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Provider #: 135021

Dear Ms. Freeze:

On February 28, 2014, a Recertification, Complaint Investigation and State Licensure survey
was conducted at Kindred Transitional Care & Rehabilitation - Lewiston by the Department of
Health & Welfare, Bureau of Facility Standards to determine if your facility was in compliance
with state licensure and federal participation requirements for 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 actnal harm
that is not immediate jeopardy, as documented on the enclosed CMS-2567, whereby
significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies, and a similar State Form listing licensure health
deficiencies. In the spaces provided on the right side of each sheet, answer each deficiency and
state the date when each will be completed. NOTE: The alleged compliance date must be after
the "Date Survey Completed" (located in field X3.) Please provide ONLY ONE completion
date for each federal and state tag in column X5 Complete Date, to signify when vou allegse
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 admintstrator should sign both the Form
CMS-2567 and State Form in the spaces provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitied by March 26, 2014.
Failure to submit an acceptable PoC by March 26, 2014, may result in the imposition of civil
monetary penalties by April 15, 2014.

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

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

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

s What measures will be put in place or what systemic change will you make to ensure that the
deficient practice does not recur;

¢ How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place. This monitoring will be reviewed
at the follow-up survey, as part of the process to verify that the facility has corrected the
deficient practice. Monitoring must be documented and retained for the follow-up survey. In
your Plan of Correction, please be sure to include:

a. Specify by job title, who will do the monitorng. It is important that the individual doing
the monitoring have the appropriate experience and qualifications for the task. The
monitoring cannot be completed by the individual(s) whose work is under review.

b. Frequency of the monitorning; 1.e., weekly x 4, then q 2 weeks x 4, then monthly x 3. A
plan for "random” audits will not be accepted. Initial audits must be more frequent than
monthly to meet the requirement for the follow-up.

c. Start date of the audits;

» Include dates when corrective action will be completed m column 5.
[f the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved, If CMS has 1ssued a letter giving notice of intent to

implement a denial of payment for new Medicare/Medicaid admissions, consider the
effective date of the remedy when determining your target date for achieving compliance.
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e The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form.

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

This agency 15 required to notify CMS Region X of the results of this survey. We are
recommending that CMS impose the following remedy:

Degial of payment for new admissions effective as soon as notice requirements can
be met. {42 CFR §488.417(a)]

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on August 28, 2014, if substantial compliance 1s not achieved
by that time.

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

If you believe these deficiencies have been corrected, you may contact Loretta Todd, R.N. or
Lorene Kayser, L.S.W., Q.M.R.P., Supervisors, Long Term Care, Bureau of Facility Standards,
3232 Elder Street, PO Box 83720, Boise, ID 83720-0036, Phone #: (208) 334-6626, Fax #:
(208) 364-1888, with your written credible allegation of compliance. If you choose and so
indicate, the PoC may constitute your allegation of compliance.

In accordance with 42 CFR §488.331, you have one opportunity to 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/4 34/Default.aspx

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

e BFS Letters (06/30/11)
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2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by March 26, 2014. If your request for informal dispute
resolution 1s received after March 26, 2014, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

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

Sincerely,
Lseae gser

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

LEK/dmj
Enclosures
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TAG SUMMARY STATEMENT OF DEFICIENCIES
F278 483.20(g) - () ASSESSMENT ACCURACY/COORDINATION/CERTIFIED

The assessment must aceuraiely reflect the resident's stats.

A registered nurse mnst conduet or coordinate sach assessmenit with the appropriate participation of health
professionals.

A registered murse must sign and certify that the assessment ts completed.

Each individual who completes 2 portion of the assessment must sign and certify the accuracy of that portion
of the assessment.

Under Medicare and Medicaid, an individual who willfully and knowingly certifies a material and false
statemest in a resident assessment is subject to a civil money penalty of not more than $1,000 for each
assessment; of an individoal who willfully and kmowingly canses another individual to certify a material and
false staternent in a resident assessment is subject to a civil money penalty of not more than §$5,000 for each
assessment.

Chnica] disagreement does not constitute s material and false statement.

This REQUIREMENT is not met as evidenced by;

Based on record review and resident and staff interviews, it was determined the facility did not ensure bowel
function was acenrately coded on an MDES assessment. This was true for 1 of 9 (Resident #1) residents
sampled for MDS accuracy. Findings incladed:

Resident #1 was admitted to the facility on 10/24/13 with multiple diagnoses which included left hip fracture,
chronic ischemic heart dissase and hypertension. .

Resident #1's Admission MDS assessment, dated 10/31/13, coded the resident as atways confinent of bowel.

Resident #1's Quarterly MDS assessment, dated 12/19/13, coded frequently incontinent of bowel,

Omn 2/25/14 at 10:30 AM, Resident #1 was asked about the amount of assistance she needed, and whether or
not that assistance was provided. The resident stated she felt help was always avatlable, although, "I don't
always ask for it." The residert stated zt times, when she did not ask for help in time, she bad, "accidents.”

On 2/26/14 at 11:35 AM, the DNS was asked about the apparent decline in Resident #1's bowel continence,
per the MDS date. The DNS stated she would have o research further.

Om 2/27/14 at 9:530 AM, the DNS returned with additional information. The DNS provided the ADL flow
sheets for the MDS Jook-back periods for both MDS's. The flow sheets both documented the resident had

Any deficiency siztemeant ending with an astarisk (*) denotes a deficiency which the mstitotion may be exensed from correcting providing it s determined that other safeguards provide sufficient
Drotection to the patients. (See instructions,} Except for puraing homes, the findings stated above are disciosable 90 days following the date: of survey winether or not a plan of correction is provided.
For mursing hemes, the above findings and plans of correction are disclosable 14 days following the date these documents are made availabie o the facility, If deficiencies are cited. an approved plan of

The zbove isolated deficiencias pose no acteal herm to the residents

i
37000 . . H
Event [D: 5BCY11 If confimanon shezt 1 of2 i
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been incontinent of bowel on two occasions during each look-back period. The DNS stated, "The initial MDS

should have coded ber to be frequently incontinent of bowel, There was no decline, it was just mis-coded on

the first MDS.” The DNS stated the resident’s next Quarteriy MDS was carrently in process, so her bowel

patterns were. being reviewed again.

On 2/27/14 at 4:15 PM, the Adminjstrator, DNE, and DDCO were mformed of the strveyor’s findings. The

facility offered no further information.

03100%

. EventID: 5SBCYl1
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CLaursn Hoard, RN BON
Jans Duncat, RN MSN

Survey definiions are:
ADL = Activities of Dally Living

P ARG = Active Range of Motion
BiMS = Bnef inlerview of Mental Status

CBWWAT = Bates-Jansen Wolund Assessment Too
OHE = Congestive Heart Failure

COMS = Coerters for Medicare and Medicaid
Berviess

CNA = Qertifted Nurses Assistant
DA = Cerbrovasscular Accidant
$OT = Compuierized Tomography

DNSDON = Diredlar of Nursing
igg = Dressing

 EMR = Electronic Medical Record

CER = Emergenty Room

CHIT = Imerdisciplinary Team

CD = Physician

MBS = Minimum Data Set

| Mt = Myocardial infarction

crng = riligrams

g ® RICHODTEMS

CORIF = Open Reduction Intemal Fixation

FRROM = Passive Range of Maotion
B3 = Pressurs Lcer

COPD = Chronic Obstructive Pulmonaty Disease |

- DOCO = Divisional Divector of Clinical Opsrations

TTATEREHT OF DEFICIERCIES {545 PROVIDERIGUPPLER/CLIA (R MULTIPLE CONSTRUCTION X5 DATE SURNVEY
AT AR O CURRED TION R TIFICATION NUMBER. 2 RS GING COMPLETED
o
135021 B WING - 0212812014
HAME OF FROVIDER OR SUPPUER ETREET s@ﬁiﬁ)&ﬁ%ﬁ» OUTY, STATE. 2P OO0E
KINDRED TRANSITIONAL CARE & REHAB - LEWISTON 3316 ETH STREET
' e i LEWISTON, iD B3804
T SLAARY STATERMENT OF DEFICIENCIES e PROVDEIS PLAN OF CORRESTION -
PRCEE EACH DEFICENGY MUST 88 PRECEDED BY FULL PREED | {EACH CORRECTIVE ACTENN SROULD BE e Y
TAG REGULATORY O LSC IDERTIEYING INFORMATION; Al | CROSHREFERENCEDTO THE ARFROPEATE 0 DATE
_ f BEFIGENTY -
F OO0 | INITIAL COMMENTS F oo
| The following deficiencies were ciied during the
-annual recertificalion and complaint survey at
your facility. The isam enterad the facility on
2444 and exited nn 2/28/14. The survey sam _
sinohded:
* Nina Sanderson, LW BSW, Team Coordinator REGE! j ED
- Brad Porry, LSW BSW "
L&y Barkiey, RN BSN MAR 75 70H

