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Dear Ms. Freeze:

On September 22, 2016, a survey was conducted at Kindred Transitional Care And Rehab -
Lewiston by the Idaho Department of Health and Welfare, Division of Licensing and
Certification, Bureau of Facility Standards to determine if your facility was in compliance with
state licensure and federal participation requirements for nursing homes participating in the
Medicare and/or Medicaid programs. This survey found that your facility was not in substantial
compliance with Medicare and/or Medicaid program participation requirements. This survey
found the most serious deficiency to be an isolated deficiency that constitutes no actual
harm with potential for more than minimal harm that is not immediate jeopardy, as
documented on the enclosed CMS-2567, whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567 listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
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) and on or
before the "Opportunity to Correct." Please provide ONLY ONE completion date for each
federal and state tag (if applicable) 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.
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After each deficiency has been answered and dated, the administrator should sign the Form
CMS-2567 and State Form (if applicable), Statement of Deficiencies and Plan of Correction in
the spaces provided and return the original(s) to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by October 17, 2016.
Failure to submit an acceptable PoC by October 17, 2016, may result in the imposition of
penalties by November 1, 2016.

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

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

e 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;

e 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; and

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

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

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

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

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by October 27, 2016
(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay
the imposition of the enforcement actions recommended (or revised, as appropriate) on
December 21, 2016. A change in the seriousness of the deficiencies on November 6, 2016, may
result in a change in the remedy.
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The remedy, which will be recommended if substantial compliance has not been achieved by
December 21, 2016 includes the following:

Denial of payment for new admissions effective December 21,2016. [42 CFR §488.417(a)]

If you do not achieve substantial compliance within three (3) months after the last day of the
survey identifying non-compliance, the CMS Regional Office and/or State Medicaid Agency
must deny payments for new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on March 21, 2017, if substantial compliance is 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, CMS will -
provide you with a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact David Scott, R.N. or Nina
Sanderson, L.S.W., 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. We may accept
the written allegation of compliance and presume compliance until substantiated by a revisit or
other means. In such a case, neither the CMS Regional Office nor the State Mcdicaid Agency
will impose the previously recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on December 21, 2016 and continue
until substantial compliance is achieved. Additicnally, the CMS Regional Office or State
Medicaid Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. To be given such an opportunity, you are
required to send your written request and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx
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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)

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

This request must be recetved by October 17, 2016. If your request for informal dispute
resolution is received after Octobex 17, 2016, 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,
comments or concerns, please contact David Scott, R.N. or Nina Sanderson, L.S.W., Supervisors,

Long Term Care at (208) 334-6626, option 2.

Sincerely,

N

David Scott, RN, Supervisor
Long Term Care

DS/pmt
Enclosures
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: , ‘This Plan of Correction is prepared and
F 000 | INITIAL COMMENTS F000| g bmitted as required by law. By
: " | submitting this Plan of Correction, Kindred
The following deficiencies were cited during the Transitional Care and Rehabilitation does
federal recertification and comglaint survey not admit that the deficiencies listed on the
conducted at the facifity from September 19, 2016 CMS Form 2567L exist, nor does the
to September 22, 2016. - Facility admit to any statements, findings,
facts or conglusions that form the basis for
The surveyors conducting the survey were: the alleged deficiencies. The Facility
reserves the right to challenge in legal
Brad Perry, BSW, LSW, Team Coordinator proceedings, all deficiencies, statements,
Shefla Sizemore, RN findings, facts and conclusions that form the
Marcia Mital, RN basis for the deficiency,
Survey Definitions:
CNA = Certified Nursing Aide F225 10[2-1k

CVA = Cerebrovascular Accident (stroke)
D/C = discontinue
DNS = Director of Nursing Senvices

DX = Diagnosis Resident Specific: this facility reviewed
HS = Hour of Sleep resident #3”s investigation, The ED

L= left interviewed staff members that were

LN = Licensed Nurse involved and obtained written statements,
MD = Medical Dactor Investigation has been completed.

MDS = Minimum Data Set assessment

mg = milligram Other Residents/ investigative report:
NOC = night this facility will complete a 6 month

PO = by mouth baseline audit of other investigative reports

POA = Pawer of Attarney

elated to injuries of unknown origin to
PRN = As Needed

cpsure they are complete with content,

q=every ~r a7 AR 1 Written [nterviews, and conclusion were
R =right oot 2§ dum valid. Education done with staff
RN = Registered Nurse regarding investigative procedure and

rit = related to
TX = treatment
w/ = with

F 225 | 483.13(c)(1)(ii)-(iil), (c)(2) - (4) F 225
§s=p | INVESTIGATE/REPORT
ALLEGATIONS/ANDIVIDUALS

protocols by ED,

LABORATORY DIRECTOR'S OR PR V!DERISUP?L%ER R TITLE (xe DATE
f )

‘ 4; o OM(I;?L) (O)1Y -1l

Any defi clency stalement ending with an asterisk () d notes a deficlancy which the institution may be excused from correcting providing # Is s detesmined that
other safeguards provide sufficlent protection to the patients. (See instructions.) Excapt for nursing hames, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of cbrrection is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days fallowing the date these documents are mads available to the facility. If deficiencles are cited, an approved plan of correction is tequisite to continued

pregram pardicipation,

FORM CMS-2587(02-88) Previous Versions Obsolete l Event 1D; YURG11 Faciiily iD: MDS001370 . If continuation sheet Page 1 of 18
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The facility must not employ indi

had a finding entered into the St

registry concerning abuse, neglect, mistreatment
of their property,

of residents or misappropriation
and report any knowledge it has

court of law against an employeg, which would
2 nurse aide or
other facility staff to the State nurse aide registry

indicate unfitness for service as
or licensing authorities.

