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Dear Mr. Lish;

On December 5, 2014, a Recertification and State Licensure survey was conducted at Discovery
Care Center by the Idaho Department of Health and Welfare, Division of Licensing and
Certification, Bureau of Facility Standards to determine if your facility was in compliance with
state licensure and federal participation requirements for nursing homes participating in the
Medicare and/or Medicaid programs. This survey found that your facility was not m substantial
compliance with Medicare and/or Medicaid program participation requirements. This survey
found the most serious deficiency to be an isolated deficiency that constitutes actual harm
that is not immediate jeopardy, as documented on the enclosed CMS-2567, whereby
significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies and a similar State Form listing licensure health
deficiencies. 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) Completion Date to sigmfy when you
allege that each tag will be back m 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
CMS-2567 and State Form, Statement of Deficiencies and Plan of Correction in the spaces
provided and return the originals to this office. '
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Your Plan of Correction (PoC) for the deficiencies must be submitted by January 6, 2015.
Failure to submit an acceptable PoC by January 6, 2015, may result in the imposition of civil
monetary penalties by January 26, 2015.

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

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

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

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

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

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

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

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

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

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 June 5, 2015, if substantial compliance is not achieved by
that time.

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

If you believe these deficiencies have been corrected, you may contact Lorene Kayser, L.S.W.,
Q.ID.P. or David Scott, R.N., Supervisors, Long Term Care, Bureau of Facility Standards, 3232
Elder Street, PO Box 83720, Boise, ID- 83720-0009, Phone #: (208) 334-6626, Fax #: (208)
364-1888, with your written credible allegation of compliance. If you choose and so indicate, the
PoC may constitute your allegation of compliance. '

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute résolution 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 middle of the page to Information Letters section and click on State and select the
following;:

o BFS Letters (06/30/11)

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

This request must be received by January 6, 2015. If your request for informal dispute
resolution is received after January 6, 2015, the request will not be granted. An imcomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

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

Sincerely,

WAt

DAVID'SCOTT, R.N., Supervisor
Long Term Care

DS/dmj
Enclosures
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The following deficiencies were clted during the This Plar.1 of C01'1.'ect1.o' 1 is prepared
annual Federal recertification survey of your and submitted as required by 15{“’- By
facility. The survey team entered the facility on submitting this Plan of Correction,
December 1, 2014 and exited the building on Discovery Care Center does not admit
December 5, 2014. . . . .
that the deficiency listed on this form
The SUrveyors conducﬁng the survey were! eXiSt, nor doeS The Center admit to any
_ statements, findings, facts, or
Ema gank(:ersonr& ngq BSW - Team Coordinator conclusions that form the basis for the
my Barkley, RN, alleged deficiency. The Center
Survey definitions were: reserves the right to challenge in legal
o o and/or regulatory or administrative
ADL = Activities of Dally Living proceedings the deficiency,

ADON = Assistant Director of Nursing
CAA = Care Area Assessment
CNA = Cerfified Nursing Assistant
DON/DNS = Diractor of Nursing
LN = Licensed Nurse

MDS = Minimum Data Set

MS = Multiple Sclerosis I St
F 228 | 483.13(c) DEVELOP/IMPLMENT 27207 7 77 1 F228
gs=E | ABUSE/NEGLECT, ETC POLICIES

statements, facts, and conclusions that
form the basis for the deficiency.”

. Corrective Actions:
The facility must develop and implement written No resident was identified for F226.

pqli;:isstand {)roceldures lf&att}:rohibi; dent Identification of others affected and
mistreatiment, neglect, and abuse of residents corrective actions:

a.nd misappropriation of resident property. An audit was done of any allegation of

abuse or neglect within 90 days of present |

. survey.,
This REQUIREMENT is not met as evidenced Measures to ensure that the deficient
by: practice does not happen again:

Based on policy review and staff interview, it was
determined the facility failed to develop a policy

and procedure to protect residents during the g
invesligative process following an allegation of policy as of 172/15.

— . 1

LABORATORY DIRBEIT) 5_ OR PRO ['DERIST?EPRESEN IYE'S SIGNATURE TITLE . {X6) DATE
<7 . \ /
(2 | _vaz;u:ﬂ-tu e Direcyol~ 02/05(15

311\0'&5 a deficlency which the institution may be excused froh corracting providing It is determined that

The facility developed an abuse and
neglect policy. All staff educated on
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section for the protection of residents while an
abuse investigation is being conducted, *...The
Charge Nurse will take whatever aclions
necessary to ensure the resident’s safety while
the investigation is In process. This may include
temporary suspension of staff or assigned
suspecting [sic] staff to work only whila under the
direct observation of another staff.."

On 1272114 at 11:65 AM, the Administrator stated
if the facility received an allegation of abuse or
neglect involving a staff member, the employee
would be immediately suspended uniil the
investigation was complels. The Administrator
identified the DNS as the facllity's abuse
coordinator.

On 12/414 at 4:30 PM, the DNS siatad, "If [ had
cause 1o believe the allegation was trua, then i
would suspend the smployee. Then [ would
conduct an investigation." When asked how she
would determine whether or not there was cause
to belleve an allegalion was true hefore the
investigation was conducted, the DNS stated, "It
would depend on what we know about the history
of the resldent and the staff person involved. |
wouldn't want to acctise someone wrongly. For
instance, if it's the first allegation I've received
regarding a panticular employae, | would separate
them from the resident unti [ figured out if the

Corrective Aclions will be completed

4] ID SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION X6
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE CATE
DEFICIENCY)
F 226 | Gontinued From page 1 F 226
abuse‘or neglact, The deﬁgient practice had the Monitor corrective actions:
poiential to impact any resident who made an DNS will revi 11 abuse or neglect
allegation of abuse or neglect, and had the willreviewall kg p
potential for harm if the resident was not allegations 1 x week for 4 weeks for
protected from the accused throughout the compliance to the policy.
investigalion. Findings included: The andit results will be brought to QA
monthly for 3 months, Awdits lo begin
Review of ths facility's Rasident Abuse Prohibition 12/30/14
POHCY, dated 12/7110 dOCumen!ed, under the 1/515
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Continued From page 2

allegation could be real.” When asked, the DNS
stated the Administrator would he hotified, "If |
feal it is a serious enough allegation - serious
anough that | feel it may have been abuse.”
When asked how other residents weare protected
from abuse from the accused staff member until
the facility had determined the allegation was
“real," the DNS did not respond. The DNS stated
the facility had not had an allegation of abuse or
neglect for more than a year, so she would need
to review the policy to answer any further
questicns regarding the investigative process or
resident protection.

On 12/4/14 at 6:45 PM, the Administrator, DNS,
and ADON were informed of these findings. The
facility offered no further informatiot:.
483.15(N(1) ACTIVITIES MEET
INTERESTS/NEEDS OF EACH RES

The facility must provide for an ongoing program
of activities desighed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is not met as evidenced
by

Based on observation, individual and group
resident interviews, staff interview, and record
review, it was determined the facllity failed to
provide a meaningfui activitles program designed
to meet the interests and needs of the resident
population, This was true for 7 of 7 residents in
the resident group, as well as 3 of 10 (#'s 4, 5 and
9) sampled residents. The deficient praclice had
the potential for harm if residents experienced

F 226

F 248

Corrective Actions:

The corrective actions for residents #4, #5
and #9 that were affected by the alleged
deficient practice was to involve them in the
restructuring of the new activities calendar
on 1/2/2015.

The facility has interviewed all current SNF
residents or family for input/feedback to
determine satisfaction of activities being
offered. Based on interviews and
assessments, the residents Care Plans will be
updated to reflect each resident’s preference.

Identification of others affected and
corrective actions:

Other residents were identified through
interviews of all current SNF residents.

EORK CMS-2807(02-96) Previous Versions Obsolete

Event ID:NSDa11

Fadllity ID: ADSC01170
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mood changes resuiting from boredom. Findings
included:;

1. On 1212114 at 10:15 AM during the Resident
Group Interview, the residents stated the facility's
aclivities program did not meet their leisure
needs. The residents stated bingo games were
offered six days per week. Four of the seven
residents present stated that was too much hingo.
The other three stated they attended just to have
something to do, but did not really care for bingo.
Five of the seven stated they did not have enough
to do in the afternoons or evenings. Ons of the
residents stated she had spoken to the activities
directar, with suggestions of things she would
enjoy, but had not received feadhack. The
residents stated they felt the frequency of bingo
was offered to accommodate the residents from
the facility's assisted living center, since thoy
frequently aftended the hingo gamss.

2. Resldent #5 was admilted to the facility in
March of 2013 with a diagnosis of muitiple
sclarosis (MS). The resident was later diagnosed
with colon cancer and opted not to seek
treatment for that condition.

Resident #5's Annual MDS, dated 3/20/14, coded
a total mood severily score of 3 (minimal
depression). Cn 9/12/14, her Quarterly MDS
assessment coded a score of 9 {minimal
depression). Both assessments coded the
resident was cognitively intact.

Resident #5's aclivilies care plan documented a
focus, revised on 3/17/14, that the resident was
reluctant to attend social groups and self-isolated.
Interventions included consulting family about the
resident’s new interests and needs, taking the
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F 248 | Continued From page 3 ’ F 248| Measures to ensure that the deficient

practice does not happen again:

The Activities Director has been educated
about involving all SNF residents during
activity planning.

