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June 4, 2015

Jerrilynn R. Herrera, Administrator

Oak Creek Rehabilitation Center of Kimberly
500 Polk Street East

Kimbetly, ID 83341-1618

Provider #: 135084

Dear Ms, Herrera:

On May 22, 2015, a survey was conducted at Oak Creek Rehabilitation Center of Kimberly 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 a widespread 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 cach 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 applieable) 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 June 17, 2015. Failure
to submit an acceptable PoC by June 17, 2015, may result in the imposition of civil monetary
penalties by July 7, 2015.

The components 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;

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;

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; and

¢ 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.

e 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 m 7itle 42,
Code of Federal Regulations. :

Remiedies will.be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by June 26, 2015
{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 June 26,
2015. A change in the seriousness of the deficiencies on June 26, 2015, may result in a change
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in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
June 26, 2015 includes the following:

Denial of payment for new admissions effective August 22, 2015. [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 November 22, 2015, if substantial compliance is not
achieved by that tine.

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 Medicarc &
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 constifute 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 Medicaid
Agency will impose tlie previously recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that tlhe remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on May 22, 2015 and continue until
substantial compliance is achieved. Additionally, 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:
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http://healthandwelfare.idaho.cov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

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

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 June 16, 2018. If your request for informal dispute resolution
is received after June 16, 2015, 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, RN, or Nina Sanderson, L.S.W., Supervisors,

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

Sincergly,

NINA SANDERSON L.S.W., Supervisor
Long Term Care

NS/dmj
Enclosures
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The following deficiencies were cited during the
onsite foflow up and snnual federal recertification
survey of your facility.

The surveyors conducting the survey were:
Brad Perry, BSW, LSW, Team Coordinator
Amy Barkley, RN, BSN

Becka Watkins, RN

The survey team entared the facility on May 18,
2015 and exited an May 22, 2015.

Survey Definltions;

ADL = Activities of Daily Living .
BIMS = Brief interview for Mental Status
cm = Centimeters -
CNA= Cerlified Nurse Aide

DNS = Director of Nursing Services

LN = Licensed Nurse

MAR = Medication Administration Record
MDS = Minimum Data Set assessment
PRN = As Needed .

F 3231 483.25(h) FREE OF ACCIDENT Faz3
ge=£! HAZARDS/SUPERVISION/DEVICES .

4

The facility must ensure that the resident
environment remains as free of accident hazards
as fs pussibie; and each resident receives F 323 Free of accident
adequate supervision and assistance devicss to " .
prevent accidents. hazards/Supervision/Devices

The Facility will make every effort i
to ensure Resident safety and to 7/10/15

ensureall light bulbs are covered H2

. - : with protactive coverings and the 4#3
This REQUIREMENT s not met as evidenced front entrance ramy is free from 6/24/15

by. - -

Hased on ohservation and staff interview, it was trip hazards.

LABORATORY DIREC i iﬁ‘s ER PROVIGER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE {X0) DAYE

Bt ST NS

Any deficlency stelement eﬁng with an asterisk ( i1 denotes a deflciancy which the instilufion miay be excused from cer{e:c!mg praviging st is deterined that
other safeguards ¢ Jont protaction to tha patents. {See insiuclions ) Except for nursing homes, the findings siated above are gizclosable 90 days
fallawing the date of survey whether ar nof & plan of caection 5 providsd, For nu;smg homes, the above findings and ptans of cofrection are disclosable 14
days folfowing the dale thesa documents are made avaifabie {o the faciity. # deficiencies are cited ‘an approved ptan of correcilon is requisile ko continuad
program padicipation. . .

FORM, CMS-2587{02-96) Previous Versions Qbsolels Event I0; 100211 Faclity ID; MOSGI 1530 i continuation sheet Page { of 15
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determined the Ffacility failed fo ensure the facrlfty
front entrance ramp was free of frip hazards and
light bulbs were covered with protective
coverings. This was frue for 1 of 1 main entrance
ramps, -1 of 11 resident rooms in the 200 haitway
(#209), and 1 of 2 dining rooms in the facility,
These faifures created the potential for harm for
anyresident wha frequented the main entrance
ramp who could trip or fall and the main dining
room and resident room 209 where light bulb
breakage could cut a resident. Findings included:

1. On §/19/15 at 9:20 AM, the concrete ramp
teading from the parking lot to the main entrance
of the facifity was observed. In the middie of the
ramp was a 10 foot by 10 foot section of
concrete, with a 10 foot long crack which ran
vertically down the middie of the section. The
concrete was pushed up higher than the adjoining
sections of concrete by a hailf an Inch at the
bottorn section of the crack and a quarter |nch at
the top section of the ¢rack.

