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Dear Mr. Smith:

On November 7, 2013, a Recertification and State Licensure survey was conducted at
Grangevilie Health & Rehabilitation Center by the Department of Health & Welfare, Bureau of
Facility Standards to determine if vour facility was in compliance with state licensure and federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid
programs. This survey found that your facility was not in substantial compliance with Medicare
and/or Medicaid program participation requirements. This survey found the most serious
deficiency to be a widespread deficiency 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 1s 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. In the spaces provided on the right side of each sheet, answer each deficiency and
state the date when each will be completed. NOTE: The alieged 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 vou 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 Form CMS-2567 and State Form, Statement of Deficiencies and Plan of Correction in
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the spaces provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be sebmitied by December 4, 2013.
Faiture to submit an acceptable PoC by December 4, 2013, may result in the imposition of civil
monetary penalties by December 24, 2013. '

The components of a2 Plan of Correction, as required by CMS include:

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

¢ How vou will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s) will be taken,

e What measures will be put in place or what systemic change you will make to ensure that the
deficient practice does not recur; '

¢ How the comrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place. This monitoring will be reviewed
at the follow-up survey, as part of the process to verify that the facility has corrected the
deficient practice. Monitoring must be documented and retained for the follow-up survey. In
your Plan of Correction, please be sure to include:

a. Specify by job title who will do the monitoring. It is important that the individual doing
the monitoring has the appropriate experience and qualifications for the task. The
monitoring cannot be completed by the individual(s) whose work 1s under review.

b. Freguency of the monitoring; i.e., weekly x 4, then q 2 weeks x 4, then monthly x 3. A
plan for ‘random’ audits will not be accepted. Injtial audits must be more frequent than
monthly to meet the requirement for the follow-up.

c. Start date of the andits;

e Include dates when corrective action will be completed in column 5.

. 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, congider the
effective date of the remedy when determining your target date for achieving compliance.

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

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

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS}, if vour faciiity has failed to achieve substantial compliance by December 12,
2013 (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
December 12, 2013. A change in the seniousness of the deficiencies on December 12, 2013,
may result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
December 12, 2013 includes the following:

Denial of payment for new admissions effective February 7, 2014. [42 CFR §488.417(a)]

If you do not achieve substantial compliance 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 May 7, 2014, if substantial compliance is not achieved by
that time.

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

If you believe these deficiencies have been corrected, vou may contact Loretta Todd, R.N. or
Lorene Kayser, L.5.W., Q.M.R.P., Supervisors, Long Term Care, Bureau of Facility Standards,
3232 Elder Street, Post Office Box 83720, Boise, Idaho, 83720-0036; phone number: (208)
334-6626; fax number: (208) 364-1888, with your written credible allegation of compliance, If
vou 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 appropmiate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recormmend that the remedies previously mentioned in this letter be imposed by the CMS
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Regional Office or the State Medicaid Agency beginning on November 7, 2813 and continue
until substantial compliance 1s 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 tine of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an mformal 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 alsc be found on the Internet at:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StaieFederal Programs/Nursing Fa
cilities/tabid/434/Default.aspx

g0 to the middle of the page to Information Letters section and click on State and select the
following:

o BFS Letters (06/30/11)

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

This request must be received by December 4, 2013. If your request for informal dispute
resolution is received after December 4, 2013, 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, please -

contact us at (208) 334-6626.

Singerely,

LORENE KAYSER, L.S.W., QM.R.P., Supervisor
* Long Term Care

LKK/dmj
Enclosures
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F 000 | INITIAL COMMENTS F 00D
The following deficiencies were ciied during the t this plan of correction as
annual faderal recertificaion survey of your Please. excep P
facilty. Our written credible allegation of
The surveyors conducting the survey were: _
Brad Perry, BSW, LSW, Team Coordinator Compliance,
Armold Rosling, RN, BSN, QMRP
Becky Thomas, RN
The survey team enterad the facility on Monday,
11/4/13 and exited on Thursday, 11/7/13.
This plan of correction is submitted as
Survey Definitiona:
o - required under Federal and State
ADL = Acfivities of Daily Living a . )
AIT = Administraior in Training Regulations and statutes applicable to
BIMS = Brief Interview for Mental Status L.ong Term Care Facllities, This plan of
tm = Cenlimaters i i
nstitut
CAA= Care Atea Assessment correction do\?s not, constitute an ~
CNA = Certified Nurse Aide admission of liability, and such llability
DON = Director of Nursing to hereby specifically denled. The
GDR = Gradual Dose Reduction P i
L d
IDT = Interdisciplinary Team submission of this plan does notl |
LN = Licensed Nurse constitute agreement by the facility
MAR = Medication Administration Record that surveyors conclusions are accurate
MD3 = Minimum Data Sel assessment ‘ , . -
NA =~ Nurse Aide lthat the findings constitute a deficiency,
NOGC = Night shift or that the severity of the deficiencies
POA = Power of Attorney cited Is correctly applied.
FRN = As Needed )
ROM = Range of Motion
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241
s5=F | INDVIDUALITY
f
The facility must promote care for residents in a DEC § 20
manner and in an environment that maintains or
enhances each resident's dignity and respact in
full recognition of his or her individality. - FAC&EW g?ﬁﬁﬁg&% oS
LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TINLE (X6) DATE,

Any deficlency statement ending wilh an asterizk (%) denoles a deficlonsy which (he instilution may be excused frormn corscting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instrustions.) Except for nursing homes, the findings stated above are dizclosabls B0 days
following the date of survey whethar or not a plan of corection Is provided, For nursing homes, the sbove findings and plans of carrection are dlsclosable {4
ays fallowing the dale these docurmnants are made avaliable to ihe fecility. If deficiencles are ciled, an approved plan of correction is requisiie to continued

program parlicipation,

FORM GhB-2567(R7-09) Piavious Versions Obsolete - Eyent 1D:2ZZTP{{

Fadility 1D, MDE001230 If continuation sheal Page 10f35
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T ew o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (E)
PREFEX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULG BE COMPLETION
TAG REGULATQRY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 241 | Continued From page 1 F 241
FZ41
This REQUIREMENT is nof met a5 evidenced
by: Resident Specific:
Based on staff interview and observaiion, it was
determined the facility failed to #nsure residents Residents number 13 through 19 will
were freated with dignity and respect during their . .
diring experience when staff ignored residents } have appropriate conversations at the
white talking amongst themselves, staff failed to meal table.
notice 2 resident with a large nasal discharge,
clothing protectors were given fo residents Resident number 12 will have
without their permission and were not offered 2 . .
cloth napkin, and napkins were not readily appropriate personal cares at all times.
accessible for staff to offer them as an altemate Will be assisted appropriately by CNA's
fo clothing protectors. This was true for 1 of 10 as needed.
sarmpled residents (# 3), 8 random residents (#s
12-18), and all other residents observed during Other Resi .
meals, This pratiice created the potential o her Residents:
negalively affect the residents’ self-worth and ol .
self-esteem. Findings included: . Please see systemic changes. All
residents will have appropriate
1. On 11/5/13 from 7:52-7:54 AM during the conversations during me
hreakfast phservation, N.A's #1-3 and C.N.A's . . g meals: Al
#4 & 5 were observed sitting at a tabla in the residents will be assisted with personal
main dining room with Resident's #13-19. The cares by nursing staff as needed, All
five staff members were heard discussing an residents wil .
upcoming meeting they were fo attend. During n be offered cloth napkins
the conversation, the staff did not engage any of at each meal, and may use clothing
the residents and ignored the residents who protectors as resident chooses
needed assistance with their meals,
On 11/7/13 at 9:10 AM N A, #1 was inferviewed
regarding the observation. She said the five siaff
were talking about an upcoming staff meeting.
\When asked if the C.N.A. clase she attendsd had
covered the diting experience chapters, she said
it iad and it included to talk about topics the
residents were interested in. When asked if the
fopic of the uptoming meseting was brought up by

FORK: CMS-2567(02-88) Previcus Versions Qbsclele

Event ID:227TPH

Fadlity 1D: MDS0071230

IF continuatlon sheet Page 2 of 35
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(X4) 1D SUMMARY STATEMENT DF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

JLE]

FROVIDER'S PLAN OF CORRECTION (M%)

FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG

CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY) .

F 241 Continued From page 2
a resident she stated, "No."

On 11/7/13 at 2:33 AM N.A. #2 was interviewad
regarding the observation. She confirmed the five
staff were talking about an uptoming staff
rmeeting.

