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Dear Mr. Barglof:

On Oectober 10, 2014, a Recertification, Complaint Investigation and State Licensure survey was
conducted at Avamere Transitional Care & Rehabilitation - Boise by the Idaho Department of Health
and Welfare, Division of Licensing and Certification, Bureau of Facility Standards to determine if your
facility was in compliance with state licensure and federal participation requirements for nursing hoines
participating in the Medicare and/or Medicaid programs. This survey found that your facility was not m
substantial compliance with Medicare and/or Medicaid program participation requirements. This
survey found the most serious deficiency to be one that comprises a pattern that constitutes no
actual harm with potential for more than minimal harm that is not immediate jeopardy, as
documented on the enclosed CMS-2567, whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing Medicare
and/or Medicaid deficiencies and a similar State Form listing licensure health deficiencies. Inthe spaces
- provided on the right side of each sheet, answer each deficiency and state the date when each will be
completed. NOTE: The alleged compliance date must be after the "Date Survey Completed” (located
in field X3) and on or before the "Opportunity to Correct" (listed on page 3). Please provide ONLY
ONE completion date for each federal and state tag in column (X5) Completion Date to signify
when you allege that each tag will be back in compliance. Waiver renewals may be requested on the
Plan of Correction.

After each deficiency has been answered and dated, the administrator should sign both the Form
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CMS-2567 and State Form, Statement of Deficiencies and Plan of Correction in the spaces provided and
return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by November 10, 2014. Failure
to submit an acceptable PoC by November 10, 2014, may result in the imposition of civil monetary
penalties by December 1, 2014,

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

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

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

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

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

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

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

* The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form.

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

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid Services
(CMS), if your facility has failed to achieve substantial compliance by November 14, 2014
(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay the
imposition of the enforcement actions recommended (or revised, as appropriate) on November 14, 2014.
A change in the seriousness of the deficiencies on Noevember 14, 2014, may result in a change in the
remedy.
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The remedy, which will be recommended if substantial compliance has not been achieved by November
14, 2014 mcludes the following:

Denial of payment for new admissions effective January 10, 2015. [42 CFR §488.417(a)]

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

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your provider
agreement be terminated on April 10, 2015, if substantial compliance is not achieved by that time.

Please note that this notice does not constitute formal notiee of imposition of alternative remedies
or termination of your provider agreement. Should the Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, they will provide you with
a separate formal notification of that determination,

If you believe these deficiencies have been corrected, you may contact Lorene Kayser, L.S.W., Q.M.R.P.
or David Scott, R N., Supervisors, Long Term Care, Bureau of Facility Standards, 3232 Elder Street,
Post Office Box 83720, Boise, Idaho, 83720-0009; phone number: (208) 334-6626; fax number; (208)
364-1888, with your written credible allegation of compliance. If you choose and so indicate, the PoC
may constitute your allegation of compliance. We may accept the written allegation of compliance and
presume compliance until substantiated by a revisit or other means. In such a case, neither the CMS
Regional Office nor the State Medicaid Agency will impose the previously recommended remedy, if
appropriate,

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mentioned in this letter be imposed by the CMS Regional
Office or the State Medicaid Agency beginning on October 10, 2014 and contimue until substantial
compliance is achieved. Additionally, the CMS Regional Office or State Medicaid Agency may impose
a revised remedy(ies), based on changes in the seriousness of the noncompliance at the time of the
revisit, if appropriate.

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

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFacilities/
tabid/434/Default.aspx
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go to the middle of the page to Information Letters section and click on State and sclect the following:

e BFS Letters (06/30/11)

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

This request must be received by November 10, 2014. If your request for informal dispute resolution is
received after November 10, 2014, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

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

Sincerely, y '
{o\'z\’\%‘@fsﬂ’

LORENE KAYSER, I..S.W., Q.M.R.P., Supervisor
Long Term Care '

LKK/dmj
Enclosures
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F204 483.12(a)(7) PREPARATION FOR SAFE/ORDERLY TRANSFER/DISCHRG
A facility must provide sufficient preparation and orientation to residents to ensure safe
and orderly transfer or discharge from the facility.
In the case of facility closure, the individual who is the administrator of the facility must provide written
notificafion prior to the impending closure to the State Survey Agency the State LTC ombudsman, residents
of the facility, and the legal representatives of the residents or other responsible parties, as well as the plan
for the transfer and adequate relocation of the residents, as required at §483.75(x).
This REQUIREMENT 1is not met as evidenced by:
Based on record review and staff inferview, it was determined tie facility failed to account for the belongings
of a deceased resident, This was true for 1 of 3 closed records (#14) reviewed. Findings included:
Resident #14 was admitted to the facility in May 2012 with multiple diagnoses which included other chronic
paln and acute osteonyelitis, site unspecified. In April 2014, lung cancer was also diagnosed and the resident
died in the facifity on 7/8/14,
Review of the resident's closed medical record revealed the resident's belongings, which included clothing
iters, "2 pold rings" aud "2 silver rings,” were not accounted for on the Inventory of Personal Effects form,
nursing progress notes dated 6/28/14 through 7/8/14 or social services progress notes dated 11/10/13 through
5/14/14,
On 10/9/14 at 2;00 p.n,, the Medical Records Nurse (MRN) was asked about the disposition of the resident’s
belongings. The MRN reviewed the resident's Inventory of Personal Effects form and stated, "There's 1o
signature [on discharge]." The MRN also reviewed the aforementioned nursing nnd social services progress
notes and confirmed there was no documentation regarding the disposition of the personal belongings. The
MRN said the resident’s family dicl pick up the belongings about 2 weeks after the resident's death, "But they
didn't document it."
On 10/9/14 at 6:25 p.tn,, the Adninistrator and DNS were informed of the issue. The facility did not provide -
any additional information,
F278 483.20(g) - (j) ASSESSMENT ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the resident's status,

A registered nurse must conduct or coordinate each assessment with the appropriate participation of health
professionals.

A registered nurse must sign and certify that the assessment is completed.

Any deficlency statenwi? ending with an asterisk (*} deitotes a defielency which the Institution niay be excused from comecting providing it is determined that other sofeguards provide sullicient
proteciion to the patients. (See instnaelions.) Bxeept for nursing hoines, the findings sfated above are disclosable 90 days following the date of survey whether or not a plan of correction is provided.
Fornursing homes, the above findings and plans ol cortection ace disclosable [4 days following the date these docimzents are made availablz to the facility. 1T deficiencies are cited, an approved plan of

‘The above isolaled deficiencies pose no aclual harm to the residents

Wy

Event ID: FHVIH - 1f continuation sheet 1of3
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Continued From Page 1

Each individual who completes a portion of the assessment must sign and gerlify the accuracy of that portion
of the assessment,

Under Medicare and Medicaid, an individual who wiltfully and knowingly certifies a material and false
statement in o resident assessment is subject to a civil money penalfy of not more thau 31,000 for each
assessment; or an individual who willfully and knowlngly causes another individual io certify 4 material and

false statenient in a resident assessment #s subject to a civil moncy penalty of not more than $5,000 for cach
assessment. :

Clinical disagreetnent does not constitute a inaterial and false statement,

This REQUIREMENT is nof met as evidenced by:

Based on record review and staif interview, it was defeninined the feitity failed to enswe | of 13 (#7)
samplesd residents who were reviewed for an accnmte MDS, had an accurate MDS as it related to ROM
{range of motion) aud ethuieity, Findings include:

Resident #7 was adnitted to the facility on 3/20/13 with dirgnoses that included paraiysis agitans, depressive
disorder, schizoaffective disorder, anxiety, aird diabetes meliitus Typo 1L

The resident’s admission Nursing Evaluation form, eompleted on 3/20/13, docummented the resident bad
bilaterat npper extremity and lower extremity impairment on both sides.

The resident’s Admission MDS daied 3/26/13, subsequent Quarlerly M1XS and Anmuml MDS dated 3/10/14,
documented in section G 400 the resident had functional Iimitation of range of shaton to one upper extremily
and to both lower extremitics, The Quarterly MDS', dated 6/3/14 and 8/26/14, documented in section G 400
the resident had Rinctional Hanitation of range of motion In bhotix upper extremities and both Tower exttetnities.

The resident's Admission MIDS, dated 3/26/13, documented the resident efluicity as Hispanic or Latine. The
resident'’s Anmual MDS dated 3710714, Quarterly MDS', dated 6/3/ 14 and 8/26/14, documented the resident’s
othnieity as white,

On the momiog of 10/10/14 LN #6, who coordinated madicol records, provided the resident’s Quarterly MDS
dated 3/11/13, which was documented ut the resident’s prior facifity for review, The MDS documented seetion,
G 400 the resident bad functional limitation of range of motion in both upper extremities and both lower
extremities, The resident's ethnicity was documented as both Hispmiic ot Latino and white.

On 10/10/14 at 10:00 AM, LM #15, whom was identified ns the MDS Courdinarolr, was asked how sho had
assessed the resident for ROM, LN #15 stated sho used the test provided for the MDS 3.0; she had her own
warksheet she docomented the resalts on and she Talked to LNs and CNAs, LN #15 was asked hiovw she had

come to the eonclusion that the resident had ROM limitations to one upper extremity for over 4 year then had

031099
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Cantinued From Page 2

a charge and had ROM limitations to both upper extremities. LN#15 stated she would have documented on
the worksheet how the resiclent completed the fest, but she does not keep them and consequently was unable
to provide the worksheet at the time of the survey. LN #15 was asked why the resident was docomented ns
Hispanic and then white, She stated if was on the face sheet as white and it avtormntically pulled forward to

the MDS, and stated, *] dida't check it."

O 110714 at 10:30 AM, the DON was asked if she was aware of the residen(’s inconsistencies on the MDS,
she stated she had known the resident for & long time and the resident's ROM had not changed over the vears,

[LHE

Event I FHVYI
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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) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULLDING COMPLETED
c
135077 B. WING 10/10/2014
MAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1001 SOUTH HILTON STREET

AVAMERE TRANSITIONAL CARE & REHAB - BOISE BOISE, ID 83705

(X4} ID SUMMARY STATEMENT OF DEFIGIENCIES 10 PROVIDER'S PLAN OF GORREGTION )
PREFLX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | NITIAL COMMENTS F 000| This Plan of Correction is prepared and

. ) _ submitted as required by law. By
The foliowing deficiencies were cited during the bmittine this Pl fC ti
annual federal recerlification and complaint submitting this Plan ot Correction,

survey of your facllity. . Avamere Transitional Care and Rehab -

. . Boise, does not admit that the
The surveyors conducting the survey were: -
Sherri Case, BSW, LSW, QIDP, Team deficiencies listed on Form CMS 2567

gﬁgfﬂ‘;ﬁ’r RN exist, nor does ti.le Facility admit to any
Susan Gollobit, RN , statements, findings, facts or

Kirsti Stephenson, RN ¢onclusions that form the basis for the
The survey team entered the facility on October 6 .. .

and exited on Qctober 10, 2014. alleged deficiencies. The Facility

reserves the right to challenge in legal
Survey Definitions:

ADL = Activilies of Dally Living proceedings, ail deficiencies,

BIMS = Brief Interview for Mental Status statements, findings, facts and

CAA = Care Assessment Area conclusions that form the basis for the
CP = Care Plan

CNA = Cerlified Nurse Aide ) deficiency.
DNS/DON = Director of Nursing Services
LN = Licensed Nurse

MAR = Medication Administration Record
MDS = Minimum Data Set assessment
MG = Milligram

ML = Milliliter

PRN = As Needed . FEEC IR T
SDAC -Safety Device Assessment and Consent ‘
F 164 | 483.10(b)(3), 483.10(d)(2) INFORMED OF F 154
ss=n| HEALTH STATUS, CARE, & TREATMENTS

The resident has the right to be fully informed in
language that he or she can understand of his or
her tatal health status, including but not limited to,
. his or her medical condition.

The resident has the right to be fully informed in
advance about care and treatment and of any

LABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE {%8) DATE

Any dellciancy statement ending with an asterisk {*} denotes a deficlency which the inslitution may be excused from correcting providing il s determined that
other safeguards provide sufficient protection to the patiants, (See inslruclions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the dale of survey whether or not a ptan of correclion Is provided. For nursing homes, the above findings and plans of cosraction are disclosable 14
days following the date these documents are made avallabie to the facility. If deficloncles are cited, an approved plan of correction is requisite fo continued

pragram particlpation. —7/’4 (//L 6\_"#‘7 M , Wmfy]" / / "é "/ :7[
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c
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by:

Based on observation, record review, and staff
and resident intervisw it was determined the
facility falled to ensure 3 of 5 {#2, #b, & #11)
sampled residents for the use of side ralls, were
informed of the risks with the use of side rails. All
three of the residents used side rafls for mobliity
and the facllity’s Safety Device Assessment and
Consant {(SDAC) form did not document the
residents andfor their represeniatives had been
informed of the risks with the use of side rails,
Findings include:

1. Residant#11 was admitted to the Facifity
710/13 with diagnoses that included diabeiss
mellitus Type i, bipofar disorder, chronic pain,
morbld obesity, muscular wasiing and disuse
alraphy..

The resident's annual MDS dated 8/11/14,
documented the resident's cognition was Intact.

The resident's care plan, dated 9/27/14,
documanted the resident had a self care deficit In
ADLs for fimited mobility. interventions included a
need for Bmited to extensive assistance of one
person to reposition and turn in hed with the use
of "nonrestrictive bilateral bed mobility bars to
aassist.”

Tha resident's SDAC form datad 5/3/14,
documented the resident used *{/2 mobility bars
x 2,” and were used for bed mobillty, to assist

with transfers and to assist with positioning for

-

were reviewed.

410 SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION o8
PREFLX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION.SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATICIN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
OEFICIENGY)
F 154 | Gontinued From page 1 F 154
changes in that care or treatment that may affect 1. Bdentified Resident
the resldent's wali-bsing. x
Residents # 2,9, and 11 or
. respansible parties were
This REQUIREMENT is not met as evidenced notified of the risk of 1212014

ongoing mobility rail use.
2, (rher Residents

All rasidents with mobitity bars

3. Systemic Change

At time of device
implementation assessment
and caonsent will be
completed. Risks associated
with mobility bar use will be
identified on the assessment |
and consent. Education of
risk of mobility bar use will

he documented in the
resident record.