The facility must ensure that all
involving mistreatment, neglect,

immediately to the administraton
to other officials in accordance v
through established procedures

The facility must have evidence
violations are thoroughly investig
prevent further potential abuse W
investigation is in progress.

The resuits of all ihvestigations must be reported

to the administrator or his desig

representative and to other offic%
with State law (including to the S
certification agency) within 5 wo
incident, and if the alleged violat

apprapriate corrective action must be taken,

This REQUIREMENT is not me
by:

viduals who have
been found guilty of abusing, heglecting, or
mistrealing residents by a court pf law; or have

alleged violations
or abuse,
including Injuries of unknown sobrge and
misappropriation of resident property are reported

(including to the
State survey and certification agency).

that all alleged

als in accordance

t as evidenced

te nurse aide

of actions by a

of the facility and
jth State law

ated, and must
hile the

ated

tate survey and
king days of the
on is verified

{X4) 1D SUMMARY STATEMENT OF DERICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5}
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F 225 | Continued From page 1 F 225 Facility Systems:

Qther injuries of unknown origin and
investigations will be reviewed by the
Executive Director and DDCQ. The
Executive Director was educated in
campletion of investigations of unknown
origin. Executive Director will educate staff
to but not limited to ; staff will be directed
to ensure statements are received in writing
from primary staff, resident if able,

| roominate, and family if able at the time of

the event.

MONITOR

Monitor will be completed by ED and
overszght of DDCO with investigations of
injury of unknown origin or allegation of
abuse, Two i mvesugatmns will be reviewed
weekly x 4, then 2 1 mvesnganons bi-weekly

x | month then 2 investigations monthly x |
month.

PI maonitor monthly 3 months and then
quarterly starting with Oct PI meeting audit
will be done by ED
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Based on family member and staff interviews

and review of residents’ clinica
policy, facility investigations, st

and hospital records, it was determined the
facility failed to ensure a thorough investigation
was completed when a resident sustained an
injury of unknown origin resultir%g in a fracture,
This was true for 1 of 15 sampled residents
{Resident #5). The lack of thorgugh investigation
created the potential for abuse fo go undetected
and Resident #5 to experience ffurther injuries.

Findings include:

Acurrent facility policy, Conducting an

Investigation, dated 6/30/16, we

the Administrator on 9/20/16 at{3:10 pm. The

policy included:

* "The Investigation... Unusual Ocourrences...

Document the details of the inc

staff members, visitors, and/or fesidents who may

have knowledge of alleged incig
investigated. Interviews may ing

- Staff that provided care to the
time the alleged incident.

~ Staff on cther shifts who may hiave seen or
heard anything 24 hours prior td the alleged
incident, to try and narrow dowri the time frame of

the alleged oceurrence and to d
the first sign any injury may hav

- Residents in the same mom, gr residents in the

immediate vicinity or where the
occurred who might have seen
something...

* Review the center's procedures if the incident is

related to unsafe technique use

records, facility
fiing schedules,

s received from

dent... interview

ent being
fude:

resideni(s) at the

ncument when
b appeared.

alleged incident
or heard

i by the staff."
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Resident #5's record included d
Alzheimer's disease and non-djs
condyle (fracture at the knes Joi

agnoses of
placed femoral
nt of the femur).

Resident #5's annual MDS assessment, dated
1/12/16, documented she had lgng and short
term memory problems, and her decision-making
ahility was severely impaired. The assessment
noted Resident #5 was dependent upon staff for

bed mobility, required extensivelassistance of
staff for transfers, and was not ambulatory.

Resident #5's current care plan documented
“Physical Mobility impaired r/t (related to) pain...
Transfer with sit to stand machine. Provide
extensive assistance and verbal cusing.”

Resident #5's progress nbtes, d
documented:

* 9;32 am - "Send to (hospital} for eval[uation)

and tx for R knee: swollen, red,
Possible celiulitis. Attempted to
without answer, without answer
POA."

* 1;44 pm -~ "Per MD sent to (hosgpital) r/t R knee

pain. Family was notified at (9:3

(name of physician) on phone at (9:20 am)
Resident was transported via ngn-emergent

transportation. Resident returne

The hospital's Emergency Department Note,

dated 3/416, documented:

*"Chief Complaint: Pain, Knee..
comments: female who present

emergency depariment for evah]:ation of above
chief complaint, Patient has been experiencing

ted 3/4/16,

mmobile. DX
rall all daughters
eft message with

) am), talked to

 at (12:40 pm).”

Initial
s o the
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right knee pain. Patient has dementia and cannot
provide any further information.[There are no
reports of fever or trauma. Patient has prior knee

surgery.

* Comments: Right knee. There is mild swelling
there is no erythema (redness) or warmth to

touch. | cannot elicit any tender
Ranging the knee causes pain.

* Notes: X-ray of right knee shows a femur
Jéommended the

fracture... Qrthopedic surgery r:
patient is placed in a knee immg
made nonweightbearing [sic] on

* Right knee x-ray findings included, "Findings...
view of the right knee show a total knee

prosthesis. There is a fracture ir
femoral condyle.”

The facility's investigation, proviged by the

Administrator on 9/20/16 at 2:45
documented:

* The date as 3/4/16 and primary caregivers at
time of event were LN #1, CNA#2, CNA#3, CNA

#1.

* Employees who cared for Resident #5 during

the 48 hours prior to 3/4/16 inclU
#3, LN #4, LN #5, CNA#2, CNA
CNA#5, and CNA#S.

