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Dear Mr. Gulden:

On December 9, 2013, a Recertification, Complaint Investigation and State Licensure survey
was conducted at Bingham Memonal Skilled Nursing & Rehabilitation Center 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 riursing 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 sertous deficiency to be an isolated deficiency
that constitutes actual harm that is not immedizate 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 Complete Date, to signify when vou allege
that each tag will be back in compliance. WAIVER RENEWALS MAY BE REQUESTED
ON THE PLAN OF CORRECTION.
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After each deficiency has been answered and dated, the administrator should sign both the Form
CMS-2567 and State Form in the spaces provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitied by fanuary 6, 2014.
Failure to submit an acceptabie PoC by January 6, 2014, may result in the imposition of civil
monetary penalties by January 27, 2014,

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

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

« How you will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s) will be taken;

¢ What measures will be put in place or what systemic change vou will make 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 wiil do the monitoring. It 1s 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; i.e., weekly x 4, then q 2 weeks x 4, then mnonthly x 3. A
plan for ‘random’ audits will not be accepted. Initial aundits 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 in column 3.
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.
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e The admimstrator 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 Tirle 42;
Code of Federal Regulations.

This agency 18 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 fo the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on June 9, 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 you with a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact Loretta Todd, RN, or
Lorene Kayser, L.S.W., Q.M.R.P., Supervisors, Long Term 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 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 guestion 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.idabo.gov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Defanlt.aspx

go to the middle 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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2003-10 Long Term Care Informal Dispute Resolution Process
2003-10 JDR Request Form

This request must be recetved by fanuary 6, 2014. If your request for informal dispute
resolution is received after January 6, 2014, the request will not be granted. An incomplete

informal dispute resolution process will not delay the effective date of any enforcement action.

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

Sincerely,
Lswaefayser

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

LEK/dmj
Enciosures
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e following Plan of Correction is submitted by
F 000 | INITIAL COMMENTS F 000 The following Plan of C ion is submitted b
: . the facility in accordance with the pertinent tenms
. ] L ] o : and provisions of 42 CFR Section 488 and/or
The fallowing deficiencies were cited during the related state regulations, and is intended to serve |
annual recertification, state licensure, and as a credible allegation of our imtent to correct the
complaint investigation survey of your facility. practices identified as deficient. The Plan of
The survey team entered the facility on Monday, . Correction should not be construed or interpreted
12/2/13 and exited the facility on Monda as an admission that the deficiencies alieged did,
y ¥, in fact, exist; rather, the facility is filing this
12/9/13. document in order to comply with its obligations
as a provider participating in the
The surveyors conducting ihe survey were, Medicare/Medicaid program(s). 5
Amy Barkiey, RN, BSN, Team Coordinator I
Amold Rosling, RN, BSN, QMRP |
Definitions: ‘
CAA = Care Area Assessment

CNA = Certified Nursing Assistant
DC'd = Discontinued '
DNS/DON = Director of Nursing Serwces

dit = due to S
DT = Interdisciplinary Team . g g g S BT S
LLE = Left Lower Exiremity REGEVED

LPN = Licensed Practical Nurse
LSW = Licensed Social Worker
MDS = Minimum Data Set
NWB = Non Weight Bearing . EACHITY § YANDARDGS
ORIF = Open Reduction Internal Fixation '
OT = Occupationat Therapist

QOB = Qut of bed

POC = Plan Of Care

PRN = As needed

RLE = Right Lower Extremity.

ROM = Range of Mofion

RN = Registered Nurse

rft or R/T = related to

SRAB = Self Reieasing Alarm Belt

TiA = Transient Ischemic Attacks

wic = wheel chair )
F 151! 483.10(aX1)8(2) RIGHT TO EXERCISE RIGHTS F 151
§5=E | - FREE OF REPRISAL

LABORATOW(WW%SENTATNE S SIGNATURE
/ZUZMMM s“:}ﬁ/‘@s E’ﬁ*’“ 7(5 ]E

other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the da# of survey whether or not a plan of conection is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days.following the dafe these documents are made available to the facility. | deficiencies are cited, an approved plan of corection is requisite to continued
program participation.

Any deﬁ;léncy ;t‘atement endl}ig with an asterrskfﬂ denotes 4 deficiency which the institution may be excused from correcting provldsng itis deteﬁnlndd that

EORM CMS-2567(02-29) Previous Versions Obsolete Evertt 1D:5LC11 Facility ID: MDS001040 if confinuation sheet Page 10f73
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or resident of the United States.

The resident has the right {o be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interview, the faciiity failed to provide an
environment where long term residents did not
feel they were discriminated against because of
their payer source. This practice potentially
affected 11 of12 {#s 1,2, 3,4, 5 6,8, 9, 10, 11,

16 & 17} residents. There was a potential for
psychological harm when a resident was treafted
in & manner in which they got the fealing they

i were nof as "good” as another individual.

! Findings include:

On 12/4/13 at 9:00 a.m. a group interview was
conducted wiih residants. There were fourlong
term care residents, inciuding the presideni of the
resident councll, in attendance. When the group
was askad about rules, resident rights, dignity,
aciivities and dining experience there was toial

Residents were concerned about their rights as a
cilizen and a resident. There were recent
-elections in the previous months and they were
not given the opportunity to vote nor did they

i know there were elections.

& 12} sampled resident and three random (#s 15, ;

agreement there were problems within the facility. |

t The group was not aware who the ombudsman

have been affected by this defietency:

Met with residents 12 and 17 to discuss their
wishes and plan shower schedule

Resident 15 discharged from facility

Al residents, including residents 1-11,
received a letter on 12/30 and had the
opportunity to attend a resident council
meeting addressing the issues of shower
schedule and frequency, the ombudsman
confact information, grievance process, dining
rocm procedures, meal menus and
substitutions, perceptions of preferential
treatment, activities, care plan meetings,
snacks, and other resident rights.

For residents’ voting, the elections were
already passed but a new system is in place.
The votmg process was discussed with the
resident council president. He agreed to the
following- the opportunity to vote in both
primary and general elections will be discussed
at the resident council meeting the month prior
to any election. Activities will coerdinate
voting for those residents who have a desire to
do 30 by visiting each of them to ask if they
want to vote, Further, the local precinct wiil
send representative to our facility so our
residents can vote here,

Corrective action for residents that may be
affected by this deficiency:

All residents have the potential to be affected
by these identified concerns,

Administrator will meet with Resident Council
on 12/30 to discuss showers, dining room
procedures, menu, and residents rights overall,
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F 151 | Continued From page 1 : F 151
. The resident has the right to exercise his or her Fis1
i fights as a resident of the facility and as a cifizen ) :
! Corrective action for residents found to
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i compiaints in the past. There was no grievance
| process to file a complaint through. See F 166

which was cited because of the lack of grievance |
process.

There was discussion about the long ferm

' residents being treated differently than the !
: restdents who were short term {rehabilitation).

The short term residents had a special dining -
room, were served first, and got to order their
meals off of individualized menus. One resident
commented thai it was "because the facility gets

i more money" for those residents so the facility
: caters to them. Resident #12 stated if the i
renabilitation residents "want a special meal, they |

write it on the menu and can get it. We don't geta
menw." The dietitian was interviewed on 12/5/13
at 2:30 p.m. She stated that there was a

| perception the short term residents got

preferential ireatment. She stated there was a
time when the "Restorative” dining area residents
were served on silver platters and used china
dishes for meals. She stated she had been trying
to improve the dining experience of the long term

I residents. The residents still felt there was a
: difference in the way they were treated.

The residents when asked about any other issues
brought up there was a differentiai treatmant with
bathing. Resident #12, #15, and #17 all wanted to
. have more than two baths a weelk. They indicated

; that the "short term”residents could have & bath

more often than twice a week. See F 242 for
more informatior: on bathing choices.

Staff interviews confirmed there was a problem

:with the short term residents getting preferential

‘; treatment with bathing. CNA #5 was interviewed

or do not attend this meeting addressing these
highlighted concerns.

In-service will be provided to activities, social
services, and nursing staff by administrator
concerning resident rights on 1/2/14

Letter that was given out to residents on 12/30
as well as grievance/concern procedure is
provided to residents or family with their
admissicn-packet and paperwork.

Letter provided to residents on 12/30 will be
re-distributed at Ieast quarterly to all residents.

Opportunity to vote in both primary and
general elections will be discussed at the
resident council meeting the month prior to
any election. Activities will coordinate voting
for thoge residents who have a desire to do so
by visiting each of them to ask if they want to
vote and local precinct representatives will
come to the facility so residents can vote,

All residents upon admission are asked shower
preferences throughout the week.

Measures that will be put into place to
ensure that this deficiency does not reeur:

Administrater will interview 3 residents
weekly for a period of af least 12 weeks
starting the week of 1/5 to ensure residents are
exercising their rights and to discover any
issues of concern. Any issues will be reported
to the QA committee,

Measures that will be implemented to
monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recur:

FORM CMS-2567 (02-99) Previous Versions Obsolete
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F 151 * Continued From page 3 F 154
i 12/4/13 at 10:15 a.m. and LN#2 was lnter\.flewed The QA committee will review any issues
: L 12/6/13 at 12 noon. Both interviewees indicated uncovered by weekly audits and after the
“ the short term residents are asked avery day if | initial 12 weeks make a determination related
i they want a bath and if they do then they go to the | - to changing the frequency of those audits.
| top of the bath iist for the day. The CNAs felt this : Additionally, QA committee will review
practice made it hard to do all the baths they were facility progress on resident rights, including
: d 1o do and sometimes long term residents ; resident grievance forms, at least quarterly on
I requtre g an on-going basis to aid in monitoring ; |' E ofii
I did not get their scheduled baths. When asked ! compliance. ! X "[
- why the short term residents got preferential :
%' treatrment, LN#2 stated, it was about maney. She '
 further stated the preferential treatment for the 5
| rehabilitation residents "came down from the
lMowers.” {indicating upper management] LN #2
indicated this practice had been going on for a
very long time.
On 12/6/13 at 1:00 pm the administrator was
informed a about the preferential treaiment and
he stated he was not aware of the residents’
feelings, No further information was provided.
F 166 | 483.10(f{2) RIGHT TO PROMPT EFFORTS TO F 165
58=E | RESOLVE GRIEVANCES :
. . F 166 *
Aresident has the right to prompt efforts by the
- | faciiity to resolve grievances the resident may Corrective action for residents found to
have, including those with respect to the bahawor i have been affected by this deficiency:
of other residents. :

' provide a process residents could use {0 voice
! grievances and get a resolution 1o their issue.
: This had the potential to affect all residents in the

This REQUIREMENT is not rnet as evidenced
by:

Based on resident and staff interview and review
of the grievance process, the faciiity failed to

facility including 12 of 12 (#s 1 - 12} sampled
residents and random Resident #18, Findings

Concern forms were filled out for residents 8
and 16

All residents received a letter on 12/30 and had
the opportunity to attend a resident council
meeting addressing the grievance process,and
other resident rights,

Corrective action for residents that may be
affected by this deficiency:

All residents have the petential to be affected
by these identified concems.
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F 168 Cantinued From page 4 F 168

include:

During the group interview on 12/4/13 at 9.00

; a.Jm. when asked if there weTe any unresolved

- issues, the residents in attendance stated there

: wera issues maostly with lost clothing. They had

 told staff about the lost clothing but nothing had
! been done about it. Resident #15 became upset

t when talking about the clothes she had iost,

because a deceased relative had given them to
har and she had seen another resident wearing
the item.

During an interview on 12/4/13 at 5:50 p.m. with
Resident #8's family member, she had
compiaints about lost clothing. She indicated that
she had talked with staff but there had never
been a resolution. She was not aware there was
a grievancs process.

The facility provided the surveyor with five
grievances, none were of the ones the residents
and family members stated they had toid staff
about, missing clothing.

On 12/4/13 at 11:00 a.m. the administrator was
irterviewed about the grievance process. He
stated a process the facifity, he and the social
worker had used in the past. The Adminisfrator

: was asked for a procedure to verify there was a
: systematic process for residents and family to

use, The administrator said he would get the
surveyor ane. On 12/4/13 at 1:00 p.m. the
administrator provided a written Procedure ~ -
named, "Resident and Family Concerns." He
stated at the time, he had just typed the process
up, put it on letter head and had [ward clerks
name] at the front desk pass it out to all
residents.

Administrator will meet with Resident Council
on 12/30 to discuss grievance process, Letter
will be presented to all residents who do or do
not attend this meeting addressing grievances.
Letter highlights and designates social services
or administrator to assist in the process.

In-service will be provided to activities, social
services, and nursing staff by administrator
concerning the grievance process on 1/2/14

Grievance forms will be kept in the hallway of -
the main entrance with a sign highlighting their
purpose

Letter that was given out to residents on 12/30
as well as grievance/concern procedure is
provided to residents or family with their
admission packet and paperwork.

Letter provided to residents on 12/30 will be
re-distributed at least quarterly to ali residents,

Measures that will be put into place to
ensure that this deficiency does not recur:

Administrator will interview 35 residents
weelkly for a period of at least 12 weeks
starting the week of 1/5 to ensure residents
understand the grievance process and to
discover any specific issues of resident
concern. Administrator will also audit to
ensure grievance forms are in place weekly for
the same period of at least 12 weeks starting
the week of 1/5. Any issues will be reported to
the QA committes.

Grievance forms will be kept in the hallway of
the main entrance with a sign highlighting their
purpose. Social services is available o assist

any patients with the grievance process. All
staff was inserviced on the grievance process.

FORN CMS-2587 (02-99) Previous Versions Obsalete
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The resident has the right to be fres from any

| physical restraints imposed for purposes of

- discipline or convenience, and not required to
treat the resident's medical sympioms.

This REQUIREMENT is not met as evidenced
by .

{ Based on observation, staff interview, and
medical record review, it was deterrmined the
facility used physical restraints on residents
without identified medical conditions which
required the use of the restraints. Additionally, the
facilty failed to evaluate the use of less restriciive
devices/restraints, other than seatbelts or fap
buddies for cognitively impaired residents. This
affected 4 of 12 (#1, 2, &, & 9) residents sampled
for the use of physical restraints. This practice

+ created the potential for more than minimal harm
shouid the resident experience contractures,
decreased mability or the development of
pressure sores. Findings include:
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F 166 | Continued From page 5 F 166
Measures that will be implemented o
i L ! monitor the continued effectiveness of the
; The surveyor informed the a_dmmIStrator on ' corrcetive acfion taken to ensore that this
: 12/4/13 at 11:00 a.m. the grievance forms for deficiency has been corrected and will not
: residents to file a grisvance could not be located. reeur:
The administrator's response was, they were-in . o _
the computer and staff had access to them. The | Egsogie??;nv:':}ed‘;ﬂiﬁggdmgt 1:5{:}:‘*5
. L . i are 53 !
surveyor informed the administrator the residents . initial 12 weeks make a determination related
need to have access to the forms so they could to changing the frequency of those audits.
file grievances if they had one. At 12/4/13 at 1:00 | Additionally, QA committee will review
p.m. the administraior stated, he placed forms facility progress on the grievance process by :
next fo the nurses station so the residents would Teviewing grievances at least quarterly on an ay
_have access io them. No other information was | on-gofng basis 10 aid in monitoring ! / faﬂi{
. i compliance.
provided.
F 221 | 483.13(a) RIGHT TO BE FREE FROM F 221
gs=F | PHYSICAL RESTRAINTS
F221

i
1

Corrective action for residents found to
have been affected by this deficiency:

Restraint assessment tool established and put
in place to be used for any resident either
where restraints may be medically appropriate
or requested by resident/legal representative,
Assessment tool is used by nursing and/or
therapy to assess patient, Assessments then
reviewed by nursing and therapy.

Resident 1 was assessed, restiaing was
removed, and documentation completed.

Resident 2 was assessed, restraint was
removed, and documentation completed.

Resident 8 was assessed, restraint was kept in
place initially due to medical need, restraint
was later taken off on trial hasis due to therapy
recommendation in order to iry a least
restrictive measure,

Resident 9 was assessed, restrami was
removed, and documentation completed.

FORM CMS-256T(02-3%) Previous Versions Obsolete
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: 06/18/13, documented the following, "The

i self release seal belt s used when [Resident's
i name s up in her chair i/t her fall sk, This [self

1. Residant #1 was admitied with muliiple
diagnoses {o include, anxiety disorder,
depression, senile delusions, hearing loss, and
blindness related to macutar degensration.

Resident #1's Annual MDS, dated 068/18/13, and  ;
Quarterly MDS dated 9/12/13, coded the !
foliowing: :
- Problems with shott term and long ferrm !
mamory,
- Daily decision making skills severely impaired, |
- Extensive assist of one persen for tfransfers, bed |
mohility, and toileting.

- Had a trunk restraint in use.

Note: The Residenis Physical Restraint CAA
referred to the Fall Risk CAA for the narrative.

The Residenis CAA Narrative, under falls, dated

{Resntients name] is at risk to fall v/t blindness,
i dementia 2nd the need for assist with transfers. A

releasing seat beli} has been assessed and found
to be the least restrictive for her. She [Resident]
cannot remove it on demand so it is released per
protacol.”

The Resident's Falls/Restraint Care Plan, initiated
on 824412 documented: * Problem - Resident is
at risk for injuries R/T falls dus ta, history of falls,
poor vision, impaired judgment, hallucinations,
and dementia.

* Approaches - Date: 8/26/11, Self-release alarm

belt (SRAB) in w/c. Check restraints Q {every) 30 :'

minutes, release Q (every) 2 hrs and PRN for 15
minutes o provide care and reposition.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMEER: A BUILDING COMPLETED
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Other residents with restraints were assessed,
documented, care planned, medical necessity
identified or risk/consequence form put in
place, and consents signed.

Corrective action for residents that may be
affeeted by this deficiency:

All residents have the potermal 1o be affected
by these identified concerns,

Restraint assessment tool established and put
in place to be used for any resident either
where restraints may be medically appropriate
or requested by resident/legal representative.
Assessitent tool is used by mursing and/or
therapy to assess pafient. Assessments then
reviewed by nursing and therapy. If
recommendation includes application of H
restraint family is contacted for consent and
physician is consulted. :

Restraint committes will foltow up with
restraint assessments a minimum of every 90
days and as needed by completing the physical
assessment form and reviewing it with norsing
and therapy.

Care plans will be updated related to any
changes in resfraints for residents,

Tn-service will be provided to mursing staff by
DON cencerning proper procedures for
restraints on 1/2/14

Measures that will be put into place to’
ensure that this deficiency does not recur:

Director of Nursing will audit 4 residents
weeldy lor a period of af least 12 weels
starting the week of 1/5 to ensure residents
bave been properly assessed and necessary
dogumentation is in place. Any issues will be
reported to the QA commiftee,

L

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

Event 1D: 5HG1T

Facilify ID: MDS0Q1040

If continuation sheet Page 7 of 73




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED: 12/23/2013

STATEMENT QF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPFLIER/CLIA
IDENTIFIGATION NUMBER:

135007

E FORM APPROVED -
OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A, BUILDING COMPLETED
B. WING 12109/2013

NAME OF PROVIDER OR SUPPLIER

BINGHAM MEMORIAL SKILLED NURSING & REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE
D3 POPLAR STREET
BLACKFOOT, ID 83221

NOTE: The date the FalifRestraint Care Plan
Problem area was initiated did not match the dais
the Approaches were initiated and 1 could nat be
determined if the SRAB had been reviewed or
revised affer B/26/11.

Resident #1 was chserved to have the SRAR on,
while up in her wheel chair during the survey on
12/3/13 at 10:05 a.m, 12/4/13 at 11:00 a.m., and
12/5/13 at 10:45 am. On 12/4/13 at 11:05 a.m.

#7 had a SRAB on her wheai chair and if the
resident was abie to releass the seat belt on her
own. CNA#8 sigted the resident was not able to
release the seat belt on her own and the SRAB
was put on the resident’s whest chair, "To keep
her in her chair.” The CNA stated the resident will
try to stand up by herself sometimes aven with
the seat belt on.

Note: Resident #1's IDT Clinical Team Meeting
notes were reviewed by the surveyor for 1/9/13
: through 10/31/13 and did not includs
documentation the SRAB had been reviewed,
less restriclive devices had beer iried, orthata
plan for reduction of the resiraint had been
atternpled.