Activities are now an agenda item during the
monthly SNF resident council meetings for
residents to provide ongoing input/feedback.
Discussion will also include resident
feedback regarding the current month’s
scheduled activities and to provide input for
the upcoming month’s activity’s calendar.
Additionally, a minimum of 25% of SNF
residents, who do not attend resident council,
will be individually interviewed for their
input/feedback regarding activities. The
information will be used to assist with
planning activities. The Administrator will
ensure that the Activities Director/Designee
has full time hours, per week, for sufficient
time dedicated to meet the facility’s SNF
activity’s program needs.
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Event ID:NSDE 11
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resident oulside weather permitling, and that it o5 impl dwill b
was Important for the resident to have access to The measures implemented will be
the television. The care plan was consistent with monitored by the Executive .
the documentatlon on the resldeni's most recent Directoi/Designee via weekly meetings with
Activity Quarterly Evalualion dated 9/17/14. the Activity Director x 2 months to ensure .
On 12f2/14 al 8:40 AM, Resident #5 was compliance.
observed to propel herself in her wheelchair from . .
the dining room to her room, and turn har Effectiveness will be reported monthiy
television on. The resident continued to watch through the QA process and alf concerns will

television for the next 2 hours. The resident was
observed in her room at 2:15 PM, in the same r
position in front of her television, dozing. She was : 2/5{20151
observed in this position, until 6:00 PM, : !
intermitiently awaks, dozing, and watching
television. At 8:00 PM, when askead, the resident
stated, "There's never anything to do here. | wait
all day for the Cartwrights (the television program
Bonanza) and they just came on."

be addressed with the Administrator.

3. Resldent #4 was admifted to the facility on
6/20/14 following a Ieft above the knee
amputation, and re-admitted in Novamber
following & right above the knee amputation.

Resldent #4's initial MDS, dated 7/8/14, coded it
was very important for her to have access to
books and animals. The corresponding CAA,
from the same date, documentad no Input from
the resident regarding this area. Resident #4's
most recent quarterly MD'S assessment, dated
10/1/14, coded she was cognitively intact.

The resident's activities care plan, most recently
revised on 10/16/14, did not document any
interventions which included animals.

On 1212/14 at 3:30 PM, during a resident
interview, Resident #4 became tearful, stating

FORM CMS-2667(02-99) Provious Verstons Obsolste Evenl [D:NSPA1Y Fatdfily I MDSOO1170 If conlinuation sheet Page 5 of 41
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she and her husband had bred and shown dogs
for more than 40 years, and she missed that
aspect of her life greatly. When asked, the
resident stated sha and her husband had a dog
which now lived in a keninel, although she was not
sure how much longer that arrangerment could be
sustained. [Please see F 280 for details]. The
resident stated she would llke more interactions
with dogs,

4. Resident #0 was admittad to tha faciiily on
6/6/13. Her dizghoses included lumbago, anxlety
and mild progressive dementia.

Resident #9's most recent quarterly MDS, dated
9/12/14, coded the resident had maoderately
impaired cogriilion, and a mood severily score of
11, indicaling moderate depresston.

The resident's activities care plan, initiated on
10/4/13, documented the resident had little or no
interest in activity Involvement, Ths Interventions
documented the resident fiked Mother's Day Tea,
and family took her out to eat maonthiy {dated
10/4/13). Additionally, she enjoyed family visits,
pet visits, reading, watching telaviston, live music,
shopping, and crafs,

On 12/214, during the resident group interview,
the resldent stated she "haled bingo," but went
due to lack of other choices.

On 12/3/14 at 4:05 PM, during a resident
interview, Residont #9 stated she was, "Bored
stiff.” The resident gesturad by tightening her
upper hady, pulling her elbows against har ribs,
closing her eyas, grimacing, clenching her fists,
and stating, "Grrrererr. The resident stated she
spent a lot of time reading, and went to bingo

F 248
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On 12/3/14 at 3:156 PM, ten residenls were

i 6. On 123114 at 9:25 AM, the Aclivities Director

Conllnued From page 6

when i was offered, However, the resident
stated, "I hate bingo, but it's all there is to do. |
have no quality of life." The resident identified she
had feelings of anxlety related o her boredom.

5. The facility's activities calendar docuimanted
bingo games on Mondays, Wednesdays, and
Saturdays at 3:00 PM, and "Poker Bingo" on
Fridays at 10:45 AM. Additionally, there was an
unspecified “Game Time" on Thursdays at 3:00
PM, which the resident group stated was usually
a hingo game of some sort.

On 12/2114 at 2:30 PM, the facility's Activities
Calendar documented a crafiing activity. At 2:40
PM here was only one person observed in
altendance. The parson identified herself as a
resident from the facility's assisted living section,

observed playing bingo. RN #2 stated six of those
residents were from tha facility's assisted living
area, and four fromn the skilled nursing section.

(AD) stated her time was split batween serving as
the faciiity's Aclivities Director and Social
Sarvices Designee. The AD staled she had been
taking the residents to the local Sanior Center,
but was told she could no longer de that begause
the center could not accommodate residents in
wheelchalrs. The AD was not certain how long
ago this had taken place, but in the future she
was planning to replace that outing with a "donut
run” o the local grocery store. The AD stated she
thought there were usually 16 participants in the
facllity's bingo games, about half of which wers
from the assisted living section of the facility. The
AD stated she had sought input from the facility

F 248

|
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residents via the resident council, although
council attendance was sporadic. Additionally, at
present, there was not an active president of the
resident council. The AD stated she also went
room-to-room, and felt the residents were
satisfied with the activities program. The AD had
no response when informed of the concerns from
the resident group meeting.

On 12/3/14 at 10:30 AM, the Administrator stated
the amount of bingo on the activities calendar
was per resident request. She stated the facility
received complaints in the past whan bingo had
not taken place or changes were made to the
activily calendar. When questioned further, the
Administrator stated many of those complaints
wera from residents in the assisted living section
of the facility. The Administrator stated the skilled
nursing residents had opted not to have a
structured Resident Council group. As a result
there had been a great deal of inconsistency in
iesident attendance, and it had been difficuit to
ascertaln how they felt about the aclivities
program overall. The Administrator stated
resident interests changed as the clientele
changed, which would normally be discussed in
resident council. The Administrator stated he
would talk to the AD to make sure the activities
program was foctised on the wishes of the
nursing facility residents.

On 12/4/14 at 11:15 AM, the survay team made
an attempt to interview the AD. The AD stated
she was on her way to conduct an activily In the
assisted living portion of the facility, and would
check back later. At 11:30 AM, the AD returned
for the interview. The AD stated her duties were
to serve as the AD and SSD for the skilled
nursing facility, and that she was responsible to
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"organiza” the activilles for assisted living, The
AD clarified she had developed the activily
calendar for the assisted living residants,
arranged for special events, and trained staff how
to carry out the aclivities on the schedule. When
asked if she worked for the skilled nursing facility,
the asslsted living, or both, the AD stated, "That
would be a good question for the Administeator.”
When asked how much of her weekly time was
devoted to each of her roles, the AD stated, "That
would be a good guestion for the Admintstrator.”

On 1214714 at 11:40 AM, the Administrator stated
the AD's budgeted hours, and additional staff
hours, for each position were based on census in
each area of the facilily. The Administrator stated
the activities for the skilled nursing facility had a
completsly separate budget, in terms of
personnel and suppifes, from assisted iving.

On 12/4/14 at 6:46 PM, the Administrator, DNS,
and ADON waere informed of these findings. The
facility offered no further information,
483.15(g)(1) PROVISION OF MEDICALLY
RELATED SOCJAl. SERVICE

The facility must provide medically-related social
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based oh observation, resident and staff
interview, and record review it was determined
the facility failed to recognize continued and

F 248

F 260

Corrective Actions:

The corrective actions for residents #4, #5,
#6 and #9 was to notify the MD. For resident
#4, a Licensed Social Worker (LSW) has
assessed and continues to address current
residents’ concerns. The LSW referred _
resident #4 to Lemhi Valley Sociat Services.
Residents #4, #5, #6 and #9 have had their
Health Care Plan individuaily updated and
has visited with the Licensed Social Worker,
as of 1/16/2015
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Continued From page 9

worsening signs of depression; develop and .
implement resident-specific care plans to address
signs and symptoms of depression; and ensure
safely notifications were mads to qualified
professionals to rule out suicidal ideation, intent,
or ptan. The facility also failed fo identify key
psychosocial issues and identify support systems
to help residents resolve them. This was true for
4 of 9 (#s 4, 5, 6, and 9) sampled residents.
*Resldent #5 sustained psychosocial harm when
she experienced a pattern of feelings of being
"hetler off dead," which continusd to be present at
the time of survey, without notification or
assessment to a qualified professional and
without development of a care plan to address
these feslings;

*Resldent #9 was harmed when she expressed
ongoing depression and began to verbalize
feelings she would he "hetter off dead,” which
continued at the time of survey, withott
notification or safety assessiment from a qualified
professional;

*Resident #4 had the potential for harm when the
facility falled to identify concemns the resident was
having with the health status changes which
precipitated her skilled nursing placement, and
tha impact of those changes on her situation In
the community; and

*Resident #6 had the potential for harm when he
expressed feelings of being "better off dead"
without notification to a qualified professional to
rule out suicidal ideation or intent.