Cn 5/19/15 at 9:43 AM, Psychiatric Technician #4
was observed to push Resident #2 and her
wheelchair out of the building and down the front
entrance ramp, When the resident's wheelchair
went over the two areas in question, the
wheefchair and resident bounced up and down at
each area of concern. A few seconds later, the
observation was repeated when the resident was
pushed back up the ramp and back intc the
buiiding,

On 5/18/15 at 10:05 AM, Psychiatric Technician
#1 was interviewed. When asked about the ramp,

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLLA (%2} MULTIPLE CONSTRUCTION {X3) DATE-SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING i
] Date
135064 B, WING 0512212015
" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE .
500 POLK STREET EAST
OAK CREEK REHABILITATION CENTER OF KiMBERL .
v KIMBERLY, iD 83341
&4 SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGTIVE AC TION SHOWLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFDRMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE DATE
. i LEFICIENCY)
: Affected Residents
F 323 | Continued From page 1 F 323

Finding #1 has the potential to
affect all Residents who frequent
the main entrance-ramip. Thare
has been a cavtion cone placed
on tha ramp to alert Residaents,
Staff and visitors of the potential
hazard. The crack on the ramp has
also been painted with bright
ftuarescent paint to warn
Residents, staff and visitors of the
uneven area. The ramp will be
repaired. There has been a
proposal subritted that bas been
approved. The completion date
for the ramp repair is 07/10/2015,
| Finding #2. Resident currently

' residing in room #209 had the
potential to be affected by this
citation. The Light bulb in room #
209 had a protective cover
installed on it. The light in the
main dining area had a protective
cover instalied on it.

Corrective Action

Finding #1 The entrance ramp wiil
be repaired. There has been a
proposal accepted and the
completion dateis 07/10/2015.
Finding #2. The Maintenance man
audited the entire Facility to
ensure there are "o other

she siated, "Thare's a crack” She said the crack

prnmd Heht bulbs, There were

Thadbeenthereaongtimeandshehadahvays—

warned residents to pick up their feet before they

T ne olney mussingprotective T T T T

COVErs,

FORM CMS-2567(02-59) Previous Vaslons Obsolete
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STREET ADGRESS, GITY, STATE, 2IP CODE
500 POLK STREET EAST
KIMBERLY, {D 53341

H

went over the bump fo avoid an accident,

On 524115 fram 10:20 AM to 10:35 AM, the
environmentat-tour was conducted with the
Maintenance Suparvisor. When shown the crack
and the concrete in guestion, he acknowledged
the concern and said the hazard was created by
frost heaves, where water had gotten under the
concrete, had frozen and had fifted the concrete
up and had cracked #t. He said that on 5/20/15,
he had requested two hids from locaf contractors
to fix the issue and had received an eslimate
from one of the contractors, which the
Maintenance Supervisor provided to the surveyar
on 5121/15 at 11:15 AM.

2.0n 51815 at 11:20 AM, resident room #208
was abserved. The light bulb above the sink was
found {o be without a protective covering.

On 5/21/15 from 10:20 AM fo 10:35 AM, the
envirunmentat tour was conducted with the
Maintenance Supernvisor. When shown the
uncavered ¥ght buib, he stated, "'l take care of
i.” He sald he was not sure why the cover was

1 missing, but-he would fix it,

3. On 519115 at 11:10 AM, th& main dining room
was observed. A bank of 4 lorescent light buibs
in the Narthwest section of the dining room were
uncovered,

On 5/21/16 from 10:20 AM to 10:35 AM, the
environmentai our was conddcted with Lhe
Maintenance Supenisor. When shown the bank
aflight bulbs, he stated, "There's no covers." He
sald he would make sure they were covered.