* The investigation included stat
the 10 staff identified as primary
time of the event or who cared f

within the 48 hours prior to it. Statements were

not gamnered from 4 of the 10 sk
#3, CNA#4, and CNA#5,

es5$ to palpation.

hilizer and be
the right leg."

the medial

Fm,

ded LN #1, LN
#3, CNA#4,

ements from 6 of
caregivers at the
or Resident #5

aff, LN #3, CNA

FORM CMS-2567{02-99) Ptevious Versions Obsolels
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* 8kin issues were documented as "...R knee
swollen, red, L leg w/ slight bruising... Transfer
Status Assist of Two. Transfer Equipment
Si/Stand..."

* investigative interviews completed inciuded a
Primary Caregiver Statement from LN #1. The
statement described the event as "CNA's
reported resident w/R knee paii. Gave scheduled
APAP (Tylenol) (for) arthritis. Once in shower
CNA called me to look. Knee (R) was swollen
warm and pain noted Called [si¢] {Physician
name), sent to (hospital).

* CNA #2's statement noted Resident #5

", ..wasn't standing into sit-to-stand & appeared o
be in pain. When we went to get her up, she was
holding knee up. After up she wouldn't relax
knee, and noticed knee/foot swollen. Notified
RN.*

* CNA#7's statement included '|Last showered
(Tues) no noted issues with R knee, today knee
(R) was swollen and noticed bruising to L leg.
Notified RN."

* The investigation did not include statements
from residents.

An investigation Conclusions & Plan for
Prevention, received from the Agministrator on
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8/20/16 at 2:45 pm, documente
Conclusion: Upon investigation,
and interviews it was determine
the resident complained of pain
was right knee] during morming
reported to the RN, where upon
found the knee to be warm to to

"Investigation &
record review
4 that on 03/04/16
in her L knee [sic
sares, The Aide
examination she

uch, red, painful,
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with initial bruising... Interviews

that the resident's shower was completed on
3/1/2016 [and she] did not showjany signs of
redness or swelling to the legs. Staff who worked
the prior 24-hours was interviewgd without
evidence of complaints of pain by the resident..,
The morning of 03/04/2016 wasithe first identified
change. Upon re-enactment the}placement of
bruise and fracture aligns with the bar on the
sit-to-stand apparatus that the patient could come
in contact with shouid the patien{ts [sic] knee
buckle. Based upon the age of t?ruising, swelling,
and pain it is determined that the injury occurred

the prior evening during transfer,

history doss show L [sic} knee rgplacement.”

Resident #5's family member was interviewed on
9/21/16 at 1:25 pm. The family member stated

sfhe had been at the facility on 3

6:30 or 7:00 pm and Resident #5 had been fine,

Staff schedules for 3/3/16, provided by the nurse
consultant on 9/21/16 at 10:07 gm, showed CNA
#9 and CNA#10 also worked the aftemnoon shift
on 3/3/16 and CNA #10 worked the night shift on

3/3/16. The investigation did not

statements from CNA #9 and CNA#10,

During an interview on 9/20/16 at 3:07 pm, the
Administrator stated CNA #7 warked the evening

before the fracture was discove

She indicated CNA#7 had assisted Resident #5

to bad the evening before and G

nothing unusual occurred when ishe transferred

Resident #5 to bed.

During an interview on 8/20/16 at 4:26 pm, the ‘

f aides revealed

to bed. Resident

/3116 until about

include

ed on 3/4/18.
NA#7 reported

Administrator stated CNA #5 wdrked with CNA#7
the evening shift on 3/3/16. The|Administrator
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policles and procedyres that pr

This REQUIREMENT ishotm
by:

investigations, staffing schedul

The facility must develop and imiplement written

hibit
mistreatment, neglect, and abu%e of residents
and misappropriation of residen

Based on staff interviews and review of
residents' clinical records, facilits

and hospital records, it was determined the

property.

st as evidenced

policy, facility
, personnel files,

(*4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S FLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

F 225| Continued From page 7 F 225

said she was going to talk to CNA#5 and did not

recall taking a statement from CNA #5. She

stated she wouid also talk to the nurse who

worked the evening shift on 3/3/16. The

Administrator commented she had spoken to the

evening shift nurse before, but did not document

I This Pian of Correction is prepared and

; : . bmitted as required by law. By

During an interview on 9/21/16 [at 10:07 am, the SubmIted as r oY

Nurse Consuitant stated the dgily staff schedule ?xbml'ttt.mg ghc":s Plan S;C?‘T‘?'t:o?’ Kdmodred

and the monthly staff schedufejdid not match. ransitiona’ Lave anc Renabiialon does

She said the list of employees Who worked with not admit that the deficlencies listed on the

Resident #5 on 3/3/16 did not match. She said CMS Form 2567L exist, nor does the

CNA #5 did not work on 3/3/16land CNA #9 did Facility admit to any statements, findings,

work. She said it was getting mpre canfusing and facts or conclusions that form the basis for

she was not sure who assisted |[CNA#8 when the alleged deficiencies. The Facility

Resident #5 was transferred tojbed on 3/3/16. reserves the right to challenge in legal

proceedings, all deficiencies, statements,

During an interview on 9/21/16 at 11:20 am, the findings, facts and conclusions that form the

Administrator stated she had probabiy left some basis for the deficiency.

things out of the investigation report, but she had

been able to rule out abuse.
F 226 | 483.13(c) DEVELOP/IMPLMENT F226) .. \ D714
§5=D | ABUSE/NEGLECT, ETC POLIGIES

Resident Specific

The facility reviewed employee A's file and .
found that proper supporting documentation
including a background check was
appropriately placed in the file,

A copy of the backzround check for
employee A was placed in employee file.