Findings included:

Federal guidance in the State Operations Manual,
Appendix P - Survey Protocdal for Long Term Care
Facilities Psychosocial Outcome Severity Guide
documented, "Severity L.evel 3 Considerations:
Actual Harm...Persistent depressed mood that

F 250

FORM CMS-2567(02-99) Previous Verslons Obsolete Evant 1D: NSDB11

Facllity I[3: FADS00 1170 If continuatio

n shesl Page 10 of 41




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

PRINTED: 12/24/2014

FORMAPPROVED -

OMB NO. 0938-0391

may be manlfested by verbal and nonverbal
symptoms such as: Soclal withdrawal, Irritability,;
anxiety, hopelessness; tearfulness; crying...Loss
of interest or ability to experience or fesl pleasure
nearly every day for much of the
day...Expressions of feslings of worlhlessness or
excasslve guilt nearly every day...Recurrant
thoughts of death {not just fear of dying) or
statements without an intent to act (e.g., 'l wish |
were dead'’)..."

The facility provided a policy and procedure for
"Sulcide Precautions" however, the policy did not
address a clear delineation of what should be
done, when, and by whom suicidal ideation and
intent should be managed. The palicy only
addressed what should happen if a resident
expressed a suicide plan.

Tha facility utllized a Soclal Services Designee
for the provision of social services in the facility.
The employes filling ihat role at the time the
survey took place had completed some, but not
all, of the state's required training program for a
Social Services Designee (83D). The facility did
not document referrals to mental health or soclal
sarvices professlonals for any of the identified
residents. See interviews below. o

1. Resident #5 was admitted to the facility in
March of 2013 with a diagnosis of multiple
sclerosis (MS). The resldent was later diagnosed
with colon cancer, and opted not to seek
treatment for that condition.

Resident #5's 3/20/14 Annual MDS assessmant
coded the resident was cognitively intact. Har
overall mood severily score was a 3 (minimal
depression); however, she answered in the
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F260| practice does not happen again:

On 1/16/2015 the LSW reviewed residents

who were identified with depression and/or
other psychosocial needs providing
interventions as needed. Should for any

reason the facility experienced the lack of an
LSW, those services will be provided by a
sister facility until another LSW can be hired
ot contracted with, This individual will be in
the facility at minintum once per month.
Social Services and MDS Coordinator have
been educated on the need to update the MD
and address any resident that triggered for
depression or psychosocial needs on their
MDS. :

Identification of others affected and
corrective actions:

Any resident could have been affected. The
facility has hired a Licensed Social Worker.
The Licensed Social Worker has reviewed
and assessed all resident’s fast quarterly
assessments for follow-up and referral as
needed by 01/16/2015,
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affirmafive (hat she had had thoughts she would
be better off dead or of hurting herself nearly half
of the days in the previous iwo weeks. The
affirmative response triggered a follow up Safaly
Notification question on the MDS of, "Was
responsible staff or provider informed that there is
a potentlal for resident self-harm?” This question
was answered, "yes," It was not clear from the
response which slaff or provider should be, or
was, nofifled of a safety concern with the
resident.

Resident #5's CAA Worksheets, dated 3/20/14,
documented a “lriggering condition™ for the Mood
State area <lue to the resident’s response to the
self-harm question on the MDS. The Resident
Input area of the CAA documented, "Res{ident]
does verbalize frustrations as needed to
staff...declines antidepressant.” The CAA
Indicated a care plan would be developed, as
"Reslidant] is very candid living with MS is not
ldeal and will verhalize frustrations as
needed...does conte out for meals,..and ¢chooses
not to participate in activities in the facility.* The
CAA did not documient an analysls of the
resident’s statement regarding the potential for
sell-harm, nor whether any safety nofification had
been made. .

On 3/21/14, a Soclal Servicas Annual Evaluation
for Resident #5 documented, ™...alert and
oriented. She is very seif-conscience Isic] of her
limitations and prefers to be alone...She spends
most of her time in her room,,.doas not jike
having a roommate and whenever she gels one
she complains about smalf things...She eats
adeduately although she states she only does so
because she knows she needs to not hecausa
she desires {o do so..."
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Monitor corrective actions:

Monitoring will be done by the
DNS/Designee per the MDS schedule for
residents that have triggered for depression.
| x week for 1 month, and then monthly x 3
months, to ensure that the MD has been
notified, interventions in place and IDT is
involved.

Effectiveness will be reported monthly
through the QA process and all concerns will
be addressed with the Administrator.

02/02/2015
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Resident #5's care plan did not document a focus
area specific to the resident's mood state, nor
regarding any feelings she may have regarding
harming herself. There was a focus area
documented for, "Potentlal for a psychosocial
well-being problem Irelated to] soctal isolation due
1o her Issues with her MS," dated 3/26/14, The
interventions included allowing the restdent ime
to verbatlze her feelings, the resident's preference
to remain in her room, and to “increase
communication" between the resident, staff, and
the resident's family about the resident’s fiving
environmant. It was nol ¢lear how this last
intervention was to be implemented. There was
ho documentation on the resident's care plan
regarding her potential for self-harm, ar her wish
te be dead. There was no guidance for the staff
as to how to proceed in the event these indicatots
should occur,

Review of Resldent #5's interdisciplinary
Progress Notes (PNs) between 3/10/14 and
3{31/14 revealed no soclal services entries. There
was no documentation regarding fhe resldent's
mood state or “increased communication™ in the
nursing entries.

On 4/8/14, a physlcian’s progress note for
Resident #5 documented, "Subjective.., The
patient has some anger regarding her diagnosis
and some depression. She has nof heen
Interested in aclivilies that previously she found
enjoyable and pleasurabls.”" There was no
docunentation under the Assessment or Plan as
to how severe this depression was, or a plan to
address the depression.

On 6/14/14, a nursing PN documented,

SYATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA {(X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER: A BUILDING COMPLETED
135129 B. WING 421052014
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, GITY, STATE, ZIP CODE
DISCOVERY CARE CENTER 600 SHANAFELT STREEY
SALMON, ID 83467
{X4) 10 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 250 | Continued From page 12 F 250

FORM CMS-2867(02-99) Provious Verslons Obsolate

Evant ID:HSDAH

Fadhity ID: MDS001170

if continualfon sheel Page 13 of 44




DEPARTMENT OF HEALTHAND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/24/2014

FORM APPROVED

OMB NQ. 0§38-0391

STATEMENT OF DEFICIEHCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

. 138120

I B.winG

{%X2) MULTIPLE CONSTRUCTION
A. BUILDING

{X3) DATE SURVEY
COMPLETED

1210612014

NAME OF PROVIDER OR SUPPLIER

DISCOVERY CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
800 SHANAFELT STREET
SALMON, (D 834067

{X4) 0
PREFIX
TAG

SUMIARY STATERENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

(%5)
{EACH CORRECTIVE ACTION SHOULD BE COMFLETION
GROSS-REFERENCED TO THE APPROPRIATE DATE

F 250

Conlinued From page 13

"Raslident} saw [physician] today and was nolifted
that she has colorectal cancer, locally
advanced...recommendad that resfident] see
oncologist for [chemotherapy and radtation]...*

On 6/16/14 at 5:24 PM, a Soclal Services PN
documented, ”... She has felt down, depressed,
and hopeless neatly every day, stating all three.
[Resident #5] sald | khow | would be better off
dead and fesis lhis way nearly everyday [sic]. She
said she would never harm herseif..." The PN
was signed hy the facility's Aclivities Director, who
also served as the Soclal Services Designee.
There was no documentation as {o whether the
resident's new diagnosis of colorectal cancet, and
{reatment recommendations for chemotherapy
and radiation, had bean assessed and rufed out
as contributing factors to her mood state.

Resident # 5's quarterly MDS, dated 6/17/14,
coded she was cognitively intact, Her overall
mood score was a 6, indicating mild depression.
This mood score represented an increase from
the previous scors. The resident reported feeling
down, depressed, ar hopeless daily; and that she
had daily thoughts that she would be beiter off
dead or hurting herself in some way, The Safely
Notiflcation question was answered in the
affirmative, although there was no documentation
this was carried oul. No mood state care plan
was Initiated for the resident,

On 6/18/14, a Social Services Quarterly
Evalualion documented the resident preferred to
be in her room and to watch TV, did not
parlicipate in groups, and feit she could not do
things due to her MS diagnosis. There was no
documentation which evaluated the resident's
response to her new diagnosis of cancer,

F 250
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SUMMARY STATEMENT OF DEFICIENCIES

On 6/23/14, a nursing PN decumented the
resident had returned from seeaing the
gastroenterofogist, with no nevw orders. On that
same date, the resident's cars plan was updated
to include that the resident had a rectal mass, but
had opted for no further treatment. There were no
updates documented on the resident's
psychosacial well-heing care plan,

On 8/12/14, a physiclan's progress note
documented, "Patient has no new acute
complaints or concems, Staff has noted ongoing
wilhdrawal from aclivities she was previously
positive about and noted for. She really would like
ta be lefi to herself on these issues..." The
assassment and plan was documented as, *..will
continue to encourage to socialize and provide
supporlive care."

