at any peint, the placement must be
confirmed, and a sterile dressing change must
take place.

The facility policy for PICG line care, revised
12/11, indicated: "If PICC line is found to be torn,
loose, damp, solfed or raised, the nurse should
complete a sterile dressing change." The policy
also stated the nurse was to document findings
and actions, and alert the PICC line team of
findings. The policy hoted the dressing was first
changed 24 hours after insettion and every 7
days If intact,

Puring an interview on 10/02/14 beginning at 2:00
PM, the DON stated PICC line dressings are to
be monitored and changed by the RN and not
LPNs,

in a nursing note 7/29/14 at 1:46 PM, the LPN
noted "Patient has PICC line patent to left
foreatm, it was noticed during lab draw that
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-Hfor 8/ infection,” - - < =

Continued From page 29

patient has liited the dressing and puiled some of
the line out. Patient is o have daily dressing
changes, securing displaced line and monitoring

Averbal order, written by the above LPN, and
signed by a physiclan, was dated 7/29/14 at 1:15
PM. The ordet noted "PICC line dressing to be
changed daily. Watch for S/S {sighs or
symptoms) infection, monitor fine placement.”

in a nursing note 7/29/14 at 7.09 PM, the LPN
wrote "PICC line dressing change secondary to
covering entire line to prevent further
displacement. When this nurse removed prior
dressing it was discovered the insertion site Is
approximately 8-10 cm from Y connection suture
site.”

A soclal service progress note on 7/30/14 at 4:50
PM, noted that Patient #1 had a PICC line o
receive fluids which was not secure, and the
nursing staif was monitoring closely.

Averbal order o discontinue the PICC fine was
dated 7/30/14 at 8:45 AM. The order, written by
an RN, included instructlons to send the tip to be
cultured and to start antibiotics for possible
infaction of the site,

in an RN progress note on 7/30/14 at 5:39 P,
the nurse wrote that Patient #1's PICC line site
had redness surrounding the eniire elbow area
down the forearm, and it was tender to touch.
She noted that the medical physiclan was
notified, and the PICC line was removed and the
tip sent for culture.

A lab result in the record noted the cullured PICC

(A 144}
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| physician and it was noted on the report that

Continued From page 30

fip was positive for MRSA, and the faclility was
notified of the results on 8/31/14 at 3:01 PM, The

report was reviewed and initialed by the medical |

Patient #1's antibiotics were changed to treat the
cellulitis (swelling, redness, and tenderness) and
MRSA infection.

During an interview on 10/02/14 beginning at 2:00
PM, the DON reviewed Patient #1's record and
stated she was called in to see the loose dressing
on 7/29/14 around 1:30 PM. She stated the LPN
did not parform a sterile dressing change, but
appliad an occlusive dressing over the line that
had been disrupted. The DON stated she
instructed the LPN to contact the physician for
orders, The DON confirmed that RN's have been
Instructed to change the PICC dressings, and It
was not included as an LPN's duties at this
facility. Further, the DON confirmed there was no
X-Ray or verfiication the PICC ling remained in
good placement for the delivery of IV fluids and
medication administration.

During the tima that Patient #1's care was
provided by an LPN, her PICC line and dressing
became dislodged, a sterile dressing change was
not performed, and placement was not
determined, which resulted in cellulitis and a
MRSA infection.

3. Patient #3 was a 81 year old male admitted to
the faclility on 9/04/14. His diagnoses include
dementla, psychosls, muliple falls, multipie
fractures, chronic pain, frequent night time
urination, and an enlarged prostate. His H&P
documented he was transferred from an ALF for

{A 144}
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increasing, agitation, verbat and physical
aggression, and frequent falls.

"Patlent #3's record inclided an H&P completed |

by the psychiatric NP. The H&P included his
history of multiple falls and fractures. Also
Included was information from a recent admission
to an acute care hospital on 8/08/14, where he
was evaluated for acute fractures related to
multiple falls. The psychiatric NP also
documented Patient #3 wore a spiint on his left
lower leg which prevented him from ambulating.

Fall Scene Investigation Reports, dated 9/15/14,
0i16/14, 9i21114, 9/24/14, and 9/28/14
documented Patient #3 had 5 falls in a 2 week
period. The incldent reports documented the
foilowing:

-The incident report dated 9/15/14 documented
Patlent #3 was on 1:1 supervision by a CNA when
he fell, Patient #3 was reported to lose balance
when he was transferting from his wheelchair into
the hathrcom. He received two cuts to his left
eye from his glasses and swelling to the left
cheek. He was started on neurological checks
per the facility protecol for the injuries.

- The incident report dated 9/16/14 documented
Patient #3 was on 1:1 supervision by a CNA and
being assisted to the bathroom, when he fell
forward out of his wheelchair, Staff documented
he was within arm's length when the fall occurred,

- The incident report dated 9/21/14 documented
Patient #3 was on 1:1 supervision when be was
reaching for something and felf out of his
wheelchair. The report stated his wheelchair

brakes were not [ocked.
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{'heslipped cuit of his wheelchair and onte the

Continued From page 32

~ The incident report dated 9/24/14 documented

Patient #3 was on 1:1 supervision by a CNAwhen |

floor. The GNA was not within arm's reach of
Patient #3 when the fall occuried.

- The incident report dated 9/28/14 documented
Patient #3 feil from his bed to the floor and
sustained abrasions to his right shoulder from the
fall. Patient#3 was supposed to be on 1:1
supervision while awake. The CNA documented
he was asleep when she teft the room.

A form, titled Fall Risk Assessment, was in
Patient #3's record as part of the admission
process. The assessment used eight clinical
condition parameters, in which the patient is
assigned a score from the column that best
describes the patient, and the scores are then
added up. If the fotal number is 10 of greater, the
patient is considered at high risk for potential
falls. Patient #3 was given a total score of 24 on
9/04/14 and 9/18/14.

A form, titled Mountain View: Hospital for Geriatric
Psychiatry Nursing Care Plan, was also in Patient
#3's record related to risk for falls. It documented
a patient specific plan was started for history of
frequent fails and impuisive behavior. The care
plan had a short term goal which stated for every
shift, "Patient will be free from injury. Thera was
also a long ferm goal, "Patient will have no
preventable falls through hospitai stay.” Some of
the interventions listed included:;

- Fall risk assessment on admission and every
week
- Review history of prior falls associated with

{A 144}
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| The facliity failed to provide a safe environment
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immobility, weakness prolonged bed rest,
sedentary lifestyle {changes In body due to
disuse)

- 111 while awake dué to history of filequentfalls™ 1~

- Low bed due to history of falling out of the bed

A job description for 1:1 staff stated it was the
responsibility of the staff assignad to this dufy to
remain within arm's length and have eyes on the
patient at all times. 1t aiso stated that staff
assigned to the patient are to read the patient's
care plans.

During an interview on 10/01/14 beginning at 4:05
PM, the administrator and DON reviewed the Fall
incldent Report logs and process. Both stated
that the reporting process for falls was recently
changed to include a new report form. The form
included staternents from staff that witnessed the
fall, a root cause analysis, group huddle, and
summary of the huddte. The DON stated they
may also include poiicies, if they were not
followed, and job descriptions if staff needed to
review rasponsibliitiss.

for Patient #3 during his admission,
482.13(e)(1)(H(B) PATIENT RIGHTS:
RESTRAINT OR SECLUSION

[A restraint Is-)

(B} A drug or medication when it is used as a
restriction to manage the patient's behavior or
restrict the patient's freedom of movement and is
not a standard treatment or dosage for the
patient's condition.

{A 144)

A 180

Patient 2 has been discharged. h\ [ ;’H
All current patients’ drug regimen has
been reviewed and Is within
standards.
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This STANDARD is not met as evidenced by:
Based on review of hospital policy, record review
and staff interview, it was determined the facllity
failed o ensure restraints were used only when
necessary lo ensure the immediate physical
safety of the patient or others, for 1 of 6 patients
(#2) whose records were reviewed. The failure
resuited in patients being subjected to
unnecessary chemical restraints. Findings
Include:

The facility's pclicy, titled "SEGLUSION AND
RESTRAINT-USE", revised 8/11, included,
"Seclusion and/for restraint should be the selected
intervention only when used as an emergency
measure {o controf a patient's unanticipated,
severely aggressive or destructive behavior which
places the patient or others in imminent danger
and all less restrictive measures have been
deterimined to be ineffective.”
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A 160] Continued From page 34 A160}  As part of our 1) abatement plan we

implemented new policies with
regards to psychoactive medication
use as documented In A115, In
additlon, we have updated processes
to Include behavioral tracking that will
be analyzed at our weekly IDT
treatment plan meetings in order to
identify the best possible non-
pharmacological interventions,

We have set a Quality measure for
psychoaclive medication use that will
be discussed at our monthly Q.A.P.L.
and our quarterly Medical Executive
Committee meetings.

RN Administrative Staff are

The policy defined a drug used as a restraint as a
medication used to control behavior or to restrict
the patient’s freedorn of movement.

The policy stated a physician, psychologist or RN
must document they observed the patient's threat
of harm to self or others, as weil as the iess
restrictive interventions attempted prior to the use
of restraint.

Patient #2 was a 65 year old male admitted to the
facility on 7/11/14, with diagnoses of dementia
with behavioral changes, and psychosis, Patient
#2's record indicated he had been admitled from
his home where he was cared for by his wife.

A "Nursing Admission Progress Note" completed
and signed by Staff O, an RNon 7/11/14 at 3:45

responsible-for-compllance:;
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AM, indicated Patient #2 arrived at the facilily at
2:15 AM on 7/11/14. The note stated, "Pt

ambulates w/ {with] slow steady gait, bearsown |

wt wic [without] difficuity. Pt is giggly, polite,
cooperative, though confusion is noted.”

Behavioral and Physical Assessment logs were
completed on each shift to documeant negative
behaviors including physical aggressicn, verbal
aggression, agitation, non-redirectable hehavior,
frespassing and elopement risk. Patient #2's log
indicated none of these behaviors were noted for
the first 13 days of his hospitalization.

Patient #2's record included a physician's order,
written and signed by the Psychiatric N on
711/14 at 8:40 AM, and cosigned by the Medical
Director. The order was for Haido!l 10 mg o be
given 3 times a day with the first dose to be given

A180

immediately. The order indicated the Haldol was
prescribed for psychotic agitation with verbal
aggression. However, Patient #2's record did not
include documentation of agitation or aggression
prior to the time the order was written, or
documentation of other interventions attempted
pricr fo the impiementation of Haldol.

The Nursing 2018 Drug Handbook contains
dosing information for Haidel, and states elderly
and debilitated patients shouid be started on 0.5
to 2 mg by mouth, 2 to 3 times a day, increasing
the dose gradually as needed. However, Patlent
#2's initial plan of care on 7/11/14, included
Haldcl 10 mg, to be given by mouth 3 times a
day, beginning on the day of admission,

The Nursing 2015 Drug Handbook includes a
hlack box warning refated to Haldol, which states,
"Elderly patients with dementia-related psychosis
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| Antipsychotics aren't approved for the treatment

Continued From page 36

treated with atypical or conventional ,
antipsychotics are at increased risk for death.

of dementia-refated psychosis."

The U.S. Food and Drug Administration's
definition of Boxed Warmnings states, "Drugs that
have special probiems, particularly ones that may
fead to death or serious injury, may have this
warning information displayed within a box in the
prescribing information, This is often referred to
as a "poxed" or "black box" warning.”

During an interview on 10/06/14 at 8:30 AM, the
Medical Director stated Patient #2 was started on
a high dose of Haldal to treat anticipated violent
behaviors, He stated he was anticipating violent
behavior based on the history of alcohol use.
The Medical Director confirmed he did not know
the detalls of Patient #2's alcohol consumpticn,

 Ated

A 160

Additionally, he confirmed Patient #2 had not
displayed violent or aggressive behaviors. The
Medical Director stated the Haldol was presctibed
as a chemical restraint, to ensure Pailent #2 was
under confrol.

Patient #2 was placed on chemical restraints
although his behavior was not identified as a
threat to himself or others.

482,13(e)(2) PATIENT RIGHTS: RESTRAINT OR

SECLUSION

Restraint or seclusion may only be used when
less restrictive interventions have been
determined fo be ineffective to protect the patient,
a staff member, or others from harm.

This STANDARD is not met as evidenced by:

A 164

Please refer to A160 for our pfan of
correction.

i
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Based on review of hospital policy, recard review
‘1 and staff Interview, it was determined the facility

failed fo ensure the use of chemical restraint was
appropniately utilized and Implemented only after
other interventions were proven to be ineffective,
for 1 of 6 patients (#2) whose records were
reviewed. The failure resulted in patlents being
sublected to unnecessary chemical restraints,
Findings include:

The facllity's policy, titled "SECLUSION AND
RESTRAINT-USE", revised 8/11, included,
"Seclusion and/or restraint should be the selected
intervention only when used as an emergency
measure {0 control a patient's unanticlpated,
severely aggressive or destructive behavior which
places the patient or others in imminent danger
and all tess restrictive measures have been
determined to be ineffective.”

The policy defined a drug used as a restraint as a
medication used to contro! behavior or to restrict
the patient's freedom of movement.