Other Residents

Ensure that personnel files include proper
;i'ocumentanon of background checks,
Jicensure, certifications and registrations,
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ty's policy related

facility failed to ensure the facil

employee background checks
of 3 CNAs {Employee A) whos
were reviewed. This created th
abuse lo go undetected, Resid
further injury, and the hiring of

to investigations of injuries of u
followed when a resident sustajned a fracture of
unknown origin. This failure directly impacted 1 of
15 sampled residents (Resident #5). The facility
also failed to ensure its policy rFIated to new

known origin was

as followed for 1
2 emMployee files
e potential for
ant #5 to sustain
CNAs with a

history of abuse and/or neglect! Findings include:
1. Acurrent facility policy, Coniiucting an
Investigation, dated 6/30/16, was received from
the Administrator on 9/20/16 at|3:10 pm. The
policy stated "The Investigation|.. Unusual
Occurrences... Document the dstails of the
incident... Interview staff members, visitors,
and/or residents who may have knowledge of
alleged incident being investigated. Interviews
may include:

- Staff that provided care to the [resident(s) at the
time the alleged incident,

~ Staff on other shifts who may have seen or
heard anything 24 hours prior tq the alleged
incident, to try and narrow down the time frame of
the alleged occurrence and 1o dpcument when
the first sign any injury may have appeared,

- Residents in the same room, gr residents in the
immediate vicinity or where the alleged incident
occurred who might have seen or heard
something...

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION C(xs)
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE UATE
DEFICIENCY)
F 226/ Continued From page 8 F226— '~

Factlity Systems

Human Resources departinent was trained
by ED in documents needed for employee
files. Systems to be put in place include
reviewing employee files to ensure,
background checks, and registry
verifications are in place.

Monitor

Monitoring will include having the SDC or %
desipgnee will monitor appropriate 5
documents of background checks, licensure,
certifications and registrations of employees
are in their files when reviewed, The audit
will be completed weekly x 4 for new hire
employeg files, then bi-weekly x 1 month
then monthly x T,

PI monitor monthly x 3 months then
quarterly beginning with October PI
meeting , audit will be completed by SDC

Resident #58's annual MDS ass
1/12/16, documented she had |

ability was severely impaired. T

term memory problems, and he

ssiment, dated
ng and short
decision-making
he assessment
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F 226 | Continued From page F 226
noted Resident #5 was dependent on staff for
bed mohility, required exter}si\/L assistance of
staff for transfers, and was not ambulatory,

Resident #5's current care plan documented
“Physical Mohility impaired 1/t (related to) pain...
Transfer with sit to stand machine. Provide
extensive assistance and verbal cueing.”

Resident #5's progress notes, dated 3/4/16,
documented:

*9:32 am - "Send to {hospital) for eval[uation]
and tx for R knee: swollen, red,|immobile. DX
‘Possible cellulitis. Attempted fo|call alf daughters
without answer, without answer|left message with
POAY

* 1:44 pm - "Per MD sent to (hospital) r/t R knee
pain, Family was notified at {(2:30 am), lalked to
(name of physician) on phohe at (9:20 am)
Resident was transported via nén—emergent
transportation, Resident returned at (12:40 pm).”

The hospital's Emergency Depdrtment Note,
dated 3/4/16, documented:

**Chief Complaint; Pain, Knee./ [nitial
comments: female who presents to the
emergency department for evaluation of above
chief complaint. Patient has been experiencing
right knee pain. Patient has dementia and cannot
_provide any further information. [There are no
reports of fever or frauma. Patient has prior knee
surgery.

* Comments: Right knee. Therelis mild swelfing
there is no erythema {redness) ¢r warmth to
touch, | cannot elicit any tendemess to paipation.

FORM CMS-2567(02-99) Previous Versions Obsolete Evanl iD: YURGB11 Facility ID; MDS00D1370 Jf continuation sheet Page 10 of 18
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Ranging the knee causes pain

* Notes: X-ray of right knee shaws a famur
fracture... Orthopedic surgery recommended the
patient s placed in a knee immbobilizer and be
made nonweightbearing [sic] on the right leg.”

* Right knee x-ray findings inciyded, "Findings...
view of the right knee show a tdtal knee
prasthesis, There is a fracture in the medial
femaral condyle.”

The facility's investigation of the incident,
provided by the Administrator o 9/20/16 at 2:45
pm, documented:

* Primary caregivers at time of gvent were LN #1,
CNA#2, CNA#3, and CNA#7,

* “List of Employees wha cared for the resident in
the last 48 hours [prior ta 3/4/16]" included LN #1,
LN #3, LN #4, LN #5, CNA #2, TNA#3, CNA#4,

CNA#5, and CNA #8.

* The investigation in¢luded statements from 8 of
the 10 staff identified as primary caregivers at the
time of the event or who cared for Resident #5
within the 48 hours prior to it. Statements were
not garnered from 4 of the 10 staff; LN #3, CNA
#3, CNA#4, and CNA#5,

*The investigation did not include statements
from residents, ;

Staff schedules for 3/3/16, provided by the nurse

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
135021 B. WING 08/2212016
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
: : 3315 8TH STREET :
KINDRED TRANSITIONAL CARE AND REHAB - LEWISTON
‘ LEWISTON, ID 83501
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F 226 | Continued From page 10 F 226

consultant on 9/21/16 at 10:07 g
#9 and CNA#10 also worked th
on 3/3/16, and CNA#10 worked
3/3/18. The investigation did not

m, showed CNA
s afternoon shift

the hight shift on
include
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staternents from CNA#9 and GNA#10.