S TAHDABDS
EACILITY BT LHDARDS

m G ‘*”}Fa‘i‘:}ézfi FRE "ft}f:m&,tpm (R REPRESENTATIVES SIGNATURE }} HRE
: oy M Mﬂf;ﬂﬁ’x_&ﬁ/

£y deficiency statamant &ne:ixm:; ﬁwsﬁz ar aw?ér;sic (s denates 2 deficiency which the nstRion may be excused from comecting providing # s ﬁ@twmaexi it ?z
nther safeguards provite sufficieni protection to iha satients. (Seenstructions.} Extept for nursing homas, the findings stated #bows dre disciosshi 86 eys

tolimwing the dute of survey whather or noi & plan of oorection is provided. For nursing homes, the above findings and plang of couaciion ad disslosabie 14

days foliowing 1he dale these doguments ams made avalable 1o the Jaciity. ¥ deficisncies are oited, att spproved piarx of éofradtion is fequasite to condinesd

PIOGQEARN ‘)ﬂ’ti&ﬁ;ﬁﬂﬁf&ﬁ

PR CWS-2007 100005 Pravigus Verunis Obssilele Bt 1D SBCYH

Eacility [0 MOSB01370
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F OO0 Continued From page

Y0 = Faripheral Vascular Diseass
DHEN = Az nesded

Dl ;J‘\_‘j?#{,r*%

00 = Bvery oiher day

0 = Regstered Diabican

rofn = pressure reliesving wheelchair pad

SEAR = Siuaton, Beckground, Assessment, and

Reguest
SO0 = Biaff Davicpmen Coordinainy
8/4 = Signs and Symptoms
x = Tregiment
FIS7 483 1001 NOTIFY OF CHANGES
gx=0 NJURYDECUNEROOM, £E1TC)

A fachity must womediaely nform the resident,

consutt with the resdent's physican; and #f

katrwn, notfy the resident's legal regresentative

or an inferested family member when there s an
actident arvobang the resident which results ¥
gy and ras the polentiel for requiring physician .
ntervention, 2 significant change in the resident's
physical, mentad, or peychosoual status e, a |
deterioration in heatth, merlal, or psychosooal

status in edher e hrealening conditions or

clinipal complealions: 3 nead io aller reaiment

sigrubcanily (e a nead 1o discontinug an
%’:{Sai g foims of ;reatsr'ﬁent gue fo adverse

ONSBEGUENCES. OF 10 COMIMENSe & new forms of
%matrmm o @ decision 1o transfer or di ischarge

the remdent from the facilily as speciiad n
BAB% 12{3).

s?eﬁ shty must also promptly nobify the resident
and, i Knoen. the residend’s lagal t‘epreseﬁtaiive

ot mie:a*ﬁe@ family member whien hare is
changl iy rodm o7 THoMMate assignment as
soeciied in §4ﬁ3 mie}{z} of & change m
resident rights unger Fedaral or State law o

This Plan of Correction is prepared and
FOOU  submitted as required by law. By
submitting this Plan of Correction, Lewiston
Rehabilitation & Care Center does not
admit that the deficiencies listed on the
CMS Form 2567L exist, nor does the
Facility admit fo any statements, findings,
facts or conclusions that form the basis for
the alleged deficiencies. The Facility
reserves the right to chatlenge in legal
proceedings, all deficiencies, statements,
findings, facts and conclusions that form the
F 57 basis for the deficiency.

F157

Resident Specific

The ID team reviewed resident #1. MD has
been notified of weight changes. No new
orders obtained

Other Residents

The ID team reviewed weight report and
chart audits for other at risk, No other
residents identified. Education provided
regarding policy of timely notification of
any changes to MD, resident and family
member. Adjustments have been made as
indicated.

Facility Systems
Licensed Nurses are educated to policy of
notification to MD, family and resident of

TORM OrEG-2557 (00 8] Frevious Vermons Dbsolelz Event Hy S8

LR
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“regulations as specifiesd in paragraph (b1 of
s secton

The faciity must recard and periodically update
the address and phone number of the resident's
legal represenialive or interesied family memter

This RECHHAREMENT
by
Based on record review and resident and staff
miterview, £ was delermined the facility dd not
ansure g resident's Physician was notified of
oanue
for 1 of 2 (R 1) resdents sampied for weight
joss The deficient practice had the poteniat to
cause more than manimal harm if the resident
conunued o experience these changes without
evaiiation by her Physician, Findings included:

15 not med as evidenced

mard #1 was admutied 1o the facility on
24113 with muliipde disgnoses which intleded
u"* hip fracture, chronio ischemic hean disease
and hyparension.

Resident #1's adrmasion MDS assesament, dated

IR, decumeniad A neight of 81 inches and
Ca weght of 124 pounds.

-Remdent #1'5 most racent quanerny MDS
asgessmert, dated 12/19/13, coded moderalely
wnpaired cogrition, weaight of 103 pounds, and 2
weight 1ogs of greater ihan 5% Ipercent] in one
morndt which was not prescrbed by o Physician,

Resient #1758
goeurmneniad

13/4413. The area 1o document the residents
weight was biank. No mention was made of hey

Prysicran's progress notes

in het weighd and appetite, This was frue

{51y PROVIDERISUPPUER/CLIA {423 MULTIPLE CORSTRUCTION X35 DATE SURMEY
DENTIICATION NUMBER A BUILDING COMPLETERD
C
135021 B wdiNG DEIZBIZDIA
rERIE OF PROVIDER O SUPPLIER STREET ADDRESS, CITY. BTATE, ZiP CO0E
| KINDRED TRANSITIONAL CARE & REHAS - LEWISTON 3915 BTH STREET
i HE g2 % t =
é - LEWISTON, 1D 82504
SUMMALY BTATEMENT OF DEFICIENTIES 0 FROVIDER'S PLAN OF CORRECTION
Ly FRCY MUST BE PFRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
SULATORY OR LHG INMENTIFYING INFORMATION TAG CROSE-REFERENGED TO THE APPROPRIATE
DEFICIENCY}
F 57 Contnued From page 2 77

any changes in condition. Re-education was
provided to include but not fimited to,
notification to MD, family, and resident
when changes in condition are noted.

Monitor

The DNS or designee will audit new orders
to ensure documentation for MD, family
and resident notification is present 3 times a
week then weekly for 4 weeks. The review
will be documented on the PI audit tool.
Starting 4/3/14 any concerns will be
addressed immediately and Identified trends
discussed with the PI committee. The PI
committee may adjust the frequency of the
monitoring after § weeks, as it deems
appropriate.

RN

CNES-BHETIG - 80Y Privius Wersang Olsciele

Event {0 2BCY 13

Fachdy 10 MOBOMA70
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SND PLAN OF CORRECTION HIENTIF ICATION NURBER £ DULDING SOMPLETED
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i SUSSAARY STATEMENT OF DERICENCIES oo PROVIZER'S PLAR OF CORRECTION .
EBCH DEFCIGNGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B8  COMPLETION
i RECULATORY OR LG IDENTEYING INFORMATION TAG CROBSFEFERENCED TO THE APPROPRIATE DaYE
DEFIGIENSY
i F LT Continued From pags 3

maThon, waighd, or 2ating hablts. INOTE: The

resdent's Weights and Vials Summary (WW5;

torm documentad waights of 122 8 pounds on

I3, 118.8 pounds on 1477933

20713, The ares W document the resident's
weight was biank. The body of the assessment
documented. "5he seems o be sating a{ ipast
reguiar " INOTE: The resident's WS form

doctimeanted a waight of 103 pounds on the dale
of thus Physscian's wigd, down 29 4 pounds since
har adrression on 1024713 1

73114744 The ares tor the resident’s weight

decumented. "Fatent presenis in 2 whaaichalr,
no height of waight measuremnent,” INOTE. The

} resident's WS form documented her most
racent weight before thig visit was 58 pounds,
down 7 pounds from ner previous Physiclan visit

ang 28 4 pounds since her adimission {0 the

fachny 10/24/12

*Z2i11414. The araz {o documen) the resident's

3 ht was blank There was no further mantion

narrative porfion of the progress nole. INQTE,
The resident's WVS form gocumented a weight
of 102.8 poundds the day befora this visiy,
consistent with the weight documented on that
form 12010415

On 27254 3110 30 AR, R #1 was wiesrviewed

©abput her care 1 the faciity. B #1 reported she
didd not have much of an appelite. and was often
stferad more food that shie wanied o eal. R #1
ghinbuied her appehie dechns 1& her advanced
a9,