On 11/7/13 at :37 AM RN #6, who conducied the
C.N.A, churse, was interviewed regarding the
observation. She said the dining experience
chapter of the course had been taught. When
asked about the sbsarvation regarding the staff
discussing the upcoming meeting, she stated,
“They shouldn't be doing that at all._ they knew
better.” She also stated sha would review this
issue in the clags, "they will be told again.”

2.0n 11/45M3 at 7:45-7,50 AM during the
breakfast observaiion, C.N.A, #7 assisted
Resident #12 with his meal sef up. The resident
had a large amount of discharge coming from his
nose at the time, however the C_N.A_ did not pay
attention to the resident's condition and walked

away,

At 7:50 AM, C.N.A, #7 was stopped by the
surveyor to notice the resident's nose, where
upon the C.NLA. refrieved a fissue and wiped the
resident's nose.

On 11/8/13 at 5:50 PM, the Administrator and the
DON were informed of the observation.

3. 0n 11/5/13 at &:10 PM, during the dinner
observation, the Aclivity Director was in the main
dining room and asked rasidents if they wanted &
clothing protector or a napkin. Four of the
residenis declined the clothing protectors.

F 241

Systemic Changes:

Staff have been verbally in serviced on
Maintaining residents dining experience
with dignity and respect, cloth napkins

. will be offered at each meal, residents

" may use clothing protectors as resident
chooses. Appropriate resident friendly
conversation during meals, Wil assist
fesidents with personal caves as
needed.

Monitors:

DON or designee will observe to meals
weekly times six months to ensure
residents are being treated with dignity
and respect that cloth napkin are being
offered at each meal and residents may
use clothing protectors as they choose.
To ensure resident appropriate

conversations during meal. That all
residents will have appropriate personal
cares by staff.

DON or Designee will report findings at
the QLA meetings and will make
changes to the above pian of correction
as needed.

FORM CWMS-2567(02-09) Previous Versiong Obeolata Event ID:22TP11

Faciiy [D: MDS0D 230 [ continuatien sheet Papge 3 of 35
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P4 1D SUMMARY STATEMENT QF DEFIGIENCIES I PROVIDER'S FLAN QOF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
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F 241 Continued From page 3 F 241
At 5:20 PM, four aideg came info the main dining Date of comphance:
room and bagan passing out clathing proteciors
to the residents withaut asking ¥ they preferred 12/06/2013

them or nct, inciuding e four regidents wha
declined them earer.

On 177113 at 11:05 AM RN #8, who conductad
the C_N.A. course, was interviswed regarding the
obsarvation. She stated of her N.A.g, "They've all
be insfructed ta what they [residents} prefer.”

4, On 11/5M13 at 7:30 AM and 5:20 PM, during the
breakfast and dinner observations, staff were
observed with clothing proteciors in thelr arms
and asked residents if (hey wanted ciothing
proteciors or a napkin.

On 11/6/13 at 11:50 AM, during the lunch
obrservation, staff were observed with clothing
proteciors in their arms and asked residents i
they wanted clothing prolectors or a napkin.

Note: Duning each observation, the staff did not
carry cloth napking with them and had fo refrieve
them from a cabinet drawer in the dining room
when residents requesied them. The laundry cart
whare staff retrieved the clotting protectors alzo
did hot contain napkins,

On 11/7#13 at 12:55 PM the Administrator, DON,
and AIT were informed of the dignily Issues. No
further information was provided by the facility.
F 248 | 483 15(f)(1) ACTIVITIES MEET F 248
55=E | INTERESTS/NEEDS QF EACH RES

The facility must provide for an ongning pragram
of activifies designed to meet, in accordance with
ihe comprehensive assessment, the interests and

FORM CMS-2567(D2-29) Previous Varsions Dbsolele Event [D: 2ZTP11 Facifity I0: MDS001230 If continuatlon shest Page 4 of 35
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F 248 | Continued From page 4 F 248! Resident Specific:

the physical, mental, and psychosotial well-being

of each resident.

This REQUIREMENT is not met as evidenced
by:

Based an observation, record review, and staff
interview, the facility failed fo provide an ongoing
program of activitiss to include:

- Adfivities based oh assessments for 3 residents
who tnigoered for aclivities,

- A calendar of activities with variety built into the
daily programs, and
~ Pre-meal activity to entertain/angage residents
which would prevent boredam,

This was true for 4 of 10 (#s 2, 3, 8 & 8) samplad
residents and 8 { #s 12, 14, 18, 20, 21, 22, 23
and 24 ) random residents. This crealed a
potential for psychological harm when residents
were provided minimal activities which potenBially
could craate an afmosphere of boredom and
foster an increase in negative behaviors. Findings
include:

1. Three residents (#s 3, 8, & 8) were sampled
that had triggered aclivities on the MDS
assessments. The facility failed to develop and
implement an activity program for these
residents. The findings were:

a. Resident #3 was admitied to the facility, on
5f28/13, with diagnoses of dementia with lewy
bodies, depressive disordger and glaucotna.

The admission MDS assessment, dated 6/4/13,
documented the resident was severely cognitively
impaired, required limited assistance with ADLs

and the CAA tiggered for activities due o lithhe

Residents number 2,3,8,9 have been
assessed for their activity needs and
care plans have been developed
accordingly to meet their individual
needs both physically and cognitively.

Activities director or designee will
ensure an activity occurs prior to all
meals including breakfast lunch and
dinner that meets all resident's needs,
both physically and cognitively,

Other Residents;

See systemic Changes: All ather
resldents will have their care plans
developed to meet their specific needs
bath physically and cognitively.

Activities will work and colizborate with
occupational therapist in the
development of ongoing activities
designed to match residents interests
according to residents ability both
physically and cognitively,

FORM GMS-2507(02-08) Pravinus Versiong Obsolsla

Evanl I0:22TF11

Eaclily I0y; MDS001 230

If continuation sheet Page & of 35
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intarest or pleasure in doing things. The CAA,
dated 6/713, documented the resident,
"Triggered due to mood inferview indicaling liffie
interest or pleasure in doing things. She does not
present to be In any distress. She reporis that she
has struggled some with lifle inferest in doing
things and depression related 1o har current
health. She is unable fo tell this Swer [social
worker] the frequency of these.."

The Initial Activily Assessment, dated 6/7/13,
documented the resident’s aclivily interests of:
games, exercise, walking/wheeling outside,
music, reading, writing, spirftualreligious, rips,
talking/conversing, social events and radio.

The resident's care plan for Activities, with a start
date of 5/29/13, documented approaches, dated
&/7113, of:

"~ Allow resident to follow the news through
newspapers, TV, or staff repart.

- Aliow resident to verbalize feelings.

- Assist to go ouiside when weather is permitting.
- Encourage individuat and small group aclivities,
- FY1: Due to the resident’s tremors she ¢an be
very hard fo understant [sic] what she says, have
patience and listen ¢losely.

- Introduce to other residents with simiiar inferests
io promote socialization and new friendships.

- Offer and invite to religious/spiritual events but
respect resident’s right to decline.

- Provide self motivating material at resident’s
request,

- Remind resident of upcoming activities and
evenls.

- Regident will have a calendar of scheduled
monthly adtivities Tn room.”

Review of the resident's Program Participation

Health and Rehabilitation Center have
subscribed to web page
(notjustbingo.com) to assist with
activity ideas to meet residents needs,
Will Involve residents, and resident
responsible party when developing care
plan.

Three new activitias will be added to
the activities calendar each month, Will
discuss at resident council each month
to gather information on likes and

dislikes of each new activitles, and to
gather ideas from residents.

Activities director or designee will
ensure an activity occurs prior to ali
tneals including breakfast lunch and
dinner that meets all resident’s needs,
bath physically and cognitively.