During an interview on 9/20/16 lat 4:25 pm, the
Adminisfrator stated CNA #5 worked with CNA#7
the evening shift on 3/3/16. The Administrator
indicated she was going to talkifo CNA#5 and did
not recall taking a statement from CNA#5., She
indicated she would also talk {0 the nurse who
waorked the evening shift on 3/3/16. The
Administrator commented she had spoken fo the
evening shift nurse before, but did not document
it.

During an interview on 9/21/16 at 10:07 am, the
Nurse Consultant stated the dajly staff schedule
and the monthly staff schedule did not match,
She said the list of employees who worked with
Resident #5 on 3/3/16 did not match, She said
CNA #5 did not work on 3/3/16 and CNA #9 did
work, She said it was getting mere confusing and
she was not sure who assisted CNA#6 when
Resident #5 was transferred to bed on 3/3/16.

2. The facllity’s current abuse policy and
procedures, dated 4/28/11, docimented the
following under the section Employee
Background & Screening: "Profgssional licensure,
certification, and/or registration are checked
pre-employment, annually...andiupon renewal.”

The facility's hiring list documented Employee A
was hired on 8/3/16. Employee A's nurse aide
employee personnel file was reviewed for the

State Nurse Aide Registry Verifigation Report and

none was found.
On 9/22/16 at 1:55 pm, the Human
Resource/Payroll Administrator $aid she could not
find the registry check and provigded the surveyor
FORM CMS-2567(02-89) Prevlous Versions Obsoleis Event ID: YURS11 Facifity |D: MDS0d1370 If continuation shest Page 12 of 18
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The facility must canduct initial

a comprehensive, accurate, standardized

reproducible assessment of ea
functional capacity.

y and periodically

el resident's

A facifity must make a comprehensive
assessment of a resident's neeps, using the
resident assessment instrumeqt (RAI) specified
by the State. The assessment must include at

least the following:

Identification and demographicinformation;

Customary routine;

Cognitive pattems;
Communication;

Visian;

Mood and behavior patterns;
Psychosocial well-being;
Physicai functioning and struct
Cantinence;

Disease diagnosis and health conditions;

Dental and nutritional status;
Skin conditicns;

Activity pursuit;

Medications;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment perfarmed on the care
areas triggered by the compiletion of the Minimum

Data Set (MDS); and
Documentation of participation

ural problems;

ih assessment.
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F 226 Continued From page 12 F 226
with a copy of the registry chegk performed that
day (9/22/16), which did not identify abuse
findings for Employee A, T
F 2721 483.20(b)(1) COMPREHENSIVE F272 ;
§8=D | ASSESSMENTS This Plan of Correction is prepared and -0

submitted as required by law. By
submiting this Plan of Correction, Kindred
Transitional Care and Rehabilitation does
not admit that the deficiencies listed on the
CMS Form 2567L exist, nor does the
Facility admit to any statements, findings,
facts or conclusions that form the basis for
the alleged deficiencies. The Facility
reserves the right to challenge in legal
proceedings, all deficiencies, statements,
findings, facts and conclusions that form the
basis for the deficiency.

F272

Resident Specific

The assessment resident # 6 to ensure
correct documentation reflects current
status. Resident number § is discharged.

Resident number 10’s assessment was
updated to validate IV status.

Other Residents

The facility will Review other residents
deemed “smokers” and ensure that
assessments are correct and reflect their
current status.

FQRM CMS-2567(02-99) Previous Versions Obsolete
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This REQUIREMENT is not m
by:

Based on observation, record
and staff interview, it was deter
failed to ensure residents were
to smoke without staff supervis
accyrate assessments for a po
true for 2 of 15 (#6 & #10) sam

residents were not accurately a
smoking safety or residents ce
catheter were improperly cared
include:
1. The facility's Smoking Policy,

documented: "Determine the pz
independence andfor depender

needed..."

disease and weakness.
Resident #6's 8/10/16 Smoking
documented he was a depende
smake at this time,"

On 9/20/16 at 9:30 am and 4:03
was observed smaking in the de

These failures created the pote}xtial for harm if

ability and the need for protective gear upon
admission,., with a significant change or as

Resident #6 was admitted to the facllity on 8/9/16,
with multiple diagnoses, including Parkinson's

the need for protective gear such as a smoking
apron or smoking gloves and he

ot as evidenced

eview, resident
mined the facility
assessed as safe
on and had
t-a-cath. This was
oled residents.

sessed for

fral venous
for. Findings

dated 7/22/11,
tient's
ce with smoking

Evaluation
nt smoker with

“did not wish to

pm, Resident #6

signated

The facility will verify other residents in
house with an IV access is reflected
appropriately in the clinical assessment.

Facility Systems »

The facility will evaluate residents current
smoking status upon admit during clinical
IDT meeting.

The ED or designee will complete education
to staff in reporting to ED or DNS when a
resident request to start smoking. The
education will include completing a
smoking evaluation for safety,

The ED or DNS or designee will educate
new residents, and their families upon
smoking status and what the correct steps to
take if they change their smoking status
during their stay at the facility. DNS or
designee will review the resident’s desire to
smoke weekly x 4 and make changes to the
assessment as needed.

In the clinical meeting the ID team will
review new admits clinical records to ensure
if they have an IV access the clinical
assessment documentation is accuracy.

SDC or designee will educate LN staff in
completing the clinical assessment and the
types of [V access devices.