On 2028044 at 1220 PM, the R was nlerviewid
about R #1's weight loss. The BD siated
- FThe resident had @ previous admission o the

of the resident's weight o nuindiona status n the

facility, but was discharged o the community in

F 157,

FORM CRAE. 25870025 Pravious Wersions DDsoleie

L

Event 1T 58CYH
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! CEAGIENGY

]
e

s

Lontinued From page 4

sarly Outeber, 2013, Dunng her previous
adrmiggsion, the resident was histoncaily
underweight but had 2 shight planned weight gain
*The RO had identifiad the resident's usual body
weght ranged from 107 pounds to 104 pounds.

on 10724/13, her weight was snificantly elevaied
=5 comparad o haselne. which the faciily
atiribuited o the presence of edema. indially upon
re-admission, the residents appetiis was stabie
then her edema bedan 1o resoive and her we;gh‘
duchned as expeciad.

o rud-Decemaoer 2013, the faciity noted 2
dasine n the resideni’s appetis, n additon o
sontinued deching in her weighi The RD
recommendad, and the faciity started, "enviches

food sams offerad to the resident The resident
Was W‘P)%Qhﬁu waakly, and har weight stabilized
w1747,

CWhen wesghed on 17714, theve was a noted
decrease n her waight and in her maal intakes.
The faciity determined the resident was having
more difficoliy staying on task auring the mesl

- The facility offered 1o place the resident n 2

: dméng eavironment with more cueing available,

but the re :sudant refused.
her resident was waighed on 11414, with
*;n ther deckng noted. The faciliy arrangsd for
adciional sueing o be offered in the dining
ernvranmeant of hey preference.

i 2113014 the RD had dedermined the

: .emdm" weght 10 be siabilizing The residesnt

! nad agreed {0 move o a more stroctured dining

sethn
Y&t the e the RO was nlgrviewed, the

resigent's weight was 104 pounds. The RD stated

i: s weight was consisient with the resident's

weghis from e yesr age, and up from a low

“When the resident was re-admitiad fo the fasility

rmeats”, which sdded extra galones o some of the

g, and her intakes had %m;}r&vad 0 percent. |

IO CIMES. SRS TINZ0E Pravious Wersaang Dbsolets

Event [ 5BCY 1
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': DESICENCY)

#1187 Continued From page §
weght of 85 pounds.

The RO was asked f the Physican had ever

been notilisd of the facility's concerns with the

resident's waights, they interventions in response

1o ihose concems, of the effeclivenass of those

interventions The RD siated she would have o
nvesogate further,

Qs 2787094 at 950 AN, the OGNS reporiad the
Facigy did nod have peoof the Physigian had been
natified of the resident’s weight or appeite
changes atl the sme they were aocurring. Tha
DNS stated they had contactad the Physuan that -
day {2/27/143, and the Physician would be willing
e} :}méée a statement regarding the need o

: nof the resdent's advanced directives,

om 2ETA w4 1B P the Adminisirator. DNS.
Fand O DOCC were infonmed of the surveyor's
; ngdings The facibty offered ne further
i sfa;f%aiean
A83 13 -l foHZ) -
HIVERTY ATE, REPOGRT
LEEGATIONSANDNIDUALS

gr
Uy pa
[
3 oan

 The facdity must nof employ individuals who have
peen found guitty of abusing, negiecting, ar

mistreating residents by a court of law; or have
nad g fnding entered indo tha Siate nurse aide

' segistry concerning ahuse, neglect, nistreatmend

-of residents or missppropriation of thelr sroperty;
and raport any knowledge # has of actions by a
eourt of law agawsi an empioves, which would
%r*d?:a%—"» vnfiinass for service as g nurse alde or

other facibty siaff to the Biate nume ade regustry

&0 aiC@‘ﬂ:} ing asnonbes

This Plan of Correction is prepared and
submitted as required by law. By
submitting this Plan of Correction, Lewiston
Rehabilitation & Care Center does not
admit that the deficiencies listed on the
CMS Form 2567L exist, nor does the
Facility admit to any statemenis, 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.

Fa2s!

UM ORAS-FRGY il Yermions Dnsomte e 1 BBOY 1
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Conpnued From page 6

The facity must ensure that ail alleged violations
mwvolvmg risireatment, naglect, of abuse,
Imoluding nrires of unknawn source and

musappropriation of resident propery are reported '

Cimmedatalv o the administrator of the facilty and
o other officials in accordance with Siste low
through ssiabished procedures (including fo the
State survay and certification agencyl.

- The {acility must have svidence that gl alleged
viciahons are thorpughly myvesiigated, and must
wrevent further polential abuse while the
mvesiigalion s mn progress.

The results of alt mvestigations must be teporied
¥ the administrator or his designated

represeniabve and to ather officials in aacordancei

with Siate law {ncluding ¥ the Stale survey and
cerhfication agency within § working days of the
noident, and  the alisged violalion s venfied
sppropnate corrachve achon must be taken,

i

D This REGUIREMENT
':3"%;’

Basad oh record review and stall interview,
was deterrined the faoiity dd nol altempt [c

_ascertan the unknown cause of 2 resident's hip
fractare, Tnis was irue for 1 of 10 residents 34147 |

- sampled for moident investigations, Fadure 1o .
sa'*%use alt inuries of undinown origin wers '

thoroughly mf&sﬁgaied placed the resident at ns:k
- for abuse or neglect. Findings included’

s nod mat as evidenced

CResiden! #14 was admitted 1o the faciity on

- 14143 weith mulimile diagnoses which included

CDHF, CORD, severe osteoporosts, severe PYD,
seizure disorder, malnutntion. and a history of

F 225 Resident Specific

The ID team reviewed resident #14.
Resident was discharged from facility prior
to annual survey

QOther Residents

The ID team reviewed/investigated other
residents at risk for injuries of unknown
origin thru review of last 30 days incident
reports and weekly skin checks No other
residents identified.

Facility Systems

Licensed Nurses are educated to investigate
injuries of unknown origin. Re-education
was provided to include but not limited to,
definition of injury of unknown origin and
required reporting.

Monitor

The ED/DNS or designee will audit any
new incidents for root cause 5 times weelly
or as incidents occur for & weeks. The
review will be documented on the PI andit
tool, starting 4/3/14. Any concerns will be
addressed immediately and identified trends
discussed with the PI committee. The PI
committee may adjust the frequency of the
tnonitoring afier 8 weeks, as it deems

appropriate.

FOIRM CRE-PSEUT-UY Prowiws Vizisions Obsoise

Eegt 1) 5BLYT1

Facity 10 MDS001370
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"

fwiass derd #14°s Quarierly MOS assesament,
dmed 471513 coded:

Ma}d@mie y imipared cognitive skills;
“Dependaent on 2 person assist will ransfers and
folining,

“Extansive assisiance of 1 for whesichay
mobildy, dressing eabng, and hvglena;

g ot ambulate, and

"M griown fesiory of falls, ang no ialls since
admussion

#i4 aocumeniad
4725013 at 228 PM, rolied out of ped. An DT
note regarding the fall, dated 8/1/13 ot 11:04 AM
doournented, 7 appaars thal resident
- sitempied 1o reposition seff and half siid out of
bed. Brulse noted o leftwrish, no other imuries
- noied. . SEAR sent to MD with request top
ravarw/ aovise.” The MY responded o call # there
CwwErE EZy problems.
ragarding the fall, dafed 5/9/13 a 9 48 AM
dueumented

Cof med AROM and PROM with no apparent sfsx
isigns or saymploms] of mjury noted., sent 16 BR
for enval, no fractures noted " The facility

dorumenied body pilows would b added for

posiorng when the resident was in bad.

On 577714 an BEmergency Department Patient
Yigl information fonm dooumented,
“Gaterporosis of [night] tip no ffracture] seen on
Pt

No furthey falls were documented for this

oot nght and left hip fractures with ORIF o each

Facility Post Fall Investigabon kwms for Residant

CrRED al 545 M, rodled out of bed. An DT note ;

It appears that resident rofied out |

1 FROVIDER/SUPDLIERICLIA A MULTIPLE CONSTRUCTION {(R3: DATE SURWEY
IERTIFICATION NUMBER. A SULOING SOMPLETED
C
138621 B WING Q22812094
PAME OF PROAVITHEIR R GUPPLER STREET ADDRERS, CITY, STATE 7P f}i}ﬁ?
RED TRENSITIONAL CARE & REHAE - LEWISTON 5338 B7r STREET
KINDRED TRAN b g LEWISTOM, i 83504
Eain SUMMARY STATEMENT OF DEFIGIENGIES 1 PROVIDER'S PLAR 8 CORRECTION
REFIX EEIIFENCY AUST BE PRECEDED B FULL PREFX {EAGH CORRECTIVE ACTION SHOULD BE
Tas ATORY OF 50 IDENTHYING INFORMATION Tas CROSS-REFERENCED TO THE APPROPRIATE e
DESICEWDY:
F 225 Continued From page 7 F 208

TEETIND S Frovinus Waesions Obsobte

Evant £ 38CY11

Faciity [0 MDSOH30
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R 1 o PROVIDER'S PLAN OF CORRECTION
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GLATGRY O LEG IDENTIEY NG INFCRMATIONS TAG CROES-REFERENCED TO THE APPROPRIATE
. DEFICIENCY;
| FI25 Continued From page 8 F 225

resident,

Oin 5725713 at 8.04 PM, 2 Nurse's Progress Nole
for Resident #14 documented, "Resident noted to
have 3-4 plus laught {sic] edema io foot
exianding o above [nght] knee, aisc [complains
" off norease pain to Inght lower exiremityl,
sspecialy (with] movemaent [Physician's nama]
santacted. . ordered resdent transferred © (Mame -
of Hospiatl ER lor evaluation and freatment.”