The resident's 9/12/14 quarterly MDS
assessment coded the resident was cognitively
intact. Her overall mood severity score was a 9,
indicating mild depression. Howevor, the MDS
coded the resident had falt decreased pleasure or
interest in doing things more than haif of the days
in the past two weeks, The MDS also coded the
resident fslt down, depressed, or hopeless dally
and had daily thoughts she would be better off
dead or of harming herself. Additionally, the
resident chose not to respond to the inquiry of
whether she felt badly about herself or if she had
let her family down, which she had previously
answered in the negative. The MDS documented
a Safety Notification had been made, but no
documentation regarding this notificalion was
present,

No mood state or psychosocial well-beingy care
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plan updates were documented following the
9/12/14 MDS, despite an increase in the
resident's fotal mood severily score. This was the
second consecutive MDS which coded an

increase in the resident's total mood severity
score,

On 9/12/14 at 5:07 PM, a Soclal Services PN
documented, “...also feels she would be betier off
dead nearly every day but would not huit herself."
There was no documentation {rom either the
nursing staff nor the resident's physician
regarding the residenf's mood state,

A 9/18/14 Soclal Services Quarterly Assessment
did not contain documentation regarding the
resident's inood state.

On 10/14/14, a physician's progress note
documented, "No new concerns from this
resident. No new nursing concerns.”

On 12/3/14 at 3:00 PM, during a resident
interview, the resident staled, "I wish | was dead.
And | mean that, This Is no way lo liva, And I'm
tired of hearing that | should be happy to be alive
or grateful to be allve. That's baloney." The
residont stated she had been encouraged to
altend religious services at the facility, and “of
desperation” she iried to attend but, "Thal's not
for me. I've never been religious and I'm not
going fo start now.” When asked if she had ever
been offered counseling services, the rasident
stated, "1 don't need therapy to make me want to
be alive. | want therapy to help me cope.” The
resident did not verballze an aclive suicide plan,
but stated, "Maybe you could push me outside In
the snow and leave me there "
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On 12/4/14 at 11:40 AM, when asked, the SSD,
with the Administrator present, stated the DNS
was nofified of the resident responding in the
affirmative to the quastion regarding being better
off dead or thoughts of harming herself. The SSD
did not know what the DNS did once given the
information. When asked, the SSD sald she did
not think the resident would harm herself, staling,
"she says she would be better off dead but would
never hurt herselfl,” When asked, the SSD stated
she had not had fraining regarding assessing a
resident for suicidal Ideation, intent, or plan,
beyond what she had received from the state
health care assoctation. The Administrator stated
the 88D had completed the first portion of a state
required 2-part course, but the secend had not
yet been offerad since the SSD accaptead her
current position, When asked, the Administrator
slated the facllity's consultant licensed social
worker had quit without nofice several months
prior, as had several subsequent soctal workers.
The Administrator stated the facility recently
entered into a nevr contract with another social
worker, but that person had not been consujted
on this resident. The Administrator stated the
nearest formalized mental health services were
provided In a clty several hours' drive from the
facllity. The Administrator stated he would need to
research to determine if the resident's physician
had been informed of the regylts of the mood-
interviews. When asked, the Administrator and
SS5D hoth slated the staff would not respond to
the resldent by telling her she should be grateful
or happy to be alive, in jight of her clrcumstance.
However, neithar was able to state what
interventions the slaff should use to respond to
the rasident when her statements were made.

On 12/4/14 at 1:15 PM, the DNS stated she

F 280
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4 cause her addillonal frustration. While the

Continued From page 17

recalled the 83D telling her about the resident's
MDS resulls, but did not document that
notification, The DNS stated, "l know she {the
resident] wasn'i suicidal." When asked how the
residenf's sfate of mind had been assessed, the
DNS stated, "l point biank asked her.” The DNS
stated she did not have additional training,
beyond belng an RN, regarding mental health
Issues, including sulclide. The DNS slated she did
not feal the resident had been continually
depressed throughout the entire time from the
3/30/14 MDS until the 9/12M4 MDS as, "The
MDS is only a snapshot in time, It doesn't tell you
how the person Is really doing." However, the
DNS was not able to explain what the facility had
done to alleviate the resident's expressions of
despair, the increase In the types and fraquency
of depressive responses on the MDSs, nor why
the resident continued to express those feslings
and frustration with the facllity's interventions
during the surveyor's interview with the resident.

Resident #5 was harmed when she expetienced
feelings of distress and despailr, to the point
where she cornsistently felt she would be belter off
dead. During this time she also began to
wlthdraw from pleasurable aclivities she
praviously enjoyed, all the white experiencing
continued progression in her MS as well as
receiving a new diagnosis of colon cancer. While
there was documentation of the existence of
these indicators by the facilily, there was no
documentation the resident received a
consultation from a qualified social services or
mental health professional lo assess her stato of
mind, and develop a treatment plan to meet her
individualized psychosocial needs rather than

physician did document periodically on an

F 250
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awareness of the defericration in the resident's
mocd state, there was no documentad
assessmment of that deterloration or plan to
address those feelings. Additicnally, It was not
clear the physiclan was made aware of the
resident's mood state severily scores per her
answers on her MDS, including her feelings of
heing better off dead or hurting herself In some
way,

On 12{4/14 at 6:45 PM, the Administrator, DNS,
ADON, and SSD were Inforimed of these findings,
Cn 12/8/14, a fax was received by the Bureau of
Faclility Standards with additional information.
However, this information did not resalve the
concerns.

2. On 1272114 at 10:15 AM, during the resident
group Inlerview, Resident #9 requested a private
interview with the surveyors to discuss some
concerns. On 12/314 at 4:05 PM, the surveyor
met with the resident. The rasident asked for
assistance to, "Get me out of hera.” Amongst the
resident's cancerns were, "My gualily of life.
There is nobody here | can go to and talk to. The
ghtls are nice, but they can't give you the right
advice." The resldent, who had been lying across
her bed, sat up at the edge of her bed, tightened
her upper body, drew her elbows tightfy against
her rib cage, closed her eyes and grimaced, and
stated forcefully, "I'm bored stiffl" [Please see F
248 for detalis]. When asked, the resident stated
she expsrienced anxisty. The resident stated, "It
Just feels so fullle. Nothing gets done...I'm just
angry.”" The resident requested assistance in
looking into her congerns. The survey
Investigation revealed:;

Resident #9 was admitted to the facitity on 6/6/13.
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Her diagnoses incluted lumbago, anxlely and
mild progressive dementia.

The resident's care plan decumented focus areas
of, "Potential for mood problem [related o]
anxiety {manifested by] negative comments about
others," and, "...at risk for depression {manifested
byl eplsodes tearfuiness will varbalize that she is
depressed,” beginning 10/4{13. The focus areas
were documented as revised on 10/16/14 and
1114/14 respectively, afthough It was not clear
from the documantalion how the focus areas had
been revised. Interventions included the
administration of her anti-anxiety medication
Buspar (Initiated 10/4/43, revised 11/14/14), and
allow time for the resident to verbalize her
feelings (initiated 10/4/13, revised 6/21/14). There
was also an intervention, Initiated 10/4/13, which
documented, "Encourage [Resident #9] to set
reallstic goals. Encourage particlpation from
resident who depends on ofhers to make
decislons."

Resident #9's Quarterly MDS, dated 372014,
documented the resldent had moderately
impaired cognilion. Her overall mood severily
score was 2, Indleailng minimal depression, The
MDS coded the resident had experienced both
little interest or pleasure In doing things; and
feeling down, depressed, or hopeless several
days out of the previous two weeks. The
resident’s care plan documented the rosident was
recejving 10 tng of Celexa per day at the time this
MDS was completed.

On 4/29/14, Resldent #9's care plan docurnented
her Celexa was discontinued dus to a successiut
graduat dosage reduction aitempt,
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Resident #9's Annual MDS, dated 6/16/14,
documented she had moderately iimpaired
cognition, Her overall mood sevetily score had
Increased to an 8, indicafing mild depression. The
MDS coded the resldent had experienced little
Interest or pleasure In doing things and feeling
down, depressed, or hapeless dally; and feeling
tired or having litlle energy half or more of the
days in the previous 2 weeks. These findings
were also documented In a social services
progress note from that date. Addilionally, the
progress note documented, "She stated, 'l just
want to go home.'...[Resident #8] has been
spending more time In her room and reading. She
was In good spirits.” [{ was unclear how the
determination had been made the resident was in
"good spirits” at the same lime she reported
mulliple indicators of depression, and was noted
to spend more time alone in her room, The CAAs
for the 6/16/14 MDS triggered sevara) care areas
to be further evatuated for care plan
development, including cognitive loss;
communi{cation, psychosoctal well-being, mood
state, and activilies. The area of the CAA for
resident or family Input in each of these areas,
was blank. Please see F 270 for delails,

There was no documentation the physician was
consulted regarding the resident's stateménts in
light of the discontinuation of her anfi-depressant
medication less than two months prior to this
assessment.

On 8/21/14, two of the existing interventions for
Resident #9's mood state care plan wete revisad.
It could not be determined what the interventions
had heen before the revisions, However, the
updated intervenlions documented, "Allow
[Resident #9] to answer and verbatize her
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feelings, parceptions, fears. [Resldent #9] has
apisodes of forgellulness, confusion, and may
need repeated cues and time to verbalize issues,”
and, "Allow [Resldent #0] to share feelings over
lost riles te [sic} life on assisted fiving and
changes in functional mobility.”

