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Dear Mr. Maurer:

On November 22, 2013, a Recertification and State Licensure survey was conducted at St Luke's
Elmore Long Term Care by the Department of Health & Welfare, Bureau of Facility Standards to
determine if your facility was in compliance with state licensure and federal participation
requirements for nursing homes participating in the Medicare and/or Medicaid programs. This
survey found that your facility was not in substantial compliance with Medicare and/or Medicaid
program participation requirements. - This survey found the most serious deficiency to be an
isolated deficiency that constitutes actnal 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 simitar State Form listing Heensure 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 alleged compliance date must be after
the "Date Survey Completed” (located in field X3.) Please provide ONLY ONE completion
date for each federal and state tag in column X5 Complete Date, to signify when vou allese
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




Greg L. Maurer, Administrator
December 4, 2013
Page 2 of 4

CMS-2567 and State Form 1n the spaces provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by December 17, 2013.
Failure to submit an acceptable PoC by December 17, 2013, may result in the imposition of civil
monetary penalties by January &, 2014.

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

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

e 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 mzke to ensure that the
deficient practice does not recur;

e How the corrective 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 is under review.

b. Frequency of the monitoring; 1.e., weekly x 4, then q 2 weeks x 4, then monthly x 3. A
plan for ‘random’ audits will not be accepted. Initial audits must be more frequent than
monthly to meet the requirement for the follow-up.

¢c. Start date of the audits;

s Include dates when corrective action will be completed m 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, consider the
effective date of the remedy when determining your target date for achieving conipliance.
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s 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 requireménts contained in this letter are found in Title 42,
Code of Federal Regulations.

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

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

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on May 22, 2014, if substantial compliance 1s not achieved by
that time.

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

If you believe these deficiencies have been correcied, you may contact Loretta Todd, R.N. or
Lorene Kayser, L.S.W., Q.M.R.P., Supervisors, Long Terrn Care, Bureau of Facility Standards,
3232 Elder Street, PO Box 83720, Boise, ID 83720-0036, Phone #: (208) 334-6626, Fax #:
(208) 364-1888, with your wriften credible allegation of compliance. 1f you choose and so
indicate, the PoC may constitute your aliegation of compliance.

In accordance with 42 CFR §488.331, vou 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/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

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

e BFS Letters (06/30/11)
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2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by December 17, 2013. If your request for informal dispute
resolution 1s recerved after December 17, 2013, the request will not be granted. An incoraplete
informal dispute resolution process will not delay the effective date of any enforcernent action.

Thank you for the courtesies extended to us during the survey. If you have any questions, please
contact us at (208) 334-6626.

Sincerely,

4:7’;/?7:/‘:{/:5/ ’ 37767 /

LORETTA TODD, R.N., Supervisor
Long Term Care

LT/dmj
Enclosures




DEPARTMENT OF BEALTH AND HUMAN SERVICES AH
CENTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
STATEMENT OF ISOLATED DEFICIENCIES WEICH CAUSE PROVIDER # MULTIPLE CORSTRUCTION DATE SURVEY
NO EARM WITH ONLY A POTENTIAL FOR MINEMAL HARM A BULDING: COMPLETE:
FOR SNFs AND NFs
135006 . WING 11/22/2013
NAME OF PROVIDER OF. SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
895 NORTH 6TH EAST
ST LUKE'S ELMORE LONG TERM CARE MOUNTAIN HOME, ID
o}
PREFIX.
TAG SUMMARY STATEMENT OF DEFICIENCIES
F 281 483.20(k)(3)(1) SERVICES PROVIDED MEET PROFESSIONAL STANDARDS

The services provided or arranged by the facility must meet professional standards of quality,

This REQUIREMENT is not met as evidenced by:
Rased on observation and staff mterview, it was determined the facility failed to ensure professional standards
of quality were maimtained. This was Tue for 1 of 3 residents

(#1) observed diring the medication pass observation when a medication was initizled prior to administration.
Findirgs mciuded:

Resident #1's November 2013 Physician Orders included an order for Zofran 4 mg (milligrams) per peg every
stx hours PR (as needed) for nausea with a start date of 10/18/13.

On 11/19/13 at 8:38 AM, LN #11 was observed io sign her initials to the resident's MAR indicating she had
administered the medication prior to actually administering the medication to Resident #1. The suwrveyor
asked LN #11 if this was her normal practice and she stated that she normaily initialed the MAR before
actually giving the medication and if the resident did not take the medication then she would come back and
circle the MAR and dooument why the resident did not take the medication. LN #11 asked the surveyor if this
was the way it should be done and the surveyor explained the standard of practice was 1o sign her initials on
the MAR after actually giving the medication.

Note: Tnformational Letter #97.3, dated April 16, 1997: The Medication Distribution Technique Clarification
To Informational Letter, 96-14, from the Bureau of Facility Standards, stated, "The issue arose when the
Board of Nursing received mformation that long term care facility staff were signing medications as given at
the time of the medication preparation, Tot after the resident acmally received the medication. ...the Beard's
expectation, and the accepted standard of practice, is that licensed nurses document those things they have
done, not what they intend to do.”

On 11/19/13 at 4:10 PM, the DNS was informed of the pre-initialing observation. No further information was
provided.

Any deficiency staternent ending with am asterisk (*) denotes a deficiency which the mstitution may be excused from comecting providing it is determined that ofher safeguards provide sufficient
protecticn to the patiepts. (See instruetions.) Baxcept for nursing homes, the fadings steted above are disclosable 30 davs following the date of survey whether of not a plan of comection is provided.
Bar nursing homes, the zbove findings and plans of correction are diselosable 14 days following the date these docnments are made available to the fcility. If deficiencies are cited, an approved plan of

The above isolated deficiencies pese po actual hatp to the residents

92059

Event ID: KICS11 " If continuation shect 1 of 1
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Corrective actions accomplished for
those residents found to have been
affected by the deficient practice:
Resident #1 was affected by this
practice. The staff member involved with
the incident received education the dayw”
the incident was reported and
acknowledged an understanding and
compliance the facility's Safe
Administration Policy MEDADM.m 4
Other residents having the potential
to be affected by same deficient
practice and corrective actions taken:
This practice has the potential to affect

. all residentsin the facility, DNS has

instructed licensed staff regarding safe v
medication practices, and has observed
medication passes subsequently and
determined that licensed nursing staff

are following the facility's policy and are
not signing ot medications before they
are administered.

Measures that will be put into place
and changes made to ensure that the
deficient practice does not recur:

- +Increase LN staff awareness of safe
- medication practices by discussing the

Safe Medication Administration Policy
and Informational Letter #97-3 at LN staff

- meeting 12/18/13,

'Add Informational Letter #97-3to LTCU »~
nurse orientation.

Corrective ‘actions will be monitored

to ensure the def[ment practice does
noft recur:

v DONS will continue to perform random

audits of med pass 5x week x 2 weeksv”
starting 12/23/13, If there continues fo
be 100% compliance with practice of not
initialing medications until they have
been administered, the audits will be
discontinued. _

Date 'when corrective action will be
completed: December 28, 2014

i mamae MR BTRL L A SR S L -




PRINTED: 12/04/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES : o _ FORM APPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO. £938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OE CORRECTION IDENTIFICATION NUMBER! A. BUILDING COMPLETED
135006 B. WING 11f22f201:§" .

STREET ADDRESS, CITY, STATE, ZIP CODE
895 NORTH 6TH EAST

NAME OF FROVIDER OR SUPPLIER

ST LUKE'S ELMORE LONG TERWM CARE MOUNTAIN HOME, ID 83647
o I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
SREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B =l
TAG REGUILATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO ' THE APPROPRIATE DATE
DEFICIENCY)
. . I
F 000 | INITIAL COMMENTS - Fooga| 1. Corrective actions accomplished for
those residents found to have been
The following deficiencies were cited during the - affected by the deficient practice: 12/
annual Federal recertification survey of your Resident #13 was affected by this 28/173
facility. ‘ practice. The staff involved was made «*
The surveyors conducing the survey were: aware at Fhe tame.and recognized that
_ o personal information had been
Karen Marshali, MS, RD, L.D, Team Coordinator disseminated in a public place, which
Rebecca Thomas, RN could have been overheard by other
The survey team entered the facility on Monday, residents, .Staﬁ and VI.S Hors. .
11/18/13, and exited the facilty on Friday, 2. Other residents having the potential
11/22/13, ‘Qﬁ@ to be affected by same deficient
ey D ﬁﬁ@%ﬁ practice and corrective actions taken:
rvey Definfons: \1 T This has the potential fo affect al
APL = Activities of Daily Living s\-}g{, %ﬁﬁ@g . fesidents in the facihty .and the following
CAA = Care Area Assessment o TN ' corrective actions will be faken:
CP/POC = Gare Plan/Plan of Care o &@gj *Agenda item on the December 18t ¥~
SRJ!]A: :D(i;;;tgeﬁar:l]:;s:rf-\lde Licensed Nurse Meeting will be the
DON/DNS = Director of Nursing/Birector Nursing ' HIPPA Policy review and wil identify with
| Services . staff areas of practlce that are at risk for
Er(al,\f-l\ = LiﬁHSEd N”rf@ o Record divulging private residént information and
R = Medication Administration Recor where siti4ti is | |
MDS = Minimum Data Sef assessment - when h tgatlona‘ awérgness‘/l.s needed
RAI = Resident Assessment [nstrument when naving conversations with
RD = Registered Diefifian residents, other staff members, family
ROM = Range of Motion . members and visitors.
2113_ = gpeecg _?Sthofogzst *Introduce awareness campaign
= Speech Therapy - activitie
[- 241 483.15(a) DIGNITY AND RESPECT OF F 241 A > Startmg 12720113, v~ i
oo | INDIVISUALTTY o genda itern on December 19t Certified
Assistive Personnel (CAP) meeting will
The facility must promote care for residents in a : be HIPPA Policy review and wil fdenttfy
manner and in an environment that maintains or with staff areass
enhances each resident’s dignity and respect in for divulain ftpractlge that are at isk
full recognifion of his or her individuality. ' ' g g.p ljw.a ¢ E?S[ ent lnformatlon
o and where situationdl'awareness is
LABORATORY DIRECTOR'S Q ROVFERISUPPLIFR REPRESENTATIVES SIGNATURE TITLE (X6) DATE
| fi Ity TS ,/;?ZWJ!}( / 7 ' Z

!

Any deficiency stat ent endiflg wi h an asterrsk {*) denotes # deficiency which the institufion may be excused from correctlng providing it #s fetermined that
other safg .( atds grovide sufficient protaction to the patients. (See instructions.) Pxcept for nursing homes, the findings stated sbove are disclosable 30 days|
%he catd of survey whether of not a plan of correction is provided. For nursing homes, the abova ﬁnd:ngs and plans of correction are disclosable 14

Tollowing/z
days fallowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program part:cxpatlon
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PRINTED: 12/04/2013
FORM APPROVED
OMB NO. 0938-0391

This REQUIREMENT is not met as evidenced
by: o
Based on obhservation and record review, it was
determined the facility failed {o ensure staff
commurnicated personal resident information in a
manner that protected the confidentiality of the
information and dignity of the resident. This
afiected 1 of 3 (#13) random residents. This
practice created the potential to affect the
resident’s feelings of self-worth and weli-being.
Findings included:’ '

Random Resident #13 was admitted to the facility
on 2/23/08 with multiple diagnoses including
cerehellar stroke, cervical fracture, and venous

-1 embolism and thrombosis.

The resident's 10/30/13 quarterly MDS coded
severely impaired cognition and minimal
depression.

On 11/20/13 at 2:237 p.m., Random Resident #13
was observed sitfing in her wheelchair beside the
medication cart. The medication cart was located
across the corridor from the nurse's station. A
minimum of six different people were in direct
vicinity of the nurse's station and medication cart
at that time. CNA#1 removed a thermometer
from Resident #13's mouth, looked at the
thermometer, and said out loud, "97.2."

On 11/20/13 at 3:45 p.m., the surveyor asked
CNA #1 about taking Resident #13's tempeiaiure
and what the resident's temperature was. CNA#1
stated, "It [Resident #13's temperature] was 97.2,
Afamily member wanted her tetmperature faken.
Itis usually so noisy out here at the nurse's

. STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: A BUILDING COMPLETED
135005 B. WING 11/22£2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
ST LUKE'S ELMORE LONG TERM CARE - 535 NORTH 6TH SAST
‘ _ TAOUNTAIN HOME, ID 83647
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D . PROVIDER'S PLAN OF CORRECTION (x5 -
PREFIX ‘(EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG " REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
o needed when having tonversations with -
F 241 Continued From page 1 F241  residents, other staff members, family
-members and visitors, ‘ '
*Infroduce ‘awareness.campaign ~ 12128113

activities starting 12/20/13. :
Measures that will be put into plate’
and changes made to ensure that the
deficient practice does not recur:
«Start an awareness campaign and put
reminders on pocket care plans and 24-
hour report sheets daily starting 12/20/13+”
and'ending 01/24/14.