On 12/5/13 at 11:15 a.m., LPN'#9 was asked -
about the SRAB. The LPN siated, "The SRAB
was appiied o the resident's wheel chair becausa
she kept trying to get up and fell. The SRAB
keaps the resident in her wheel chair”

On 12/5M13 at 545 p.m., the DNS and RN #3
were asked aboui the resident's SRAB. RN #3

| stated the SRAB was applied to the residents

| wheel chair for safety. No additional information

CNA#3 was asked by the surveyor why Resident |

D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG :ROSE-REFERENCED TO THE APPRORRIATE DATE
DEFICIENGY)
- F 221 Continued From page 7 F 221

Restraint commitiee chaired by DON and
congisting of af least nursing representative and
therapy representative, usnally Director of
Rehab, meets at least every other week and as
needed to review restraint information and
28565SMENts.

MWeasures that will be fmplemented fo
monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recut:

The QA comumittee will review any issues
uncovered by weekly audits and after the
mitial 12 weeks make a determination related
to changing the frequency of these audits,
Additionally, QA commitice will review
facility progress on restraints at least quarterly
on an on-going basis to aid in monitoring

compliance. : l / qh’?// Lf
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‘ was provided.

2. Resident #2 was admitted to the faciity on
5/12/10 with muitiple diagnosas 1o include,
chronic pain, history of falls, verfigo, and

depression.

Resideni #2's Significant Change MDS, dated
2/18/13, coded the following:

- Short Term and Long Term memory impairment.
~ Baily dacision making skifis moderately impaired
- Total dependence of ane person for bed
mahbility, transfers, and toilefing.

-~ Had a frunk restraint in use.

The Resident's CAA Narrative, under vestraints,
dated 2/22/13, documented the following, "Alap
buddy was added to her POC for fall risk on
217713 dft a slide out of her wic. This wag with her

171. It is thight that thus [sic] (it Is thought that this :

¥ may be a behavior as she is posifioned well In

: hey chair but requires someone with her at all

timas dft impulsive behaviors. Will proceed with a
POC for restraint use.”

The Resident's Fall/lRestraint Care Plan, initiated
on §/24/13, documerited:

i * Problem - Resident is at risk for injuries R/T falls

due io history of falls, decreass in sirength with
poor balance, and impaired judgment.

* Approaches - Lap buddy in w/c dated 1!28/12
and DGC'd on 10/1/12. Seat belt in reclining wic
dated 10/28/13, The Fal¥Restraint Care Plan had

¢ a box under the Approach column fo chack

restraint Q 30 minutes, release Q 2 hrs and PRN
for 15 minutes to provide care and reposition,
however; this box was not marked by staff as part
of the approach related to the SRAB.

sl

F 221

|
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F 221 Continued From page 9

Resident #2 was observed to hava the SRAB on,
while up in her wheel chalr during the survey on
12/3/13 af 10:05 am., 12/4/13 at 9:30 &m., and
12/5/13 at 11:05 a.m. On 12/5/13 at 11:15 am.,
LPN #8 was asked by the surveyor if the resident
was able to ralease the seat belf on her own, The
LPN stated she did hot know if the residant able
to release it on her own because the LPN has
never asked the resident to unbuckle it. CNA#G
was asked by the surveyar why Rasident #2 had
8 SRAR on her wheel chair. The CNA stated the
SRAB was atiached io the resident's chair fo
keep her in her chair,

Note: Resident #2's IDT Clinical Team Meeting
notes were reviewed by the surveyor for 1/9/13
through 11/12/13 and did not include
documentation the SRAB had been reviewed,
Jess restrictive devices had been ried, orthat a
plan for reduction of the restraint had been
attempted.

1 On 12/5/13 af 5:45 pm., the DNS and RN #53
were asked about the resident's SRAB. RN #3
stated Resident #2's regular w/c was changed o
a raecline back-whee! chair and the SRARB was
altached to the chair and had not been

i reassessed for heed.

3. Resident #9 was admitted to the facility on
11/24/13 with the following diagnoses, Left
shouldar injury, left humerus fracfure, and
dementia.

Resident #9 did not have any MDS information fo
review. o

The Resident's Falis/Restraint Care Plan, iniiated :
on 12/8113, dacumented in part: |

F221

!
i
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! * Probler - [Resident's name] is at risk for

- injuries R/T falls due fo, history of falls, decline in

i strength with poor balance, impaired judgment,

. demenifa, and poor safely awareness,

1 * Approaches - Evaluateiassess need for safely

! equipment. Restraints, obiain apprapriate doctors

; order. Instruct resident and famnily on risks and

i benefits and slgn cansent. Lap buddy while in

wheel chair. Assess for increased agitafion and

reassiie cfient that restraint is for protection.

: Check client svery 30 minutes. Release restraint

every 2 hours and PRN. Re-evaluate for restraint

t reduction/elimination 30 days and PRN.
Re-evaluate need for lap buddy on/by 1/3/13,

Release fap buddy during supervised activity,

meals, or 1/1 visiis...

Note: The facility did not identify a medical :
condition which reguired the use of the lap buddy !
prior fo use nor did the facility attempt the use of
a less restrictive device first, Additionally, there
was no documentation to indicafe the lap buddy
had been assessed for safety prior to use.

The Resident's Telephone Orders (Physician)
dated 12/5/13, decuimented the following order,
“Lap buddy, tab alarm, safaiy.”

The Resident's Consent for Physical Restraint,
dated 12/5/13, documented the following for the
vse of the tap buddy and tab alarm, "Lap Buddy
and tab alarm may be used when needed for the
following reasons; to help prevent falls from wic
or help nolify staff of moms attempt to get up on
her own.”

Note: Tha consent contained the following
{ staternent, "I understand that less restrictive

| measures have heen considered and tried, and

|
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' tap buddy bad been assessed for safety or that

Continued From page 11

that the use of the restraint has-been explained,
and that the use of the resiraint will enable and
pramote greater functicnal independence.” There
was no decumentaiion in the resident's record to
indicate iess restrictive measures hiad been
attempted. Additionally, the restraint did not,
"enable and promote greater functional
independence” {o the resident as she was
observed by the surveyor to be confined fo her
wig, .

The resident was ohserved on 12/4/13 at 11:30
a.m. and 12/16/13 &t 8:00 a.m. of ths survey to
have a lap buddy restraint in place most of the
fime the resident was in her w/c. The lap buddy
was removed by siaiff during meals and the
resident was able fo stand and transfer with the
assistance of 1 siafi member.

On 12/5/13 at 5:45 p.m., the DNS and RN #3
were asked about the resident's lap buddy. The
facility was unable {o provide documentation the

fess resirictive devices had been iried first.

4. Resident #8 was admitfed 1o fhe facility on
1412117 with diagnoses of Parkinson, diabetes
mellitus type li, and dementia.

The most recent annual MPS assessment, dated
10/20/13, documented the resideni:

~ had shart and lang term memory problems,
~had severely impaired dacision making skills,

- had verbal and physical behavior sympfoms 4 o
5 days a wesk,

- reqquired extensive assistance for bed mobility,
transfers, dressing, persenal hygiene and [

FZ21
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bathing,
- had a trunk restraint.

The resident's Falls/Resiraint Care Plan, initiated
on 8/24/12, documented a problemn of, "Resident
is at risk for injuries [related {o] falls due to: :
history of falls, decfine in strength with poor ;
balance, and impaired judgement, diagnoses of |
Darmentiz with Lawy Bodias." There were multipls
interventions, one of which was, "Check resfraint
fevery] 30 minutes, relsase [every] 2 hours and
PRN for 15 minuies to provide care and
raposition." There were no other interventions for
restraints on the resident's care plan.

The resident was observed on;

- 12{2/13 at 8:00 a.m. in the dining rearm with the
* tap buddy in place.

.- 1242713 at 8:5C in his room with the lap buddy in
! place waiting to go to bed.

- 12/3/13 at 1:30 p.m. in the common area with
his daughter had Jap huddy in place,

- 12/4413 at 12 noon, In the dining room with the
tap buddy in place.

- 12/4/13 a1 530 p.m., in the dining room with the
tap buddy in place, -

Most of the time during ihe survay the resident
spent fime in bed the |ap buddy was used when
he got up.

The medical record was reviewed and the
following noted; : :
- The nursing notes documented the resident had |
the lap buddy on while up in the wheelchalr,

- The physician wrote an order on 3/21/12 for,
"Lap Buddy in wheelchair."

- The resident's power of atforney signed, on
5311, a "consent to use physical restraint” form,

| - The fesident was assessed on 4/72/13 fo be at |
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high risk for falts,

- The 10/20/13 CAA documented, "Lap Buddy to
prevent slipping out of wheslchair. [Resident #3]

has poor safety awareness and is af risk to fali,

- Someone is usually always with him when he is

i Up. Restraint released per protocol. Will continue
with restraint POC [Plan of Carel."

The facility failed fo:

- identify the medical necessity for the restraint,

- provide documentation of less restriclive means
used prior to the lap buddy,

- provide any assessments for initiating the
restraint, )
- provide documentation of a plan for reduction of
: the restraint.

The DON and Unit Manager were interviewed
about the Lap buddy on 12/5/13 at 3:25 p.m. The !
unit manager said the resident had one o one
staff for awhile due to his falls, the physician
ordered the lap buddy and he has done beiter,
The resident refused the restorative program
which would have aided in his strengthening, No
other information was obtained. Corrective action for residents found to
F 242 | 483.15{(b} SELF-DETERMINATION - RIGHT TO F 242 have been affected by this deficiency:
55=0 | MAKE CHOICES ‘

F242 -

Met with residents 12 and 17 to discuss their

The resident has the right to choose aciivities, wishes and plan shower schedule
schedules, and health care consistent with his or

- Resident 15 discharged from facility
her interests, assessments, and plans of care; ) .

interact with members of the community both All residents, including residents 1-11 received
inside and outside the facility; and maks choices . a letter on 12/30 and had the epportunity to
about aspects of his or her life in the facility that ?;tc{’d a ‘esfe};‘t "0“1;:11 mee““% a‘li_dfess?g
: . o . ‘ € IS5U¢S OI shower lrequency, teelings o ‘
are significant to the resident. : preferential treatment, and other resident
i rghts.
This REQUIREMENT is not met as evidenced Correciive action for residents that may be

affected by this deficiency:
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by
. Based on staff and resident interview, the facility
 fafled to provide for choices for 1 of 12 (# 12) All residents have the potential to be affected
sampled residents and 2 (#s 15 & 17) random by these identified concerns.
residents who stated a preference in more o _ - . _
frequent bathing times. There was a potential for ?:’E‘;gt;ztgfgﬂl m}‘:Et with i{e;“ie"t (;0“““1
“ + 1SCUSE SNOWET SCheduis an
psychalogical harrp V\{hen re&dgnts were r_'lot _ frequency. Lotter will be presented fo all .
aliowed fo make S‘inﬁcant choices in their daily residents who do or do not attend this meeting
activities. Findings include: : addressing this issue.
i
On 12/4/13 at $:00 a.m, during the group Itis not f:acility policy or pracﬁge to provide
"interview, Residents #12, #15 and #17 were ?relfeg?““al treatment to any resicents at all
interviewed and when the "right to choose" was including shawer schedule.
brought up for discussion, the residsnts In-service will be provided nursing staff by
expressed concemns about their bathing administrator concerning shower schedule,
preferences, stafing that some residents in the frequency, and residents’ riglit to choose on
facility were aliowed to have a bath more often 11214
than twice a week. Letter that was given out to residents on 12/30
. . addressing shower frequency is provided to
 a) Resndeni)#‘lZ wouid like fo have a bath more residents or family with their admission packet
often the twice a week. She stated she had a and paperwork.
colostomy and twice a week was not enough. _
Letter provided to residents on 12/30 will be
b) Resident #15 wouid like to have a bath at least | re-distributed at least quarterly to all residents.
five daﬁ’s a WeEKf She indicated she had COPD Ali residents upon admission as part of the
[chromc obsiructive puimonary disease] and admission assessment are asked for input on
perspired a lot and felt two days a week was not shower preferences throughout the week.
enough. Shower preference sheet then kept in chart and
i CNA information sheets updated to inelude
¢) Resident #17 indicated he would prefer a bath fﬁoﬂraiilfdﬁkéor rem“’“ﬁ dCNAh it
three days a week but was not upset with only nursing gt provideC eadhShALT
getting a bath two days a week.
Measures that will be put into place to
After the meeting, interviews were conducted with ensure that this deficiency does not recur:
multiple CNA's and LN#2. During the interviews . o
- with the CNAs. CNA#5 stated on 12/4/13 at Admmistrator will interview 5 residents
i . ) weekly for a period of at least 12 weeks
10:1 5_‘::"m_' re51c.‘z.ents that reside on the starting the week of 1/5 to ensure residents are
rehabilitation unit could get a bath more than two - being showered enough and according to their
days a week. The residents are asked every day | desires. Any issues will be reported to the QA i
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The facifity must provide for an ongoing program |
of activities designad fo-meet, In accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is niot met as evidenced
by: ‘
Based an observafion, record review, group
interview and staff interview, it was determined

|+ evening and weekend activiiies.

the facility failed o provide individualized activities
for each resident that malched the resident's
hobbies, skills, abilities, and preferences and
make changes 1o each resident's Activity Care
Plan as needed #whan the resident's interests,
ahifities, and/or preferances changed. in addition,
the facility faited {o ensure the development of &
calendar of activities with resident input for

This was true for 5of 12 (#5 3, 4, 6, 8, & 1)
sampled residents and 4 of 4 individuals in the
group mesting. Failure 1o provide an ongoing

prograrn of activities to meet resident needs
t

N
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. ) Measures that will be implemented to
F 242 Continued From page 15 F 242!  monitor the continued effectiveness of the
if they prefer a bath and If they did, their name ' 3‘;;{:1‘;3:; ;‘;Z"L‘l;i'ﬁ)“r r*s ':“3““‘;11%:]*“5
was put on the fop of the bathing list for the day. i recurs - cted and will not
LN#EZ was intefvie_wgd on ’12/'.8." 13 at 12 noon a'l'id . The QA committes will review any issnes
confirmed the practice of asking »the residents in { * uncovered by weeldy audits and after the
the rehabilitation Unit if they prefér a bath and | initial 12 wesks make a defermination related
then puiting them af the top of the list. . lo changing the frequency of those andits.
. Additionally, QA committee will review .
- facili ) i i
On 12/6/13 at 1:00 p.m. the administrator was : qua;glifgf ac;so?:}grgjiigegsgggﬁ ioast :
informed about the bathing issue no further monitoring compliance. : Lifol} Lf
information was provided. '
F 2481 A83.15(0){1) ACTIVITIES MEET F 248 F248
sg=F | INTERESTS/NFEEDS OF EACH RES i

Clorrective action for residents found #o
have been affected by this deficiency:

Adtivity care plans updated for residents 3, 4,
6,8, and 11. : .

Activities reviewed and assessed pationts
refated o interests and activities in order to
create the best plen for each resident,

Activities designed gpecifically for patients

with dementia will be planned and cognitively
impaired residents wili be invited to !
pariicipate. !

Resident council will be consulted io creats
evening and additional weekend activities.”

Corrective action for residents that may be
affected by this deficiency: ’

All residents have the potential o be affected
by these identified concerns. -

Administrator will meet with Resident Council
on 12/30 to discuss activities schedule.
Activity schedule for Samuary will be discussed
and altered as necessary. Letter will be
presented to all residents who do or do not i
attend this meeting addressing activities

schedule and asking for suggestions on things
they wold like to dn
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STATEMENT

AND PLAN OF CORRECTION

OF DEFICIENGIES (X1} PROVIDER/SUFPLIERICLIA

IDENTIFICATION NUMBER:

135007

(2 IﬂU%.TiPLE CONSTRUCTICN {X3) DATE SURVEY
A BUILDING COMPLETED
B, WING 1200972013

NAME OF PROVIDER OR SUPPLIER

BINGHAM MEMORIAL SKILLED NURSING & REHABILITATION

STREET ADDRESS, CiTY, STATE, ZIP CODE
98 POPLAR STREET
BLACKFOOT, ID 3221

i
H

!

; vreated a potential for depression, boredom, and
: an increase in negative behaviors, resuliing
* psychelogical harm. Findings include:

| 1. Resident #3 was admitted to the facility 4/22/11

: favorite activifies, go cuiside in good weather and

! The resident's care plan for activities, with a start

with diagnoses of dysthymic disorder (severe
depression}, episodic mood disorder, diabetas
mellitus type 1l and psychiairic disorder with
delusions.

The annual MDS assessment, dated 10/22/12,
documented the resident was moderataly
cognitively impaired, required extensive
assistance with ADLs and the assessment
triggerad a CAA for aclivities, However, a CAA
was net completed and no evajuation was
conducted fo determine the resident's need for
activities.

The 10/22/12 MDS assessment identifled the
following preferences as “important™ or
"sornewhat important™ having books,
newspapers, and magazines to read; listen fo
music; do things with groups of people, do

praciice religious activities.

date of 6/7/13 documented approaches of;

“* Provide with a monthly calendar.

* Provide with & good morning greating and daily
activity reminder.

* Invite o resident councit onca each month,

* Provide locat news inihe lobby.

* fnvite to exercise as schedulad.

* Invite to beauty shop weekly or as needed.

* invite {0 arts and crafts as schaduled,

*invite fo social and special events, i
* invite {0 movies gs scheduled. |

Activities will meet with and complete activity
assessment on new admiis to defermine
interests and desires related to activities to
coordinate appropriaie plan of care. If family
iz available, they will be consulted as needed
in this process.

In-service will be provided to activities staff by
admipistrator and DON concetning care plans,
activity schedule, and individualized activities
on 1/2/14 :

Activities designed specifically for patients
with dementia will be planned and cognitively
impaired residerts will be invited to
participate. These activities designed more for
dementia patients will often be one on one or
small group type things and be reviewed at
least quarterly to assess effeciiveness,

Measures that will be put into place to
ensure that this deficiency does nof recur;

Administrator will meet with activities at least
monthly to cover additional (raining, activity
care plans, effectivencss of activities mesting
the needs of residents, and additional -
improvement for resideuts as necessary.

Activities will present at least quarterly to the
QA commiites 1o xeview calendar and needs of
residents. QA committee will make
recommendations as necessary.

Administrator will ineet with resident council
at least quarterly (approved by resident council
president) to discuss wishes of residents in
relation {o activities. Additionally, lefter
presented to residents on 12/30 will be
redistributed to residents quarterly asking for
suggestions o activities.

oD | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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; DEFICIENGY)
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¢ * [nvite 1o [specific] church activities and church
: services as scheduled, ’

F* Invite to food activities as scheduied.

* Invite o outdoor activities as weather permits.

* Invite fo game activilies as scheduied.

* Invite to musical activitias/programs ags
scheduled.

* Invife to bingo 3 x a week,

* Invite to play cards as scheduled.

* Encourage farnilies to bring in items to
personalize rooms.

* Assist resident to use phone fo confact family.
and friends as appropriate,

* Respect the right fo refuse.

* Encourage to atiend and participate in activities
of choice and ones she may be successful at
doing.

* Encourage family members fo atiend activities
with resident if this is helpful to promote
participation.

* Encourage resident to assist with helping other
residents at activifies if this Improves participation
or makes feel useful.”

The resident's Daily Activity Participation Record
for November 2013 docurmnented a totai 21
activities that were offered on approximately a
weekly basis, Of the 21 acfivifies, the resident
was not offered an opportunity and/or refused to
participate in 13 of the acfivitles including Arts and
Crafts, Exercise, Games/Cards, Manicures/Naits,
Mail, Movies, Outside activities, Resident counci,
Reading the news, Room visits/one io oneas,
Sensory stimulafion , and Stop & Shop. Of the
other identified activities listed, the only one she
participated In more than once was Religious
Services, TV and Visitors. Bingo was offered and
refused on 10 occasions,
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Administrator will monitor 3 activities,
interview 3 residents, and audit 3 resident care
plans weekly for a period of at least 12 weeks
starting the week of 1/5 to ensure activities are
meeting needs of residents and care plans are
appropriate for resident needs and desires.
Any issues will be reported to the QA.
committes.

Measures that will be implemented to
monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recur: -

The QA committee will review any issues
uncovered by weekly audits and after the
initial 12 weeks make a determination related
to changing the frequency of those audits,
Additionally, QA committee will review
facility progress on activities at least quarterly
on an on-going basis to aid in monitering
compliance.