Monitor

During the clinical meeting with IDT any
new admissions will be reviewed for their
current status of smoking. If the resident
has a history of smoking he/ she will be
monitor one time a week for four weeks to
ensure 1o change.
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F272

Continued From page 14
smoking area without a smoking apron or
smoking gloves on. Resident #6 was observed to
light, hold, smoke, and extinguish his cigarettes
without incident,

started smoking again within a few days after
being admitted to the facility. He said he did not
need staff assistance or a smoking apron.

On 9/20/18 at 4:20 pm, Residezt #6 said he

On 9/21/16 at 8:33 am, CNA #1 said Resident #6
had been smeking independently since he was
admitted to the facility.

On 8/21/16 at 8:55 am, LN #2 said she had
observed Resident#5 and he smoked
independently.

On 9/21/16 at 1:25 pm, the DNS said the 8/10/16
smoking evaluation for Resident #6 did not reflect
his current independence with smoking and a
new evaluation had been compigted that day
[9/21/186].

2. Resident #10 was admitted {o the facility on
9/9/16, with diagnoses of cancer to the cervix,
diabetes mellitus, and anxiety. Resident #10
entered the facility on hospice.

Resident #10's clinical record dgcumented the
resident had a pert-a-cath (a device implanted
under the skin for intravenous - |V access) where
Resident #10 had received chemotherapy.
Resident #10's clinical record documented
hospice staff were ta flush the site.

On Resident #10's Patient Nursing Evaluatian,
dated 9/12/16, "no" was marked| for "IV or IV
Acccess [sicl."

F 272! When a new resident is admitted into the
facility the ID team during clinical meeting
will review chart for accuraey on
documentation if the resident has IV access
or port-a-cath,

PI m?nitor beginning with October PI
meeting monthly x 3 months and t hen
quarterly by DNS or designee
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During an interview on 9/21/16 &t 3:40 pm, LN #1
said she had misread the question on the nursing
evaluation and marked “no." LN #1 indicated she
was thinking of a "peripheral ling."
F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280
$5=D | PARTICIPATE PLANNING GARE-REVISE GP ‘Diﬂ o

The resident has the right, unle

s adjudged

incompetent or otherwise found to be

incapacitated under the laws ofthe State, to
participate in planning care andjtreatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completi
comprehensive assessment; prepared by an
interdisciplinary team, that inclugles the attending
physician, a registered nurse with responsibility
for the resident, and other apprapriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and pericdically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, it was
determined the facility failed to ensure 3 of 15
sampled residents’ (#1, #4 and #8) care plans
were revised and updated to reflect medication,
smoking, and code status changes. This had the
potential for more than minimal harm if residents

This Plan of Correction is prepared and
submitted as required by law. By
submitting this Plan of Correction, Kindred
Transitional Care and Rehabilitation does
not admit that the deficiencies listed on the
CMS Form 25671 exist, nor does the
Facility admit to any statements, findings,
facts or canclusions that form the basis for
the alleged deficiencies. The Facility
reserves the right to challenge in legal
proceedings, all deficiencies, statements,
findings, facts and conclusions that form the
basis for the deficiency,

F280
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did not receive appropriate care, or residents'
code status wishes were not followed, due to lack

of direction in their care plans,

indings include:

1. Resident #1's diagnoses included anxiety
disorder, femur fracture, and type 2 diabetes

mellius,

A physician's order, dated 8/26/

16, documented,

1. Continue 75 mg Sertraline {(antidepressant)

unti 8/30, then D/C and start. 2
PO for 7 days (9/6) then D/C an
Serfraline 26 mg PO q HS for 7
D/C Sertraline indefinitely.”

Sertraline 50 mg
d start, 3.
days (9/13) then

Resident #1's care plan, dated 7/11/16, with a
target date of 10/9/16, documented Resident #1

was receiving an antidepressan
depression.

Resident #1's September 2015

t medication for

MAR lacked

documentation of the resident r
antidepressant after 8/13/16.

ceived an

During an interview on 9/20/16 at 3:58 pm, the
MDS Coordinator stated the nurses on the floor
should have discontinued the cgre plan when the

medication was discontinued.

2. Resident#4's was admitted gn 6/10/15, with
diagnoses which included Multiple Sclerosis, CVA

and hypertension,

Resident #4's Physician Orders

for Scope of

Treatment (POST), dated 8/3/15, stated Resident
#4's code status was "do not rejuscitata".

Resident #4's care pian, dated 6/10/15, and

revised on 10/13/15, documenie

Resident #4
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F 280 Continued From page 16 F 280 Resident’s 1,4, and 6 were reviewed to

ensure care plans are updated and reflect
appropriate information. Resident 6 is no
longer an active resident in this facility.

Other Residents

plan for appropriate supporting
documentation for anti-depressants and
discontinue plans of care where appropriate.
The facility will review care plans for
appropriate reflection of code status on care
plans, We will review assessments for any
resident who has a history of smoking in the
last year and verify supporting care plan
documentation is valid.

Facllity Systems

ED or designee will educate staff in.
resolving the care plans for residents with
discontinued anti-depressants. Updating the
* care plans for residents who smoke and
update the code status as needed.

The facility will complete care plan reviews
for smoking on admission, quartetly, and a3
needed,

The facitity will complete care plan reviews
for code status on admission, quarterly, and
as needed.

The facility will review care plans for anti
depressants on admission, quarterly, and as
needed.

l

This facility will review each resident care .
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was a full code.

Durihg an interview on 9/20/16

DNS stated Resident #4 had bgen a full code
uponh admission and the residept's code status
was changed on 8/3/15. The DINS stated the care

plan was incorrect. The DNS s

trained to look at the POST to getermine code

status.