Systemic Changes:

Activities Director has been verbally in
serviced to review all residents care
plans to ensure activities meet resident
heeds both physically and cognitively.
And 10 make changes accordingly.
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F 248 inued Fro Wit es D
Canfinued From page 5 F 248 Activities Directar and Grangevlile
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Record for October 2013 documented the Monitors:
resident parficipated in the following activiiies on
the date listad: Administrator will review monthly
Music = 10/16, calendars t h .
Reading/writing = 10/4, 10718, and 10/25, encars 1o ensure three new activitles
Movies = 10/10, 10/15, 10M7, 1029, and 10/31, are added each month times six
iniergenerational = 10/30, months.
Resident Soctalizing = 10/30 and 10/31,
Party = 10/31, .
Special event = 10/30 and 10/31, Administrator will observe at least
Visits 1 - 1 = 10/7 and 10/28, three resident’s weekly times six
Sports = 10/25, months to monitor their involvement in
Arts/crafts = 10/18, rivitl di .
Auditory Stimulation = 10716, activitles and to ehsure the activity
Cooking = 10/4, meets resident needs both physically
Religious Aclivity = 10/24 and 10/31,
Revisw of the resident's Program Participation AdmlnisFrator will meet with residents
Record for September 2013 documented the and families at care plan conference to
resident parﬁcipaied in the fO“OWing actvities: d!scuss activities and ]fthey meet
Music = 8/24 and 9/26, ident d
Readingiwriting = 9/3, 9/4, 9/6, 9/11, 9/12, 9/17, resident's needs.
9/19, and 5/20, . ,
Movies = 9/5, 9/10 {declined), 9/19, Actlvities consultant to review activities
Eesi;:llent soc:iagzing = 0/26, plan/calendar g 2 months times four
amily visits = 9/12, : . o
Special Event = 9126, .Vlslts to ensure a variety of activities are
Sports = 96 and 9/20, implermented and that activities meet
Auditory stimulation = 9/24, resident specific needs.
Mulfi-sensory stimulakion = 8/26,
Pet visits = 9724, and . . .
Religious Activity = 9/5, 9/12 and 9726 (declined). Administrator will report findings at the
Q.A meeting and will make change to
The resident's Program Participation Record for the above plan of correction as neaded.
August 2013 was reviewed. In summary the ‘
resident only atiended 20 activilies for the month.
The resident was observed during the survey to
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not participate in activitiss. The resident went to Ivities director or desighee will
her room and laid down after meals. The ensure an activity occurs prior to all
observations were almost the same each meals including brezkfast lunch and
obseryalion: the privacy curtair: was pulied

around fhe resident's bed, no music was playing, diriner three times weekly for six

the resident's roomimate had the TV on when she months.
was in the room, but the curfain was pulled so the
resident, if she was awake, could not see it. IDate OF Compiiance:
Some ¢f the observation dates and fimes were as
follows:

11/6/13 from &:55 2.m. to 1125 a.m. in bed 12/06/2013
resiing.

114813 from 1:00 p.m. being transferred o bed,
at 1:10 p.m. resting until afier 4:30 p.m,

1146413 from 9:00 a.m. to ajter 11:00 a.m. in bed
resting.

1178/ 3 from 1:30 p.m. to after 3:35 p.m. iri bed
resting.

The resident's activities ware not based on her
assessed interests, and the resident was putto
bed after meals.

The Activities Director (AD) was interviewed on
11/7/13 at 8:30 a.m. She said the resident does
attend some activities. She indicated the staff put
all the residents to bed affar meals and trying to
get the residents to activities had been a
challenge. She indicated the resident did attend
Bible study but, review of the three participation
records, reveaied participation was declining with
the activity.

b. Resident #8 was admitted to the facility on
4/6M12 with diagnoses of diabetes mellitus typs Ii,
Dementia unspecified without behavior
disturbance and senility without psychosis.

The annual MDS assessment, dated 4/4/13, J
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documentad the resident had short and long
term memory problems, required extensive
agsistance with ADLs, and triggered for activifies.

The Initial Activity Assessment, dafed 4/9/42,
documented the residenf's activity inferests of:
walkingfwheeling outside, music,
talking/conversing and social events. The
assessmeant was completed with e assistance
of the resident's family member,

The resident's care plan for Aclivities, with an
inifial start dote of 4/6/12 documented
approaches, dated 6/14/13, of

"~ Invite and encourage to attend activities of
inferest {.e.; music, cutdoors, social evenis, eic,
- Invite and encourage to attand ali Catholic
functions within the facility, but respect right to
decline.

- Provide with calendar of scheduled manthly
activities. .

- Resident may have a diet holiday, but watch
sweets it [retated to] being Diabelic,

- Resident is of Gatholic Faith, it is important fo
her 1o receive communioh each Sunday.

- Seat close {o activity staff to help promote -
maximum parficipation.

The resident's Program Participation Records for
August 2013, Seplember 2013, and October
2013 documentsd "family visits” and "moverment”
almost daily. The resident's daughter visits daily,
takes her for walks and feeds her Wunch. The
resident's activity participation for the other
activities showed three month totals of:

Movies =4,

Music = 2,
Reading/writing = 4,
Visits 1-1=2,
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Sociat events = 2

Walks = 3,

Auditory Stimulation = 1
Mulli-sansory stimulafion = 1
Pele=1, and

Religious Activity = 13.

The resident was observed during phase two of
the survay. The resident on 11/6/13 was observed
from 1,30 p.m. o after 3:35 p.m. in bed resting.
The resident's privacy curtain was pulled around
her bad. There was no radic or TV on. The
resident appeared ip be sleeping.

The resident did not get activities based on her
assessed interests, the resident was put to bed
after meais. The AD was interviewed on 11/7/13
at 8:30 a.m. She Indicated the resident does
attend some activities and the resident's daughter
vigits almost daily around lunch time. The Activity
director further said that she assisls restoralive by
doing ROM. She said that the resident fikes {o sit
out front and lock out the window, She has been
daing more visiting since her teeth have been
fixed, When asked about her being in bed asleep
the activity director said, "That's where shae gets

but she [AD] said she "turns around and then
she's laid down." "I'm told often they [residents]
need io be laid down" by aides.

¢. Resident #9 was admitted to the facifity on
9/19/13 with diagnosas of renal failure, diabetes
mellifus uncomplicated and senile dementia.

The admission MDS assessment, dated 825/13,
documented the resident was severely cognitively
impaired, required extensive assistance with

ADLs and friggersd for acfivities due fo litte

nut.” *'ve asked them [aides] o not tay her down” |

F 248
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interest or pleasure in doing things. The activity
CAA, dated 9/26M13, documented the resident,
*reports that he has been struggling with litie
interest or pleasure in doing things, feeling down,
feeling fired, sleeping ete... however s unable o
report to this Swer the arigin of these copcams,
When asked, ‘Can you tell me maore ahout that,
he reports, 'No, | can't, really.’ He does report that
his pain is limiting some of his activities....”

The Initial Acfivity Assessment, dated 9/27/13,
documented the resident's activity imerests of:
exerclse, walking/whoeling outside, music,
reading, spiritual/religious, trips, shopping, sports,
watching TV, gardening/piants, talking
ponversing, social events, radio, hobbies. The
resldent had no interest in movies. [See example
#2 which shows the Aclivity Galendars have
movies scheduled three days a week.]

The resident's care plan for Activities, with a start
date of 8/19/13, documented: "The following
areas are very Important or somewhat importang
in the patiant's daily rouiine: reading, visiting with
pets or other animals, keeping up with the news,
participating with group activities, doing favorite
activities, spending time outdoors, and
participating in refigious activiies, The
approaches, dated 8/2/13, were:

". Encoltrage and assist as needed fo activifies of
choice.

- Provide a schedule of facilily directed acfivities.
- Provide verbal socialization during direct
contact, -

- Resident wants to ba invited t¢ all scheduled
activities, Respect resident's right to decline.”

The resldent’s Program Participation Records
from Seplember 18, 2013 through Oclober 31,
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2013 were reviewed. The number of fimes the
resident participated in the fallowing activities
were:

Music = 3

Reading/writing = 1

Movies =2

Residettt socializing = 3

Family visils = 2

Party =2

Visiis 1-1=2

Aqditory stimulation = 1

MuUIE sensory sfimulation = 2

Pets = 1

Cooking = 1

The resident was observed during phase two of
the survey. The resident on 11/6/13 was obssrved
aft 1,30 p.m. sitting across from the nurses station
with his arms crossed doing nothing. From 2:00
p.m. o 3:35 p.m. the resident was in bed resfing
withaut any music ar TV on In his room.

On 11/713 at 8:30 a.m. the AD was interviewed.
When asked about Resident #2 she stated, "They
have hirn in therapy all day long." "He's currendly
down in the kitchen with therapy cooking.” The
director admitted the care plan did not address
the activity and indicated the care plan needed to
be updated.