Ff:-fib]
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r 244 Continued From page 18 F248;

The Daily Activity Participation Records far
! Qctober and Septeraber 2013 ware similar to the
findings In the November 2013 records,

The Activity Direcior (AD) was interviewad on
12/5/13 at 8:15 a.m. She said the activily care

! plan was done the way she had been fold to do it
Vmany years ago. The AD said Resident #3 used _ :
i {o participate in more activities in the past but has | .
not done so recently, The AD said she did not j ‘

offer many activities for residents with cognitive
impairment such as sensory stimulation or i
one-to-one aciivities. :

2. Resident #8 was admitted to the faciiity on
171212 with diagnoses of Parkinson's disease,
diabetes mellitus type If and dementia.

The most recent annual MDS assessment, dated
10/20/13, documented the resident had short and
lang term memory problems, had severely
impaired decision making skills, had verbal and i
physical behaviors 4 o 6 days a week, required

xtensive assistance for bed mobility, transfers,
dressing, personal hygiens and bathing, and
triggered a CAA for activitiss. A CAA was not
completed on the resident and no evaluation was
conducted o determine the resident's need for -
{activities.

I The 10/20/13 MDS documented the resident had. 1 ;
a preference for doing things with groups of ' i
pecple. . _ 1

The resident's care plan for activiies, with a start . ) ; i
date of 10/20/13 documented almost the exact -
same approaches as those docuimented for

Resident #3 above. |
1 ) |
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The resident's Daily Activity Participation Record
for November 2013 docurnented a total 21
activifies that were offersd on approximately a = A !
weekly basis. Of the 21 acfivilies, the resident !
was not offered an opportunity and/cr refused to ¢
participate in 18 of the aclivities incieding Arfs and

: Lrafle, Beauty/Barber, Bingo, Exercise, i
Entertalnment Evening Activity, Games/Cards, !
Manicures/Nails, Mal, Movies, Outside activities, ’ i
Resident council, Reading the news, Room !
! visits/one o ones, Sensory stimutation,

| Snack/Juice and Siop & Shop, Of the other . ) i
identifiled activities listed, the resident participated o
in Music/Singing one tims and TV and Visitors on
several occasions. i

The resident's Daily Acfivity Participation Record
for October 2013 documented simitar findings as
for November 2013 with slightly more
participation from 10/22 -31/13. The September i
2013 Participation Record was similar to the i
Cctober and November 2013 records. o

The AD was interviewed an 12/6M13 at & t5am. |
She said the activity care plan was done the way |
she had been told to do it many years ago. She |
said Resident #8 did not participate In activities !
hacause the CNAs put himt in bed right after
meals, so he does not get to the activities that
may interest him. There was discussion about
residents with limited cognition and the lack of ;
programs. The AD did say sensory stimulation ‘
was offered socmelimes but nothing consistent
was scheduled. 3he indicated ithere was not
enough firme to do everything that needed to be
done. ;

3. Resident #11 was admitted fo the facility ;
2/22M 3 with diagnoses of dementia with | ]
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psychosis, history of TIA [ransient ischemic
attacks] and siroke without residual affects,

t

i The admission MDS assess}nenf, dated 3/1/13,

! documented the resident had moderate cognitive
s impairment, required extensive assistance for
: bed rnobility, transfers, dressing, persanal

hyaiene and hathing, and triggered a CAA for
activities. A CAAwas nof complefad on the
resident and no evaluation was conducied to

| determine the resident's need for activities.,

: The 3/1/13 MDS doctmented the resident had

the following preferences: having a book,
newspapers and magazines to read; listening to

‘music; keeping up with the news; doing things
with groups of people and doing favorite activities; ;

and go ouiside when the weaather was good,

: The resident's care plan for activities with a start

date of 3/1/13 documented approaches similar fo
those of Resident's #3 and #5 above.

The resident's Daily Activity Participation Record
for November 2013 documented a toial 21
activities that were offered on approxinately a
weekfy hasis. Of the 21 activiies, the residant
was not'offered an opportunity and/or refused to
participate in 15 of the activities inciuding Arts and
Crafts, Beauty/Barber, Bingo, Exerciss,
Entertainment, Evening Activity, Games/Cards,
Mail, Movies, Music/Singing, Resident counci,
Reading the news, Room visits/one to ones, and
Sensory stimulation. Of the other identified
aciivities listed, the resident participated in
Manicures/Nails twice, Cutside activities, Siop &
Shep, Snack/Juice one time each and TV on
several occasions., There wera no documented
Visitors.
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The resident’'s Daily Aciivily Participafion Récord
for September and October 2013 documented _
similar participation as that noted in November S
2013.

The AD was interviewed on 12/6/13 at 8:15 a.m.
She said Resident #11 did not receive activifies
since he refuses to go to them. No further
'fn_formaﬁon was obtained.

4. Resident #6 was readmitiad fo the facility on
11/26/13 with diagnoses of diabstes mellitus type
I, sacral pressure sore, and end stage renal
failure. '

I
H

The resident did not have an MDS3 assessment
completad at the time of the survey. :

The resident was on bed rest due {o a pressure
sore on his sacrurm, The resident received in
room hemodialysis three days a week As a
resulf, the resident spent ail of his tima in his
rocrm.

The admission care plan for gotivities dated cod i
11/26/13 documented the following goal, '
"Resident will he invited fo and altend 4 activities i
per week through the nexi review." There were no
{ approaches identifiad for this goal, ?

The resident was observed on 12/3, 12/4 and
12/5/13, The resident was confined 1o the
Clinitron bed in his room. On 12/3 and 12/5 the !
resident received 4 hours of in room
hemodialysis, The rest of the observations the
restdent was sleeping. There was a television in
the room and it was not always on for stimulation, _ - i

Il
1
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The AD was inferviewsd on 12/6/13 at 815 a.m.
because no care plan information was provided
for the resident.

5, The Activity Calendars were raviewed for

! October, November and December 20613, The

' calendars lacked vatfely. Bingo was offered three
" times a week and all three calendars were almost
. a mirror of each other. The holidays of

: Hallowsen, Tharksgiving and Christimas included
: some different activities. There were no activities

3 calendars.

On Saturdays there was a 9:30 a.m. activity of
exercise, a 10:30 a.m. aciivily of Bingo and an
11:30 a.m, activity of *mealtime sacial.” There
were no scheduled afternoon activities.

The AD was inferviewed on 12/6/13 af 8:15 a.m.
Tha interview did not maintain a focus around the
calendar, but the interview migrated io there was
not encugh fime in the day for the AD to complete
the requirements of her job. She indicated she
had twa valunieers but was not able fo get her
work completed as needed, The calendar issue
fwas never resolved.

: Note:.During & telephone call on 12/20/13 at

i 11:10 a.m.; the administraior stated that all 3
activities staff were paid staff.

6. Resident #4 was admiited fo the fasility with
muliiple diagnoses to includs, heart failure, CVA
{cerebrovascular accident), hemiparesis, seizure
disorder, and cerebral aneurysm.

Resideni #4's Admission MDS, dated 8/23/13,
coded the foliowing under Activity Preferences:
- "Somewhat important,” to have books,

s scheduled after 4:30 pam. each day on any of the

!
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newspapers, and magazines fo read, to listen fo :
music, do things with groups of people, 1
H i

pariicipate in favorite activitiss, go oufside to gt
fresh air when the weather is good, and j _
participate in refigious activities. o : i

i Resident #4's Activity CAA Narrative, dated

! 8/23/13, documented, "[Resident's name] care

" area friggered due o PH resident mood inferview.
i However [Resident's narme) stated that ha would

: Eke to attend activifies of interest during his siay.”

i The rasldent's Activity Care Plan daled, 8/23/13,
was a generalized care plan identical to the
above plans for Resident #s 3, 8, & 11 and did not
inciude Resident #4's personal interests, hobbles,
and preferences.

The resident's Initial Activity Assessment, Activity
Pursuit Patterns, dated 8/22/13, documnented the
foliowing:

* Current interests - playing cards, listening to
rmusic, reading, using the computer, taking trips,
watching TV, and repalring guitars.

* Favotite time of year - fall, "because it is hunting
season.” '

Resident #4's Daily Activity Participation Record
for August, September, Cciober, and November
: 2013, was a gensralized participation record with i
generalized programs identical to the participatlon ;
records for Resident #s 3, 5, & 11. The programs
identified on the participation record were not
resident specific to identify Restdent #4's
personal interests, hobhigs, and preferences.

7.0n 1204/13 at 9:00 am. = Group interview was. . _ :
conducied and 4 residents were present. The
residents stated the tast activity during the
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weekdays is at 4:30 p.m. and ence in awhile they
will have an activiy after dinner. The residents
indicated December is a good month for aciivities
because of Christmas. Additionally, the residents
stated there is only one activity on Saturday,
Bingo, in the morning, and the only acfivily on
Sunday is a church service by the LIXS church,
The resldents staied they have talked to the
facility about having more activities on the
weekend and in the evenings and were fold, "We

will fry.”

On 12/6M13 at 815 am. the AD was interviewed
related io Activity Care Plans not being resident
specific. The AD stated she was fold by the
previous MDS Goordinator the Activity Care Plans
need to be the same for every resident. The AD
stated she was unaware thers was a specific
requirernant for developing resident specific care
plans. The AD stated she only has two volunteers
and does not have fime to get everything done
that she nzeds to.

483.20{b)(1) COMPREHENSIVE
ASSESSMENTS

Fa72
S8=kz

The facility must conduct initially and periodically |
a comprehensive, accurate, standardized :
reproducible assessment of each rasident's
functionat capacity.

A facifity must rnake a comprehensive
assassmeant of a resident's needs, using the

: resident assessment instrument (RAI) specified
! by the State. The assessment must inciude at
{ least the following:

! ldentification and demographic information;

i Customary routing,

i Cognitive patterns;

F 248

F 272

I
|
!

E272

Corrective aetion for residents found to
have been affeeted by this deficiency:

Care Plan meetings established with resident
and family invited to participate for residents
1,2,3,4,5, 8. Care plans reviewed during
these mestmgs and updated as necessary.

CNA information sheets created to provide
nursing staff with information about residents.
Information shests updated by charge nurses
with any care plan changes so that nutsing staff
leamns of these changes in report and from the
information tool.

Corrective action for residents that may be
atfected by this deficiency:
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Communication;

Vision;

Mood and behavior paiterns;

Psychosocial well-being;

Physical funciioning and structural prablems;
Continence;

Disease diagnosis and health conditions;

Dental and nwutritional status;

Skin conditions; '

Activity pursuit;

Medications;

Special reatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additiona! agsessmerdt performad on the care
aress triggered by the completion of the Minimum
Data Set (MDS); and

Documeniation of participation in assessment.

This REQUIREMENT is not met as evidenced

by:

Based on record review and staff inferview, i
was determined the facility did not ensure the
CAA areas of residents' comprehensiva
assessments included nput from residents or
their legal representatives as part of the care
plaining decision process. This was true for § of
12 residents (#s 1, 2, 3, 4, 5, & 8) sampled for
CAA caompletion. The deficient practice had the
patential to cause more than minimal harm when
care plans were developed without recognition of
residents' perceptions of thelr situafion and care,
rindings included:

Far2i

i

All residents have the potential to be affected
by these identified concerns.

Care plan meetings will be held af least
quarterly for each patient and faroily will be
invited to attend. Care plans will be reviewed
during these meetings, discussed with resident
and/or family, and updated a3 necessary.

CNA information sheets created to provide
nursing staff with information about residents,
Information sheets updated by charge nurses
with any care plan changes so that nursing staff
learns of these changes in report and from the
information tool.

New physician orders reviewed by DON
and/or charge nurss to ensure care planning is
updated if necessary.

MDS nurse will receive information related to i
care plan meetings and completed CAA
resource papers from IDT members related to
triggered areas. MDS murse will ensure
appropriate and aceurate information i3
inciuded in the MDS and ensure that the needs
of each resident are addressed in appropriafe
care plans.

Administrator will meet with Resident Council  ;
on 12/30 to discuss residents involvement n i
care planning. Letter will be presented to all
residents who do or do not attend this meeting
addressing this issue,

In-service will be provided {o nursing
management, social services, and nursing staff
by administraior concerning care planning o
1/2/14

Measures that will be put into place to
ensure that this deficiency does not recnr:
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1. Resident #1 was admitted to the facility on
1/13/12 with multipte diagnoses to includs,
anxiety disorder, depression, senile deiusions,
hearing loss, and blindness related to macular
degeneration.

The Resident's most recent Annual MOS dated
6/18/13, documenied the following friggered
areas, Cognifive Loss, Visual Funclion,
Comrunication, Urinary [nconiinence,
Psychosocial Well Being, Activities, Falls,
Nufritional Status, Dental Care, Pressure Uleers,
Psychofropic Drug Use, and Physical Restraints.

The Resident's most recent CAA Narrative dated
-6/18/13, documented information was received
: from nursing staff, LSW, MDS Coordinator, and
i the Diefitian, however, it did not include input from ;

| the resident or the resident's legal representative. !

2. Resident #2 was admitted fo the facility on
5M2/10 with mulliple diagnoses fo include,
chronic pain, history of falls, vertigo, and
depression.

The Reasident's most recent Significant Change
MDS dated 2/18/13, documented the following
triggered areas; Cognitive Loss, Visual Function,
Communication, ADL Funetion/Rehab Potential,
Urinary {ncontinence, Activifies, Falis, Nutrifional
Status, Dental Care, Pressure Ucers,
Psychotropic Drug Use, Physlcal Resfraints, and
Pain.

The Resident's most recent CAA Narrative dated
2/18/3, documented information was received
from the LSW, MIS Coordinator, Activities, and
the Dietitian; however it did not Include inpui from

k272!

MDS nurse will provide monthly MDS
calendar to IDT, Social services will schedule !
care plan meetings with resident and/or family
in conjunction with MDS calendar ag much as
possible but at least quarterly.

Administrator or DON will review and andit
up to 3 care plan migs weekly and CAAs to
ensure resident or family involvement for a
period of at least 12 weeks starting the week of
1/5 to ensure residents are exercising their
rights and to discover any issues of concera.
Any issues will be reporfed to the QA
committee.

Measures that will be implemented to
manifor the continued effectiveness of the
corrective action taken fo cosure that this
deficiency has been corrected and will not
recur:

The QA committes witl review any issues
uncovered by weekly audits and after the
initial 12 weelts make a determination related
to changing the frequency of those audits.
Additionally, QA committes will review
facility progress on CAA and care planning at
least quarterly on an on-going basis to aid in
monitoring compliance.
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tha resident or the residents legal representative.

3. Resident #4 was admitted to the facility on
8/16/13 with multiple diagnoses io includs,
diabeleg mellitus, CVA (Cerebrovascular
Accident), hemiplegia, seizure disorder, and
cerebral aneurysm, ' .

The Raesident's Admission MDS dated 8/23/13,
documented the following triggered areas; Visual
Function, Communication, ADL Function, Urinary
Inconiinence, Psychosocial Well Being, Activities,
Falis, Nutritional Status, Dentat Care, Pressure
Ulcers, Psychotrepic Drug Use, Physical
Resiraints, and Return to Community
References.

The Resident's most recent CAA Narrative dated,
8/23/13, documented

information was received frem the MDS
Coordinator and the LSWV; however it did not
include input from the resident or the residents
legat representative.

On 12/5/13 at 4:30 p.m., the DNS and the MDS
Coordinator were inferviewad about the lack of
input for Residenis #1, 2, and 4 from the resident
or the residenf's legal representative, The MDS
Coordinater and DNS did not have.an explanation
but stated going forward the facifily would he sure
to ask and incorporate input from the resident
and/or the rasident's legal guardian.

4. Resident #3 was admitted to the facility on
4/22/ 11 with diagnoses of Dysthymic disorder, :
episodic mood disorder, psychiatric disorder with
delusions and diabstes melitus type I without
complications.

F 272
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£ 'The 10722712 Annual MDS assessmant

{ documented the resident was moderately

! cognitively impairad, did not have behavioral

¢ symploms-and was moderately dapressed. The
: resident reguired extensive assistance with bed
rmobility, transfers, dressing, personal hygiene
and bathing.

The assessment triggsred the areas ol Cognitive
Loss, Visual Function, Communication, ADL
functicn, Urinary incontinence, Psychozocial Well
Being, Mood State, Activities, Falls, Nutritional

- | Status, Pressure Ulcers, Psychotropic Drug use,
and Physical Restraint. Review of the
documentation for the triggered CAAs revealed
there was no CAA for Activities. The Qctober
2013 RA! manual documented on page 4-6 the
following, "CAA documeniation. CAA
‘documentation helps to explain the basis for the
care plan by showing how the IDT determined
that the underlying causes, confributing factors,
and risk factors were related to the care area
condition for a gpecific resident; for example, the
documentation should indicate the basis for these
decisions, why the finding(s} require(s} an
intervention, and the rationale(s) for selecting
specific inferventions. Based on the review of the
cormprehensive assessment, the IDT and the
rasident andfor the resident's representative
determine the areas that require care plan
intervention{s) and develop, revise, or continue
the individualized care plan.” The triggered items !
for Resident #3 did not have an evaluation of the !
triggers, no documentation whether the resident |
and family were involved in the assessment and
whether the facility should or sheuld not proceed
to care planning.

E
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The MDS LPN was inferviewed on 12/513 at i
4:30 p.m. and indicated that tha CAAs were not !
complets for Resident #3. No further information
was provided.

5, Resident #5 was admitied to the facility an
1/13/12 with diagnoses of bipolar with paychoms
and Alzheimer's dementia,

The most recent annual MBS assessment, dated
10/7113, documented the resident was

; moderafely cognitively impaired, was minimally

| depressed, required fimited to no assistance with i
; bed mobiiity, transfers, dressing and personal :
, hygiene. ‘

The assessment irlggered the areas of,
"Cognitive Loss, ADL Function, Psychesocial
Well Being, Aclivifies, Falls and Psychatropic
Drugs. Review of the documentation for ihe
triggered CAAs revealad there was nd CAA for
| ADL function,

The Getober 2013 RAI manual documentad on
page 4-6 the following, "CAA documentation, CAA
documentation helps to explain the basis for the
care plan by showing how the DT determined
that the underlying causes, contributing factors,
and risk factors wese refated fo the care arsa
condition for & speciiic resident; for example, the

t documentation should indicate the basis for these
! decisions, why the finding{s)-require(s) an
intervention, and the rationale(s) for selecting !
specific interventions. Based on the review of the j L
comprehensive assessment, the IDT and the - ;
resident andfor the resident's representative i :
determine the arsas that require care plan
infervenfion(s) and davelap, ravise, or continue
the individualized care plan.” The triggered ftems
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for Resident #5 did not have an evaiuation of the
triggars, no documentation whether the resident
and family were involved in the assessment and
whether the facility should or should not proceed
to care pianning.

The MDS LN was inerviewed on 12/5/13 at -
4:30 p.m. and indicated the CAAs were not

complete for Rasident #5. No further information
was provided.

6. Resident #8 was admitied {o the facility on
1112112 with diagnoses of Parkinson, diabetes
mellitus type I, demeniia.

The most recent annual MDS assessment, dated
10/20/13, documented the resident had shorf and
leng term memory problems, had severealy

! impalred dacision making skills, had verbal and
! physical hehaviors 4 io & days & week, required

i extensive assistance for bed mopility, transfers,
dressing, personal hyaiens and bathing.

The assessment iriggered the areas of: Cognitive
i.oss, Communication, ADL function, Urinary
incontinence, Psychosocial Well Belng, Activities,
Falls, Nutritional Status, Dental Care, Pressure
Ulcers, Physical Restraints and Pain.

The October 2013 RAI manual documented on
page 4-6 the following, "CAA documentation. CAA
documentation helps to explain the basls for the
care pian by showing how the IDT determined
ihat the underlying causes, contributing factors,
and risk factors were related to the care arez
condiiion for a specific resident; for example, the
doecumentation should indicate the basts for these
decisfons, why the finding(s) require(sy an

!intervention, and the rationale(s) for selecting

F 272
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0 care planning.

+ ATaciiity must conduct a comprehensive
“assessment of a resident nof less than once
‘every 12’ months.

Resident #3 was admitted to ths facility on

Continued From page 31

specific nterventions. Based an the review of the
comprehensive assessment, the IDT and the
resident andfcr the resident's representative
determine the areas that require care plan
intervention(s) and develop, revise, or continue

the individualized care plan.” The triggered tems |

for Resident #8 did not have an evaluation of the
triggers, no documentation whather the resident
and family wera involved in the assessment and
whather the facifity shouid or should not proceed

The MDS LFN was inferviewed on 12/5/13 at

4:30 p.m. and indicated tha CAAs were not
complete for Resident #8. No further information
was provided

483.20(b)(2)(iil) COMPREHENSIVE ASSESS AT |

LEAST EVERY 12 MONTHS

This REQUIREMENT is riot inet as evidenced
by: :
Based on assessment review and staff interview,
the facility failed to ensure that there was an
annual assessment completed within 366 days”
fram the last full assessment This was frue for 1
of 12 (# 3) sampled residents. Not complefing an
annual assessment created a potential for harm
as the care area assessments and revisions to

the care pian wera not done, This could
potentizlly cause the resident's clinical condition
to decline. Findings include:

Faiz

F275

F275

Corrective action for residenis found to
have been affected by this defieicncy:

Anuual MDS assessient completed for
resident 3 .

