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December 15, 2014

Kelly Spiers, Administrator

‘Teton Post Acute Care & Rehabilitation
3111 Channing Way

Idaho Falls, ID 83404-7534

Provider #: 135138

-Dear Mr. Spiers:

On December 11, 2014, we conducted an on-site follow-up revisit to verify that your facility had
achieved and maintained compliance. We had presumed, based on your allegation of compliance, that
your facility was in substantial compliance as of November 3, 2014. However, based on our on-site
follow-up revisit conducted December 11, 2014, we found that your facility is not in substantial
compliance with the following participation requirements:

F328 -- 8/S: D -- 42 CFR §483.25(k) -- Treatment/Care for Special Needs
F425 -- S/S: D -- 42 CFR §483.60(a),(b) -- Pharmaceutical Services - Accurate Procedures, RPH
F514 -- 8/S: D -~ 42 CFR §483.75(I)(1) -- Resident Records - Complete/Accurate/Accessible

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. Please provide ONLY ONE completion date for each federal and state tag in
column X5 Completion Date to signify when you allege that each tag will be back in compliance.
Waiver renewals may be requested on the Plan of Correction.

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

Your copy of the Post-Certification Revisit Report, Form CMS-2567B, listing deficiencies that have
been corrected is enclosed. :
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Your Plan of Correction (PoC) for the deficiencies must be submitted by December 29, 2014.
The compo_ﬁents of a Plan of Correction, as required by CMS must:

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

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

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

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

e Include dates when corrective action will be completed in column (X35).

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 1emedy
when determining your target date for achieving compliance.

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

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

As noted in the letters of August 6, 2014, following the Recertification, Complaint Investigation and
State Licensure survey of July 25, 2014, and in the letters folowing the Complaint Investigations of
August 28, 2014, and September 26, 2014, we have already made the recommendations to the Centers
for Medicare and Medicaid Services (CMS) for Demal of Payment for New Admissions (DPNA) and

termination of the provider agreement on January 25, 2015, if substantial compliance is not achieved by -
that time. CMS' remedies included:

A ‘per instance’ civil money penalty of $9250.00, and
A DPNA cffective as of October 25, 2015.
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
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separate formal notification of that determination.

If you believe the déficiencies have been corrected, you may contact Lorene Kayser, L.S.W., Q.LD.P. or
David Scott, R.N., Supervisors, Long Term Care, Bureau of Facility Standards, 3232 Elder Street, Post
Office Box 83720, Boise, Idaho, 83720-0009; phone number: (208) 334-6626, option #2; fax number:
(208) 364-1888, with your written credible allegation of compliance. If you choose and so indicate, the
PoC may constitute your allegation of compliance.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You may also contest scope and severity assessments for
deficiencies, which resulted in a finding of SQC or immediate jeopardy. To be given such an
opportunity, you are required to send your written request and all required information as directed in
Informational Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFacilities/
tabid/434/Default.aspx .

go to the middle of the page to Information Letters section and click on State and select the following;:
o BFS Letters (06/30/11)

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

This request must be received by December 29, 2014. If your request for informal dispute resolution is
received after December 29, 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 on-site follow-up revisit. If you have any

questions, comments or concerns, please contact Lorene Kayser, L.S.W., Q.I.D.P. or David Scott, R.N.,
Supervisors, Long Term Care at (208) 334-6626.

Sincerely,
htef\%%xqw’