G B/29413. 5 hospital discharge summary

: documentad the resident had been admitied o
the aruie carg hospital on 52513 ko a
diagnosis of a tight hip fracture. The discharge
summary documenied, 7. The patient is refurning
i IName of Facility] nursing home. . The patient

- hao falien and broken his dght bip, ™

G BI213, faniily Nurse's Progress Notes
i - desumented the resilent passed away at 7.20
: R

COn T4 at 1130 AM, the DNS was asked

s apout Resident #14°5 lup frachure. Tha DNS
stated after the resident’s fad o 546/13, he had
no changes in his range of molion o his
extremites. Tha day foliowing the Tall, the
rasident went o his physioian, who sent himio
the ER for evaluation of 2 possible hip fracture. At
the ER, & 07 scan determined no fraciure was

- presant Thu PNS stated unt the day of hig
discharge. the residen aniy complained of pain in
fus teh iower exiremity, a3 was customary for um -
dus fo & vasoular wound and hig pamn was '
succassinly managad with the medizations

Cavadabie 1o the residant The DNE stated par har

Creceilecton, the resident went to the wound ching
of e day nis fracture was Giagnosed. then sent

AR GRR-FHETINZ-BY) Preveres VRrons Dibsokete Everd K7 SB0YN Faciy 1T RSG50 H conginuation sheet Page 9 of 87
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aUME@éﬂ'ﬁ ¥ BYATEMENT OF DEFIGIENCIES
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PREFIX

TAG

PROVIDER'S PLAN UF CORRECTION
(EACH CORRBECTIVE SITION FHOLD 88
CROSBREFEREMGED 1O THE APPROPRIATE
DEFICEMNGY}

(X3
 GOMPLETHON
Tasly

dE o Contnued From page &
1 e E-;H ffum thare and adrulied 1o the pospital
Tha NS was asked what the facility had
determmed 1o be the cause of ihe resident’s
fracturz The DNSG statad ance the resilent's
mest rgoany fall prior to the fracture was on
54715, and 5 TF was negalive for fraciure on
CETHAE the Tacility did nol feet the need o
invesigale further, [INOTE Faclity hurse's notes
gocumenisd the remdent was sant direcily lo the
- R from the facilily, Dﬁ the evening of 572513 1
The DNES waz unable it explain whal had z,adsed
the fraciure.

t

O 2067014 51 415 PM, the Admamnistrator, DNS,
and DDCO were informed of the surveyors
findmgs. The (poliity offered no further
wdormshon

ABE 1R ACTTIVITIES BEET
INTERESTS/NEEDS OF EACH RES

Tha facility most siovade for an ongoing program
o ar*%mi}e desgned to meel, 1 accordance with |
hensive assessment, ihe interests and
mantal and psychosociat well-being
u‘ gaw fagicant ’

This HEQUIREMENRT & not mei 28 evidenced
ny . -

* Baset! on record review, group resdent interview :
ang maf piersew the facildy faded 10 provide an
ongomyg program of achwibes to nclude sufficient
achvilies i the eyanings and on weekends. This

Cwas rue for 4 of 8 residents who glfenged the

: group mesting and had the polendial ib aflect
micst residents in the facility This craated g
rxardial for peychotogical harm whet residents
were provided mingnal activiies which colid

F2Z

F 248

This Plan of Correction is prepared and
subrnitied as required by law. By
subrmitting this Plan of Correction, Lewiston
Rehabilitation & Care Center does not
admit that the deficiencies lisied 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 conclisions that form the
basis for the deficiency.

FORM CMS Z567{02-88

Foant D 58071
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PRIPADERT PLAN OF CORRECTION

ware reviewad. The calendars lacked enough
! scheduted achvities throughout the day o
sraain rasident nleresis.

! The Movemper 2013 achviy calendar
aocumentad for Monday through Friday ranged
from 110 4 seivilies scheduied each day and only
i & oul of the 21 wegkdays Kad an activily
sohpdibed &‘z@f 15 PN On Saturday and
Sunday there was one achivily schedulad for ear?}
of these davs, along with "Friends and Family

beted on Sundays withoul a Hime.

The Daetamber 20113 achity calendar

C*,& Lm@m(‘.ﬁ for Monday through Friday ranged

; fom tin d a:‘;zm ws schaduled esch day and only
£ out of the 27 weekdays had an achvily :

scheduiad mi“" 215 PM. On Saturday and
Sunday there was ofle activily scheduled for each
of-these days, along with "Friends and Family”
fsted withoul a2 time.
12512 there was ondy "Friends ang Family®

hgted without & bime

The danuary 7014 activity calendar docurmanisd
tor Monday through Friday ranged from 110 4
activiies scheduled sach day and only 3 out of
ihe 23 waekdays had an activity scheduled affer
A0 PM On Baturday and Sunday there was one .
iy scheduled for each of these days, aiong
“Frignds and Famsly” sted wathout 2 dme.

v 2014 activity calendar documenied

PXS
{ INCY MUST BE PRECEDED BY FULL PREFIK {EACH CURRECTIVE ACTICN SHOLLD 8E COMPLETION
BEGULATORY OR LEC IBENTIFYING INFORMATION T8O CRUSS-AEFERENCED TO THE APPROPRIATE LATE
BERICIERDY)
» . mapn 248
FH48 Conbnued From pags 10 F 248 SERRT
potentially create an stmosphere of boredorm and R
fpster an BCresase iy rmgaiw behawiors Findings
inciuged Resident Specific
. No specitic resident identified
This Activity Calendars for November and
Jecambar 2013 and January and February 2014

- Other Residents
The ID team reviewed interview able

- restdents for psychological harm or negative
behaviors related to boredom. Adjustments

© have been made as indicated.

Facility Systems :
- Activity siaff educated to needs of residents -
- as it relates to activities for residents.
. Activity calendar was modifisd to ensure
 provision of activities to meet the interests
i of eurrent resident af times to include
- evening and weekend activities. Re-
¢ education was provided to include but not
. limited to, varies activities to be provided
 for residents during evening and weekend
- hours, adjust hours to provide activities
¢ during late afternoon.

17 P WETEID Ewend 10 SBOY I
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EACH CORRECTIVE ACTION SHOULD 38
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BEFIGIERCY,

i
i
H
i
i
i

' davs, she sipdad,

Conbinued From page 11

o Sungay through Sahurday ranged from 710 4
»’ﬁv?’“ scheduied each day and only 8 oul of
the 28 cays had an aclivdy scheduled aﬁes 2:30
i

Dunng the resdent Group interview on 2025714 al
;:u.ciw AMA residents were askad about the
facidy's actvity progeam, Four of the & resdenis
in attgrdance sod they wanted mors aciviiies,
seporialiy in the evenings and an the weakends.

They also sand the attivity program had dectined
oerr the past ihres months with not encugh staf
o assiet rasidents with astivities. One resident in
the group Saied of the activbes. " wouldn't sieep
30 mch i there more ™

D 2714 3650 AM the Actwily Dvacior was
Carviewsd fagarding the activily issues. When
asked about the lack of activitias in the ste
Cafternoons and avenings. she sag they dig
aahamao wally conduct random amalier groun
wetties wivch werg not listed on the calendar,
Wier askad what ;mz activity “Friends and
Farmly” was, she staled 1 was, "Just people
S vsitng their family oF fiends who
» the facility, When saked why there was
Gnly ang ac,;:mz;u schaduled on weekend
y g Guess ‘we need o schatule
Cmore” Sha aiso sisled, Twash we could have
move {antivites] we cou iai offer maore.” When
asked 0 clardy this statement, she sad, she had
askig for more nowrs for aclivities stalf, but was
iu %f* use more voluniesrs instead. When askad
e the actnbes budget, she sialed,
u(”}?i}--"aﬁu‘:.; sets ihe aciivity hows ™

14 gl 815 AM. the Administralor was
VI wertd abom the aclivilles budged She saud
ciivily budpe! was set by the corporation with

5
{ ﬁ

Monitor

+ The ED or designee will review activity

. calendar monthly, attend quarterly resident

- council meeting to follow up on resident

* concerns with activities, ADHOC person to
attend one resident council meeting per
quarter for discussion about activity
programs without activity staff, will audit 3
residents for adequate activities weekly for
8 weeks. The review will be documented on
the PI audit tool, starting 4/3/14. Any
concerns will be addressed immediately and
identificd trends discussed with the P!
commiittee. The PI committee may adjust
the frequency of the monitoring after 8
weeks, as it deems appropriate.