(Xdy 1o SLUMMARY STATEMENT OF DEFIGIENCIES - iD FROVIDER'S FLAN OF CORRECTION {xs;
PREFIX {EACH DEFISIENCY MUST BE PRECEDED BY FULL PREF[¥, {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCELD TO THE APPROPRIATE DATE
’ s DEFCIENGY) .
F 323 | Continued From page 2 F s23/Systematic Changes -

Weekly checks will be added to
the maintenance weekly checkiist
to ensure there are prdtective
coverings on afl lights in the
Facility. Maintenance Supervisor
will also walk around the entire
Facility weekly to check ali
entrance ramps to make sure they,
are in good repair. Staff were
aducatad 06/19/2015 on filling -
out repalr slips when they identify
any malntenance needs. Weekly
checks will begin an 6/24/15 x's 4,
q2 weeks x4, then monthly x3.
Monitoring

The QAFI Committee will review

"| the audits ¢n a monthly basis to
ensure compliance, The
Malntenance Supervisar will be
responsihle for compliance.

On 5/21/15 ai 5:50 PEA,M the Adm%n%sutrator, DNS™

FORM CMS$-2567{02-99) Previous Verslons Obsolsie

Event iD:0J211

Facliity i{D: JMDS 051530

¥ conlinuation shegt Page 3 of 15
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F 323} Continued From page 3

and Systems Consultant were informed of the
hazard issues. No further information was
provided by the facility.

F 327 Sufficient Fluid to maintain
Hydration: The Facility will make -
every effort to ensure each

F 327 | 483.25(j) SUFFICIENT FLUID TO MAINTAIN F 327| Residentis provided with 6/24/15
$58=D | HYDRATION sufficient fluid intake to maintain
The facility t id h resident with proper hydration and health.
e facility must provide each resident wi :
sufficient fluid intake to maintain proper hydration Affected Residents
and heaith, Resident #6 was referred to and

assessed by the Registered

Dietician and the certified Medical
g;us REQUIREMENT is not met as ewdenced Director. Labs were ordered and
Based on observat:on, record review and staff dra‘_""” which showed that
interview, it was determined the facility failed to Resident #6 was not dehydrated.

ensure a resident's water mug was in reach to Staff was educated on 6/10/2015
maintain adequate hydration. This was true for 1 regarding ensuring that Resident
of_6 {#6) rasidents sa'mpfpd for hydrafi.on This &6 andall other Residents-water

failure had the potential to cause physical harm mug with ice is always kept

from dehydration. Findings inciuded: within reach. All Residents have

Resident #6 was readmitted to the facility on the potential to be affected by
6/16/14 with multiple diagnoses including - this citation.

1 électrolyte and fluid disdrders.” = R R Corrective Action
o The Director Of Nursing, IDT, RD

7 The resident's 3/22/15 quarterly MDS
and CDM reviewed the system

assessment documented the resident:

-Was moderately cognitively impaired with a process surrounding hydration to
BIMS of 11; ensure adequate hydration has
-Required extensive assistance with 2 persons for | been maintained. The DNS

bed mobility and transfers; and, conducted abservation rounds to

-Had range of motion impairments to both upper

and Jower sides. determine if the deficient practice

, affected other Re5|dents inthe
On 5/18/15 at 1:58 PM and 3:02 PM and on Facmty

5/19/15 at 8:10 AM, 9:15 AM; and 10:10 AM, the

* | resident:was observed asleep in bed. The -

Tesidentsmugwas aoserved fobe fullofwater — | . [T T e

FORM CMS-2567{02-99} Previous Versions Obsolele. Event 1D: 10J211 Facility ID: MDS001530 If continuation sheef Page 4 of 15
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with no ice and sat on tap of a nightstand six feet
away from the residenf's bed.

On 5/19/15 at 11:30 AM, three staff members
were observed {o leave the resident's room, The
waler mug was located at the same piace as the
prior observations, the resident was in bed and
awake, but she said she had not been feeling well
and wanted to go back fo sleep. At 1:50 PM, the
resident was asleep and the water mug was in
the same place as the prior observations

On 5!194"’15 at 2:20 PM, the resident was awake
in bed and a tray table was next to the resident's
‘hed with the water mug filled with ice water.
When asked about the mug, Resident #6 said
she told a nurse she was "thirsty” and the nurse
brought a mug of ice water to her. When asked if
staff offered her water on'a regular basis, she
said she really didn't know.

On 5/20/15 at 8:40 AM, the resident was
observed in her room in-a wheelchair. The {ray

observations indicated it was an
isalated event. The Facilities
Policy and Procedure on hydration
was reviewed with staff at the all
Staff meeting on 06/10/2015 to
educate staff on the importance
of ensurinig that Residents water
mugs are kept within reach at ail
times and the importance of
hydratian.