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

LKK/dmj
Enclosures
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DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000} DISCLAIMER CLAUSE
PREPARATION ANDIOR EXECUTION OF THIS PLAN
The following deficiencies wera cited during the OF CORRECTION DOES NOT CONSYITUTE | THE
foltow-up to the annual recerlification survey of PROVIDER'S ADMISSION OF OR AGREEMENT WITH
your facility, THE FACTS ALLEGED OR CONCLUSIONS SET F(PRTH
IN THE STATEMENT OF DEFICIENCIES. THE PLAN O[I-)
The surveyors conducting the survey were; CORRECTION 1S PREPARED AND/OR E‘%E? J%E
Arnold Rosling RN, BSN, QMRP SOLELY BECAUSE IT 18 REQUIRED
Linda Hukili-Nsil, RN, PROVISIONS OF FEDERALAND STATE LAW.
The survey team entered the facility on F328
December 8 and exited on December 11, 2014. . )
e How corrective action
Survey Definitions: accomplished for the
DNS = Director of Nursing Services identified residents?
LN = Licensed Nurse Resident#18 has had their
MAR = Medication Administration Record .
‘MDS = Minimum Data Set assassment respiratory care plan updated
NH = Nursing Home on 12/08/14. And oxygen
S&C = Survay and Cetification saturations monitored as of
TAR = Treatment Administration Record 12/16/14.
{F 328} | 483.25(k) TREATMENT/CARE FOR SPECIAL {F 328}
ss=D | NEEDS o
o How you will identify other
The facility must ensure that residents receive residents with the potential
proper treatment and care for the following of being affected by the same
speclgl se_rvlces: practice?
Injactions; Resid ith respiratory
Parenteral and enteral fluids; esidents wi 1639113 or}
Colostomy, Ureterostomy, or ileostomy cars; needs have had their care
Tracheostomy care; plans reviewed by the
Tracheal suctioning; wEcEvED interdisciplinary team on or
Respiratory care; ‘ before 12/16/14 to validate
Foot care; and meme bon ke -
Prostheses. 1S3 I B O 14 they are u.pdatec! and
accurate, including the
EACH FYY BT, documentation of oxygen
Th1s REQUIREMENT is not met as evidenced saturations levels.
TITLE (%6} DATE

LABORAToyDl R'S OR PROVIL)EWSUPPH RRERRESEN

A//WI’V?W/—f‘

1€ +27Y

Any d clency statement ending with an asterisk {*) denotes a daﬁcloncy which the insliluilon Tnay 'be’excused from coreacting providing it is determined that !
other safeguards provide sufliciant protaction to the palients. {See Instructions.) Except for nursing homes, the findings statad above afe disclosable 90 days
following the date of survay whethar or not a plan of correction Is provided, For nursing homes, the above findings and plans of corraction are disclosable 14
days following the dale these documents are made available to the facllity, if deficlencles are cited, an approved plan of cosrection Is requtsile to continued

progeam participalion.

FORM GMS-2507{02-00) Provious Varslons Obsolete

Even'l ED CW2012

Facllity 1D: $iDS0C1775

if conlinuation shest Page 1 of 9
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Based on observation, record review, and
resident and staff interview, it was determined the
faclility failed to ensure oxygen therapy was being
assassed and monitared. This was true for 1 of 9
(#18) sample residents. This failure created the
potential for respiratory problems if the resident's
respiratory needs were not met. Findings
included:

Perry & Polter's, Clinical Nursing Skills &
Techniques, 7ih Edition, 2010, states on p. 629,
"Treat oxygen therapy as a medication...As with
any drug, continuously manitor the dosage or
concentration of oxygen. Routinely check the
health care provider's orders to verify that the
patient is receiving the prescribed oxygen
concentration. The six rights of medication
administration also pertain to oxygen
administration [including right patient, right
medication, right doss, right mode, and right
fime]."

Resident ##18 was readmitied to the faciiity on
11/14/14, after an interthecal Dilaudid pain pump
placement. The resident had multiple diagnoses
including lumbar compression fractures, chronic
pain, atrial fibriltation, and hypertension.

Resident #18's MDS assessment, dated 11/21/14
coded, in part, oxygen (02) therapy.

The resident did not have a respiratory care plan
initiated on his original admit date of 11/1714,
when he was on oxygen and or upon readmit on
11/14/14.

The resident's Admission Orders dated 11/13/14
documented, "Oxygen 2 Ipm {liters per minute]
..lo malntain sats [saturation} > [greater than]

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGYION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 328} | Continued From page 1 {F 328}

Address what measures will
be put in place to ensure
deficient practice will not
recur,

Nursing staff will be re-
educated by the Director of
Nursing and or designee on
updating respiratory care
plans to match the physician
orders, and the care directive.
Education also included the
documentation of oxygen
saturations on the medication
record.