The policy stated a physician, psycheiogist or RN
must document they observed the patlent's threat
of harm to seif or others, as well as the less
restriclive interventions attempted prior to the use
of restraint.

Patient #2 was a 65 year old maie admitted to the
facility on 7/11/14, with diagnoses of dementia
with behavioral changes, and psychosis. Patient
#2's record indicated he had been admitted from
his hotne where he was cared for by his wife.

Patient #2's record Included a physician's order,
written and signed by the Psychiatric NP on
711114 at 8:40 AM, and cosigned by the Medical
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Director. The order was for Haldo! 10 mg to be
given 3 times a day with the first dose to be given

‘immediately. The order indicated the Haldol was

prescribed for psychotic agitation with verbal
aggression, However, Patient #2's record did not
include documentation of agitation or aggression
prior to the time the order was written, or
documentation of other interventions attempted
prior to the implementation of Haldol.

During an interview on 10/06/14 at 3:30 AM, the ~
Medical Director stated Patient #2 was started on
a high dose of Haldol to treat anticipated violent
behaviors, He stated he was anticipating viclent
behavior based on the history of alcohol use.

The Medical Director confirmed he did not know
the details. of Patlent #2's alcohol consumnption.
Additionally, he confirmed Patient #2 had not
displayed violent or aggressive behavicrs. The
Medical Birector stated the Haidol was prescribed

A 164

A385

as a chemical restraini, to ensure Patient #2 was
under control.

Patient #2 was placed on chemical restraints
without determining whether less restriclive
interventions would be effective.

482.23 NURSING SERVICES

The hospital must have an organized nursing
service that provides 24-hour nursing services.
The nursing services must be furnished or
supervised by a registered nurse.

This CONBITION is not met as evidenced by:
Based on staff Interview, review of patients’
clinical records, facility policies, and observations,
it was determined the hospital failed to ensure
nursing services were organized to effectively

A385] Pleass refer to A395, A387, and
A4006, ‘

o
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meet the health care needs of psychiatric patients
who had additional medical conditions and
needed specialized monitorifig of their origding
health status. This resulted In the failure of the
facility to identify patients’ initial and ongoing
health care needs and provide safe and effeclive
care. The findings include:

1. Refer to A385 as it refates fo the failure of the
facility to ensure a registered nurse provided
each patient with initial and ongoing evaluation of
his/her heaith care needs and supervised the
defivery of nursing services.

2. Refer to A396 as It relates to the failure to
ensure that patients' care plans were
individualized and kept current in order io
consistently meet the nseds of the patients.

3. Refer to A297 as it relates fo the fallure to

A 385

ensure nursing staff was assighed to patients
based on competency and patient needs.

4. Refer to A405 as It relates to the failure of the
facility to ensure safe medication administration,

The cumuiative effect of these nsgative systemic
facilily practices placed the health and safety of
patienis with underlying medical needs at risk.
482.23(b}(3) RN SUPERVISION OF NURSING
CARE

A registered nurse must supervise and evaluate
the nursing care for each patient.

This STANDARD s not met as evidenced by:
Based on review of clinical records and hospital
policies, observations, and staff inferviews, it was
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All patienis cited have been
discharged. I{hz?-lH
A 395 '
All current patients have
individualized care plans.
Relating to care plans we have
updated our admission process and
treatment meeting plan process as
described in A144:
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A 395 | Continued From page 40 A 395 P ' y

determined the hospital failed fo ensure an RN
provided adequate supervision and oversight

| necessary to ensure appropriate patient care was

provided to 3 of 6 patients (#1, #2, and #5) whose
records were reviewed, This resuited in
deterioration In patients' medical conditions
without interventions. Findings Include:

1. The faciiity did not ensure that RN's
reassessed patients to determine if nursing care
and interventions were appropriate.

a. Patient #2 was a 66 year old male admitted fo
the facifity on 7/11/14, with diagnoses of dementia
with behavioral changes, and psychosis. Patient
#2's record indicated he had been admitted from
his home where he was cared for by his wife,
Additionaily, his record indicated his wife was his
DPOA, and authorized to make medical decisions
for him.

- development of an initial plan of

the entire IDT. Nursing within the
first 6 hours of admission and the

care and treatment plan, The plan
of care will include patient
preferences, customary routines
with an individualized person-
centered focus. Other feam
members to complete
assessments within 72 hours of
admission. The physician or
provider within 24 hours of
admission for the History and
Physical,

An IDT meeting with input from the
patient and/or patient
representative In order to provide
information-relating-to-patient

i. Patient #2's record included a "Nursing
Admission Progress Note” complsted and signed
by Staff O, an RN on 7/11/14 at 3:45 AM, which
stated Patient #2 did not know what day it was,
where he was, or why he was [n the facllity. it
also stated no family or guardian was present
during the admission process.

Patient #2's record also included an "Initial
Assessment History" completed and signed by
Staff O, an RN on 7/11/14 at 4:00 AM. 1t
indicated the information was obtained from a
history and physical, however, the only history
and physical in his record was from a critical
access hospitai on 6/04/14 to 6/05/14, 5 weeks
prior to his admission to the facllity. The
assessment history included sections related o
social habits, sleep habits, activities of daily living,

The entire IDT has bean Involved in

~ implemented a new 1.D.T. format for °

customary routines and
preferences and obtain informed
consent relating to treatment plans.
The initial IDT mesting will occur
on Mondays, Tuesdays, or Fridays.

the development of these processes
and educated on their roles and
responsibilities.

In regards to changes of status, we 1

our weekly treatment feam that
Includes the following:
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and history of falls in the last week. The sections * Psychiatric Provider update,
| were completed, however, it was unclear how the , Nursing, Occupational Therapy,
information was obtained, as it was not included Nutrition, Medical Provider,
in the H & P, and there was nc decumentation fo Pharmacy, Social Services
indicate Patient #2's wife was contacted by phone LA :
to provide information about his recent history. Behavior Tracking, Group, Short
- and Long Term goals, and
During an interview on 10/02/14 at 2:50 PM, the barriers to discharge. Any
DON reviewed Patient #2's record and was changes will resuit in referrals fo -
unable to detarmine how the history documented IDT members with expertise and
by the RN was obtained, and stated it probably assessments conducted.
came from the records related to his ¢ Care plans will be updated with

hospitaiization 5 weeks prior {o his admission, .
P P : the focus on safety, dignity, ;

Patient #2's initial nursing assessment was not choice and highest practicable

accurate and comprehensive to determine his well being.

needs. » The entire IDT has heen 1

ii. Patlent #2's plan of care was not updated to . involved in the development

address his changing status and needs, as of these process.es and

follows: e ' educafed on their roles and

responsibillties by Director of

- Information regarding Patlent #2's motor skills at Nursing by October 17, 2014

the time of his admission fo the hospital was

ﬁbtatped fromd:ntenlflews u:fith his family and his . In regards to PICC fine care and
ospital record, as follows: . services, we have reviewed our

~During an interview on 10/03/14 at 12:45 PM, po[!c:eg and procedures and updated
Patient #2's wife stated she was his primary the policy. The policy now clearly |
caregiver prior to his hospitalization. She stated states that only a Registersd Nurse
he was walking independently in his home prior to {R.N.) can provide PICC line cars and
transfer to the hospital. Additionally, she stated . L
on the day he was taken to the hospital he walked services at Mountaln View. Alf nurses
out of the house and to the ambulance without were In-serviced on this new peficy by
Qctoher 17, 2014 by the Director of

assistance,

Nursing Seivices.
-During an interview on 10/03/14 at 6:05 PM,
Patient #2's son slated he was able to walk
independently prior to his admission to the
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hospital.

- A"Nursing Admission Progress Note" completed
and signed by Staff G, an RN on 7/11/14 at 3:45
AM, stated, "Pt ambulates wi [with] slow steady
gait, bears own wt w/o [without] difficuity.

-A progress note, completed and sighed by Staff
J, an RN on 7/1114 at 11:11 AM, stated, "Pt
about unit at will with steady gait.™

-A progress note, compieted and signed by Staff
K, an RN on 7/14/14 at 6:11 PM, stated, "Spenit
most of the shift pacing and wandering the unit."

-A progress note, completed and signed by Staff
C, an LPN on 7/18/14 at 3:59 PM, stated, "Has
been quielly ambulating around unit with steady
gait to {throughout] the day."

In regards fo lab levsls, the Medical
Director implemented a lab tracking
log to ensure labs were collected,”
results were obtained, providers
notified, and the providers'
recornmendations for {reatment. The
weekly treatment plan meetings will
review lab resuits and discuss further
tabs that may be required.

Pleass refer o A144 for admission
assegsments per olir new admission
processes.

remains falrly independent.”

-A progress note, completed and signed by Staff
C, anRN on 7/20M14 at 3:07 Al, stated, "He
continues tc enjoy walking in the hails and

-A progress note, completed and signed by Staff
0, an RN on 7/22/14 at 5:06 AM, stated, "Pt has
been ambulating halls mest of shift.”

Patient #2's record indicated a decline in his
motor skills beginning approximately 2 weeks
after his admission, as follows:

-A progress note, completed and signed by Staff
M, an LPN on 7/26/14 at 11:.06 AM, stated, "Pt
requires SBA [stand by assist] with transfers d#t
[due to] unsteady gait"

-A progress note, completed and signed by Staff
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Q, an RN on 7/27/14 at 2:51 AM, stafed, "Pt
remains unsteady on his feet with ambuiation...”

-A progress note, completed and signed by Staff
Q, an RN on 7/28/14 at 12:16 AM, stated,
"Patient unable to waik and {ransfers with 2
person assist.”

-A progress nofe, completed and signed by Staff
E, an RN on 7/30/14 at 6:29 PM, stated, "WC
fwheeichair] for mobility.”

-A progress note, completed and signed by Staff
D, an LPN on 9/16/14 at 8:10 PM, stated, "Patient
is a 2 person assist often and 1-2 with
ambuiating.”

-A progress note, completed and signed by Staif
M, an LPN on 9/19/14 at 6:44 PM, stated, "Ptin

hrada chalr thraughout most of shift.”

On 9/29/14 at approximately 2:55 PM, the DON
was asked if Patient #2 could walk. She stated
he coutd walk with 3-4 person assist,

On 9/29/14 at approximately 3:00 PM; Patient #2
was observed seated in a broda chair
{specialized reclining wheelchair) in the dining
room. He was also observed being taken fo his
room by Staff R, a NCPT, for toileting. Staff R
was unable to transfer him fo the toilet by herself
and called for additional assistance. Staff K, an
RN, came fo assist. He.was transferred.io the
toilet with the assistance of the 2 staif members.

On 9/30/14 Patient #2 was cbserved from 8:51
AM - 8:20 AM. Patlient #2 was in the dining area
when Staff S, a CNA, attempted to push Patient
#2 to his room In his specialized wheslchair,
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‘| do so. Staff S then tried to push him to his room

1 9/30/14 beginning at 1:00 PM, Patient #2's

Staff S asked Patient #2 repeatedly to lift up his
feat so she could push him, however, he did not

anyway, buf was unsuccessful. Staff S then
requested the assistance of Staff T, a CNA.
Walking baclward, Staff T held Patient #2's feet
up while Staff S pushed the wheelchair fo Patient
#2's badroom. The 2 CNAs then assisted Patient
#2 to utilize the bathroom. When done Patfent #2
was returned to his wheelchair and Staff T left the
room, Staff S then requested Staff T's assistance
to return Patient #2 to the dining room. After brief
discussion of the options, Staff T suggested
walking Patient #2 to the dining room. Patient #2
was assisted by Staff S and Staff T back to the
dining area, When asked, both staff stated
Patient #2 required two staff to assist him to walk.

During an interdisciplinary team meeting on

mobility was discussed. The Medical Director
stated If took 4 to 5 staff members to assist
Patient #2 to waik safely.

Staff responsible for Patient #2's treatment and
sarvices did nof have a clear and commoen
understanding of his mobility needs.

Patient #2's record contained nursing care pians
fo address identified problems or potential
problems. The care plans Included interventions
to address the problems, as well as short and
long terms goals related to resolution of the
problems. However, Patient #2's record did not
contain a nuysing care plan related to motor skifls.
Therefore, nursing Interventions were not
developed to address his decline In motor skills
and his loss of ability to ambuiate.
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During an Interview on 10/02/14 at 2;50 PM, the
DON reviewed Patient #2's record and confirmed
nursing interventions were not developed to
address the decline in his motor skills.

Patient #2's motor skills deciined significantly,
howevar, interventions were not developed to
address his decline In motor skiils and his loss of
abiiity to ambuiate.

iil. Infarmation regarding Patlent #2's verbal sklils
at the time of his admission to the hospital was
obtained from interviews with his family and his
hospital record, as follows:

-During an interview on 10/03/14 at 12:45 PM,
Patient #2's wife stated she was his primary
caregiver prior to his hospitalization. She stated
on the day he was taken to the hospital he was

talking and laughing_with the driver. Additiopally,
she stated she was abie to lalk to him by phons
at the beginning of his admission but he was no
longer able fo talk fo her.

-During an interview on 10/03/14 at 5:05 PM,
Patient #2's son stated he was able to talk to his
father on the phone frequently prior {o his hospital
admission, and although Patient #2 exhibited
some conifusion, he was able to carry on a
conversation. Additionaily, he stated he visited
his father 2 {o 3 weeks after his admission and at
that fime his father was not able fo speak to him.