4. Monitoring

DNS or desipnee will audit
documentation for
compliance of risk education
completed weekly and
repart findings to the QA
committee for 3 months.

FORM C}45-2687{02-98) Pigvious Verslons Obsolels

Event 1D:FHVJ T

Facilky 10: MDSG01250
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F 154

Continued From page 2

activily of daily living or cther activilies. Tha form
had eight documented risk options with a box te
check, all boxes were left blank, The resident
signed §he form on 5/4/14,

On 1041 0:’14 at 9:00 AM, the resident was
observed in bed with two 1/4 side raits up. The
rasident was askad If she used the side ralls. Shs
stated she did use them to help get herself up in
bed.

On 10/10/14 at 10:25 AM, the surveyor reviewed
the resident's SOAC with the DON. The DON was
asked if the resident had been informed of the
risks of the use side rails. Sha stated the boxes
nesded to be marked 1o be an informed consent.

On 10/9/14 al 630 PM, the Administrator and
PON ware nofified of the findings. Na additional
information was provided.

2, Resident #2 was adilted to the facility 3/(19/14
with diagnoses that included diabetas, paralysis,
dementia with Lewy Bodies and chronic kidney
disease.

The resident's quarlerly MDS dated 9/8/14,
documented the resident’'s cognition was severely
impaired.

The resident’s ADL care plan dated 3/19/14,
documented the resident usad positioning
mobility bars for transiers, ADLs and bed mobility.

The resident's SDAG form dated 3/27/14,
documented tha resident used mobility bars to
assist with transfers and to assist with positioning
for activity of daily fiving or other activities. The

form had eight documented risk oplions with a

F 54
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F 154

F 246
S8=E

Continued From page 3

box o check, all boxes were left blank. The form
was signed by a family member on 3/27/14.

On 10/7/14 at 3:10 p.m., the resident was
observed in bed with two 1/4 side rails up.

On 10/9/14 at 6:30 PM, the Administrator and
DON were nofified of the findings. No additional
information was provided.

3. Resident #9 was admitted to the facility
121911 and was readmitted on 9/3/13 and
11/30/13 with diagnoses which included upper
limh amputation above elbow, history of traumatic
brain injury, post traumatic stress disorder and
other convulsions.

The resident's quarterly MDS dated 8/18/14,
documented the resident’s cognition was intact.

The resident's SDAC form dated 11/30/13,
documenied the resident used "bed rails" for bed
mohifity, to assist with transfers and to assist with
posiiloning for activity of daily living or other
activities. The form had eight documented risk
oplions with a box to check, all boxes were left
blank.

On 10/7/14 at 7:55 and 8:29 a.m., the resident
was observed in bed with two 1/4 side raits up.

On 10/9/14 at 6:30 p.m., the Administrator and
DON were notified of the findings. No additional
information was provided,

483.15(e){1} REASONABLE ACCOMMODATION
OF NEEDS/PREFERENCES

Aresident has the right to reside and receive

F 154

F 246
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endangered.

by:

of the resident.

services in the facility with reasonable
accommodations of individua! needs and
preferences, except when the health or safety of
the individual or other residentis would be

This REQUIREMENT is not met as evidenced

Based on observation, recard review and staft
intetvlew It was determined the faciiity falled to
ensure 2 of 13 {#s 6 & 10) sampled residenis
and 2 (#'s 17 & 18) random rasidents were
provided access fo their call lights, The deficient
practice had the potential to cause more than
minimal harm whean residents did not have
access to their call lights to request staff
assistance as needed. Findings included:

1. On 10/8M4 at 10:08 AM, durlng the initial tour
of the facility, Resident #18 was observed in bed
asleap, The right slde of the resident's bed was
appraximately a foot from the wail with a light
fixture attached to the wall. The residsant's call
light was haoked to the top of the light cord and
out of reach of the resident.

2. On 10/6714 at approximately 10:30 AM, during
the intial tour of the facility, Restdent #17 was
observed in bed tatking to herseif. The resident's
bed was positioned next to the wail. The
resident's call ight was observed lying on tha
floor next to the open side of the bed, out of reach

On 10/7/14 at 8:30 M, the Administrator and the
DON were informed of the findings. No additional
information was provided.

1. |identified Residents

Rounds completed to ensure
cal fights within reach.
gnts within reach 1112112014

2. Other Residents

All residents reviewed for
praper calt light placement.
3. Systemic Changes

Staff educated on keeping
cali lights within reach orin a
place of easy access to the

© client,

4, Manitoring

SDC or designee will audit
call light placement three
times a week ta ensure
proper placement and report
findings to the OA
committee for 3 months. ]
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3. Resident #8 was admitted to the facility 6/6M13,
and readmitted 4/18/14, with multiple diagnoses
which included unspecified infantiie cerebral
paisy, joint contraciures at multiple sites, chronic
duodenal ifeus, dysphagta and gaslroparesis.

The resident's moslt recent quarterly MDS
assessament, daled 9/30/14, documented:

* No speech, absence of spoken words;

* Total dependence for bed mobility, eating,
tolieting, personal hygiene, and bathing;

* Functional limitation in range of motion in both
upper and both lower extremities;

* Frequent bowel Incontinence;

* Non-verbal indicators of pain observed 1-2 days
in fast & days;

* Feeding tube in place.

a) On 10/6/14 at 9:45 AM, during tha initial tour of
the facility, Resldent #8 was ohservad In bad on
his back with vomitus on his face. The residant
was moaning. His call light was attached io the
right upper corner of the bed out of reach of the
resident. At 10:50 a.m., lhe DNS entered the
room and cleaned the resident's face.

b} On 10/10/14 at 11:36 AM., Resident #5 was
observed on his back with the head of the bed
elevaled at 35-40 degrees. The resident's touch
pad call ight was on ihe top right corner of the
maitress. Tha ¢all light wae 810 inches above
and away from the resident's right shoulder,

On 10/10/14 at 11:40 a.n., LN #12 was asked
where the restdent's call light neaded o bo for the
rasident to access it. The LN stated, By his right
slde.” When asked if the resident could reach the

call light if it was on the top right corner of the
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mattress, the LN stated, "No | don't think so."
When informed where the call light was placed,
the LN said he would move the call light.

4, Resident #10 was admitted to the facility in
2011 with multiple diagnoses which included
other persistent mental disorder, anxiety and,
dementia without behavioral disturbance,

The resident's annual and most recent quarterly
MDS assessments, dated 3/10/14 and 8/25/14
respectively, documented:

* Severe cognitive impairment;

* Extensive assistance for bed mability, transfers,
dressing, and toilet use; and,

* Frequent bowe! and bladder Incontinence.

The resident's care plan inciuded the risk for falis
as a focus area. Interventions included, "personat
care items within reach.” This intervention was
dated 8/27/13. The resident's care plan did not
include the use or placement of the call light.

On 10/8/14 at 3:25 p.m., the resident was
observed lying on her right side in her bed against
the wall. The resident was turned away from the
wall. The surveyor was unable to see the
resident's call fight.

On 10/8/14 at 3:28 p.m., CNA#7 entered the
resident's rcom and provided fresh water. When
asked about the call light, the CNA traced the call
light cord from the wali, beiweaen the bed mattress
and the wall, and to the pillow under the resident's
head. The call light was clipped to the end of the
pillow by the wall and behind the resident’s head.
When asked if the resident could reach the call
light behind her head, the CNA stated, " don't
know but I'f move itin front of her.” The CNA

FORM CMS-2667(02-88) Provious Verstons Obsolete Event 1D: FHVJ11 FacHity ID: #DS001260 If continuation sheet Page 7 of 57
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moved the call to the pillow in front of the
resident.
On 10/8/14 at 3:30 p.m., when asked if lhe
resident was able to use the call light, LN #8
stated, "Well she can but not usually for the right
reason.” When asked if the resident could reach
the call light if it was behind her head, the LN
stated, "Probably not. is it behind her head?" The
LN was informed CNA #7 movead the call light
within the resident's reach.
On 10/9/14 at 6:25 p.m., the Administrator and
DNS were informed of the call light accessibility
issue. The facility did not provide any other
information regarding the issue.
F 2801 483.20(d)(3}, 483.10(k}{2) RIGHT TO F 280
gs=p | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,
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Based on staff interviow and record review, it
was datermined the facility falled ta ensure
resident care plans were reviewed and revised to
reflect a resident’s current naeds and slatus. This
was true for 2 of 13 residents {#s 5 and B)
reviewed for care plan revisions. The deficient
practice had the potential to cause harm if
Resident #5 did not receive care naeded for the
prevention of falls and if Resident #8's did nat
receive adequate and approprate ¢are for
pseudobuibar affect. Findings included:

1. Resident #5 was admiited to the facHily on
3/12/13 with multiple diagnoses including
diabetes type I, bipatar, schizoaffsctive disorder,
and dementia.

The resident's 8/4/14 Significant Change MDS
assessmant documented the following:
*Required extensive assistance of one staff
member for toiiet use;

*Required imited assistance with one stalf
member to fransfer infout of bed; and,

*Was severely cognilively impaired, BiS=5,

The resident's 92113 care plan (revised 8/12113)
for falf pravenflon inciuded inlerveniions: to
encourage in activities fo increase strength,
provida mobility bars, non-skid taot wear, and
personal items within reach.

The resident’s falt preventlon care plan was
revised on 5/14/14 to include a bag on the back
of her whesfchair for her belengings, ta cue the

(%) 10 SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORAECTION sy
PREFIX {EACH DEFICIENCY MUST DE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIDON SHOULD BE COMPLETION
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DEFICIENCY)
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1. jdentified Resident
. Resident # 5 Care planwas
This REQUIREMENT is not met as evidenced reviewed and updated to
by: 1112172014

reflect current fali
interventions. Residenti §8
Care plan was updated to
reflect Psuedcbulbar affect
and interventions identified.

2. Dther Residents

Residents who have fallen in
the facility have been
Teviewed ta ensure care
plans reflect current fag
interventions. Residents
having a diagnosis of mental
health disorder reviewed to
ensure care pians reflect
diagnasis.

FORM CMS-258T{02-89% Pravioua Verslons Obsojete

Evend ID;FHVI11

Facitity |D: MDS0H 250

If continualion shest Page 3 of 67




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/27/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03¢1
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
135077 B. WING 10/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

AVAMERE TRANSITIONAL CARE & REHAB - BOISE

1001 SOUTH HILTON STREET
BOISE, ID 83705

resident to sit back in her wheelchair, and to keep
her personal items to the front or side of the
wheelchair. On 9/23/14 the care plan was revised
to cue the resident to "scoot back” in her
wheelchair if needed. :

The resident's medical record inciuded incident
reporls and nursing notes that documented the
following:

6/20/14 - The resident feli out of bed while trylng
to get to the bathrcom and crawied to the
bathrocm. The resident had a 1 cm by 1 om
reddened area on the back of her head.

7/2/14 - On 7/2/14 the resident was yeiling for
help and found lying on her back near the
doorway. The resident did not have any injuries.
B/22{14 - The resldent refused to go to bed and
attempted to stand without locking her wheelchair
brakes and fall, The resident did not have any
Injuries. The Interdisciplinary team reviewed the
fall and recommended "... encourage patient to
fay down in‘bed at night..."

9/23/14 - Resident was observed sitling on the
edge of her wheelchair but slid off seat before the
staff were able to assist her to scoot back. The
resident did nof have any injuries.

On 10/10/14 at 8:35 a.m. the DON stated she
would check for revisions for the falls on 6/20/14,
7/214 and 8/22/14. The facility provided no
further information.

Resident#8 was admitted to the facility in 2011
with multiple diagnoses which Included,
Parkinson’s disease, senile dementia, Lewy
bodies dementia, major depressive disorder,
unspecified anxiety stale and insomnia.

disorders.

4, Monitoring

3. Systemic Changes

Educated nurse supervisors
to update care pian after
each fail. After event occurs
facility will determine the
factors leading to the fall and
determine appropriate fall
interventions. The

- intervention identified will
then be placed on the care
plan. In-servicing
completed with SW and
supervisor LN staff regarding
completing care plans to
reflect mental heaith

DNS or designee will audit
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The annual MDS assessment, dated 9/8/14, -

care plans on a weekly hasis
for fall interventions and for
psychotropic medication,
mental heaith diagnoses and
hehaviors. Findings of audits

will be reported to the QA
committee for three months.
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SUMMARY STATEMENT OF DEFIGIENCIES

documented the resident's cogniiion was
moderately impaired, with a BIMS score of 9, and
she received antipsychotic, antianxietly,
antidepressant, and hypnolic medications 7 of the
past 7 days.

The resident's Psychotropic Drug Use CAA,
dated 9/9/14, care plan considerations
documented, "...receives abilify [sic}, xanax [sic],
Cymbalta and ambien [sic] for...major depression
and anxiely...followed by a community psychiatrist
and receives in house counseling with a
psychologist. Also with dx [diagnosis] of
pseudohulbar affect [uncontrolled crying or
laughing which may he disproporiionate or
Inappropriate to the social context] for which she
receives neudexta [sicl..."

The resident's Order Summary Report of active
orders included:

* Abilify 10 milligrams {mg} by mouth (PO) 2
times/day for majoy depressive disorder, started
5M12M14;

* Alprazolam (generic Xanax) 0.25 mg PO 4
times/day for anxisty, started 6/11/13;

* Cymbalta delayed release capsule 60 mg PO
every morning for major depressive disorder,
started 4/17113;

* Neudexta capsule 20-10 1 PO every 12 hours
for pseudobulbar affect, started 4/16f13; and,

* Ambien discontinued 9/18/14.

A Psychotropic Medication Review and Physician
Communication Form, dated 8/9/14, documented
the resident recelved the Ahllify, Xanax,
Cymbalta, and Ambhien 5 mg at hedtime. Tha
targst behaviors were agitation and anxiety.

A Psychotropic Medication Review and Physician
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Communicaiion Form, dated 9/23/14,
documented the resident received Abilify, Xanax,
and Cymballa 50. The target behaviors were
agitation and anxigty.