Corrective actions will be monitored

to ensure the deficient practice does

not recur:
*During the 4-weeks of the ¥~
awareness campaign DNS will
interview staff members and identify
if there is an understanding of the
relationship between keeping
information confidential and resident

- dignity and feelings of self-worth,

*If concems are identified a
corrective work performance plan will
be implemented for the individual
staff person and followed through a
progressive counseling process.

1

FORM CMS-2587(02-88) Previous Versions Obsolete

Event ID; KICS11

Facility ID: MDS001130
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PRINTED; 12/04/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES _ . FORMAPPROVED
___CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO., 0938-0391
STATEMENT QF DEFICIENGIES (X1 )r PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ’ {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A BUILDING - COMPLETED
135606 - B. WING 1112212013:" :

STREET ADDRESS, CITY, STATE, ZIP CODE
825 NORTH 6TH EAST |

MAME OF PRCVIDER CR SUPPLIER

ST LUKE'S ELMORE LONG TERM CARE :
. o MOUNTAIN HOME, 1D 83647
{(<4) 1D SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULI: BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

_ 1. Corrective actions accomplished for
F 241 | Continued From page 2 _ F241 those residents found to have been
station, no ona hears it." : affected by the deficient practice:

- Resident#1 was affected by this practice*”
and it was corrected at the time

On 11/22/13 at 1:15 p.m., the Administrator and
the DNS were informed of the observation. The

faciiity did not provide any additional information. identified. -1 12/28/13
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246 *Resident care plan now addresses i
ss=p | OF NEEDS/PREFERENCES = = = - _ placement of call light to account for

resident’s deficits.

A resident has fhe right to reside and receive
*Information added to Pocket Care Plan

services in the facility with reasconable

accommodations of individual needs and regarding placement Of call light for

preferances, except when the health or safety of resident -

the individual or other residents would be ‘ See Attachments F246A and F246B.

endangered. . . .
2. Other residents having the potential

to be affected by same deficient
. _ . practice and corrective actions taken:
This REQUIREMENT s not met as evidenced _ Thishas the potential to affect all

by: ; . I
Based cn observation, recerd review, and staff ,reS|dentS in the facmty. Staff were
and resident interview, it was determined the instructed on11/19/13 to ensure all call v

facility failed to ensure the resident had the call lights were piaced approprlately for
system {cal light) within reach and was able o resident use’ i
use it. This affected 1 of 6 (#1) sampled : .
residents. This practice created the potential for 3. Measures th‘?t will be put into place
the resident's needs to not be met should the A and changes made fo ensure that the
resident require assistance with cares. Findings . _ deficient practice does not recur:
inciuded: ‘ o *Agenda item at LN staff meeting
Resident #1 was originally admitfed fo the facility 12/18/13 an.d CAP staff ”.'ee“r‘g

- 12/19/13 to focus on the importance of

on 1/15/13 and readmitted on 10/18/13 with
multiple diagnoses including cerebrovascular call light placement and that this

| accident with left sided hemiplegia, depression, information WI” be addressed on resident
and anxiety. : Care Plans and Pocket Care Plans for

The resident's significant change 10/23/13 MDS those r_eSId?ntS that have d_eﬁCitS tf']fit
"coded severe cognitive impairment, severe would impair use and require specific

depression, extensive assistance of at least one instruction to ensure there is proper v

blacement of call light. A focus auditwill |
Faciiity ID; MDSD01190 ) If continuation sheet Page 3 of 42
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PRINTED: 12/04/2013
FORM AFPROVED
OMB NC. 09380391

F 279
55=E

" 'needs that are identified in the comprehensive

informed of the finding. The facilily did not provide
any additional information.

483.20(d), 483.20(k){1) DEVELOP
COMFPREHENSIVE CARF PLANS

A facility must use the results of the assessment
to develop, review and ravise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
meadical, nursing, and mental and psychosocial

assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, menta, and
psychosocial well-being as required under

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING - COMPLETED
135006 B. WING: 112212013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE )
\ 895 NORTH 6TH EAST
ST LUKE'S ELMORE LONG. TERM kCARE , MOUNTAIN HOME, ID 83647
%4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
' ~ be conducted Dec 20-Jan 24 and
F 248 | Continued From page 3 F 248 compliance I rate of 100% is required.
person for ADLs, and upper and lower extremity See AttachmentF246 C.
fimitations in ROM. «Staff will be"advised that housekeeping
On 11/19/13 at 8:20 a.m., the resident was laying Iand contract therapy staff will F’e ‘
in her bed. The call light cord was hanging over instructed to be aware of call light
the top left comer of the matiress. The light was locations when they are in the room and
approximately two feet from the resident's left mstructed to nofif sta‘rf if there abpears
shoulder. The surveyor asked the resident if she 10 be a cohcem. y. K pp
could reach her call fight. The resident tried to 0 be a concer
reach over her shoulder with her right hand but *DNS to adVlse housekeeping and
was not able to see or find the call light. contract therapy staff to be aware when
I e - asked th they are in the rooms"of call fight
23 am;, surveyo ed the ; - . ,
DNS to observe.the placement of the resident's locations within re,aCh of reSIden? and of 12128113
call light, The DNS immediately placed the call the process to notify LTCU staff if they
fight within reach of the resident. have a concemn. Contract Therapy staff
‘ o will be onented to use of pocket care
On 11/22/13 at 1:20 p.m., the Administrator was plan and where to look for information if

they have a question about call light

location for a resident.

This will be completed by 12/20/13.

4. Corrective actions will be monitored

to ensure the deficient practice does
not recur:
DNS or designated person (Licensed
Nurse, MDS Coordinator, or Social
Service Advocate) will determine if call
light piacement is appropriate for each
resident and when specific direction for
call light placement are provided in the
care plan they are followed appropriately.
Focused daily audits will be performed,
starting 12/20/13, of 10 residents when®”
they are in their rooms. Audits will
continue until there are 4-weeks of 100%

v

FORM CMS-2557(G2-89) Previous Versions Obsolete

Event ID:KICS11

compliance.” Once 100% compliance is
achieved audits will occur quartetly.
Results of audit will be reported at staff
meeting. - '

“heet Page 4 of 42




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

~ PRINTED; 12/04/2013
. FORM APPROVED
OMB NO. 0938-3391

STATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/CLIA

(X2} MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
135006 | 5.vne 11/22/2013
NAME OF PROVIDER GR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE ,
- 895 NORTH 6TH EAST
ST LUKE's ELMORE LONG TERM CARE MOUNTAIN HOME, ID 83647
X4y ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
_ DEFICIENGY)
] 1. Corrective actions accomplished for
e g;g;”;fd :czogsyp:g?/;es that would otherwise T those residents found to have been
253 ‘ . 1 .
be required under §483.25 but are not provided aff,ECted t,’y the defICIen’_t practice:
due fo the resident's exercise of rights under This practice affected residents #1, 4, 6
§483.10, including the right o refuse treatment and 9. Resident #6 and #9 have been
under §483.10(b}4). discharged from the facility Corrective
, action has been taken for Resident #1
This REQU]REMENT is not met as evidenced and #4 to Irewew !'ES'dentS care plan and
by: ensure all items triggered by the RAl v
Based on record review and resident and staff process are addressed. See 1212813
interviews, it was determined the facility failed fo a’[tachments F279_A F279~B
ensure care plans were developed after the 2. Oth idents h " th tenti
resident was admitted to the facility, not before; : er residents having the potential
and all care areas friggered by the RAl process to be affected by same deficient
and identified as care planned, were care practice and corrective actions
planned; and the care plans (CPs) were updated taken:
as changes occurred. This affected 4 of 9 (#s 1, . . .
4, 8, & 9) sampled residents. This practice This p!' acnce,has the p (_)tenhal to E_lﬁeCt
created the potential for residents' assessed all r eS‘df‘?‘ﬂt._S in the facility. Corrective
neads fo not be met due to lack of direction in the actions include:
residents’ care plans. Findings included: *DNS met with the MDS Coordinator to -
1. Resident #4 was admitted fo the facifity on identify barriers for ensuring care plans
9/24/13 with multiple diagnoses including hepatic are reviewsd and accurately réflect *
encephaiopathy, dehydration, Diabetes Mellitus I, residents’ conditions and interventions,
and pain. and that dates are documented correctly
' e : orthe fime ¢
The resident's most recent Significant Change f A f[ Iare WEilSdpl'OVIIdedd o
MDS assessment, dated 10/25/13, documented N action pian was developed fo
the resident's cognition was moderately impaired, ensure goals will be met to achieve these
| had mild depression and was dependent on at expectations of the MDS Coordinator
| least ane person for assistance with her activities and the responSIbllzty for the oversight
of dally fiving. and maintenance of the care plan, See
The Care Plan for Personal Cares documented a attachment F279-C,
start date of 7/22/10 with an update of 7/25/10 for *The MDS Coordinator will audit 100% ofv
inierventions “hearing aids at home - not being residents’ care plans to ensure all areas
used.” triggered by RAI are addressed and
dates on care plan accurately reflect ———
Facifity {Page 5of42
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dates care was provided. This will be
completed and'a report provided to the
DNS by 12/28/13 See attachment
F279D. 7+ _

*The MDS Coqrdinator will update the
Roster/Sample Matrix weekly and submit
a report to the DNS that will include

updated triggers and obrresponding - \
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mtervenhons in care plans. The Care
F 278 | Continued From page 5 F272| Area Summary (CAA) for each resident

On 11/21/13 at 1:45 PM, the DNS was -

| interviewed as to how & care plan, dated with the

year of 2010, could be developed prior to the
resident's admission. The DNS stated, "that is

. Incorrect and | don't know where that date came

fr_om."

2. Resident #6 was admitted to the facility on
10/4/13 with multiple diagnoses including
rehabilitation, unspecified paralysis, macular
degenera’non cataracts, hyperlipidemia,
hypertension, and cerebe[lar stroke.

The resident's 10/11/13 admission MDS coded
moderately impaired cognition, moderaie
depression, and was totally dependent on at least
che person for assistance.

Resident #6's MDS friggered 15 different care

‘areas. Eight of the 15 care areas were not

addressed on the resident's CP: cognitive loss,
communication, and psychosocial, nutrition,
feeding tube, dehydration, dental and physical
restraints. One example: the 10/25/13 problem.of
at risk for mood/behavior column identified, in the
following order: poor visual ability and CVA
(cerebrovascuiar accident). -

On 11/20/13 at 12:22 p.m., the survey team
informed the Social Services Advocate (SSA)
Resident #6's MDS Section V triggered for
cognitive loss, communication, and psychosocial
well-being, the care areas were care planned,
however the three areas wsre not included in the
resident's CP. The SSA stated, "l do the care
planning for cognitive loss, psychosocial, moecd
and psychofropic medications." The SSAalso
said there may have been updates made to the

witl be located in the Resident Care Plan
Book and reviewed _\My at Stand-Up o~
and Res;dent at Risk Committee
Meetings, Weekly reports from the MDS
Coordinator to the DNS will start the
week of 12/30/13.

*Ql process will be developed for the
above processes and reported weekly at

stand-up meetmgs that include the DNS,
Unit Staff, Social Services Advocate and
MDS Coordinator.
12/28/13

3. Measures that will be put into place
and changes made to ensure that the
deficient practice does not recur:

*Ql process developed for the continual
evaluation of the Care Planning process
will integrate a weekly Roster/Sample
Matrix review and update, and a weekly
care plan review. The MDS Coordinator
will be responsible to ensure care plan
updates are provided at stand-ups, care
conferences, discipline coordination,
Resident at Risk, and when there are
changes in a resident's condition.

4. Corrective actions will be monitored
to ensure the deficient practlce does
not recur;

“Expectations will be developed and ¥
defined to ehsure the MDS Coordinator
s providing oveérsight and that Resident

FORM CMS-2557(02-99) Previous Versions Obsolete Event ID:KICS11
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F 279 | Continuad From page 6 F 279 | : .
reésident's care plan in the computer and would ' '
get back to the survey team about the resident's Care Plans are appropriate for th d
care plan. pp prla e Tor tne nee S
of the resident; all RAI triggers are
On 11/20/13 at 2:40 p.m., the SSA provided the . addressed, and care plans are -
surveyor with what appeared to be an updated concurrently Updated and reviewed at
copy from a page of the resident's CP. The - meetings with care providers
: : 12/28/13
10/25/13 problem of &t risk for mood/behavior *The DNS will evaluate if expectations y-

column documented, in the following order, "New

to unit, CVA, Cognitive Loss, Hard of hearing, regarding the management of Resident

Decreased mood, and Poor vrsual ability." The Care Plans are met, using the QI '

survey team asked the SSA when the updates in Process and developed Action Plan, and

this column were made to the CP. The SSA e o . !

s co 1

indicated the updates were made on 11/20/13. f mtgrvgnhoné are Vneeded to enisure
continuity of the care plan process.