-A Progress Note, dated 7/11/14, signed by the
psychiatric NP and cosigned by the Medical
Director, listed Patient #2's assets as good verbal
skills, intelligent, and supportive family.

-A progress note, completed and signed by Staff
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I, an RN on 7/14/14 at 10:44 AM, statad,
"Received a phone call frorn his wife this
morning, and appeared to have avery
appropriate and lucid conversation with her.
Phrases he used on the phone were: 1 love you,
I'm ok...I just want to be home with you...there
isn't much to do here...and ...altight honey, talk to
you soon.”

-A progress note, completed and signed by Staff
C, an LPN cn 7/18/14 at 3:59 PM, stated, "Pt did
have a brief phone conversation with his wife
after lunch, seemed fo enjoy.”

Patient #2's record indicated a decling in his
verbal skills approximately 10 days after his
admission as follows:

-A progress note, completed and signed by Staff
G, an RN on 7/21/14 at 12:51 PM, staled, "Pt
does net answer questions....”

A 395

[P ERE—

-A progress note, completed and signed by Staff
I, an RN on 7/24/14 at 10:48 AM, stated, "Unable
to follow simple.commands or answer guestions."

-A progress note, completed and signed by Staff
M, an LPN on 7/27/14 at 2;12 PM, stated, "Pt is
unable to make needs known."

-A progress note, completed and signed by Staff
i, an RN on 8/6/14 at 11:15 AM, stated, "Unable
to answer questions or follow simple commands."

-A progress note, complated and signed by Staff
G, an LPN on 8/11/14 at 10:19 AM, stated, "Pt is
unable to make needs known at this time."

-A progress note, completed and signed by Staff
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1, an RN on 8/21/14 at 10:48 A, stated, "...1
word statements and nonverbal sounds.”

-A progress note, completed afid signed by Staff
K, an RN on 9/4/14 at 1:24 PM, stated, "...does
not have any clarity or make sense.”

-A progress hote, completed and signed by a
soctal worker on 9/24/14 at 9:13 AM, stafed,
"Patients [sic] verbal interactions with social
services staff are minimal at best due to profound
expressive and receplive aphasia." Aphasia is
the loss of ability to understand or express
speech,

Patient #2's record contained a nursing care plan
titled "Altered Thought Process”. The care pian
did not indicate the date It was Implemenied,
although the first update to the care plan was
dated 7/19/14. The interventions listed.on the

A395

care plan included a referral to PT, ST, OT or
dietary as needed. However, Patient #2's record
did not include a referral to ST to address his
decline in verbal skills and loss of abllity to
communicate.

Patient #2's verbal skilis declined significantly,
however, his nursing care pfan was not followed
to initiate a referral to ST o address his decline in
verpai skiils and his loss of ability to
communicate.

iv. Patient #2 experienced a weight loss of 44
pounds durlng his hospitalization, however
Interventions were not implemented in a timely
manner to address his nutrition needs. Examples
inciude:

Patient #2's record included a log of his weights,
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as follows:

-713/14 208 pounds
205 pounds
187 pounds
183 pounds
171 pounds
168 pounds
165 pounds
170 pounds
170 pounds
164 pounds

-8/03/14
-8/10/14
-8/20/14
-8124/14
-8/31/14
-0/09/14
9121114
-9/28/14

Patient #2's record included OT weekly progress
notes dated 7/14/14 to 7/18/14, and 7/21/14 fo
7/26/1M4. The area to record his response to
Interventions on both notas stated, "Paitent [sic]
responds well to the progressive cueing. He
does well with finger foods." The updated
pfan/goals section of hoth nofes stated, "Patient
will eat 75% of meai with intfation {sic} cue and
finger foods as possible." However, there.is no

A 395

indication in Patient #2's record that he was
offered finger foods for his meats.

Patient #2's record included a nursing care plan
to address imbalanced nutrition. However, the
care plan was nof implemented untii 9/09/14, 62
days afier his admission. On 9/09/14, Patient
#2's weight was recorded as 170 pounds,
indicating a 38 pound weight loss from his
admission weight of 208 pounds.

During an interview on 10/02/14 at 11:55 AM,
Staff I, an RN confirmed a nursing care plan to
address Patient #2's nutritional needs should
have been developed earlier.

During an intervlew on 10/06/14 heginning at 9:30
AM, the DON stated they do not collect
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information regarding food preferences from
family members as there is not aregulation
requiring this. She sfated they abided by the diet
ordered by the physician.

Patient #2's weight loss and rigk of mainutrition
wers not addressed by the nursing staff. An RN
did not provide sufficlent oversight of Patient #2's
care.

b. Patient #1 was admitted on 7/15/14 at 2:00
PM. Her flow shest indicated she had one
incontinent urine output that day. ©On 7/18/14, the
flow sheet documented she did not void for 24
hours. On 7/17H4 at 5:13 PM, the nursing
progress note documented a foley cathster was
inserted and her urine output for 24 hours was
400 mi, {The National Institute of Health defines
decreased urine output as less than 500 mlin 24
hours._H includes causas_such_as kidney failure

A 305

and dehydratlon.}

The psychiatric NP wrotg an order to place a
urinary catheter on 7/17/14 at 1:15 Pi.

Patient #1's record included a nursing. progress

note dated 7/17/14 at 3:13 PM. The LPN noted

“Patient had not voided In over 24 hours so | got
an order for catheter."

During an interview on 10/02/14 beginning at 2;00
PM, the DON reviewed Patient #1's record and
confirmed there was one documented Incontinent
void over a period of 48 hours since her
admission, $he was unable to find
documentation in Patient #1's record to indicate
an RN was aware of the extended period of lime
without urine output. She confirmed that LPN
staff were assigned to Patient #1 until 7/17/14
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| The RN did not evaluate Patient #1's inability to

Continued From page 50
beginning at 7:00 PM, when an RN assumed her
care,

void for 2 days.

i. Patient #1's record documented her refusal to
eat or drink, and she received iV hydration. A
PICC was placed on 7/25/14 in her left forearm.
{The acronym PICC describes a petipherally
Inserted central catheter, in which the tip of the
catheter rests in a large vein close to the
entrance of the heart, It allows a higher
concentration of medications or iV fluids to be
administered, whereas smaller vejns couid not
tolerate the higher osmolarily of the solutions).
According to Lippincott Manual of Nursing
Practice, eighth adltion, a PICC is considered a
cendtrai line, and extra vigilance must be used to
protect the integrity of the line and dressing. If
the dressing has become disiodged, or the fine

A 385

has been pulled at any point, the placement must
be confirmed, and a sterile dressing change must
take piace. -

The facllity poticy for PICC line care, revised
12/11, indicated: " PICGC line is found to be torn,
loose, damp, sciled or raised, the nurse shouid
complete a stenle dressing change,” The policy
also stated the nurse was to document findings
and actions, and alert the PICC line team of
findings. The policy noled the dressing was first
changed 24 hours after inserfion and every 7
days if intact.

During an interdew on 10/02/14 beginning at 2:00
PM, the DON stated PICC line dressings.are to
he monitored and changed by the RN and not
LPNs.
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In a nursing note 7/28/14 at 1:45 PM, the LPN
noted "Patient has PICC fine patent to left
forearm, it was noticed during lab draw that
patient has lifted the dressing and puiled some of
the line out. Patient is to have daily dressing
changes, securing disptaced Jine and monitering
for 3/5 infection.”

A verbal order, written by the above LPN, and
signed by a physician, was dated 7/29/14 at 1:15
PM. The order noted "PICC line dressing to be
changed daily. Watch for S/S {signs or
symptoms} infection, monitor line placement.”

In a nursing note 7/28/14 at 7:0% PM, the LPN
wrote "PICC line dressing change secondary fo
covering entire line to prevent further
displacement. When this nurse removed prior

A 385

dressing.it was discovered the insertlon_site_is
approximately 8-10 cm from Y conneclion suture
site.”

A social service progress note on 7/30/14 at 4:50
PM, noted that Patient#1 had a PICC line to
receive fluids which was not secure, and the
nursing staff was monitoring closely.

A verbal order to discontinue the PICC line was
dated 7/30/14 at 8:45 AM. The crder, written by
an RN, inciuded instructions to send the tip to be
cultured and to start antibiotics for possible
infection of the site.

In an RN progress note on 7/30/14 at 5:39 PM,
the nurse wrote that Patient #1's PICC line site
had redness surrounding the entire elbow area
down the forearm, and it was tender to touch.
She noted that the medical physician was
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- Alab resuit En'the record nbted thé'cultu'red PICC

natified, and the PICC line was removed and the
tip sent for culture,

tip was positive for MRSA, and the facliiity was
notified of the resuits on 8/01/14 at 3:01 PM. The
report was reviewed and initialed by the medical
physiclan and it was noted con the report that
Patient #1's antibiotics were changed to treat the
cellulitis (swelling, redness, and tenderness) and
NMRSA infection.

During an interview on 10/02/14 beginning at 2:00
PM, the DON reviewed Patient #1's record and
stated she was called In to see the loose dressing
on 7/28/14 around 1:30 PM. She stated the LPN
did not perform a sterile dressing change, but
applied an occlusive dressing over the line that
had been disrupted. The DON stated she
instructed the LPN to contact the physician for
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orders.—The DON-confirmed-that-RN's-have-been

instructed fo change the PICC dressings, and it
was not included as an LPN's duties at this
faciiity. Further, the DON confirmed there was no
X-Ray or verification the PICC line remained in
good placement for the delivery of IV fluids and
medication administration.

During the time that Patlent #1's care was
provided by an LPN, her PICC line and dressing
became dislodged, a sterile dressing change was
net performed, and placeament was not
determined, which resulted in cellufifis and a
MRSA infection, An RN did not provide
appropriate care and oversight of Patient #1's
medical needs.

c¢. Pafient #5 was a 61 year old male admitted lo
the facility on 9/11/14, with diagnoses of
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schizophrenia {a severe brain disorder in which
people interpret reality abnormally), dementia (a
decline in mental ability severe enough to
interfere with daily life} with behavioral
disturbance, and psychosis {a loss of contact with
reality). Patient #5's record indicated he was
transferred from an ALF due to aggressive
behaviors,

Patient #5's admission orders dated 9/11/14,
included Lasix. According to the Nursing 2014
Drug Handbook, "Lasix is a potent diuretic used
to treat fiuid retention and high blood pressure. it
may cause excessive water [oss through
urination, causing setious efectrolyte
abnormalities or dehydration.” The handbook
advises to monitor the serum potassium level
closely. Potassium is a chemical (electrolyte) that
is critical to the proper functioning of nerve and
muscles_cells,_patticularly_heard-muscle_cells

A 395

Patient #5's record included a laboratory report,
dated 9/15/14, with resuits from biood that was
taken on 9/12/14. His potassium level was 3.3
meg/L, which was below the indicated reference
range of 3.6 - 5.1 meg/L. On the report was
written "8/15/14 faxed to jmedical doctor's]
office.” The record did not include further
documented communication regarding these test
results between nursing and the physician.

On 9/16/14, orders were written by the psychiatric
NP for multiple blood tests to be drawn on
9/22/14, however, she did not include orders to
check Patient #5's potassium level.

During an interview on 8/30/14 beginning at 2:55
P, the medical physician confirmed the
laboratory resuits and Patient #5's low potassium
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level. The physician stated the low potassium
level should have been repeated, and it was an
oversight the laboratory test was not ordered.

Patient #5's low potassium level was not
rapeated.

2. Afacility policy tittied “Admission Assessment,”
ravised 12/08, noted each patient would be
assessed by a licensed nurse and the RN would
retain responsibility for interpreting the data and
identifying patient care needs. The policy noted
the patient assessment would include
demographic data, past medical history, allergies,
biophysical, psychosocial, environmental,
seif-care, education, and discharge planning
needs.

Admission assessments were not performed by
an RN as follows:

a. Patient #1 was a 55 year old female, admitted
to the facility on 7/15/44. Her diagnoses included
dementia with behavior disturbance and
unspecified psychosis, Her record indicated she
had.been living at home with her husband, then
was admitted to an assisted living facility for
approximately a week prior to her admisson (o
this facliity. The record noted she had exhibited
aggressive behavior towards other residents and
staff at the assisted living facliity, so she was
transferred to the hospital,

Her record included three admission assessment
forms, Initlal Assessment History, Nursing
Adrission Progress Note, and Initial BHT Care
Guide. The forms were signed by an LPN and
dated 7/15/14 at 3:00 PM.
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The Initial Assessment History noted information
was obtained from Patient #1's husband, it
docurnented behaviors leading to her admission
included verbal and physical assault. In the
sections of the assessment litled "Significant
Medical History/Recent
Hospitalizations/Procedures," and "Psychiatric
History/Hospitalizations,” the LPN had wriiten
"N/A," Indicating not applicable. Additionally, the
forrn noted Patient #1's ADLs required physical
assistance. A comprehensive blophysical and
psychosocial assessment with vital signs was not
Included.