The aforementioned Psycholropic Medication
Review and Physician Communicalion Forms did
not include Neudexta for pseudobuthar afisct and
the target behaviors fisted did not include
uncontrolled crying or laughing.

a) The resident's care plan did not inciude
pseudobulbar affect or unconirolled crying or
{aughing. And, there were no care planned
interventions which addressad the prablem.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
§5=Dj HIGHEST WELL BEING

Each resident must receive and the facility must
provide the pecossary care and services to attain
or maintain the highest praclicable physical,
mental, and peychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:
Based on cbservation, record review, and stalf
inlerview, it was determined the lacliily lailed to
snsure a wound on a resident's thumb recsived
treatmant and healing was monifored. This was
true for 1 of 13 sampled residents (#6) and
placed the residant at risk for wound infection.
Findings inciude:

Resident #5 was admitted to the facility 5/6/13
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scratches...thumb causing an open
area.,.nails...\rimmed and filed, and a foam
padded dressing applied to his thumb...”

Review of the resident’s clinical record revealed
that nalf care by a LN was done weekly in March
2014 and ihs first 2 weaks in April 2014,
However, after the resident was hospitalized on
411D and readmitted to the facllity on 4/18/14, nail
care was not provided from 4/18/14 unti 5/2/14
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with muitiple diagnoges which included 1. )dentified Resident
unspecified infantile cerebral palsy and joint
copiractures at muitiple sites. He was No correction was able to be
hosp;lﬂ!izgd 4110/14 and readmitted to the facmty fmp%emented for resident 86
3{1 8.’;4 with a tdiatgm:lsis of other functional as the scratch had already .

Isorders of intastine. healed. 11/21/2014
The resident’s annual MD'S assessment, dated
Af23M4, and quarterly MDS assessments, dated 2. Qther Resldents
7184 and 9/30/14 raspeclively, documented:
* Totat dependence for bed miobility, personal Residents who haye skin
PYQiEﬂex and bathing; tears or minor lacerations

Functional iimitation in range of motion in both were reviewed to determine
upper and both lower extremities; roper treatment and
* No unheaied or healad pressure ulcers and no Propf in ol
other skin problems. monitoring were in place.
An incident report, dated 5/2/14 at 2:47 p.m., 3. Systemic Changes
documented, *...skin impairmant on...L fleft}
thumb at the bending crevice...0.5cm x jbyi Education provided on the
0.Scrn...appears dry and crusted over...L hand 24 hour follow up process 1o
ggﬂ:;e ﬂ?ﬁfggﬁ?&“gﬂﬂ% sg:‘unst his thumb identify changes in resident

ng ! P ' status, LN educated on

Alate entry Incident Note, dated 6/4/14, proper documentation and
documented, "IDT jinterdiscipinary team) monitoring of skin tears, or
follow-up for 5/2/14...open areg to left {acerations completed.
thumb...Upon investigallon, patient's middle
finger of leit hand...conlracted and finger nat} 4. Monitoring

DNS or designee will audit
skin tears or lacerations for
treatment and monitoring
weekly and wilf report
findings to the QA
committee for three months.
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‘carg,

(14 days) when the Jeft thumb open arca was
found.

Refer to F312 for details about inconsistant nail

The resident's hands and fingers were cbserved
multiple times during the survey wasek. He was
able to move his coniracied fingers stightly. All of
his fingers, including the thumbs, were intact
without signs of impajrment and the nails wers
trimmed and clean.

On 10/9/14 at 11:05 a.m., Wound Nurse, LN #13,
was asked about the resident's [eft thumb cpen
area noted 5/2{14. About then, another Wound
Nurse, LN #14, joined the interview and began to
search for the documentation in the resident’s
alectronic medical record. At 11;15 a.m., the DNS
joined the Interview and said she would look for
the information and get back with the survayar,

On 10/10M4 at 8:00 a.m., the DNS said nall care
“got dropped"” on 4/18/14 when the resident
readmitted to ihe faciiity and the thumb was
scraiched by a "jagged"” fingemail, She provided a
Nursing Care Nots, dated 5/2/14, which
documanted, ®...finger na# was timmed and a
foam padding was placed over the skin
impairment...” The DNS was asked for evidence
the opan area was monitored and when it
resolved. The DNS said nothing was documented
on 5/3/14 and she would look for other
documentation.

On 10/10/14 at 10:15 a.m., the DNS stafed, *l did
not find follow-up monitoring or resclulion
documented.” She added, "i know it waan't long

{wher i healed]." The DNS said the open area
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SUMMARY STATEMENT OF REFICIENCIES

A resident wha is unable fo carry out activities of
daily living recelves the necessary services to
maintain good nuttiion, groorning, and personal
and oral hygiene,

This REQUIREMENT is not met as avidenced
by:

Basad on record review, incldent report reviews,
and staff interviaw, it was determined the faciily
failed fo ensure nail care was consistently
provided for 1 of 9 residents {#5) reviewed for
ADL assistance, Resident #8 developed a
“seratch” to his left thumb when naif cars was not
provided for faurteen days. Findings included:

Resident #3 was admilied o the facilily 5/6/13
with multiple diagnosas which included
unspecified infaniile cerebral palsy and joint
contractures at mulliple siles, The resident was
hospitalized 4/10/14 and readmitted to the facility
4/18M4 with a diagnosis of other functional
disorders of intestine.

The resident's annual MDS assessment and
mosl recent quarterly MDS assessment, dated
472314 and 9/30/14 respectively, documented:
* No speech, absence of spoken words:

* Moderately severe impaired cognifion and

z§

3.

4!

() 1D iD PROVIDER'S PLAN OF CORRECTION sy
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APFROPRIATE DATE
. DEFICIENCY)
F 3091 Continued From page 14 F 309
should have been monitored and care
documanted, including whan i was resolved,
The faciiily did not provide any other information
regarding the issue. 7
F 312 | £483.25(a)(3) ADL CARE PROVIDED FOR F312 1. Ydentified Resident
55=p | DEPENDENT RESIDENTS
Correction for resident #6 in 1112412014

piace prior to annual survey, no
further correction needed.

Other Residents

Residents who have a diabetes
diagnosis reviewed for nail care
needs,

Systemic Changes

fn-servicing compieted regarding
readmission process and
reinstatement of previous
nursing care needs. All residents
identified with diabetes at the
time of admission will have
weekly nail care placed on the
TAR for the LN to complete.

Monitoring

DNS or designee will auditon a
weekly basis to ensure nail care is
completed and report findings to
the QA committee for three
months,
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severely impaired cognition respectively;

* Totat dependence for bed mobiity, personal
hygiene, and bathing; and,

* Functional limitation in range of motion in both
upper and both lower exiremities.

The resident's care plan included a focus on ADL
geif care performance deficit and mited mobility,
dated 8/27/12. Interventions for this focus area
included "Tota} asaisiance with personal hiygiene
cara.”

The resident's April 2014 MAR included an order,
dated 4/8/14, for an LN to "check and {rimffile
nafis" every Tuesday. Nall care was documented
as done 4/1 and 4/8/14. However, the nail care
was noted as discontinued on 4/18/14, the day
the resident was readmilted to the facility.

The resident's May 2014 MAR included an order,
dated b/2/14, for "nail care Q [avary] week by
LN...evary Wed[nesdayl." Nall care was
documented as done 5/7, 5/14, 5721, and
525114, .

An incident report, dated 5/2/14 at 2:47 p.m.,,
documented a CNA "found a skih Impairment on
the anterior of his L [{eft} thumb at the bending
crevice,..0.5cm ¥ [by] 0.9cm...appears dry and
crusted over, (he residents L hand middle finger
was Iubbing against his thumb causing the skin
impaiment.”

A Nursing Care Note, daled 5/2/14 at 6:19 p.m,,
documented the resident's middle finger nail was
{fmmed and a foam padding was placed over the
skin impairment for protection for {sic}] furthur [sic]
irritation...”

(¥4} i SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION [Le)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE GOMFLETHN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENG')
F 12| Continued From page 15 F 312
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PREFIX
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F 312 | Continued From page 16

A late entry Incident Note, dated 5/4/14,
documented, "IDT {interdisciplinary team]
follow-up for 5/2{14...open area (o left
thumb...Upon investigation, patient's middle
finger of left hand noted to be coniracted and
finger nail scratches on his thumb causing an
open area...nails have been trimmed and filed,
and a foam padded dressing applied to his
thumb...”

On 10/9/14 at 10:55 a.m., the resident was
observed in bed. His left arm was raised slightly
and his left hand was open, the fingernails were
frimmed and clean and none of the fingers
fouched one another.

Note: Refer fo F309 for details regarding the
non-pressure related skin Impairiment.

On 10/10/14 at 8:00 a.m., when asked about nail
care, the DNS said the resident's thumb was
scratched by a "jagged" fingernail and that nail
care "got dropped" when the resident was
readmitted to the facility on 4/18/14. The DNS
confirmed that nail care was not provided from
4/18/14 until 5/2/14 (14 days) when the thumb
scratch was noted.

The facility did not provide any other information
regarding the resident's naii care.

F 315 | 483.25(d) NO CATHETER, PREVENT UTI,
58=0 | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
rasident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's ciinical condition demonstrates that

F312

F 315
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treatment and services to prevent urinary tract
infections and to restors as much normal biadder
function as possible,

This REQUIREMENT Is not met as avidenced
by

Based on observation, staff and resident
interview, and record review, it was determined
the facilily failed to offer residents the opportunity
to use ths iofiet. This was true for 1 of 13
residents {#5) sampled for toileting assistance.
The deficient practice had the potential to cause
complications, such as skin breakdown or
Infections, from bacoming incontinent of urine,
Findings Include; i

Resident #5 was admitted to the facifity on
312/13 with muitiple diagnoses including type It
diabetas, bipolar, schizoaffactive disorder, and
dementia.

The resident's 8/d/14 Significant Change MDS
assessment documented the following:
*Frequently Incantinent,

*Required extensive assistance of one staff
member for toflet use,

*Required fimited assistance with ona staff
mamber to transfar infout of bed, and,

“Was saverely cognitively impalred, BiMS=5,

The resident's Bowel and Biadder Evaluation,
signed 7/20/14, documented:

*Volds appropriately without incontinence, not
always, but at least daily; .

*Abla to to gst to tha bathroom indepandantly, but

slowly;

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION x5
BREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE coupLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 | Gontinued From page 17 . Fa1é 1. identified Resident
cathaterizatlon was necessary; and a resident
who is incontinent of bladder raceives appropriate Resident #5 was reviewed 11242014

for a incontinence retraining

. brogram and care plan
updated to refiect potential
toileting needs.

2, Other Residents

Residents identified as good
candidates for retraining
have been evaluated for
toileting needs

3. Systemic Changes

Education provided on
development of toileting
programs to unit managers.
Tolieting needs wili be
screaned at the time of
admission and toileting plan
will be identified. Toileting
pian will then be
documented on the care
plan for the resident.

4. Monitoring

DNS or designee will audit
weekly to ensure toileting
plan is indicated on care pian
and report findings o QA
committee for 3 months.
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*Forgatfut but follows commands; and
*Usually aware of need to toilet,

The Catagory section at the top of the
assassment documented, "Good Candidate for
retraining."

The resident's 8/2/13 ADL Care Plan (revised on
8/8/14) included in the Intervention section, for
toilet uss, the resident required 1 staff fo
supervise the usa of tha tollat and ensure proper
hyglene.

The resident's Care Plan for uiinary incontinence
included the following interventions all with the
start date of 5/15/14;

*Use of incontinence brief

*Usad bathroom mostly independently with
supervision/limited assist at times for proper peri
care,

*Monitor for signs of incontinence and
cue/provide assist as needad.

Qn 10/714 at 16:00 a.m., Resident #5 was
observed in the smali dining room In an activity.
Thae resident remained in the dining room by
herself afler the acthvily, asleap in har wheelchair,
At 12:05 p.m., GNA#8 moved the resident o a
dining table and gave the resldent a cup of
coffes. At 12:20 p.m. CNA#2 stated "you slept for
a long time" and brought the resident her meal, At
1:03 p.m., the resident pushed herself back from
the table and was assisted to her room, The
residant stated to the surveyor she needed to use
the bathroom but thought someons was "in
there.” The bathroom was checked and observed
to be empty. The surveyor asked the resident if
she neadad heip and she said yes; however, the
resident did not know how to activate the cali
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light. The resident stated sha needed to urinate.
LN #10 was informed by the surveyor the resident
stated she needed to urinate. LN #10 stated “she
takes herseif but she probably should have help.”

Ncte: Tho resident fell on 6/20/14 when
attempting fo take hersslf to the bathroom and
crawled to the bathroom door.

On 10/10/M4 at 8:00 a.m. the DON was informed
of the resident not being lofleted for
approximately 3 1/2 hours. The DON stated
Resident #5's Care Plan needed {o be revisad to
offer ihe resident use of the {oilet,

F 318} 483.25{e}{2) INCREASE/PREVENT DECREASE F 318

58=D { IN RANGE OF MOTION 1. ldentifled Resident

Based on the comprehensive assessment of a

resident, the facility must ensure that a residont Resident #7 evaluated for
with a limitad range of motion receives and placed on a ROM
approptiaie reatment and services to increase program that resident can
range of molion andfor to prevent furthar tolerate.

decrease in range of motion,

2. Other Residents

This REQUIREMENT is nct met as evidenced Residents with limited range
bEs!E sed on observation, record review and etaft of motion evaluated to

ased on observation, recor
Interview, the facliity falled to provide ROM ensura proper R«OME
(Range of Motion) to 1 of 5 (#7) sampled Programs Were in piace.
residents who had a limited ROM. The facility did
net provide a ROM program to ensure the
resident did not experience continued decline In
her extremities. Findings included:

Resident #7 was admitted to the facility on
3/20/13 with diagnoses that included paralysis
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agitans, depressive disorder, schizoaffective 3. Systemic Changes
disorder, anxisly, and diabetes mellitus Type K.
The resident’s admission Nursing Evaluation form Education provided to nurse
completed on 3/20/13 documented lhe resident supervisors on identifying 1172172014
had bilateral upper extremily and lower exiremity residents with potential
impairment on both sides. need for ROM program and
. impiementation of ROM to
The resident's OT (Occupational Therapy) prevent continued decline in
Evaluation & Plan of Treatment dated 8/5/13, extremities
documented the resident’s lefi hand was ssveraly » )
clenched, odarous, and her thumb was wedged
between the first and second fingers. The plan 4. Monitoring
was to implement a palm pratecior.
DNS or designes will audit
The resident’s ¢are pian for risk of skin weekly to ensure ROM
[mpairment refated to dfabeies, Immobilty, programs in place and report
inconfinence, and conlractures of hands, dated findings to QA committee far
8/23/13, documanied interventions which 3 months
included carrots in hands at all fimes. The carrols i )
were to ba removed for hand hygiene and
replaced.
NOTE: The device called a "carrat” is cliolh thatis
shaped like a carrot, thicker at the top and tapers
{o thinner at the opposite end.
The resldent's quarterly MDS', dated €/3/14 and
8/26/14, documented the resident's cognition was
severaly impaired and she had bilateral upper
and lower extremity impairments, with Emiied
ROM.
The resident's Quarierly Review and Care
Conference {QRCC) information form dated
711114, documented nursing's restorative plan
was for the rasident to recelve a "PROM (Passive
Range of Mption) program.”
The QRCC dated 824/14, dosumentad nursing's
restorative plan was for the resident to have
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"carrots in hands."