Systematic Changes

The DNS, Administrator or
Designee will conduct
documented Resident room
audits to ensure compliance
with this citation. The audits will
be conducted weekly x 4, g2
weeks x 4, then monthly x 3
beginning on 06/24/2015.

STATEMENT OF DEFICIENCIES £41) PROVIDER/S UPPLIERIGLIA (%2) MULTIPLE CONSTRUCTION X 4
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING LT
135084 B. WING 05/2212015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
‘ 600 POLK STREET EAST
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04) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAM OF CORRECTION oE
PREFIX {EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFCIENCY)
F 327 | Continued From page 4 F 327| The conclusion of the

| cupofpineapple tidbits, -~

. expectation was of resident's hydiation needs, -

table-had arwater mug whichwas aquarter foll of
water, however the tahle was three feel away
from the resident and the 1esident was unatile to
reach it. At 9:30 AM, a similar observation was
made. At 9:40 AM, the tray table was in front of
the resident with the water mug on top of it. The
tray table also hvad a cup of chocolate milk and a

on 5121115 at 11:47 AM, the DNS was
interviewed regarding the observations. When
informed of the observations, she stated, "1 think |
need to do an inservice," When asked what the

m@ﬁ&eﬁng
The Facifity will monitor these
audits through quality Assurance
Performance

Improvement Committee {QAPi)
on a monthly basis. The DNS or

for compliance.

"Wf‘?ﬁr'oeﬁgﬁeﬁ'WE;E‘bE'f‘ESpUnSEME""" A A I

| she sald, *That they would have their water within.

reach’”

FOFA CMS.2587{D2.98} Previous-Varzlons Obsolete

Event 1D i0J2T1

Facility 13; MOS00 1530
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F 327 | Continued From page 5 F 328 Treatment/Care for Special
_ Needs The Facility will make every
On 5/21/156 at 5:50 PM, the Administrator, DNS effort to ensure Residents receive
and Systems Consuitant were informed of the proper treatment and care.
issues. No further information was provided b :
the facility. - P y Affected Residents
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328| Resident #3's care plan has been
. 6/24/15
ss=p | NEEDS updated to include a care plan
. . addressing Oxygen therapy.
proper estment and cate for e folowing. All Residents recelving Oxygen
e following ; .
special services: therapy could_po‘tenpally be
Injections; affected by this citation.
Parenteral and enteral fluids; Corrective Action
Colostomy, ureterostomy, or ileostomy care; The MDS Coordinator and DNS
Tracheostomy care; .
Tracheal suctioning: audited 100% of all re.cords to
Respiratory care; ° ensure care plans are in place for
Foot care; and Residents that have Physicians
Prostheses, orders for Oxygen Therapy.
Systematic Changes
This REQUIREMENT is not met as evidenced All new Physician orders for
by: oxygen will be reviewed by
Based on observation, record review and staff #Medical Records and discussed i~ [~ 7]
interview, it was determined the facility failed to the IDT meeting. The IDT and
ensure oxygen therapy was care planned for a . ;
resident, This affected 1 of 2 (#3) residents Medical Records C'erklw'” esre
sampled for oxygen therapy. This practice that an Oxygen care plan was
created the potential for harm if residents were created, implemented and placed
not given oxygen therapy when needed. Finding in the Resident record. The DNS,
“included: T T T T Medical records Clerkor T T T T T '
. ' Designee will conduct audits on
Resident #3 was readmitted to the facility on ;
11/12/14 with multiple diagnoses including care plans for Residents that have
chronic obstructive asthma with exacerbation and * Oxygen Therapy to ensure
chronic obstructive pulmonary disease. appropriate care plans are in
S s S R place weeKly x4, qoweeks¥da, - 17 - f
_ ... |.Theresident's 2/2/15 P hysigian orders.and May IS R W thnnmnnthly x3.-Audits-will begin -~ - | .
on 06/24/2015