Coxrective action for residenis that may be
affected by this deficiency:

All residents have the potential to be affected
by these identified concerns.

MDS nurse will create monthly MDS calendar
to highlight quarterly or annual assessments.
MDS nurse will provide this calendar to IDT at
least monthly.

Additional part-time MDS nurse will be hired
to aide in the completion and accuracy of MDS
asgessments.
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The assessment musi acclrately reflect the
resident's status.

Aregistered nurse must conduct or coordinate i
each assessment with the appropriate '
pariicipation of healih professionals,

Aregistered nurse must sign and certify that the
assessment is compleled,

ach individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicald, an individual who
willfully and knowingly certifies a material and

i
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F 275 Coniinued From page 32 F 275
4(22/11 with diagnoses of Dysthymic disorder, Ha-service will be provided to nursing
episodic mood disorder, psychiatric disorder with mﬂnﬂsm}wn;%g nursing Stﬂtﬁ“ by fg“}‘f;“fﬂﬂ;gr ,
defusions and Diabetes Mellitus type It without CORCETNig VIS ASSCSSIEs on Lo/
s . nurze invelved in establishing information for
complications. in-gervice and will be present at in-service to
both learn and interject any necessary points.
Uporn review of the resident’s MDS assessments | .
¢ it was found that the last comprehensive ; Measures that will be put into place to
! assessment was an annual assessment dated ensure that this deficiency does not recur:
10/22/12. After that assessment there \:[vere 5 MDS nuse wilt create monthy MDS calendar
i quarterly, assessments, These were dafed, to highlight quarterly or aunual assesswents.
1120013, 4121113, 6713, 8#27H3 and 21'1/25/1 3. MDS nurse will provide this calendarto IDT at
least menthly.
The MDS LPN that campleted the assessments ) . . .
was interviewed on 12/4/13 at 4:30 p.m. and did Admnistator wil monitor up 1o 3 anciel
not have comment, but confirmed that she le a;‘ comp cd °‘f1 ‘11 1§a e kar
ISSEd ihe as.sessmeﬂt. WCG. ¥ 10T a perio ‘0 af least WECKS
m starting the week of 1/5 fo ensure proper
) completion and to discover any issues of
The administrator was infarmed on 12/6/13 at concern. Any issues will be reported fo the
1:00 p.m. No further information was provided. - QA committee.
F 278 | 483.20{g) - () ASSESSMENT F278 .
Measures that will be impleménted to
S8=k ACC';URACY, COORDINATION/CERTIFIED monitor the continued effectiveness of the

corrective action faken fo ensure that this
deficiency has been corrected and will not
recur:

The QA committes will review amy issues
uncovered by weekly audits and after the
mitial 12 weeks make a defermination related
to changing the frequency of those audits.
Additionally, QA comumittee will review
facility progress on MIDS assessmenta at least
quarterly on an on-going basis to aid in
monitoring compliance.

o

K278

Corrective action for residents found to
have been affected by this deficiency:

MDS assessments corrected on residents 1, 2,

3,5, and i1

FORM CMS-2537(02-69) Previpus Versions Obsolete

Event {0: 511C11

Faciity ID: MDS001040

if centinuation shest Page 33 of 73




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

PRINTED: 12/23/2013
FORM APPROVED
OMB NO, 0938-0391

STATEMENTY OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA (}(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
135007 B. WING 121092013
NAME OF PROVIDER OR SUPPLIER ’ STREETADDRESS, CITY, STATE, ZIF CODE

BINGHAM MEMORIAL SKILLED NURSING & REHABILITATION

98 POPLAR STREET
BLAGKFOOT, ID §3221

Fwillfully ang knowingly causes another individual
: ta certify a material and faise statementin g

: resident assessment is subject to a civil money
¢ penaity of not more than $5,600 for each
assessment,

Clinical disagreement does not constituts a
rraterial and false staternant.

This REQUIREMENT is not met as evidenced !
by:

Based on record review and staff interview the
facility failad 1o ensure the MDS assessments
were accurately documented. This was frue for 5
of 12 {#s 1, 2, 3, 5 and 11} sampled residenis.
inaccurate assessments can lead to potential
harm when the area that was inaccurate did not
trigger a potential problem for further assessment
and care pianning. Findings includa:

1. Resident #3 was admitted to the facility on
4/22/11 with diagnoses of dysthymic disorder,
eplsodic mood disordetr and diabetes mellitus
type 1l without complications.

The 11/25/13 quarterly MDS assessment Section | !
C for "Cognitive Patterns” was not completed. :
The seetion has two paits. One is an interview |
portion and if the rasident was not able to be
interviewed the staff who care for the resident
wera o be interviewed. This assessment had
dashes (-} in-both paris. As a result the
assessment did not accurately reflect the
resident's cognitive staius,

(%4) ID SUMMARY STATEMENT OF DEFIGIENCIES m | PROVIDER'S FLAN OF CORRECTION {x5)
PREFIX (EACGH DEFICIENCY MUST BE PRECEDED BY FULL PREFI {EACH CORRECTVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
E R DEFICIENGY}
i
F 278 Continued From page 33 F 278
false statement in a resident assessment is Corrective action for residents that may be
subject io a civil money penalty of net more than affected by this deficiency:
i $1,000 for each assessment, or an individual who

. facility progress en MDS accuracy at least

All residents have the potential to be affected
by these identified concerns.

Additional part-time MDS nurse wil} be hired !
1o aide in the comipletion and accuracy of MDS
assessmnents.

No dashes will be used on the MDS. Skips
may be used when appropriate if there is no
supporting documentation for the MDS section
being completed.

In-service will be provided fo ectivities, social
geryices, nursing management, and nursing
staff by administrator concerning MDS
accuracy on 1/2/14. MDS nurse involved in
establishing information for in-service and will
be present at nursing in-service to both learn
and inferject any necessary poimnts;

Measuores that will be put into place to
ensure that this deficiency does notf recur:

Adminisirator will audit 4 completed MDSs
weekly Tor a period of at Ieast 12 weeks
starting the week of 1/5 to ensure MDS
accuracy and to discoyer any issues of concern. |
Any jssues wilf be reported to the QA
commijtiee.

Measures that will be implemented fo
monitor the continued effectiveness of the
corrective action taken to ensure ihat this
deficiency has been corrected and will not
recur:

The QA commiittee will review any issues
uncovered by weekly audits and after the
mifial 12 weeks make a determination related
to changing the frequency of those audits.
Additionally, QA conmmittee will review

quarterly on &n on-going basis to aid in ‘[ﬁ)‘ji%

monitoring r‘nmplian'fl
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PREFIX
TAG
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D

PREFIX -

TAG

DEFICIENGY)
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CROSS-REFERENCED TO THE APPROPRIATE DATE

F278

1 The MDS nurse was interviewed on 12/5/13 at

Continued From page 34

The MOS nurse was interviswed on 12/8/13 at
4:30 p.m. She indicated the section was not
completed correcily.

2. Resident #5 was admitted fo the facility on
17132012 with diagnoses of Alzheimers
dementia, depression, and bipclar with psychosls.

The 7/7/13 quarterly MDS assessment Ssction P~
Health Conditions was notf aceurate. item number
"J 1800. Any Falis Smee Admission/Entry ot
Reentry or Prior Assessmant, whichever is mcre
recent” documented the resident had a fall. The
coder was to ddcument the number of falis in J
18900, There was an "0” in each box which
created an inaccurate depiction of the resident's
fall status.

4;30 p,m. She indicated the section was not
completed correctly.

3. Resident #11 was admitted o the facility on
2122113 with diagnoses of dementia without
psychosis and TiA/stroke without residual,

The 8/28/13 quarterly MDS assessment Section
i? Health Conditions was not accurate. Item
number ™J 1800. Any Falls Since Admisslon/Entry
or Reentry or Prior Assessment, whichever is
mora recent” documented the resident had a Tail.

J 1900. Theye was an "0" in each box which
created an inaccurafe depiction of the resident fall
status.

The MBS nurse was interviewed on 12/6/13 at
4:30 p.m. She indicated the section was not :
i completed correctly. i

The coder was to document the number of falis in |-

278
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incapacitated under the laws of the State, to
participate in planning care and treatment or
changesin care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
commprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physiclan, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation cf
the resident, the resident's family or the resident's
legal representative; and perlodically reviewed
and revised by a team of gualified persons after
cach assessment,

| "This REQUIREMENT is not met as evidenced

by:

Based on record review, observation and staff
interview it was determined the facilily Taited o
ensure care plans were periodically reviewed and

1 revised for 5 of 12 sampled residents (#s 2, 3, 5,

8, & 11). This had the potential to result in harm if
residents did not receive appropiiate care due fo
lack of direction from the care pians. Findings
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F 278 Continued From page 35 F 278
4, For Residents #1 and #2 the MDS had
sections that had dashs {-) and were not
| completed.
F 2801 483.20(d)(3}, 483.10(k}{2) RIGHT TO F 280
gg=k | PARTICIPATE PLANNING CARE-REVISE CP
Tha resident has the-right, unless adjudged
incompetert or otherwise found o be

E280

Cnrrectivg action for residents found to
have been affected by this deficiency:

Care plan for resident 2 revised and updated as
necessary, met with resident and/or family
representative for care plan mesting and
reviewed care plan at meeting.

Care plan for resident 3 revised and updated as
neeessary, met with resident and/or family
representative for care plan meeting and
reviewed care plan af meeting.

Care plan for resident 5 revised and updated a3~ |
necessary, met with resident and/or family
representative for care plan meeting and
reviewed care plan at meeting.

Cars plan for resident 8 revised and updated as
necessary, met with resident and/or family
representative for care plan meeting and
reviewed care plan at meeting,
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include:

1. Resident #2 was admitied with multiple
diagnoses to include, amdety disorder,

| depression, senile delusions, hearing loss, and
biindness related to macular degeneration.

The resident's Comprehensive Care Plan failed to !
have the following revisions completed when i
changes were made, for example: l
* The Fall Care Plan last updated on 11/15/13,
documented the resident was o to have, *1;1 H
Supervision at ali times.” The resident was no - |
langer on 1:1 Supervision and had not been since |
1147/13. :
* The Visual Care Plan last updated on 1171513,
docurnented, "Encourage the resident fo waar
eye glasses..." On 12/3/13 21 10;05 a.m. and
12/4/13 at 10:45 a.m. the resident was chserved
sitting in her room without her glasses, and on
12/8/13 at 11:15 a.m. the resident was cbserved
in the dining room without her glasses,
* The Restorative Care Plan in place for eating or
swallowing, last updaied 8/%/13 documented, ™
Resforative dining 3 mieals daily/7/wk. {daily 7
- {times a week). On 12/3/13, 12/4/13, and 12/5/13

i at 8:30 a.um, the resident was observed fo eatin

{ the main dining room and required extensive

; assist o total dependence with meais.

. ¥ The Anficoagulation Therapy/Coumadin Care

! Plan tast updated 815/13, decumented, "Cxygen

| per nasal capnula. On On 12/3/13 at 10:05 a.m., |

P 12/4713 at 1045 am., and on 12/6/13 at 11:158

i a.m. the resident was observed sitting in her

1 room without her her oxygen on. )

. * The Restorative Care Plan, last updated 8/15/13

and 10/28/13, in place for ROM {range of

: motion), Bed mebility, Transfers, and Walking,

| last updated 8/15/13, documentad, "Supine {to)
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" Social services will schedule care plan

Care plan for resident 11 revised and updated
as necessary, met with resident and/or family
representative for care plan meeting and
reviewed care plan at mesting.

Corrective action for residents that may be
affected by this deficiency:

All residents have the potential to be affected
by these identified concers.

Resident care plans were reviewed-and npdated
45 Decessary. .

Social services will schedule care plan
meetings with residents and families fo review
care plans and update them as needed.

Care plans will be updated af least quarterly in
conjunction with care plan migs and MDS
calendar, and as necessary.

In-service wiil be provided fe activities, social
services, nursing administration, and nursing
staff by administrator concerning care planning
and care plan process on 1/2/14

Measures that will be put info plaee to
ensure that this deficiency does not recur:

meetings with residents and/or families at least
quarterty and as needed where care plan is
reviewed and revised as necessary.

Administrator or DON will montitor 5 cate
plans weekly for a period of at Jeast 12 wesks
starting the week of 1/5 {o ensure care plan-are
being accurately updated at least quarterly,
Any issues will be reported to the QA
comunittee.

Measnres that will be implemented to
menitor the continued effectiveness of the
corrective aetion taken {o ensure that this”

deficiency has been correeted and will not
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j
F 280 ! Continued From page 37 i
{ 5it and it (to) Supine in‘bed x (imes) 3 reps 6x
| {times) wk (waak}, stralght leg ralses as ordered,
fand ambulate as ordered."” The resident's maost
frecent Quarterly MDS, dated 11/17/13, coded, the
! resident requires extensive assist of one person
for bed mobiiity and fransfers. Additionally, the
MDS coded, "activity did not occur” related o
walking in roam or corridor.

On 12/5/13 at 5:45 p.m., the DNS and RN #3
ware interviewed refated to the above findings.
The DNS and RN #£3 indicated the care plans
should have been reviewed and revised when
changes were made. RN #3 said, "l will have to
search het room for the glasses. | don't know if
she even has any {glassas). RN #3 stated the
resident does not use oxygen and she (RN #3)
did not know winy it was on her care plan.
Additionally, the DNS and RN #3 indicated the
resident was no longer able fo perform the
activities identified on her Restorative care plan. -

2. Resident #3 was admitted to the facility on
4/22/11 with diagnoses of Dysthymic disorder
{depression), episodic mood disorder, psyohiatric
disorder with delusions and diabetes mellitus fype
i1 without compiications.

The resident's comprehensive care plan failed to
have revisions completed when changes were
made, Some examples were: :
- The ADL/Rehab Potential care plan last updated |
8/11/13 documented an approach of "RNA as i
Ordered.” The resident was no longer recsiving
RNA services,

- The Falls/restraint care plan last updated
9/11/13 documentied an approach of, “Fall
prevention/restraints: Falling Star Program." The
DON siated, the resident was no longer in the

i

F 280

B

uncovered by weelkly andits, make

recommendations, and after the initial 12
wecks make a determination relatéd to
changing the frequency of those audits.
Additionally, QA committee will review
facility progress on care planning at least

quartesly on an on-going basjs to aid in .
' 1| / iﬁa/ i

monitoring cempiiance.

. The QA committee will review any issues
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F 280

Continued From page 38
falling star program.

The Unit Manager and DON were interviewed an .

12/6/13 at 3:25 p.m. about revising of resident

. care plans and indicaied they should have been
; revised when changes were made.

3. Residant #5 was admilted fo the facility on

1 1113412 with diagnoses of Alzheimer's demenfia,

depression and Bipolar wifl psychosis.

The resident's comprehensive care plan failed fo
have revisions completed when changes were
made., Some examples were:

- The Falls care plan last updated 5/4/13

1 docurnanted an approach of, "Falling star
: program.” The DON stated the resident was no

longer in the falling star program.

- The ADXL/Rehab potential care plan fast updatad
on 7/3/13 documented an approach of, "ROM
with ADL cares and PRN." The DON stated, the
resident no longer needed the approach and it
should have been distontinued.

- The Cognition Care Plan last updated 7/3/13
documented an approach of, "Code alert to
Wanderguard." The DON sfated, the resident no
lenger used a wandear guard.

- The FaliiRestraint care plan last updated 7/3/13
docurmented an approach of, "Falling star
program.” The DON stafed, the resident was no
tonger on the falling star program.

The Unit manager and DON were inlerviewed on

12/5/13 at 3:25 p.m. about ravising of resident

| care plans and indicated they should have been
! revised when changes were made.

4. Resident #8 was admitied to the facility on
1/12/12 with diagnoses of Parkinson's disease,

F 280
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F 280

Conﬁnﬁed From page 38
diabetes meliitus type ll, and dementia.

The resident's comprehensive care plan failed o

have revisions completed when changas were
made. Some examples were: .

- The ADL/rehab potential care plan iast updated
10731713 documented an approach of, "ROM with
ADL care and PRN." The DCN stated, the
resident was no longer deing ROM.

- The Skin integrity care plan last updated
10/31/13, documented an approach of,
"Rastorafive Program.” The DON stated, the
resident was no fonger in the restoraiive program.
- The Skin integrity care plan last updated
10/3113, documented an approach of, "Left
Knes Brace." The DON staiad, the resident no
longer wore a knee brace. ;

The Unit manager and DON were inferviewed on
1205113 & 3:25 p.m. zbout revising of resident

care plans and indicaied they shotld have been

revised when changes were made.

5. Resident #11 was admitted fo the facility, on
2722113, wiih diagnoses of TIA/Stroke without
residual,

Resident #11 used a Wanderguard according to
the 12/1/13, 11/24/13 and 11/17/13 nursing
documentation. The comprehensive care plan
failed to identify the faclity was using a Wander
guard on the resident.

The resident's comprehensive care plan faifed o
have revisions completed when changes were

"| made. The DON and Unit manager wera

interviewed on 12/5/13 at 3:25 p.m. about revising
of resident care plans and indicated they should
have been ravised when changess were made.

F 280
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59=G | HIGHEST WELL BEING

' Each resident must receive and the facility must
; provide the necessary care and services {o attain
: or maintain the highest practicable physical,

- I mental, and psychosacial well-being, In
L accordance with the comprehensive assassment
rand plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on resident and staff intarview and record
review it was determined the facility failed to
ensure a resident who had a physiclan's order for
NWE (non-weight bearing), on her right ankls
after surgery maintained NWB and the facility
falled to implzment a system to direct the CNAs
an the how to transfer a resident with NWB
status. This was frue for 1 of 8 (#7) residents
sampled for quality of care. This failed praciice
resulted in harm when the resident required
addiiional surgical intervenilons to her right ankle.
Findings include:

Resident #7 was admitied to the facility on
1112113 and re-admitted on 11/27/13 with multiple
diagnoses to inglude, open righf ankle fraciure,
dizbetes mellitus, obesity, and diabetic

; neuropathy.

! Resident #7 did not have an MDS compieted.
|

i
i
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The Administrator was informed on 12/6/13 at
1:00 p.m. No further information was providad. i
F 3091 483.25 PROVIDE CARE/SERVICES FOR F 309,

E309

‘Corrective action for residents found to
have been affected by this deficiency:

Resident 7 weight bearing and activity status
order clarified with surgeon. Resident 7 is
strictly a hover lift due fo her weight bearing
status. Information sheets regarding patient
information such as transfer status created for
all patients to be used as a tool for nursing staff
when caring for residents,

Corrective action for residents that may be
affected by this deficiency:

All residents needing transfer assistance have
the potential o be affected by these identified
COTCEMS.

CNA information toel put in place regarding
resident mformation and care. Information
sheets are updated as needed by the charge
nurses fo be used jn shift report.

Transfer policy implemented related to patients
admitting with non or limited weight bearing
status

Jn-service will be provided to nursing staff by
DON cencerning info fool and patient transfer
policy on 1/2/14
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Resident #7's Admission Care Plan for 11/2/13 or Tn-service provided to therapy department by
14/27/13 did not address non-weight bearing administrator on 1/3/14 regarding patient
transfer policy

status on her right leg nor the need to use a

Hoyer lift for fransfers. Measures that will be put into place to

Note: The Emergenay Room Addendum, dated ensure that this deficiency does not recur: :
ote; e , date ;
10/28/13, documented, Resident #7 was ' Administrator or DON review 3 residents ont i
fransporfed from fer home io the Emergency CNA infermation tool and 5 transfers of
Room, via ambulance after she felt, "her ankle patients noeding assistance weekly for at Joast
turn in,"and sustained an open fracture of her lz.ﬁ”sskz s e Wezk of 1/ SﬁA"y Issues
right ankie. This fracture required an ORIF with wll be reported fo the QA committee.

the applicafion of metal plates and screws for Measures that will be fmplemented to
proper alignment, monitor the continued effectiveness of the

i correclive action taken to ensure that this
deficiency has been corrected and will not
Tecur:

The resident's Physician’s Grders and Plan of
Carg, dated 11/2/13, documented the following:

* Weight Bearing Status: non wt [weight] bearing The QA committee will roview any issucs -

RLE. . uncovered by weekly andits and after the
* Additiona) Orders; Elevate RLE to heart fevel, initial 12 wesks make a determination related
do not [change] surgicat derg [dressing]... to chenging the frequency of those audiis.