On 10/6/14 at 1:32 PM, the resident was
observed in bed with a catrot shaped device in
both of her hands. The skinny end of the carrot
was in the palm of the hands.

On 10/7/14 at 11:30 AM in bed, and 4:42 PM in
her wheelchair, the resident was observed with a
carrof in both of her hands The skinny end of the
carrot was in the palm of the hands.

On 10/8/14 at 10:05 AM, the resident was
observed up in her wheelchair with a carrot in
both of her hands. The skinny end of the carrot
was in fhe palm of the hands.

On 10/8/14 at 10:17 AM, the Rehabilitation
Manager (RM) was asked how his department
would become aware of a resident who required
his department’s services after the resldent had
been in the facility for a longer period of time, The
RM stated the nursing staff would send them a
referral, they would do the evaluation and then
provide a pian. The plan would be for the RNA
{Restorative Nurse Aide) program or for his
department to provide the service.

On 10/8/14 at 10:30 AM, RNA#2 was asked how
she got referrals for the RNA program. RMNA #2
stated when the resident comes in with PT
(Physical Therapy} and their funds run out they
get referred to the program. RNA#2 was asked
when a resident is admitied with contraclures
how she would get the referral. She staled
therapy would have to look at the resident first,
nursing provides the information fo therapy and
therapy wriles the resident’s program for the
RNA's to follow, When asked if Resident #7was
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Continued From page 22

in the RNA program, she stated, "No, she is not."
RNA #2 was asked if she knew why the resident
had the carrots in both of her hands and she
stated, "OT did that, they just put them on her
because her hands are getting more contracted."
She further stated the nurse staff managed the
care of the carrots.

On 10/8M14 at 3:30 PM, LN #6, who verified she
was the RNA program manager, was asked how
a resident with limited ROM was provided a ROM
program after they had been in the facility for an
extended period of ime. LN #6 stated they would
look at the significant change MDS, and evaluate
if the resident was appropriate for the program.
Once the numbers showed there was a decline,
they would figure out a ptan for the resident.
When asked if it would be better to prevent the
decline, LN#2 was agreed that it would be. LN#2
was asked why the resident, who had a limited
ROM in all 4 extremities, was not on a program.
She stated, "l am trying to search in my mind how
[Resident's Name] got through the cracks.” She
stated she would look into It.

On 10/8/14 at 3:50 PM, the DON was asked if
she was aware the resident was not on a ROM
program and she stated, "No." The QRCC dated
7H114 was reviewed with the DON and she
stated she would look into it

On 10/9/14 at 10:55 AM, LN #8 provided
documentation on the OT assessment for the
carrots the restdent was provided. She stated the
carrots ware preventive measures to allow
hygiene 1o the resident's hands and to prevent
further decline and closing of her hands. She
further stated that ROM to the resident's hands
was too painful and the resident was now on

F318
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continuous pain medicalions which contralled her
pain. LN #8 was asked if she was aware of the
7114 decurmantation on the QRCC and she said
was not, and she did not atiend the meelings.
When asked [f sha had a system {o get a referral
from the QRCC, and LN {6 stated, " have a
system with rehabilitation but | don't know that {
have one with nursing. | do not have a formal
system." -

On 10/9/14 at 8:30 PM, the Administrator and
DON were informed of the (indings. No additional
information was provided.

463.25{(0){2) NG TREATMENT/SERVICES -
RESTORE EATING SKILLS

Based on the comprehensive assessment of a
resident, the facliity must ensure that --

(1) Airesident who has been able to eat snough
alone or with assistance [s nol fed by naso gastric
fube unless tha resident ' s ciinical condition
demansirates that usa of a naso gastiic tube was
unaveidable; and

{2) A resldent who is fed by a nasc-gastric ar
gastrostorny tube receives the appropriate
treatment and services to prevent aspiration
pneumonia, diarrhea, vomiting, dehydration,
metabolic abnormalities, and nasal-pharyngeal
uig;rs and to restore, if possible, narmal eating
skiils,

F322

1. Jdentified Resident

Staff member immediately
in-serviced regarding
flushing feeding tube prior to
administering medications.
Resident #6 HOR was
elevated to 30 degrees and
indicator of 30 degrees
placed on wall. Staffin-
serviced regarding
identifying 2 HOB at 30

_degrees,
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SUMMARY STATEMEMT OF DEFIGIENCIES

review, and palicy review, it was determinad the
facliity fafted to ensure the head of bed was
elevated 30 degrees while a tube feeding was In
pragress and that the feeding tube was flushed
with water priar fo medication administration via
the feading tube, This was true for 1 of §
residents {#6} raviawed for care and services
related to feeding tubes. The fallures created the
potential for aspiration when Resident #5 vomited
and the head of his bed was alevated {ass than
30 degrees; and, for the feeding tube fc clog and
the medication to interact with the tube feeding
formuia when the feeding tube was not flushed
prior io a medication administration. Findings
included:

The Center for Medicare & Medicald Senvices
{CMBS) lettar, S&C:13-02-NH, directed facilities to
flush feeding tubes before and between each
medication administration.

Resident #6& was admitted to the facility in May
2013, and readmitied 4/13M4, with multipia
diagnoses which inciuded chronic duedenal ileus,
dysphagia, gasiroparesis, carebral palsy and
cantractures of multiple joints.

The resident's October 2014 Order Summary
Report of active ordets included:

* 77122114 - "Enlaral feed...Isosource 1.6 - to run at
80 mlfhr x 22 hours {60 miiitlitersfhour for 22
hours}...on at 1500 [3:00 p.m.}...off at 1300 [1:00
pm.L."

* 4726114 - "Tuba Feeding: Flush with 30 cc's
[cublc cenlimeters} of H2O jwater} pdor to and
afier administrafion of meds fmedications] every
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'll)')t:_is REQUIREMENT Is qot met as evidenced 2. Other Residents
Based on observation, staff interview, record 11/21/2014

of HOB.

wall,

Resident with feeding tukes
evaluated for proper flushing
prior to medication
administration. Residents
receiving tube feeding
audited for proper elevation

1, Systemic Changes

Education provided to alf LN
staff regarding fiushing
feeding tubes prior to
medication dejivery. Staff
will be evaluated on
technigue by the staff
development caordinator.
Any new residents admitted
with tube feeding orders, ar
existing residents with new
orders for tube feedings, will
have 30 degree marking for
HOB efevation placed on
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shift...%;

* 4/18/14 - "HOB {head of hed) alevaled at ieast
30-45 degree [skc] during and 1 hr fhour] after
faeding”; and,

* 4/25/14 - *Tramadol.,.50 mg [milligrams] via
G-Tube [gasfrostomy tube, another term for 2
feading or enteral tube] every 8 hours for pain.”

The resident's Ocliober 2014 MAR included the
aforemeantioned orders for Tramadol and to flush
the feeding iube before medicalion
administration.

a) On 10/6/14 at 8:45 AM, during the inifial tour of
the facibity, Resident #6 was observed in hed with
his tube feed being administered, The resident
had yeliow/tan colored vomitus on his face, and
was moaning. At 8:50 AM., the DNS enterad lhe
roem, observed the vomit and immediately ralsed
the head of the bed. The DNS was asked if the
haad of 1he bed had been at a 30 degrae angle
and she stated, "It wasn’t quite there.” She was
asked how the nursing staff would know where a
30 degrees posttion for the head of the bed would
be. She stated the stalf would be educated to
{ook at the bed and know where 30 degrees was.
NOTE: The head of bed remained in the proper
position throughout the rest of the survey.

b) On 10/8/14 at 3:45 p.m., LN #11 was observed
as she pourad, crushed, and dissolved a
Tramadol 50 myg tablet in 3¢ mi of water. The LN
then took the Tramadol to Resident #6's room,
checked the resldent's feeding tube for residual
and found "3ccs” of residual formula which she
returned via the feeding tube: LN #11 then
administered the Tramadot via the resident's
feeding tube; however, sha did not fiush lhe
feeding tube with any amount of water before the

4. Monitaring

DNS or designee will audit
SDC evaluations monthly.
SBC or designee will audit
residents receiving tube
feeding for proper HOR
elevation weekly, Findings
of audits and evaluations will
be reported to QA
committee for three months.
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medication administration. After that, the LN
staried the resident's tube feeding.

| On 10/8/14 at 3:52 p.m., when asked about the
lack of a water ilush before the medication
administration, LN #11 stated, "l usually do but {
didn’t this time."

On 10/8/14 at 4:40 p.m., the DNS was asked lo
provide the facility's policy regarding medication
administration via feeding tube.

Mid-morning on 10/9/14, the DNS provided an
"Administering Medications through an Enteral
Tube" policy. It documented, ... When correct
tube placement and acceptable GRY [gastric
residual volume] have heen verified, flush tubing
with 15-30 mL warm sterlle water (or prescribed
amount)...Dilute the crushed or split medication
with 15-30 mL sterile water {(or prescribed
amount)...Administer medication..."

On 10/9/14 al 6:25 p.m., the Administrator and
DNS were informed Resident #6's feeding tube
was not flushed with water prior to a medication
administration,

The facility did not provide any other information
regarding the HOB elevation or water flush prior
to medication administration via tube feeding
issues,

F 323 | 483.25({h) FREE OF ACCIDENT F323
s85=£ | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
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prevent accidents. Hallways immediately
o cleared to provide access to
handrails and fire 11721712014
extinguishers for residents
This REQUIREMENT i not met as evidenced #14,6,7,11, and 12 and al
by: other residents that live in or
Based on observation, staff inferviews, and about the 200 haliway.
record reviews it was determined the facility failed Safety device assessments
to residents were assessed to determine if they and consents were updated
wsre Isarl‘fe. to ust?) sli?;erags, :‘1[?’) tray,land rgld [ . and completed for residents
whneelchalr seatbell 1or' £ O sampie residents #2.3.4,8,9,10,11, and 13.
(#s 2, 3, 4, 8-11 and 13); and, that handralls and "
a fire extinguisher in the 200 haliway were 2. Other Residents
accessible for 6 of 13 sample residents {#s 1, 4, ’
6, 7, 11, and 12), and all other residents who lived Residents with safety devices
in and moved about the 200 hallway. These den ety
fallures created the potential for injury and reassessed to determine safe
possibly death should residents become use of the device. All
entrapped in a siderall, seatbeit, or lap tray; for common area hallways were
slips or falls when residents were unable to evaluated for potential
access handralls blocked by equipment not in obstacles blocking access to -
use; and, for burns, smoke inhalation, and death handrails and fire
for all residents in the 200 hallway if the response ancratss r
. . extinguisher and any
time to a fire was delayed when equipment . i
blocked access to the fire extinguisher. Findings identified were removed.
inciuded:
3. Systemic Changes
1. Resident #3 was admitted to the facllity in
Janu_ary 2910 and (e-admi(ted on 2/2/14 with Staff educated on keeping
r%;'lgp[e c;!?gnizzes :lneciu_?.lng 1:1;6 effects of acute haflways as clear as possibte
Ela'd érge itis, mononeuritis, and neurogenic and removing unneeded
) equipment after use.
. | The resident's most recent quarterly MDS identified storage areas
assessment, dated 7/29/14, documented; available for common area
* Moderately impaired cognition with a BIMS hallways for equipment
score of 10; ___when not in use. Equipment
* Extensive assistance for bed mobilily, dressing,
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toileting, and personal hygiens;

* Suparvision on and off the unit;

* Total assistance for transfers;

* Functional fimitalion in bath upper and lower
axiremities; and,

* Wheelchair (w/c) use.

The residen!'s ¢care plan inciuded "bed bars x 2 [2
sideraiis]" {o assist with bed mobifity; an elacfric
wic for mobility; and, a “{Cliip seatbelt when
restdent in w/c, Able o remove independently.”
All of these interventions were initialed 9/11/13.

Bilateral 1/8 "bed bars” were observed in the
raised position on the resident’s bad cn 10/6/14 at
1:00 p.m. and 2:17 p.m.; 10/714 at 9:10 a.m.,
2:50 a.m., and 10:25 a.m.; and, 10/8/14 at 9:10
a.m., 10:00 a.m.,, and 10:158 a.m. And, the
resldent was absarvad in the slectiic wic with the
seatbelt in use on 10/7/14 at 7:45 am., 8:40 am.,
1:16 p.m., and 4:50 p.m.; and, 10/8/14 at 7:12
a.m.

Review of the resident's sfectronic medical racord
raveated there were no assessments regarding
the siderails or wic seatbet.

Cn 10/9/14 at 2:25 pm., the Medical Records
Nurse (MRN) was asked io provide safely
assessments for the resident's siderait and wic
sealbelt. The MRN provided an
"Acknowledgrment of Psychoactive Medication
Use" form which fisted "sideraili® as a
psychoactive medication and "bed-mobility” as
the madical symptom treated/bases for use. It
was signed by the resident and dated 1/13/10.
The MRN also provided an "Acknowledgment of
Physical Restraint Use" forrm with risks and

benefits for a "seat helt in wc” signed by lhe

4,
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kept on one side of the
haltway in order to keep one
handrail and fire
extinguisher unobstructed at
all times, 5taff educated
regarding proper assessment
of safety devices, and
documentation that the
devices are safe to use.