FORM CMS-2567(02-99} Previous Versions Obsolele

Event ID;10J211
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F 328 | Continued From page 6 . : F328| Monitoring
2015 M/;\Rbdocgmentted ac? oxygen iorder fc;r _ The QAP Committee will review
oxygen to be administered via nasal cannula at 2 ; thiv basis to
liters continuous. The MAR documented the the audits on[‘a monTh VD;; S 10
resident received the oxygen as ordered. ensure compliance. he ) oF
_ . A o her Designee are responsiblefor
The resident’s care plan under the focus of compliance.
smoking supervision, documented an
intervention, dated 1/8/15, "If using any 02
[Oxygen] source, it must remain in the building.”
The care plan did not document any other oxygen
interventions of when or how the resident used
oxygen.
On 5/18/15 at 1:45 PM and 2:55 PM and on B
5/19/15 at 8:20 AM, the resident was observed in
her bed with a nasal cannula on and an oxygen
concentrator set at 2 jiters.
On 5/19/15 at 8:55 AM, 10:12 AM, 11:07 AM, and
12.02 PM, the resident was observed in her ’
wheelchair in the main dining room eating meals
and participating in activities. The resident had a
nasal cannula on and the oxygen tank was set at
_ 2 liters. F 364 Nutritive Value/Appear, 6/24/15. .
On 5/21/15 at 10:55 AM, the MDS nurse was Palatable/Prefer Temp The Facility
interviewed. When asked where the oxygen care will make every effort to ensure
plan, she said, "There isn't" one each Resident receives and
On 5/21/15 at 5:50 PM, the Administrator, DNS the Facflity provides food
:50 PM, the Administrator,
and Systems Consultant were informed of the prepared by rr)gthods; tha:i .
———rissue. No further-information-was provided by-the —Conserve nutdtive.value, Havor, . ...
facility. and appearance; and food that is
F 364 | -483.35(d)(1)-(2) NUTRITIVE YALUE/APPEAR, F 364| palatable, attractive and at the
ss=f | PALATABLE/PREFER TEMP proper temperature.
Each resident receives and the facility provides AffecFEd Residents .
Ti66d prepared by methods that conserve nutritive | -~ ) -'A“'ReSldEf}_t_%E?YE;E*}EB?E‘?F“‘a’* SR o
.| value, flavor, and.appearance; and food thatis . | . . |  beaffected by thiscitation. e
' Corrective Action RD
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palatahle, aftractive, and at the proper
temperature.

This REQUIREMENT is not met as evidenced
by: '
Based on the Resident Group interview, test tray
evaluation and staff interview, it was determined
the facility failed to prepare palatable food. This
affected 3 out of 5 residents who attended the
Resident Group interview and had the potential to
affect alil residents who dined in the facility. This
failed practice created the potential to negatively
affect the residents' nutritional status and
psychasocial well-being related to unpalatable
food. Findings included:

On 5/19/15 at 1:00 PM, during the Resident
Group interview, 3 of 5 residents said food was
sometimes served cold, specifically breakfast.
One of the residents said the scrambled eggs
were served, "ice cold."

AND PLAN OF CORRECTION A BUILDING LE
135084 B. WING 05/22/2015
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F 364 | Continued From page 7 F 364| recommendation for maintaining

appropriate food temperatures
and patatability is to store food in
smaller warming trays to ensure
compliance with food
temperatures, palatability and
Resident satisfaction. Dietary staff
were educated by COM on
05/27/2015 regarding food
paiatability and Proper
Temperatures. All staff were
educated on 06/10/2015.

Systematic Changes

The Dietary Manager, DNS or
Designee will request a test
Tray 3 x's weekly of random
meals throughout the day to
ensure Residents are receiving
palatable meals at the
appropriate temperature

heginning on 06/24/2015.Then

On5/20/16at 7.52-AM, a breakfast-meattest tray

was evaluated by the survey team and by the
Dietary Manager (DM). The test tray included
scrambied eggs with a temperature of
108-degrees Fahrenheit {F) and the DM said the
eggs were, "lukewarm." The sausage patty had a
temperature of 100 F and the DM said, "The taste

“"is-good,-but could-be a-little-warmer*-The eggs— -

and sausage were determined not to be hot and
were unpalatable.

On 5/20/15 at 4:40 PM, the Administrator, DNS
and Systems Consultant were informed of the

[issues. No further information was provided by =] -

~Monitoring -~
The QAPI Committee will review

weekly x4, g2 weeks x4, then
monthly x4.Resident satisfaction
surveys will be conducted weekly
x 4, q2 weeks x 4 then monthly x 4
beginning on 06/24/2015.

audits on a monthly basis. Dietary
Manager and or Administrator will
be responsible for compliance.

| the facility,
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F 371 Continued From page 8 - F 371| F 371 Food Procure, Store/ - 1 6/24/15
F 371 483,35(I) FOOD PROCURE, Prepare/Serve-Sanitary
$8=E | STORE/PREPARE/SERVE - SANITARY The Facility will make every effort

to ensure food is prepared and

he facill - i it
The facility must served under sanitary conditions.