BETILE B Provious Yersmnn Ohsoele v [ SBOYT

Fawbly {0 MDEOD 70

i continuation shest Page 1275

23




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR

PRINTED: 0311642014
FORM APPROVED
OME NO. 09380391

MEDICARE & MEDICAID SERVICES

(X2 MULTIFLE CONSTRUCTION

3 X1; PROVIDERSUPPLERICLIA X3 DATE BURVEY
e ENTIFCATION RUMBER 5 BULOING COMPLETED
i
135021 5 winG : — _ D22RI2014
AR STREET ADDRESS, CITY, STATE, ZIR CODE
2 A RE & REHAS - LEWISTON 3936 BTH STREET
F 7y R A RISTT . q “ 1 p e g g g
| KINDRED TRANSITIONAL CA LEWISTON, ID 83501
5 SLEANITY STATEMENT OF DEFCIENGIES oo PROVIDER'S PLAN OF GURRESTION
i s alnH DEFICENCY MUST BE PREQEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
U ORLED IDENTIFYING INFORMATION Tl CROBS-REFERENLGED T THE APPRODRIATE
DEFICIENCYS
¥ 245 Corntinued From page 12 F 248 This Plan of Correction 1§ prepared and
e nput from the adminsiralor, but she siated * submitied as required by law. By
& "Comes down o wihatever corporsie decides” - submitting this Plan of Carrection, Lewiston
. - Rehabilitation & Care Center does not
Cirs 202744 8t 205 PM the Adminisirator, DNS, admit that the deficiencies listed on the
and DDCO werg nformad of the ssus, No further . CMS Form 25671 exist, nor daes the
informahion was provided by the Tactity. - Facility admit to any statements, find; ngs
X . - T - oy L of) A 2y
F2RTARZ ?5{3"%}5\13 » o , ¥ 2\)2: facts or .GQﬂclu.s;o_ns.that form the basis for
SGeB EACLEANCOMFORTABLEHOMELIKE . the atleged defiviencies. The Facility
o W b T BN s ¥s e RN . e
ENVIRONMENT reserves the righi to challenge in legal
. _ -proceedings, all deficiencies, stater
; Vher Saciity must provide a safe, ciean, find; fg e L ments,
; ; y [TIiS: PROVAK = e :hndings, facts and conclusions that form the
; comfortabie and hamslike anvwronmeant, aliowing ‘basis for the defici
h A e _ ‘basis for the deficiency.
the ent 0 use his oF he personal balongings _=
: o the extanl possiie
Cirus for 13 of 81 (Room #5101, 102, 104, 108,

207, 204 208, 232, 214, 307, 315, and 320;

-~ ~

On 22704 o 815 1o 328 A the foliowing
oo were observed 10 have oracks in the viny
floorning
*Reom T01- had (8 1 foot by 14 inch cracks just
nmde tha door way, i the middie of the room,
mng nexd o the bathvoom door;
*Room 102 had a 3 inch and 2 6 inch spuder wab
orack maxd 1o bed A and 8 2 inch spitier wab orack
S the e of the room, :
"Moo 14 had (27 1 foo! long spider web Cracks:
j st nsice the diwr and next 1o the bathrocom
dinot,

R 106 had (2) approemanely 1inch by 1

3

Ewvant i SBEY Yt
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£ 282 Conpoued From pags 13 F 2:32 (F252
m,n peces of winyt missing and a § foot by 114
ik orack in the middie of the room;
‘h oo T0B- had 2 2 oot by /4 inch crack and @ : ) "E%
‘ 1 oot long spider web orack in the muddie of the : . ] ‘k T
DT - Resident Specific
“Room 201 had (2) 1 fool by 14 inch cracks just  Vendor has been secured and contracted to
msige the door way, : install new floors in rooms 101, 102, 104,
‘ “Room 204- tad a 1 foot by 14 meh orack just - 106, 108, 201, 204, 208, 212, 214, 307, 315,
Cinside the door way! . and 320
"Room 208 had {2"5 3 inch by 3 inch spuder web '
Cracks A4 :ew feet from the door way,
Room 212- had (2 5 mch by 8 &*mh spider web . Other Residents
] CrECKS }Um nswks the door way, i The ID team reviewed other resident rooms
: Room 214- had (4) 1 oot by 1 foot spider web . for need of floor replacement and added to
; cracks st made the door way, * list of rooms for replacement.
*Hoom 307 fvad & 3 fool by 14 inch cracik and a
; & inch by 3 inch sprder weh orack just inside the
{ door way Facility Systems
’ “Hoom ‘.5 t5- had {37 3 foot by 1/4anch cracks a . Facility staff is educated 1o report areas
L i‘:‘f et tﬁgw ;h? fic:o wa{y, and _ needed repair t¢ maintenance department
; el 3“%? had . foat fong spider web orack for repair. Re-education was provided to
justinsice the door. include but not limited to, how to report
Oin 227544 at 10000 AM the Maintenance areas of concern needing repair.
: Buperdsor was informed of the cracks in the
fioonng and ha zaa'd he was aware of the ssus
; b was working on replacing the floors, He Monitor
} provided the surveyar a coby of & capial The Maintenance manager or designee will
! improvement request ke subhmted on 2746714 o audit 5 rooms for any areas need of repair
! the facidy's Hegionat Vice President which weekly for 8 weeks. Then monthly on
dacumented, "Repiace doormg n all resident envirpnméntal rounds and report given to
roornsfbathrooms. 7 ED/regional maintenance persennel. The
. - review will be. docamented on the P1 audit
D0 2727714 81 400 P the Adminustrator, ONS, tool, starting 4/3/14. Any concems will be
! Cand DOCO were informed of the issue. No further " addressed immediately and identified trends
E | ior 'fﬁa?%{}-n was provided tsy the faciify  discussed with the PI committee. The PI
L F 280 48B3 200d)G;, 483 1ky(Z) RIGHT TO F 280 committee may adjust the frequency of the
S3ed PAH; m?ﬁﬁ“?ﬂ PLANNING CARE-REVISE CP  monitoring after 8 weeks, as it deems

| appropriate.

LORM CRMS2EETING B Pravicus Vergons Cheosisie

Evend HF 5BOYT

Fachay wo wiiou0i370 # contnuation sheet Fage 14 of 57
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) X1y PROVIG *'"LF‘PL ERACLIA (B2 MULTIPLE COMSTRUIGTION [t des] Eg;%,SUQVE?
» [HENTIFICATION NOMBAF. a SO NG LOMPLETED
135024 B WING : g2rzeiatia
F STREET ADDRESS. CITY. STATE. ZIF GODE

. 3745 BTH STREET
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2 CIENCIES o PROVIDER'S PLAN OF GORRECTION

* rsg SRECEDED &Y FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE

? SPFYING INFORMATION; TG CROBS-REFERENCED TO THE APPROPRIATE

DEFICIENEY

. This Plan of Correction is prepared and

. F 280 Conbnued From page 14 F 26

i

1

The resdent Ras the nght, untess adjudged
wieornmaient o otherwise found o be
wcapacitatad under the laws of the Sigte, o

Cparboipate o planning care and treatment or

CRANGES N care and regimant

B a::a;’sw* ahensive carg plan must be developad

within 7 days afler the completon of the
comprehenswe asssssment prepared by an
irferdsciphnary leam, thal noudes the atlending
i}f‘iyl:» ician, @ regsierad nurse with responsibility

¢ the residant and other aspropriate staff m

, & axient praviicable, the participation of
‘z?w agdant the resldent's family or the resident's
preseniaive and penodically reviowadt
anc reviged by 8 wam of qualifed persons atter
sach B5seusment

Tiug RUQUIREMENT is not met as evidenced
by,
Based on ob

ahd res

£ E}m ;a-\\:_:

rvaﬁan, record review, and siaft

sder z interview . il was delermined the
dad o .z*»eaz‘-;éss@ e care plan of a resident

¢ tooamar physiclat prdered boots as
fa prassuie uicer prevenion plan, This was |
1 of 13 (€3] sampled residgents. This
“‘f’@&séﬁ the potential for harm o the resident dig
not sereve appropnate carg releted o pressurs
wicer prevantion. Fmndings incluged:

Hesident £3 was admitiad (o the faciiity on
THAAME, and ’aad:“ns{ieﬁ i 174, with muthiple
dragnoses whch included unspeciiied renal
imiure, anemis &nd c;s‘ism;:mmsés

t%f“.:: as gatermined by ihe resmlent’s nesds,

' F280

SO OME

it YRR JOS0Ee Cusnt 10 SBCY

Favmry i MUEDSTIFY

: submitted as required by law. By
© submitting this Plan of Correction, Lewiston |

Rehabilitation & Care Center does not
admit that the deficiencies listed on the

. CMS Form 2567L exist, nor does the
. Facility admit to any staternents, 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.