Additionally, GA. committee will review

The resident had an order writfen on g i !
facilify progress on patient fransfers af least

prascription pad, dated 11/11/13, "Pt [patient] vertorly on & o aing basts fo aid i1

needs to have [Right] leg elevated at all times ' ?nonitoring compliance ? / Je '

even wiile in whesl chair" A ' iLi

The residenf's Physician’s Orders and Plan of

i Care, dated 11/28/13, documented the following;
!+ Weight Bearing Status: Mo weight hearing on

© - | [Right] foot."

Physician Progress Noiss documented the
following:

*11/2118, at 1500 [3;00 p.m.], "NWE to [Right] 3
LE" ; .

* 11/8/13, "Continue NWR [Right} LE."

Resident #7's Plan of Care/Statement of
Mecessity for Physical Therapy Services, started
on 112113, documanted the following:

* Functional mobilify: Bad mobility = minfimum]
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i fassist] supine o] sit, maxjimurn] [assist imes 2
| people] for resituating i bed.

i* Gait: RLE = NWR, LLE = painful {secondary]

: recent fall and pulied muscles. Gait not attemnpied
at this time.

* Sensation/reflexes: [decreased] sensation in
lower extremities from knees down [pilateral
secondary] fo diabetfic neuropathy.

* Cornments: Ptis an obese woman [with]
muscular injury fo Left LE status post op. Right

mediat ankle [fracture], NWB on [Right] LE... Not
yet, She requires a Hoyer iift for fransfers.

The Rasident's Rehablilitation Services Skilied
intervention Racord, for Physicat Therapy
documeanted the foliowing:

*11/4/13, "Pt is an obese woman [with] [Bilateral]
LE injurles and NWB on Right [lower exiremity]."
*11/5/13, NS [No Service], schedule to see [with]
OT did nof worlc out foday to use Hoyer to get pt
OOB Ipatient out of bed].

bx 1177713, "Pt was unable to maintain NWB status
' on [Right] LE whille standing in parallel bars.,."

* 11/8/13, "Pt states that she cannot stand from
w/c [wheel chalr] even with paraliel bars without
bearing weight on {Right] LE .. Nursing was
notified that the Pt is unable to comply {with]
weight bearing precautions while [transferring]
from wfc and that a Hoyer or other :
accommodations must be implemeanted until she |
is aible to comply on har own.” ,
* 1171213, "Pt reports not using a Heyer to
[transfer] to bed or wic and was advised to use
Heyer as she cannot comply fwith] NWEB
pracaytions...”

: Note: The CNAs work 12 hr shifts from 8 a.m. -

sfrong enoligh to jweight bear] sclely on left fleg] |

1 6:30 p.m. or Day shift (D) and 5:00 p.m. to 6:30

F 309
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a.m. or Night shift (N}, The letters (D} andior (N)
witl be used fo identify shifis on the Nursing
assistant flow sheet below.

Residsnt #7's Nursing Assistant Flow Sheet
documented the following numbers under

{ Transfers: .
*11/6/13, (N} Extensive Assistance of 1 person

with the Hoyer,

* 114713, (D} and (N} BExtensive Assistance of 1
person with the Hoyer,

* 11/8/13, (D) and (N) Limnited Assistance of 1~
person without Hoyer,

*11/9/13, {D) Extensive Assistance of 2 people
with the Hoyer,

*11/9413, (N} Extensive Assistance of 1 person
without the Hoyer,

* 117110413, (D) Extensive Assistance of 1 person
without the Hoyer, ’

*11/11/13 through 11/14/13 (D) and (N} Exiensive :
: Assistance of 1 person without the Hoyer. |
i Resident #7's Nursing Asslstant Flow Sheet

documented from 11/9/13 through 11/14/13, {N)
znd (D) the resident was a 1 person Extensive
Assist with faliefing.

Note: Nurse's notes reviewed for 11/3/13 through

: 11/15/13 did not document any information

related to Resident #7's transfer stafus via Hoyer
lift nor did the notes indicate there were any
concerns with the resident being "non-compliant”
with the the NWH stafus or concerns addressad

at her follow-up physician’s visits,

' Note: Resident #7 was seen on 11/13/13 at the

physician's office for folfow-up or the right ankle
fracture. The resident stated to the physician, _
"she {the resideni] had remalned non-weight
bearing,” however in the physician's progress

L
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! following documentation, "in comparison fo
i 10/31/13, fracture alignment has disrupted with

note [Physician's nama] documented,
"tnierestingly her foot actually looks a fittie bit out |
of placement when compared {o the last visil."
The Physician then ordared an x-ray to check the
alignment and repair of the ankle.

On 11/14/13 the x-ray results included the

the talus and medial malleciar fragments.

displaced 2.5 - 3.0 cm medially with 25 degrees
medial angulation. The plaies are bent, but i
sorews are stilf in position,”

Note: On 11/15/13 Resident #7 was discharged
from the facility and admitied fo the hospital for
sUrgical repair to her right ankie,

The Operative Report, dated 11/15/13,
docurmenied the following;

- Preoperative/Postoperative Diagnosis: "Right
ankle hardware failiire from open reduction and
internal fixation due to patient walking on her
broken ankle.”

- Operative Indications: The resident recavered in
the hospital and was sent to the nursing home,
"where she promptly began to walk on her ankle
for whatever reason in direct dischedience to the
insfruction of not bearing weight on her right '
foot... she basically displased the fracture again,
bending all the hardware and ruining the entire
fixation.”

L

Note: Resident #7 stated to the Physical :
Therapist on 11/7/13, that she [the resident] was |
utable to maintain NWB status on [Right] LE
while standing in paraliel bars... and on 11/8/13
that she was physlcally unable to stand from w/c
fwheel chair] even with paralie! hars without
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bearing weight on [Right] LE. Addifionally,
Residant #7's medical record did not docurnent
any instances of "non-compliance” by either the
CNAs or nursing staff. :

On 12/6/13, the surveyor was provided with a
letter from {Fhysician's name] which documented !
the following, "The ankle fracture had resumed its { ]
original displacement and she [the resident] had : i
again opened the orginal [ateral wound.. It wousid : i
take a very large one time force o deform these

| plates in such a way. | believe that there is only

: ong explanation for the plate bending and fracture
i {p displace and that is that the patient was

: walking on her fractured ankle. | do not believe

¢ that minimal weight baaring on one or a few

i occasions would cause this catastrophic failure of
i her hardwars.”

On 12/2/13 at 845 p.m., during the initial four the
surveyor asked Resident #7 about her stay &t the
facility. The resldent stated it had been good
except she had te have a second surgery on her
righi ankle hecause the CNA's had transferred
her (the resident) from her wheel chair to her bed
without using the hoyer lift. "We had o hurry and
get me to the hed and | had to siep down on my
right foot."

On 12/3M13 at 3;50 p.m., RN #3, the charge nurss
was asked by the stnveyor how the CNAs know
how to transfer and foilst new admissions. RN #3
stated the charge nurse at the facllity receives
report from the nurse at the hospital or
transferring facility. The charge nurse then gives
a report to the ficor nurse at the facility and a ;
¢juick report to the CNAs. if the resident is alert
4 and oriented the CNAs ask the resident how :
! many times the staff got he/she up and if the i
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transferring facility used any assistive devices,
On 12/413 at 10:15 a.m., CNA#5 was asked by

the surveyor what Resident #7's iransfer status
was upon admission an 11/2M13. The GNA said
the resident was a two person exignsive assist |
with transfers and stated, "They [nursing or '
therapy] did not tell me Resident #7 was a hover |
it unil 11/14/13. The hoyer [ift was never used by -
me unti the day before the resident wenifo the
hospitat for her second surgery.” Resident #7 toid
CNA #5 on 11/13/13 that the resident was going |
to have another surgery on her right foot and was |
upset because the physician had fold the resident I
she might lose her foot, CNA #5 asked the
resident what happened and the resident told the
CNA on 11/11/13 or 11/12/13 the resident neaded
fo use the bathroom urgently and the CNAs
waorking with the resident took her to the
bathroom via wheel chair and had encouraged
the resident nof to be incontinent in tha wheel
chair. Resident #7 told CNA #5 that when she
was fransferred from the wheel chair to the toitet
the CNAs transferred the resident toc quickiy
(without the hoyer) and the resident had to put
weight on her right foot.

O 12/4/13 at 10:30 a.m., Resident #7's family
memper was interviewed about the use of the
hoyer by the CNA's when Resident #7 was
transferred. The family member stated whenever
she (family member) was at the faciiity Resident
#7 was fransferred by two CNAs, and not unti!
after the restdent's second admission was the
resident transferred with the hoyer lift.

i On 12/4/13 at 1:25 p.m., CNA#6 was asked by
i the surveyor what Resident #7's fransfer status
i was Upon admission on 11/2/13. The CNA stated
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: Resident #7 was. 1o stay In bed until Physical

Therapy could evaluate the resident. GNA#8 :
said the hoyer tift was never used to fransfer the
resident out of bed, The CNA said the resident
was full weight bearing on her lefl iower extremity
and "very limited" weight bearing on her right
lower exfremily. - ' ) ’ i

On 12/5/13 at 5:45 p.m., CNA#7 was asked
about Resident #7°s fransferring status, CNA#7
stated on 71/11/13 or 11/12/12 she had
responded {o the resident’s call light and the
resident requested assistance i the bathroom.
CNA #7 told Resident #7, the CNA did not know
how to transfer the resident and would need fo
find another CNA 10 assist. The resident toid the
CNA, " I know how the CNAs fransferred me."
The resident then told the CNA, "This is how CNA
#b transferred me (the resident), CNA#5 assisted
me fo fransfer from the bed to the wheel chair
and then | (the resident) transfer myself to the
toilet. { imped and #ip toed on my right foot.” CNA
#7 stated she did not know Resident #7 was
non-weight hearing and the only day the hoyer
was used hy her (CNA#7) was on 11/15/13,
when the resident fransferred to the hospital,

On 12/5/13 at 7:00 p.m. the Administrator and
DNS were informed about the above findings.
The DNS and the administrafor provided the- -
surveyor with additional information for review.

On 12/6/13 at 10:15 p.m., Physical Therapist #7

was interviewed. The therapist stated when a now
rasident is admitted the CNAs know 10 seek the

experiise of the Physical Theraplists to idenlify a i
resident’s weight bearing siatys and precautions. !
The physical therapist then stated, "tha CNAs E
should know what weight bearing status is for ;
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| Each resident's drug regimen must be free from
i unnecessary drugs. An unnecessary drug is any
* drug when used in excessive dose (including

" duplicate therapy); or for excessive duration; or

Continued From page 48
example, NWB, 25%, 50%, it is in their {the
CNAs) fraining.”

Resident #7 was harmed when:

- The facility failed io ensure the physician's
orders for NWB were followed.

- CNAs did not receive consistent instruction on
how to fransfer the resident.

- The facility falled to have a system in place to
direct CNAs on the day to day cares for residents

to ensure qualily of careis maintained.
- The resident's NWB status was not included on |
the care plan. i
2. During interviews with staff it was found there
was no process to assure residents received care |
from the CNAs in a consistent manner. [Note: '
See example #1] The Unit manager and DON
stated in an interview, on 12/3/13 at .30 a.m.,
the Kardex's were discontinued when the DON
started. They were concerned after the fast
survey because they were cited for not keeping
the Kardex's current. The discontinuation toot and
nof putting a replacement process in place
resulted in a resident being harmed. CNAs were
providing cares to residents without a tooi to
provide direction of what the resident's needs
were.

The Administrator and DON were informed on
12/5/13 at 7:00 p.m. No further information was
provided.

483.25()) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

F 308

329

have been affected by this deficiency:

Corrective action for residents found to
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 who have not usad antipsychoetic drugs are not
: given these drugs uniess aniipsychatic drug

- i record; and residents who use antipsychotic

1 facility faited to:
: - consider the risks identified by the Food and
' Drug Administration (FDA}, )

without adeguate monitoring; or without adequate
indications for its use; or in the presence of
adverse consegquences which indicate the dose
should be reduced cr discontinued, or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents

therapy is necessary o treat a specific condition
as diagnosed and decumented in the clinical

drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the

- ensure resident's were free from unnecessary
drugs,

- evaluate duplicate medication therapy, and

- document clinicat indications for use of
psychotropic medicaticns.

This was true for 4 of 12 (#s 1, 3, 5, and 11)

sampled residents. The impiementation of
medications without atequate indications for use |
and full consideration of the serious side effects |
piaced residents at risk for adverse reactions and |

Medication regimen reviewed by pharmacist
for resident 1. Any recommendations for med
changes sent to attending physician. Black box
consent obtained.

Medication regimen reviewed by pharmacist
for resident 3. Any recormmendations for med
changes sent to aftending physician. Black box
consent obtained.

Medication regimen reviewed by pharmacist
for resident 5. Any recommendations for med
changes sent to attending physician. Black box
consent obtained.

Medication regimen reviewed by pharmacist
for resident 11. Any recommendations for
med changes sent to aftending physician,
Black box consent abtained.

Medjcation regimen reviewed by pharmacist

; for all residents and pharmacy

i recommendations sent to physicians, Pharmacy
review and any recommendations to the
physicians are based on individual monthly
evaluations for each residents regarding
psychetropic needs.

Appropriate consents for psychotropic
medications with biack box warning obtained
for any residents needing them.

Carrective action for residents that may be
affected by this deficiency:

i All residents with psychotropic medications
[ have the potential to be affected by these’
identified concerns.

- Black box warning placed on consent forms
related to psychotropic medications prescribed
for patients with dementia and consents
obtained.
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i apisodic mood disorder, psychiatric disorder with
. delusions and diabeies mellitus type 11 without

! extensive assistance with bed mobility, transfers,
; dressing, perscnal hygiene-and bathing. The
i resident was receiving antipsychetic, antianxiety,

- Cymbalta 60 mg once a day for depression.” The

* progress notes revealed there was no

health decline. Findings inciude;

1. Resident #3 was cver 65 years old and
admitted to the facility on 4/22/11 with diagnoses
of dysthymic disorder (severe depression),

complications.

The 11/256/13 quarterly MDS documentied the
resident did not have behavicrs and exhibited no
mood or behavioral symptoms during the
assessment period. The resident reguired

and antidepressant medications. Note: The
resident's cognitive status was not coded.

The 10/22/12 Annual MDS assassment
documenied the resident was moderately
cognitively impaired.

Review of the resident's November 2013
physician's recapitulation orders documented the
resident received, "Seroquel XR [extended
release] 400 mg at bedtime for mood/depression,
Ativan 0.5 mg twice a day for anxiety, and

resident also had Geaodon 10 mg every 2 hours
as needed not to exceed 30 mg a day for
"depression/mooed.” '

Review of the medical record, including physician

documentation where the multiple psychiatric
diagnoses came from, nor was there any
documentation by the physician or pharmacist as
iv the effectiveness of the multiple medications.

_residents.

Pharmacist will review patient medication
regimens monthly and send any
recommendations to physician. Psychotropic
meeting will be held at least monthly with
nursing, social services, and pharmacist to
discuss pharmacy review, evaluate any
duplicate psychoactive therapy to assess needs
for patients, and validate defined reasons for
using psychotropic medications for individual

In-service will be provided to nursing
administration, social services, and mmsing
staff by pharmacist conceming psychotropic
drugs, documentation, and black box wamning
for specific medications on 1/2/14

Measures that will be put into place to
ensure that this deficiency does not recur:

Pharmacist will review all resident medications
every month and forward any
recommendations to physicians. New consent
forms that include black box warning when
appropriate have been implemented,
Psychotropic meeting to be held monthly to
assess needs of residents and monitor
individual psychotropic meds & reasen for use.

DON will andit 3 residents weckly for aperiod
of at least 12 weeks starting the week of 1/5 to
ensure black box warnings are included in any
consents if necessary and ensure medication
regimens have heen reviewed hy pharmacist.
Any issues will be reported to the QA
comumittee.

Measures that will be implemented to
monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recur:
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; Note: The interpretive guidance at F329 states,
L“Admission (of Readmission) - Some residents
may be admitted on medications for an
undocumented chronic conditicn or without a
clear indication as to why a medication was

the attending physician, pharmacist, and staff
subseguently determine if continuing the

ciinical condition, risks, existing medication
continuing the medication are unclear, or if the
significant adverse consequence, additional

consideration of the rationale for the
medication{s) is warranted

for Seroguel failed to expiain the nisks of the

which listed the side effects of multiple
medications.

with dementia-related psychosis and suicidat
thoughis and behaviors." The FDA waming
further states, "Elderly patients with
 dementia-related psychosis treafed with
antipsychotic drugs are at an increased risk of
death, Seroguel is not approved for elderly
patients with dementia related psychosis."

The pharmacist was interviewed, on 12/5/13 at
4.15 p.m., about the risk verses benefits and
informing the resident or family of those risks.
The pharmacist was not aware of S &C:

begun or should be continued. it is expected that

medicafion is justified by evaiuating the resident's
regimen, and related factors. | the indications for |

resident's symptoms could represent a clinically

The cansent form signed 6/4/13 by the resident

medication {o the resident. Saroquel was not one
of the medications listed on the back of the form

The medication Seroquel has an FDA warning of:
I "Warning: Increased mortzality in elderly patients

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE SONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULLDING COMPLETED
. 135007 B. WING 12/08/2013
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
98 POPLAR STREET
BINGHAM MEMORIAL SKILLED MURSING & REHABILITATION
BLACKFOOT, 1D 83221
o) 1D SUMMARY STATEMENT OF DEFIGENGIES i PROVIDER'S PLAN OF GORRECTION o
PREFIX (EACH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) - TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGENCY)
F 329, Continued From page 51 F 328

The QA committee will review any issues
uncovered by weekly audits and after the
initia! 12 weeks make a determination related
to changing the frequency of these audits.
Additionally, QA committee will review
facility progress on psychotropic drugs at least
quarterly on an cn~going basis to aid in
monitering compliance.
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ontnuea From page a9 . 4 . & . .
13-35-NH letter which clariied medication issues -ﬁﬁaﬁm prev iows pPey '-
with demenfia residents. The pharmagcist further . Y % 2, 10 gf_\ffl@:)
-| said the facility had a committes that reviewed Ry L E Yé'} G‘,,ﬁ”} ;’_}idﬁ! i Vi% K«
[ psychatropic medications. The pharmacist did T . : J b A
i confirm that the medical record lacked cll. AS Ne fﬁz ¢ L‘L dﬁ, )9 #1 ci iy Lé» i
t docurnentation of what the committes did with N 3. Ve G Thits
each resident who was on & psychotropic e Q‘Hq o ¢y ”Z’ngﬂ'&g%?& d (E
! medication. ! c T ‘ f r SN b
. : “the “ﬁﬂ@; L L’i&fﬂﬁfﬁ’l«@# > 741 £
2. Resident #5 was over 80 ysars old and ! . . . % - » N
admitted fo the facility on 1/13/12 with diagroses | O{C’ a’i-@ F/c_;; TO Y (#'16. Cf.f} C{SZ@ K15
of bipclar with psychosis and Alzheimer's . . b oIk
dementia, , ﬁff@@ o Ea fLﬂ ‘ﬁlr{} I C"}i@ Gfﬂ‘(éi E}@,
The most recent annial MDS assessment, dated C{/ ﬁ( :
1077713, documented the resident was ‘
modsralely cognitively impaired, was minimally
depressed, required fimited to no assistance with
bed mobility, transfers, dressing and persanal
hvagiene and received an antipsychotic and an

" anfidepressant medication. ‘ f

Review of fhe resident's October 2013 physician's
recapitulation orders documeniead the resident
received: Seroguel 200 mg at bedtime for bipolar ;
disorder, Lamictal 25 mg at bedtime for kipolar
disorder and Weltbutrin XL150 mg at bedtime for
depression. ‘ :

Review of the medical record including the
physician progress notes revealed a lack of
documentation as fo where the bipotar and
depression diagnoses came from, nor was thare
any documentation by the physician or : ‘
-pharmacist for the effectiveness of the multiple
medications used for bipolar disorder.