2, The Activily Calendars were reviewed for
August 2013, Septembear 2013, October 2013
and November 2013. The calendars lacked
variety, and enough scheduled acfivilies
throughout the day to malntain resident interests.
The August 2013 calendar had more things for
the residents to do throughout the day than the
L following three months. The August activities

wereg.,
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Bfble study (every Thursday),

Get Fit (avery Thursday),

Movie and @ snack {avery Tuesday and
Thursday),

Bingo (every Monday, Wednasday(except third
Wednesday) and Friday), ‘

Soft music and TMC Movie (every Saturday),
Gommunion and church Services (every Sunday),
Nall Time { every Monday},

Be Creative (Every Friday), and

Fun with Marilyn {Every Friday).

The September 2013 Calendar for activilies were:
Bible study {avery Thursday),

Mavie and & snack (every Tuesday and
Thuraday), '

Out for walks (every Tuesday)

Reading (every Wednesday)

Lets play a game (every Thursday),

Bingo (avery Monday, Wednesday (except
sercnd Wednesday) and Friday},

Soft music and TMC Movie (every Saturday),
Communion and church Services (every Sunday),
Nail Time ( evary Monday),

Be Creative (Every Friday), and

Fun with Marilyn (Every Friday).

The Gcteber 2013 Calendar for activities were:
Bible study (every Thursday},

Movie and a snack (every Tuesday and
Thursday),

Group Exercise (every Tuesday)

Reading and reading with Theresa {(every
Wednesday) [Note: two reading activities on the
same day]

Bingo (every Monday, Wednesday (except
second Wednesday) and Friday),

Soft rousic and TMC Movie (every Saturday),

Communlon and church Services (every Sunday),

F 248
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Nail Time ( every Monday and Tuesday),
Be Greative (Every Friday), and
Fun with Marilyn (every Friday).

The November 2013 calendar for activities were;
Bible study (every Thursday),

Movie and a shack (every Tuesday and

, Thursday),

Reading {every Wednegday)

Bingo {every Monday, Wednesday (except
secand Monday and Wednesday) and Friday),
Soft music and TMC Movie (every Saturday),
Cormmunion and church Services {every Sunday},
Nail Time { every Monday),

Be Creative (Every Friday), and

Fun with Marifyn (every Friday).

Thea AD was imterviewed o 11/7/13 at 8:30 a.m.
When asked about the Aclivity Calendar's
repefition and the lack of variety she skated, “I'm
not deing encugh for them? Because | have been
in classes for the past two months | have not
been abje [to do more}” She indicated she was
taking CNA classes Monday through Fridays. She
further sald that she had been lold she did not
need any additional training or help. She said she
was new at the AD job. [Note: review of her
credentials revealed she completed the AD
Training Program on October 5, 2012]

3. During the survey the last scheduled activity on
the calendar for 11/5/13 and 11/6/13 were
fiished by 4:00 p.m, For both evening meals at
least 10 residents were seafed in the dining room
wailing at least an hour for dinner io arrive.
Dinner was scheduled for 5:30 p.m. The dining
room observalion revealad the residents did nof

‘ have any type of activity to keep them awaks or

! pravent boredom while waiting for the meal to
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arrive, Some of the pre-meal observalions were:

11/6/128 4:00 - 415 p.m. -AD was reading to
Resident #6 in the cammen area while sitfing on
the couch. No other activity was scheduled and
no other activity was going on In the facility.

11/5/13 4:38 p.m. - 528 p.m. main dining area
observations:
-4:38 p.m. Twelve residents were in the dining
roorn. The AD was passing ouf coffee and cocoa
to the residents that were gitling there, The TV g
was turned on {e 2 cooking program. The valume L
was low enough it could not be heard, None of
the residents appeared o be watching the
program.
- 4:42 p.m. An LN came in and gave a resfdent }
medications. w
- 4:45 p.m. Ten residents (#s 2, 12, 14, 18, 20, |
21, 22,23, 24 and 25} were present in the dining !
room. The ohservations werg: 1 resident reading
a boak, 1 resident reading a newspaper and two
residents soctalizing. The rest of the residents
were in various stages of falling asleep.,
- 4:46 p.m. The AD {ook a resident out of the
room and the CDM (Certified Distary Manager)
replaced her at serving up coffes and cocoa.
- 4:60 p.m. The AD returned io the group with the
resident with whom she had ieft.
- 4:55 p.m. The ADr was seated next fo Resident
#5 and watched her read & book. She did not
interact with any of the other residents in the
raoim,
- 4:58 p.m, A staff member turmed the TV off and
proceeded ko pass fluids to residents coming into
the room. The resldents wers not engaged in any
activity, there was no TV or musie on. Resldent
#5 was taken out of the dining room to be
watched by staff at thie nurse's station.
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» 5:05 p.tn. There were 20 residents in the dining
room and sl nothing goihg on for achvities.

- 5,08 p.m. The AD was back passing fluids fo
residents, She was the only staff person in the

| room. Nb acfivities were going on.

5 - 5:10 p.m. The AD left tha room and brought
back a ¢art with clothing proteciors. She started
going around the roaom delivering them fo
residents who wanted them.

- 820 p.m. Four aides came into the dining room
and started preparing residents for supper.

- 8:28 p.m. The first suppsr tray was served.

11/6/13 11:50 a.m. - 12:00 p.m, Main Dining
Room - 23 residents were sitting at tables waiting
for Junch. No TV, no radic and no aclivity was
going on. Tha AD was in the room but only fo
assist residents with clothing protectors and
napkins, The AD did not pravide any kind of
entertainment or meaningful interaction with
residents during this observation. In the Assisted
Dining Room, the TV was on and staff were
interaching with the residents,

11/6M3 4:10 p.m. - The AD was in the common
area just standing there for a minute, not
interacting with residents, then walked away.
There were 3 residents in the area; one of those
residents was sleeping in a chair.

11/5A3 from 4:30 p.m. fo 5:14 p.m. The main
dining room observalions were:

- 4:30 p.m. There were eighl residents in the
dining room. One Aide was passing out coffea
and cocoa. The TV was on the Halimark channel
and the volume was down and barely audible,
None of the residents appearad v be watching
TV. Two residents were socializing, fwo residents
weje reading, and wo residenis were sleeping.
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The AD was out by the nurse's stafion with
Resident #5.

- 4:30 - £:37 p.m. Tha AD was sitting on the
cauch'in the common area next 1o Resident #5
who was reading while sitling in her wheelchair.
Another resident was sleeping on the couch and
ancther one was looking around. No activity was
going on. The AD then talked with a Family
member about a personal hobby of quilling, this
lasted for a few minutes. After the conversation
the AD was siill sitiing there, then got up and left
the area.

- 4:35 . 4;55 p.m. In the main dining room the TV
was observed fo be on the Halimark channel with
a movie playing; the volume was furned way
down and hard to hear, At 4:55 p.m. thers were
16 residents in the dining room. Two may have
been watching the TV, two were reading, four
residents wera socializing, Resident #5 had an
RN with her. The rest of the residents were not
engaged in any activity,

- 5:05 pun. Seventeen residents were in the
dining area, the TV was still on with the movie
playing, the volume Tow and hard to hear. Four
residents were sogializing, two residents were
sieeping, 2 residents were looking out into space,
none of the residents appeared interested in the
TV. An LN was passing water and fiuids to the
resigents.

- 5:10 p.m. Nineteen residents in the dining room.
Two residents left to go to the bathroom. The TV
had the same movie on; anly one rasident
appeared to be Jooking at it. Several residents
appeared to be sleeping, two were talking,
several were waltching a nurse pass medications
o Resident #8 and several residents were
watching the surveyor take notes.