The Nursing Admission Progress Note included
information of Patient #1's status upon admission
as assessed by the LPN who complated the
admission documentation. H noted she was
oriented fo her room, staff, meal scheduie, and
the unif. The note stated Patient #1 was unable

A 3985

-

{overbalizetirregson for admission., The
admitting LPN documented Patient #1 arrived an
the unit with the ambulance crew and was
sedated.

The Iniffal BHT Care Guide included categories
which were marked with ar "x" that indicated
Patient #1's mental and behavioral status,
toileting needs, ambulation, vision, hearing,
bathing, dist, and grooming needs. The guide
noted Patient #1 was able to walk with
assistance, needed help with feeding and
grooming.

During an interview on 10/02/14 beginning at 2:00
PN, the DON reviewed Patient #1's medical
record and confirmed the admission assessment
was performed by an LPN, She confirmed the
assessment was not reviewed or co-signed by an
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The hospital must.ensure that the nursing staft
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part of an Interdisciplinary care pian

This STANDARD is hot met as evidenced by:
Based on observation, medical record review,
and staff interview it was determined the facility
failed to ensure a comprehensive, individuatized

plan of correction.
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RN as the policy indicated. She confirmed the
record did not indicate an RN provided care or
entered notes in tha record until 7/17/14 at 11:59
PM, which was greater than 48 hours after her
admission.
The facility did not ensure admission
assessmenis were performed by RN's, Pl
A 396 | 482.23(b)(4) NURSING CARE PLAN A3ge] rlease referfo A144 and A395 forour |y, haht{

plarn-of care-was-developed;-eveluated-and
revised as patients conditions changed, for 2 of 6
patients (#1 and #2) whose racords were
reviewed. This falled practice resuited In
unaddressed patient care needs, and had the
poetential to negatively impact all patients.
receiving services in the facillty. Findings include:

1. Palient #2 was a 65 year old male admitted to
the facility on 7/11/14, with diagneses of dementia
with behavioral changes, and psychosis. Patient
#2's record Indicated he had been admitted from
his home where he was cared for by his wife.
Additionally, his record indicated his wife was his
DPGA, and authorized lo make medical decisicns
for him.

a. Patient #2's record indicated a decline in his
moter-skills beginning approximately 2 weeks
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after his admission, as follows:

-A "Nursing Admission Progress Note" completed
and signed by Staff O, ah RN on 7/11/14 at 3:45
AM, stated, "Pt ambulates wf [with] slow steady
gait, bears own wt wio {without] difficulty.

-A progress note, completed and signed by Staff
M, an LPN on 7/26/14 at 11:06 AM, stated, "Pt
requires SBA [stand by assist] with transfers dft
fdue to] unsteady gait”

-A progress nole, completed and signed by Staff
Q, an RN on 7/27/14 at 2:51 AM, stated, "Pt
remains unsteady on his feet with ambulation..."

-A pregress note, completed and signed by Staff
Q, an RN on 7/28/14 at 12:16 AM, stated,
"Patient unable to walk and transfers with 2
person assist.”
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-A pregress neote, cormpleted and signed by Staff
E, an RN on 7/30/14 at 6:29 PM, stated, "WC
{wheelchair] for mobiiity.”

-A progress note, completed and signed by Staff
D, an LPN on 9/16/14 at 5:10 PM, stated, "Patient
is a 2 person assist often and 1-2 with
ambuiating.”

-A progress note, completed and signed by Staff
M, an LPN on 9/19/14 at 6:44 PM, stated, "Pt in
broda chalr threughout most of shift."

On 9/29/14 at approximately 2:55 PM, the DON
was asked if Patient #2 could walk. She stated
he could walk with 3-4 perscn assist.

On 9/29H4 at approximately 3:00 PM, Patient #2
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was observed seated in a broda chair
{specialized reclining wheelchalr} in the dining
room. He was also chserved being taken to his
room by Staff R, a NCPT, for tolleting, Staff R
was unabie to transfer him to the toilet by herseif
and called for additional assistance. Siaff K, an
RN, came to assist. He was transierred o the
toilet with the assistance of the 2 staff members,

On 9/30/14 Patient #2 was observed from 8:51
AN - 9:20 AM. Patient #2 was in the dining area
when Staff S, a CNA, attempted to push Patient
#2 to his room in his spacialized wheelchair.
Staff S asked Patieni #2 repeatedly to lift up his
feet 50 she couid push him, however, he did not
do so. Staff S then tried to push him to his room
anyway, but was unsuccessful. Staff S then
requested the assistance of Staff T, a CNA.
Walking backward, Staff T held Patient #2's feet

up.while_Staff.S. pushed the wheelchair to_Patient

#2's bedroom. The 2 CMAs then assisted Patient
#2 to utilize the hathroom. When done Patient #2
was returned to his wheelchair and Staif T left the
room. Staff S then requested Staff T's assistance
to return Patient #2 to the dining rocm. After brief
discussion of the. options, Staff T suggested
walking Patient #2 to the dining room. Patient #2
was assisted by Staff S and Staff T back to the
dining area. When asked, both staff stated
Patient #2 required two staff to assist him to walk.

During an interdiscipiinary team meeting on
9/30/14 beginning at 1:00 PM, Patient #2's
mohility was discussed. The Medical Director
stated it fook 4 to 5 staff members to assist
Patient #2 to walk safely.

Staff responsibte for Patient #2's treatment and
services did not have a clear and common
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‘Patient #2's record contained nursing care plans

underséanding of his mobility needs. -

to address identified problems cr potentiat
problems. The care plans included interventions
to address the problems, as well as short and
lang terms goals related to resolution of the
problems. However, Patient #2's record did not
contain a nursing care plan related to motor skiils,
Therefore, interventions were not developed to
address his decline in motor skills and his loss of
ability to ambuiate.

Patient #2's nursing plan of care did not identify,
or include interventions, to address the significant
decline In his motor skills,

b. Patient #2's record indicated a decling in his
verhal skills during his hespitalization, as fotlows:
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-A Progress Note, dated 7/11/14, signed by the
psychtatric NP and cosigned by the Medical
Director, listed Patient #2's assels as good verbal
skills, intelligent, and supportive family.

-A progress note, complsated and signed by Staff
K, an RN on 714114 at 10:44 AM, stated,
"Received a phone call from his wife this
morhing, and appeared to have a very
appropriate and lucid conversation with her,
Phrases he used on the phone were: | love you,
I'm ok...1 just want to be home with you...there
isn't much to do here...and ...alright honey, talk to
you seon.”

-A progress note, completed and signed by Staff
G, an RN on 7/2114 at 12:51 PM, stated, "Pt
does net answer questions...."
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-A progress note, completed and signed by Staff
I, an RN on 7/2414 at 10:49 AM, stated, "Unable
fo follow simple commands or answer questions.”

-A progress note, completed and signed by Staif
M, an LPN om 7/27/14 at 2,12 PM, sfated, "Pt is
unable fo make needs known."

-A progress note, completed and signed by Staff
I, an RN on 8/6/14 at 11:15 AM, stated, "Unable
to answer questions or follow simple commands.”

-A progress note, completed and signed by Staff
C, an LPN on 8/11/14 at 10:19 AM, stated, "Ptis
unable o make needs known at this time."

-A progress note, completed and signed by Staff
|, an RN on 8/21/14 at 10:48 AM, stated, "...1
word statements and nonverbal sounds.”
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-A.progress.note,- completed-and-signed.hy. Staff

K, an RN on 9/4/14 at 1.24 PM, stated, "...does
not have any clarity or make sense.”

-A progress note, compieted and signed by a
social worker on 9/24/14.at 9:13 AM, stated,
"Patients [sic} verbal interactions with social
services staff are minimal at best due to profound
expressive and receptive aphasia." Aphasia is
the loss of ability o understand or express
speech,

Patient #2's record contained nursing care plans
to address identified problems or potential
problems. The care plans included interventions
to address the problems, as well as short and
long terms goals refated to resolution of the
problems. Patlent #2's record contained a care
plan titted Aitered Thought Process. The care
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plan did not indicate the date it was implemented,
aithough the first update to the care plan was
dated 7/19/14. The interventions listed on the
care plan included a referral to PT, ST, OT or
dietary as needed. However, Patient #2's record
did not inciude a referral fo ST to address his
decline In verbal sklils and loss of abllity to
comrunicate.

Patient #2's nursing plan of care did not identify,
or include interventions, tc address the significant
decline in his motor skills.

¢. Patlent #2 experlenced a welght loss of 44
pounds during his hospitalization, however a
nursing care plan was not implemented in a
timely manner {o address his nutrition needs.
Examples include:

A 396

Patient #2's_record included a log_of his-weights,

as follows:

-7113M14 208 pounds
-7/20/14 205 pounds
-8/03/14 187 pounds
-8/10/14 183 pounds
-8/20/14 171 pounds
-8/24/14 168 pounds
-8/31/14 165 pounds
-9/09/14 170 pounds
-8/21/14 170 pounds
-9/28/14 164 pounds

Patient #2's record included a nutritional risk
assessment completed and signed by the
registered diefician on 7/14/14. The form
included a section fo note food/meal preferences.
The form indicated the source of Information was
the patient. It also documented he did not
answer many of the questions, including
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questions about his favorite foeods or meats he
did not like to eat. There was no indication his
wife was contacted to provide Information about
his fodd preferences. C

The dietary note also indicated Patient #2's meal
intakes averaged 23%, meeting 20% of his
estimated needs. It stated "At high risk for
unintended weight loss and malnutrition with
current intakes.”

Patient #2's record included a nursing care pian
o address imbalanced nutrition. However, the
care plan was implemented on 2/09/14, 62 days
after his admission. On §/08/14, Patient #2's
weight was recorded as 170 pounds, indicating a
38 pound weight loss from his admission weight
of 208 pounds.

On 9/20114 at approximately 12:00 PM, Patient
#2 was observed seated in a specialized reclining

A 398

whaeelchalr in the facility dining room. The foed
oh his meal tray was in liguid form and he was
being fed the liquids by a staff member,

During an Interview on 10/02/14 at 11:55 AM,
Staff |, an RN cenfirmed there was a gap
between the dieticlan's identification of Patient
#2's high risk nufritional status and the
implementation of a nursing care pian to address
his nutritionai needs. She stated that to her
knowledge, the dietician's risk assessment was
not communicated to the nursing staff.

During an interview on 10/06/14 beginning at 8:30
AM, the DON stated they do not collect
information regarding food praferences from
family members as there is not a regulation -
Tequining this. She stated they abided by the diet
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| A nursing care plan to address Patient #2's

ordered by the physician.

nutritional needs was not Implemented in a fimely
manner to prevent significant weight loss and
mainutrition.

2. Patient #1's medical record documented a 55
year old female, admitted to the facility on
7/15{14. Diagnosis Included dementia,
Alzhelmer's type, hypothyroldism and a urinary
fract Infection (UTI.) She was discharged to a
fong term care facility during the survey on
9/30/14, Patient#1's nursing plan of care was
not adequately developed or revised as follows:

Patient #1's record Included physician orders for
the following changes in her treatment plan:
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a—ZHM7HA 3t 115 RM - a psychiatic NE entered
an order for placement of a Foley catheter related
to urinary retention.

7/25/14 at 6:00 PM - the treating psychiatrist
entered an order that included "PICC line
dressing per policy.”

712914 at 1:15 PM - a verbal order from an MD
was entered that included "PICC {peripheraily
inserted cenfrai catheter) fine dressing to be
changed daily. Watch for s/s infection, monitor
{ine placement."

8125/14 at 9:00 AM - the psychialric NP entered
an order for a medication, Cogentin, 1 mg, to
treat "neck dystonia" (Neck/cervical dystonia is a
painful condition in which the neck muscles
contract involuntarily, causing the head to twist or
turn to one side.)
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8/18/14 at 4:30 PM - the psychiatric NP entered

-| an order to change the Foley catheter the evening
of 8/18/14 and monthly thereafter. The order
included directions {o flush the cathefer as
needed, with sterile water, using sterile irrigation
tray, for the purpose of clearing sediment.

The nursing plan of care for Patient #1 did not
identify, or inciude interventions, to address
ongoing managsmant of a patient with a Foley
catheter or cngoing management of a PICC line.
Additionaily, the plan of care fafled to include
interventions to address or monitor the condition,
neck dystonia.

b. Patient #1's nursing progress notes dated
7127114 at 7:41 AM, documented Patlent #1 was
placed on contact isolatior! precautions related to
frequent lcose stools. According to the nursing

notes, she remained in contact isofation undl
9/13/14 at 11:45 PM.

The nursing progress. notes dafed dated 7/27/14
at 8:56 PM, stated lab results for Patient #1
indicated a posltive test for clostridium difficile {C.
Diff.} {C. Diff is an intestinal bacteria causing
infectious diarrhea,)

The nursing care plan for Patient #1 faifled to
provide a plan or Interventions for a patient found
positive for C. Diff. and placed on contact
isolation precautions.

G. A progress note, by the medical physician,
dated 9/22/14 and untimed, documented " She
does have a left foot contracture that might
henefit from theraples ... "
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Jidentify or include interventions for contracture of

Continued From page 65
The nursing ptan of carae for Patient #1 did not

the left foot.

d. Patlent #1's record aiso incltided a "Nutritional
Care Plan" form, undated and untimed, initiated
by a registered digtician {RD.) She
recommended that Patient #1 receive a regutar
diet, PRN snacks and a dietary supplement if
meais were refused. The form aisc documented
the following goals for Patient #1: "...consume
75% of meals and maintaln a weight between
§8-132 pounds.” Directions fo obtain weekly
weights were included as well.