: Resident Specific

: The ID team reviewed resident #3. Care

| plan revised to show float heels while in
bed.

=Othrer Residents

The ID team reviewed other residents care
planned for care boots for appropriateness
of use and accuracy on care plan.

Adjustments have been made as indicated.

Facility Systems

Licensed Nurses and Certified Nursing
Assistance are educated fo care plan
updates. Re-education was provided to
include but not limited to, refusal of current
plan of care and how to adapt plan of care to

meet the needs of the residents.

If continuation shast Page 13 of 52
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D TRANSITIONAL CARE & REHAE - LEWISTON
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1] FROVIDER'S PLAN OF CORRECTION
PREFIL (EADH CORRECTIVE ADTION SHOULD BE
TAD ; CROES REF .; ‘,}‘ £ T THE aPPR ,}{Jf\gf‘-—::f

s ﬁ,tﬁsra;:v,

sssessment for Resident €2,
CGCLTIEN t@u i g art

i owith BIME soors {}f
ANCE nEede m‘{iﬂ f"':"e{}iﬁ

& neaded with 1 person for

(ﬁim‘ﬁ
FEBiindl,

; zm,,; akme Dot e
eINIE )
* A nsk doy developmeam of Dresswe uiters,

""--3 1 OO u? armed i ‘gﬁ.’!gjﬁ

8 name; has actugl

tegrity t‘s‘t zrﬂé@iﬂﬁ o] Actus

WEr g mf}mrty wolind” dated

{1914 and,

Nt %; i hawe carg
with o

TEViSIET O

&rom ped”

3

”;d; i3 wsu; ;ega
=

inbted

e ﬁ’"Nf-‘& #1 an

"-‘N;{%"‘m

WA ‘sa, w&a,
3\&;{* Sfu&f"ﬂ‘

" and added the staff

sitowy DUt the rosident

H
07 Residant £3

'3‘
‘;hu}

F 280 Monitor
The DNS or designee will audit 5 care plans
weekly for accuracy in interventions for
prevention of pressure ulcer for 4 weeks
then 3 care plans weekly for 8§ weeks, The
review will be documented on the P andit
tool, starting 4/3/14. Any concerns will be
addressed immediaiely and identified trends
discussed with the PI committee, The PI
committee may adjust the frequency of the
monitoring after § weeks, as it deems
appropriate.
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FROVIDER'SG PLAN OF CORRECTION
{(EACH OCORRECTIE ACTION SHOWD 82
CROSS-PEFEREM TO THE APPRL
BEFRENGYE

BT L A e

FAER YISV

£ 280

it nete ¥ har

honts while in bed

Lty piliowes s

twhich
s Toe g

This Plan of Correction is prepared and
subimitted as required by law. By
submitting this Plan of Correction, Lewiston
Rehabilitation & Care Center does not
admit that the deficiencies listed on the
CM_S Form 25671 exist, nor does the
Facility admit to any statements, findings,

o Adrramstrator and
cETe DEn BEue,
§.,i«-\ o

g b B s et gy b b ey
oo , riner i i WA OF 00U E 0N

facts or conclusions that forn1 the basis for
the alleged deficiencies. The Facility
reserves the right to challenge m legal
imen i altin proceedings, all deficiencies, statements,
ysica, : findings, facts and conclusions that form the
i1 ' basis for the deficiency.

£ facilty rmust

ERAENT s not mat 28 evidenced

yaben reswsdent and sial

Sy H) 5H0Y N Faciity 1 MDSODTEYS
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LEW?S&G?\%, HuR % 1=

FANDRED TRANGITIONAL CARE & REHAD - LEWISBTON

ERODERD PLAM (F CURREL T!‘
(EACH CORBECTIE A2 VQO 5 ‘"HC‘U
TROSE-REF FREMCED TD THE PP

o F309
Fa0e
; was determingd
walg :%V i
@ resident wilh Resident Specific

f. This was brugfor 4
%»’?ﬂ’sg ag 07 pain
& ﬁa the polential o

The ID team reviewed resident #1
Medication reviewed with MD hypnotic
was discontinued and pain medication
scheduled at hours sleep

{ther Residents
The ID team reviewed other residents for
use of as needed medication use and
_ effectiveness, including pain management,
o Adjustments have been made as indicated.
| Rescent #7s most recent Quarterly MDE aated :
10, coded,
srabaly Enpas »3‘ canntive sklz - Facility Systems

i ; ) Licensed Nurses are educaied to indication
for use of as needed medication. Re-
education was provided to include but not
timited to, indications for as needed sleep
medication, use of as needed pain
medication, and assessment of pain
management, indication for pursuing pain

/¥ "]x‘?-f_j [toiBi b

suery & * regimen change for 1'e§idents_ Wﬁh increase
; : usage of as needed pain medication
Disls a-; fiaadad - Moenitor
i sam evel ol 1164 ¢ The DNS or designee will audit 3 residents
; staranophes 325 mg * for as needed hypnotic medication use
(o 8 hours #48 naeded for ¢ weekly for 8 weeks. The review will be
- documented on the PI audit tool, stariing
for an 81 mo asping . 4/3/14. Any concerns will be addressed
LR o ling . immediately and identified trends discussed
ent alsg had an order for Restorit 45 ¢ with the PI commitize. The P commities
erire : ¢l bedlirme T insaming - may adjust the frequency of the monitoring

after 8 weeks, as it deems appropriate,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 031072014
FORM APPRGVED
OME NG. 0535-0301

STETEMENT OF DECICIENCIES 24y PROVIDERISUPPLIER/ACLIE
AN PLERN OF CORRECTION IDENTIFICATION NUMBER.

2 BMULTIPLE CONSTRUCTION
£ BULDING

%3 DATE SURVEY
COMPLETED

314
5= PREVENT/HEAL PRESSURE SORES

Basad on the comprabansive assessmant of A
resident, the facllity roust ensure that a resdent
who enters the faciity without pressure soras
does net develad pressurs sores uniess the
individuals clinical condition demonsirates that
they were unevaidabla; and 3 resident having
prEssUre Sores receives necessary treatment and
services o promoks healing, preverd infection and
pravent new sores from developing,

- This REQUIREMENT s not met as svidenced
by
Basst on record review and staff and family
Cnferviews, it was deiermined the facility caused
- harm whan the faciify faled o :
. * Promote haaling of 2 Stage H pressure ulcer, on -
& residents cocoyx shat deterdoraied to an
urstageable” pressure uicer.
CY Prevent a Stage H pressire dicer from
developing on tha resident's dght ankie; and
- Monior ang evaluzte the etfectiveness of
- infereentions on the care plan and revise thoze
imterventions a8 appropriste, '
. This was trua for 1 of 7 (#4) résidents sampled
for skin breakdown Findings include:

- Fesident #4 was admitied 10 the faciity with

. muifiple diagnoses including, COPD, diabetes

- maeditus fype i mild dementia, mainutrition with
¢ hypoaibuminemia (ow protein), righi-sided

- preurnonia, gnd a8 mass in theright, upper lang.

c
135021 B WING OR2IZBIZ014
MAHE (F PROVIDER OF SUPPLIER STRELT ADDRESS, GIT%, STATE ZIP CODE
. . 3215 8TH STREET
FINDEED TRAMSITIONAL CARE & REHAB - LEWISTON i
c LEWIISTON, ID BA50%
x40 1D SUMUARY STATEMENT OF DEFEIENCIES o PROVIDER'S PLAN OF GRRRECTION
PREFIY (BACH DEFICIENCY MUST BE PRECEDED BY FULL PRIFIX (EACH CORRECTIVE ATTION SHOULDBE
Tag AEGULATIRY OR 1560 I0ENTIFYING IMFORMATION; TAG CROSE-REFERENGED TO THE APPROPRIATE
DEFCIENCY)
F 308 Continusd From pags 18 Fapg Tl Plan of Correction is prepared and
' WIOTE e see E 570 as # noraing io e : subyydtied as reguired by law, By
;:}T‘"" ;3 iar'%E? seeed_ 529 as ;Et_‘ienaznés o e uss supmiting this Plan of Correcton, Lewision
> pf ?? “ prcrr; ications withoul iear Behabititation & Care Conter does D01
ndicatons oruss. . admit that the deficiencies fisied on the
314 48325y TREATMENTISVCS TC F 314

NS Form 25671 awist, not does the
Fatility adioit o any staiements, findings,
facis or conclusions that forn the basis fot
the allesed deficiencies. The Paclity
reserves the mght 1o challenge in legal
proceedings, all deficienvies, statements,
findings, fatis and congiusions fhat form the
basis for the debciency.