- 512 - 514 p.m. No change in what the
residents were doing. At 5:14 p.m. the AD
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The resident has the right, unless adjudged
incompetent or otherwise found fo be
incapacitated under the laws of tha 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, o the exient practicable, the participation of
the resident, the residents family or the resident's
legal representative; and pericdically reviewed
and revised by a team of qualified persons after
each assessment,

STATEMENT OF DEFICIENCIES X1} PROVIDERISURPLIERICLIA {2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ARD PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
135080 E. WING 1110712093
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF QQDE
\ 210 EAST NDRTA 2ND STREET
GRANGEWILLFE HEALTH & REHABILITATION GENTER GRANGEVILLE, ID B3530
o%d) 10 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION {x5)
BREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIORN) TAG CROSS-REFERENCED T THE APPROFRIATE PATE
DEFICIENCY)
F 248 Confinuad From page 17 F 248
braught in the cari with the clothing protectors
and started to distribuie them {o residents.
On 11/7M13 at 8:30 a.m. the AD was interviewed
about the obsenvations. She said that she was in
CNA classes and was assisfing staff and
residents with cares during (hese observations.
Resident #5 was not on a one {o one but staff
stayed near her because of her history of falls.
The AD felt a responsinility for staying clese to
Resident #5. No other information was provided.
On 11/7A13 at 12:55 p.m, The Administralor and
DON were informed of the activity issues. No
further informabon was provided.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280
g8=p | PARTICIPATE PILANNING CARE-REVISE CP

FORM CMS-2557 (02-28) Previous Verslons QObxoleia

Evenl iD:22TP 11

Facility 1D: MD&001230

i conlinualion sheel Page 18 of 35




Dec. 18, 2013 10:34AM  ADVANCED HEALTHCARE

'DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

No. 2241 P, 20

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA,
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:
135080

PRINTED: 11/20/2012
FORM APPROVED
OME NO, 0938-0391
(*2) MULTIPLE CONSTRUGCTION (¥3) DATE SBURVEY
£ BUILDING COMPLETED
B. WING 1170712013

NAME OF PROVIDER DR SUPFLIER

GRANGEVILLE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
470 EAST NORTH ZNb STREET
GRANGEVILLE, I 83530

1
|
i

(X3 1D SUMMARY STATEMENT OF DEFICIENGIES [4] PROVIDER'S PLAN OF CORRECTION )
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
PEFICIENGT)
F 280 | Continued From page 18 F280| Resident Specific:

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facilily failed 0 ensure Resident #6's care plan
was Updated (0 accurately refiect her status
related to use of a wandergard. This was true for
1 of 10 (# 8) sampled rasidents. This created a
potenkial for psychological hamm if facility staff had
placed a wandergard on her and created
restrictions on her ability to move about freely.
Findings includs:

Resident #6 was admitled to the facility 3/18/13
with diagnoses of chronig obstructive pulimonary
disease (COPD), ischemic heart disease,
depressive disorder and anxiety state.

The quarterly MDS, dated 9/1%/13, documented
the resident was cognitively intact with a BIMS of
14 and was able [o move her wheelchair
independenfly within and outside the unit.

The resident's comprehensive care plan included
a problem, dated 3/18/13 and edited on 10/3A13
which documented, "Category: ADL
FuncfionalfRehabilitation Potential. Self-care
deficit; r/t {refated o} COPD and chronic pain.”
Theproblem listed an intervention, dated
B/1/2013, which documented, "Wandergaurd [sic]
bracelet to leg - check for placement QS {each
shift].”

The MDS coordinator was interviewed on 11/7/13
at 10:00 a.m. She stated the Wanderguard had
been disconfinued on 8/4/13. She provided the
dacumentation to show it had been disconfinued.

Resident number six has had her care

plan updated to reflect deletion of
wonder guard,

Other Residents;

Al other residents care plans have been
audited to ensure proper
documentation of wander guard use.

Systemic Changes:

MD3 Coordinator has been verbally In
serviced on adding or deleting care plan
Interventions. To ensure these
interventions are appropriate 1o meet
resident needs.

Monitors:

DON and MDS coardinator wilf review
three care plans weekly for six months
to ensure all appropriate interventions
have been added or deleted
appropriately te meet resident needs,

DON and MDS coordinator will report
findings at the Q.A meeting and will
miake change to the abave plan of
correction as needed,
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F 280 | Confinued From page 19 F 280 Date of Compliance:
The Administrator and DON were informed on
1Q/7H13 at 12:585 p.m. No further information was 12/06/2013
provided,
F 3231 483.25(h) FREE OF ACCIDENT F 323
$8=D | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident recelves F323
adsguake supervision and assistance devices o
prevent actidents. Resident Specific:

Resident number six was avaluated by
Medical Director on date of incident

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff interview and record
review, the facility failed to supervise residents in
the dining room while they were eating. This was
observed for 1 of 10 sampled ({# 6) residenis. The
facility's failure fo respond immediately when
Resident #5 started choking on her dinner, placed
ihe resident at risk for airway obstruction Findings

include;

Resident #6 was admilted to the. facility on
3/18/13 with diagnoses of chronic obslructive
pulmonary disease, depression and anxiety state,

The 9/18/13 guarterly MDS assessment
documented the resident was coghitively intact
with a BIMS of 14, and required set up assistance
and supetvision of one staff for eating.

Resident #6 was observed, on 11/4/13 at 5:20
p.mi., during the evening meals io be seated at
the end of a table located on the far left hand side

noted by State surveyor and was placed
on alert. Referral has been obtained to
have resident evajuated by speech
therapist. This was done to evaluate
the patient for possible interventions to
decrease the risk of cho king.

Other Residents:

Please see systemic changes. All other
residents will be ohserved by the
charge nutse during meals to monitor
for assistance.
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F 323 | Gontinued From page 20 F s23|{ Licensed nurse will observe and make
of the dining room. The resident was seated in a self-avallable during meals to ensure
way that she could only be seen from the back, resident safety and to meet resident
On 11/6113 at 5:28 p.m. an aide delivered needs. Charge nurse will not pass trays
Resident #6's food fray and asked if she needed during meals and will be constantly
anything else then left. observing dining room for any resident’
At 5:30 p.m. the resident started to choke on her  heed or safety concern,
vegetable soup. The resident was observed o )
become cyanofic and did not have any airway Systemic Changes:
exchange for 30 {o 40 seconds. Resident #6 was
able to partially clear har airway and started fo All Licensed nurses have been verbally
resurte eating. As a resulf she started to choke : X .
again and furned cyanofic. She appeared fo be n s-erw:ed onimportance of being
have trouble clearing her airway so she could eat. available during meals to address any
The resident confinued choking until 5:35 p.m. concerns involving residents and to
when a CNA walked by the resident, observed meet their needs i diatel
her choking, and summoned LN #8, who was c&ds Immeciately.
busy passing trays on the far side of the room. .
The nurse assisted the resitent by aiving her a Monitors:
drink, then removed her from the room into the
hallway so the resident could caich her breath DON or designee will observe two
and clear her airway. meals weekly times six months to
LN #9 was involved passing trays to residents ensure licensed nurse is monitoring
and was not superviging the residents who dining room and meeting all resident
":?gec:hseli‘f?nr; ;slmn and were in the process of needs and to ensure resident safety.
=anng el _ DON or designee will report findings at
The Administrator and DON were informed on the Q.A meeting and will make change
11/6/13 at 6:00 p.m. of the dining room to the above plan of correction as
observations. Tha nursing staff were observed to ded
be watching and helping residents that need needed.
assistance at meal time afier the facility was )
informed of the incident. Date of Compliance:
F 329 | 483.25() DRUG REGIMEN |5 FREE FROM F 329
55=0 | UNNECESSARY DRUGS 12/06/2013
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F 329 | Cantinued From page 21 F 320 Resident Specific; |
Each residant's drug regimen must be free from ' — :
unnecessary drugs. An unnecessary drug is any Resident’s numbers one, five and eight ;
drug when used in excessive dose (including have had indicaticn for medications
duplicate therapy); or for excessive duration; or reviewed: residents and )
without adequate monitaring; or without adequats s residents and or responsible ;'
indications for its use; or in the presence of parties have been informed of Black 3
adverse consequences which indicate the dose Box Warnings in association with
should be reduced or discontinued; or any medicati |
combinations of the réasons above, cations.