: Note: The interprefive guidance for F329 states,
: "Dupficate therapy is generally not indicated,

i untess current clinical standards of practice and
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: documented clinical rationale conficm the benefits '
i of multiple madications from the same class or ‘
; with similar therapeutic effects.” . _ .

In addition, the resident had a dementia

; dingnoses and the FDA had published 2 waming
about Serotjuel use. The FDA warming
documents, "Warning: increased mortality in

: elderly patients with dementia-related psychosis
and sulcidal thoughts and behaviors,” The FDA
waming further document, "Eldearly patients with
dementia-related psychosis ireated with
antipsychotic drugs are af an fncreased risk of
death. Seroquel is not approved for elderly
patients with dementia related psychosis."

The pharmacist was inferviewed, on 12/5/13 at
4:15 p.m., about the risk verses benefits and
informing the resident or family of the risks of
using Seroquel. The pharmacist was not aware of
5 &C: 13-35-NH ietter which clarified medicalion
Issues with dementia residents. The pharmacist
further said the facility had a committee that
reviewed psychotropic medications. The
pharmacist did confirm that the resident's record
lacked documentation of what the committee did
with sach resident on a psychotropic medication,

3. Resident #11 was over 65 years old and
adrnitted fo the facility, on 2/22/13, with diagnoses
of TIA/Stroke without residual.

The 8/28/13 quarterly MDS documented the i !
resident was severely cognitively mpaired,
required extensive assistance with bed mobility,
transfers, dressing, and personal hygiene. The
resident was receiving’antipsychotic and
antidepressant medications.
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Review of the October 2013 physfcian's
recapitulation orders documenisd the resident
received, "Cymbalta 30 mg once a day for
depression and Risperdal 1 mg three {imes a day
for psychosis."

The medical record lack documentation where
fhe "psychosis” diagnoses came from. The
"Consent fo Use Psychotherapeutic Medicaftions"

: signed 4/24/13, documented, "Mood Bafancer”
: which had =z fine drawn through it and "Psychosis"
i added. The physician's recapitulation orders

which list the resident's diagnoses and 1CD-8

' numbers did not have psychosis as a diagnoses.

| The medication Risperdal had an FDA warning of,

"Warning: Increased Mortality in Elderly Patienis

with Dementia related Psychosis." Revised Juns '

2012 copywrite Janssen Phamaceuticals inc.

The medical record was not clear whether the
resident had psychosis. The resident did have
severs cognitive impairment. The medications
used weres not evaluated fo defermine fhe
continued need for the medications.,

The pharmacist was inferviewed, on 12/6/13 at
4:15 p.m, sbout the risk verses benefits and
informing the residant or family about the
resident's use of Risperdal. The pharmacist was

i not aware of S &C; 13-35-NH letter which clarified

medication issies with dementia residents. The
pharmacist further said the faciity had &
committee that reviewed psychotiopic

medications. The pharmacist did confirm that the

resident's record lacked documentation of what
the committee did with each residenton a
psychotropic medication.

FORM CMS-2567(02-92) Previous Yersions Obsolete Event 10:514C 1)

" Facility ID: MDS0C1040

If continuation sheet Page 55 of 73

s s ey,




PRINTED; 12/23/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES . - OMB NO. 0938-0391
| STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIER/GLIA {(2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER; A BUILDING COMPLETED
135007 B. WING 12/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
— 98 POPLLAR STREET
BINGHAM MEMORIAL SKILLED NURSING & REHABILITATION BLACKFOOT, ID 83221
(X4y'iD SUMMARY STATEMENT OF DEFICIENCIES . D ! PROVIDER'S PLAN OF CORRECTION | (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE i COMBLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
328 Confinuad From page 55 F 329 )

The Administrator and DON were Informed of the
medicaiion issues on 12/5/13 at 7.00 p.m. No
further information was provided.

4. Resident #1 was over 65 years old and

¢ admitted to the facility with muliiple diagnoses fo
Hinclude, anxiety disorder, depression, dementia

with hallucinations, psychofic disorder, hearing
fosg, and blindnass in both eyes.

The resident's most recent Quarterly MDS dated,

"+ 912413, during the 7 day assessment period,

coded the following:

i * Short Term/ Long Term memory impairment
* Daily decision making skilis - severely impaired

* Inattention and disorganized thinking -
fluctuates

* Psychosis, Deiusions, and/or Hallucinations -
None

The resident's November 2013 Patient
Medication Profile {Physician's Recapitulation
orderg) included the following;

* Celexa 20 mg iablet: Take 1 tablef datly for
depression, starled on 12/6/13.

* Trazodone 50 rag table: Take 1/2 of 50 mg
tablet (25mg) by mouth dally in the evening for

_organic brain syndrome, started on B/15{13.

* Seroquel 100 mg fablet: Take 1 tablet twice daily
for dementia with hatlucinations started 7/29/13.

Note: There was nothing documented in the
rasident's record about the resident having
organic brain syndrome other than as the
diagnosis for the resident's Trazodone on the

: Noyember 2013 Patient Medication Profile. The

Heatth Line, Health Reference Library,
2005-2013, defines organic brain syndrome as,
"A general farm used for decreases in menial

3
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| function that are not caused by a psychiatric
! disorder," i
* The Nursing 2014 Drug Handbook, 34th edition,

Lippincol, Willizms & Williams, documentead the
fellowing medication, Seroquel, has a, "Black Box |
warning” and Is not, “indicated for the use in :
eldetly patients with dementia-refated psychosis
because of increased risk of death from CV

disease or infection.” :

The resident's Psychoactive Medicaiion Monthly
: Flow Record, dated October 2013 (the only flow
record avaitable for review), documented the
foltowing, zero instances of hallucinations,
delusions, hitting, kicking, ot refusing cares
present during the day, evening, or night shift for |
the entire month,

Tha resident's IDT notes were reviewed from
1/9/13 to 11/25/13. There were anly two enirles
related to the above listed medications. The first
entry was on 5/9/13 at 12:35 p.m., ".. (increase)
Seroquel.." and the second entry on 8/15/13 at
12:20 p.m., "Pt decreased on Seroquel per
pharm[acy] recommend noted increased
chanting.”

Note: Review of the residant's medical record,
inciuding physician's progress notes, and the
skilied daily nurses notes, did not document the,
“Black Bax warning” had been discussed with the
resident or the resident's legal representailve, the
record did not include a documented ratlonale for °
duplicate therapy of the anfidepressants, nor was
there anything documented by the physician or
the pharrmacist related fo the effectiveness of the
multiple medications in use.

! i
: H
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The pharmacist was interviewed, on 12/5/13 at
4:15 p.m., about the risk verses benefits and
informing the resident or family of those risks. i
The pharmacist was not aware of 8 &C: i
13-36-NH letter which ciarified medication issues
with demmentia residents. The pharmacist further
said the facility had a committee that reviewed
psychotropic medications. The pharmaaist did
confirm that the medical record lacked :
documentation of what the commitiee did with T
each residant who was on a psychofropic :
medication.

(4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%8 5". i
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION i ;
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE i :
DEFICIENCY? ;

i |

[ 329 | Gontinued From paga 57 F 329 |
. i

l
The Administrator and DON were informed of the J!
; medication ssues on 12/5/13 at 7:00 p.m, No
! further information was provided.
F 3331 483.25(m)(2) RESIDENTS FREE OF F 333 F333
ag=r: | SIGNIFICANT MED ERRORS —
’ - Corrective action for residents found to
The facility must ensurs that residents are free of ; ! have been affected by this deficiency:

any significant rmedication errors.

Medication error report completed on resident

14 and physician notified i
This REQUIREMENT is not met as evidenced Medication ordered clarified with resident 14°s i
by: ‘ physician :
Basad on'observation and record review the
facility failed to ensure that a resident did not Comnseling and training provided o nurse who
have a significant medication error. This wag true made the exror
for random RBStdenF #14. Then_a wasa ther_‘ntlai Corrective action for residends that may he
for ijan"n due to the ancreasgd risk of the resldent g affected by this deficiency:
having nausea and dyspepsia hy not following _
physician crdered administration times of the i All residenis have the potential to be affected
medication. Findings inciude: by these identified conecerns. :

Coungeling and training provided to nurse who
made the errer '

Resident #14 was originally admitted to the facility
on 4/12/11 with diagnoses of mononeuritis,

! E_S(?Phageal reflux, ilﬂ testinal obstruction and In-service will be provided to nursing staff by
i history of Crehn's disease, DON concerning medication administration on £
i 1/214 E

i [
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LN #1 was observed on 12/3/13 at 1140 a. m. to
i administer a physician ordered medication of

. Sulfasatazine 500 milligrams to Resident #14.

i The physicians order documented the medication
twas fo be gdministered, "4 imes daily after meals
i and at bediime. Give 1 tablet after every mesal
and at bedtime for Crohn's disease.” The resident
recelved the medication prior lunch which was
scheduled for 12:00 noon.

Upon revisw of the medication ufifizing the
Nursing 2013 Drug Handbook, page 1285, it was
found the medication was therapeufically | ‘
classified as an anfi-inflammatory medication. :
The Pharmacological classification was
Sulfonamide and Salicylate. The indication for
use was, "mild to moderate ulcerative colitis,
adjunct therapy In severe ulceratfive colitis,
prolongation of remission period between acute

i Ulceratlve colitis attacks.” The "Patlent Teaching”
! documented, "[nstruct patient to take drug after
eating and to'space doses evenly.”

The medication was administered prior fo the
meal creating a significant medication timing
error.

The DON and Administrator were informed on
127513 at 7:00 p.m. On 12/9/13 the pharmacisi
provided addiional information about the action
of the medication on the body and why it was to
be given with meals, "Sulfasalazine causes

- nausea and dyspepsia in selected patients." The
! pharmacist falled to address that the error was a°
result of not following the physicians orders. No
further information was provided. N

F 363 | A483.35{c) MENUS MEET RES NEEDS/PREP IN

Measures that will be put inte place to
ensure that this deficiency does not reenr:

Nurses will be inserviced quarterly regarding
proper medication administration.

DON will monitor medication administration
to 10 residents weekly for a period of af {east ;
12 weeks starting the week of 1/5 to ensure i
staff is properly passing medication. Any :
issues wiil be reported to the QA commiitee.

Measures that will be implemented to
monitor the continued effeetiveness of the
corrective action taken to ensure that this
deficiency has been eorrected and will not
recur:

The QA comimittee wiil review any issues
uncovered by weekly audits and after the
initial 4 weeks make a detenmination related to
changing the frequency of those audits.
Additionally, QA committee will review
facility progress medication adininistration af
least quarterly on an on-going basis to aid in
monitoring compliance.

F 363
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Menus must meet the nutrifional needs of
residents in accordance with the recommended
dietary allowances of the Food and Nutrition

Academy of Sciences; be prepared in advancs;
and be followed,

! This REQUIREMENT is not met as evidancad
I by:

Based on test fray results and group and staff
interviews, the facility failed fo follow the menu
when preparing an evening meal. This had the
potential to affect all residents in the facility,
inciuding 12 of 12 (#s 1~ 12} sampled residents.
Findings include;

During the resident group Inferview on 12/4/13 at
9:00 a.m. there were complainis of the palatability
and preparation of some of tha meals. The
12/4/13 dinher meal was chosen as a test tray
because turkey and pasta were part of their
-complaint, The fiems thai were listed an the
menu for that meal were: Turkey Piccata, Angel
Hair Pasta and Sieamed Broccoll. The piate that
was provided to the surveyors had spaghetti
rather than Angel Hair pasta, and peas and
carrots rather than steamed broceoali. The dietitian
accompanied the tray which was delivered at 6:40
p.m. When asked about the substitutions, she
said she was not aware of themn, She investigated
: the pasta substitution and at 8:50 p.m. {old the

% surveyor the cook just grabbed the wrong pasta

. The broccoli was not addressed.

correct pasta and vegetables.

"Board of the National Research Council, National

The cook did nof follow the menu and prepare. the

¥363

Corrective action for residents found to
have been affected by this deficiency:

No specific residents were identified

Corrective action for residents that may be
affected by this deficiency:

All residents have the potential to be affected
by these identified concerns.

Counseling waming and iraining provided to
the cook responsible the meal in question on
12/4

Substitution log implemented to be used by
dietary staff should a substitution be-necessary.
Each substitution neads to be approved by the
supervisor zhead of time.

Any substitutes wiil be posted on the menu
boards by the dietary staff prior to meals.

In-service wiil be provided to distary staff by
administrator and dietary services manager
coneerning menu substitution on. 1/2/14

Measures that will be pnt into place to
ensure that this deficiency does not recur:

Administrator will audif 3 meals weekly for a
period of at Jeast 12 weeks starting the week of
1/5 to ensure pested menu is being followed as
well as the substitution log is being utilized.
Any issues will be reported to the QA
committee.

Measures that will be impleruented to
monjtor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not

i
FECuys 5
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BY PHYSICEAN

Therapeutic diets must be presc:nbed by the
attending physician.

This REQUIREMENT is not met as evidenced
by:

Based on record review, menu and spreadsheet
review, observation and staif interview the facility
failed to ensure the therapeuiic diets ordered by
the physiclan were what residents recefved. This
was true for 3 of 12 (#s 3, 6, and 11) sampled
residents. The facility's failure to ensure menus
and spreadsheets aligned with physician orders
for therapeutic dists ralated to calorfe and sodium
control, placed the residents at risk for adverse
clinical conditions. Findings inchude;

1. Resident #3 was admitted to the facility on

| 4/22/11 with diagnases of dysthymic disorder,

: episodic mood disorder, diabetes meliitus type I
" and peychiatric disorder with delusions.

The mest recent quarterly MDS assessment,
dated 11/25/13, documented the resident
raceived a therapeutic diet.

Tha physician's November 2013 recapitulation
orders documeniad the resident was fo have a

diabetic 1800 calorie diet.

Utilizing the mernus spreedsheet, dietary card and

. Facility diet list also provided to Bingham
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' The administrator and DON were informed on The QA committes will review any issues
uncovered by weekly audits and affer the
+12/6/13 at 1:00 P m. NO juriher information was initial 12 weeks make a determination related
; provided, to changing the frequency of those audits. QA
F 367 483.35(e) THERAPEUTIC DIET PRESCRIBED F 367 committes wili further address and review

facility progress on menus and substitutions. I A@@ ! il{

K367

Corrective action for residents found fo
have been affected by this deficiency:

Diet orders clarified for residents 3, 6, and 11
Full diet audit for all residenis completed by

dieticiant on 1/8 and clarification orders
received as necessary.

Corrective action for residents that may be
affected by this deficiency:

All residents have the potential to be affscted
by these identified concerns.

Facility diet list offered was provided to nurses
in case any diet orders need clarified

Hospital case meanagement dept so that hospitat
physicians can be provided the list when
determining orders

In-service will be provided to dietary and
nursing staff by administrator and/or foed :
services manager concerning diet orders and
dietyoffered on 1/2/14

Full diet andit for all residents completed by
dietician on 1/8 and clarification orders
received as necessary

Measures that will be put into place to
ensure that this deficiency does not recur:
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obsarvaiion of the cook serving up the meals

; confirmed during the lunch meal on 12/4/13 the
: resident received a carbohydrate controlied diet
: pot 2n diabetic 1800 calorie diet,

Review of the menu spreadsheet found there was
ne 1800 calotie dishetfic diet. The therapeutic diat
the resident received was not what the physician
prescribad.

2. Resident #6 was readmitted on 11/26/13 with
diagnoses of diabetes mellitus fype lf and end
stage renal failure.

' The physician's admission order, dated 11/26/13

documented the resident was to receive a 2 gram
sodium, 1800 calorie diabetic diet,

Utilizing the menus spreedsheet, dietary card and

chservation of the cook serving up the meals
confirmed during the lunch meal on 12/4/13 the
resident received a renal dist,

Review of the menu spreadsheef found there was
lacking a 2 gram sodium diet nor was there an
1800 calorie diabetic diet. The therapautic diet

the resident received was not what the physician |

prascribed.

3. Resident #1:1 was admitted {o the facility on
5/22/13 with diagnoses of dementia with
psychosis and diabetes melitus.

The most recent guarterty MDS assessment,

dated 8/28/13, documented the resideni received ;

a therapeutic diet.

The physician's October 2013 recapifulation
orders documented the resident was fo receive a

|
i

F 387

Adminijstrator or DON will audit 5 residents’
diet orders weekly for a period of at Jeast 2.
weeks starting the week of 1/3 to ensure
residents are receiving the correct diet as
ordered. Any issues will be reported to the QA
comumittee,

Measures that will be implemented to i
monifor the eontinued effectiveness of the :
corrective action faken to ensure that this
defieiency has been corrected and will not
recur:

The QA committes will review any issues
uncovered by weekly audits and after the
initial 12 weeks make a defermination related
to changing the frequency of those andits.
Additionally, QA committee will review
facility progress on maintaining compliance
with diet orders at least quarterly on an on-
going basis,

i

1
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1800 calorie diabetic diet.

Utilizing the menus spreedshzet, dietary card and
observatioh of the cook serving up the meals
confirmed during the junch meal on 12/4/13 the -
resident received a carbohydrate controlled dist
not the 1600 calorie dietordered.

Review of the menu spreadshest found there was |
no 1600 calorie diabetic diet. The therapautic diet |

| the resident received was not what the physician

prescribed,

The Dietitian was interviewed an 12/5/13 at 2:30
p.m. She confirmed the menus and
spreadshests did not have a specific calorie
conirol section.

The administrator was informed of this issus on
12/6/13 at 1:00 p.m. No further information was
provided.

483, 35(f) FREQUENCY OF MEALS/SNACKS AT
BEDTIME

Each resident receives and the facility provides at
least three meals daily, at regular times
comparabie fo normal mealimes in the
community.

There must be no more than 14 hours between a
substantial evening meal and breakfast the
fallowing day, except as provided below.

The facility must offer snacks at bedtime daily,

"t VWhen a nourishing snack is provided at bedtime,

up fo 16 hours may slapse between a substantial
evening meal and breakfast the following day if a

F 387

F 368

F368

Correetive action for residents found to
have been affected by this deficiency:

No specific residents jdentified

All residents received a letter on 12/30 and had
the opportanity to attend a resident council
meeting addressing the issues of HS snacks
and other resident rights.

Corrective action for residents that may be
affected by this deficiency:

All residents have the potential to be affected
hy these identified concerns.

Adminjstrator will meet with Resident Council
on 12/30 to discuss availability of HS snacks.
Letter will be presented to all residents who do
or do not attend this meeting addressing this
issue.
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: residant group agrees to this meat span, and a

H

' nourishing snack is served.

This REQUIREMENT is not mat as evidenced

by:

Based on observations and resldent and staff
interview the faciiity failed to ensure residents -
wha did not have ordered bedtime snacks were
offered them. This had the polential to affect 9 of
12 (#s 3,4, 6,7, 8,9,10, 11, and 12) sampled
residents. There was a potential for harm i a
resident was fo go to bed hungry and have gasiric
disfress as a resull. Findings include:

During the group interview on 12/4/13 at 9:00
a.im. when the residents were asked about being
offered a snack three responded, the staff do not
ask thern if they want a snack, they hava to ask
the staif for it. ]

©n 12/4113 during the evening observation from

' 8:50 p.m. to 3:00 p.m. staff were not observed to
offer a bedtime snack to residents. None of the
staff were observed fo go info the paniry © obtain
snack items,

On 12/56/13 at 2:30 p.m. the diefitian was
interviewad about the snacks availability. She
indicated the pantry Jocated next to the dining
room was stocked with items that could be used
for & bedfime snack. Some residents must be
getting snacks because she thought it had to be
! restocked each day, i
: The Adrministrator was informed of the snack

| requirement on 12/6/13 at 1:00 p.m. No fuﬂher
| information was provided, ‘

STATEMENT OF DEFICIENCIES (Xt} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
135007 8. WING 12108/2013
NAME OF PROVIDER COR SUFFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. » 988 POPLAR STREET
BINGHAM MEMORIAL SKILLED NURSING & REHABILITATION
w t BLAGKEOOT, ID 83221
(A4 1D i SUMMARY STATEMENT OF NEFICIENGIES ] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX g (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ! 'REGULATORY OR LSG IDENTIFYING INFORMATION) TAG . CROSS REFERENCED TG THE APPROPRIATE DATE
i DEFICIENGY)
]
F 368 ; Continued From page 63 F 368

Fvening shift aide will offer snacks to )
residents. Daily documentation of HS snack
offerings will be held at nurses station.