Monitoring

Administrator or designee
will audit three times a week
to ensure hallways are kept
clear. DNS or designee will
audit safety device
assessments weekly to
ensure completed and
devices have baen
determined to be safe for
use. Findings of audits will
be presented to the QA
committee for three months.
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resident and dated 8/8/10. The MRN stated,
"That's it. That's back when we did paper." The
MRN said she would continue to look for safety
assessments and confer with the MDS nurse.

On 10/9/14 at 3:40 p.m., the MRN provided an
Occupational Therapy discharge summary dated
9/13M3 and stated, "There's no specific
documentation the w/c seatbelt was safe for the
resident.” The MRN said she did not find any
other documentation regarding the siderails or the
wic seatbelt.

2. Resident #10 was admitted to the facllity in
2011 with multiple diagnoses incluing other
persistent mental disorder due to conditions
classified elsewhere, anxiety state, unspeciiied,
and, dementia, condition classilied elsewhere
without behavior disturbance.

The resident's most recent quarterly MDS
assessment, dated 8/25/14, documented;

* Severe cognitive impairment with a BIMS score
of 4;

* Extensive assistance for bed mobility, transfers,
dressing, toileting, and personal hygiene;

* Functional limitation in both fower exlremities;
and,

* Wheaelchair {w/c) use.

The resident's Order Summary Report of active
orders, dated 10/9/14, included, "Full lap tray in
wic to aid with positioning. Non-restriclive,
resident unable fo stand up unassisted." It was
ordered 6/4/14,

The resident's care ptan included a lap tray on the
wic for positioning, initiated on *+8/8/14.
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The resident was abserved in her wic with the full
lap lray in place on 10/7/14 at 5:35 p.m. white In
the hallway belween the Owyhee and Teton
dining rooms; on 10/9/14 al 10:50 a.m. in her
roam; and, on 10/10/14 at 11:35 a.m. in the
Owyhee dining room.

A Safaly Dovice Assessment and Consent
{SDAC}, signed by the responsible parly and
dated 9/22/14, documented the risks and benefits
of the w/c lap tray. However, it did notinclude
documentation that the resident was safe with the
use of the Iap tray.

On 10/8/94 at 2:00 p.m., the MRN was asked to
provide documentation that the resident had been
determined fo be safe with the use of tha lap tray.
The MRN reviewed ihe aforementioned SDAC
then said the assessment did not document the
lap tray was safe for the resident to use.

3. Resident #8 was admitted to the {acilily in 2011
with multiple diagnosss Inciudng Parkinson's
dizease, senile and Lewy bodies dementiia,
myscular wasting and, hypothyroldism.

The rasident's annuat MD'S assessment, dated
9/8/14, documenied;

* Moderately impalred cognition wilh a BIMS
score of &; and,

* Exlensive assistance for bed mobility, transfers,
dressing, and tolleting.

The resident's care plan for bed mobility
documented, "{U}ses non-restriciive bilaterai bed
mobility bars to assist.” The intervention was
initiated 9/24/13 and revised 4/30/14.

The rasident was observed in bed with the
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bitatesal bed cane type side rait "mobilily bars” in
the raised position on 10/6/14 at 1:25 p.m.

The bilateral “mobifity bars” were observed in the
raised positlon when the resident was not in bsd
on 10/6/14 at 1:08 p.m. and 1:25 p.m., and on
10/7/14 at 8:25 a.m_, 8:30 p.m., 10:20 a.m., 11:15
a.rm., and 1:40 p.m.

An SDAC form, signed by the resident and dated
10/231 3, documeanted the risks and benefits of
the "mobility bars.” However, it did not include
documentation that tha rasident was safe with the
use of the "mobfiity bars.”

Dn 10/9/14 at 6:25 p.n., the Administrator and
DNS were informed of the safely assessment
issue. The facility did not provide any other
information regarding the issua,

4, Resident #2 was admitted 10 the lacility
319114, with diagnoses that included diabetes,
paralysis, dementia with Lewy Bodies and chronic
kidney disease,

The resident's quarterly MDS dated 9/8f14,
documented the resident’s cognition was sevarely
impatred.

The resident's ADL care plan dated 3/19/14,
documeanted the resident used positioning
mobility bars for iransfars, ADLs, and bed
mobiily.

The rasident's SDAG form daled 3/27/14,
documented the resident uséd mobllity bars to
askist with transfers and to assist with positioning
for ADLs or other aclivities.
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The rasident's medical record did not inciude the
resident had been assessad o be safe with the
use of the siderails.

On 10/7/14 at 3:10 p.m., the rasident was
chserved in bed with two 1/4 side rails up.

5. Resident #13 was admitted to the facility on
10/M/14, with diagnoses which inciuded
Alzheimers, hypertension and dementia with
behavioral disturbances.

The resident’'s SDAC form dated 10/1/14,
documented the resident used bilateral mobility
bars for mobility.

The resident's medical record did not inchide the
resident had been assessed o be safe with the
use of the siderails.

On 10/8/14 at 3:14 p.m. the resident was
observed in bed with two 1/4 side rails up.

6. Resident #9 was admitted to the facility
121911 and was readmitted on 9/3/13 and
11/30/13, with diagnoses which included upper
limh amputation above elbow, history of traumatic
brain injury, post fraumatic stress disorder, and
other convuisions,

The resident's SDAC form dated 11/30/13,
documented the resident used "bed rails” for bed
mobility, to assist with transfers and 1o assist with
positioning for ADLs or other acfivities,

On 10/7/14 at 7:55 and 8:29 a.m., the resident
was observed in bed with two 1/4 side rails up.

On 10/9/14 at 6:30 p.m., the Administrator and
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DON were nofified of the above concerns, No
additional information was provided,

7. Resident #11 was admitled fo the facility
7/10/13 with diagnoses that included diabetes
mefiitus Type (i, bipolar disorder, chronic pain,
morbid ohesity, muscular wasting and disuse
atrophy.

The resident’s annual MDS dated 6/11/14,
documented the residan{’s cognition was intact.

The resident’s care plan dated 5/27/14,
documented the resident had a seif care deficit in
aclivity of daily fiving, with limited mobiiity.
interventions included a need for iimited to
extensiva assistance of one person Yo reposition
and turn in bed with the use of "nonrestriciive
biiateral bed mobiilty bars to agseist.”

The rasident's SDAC dated 5/3/14, docurnanted
the resident used "1/2 mobility bars % 2,7 (side
raifs) and were used for bed mobiity, The form
documented the haneflts of use of the bars. The
form did not document the resident was assessed
for safety with use of the bars.

On 10/10M14 at 9:00-AM, the resident was
observed in bed with two 1/4 side rails up. The
resident was asked if she used the side rails, she
stated she did use them to help get herself up in
bed.

8. Resident #4 was readmitied to the facility on
7128/14 with diagnoses which included sleap
apnea, acute respiratory failure, pneumoecaceal
pnaumania, spina bifida, and history of venous
thrombosis and embolism.
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Tha resident’s Quarterly MDS dated 8/4/14,
dotumenled her cogniltion was intact.

The resident's care plan dated B/B/14,
documented the resident had a seif care deficit
for ADLs and used 1/4 bed rails to reposition and
turn in bed,

The resident's SDAC daled 3/6/14, docuimented
the resident usad 1/4 bilateral side rails for bed
mobility and tha risks and benefits of side rails
were provided {o the resident. The farm did not
document the resident had been assessed to be
safe with the use of the sids rails.

8. On 10/6/14 [aciily hand ralls were blocked on
the even numbered side of the 200 hal as
foliows:

*1:10 FPM & 1:30 PM, two mechanical fifis were
parked betwaen rcoms #216 & #218; clean linen
cart was parked between rooms #214 & #212; a
meachanical lift and a vital sign {VS) machine was
parked between room #212 and a linen closet;
the 200 hall kitchen carl was parked under the
fire extinguisher bex between a linen closet and
room #210 and the medication cart was between
room #2086 and #204,

*1:54 PM, one mechanical lift was between
rooms #210 & #216; a mechanical lift and a clean
linen cant was hetween rooms #214 and #212;
one mechanical ift and a VS machina was
betwesn room #212 and a linen room; the 200
hal k#ichen cart was parked under the fire
extinguisher hax between a linen ¢loset and room
#210; housekespsr cart was betwean room #208
and a soifed linen closet and a medication cart
was between room #204 and #206. .
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*2:52 PM, one mechanical lift was between
rooms #218 & #218; a clean Inen cart was
betwaeen rooms #214 & #212; a mechanicat ift
and a VS machine was between room #212 and
a linen cjoset; an icefwater cart was parked under
the fire exfinguisher box hetwsen a linan closet
and recom #210 and a mechanical kft was
between rooms #210 and #208.

On 107114 hand rails ware biocked an the even
numbered side of the 200 hall as follows:

*8:05 AM, a mechanical lift and a VS machine
was belwasn rooms #214 & #212; a mechanical
fift was between room #212 and a linen closet
and a medication cart and a ¢lean finen cart was
bstwsan rooms #206 &#£204,

*3:05 AM, a mechanical lift and a VS machine
was bebween rooms #214 & #212; tho 200 Hail
kitchen cart was bebween rooms #210 & #208
and a medication cait and a clean #inen cart was
between rooms #2085 & #204.

*10:02 AM, a housekeoper cart and a VS
machina were belween rooms #214 & #212; a
mechanicat lilt was between room #212 and a
linen closet; the 200 Hall kitchen cartand a
mechanical iR ware betwaen rooms #210 & #208
and a medication cart aid a clean linen cart were
between rooms #206 & #204.

*11:20 AM, a mechanical jiff was belwean rooms
#214 & #212; a VS machine was between rooms
#210 & #208; and a medication cait and a clean
linen cart was between rooms #2056 & 74204, At
11;25 AM, Resident #11 and Resident #20 were

F 323

propeliing themselves in wheelghairs, single flle
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past a medication cart and a clean finen cart,
down the hall fowards the door fo outside. The
bath aide was pushing a resident in a shower
chair and started fo pass the carls in the opposite
direction the two residents were going, but had to
stop due to the congested area. Resident #11
apologized for blocking the way and the bath aide
fold her it was ok. The two residents continued
down the hall.

*2:10 PM, a linen cart was bebween room #212
and a tinen closet; a mechanical lift and a VS
machine was batwean room #210 and a linen
closel, which blocked the fire extinguisher box; a
mechanical lift was between Rooms #210 & #208
and a medication ¢art was belwean rooms #206
& #204, 2 LN were counting medications.

*4:45 PM and 5:30 PM, the icefwater carl was
between #212 & #214; a mechanical lift was
between room #212 and a linen closel; a clean
linen cart and a VS machine was belween room
#210 and a linen closat, which blocked the fire
extinguishar box and a medication cart was
between rooms #208 & #210.

On 10/7/14 at 5:37 PM, the door to the
Recreationat Tharapy room on the 200 Hail was
observed o have a sign which read, “Do not store
the Hoyer {ifis in this rnom. The door gets locked
at night and day shift cannot get to the Hoyer lift
til aclivites cornes in." At 5;45 PM, the
Recreational therapist was asked aboul the sign
on the door. She stated, “} told them [ needed a
room to have social skill classes and {o talk about
heaithy choices...” She was asked how fong she
had utiiized the room and she stated it had been
about 3 weeks and they had moved the

equipmant out into the halls and other places.
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On 10/7/14 at 5:50 PM, CNA #16 was asked
where the machanical iifts and equipmant in the
haliway was supposed lo be siored. CNA#18
stated, “They used to bs In the parlor but not any
more. | don't know if they have a destination. |
asked (Staff Development Coordinator name)
about thal alse.”

On 10/7/14 at 6:30 PM, the Administrant and
DON were nolified of the findings. o additional
information was provided,

On 10/8/14 at 7:18 AM, a clean linen cart was
between room # 210 and a linen closet which
biocksd the fire extinguishar box. At 7:24 AM, the
DON moved the clean fnen cart to between room
#212 and a linen closet.

483.25{k} TREATMENT/CARE FOR SPECIAL
NEEDS

The Faciiity must ensure that residents raceive
proper treatment and care for the following
spocial services:

Injections,;

Parenteral end enterat fluids;

Colostotny, tnstarostomy, or fieostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiralary ¢are;

Fool care; and

Prostheses,

This REQUIREMENT is not met as evidenced
by:

Based on observalion, record review and
resident and skaff interview, it was determined the

F 323

F 328

1. dentified Resident

Restdent #4 had CPAP
immediately located and set
up for use.

2. Other Residents
Residents with CPAP devices

ordered surveyed for device
loeation and use,
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{hrombosis and embolism,

The resident’s Quarterty MDS, dated 8/4/14,
documented the tesident's cognition was intact
and she had used a CPAP while not a resident in
the facility and while she was a resident in facllity.

The resident’s care plan, dated revised on 8/5/14,
documented a focus of inadequate or
compromised respiratory function relatedlo a
history of respiratory failure and included an
interventlon for CPAP per the physictan order.

The resident's "Active® orders dated October
2014, documented the resident was to have
CPAP every hour of sleep for sleep apnea, The
LN was lo monitor the residant every 2 hours
duzing the night fo ensure aquipment was in
place.

On 1077114 at 9:18 AM, the resident was asked if
she used CPAP at night and she stated, “l am
suppose to bot 1 am claustrophoblc and it drives
me nuts.” The resident was asked if tha faciiity
had talked 1o her physiclan about this and other
options for her, sha stated, "Oh probably nol* A
CPAP machine was not observed in the room and
the resident was asked where her maching was.

restdents with CPAP ance a
week to ensure proper use,
Findings of audits will be
reported 1o the QA
committee for three manths
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facility failed fo ensure 1 of 1 {(#4} residenis
reviewed for the use of & CPAP (Coniinuous .
Posltive Ajrway Prassure), was provided CPAP as 3. Systemic Changes :
the physlcian had ordered. This praclice crealed 1442172014
the potential for the resident to not sleep well at !-N StaﬁEdUCf‘tEd on proper :
night. Findings include: implementation and
appiication af CPAP devices.
Resident #4 was readmilted to the facllty on
7/28/14 with diagnoses that included sleep 4. Monitoring
apnea, acute respiratory failure[ pneumocaoceal
pneumonia, spina bilida, and history of venous ”, DN ar designee will audit
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The rasident stated the machine was in the
suitcase which was in her room.