Based on a comprehensive assessment of a Resident number elght has been on
resident, the facility must ensure that residents alert charting for two weeks to review
who have not used anlipsychotic drugs are not resident behavi | )
given these drugs unless anfipsychofic drug ' enaviors re ated to dernentia
therapy is necessary o treat a specific condition with delusions. Physician has been
as diagnosed and documented in the clinical Updated regarding behaviors and a
record; and residents who use antipsychotic radual d ducti
drugs receive gradual dose reductions, and gradual dase reduction has been
behavioral interventions, unless clinically requested.
contraindicated, in an effort fo discontinue these
drugs. Other Residents:

See systemic changes. Have reviewed

all residents who receive antipsychotic
This REQUIREMENT e donced medications to ensure residents or

i IREMENT is not met as evidenc .
b;].s responsible party are aware of risk
Based on record review and staff interview, it verses benefits and adverse side effects
was determined the facilily failed to as well as black Box Warnings.
consider the risks identified by the Food and Drug
Administration (FDA) and to ensure residents Al resi .
sident:
were free from unnecessary drugs. This was true A leth current orders for
for 2 of 5 sampled residents (#s 1, 5 and 8}. The antipsychotic medications have heen
irnplernentation of medication drugs without reviewed for indications of ugse,
adequate indication of use ar full consideration of
the serious side effects, placed residents at risk
for adverse reactions and health decline. Findings
included: :
Faciltly 1D: MDS001230 If santinuation sheet Page 22 of 35
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Systemic Changes:
F 329| Confinued From page 22 F 329 B
Pharmacy will review resident’
1. Resident #5 was arginally admitiad o the hvsicl Y esident’s
facility on 10/18/12 and readmitied on 141413 physician orders for unnecessary
1 with mulkiple diagnoses which Included dementia, medications every month.
hypetiension, undiagnosed cardiac murmur and
hypottiyroidism. Al licensed staff have been verbaliy in
The latest Quarierly MDS, dated 10/4/13, SEFVICl:E'd On proper documentation prior
documented in Section E, the resident to initiation of any antipsychotic
experienced delusions 1 to 3 days per week. medication.
The resident's Physician Order Report for the Anti hotl .
month of October 2013 included an order for psychotic medication consents will
Risperdal (antipsychotic), with a start date of st 2l adversa side effects as weil as
.| 742913, to be taken wice per day for the any Biack Box Warni
diagnosis of agitation refated to dementia. o arings.
The resident's record did not include P[:'Dr tD_ administration of Medications,
documentation the resident and/or family was will review with resident or responsible
infarmed of the "black box" warning, which would party all adverse side eff
indicate a need to ciosaly evaluate and monitor Black Box Warni ects as well as
the potential benefits and risks associated with ox Warnings.
Risperdal.
Will ensure ali appropriate Side Effects
According to Waolters KluwerfLippincott Willlams and Behavior Monitors are |
& Wilkins Nursing 2013 Drug Handbook, 33rd spbronriat in piace and
Edition, page 1194, under Nursing Considerations propriate.
for Risperdal, the Black Box Warning states,
"Falal cardiovascular or infeclious adverse events
may occur in elderly patients with dementia, Drug
isn't safe ar effective in these patients.”
G 1/6/13 at 2:30 PM, the surveyor asked for
documentation the risks and benefits had been
explained to the resident's family when adding
Risperdal to the resident's medication regimen.
The DON stated, "We don't have knowledge of
needing the black box waming explained io
residents or their families. We just have side
FORM CMS-2567(02-98) Pravipus Versions Obsolele Event [D:22TP11 Facillty IP: MDS001 230 if continuation sheet Page 23 of 35
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F 328 Continued From page 23 F 328

effects.”

2. Resident #8 was admitied fo the faciiity 4/6/12
with diagnoses of disbetes mellilus type i,
dementia unspecified without behavior
disturbance and senilily without psychosis.

The 7/3/13 guarterly MDS assessment
documentad the resident:

* had shart and long term memery problermns,

* did not exhibit delusional hehaviors,

* did nat have any physical, verbal or other
behavioral symptoms, ang

*was not taking any psychoactive medications.

The 10MM3 guartery MDS assessment
documented the resident;

* did not have any physical or verbal behavioral
sympioms directed toward others ar other
behavioral symplioms not directed foward others,
* did not exhibit delusional behaviars, and

*was taking a psychotropic medicafion seven
days a week.

The physician's recapitulation orders for October
2013 documented on 8/13A3 the resident was
started on Serogquel 25 milligrams (mg) at
bedtime for "Dementiz with delusions.”

Resident #8's care plan documanted a problermn
dated 4/06/12 and edited last on 10/14/13, of,
"Gategory: Behavioral Symptoms. Occasional
noncompliance due to dx [diagnosis] of Dementia
with Delusions.”

The intervenfions were dated 7/3/13 and
documented:

"~ Allow enough time so that you cah.move at
resident's pace, utilize task segmentation (zee

ADL CF).

5taff have been verbally in serviced on
all residents with potential need for
antipsychotic medication use are to put
residents on alert charting for seven
days where behaviors will be clearly
and specifically identifled and
documented prior to the beginnhing of
medication use, Then the IDT will meet
to review potential causes which may
contriliute to residents target behaviors
to rule out potential need for
antipsychotic use.

Monitors:

DON or Designee will ensura al|
consents with side effects or Black Box
Warnings have been reviewed with
families will all new orders for six
months.

DON ar Dasignee will review each new
antipsychotic medication order to
ensure medication indications properly
documentation and monitors are in
place prior to intial dosing of
medication for six months,

DT will review antipsychetlc
medications quarterly with residents

PP
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- Allow resident to maintain conirol as much as
possible, allow him/her to make choices where
able.

- Anficipate and meet needs such as need for
toilet, food, fluid, pain medication, repasitian, resk,
eke.

- Approach resident in friendly calm manner.

- Assess for pain, discomfon, lliness or infection
as possible cause of agitafion.

- Delay, postpone task, reapproach or allernate
staff prn (as needed] and i helpful.

- Encourage resident to venfitate feslings per her
pace as she does tend fo get irritated with staff.
- Engaoe in friendly conversation to gain trust
especially during times of calmness.

- FYI: Resident moans as a self-soothing task.
[Daughter] is aware. Please assess resident for
neads during time of moaning.

- Give choices in daily care i.e., ready for bath
now or fater?

- Listen for reasons for non-compliance

- Assess the effectiveness of prescribed
medication, review with 1DT at least guarterly and
complete GOR attempts per schedule.

- Behavior monitor to track indicated sympftoms,
assess effectiveness of interventions.”

Upon review of the medical record for behavior
monitaring, it was found that there were no
behavior monitors in the record prior to August
13, 2013, when the Seroquel was started.

The August 2013 behavior monitars were far,
“Behavior: Refusal ADL assislance, Inconsolable,
Hollering.” The documentation was:

"- 87/21/13 a.m. - Resident was moaning out, one
on one was done but sfill unchanged.

- 824/13 now - Res[ident] refusing cares,
hiollering.

i
H

1
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for six months.

DON or Designee will report findings at
the Q.A meeting and will make change
to the above plan of correction as
needed,

DON or designee will review all
residents with current antipsychotic
medications and or residents with
potentlal new orders for medications
for indication of use, ’

Date OF Compliance:

12/06/2013
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- 8/25113 noc - Refusing ADL's, hollering.
- B30/13 a.m. - Res refusing oral care.”

The September 2013 behavior moniiors for,
"Rehavior: Refusal ADL assistanee, Inconsolable,
hollering” documented:

"- 9113 noc - Res refusing cares, hollering when
baing reppsitioned.

= 9/2/18 noc -~ Refusing cares,

- 912213 a.m. - Inconsolable, hollering, moaning.
- 9/30/13 a.m, - Refusing ADL assist.”

The October 2013 behavior monitors for,
"Behavior: Refusal ADL assistance, Inconsolable,
hollering" documented:

" 10/10/13 am. - Inconsclable, hollering.”

Thie nursing progress notes documented ihe
foliowing resident behaviors:

" 5/20/13 - a.m.~ Roufine assessment: .. Appetite
usually poor, fregfuenfly] refuses meals...
Reslident) behaviors consist of resisiing cares.
Refluses} to eal, Ref to take medfications], cries
out when cares or movement provided, Res on
routing pain med, these issues appear to be
behavioral, Redirection provided and calm
reassurance..”

1% 62643 -1300 [1:00 p.m.J- Routina

assessment ,...Res is resistive lo cares
freq[uentlyl, [no change] in functional status...ino)
behaviors reported, just contfinued] non
compliancefrasistance to cares.,..."

"L 7iTHM3 - 1300 - ... .Encouraged fiuid Intake {up]
wic [whaelchair]. Gooperative. [Lung Sounds)
congesfion in anterior lobes bilaterat,.."

". 71813 - 1330 - ....Non productive cough.
Cooperative with cares [will confinve to monitor].”
" 713 - 10:18 a.m. - Res cheerful,

cooperalive..sitting Up in wheelchair."

(%d) I SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFLY, (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR L5C IDENTIFYING INFORMATION) TAG CROBB-REFERENCED TO THE APPFROFRIATE DATE
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"~ 81313 - 4:08 p.m. - See order for Sevoguel 25
g [each haur of sleep] for dementia with
delusions. Resident hollers out frequently and MD
faels maybe it could be 1/t frelated to] delusions.
We will try this to ses if it helps her sleep at night
and helps her ability to funcfion with ADL's tlo
ithroughaout] the day.”