Resident Specific .
The 113 team teviewed rexident #4 Resident
was discharged from facility on 2027714

CGither Residenis

Clinical management leam and licensed
purses complefed resident skin assessments,
Assessments were reviewsd and no new
pressure nloers were wentified

Facility Systems

Licensed Nurses are educated {0 prevention
of pressure ulcers and healing of skin
Infuries. Re-education was provided 0
metude but not inuted 1o, healing of
wounds versus none healing, preventive
measures of developing pressyre uloers, and
MO notifieation of staing of wound,

FORKOMS-2SET 0208 Provous Versions Ghsolets Ewent [0 3BCY 11

Fauility 1 MDSOD1570 if comtinuation shest Page 20 of




PRINTED. 031072014

DERARTMERT OF HEALTH AND HUMAN SERVICES TORKM APPROVED 5
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO_ 0938-0381 ?-
STATEMENT OF DERCIENCIES {317 PROVIDERGUPPLIERICLIK 17 SUALTIPLE CONSTRUCTION {X3; DATE SURVEY
ANT PLAN GF CORRECTION IDENTIFICATION NUMESR. A BULDING _ COUMPLETED
<
125021 B NG _ D22BI2614
NelE OF PROVIDER UR SURPLIER STREET ADDRESS, TITY, STATE, ZIF-GODE
KINDRED TRA] . o s 3315 BTH STREET
Kik O TRANSITIONAL CARE & REHAR - LEWISTON LEWISTON, ID 83504
A SURMARY STATEMENT OF DRFICIENCES i} PROVIDER'S PLAN OF CORRECTION : {95t
PREF (EACH DEFICIERSY MUST BE PRECEDED BY FULL | PREFIK {EATH CCREECTIWE ADTION SHOULD BE - COMPLETION
TRE REGULATORY O LSC IDENTIFYING INFORMATION; ! TaG CROSE REFERENCED TE THE APFROSRIATE DAFE
DEFIGIERCY]
£ 314 Continued From page 28 F 314
 NOTE: interpretive Guidanoe for F314 states that |
current #Herature documents, *H a pressure uicer
fails to show some avidance of progress foward
haaling within 2-4 waeks, the pressure weer
{incleding potential complications) and the : ; _
residents overall clinical condition should be Monitor
raassessed. Re-svaiuation of the freatment olan The DNSAYCC surse or designee will
including dstermining whathar ko continue or Review the following:
modidy the coment miterventions is aiso
indicated .. The clinicians. if deciding to retain the Weekdy shin checks completed by the
current regimen, shouid documant fhe rationals Heensed mirge Tor new pressure slcers
fo continuing the present reatment {for example; andfor skin issues. H new issues arise [INS,
why some or all, of the plan's intervantions WCC or designee will validate that sound
remain refevant despite litle or no apparent assessment 15 completed, physician notified
heaiing.” . : for treatment orders, and the plan of care is
: npdated fo address root-cause and
The resident's Admission MDS, dated 1222813, prevenuon of further skin fssues, Four
coded in part; ' residents wilt be reviewad weekly for 4 ;
* Severely impaired cognition, with 2 BIMS score weeks, then 2 residents weekly for 4 weeks.
of 10, :
* Extensive assistance of 1 parson for bed Residents in clinical management team
mobiity, transfers, dressing, iniel use, personal . meeting for a change of condition, change
nygiens, and bathing; i in Braden spore and/or new admission. 1fa
* At nisk for pressure ulcefs_ U ] change occurs, DNS, WOC of desiznes will
*One unhealed stage | PU, present on : assess 1igk factors and update the plan of
a‘d_mzss_éon; and _ ; . care for pievention of pressure uicers as
= N_o--ciher uicers, wounds, of skin problems | indicated. Hesidents that trigger a chanpe
'D?ES?TE?E Dﬂ adm.:ss-;m. N , . e will b reviewed daily and plan updated
* Epithedial issue present indicative of, "New skin. | '
-growing in superhcial ulcer.” * Residenis with cirrent wounds for overall
- . , health dec_ﬁﬂfi-ﬂﬂds’fﬂf wiolaa i}_@aiing’
The resigent's Care Area Asse;gsme::rt (CARL physician will be notBed if the wound lacke
date ?2{%15?3,700wmem§d, Rsdt (Residenty. indications of healing afler 2 weeks:
was admfﬁad with 8 stage 2 on coccyx which has physician directives will be documented and
resolved.” The foliowing was-;!)aj;umenied;, under, followed. with plan of care update.
Fomiiroprcsenatie rogaring s care area, Fesident eith cament wotads wilbe
eRTERE R JRga Bl e Alea, : reviewed weekly.
"Hedt (Resident) and family are aware of care : -

FORKR ORA%-Z36E7{07-99) Prewous Wersions Chgsleie Eyvers {DUEBOY 1 Faciity 0. MDS00 1370 i chndinuation shas! Page 2% of 82




_ _ PRINTED: 03102014
DERPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-6381
F STATEMENT OF DEPICIENCIES (81} PROVIDERISLPPLIERLIA £X2 MULTIPLE GONSTRUCTION X3 GATE BURVEY
AMD PLAR OF TORBECTION IDERTIFICATION NUMBER;: % BULDING COMPLETED
' C
135021 B WERG { Q22812014
NARME OF PROVIDER O BUBPLIZR STREEY AUORESS, CITY, STATE, ZW CODE
KINDRED TRANSITIONAL CARE & REHAE - LEWISTON 3315 8TH STREET
RED TRANSITIONAL CARE & " ' LEWISTON, 1D 83501
ik o SUMMARY GTATEMENT OF DEFICIENGIES e - PROVIDER'S PLAN OF CORRECTION (i
FREF, | EACH DEFICIENCY TUST BE PRECEDED BY FULL PREFIK (EACH CORRECTIVE ACTION BHOWDRE | GOMPLETION
Fag REGULATORY TR LSC IDENTIFYING INFORMATION] TAR CROSS RECERENCED 7O THE APPROPRIATE DATE
’ : DEFICIEMOY :

F 314 Confinued From page 21
Cheeds and have noconcerns al this himie.
“Pleaged at {sic] PL has healed ™

F 37 This Plan of Correction is prepared and
- subniitied as required By law. By
subraitting this Plan of Corrention, Lewiston
" Rehabilitation & Care Center doesnot

NOTE: The above CAA documentad on 12/3114,  admit thai the deficionsies lisied on fhe

This

Siage 2 [pressure uicer] on conoyx Tesolved”
however the resident's weekly skin chack dated
12014 gocurmantad, "Cocovx - Slage H open
arsa, Z0x T2 x 17 On 2427714, at 215 PM. the
DNS was imenviewed related o discrepancy
batwesn the CAA and the weekly skin check

farm. The ONS saird she was unsure why the CAA -

dosumerted the pressure ulcer was healed and

sonfirmed the pressure ulosr was still prasent and |

nad nof resoivad,

NOTE: For reading purposes, the following -
pressure wioer wound measurements below are
length % width x depth and are measured in
canlimelars,

Tha resident's Mursing Admission &ssessmant,
dated 12/12/13, documented, "Pressure Ulcer
-present o cocoyx measuring 1 cmyx .t om x
0.01 cm open area (s, surrolnding skin
pinkiblapchabls (4 x 4 x 0, foam horgered drsg
Idressing] in placs upon admit, hesls firm, "

The resident's Mursing Admission Agssesimiant,
Bates-Jensen Wound Assessment Too! (BWATS,
Piogress Notes (P Pressure Ulcer
investication Report, and Weekly Skin Checks
PHNGCrdosumarntad the following:

121513, BWAT & WEC - Cocoyr, stage i,
measunng T x 0.1 x 0.1, monitor and apply foam

bordered dressing, change every 3 days and prn.