The survey team informed the SSA the CP
updated on 11/20/13 did not resolve the concemn )
the friggered care areas were not included on the . '
CP as a result of the RAl process.

The resident's CP also inciuded the resident
received nufrition by way of a feeding tube and
was at risk for nutrition due to being NFO (no
food by mouth), required a hoyer for transfers and
was dependent on staff fo propel tha unit. On
11/18/13 &t 3:13 p.m., Resident #85 stafed, "l walk
with the walker with PT. | brush my own teeth. |
use my wheelchair to get around. | eat on my own
with little assistance.”

On 11/18/13 at 12:10 p.m., Resident #8 was
observed eafing funch independently in the mzain
dining room. The resident was conversing with
other residents and sitting in her wheelchair.

On 11/198/13 at 1:30 p.m., the resident was
observed self-propelling her. wheelchair.

On 11/20/13 at 1:08 p.m., the éurveydr and the
DNS discussed the resident's CF was not

FORM CMS-2567(02-88) Previous Versions Obsolete Event 1D; KIC511 Facility |D; MDS001180 If confinuation sheet Page 7 of 42
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F 279

Continued From page 7 :
Updated to reflect the resident's current status
and not all the friggered arsas were care planned
as documented in Sectlion V of the MDS.

The DNS agreed the resident's CP was, "not
updated as the resident's abiliies improved.”

3. Resident #9 was originally admitted to the
facility on 11/26/10 and readmitted cn 11/4/13
with multiple diagnases including aspiraticn
pneumaonia. :

The resident's 11/11/13 admission MDS Section
V triggered for nutritional status and
dehydration/fluid maintenance. The MDS coded
moderately impaired cognitive skills, mechanically
altered diet, eating required one person
supervision, and one-sided Upper extremity, and
lower extremity functional ROM limitations an
both sides.

The resident's Care Plan (CP) identified a
11/15/13 problem of aspiration pnetumonia and at
risk for complications. The CP contained an
additional page that documented, 14/5/13, SLP
{speech language patholegist), "No thin liquids"
and "...dysphasia..." Diet - mechanical soft

“| "nectar thick liquids swallow strategies [and]

supervision [with} po [intake by mouth]."

Further review of the CP revealed although the
resident's admission MDS Section V triggered for
nutritional status and dehydration/fluid
maintenance. The CP did not include
individualized problem interventions for nutrition
and dehydration/fluid maintenance.

Federal guidance at F279 indicated, "The care
plan must reflect intermediate steps ior each
outcome objeclive if idenfification of those steps

F 279
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[F 279 Continued From page 8 F 279
will enhance the resident's ability to meet his/her
objectives. Facility staff will use these objectives
tc monitor resident progress. Facilifies may, for -
some residents, need {o pricrifize their care plan
interventions.”

On 11/21/12 at 8:00 a.m., the facility's RD
provided the survey team with evidence the
resident's alterafion in nutrition care plan had
been updated. One of the problem intérventions
was jluids per Speech Language Pathologist.

4, Resident #1 was originally admitted to the
facility on 1/15/13 and readmitted on 10/18/13
with muliiple diagnoses including cerebrovascular
accident with left hemiplegla, depressfon, and
anxiety.

The resident's significant change 10/23/13 MDS
coded severe cognitive impairment, severe
depression, fotal assisiance of at [east one
person for ADLs, and upper and lower extremity
functional limitations in ROM. Section V of the
MDS triggeared for the care areas of delirium,
cognitive loss, communication, and psychosocial
well-being. : ‘

Review of the resident's CP revealed the care
areas identified in the above paragraph were not
care planned as problems or included in problem
inferventions.

On 11/20/13 at 12:22 p.m., the survey team
informed the SSA Resident #1's MDS Section V
triggered for delirium, cognitive loss,
communication, and psychosocial well-being and
documented the areas were care planned.
However, these four identified areas were not
included in the resident's CP.

FORM CMS-2567(D2-99) Previous Versions Obsolete BEvent ID:KICS11 Facility ID: MDS001180 ~ Ifcontinuation sheet Page 9 of 42
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F 279 | Continued From page 9 E 279
On 11/20/13 at 2:40 p.m., the SSA stafed, "These
| types of care areas would come under alteration
fn mental status.”
Ncte: The resident's care plan did not include a
care area or problem of alteration in mental
status.
Oni 11/21/13 at 2:15 p.m., the survey team
discussed the care plan concerns with the DNS.
The DNS acknowledged the care plans required
mare attention.
On 11/22/13 at 1:20 p.m., the Administrator and
the DON were informed of the surveyor concerns
with the care planning process.
W F283]483.20(1)(1)&(2) ANTICIPATE DISCHARGE: F 283
ss=D | RECAP STAY/FINAL STATUS e
1. Corrective actions accomplished for
When the facility anticipates discharge a resident those residents found to have been
rmust have a discharge summary that includes a affected by th . s
recapitulation of the resident's stay; and a final This radct'}'t ;d?ﬁ;lsnt.gractlce,
summary of the resident's status fc include items practice aftected Resident #10 who
in paragraph (b)(2) of this section, at the time of was q!SCharge from the facility prior to
the discharge that is available for release to identification of the deficiency. 12/28/13
authorized persons and agencies, with the - 2. Other residents having the potential
consent of the resident or_legai. representative. to be affected by same deficient
| practice and corrective actions taken:
This REQUIREMENT is not met as evidenced This practice has the potential to affect
%:d e § stat torvien. i all resident discharged from the facility to
ased on record review and staff interview, |
was determined the facility failed to ensure gn lndetp endent living situation.
appropriate discharge planning and orrective aCt'_OnS taken:
communication of necessary information was *A Resident Discharge and Call Back v
provided to the continuing care home health Process has been developed and will be
agency. This was true for 1 of 1 (#10) resident implemented with discharges starting
sampled for review of the discharge summary 12/23/13 '
If continuation sheet Page 10 of 42
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On 11/16/13 at 4:00 PM, the DNS was made
aware of the lack of communication with the
home healih agency and stated she was already
aware. .
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' *A practice will be implemented as part
F 283 i . :
Continued From page 10 , F 283 of the Resident Discharge and Call Back
This created the potential for harm should Process o ensure all aspects of
residents not receive the continuation of medical SP
services, care and medications. Findings continuum of care are documented in the
included: medical record.
~esident #10 dimitied 1o the facifly *Staff will be educated about the v
esiden was admitted to the facility on i o
712213 with diagnases which included in part S/P EeSIdent ?[[SF]ChE[r\?eta?fd Ca[tI'Ba(“:I;HBHS
(status post} right ankle replacement and rocess atthe S,a ‘meeung
osteoarthyitis. and CAP staff meeting 12/19/13. See
attachment F283-A. 12/28/13
Resident #10 was discharged from the facility on 3. Measures that will be put into place
8/9/13 to her home with orders for home health dch de t that th
which included PT (Physical Therapy), OT ana changes made to ensure that the
(Occupational Therapy) and Skilled Nursing. deficient practice does not recur:
“Tasks will be added to the Chart »
Upon record review, no communication to the Ana]y3|3 at Dlscharge Form to ensure
receiving home health agency was found. documentation on discharge instructions
On 11/21/13 at 10:15 AM, the Health Unit Clerk support call back was completed,
(HUC) #8 was interviewed. She stated the referrals fo home health or other
resident went to her scheduled physician agencies and appointments for follow-up
appointment about a week after her discharge visits were completed. HUC will forward
from the facility and told him she was not getting . . .
home health. The physician called the HUC #6 fo - an.alyS'S sheet fo D.NS for review.
let her kriow the home health agency had not yet *Discharge Instruction's for resident will
viin[tec? E}we hresidel?t. thEe HUC #6 hStatted SQEH be attached '[0 the 24-hour report sheet
cailed the home health agency who stated they at discharge and will be reviewed at the
had nct received anything by fax. The HUC #6 St 3 U Wt eb [i)e[\lSe M[t)tS
stated she faxed the information a second time; Next stand-1p meetng by
however, she was not able to provide any Coordinator, Social Service Advocate
information which proved the facility faxed the and Activity Coordinator. See
necessary information to the home heaith attachment F283-B,
agency. ' - . :
4. Corrective actions will be monitored

to ensure the deficient practice does
not recur:

*DNS will evaluate compliance with v
Resident Discharge and Call Back
Process with gach discharge. The DNS P
will be responsible fo evaluate non- " °
compliance and develop an action plan

for improvement if 100% compliance is

not achieved. See attachment F283-C.
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_ _ £ 314] 1o Corrective actions accomplished for
F 314 | Continued From page 11 E 314 those residents found to have been
F 3141 483.25(c) TREATMENT{SL\J/QES STgRES affected by the deficient practice:
$8=G | PREVENT/HEAL PRESS , This practice affected Resident #5, v
Based on the comprehensive assessment of a Corrective action for this resident
resident, the facility must ensure that a resident included treatment to the affected area
who enters th? facmtys‘;‘ﬁt?eoﬁéféf ﬁi?éif?rﬁs resulting in closure of the open area on
ﬁl%?\i£§;|%e;i?n?£éf cr:i'ndi'tion demonstrates that 1112513 - 12112 13. See attachment
they were unavoidable; and a resident having F314-A-1, 2B. Skin Barrier Cream is
pressure sores receives necessary treatment and being used to protect site from moisture.
services fo promote healing, prevent infection and |- See Attachment F314-B. Resident heels
prevent new sores from developing. have protective dressing and foot pedals
' | have been removed from wheelchair.
This REQUIREMENT is not met as evidenced See +314-C and F314-D, _ 12128/13
by: . This practice affected Resident #3. v
Based on observation, record review and staft Corrective actions include at the time of
interviews, it was determined the facility failed to . .
provide the necessary nursing care and services the deficiency DNS Instructed all staff to
to promote healing and to prevent a pressure follow the bathing and grooming policy
ulcer from reopening after it had closed. This was and to ensure correct technique is used
true for 2 of 2 (¥s 3 and 5) sampled residents going from front to back when applying
reviewed for pressture ulcers. Resident #5 was ) , Lo
harmed when the facility failed to assess and topical or Peerrm'ng peri-care.
monitor a recently closed Stage !l pressure ulcer 2. Other residents having the potential
from 11/8/13 to 11/16/13, allowing a Stage I ) " to be affected by' same deficient
pressure ulcer fo redevelop. Ther = Wasl.pgtznna’ practice and corrective actions taken:
grggirgrct;riesggreﬁ%tg#a?t\:hci?wtsﬁninaaFt)gcliearea, These practices have the potential to
introducing bacteria, fo a Stage Il pressure ulcer. affect afi reSldulentS in the facility.
Findings included: ' Corrective Actions include:
: - *Changing process for care of skin
1 2. Resident# 5 was admitted to the facility on impairmegt to include daily evaluation of
10/15/13 with multiple diagnoses including . o
malignant neoplasm of upper lobe (cancer of the a C|0§ed WOU'nd site for 10 days ?”d if
lung), anxiety, pressure ulcer, and chronic th‘e site remains closed then continue
obstructive pulmonary disease {COPD). with weekly skin checks, »
The resident's Admit MDS, dated 10/23/13, Instruction will be given to LN a

FORM CMS-2567{02-85) Previous Versions Obsolete
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meeting on 12/18/13 about changes to page 125742
standing orders and utilization of

Resident at Risk Committee to weekly

evaluate wound healing progress. See

attachment F314-F,

*The Bathing and Grooming Policy will

be distributed to each staff member and

reviewed at LN meeting 12/18/13 and

CAP meeting 12/19/13 with emphasis on
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XTurn and reposmtlon every 2 hours day and night

impairment on both sides.
“Indwelling catheter,

The Admission Nursing Assessment, dated
10/15/13, documented in the Skin Assessment
section, the resident had a Stage Il pressure
ulcer, was placed on a Stat If Mattress and had a
MD order for Barrier Cream. The Skin Impairment
Score section had a box marked "X" by "score of
12 or less OR has any High Risk Indicator.” The
Resident Status/Condition section documented
the resident had an indwelling cathefer and the
reason for the catheter was due to the pressure
ulcer.

The care plan for risk for skin impairments, dated

10/28/13, documented interventions in part:

" LN (licensed nurse) to do skin assessment with
showers and pm (as needed) indicated.”

"CNA to observe and changes prompty with daiiy

cares.”