Patient #1's nursing pian of care did not identify,
or include interventions, to address nutritional
needs.

During aninterview on 10/02/14 beginning at 2:00

A 306

A 397

‘specialized qualifications and competence of the

PM, the DOWN reviewed Patient #1's record and
confirmed the care plans wers not updated to
include her changing needs and changes in
treatment goals.

The hospital fajled to ensure Patient #1's ptan of
care was individualized and revised according to
her needs.

482.23(b)(5) PATIENT CARE ASSIGNMENTS

A registered nurse must assign the nursing care
of each patient to other nursing personnel in
accordance with the patient's needs and the
nursing staff available.

This STANDARD is not met as evidenced by:
Based on record review, policy review, and staff

Aag7| Please refer to A144 and A395 for
P.C.C.

|y
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o the facility on 7/16/14, with the diagnoses of

Continued From page 66

interview, it was determined the facllity failed to
ensure nursing assignments were hased on staff
caornpetency and patients' needs for 1 of 8
patients {#1) whose record was raviewed. This
failure resulted in the failure to ensure a sterile
dressing change was performed, Inadsquate
assessment, and poor patient outcome. Findings
Include:

1. Patient #1 was a 55 year old female admitted

dementia with behavioral disturbance and
unspecified psychosis.

Patient #1's record documented her refusal to eat
or drink, and she recelved IV hydration. APICC
was placed on 7/25/14 in her left forearm. (The
acronym PICGC describes a peripherafly inserted
central catheter, in which the tip of the catheter

A 397

resis-in-a-large-vein-close to-the-entrance-of-the

Lippincott Manual of Nursing Practice, eighth

heart. It allows a higher conceniration of
medications or IV fluids fo be administered,
whergas smaller veins could not tolerate the
higher osmolarity of the solutions). According to

edition, a PICC is considered a central line, and
extra vigilance must be used {o protect the
integrity of the line and dressing. If the dressing
has become dislodged, or the line has been
pulled at any point, the placement must be
confirmed, and a sterile dressing change must
take place.

The facility policy for PICC line care, revised
1211, stated: "if PICC line is found to be torn,
loose, damp, soiled or raised, the nurse should..."
and further descrlbes a sterile dressing change.
The policy also stated the nurse was fo docurnent
findings and actions, and alert the PICC line team
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of findings. The policy noted the dressing is to be
changed 24 hours after insertion and every 7
days if intact, ' )

During the time that Patlent #1's care was
provided by an LPN, her PICC line and dressing
became disloedged, a sterile dressing change was
not performed, placement was not determined,
which resulted in celiuiitis and a MRSA infection.

In a nursing note 7/29/14 at 1:45 PM, Staff N, an
LPN noted "Patient has PICC line patent to left
forearm, it was noticed during lab draw that
patlent has lifted the dressing and pulled some of
the line out.” s

A verbal order, written by the above LPN, and
signed by a physician, was dated 7/29/14 at 1:16
PM. The order noted "PICC line dressing to be
changed daily. Waich for S/S {signs or

symptoms) infection, monitor line placement.”

In a nursing note 7/29/14 at 7.09 PM, Staif N, the
LPN, documented that when she removed the
loose dressing, the PICC line was pulled out
approximately 8-10 cm, and she covered the
entire line that was exposed.

In an RN progress note on 7/30/14 at 5:38 PM,
the nurse wrote that Patient #1's laft arm had
redness surrounding the entire elbow area down
the forearm, and it was tender to fouch. She
noted that the medical physician was nofified, the
PICC was removed, and the tip of the catheter
was sent for cuiture.

Ajdab resuit in the record noted the cultured PICC.
tip was positive for MRSA, and the facility was
notified of the resuiis on 8/01/14 at 3:01 PM. The
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‘Patient #1's antibiotics were changed to treat the

Continued From page 68

report was reviewed and Initialed by the medical
physician and it was noted on the report that

cellulitls and MRSA infection.

During an interview on 10/02/14 heginning at 2:00
Pid, the DON reviewed Patient #1's record and
stated she was called in {0 see the toose dressing
on 7/29/14 around 1:30 PM. She stated the LPN
did not perform a sterile dressing change, but
applied an ccclusive dressing over the fine that
had been disrupted. The DON stated she
Instructed the LPN to contact the physiclan for
orders, The DON stated the policy of the facility
is that PICC line dressings are {o be monitored
and changed by the RNs and not LPNs. Further,
the DON confirmed an X-Ray was not performed
for verification the PICC line was positioned
properly before resuming iV fluids and madication
adminisiration

A 357

We have reviewed our policies and
procedures in the area of drug
administration and made the following

{A 405}

The facilily failed to ensure an RN performed a
sterile dressing change when Patient #1's PICC
line and dressing was disrupted.

482.23(c){1), {c){1)(i) & (c)(2) ADMINISTRATION
OF DRUGS

{1} Drugs and hiclogicals must be prepared and
administered in accordance with Federal and
State laws, the orders of the practitioner or
practitioners responsible for the patient’s care as
specified under §482.12(c}, and accepted
standards of practice.

(i} Drugs and biologicals may be prepared and
administered on the orders of other practitioners
not specified under §482.12(c) oniy if such
practitioners are acting in accordance with State

{A 405}

updates:

«Wrist bands have been
implemented that include the patient
identifying information (i.e. Name,
Date of Birth, and Allergies) for
patient identification prior to
medication administration.

+The pharmacy will be responsible
for splitting pilis and packaging.

+All nurses wilt be observed passing
medications and competency tested
on hire and annually.

*Results of competency testing and
medication arror rates wifl be provided
fo the QAPI commiltee.

ol

RN Administrative Nurses are
responsible for compliance,
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law, including scope of practice laws, hospital
poiicies, and medical staff bylaws, rules, and
reguiations. - - : .

{2) All drugs and biologicals must be
administered by, or under supervision of, nursing
ar other personne! in accordance with Federal
and State laws and reguiations, including
applicable licensing requirements, and in
accordance with the approved medical staff
policies and procedures.

This STANDARD is not met as evidenced by:
Based on staff interview, policy review, and
observatlon, it was determined the facliity failed to
ensure medications were properly dispensed and
stored for 2 of 8 patients (#1 and #4) whose
records were reviewed and medication
administrations were observed. This falled
practice resuited in the potential for errors in

dosage; medicationdelivery,and-possible
adverse reacfions. Findings include:

The Nafional Institute of Health online resource
defines the 5 rights of Safe Medication
Administration as:

1. Right individual

2. Right medication

3. Right dose

4. Right time

5. Right route

The facility failed to follow the "5 Rights of Safe
Medication Administration”, as foilows:

1. During an observation of medication
administration an 9/2%/14 beginning at 4:15 P,
the nurses were chserved preparing and
administering medications, The medication room
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was located just off the main room of the unit.
There was a binder for each patient that also _
included the MAR. Most of the binders included a
black and white picture of the patient taped to the
inside front cover of the binder. When the
medications were ready to be administered, each
nurse then left the medication room 1o give the
medications io the patients,

Three nurses were observed {o prepare and
administer madications. Staff D, an LPN, was the
only nurse observed that removed the patient
binder, with the patient picture, from the
medication room upon leaving. The 2 remaining
nurses were observed leaving the medication
raom without a binder or a picture of the patient In
their possession. Staff J and Staff K, both RN's,
approached patients, stated their name, and gave
the medications without verification of the identity

of the patients

During an interview on 10/02/14 beginning at 3:20
Pi, the DON stated wristbands with patient
name and information were nof used in the
facility. She stated some patients wore yellow.
wristbands, but they did not include allergy
information or patient information, they were to
indicate falt risk.

A hospital policy titted "Administration of
Medlcations,” revised September 2014, stated a
picture of the patient must be placed in the MAR
to ensure proper identification. However, the
policy excluded patients who have refused to
have their photo taken.

During an interview on 10/02/14 beginning at 3:20
PM, the DON reviewed and confirmed the
medication administration policy. She stated
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Continued From page 71

many of the patients have been at the facility for
an extended period of time, and confirmed the
nuisirig staff should, but do not always, take the
patient binder and photo out when dispensing
medications. When guestioned abouf another
method to identify the patient prior fo
administration of medications, she sfated the
policy did not include further options. The DON
stated wristbands with patient name and
information were not currently used in the facility.
She stated some patients wore ysiiow wristbands,
but they did not Include ailergy information or
patient information, they were to indicate fall risk.

The facility failed to ensure the proper identity of
the patient prior to administering medication.

2. Nursing staff halved and stored opeh
medications to be dispensed at & later time.

{A 405}

"medication ordered that was 1/2 of the amount of

‘| pills and save the rest for the next dose." The

Six patients' MARs were reviewed along with their
medical records. The MARs. of Patients #2 and
#4 were noted fo include documentation of

the medication that was supplied. The
documentation by the nursing staff noted the
medications were split and sfored in an open
container to be used at a later time.

During an interview on 8/30/14 at 11:15 AM, Staff
D, an LPN, stated "Sometimes staff will half the

LPN stated the broken medication would be
returned to the open original packaging, stored in
a dispenser cup, and pfaced in the patient's
medication bin.

a. Patlent #4 was a 66 year old male admitted to
the facility on 8/14/14. His MAR was reviewed
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and the following was nofed:

- Spironolacione 12,5 mg twice daily. -1t was
ordered upon his admission 8/14/14, and he was
on the same dose during the time of the survey.

The back of each MAR indicated the medications
were openied, broken in half, and either stored to
be administered later or discarded. Entries on
the back of the MAR included such comiments as
*1/2 saved for next dose," "1/2 used, 1/2 wasted,”
"1/2 of above given," "used 1/2 tab found in med
cart,” and "1/2 used at 8:00 and 1/2 used at 5:00."

Between 8/14/14 and 9/29/14, the MAR showed
58 entries in which the pariial tablet of aidactone
was wasted, stored for later use, or given.

- Glyburide 2.5 mqg daily. 1t was ordered upon his
admission 8/14/14, and he was on the same dose
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during-the-time-ofthe-survey:

The hack of the MAR indicated Glyburide 5 mg
tablets were broken to administer a dose of 2.6
mg. The MAR included 35 eniries helween
8/14/14 and 2/29/14, where the Glyburide broken
tabtets were stored, administered, or discarded.

During an interview on 9/30/14 at 3:30 PM, the
Pharmacist stated "There are a few occasions
when the pharmacy supplies medications in a
particular dose, and the nurse must split the
medications, They can split them and use the
remaining dose at a later time. This most often
occurs when t am off for the weekend, or on
vacation, never more that a couple of days." He
further stated that when he notices the
medications are supplied in a dose other than
what has been prescribed, he will go shead and
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split the doses and repackage them. He
reviewed Patlent #4's record and confirmed the
two drugs that were supplied in a larger dose and
split by the nursing staff had oceurtred for greater
than a month. He stated that was an acceptable
practice.

According to the Institute for Safe Medication
Practices online resource, "... some medications
should not be split because they are speciaily
coated to be long-acting or to protect the
stomach. Also, if the tablets aren't split evenly,
the patient might not be getting the exact dose."

During an interview on 10/02/14 beginning at 2:00
PM, the DON sfated medications are to be
discarded once they were opened and halved.
She stated the staff has been insiructed to
discard the medication, and not save the
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b b1 e

remainderfor another dose._She.reviewed

Patient #4's MAR and confirmed the &8 entries of
Aldactone that was wasted, slored, or given. She
then canfirmed the 35 entries of Glyburide that
was wasted, stored, or given.

b: Patient #1 was a 55 year old female admitted
on 7/16/14. Her MAR was reviewed and the
following was noted:

Flagyl 250 mg three times daily for 10 days was
ordered on 7/28/14 for a diagnosis of C-Diff
infection. The drug was supplied in 500 mg
tablets. Her MAR documented on 15 cccasions
between 7/28/14 and 8/06/14, Flagyl was split,
stored in the drawer for administration at a later
time, wasted, or pulled from the drawer to be
given.

During an interview on 10/02/14 beginning at 2:00
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PM, the DON reviewed Patient #1's MAR and
| confirmed the doses of Flagyl were spiitand Wea have reviewed our policies
Gl mot know 1 practics wae st scourting, and relafing to medication orders. The
did not sse that when she audited patient policy now §tates that all verbal
records. The DON stated the policy for orde.rs obtained by an R.N. froma
medication adminisération did not include provider must be read back to the
direction for splitting medications and using the provider and verified to ensure the _
remainder at a later time. verbal order is correct. The varbal '
o order written on the physician {green
The faciiity did not follow safe medication dellvery sheat with state “reaz -:an veri%z’ad” 02 1‘][}'#—{
practices with adrinistration and siorage. “R & V" Verbal ord ith R & V
{A 454} 482.24(c)(1) CONTENT OF RECORD: ORDERS | {A 454} - verbalarders wi

DATED & SIGNED

All orders, including verbal orders, must be dated,
timed, and authenticated promptly by the ordering
practitioner or by another practiticner who is

responsible for the care of the patient only if such

need o be signed by the Provider
within 30 days from the last date of
service. Orders that are identified as
nof having R &V must be verifled
and signed by the provider within two
business days. Nursing and Medical

a practitioner.is.acting.in.accordance with_Stale

law, including scope-of-practice laws, hospital
policies, and medical staff bylaws, rules, and
regulations,

This STANDARD is not met as evidenced by:
Based on record review, policy review, and staff
interview it was determined the facllity failed to
ensure medication and freatment orders were
signed, dated, and authorized by practitioners in a
timely manner. This resulted in the polential for
medication and ireatment being provided to
patients without the order of a practitioner.