On 10/8/14 at 6:30 PM, the DON was asked if
she had followed up on the resident's CPAP. The
DON stated she had and the achine was where
lhe resident stated it was, and they had set it up
lhe night before {(10/8/14) lo give it a try.
483.25(1) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident’s drug regimen must be fres from
unnacassary driugs. Ah Unnecessary drug is any
drug when used in excessive dose {inciuding
duplicate therapy); or for excessive duration; or
without adequate manitoring; or without adequate
indicatlons for its use; or in the presence of -
adversa conseguences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons abova.

Basad on a comprehensive assessmeant of a
resfdant, the facility must ensure that residents
who have not used anfipsychotic drugs are not
given these drugs unless anfipsychofic drug
tharapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
cantraindicated, in an effort {o discontinue these
drugs.

This REQUIREMENT is not met as evidenced

F 328

F 329

-

1. ﬁ:lentiﬂeEl Resident _
11/21/2014
Care plan for resident #3 was
updated to reflect PTSD
diagnosis. BMFS and care
plan for resident #5 was
updated to reflect current
behaviors and paossible
interventions to assist with
managing the resident’s
behaviors. Care plan for
resident #13 was updated to
reflect resident condition
and medication profile
reviewed and medication
discontinued. Resident #3
care plan was updated fo
reflect diagnosis of
psuedobulbar affact
disorder. Medication review
included nuedexta for
psuedobulbar affect
disarder, indicated target
hehaviors and sent to MD for
review. Residents #7, 11 and
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Based on record review and staff interview, it
was determined the facility falled to ensure
residents were free from unnecessary
medications. The facility failed to monitor
behaviors for which 7 of 13 sample residents (s
5,7,8, 9,11, 12 and 13) received antipsychotic or
anti-anxiety medication. This practice placed the
residents at risk for an unanticipated declines or
newly emerging or worsening symptoms.
Findings included: '

1. Resldent #9 was admitted to the facility
12/19/11 and was readmitted on 9/3/13 and
11/30/13 with diagnoses which included upper
limk amputation above elbow, history of traumatic
brain injury, post iraumatic stress disorder and
other convulsions, )

The Resident's 10/7/14 Physician's Order
Suminary Report {recapituiation) included an
order for Clonazepam (anti-anxiety) 1 mg at
bedtime.for Post Traumatic Stress Disorder
{PTSD).

The resldent’s medical record did not include a
Care Plan for PTSD.

On 10/9/14 at 2:15 the Social Worker {SW)
stated the resident had a Care Plan for anger and
verbal agression. When asked if the anger was
always related to PTSD the SW said it was not.
The SW stated the resident may display the
PTSD in other ways besides anger or verbal
agression. The SW stated there was not a Care
Plan o identify triggers, behaviors, frequency for
the PTSD.

On 10/10/14 at 1:45 p.m., the Administrator and
the DOMN were informed of the above concerns.
The facility provided no further information.

2.

‘' Other Residents
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12 BMFS updated and put
into place.

Residents on BMFS, having a
diagnosis of mental health
disorder, or receiving an
antipsychotic medication
reviewed fo ensure proper
documentation is compieted
and review of medication
need is reflected in the
resident record.
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2, Resident #5 was admitted to the facliity an
3/M2713 and readmitted on 7/26/14 with muliiple
diagnoses Including diabetes type i, bipdfar,
schizoaffective disorder, and dementia.

The resident's 8/4/14 Significant Change MDIS
assessment documentad the following:
*Raquired extensive assistance of one staff
mempber for toliet use;

*Experienced haflucinations, (perceptual
experiences) and defusions {firm bellefs contrary
to realiy); and

*Was severely cognitively impaired, BIMS=5.

Resident #5°s 10/7/14 Physiclans Order Summary
Repart (recapitulation) inciuded an order for
Risperdal {antipsychotic) 0.25 mg two Umes a day
for schizophrenia and an order for Seroquet
{antipsychotic) 200 mg three imes a day for
schizoaffective disorder.

Ragident #5's 8/8/14 Gare Plan documented,
“Schizophrania, bipolar disorder and dementia,
Behaviors; Refusals of care, delusions,
hallucinations...repefitive verbatizations, restless,
maedication side effects from long term
antipsychotic medfication} use, behavior.”
interventions inciuded: sncolirage verbalization of
feelings, reinforce positive stalemenis, reasons
for negative slatemants, run money program
when resident asked for her check, to give her
biank forms to use as the resident was a nurse
and believed she worked at faciiity, enjoyed
caring for dolis, and no male caregivers as has
dajusions of being raped.

Behavior Monthly Flow Shasts (BMFS)
documented the resident was receiving Risperdat

and Saroquel. The behaviors wera to ba

3. Systemic Changes

Education compieted
regarding BMFS
documentation to ail LN
staff. SW educated
regarding BMFS ta include
behaviors that are accurate
for the resident, Education
completed with SW and
supervisor LN staff regarding
completing care plans to
reflect psychotropic
medications or mental
disorders. 5W educated ta
document companents of
famnily care meeting and
discussion with family and or
resident of behaviars and
mental health needs in
medical record. At the time
of psychatropic drug
committee review, the
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documented as false beliels,
hallucinations/paranoia/delusion and did not
incitrde intervention codes. Neilher the care plan
or BMFS addressed:

*\What the resident may be trying to
communicate when sha made negalive
statements or what a negative siatement was
such as pain or concerns regarding peers or stafl;
* it was unclear what slaff were to do if they were
ehle o determine the reason for the negative
statement such as redirection, assuring resident
the concemns would be addressed,;

*How to run the money program whan the
resident requested a check; or

*Any interventions for hallucinations, The only
intervention Lo address delusions was to not have
a male care provider for Resident #5.

The BMFS documented the following for Augusl
and Seplember 2014:

August 2014 - Hallucinallons

*Documented 1 haliucination each day from 8/11
through 8/14 (4), 8/18 through 8/21 {4}, and
continuous on 8/23/14, The fotal for the month
was documented as 11.

Nursing Notes {NN} on 8/22/14 and 8/25/14
documented the resident reporied sesing animals
{bears). On 8/25/14 she was in the doorway (o
her room yelling at the emply room to "get out of
there.” The NN documented on 8/24/14, the
resident “continues to have delusions. Tonight
was about kittens In har room. Pleasant and
calm.*

August 2014 - Delusions

*The BMFS documented 3 delusions on 8/20,

committes will ensure that
all medications are listed for
MO review. Medication for
drug review will be identified
by drug class. Prior to being
sent out to the MD, the DNS
or designee will review
medication list to ensure
accurate reflection of
medications are listed.

4. Monilaring

DINS or designee will audit
BMFS weekly for completion
and accuracy of resident
behavior, DNS or designee
will audit care plans weekly
for psychotropic medication,
mental heaith needsand
behaviors. DNS or designee
wiil audit documentation of
family care meetings. SOCor
designee wit audit
psychotropic medication
reviews monthly. Findings of
audits wilt be reported to the
QA committee for the next
three months, |

FORM CMS-2667{0Z-Ud} Previous Verstons Dbselela

Event ID:FHVJ{1

Faciky (D; MDS001260

if continuation shaet Page A3 of 57




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/27/2014

FORM APPRQVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEF{CIENCIES (X1} PROVIDER/SUFPPLIERICIIA %23 MULTIFLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF GORRECGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
136077 b. WiNG 1011012014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, £17Y, STATE, ZIF CODE
1001 SOUTH HILTON STREET
E LG -
AYAMERE TRANSITIOHAA ARE & REHAB - BOISE BOISE, ID 83703
i SUMMARY STATEMENT OF DEFIGIENCIES o] PROVIDER'S PLAN OF GORRECTION {Xs)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTEON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING NFORMATION) TAG CHOSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIEHCT}
F 329 | Confinuad From page 43 F 328

continupus delusions on 8/23 and 2 delusions on
8/24/14. The monthily total was documented as
15,

NN on 8/22/14 documented the rasident stated,
"Somacne used the wrong key and let all the
babies out in the building. Resident [s pleasant
and caim.®

The BMFS were feft blank and did n"ot inciude any
documentation cn 8/3, 8/9, 8/16/,8/47, 8/21, 8/22,
8/28 and 8/30/14.

The BMFS did not dsefine "canlinuous®, such as
each behavior was documented when dispiayed
far mora than 15 minutes.

September 2014 - Haliucinations/Delusicns
*Documented continuous hallucinations and
delusions from 9/1 through 9/4/14, 2
hafiucinations/delusions sach day on 5/10 and
9/11 (1) and 1 hallucination/delusion on 9/13/14,
The lotal hallucinations for the month was
documented as 75 and delusions was
documented as 81.

NN on 919/14 documented the resident was,
*...afraid of the cow and that there were loo many
cats in her room.”

The BMFS was left blank on 830714,

On 10/9/14 at 1:50 PM, the Social Worker (SW)
stated the Care Plan (CP) did not distingutsh
batween hallucinations or daiusions, The SW -
stated the CP only identified the delusicn the
rasident was raped and did not identify
haliucinations or delusions regarding animals

(bear, kittens, bables), Addilicnally, the SW
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stated there was no documentiation lo indicale
whather or not all of the incidents were distressful
to tha resident, The SW stated she was aware
anfipsychotic medication was not to be given fo a
resident with diagnosis of dementia, unless the
hallucinations/delusions were distressful. The SW
stated some of the hallucinations were
distressful. The S\ staled the BMFS did not
always document the resident's hallucinations on
days they were dotumented in NN. The SW
stated the BMFS did not inciude an area o
document when the money prugram was
Implemanted and ovaluate tha effectiveness. The
SW stated the NN would be usad to determine if
the antipsychotic medication needed to be
reduced or increased.

On 10/10/14 at B:00 a,m, tha DON was informad
af the above concern. The facllity provided no
further information,

3. Resident #13 was admitted on 10/1/14 with
diagnoses which included Alzheimer's disease,
hypartension, and dementta with behavicral
disturbances.

The resident's 10/9/14 Physician’s Order
Summary Repori included an order for Risperdal
{antipsychotic) 0.5 mg for diagnosis of dementia
with behavioral disturbance.

Tha resident's madical record did not include the
facility had discussed the underlying behaviors
with the family. Additionaliy the medical record did
not inciude a temporary Care Plan to determine
tha nature, frequency, or risks of the behaviars.

On 10/5/14 at 3:50 p.m., LN #G stated the facilty
had not implemented a care plan to baseline the
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frequency of the behaviors or assess the need for
the anpiipsychatic but they were aware "there
should be.*

4. Resident #8 was admitled fo the facility in 2011
with multiple diagnoses which incivded,
Parkinson's disease, senile dementia, Lewy
bodies dementia, major depressive disorder,
upspacified anxiely state and insomnia.

The annuat MDS assessment, dated 9/8/14,
documented the resident’s cognition was
moderately impaired, with a BIMS score of 9, and
sha recalvaed antipsychotic, antianxety,
antidepressant, and hypnotic medications 7 of the
past 7 days.

The resident’s Psychotfroplc Drug Use CAA,
dated.9/9/14, care plan considerations
documented, *...receives abilify [sic], xanax {sic],
Cymbaila and ambien {sic] for...major deprassion
and anxiety...followed by a cammunity psychlatrist
and receives in house counseling with a
psychologist. Also wilh dx [diagnosis] of
pssudobalbar affect juncaontrolied crying or
laughing which may be disproportlonate or
inappropriate {o the social context] for which she
receives neudexta fsicl,..”

The resident’s Order Summary Repart of active
orders included:

* Abilify 10 mifligrams {mg) by mouth (PO} 2
times/day for majoy depressive disorder, started
512{14;

* Alprazofam {generic Xanax} 0.25 mg PO 4
times{day for anxiely, started 6/11/13;

* Cymbalta delayed release capsule 60 mg PO
every morning for major depressive disorder,

staried 4/17/113;
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* Neudexta capsule 20-10 1 PO every 12 hours
for pseudobulbar affect, staried 4/16/13; and,
* Ambien discontinued 9/18/14.

A Psychotrople Medication Review and Physician
Communication Form, dated 8/9/14, documented
the resident received the Abilify, Xanax,
Cymbaita, and Ambien & mg at badtime, The
target behaviors were agitation and anxiety.

A Psychotropic Medication Review and Physician
Communication Form, dated 9/23/14,
documented the resident received Abilify, Xanax,
and Cymbalta 60. The target behaviars were
agitation and anxiety.

The aforementioned Psychotropic Medication
Review and Physictan Communication Forms did
not include Neudexta for pseudobulbar atfect and
the target behaviors listed did not include
uncontrolled crying or laughing.

a) The resident’s care plan did not include
pseudobulbar affect or uncontrolled erying or
[aughing. And, there were no care planned
interventions which addressed the problem.

b) The resident's Behavior Monthly Flow Sheets
for August, September and October 2014
documented alprazolam (Xanax), Cymbalia,
Ampbien, and Abilify as the medications, and
"agitated" and "anxiety" as the behaviors to be
manitored.

The hehavior monitor flow sheets did not
document consistent monitoring of the number of
episodes, interventions, and outcome on all 3
shifis {days, evenings, and nights) as follows:

- August:
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* *Agitated” - blank 15 of 31 day shifts, 19 of 31
evening shifts, and 14 of 31 night shiils.

* "Anxiety" - blank 19 of 31 day and evening shifls
and 14 of 31 night shifts,

-Saptember:

* "Agitated” and "Anxiety” - bath blank 18 of 30
day shifts, 14 of 30 evening shifts, and 13 of 30
night shiffs.

- October 1st- 8th:

* "Agitated” and "Anxisty" - bath blank 3 of 8 day
shifts and 2 of B avening and night shifts,

The aiorementioned Behavior Monihly Flow
Sheets did not include uncontrelled crying or
faughing.