(1) Procure food from sources approved or

considered satisfactory by Federal, State or local Affected Residents
authorities; and This affected 9 Residents
(2) Store, prepare, distribute and serve food (Residents 1-9). it had the

under sanilary conditions potential to affect all Residents,

Corrective Action

Digtary Staff were educated on
05/27/2015 regarding sanitation -
requirements. All staff were

This REQUIREMENT is nat met as evidenced .
educated 06/10/2015. Signs were

by:

Based on observation and staff interview, it was placed on the entrance of the
determined the facility failed to ensure food was kitchen doors alerting anyone
prepared and served under sanitary conditions, entering the kitchen that they
This affected 9 of 9 sampled residents {#s 1-0) need to wear appropriate hair

and had the potential to affect ail residents wha

dined in the facifity. This fallure created the restraints. A hair restraint

potential for contamination of food and exposed ~ | dispenser was placed next
residents-{o-potential-dissase caasmg paihogens ‘ tothe kitchen-entrance—
Findings Includad: : Systematic Changes
On 520115 from 11:15 o 11:33 AM, during the The Dietary Manager or
observation of the kitchen and food temperatures, Administrator wili conduct audits
with the Dietary Manager (DM) present, the Area weekiyxd, g2 weeks x4, then
Manager of Dietary Services (AMDS) was - manthly x3 to ensure Dietary staff
~-———|-observed inthe kitchen without-a faclal restraint- -~~~ - - “"aré folowlng this santation rajel ™
'| to cover his goatee beard, which was s Audits will begin 6/24/2015
approximately 1 to 2 inches in length. At 11:20 Wil beg ’
- | AM, the Registered Dietician was observed to Monitoring
enter the kitchen. At 11:25 AM, the AMDS was The QAP] Committee will review
e 22;;”2‘;”5’“ ;g tget steam I%ab!e towatch the | _audits ona monthly basis. The
fneasure 100 empEfa ures, : = uu:\,;n y wmuag&’fmmmu nskrator

[ On 512015 at 11:32 AM. T8 DM was aeked how T ‘
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F 431
S58=E

that cavers body hair, that are designed and worn

Continued From page 9

far staff or visitors could come into the kitchen
without a hair restraint and she stated, *Not at
all.”

On 5/20/15 at 11:33 AM, the AMDS was asked
where his beard restraint was and he stated, "
don't have one.” He said he usually had a beard
restraint on, but did not have one with him. He
immediately went oui of the kitchen and retumed
with a hair restraint to cover his beard.

The 2009 FDA Food Code, Chapter 2, Part 24,
Hygiene Practices, Hair Restraints, subpart
40211, Effectiveness, indicates, "(A) Except as
provided in §[ (B) of this section, food employees
shall wear hair resfraints such as hats, hair
coverings or nets, beard restraints, and clothing

to effectively keep their hair from contacting
exposed food; clean equipment, utensils, and
linens; and unwrapped single-service and
singla-use articles.”

On 6/20/15 at 4:40 PM, the Administrator, DNS
and Systems Consultant were informed of the
issue, No further information was provided by the
facility,

483.60(b), {d}, {e) DRUG RECORDS,
LABELISTORE DRUGS & BIOLOGICALS

The faciiity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of alf
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
“conirolled drugs ismaintainedand periodicafly

F 371

F4a3

F431

Drug Records, Label/Store Drugs
and Biologicals. The Facility will
make every effort to meet and
comply with the idaho and
Federal Statues regarding the
removal of expired medications.
Affected Residents All Residents
recelving a Tubercuim test or

Dnnu T TatPinh's nn%aﬁh&igi r-m li(‘f o
i

6/24/15

“teconciled.

L L e R A Bt

be affected by this citation.
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Drugs and biologicals used in the facility must be
fabeled in accordance with currently accepied
professional principles, and include the

. appropriate accessory and cautionary |
insfructions, and the expiration date when
applicable.

[n accordance with State and Federal laws, the
facility must store afl drugs and biologicals in
locked compartments under proper temperature
conlrols, and permit enly authorized personnel fo
have access to the keys.

The factiity must provide separately locked,
permanently affixed compartments for storage of
controlied drugs listed in Schedule li of the
Comprehensive Drug Abuse Prevention and
Conirol Act of 1976 and other drugs subject to
abuse, except when the faciiity uses single unit
package drug distribution systems in which the
guantity stored Is minimal and a missing dose can
be readily detected. . .