1. Patient #5 was a 61 year old male admitted fo
the facility on 9/11/14, with diagnoses of
schizophrenia, dementia with behavicral
disturbance, and psychosis. Patient #5's record
indicated he was transferred from an ALF due fo

staff have been educaled as to their
roles and responsibilities relafing to
these processes on November 4, 10,
and 11, 2014 by Administrator,
Director of Nursing, or R.H.I.T.

Medical records will conduct ongoing
audlts to ensure policies and
processes are followed, These audits’
will be presented and reviewed ih the
monthly Q.A.P.1. meeting and
quarterly at Medical Executive
Committee.

RN Administrative Staff and RHIT are
responsible for compliance.
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frequent fails and aggressive behaviors.

Patient #8's record was reviewed which. contained
a form Doctor's Orders and Progress Notes, on
which several verbal and telephons orders were
documented, The orders were written by the
llcensed staff at the time they received the order.
The verbal and telephone orders were not signed,
dated, and fimed by the prescribers on the
following dates: 9/17/14, 9/18/14, 9/19/14,
9/20M14, 9/26/14, and 92714,

The facility's Administration of Medications policy,
revised September 2014, stated that
verbalttelephone orders were to be authenticated,
dated, and limed by the prescriber within 48
hours in accordance with the medical staff rules
and regulations.

During an interview on 10/02/14 beginning at 3:20

PM-the-DON-confirmed-the-frequeney-of the Paflent 6 i discharged.
verbal and telephone orders. She also confirmed

th,e verbal and telephone orders were not signed We have reviewed our policies with
within 48 hours per the policy. regards {0 documentation and no

The facility failed to ensure verbal and telephone changes are required. However, we

orders were signed, dated, and authenticated in a have reinforced our policies with
timely manner per their policy. education by Director of Nursing by
A4B7 | 482.24{c)(2){vi) CONTENT OF RECORD; A4B7| October 15, 2014, 1
ORDERS,NOTES,REPORTS H)IJ«]H
We are currently conducting audits to
[All rECO.rdS must document the fOHOWing, as ensure documentation and providing .
appropfiate:] educational encounters to ensure

All practitioner's orders, nursing notes, reports of
treatment, medication records, radiology and
laboratory reports, and vital signs and other , , . .
information necessary to monitor the patient's RN Administrative Staff is responsible
condition. for compliance.

compliance with this citation,
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This STANDARD is not met as evidenced by
Based on record review and staff interview, it
was determined the facility failed to ensure
documentation was accurate and included in the
record for 1 of 6 patients (#5) whose records
were reviewed. This resulied In the lack of ability
for those providing care, to properly monitor the
patient's changing condition and needs, Findings
include:

Patient #5 was a 61 year old male admitted to the
faciiity on 9/11/14, with diagnoses of
schizophrenia, dementia with behavioral
disturbance, and psychosis. Patient #5's record
indicated he was transferred from an ALF due to
aggressive behaviors,

Patient #5's record was reviewed and contained a

Ad467

1010114 at 3:00 PM, Patient #5's record was

form for snack/meat/fluid output, which was used
for a one week period that began on Tuesday and
ended on Monday. This form had areas for daily
monitoring of weight, food consumption, fluid
intake and output, bowel movements, showering,
and total hours of sleep.

The first form, for Patlent #5, began Thursday
8/11/114 on the date of his admission. Atotal of 5
days were completed for thal week ending
9/15/14, the following Monday. On the second
week of his admisslon, the same form was
compieted for the first 2 days, 9/16/14 Tuesday
and 9/17/14 Wednesday. However, no data was
documented for the remainder of the week. A
request was made to the RHIT director o copy
these forms in Patient #5's record on 9/30/14. On

reviewed again. The form with dates beginning
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| explain how all of the forms were not originaily in

Continued From page 77
9/16/14, was completed for the remainder of that
week

Additionally, on 10/01/14 Patient #5's record
included completed forms for the following two
weeks, 8/23/14 - 9/29/14 and 9/30/14 - 10/06/14.
The form for the current week, starting 9/30/14,
had information completed for 9/30/14 and
10/01/14. Thess forms and data were not
present in Patient #5's record on 9/30/14 when
copies were originally requested.

During an interview on 10/02/14 beginning at 2:45
PM with the DON, the record was reviewed. She
confirmed the original copies of the form obtalned
on 9/30/14 and compared them to the forms that
were in the record. The DON said she could not

the record. She aiso could not sxplain how the
form dated 9/16/14 to 9/22/14 was completed in

A 487

ATAT

the preceding iwo days, after the original copies
were made.

Patient #5's information was not documented in
his record appropriately in order to monitor his
condition. '

482.42 INFECTION CONTROL

The hospltal must provide a sanitary anvironment
te avoid sources and fransmission of infections
and communicable diseases. There must be an
active program for the prevention, control, and
investigation of infections and communicable
diseases.

This CONDITION is not met as evidenced by:
Based on observation, staff interview, review of
medical records, and infecticn control Jogs, it was

AT747

Please refer to A748 and A749 for our \\h 3']‘-\

plan of correction,

FORM CMS-2867(02-99) Previous Verslans Obsolels Event ID: NSZ312

Facllity tD: 134014

If continuation sheet Page 78 of 86




PRINTED: 10/21/2014
FORM APPROVED
OMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/CLIA {2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
134014 B. YING 10/06/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
500 POLK STREET EAST
MOUNTAIN VIEW CENTER FOR GERJATRIC PSYCHIATRY KIMBERLY, D 83341
X4 1D SUMMARY STATEMENT OF DEFICIENCIES [») PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE AFPROFRIATE DATE
DEFICIENCY)
Mountain View Center for Getiatric _
A 747 { Continued From page 78 AT47| psychiatry has contracted with a
determined the hospital failed to ensure a tralned trained Infection Control Officer to
1G officer provided oversight of the IC program, provide oversight of the infection
and that an active program was in place fo track, ] .
trend, and analyze infections and Infection controt Control program and to give guidance
practices In the facility. This had the potential for in developing a comprehensive :
patients o develop infections that could have Infection Centrol program. This wil be [
been prevented, Findings include: ongoing untll Mountain View has a !
. cerfifled infection Control Officer. f
I, Refor to A745 as it relatos to the lack of Part of the Contracted Infection ;
peogram oversight and direction by & fraine Control Officer oversight will be to !
help investigate, identify trends for 1
2. Refer to A749 as it relates to the failure to infection(s), and provide Infection i
investigate, identify rends, and educate staff Control education.
regarding infection control practices. \\\W\H
With the guidance of the conltracted
The cumulative resuit of these systemic deficient trained Infection Control Officer,
practices resuited in increéased opportunities for policies and procedures governing the
patients to acquire infections, control of infections and
A 7481 482.42{a) INFECTION CONTRQI QFEICER(S) A748
communicabie diseases will be
A person of persons must be designated as updated. Policies and Infection
infection control officer or officers to develop and Controf logs will be put in place to
implement policies governing control of infections perform weekly surveillance activities
and communicable diseases. and evaluate trends In Infections
within the hospital.
This STANDARD is not met as evidenced by: The contracted tralned Infection
Based on staff inferview, and review of hospital ; .
policies, and IC logs, it was determined the Control Officer will help update i
hospital fafled to ensure the appointment of a policies and procedures that are
trained [nfection Control Officer. This resulted in evidence based and follow the
the failure of the facility to perform sutveillance guidelines from the Assaclation for
activities, an inabiilty fo evaluate and trend resuits Professionals in Infection Controf and .
pf infections occurring in the chmly, and Epidemiology (A.P.I.C.) and The
implement education and training to staff. Ceritars for D Control and
Findings include: enters for Disease Control an
Pravention {C.D.C.). A Registered
Nurse {R.N.} from Mountain View has

FORM CMS-2667(02-08) Previous Verslons Obsolele

Event iD: NSZ312

Facilty ID: 134014

if conlinuation sheel Page 79 of 86




PRINTED: 10/21/2014
FORM APPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

{%3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
134014 B. WING 10/06/2014

MAME OF PROVIDER OR SUPPLIER

MOUNTAIN VIEW CENTER FOR GERIATRIC PSYCHIATRY

STREET ADDRESS, CITY, STATE, ZIP CODE
500 POLK STREET EAST
KIMBERLY, ID 83341

(Xdy D SUMMARY STATEMENT OF DEFICIENCIES [e] PROVIBER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A748 | Continued From page 79 AT748 been namegi a‘s the Infection Control
. - . Officer and ig in the process of
During a phone interview on 10/07/14 at 3:00 PM, i dentialed Infecti
the DON introduced an RN as the Staff Educator becoming a credentlaled infection
and Infection Controi Officer. Initially, the DON Control Officer. The R.N..once
said the facility did not follow national guidelines completed will obtain a Certification in
for Infection control. She referred to a policy Infection Pravention and Control or
inftiated by the Long Term Care facility the {C.1.C.) credentlal. Once this
hospital was affillated with, and stated the policy credential has been obtained the
for infection control was developed with CMS and Mountain View Infection Control
LTC guidelines in 2010. When questioned . T
further, the DON stated the facility used CDC Officer wil function independently
guidelines. The DON and IC Officer stated they with guidance and oversight from the .
did not have format infection conirol training, and contracted trained Infection Control
the corporate fevel of the organization had Officer as needed.
recently paid for a self study course. They stated
the self study course had not yet been taken, and
a test was required afterwards to obtain credit.
The DON confirmed the facility did not have a Infection Conirol logs have been
trained infection control practitioner. developed to trend and identify
- . . . infections upon admissions and those
Zfl}iec;?.m"ty did not have a tralned Infection controi that-are-acquired-i-the-hospital-The-
A749| 482.42(a)(1) INFECTION CONTROL PROGRAM |~ A74g| Infection Control logs willidenfify the l\\\a\\‘-‘
site of the Infection {such as csllulitis
The infection cantrol officer or officers must right foot, MRSA site, Foley catheter,
develop a system for identifying, reporting, PICC, etc). Further, the hospital will
investigating, and controlling infections and track Foley catheter days, Foley
communicable diseases of patients and catheter days related to infections,
personnel. and identify central line/blood stream
infections, Communicable diseases
This STANDARD is not met as evidenced by: as defined by the C.D.C. and the
Based on observation, staff interview, review of Local Health Department witl be
patient medical records, and IC logs, it was investigated and reported to South
determined the hospital falled to ensure an active Central Gommunity Health.
program was in place for the prevention, control,
gnd TnVestigr?]tion of infections and communicable AUditS will be conducted on all charts
iseases. This resuited in the failure to " ‘ o
investigate, [denfify trends, and educate staff within 72 hours of admission ,to .
determine whether or not an infection
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was present upon admission.
A 749 | Continued From page 80 AT49

regarding infection control practices. Findings
include:

The IC logs for June, July and August were
reviewed. The logs included patient names,
dates of admission, type of infection, when i
oceurred, type of medication ordered, and if the
patlent was placed in Isolation. The following
data was obtained from the |C logs:

June 2014; 16 Infections, (2 skin, 10 UTI, 2 URJ,
1 eye, 1 other), with 500 patient days. The IC log
noted the percentage of nosocomial infections
was noted as 1.4%.

July 2014: 11 infections, (2 skin, 5§ UTI, 1 URI, 3
other}, with 497 patient days. The |C log noted
the percentage of nosocomial infections was
noted as 1.2%.

The hospital will investigate Infections
that are hospital acquired. This
process incitdes an Initial
assessment by the R.N. idenfifying
signs and symptoms of an Infection.
The R.N. will fitl out an [nfection
Control Repoit that gathers specific
informafion pertaining to a suspected
infection In a patient. This information
is than shared with the provider fo
ensure apprapriate treatmant is
provided to the patient. The infection
Confrot Officer will gather and ensure
appropriate follow-up (i.e,
documentation on infection Control
Log, Diagnhostic Tasts completed,
appropriateness of Antiblotic per

August 2014: 18 infections (4 skin, 7 UTI, 2 UR|,
3 other), with 510 patient days. The IC log noted
the percentage of nosocomial infections was
noted as 1.2%.

The logs did not inciude Information regarding the
site of the infection (such as cellulitis right foot,
MRSA cultured from wound on face, foley, PICC
line, etc}.

During a phone Interview on 10/G7/14 beginning
at 3:00 PM, the DON reviewed the IC Jogs and
confirmed there was no indication if the 22 UTl's
were related to catheter insertion or other means.
She confirmed the site of infection was not
identified. She described her method of obtaining
the pereentage rates, and stated the facliity
historically had a low infection rale. The DON

stated that after the infections have been

staif about potential trends, issues, or
concerns in regard to infection control
practicas).