"Anti pressure relieving Stat 2 Air Mattress and

cushion in WC (wheelchair)."

"Heel boots as she 'will allow."

"Skin barrier with each incontinent cares and BID

{twice daily)."

"Use of Skin Barrier as ordered - Dimathicone -

Desitin."

and PRN (as needed)."
"Cleanse daily with NTWC {non-toxic wound
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F 314 Continued From page 12 E 314 proper technique for peri area. LN will
domumaned i pz ) be instructed by DNS to be aware of
“Moderately impaired with a BIMS Score of 8. de“ve_ry of.care when paar or improper
*Total assist with 2+ persons for bed mobility, 'tec:hmque Is used for peri care, and to
transfer, and toitet use. _ Instruct staff in proper technique in real
. 1;?;&11[ assist with 1 p?ehrson for Iocc:iomoton on and time and to review the Bathing and
Obath?nzmt' personal fiygiene an Grooming Policy. See Attachment F314-
“Functional limitation in range .of motion with F, F314'G a”d F314-H. 12/28/13

Measures that will be put into place
and changes made to ensure that the
deficient practice does not recur:
«Skin Impairment Standing Orders will be
modified to include daily skin checks x10 v
days after a wound is closed. See
attachment F314-E.

*The daily skin check for a closed wound
will be assigned to a shift and the
primary nurse for the resident on that day
will be responsible to evaluate site and
document on Skin' Care Form.

*MDS Coordinator and Skin Care Nurse
will be responsible to ensure the care
pian is updated to reflect wound healing
progress and changes in interventions
‘Revised standing orders will be
implemented 12/20/13. -

*The Bathing and Grooming Policy wil
be part of all new employee orientation
for both LN and CAP.

*The Bathing and Grooming Policy will
be reviewed annually at LN and CAP
staff meetings each fall. -
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cledanser) - Desitin and peri cares."

The Braden Scale for Predicting Pressure Sore
Risk, dated 10/15/13, documented the resident's
total score at 14 and was at moderate risk for
developing a pressure ulcer, The adjustment
scoring indicated the resideni was "autcmatically
at high risk if one or more areas were indicated.”
A box marked with an "X" by "has a current

pressure sore or has had one in the last 90 days."

A second box was markesd with an "X" by "is in an
end stage disease process.”

The Treatment Record for Novamber 2013,
documented "barrier cream for coccygeal
decubitus ulcer" was applied three times per day.

The Skin Impairmeni sheet for Resident #6
documented the following:

Date  Lengih/width Stage  Comments
in cm
10/15/13 4x%3 1! Tumn and
reposition every 2 hours, Stat [l air bed,
moisture
barrier cream.
10/19/113  ~ 4x3 H| Blanches,

otherwise no changes, continue freatment.
10/25/13 2x1 1 Improved,
smaller in size, tofal .S5cmx .5 cmred

Open area.
11/8/13 0 _ Pink intact
skin, will monitor for 1 more week
. resolving.
11/16/13 5 Small skin

split at gluteal cleft, confinue treafment

The skilled nursing charting sheet, dated
10/21/13, documented arders were received for
Ensure and a multivitamin daily to help increase

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CCNSTRUCTION {X3) DATE SURVEY
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(X4) D SUMMARY STATEMENT OF DEFICIENCIES s} FPROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
- ’ DEFICIENCY)
_ . | 4. Corrective actions will be monitored
Continued From page 13 F314 to ensure the deficient practice does

not recur:; 12/28/13
‘MDS Coordlnator will ensure that any

resident WIth a pressure area egard! SS
of s Eg_e_o T open wound will be put on the
agenda for Resident at Risk and as part
of the weekly risk assessment for skin
will document the current condition of the .
wound. When wound is closed the
residents skin condition will continue to
be evaluated and documents on the
Resident at Risk form until there has
been 10 continuous days of wound
closure and the res;dent skin evaluation
has been changed fo weekly.
*MDS Coordinator or DNS will ensure
that the Resident Roster Sample Matrix
is updated weekly and that it reflecis
changes in skin condition and is reported
weekly during the Stand-Up meeting. +*
LN staff will observe delivery of care
when in resident room and identify if
praper technique is being followed when
peri care given, and will intervene in real
time if poor or improper technique is
used.
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protein for wound healing and heafth.

The skilled nursing charting sheet, dated
10/26/13, documented, "coccyx area improving
with use cf air mattress and barrier crearn. No
-1 pain at site. Continue {o monitor sight (sic).”

On 11/4/13 at 8:25 AM, the nurse's notes
documented the foley (catheter) was found out
with the balloon inflated. The resident stated she
did not know how it came out and wanted it Jeft
out. At 8:00 AM, the nurse's notes documented
the resident was "voiding both continent and
incentinent adequately.”

On 11/6/13 at 12:55 PM, the physician wrote an
order to DC (discontinue) Foley and monitor ‘
bedsores. ' ‘

Note: There was no decumentation the pressure
ulcer was assessed or monitored by licensed stail
from 11/8/13 until 11/16/13, when it was _
documented on the Skin impairment sheet as
recpened.

On 11/19/13 at 9:35 AM, the suiveyor asked the
DNS to come into the resident's room fo observe
and measure the Stage Il pressure uicer. The
DNS measuréments were 2 cm (length) x 1 cm
{width), which meant the pressure ulcer had
continued to increase in size the last three days.
On 11/20/13 at 1:45 PM, the CNS was
interviewed regarding Resident #5's Stage i
pressure ulcer on her coccyx. The DNS stated
the resident's nutrition and pain were befter. The
DNS stated the resident pulled out her catheter
and the DNS thought the pressure ulcer was
probably due to moisture. The DNS stated the
resident needed to he watched more carefully.
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1 b. On 11/18/13 at 2:40 PM, Resident #5 was
observed to be in the Acfivity Room sitting in her
WC. The foot pedals had padding which was duct
taped veriically and harizontally o the pedals (like
a wrapped package) to hold them in place.

On 11/18/13 at 2:50 PM, the AC (Activities
Coordinator) stated, the resident kicked off her
"problem boofs" so they padded the foot pedals
with oid heel protectors. She stated they spoke
with PT (physical therapy), OT (occupational
therapy) and the DNS about the problem and they
decided to use these for now until they came up
with something better.

On 11/18/13 at 3:05 PM, the DNS stated the
resident was admitied with "mushy heels." She
reported they care planned for Prevalon boots
and the resident would not leave them on and
would tear them off. The DNS stated she spoke
with OT who stated just to put something on the
foot pedals. The DNS stated the duct fape
doesn't look very good, probably wasn't very
sanitary, and stated she will check into something
| else for the resident's feet to rest on.

On 11/18/13 at 4:20 PM, the resident was
observed sitting in her WC by the nurses station
with padded fool pedals, however, no duct tape
was observed on the foct pedals.

The care plan for skin impairment, with a start
date of 10/28/13, documented "heel boots as she

will atlow.”

| The skilled nursing charting sheet, dated
10/24/13, documented, "heel med-ex boots
applied as heels are fragile. Resident does not
Event ID: KICS11 Facillty ID: MDS001190 If continuation shest Page 16 of 42
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sided weakness.

keep heel booties on at present, she's frying to
remove heel med-ex hoofs. Reminded to leave
on for protection. Resident needs constant cuing
and reassurance and direction.™

The skilied nursing charting sheet, datad
10/27/13, documentied "fragil_e skin - heels."

On 11/19/13 at 2:20 PM, the surveyor interviewed
the PT who stafed she "would not recommend
using duct tape for any pressure issues.”

The facility failed fo assess and monitor potential
changes in skin condition for a resident who was
at an increased risk of redeveloping a pressurs
ulcer. Addiicnally, the facility failed to adjust
interventions when the cathefer was removed and
the resident experienced increased moisture. The
Tacility failed to protnote proper heel protection for
a resident who had fragiie heel skin by using duct
tape, a slick, hard suiface, which came in contact
with the resident's heels.

2. Resident #3 was originally admitted fo the
facility onn 10/15/13 and readmitted on 11/14/13
with multiple diagnoses including Diabetes
feliitus and cerebrovascular accident with left

The resident's 9/19/13 annual MDS coded
cognitively intact, one sided upper and lower
functional ROM limitations, and no pressure
uicers. Section V of the MDS friggered for
Pressure Ulcers and ths subsequent CAA
documented, will proceed o plan of care as
needs arise and for preventative cares against
pressure ulcer formation.

The resident's 11/14/13 "Skin [mpairment" form
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Ongoing.”

skin promptly.

toward the resident's recfum area.

resident's gluteal cleft.

resident's room.

, provide any additional documentation.
Fazs

ss=D | NEEDS

decumented a Stage I} pressure ulcer.
comments column documented, "Open bleeding
area @ rt [at right] of gluteal cleft. Desitin

The

The resident's Care plan identified the 10/27/10
problem of at risk for skin impairments related, in
part, to incontinence and decreased mobility and
functioning. The problem interventions included,
in part, CNA fo nofify the LN of any changes fo

On 11/20/13 at 1:50 p.m., the survey feam
observed two CNAs providing cares for the

o resident. CNA#4 apply desitin to the affected
/ area of the resident's gluteal cleft. The CNA
applied the desitin by applying in the direction
from the rectum area to the gluteal cleft. The CNA
did not apply the desitin from the gluteal cleft

Note: This practice created the potential to
confaminate the open area at the right of the

On 11/20/13 at 2:00 p.m., the survey team
informed the DNS oi the CNA applying desitin
from the resident's rectum area to the gluteal
cleft. The DNS indicated thatwas not the correct
procedure fo use and the CNA may have been
nervous because the surveyors were in the

On 11/22/13 at 1:20 p.m., the Administrator was
informed of the observation. The facility did not

483.25(k) TREATMENT/CARE FOR SPECIAL

F314

F 328
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F 328 | Continued From page 18 Fa28| 1. Corrective actions accomplished for
The facility must ensure that residents receive those residents found to have been
proper treatment and care for the following affected by the deficient practice:
f’PECL‘?" services. This affected Resident #5. Corrective
njections; . ) v
Parenteral and enteral fluids; actions takgn. T.he _December physician
Colostomy, ureterostomy, or lleostomy care; order recapitulation includes order for
Tracheosiomy care; oxygen. See attachment F328-A.
Tracheal suctioning; This affected Resident #1. Corrective - -
Respiratory care; actions taken: Interventions added to
oot care; and residents care plan for use of
Prostheses. pla or use or oxygen
. and December physician order 12/28/13
_ : _ _  recapitulation includes order for oxygen.
‘tl;hzs REQUIREMENT s not met as evidenced See attachments F328-8 and F328-C.
y: . ) .
Based on observation, record reviews and staff ‘2' Other residents having the- P_°tent|al
interviews, it was determined the facility failed fo to be affected by same deficient
ensure residents who use oxygen rece_ive the [iter ‘practice and corrective actions taken:
flow as ordered by the physician, nor did thed This has the potential to affect all
physician recapitulation orders include an order . . e
for oxygen even though a resident was receiving FESIdenj[S In th? facility using oxygen.
oxygen. This was true for 2 of 3 (#s 1 and 5) Corrective Actions:
sampled residents reviewed for the proper care - *HUC assigned to review and identify all
and treatment ofoxygen ierapy. This defloient "' residents with oxygen orders'and ensure
practice created the potential for more than _
minimal harm should residents have a drop in Ogders for oxygen are on the December
oxygen saturations causing them to become paysician Ordgr FeCaPltUIaTIOI‘Il.‘ Th|§ has
anxious, confused and experience respirafory been accomplished and all appropriate
distress. Findings includad: residents have oxygen orders on the’
‘ December recapitulation.
1. Resident #5 was adritted to the faciiity on’ . - . L
10/15/13 with multiple diagnoses including DNS met with HUCS and identified a
malignant neoplasm of the upper lobe (cancer of consistent process to ensure all current
the Lung), anxiety, pressure ulcer, and chronic physician orders are carried forward from
pbsfructive pulmonary disease (COPD). month to month. HUCS will validate
The resident's Admit MDS, dated 10/23/13, previous month's recapitulation with
documented in part: upcoming month to ensure all orders are
*Moderately impaired cognition with a BIMS carried forWard, unlessthereisa |
Event ID: KICS11 raciit discontinue order, 2 sheet Page 19 of 42

Measures that will be put into place
and changes made to ensure that the
- deficient practice does not recur:
*Process change to preparation and
distribution of recapitulations that will
- ensure standardized process. See
attachment F328-D.
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Score of 8. . :
*Total assist with 2+ persons for bed mobility,
fransfer, and toilet use.
*Total assist with 1 person for locomotion on and
off the unit, personal hygiene and

bathing. :
*Functionat fimitation in range of moticn with
irnpairment an both sides.