In-gervice will be provided {o nursing staff by
administrator concemning availebility aad
passing of HS snacks on 1/2/14 .

Letter that was given out to residents on 12/30
is provided to residents or family with their
admission packet and paperwork.,

Letter provided to residents on 12/30 will be
re-distributed at least quarterly to all residents.

Measuores that will be putinto place to
ensure that this deficiency does not recur:

Administrator will interview 5 residents
weekly for a period of at least 12 weeks
starting the week of 1/5 to ensure residents are
being offered HS snacks. Any issues will be
reported to the QA committee.

Measures that will be implemented to
monitor the continued effectiveness of the
corrective action taken to ensnre that this

. deficiency has becn corrected and will not

recur:

The QA committee will review any issues
uncovered by weekly audits and after the
initial 12 weeks make a defermination related
to changing the frequency of those audits, QA
commities will continue to monitor progress of
facility related to offermg HS snacks to
residents.

[ / ['L“‘%ILf
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: interview, the facility fallad o ensure food was
: stored and prepared under sanitary conditions,
! This had the potential to effect 12 of 12 s 1 -
i 12) sampled residents and all residenis in the

“as 1o when they were openad,
¢ - In the walk-in freezer two partial bags of "tater

The facility must -

('t) Procure food from sources approved of
consldered satisfactory by Federal, State or local
authorities; and

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

This REQUIREMENT s nct met as evidenced
by
Based on observation of tha kitchen and staff

facility. Not ensuring cleanliness of food caris,
proper storage of food, smooth surfaces on
cutting boards and the proper femperature of cold
focd placed residents at risk for fcod borne
ilinesses Findings include;

1. During the initial four of the Kitchen on 12/2/13
at 6:25 p.m. the following unsanitary conditions
wers found;

- In the watk-In freezer, two partial bags of mixed
vegetables were found open and were not dated

tots™ were found open. One bag had tots. falling
out of it onta tha shelf, There was no date when
fhey were cpened.

- A red and a grean large cutfing beard had deep
gouges that created an unclaanable surface.

- A soiled 3 foot by 4 foot nubber mat was
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. temps are taken appropriately, Any fssues will

F371

Corrective action for residents found to
have been affeefed by this deficieney:

No specific resident identified

Corrective action {or residents that may be
affected by this deficiency:

All residents have the potential to be affected
by these identified concerms, i
- 1
Open and undated bags were discarded without ;
further use !

Counseling and training given to the cook
responsible for the open/undated bags on 12/2
and servers of the egg salad on 12/4

Metal framed rack not used to deliver food will
now be used for drying floor mats

Tn-service will be provided to dietary staff by
administrator and dietary services supervisor
concerning food temps and dietary processes
on 1/2/14

Measures that will be put into place fo
ensure that this deficiency does not recur:

Administrator will audit the kitcheu 3 times
weekly for a period of at least 12 weeks
starting the weelk of 1/5 fo ensure progress in
maintaining sanitary conditions. Further, the
administrator will audit 3 meals weekly for a
period of at Teast 12 weeks fo ensure food

be reported to the QA commiitee.
Measures that will be implemented to

monitor the continned effectiveness of the
corrective action taken to ensore that this

deficiency has heen corrected and will not
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F 371 | Continuad From page 65 : ¢ Fan :
cbserved drapaed over a food delivery cart, .
The Diefifian was interviewed on 12/3/13 at 8:00 The QA committcn will ¥iow eny ssucs
d indicated the issues wera correctad uncovered by weekly andits, make cppropriate
am. andi s recommendaticns, and after the initial 12 ‘
) . woeks make a determination related to '
2. During the 12/4/13 cbservation of the noon changing the fequency of those audits. E
meal set up and delivery, three confainers with Additionally, QA commiitee will review i
eqg salad, one container of cottage cheese and facility progress in dietary services at least ¢ '
one containar of cold slaw were observad o sit gﬁ}ﬁfggn‘mczfn”;ﬁ;gg basis to aid in ] { ol |
on a cart for over 20 minutes before being placed § comp B L’ :

. on the cold side of the steam table. The egg R
i salad, cottage cheese and cold slaw contained :
proteln materials that pui them af osk for growing g

i food boine bacteria. The aide did not check the : i

Htemperaiure to assure the containers were held at : i

I

| a femperature less then 40 degrees Fahrenheit
Three residents asked for egy salad sandwiches
{ during the noon meat. ;

Tha Dietitian was interviewed on 12/5/13 at 2:30
p.m. She indicated that the cold food should have

had the temperature taken and did not know why Fi87
it was nof on the list they Use fortemperatures _'"“
She indicated i was corrected, Corrective action for residents found to

F 387 | 483.40{c)}{1)-(2) FREQUENCY & TIMELINESS | F 387 have been affected by this deficiency:

= I -
§5=0| OF PHYSICIAN VISIT Resident 4 was seen by physician in the BR on
. ' - : 11/17/13 and resident was seen in December
The resident must be: seen by a physician at least | and will be seen in January by his physician,
ohce avery 30 days far the first 90 days after
admission, and at least once every 60 days Resident 8 was seen in the facility on 12/17 by !
thereafter, his attending physician
i

A physician visit is considered timely if it occurs f:ifggiﬁ :ﬁg;;%’ggﬁfﬂ?gﬂ?;dﬁ:;e P .
not Igt:{; than 10 days affer the date the visit was © track physicizn visits and progress notes. : :
required. ,

Corrective action for residents that may be
affected by this deficiency:

; This REQUIREMENT s not met as evidenced All residents have the potential to be affected

: hy these identified concerns 1
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by:

Based on record raview and staff interview, it
was determinad the facility did not enstire
residents were seen by their physicians as
frequently as required. This was true for 2 of 12
residents (#s 4 & 8) sampled for frequency of -
physician's visiis, The deficlent practice had the
potential o cause rmore than minimal harm if
residents' multiple medical issues were not
moniiored by a physician. Findings included:

1. Rasident #4 was admitied fo tha facility with
raulfipie diagnoses to include, heart failure,
GERD, diabetes meliitus, CVA, hemiplegia,
seizure disorder, depression, COPL, cerebral
aneurysm, dysphagia, and neurological negiect
syndrome.

Areview of physicians visits for the resident
documented the resident had been seen by the
physician on admit 8/16/13, zero physiclan visit in
September, physician visit on 10/15/13, and Zero
physician visit in Navembar,

On 12/5/13 at 5:45 p.m., the DNS and MBS
coordinater were inferviewed regarding the lack
of physician visits for Resident #4. The MDS
coordinator indicated the physician may have
visited and, "The physician's progress nole just
rnay have nof made it to the resident's chart yet.”
The MDS coordinator said she would fook for
progress notes for tha September visif and the
Cctober visit, No further information was -
provided.

2. Reasident #8 was admitted to the facility on
112112 with diagneses of Farkinson's disease,
diabates mellitus type H, and dementia.
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visits and progress notes can be tracked,
Medical records will use calendar to track

accordingly

Letter sent to all attending physicians

patients

them when visits are required

notes will be audited at least quarterly by
it is being updated and tracked correctly.

Measures that will be putinte place to

the QA committee.

Measures that will be implemented to

recur:
The QA committes will review any issues

recommendations, and after the infiial 12
weeks make a determination related to
changing the frequency of those audits,
Additionally, QA committee will review

quarterly cn an on-going basis to aid in
monitcring compliance.

Physician visit calendar established so that

physician visits moving forward and update it

informing them of regulations related to visits
and indicating when visits are due for their

Letter will be sent golng forward to physiciang
refated to the physician visit calendar notifying
Physician visit calendar and physician progress

someone other thar medical records to ensure

ensure that this deficiency does not recur:

Administrator audit 4 resident charts weekly
for a period of at least 12 weeks starting the
weel of 1/5 to ensure residents are being seen
by a physician, Any issues will be reported to

moniior the continned effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not

uncovered by weekly andits, make appropriate

facility progress on physician visits at least

(felig
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The most recent annual MDS assessment, dated :
: 10/20/13, documenied the resident; :
i - had short and long term mernory problems,
: - had severaly imipaired decision making skills,
-~ had verbal and physical behaviors 4 to 8 days a
week, :
- required extensive assistance for bed mability, |
fransfers, dressing, personal hygiene and
bathing, :
- had a trunk restraint :
Review of the medical record for physician's
progress notes indicated the last fime the
physician saw the resident was on 5/20/13. When
the MDS Coordinator was asked about the lack of
information o show the resident had been seen
by a physician, the MBS Coordinator produced a
letter dated 6/12/13 showing the physician
needed to make a visit. The physician still had not |
made the visii at the time of the survey which was :
more than 8 menths late. The resident had Ta41
multiple medical issuas that should have been
addressed by the physician, as evidenced by the Carrective action for residents found to
MDS. have been affected by this deficiency:
F 441 | 483 65 INFECTION CONTROL, PREVENT ] F 441 Mo specific residents were identified
s8=E| SPREAD, LINENS : P
. . FLaundry staff will wear gown and protective
The facility must establish and maintain an shoe coverings when handling dirty larmdry,
Infaction Confrol Program designed to provide a Communication posted in laundry and
safe, sanitary and comfortable environment and | provided to steff prior to the end of the survey.
to thfp prevent .the dgvelopment an,d fransmission Corrective action for residents that may be i
of disease and infection. aifected by this deficiency:
{a) Infection Control Pregram A residents have the potential to be affected
The facility must sstablish an Infection Gontrol by these identified concerns.
Progran !Jﬁdel‘ which it - H : Laundry staff will wear gowns and protective
(1) Invesligates, controls, and prevends infections ! foot coverings when handling dirt leundry
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in the facility;
(2) Decides what procedures, such as isolation,
should be applied io an individual resident, and

{3) Mazintains a record of incidents and corrective |

actions related fo infections.

{b) Preveniing Spread of Infection

{1) When the Infection Conirol Program
determines thaf a resident needs isolafion io
prevent the spread of infection, the facllity must

; Isolate the resident.

(2) The facility musi prohibit employess with a
comrnunicable disease or infected skin leslons
frormn direct contact with residants or their focd, if
direct contact will fransmit the diseass.

(3} The facility must require staff fo wash their

hands after each direct resident contact for which E

hand washing is indicated by accepted
professional pracfice.

(c} Linens

i Persannet must handle, store, process and
i transport finens so as to prevent the spread of

infaction.

This REQUIREMENT Is notl met as evidenced
by:

Based on obsetvation and staff inferview it was
determined the facility failed to ensure finen was
handled in a manner fo prevent cross
contamination. This hiad the potential to affect all
residents in the facility including 12 of 17 sampled
residents. Failed infection control practices put
residents at risk for acquiring nosccomial
infections: Findings include;

On 12/4/13 at 10:20 a.m. the laundry room was

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
135007 B. WING 1216812013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COBE
: 98 POPLAR STREET
BINGHAM MEMORIAL 8 URSING & REHABILITATION
MORIAL SKILLED NURS! REH BLACKFQQT, 1D 83221
4} D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PiAN OF CORREGTION LG
PREFH (EACY DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE * COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG " CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- 441! Continued From page 68 F 441

In-service will be provided laundry staff by
administrator and [aundry supervisor
conceming dirty linen handiing and infection
control on 1/2/14

Laundry supervisor implemented a daily
checklist for laundry staff to act as a reminder -
to wear gown, shoe coverings and gloves when
handling dirty laundry.,

Measures that will be put into place to
ensure that this deficiency does not recox:

Admimistrator will audit the laundry room 3
times weekly for a period of at least 12 weeks
starting the week of 1/5 to ensure proper dirty
laundry handling is occurring. Any issues will
be reported to the QA comumnittee.

Measures that will be implemented to
monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recur:

The QA committes will review any issues
uncovered by weekly audits and after the
initial 12 weeks make a determination refated
to changing the frequency of those audits.
Additionally, QA committee will review
facility progress on infection conirol at {east
quarterly on an on-going hasis to aid in
menitoring compliance.

(i
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inspecied and the laundry superviser was
interviewed. The laundry room was smali and
contained one regular washer, bwo commercial
washers, and iwo commercial dryers. Tha clean
linen room was separated from the dirty linen
rcom by a doorway and coniained 1 table for
folding ciean linen. There was a wire cart infront
of the washer for clean linen ic bs fransporied
from the washers to the dryers. There was no
cart for the dirty linen io be sorted prior o placing
the laundry into the washers

The jaundry supervisar was asked how dirty and
clean linen were processed. The suparvisor
stated, staff glove up befere emptying the plastic
bags of dirty laundry onto the ficor to be sorted.
Tha dirty laundry is then placed in the washer.
She stated after the laundry is washed, dried, and
placed in a clean linen baskes brought over from
the clean side, the linen is then taken to the clean
side whare it is folded, The superviser stafed

: isolafion laundry is usualty done at the end of the

day in the regular washing machine and then the
washer is disinfected. The surveyor asked the
supervisor if and when staif wear gowns i
process laundry. The supervisor stated the staff
only wear gowns when isolafion faundry is
washed. The surveyor asked how staff prevents
the dirty and isolation jaundry from fouching the

| staft's clothes during the laundry process. The

supervisor stated she understood the potential
risk of contaminating clean laundry hy not

wearing a protective gown over clothing when
sorting and caring dirty laundry fo the washer.

Note: The facility had 4 residents, Random

- Residents #'s 19-22, on isolation precautions, dus
: to antibiotis resistant arganisms,
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On 12/4{13 at 8:30 p.m. the Administrator and
DNS were informed of the infection conirol
issues. No further information was providad.
F 514 | 483.75())(1) RES F 514

S8=E

RECORDS-COMPLETE/ACCHRATE/ACCESS!
LE :

The facilily musi maintain clinical reconds on each
resident in accordance with accepted professicnal
standards and practices that are complete;
accurately-documented; readily accessible; and
systematically organized.

: The clinical record must contain sufficient

- information to identify the resident; a record of the
i resident's assessmants; the plan of care and

! services provided; the results of any
preadmission screening conducted by the State;
and prograss noles.

This REQUIREMENT is not met as evidenced
by: .
Based on staff inferview and record review, if
was determined the facility failed to maintain
accurate, complete, and arganized clinical
records on each resident. This was frue for 4 of
12 (#'s 1, 3, 10, 11) sampled residents reviewed

- for chnical records. This created the potentiai for

medical decisions {o be based on inaccurate
infermation. Findings included:

1. Resident #1 was admitted with maltiple
diagnoses to include, anxiety disorder,
depression, senile delusions, hearing loss, and
biindness related to macular degeneration.

Resideni #1's Patient Medication Profile

F514

Corrective action for residents found fo
have been affected by this deficiency:

November and December recap orders in
resident 1°s medical record

Physician progress note from 10/25 were
placed in residents 3 and 10 medical records

Physician progress note from 10/28 placed in
resident 11°s medical record

Full facility audit completed by medical
recerds and corresponding calendar ereated to
track physician visits and progress notes

Corrective action for residents that may bé
affected by this deficiency:

All residents have the potential to be affected
hy these identified concerns.

In-service to nursing staff and medical records
related to fimely filing in medical records on
1/2/14

Physician visit calendar established so that
vistts and progress notes can be tracked,
Medical records will use calendar to track that
pregress notes ars in the medical record.
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{Physicians Recapitulaticn Orders) for the monih
of Movernber and December weare not in the
Resident's chart,

O 12/5/13 at 3:25 p.m. the MDS Coordinator
and DNS were interviewed about the missing
physician's orders. The MDS Coordinator

| indicafed she was unsure why November 2013
orders were not in the chart. She said they should

be by now it is December, She stated the
December 2013 orders had bean sent to he
physician for his signaturs.

On 12/5/13 at 4:35 p.m., the surveyor was
provided with a copy of the November 2013
Patient's Medication Profile (Physician's
recapitutationt orders).

2. Resident #3 was admitted to the facility on
4/22/11 with diagnoses of dysthymic disorder
(severe deprassion), episedic mood disorder,
psychiafric disorder with detusions and diabetes
mellitus type ! without complications. :

The medical record did not have the physician
progress notes to review for his visft on 10/25/13,
The DON was interviewed on 12/5/13 at 3.25
p.m. about whether the resident had been seen
by the physician. She stated the resident had
been seen by the physician. The physician

| dictated his visit and staff had not downloaded the
: note and placed it in her record. The notes were

downloaded one and a half months after the visit;
the notes were provided to the surveyors during
the survey.

3. Resident #10 was admittéd to the facility on

11721112 with diagroses of paraiysis agitans,
acuie kidney fallure and rehabiliation procedure,

F 514!

Physician visit calendar and physician pro

notes in chart will be audited at least quarterly

i by someone other than medical records o
ensure it is being updated and tracked
correctly. -

placed in medical records umtil receipt of €
signed monthly recaps from the physician
received. The signed menthly recaps will
be included m the medical record.

Measures that will be put info place {o

notes are inserted timely. Any issues will
reported fo the QA committee.

Measures that will be imnplemented to

defieiency has been corrected and will i
recar:

The QA cornmittee will review any issnes
uncovered by weekly audits and after the

to changing the frequency of those audits.
Additionally, QA committee will review
facility progress on medical records at leas
gnarterly on an on-going basis to aid in
monitoring compliance.

Coples of unsigned monthly recaps will be

ensure that this deficieacy decs not recur:

Administrator or DON will audit 5 resident
charts weelly for a period of at least 12 weeks |
starting the week of 1/5 to ensure residents

monthly recap orders and physician progress

maonitor the continued effectiveness of the
corrective action talen to ensure that this

initial 12 weeks meke a determination related
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The medical record did not have a physician's

progress note to review for his visit on 10/25/13, | :
The DON was interviewed on 12/5/13 at 3,25 ' ;
p.m. about whether the resident had been seen
by the physician. She stated he had been seen.
The physician dictated his visit and staff had not :
downloaded the note and placed if In-the medical
record. The notes weare downloaded one and a

* half monthg after the visit, the notes were . ;
: provided to the surveyors during the survey. i

4. Resident #11 was admitted to the faciiity, on |
2/22113, with diagnoses of TIA/Siroke witheut i
residual.

The resident was seen by the physician on

10/28/13. The medical record did not have a
progress note for the visit. The DON was :
interviewed cn 12/5/13 at 3:25 p.m. about the '
lack of a progress note for the visit. The physician
was contacted and he dictated a note on 12/5/13
af 2:50 p.m. The note was received and placad in
the resident's medical record during the survey.

FORM GIW5-2567{02-28) Previous Versions Obsolete Evant D0 5UGT Fasifily ID; MDS001045 if continuation sheet Page 73 of 73 !
i



Bureau of Facility Standards

PRINTED: 12/23/2013

FORMAPPROVED

IV\I%MJ!;JW)

z !L;/M

IJ
M}n/\ 17045 B“'ﬂ"‘l.é;@/

If centinuztibn shedt | ofls

3fs/14

STATEMENT OF DEFICIERCIES {%1) PROVIDER/SUPPLIER/GLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY f
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED i
. - !
MDS001040 B. WING 1210912013 :
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
98 POPLAR STREET
N L SIN
BINGHAM MEMORIAL SKILLED NURS) G &R BLACKEGOT, ID 83221 :
(1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORRECTION 046}
BREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTWVE ACTION SHOULED BE GOMPLETE i
TAG REGUI ATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE '
DEFICIENGY)

C 000 16.03.02 INITIAL COMMENTS C 000 )
The Adminisirative Rules of the idaho The following Plan of Correction is submiited -
Department of Health and Welfare, by the facility in accordance with the pertinent :
Skifted Nursing and Intermediate Care terrns and provisions of 42 CFR Section 438
Faciiifies are found in IDAPA 16 and/or refated state regulations, and is intended
Title 03, Chapter 2 ’ 1o serve as credible allegation of our intent to !