3. Resident #6 was admitted (c
8/9/16 with muitiple diagnoses,
Parkinson's disease and weakn

On 9/20/16 at 9:30 am and 4;03

was observed smaking in the d
smoking area.

On 9/20/16 at 4:20 pm, Resident #6 said he
started smoking again within a few days after

being admitted to the facility.
Resident #6's care plan did not
documentation that he smoked
regarding smoking.

On 9/21/16 2t 8:33 am, CNA#1

had been smoking independently since he was

admitted to the facility.

On 9/21/16 at 8:55 am, LN #2 S'E\id she had

observed Resident#6 and he s
independently,

On 9/21/16 at 1,25 pm, the DNS said Resident
#6's care plan did not indicate the resident

smoked.

t11:15 am, the

it nurses were

the facility on
including
ess.

pm, Resident #6
osignated

n¢lude
or interventions

said Resident #6

oked

Monitors:

The ID team during clinical meetings will
review new orders and update care plans as
needed. Any POST that goes out for MD
signature, a copy will be given to the
Director of Nursing to ensure care plan is
updated correctly.

_ P1 monitor beginning with October PI

meeting and-monthly x 3 months and then
quarterly by DS or designce
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Group Interview said they did not have a problem
with receiving baths or showers.
On 9/22/18 at 9:35 am, during the environmental
tour with the Maintenance Director, 6 bathing
areas were abserved, which indluded one bathing
area in the therapy area.
On 9/22/16 at 9:50 am, the Administrator
confirmed there were only 8 bathing areas and 2
portable tubs in the facility and she requested to
continue the waiver for the bathing arsas.
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IDAHO DEPARTMENT OF

- HEALTH « WELFARE

C.L. “BUTCH" OTTER - Govemnor TAMARA PRISOCK—ADMINISTRATOR
RICHARD M. ARMSTRONG - Director LICENSING & CERTIFICATION
DEBBY RANSOM, RN., RH.LT - Chief

BUREAU OF FACILITY STANDARDS

3232 Elder Street

P.0.Box 83720

Boise, Idaho 83720-0009

PHONE: (208) 334-6626

FAX: (208) 364-1888

E-mail: fsb@dhw.idaho.gov

March 17, 2017

Debbie Freeze, Administrator

Kindred Transitional Care &nd Rehab-- Lewiston
3315 8th Street

Lewiston, ID 83501-4966

Provider #; 135021

Dear Ms. Freeze:

On September 22, 2016, an unannounced on-site complaint survey was conducted at Kindred
Transitional Care & Rehab - Lewiston. The complaint was investigated in conjunction with the
facility's on-site Recertification and State Licensure survey conducted September 19, 2016
through September 22, 2016.

Staff interactions with residents and family members were observed throughout the survey.
The clinical record of the identified resident and 12 other residents' records were reviewed for
Quality of Care and Resident Rights concerns. The facility's Grievance file and Resident Council

meeting minutes from June 2015 through September 2016 and the facility’s Resident Rights
Admission paperwork was reviewed.

The identified resident and the resident's interested party were interviewed. Three other residents
and one of the resident's interested party were interviewed. Several residents in the Group
meeting were interviewed. The Director of Nursing Services was interviewed.

The complaint allegations, findings and conclusions are as follows:

Complaint #1D00007118



Debbie Freeze, Administrator
March 17, 2017
Page 2 of 3

ALLEGATION #1:

The Reporting Party said an identified resident's rights were not respected by the facility when
staff tried to treat the resident for pneumonia he/she did not have by insisting the resident receive
a blood transfusion. :

FINDINGS:

Observations conducted throughout the survey did not identify concerns with residents' rights
regarding staff forcing medical decisions upon residents.

The identified resident's clinical record documented he/she was satisfied with staff treatment and
received appropriate interventions for his/her medical conditions that were identified. The
identified resident and other residents' records also did not identify concerns with resident rights,
nor did the facility's Grievance file, Resident Group minutes or Resident Admission paperwork.

The identified resident said he/she did not feel his/her rights were compromised and when he/she
has declined medical interventions he/she felt staff respected his/her wishes, The identified
resident's interested party said he/she did not have concerns over the rights of the resident. Three
other residents and one of the residents' interested party did not have any concerns with resident
rights. Several residents in the Group meeting said there were no concerns with resident rights.
The Director of Nursing Services said staff respected the rights of residents and would not force
residents into a medical procedure they did not want.

Based on observation, record review, and resident, family and staff interview, it was determined
the allegation could not be substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

An identified resident's interested party was denied visitation rights and escorted from the
building.

FINDINGS #2:

Several interested parties, including the Reporting Party, were observed visiting with residents
throughout the survey, without being told to leave.



Debbie Freeze, Administrator
March 17, 2017
Page 3 of 3

The facility's Grievance file, Resident Group minutes and Resident Admission paperwork did not
document concerns with visitation rights. The identified resident and other residents' clinical
records did not identify concerns with visitation rights.

The identified resident said he/she did not feel his/her visitation rights were compromised, nor
did the Reporting Party. Three other residents and one of the resident's interested party did not
have any concerns with visitation rights. Several residents in the Group meeting said there were
no concerns with visitation rights. The Director of Nursing Services said visitors were welcome
as long as they did not cause a threat to residents.

Based on observation, record review, and resident, family and staff interview, it was determined
the allegation could not be substantiated.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence,

As none of the allegations were substantiated, no response is necessary.