The admission nursing assessment, dated
10/15/13, documented crackles were noted in the
bases, was on respiratory treatment, had
symptems of dyspnea (shoriness of breath) and
was SOB at times. .

The resident's longterm care admission orders,
dated 10/15/13, deccumented an order for oxygen
treatment at 2 Lifers via NC {(nasal cannula) PRN
{(as needed) 02 sats < (less than), however, the
saturation percentage was not documented.

The resident's November 2013 Physician Orders
(recapitulations) did not include an crder for

oxygen.

The resident's care plan for oxygen therapy, with
a stert datfe of 10/28/13, documented the oxygen
liter flow at 2 L (Iiters)/NC (per nasal cannula), for
the diagnosis of Asthma/COPD, documented
interventions of:

*02 (oxygen} as ordered - 2 L/NC.

*Check flow of 02 every shift and PRN (as

needed).
*QObserve tubing for any chstructions or kinks.

The skilled nursing charting, dated 10/28/13,
documented the resident was "02 dependent but
she takes it (nasal cannula) off at her choosing -
will drop to 88% withcut 02 2 L/NC."
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Corrective actions will be monitored

to ensure the deficient practice does
notrecur; - 12/28/13
*DNS will provide oversight to ensure
process for recapitulations is followed

and evaluate for effectiveness and -
compliance.
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On 11/20M3 at 5:35 PM, Resident #5 was
observed in the dining roorm, sitling in her WC
{wheelchair} at the tzble waiting for her dinner.
The surveyor checked the resident's portable 02
tank for the liter flow and observed the portable
02 tank was empty. The surveyor asked the
resident if she was receiving oxygen through ‘her
nasal cannula and the resident replied, "no." The
surveyor made CNA#8 aware the portable 02
tank was empty. CNA#9 asked CNA#10to get &
new tank for the resident. At 5:45 PM a new tank
was delivered to the resident in the dining room
and the resident's oxygen saturation was 83%
when the new fank was replaced.

Perry & Potter's, Clinical Nursing Skills &
Technigues, 7th Edition, 2010, states on

p. 629, "Treat oxygen therapy as a
medication...As with any drug, continuousfy
monitor the desage or concentrafion of oxygen.
Routinely check the hesalth care provider's orders
to verify that the patient is receiving the
prescribed oxygen concentration. The six rights of
medication administration also pertain to oxygen
administration.”

On 11/21/13 2t 4:00 PM, the DNS was made
aware of the 02 administration issue and the DNS
stated she was aware of the situation.

2. Resident #1 was originally admitted to the
facility on 1/15/13 and readmitted on 10/18/13
with muliiple diagnoses inciuding cerebrovascular
accident with left hemiplegia, depression, and
anxiety.

The resident’s significant change 10/23/13 MDS
_| coded severe cognitive impairment, severe
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depression, fotal assistance of at least one '
petson ior ADLs, upper and lower exiremity

functional fimitafions in ROM, and did not code for

oxygen.

The resident's care ptan did not include a
problem or problem intervention refated to the

| use of oxygen. ‘

The resident's October 2013 and November 2013
Physician Orders {recapitulations) did not include
an order for oxygen.

Review of the resident's Nurse's Notes dated
11/2/13 at 5:30 p.m. documented, in part, "...02
88 - 21 % pt placed on nasal cannula 1 liter...
[oxygen saturation level was 88 to 91 percent,
ratient placed on nasal cannula ai one liter per

minute]..."

On 11/20/13 at 1:10 p.m., the surveyor asked the
DNS if the resident's physician ordered oxygen
for the resident. The DNS stafed, "Yes." :

On 11/20/13 at 8:20 p.m., the DNS provided the
surveyor with a copy of the resident's 1/15/13
admission orders that included, in part, "oxygen
at 1-2 iiters via nc prn [O2 at 1-2 liters per minute
by way of nasal cannuia as needed)." Note; The
prn oxygen order was not included on the
resident's recapitulation orders. At this time, the
survey team informed the DNS the survey feam
had concerns about the accuracy cf residents’'
recapitulation orders including all freatments and
medications that may have been ordered by the
physician. ‘

F 329 | 483.25()) DRUG REGIMEN IS FREE FROM F 329
ss=p | UNNECESSARY DRUGS
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F 329 | Continued From page 22 Eaogl b Correctlvle actions accomplished for
_ those residents found to have been
Each resident's drug regimen must be free from affef:ted by the deficient practice:
unnecessary drugs. An unnecessary drug is any Resident #1 was affected by this _
drug when used in excessive dose (including . practice. Corrective action was taken as
duplicate therapy); or for excessive duration; or follows: L ' 12/28/13
without adequate monitoring; or without adequate Ll e e )
indications. for its use; or in the presence of -Physmlan dogumented rationale for -,
-adverse conseguences which indicate the dose using Melatonin and Trazadone. See
should be reduced or discontinued; or any attachment F329-A
combinations of the réasons above, -Additions were made to the care p!an
Based cn a comprehensive assessmernit of 2 that addr,ess_ed delirium, 009“'“\’6 JOS.S*
resident, the facility must ensure that residents communication, psychosocial well-being
who have not used antipsychotic drugs are not and the use of Melatonin and Effexor.
given these drugs unless artipsychofic drug _ See attachment F329-B
therapy is necessary to treat a specific condition . L, . |
as diagnosed and documented in the clinical 2. Other residents having the. ROtent]al '
record; and residents who use antipsychotic to be affected by same deficient
drugs recelve gradual dose reductions, and practice and corrective actions taken:
behavioral interventions, unless clinically This practice has the potential to affect
St?glgt;amdlcated, in an effort to discontinue these any resident taking psychotropic
medications that are in the same drug
classification, Corrective actions taken:
*Social Service Advocate (SSA) will audit
_ / all resident charts that have drugs in the
This REQUIREMENT s not met as evidenced hypnoic, antidepressant, and _
by- anttpsychotic classification, to determine
Based on record review and staff interviews, it if there is duplication without appropriate
was determined the facility failed to clarify the documentation. If necessary the
rationale and the benefits for duplicate resident's oh S.iCi b tacted
depression medication therapy, approach to ) physician W', € contacte
manitoring for benefits and adverse requesting documentation of the reasons
consequences, and failed to care plan for all and benefits of therapy. The
psychotropic medications the resident was Psychotropic Drug Review Committee
administered. This affected 1 of 3 (#1) residents will evaluate continued benefit and if
sampled for psychotropic medications. This iate for drug .
practice created the potential for more than - afapr(t)'pdna e'c(j)r trug_l_re.dUCtllon for all )
o, | ifected residents. his will be ot Page 23 o142

accomplished by 12/28/13. v’
*The SSA will notify the DNS of the audit
results for residents on duplicate therapy.
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unnecessary adverse drug reacficns from
overuse of the anti-depressants. Fmdmgs
included:

Resident #1 was originally admitted {o _the' facility
on 1/15/13 and readmitted on 10/18/13 with -

| multiple diagnoses including cerebrovascular

accident with left sided hemiplegia, depression,
and inscmnia.

The resident's 10/23/13 significant change MDS
coded severe cognitive impairment and severe
depression. Section V of the MDS triggered for
delirium, cognitive loss, psychosocial well-being,
communication, mood state, and psychotropic
drug use. Secticn V also documented the . '
iriggered care areas were care planned.’

Review of the resident's care plan revealed the
resident was not care planned for delirium,
cognitive loss, communication, and psychosocial
well-baing.

Note: Please refer to F279 as it related to care
plans.

Review of the resident's medical chart and review
of the care plan revealed there was no rationale

| or benefits for duplicafe anti-depression

medication therapy, or approaches fo monitoring
for benefits and adverse conseguences.

This review also revealed the care plan was not
updated for the use of Melatonin and Effexor, as
follows:

*.1/28/13, problem of at risk for mood/behavior
indicators related to (in the following order): few
to unit, alert and oriented, full code, psychotropic
medications {meds), and inscmnia.
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F 398 | Confinued F' - 3. Measures that will be put into place
C.m.tmuleh rom pa%eLh i X F 329 and changes made to ensure that the
minimal hiarm should the resident experience deficient practice does not recur: 1228113

*The DNS counseled with SSA fo
determine barriers that exist in current
practice and improvements that need to
be made to ensure all residents are
evaluated for duplicate therapy for drugs
in the psychotropic drug classification,
and that appropriate interventions are in
the resident care plan. As a result the
following practices will be implemented:
1. As part of the MDS assessment the
SSA will review and ensure psychotropic v*
drugs, inclusive of hypnotics and
antidepressants, are reviewed for
duplicate therapy and there is
documentation of the reasons and
benefits;

2. The reasons and benefits for
duplicate therapy will be documented in
the resident care pian.

3. Any resident on duplicate therapy will
be evaluated at the Psychotropic Drug
Committee to ensure continued
administration of medications is
appropriate and the reasons if they are
not a candidate for dose reduction.

4. The HUC will forward any medication v’
changes regardless of classification fo

- the SSA following the same process
currently used to notify MDS
Coordinator.

5. Residents that have duplicate therapy ————

FORM CM5-2567(02-99) Previous Versions Obsolete

Event ID:KICS11

Faciity I will be brought forward to Resident at 298 240f42 -

Risk Committee once amonth to  +*
evaluate benefits of continued drug use.
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The problem interventions were listed, in the
following order, encourage family and friends to
visit often, encourage questions, direct guestions
towards (Resident #1), include spouse in
discussions whenever possible, follow wishes for
being full code, meds as ordered, follow on sleep
monitor, "Trazadone {510} 50 miliigram (mg) at
bedtime, and "Ambien" 5 mg at bed fime started
on 2/20/13. :

The resident's 11/13 Physician Orders
(recapituiation) contained, in part the following
medication orders.

‘| -Trazodone 50 mg daily at bed fime for insomnia

~Effexor 75 mg two times a day for depression
-Melatonin 3 mg daily at bedtime for insomnia

The 2014 Nursing Drug Handbook idenfifled both
Trazodone and Effexor were in the
anti-depressant therapeutic class with similar
adverse reactions.

On 11/20/13 at 12:22 p.m., the survey team
informed the Social Services Advocate (SSA)
Resident #1's MDS Section V triggered for the
above identified care areas however the
resident's care plan did not include delirium,
cognitive loss, psychosocial weli-being, and
communication. The §SA stated, "l do the care
planning for cognitive loss, psyohosocial, mood,
and psychotropic medications.”

On 11/20/13 at 2:40 p.m., the S5A provided the
surveyors with what appeared to be an updated
copy from the resident's care plan. The 10/23/13
problem of at risk for mood/behavior column
documented, in this order, "Decrease in
cognition, Decrease in mood, Psychofropic
medications: Trazodone, Effexor, Full Code, and

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: - A BUILDING -
[.
_ 135006 B. WING 1112212013
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
) 895 NORTH 6TH EAST
ST LUKE'S ELMORE LONG TERNM CARE
: : ] MOUNTAIN HOME, ID 83547
054 D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION 5}
PREFIX |- (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENGED TD THE APPROPRIATE DATE
GEFICIENCY)
F 329 Continued From page 24 F 323

Corrective actions will be monitored
to ensure the deflment practice does
notrecur: = -

* The MDS Coordinator will be |
responsible to ensure all appropriate
residents receiving antipsychotics,
hypnotics and antidepressants are
friggered on the Roster/Sample Matrix
and there are corresponding
interventions on the care plan.\fThe
Roster/Sample Matrix will be updated
weekly by the LTCU Interdisciplinary v* _
team at Stand-Up. .{‘
*The DNS will ensure compliance with :
use of Roster/Sample Matrix at Stand-Up

and participation of staff.

12028113
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F 328 | Continued From page 25 F 328
Altered mental status.”

The problem interventions inciuded, in this order,
"Reorient as appropriate. Reassure her that she
is safe and that husband will be in as soon as
possible. Frequent 1:1's, Bring her to dayroom as
tolerated for sccial interactions, meds as order,
Foilow on behavior and sleep moniiors
...Reassure and comiort as needed, Enjoys being
warm, with several blankets. Likes them pulled up
to her neck."

The survey team asked the SSA when the .
updates to the care plan were made. The SSA
indicated the updates were made on 11/20/13. At
2:47 p.m., the SSA stated, "I should have made

> some type of entry to show when the care plan
- was updated.” ' '

On 11/22/13 at 1:09-p.m., the DNS provided the
survey team with a 11/22/13 progress note signed
by the resident's physician. The progress note
documented in part, "...in our hospital...was on, |
believe, Ambien...Ambien was...stopped...began
complaining of severe insomnia ...Melatonin...was
not effective she was started on Trazodone. The
combination {Melatonin and Trazodone] worked

well..."