P L s ) correct the practices identified as deficient. |
: The following _deﬁcnencses were cifed durl_r?g the The Plan should not be construed or ]
»annual State licensure survey of your facifity. interpreted as an admission tha the
; deflciencies alleged did, in fact, exist; rather,
; The surveyors conducting the survey were: the facility is filing this document in order to I s
- Amy Barkley, RN, BSN, Team Coordinator comply with its obligations as a provider
Arnold Rosling, RN, BSN, QMRP participating in the Medicare/Medicaid
: ’ ! ! programis).
G 121; 02.100,03.¢c,v Encouraged/Assisted to Exercise C 121
: Rights
v, s encouraged and assisted,
threughout his period of stay, to
exercise his righis as a
patflent/resident and as a citizen, and Please see POC for F151 aud F166
to this end may veoice grievances and Hitli l.[l
recommend changes in policies and
services o facility siaff and/or to
outside representafives of his choice, RECENED
free from restraint, interference, b B B S . S ot
coercich, discrimination, or e n
reprical; | MAR 5 29%
This Rule is nat met as evidenced by:
Refer to F151 as it relates to residant rights. EACH FTY STANDASDS
! - ; £ofr, STANDARDE
Refer fo F166 as if refates to voicing grievances. TANDARDS
C 23] 02,100,03,c,vii Free from Abuse cor Restraints C 123
. Pleass see POC for F221
vil.  Is free from mental and l (% IL(
physical abuse, and free from chemical .
and (except i emergencies) physical
restraints except as authorized in -
- writing by a physician for a specified
! and limited perlod of #me, or when ™
TITLE (48) DATE
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necessary o protect the
patientresident from injry 1o |
himself or to others;

This Rule is not mat as evidenced by: . _ t ﬁo/ H ,
Refer fo FZ21 as It relates to physical restraints. e e ‘ . o -

C 297 02.107,05,a Bedtime Snacks | G297

'z Bediime snacks of nourishing
qualify shall be offered, and
between-meal snacks should be )
offered. _ Please see POC for F368
This Ruie is not met as evidanced by: ‘

Refer fo ¥ 368 as It relates fo bedfime snacks.- l / [0 / L{

C 325 02.107,08 FOOD SANITATION cas | S R e

1 08. Food Sanitafion. The
acquisition, preparation, storage, and
serving of all food and drink m a
factity shall comply with Idaho
Department of Health and Welfare )
" Rules, Titie 0Z, Chapter 18, "Rules . . Please see POC for F371 :
Gavermning Food Sanitation Standards S B

. | forFood Establishments (UNICODE)." ] . o Jjw/{tf

This Rule is not mat as evidenced by: S B,
Refer in F371 as it relates to kichen sanrtatlon

C 422 02.120, DS P,V Capacrty Requirments Tor C4z22
: TDLIetsza‘rh Areas -

vil.  ©On each patlent/resident floor
or nursing unit there shall be at
'emst one (1) tub or shower for every
: twelve (12) licensed beds; one (1)
toliet for every eight (8) licensed 3 _ ) S _
bads; and-one (1) lavatory with miror - I S o R
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. Tubs, ghowers, and lavatories shall be

for every eight (8) ficensed beds.

chrmectedto hot and cold running
watar;
This Rule 8 notmatas ewdanoed by

Rased or abservation ‘and staffinterviews- lt Wag———

| licensed beds. This affected 12 of 12 (s 1-12)
! sampled residents and had the potential to affect

{ub or showsr for every 12 beds; therefore, the
facility should have 6 showers and/or fubs.

.Tour of the faciitty {Environmental Tour), The

determined the facilfy falled to provide the
minimum bathing facilifies for the number of

all residents in'the facility. Findings included:

Neter The facility Is licensed for 70 beds and has .
only 3 working showers. The idaho Administraiive
code documents, a facility is required to have 1

On 12/4/13 at 10:20 a.m.,, the Maintenance
Supervisor and the Administrator accempanied”
the surveyor during the General Obselvations

following bathing facililies were evalyated:

* 300 hail shower reom had one working shower,
one shower stall without working plumbing, and
one broken tub. The Mainiehance Supervisor and

Administratoridsnfified the tub-was unusable

| and the Administrator stated the b bad ongoing

becausea it had a pin hole leak i it which *
prévented the door of the tub from sealing and
e fub wouldn't hold water.,.

* 400 hall shower room had one working shower
and one broken tub. The Maintenance Supervisor

problems which the facility had been able to fix up
unti] August 2013. They said when the ren. from
[Company's Name] came in to evaluate the tub
on the 300 hall he looked af the 400 hall tub and
told them, the tub can no longer be fixed bacause
the tub is outdated and the company does.nof

cé2z L

No $p eciﬁé;;ideut—was ider:ﬁ?i;d ’
affected by this deficiency:

by these identified concerns.

highiighted concerns.

Any issaes wﬂl be reported to the QA

Corrective action for residents found to
have been dffected by this deficiency:.

Correetive action for residents that may be .
All residents have the potential to be affected

Administrator will meet with Resident Conneil
on 12730 to discass showers and bath tubs.
Letter #ill be presented to all residents who do
or do not attend this meeting addressing these

* New shower installed in 300 hall shower room,
" new bath tub installed in 300 hall shower
toom, and 400 hall bath tub to be fived.

Measures that will be put'into place to
ensure that ihis deffciency does not recur:

- Administrator will zudit that all 6 showers/batl
tubs are working properly weekly for'a period
of at isast 4 weeks starting the weel of 1/5,
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committes,

recur:

changing the frequency of those andits.

Measures thaLwﬂl be unplemented o
monitor the continued effectiveness of the
corrective action taiten to ensure that this
deficiency has been corrected and will not

The QA _committee.wﬂ_‘[ review amy issues
uncovered by weelly audits and affer the
“initial 4 weeks make a determination related o

e
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* 500 hall shower room had one shower stali.

interviewed about the madequate nomber of . : P
| bathing facilities. The Administrator said hehad” 177 . 0 | - ' T .

several companies submit bids for new-tubs after | - | —- -
the rep. from [Company's Name] fold him the :
tubs were broken and could ne longer be fixed.
The Administrator said he ordered the new b in
September 2013 and had a 12 week delivary
fime. :

On 1244/13 at 10:45 am., the Adrmn strator was L _ ' : ’ ] 3
|
i
t

On 1204713 at 11:30 am the Admimistrator . |~ - - A
provided the surveyor with the bid, purchase ' : )
request, and purchase order documentation,

C 672 02.150,03,c Staff Knowledge of tnfection Control | € 672

¢, Exhibiied knowledge by staff in
cortrolling transmission of disease.
This Ruls is nof metf as evidenced by:
' Flease refer fo F441 as it relates to siaff
knowledge of infection control.

- . Please see POC for F441 l/[D/}'L}
' 0674 02.151,01 ACTIVITIES PROGRAM CE74 - ' -

81, ACTVIIES PROGRAM. 1 T T oo i o

01, Organized Program. There
shall be an organized and supeivisad
activity prograsm appropriate fo the
. | néeds and interests of e&ch

-| pafient/resident. The program shall be
-l designed fo include a vaniety of . _
| processes and services which are - Please see POC for 248
. designed fo stimulate . ’ T : .
patlents/residents to greater
self-sufficiency, resurmpiion of normat
acfivities and maintenance of an
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optimal level of péychosocial . ' -
funciioning.. it shaff include” ’

recreation, herapeutic, lsisure and-: . | ‘ o
| ¥ / io/;L/

rehgious activitiss.
This Rule is not met as evidenced by 1
Refer o F248-as it relates fo- acﬂvmes - ) S— - — e

'C-?SS 02.154,02,b Frequency of. Phys;olan Visits C 733

n,’ Eac:h skilied nursing pa’ﬂent

shall be seen by fhe attending )
‘physician at least once every thiry
{30) days for the first ninefy (50)

days following admission. Thereafter,
an alternative schedule may be adopied
for patlent/ resident visits basad on
physician's determination of need, and - Please se= POC for F387
so justffied in the : '

.patient'sfresident's medical record.
At no fime may visits exceed ninety
o (90} day Infervals. All physicians”

; visits shall be recorded in the
pafient's/ resident's medical record,

with a physician's progress note, . - ' A . ‘ -
' ‘ ' ‘ fﬂaﬁu

This Rule-Is nof met as avidenced by:
Referto F 387 as jt reiates to physncxan visiis?

P Fpr—

C 782 D.’Z.ZO0,0B,a,iV Raviewed and Revjsed . G782 B
‘| v.  Reviewed and revised as needed |
to reflect the curentneeds of

patients/residents-and current goa]s . Flease sca POC for F280 : ) b
to be accompiished: : _ B _ oo
This Rule is not met a5 evidenced by: - ‘ o :

Refer to F280 as it relates to care planning, - : : / /o )/‘7L

C 780/ 02.200,03,b,vi Profection from InjuryiAccidents  .§ G790 7, L L o .
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C 811] 02.200,04.,vil Medication Errors Repcrted o | csl
: Physman '

vil, Medication-errors (which shall : o
¢ be reported tn'the chiarge nurse-and ‘ '
atkendmg physzcxan ‘ - : g
Thxs Rule is not mat as evidenced by o : . . o

Refer o F333 as i relates o medication’ errors. | Please ses POC for F333
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> 881.02.203,02 INDIVIDUAL MEDICAL RECORD C 881

02. [ndividual Medical Record. An
individual medical record shall be
maintained for each admission with &l
entries kept cumrent, dated and
signed.- All records shall be either
iypewriiten ot recorded legibly in

ink, and shalt contain the following:

This Rule is not met as evidenced by ’ . Pleass see POC for B5 14 | / [ o / /._11 !

Refer n F5 14 as. Jt relates o medlca] records
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER — Govemnor DEBRA RANSOM, R.N.E.H.LT., Chief
RICHARD M. ARMSTRONG ~ Director BUREAU OF FAGILITY STANDARDS
3232 Hlder Strest

P.0. Box 83720

Boise, ID 83720-00G09

PHONE 208-334-6626

FAX 208-364-1888

January 27, 2014

Arthur F. Gulden, Administrator

Bingham Memorial Skilled Nursing & Rehabilitation Center
98 Poplar Street

Blackfoot, ID §3221-1758

Provider #: 135007

Dear Mr. Gulden:

On December 9, 2013, a Complaint Investigation survey was conducted af Bingham Memorial
Skilled Nursing & Rehabilitation Center. Amy Barkley, R.N. and Amold Rosling, R.N.,

Q.M.R.P. conducted the complaint investigation. This complaint and a second complaint were
investigated in conjunction with the facility's annual Recertification and State Licensure survey.

Records were reviewed, observations made and/or interviews were conducted with 22 residents,
including a review of the identified resident’s closed record. Facility staff, including the Director
of Nursing Services (DNS) and administrator, were interviewed. Facility's incident/accident
(I/A) reports were reviewed. '

The complaint allegations, findings and conclusions are as follows:

Complaint #1D00005853

ALLEGATION #1:

The complainant stated staff did not respond to call lights timely. On December 1, 2012, around
3:45 a.m., the resident needed to go to the bathroom. The resident thought she rang for the nurse

but when the nurse did not respond, she got out of bed to go to the bathroom and fell. She said,
she laid on the floor for quite a while and screamed for help.




Arthur F. Gulden, Administrator
January 27, 2014
Page 2 of 5

FINDINGS:

The identified resident's medical record nursing notes documented that on December 1, 2012, the
resident was up in the lobby at 2:00 a.m. The resident was "confused and restless” at that time.
Nursing notes did not document when the resident was returned to her room or if the resident
was retumed to bed.

The facility's I/A report and resident's medical record confirmed the resident fell on December 1,
2012, at about 3:45 a.m. Staff heard the resident velling and found the resident on the floor
laying on her right side. The resident's wheelchair and bed were next to the location of the
resident on the floor. The facility's investigation of the incident documented the following:

e The resident was taken to the bathroom two hours prior to the fall and was still dry when
checked out after the fall;

e The call light was working, within reach, but not activated;

¢ The resident did not have any alanms on prior to this fali;

e The resident thought her family was there and was trying to get up and use the toilet; and
¢ The resident fell on her "tailbone” and did not appear to have any injuries.

After this fall, the facility added a bed alarm and a motion monitor. In addition, the resident had
an alarm added for the wheelchair.

There was no documented evidence that the resident had to wait a long time for staff to respond
to her calls for help when she fell out of bed onto the floor. The Certified Nurse Aide (CNA)
who found her gave the statement that he was responding to an alarm and heard the resident
velling for help. The CNA notified the nurse immediately. This was documented at 3:45 a.m.
The resident was taken to the bathroom and then taken to the lobby for further observation.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

The complainant stated that the facility has faulty equipment. Staff assured the familty that they
would watch the resident and that they have alarms that they would put on her bed. However, on
December 1, 2012, a visitor noted that a CNA was in the resident's room and when they looked at
the alarm that was on the bed, they noted it was broken. The CNA ended up getting another
alarm. t was broken also.
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FINDINGS:

The alarm was placed on the bed after the resident fell on December 1, 2012, at 3:45 a.m. The
CNA was interviewed and provided a written statement, which was not dated. The statement
verified the residents' alarm was not working on December 2, 2012, even after the batieries were
changed. The CNA had to change out the whole system. This corrected the problem. The alarm
was checked with the resident to verify that it was working when he finished.

It could not be determined that the resident fell because the alarm did not work.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #3:

The complainant stated that family members stayed with the identified resident a coupie of
nights. During that tie, no one came in to check on her and the alarm on her bed did not go off
when she got up to go to the bathroom. On both nights, family members assisted the resident go
to the bathroom.

The complainant said there were times that it would take them up to 15 to 20 minutes before
anyone would come help her. Family members had to help the resident to the bathroom and
back. They could get her out of bed, to the bathroom and back before anyone would respond to
the call button.

FINDINGS:

The first night was the mght of December 1, 2012. The resident's grandson stayed the night with
her. The family member assisted the resident to the bathroom during the night. The nurse
checked on the resident at 9:30 p.m. and gave the resident a pain medication. At2:30 am., a
CNA did vitals on the resident. The resident received pain medication at 6:00 a.m. The facility
was aware that there was a family member in the room during the night.

The second night was the night of December 2, 2012. The resident’s spouse stayed the night with
her. The family member assisted the resident to the bathroom during the night. The resident
received pain medication at 1:10 a.m. The nurse documented the resident's family member was
in the room, and the resident was resting in bed. At2:30 a.m., a CNA did vitals on the resident.

The residents' family filed a complaint with Joint Commission and the facility had to provide a
response to them. A copy of the mvestigation was previded to the survey agency. The facility



Arthur F. Gulden, Administrator
January 27, 2014
Page 4 of 5

investigated the complaint and did not find documentation to support that staff did not respond to
call lights. The staff was in the resident's room and the resident's family was also with her and
assisted her to the bathroom. During an interview on December 5, 2013, at 7:00 pan., the
admintstrator stated that if there were complaints about answering cail lights, they have video
tapes of the halls and staff go back and review them to see how long a call light would ring. The
average response times have been no longer than five minutes.

The residents' initial care plan dated November 29, 2012, was reviewed and there was no
interventions specific to aides providing care at night. The care plan documented "Assist
resident with ADLs as needed.”

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ATLEGATION #4:

The complainant stated that on November 30, 2012, the resident was having chest pains. The
resident found out that staff had not given the resident her heart medicine the night before.

That night, a family member waited until 9:30 p.m. to make sure the resident got her medicine.
FINDINGS:

According to the record, the resident was admitted to the facility on November 29, 2012, at 7:15
p.m. The Medication Admiristration Record (MAR) was reviewed. The only "heart medication”
the resident received was Sotalol 80 milligrams, an anti-dysrhythmic medication.

The resident was admitted to the facility with orders for Sotalal to be administered once a day.
The resident would have already received the medication when she was in the hospital prior to
admission to the nursing home. The orders were changed to twice a day on Novemnber 30, 2012,
after the family brought up the issue with nursing staff. The physician was contacted November
30,2012, at 9:00 a.m. and a telephone order for twice a day was received.

The MAR documented the resident received this medication at 9:00 a.m. and 6:00 p.m. on
November 30, 2012,

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.
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ALLEGATION #5:

The complainant stated that on December 3, 2013, the resident went home. The paperwork was
wrong when she was released. There were medications on the kst that the resident was not
taking. Three pain medicines and two antibiotics were listed.

FINDINGS:

The discharge paperwork reviewed indicated that the identified resident's family received a copy
of the medication administration record. The physician circled the medications that the resident
was to continue taking. The record hiad other medications, that included antibiotics, but there
was an "X" drawn through the medications she was not to receive. Bach of the medications the
resident was to continue on had "cont” and the physician's initials beside it. This was so the local
pharmacy would issue them to the resident after discharge.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

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

Sincerely,

s : yser

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

LXK /dmj




IDAHO DEPARTMENT OF
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January 30, 2014

Arthur F. Gulden, Administraior

Bingham Memorial Skilled Nursing & Rehabilitation Center
98 Poplar Street

Blackfoot, ID 83221-1758

Provider #: 135007

Dear Mr. Gulden:

On December 9, 2013, a Complaint Investigation survey was conducted at Bingham Memorial
Skilled Nursing & Rehabilitation. Amy Barkley, R.N, and Amold Rosling, RN, Q.M.R.P.
conducied the complaint investigation. The complaint investigation was completed in
conjunction with the facility's annual Recertification and State Licensure survey and one other
complaint.

During the investigation, the Director of Nursing (DoN), day shift charge nurse and the
Administrator were interviewed.

The following documents were reviewed:

e The identified resident's closed record and the records of 12 additional residents;
o Incident/Accident Reports from fune 2013 to December 2013;

¢ Resident Council Meeting minutes from June 2013 to December 2013;

¢ (rievances from June 2013 to Decemnber 2013; and

e Hospice notes for fuly 2013.

The complaint allegations, findings and conclusions are 2s follows:
Complaint #ID00006248
ALLEGATION #1:

The complainant stated an identified resident reported:
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¢ The resident had been vomiting and had burping in his throat from July 17, 2013 through
July 31, 2013.

e Medical atiention was not received by the resident in a timely manner to address an upper
castrointestinal (GI) bleed.

The complainant's concemn was that the resident did not receive medical services in a timely
manner.

FINDINGS:
The resident's Nurses Progress Note daied July 31, 2013, documented the following:

e 3:2]1 pm., "during evemng res(ident) vomited x 1. Zofran 4 mg prn (as needed) given (with)
0 (zero) further episodes of vomiting. Cont{inues) to ¢/o (complain of} nausea."

e 8:00 2.m., Pt (Patient) ¢/o N/V (nausea/vomiting) has not vomited since last pm (as needed)
Zofran at 4:30 a.m., but states his belly is still upset."

e 9:00 a.m., CNA reported pt starting to vomit again, vomit appears like coffee grounds.
Notified (Facility's name) home, health, and hospice. (Physician's name) called facility, the
facility gave the MD (medical doctor) vitals and explained vomiting, cold, clammy, pale and
vs (vital signs) starting to (drop). (Physician's name) gave new order to transfer pt to
Emergency Room for eval(uation) and treat(ment).”

Hospice notes reviewed from July 2, 2013 through July 31, 2013, did not document concerns
related to nausea, vomiting or constipation for the identified resident until July 31, 2013, after the
facility had identified the change in the resident's condition.

In addition, the resident was interviewed by surveyors during a complaint investigation the week
of October 11, 2013, at the facility. The resident did not report any mistreatment to the
SUIvVeyors.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

According to the complainant, the identified resident stated that on September 11, 2013, two
night shift certified nurse aides (CNAs) threw him 1nto his bed and caused him to hit his head on
the head board. The resident reported that he was taken out of the facility to get his neck and
spine x-rayed as a result of the injuries he sustained when his head hit the head board."

On September 19, 2013, the identified resident reported to the complainant that he was "Knocked
out for ten minutes after his head hit the wall during a transfer into bed by two to four staff
members." The resident indicated be did not receive any medical services immediately after the




Arthur F. Gulden, Administrator
Yanuary 30, 2014
Page 3 of 3

mceident.

The complainants concern was that the resident did not receive medical services immediately
after the incident.

FINDINGS:

The hospice notes reviewed for September 2013 did not document the identified resident
expressed concerns to the hospice staff or facility staff related to "rough” handimg or neck/back
pain associated with the transfers on September 11, 2013 or September 19, 2013.

Skilled Assessment notes reviewed for September 2013 did not document the resident verbalized
neck pain to the facility staff on September 11th, 12th, 13th, 14th or the 19th related to the
allegation of the resident "Hitting is head on the head board or the wall."

On September 14, 2013, the resident was sent to the hospital for a two-view thoracic spine x-ray
related to complaints of, "back pain." An x-ray reported dated September 14, 2013, at 7:15 am.
documented the following findings/opimions: "There is mild scoliosis present. No compression

fractures are seen. Mild progression has occurred since 024/13/2010 (sic).”

The previous six months of facility's abuse investigations were reviewed, July 2013 to December
2013, and did not document the above event had occurred. In addition, grievances and I&A's for
the previous six months were reviewed, July 2013 to December 2013, and did not document the
resident or the complainant had voiced concerns related to cares provided to the resident.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

As none of the complaint's allegations were substantiated, no response 1s necessary. Thank you
for the courtesies and assistance extended to us during our visit.

Sincerely,

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