How will the plan be
monitored to ensure the
solutions are sustained?

The Director of Nursing and
or designee will audit care
plans to validate that
respiratory care plans match
physician orders, care
directives, oxygen saturations
on the medication record.
These audits will be
completed: 3 days a week X4
weeks, then 2 days a week
X4 weeks, and then 1 day a
week for | month.

FORM CMS-2507(02-80) Previous Verslons Obsaleto

Event ID; Cw2012

Facility ID: MDS001776

if conlinutation sheet Page 2 of
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A. BUILDING
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(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL -
REGULATORY OR LSGC IDENTIFYING INFORMATICN)

0 PROVIDER'S PLAN OF CORREGTION

(X8)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOWPLETION

TAG CROSS-REFERENCED TO THE APPROPR
DEFICIENCY)

IATE DATE

{F 328)

Continued From page 2
80%."

The resident's December 2014 Physiclan's
Ordars recaplulation documanted, “Oxygen (02}
at 2 L/min [liters per minute] per nasal cannuia
Notes: TO KEEP SATS ABOVE 90% WHEN
CHECKED... as needed starting 11/14/2014."

Resident #18's Novermber 2014 MAR
documented, "O2 @ [al] 2 L to maintain sats >
80%". Nurses initials on day and night shiits

| starting-on 11/18/M14 (4. days-after readmission)
| through. 11/30/14, documented oxygen saturation

levels for.9 of 26 shllts and no l[ter ﬂow rate for
any of the shif(s

| Resident#18's Decembier2014 TAR
‘1 documented, "Oxygen (O2) at.2 L/fmin per nasal

caniula As Needed Starting 11/14/2014...Notes:
TO KEEP SATS ABOVE.90% WHEN CHECKED.
However, there was no docymentation of 02 lpm,
saturation fevel or if oxygen was administered to
the resident-from 121114 through 12/9/14.

On 12!8114 at 2:50 PM.and 12/10/14 at 8:40 AM,
resident was observed in his room, resting on his
bed with oxygen sel at 2 L/min via nasal cannula.

" | The resident sald he had fractures in his low back

and he was in a lot of pain and with the oxygen
help, he did not have to take deep breaths.

On 12/10/14 at 10:05 AM, the DNS was informed
of the oxygen monitoring and care concerns after
surveyor's observations and review of Resident
#£18's medical record. The DNS acknowledged
there should have been a respiratory care plan
and monitoting was not reflected as being done
according to the TAR,

{F 328}

CQI monthly for further
review and educational
opportunities.

comphance e

Findings will be brought to

e The DNSist espons:ble far

- Compliance d’atelsl.?/] 6‘/14'r |

FORM CMS-2667(02-99) Pravious Versions Obsolele

Event ID: CW2012

Facliily {D; MDS001775 If contlnua

{lon sheet Page 3 of 9
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PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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{F 328} | Continued From page 3 {F 328}
On 12/10/14 at 10:55 AM, the Regional Nurse
Consultant said the faciilty does not have any
Respiratory/Oxygen Policy and Procedures,
On 12/10/14 at 4:45 PM, the Administrator and
the DNS were Informed of the issuie, At the exit 425
confe_zrence on 12M1414, the faciiity provided a . "o How corvective action
Quality Assurance/Performance Improvement wlished for th
Plan addressing an action plan for the oxygen accomplisited jor the
monitoring and had already initiated a Respiratory S identified residents?