The Infection.Contiot Officer will hold
an Infection Control meeting on a
monthly basis fo ensure a
comprehsnsive Infection Confrol
Program,

The Infection Control Officer will be
auditing in the following areas to
ensure compliance: Infection Control
Program Audit (monthiy), Urinary
Cathefer Audit (weekly when one is
present), Staff practices audit

---- -| results.of.diagnostic-test-educate - .- | - o
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A 749} Continued From page 81 A749| {(weekiy), Infectlon Control Program
recorded on the IC log, there was no causal Documentation Audit (On admission
. analysis, or source tracking completed!. She and when a new infection is noted)
stated the facifity did not monitor for foley catheter ' ol :
days related to infections, or identify cen!{rai Cleaning and Disinfection (two times
line/biood stream infections. a month uniess a trend has been
noted which would indicate to
The DON stated the IG log information was increase the frequency).
discussed at QAP| meetings, and as tha
percentage rate of Infections have been within The Infection Control Officer wiil now
acceptable range, no further investigation track and trend employee illnesses {o
aclivities were conducted. She stated the heip identify, report, Investigate, and
?siabhshed goal was for 10% or less of patlents control Infections within Mountain
o develop nosocomial Infections while Vi Pofi
hospitalized, The DON was unable to describe low. Polices and Procedures have
how the 10% goal was determined as acceptable been developed and implemented
for the facility. that address and trend infection
control issues related fo employee
These systemic problems resuited in the illness.
hospital's inability fo ensure a process in which ‘
__ . | patients were protected from infections. o .| Any trends lhat are identified the. B
A1132| 482.66(b) DELIVERY OF SERVICES A1132 appropriate staff members and/or
Services must only be provided under the crders departments will be in-serviced by the
of a qualified and ficensed practiioner who is Infection Control Officer about the
responsible for the care of the patient, acting deficlent practice.
within his or her scope of praciice under State
law, and who is authorized by the hospital's The outcomnes of audits and reports
medical staff to order the services in accordance from the infection Control Officer will
with hospital pelicies and procedures and State be reported fo the Q.A.P.] Committee
laws. on a monthly basis and to the Medlcal
Executive Committee on a Quarterly
basis.
Infection Control Officer is responsible
for compliance,
This STANDARD is not met as evidenced by:
Based on review of records and staff interviews,
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AW32] Continued From page 82 AM321 Our policies have been updated to h
it was determined the facility failed to ensure OT provide for therapy orders and ]\ l&

services were provided under the orders of a
practitionér responsibie for the care of the patient,
for 3 of & patients {#1-3) who received OT
services. This had the potential to result in lack
of physican input and unmet patient needs.
Findings include:

1. Patient #2 was a 65 year old male admitted to
the facility on 7/11/14, with diagnoses of dementia
with behavioral changes, and psychosls. Patient
#2's record indicated he had been admitted from
his home where he was cared for by his wife.

Patient #2's record included physician admission
orders written and signed by the admission nurse
on 7/10/14, and signed by the Medical Director on
7/12M14. They inciuded an order for OT {o
evaluate and treat,

treatment pians to be reviewed and
authenticated by out physicians, The
weaitly treatment plan meeting will
review these plans and orders,

Resuits of the audits and compliance
wili be presented to QA.PL ona
monthly basis and guarterly fo
Medical Executive Committee,

RHIT and/or designee are responsibie
for compiiance.

Patient #2's tecord also included an OT B
avaluation, completed and signed by the
Occupational Therapist on 7/11/14. The
evaiuation inciuded a plan of care with acfivitles
and goals. However, the plan of care was not
signed by the physician and there was no
documentation to indicate the plan of care was
approved by the physician. '

Patient #2's record included OT weekly progress
notes for 10 weeks, howaver the evaluation
stated OT services would be provided 4 times a
week for 4 weeks.

During an intarview on 10/02/14 at 9:10 AM, the
Occupational Therapist stated the Medical
Director usually signed the OT orders once they
wete placed in the record, however, it was not her

practice to discuss the plan of care with the
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physiclan. She stated she was in the process of
revising the OT prograim for the hospital, and she
was not aware of a reguiation regarding physician
orders for the OT plan of care.

Patient #2's OT plan of care was not provided
under the orders of a physician.

2. Patient #3 was a 61 year old male admitted to
the facility on 9/04/14. His diagnoses Include
dementia, psychosis, multiple falls, multiple
fractures, chronic pain, frequent night time
urination, and an enlarged prostate. Hig H&P
documented ha was transferred from an ALF for
Increasing agitation, verbal and physical
aggression, and frequent falls,

a. Patient #3's record contained physician
admission orders written and signed by the
admission nurse on 9/03/14, and signed by tha

A1132

Medical Direcfor on 8/06/14. They included an
order for an Occupational Therapist to evaluate
and treat.

Patient #3's record also included an OT
evaluation, completed and signed by the

-Occupational Therapist on 9/05/14. The

evaluation included a plan of care with activilies
and goals. However, the pfan of care was not
signed by the physician and there was no
documentation to indicate the plan of care was
approved by the physician.

The record included OT weekly progress
evaluations for two weeks, however the
evaluation stated OT services would be provided
4 fimes a week for 4 weeks.

Patient #3's OT plan of care was not provided

FORM CMS-2587(02-99) Previeus Verslons Obsolete

Event ID:NSZ312

Facility ID: 134014 IF continuation sheet Page 84 of 86




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

PRINTED: 10/21/2014

FORM APPROVED

OMB NO. 0938-0391

STATEMENY OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION [DENTIFICATICN NUMBER:

134014

{%2) MULTIPLE CONSTRUCTION
A BUILDING

8. WING

(%3} DATE SURVEY
COMPLETED

R-C
10/06/2014

NAME OF PROVIDER OR SUPPLIER

MOUNTAIN VIEW CENTER FOR GERIATRIC PSYCHIATRY

STREET ADDRESS, CITY, STATE, Z}P CODE
500 POLK STREET EAST
KIMBERLY, 1D 83341

043 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATICN)

D PROVIDER'S PLAN OF CORRECTICN

_(%5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN

TAG CROSS-REFERENCED TO THE APPROPR
DEFIGIENGY)

IATE DATE

A1132
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under the order of a physician,

. Patient #3's record contained an order for a PT
consuit to assess his physical independence with
cares, which was written and signed by the NP on
o/16/14,

The recard included a PT evaluation, completed
and signed by the Physical Therapist on 9/18/14,
The evaluation included a pian of care with
interventions, goals, and functional levels. The
Physical Therapist also documented the goals
and treatment plan were discussed with the
patient, family, and staff. Howsver, the ptan of
care was not signed by the physician or NP and it
was not documented the pltan of care was
approved by the physician or NP. Palient #3's
record included 2 additional visits documented by
the Physicat Therapist, on 9/19/14 and 9/22/14.

A1132

| Daring an interview on 10/02/14 beginning at 9:55
AM the Occupational Therapist was on the phone
with the Physical Therapist and the chart was
reviewed. The Physical Therapist was unaware
the-plan of care was not signed by the physician
of NP. She confirmed the plan of care was
discussed with staff but not with the physician or
NP.

Patient #3's PT plan of care was not provided
under the care of a physician or NP,

3. Patient #1 was a 55 year old female admitted
to the facility on 7/15/14, with diagnoses of
dementia with behavioral disturbance, and
unspecified psychosis. She was discharged to a
long term cate facliity an 9/30/14.

Patient #1's record included physician admission
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orders written and signed by the admission nurse
on 7{15/14, and signed by the Medical Direclor on
~7119/14, They included an order for OT to
evaluate and treat.

Patlent #1's record also included an OT
evaluation, compieted and signed by the
Occupational Therapist on 7/15/14. The
evaluation included a plan of care with activities
and goals, However, the plan of care was not
signed by the physiclan and there was no
documentation to indicate the plan of care was
approved by the physician.

Patient #1's rscord included OT weekly progress
notes for 7 weeks, however the evaluation stated
OT services would be provided 4 times a week
for 4 weeks.

During an interview on 10/02/14 beginning af 9:10

A1132

“AM, the Ocoupationial Theraplstst@ated the
Medical Director usually signed the OT orders
once they wera placed in the record, however, it
was not her practice to discuss the plan of care
with the physician. She stated she was in the
process of revising the OT program for the
hospital, and she was not aware of a regulation
regarding physician orders for the OT plan of
care.

Paiient #1's OT plan of care was not provided
under the otders of a physiclan.
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16.03.14 Initlal Comments

16.03.14.014 Drug Administration

An act in which a single dose of a prescribed
drug or biological is given to a patient by an
authorized person in accordance with laws and
regulations governing such acts. The complete
act of administration entails the removal of an
individual dose from a previously dispensed,
properly labeled container {including a unit dose
container), verifying the drug and dosage with the
practitioner's orders, administering dose to the
proper patient, and immediately recording the
fime and amount given.

This Rule s not met as evidenced by:

Refer to A405

16.03.14.250,08 Medical Orders

09, Medical Orders, Written, verbal and
telephone orders from persons authorized to give
medical orders under Idaho law shall be accepted
by those health care practitioners empowered fo
do so under ldaho law and written hospital
palicies and procedures, Verbal and ielephone
orders shail contaln the name of the person
giving the order, the first.initial and last name and
professional designation of the health care
practitionets receiving the order, The ordet{s)
shalt be prompfiy signed or otherwise
authenticated by the prescribing practitionear in a
timely manner in accordance with the hospitaly,s
poilcy. {5-3-03)

This Rule is not imet as evidenced by:
Refer to A454
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Continued From page 1
16.03.14.310.02 Records

02. Records. Nurses shall maintain records that __j .

document patient status, progress and care given
using descriptive measurable data. This
documentation shali include but not be limited to:
{10-14-88)

a, Admission note; and (10-14-88)
b. Vital signs, and (10-14-88}
¢. Medication record; and {10-14-88)

d. Rationale for and results of PRN drug
administration; and {10-14-88)

e. Patient teaching; and {10-14-88)

f. Adverse drug or blood reaction; and {10-14-88)

g. Discharge ncte. (10-14-88)

This Rule is not met as svidenced by:
Refer to A467

16.03.14.310.03 Patient Care Plans

03. Patlent Care Plans. Individual patient care
plans shall be developed, implemented and kept
current for each inpatient. Each patient care plan
shall include but Is not limited to; (10-14-88)

a. Nursing care treatiments required by the
patient; and (10-14-88)

b. Medical freatment ordered for the patlent; and
(10-14-88)

BB174
BB174

BB175

Refsr to A3S6

|\’ ? b“’

Refer ic A467
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Continued From page 2

¢. A plan devisad to include both short-term and
fong-term goals; and (10-14-88})

d, Patient and family" féaching plan both for
hospital stay and discharge; and {10-14-88)

€. A description of soclo-psychological needs of
the patient and a plan to meet those needs.
{10-14-88)

This Rule is not met as evidenced by:
Refer to A396

16.03.14.330.06 Safe Handling of Drugs

06. Safe Handling of Drugs. In addition to the
rules fisted below, written policies and procedures
which govern the safe dispensing and
administration of drugs shall be devaloped by the
pharmacy and therapeutics committee with the

cooperation and thé approval of the médical St
(10-14-88)

a, The pharmacist shall review the prescriber's
original order or a direct copy thereof; and
(10-14-88)

b. The pharmacist shall develop a procedure for
the safe mixture of parenteral products; and
(10-14-88)

¢. All medications shall be administered by
tralned personnel in accordance with accepted
professional practices and any laws and
reguiations governing such acts; and {10-14-88)

¢l. Each dose of medication administered shall be
properly recorded as soon as administered in the
patient's medication record which is a separate

BB175

BB226

Refer to A405
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16.03.14.360,01 Medical Records Service,

Continued From page 3

and distinct part of the patlent's medical record,
and (10-14-88)

8. Drug reactions and medication errors shall be
reported to the attending physiclan and
pharmagist in accordance with hospitai policy.
{10-14-88)

This Rule is not met as evidenced by;
Refer to A406

Facilities

360. MEDICAL RECORDS SERVICE.

The hospital shall maintain medical records that
are documented accurately and fimsly, and that
are readily accessible and retrievable. (12-31-81)

01. Facilities. The hospital shall provide a medical
Tacord robm, eqiipment, and facilittes forthe™ ™ ]~

retention of medical records, Provision shall be
made for the safe storage of medical records.
(10-14-88)

This Rule is not met as evidenced by;
Refer to A467

16.03.14.470.02 Patient Treatmernt Ptan

02. Patient Treatment Plan, Patfent’s records
shall reflect that an individualized plan of
freatment is developed for each patient which is
specific and appropriate to Individual problems
and takes into consideration strengths as well as
disabllities. The plan shall designate the persons
responsible for each companent of care and shall
be reviewed, evaluated, and updated at regularly

scheduled inlervals by all professional personnel

BB228

BB272

Refer to A467

BB455

Refer to A396
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Continued From page 4
involved in tha patient's care. (10-14-88)

This Rule is not met as evidenced. by:
Refer to A396

16.03.14.470.05 Patfent's Rights

05. Patient's Rights. Written Policies and
procedures shall be developed regarding
patient's rights.
{10-14-88)

a. Use of any form of physicai restraint, forced
freatrment, chemical restraint or seclusion shall
only aceur in circumstances where there is
established written policy and approved
procedures to warrant such action and/ or Is
ordered by a physician; and (10-14-88)

b. Each patient shall be allowed to communicate

‘with persons ouiside fhe facility, except where ™

excluded or limited in accordance with his
comprehensive treatment plan. {10-14-88)