On 11/22/13 at 1:30 p.m., the Administrator and
DNS were informed the resident's medical record
and care plan did not include the rationale or
benefits of duplicate medication therapy and
approaches to monitoring for benefits and

| adverse medication reactions. The facility did not :
provide additional information related to the
concern.

F 367 | 483.35(e) THERAPEUTIC DIET PRESCRIBED F 387

ss=D| BY PHYSICIAN
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Corrective actions accomplished for
F 387 | Continued From page 26 F 367 those residents found to have been
Therapeutic diets must be prescribed by the affected by the deficient practice:
attending physician. This practice affected Resident #9.
| This resident was discharged from the
This REQUIREMENT is not met as evidenced facility 11/21/13. Prior to discharge at
by: . . ¢t the time the deficiency was brought
Based on observation, record review, and sta - forward the diet w i o
interviews, it was determined the facility failed fo communicat dt’[ ats ?flarlﬂed and 12/28/13
provide Resident #9 with the fluid consistency as _ died o siall. :
ordered by the resident's physician. Resident #3's This practice affected Resident #3.
medical chart contained confiicting information as Corrective actions accomplished for this
to the fiuid consistency the physician ordered. resident are:-
This affected 2 of 9 (#s 3 & ) residents sampled o ' .
for diet orders and fiuid consistency. This practice Dietary orders were clarified see
created the potential for more than minimal harm attachment F367-A. N
should the residents experience choking or *Pocket Care Plan was updated with t
aspiration. Findings included: clarified diet see attachment F367-B.
: Other resi ' i
1. Resident #3 was originally admitied to the t fl; d rfefSIdents having the. p.OtentlaI
facility on 11/26/10 and readmitted on 11/4/13 0 be affected by same deficient
with multiple diagnoses including aspiration practice and corrective actions taken: -
pneumonia. This practice has the potential o affect
. all resi in the facili i
The residents 11/11/13 admission MDS Section acﬁes dtenkts in the facility. Corrective
V triggered for nutriticnal status and ons ta e_n' )
dehydration/fluid maintenance. The MDS coded *The DNS directed the HUC to audit
moderately impaired cognitive skills, mechanically 100% of the resident charts and
altered dist, eating one person supervision, and reconcile the current diet order with the
one-sided upper extremity funciional ROM list of diets sent o the dietary
limitations. : - X
department.. Discrepancies were
The resident's 11/4/13 to 11/30/13 Physician identified and corrected, and a validated
Orders contained a 11/11/13 diet crder: diet orders was sent to dietary
Eﬁ?::ﬂ’ca' soft, fortified, and "nectar thick department. Diet orders were reconciled d
' | » on recapitulations. See attachments 10 hi1
The resident's Care Plan (CP) identified a F357-F. F% b7 F {0042 won® ¢
11/15/13 problem of aspiration pneumonia and at Measures that will be put into place o‘@'\a}
risk for complications. Tha CP contained an and changes made to ensure that the

FORM CMS-2567(02-85) Pravious Versions Obsolete
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Facility

deficient practice does not recur:t Page 27 of 42
*HUC will develop and maintain a fist of
residents with their current diet orders.

*HUC will reconcile the list as needed but

no less than weekly. v

*Formal process implemented to ensure
diet orders are reconciled weekly. See
attachment 357-D.

v’




PRINTED: 12/04/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
~CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
J-“ND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ' - COMPLETED
i ;
, 135006 B WING _ | 11/22/2613
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ‘
ST LUKE'S ELMORE LONG TERM CARE : 895 NORTH 6TH EAST |
i MOUNTAIN HOME, ID 83647
X4) I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUL ATORY OR 1.5C IDENTIFYING INFORMATION) TAG CROSS-RFFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY) .
‘ _ . *MDS Coordinator will take reconciled
387 Continued From page 27 F387] " diet list to Resident at Risk Commitee
additional page that documented, 11/5/13, SLP Meeting and collaborate with multi-
(speech language pathologist), "No thin fiquids” ) discioli ,mu I-
and "...dysphasa..." Diet - mechanical soft _ disciplinary team to ensure diet 1228113
"nectar thick liquids swallow straiegies [and] information listed is being used in
supervision [with] po fintake by mouthL" developing resident interventions.
_ *MDS coordinator is i
Further review of the CP revealed although the ensure dietary inf responsnble tov/
resident's admission MDS Section V triggered for ary information on care plan
nutritional status and dehydration/fiuid accurately reflects current diet orders.
maintenance, these two care aeas were not - *DNS will instruct N regarding Resident -~ -~
}ge{l’ﬂﬁ;d on thefre?fdggf?z CP-_t ted & " Diet Order Reconciliation Process at the
ote; Pieage refer to as it related to care LN staff meeting 12/18/13. S
lans. g - o8
P attachment F357-EI.
; The resident's medical record contained a diet +See F-279 for care plan corrective
s order signed by a Speech Patholegist (SPP). Order action.
date 11/17/13, "ST [speech therapy] recommends S 3 ; : !
pt [patient] have nectar thick liquids/water a;?oi 28 for recapitulation corrective
bedside," ' : . : e
4. Corrective actions will be monitored
On 11/20/13 at £:55 p.m., LN #5 was observed ' . to ensure the deficient practice does
with the resident at his table in the dining room. " not recur:
There was a glass of what appeared to he water | Th DNS. il eval . L
of thin liquid consistency on the table in front of € o Wi ,_eva uat? to determine if
the resident. The LN walked away from the ~ corrective actions are implemented and |
resident while the resident was dining. ‘ desired outcomes are achieved. If
- At5:56 p.m., the surveyor requested.the RD outcomes are not as desired the DNS
observe the consistency of the water at the will develop an action plan f
resident's place setting in the dining reom. The . pan pian Or,
RD removed the glass of water from the Improvement, )
resident's place setting and held the glass of . *See F-279 for care plan corrective
water in her hand. The surveyor questicned LN action.
#5 about the fluid consistency the resident was See F- . . \
ordered. The LN said, “Il go check.” tg F-328 for recapitulation corrective
- At 6:01 p.m., the SP and LN #5 were sitting at acton. b -
the nurse's station. The surveyor asked the SP fo w Q{'_,Ki% PEIL {'@LKP ne e
evaluate the glass of water the resident received ~ % Y 1D
with his meal. The SP evaluated the glass of ' Do 102 1N
water and stated, "Not nectar thick." :
Facility ID: MDS001190 _ If continuation sheet Page 28 of 42
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Cn 11/21/13 at 2:15 p.m., the surveyor informed
the DNS the resident received thin consistency
water at the dinner meal the day before and the
consistency was verified by the SP. The DNS
nodded her head in an up and down mofion.

On 11722/13 at 1:20 p.m., the Administrator was
informed of the resident receiving thin
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[ 367 | Continued From page 28 F 387

cansistency water when ifie physician ordered
nectar thick fiuids.

2. Resident #3 was criginally admitted to the
facility on - 10/15/10 and readmitted on 11/14/13
with multiple diagnoses including Diabetes
Mellitus and cerebrovascular accident with left
sided weakness.

The resident's 8/15/13 annual M2S coded
cognitively intact, reguired supervision of one
person for dining, and one sided upper and lower
functional limitation in ROM impairments.

The resident's plan of care (poc) identified the
10/27/10 problem of alteration in nutrition. One of
the problem interventions was, "diet as ordered -
mechanical soft - jow fat & low cholesterol - with
honey thick liquids - small portions.™ -

The resident's Physician Orders (recapitulations)

documented, in part:
*10/1/13 to 10/31/13, order date 10/13/2011, Low

fat, low cholesterol diet, mechanical soft (ms) and
"nectar thick liquids (nt)"

1% 91/1/13 to 11/30/13, order date 11/14/13,

pureed.
Note: The order dated 11/14/13 on the

recapitulation did not include what liquid
consistency the resident was to receive.
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The resident's medical record contained the
following information:

* 5/21/13, change digt fo sma!l portions ADA
{American Diabetes Association), ms, "honey
thick liquids (htl)." This order appeared sighed by
the physician.

* 11/14/13, Long Term Care Unit Diet Order,

| change;consuit, Pureed diet with "hil." This order
was signed by a LPN. T
Note: This order was not signed by the rasident's
physician.

* 11/18/13, change diet to ms diabetic. Note: This
order was not signed by the physician.

* 11/19/13 clarification diet order, mechanical soit
(~. diabetic with honey thick liquids, This order was
signed by the SP.

*11/19/13 Speech Therapy (ST) clarification
order; Recommend 4-8 ST sessions with focus
on dysphagia and swallow sirategies/precautions
and "trial possible thin water between po [oral

intake]."

On 11/18/13 at 12:25 p.m., during the luhch meal
dining observation dietary services provided a
tray with a meal and fwo glasses of fluid at -
regular thin consisiency (water consistency). The
tray contained a pisce of paper, "11/14/13 Diet
card, Pureed diet with htl." CNA#3 was assisting
the resident fo dine. The CNA took the two
glasses of fluids back to diefary services. A few
minutes later, the cook was observed bringing
two glasses of what appeared to ba fluids to the
CNA and the resident. The surveyor asked the
GNAwhy she took the 2 glasses of fluid back to
the kitchen. CNA #3 staled, "So they could
thicken the drinks, tea and milk." The surveyor
verified with the CNA, the fluids {tea and milk)
were not thickened? The CNA shook her head in
Event [D: KICS11 Facility ID: MDS001{190 If continuation sheet Page 30 of 42
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Continued From page 30
a back and forth maotion and stated, "Ne, they
were not. They are now."

On 11/18/13 at 4:00 p.m., the survey team
informed the DNS of the dining observation of
dietary services providing fluids of thin
consistency when the diet card directed thickened
fluids and the GNA sent the fluids back to the
kitchen. The surveyor also informed the DNS the

F 371
SS=F

eview uftheTesident's-chart revealed- conflicting--
information about the resident's fluid consistency.
The resident's care plan documented honey thick
fiquids with a problem date of 10/27/10. On
8/21/13, diet order was changed tc honey thick
liguids. October recapitulation orders were nectar
thick. November recapitulation arders did not
include fluid consistency. '

On 11/21/13 at approximately 9:00 a.m., the
facility's RD provided the survey team with a list
of all the residents and their diet orders. The Ri3

| stated, "VWe reviewed all the resident's diet

orders.”

On 11/22/13 at 1:20 p.m., the Administrator was
informed of the findings and observations.
483,35(f) FOOD PROCURE, - -
STORE/PREPARFE/SERVE - SANITARY

The facility must -

(1) Procure foed from sources approved or
considerad satistactory by Federal, State or local
authorities; and .

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

F 357

F 371
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F 371

‘observed.

This REQU]REMENT is not met as e\ndenced
by:

Based on observation and staff interview, it was
determined the facility faited to-ensure kitchen
staff did not use a food preparation sink for clean
kitchen equipment at the same time the sink
contained food o be served. This affected 9 of 9
(#s 1-8) sampled residents and had the potenttal
to affect all residents who dined in the facility.
This practice created the potential for chemical
contamination of food and exposed residents to
potential disease causing substances. Findings
included:

On 11/18/13 at 10:42 a.m. the Distary Manager
(DM) accompanied the surveyor during the initial
tour of the faciiity ' s kifchen. The following was

- Water was running from the faucet of a food
preparation sink into a metal bowl located in the
bottom of the sink. The metal bowl contained 2
packages wrapped in aluminum foil. Cafeteria
Worker #2 (CW #2) was observed wiping a slicer
with a wiping cloth. The slicer was located
approximately four feet from the food preparation
sink. The CW #2 walked over to the food
preparaticn sink, positioned the faucet to allow
the water to run directly into the sink, not into the
meta! bowl. The CW #2 then rinsed the wiping
cloth under the wafer running from the faucet,
squeezed the cloth, and visible suds were
observed going from the wiping cloth into the food
preparation sink.