Lo Care Plan for Resident#18. - - .. SRENS SESENTEN B LN #1 was re-educated by‘ oo

" F 425 | 483.60(a),(b) PHARMACEUTICAL: SVC BT O F 425} - the Staff Development -
.ACCURATE PROCEDURES RPH gt - '

¢ 88=D

The facihty must prowde roulme and emergency I
drugs and biologicals to its residents, or obtam

them under an agreemenl desciibed i vt

§483.75(h) of this part..-The facility. may permlt

unlicensed personnej:to administer drugs Ef State
law permits, but only under-the genera! S
supervision of a l!censed nurse. Co R

\ S SRR
e

A facility must provide pharmaceutllcat sérvices
(includlng procedures that assure the accurate
acquiring, recelving, dispensing, and =~ -

administering of all drugs and b[olog:cals) to meet

the needs of each resident.

The facility must employ or obtain the services of
a ficensed pharmacist who provides consuliation-
on all aspects of the provision of pharmacy
seivices in the facility,

This REQUIREMENT is not met as evidenced
by:

Coordinator on 12/11/14 _to

have two signatures of

licensed nurses when "'

destroying used fentanyl:: .

patches and to documeént: the

destruction on the Medmat
Record.

10[1

How you will identify other | .

residents with the potential
of being affected by the sume

practice?
Medication records have
been reviewed by the IDT

team on or before 12/16/14 to

validate two signatures of
licensed nurse have been

obtained when destroying the

medication and documenti
the destruction on the
Medication Record.

ng

FORM CM3-2567(02.09) Pravious Varsions Obsolele

Event ID: CW2012

Facliity {D: MDS001776

if continuation sheet Page 4 of @
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- | states; in part, *Fentanyl transdermal palches are |

‘present a: un[que situation given the muilaple

‘and diversion, and the substantial amount of ¢

storage, limited access.and reconciliation of

Based on observation, record review, staff
interview, and policy review, it was determined
the facility failed to ensure the disposal of used
fentany! patches (a controlied medication) was
withessed by 2 licensed staff and documented.
This was true for 1 sampled resident (#8) during
medication pass observalions. The failed practice
created the polential of harm from the diversion
of the resident's used fenlanyl patch Flndmgs
mctuded

Informatlonal Letter Reference S&C 13- 02 NH

a conlrolled substance commonly used in- nursing
hornes for pain medlcation ‘These palches' "~

boxed warhings, the potential for abuse, misuse

fentanyi remaining in the patch afteruse..The . |- 3

facility's policies must address safe and s¢cure

controlled stbstances in order to minimize loss or
diverslon, and provide for safe handling, - =~
distribution and disposition of the medications.
One benefit of the palch is the continuous .
delivery of fentanyl over 72 hours. This:
slow-release of fentanyl from the transdermat
reservolr allows for more consistent pain control
in patients with chronic pain. This unique delivery
system, however, Is not impervious to diversion,
even after the fentanyl patch has been used,
removed andfor disposed. One study determinad
that even after three days of use, 28 to 84.4% of
the original fentany! dose was slill present in the -
patch. The study noted that the dose remaining in
the patch was within the limits of a lethal fentanyl

Tﬁz remaining fentanyl in a used patch ls a
potential vehicle of abuse and accidental

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 425 | Continued From page 4 F 425

e Address what measures will
be put in place to ensure
deficient pr acttce will not
Fecur.

Nursing staff will be re-
educated by the Director of
- Nursing and or designee on
- having two signatures of AR ¢
" licensed nuises when i @« g ik
- destroying fentanyl ﬁétcli" R
medications whenthey, . | i
document the destluctlon on .' R
the Mechcatlon Record ERCATRARE

. How w:ll the plan be AP

' momto; ea’ to ensme t]le
solutions are sustained? o =

" The Director of Nursing- andin |
or designee will audit
medication records to -
validate that there is two
signatures from licensed
nurses present when
destroying fentanyl patches’
destruction on the Medication
Record. The audits will be
completed 3 days a week X4
weeks then 2 days a week X4
weeks, and then 1 day a week
for 1 month, '

FORM CMS-2567(02-98) Previous Varsfons Obselete -

Event 1D:CW2012

Facility 1D; MDS001775

If continuation sheet Page 5of 9
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overdose and warrants implementation of
adequate disposal policles. Fentanyl products
contain several boxed warnings related to
potential abuse, misuse, and diversion, and
specifically, the contraindication of fentanyl
transdermal patch use in Individuals who are not
opioid tolerant.