On 8/12/14, a physiclan's progress note for
Resident #9 documented, "Palient has done well
with her depresstan...!

On 8/28/14, Resident #9's care plan documented
the resident was restarted on Celexa 10 mg daily,
"after [Resident #9] complaints [sic] of belng
depressed for past couple months.” The
resident's physiclan's orders also documented the
resident was started on Buspar 10 mg per day on
the same date. It could not be determined why or
how the physidian determined the resident was
dolng "well" with her depression on 8/12/14, then
re-starled her anfi-depressant medication and
added an anli-anxiety medication Just 16 days
later due to complaints of depression going back
a "caupla months."

Resident #8's Quarterly MDS, dated 9/12/14,
documented the resident had moderately
impaired cognition. The resident's overall mood
severity score had increased io an 11, indicating
moederate depression. The MDS coded the
tesident had (elt down, depressed, or hopeless
daily; and had been lired with decreased energy,
feeling badly about herself, and thoughts of being
betler off dead or of harming herself more than
half the days in the past two weeks. The MDS
coded a Safety Notification had been made due
to the resident's affirmalive response to the
question for the potential of self-harm for the
resldent, howaver no documentation of such a

F 260
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nolification was found, -

On 9712114 at 10:09 AM, a hursing progress note
documented, “...Res{ident] receives Buspar 10
mg daily [diagnosls anxiety}; Gelexa 10 mg dally
[diagnosis depression] recently restanted [related
to} complaints of depression...” at 459 PM, a
soclal services progress note documented, ...
[Resldent #9] also feels she would be batter off
dead 7-11 of the days over the previcus two
weeks, but would not hurt herself.. "

On 9/19M4 at 6:45 PM, a care confarence
progress note documented a meeting with the
facility staff, the resident, and her family member.
The note documented, "...DIscussed restarting
the Celexa [due to] the resident expressing that
she 'felt deprassed'..." The enlry was made by the
DNS. On 12/4/14 at 2:40 PM, the DNS initially
slated the care conference was conducted by
another nurse, so she could not speak to the
content of the progress note, When asked why
she would write a note for another nurse's work,
the DNS staled, "Oh, well, | was prasent at the
meeting," When asked about the answers coded
on the resident's MDS in conjunction with the
care conference, the DNS stated, "At the {ime of
the care conference, she wasn'l depressed, she
said she was fine. Plus, per the behavior monitor,
we know she wasn't depressed.” The DNS could
not explain why she had documented the resident
expressed feelings of depression during the
conference, If the resident had aclually stated she
was "fine." Additionally, the DNS's siatements did
nat resolve the surveyor's concern regarding the
MDS coding of increased depression, the
resident’s report of feefings of depression In a
care conference 7 days later, and the resident's
statements 1o the surveyor during the interview
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the previous day.

Resident #9's Behavior Monthly Fiow Shaet for
September 2014, which documenled target
behaviors of anger, tearfulhess, and degrading
others; was blank. For October 2014, 5 episodes
of anger were documanted for evening shift for
each 10/9/14, 10/10/14, and 10/13/14.

On 10/14/14, the resident's care plan
documented the resident’s Celexa was
decreased to 10 mg every other day. i couid not
be determined why the resident's Celexa was
decreased in dosage when the resident had
complained of increased depression within the
past month, nor when target behaviors had been
noted 3 times within the past wask,

The November 2014 Bshavior Monthly Flow
Sheet was blank,

Residerit #9 was harmed when she reported, and
demonsirated, a continued deterloration in her
mood state and qualily of life, to the point where
the resident felt she would be-"better off dead”
per her most recent MDS assessment. While the
facilily had documantation of thase indicators,
medically retated soclal services were not
provided to ensure the resident had the
opportunity fo achieve her highest practicable
emotional and psychosocial well-being.

On 12/4/14 at 8:45 PM, the Administrator, DNS
and ADON were informed of these findings. On
12/8/14 the facility faxed additional information,
which did not resolva the concerns.

3. Resident #4 was adritted to the facility on
6/20/14 following a left above the knee
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ampulation, and re-admitted in Novambaer
following a right above the knee amputation.

Resident #4's most recent quarterly MDS
assessment, dated 10/1/14, coded she was
cognilively intact; had little interest or pleasure In
doing things several days out of the previous two
weeks, falt down, dapressed, or hopeless mora
than half the days; was tired with liltle energy
several days; and had appetite changes several
days.

On 12/2114 at 3:30 PM, during a resident
interview, the resident became tearful. She staled
she had come to the facilily injtially after she had
her leg amputated, and was working hard with
therapy towards a goal of returning home when
the determination was made she had to have the
sacond lsg amputated. The resident stated while
this was unfolding, her husbhand had cardiac
issues which required him to be transported lo &
hospital ssveral hotirs away for an sxtended
petiod of time to become stablilzed. The resident
stated in addiffon to concern for her husband, she
had concern for the couple's dog, which was “just
like a child {o us." The resident stated she
arranged for the dog o be placed in a local
kennel on a “temporary basis," but that was In
July and the dog was still there, The resident
stated, "Now | have to stay here, which s
expensive, and my hushand has had to move to
assisted living, which is also expensive. | don't
know how much longer we can afford to board
the dog, and they called me tast week o tell me
ihe dog was depressed and not eating, 'm not
ready to place him up for adoption, but | don't
know if they will let my husband keep him in
assisted living," The resident stated she was
tooking into Medicald assistance, but "It's so
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complicated il's exhausting.” The resident stated
she hoped to get a specialized wheelchair which
may give her enough Independence either to
return home or move fo assisted living with her
husband. However, the resident reported that she
had to trave! to a "specialist” In 4 community in a
neighboring state saveral houss away io get
authorization from her insurance company to
cover the cost of the wheelchair. The journey
would require travel over a "fzitly {raacherous”
mountaln pass, The resident stated, "I know my
husband wanis {o drive. me, but he just can't drive
that pass safely. I'm trying to figure out another
ride, but | haven't had any luck.” When asked If
the facilily had soimeone who was working with
her to resclve her multiple cancerns, the resident
stated, "The physical therapist is trying fo help me
get the whealchair, but otherwise I didn't even
kniow there was someone here who could help
me tigure it out."

On 12/3/14 at 8:15 AM, the Administrator staled
he helped the resldent access an elder law
attorney to assist her with the process of applying
for Medicaid. The Administrator stated the facliily
was aware the resldent needed to have an
assessment for the specialized wheelchair, but
had {o be realistic aboul crossing the pass inthe
winter months. The Administrator stated, "We
nead to make sure it's safe.” The Admihistrator
was aware the resldent's dog was in a kennel, but
was unaware of the resldent's level of alfachment
to the dog, or thaf the cost of keeping the dog in
the kennel was wearing on the resident, The
Administrator stated, "You know, it's a tough
situation. Because of the condition of the home,
wo all knew her husband could not go back there.
I helpad get him into the assisted living. | reaily
feet for them." The Administrator stated perhaps
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the 88D had done additlonal work to halp the
resident and her hushand resolve the rest of thelr
CONCorns.

On 121314 at ©:26 AM, when asked, the SSD
slaled, "l visit frequently with her [Resldant #4]
and asstire her she wiil return to normat soon,
listen to her feelings, and validate her feslings."
When asked if the SSD felt assuring the resident
she would return to “normal” was realistic in light
of her recent double amputation, the SSD stalad,
"Well { was thinking more of aclivities like
knitting."

On 12/3/14 at 10:30 AM, tha Administrator
reported he had checked the weather report, and
tentalively scheduled transportation for the
resident o be assessed for her wheelchalr the
following week,

On 112/4/14 at 6:45 PM, the Administrator, DNS,

ADON, and SSD ware informed of these findings.

The factlity offered no further information.

4. Resident #6 was admitted to the facility on
9/27/12 and re-admitted on 5/3/14 with multiple
diagnoses which included leg amputation, Type i
diabeles, and deprassion.

Seclion D of the MDS related to Mood was
reviewed for 3/21/14, 5/9/14, 8/7114, and 11/7H14.
Each assessment documented the resident
answered, "Yes" to having, "Thoughts that you
would be better off dead, or of hurling yourself in
some way." Additionally, the MDS documented,
"Yos," the Responsible staff or provider {was]
informed that there is potential for resident self
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harm.

The current care plan indicated Rasident #6 had
depression manifesied by tearfulness. Care plan
interventions, dated 8/13/13, documented,
"{Resident #6 needed
assistancefencouragement/support to identify
problems that could not be controlied and provide
opportunities for resident’s family to participate in
care; 3/26/14, Zoloft 50 mg every other day;
10/26H14, observe for side effects of
anti-depressant medication..."

The Soctal Service Notes reviewed from 3/1/14
through 12/4/14 did not document follow-up had
oceurred with the responsible staff and/or
provider when the resident had verhalized
thoughts of being hetter off dead or of hurting
himself in some way, during the above identified
assessiments,

On 12/4/14 at 11:40 AM, when asked, the SSD
and the Administrator stated the DNS would have
been the responsible staff member notified of the
resident's MDS results.