- At 10:50 a.m., the DM stated, " Deli meat is

wrapped in the foll in the sink. The meat is for

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A-AND PLAN OF CORRECTION IDENTIFICATION NUMBER: X ’ COMPLETED
) : A BUILDING
_ 135008 B. WING _ 11/2212013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE -
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: : MOUNTAIN HOME, ID 83647
O D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION - (X5
PREFD: (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE ‘DATE -
' DEFICIENCY}
Continued From page 31 =371 Corrective actions accomplished for

those residents found to have been
affected by the deficient practice:
This action affects Residents #1-9.
Corrective Actions taken:

*On 11/18/13 cafeteria staff reminded
and received further education on food
safety and sanitation. Staff instructed
that food preparation sinks are used for

12/28/13

food preparation-only.
Other residents having the potential
to be affected by same deficient
practice and corrective actions taken:
This action has the potential to affect all
residents in the facility. Corrective action
taken: Sign posted on 11/18/13in
preparation area wall that sink is to be
used for food preparation only. See
attachment F371-A

Measures that will be put into place
and changes made to ensure that the
deficient practice does not recur:
Every food and nutrition employee will be
required to take a food safety and
sanitation test on 12/20/13 at the v
monthly department in-service. The
Dietary Services Manager will calendar
this as an annual agenda item for «~
department staff meetings to keep staff
informed and up to date on proper '
procedure regardmg food and patient
safety. :
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4. Corrective actions will be monitored

Far Conl.[mu?d From pag?32 . . Farty, to ensure the deflment practlce does
sejvice in the cafeteria [hospital cafeterig]. " The PR 12/28/13
surveyor questioned the DM and CW #2 about notrecur: .. .. _ Ll
using the food preparation sink o clear the slicer. The Cook Supervisor will monitor staff
- At 10:52 a.m., the DM told the CW #2 the sink . daily to ensure sink’is used in the
-1 was not fo be used for cleaning. The CW#,Z' . appropnate manner. A form has been ¢
asked the DM what shouid be used to clean ithe established for monitoring purpose and

slicer. The DM told the CW #2 fo obtaina -

separate bucket of water to clean the slicer. will be signed off by the supervising cook

at the end of the shift. This has been

Federal _gu'idance at F371indicated, " "Food “implemented and wil he done dally x 2 v
Contamination ' refers fo the tnintended ' .| . months and if there is 100% compliance
presence of potenifally harmiful substances, £ 100%

including, but not limited to ...chemicals _ audttslell b(? _dlscontlr]ued. [ 00%
...Chemical Contamination, The most common - compliance is not achieved, daily audits
chemicals that can be found in a food system are ) ~ will continue until there is 100%

cleaning agents (such as ...soaps ...Chemicals : : iy nths i
uscd by the facility staff, in the course of their g%@g{f;cchenfg;ﬁf;n;?u“ € monins.

duties, may contaminate focd ... "

On 11/20/13 at 1:30 p.m., the DM asked the
suivey team how the observation affected all the
fong term care residents. The surveyor explained
there were employees using the kifchen
equipment to prepare food for hospital patients
and long term care residents. The food
preparation sink was used in the food preparation
process for long term care residents and hospital
patients. CW #2 was observed rinsing 2 wiping
cloth in the food preparation sink as she was ™
cleaning the slicer. This practice created the
potential for any chemical solution in the food
preparation sink fo come info contact with food
prepared and served to the long term care
residents. This practice placed the long tern care
residents at risk for possible chemical
contamination.

|
]
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Based on observation and staff interview, it was
determined the facility failed to ensure kitchen
siaff did nof use a food preparation sink for clean
kitchen equipment at the same time the sink
contained food to be served. This affected & of 9
{(#s 1-9) sampled residents and had the potential
fo affect all residents who dined in the facility.
This practice created the potential for chemical
cantaminaticn of food and exposed residents to
patential disease causing pathegens. Findings
included: ' '

On 11/18/13 at 10:42 a.m., water was running
from the faucet of a food preparation sink into a
metal bowl lccated in the botfom of the sink. The
metal bowl contained two packages wrapped in
aluminum foil. Cafeteria Worker #2 (CW #2) was
observed wiping a slicer with a wiping cloth. The
slicer was located approximately four feet from
the food preparation sink. The CW #2 walked
over to the food preparation sink, positioned tha
faucet to allow the water fo run into the sink, not
into the metal bowl. The CW #2 then rinsed the .
wiping cloth under the water running from the
faucet in the food preparation sink. The CW #2
rinsed and squeezed the cloth, and visible suds
were observed in the food preparation sink.
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F 371 | Continued From page 34 . F 371
| - At 10:50 a.m., the DM stated, "Deli meat is

wrappad in the foil. The meat is for service in the
cafeieria [hospital cafeterial.” The surveyor then
guestioned the DM and CW #2 about using the
food preparation sink to clean the slicer.
- At 10:52 a.m., the DM told the CW #2 the sink
was not to be used for cleaning. The CW-#2 then
asked the DM what should be used fo clean the:
slicer. The DM icid the CW #2 to obtain a bucket

of waterto clgar the slicer:

On 11/20/13 at 1:30 p.m., the DM asked the
survey team how the observation affected all the
leng term care residenis. The surveyor explained
the facility had employees using the kitchen
equipment for preparing hospital and tong term
care food. The CW #2, although preparing food
for the cafeferia, was cleaning the slicer using a
chemical solution. The CW #2 then rinsed the
wiping cloth containing the chemical solufion in
the food preparation sink. The food preparation
sink was used for long term care residents and
hospital patients. This practice created the
potential for any remaining chemical solution fo
come into contact with foed during food
preparation when other staff used the focd
preparation sink. This practice placed all pecple
the kitchen served, including the fong term. care
residents, at risk for possible chemical
contamination.

F 431 483.60(b), (d}, (e) DRUG RECORDS, F 431
ss=p | LABEI/STCRE 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
contrelled drugs in sufficient detafl to enable an
accurate reconciliation; and determines that drug
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' { professional principles, and include the

records are in order and that an account of all
controlled drugs is maintained and penodlcally
reconcited.

Drugs and biclogicals used in the facility must be
labeled in accordance with cumently accepted

appropriate accessory and cautionary
instructions, and the explraﬂon date when
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F 431 | Continued From page 35 E 431 Corrective actions accomplished for

those residents found to have been
affected by the deficient practice:

At the time of deficiency the expired
medication was removed and LN verified
there was no other expired medications
or solutions in medication room

Other residents having the potential
to be affected by same deficient

“applicable:-

" controls, and permit only authorized personnel fo

in accordance with State and Federal laws, the
facility must store alt drugs and biclogicals in
locked compariments under proper iemperature

have access fo the keys.

The faciiity must provide separately locked,
permanently affixed compartments for storage of
controfied drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject to
abuse, excepf when the facility uses single unit
package drug distributicn systerns in which the
guantity siored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, it was
determined the facility failed to ensure outdated
medications were removed from the medication
room storage shelf for resident use. This failure
created the potential for diminished efficacy it .
Metronidazole was administered after the
expiration date. This had the potential to affect
any resident who might need Metronidazole. -

practice and corrective actions taken:
This practice has the potential to affect
all residents receiving medication and -
treatments in the facility. Corrective
Action: The evening nurseon ~_» 12/28/13
Wednesdays will be assigned to check
the medication room for expired
medications and solutions.

Measures that will be put into place
and changes made to ensure that the
deficient practice does not recur:
*Evening nurse duties on Wednesday
will include surveying the medication
room to determine if there are expired
medications or solutions.

*The HUC and night nurse will ensure
task is written for the Wednesday
evening nurse to initial.

If expired medications are identified the
evening nurse will place items in a bag
and write on the 24-hour report that bag
needs to be returned to Pharmacy the
nextday. The day shift nurse will be
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, responsible to ensure expired medicines
F 431 Continued From page 36 : F 431 are returned to pharmacy.
Findings included: , ~ *DNS will in-service LN on these tasks
~ o ‘ and expectation for completion, at the [N -
On 11/19/13 at 3:25 PM, the medication room meetinp on 12/18/13 Sp ftachment
was examinad for cutdated medications. One bag gon it : cea 12128
of Metronidazole Injection, 500 mg (miligram) [V ‘ F431-A /13
(intravenous) bag, with an expiration date of 8/13 4. Corrective actions will be monitored
was found on the shelf available for patient use. to ensure the deficient practice does
LN #5 was present and stated the Metronidazole o not recur:

should not be on the storage shelf since it was
-expired and she willsend.it to-the pharmacy for

them to dispose of the medication. 7 audits to determine if any expire
. : medications or solutions are found in the
On 11/19/13 at 4:05 PM, the DNS was made medication room, if reminder is on
aware of the expired Mefronidazole found in the / : .
Wednesday staffing sheet, and if task is

medicatian room. The DNS stated she was

already aware of the issue. initialed as completed x 4 weeks starting »» |

F 514 483. 75(0(1) RES F 514 week of 12/30/13 if there is 100%
L= : ~will continue quarterly as part of the
The facility must maintain clinical records on each Environment of Care Audit. if 100%
resident in accordance with accepted professional compliance is not achieved, weekly
standards and practices that are complete; audits will continue until there are 4
accurately documented; readily acc:esmble and : ks of 100% compliance
systematically orgamzed ConseCUthel WEEKS O o COMP :

~ The DNS will analyze and develop an

The clinical record must contain sufficient "1+ action plan for improvement if process s
information-to identify the resident; a record of the not able to achieve Compﬁance.

resident's assessments; the plan of care and
services provided; the results of any
preadmissicn screening conducted by the State;
and progress notes.

This REQUIREMENT Is not met as evidenced
by:

Based on record review and staff interview, it
was determined the facility failed fo maintain
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(X1} PROVIDER/SUPPLIER/CLIA

{X2} MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

accurate, complete and organized clinical records
on each resident. This was frue for 4 of 9 {#s 1, 2,
4 & 5) sampled residents and 1 of 3 random
residents (#12) sampled for clinical record
accuracy. This created the potential for medical
decisions to be based on inaccurate inforration.
Findings included:

1. Resident #5 was admitted to the facility on

Additicnally, the resident’s longterm care

107571 3 with mitltiple diagnoses-including————
malignant neoplasm of upper lobe (cancer of the
fung), anxiety, pressure ulcer, and chronic
obstructive pulmonary disease (COPD).

Resident #5's medical record was found to
contain information of two cther residents (#4 and
#11) on 11/18/13 at 4:00 PM.

Resident #5's medical record contained:
*Resident #4's- - Physical Therapy Progress
Note dated 10/24/13

*Resident#11's - Physical Therapy Evaluation
and Pian of Treatment, dated 10/30/13

On 11/19/13 at 4:10 PM, the DNS was shown
Resident #5's medical record and she siated,
"Oh, | see the problem™ and removed the
Physical Therapy Progress Note for Resident #4
and the Evaluation and Plan of Treatment for
Resident #11 from Resident

#5's chart.

admission orders, dated 10/15/13, documented
an order for axygen treatment at 2 Liters via NC
(nasal cannula) PRN (as needed) 02 sats < {less
than), however, the saturation percentage was
not documented.

~ 7 ™MD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
135006 B. WING 1112212013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
ST LUKE'S EL MORE LONG TERM CARE 895 NORTH 6TH EAST
‘ T TER | MOUNTAIN HOME, ID 83647
FH4) I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
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TJAG REGUILATORY OR LSC [DENTIFYING INFDRMATION) TAG CROSS -REFERENCED TO THE APPROPRIATE DATE
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. 1. Correcti ions accompli
F 514 Continued From page 37 F 514 V?’ actions accomplished for
those residents found to have been

FORM CMS-2567(02-98) Previous Versions Obsolete

Event ID; KIC511

Facil

~———+0Oxygen-orders for this resident-were

_See attachment F514-B,

affected by the deficient practice:

This practice affected Resident #5.
Corrective action taken:

+The DNS directed the HUC tc review
the resident's medical recerd and ensure
all documents in the chart were for that
resident.

added to December’s recapitulation.
See attachment F514-A

This practice affected Resident #2.
Corrective action taken:

+Oxygen orders for this resident were
added to December's recapitulation.

12128113

*This practice affected Resident #4.
Carrective action taken:

*A diagnosis was obtained and added for
Spironolactone on the reca apitulation. f@}}p
Seeattachment F14CA. F5 1 €. +Y° M
This practice affected Resident #12 who + eltf

was discharged 11/19/13 prior to a0
deficiency being identified.

Other residents having the potential

to be affected by same deficient

practice and corrective actions taken:

All residents in the facility have the
potential to be affected by this practice.
Corrective actions:

*DNS directed HUC to review all resident
charts and ensure all documents in the

chart related to the resident named on —
the chart. This was completed by "°** 9% %% *7%2
12/06/13.

15
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*HUC reconciled December

F514 ?g”ﬁnufzd thom Pafe 38  Adrmission MDS F5141 recapitutations to ensure all residents
& resicent's moest recen MissIcn ) H .
dated 10/23/13, documented the resident W[tg Oxﬁge”thavehcorr esponding Ozjders
received oxygen therapy. gn medications have a corresponding
. iagnosis
The resident's care plan for oxygen therapy, with 3. Measures that will be put into place
a sfart date of 10/28/13, documented the oxygen and changes made to ensure that the
liter flow at 2L (liters)/NC (per nasal cannula), for ' :
the diagniosis of Asthma/COPD, documented deficient practice does not recur:
interventions of: ‘ _ *DNS has fﬂrected I-!UC to check charts
— 02 (oxygenyas-ordered=2-1/NC:~ : -—--menthty-prierte-placing reeapitulations-ip--~———
*Chgcz)ﬂow of 02 every shift and PRN (as the chart to ensure all documents in |
neesde
*QOhserve tubing for any obstructions or kinks. gﬂg?t re!ate ’[O resident whose name is on -

The resident's November, 2013, Physician ‘See corrective actions for F-279
Orders {recapitulations) did not include an crder *See corrective actions for F-328 ;

for oxygen. !
4. Corrective actions will be monitored

2. Resident #2 was admitted to the facility on . .
1/4/13 with multiple diagnoses including to ensure.the deficient practice does
dementia, mood disorder, and chronic pain. not recur: . .