Staff shouid dispose of fentanyl patches in the
same manner as wasting of any other controlled
substances, particularly because the actlve

1 ingredient-is still accessible. Wasting must involve
.| a secure.and safe rethod; so diversion andfor
, accldental exposure are mlmmlzed

The facillty s Policy and P:ocedures for
‘DigposalfDestruction of Explred or Discontinued

o Medications documented: ¥, Faclllty shouid

-destroy controlled: substances in the presence of

- aregistered nurse-and a ficensed professional in

accordance with Facility policy or Applicable Law.
Destruction of controlled-medications should be
‘documented on the controlled medication count
sheet-and signed by the registered nurse and
wntnessmg [tcensed professional "

an 12!9/14 at 1 55 PM LN #1 was observed as
she prepared to place a Fentanyl patch on
Resldent #8. The LN removed the resident's used
Fentanyl patch from the left chest area, folded it
up, and placed it in the foll wrap, from which she
had removed the new Fentany! patch. The LN
placed the new Fentanyl patch on the right chest
area and exited the resident's room. She then
disposed of the used Fentanyl paich in the sharps
container located on the medication cart. LN #1
stated, "l dispose of mine this way. | know others
may flush it down the toitet. Thisis all [ have to
do u

A second hcensed staff did not withess the

Findings will be brought to
CQI monthly for further
review and educational

. _The DNS tslespm
o ‘complmizce

opportumtles

jusible foi

e “ 'Complmnce date w 12/1 6/145 |

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 425 | Conlinued From page 5 F 425

FORN CHS-2567(02-90) Previous Verslons Obsoloto -

Event ID:CW2012

Facllity i0: MDS001775

If continuation sheel Page 6of 9
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{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION )
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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_F 4251 Continued From page 6 F 426
disposal and there was no documentation of the
disposal of the used fentanyl palch.
On 12/914 at 4:45 PN, the DNS and Regional
Nurse Consuilant were informed of the
observation where only one LN disposed of a
used Fentanyl patch and no additional
documentation was made for the disposal. The
DNS and Reglonal Nurse Consultant were asked F5 1 4
if they were familiar with the informational lefter L 38 :
regarding the disposal of used Fentanyl paiches. e I—Iow com ec!we actwn
- |- They:both.said they.were not sure of the e accompltshed for the. .
| information on'this letter, but the facility did have o identified residenits?
.. |Poligies-and Procedures for Controlled : -
S Medications The DNS sald she was not aware of TR Resident #18 has had his
oo diany: procedure in piace to deat wilh used r‘enlanyl e e ;‘.physmxen o1der for advanced
et 3 . 2 dlrectlves updated to match
t4-4IS 'PM th Ad istrat dl ' s-the P@ST by the: Directm of ' ;
“:Qn:A 2/ k) e Administrator an o R i
-+ {'DNS were informed of the Fentany! patch issue. Nursm o 12/10/14 _
- | At the exit:canference on12/11/14 the facility - S
- | provided‘a Quality Assurance/Performance .. How yoruwill .zdenty‘jv othe:
. |:improvement Plan: addree_sing gt]elr action plan - presidents: with the potential
for used Fentanyl patch disposition: , of being affected by the same
- {F 514} | 483.75(1)(1) RES {F 514} pract:ce? :
$8=D RECORDS COMPLETE!ACCURATEIACCESS!B R
LE esident’s. phys101an orders
‘ for advanced- directives have
, The fact!ity must mamtaln clinical records on each been reviewed by the IDT
resident Inaccordance with accepled professional tear on-of before 12/16/14 to
standards. and practices that are complete; vahdate that they are accurate
accurately dacumented; readily. accessible; and d match th POST
systematically organized. and match the
The clintcal record must contain sufficient
information to identify the resident; a record of the
resident's assessmentls; the plan of care and
services provided; the results of any
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{F 614}| Continued From page 7 {F 514}

preadmission screening conducted by the State;
and progress notes,

o Address what measures will
This REQUIREMENT Is not met as evidenced be put in place to ensure

by deficient practice will not
Based on staff interview and record review, it recur.