- Bf26HM3 - 5:49 p.m. - Routine assessment;
....Resident frequently refuses meals.. Resident
has lang history of moating and crying out
whenever approached by staff for cares, Does
not want to be changed, or tumed, or fed, Staff

\ has addressed her pain, and her mental status...

| Resident is currently taking Seroquel for

' Dementia with delusions since Resident is unable
to speak effectively the MD feels like she must
then be having issues we can nof see and she
tan... Residant has shown same increased
activity with redication and even tried to stand

- and walk which has not dane in a while. (Wili
continue to monitor) for further improverent in
overall mental status and hopefully with
medication and dental issues resolved Residenf's
appetlite will improve,...” [Note: The resident had
two teeth break off in the weeks previous {o this
note and the resident was scheduled 8/25/13 to
have geven teeth extracted.]

" 8713413 - .53 a.m. - Psychotropic medication

| review, Serogusl 25 ing 1 [orally every hour of

| sleep), Dementia with Delusions. No [adverss

! side effects] sinca initiafion of the new
medication. Resident has had ber teeth pulled
and since then, has done well with this. She has
had two episodes of refusing ADLs per behavior
monitor in Septernber and 4 days in August... The
resident presents fo be doing wall..."

*- 9/26/13 - 10:00 a.m. ~ Rouline assessment:

i L ...Resident is total assist for all ADL's and is

‘ frequently resisfive {0 cares and will aftempt to
| FORM CMS5-2557(02-98) Previous Versions Obsoletse Event I: 22TP11 Facility iD; MDEDD1230 If continuation sheet Page 27 of 35
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F 329

"

Continued From page 27

not let staff perform needed cares. No change in
functional statug, but Resident is more alert and
active since recent oral surgery....Appefits has
picked up since oral surgery and Resident's
weight is improving.... Resident has some
resistfve behaviors during cares bui no
aggression at this fime has bsen '
reported...Resident had a fall withoul injury on
9/23/13. Resident iz more awake and was
attempfing to transfer self from bed..."

" 10/29/13 - 7:42 a.m. - According to standing
arder obtained urine sample {0 rule out LTI
[urinary tract infection] related to behaviors.,
Resident has bean aggressive, yelling, refusing
medications. Urine dip was positive for lsukocytes
and pratein..."

"= 10/21/12 - 1:56 p.m. - Increased crying out and
look of anxiety/fear. May be related to pain_.."
[Note; the resident was started on Fentanyl 25

mog paich]

The Medication Seroquel has an FDA warning of.
"WARNING: INCREASED MORTALITY IN
ELDERLY PATIENTS WITH
DEMENTIA-RELATED PSYCHOSIS and
SUICIDAL THOUGHTS AND BEHAVIORS " The
FDA waming further documented: "Elderly
patients with dementia-related psychosis treated
with antipsychotic drugs are al an increased risk
of death. SEROQUEL is nof approved for elderly
patients with dementia-ralated psychosis.”
{Information obtained from: "This Medication
Guide has been appraved by the U.3. Food and
Drug administration.” Seroquel is a registered
trademark of the AslraZeneca group of
companies, copywiite AstraZeneca 2013. Rev
7H3)

On 11/6/13 at 3:15 p.m. the social worker and

F 329
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MDS coordinator were interviewed regarding a
lack of documentation of delusional behaviors.
Additionally, thers was no documentation
addressing the FDOA warning being discussed with
the resident's power of atiorney. They confirmad
there was some documentation lacking, Also,
they indicated there was not 2 physlcian's
progress note when he started the medication
and they would get a copy for review.

On 1177743 the facility provided & physician's
progress note, The note was daked 7/5/13, it was
dictated and fyped on 11/6f13, 4 months later.
The physician documented: "[Resident name] has
kad satne behavioral problems with increased
hollering, anxiety. She has been refusing to eat.
Some of this has bean because of recurrent
yeast infection in the mouth. Some of it has been
from possible psychosis that has just gotten ber
frightened....Her daughter is going to take her fo
the dentist sometime next month, and we need ta
have her calmer to get a good exam from the
deniist. Also, | think if we have something that will
keep her calm, she will eat a litfle better, and
therefore, we can control her blond sugars
hetter... PHYSICAL EXAMINATION GENERAL:
She is fearful when | approach her and starts to
moan and yell hefore | even fouch her....”

Resident #8 was started on Seroquei on 8/23/13;
however, there was no documehntation the
resident had delusional behaviors. The facility
failed to review ofher issues such as pain and
dental problems, There was no documentation in
the record to show the resident's family was
informed of the risks associated with taking
Seroquel,

The Administrator and DON were informed on

F 329
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1147113 at 12:585 p.m. No additional information
pravided.

3. Resident #1 was admilted fo the facility on
3M6/11 and readmitted on 6/27/13 with rultiple
diagnoses including, faiiure to thrive, peripheral
vascular disease, hypertension, and demenkbia
with agitation. '

Resident #1's November 2013 MAR documented,
with a start daie of 6/27/13, "Serogust
(quetiapine} tablet; 50 mg..,Oral QHS-AL
Bediime" with a dirgnosis of dementia with
agitation. The MAR documenied the resident had
received the medication as ordered,

The Resident's medical record contained a
document titled Consent to Use
Psychatherapeulic Medications and was signed
by the Resident's POA and contained common
slde effects listed for Seroquel, however, the
document did not contain a warning of increased
risk of death in the elderly.

According to Wolters Kluwer/Lippincott Williams
& Wilkins Nursing 2014

Drug Handbook, 34th Edition, page 1177, under
Nursing Considerations

for Quettaping, the Black Box Warning
docurnented, "Drug Jsn't indicated for use in
glderly patients with demeniia-related psychaosis
because of increazed rigk for death from CV
[cardio vascular] disease or infection.”

On 116413 at 3:00 PM the DON was interviewed
regarding the consent form. When asked if the
POA was informed of the risk of death with

Resident #{'s medication, she siated, "We didn't

D FROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH CORRECTIVE AGTION SHQULD BE COMPLETION
TAG CROSS-BREFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
F 329
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I

PROVIDER'S PLAN OF CORRECTION (%5)
COMFLETION

The faciiity must -

(1) Procure food from sources approved or
considered salisfactory by Federal, State or Incal
authorities; and

(2) Stors, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT iz not met as evidenced
by:

Based on ohservation and staff interview, the
facility failed to ensure the countertop in the food
preparation ared was servicaahle and had a
cieanable surface. This had the potential fo affect
all residents in the facility including 10 of 10 (#s 1
- 10 sampled residents. There was a potential for
harm fo residents because the foad preperation
surface could not effectivaly be cleanad of food
borne bacteria which could result in residents
getting a food borne iliness. Findings inciude:

On 11/8/13 at 1:15 p.m. the counter on the left

.5’12’22& {(EACH DEFICIENCGY MUST BE PRECEDED BY FULL FREFIX (EACH CORREGTIVE AGTION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATICIN) TAG CROSE-REFERENCED TO THE AFFROPRIATE DATE
DEFICIENCY)
F 329 | Continued From page 30 F 320
doit"
On 1146413 at 5:10 PM, the Adminisirator and the
DON were informed of the risks of medication
sEues,
On 11/7/13 at 12:55 PM, the Administrator, the
DON, and the AIT ware informed of the clinical
indication issua. No further information was
provided.
F 371 | 483.35() FOOD PROCURE, F 371
g5=F | STORE/PREPARE/SERVE - SANITARY Resident Specific:

Residents one through ten, please see
systemic changes.