Sincerely,

™
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David Scott, R.N.,, Supefvisor
Long Term Care
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE
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RICHARD M. ARMSTRONG - Director LICENSING & CERTIFICATION
DEBBY RANSOM, R.N., RH.L.T - Chief
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3232 Elder Street

P.0. Box 83720

Boise, ldaho 83720-0009

PHONE: (208) 334-6626

FAX: (208) 364-1888

E-mail: fsb@dhw.idaho.gov

March 17, 2017

Debbie Freeze, Administrator

Kindred Transitional Care And Rehab-- Lewiston
3315 8th Street '

Lewiston, ID 83501-4966

Provider #; 135021

Dear Ms. Freeze:

On September 22, 2016, an unannounced on-site complaint survey was conducted at Kindred
Transitional Care And Rehab-- Lewiston. The complaint was investigated in conjunction with
the facility's on-site Recertification and State Licensure survey conducted September 19, 2016
through September 22, 2016.

Medication Pass was observed. Residents were observed for meal intake, over-medication and
dehydration throughout the survey. Social Service staff were observed for interaction with
residents.

The clinical record of the identified resident and 12 other residents' records were reviewed for
Quality of Care and Quality of Life concerns. The facility's Incident and Accident and Abuse
Investigations from March 2016 to September 2016, including one for the identified resident,
were reviewed. The facility’s Grievance file and Resident Council minutes from June 2015 to
September 2016 were reviewed.

Four sampled residents and several residents in the Group meeting were interviewed. The
identified resident's interested party was interviewed. Two other residents' interested parties
were interviewed. Several staff members and the Director of Nursing Services were interviewed.
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The complaint allegations, findings and conclusions are as follows:
 Complaint #1D00007269
ALLEGATION #1:

The Reporting Party said the facility provided conflicting information and there was a lack of a
thorough investigation of an identified resident's leg fracture.

FINDINGS:

Based on record review, family and staff interview, it was determined the allegation was
substantiated and the facility was cited at F225 and F226. Please refer to the federal 2567 report.

CONCLUSIONS:

Substantiated. Federal deficiencies related to the allegation are cited.

ALLEGATION #2:

The identified resident's non-fractured leg required an x-ray and treatment, but this was not done.
FINDINGS :

The clinical record of the identified resident and 12 other residents' records were reviewed for
delay in treatment and no concerns were identified.

Three other residents and two residents’ interested parties said they had no concerns regarding
delay in treatment. Several residents in the Group meeting said they were treated approprlately

The Director of Nursing Services said residents received proper care.

Based on record review, resident, family and staff interview, it was determined the allegation
could not be substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.
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ALLEGATION #3:
Residents were being over-medicated.
FINDINGS:

Medication Pass was observed throughout the survey and no concerns were identified. Thirteen
residents were observed for over-medication and no concerns were identified.

Thirteen residents' clinical records were reviewed for medication and no concerns were
identified. The facility's Grievance file and Resident Council meeting minutes from June 2015
through September 2016 were reviewed and no medication concerns were identified.

Four residents and two residents' interested parties said over-medication was not a concern.
Several residents in the Group meeting did not identify over-medication as a concern. Several
nurses said residents received the proper medication per physician orders.

Based on observation, record review, resident, family, and staff interview, it was determined the
allegation could not be substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #4:
Residents were not properly hydrated or fed.
FINDINGS:

Residents were observed throughout the survey for fluid and meal intake and no concerns were
identified. Multiple snack and hydration passes were also observed and no concerns were
identified.

Thirteen residents' clinical records were reviewed for hydration and meal intake and no concerns
were identified. The facility's Grievance file and Resident Council meeting minutes from June
2015 through September 2016 did not document an issue with dehydration or meal intakes.

Four residents, several residents in the Group meeting and two residents' interested parties said
there were no issues with dehydration or meal intakes. Several CNAs said they passed snacks
and fluids three times a day and assisted residents with meals and fluids.
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Based on observation, record review, and resident, family and staff interviews, it was determined
the allegation could not be substantiated.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #5:

Residents were given the wrong medication and scheduled medications were not given as
ordered.

FINDINGS:

Medication Pass was observed and no concerns were identified.

Thirteen residents' clinical records were reviewed for missing scheduled medications and no
concerns were identified. The facility's Grievance file and Resident Council meeting minutes
from June 2015 through September 2016 did not document medication concerns.

Four residents, several residents in the Group meeting and two residents' interested parties were
interviewed and no medication concerns were identified. Several nurses said they administered

the correct medication at the appropriate times.

Based on observations, record review, and resident, family and staff interview, it was determined
the allegation could not be substantiated.

CONCLUSIONS:

Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #6:

The Social Worker was not advocating for the residents' needs.

FINDINGS:

Social Service staff were observed interacting with residents throughout the survey and no
concerns were identified.

Thirteen residents' clinical records were reviewed for social services advocacy and no concerns
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were identified. The facility's Grievance file and Resident Council meeting minutes from June
2015 through September 2016 did not document a concern regarding social services.

Four sampled residents, several residents in the Group meeting and two residents’ interested
parties said social services advocated and arranged services for the residents. Social service staff
said they took care of residents' needs.

Based on observation, record review, and resident, family and staff interview, it was determined
the allegation could not be substantiated.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence,

Based on the findings of the investigation, deficiencies were cited and included on the Statement
of Deficiencies and Plan of Correction forms. No response is necessary to this findings letter, as
it will be addressed in the provider's Plan of Correction.

If you have questions, comments or concerns regarding our investigation, please contact David
Scott, R.N. or Nina Sanderson, L.S.W., Supervisors, Long Term Care at (208) 334-6626, option
2. Thank you for the courtesy and cooperation you and your staff extended to us in the course of
our investigation.

@Sincereb{, P
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David Scoft, R.N,, Super{}isor
Long Term Care
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