was determined the faciiity failed to maintain Nurs] taff will be re- -
accurate, complete, and organized clinical ursing stall wili be re-

records. This was true for 1 of 8 (#18) sampled ' , educated by the Directdr’ of o
residents. This created the potential for a medicat , : Nursing and or designee 0n -+ .50 oo
declsion error In:regards to the res!dent‘s code . . validating residents have:: .

status, Flndmgs mcluded accurate physician o1d'els'-f6

Resident #18. was readmltted to the facthty on . |- ] advanced dlI‘GCthGSl tha
411141 4-with multiple diagnoses including Eumbar w07 match the P OST
compleqslon fracturos lack of coordmdl(on and. : :
chronic Pa'” g L D SO I R How wm tke'plr?n "be'

“The res;dent‘s December 2014 recap:tulat[on S B monitored to ensureé th
Physiclan's Orders docamented, “Do Not . ,:_ S solutions are sustairied?.
Resuscitate", wath an order date of 11!14/14 R B The Director of NUISlng an,_ . Sita
s : or designee will audit v de o
resident code status to '
validate the POST matches

‘The re3|dent s ldaho PhySicmn Orders for Scopa
of Treatment (POST).signed and dated by the
resident's daughter on 11/3/14, documented

"Resuscitate (Full Code)"  * - the physician orders for
. ' advanced directives. This
On 12/9/14 at 3:45 PM, _the DNS was interviewed : audit will be completed 3. - | . -
regarding the status isstte.;When shown the days a week X4 weeks, then -
discrepancy in the. medical records the DNS 9d I X4 k d
stated staff would follow the code status on the ays a wee WECKS, an
POST. She said the Physician's order was: then 1 day a week for |
inaccurate and would be corrected. . month.

On 12/10/14 at 4:45 PM, the Administrator and
the DON were informed of the issue. The facility
did provide additional documentation after
awareness of the discrepancies. The facility
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{F 514} | Continued From page 8 {F 514}
provided thelr Policy on ldaho POST and another
POST signed and dated by the resident's . .
daughter on 12110114 with "Resuscitate (Ful Findings will be brought ta
Code)". CQI monthly for further
review and educational
opportunities.
o The DNS is responsible for
compliance., .. .
- Coifipliance dafeis 12/16/14 - -
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{C 000} 16.03.02 INITIAL COMMENTS {C 000}
The foliowing deficiencies were cited during the
follow-up to the annual licensure survey of your
facility. BECEIVED

The surveyors conducling the survey were: : e E D
Amold Rosling RN, BSN, QMRP VLR
Linda Hukill-Neil, RN.

The survey team entered the facility on
December 8, 2014 and exited on December 11,
2014,

C 824) 02.201,01,e Formulation of Pharmacy C 824
Polcies/Procedures C824

e. Participating in the formulation
of pharmacy service policles and

procedures in conjunction with the Refer to the plan of
administrator, director of nursing correction for F425 on the
service, and the physicians(s) 2567,

responsible for the medical direction
of the facility.

This Rule is not met as evidenced by:
Refer to F425 In regards to the disposition of
controlled medications including Fentanyl

patches,
{C 881} 02.203,02 Individual Medical Record {C 881}
02. Individua! Medical Record. An C881
individual medical record shall be .
maintained for each admission with all Refer to the plan of

aniries kept current, dated and
signed. All records shalf be either
typewrilten or recorded legibly in
ink, and shall contaln the following:

cortrection on the 2567 for
F514,

Bureau of Facilily Standards

LABORA RECTOR'S OR PROVIDI EPRESENTATIVE'S SIGNATURE TIT,LE . (X8) DATE
< : /A‘/wnrs'%—d\* |- 13-4
8352
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Physlcians Orders.

This Rule is not met as evidenced by:
Refer to F5614 as it relates to the POST and

Bureau of Facilily Standards
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