Other Residents:
Please see systemic éhanges.
Systemic Changes:

The counter top has been scheduled to
be replaced on February 1%, 2014

Dietary Staff have been In serviced in
regards to notifying management of any
surfaces that need repair or replacad
and to not utilize refarenced surface
until repaired/replaced, Large cutting
boards have been placed over counter
tops to ensure cleanable sanjtary
surface untll counter tops have been
replaced.
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side of the food preparation sink was observed fo o
have an arsa of 16 inches wide by 4 feet long Monitors:
which was worn down fo a degree that the wood ) .
hase for the, counter was exposed. In addition to The Dietary manager will inspect the
thfffwood shogmnig there appeared fo be deep kitchen counter taps monthly times six
knife gouges in the wood. _months to ensure that surfaces are not
On the right hand side of the sink was an area .in need of repair.
that was 10 inches wide by 2 and a half feef long
whare the surface was womn down and this area The dietary manager or designee will
also had deep knife gouges in 1. perform audits 3 times a week until the
Additionally there was a worn down area with he counter top is repaired to ensure that
wood base showing on the right hand side of the the cutting boards that provide a
steam table that was 30 inches wide by 24 inches cleanable sanitar ; bei
long. This area was directly behind the serving anable sanitary strface are being
window. utilized.
On 11/6/13 at 1:15 p.m. the RD was shown tha Dietary manager will ceport findings to
worn down areas and sfated she was aware of . .
the area needing repair. the Q.A meeting and will make change
to the above plan of carrection as
The Administrator and DON were informed of the needed.
wom surfaces on 11/6/13 at 5,00 p.rmn. Awork
?Urtc'l_]e;; was provided for rapairs o be done in the Date of compllance: 12/06/2013
F 431 483,60(b), {d), (8) DRUG RECORDS, F 431
s8=M | LABEL/STORE DRUGS & BIOLOGICALS
The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient defall to enable an -
accurate reconciliation; and determines that drug
records are in order and that an account of all
contraiied drugs is maintained and periodically
reconclled.
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F 431 | Continued From page 32 F431]  Resident Specific:
Drugs and biclogicals used in the faoility must be
labsled in accordance with currently accaptad Resident nu ;
. e mber ninat
professional principles, and include the medication labals revt cen hafj her
appropriate accessory and cautionary , edication labels reviewed with the
instructions, and the expiration date when physician orders and the medication
applicable. sheet to ensure they were al) accurata.
In accordance with State and Federal flaws, the Other Resident
s

facility must store all drugs and biologicals in
locked compartments unhder praper temperature
controls, and permit only authorized personnel fo See systemic changes. All other
have atcess to the keys. residents have had their medication

tabels reviewed with the physician

The facility must provide separately incked,
orders and the medication sheet to

perranently affixed compartments for storage of

conjrolled drugs listed in Schedule 1! of the ensule accuracy..
Comprehensive Drug Abuse Prevantion and
Contro} Act of 1976 and other drugs subject to Monitors:

abuse, except when the facility uses single unit
package drug distribution systems in which the

quantity stored is minimal and a missing dose can
be readily detected. physicians orders weekly times six

months to ensure ail physician orders
match the {abels and medication sheet

DON or designee will review all new

This REQUIREMENT is noi mel as evidenced
by: DON or Designee will report findings at

Based on obssrvation, staff interview and review the Q.A meeting and wili make cha nge

of physician orders, it was determined the facility h
failed to ensure medication fabels malched the to the above Plan of Corraction as

physician orders. This affected 1 of 13 residents . needed,

{#18) sampled during the medication pass

observation. This failed practice created the Date of compliance:
potential fc_:r harm should residents be mpliance:
undermedicated resulfing in increased pain and 12/06/2013

anxiely, Findings included;

Resident #19 was admitted o the facility on

8119413 with multipie diagnoses Inciuding chronic
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F 431 Confinuad From page 33

pain, hypertension, and emphysema.

On 11/6/13 at 3:55 PM, during the Medication
Administratioh Observation, LN #8 was abserved
to give Resident #19 a Marphine 15 mg
{milligram) tablet. The label documented
"Morphine Sulfate 15 mg take one tab PO (oral)
TID (three timas daily) PRN (as needed) [for]
pain." LN #8 did not have the resident rate her
pain before she gave the PRN medication. LN #8
stated, "it usad to be PRN but was changed o a
TH> scheduje.”

Areview of the resident's medical record included
a telephane order, dated 10/29/13, which
documented in part;

*DC (discontinue) Marphine IR (immediate
release) PRN (as needed).

*Morphine (R 15 myg one tab PO TID 3 hours after
each dose of Morphine ER (extended ralease)
with times of 0800 (8:00 AM), 1600 (4:00 PM)
and 0000 (midmight}.

The Medication Flowsheet far the manth of
November, 2013, docuinented an order for
Morphine 16 mg PO TID, for the diagnosis of pain
with a start date of 10/28/13.

Note' Residents wha receive pain medication on
a need basis, and not on a schedule as ordered
by the physician, have an increased risk of being
undermedicated.

On 11/6/13 at 4:15 PM, the DON was notified of
the observed rnislabeled medication. The DON
stated, "The routine medication card for the
Morphine IR was in the medication slot but LN #8
thought it would be okay fo use the PRN card,”

L

The DON stated she educated LN #8 on proper

F 431
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procedure, pulled the PRN card and would
destroy the Momhine IR with another nurse, per
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C 000

C 125

C 147

16.03.02 INITIAL COMMENTS

The Administrative Ruies of the Idaho
Department of Health and Welfare,

Skilled Nursing and Intermediate Care
Facilities are found in IDAPA 18,

Titie 03, Chapter 2.

The following deficiencies were cited during the
State ficensure survey of your facility.

The surveyors conducting the survey were:
Brad Perry, BSW, LSW, Team Coordinator
Arnold Rosling, RN, BSN, QMRP

Becky Thomas, RN

02.100,03,c,ix Treated with Respect/Dignity

ix. Istreated with consideration,

respect and full recognition of his

dignity and individuality, including

privacy in treatment and in care for

his personai needs;

This Rule is not met as evidenced by:

Refer to F241 regarding dignity issues during
dining observations.

02.100,05,g Prohibited Uses of Chemicali
Restrainis

g. Chemical restraints shaif not be
used as punishment, for convenlence of
the staff, or in quantities that

interfere with ihe ongoing normal
functions of the patient/resident.

They shall be used only to the extent
necessary jor professionally accepted
patient care management and must be
ordered in writing by the attending
physician.

This Ruie is not met as evidenced by:

C 000

r €125

C 147

RECEIVED

DEC - & 2013
FACILITY STANDARDS

Please refer to F-241

Please refer to F-329

ureau of Facility Standards

TITLE

A‘J‘ ainisTahe

(¥B) DATE

12-)-13
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C 147| Continued Fram page 1 C 147
Please refer to F-329 as if relates to antipsychotic
medications.
C 325| 02.107,08 FOOD SANITATION C 325
08. Food Sanitation. The
acquisition, preparation, storage, and
serving of all food and drink in a
facility shall comply with idaho
Department of Health and Welfare
- se refer to F-371
Ruies, Titie 02, Chapter 19, "Rules Please
Governing Food Sanitation Standards
for Food Establishments (UNICODE)."
This Rule is not met as evidenced by:
Refer to F371 as it relates to preparing food
under sanitary conditions.
C 6741 02.151,01 ACTIVITIES PROGRAM C 674

151. ACTIVITIES PROGRAM.

01. Organized Program. There
shall be an organized and supervised
aciivity program appropriate to the
needs and interests of each
patient/resident. The program shall be
designed to include a variety of
processes and services which are
designed to stimulate
patients/residents to greater
self-sufficiency, resumption of normal
activities and maintenance of an
optimal fevel of psychosocial
functioning. It shall include
recreation, therapeutic, leisure and
religious activities.

This Rule is not met as evidenced by:
Refer to F 248 as it relates to Activities,

please refer to F-248

iureau of Facifity Standards
iTATE FORM
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C 782 Coniinued From page 2 C 782
C 782 02.200,03,a,iv Reviewed and Revised C 782
iv. Reviewed and revised as needed
to reflect the current needs of
patients/residents and current goals 280
to be accomplished; please refer to F-2
This Ruie is not met as evidenced by:
Refer to F280 as if relates to care pian revision.
C 790} 02.200,03 b vi Proteciion from injury/Accidents C 790
vi. Protection from accident or
injury;
This Rule is not met as evidenced by: . Please refer to F-323
Refer to F323 as it relates to preventing resident
infury.
C 832 02.201,02,f Labeling of Medications/Gontainers C 832
f. All medications shall be labeled
with the original prescription fegend
inciuding the name and address of the
pharmacy, patient's/resident's name,
physician's name, prescription number,
original date and refill date, dosage
unit, number of dosage units, and
Cal ' -431
instructions for use and drug name. Please refer to F-43
{Exception; See Unit Dese System.)
This Rule is not met as evidenced by:
Please refer to F-431 as it relates to medicaticn
labels,
treau of Facility Standards
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