On 124114 at 1:15 PM, the DNS stated she had
been informed of the resident's mood lssues, and
had assessed the resident was not at risk of
hurting himself. The DNS stated she had no
specialized mental health training heyond what
she received as part of her RN education. The
DNS could not identify a diagnostic tool which
had been used to rule out suicldal ideation or
intent for this resident. The DNS stated she did
not document her interaction with the resident
when determining he was not at risk of harming
himself.
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On 12/4/14 at 6:45 PM the Administrator, DNS,
ADON, and SSD were notified of these Issues.
On 12/8/14 the additional information was
received via fax by the Bureau of Facility
Standards, however, this information did not
resalve the concerns.

483, 15(h){1)
SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT

The facility must provide a safe, clean,
comfartable and homelike envircnment, allowing
the resident to use his or her personal helongings
to the extent possible,

This REQUIREMENT is not met as evidenced
by:

Based on observation and group inlerview, it was
determined the facilily did not ensure the dining
room was comforiable and decorated in a
hornelike manner. This was true for 8 of 7
residents attending group and any resident eating
in the dining room. The deficient practice had the
potential to cause mose than minimal
psychosocial harm when the dining room was
furnished with items not to their liking. Findings
included:

On 1211114, 12/2/14, and 12/3/14, black
{abiecloths with black napkins were ohserved on
the dining room tahles.

On 1212114 at 10:15 AM, residents attending the
group interview were asked if the facility was
decorated and furnished lo their liking to promote
a homelike environment. Anonymous Resident
#11 said the tables in the dining raom were

F 250

F 252

Corrective Actions:

Regarding the anonymous residents #11,
12, and 13, the dietary managet has
visited with eight random residents, after
the removal from use of the black
tablecloths/napkins to obtain and
document their comments/concerns.
Identification of others affected and
corrective actions;

All residents that eat in the dining room
could have been affected.

Measurcs to ensure that the deficient
practice does not happen again:
Licensed Social worker or designee will
ask for resident input about dining room
colors during monthly Resident Council
Meeting to determine if the dining room
decorations are to the majority of
residents liking.

Monitor corrective actions:

Social services will audit resident
response to dining room decorations each

month, for 3 months in Resident Council

meeting and bring the results to QA
monthly. Audits to begin 1/2/15

Corrective Actions will be completed 1/16/15

|
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always covered with black tablecloths during
meals. Anonymous Resldent #11 stated, "When
we see the tablecloths we wonder who died."
Anonymous Resident #12 stated, "The black
table clothes are disgusting,” and she did not
understand why the facllity had decided to use
black, Anonymous Resident #13 stated, "The
black table clothes ate dreary and depressing,"
and sald she did not enjoy eating in the dining
room.

On 12/3/14 at 10:30 AM, the Administrator and
Distary Manager (DM) were informed of the
identified concern. The DM said she was
unaware that residents did not like the black
tablecioths. The DM stated she thought there
vere groen fablacloths available and would logk
for them. On 12/314 at 6:30 PM, green
tablocloths wera ohsarved on {he tables, No
further informatlon was provided related fo the
concern,

483,20(d), 483.20{%})(1) DEVELOP
COMPREHENSIVE CARE Pl ANS

A facllity must use the results of the assessment
1o devslop, review and revise the resident's
comprehensive plan of care,

The facliity must develop a comprehensive care
plan for each resldent that includes measurable
objectives and timetables to meet & resident's
medical, nursing, and mental and psychosoclal
needs that are identified In the comprehensiva
assessment.

Thae care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and

F 252

F 279
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psychosoclal well-being as required under
§483.26; and any services that would otherwise
be required under §483.26 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse ireatment
under §483.70(b)(4).

This REQUIREMENT is not met as evidenced
by: -

Based on staff Interview and record review, it
was determined the faclilty did not ensure Care
Area Agsessments (CAA's) Included input from
the resident and/or family/representative
regarding the care areas. This affected 7 of 9 (#s
1-6 & 9) sampled residents. This falled practice
created the potential for more than minimal harm
if residents' needs were not met due to lack of
input from the resldent or family member.
Findings included:

1. Resident #2 was admitted to the facility on
10724114 with multiple diagnoses which included
Congestiva Heart Failure (CHF), acuts kidney
failure, and Loukocytosis.

Resldent #2's Care Area Assessment or CAA's,
dated 11/6/14, triggered care plan considsratlons
for cognitive loss, commumication, ADL function,
urinary Incontinence, psychosocial well-being,
aclivitiss, falls, nuiritional status, dental cars,
pressure uicer, and pain. In each of these
categories, the area of the CAA, input from the
resident and/er farnily/representalive regarding
the care area was blank or did not include
sufficient information,

2. Resident #3 was admitted to the facility on
627111 with mulliple dlagnoses which Included

DISCOVERY CARE GENTER SALMON, ID 83467
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edema, chronic pain, deprassion, and cognitive
impairment,

Resident #3's CAA's, dated 5/30/14, triggered
care plan considerations for cognifive
loss/dementia, visuaf function, comimunication,
ADL function, utinary incontinence, psychosoctal
well-heing, behavioral symptoms, falls, nutrifional
status, detiydration/tiuid mainlenance, dental
care, pressure ulcer, psychotropic drug use, and
pain, in each of these categorias, the area of the
CAA for input from the resident andfor
family/represenlative regarding the care area was
blank or did not include sufficient information.

3. Resident #6 was admiited to 1he facility on
9/27/12 and re-admitted on 5/3/14 with muitiple
diagnoses which included leg amputation, Type (I
diabetes, and depression.

Resldent #6's CAAs, dated 51514, triggered
care plan considerations for delirium, cognitive
loss/dementia, communication, ADL function,
urinary incontinence, psychosocial wel-belng,
activities, falls, nutritiona! status, pressure uicer,
psychotropic drug use, and physical restrainis, In
each of thase categories the area of the CAA for
input from the resident and/or
family/reprosentative regarding the care area was
blank or did not include sufficient information.

4. Resident#1's CAAs, dated 5/22/14, triggered
care plan considerations for cognitive
lossfdementia, visual function, communication,
utinary incontinence, behavioral symptoms, falls,
nufritfonal slatus, pressure ulcer, and
psychotropic drug use. In each of these
categorles, the area of the CAA for Input from the
resident andfor family/representalive regarding

X4) D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTIONR £X5)
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Corrective Actions:
Res # 1-6 and 9 were contacted and/or the
family/representative, to allow them to
provide any ipput regarding the resident’s
plan of care. This will be placed ina
progress note as of 01/09/15.
Identification of others affected and
corrective actions:

Any residents with CAA assessment
could have been affected.

Measures to ensure that the deficient
practice does not happen again:

Social Services will continue to schedule
a care plan meeting, as per the MDS
schedule, with the
resident/family/representative to ensure
their involvement in the care planning
process. The MDS Nurse or designee will
correspondingly verify that the CAA
section, regarding
resident/family/representative
participation is completed every
comprehensive MDS.

I I
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Each resident must receive and the facility must
provide the necessary care and services to allain
or maintaln the highest praclicable physical,
mental, and psychosocial well-heing, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and resident
interview, and record review, it was determined
{he facillly did not ensure cars plans ware
followed for assistance and adaptive equipment
during meals; failed to ensure a foot cradle was
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F 279 Continued From page 32 F 27¢| Monitor corrective actions;
the care area was blank or did not include DNS or designee will audit &ll
sufflcient information. comprehensive assessments for 3 months
) . _ for resident/family/representative input on
5-}%33‘:‘97;;]3 '*"*;4: f- ?nd 9 dha(tj S"g;'affﬁ"qllnss t iriggered CAA. The audit results will be
related to the lack of resident andfor family inpu : :
related to care areas identified on the CAAs, l;;g}xlgsht to QA monthly. Audits to begin
On 12/4/14 at 4:565 PM, the DNS and SSD were Corrective Actions will be completed 1/16/15
notlfled related to the above concern, The DNS
stated, "They are not that way now.” The DNS
confirmed prior to her completing the CAAs the
resldent and/for family input had not been
oblalned and offered no explanation, When
asked how the residenl's volce was brought
forward into the care plan, the DNS said,
"Typleally we have done that in a progress note."
She said the facilily is now filling out the CAAs so
the resident has a volce and if a concern is
Identified the facility can docusnent it on the CAA, Corrective Actions:
F 309 | 483.25 PROVIDE CARE/SERVICES FOR Faog| orrective. o for residents #1. #3
sg=£ | HIGHEST WELL BEING The corrective actions for residents #1,
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and #5°s individual care plans were
reviewed for appropriateness and follow
through as of 1/2/2015. Resident #1°s care
plan has since been updated, again, to utilize
briefs at nighttime for modesty and comfort.
Resident #3°s care plan has since been
updated, again, to utilize briefs at nighttime.