The two vials of medicatian
identified in the survey werea
disposed of according to Facility
policy and procedure. The DNS
compieted an audit of all
medications in the Facility to
ensure no other medications were
expired.

Systematic Changes

The DNS and/or her Designee will
place a label to clearly identify the
expiratior date on vials of
Tuberculin and pneumovax. The
DNS educated all Licensed Nurses
about the importance of checking
all medication expiration dates
prior to administering the
medication. The DNS and/or
Designee will complete audits of

*PAND PLAN OF CORRECTION IDENTIFICAT{ON NUMBER: "
A BUILDING Date
135084 B. WING 0512212015
HAME OF FROVID_ER OR SUPPLIER STREET ADDRESS, CITY, STATE, P CODE
X SO0 POLK STREET EAST
OAK CREEK REHABILITAT CENTE B ,
ION CENTER OF KIMBERLY. KIMBERLY, ID 833#
044y i SUMMARY STATEMENT OF DEFICIENCIES - D PROVIDER'S PLAN OF CORRECTION (A5}
PREFLX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFiX {EAGH CORRECTIVE ACTION SHOULTD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 431} Centinued From page 10 F 431| Corrective Action

medicationstocated-inthe

This REQUIREMENT is not met as evidenced
by

Based cn observafion and staff interview, it was
determined the facilily failed to ensure the
following expired medications were removed-fram:
1 of 1 medication refrigerator; one muitidose
bottle (50 tests) of Apliso! (tuberculin test) and
four multidose hottles of Pneumovax. This failed
practice created the potential for decreased
efficacy for any resident wha received the
Prigumovax vaccing and any resideniwho

medication refrigerator to ensure
compliance with this citation.
Monitoring ,
Audits will be conducted by the
DNS or Designee weekly x4, g2

“["Weeks x4 and then manthlyx3. 7 7

The audits will be reviewed at
the QAPl Committee meeting
monthly to ensure compliance
with this citation, The DNS is
responsible for com

... |.required a Tuberculin test, Findings include;

audits willbeginon.06/24/2015. . |
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F 431 | Continued From page 11 F 431
' On 5/19/15 at 9:00 AM, during the inspection of
the facility's medication refrigerator, with the DNS
the following expired medications were identified:
* AplisoifTubersol, multidose bottle, had two
opened dates; 3/30/15, and 4/7/15. The
manufacturers specifications documented, "A vial
of Tubersol which has been entered and in use
for 30 days should be discarded hecause
oxidation and degradation may have reduced the
potency."
* Pheumovax 23, four muitidose vials with the ot
#K009809 expired on 5/16/15, per the
manufacturer. .
The DNS acknowiedged the identified
medications had expired and shouid have been
discarded. :
On 5/15/15 at 3:15 PM, the Administrator was F 441 Infection Control, Prevent
: . 0 . .
notified about the expired medications. No 5p ree.ld, I__mt?ns Affect_e_d Residents
additional information was provided. DNS in-serviced Infection Control
F 441 | 48385 INFECTION CONTROL, PREVENT F 441{ Nurse on infection control 6/24/15
$S=F | SPREAD, LINENS practices, including identifying the

root cause, and preventing the

The Tacility must establishand maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection,

(a) Infection Control Program

'["The facility must estabiish an‘infection Gontrol ~ |© =

Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an mdw;dual resident; and

development and transmission of )
infections. All Residents have the
potential to be affected by this
citation.

Corrective Action
. Staff were educated on 5/21/2015 . _| ...
and 06/10/2015 on the Facilities
Policy and Procedure for
Preventing the spread of infection
including hand hygiene and
S _.sanltlzlng vital S|gn eqmpment [

_________

. actions related {o infections. ..

(3} Maintains ‘a record of incidents and corrective |~

that 1S reusable
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F 441 | Continued From page 12 F 441 Systematic Changes

(b) Preventing Spread of Infection .

(1) When the Infection Control Program
determines that a resident needs isolationto
prevent the spread of infection, the facility must
isolate the resident.

(2) The facitity must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

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

(c) Linens .