¢, Each patient shall be apprised of his rights.
(10-14-88)

This Rule is not met as evidenced by:
Refar 1o A115, A144, A160, and A164

16.03.14.470.06 Records

06. Records. Adequate and comprehensive
records shall be retained for assessment,
evaluation and treatment purposes. Admitting
and subsequent psychiatric diagnoses shall be
recorded in currently accepted terminology; and
{10-14-88)

BB4b5

BB458

BB469

Refer to A115, A144, A160 and A164

Refer to A130 and A131
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Continued From page 5

a. The patlent's psychiatric history and social
evaluation shall provide information regarding the

patient's.background, the onset and.devalopment | .

of the iliness, including factors and precipitating
circumstances that led to the patient's admission,
and data useful for patient care and discharge
planning; and {10-14-88)

b. A properly executed consent form shail be
obtained and incorporated into the record in any
case of treatment approach that carrfes
significant risks, and shows that the patient, his
family, or other legally responsible person is
informed of available alternative approaches; and
(10-14-88)

¢. Documentation shall show that the patient, his
family, or other legally responsible person is
Informed of the treatment to be given; and
{10-14-88)

BB459

1d. Documentation shall show that pfanning for

continued care and treatment in the community
are coordinated with the patlent's family and
others in his social environment, {10-14-88)

This Rule is not mef as evidenced by.
Refer to A130 and A131

16.03.14.540.02 Infection Control Program

02, Infection Control Program. The program shail
Include at least the following elements:
{10-14-88)

a. Peflnition of nosocormlal infectlon, as opposed
to community acquired infections; and (10-14-88)

b. A procedure for hospltal surveillance of and for

B8539 Refer to A747
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Continued From page 6

nosocomial infections; and {10-14-88)

c. A procedure for reporting and svaluating.
nosccomial infections. The procedure must
enable the hospital fo establish the foliowing on at
teast a quarteriy basls: (10-14-88)

1. Lovel or rata of nosocomial Infections; and
{10-14-88)

i, Site of infection; and (10-14-88)
iii. Microorganism invoived. (10-14-88)

This Rule is not met as evidenced hy:
Refer to A747

16.03.14.540.04 Infection Control Committee
Responsibilifes

04’ [nféction Control Commilttes Respanaibilfies, |

The infection control committee shall be
responsible for at least the following: {10-14-88)

a. Designate one (1} person {o act as the
surveillance officer; and {10-14-88)

b. Evaluating antihiotic suscepiibilityfresistance
frends; and (10-14-88)

c. Review of all infection control procedures for all
departments, including housekeeping and laundry
procedures, at least annually; and (10-14-88)

d. Development of procedures for defining and
controfiing hazardous and infectious wastes; and
{10-14-88)

e, Continuing educatian for all appropriate

BB539

BB541

Rofer to A748
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OTTER - Govemor DEBRA RANSOM, RN, R H.LT., Chief
RICHARD M, ARMSTRONG - Direclor ' BUREAU OF FACILITY STANDARDS
3232 Elder Slrest

P.0. Box 83720

Boise, 1D §3720-0009
PHONE 208-334-6626
FAX 208-364-1888

December 10, 2014

Charles Lloyd, Administrator

Mountain View Center For Geriatric Psychialry
500 Polk Strect East '

Kimberly, ID 83341

Provider #134014
Dear Mr. Lloyd:

On October 6, 2014, a complaint survey was conducted at Mountain View Center For Geriatric
Psychiatry, The complaint allegations, findings, and conclusions are as follows:

Complaint #1ID00006668

Allegation #1: Patients demonstrated rapid decline in motor and verbal skills after admission.

Findings #1: An unannounced visit was made to the hospital on 9/29/14-10/02/14. Six medical
records were reviewed. Patients were observed. Staff were interviewed.

One medical record documented a 65 year old male who was admitted to the hospital on 7/11/14
with a diagnosis.of dementia with behavioral changes and psychosis.

Documentation completed on the day of his admission, including an adinission progress note and
initial assessment history completed by an RN, indicated the patient was able to ambulate
without assistance, Progress notes completed by the nursing staff during the first 2 weeks of his
admission indicated he continued to walk around the unit. However, a decline in his motor skills
was noted approximately 2 weeks after his admission. A progress note completed by an LLPN on
7/26/14, stated he required assistance with transfers due to an unsteady gait. A progress note
completed by an RN on 7/28/14, stated he was unable to walk. On 7/30/14, an RN documented
he was using a wheelchair for mobility. The patient's record did not indicate interventions were
initiated to address his decline in motor skills.
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Documentation completed on the day of his admission, including an admission progress note
completed by a Nurse Practitioner and an initial assessment completed by an Occupational
Therapist, indicated the patient had good verbal skills and was able to make his needs known.
Progress notes completed by nursing staff on 7/14/14 and 7/18/14, noted the patient had phone
conversations with his wife. However, a decline in his verbal skills was noted beginning 10 days
after his admission, Progress notes completed by nursing staff on 7/21/14 and 7/24/14, noted he
was unable to answer questions or make his needs known. The patient’s record did not indicate
interventions were initiated to address his decline in verbal skills.

The Director of Nurses was interviewed on 10/02/14 at 2:50 PM. She stated the patient's decline
was noticed by facility nursing staff but no physician orders were received to implement
interventions to address his decline, or prevent further decline. She confirmed there was no
documentation to indicate there was communication between the nursing staff and the physicians
regarding his decline in motor and verbal skills.

The hospital did not take actions to protect the patient from rapid decline in motor and verbal
skills, A deficiency was cited at 42 CFR Part 482.13 related to the failure of the hospital to keep

the patient safe.
Conclusion#1: Substantiated. Federal and State deficiencies related to the allegation are cited.
Allegation #2: Patient had significant weight loss after hospital admission.

Findings #2: An unannounced visit was made to the hospital on 9/29/14-10/02/14. Six medical
records were reviewed, Patients were observed, Staff were interviewed.

One medical record documented a 65 year old male who was admitted to the hospital on 7/11/14,
with a diagnosis of dementia with behavioral changes and psychosis.

The patient experienced a weight loss of 44 pounds from 7/11/14 to 9/28/14. A nutritional risk
assessment completed by the registered dietician on 7/14/14, stated he was at high risk for
unintended weight loss and malnutrition based on his current intake. The next dietician note was
dated 8/04/14, and indicated he had lost 21 pounds in 24 days. However, the patient's record did
not indicate interventions had been initiated to address his weight loss.

The patient's record included a dietician note dated 8/11/14, stating she would alert his physician
to his weight loss and inadequate intake. However, there was no documentation in his record to
indicate his physician was notified of his weight loss.
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A nursing care plan to address imbalanced nutrition was not implemented until 9/09/14, 62 days
after his admission. His weight recorded on that day indicated a 38 pound weight loss since his
admission to the facility. '

The hospital did not take actions to protect the patient from weight loss and malnutrition. A
deficiency was cited at 42 CFR Part 482.13 related to the failure of the hospital to protect the
patient froin inadequate nutrition, :

Conclusion#2: Substantiated. Federal and State deficiencies related to the allegation are cited.
Allegation #3: Patient was taken off all pre-admission medications and given Haldol.

Findings #3: An unannounced visit was made to the hospital on 9/29/14-10/02/14. Six medical
records were reviewed. Patients were observed. Staff were interviewed.

One medical record documented a 65 year old male who was admitted to the hospital on 7/11/14,
with a diagnosis of dementia with behavioral changes and psychosis.

The patient's initial plan of care included an order to discontinue all of his current medications
and begin a new medication, Faldol, an antipsychotic medication that works by changing the
actions of chemicals in the brain.

The Nursing 2015 Drug Handhook contains dosing information for Haldol, and states elderly and
debilitated patients should be started on 0.5 to 2 mg by mouth, 2 to 3 times a day, increasing the
dose gradually as nceded. However, the patient's initial plan of care included Haldol 10 mg, to
be given by mouth 3 times a day.

The Nursing 2015 Drug Handbook also states that patients on a high dose of Haldol should be
monitored for heart problems due to the risk of a heart thythm disorder that can be seen on an
EK.G. However, an EKG was not ordered for the patient.

The Medical Director was interviewed on 10/06/14 at 9:30 AM. He stated that it was his
standard practice to stop current medications at the time of admission. He stated he gave the
patient an antipsychotic medication to control any aggressive behaviors he might exhibit. He
stated he was treating anticipated behaviors. However, the patient's medical record did not
document aggressive behaviors at the time of admission.

The hospital did not ensure that patients were not given potentially harmful medications without
indication of a need for themn. A deficiency was cited at 42 CFR Part 482.13 related to the failure

of the hospital to protect the patient from unnecessary medication.

Conclusion#3; Substantiated, Federal and State deficiencies related to the allegation are cited,
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Allegation #4: The family's requests regarding the patient's care were not followed.

Findings #4: An unamnounced visit was made to the hospital on 9/29/14-10/02/14. Six medical
records were reviewed, Patients were observed, Staff were interviewed,

One medical record documented a 65 year old male who was admitted to the hospital on 7/11/14,
with a diagnosis of dementia with behavioral changes and psychosis. His record indicated his
wife was his Durable Power of Attorney, and authorized to make medical decisions for him.

The patient's record included an admission progress note and an initial assessment history that
were completed by an RN on the day of his admission. The progress note stated the patient did
not know what day it was, where he was, or why he was in the facility. It also stated no family or
guardian was present during the admission process.

The assessment history included sections related to social habits, sleep habits, activities of daily
living, and history of falls in the last week. The sections were completed, however, it was
unclear how the information was obtained, as there was no documentation to indicate his wife
was contacted by phone to provide information about his recent history.

The Director of Nursing was interviewed on 10/02/14 at 2:50 PM. She confirnied his wife was
not contacted at the time of adimission to obtain information regarding his recent history, or to
participate in the development of his plan of care.

The patient's record included a progress note completed by an LPN on 9/07/14. The note stated
his wife called to request he be given a bath as he had a history of disliking showers. A progress
note completed by an RN on 9/14/14, stated his wife called the previous night and provided
information that he preferred to take baths. Another progress note completed by an RN on
09/14/14, stated the patient's wife called and again informed the staff that he preferred baths. She
requested they be offered, as she believed it would decrease his agitation. However, the patient's
care plan did not indicate he was to be offered a bath instead of a shower.

A Certified Psychiatric Technician was interviewed on 10/02/14. She stated she had given the
patient a shower many times, and was scheduled to provide his shower that day. She stated she
had not given or offered the patient a bath and had not been informed he should be offered a bath
instead of a shower.

The Director of Nursing was interviewed on 10/02/14. She stated his wife's request for a bath
should have been added to his care plan. She confirmed his care plan had not been updated to
direct the staff to offer him a bath instead of a shower.
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The hospital did not ensure the patient's authorized representative was involved in his plan of
care, A deficiency was cited at 42 CFR Part 482.13 related to the failure of the hospital to ensure
the patient's representative was allowed to participate in his plan of care.

Conclusion#4: Substantiated. Federal and State deficiencies related to the allegation are cited.
Allegation #5: The patient developed cellulitis while in the facility.

Findings #5: An unannounced visit was made to the hospital on 9/29/14-10/02/14. Six medical
records were reviewed, Patients were observed. Staff were interviewed.

One medical record documented a 65 year old male who was admitted to the hospital on 7/11/14,
with a diagnosis of dementia with behavioral changes and psychosis.

The patient's record indicated he was treated for cellulitis during his hospitalization. The
documentation indicated the cellulitis was observed by the nursing staff and reported to his
physician. Orders were obtained for antibiotics to treat the cellulitis. The patient's progress was
monitored and the cellulitis resolved with treatment.

The patient's cellulitis was monitored closely and treated appropriately. No deficiencies were
cited.

Conclusion#5: Unsubstantiated. Lack of sufficient evidence. "
Allegation #6: The patient was sleeping on a mattress on the floor.

Findings #6: An unannounced visit was made to the hospital on 9/29/14-10/02/14. Six medical
records were reviewed. Patients were observed. Staff were interviewed.

One medical record documented a 65 year old male who was admitted to the hospital on 7/11/14,
with a diagnosis of dementia with behavioral changes and psychosis.

During an observation of the patient's room it was noted his mattress was on the floor and several
mais were in the room. His record was reviewed and it indicated the patient was in danger of
falling out of his bed due to confusion. His record indicated his mattress was placed on the floor,
surrounded by mats to prevent injury if he rolled off the mattress. His record indicated he was
observed frequently by nursing staff when he was in his room.

The patient's mattress was placed on the floor for his safety, and he was monitored closely by the
nursing staff. No deficiencies were cited.

Conclusion#6: Unsubstantiated. Lack of sufficient evidence.
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Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it will be addressed in the
Plan of Correction.

[f'you have questions or concerns regarding our investigation, please contact us at (208)
334-6626, option 4. Thank you for the courtesy and cooperation you and your staff extended to
us in the course of our investigation.

Sincerely, @J
SUSAN COSTA SYLVIA CRESWELL

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care
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