Identification of others affccted and
corrective actions:

All residents care planned could have been
affected. The DNS/Designee will validate
staff following the individualized care plans
for appropriateness and any changes made as
needed.
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i The current care plan indicated Resident #3 had

used iIn bed; did not consistenlly offer flulds
during cares; and did not assess the
appropriateness of leaving a resident open to air
while in bed. This was true for 3 of 10 (#s 1, 3, &
5) sampled residents reviewed during the survey.
This practice hal the potential to cause more
than minimal harm when interventions were not
consistently implemented for a resident needing
assistance and adaptive equipment during meals;
a clear reason was not identifled for leaving a
resident with demantia open to air; a fool ¢radle
was not used and flulds not offered as care
planned: and a resident was observed with fool
pedals when her care plan specified they were
hot to be used, Findings included:

1. Rasident #3 was admiited fo the facllity on
52711 with mulliple diagnoses which included
adema, chronle pain, depression, and cognitive
impalrment,

The Quarterly MDS, dated 11/21/14, documented
the resident required extonsive assistance of one
persoqn for meals.

self-care deficit related fo liited range of motion
In her upper extremitfes and poor vision. The care
intorventions, dated 11/12/14, documented,
"Resident #3 Is easily distracted and has very
poor eyasight, cues as to what is on her plate and
where, set-up assist, and verhal and tactile cues
lo stay on task." Additionally, the ¢ars plan
identified the resident was o use sippy cups with
straws.

On 1212414 at 12:40 PM, 1he resident was
observed sitting at the dining room table. A CNA

delivered the resident’s lunchi, however the CNA

DISCOVERY CARE GENTER
SALMON, ID 83467
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F 309| Continued From page 33 F 308! Measures to ensure that the deficient

practice does not happen again:

The nursing staff has been educated on the
importance of maintaining interventions as
listed on the care plans. Systematic changes
include the IDT will review care plans with
the MDS schedules and the clinical meeting,
during business hours, where the status of
resident changes will be reviewed and care
plans updated as needed. In addition, as
Care Plans are initially created or updated
the information will carry over to the CNA’s
“Point of Care” for their access. The
practice of “open-to-air” has been
discontinued. Incontinence products will be
used when residents are in bed.

Monitor corrective actions:

Monitoring will be done by the
DNS/Designee | x week for 1 month, and
then monthiy x 3 months, to ensure that care
plans have been updated to the needs of the
residents, The DNS/Designee will perforin
rounds and document resulis to validate
individualized plans of care are being
followed accordingly.

Effectiveness will be reported monthly
through the QA process and all concerns will
be addressed with the Administrator.

Corrective Actions will be completed
02/13/2015
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did not inform the resident what was on her plate
or where each ltem was hefore walking away.
Additionally, the resident's fluids were in regular
cups and not in sippy cups with straws as
diracted by the resident’s care plan. At 12:53 PM,
LN #1 sat down with the resident and handed the
rasident a glass of water. The LN then got up,
moved har chair hetween Resident #3 and the
restdent's tablemate, sat with her back to
Resident #3 and assisted the tablernate 1o eat. At
12:65 PM, LN #1 turned towards Resident #3,
gave her a bite of food and told the resident, "Use
your fork." The LN did not cue lhe resident to
what was on her plate, where each item was
located, or provide verbalitacille cues fo the
resident.

On 12{2114 at 4:55 PM, the resident was
observed sitling at the dining room table, where
she was brought a glass of water and &
supplement. At 5:06 PM, CNA#3 without
explanation to the resident, removed the
rasident's supplement from the table, filled the
glass with milk and replaced it in front of the
resident. At 6:15 PM, CNA#3 delivered the
rosident’s meal, cut up the meat, placed a piece
of meat on the resident's fork, and walked away
from the table. The CNA did not cue the resident
related what was on her plate, where each item
was located, or provide verbalftactile cues to the
resident. Between 5:156 PM and 5:25 PM, the
resident's food sat untouched on the resident's
plate. Al 5:26 PM, CNA #4 sat beside the resident
and asked {he resident how she was doing,
placed a piece of meat on the resldent's fork and
then walked away from the resident. The CNA did
nat cue the resident relaled what was on her
plate, where each item was located, or provide
verhalltactile cues to the resident. At 5:35 PM, LN

F 309
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#2 walked over to the resldent and offered the
resident a bite of food and then walked away. The
LN did not provide any cues to the resident.

On 12/3/14 at 10:30 AM, the Administralor, DNS,
and Dietary Manager were informed of lhe above
concern. The Dietary Manager stated she had
sippy cups with straws available for the resident
to use, however she was unaware the resident
was supposed to use them. The DNS confirmed
the resident’s cars plan identified the resident
was to use sippy cups with lids, No further
information was provided related to staff not

following the care plan for the resident during
meals,

2. Resldent #1 was admitted to the facility in July
2010 with muttiple diagnoses which included
Alzheimer's disease,

Resident #1's most recent quarterly MDS, dated
11/19/14, coded severely Impaired decision
making skills; physical behaviors towards others
dally, dependence on 2 persons for fransfers,
dressing, and toileting; and incontinent of howel
and bladder.,

a. Resident #1's ADL care plan, dated 8/9/18,
documented an Intervention of, “[Resldent #1] [s
very modest; keep har covered as much as
possible during cares. She doesn't like to get
chilled, provide a warm blanket as needed,"
revised on 10/2/14. These same interventions
were documented on her care plan for a behavior
problem of combativeness with staff, revised on
10/23/13, as well as an Intervention to warm
periwipes before use,
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Resident #1's current care plan for potentis! for
pressure tiicer developrent, revised on 11/6/14,
documented an intervention of the resident being
left opan to alr while in bed, dated 4/26/14.

On 1212114 at 8:50 AM, CNA#4 and CNA#5
were observed providing cares to Resident #1.
CNA#5 opened a new pack of pariwipes to use
during cares. They had not been warmed. When
the cares were completed, the resideni was
placed in bed, nuda from the waist down, and
covered with a blankel.

On 12/4{14 at 1:20 PM, the DNS stated the
residant's care plan intarvention of "open to air”
meant tha staff were to leave her nude from the
waist down when she was in bed, and cover her
with a blankel. The DNS stated this infervention
kept the resident's skin dry, "like you would do
with a baby," to prevent skin breakdown. The
DNS was asked, but was unable to provide, &
facility policy and procedure for leaving residents
open to alr as a preventive measure for skin
breakdown, or any clinical research which
documented this was an effective approach.
Further, tha DNS siated the resident tended to
become combative with staff when being dressed
and undressed. The facllily had identified, when
this happened, covering the resident with a warm
blanket had been determined inconsistent in its
offecliveness. The DNS was unable to explain
how the praclice of leaving her open to air had -
haen agsessed and monitored as an appropriate
Interventlon for this resident, in light of her
Alzhelmer's diagnosis and hehavioral concerns.
When asked how the open to air intervention was
consistent with the resident's documented
preferences for warmth and modestly, the DNS
stated, "That's what the blanket is for, So she is
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warm and covered up.”

h. Resldent #1's 11/16/13 care plan documented
an intervention of offering fluids during cares.
During care observations on 12/2/14 at 8:50 AM,
and 12/9/14 at 3:00 P, fluids were not offered fo
the resident.

The resident's 7/9/14 care plan for potential for
skin breakdown documented interventions of a
foot cradle in ptace. The foot cradle was not
observed in place on 12/2/14 at 8:50 AM, 9:50
AM, and 2:15 PM; and on 12/3/14 belweesn 2:45
and 3:15 PM.

The DNS was informed of these observations on
12/4/14 at 1:20 PM.

On 12/4/14 at 6:45 PM, the Administrator, DNS,
and ADON were informed of these findings. The
facility offered no further information.

3. Resident #6 was admitted to the facilily in
tarch 2013 with a diagnosis of MS.

Resident #5's ADL care plan documented an
intervention of, *...uses whealchair for
moblily...prefers not to use foot pedals.”

On 12/1/14 at 3:00 PM, Resident #5 was
obsearved sitting in her room in her whesichair,
Foot pedals were attached to her wheelchair
which contradicted the ADL intervention. Each
pedal incliuded a black padded trough-shaped -
enclosure in which her feet rested. These devices
were observed in place on 12/2/14 between 8:00
and 9:50 AM, 12:40 PM, and 525 PM. On
1213114 at 3:00 PM, the resident was interviewed
in her room. The foot pedals and troughs were in
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place. The resident stated they were there
because she fell out of bed, and she did not like
them or understand why they were being usad.

On 12/4H14 at 1:15 PM, the DNS stated the foot
pedals were not placed due to a fall, buf due to
"foot drag"” fromn her MS. The DNS stated the
resident had originally agreed to wear them, and
was unaware the resident was now objecting to
their use. The DNS stated she would talk to the
resident again, then make sure the care being
provided matched the resident's care plan,

On 12/4/14 at 6:45 PM the Administrator, DNS,
and ADON were informed of these findings. The
facility offered no further information,

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and

to help prevent tha development and transmission

of disease and infection.

(a) Infection Conirol Prograrm

The facilily must establish an Infeclion Control
Program under which it -

{1) Investigates, conirols, and prevents infeciions
in the faciiity,

(2} Decides what procedures, such as isolation,
should be applied to an individuat resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection
{1} When the Infection Control Program
determines that a residant needs isolation to

F 309
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prevent the spread of infection, the facilily must
isolate the resident.

(2) The facility must prohibit employees with a
communicahle disease or infected skin lesions
from direct contact with resldents or their food, If
direct contact will transmit the disease.

{3) The faclity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated hy accepted
professional practice.

{c} Linens
Personnel must handle, store, process and

transport linens so as to prevent the spread of
infection.