On 10/0M4 at 12:25 p.m., the DNS was asked
about inconsistent behavior monitor
documentation. The DNS nodded "yes” wiih her
head and stated, "We're working on that, These
are paper monitars, not electranic, and I think
someiimes they forget." The facility did not
provide any other information regarding the issue.

5, Resident # 7 was admilled to the faciiity on
3/20/13 with diagnoses that included
schizoaffactiva disorder, anxiety stale
unspecified, and depressive disorder.

The resident's physlictan "Active ordars dated
October 2014, documented:

*Haloperidoi Decancates Solution. inject 1256 mg
{milligrams) IM {intramuscularly) in the afterngon
every 28 days. Schizoaffective disorder.

*Ativan tablet 1 mg. Give 1 tablet by mouth at
bedtime. Anxisty.

* Depakote Sprinkles Capsule. Glve 600 mg by
mauth at bedtime. Schizoaffective disorder.
*Zoloft Tablst. give 150 mg by mouth in the
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morning. Depressive disorder,

January and February 2014 monkaring forms for
the resident being "Agitated" and
"Suspiciousness" included numerous blanks in
the documents. The facility provided nc further
documentation for March - Ocfober 2014.

A facility incident raporl dated 9/13/14,
documented the resident stabod that a male care
giver was going to touch her' but a female
caregiver came in ‘on time and nothing happened
thanks to her’ The NP (Murse Practitioner was
nofifiod and the resident's Haloperidal was
increased from the 15th of every month to every
28 days “due to increased behaviors and
extensive psych background.” The facility had not
documented any othar "behaviors” for the
resident, and with the one statement pertaining to
the male giver had changed the resident’s
Haloperidal from every 15th of the month to every
28 days,

The resident's care plan revised 9/18/14,
decumented the resident had problematic
behaviors charactarized by ineffeciive coping with
verbal aggression related to cognitive impairment,
schizophrenia, anxiely. Interventions included: do
not angage In arquments or be defensive with the
fasident; when tha resident is hosille stop giving
care...; monitor and report decline in mood or
increased behaviors; behavior monitoring,
foliowed in the psychoiropic meefing and if male
caregiver Is to pravide cares, must have another
female CMA present.

The resident's Psychotropic Madication review
and Physician Communication form dated
912314, documented the residen! received Zolofi;
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Depakote; Ativan and Haloperidof which was
increasad from once a month fo every 28 days,
The team raview documented the resident had a
"possible increased paranoia-will cantinue fo
monitor,” and the team recommendation was for,
*no changes at this time,”

On 10/9/14 al 12:30 PM, the LSW (License
Social Worker) was asked why the Haidol was
changed to be given avery 28 days instead of one
time a month. She stated ¥ was becauss the
residant had some paranoia. The LSW was
asked to provide the documantation that
monitored the behaviors,

On 10/10/14 at 5:30 AM, the LEW providad
documentation for the resident's psychatropic
medications. The LSW stated the Haldol was not
really an increase i was a day period changs,
{NOTE: Haldol was given inore frequently due to
the days of the month, some months onger than
others.) The LSW stated the resident had seen
fPsychiatrist's name] when she first came to the
facliity but did not any longer. The LSW was
asked to provide the notes. The LSV stated she
did not have behavior monitors since March of
2014, the rasident had l2fl through the cracks.

6. Resident #12 was admittad to the facility on
31312 with diagnoses that included
schizophrania, depressive disarder, and other
persistent menlaf disorder,

The resident's Psychotropic Medication Review
and Physician Communication {orm dated
9/23/14, documented the resident's current
medication were Depakote 125 mg fwo limes a
day; Zotoft 150 mg every moming; Lorazepam .5
myg as needed and Zyprexa 20 my at bedtime.
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The target behaviors were idenlified as agitation
and anxiety.

The resident's care plan, revised on 9/4/14,
documented a focus of, "sadness and depression
or makes negative statements related to
schizophrenia and depression.” The documented
interventions included monitor hehaviors to assist
in assuring fowest possible therapeutic dose,
assess for any acute medical conditions if
behaviors worsen, to provide medications as
ordered and o assess and document for side
effects and effectiveness.

The resident's Behavior Monthly fiow sheets
dated July, August, September and October 2014
documented the medications which required to be
monitored were Serlraline {Zoloft), Lorazepam
and Zyprexa.

July through October 2014 monitoring forms for
the resident being "Agitated” and "Anxiety”
included numerous bianks in the monltoring as
follows:

-July: 78 of 186 opportunities for documentation,

-August: 98 of 186 opportunites for
documentation.

-September: 93 of 180 opporiunties for
docuemtation.

~October 1st- 9th: 14 of 54 opportunites for
documentation.

On 10/9/14 at 4:16 PM, the LSW was asked how
the psychotropic medication team was able to
track behaviors for drug monitoring when there
were so many holes in the fracking form. The
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LSW agreed there were holes in the
documentation and stated the LN will somsiimes
document in the nurse notes too. The LSW was
asked to provide the documentation; however, no
further documentation was provided.

5. Resident #11 was readmitted to the facility on
7M0M13 with diagnoses that included bipolar
disorder,

The resident's Psychotropic Medication review
and Physician Communication form dated
9/23M14, documsnted the resident recsived:
Seroquel 800 mg at bedtime, Haldol 10 mg in the
morning, Trazoedone 150 mg at bedtime and
Lamictal 200 mg fwo times a day. The target
behaviors were agitalion, anxiely, and depressed
withdrawn.

August through Cctoher 2014 monitoring forms
for the resident being "Agitaled,” "Anxiety” and
"Depressed withdrawn" included numerous
blanks in the monitoring as follows:

~August: 152 of 278 opportunites for
documentation.

-September: 146 of 270 opportunities for
documentation.

-October 1st- 8th: 21 of 81 opportunities for
documentation.

On 1019414 at G:30 PM, the Administrator and
DON were notified of the findings. No additional
information was provided.

F 371 483.35(i) FOOD PROCURE, F 371
§8=E { STORE/PREPARE/SERVE - SANITARY
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{D1) was obsarved wearing an apron, scraping
food off of dirly dishes, and placing them in the
dishwashing machine, Without removing her
apron, D1 washed her hands and began putting
the clean dishes away. At that time, D1 stated
she did not know she was to lake the dirty apron
off, and put on a ciean apron prior to touching the
clean dishes,

On 10110/14 at 1:45 p.m., the Administrator,
DON, Dietittan and Dietary were Informed of the
concern. The facility provided no further
information.

(X4} 1o 5] PROVIDER'S PLAN OF GORREGTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 371} Continued From page 52 F 371
The facility must -
{1) Procure food from sources approved or F371
considared satiskactory by Federal, State or local 2172014
authorities; and ’ L identified Residents .
{2} Store, prepare, qi;iribuie and serve food Re-educated D1 on proper
under sanitary conditions
apron changing before
handiing clean dishes
i, Other Residents
* All residents reviewed for
This REQUIREMENT is not met as evidenced food borne ifiness.
B’ g b p 4 staff Interiow. It 1. Systemic Changes
ased on cbservation and staff inferview, it was . ) :

o : - taff
determined the facilty failed to ensure dishes In-service all dishwashing sta
used for the serving of food were washed and on changing aprons before
maintained under sanitary conditions. This had handling ciean dishes.
the polential ko allect 12 of 13 sampled regidenls ti b ted to
(#s 1-5 and 7~ 13) and any other resident who 2 "0_ tce wilt be pos
dined in the facility, This praclice created the remind staff to change aprons
polential for contamination of food and exposed as necessary. Mew employees
residents fo lgote:ntial_soumes of disease causing will be educated on apron use
pathogens, Findings include: during orientation.
On 10/8/14 at 10:00 a.m., the Dishwasher #1 V.  Manitoring

Diatary manager will audit dish
washing procedure three times
a week and findings wilt be
reported to the QA commitiee
for three manths

FORIA CMS-2567{02-583 Previous Vershns Qbsolsle Event ID:FHVIH
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(3) Maintains a record of incldents and corrective
aclions rafated lo infactions.

{b} Preveniing Spread of infection

(1) wWhen the infection Contral Program
determines that a resident needs isolation to
prevent the spread of infection, the facitity must
isolate the resident,

(2) The facility must prohibit employees with a
communicable diseass or infacled skin lesians
from direct contact with residents ar thelr food, if
direct contact wiil transmit the disease.

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

{c) Linens

Personnel must handle, store, process and
lransport linens so as o prevent the spread of
infection,

Xy 1D SUJAMARY STATEMENT OF DEFICIENCIES Io PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIWEACTION SHOULD BE COMPLETION
TAQ REGLLATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TQ THE AFPROPRIATE DATE
DEFICIENCY)
F 441 483.65 INFECTION CONTROL, PREVENT F 441
88=F | SPREAD, LINENS 1. jdentified Resident
Tha facifity must establish and maintain an The X-pad was immediately
infaction pontrni Program deszgneg to provide a sanitized and cover to heel
safe, sanitary and comfortable environment and lift pad renlaced for resident
to help prevent the development and fransmission L pad feplaced lor resice 1172172014
of disease and infeciion, # 21, Walkie Talkies are
sanitized at the end of each
(a) infection Controf Program shift and prn. SDC
The facility must establish an infaction Control immediately educated staff
Program under which it - on proper infection contral
gr‘g égvgzt;ﬁg;fes, conirals, and prevenis Infections techniques while assisting
: -
{2) Dacides what precedures, such as isolation, with meals.
shauid be applied to an individuai resident; and
- 2, Other Residents

All residents with K-pads
reviewed for proper
placement. Walkie Talkies
remain on cleaning schedute
every shift. Meal assistance
observed/reviewed for
proper infection control
technigues.

FORKE CMS-2567(02-65) Previots Yerslans Obsofetn

Evend ID: FHVJHS

Fadliily I0: MDSCA 1250
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Based on obsetvation and staff inferview, It was
determined the facility failed to ensure staff
performed hand hygiene for 2 of 13 sampie
residants (#s 3 and 7) and 1 random resident
{(#1%) during dining or after incontinence care,
and that a K-pad (non-electric heating pad) was
not in contact with the floor for ancther random
resident (#21). These fallures created the
petential for he spread of infection. Findings
included;

1. On 10/6M4 at 1:20 p.m., Resident #21 was
observed in bed. The resident said she frequentiy
felt cold and used a heating pad on her feat. A
K-pad was observed on the floor near the foot of
tha resident's bed, '

A moment later, CNA #3 entered the room. When
the CNA.was about to leave the room she was
asked il the K-pad should be on the floor, CNA#3
stated, "Probably not.” The CNA moved the K-pad
off the floor and placed it on a black heel jift pad
an the resident's bed. When informed the heel lift
pad was now confaminated, GNA #3 removed the
K-pad from the heel liff pad then removed the
caver from the heel fift pad. Tha CNA said she
wautd sanitize both ftems and get a new cover for
the heel lift pad. The CNA lefi the room briefly
and returned wilh sanilizer wipes. The CNA
sanitized the K-pad and the hesl fift pad. A few
rnoments latar, another siaff brought a new cover
for the heel jift pad and CNA#3 pul it on the pad.

2. On 10/8/14 al 10:15 a.m., CNA #4 was
observed as he provided incontinence care for
Resident#3 wilh CNA#5's assistance, Afier the
incanlinence care, CNA#4 removed his used

(%4310 SUMMARY STATEMENT OF DEFICIENCIES Lo} PROVIDER'S PLAN OF CORRECTION {5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DAFE
DEFICIENCY}
F 441 | Continued From page 54 F 441 3 s .
This REQUIREMENT is not met as evidenced - Systemic Changes
by: ‘

raom.

Staff educated to not place
K-pads on floar and if they
are dropped to the floor,
how ta sanitize. Staff
educated to not touch
walkie talkies during cares
without first washing hands
and ongoing sanitizing
procedure. Residents wha
require assistance with fluids
during meals will have lids
placed on cups in order to
secure the siraw reducing
the need to touch the straw,
Staff educated to sanitize
their hands while assisting
with meais when they
believe hands have been
contaminated and that hand
sanitizer is availabla in wall
dispensers in each dining

FORM CMS$-2567{02-89) Previous Verelons Obsolete
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*0On 10/8714 at 10;30 a.m,, CNA#4 was informed

gloves. However, CNA #4 did not perform any
type of hand hygiene before he touched his
walkie-talkie twice to summon the wound nurse
and assisted CNA#5 {o apply the resident’s
paddad hael protectors. After that, the CNA
washed his hands,

of the observalion, The CNA nodded yes in
acknowledgment and slated, "Oh okay, Fil watch
that™ : ‘

On 109114 at 6:25 p.m., the Administrator and
DNS were informed of the Infecticn canirol
issues. The faciiity did not provide any other
information regarding the issues,

3. On 10/8/14 between 8:10 AM and 8:15 A,
CNA #3 was observed 1o assist Resident #7 and
#19 with their breakfast. CNA#3 provided fiuids
to Resident #7 by holding the residant's straw
with her hand. When Resident #7 was done
drinking, tha CNA assisted Resident #19 with Jluid
by holding the resident’s straw with the same
hand and provided foad with his spoon. The CNA
want back and forth between the rasident's and
assisted with fluids and food, without washing or
sanilizing her hands,

On 10/9/M14 at 3:55 PM, the SDC/ACN (Staff
Development Coordinator! Infection Controt
Nurse} was asked if she would expect a GNA,
whom assisted two residents at one time with
their meal, o wash or sanitize her hands hetween
the assist with each resident. The SDCAGN
statad, "No,"” because she had been fold by
someone, a surveyor or dietilian, several years
ago that they could not have alcohol sanitizers on

ihe fables. Sha wags asked if they wera not

4, Monitaring

three months.

DNS or designee will audit K-
pads once a week for proper
ptacement. DNS or designee
will audit handwashing and
walkie talkie sanitizing
weekly. DMS or desipnee will
audit assistance with meals
- once a week for proper
infection controf to include
hand sanitizing prn and
lid/straw cup placement.
Findings of audits will be
reparted to the QA
Committee for the next

FORM CMS-25667(02-95) Previous Versians Obsolets
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F 441 | Continued From page 56 F 441

supposed to sanitize their hands, how would they
prevent infections. She stated she would "expect
themn to be careful.”