Persannel must handle, store, process and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT is not met as evidenced

New Orientation program has
been updated to include current
infection controi Policies and
Procedures, including hand
washing and sanitizing equipment
that is reusable. New mobile vital
sign equipment caddy has been
implemented to avoid cross
contamination. infection Control
Nurse or Designee will review
infection control log with Medical
Directer or Designee during
weekly rounds to establish the
root cause of current infections if
indicated. The Infection Control
Nurse or her Designee will
conduct weekly audits x4 weeks,
q2 weeks x4 and then monthly x3
to ensure compliance with this
citatlon and that staff are

DY

Based on observation, staff interview, policies
and procedures and review of infection control
records, it was determined:;
*The facility did not maintain an infection contro!
program fo help identify the root cause of and
prevent the development and transmtsswn of

-} infections; and - .

*The facility did not ensure adquate hand hyg[ene
as cares were provided. The deficient practice
could impact any resident residing in the facility,
and created the potential for harm should
resrdents develop infections Fmdmgs |nc{uded

following Facility policy and
procedures.

Monitoring

The Facllity QAPI Committee will
review the monthly audits to

~--| - ensure compHance. The Infection -
Control Nurse or her Designee will
be responsibie for compliance.
The audits will begin 06/24/2015,

,-J.,,T,,he fa.c_z_i_lityls_i_nfect@n,s:ontro_l. log for 12016 |

documented:;
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- 3 different residents in rooms 201B, 204B and
203B were infected with E-Coli bacteria and the
related diagnosis was UTI. Each infection was
nosocomial (acquired in the facility) and all were
resolved by 1/19/15. :

The infection control log for 2/2015 documented:
- 1 resident in room 204B was re-infected with
E-Coli bacteria and the related diagnosis was
UTI. The infection was nosocomial and was
resolved by 3/5/15.

The same infection control log documented:

- 6 different residents in room 304B, 305A, 305B,
312A, 303B and 205B, had nausea and vomiting
between the dates of 2/6/15 and 2/27/15, and all
were resolved by 3/3/15,

2. On 5/18/15, from 2:30 PN to 2:50 PM, CNA #3 |
was observed taking vital signs on 3 different
residents in rooms, 3028, 316Aand 210B. The
CNA was observed to touch the residents skin

" | with her hands, touch the equipment to the
residents skin and place the vital sign equipment

Tbasket-on-each residents bed—Fhe CNAdidnot
wash her hands between each resident, did not
use hand sanitizer and did not clean the blood
pressure cuff, temple thermometer or finger 02
oxygen monitor between each resident. The CNA
asked the surveyor if she was supposed to wash
her hands between re5|dents when takmg wtat
1-signs.~ - -

On 5/21/15, at 10:05 AM, LN #2 (In_fection'ControI
Nurse} was informed of the concerns. LN #2 was
asked what the root cause of the infections were
and what interventions were put in place in,

_|-around, and during the identification of the = ~——-|~~— —~— -~~~ v Lo e e

.nosocomial infections. LN #2 stated she thought P | T S T I T P

the previous DNS contacted the health
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department ahout the nausea and vomiting and
diarrhea, but was unable to provide
documentation, :

On 5/21/15, at 10;20°AM, LN #2 provided
documentation of a handwashing and infection
control inservice that was carried out with '
employees, dated 12/10/14. Additionally supplied
was an infection control surveillance that was
dated 4/2/15 - 4/8/15. GNA# 3 was not identified
on either documentation. The facfiity did nat
pravide any further documentation.

On 5/22/15 at 9:00 AM, the Administrator and
DNS were informed of these findings. The faclfity
offered no additionat information,
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER - Govemor DEBRA RANSOM, RN RH LT, Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.C. Box 83720

Belse, ID 83720-0009
PHONE 208-334-6626
FAX 208-364-1898

June 1, 2015

Jerrilynn R. Herrera, Administrator

Oak Creek Rehabilitation Center of K1mbe1ly
500 Polk Street East

Kimberly, ID 83341-1618

Provider #: 135084

Dear Ms. Herrera:

On May 22, 2015, an on-site revisit of your facility was conducted to verify correction of
deficiencies noted during the survey of February 18, 2015. Oak Creek Rehabilitation Center of
Kimbetly was found to be in substantial compliance with health care requirements as of March
16, 2015.

Your copy of a Post-Certification Revisit Report, Form CMS-2567B listing the deficiencies that
have been corrected is enclosed.

Thank you for the courtesies extended to us during our follow-up revisit, 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.

Sincer ely,

f W/M@J

NTNA SANDERSON, L.S.W., Supervisor
Long Term Care

NS/dimj
Enclosures :
cc: Lori Peel, Investigative Unit Manager, Bureau of Occupational Licenses
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