+See corrective actions for F-279 12/98/13

The resident's most recent Quartarly MDS, dated - +See corrective actions for F-328
10/9/13, documented the resident received
7 oxygen therapy.

An order for "Oxygen 2-6 L/min (liters per minute)
nasal cannula to maintain 02 sats > 80% FRN"-
was written by the resident's physician on 2/5/13.

Resident #2's care plan for respiratory distress,
dated 2/6/13, documents an infervention "use of
oxygen at 2-6 UNC fo mamtaln saiuratlons >

90%."

The resident's Physician Orders (recapitulations)
for the menth of Novemkber, 2013, did not
document an order for oxygen therapy.
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3. Resident #4 was admitted to the facm‘y on
9/24/13 with multiple diagnoses including hepatic
encephalopathy, dehydration Diabetes Meliitus I,

and pain.

The res'ldent‘s most recent Significant Change
MDS assessment, dated 10/25/13, documented
the resident's cognition was moderately impaired,
had mild depression and needed one person

assistwithtrer activities-of daily-iving- - -

An order for "Spircnolactone 25mg [milligrams]
PO (by mouth) BID (twice daily), dx [diagnosis]:
edema" was written by the resident's physician on
10/11/13.

The resident's Novermnber, 2013 Physician Orders
(recapitulations}) did not document a diagnosis for
the Spircnolacione order.

4. Random Resident #12 was admitted to the
facility on 10/16/13 with diagnosis of Charcot Foot
with nonhealing uicer and cellulitis both legs.

On 11/19/13 at 11:15 AM, record review of the
Physician Orders (recapitulations} for the month
of November, 2013, documented an order for
"Lavothyroxine 150 mg" PO daily. The aciual
prder written by the resident's physician
documented "Levothyroxine 150 mcg
[micrograms]" PO daily. Levothyroxine Is not
supplied in milligrams and is only supglied in
microgram form.

0On 11/20/13 at 8:20 PM, the survay team
informed the DNS the survey team had concerns
about the accuracy of residents' recapifuiation
orders including all freatments and medications
that may have been ordered by the physician.
Event ID:KIC511 Facifity ID: MDS001190 i continuation sheet Pzge 40 of 42
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On 11/21/13 at 3:35, the DNS was made aware of
the inaccuracy of the recapitulation orders for
Levothroxine. No further information was

provided by the facility.

5. Resident #1 was originally admitted to the
faciiity on 1/15/13.and readmitted on 10/18/13
with multiple diagnoses including cerebrovascular
accident with left hemiplegia, depression, and

arxisty”

The resident's significant change 10/23/13 MDS
codad severe cognitive impairment, savere
depression, and did hot code for oxygen.

The resident's care plan did not include a .
problem or problem intervention related to the

use of oxygen.

The resident's October 2613 and November 2013
Physician Orders (recapitulations} did not include
an order for oxygen.

Review cfthe resident's Nurse's Notes dated
11/2/13 at 5:30 p.m. documented, in part, "...02
88 - 31 % pt placed on nasal cannula 1 liter...
[exygen saturation level was 88 to §1 percent,
patient placed on nasal cannula at one liter per

minute]..."”

On 11/20/13 at 1:10 p.m., the surveycr asked the
DNS if the resident's physiclan ordered oxygen
for the resident. The DNS stated, "Yes."

On 11/20/13 at 6:20 p.m., the DNS provided the
surveyer with a copy of the resident's 1/15/13
admission orders that included, in part, "oxygen
at 1-2 liters via nc pr [02 at 1-2 liters per minute
by way of nasal cannula as needed]." Note: The
Event ID; KICS11 Facilty ID: MDS001190 1f continuation sheet Page 41 of 42
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physician.

prn &xygen erder was not included on the
resident's recapitulation orders. At this time, the
survey team informed the DNS the survey team
had concerns about the accuracy of residents’
recapitulation orders including all treatments and
medications that may have been ordered by the

Note: Please refer to F328.
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C 000

16.03.02 INITIAL COMMENTS

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

Skifled Nursing and Intermediate Care
Facilities are found in IDAPA 186,

Title 03, Chapter 2.

The fo!iowmg deficiencies were cited during the
State licensure survey of your facility. -

C 000

C 125

C283

The-surveyors-conducting-the-survey were:

Karen Marshalf, MS, RD, LD  Team Coordznator
Rebecca Thomas, RN

Survey Definitions:

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

ix. Is treated with consideration,

respect and full recognition of his

dignity and individuality, including

privacy in freatment and in care for

his personal needs;

This Rule is not met as evidenced by:

Piease refer to F241 as it related to obtaining a
resident's temperafure and verbalizing the
resident's temperature in a public sefting.

02.107,04.b Therapeuttc Diets per Physician
Orders

b. Therapeutic diets shall be
planned in accordance with the
physician's order. To the extent that
it is redically possible, it shall be
planned from the regular menu and
shall meet the patient's/resident's
dally need for nutrients.

This Rule is not met as evidenced by:

C125

C 283

C125-Please Refer fo F241

(293- Please Refer to F367

RECEIVED
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- €233 Continued From page 1 €233
‘ | Please refer to F367 as it related fo providing
residents with the fluid consistency as ordered by
the physician.
€ 205 02.107,04,d Current Diet Manual C 265
. Corrective actions accomplished for
gy thi %;;zﬁgﬁg%ﬁeappFOVBd those residents found to have been
pafient's/resident’s physician shall iﬁgitjed by ,the deflCIel?tﬂnpralﬁFlce:
be available in the kitchen and at Fhe Tdaho Biet Manual 10t editionwas
each nursing station (the Idaho Diet placed in the LTCU and Food and
Manual is approved by the Nutriion Department 11/21/13. See
?ﬁizalgtglf r-Elts)-not met as evidenced by: attachment C295-A
Based on observation and diet manual review, it Other residents having the potential
was determined the faciiity failed to ensure the to be affected by same deficient
most C;Jrren’f COP}Y g]f the ;Pg’r oved Idaho di%f t practice and corrective actions taken:
manual was available in dietary services and a There is : -
the nurse's station. This affected & of 9 (#s 1-6) in th © f E.il.fOtPgtlal t?{. affect .ali .readents
sampled residents and had the potential to affect €lacility. Lorrective actlon_.l
all residents who resided in the facility. Findings *The Idaho Diet Manual 10t edition was
inciuded: placed in the LTCU and the Food and
Nutrition Department.
The Department approved diet manual for the o . , 3
use in the state was the 2010 Jdaho Diet Manual. Measures that will be put into place
and changes made to ensure that the
Cn 11/21/13 at 9:43 a.m., a 2005 [daho Diet deficient practice does nof recur:
Manual was located at the nurse's station. The Dietary Manager will place annual
_ Iﬁ;’iﬁ;g{iﬂ'stered Dietitian (RD) accompanied reminder on calendar to check for new
- At 9:44 a.m., 2 diet manuals, one dated 1998 edmonS_Of man_ual- c
and another dated 2005, were located in the Corrective actions will be monitored
Dietary Manager's (DM's) office. ' to ensure the deficient practice does
- At 9:45 a.m., the RD and the surveyor reviewed hot recur: - 12/28/13

the diet manual located in the facility's kitchen
diet office, The diel manual in the diet office was

dated 2005.

Cn 11/20/13 at 11:20 a.m., the surveyor informed

Dietary Manager will request to be put on
the Idaho Diet Manual’s distribution list
and notified when a new edition is
published. ) '

Bureau of Facility Standards
STATE FORM
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C 295 Confinued From page 2 C 295

the DM the current ldaho diet manual was dated
2010. The DM stated, "There is a secrefary who
orders the manual for us."

On 11/22/13 at 110 p.m., the DM stated, "We
now have the 2010 Idaho Diet Manual."

G325 02.107,08 FOOD SANITATION = 1 cazs

08— Feed-Sanitation—The

acquisition, preparation, storage, and
serving of all food and drink in a

facility shall comply with Idaho

Depariment of Health and Welfare

Rules, Title 02, Chapter 19, "Rules
Govemning Food Sanitation Standards

for Food Establishments {UNICODE)."

This Rule is not met as evidenced by:
Please refer to F371 as it related to potential
chemical contamination of a food preparation
sink. '

C 383| 02.120,04,b Staff Calling System at Each C 393
Bed/Room

b. A staff calling system shall be
installed at each patient/resident bed
and in each patient/resident toitet,

in the toilet, bath or shower room
shall be'an emergency cail. All calls
shall register at the staff station
and shall actuate a visible signal in
the corridor at the '
patient's/resident's door. The
activating mechanism within the
patient's/resident's sleeping room
shall be so located as to be readily
accessible to the pafient/resident at

C325-Please Refer to F371 1212813

bath and shower room. The staff call _ : C393-Please Refer to F246 - 12/28/13

Bureau of Facility Stapdards
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C 393

C 745

Confinued From page 3

all imes.

This Ruie is not met as evidenced by:

Please refer fo F246 as it related fo a resident's
call system (call light } not within reach of the

resident.

02.200,01 ¢ Develop/Maintain Goals/Objectives \

c. Developing and/or maintaining

C 393

C 745

€781

C 782

geals and objeciives of nursing

service, standards of nursing

practice, and nursing policy and

procedures manuals;

This Rule is not met as evidenced by:

Please refer to F-281 as i relates to standards of

practice.

02.200,03,3,ili Writien Plan, Goals, and Actions

ifi. ~Written to include care to be

given, goals to be accomplished,

actions necessary to attain the goals

and which service is responsible for

each element of carg;

This Rule is not met as evidenced by:

Please referto F279 and F329 as it related fo
care plan development for all care areas and for

duplicate drug therapy.

02.200,03,a,iv Reviewed and Revised

. Reviewed and revised as needed
fo refiect the current needs of
patients/residents and current goals
to be accomplished;

This Rule is not met as evidenced by:

‘Please refer fo F279 as it relafed o revising

resident care plans.

C 781

C 782

C745-Please Refer to F281

C781-Please Refer to F279 and
F329

C782-Please Refer to F279

12712813

12/28/13

12/28/13
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C 788

C 788

Continued From page 4

02.200,03,b,iv Medications, Diet, Treatments as

Ordered

iv. Delivery of medications, diet

and treatmenis as ordered by the

aftending physiciar, dentist or nurse
practitioner; _

This Rule is not met as evidenced by:
Flease refer to F-328 as it refates to oxygen.

C 788

C 788

C788-Please Refer to F328 | 12/28113

C 789

C 821

C 881

02.200,03 b,v Prevention of Decubitus

v. Prevenfion of decubitus ulcers

‘or deformities or treatment thereof,

if needed, including, but not limited

to, changing position every two (2)

hours when confined to bed or

wheelchair and opportunity for

exercise fo promote circulation;

This Rule is not met as evidenced by:
Please refer to F-314 as it relates fo pressure
uicers.

02.201,01,b Removal of Expired Meds

b. Reviewing all medications in the
facility for expiration dzates and

shall be responsibie for the removal
of discontinued or expired drugs from
use as indicated at least every ninety
{90) days..

This Rule is not met as evidenced by;

Please refer to F-431 as it relates to expired
medications.

02.203,02 INDIVIDUAL MEDICAL RECORD

C 789

C 821

C'881

C789-Please Refer to F314 12/28/13

C821-Please Refer to F431 12/28/13

C881-Please Refer to F514 12128/ 1‘3

STATE FORM
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G 881| Continued From page 5 G BB1

02. Individual Medical Record. An

individual medical recerd shall be

maintained Tor each admission with all

entries kept current, dated and

signed. All records shall be either

typewritten or recorded legibly in

ink,-and shall contain the following:

This Rute is not met as evidenced by:

Please refer to F-514 as it relates fo maintaining

accurate and complete clinical records.

G 887 02.203,02,f Pfogress Notes C 887

f.  Progress notes by physicians,
nurses; physical therapists, social

worker, gie}éitian, and cEJﬁ'ler health C887-Please Refer o F283
care personnal shall be recorded
indicating cbservations to provide a
full descripfive, chrenological

picture of the patient/resident during
his stay in the facility. The writer
shall date and sign each entry stating
his specially.

12/28/13

This Rule is not met as evidenced by:
Please refer to F-283 as i relates fo
recapitulation of the resident’s stay.

|
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