On 10/9/14 at 6:30 PM, the Administratar and
DON were notilied of the findings. No addifional
Information was provided.
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D
PREFIX
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(x5}
GOMPLETE
DATE

C 000

C 119

C18¢

16.03.02 INITIAL COMMENTS

The Administrative Rules of the Idaho
Department of Health and Welfara,
Skilled Nursing and.Intermediate Care
Facllities zra found in IDAPA 15,

Title 03, Chapter 2.

The surveyors canducling the survey were:
Sherfi Case, BSW, LW, QiPD,Team
Geordinator

Linda Ketly, RN

Susan Gollobit, RN

Kirsti Staphenson, RN

The following deficiencies were citad during the
State licensure and complaint survey of your
facility. ’

02.100,03,c ji Informed of Medical Gondition by -

Physician

iii. |s fully informed, by a

physiclan, of his medical condition
untess medically contraindicated {as
documented, by a physician, in his
medical record), and is afforded the
opporiunity lo participate in the
planning of his medical freatment and
to refuse to parlicipale in
experimental research;

This Rule is not met as evidenced by:
Refer to F154 related to informed consent for the
use of side rails.

02.100,0% RECORD OF PTNT/RGDNT
PERSONAL VALUABLES

09. Record of Patients/Resident's
Personal Valuables. An inventery and
proper accounling shall be kept for

C 000

C119

C 150

€119 02.100,03,c,iH

Refer to POC for F-154

€ 159 02,100,09

Refer to POC for F-204

172112014

112122014
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BUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIEMCY MUST BE FRECEDED BY FULL
REGULATORY OR L3C IDENTIFYING iINFORMATION)

D
PREFIA
TAG

CROS3-REFERENCED TO THE AFPROFPRIATE

PROVIDER'S PLAN QF GORREGTION X3}
{EACH CORRECTIVE AGTION SHOULO BE co;w_gm
AT

DEFICIENCY}

C 159

C 282

€383

Conlinued From pags 1

ali valuables entrusted to the

facility for safekeeping. The stalus

of the inventory shall be available fo

the palientfresident, his conservator,
guardian, or reprasentative for raview

upon request,

This Rule is not met as evidenced by:

Refer to F204 as i related f0 an accounting of
residents’ belangings.

02.107,02,d Required Clean Cioths and Hair
Covering

d. No person who has worked In any

other area of the facllity shali

assist with the preparation or serving

of fond Inside of the kitchen withaut

first putting on a clean uniform or

gown and a hairmet or cap. Hands must

be thoroughly washed.,

This Rule Is not met as evidenced by:

Please refer to F 371 as it relates to clean clothes
when handling clean dishes.

02,120,04,b Staif Calling System at Each
Bed/Room

b, Astaff calling system shali be
installed at each patienbresident bed
and in each patientfresident tollet,
bath and shower room. The stalf cail
in the toilet, bath or shower rcom
shall be an emargency call. Alt calls
shall ragister at the staff staiion

and shall acluate a visibie signal in
the corridor at the
patient'sfrasident's door, The .
aclivaling mechanism within the
palient's/resident's sieeping room

G159

C 282

C 393

C 282 02.107,02,d 1112172014

Refer to POC for F-371

C 393 02.120,04,b . 11/21/2014

Refer to POC for F-246

Bureau of Faciiity Standards
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C 383} Confinued From page 2 C 393
shall be so lacated as to be readlly
accessible fo the patientiresident at
all imes,
This Rule is not met as evidenced by:
Refer to F246 related to the use of call lights.
G644 02,150,01,a,i Handwashing Techniques C 644
- C 644 02,150,01,a,}
a, Melhods of maintaining 142412014
sanitary conditions in the facifity Refer to POC for F441 .
such as: *
i. Handwashing techniques.
This Rute is not met as evidenced by:
Reler ta F441 as it related io hand hygiena
& i G 661 .
C 681 ?Jgr.;lli)ggé,d,vit CONTROL TECHNIQUES € 661 02.150,01,d vl
11/21/2014
vii, Conirol techniques utilized. Refer to POC for F441
This Rule Is not met as evidenced by:
Refer to.F441 as it related 1o resident equipment
on the flocr. C 664 02.150,02,2
C 864 02.150,02,a Required Members of Committee C 654 L Jdentifled Residents
director, administrator, pharmacist, attend via telephone system
dletary services supervisor, director the QA meeting scheduted an | 1 1/21/2014
of nursing services, hausekeaping 11-13-14
sarvicss representative, and 1-13-14.
maintonance sarvices representative. il. Other Residents
This Rule is not met as evidenced by:
Based on staff interview and review of infection . . ey
Control Committee (ICC) meeting attendance Res“de"ts with active infections
records, it was determined ths facliity did not reviewed to determine need for
ensure the Pharmacist attended/parlicipaled in a Pharmacist consuit.
guarterly ICC meetings. This failure created the
Bureau of Faclity Standards
STATE FORM essy If confinualion shest 3of6
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. G664 Continued From page 3 ces4 | SystemChanges
potential for a negativa affect for all residenls, A sign-in sheet wn!’l be‘ ke!:t r?r
stalf and visitors in the facility when the monthiy QA meeting indicating
Pharmacist was not involved in the ICC meetings. wha attends in person and/or via
Findings included: telephone systern. Monthiy QA
. nd
On 10/3/14 at 2:45 PM, the ICN (infection control meeting is to be held on the 2
Nurss) was asked who the members of the 1ICC Thursday of each month,
wara. The 1CN did not 1nclude the Phafma(:ist and Pharmacist shalt attend in_person
was asked if lhe Pharmacist atiended and she on an every other month basis
stated "No, he use to befors we were (Facliity Yo
name}, but not anymore* . and ty telephone systam on the
opposite months,
On 10/914 at 4:10 PM, the Adminisirator Iv. Monitoring
provided the sign in sheets for the ICC mestings . . .
dated 2011, 2012 and untif 4/25/13, No ofher sign Administrator wilt review QA
in sheels were provided to varify who had committee meeting sign-in
allended the meetings sinca 47/25/13. sheel s gn a monthly basis to
On 10/17/14 at 2:25 PM, the administrator was ensure Pharmacist
contacted by phone and asked to fax the last 6 attends/participates in the
months of sign in sheets for the |CC meetings. quarterly QA committee
¢ 782 02.200.03.aiv Reviewed and Revised o 782 meeting. Results will be
-<00,U5,a)lv Reviewed and hevise reported to QA committee for i
iv. Reviewed and ravised as neaded twe quarters. 014
to reflect the currant needs of
patients/residents and current goals
o be accomplished; s
This Rule Is not met as evidenced by; €762 02.200,03a,v
Please refer to F-280 as it relates to care plans.
Refer to POC for F-280
C 784, 02.200,03,b Resident Needs identified C 784
\ b. Palientresident needs shall be
recognized by nursing staff and
nursing services shall be provided to €784 02.20003,b 1172412014
assure that sach patient/resident
recefves care necessary to meet his
total needs. Care shail in¢luds, but Refer to FOC for F-322
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C 764

C 785

788

C 780

Confinued From page 4

Is not limited to:

This Rule s not met as evidencead by;

Please see F 309 as it pertains to dementia care,
and providing care for a wound. .

Refer to F322 as It related o head of hed
positioning during tube feedings and water flush
prior to medication administration via feeding
tube.

02.200,03,b,i Grooming Naads

i. Good groaming and cleanliness of
body, skin, nails, hair, eyes, ears,

and face, including the removat or
shaving of hair in accordance with
patlent/resident wishes or as
necessitated to prevent infection;

This Rule is not met as evidenced by:
Referto F312 as it related to nail care.

02.200,03,b,iv Medications, Diet, Treaimenis as
Ordered

iv. Delivery of medications, diet

and {reatments as ordered by the

attending physician, denfist or nurse
praciitionar;

This-Rule is not met as evidenced by:

Refer to F328 related to treatmant with CPAP at
night,

(12.200,03,b,vi Protection from Injury/Accidents

vl. Proleclion from accident or

injury;

This Rule is not met as evidenced by:

Refer to F323 as it ralated to safety assessments
for bed sideralls, a wheelchair seat belt, a iap
tray, and blocked handrails and a fire

c 784

C 785

C 760

c788

€788 02.200,03,b,iv

€790 02.200,03,b,vi

€785 02,200,03,b.i
“ i 1172172014

Refer to POC for F-312

11/21/2014

Refer to POC for F-328

1172172014
Refer to POC for F-323
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February 23, 2015

Mark Barglof, Administrator

Avamere Transitional Care & Rehabilitation - Boise
1001 South Hilton Sireet

Boise, ID 83705-1925

Provider #:- 135077

Dear Mr. Barglof:

On October 10, 2014, an unannounced on-site complaint survey was conducted at Avamere
Transitional Care & Rehabilitation - Boise. This complaint was investigated in conjunction with
the facility's anmal Recertification and State Licensure survey, which was conducted from
October 6 - 10, 2014. -

The following information was reviewed:

»  Staffing records for November 2013 and the three-weeks prior to the Recertification and
State Licensure survey;

» Medication Administration Records and Nur smg Care Notes (N CN) for nine residents, which
included those of the identified resident;

e FPacility’s incident/aceident rcports {I/As); and

¢ Resident Council Minutes and grievances from Novembcl 2013 through October 5, 2014.

Interviews were conducied with the residents attending a group meeting, individual residents,
family members and nursing staff. Observations were conducted throughout the survey.

The complaint allegations, findings and conclusions are as follows:

Complaint #6274
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ALLEGATION:

The complainant stated that an identified resident, who was terminally ill and given ordered
Ativan for agitation, fell twice while trying to get out of bed. Facility staff stated that they did
not have enough staff to meet his needs,

FINDINGS:

The Licensed Nurses (I.Ns) identified by the comnplainant were not on the list of the facility's
current staff; however, three LNs and four Certified Nurse Aides (CNAs) interviewed stated
there was enough staff to ineet the needs of the residents. The CNAs stated the facility would
find other staff to work if someone called in sick. A

Staffing records documented that the facility exceeded the State's ininimum staffing requirement
at the time of the resident's falls.

Observations throughout the survey revealed that residents' call lights were answered timely.
The resident's record included NCNs that described the following:

On November 12, 2013, at 7:50 p.in. the identified resident began yelling out and attempting to
get out of bed. Staff was unable to redirect the resident with a 1:1 staff and the resident was
checked every ten minutes. On November 13,2013, at 12:30 a.m. a "Late Entry" documented
the resident was eating a sandwich. On November 13, 2013, at 2:30 a.m. the NCN documented
the resident was found on the floor beside the bed. According to the note, the res1dent fell at
10:35 p.an. on November 12, 2013.

Nurses’ notes documented the resident fell on November 13, 2013, at 6:45 a.m. The /A
documented that at 4:30 a.in. the nurse administered an anti-anxiety medication to the resident
due to "restlessness." The anti-anxiety inedication was on the resident's hospice admission
orders but was changed after tatking with the family to a medication the resident "was used to
taking” at home. The investigation docuinented an alarm was used to alert staff if the resident
attempted to get out of bed. The nurse was outside the room when the alarm went off, and the
resident was already on the floor when the nurse went into the room.

The facility's mvestigations into the falls, as documented on I/A's, did not address how the
identified need for the 1:1 staffing pattern and the need for the resident to be checked every ten
minutes prior to the first fall on November 12, 2013, was taken into consideration i determining
the root cause of the falls or plans to prevent recurrence.
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This allegation was substantiated.

CONCLUSIONS: _
Substantiated. Federal and State deficiencies related to the allegation are cited.

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

If you have questions, comments or concerns regarding our investigation, please contact Lorene
Kayser, L.S.W., Q.1.D.P,, David Scott, R.N. or Nina Sanderson, I..S.W., Supervisors, Long Term
Care at (208) 334-6626, Option #2. Thank you for the courtesy and cooperation you and your
staff extended to us in the course of our investigation.

Sincerely,

- Leaefayser

LORENE KAYSER, I..S.W., Q.ILD.P., Supervisor
Long Term Care

LKK/dmj
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February 23, 2015

Mark Barglof, Administrator

Avamere Transitional Care & Rehabilitation - Boise
1001 South Hilton Street '
Boise, ID 83705-1925

Provider #: 135077

Dear Mr. Barglof:

On October 10, 2014, an unannounced on-site complaint survey was conducted at Avamere
Transitional Care & Rehabilitation - Boise. The complaint allegations, findings and conclusions
are as follows:

Complaint #6721

ALLEGATION:

Residents are not provided with appropriate hathing services or oral, catheter and feeding tube
care. '

FINDINGS:

During the survey, observations and residents and staff interviews were conducted. Records,
including resident clinical records, abuse reports, incident and accident reports, grievances and
Resident Council meeting minutes were reviewed with the following results:

The facility's abuse reports for July 2014 through October 7, 2014, Incident and Accident reports
for April 2014 through October 12, 2014 and Resident Council meeting minutes and grievances
for November 2(13 through October 5, 2014, were reviewed. None of the records included
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concerns regarding bathing or oral, catheter and feeding tube care.

Observations of 13 residents were conducted throughout the survey. No concerns with the
residents’ oral or body hygiene were noted during the observations. Four residents, two resident
advocates, seven Certified Nurse Aides, eight Iicensed Nurses and the Director of Nursing
Services were interviewed. No concerns regarding hygiene issues or oral, catheter and feeding
tube care were expressed during the interviews.

The records of the 13 observed residents were reviewed. Concerns regarding bathing and oral
care were not identified for any of the residents. Ofthe 13 records reviewed, three documented
residents had an indwelling urinary catheter and one had a feeding tube. Concerns regarding the
residernits' catheter and feeding tube care were not identified for any of the residents. All of the
records documented appropriate care and treatment. Additionally, October 6, 2014 through
October 20, 2014, records of one resident who used both a catheter and a feeding tube were
reviewed again on November 7, 2014, after the survey exit conference.

Tt could not be established that residents were not being provided with appropriate personal
hygiene or oral, catheter and feeding tube care. Therefore, the allegation was unsubstantiated and
no deficient practice was identified.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence,

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

Sincerely,
iﬂfﬁ-f\&ééu!sw
LORENE KAYSER, L.S.W., Q.ID.P., Supervisor

Long Term Care

LKK/dmj
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