This REQUIREMENT Is not miet as evidenced
by: '

Basad on policy review and staff interview, it was
determined fhe facility did not maintain records
regarding staff illnesses, and therefore did not
have information fo determine if corrective
aclions were needed. The deflcient practice could
impact any resldent exposed to illnesses
spreading amongst employees, and had the
potential to cause harm if residents became ill.
Findings included:

The facility's Infection Gontrol Policy and
Procedure regarding employee infactions, dated
May 2007, documented any employee having an
infection was to raport that infection to the
infection control nurse. The policy documented
the infection control nurse would complete and
mainlain an employee Infection record whenever
these reports wera made.

F 441
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Conlrol {IC} Nurse stated she was not informed
when employees called in sick, nor what thelr
symptoms were, The IC Nurse stated she did not
maintain employee infection records or track
whether infectlons were spreading from employee
to employee, or fronn employee to resident.

On 12/4/14 at 6:45 PM, the Administrator, DNS,
and ADON were informed of these findings. The
Administrator stated the IC Nurse was new to the
positton, and had not yet been trained as to that
aspect of the joh. The Adminisirator stated the
facility would ensure this tralning was completed,
and tracking initiated, The facliity offared no
further informatton.
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On 12/4114 at 3:35 PM, the facllity’s Infection Corrective Actions:

A binder has been set up to monitor staff
infections,

Identification of others affected and
corrective actions:

All residents in the facility could have
been affected.

Measures to ensure that the deficient
practice does not happen again:
Education will be provided to licensed
staff on the need to track staff infections
12/10/14. The infection control nurse will
include staff infections in the monthly
trending for analysis and intervention.
Monifor corrective actions:

DNS or designee will conduct an audit 1 x
month for 3 months to validate staff
infections have been inciuded in the
infection controi process. The audit
results will be brought to QA monthly for
3 months. Audits to begin 01/02/15.

Corrective Actions will be completed  1/5/15
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C 000, 16,03.02 INITIAL COMMENTS C 000
The following deficiencies were cited during the
annual State Licensure survey for your facility.
The survey team members were:
Nina Sanderson, LSW, BSW - Team Coordinator
Amy Barkley, RN, BSN
C 361| 02.108,07 Housekeeping Services and G 361 C361 Please refer to msz}
Equipment
07. Housekeeping Services and
Equipment. Sufficient housekeeping and
maintenance personne! and equipment
shall be provided io maintain the
interior and exterior of the facility
in a safe; clean, orderly and
attractive manner,
This Rule Is not met as evidenced by:
Please refer fo F 252 as it relates {o attracfive
environment.
C 422 02.120,05,p,vii Capacity Requirments for C 422

Toilets/Bath Areas

vii. On each patient/resident floor

or nursing unit there shall be at

least one (1) tub or shower for every
twelve (12) licensed beds; one (1)
toitet for every eight {B) licensed

beds; and one {1) lavatory with mirror
for every eight (8) licensed beds.
Tubs, showers, and lavatories shall be
connecled to hot and cold running
water.

‘This Rule is nol mel as evidenced by:

Based on observation and staff interviews, it was
determined the facility failed to maintain the
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minimum number of bathing facilities for the
number of licensed bheds. This affected 9 of 10
(#ts 1-9) sampled residents and had the potential
to affect all residents who reside in the facility.
Findings included:

The facility was licensed for 45 certified heds. At
the beginning of the survey process, 28 residents
resided in the facilily.

On 12/4/14 at 11:00 AM, during the General
Observalions of the Facility with the Maintenance
Supervisor, the Bathing Room was ohserved with
fwo bathtubs and one shower stall. However, one
bathtub was covered with piywood particle board,
numerous articles were on top of the board over
the bathiub, and numerous pieces of equipment
were stored in the area where the bathtub was
located, blocking access to the bathfub. There
was plumbing projecting from the wall above the
bathiub, however there was no shower head
altached to the plumbing.

The Mainhtenance Supervisor stated, "There is
only one bathing room and none of the individual
resident rooms have a {ub or a shower." The
surveyor and the MS reviewed the requirement of
one tub or shower for every 12 certified beds.
Forty-five (45) cerlified beds divided by 12
equaled 3.75.

On 12/4/14 at 11:30 AM, the surveyor informed
the Administrator of the finding. The Administrator
said, "Yes. We had a waiver last yaar, and will
need one again this year."

On 12/47/14 at 6:45 PM, the Administrator, DON,
and ADON were infotimed of the finding. The
facility did not provide any additional infornyation.

C422 | C422 Requesting Waiver for number o
bath/shower facilities 91/02/185,
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C 664 Continued From page 2 C 664
C 864 02,150,02,a Required Members of Committee C 664
a. Include the facility medical ,
director, administrator, pharmacist, C664 Corrective Actions: I
dietary services supervisor, director The Pharmacist and MD have been
of nursing services, housekeeping ducated on 01/13/15. regarding i
services representative, and ¢ducated on » regarding the
maintenance services representative. requirement to attend the infection control i
This Rule is not met as evidenced by: committee portion of the QA committee :
Based on policy review, staff interview and review meeting on 01/20/15 and, at minimum,
of the facility's Infection Control meeting minutes, participate on a quarterly basis thereafter.
it was determined the facility did not ensure the Identification of others affected and
required persons attended the Infection Control corrective actions:
commitiee meeting at least quarterly. The AOIl esid i o Lo i (0
deficient practice had the potential to affect any All residents that are reviewed in the
resident in the facility, and to cause harm if the infection control meeting could have been
facility failed to identify an infection trend, and affected. The ED will validate
implement measures of correction. Findings compliance of the MD and Pharmacist’s
included: required participation.
The facility's Infection Contro! Commiltee policy M.easyrcsl to ensml‘c that the (!Ci:iclem
documented the comimittee included nursing, practice does not happen agam:
employee health, quality assurance, and the coordinated with the MD and
infection control practitioner. The policy did not Pharmacist’s schedules, in advance, for
stipull‘ale lhl;a Ted{caldd(iirector wciulfilﬁttend c}pe! purposes of ascertaining their
mestings, but instead documented the medica articipation on, at minimum, a quarter
staff "vested" the committee with the authority to pp ’ -84 Y
Institute appropriate infection control measures. . \ )
Monitor corrective actions:
On 1214114 at 3:35 PM, when asked for DNS or designee will conduct an audit for
documentation of all state required parlicipants in required attendee’s signature 1x month
attendance at quarierly Infection Control for 3 months for QA/Infection control
mestings, the Infection Control Nurse stated she meetings, The audit results will be
was new to the role and would have to check. brought to QA monthly. Audits to begin
On 12/4/14 at 4:45 PM, the Administrator stated (01720115
the Infection Control Committee met in Corrective Actions will be completed 1/20/15
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C 6684 Continued From page 3 C 664

he would obtain documentation of the aftendance
of those meetings.

On 12/4/14 at 5:00 PM, the DNS provided sign-in
sheels from the facllily's Infection Contro!
meetings, covering the previous three months.
Neither the facility's medical director nor the
pharmacist was documented to be in attendance.
The DNS stated hecause the facilily was in such
a remote location It was difficult to get the
pharmacist {o aftend in parson, and the medical
director was the only physictan in the community
so did not always have tiime to attend. The DNS
provided signature sheets that the medical
director and pharmacist had signed on a later
date, which the DNS stated was when she
updated them on what had been discussed at the
Infaction Control meeting, When asked, the DNS
stated she had not considered asking the
pharmacist and medical director to participate in
the meeting via conference call at least once per
quarter.

On 12/4114 at 6:45 PM, the Administrator, DNS,
and ADON were informed of these findings. The
facility offered no furlher information,

G 669 02.150,03 Resident Protection C 669 C669 Pleasc refer to T 441

03. Patlent/Resident Protection.
There is evidence of infection
control, prevention and surveillance
in the outcome of care for all
patlentsfresidents as demonsirated
by:

This Rule is not met as evidenced by:
Please see F 441 as it pertains to infectian
control.
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patient/resident.

activities program.

Assessment

C 879 02.151,03,d Individualized Activity Plan

d. Develop and implement an
individual activity plan for each
patient/resident which reflects the
interests and needs of the

This Rule Is not met as evidenced hy:
Flease see F 248 as it pertains to the facility

G 698, 02.152 Social Services Program

162, SOCIAL SERVICES.

The facilily shall provide for the
identiffcation of the soctal and
emotlonal needs of the
patientsfresidents either directly or
through arrangements with an ouiside
resource and shall provide means to
meet the needs identified. The program
shall be accomplished by:

This Rule Is not met as evidenced by:
Please refer to F 250 as it relates fo medically
necessary Social Service needs,

G779 02.200,03,a,i Developed from Nursing

i. Developed from a nursing

assessment of lhe paflent's/resident's

needs, strengths and weaknesses;

This Rule is not met as evidenced by:
Pleasa refer to F 279 as It relates to the initial
assessment of residents. .

G 784, 02,200,03,b Resident Needs Identified

b. Patlient/resident needs shall be

ce79 C679 Please refer to I 248

C779 C779 Please refer to F2779

G784 C784 Please refer to F309

C 696 696 Please refer to F250.
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recognized by nursing staff and

nursing services shall be provided fo

assure that each patient/resident

recelvas care necessary to meet his

fotal needs. Care shall include, but

(s not limited to:

This Rule is not met as evidenced by:

Please refer to F 309 as it relates to not following
the care plan.
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