CEZI2343, BWAT - Coccyx, stage il measuring 1
X 0.2 % 0, confinue current freatiment,
1272813 WEE - Cocoyy, staae 1L measuring

CCMS Form 25871 exast, nor does the

| Facility admit (o any statements, findings,

facts or conclusions that form the basis for
the alleped deficiencies. The Facility
reserves the right e challenge in legal

P proceedings, all deficiencies, siatements,
fmdings, facts and conchusions that form the
basis for the deficiency.

Residents with engoing non-bealing wounds -
will request referred for evaiustion by the
pramary physician and/or a physician with
wound care spliecially as indicated.

Resydents with non-compliance for skin
preveniion {use of devices and trming) witl
e educated with risks and benefits
documented. Aftemative plans will he
explored snd documens in an atiempl to
gan resident compliance. Clinical rounds
by the licensed nurse will validate
implemnentation of skin prevention plans:
and compliance. DNS, WI'C and /or
designee sill complete clinical tounds three
times weekly to validate consistent
implementation of plass to prevent pressure
ulcers and promate woond healing,
Additional measures for prevention and /or
healing wiil be implemented as mdicated
and plans of care updated as indicated.

Audits will start the week of April 3,2014
documentation will take place on the audit

FORM CMS2307(02-98) Frevious Wirsions Dbeiete

Ewmgrst [ GECY

Fastity 3. MDS601570

# confinuation sheet Page 22 of 52




PRINTED: 85371072044

DEPSRTMENT OF HEALTH AND HURAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 08380301
STETEMENT IF DERICIENCIES o0y PROVIDERISUPPLIERIGLIA 002 MULTIPLE CONSTRUSTION (% DATE SURVEY
ENDPLEN OF CORRECTION DENTIFICATION NUMBER 4 BULDING COMPLETED
_ c
185021 | B wine 02/2802014
MAME OF PROVIDER DR BUPPLIER STREEY ADDRESE CITY. $TATE, 219 DODE
KINDRED TRANSITIONAL CARE & REHAR - LEWISTON 3315 BTH STREET
T , i A TR LEWISTON, ID 83501
0 BIMMARY STATEMENT OF DEFICIENGIES oo PROVIDER'S BUAN OF CORRECTION Do
EREFIX ESTH DEFICIEHCY MUST BE PRECEDEL BY SULL COPREF {EACH CORRECTIVEAUTION SHOULL BE D CERPLETION

A RESULATORY OF LSS IDENTIFYING BNEORMATENR) TAB OROSS-REFERENCED T4 THE APPRDPRISTE DATE
’ : DIEFRICIERCYS

_ " This Plar of Comrection is prepared and
F 314 Confinued From pags 22 - Fape Somiedasrequicdbyipw By
. : . submitting this Plas of Correciion, Lewision
Rebabiliiation & Carz Center does pot
admit that tee deficicnoies listed on the
CMS Form 25671 exist, nor does the
. - Famibifv admit 1o any swuiements, findings,
. ©Tacts.or conclusions that form the basts for
o the alieged deficiencies. The Facility
reserves the right to chatlengs in legal
proceedings, all deficiencies, stemenis,
findings, facts and conclusions that form the
‘basis for-the deficiency. '

1.0 x0.2 x 0, continue with fharn border dressing
o cocovx, changeevery 3 days and pro..
23005, BWAT - Coooyx, stage H, maasuring
1.5 % 8.5 x' B, continue currant reatmeant;
472714, WEC - Goooyx, siage 1 20 x 020
bardar foam dressing in place, change every
davs and pro.

CTHESA BWAT - Coccyx, stage |, measuring 2%
2 ¥ 3 sontinue current regtmant
8, WST - “Liser care Tor gocoyy
sorfinues. "
T334, BWAT - Cocoyx, unstagasble,
measuring 2 x 3 x D, "New devalopment of siobigh

inwound bed. wreatrnant order change requested fool. Any concerns will be addressed

from MD. Rsdt [Resident] is also samfort | immediately and discussed with the Pl
measures with likely metastatic malignancy.which | comimittec as ndivated, The Pl commitee

farmily is cheosing o aol agoressively freat. She s
- ondietary supplements, turning program, ar '
matirass, and roho cushinrn”

CTEEH4, WSO - "Continuas with uicer to ' - may adjust the frequency of meniring ;

- coceyx " - i after B weeks ax it desms appropriage, ; 1 )

120014, BWAT - Cocoyx, Linstagsable ' ' e
measuring 2.5 x 3.5 x 0, "Treatment changed last | - % t

week, curently wound is stable from prior

assessmant. Radl s comfort care with metasiatic

lung cancér. All care plan inlervantions in place

for skin.' NOTE: The BWAT documents the
“wound was “stabiel” however, the length and
width of fhe wound had increased 1 size, inohe

week rom 2 x3x 025535 x0and from T x
AT x0T 25x 35 x04n 4 weeks.

THIZEA4 WEBD - Cotoyx trearment conlinues ™
CTUETHM4, BWAT - Coocyx, unstapeable,

mezswing 2.5 ¥ 3.8 x 0, continue current by
30014, WEC - "Continues with uloer cares, ¥
AT, BWAT - Cocoyx, unstageable,
measuring 2 5 x.2.5 x §.5, Wound continues 1o
. detenoraie, "Coverad in siough but appsars 1o be
. deepening. Mattressing [sic] being upgraded o

SR OMS-PRETI52-02) Pravious Yarsions Obsoiste Event D 8801 Faciiny € MD3ONAI0 # eontiruation-shee Page 23 of 82
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4 This Plan of Correction is prepared and
submilted as required by law. By
submitting this Plan of Correction, Lewiston
HKehabilitation & Care Center does not

= admit that the deficiencies listed on the

© CMS Form 25671 exist, nor does the
Facility admit to any statements, findings,
facts or conclusions that form the basis for
the atleged deficiencies. The Facility
reserves the right to challenge in legal
proceedings, ail deficiencies, statements,
findings, facts and conclusions that form the
basis for the deficiency.

F315

Hesident Specific

The ID team reviewed resident #2 and #10
Resident #2 plan of care updated with
bladder training/teileting program

Resident #10 CNA flow sheets updated with
Foley catheter care every shift and as
needed and care plan updated

Ciher Residents

The ID team reviewed other residents for

appropriate Foley catheter care and/or

recent removal of Foley catheter and
ladder status. Care plans updated as

indicated,
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Licensed MNurses and Certified Nursing

o Assistants are educated to effects of
indweiling catheters and bladder status as
well as care of resident with indwelling
catheters. Re-education was provided to
mciude but not limited to, bladder re-
training after use of indwelling catheters
and prevention of urinary tract mfections
and care of indwelling catheters.

Monitor

The DNS/SDC or designee will audit 2
residents with Foley Catheter and/or
resident with vecent removal of Foley
Catheter for documentation of care of
indwelling catheier and/or need for bladder
training for resident after removal of
catheter and update care plan as needed
weekly for 8 weeks. The review will be
documented on the PI andit tool, starting
4/3/13. Any concerns will be addressed
immmediately and identified trends discussed
with the P1 committee. The P1 commitiee
may adjust the frequency of the monitoring
after § weeks, ag it deems appropriate.
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AT OF DEFIUENCES

i PROMIDERS PUAK OF CORRBCTION

SET BE PRECEDED BY FULL PREFI {EACH CORRECQTIVE ACUTION SROULD BF
TDENTIEYING INPORMATION: TG CROBS-REFERENTED TO THE AFPPROPIUIATE

DEFICIENCY

Ty
[

Cominued From page 32

- . i g ired by law. By TR Y
el harm should rasidants shn. 1 fal submitted as require ; ' R R (8
mnwmat hary should residents shp, wp and Tall submitting this Plan of Correation, Lewiston ) ,{

and NGl nave socess o handrals Findings
sngitded

O 27258/14 the following observations ware made

of sauipment o in use in the A haliway,

* 810 R M., & inan cart was parked oulsioe of
raom 105, 2 janior cleanng cart was on the olher
side of room 105, arwd a Moyer bRt and si-io-stang
iR ware packed ousde of roorn 107 Directly
acress the hail batween rooms 102 and 104, &
brawn cardboard box with saveral smail oolored
boxee it and 2 "Daubon Wel Floor sgn were
o the Soor 0 the halbay. All tams Dlocked
auoess 1o handrags,

T 930 am the glorementongd Hoyer B was
parked between reoms 100 and 107 which
biocked the handrasd The finen carl, si-io-stand
Wi cardboard box ang Cauton Vet Floor” sign

the tingn car was parked oulside of
03 arndd the Hoyer it was parked outsde of
whilch bipcked the handrail,
] 1, a8 Mover it was parked outside of
rocnn 100 whioh blocked the handrad;
© 4200 ¢ ., the Hoyer it was parked outside of
room 121 which biocked access o the handrall,
and,
Y4B pom, & trash cant and hnen cart was
parked culswde of room 101 which dlocked the
“handrat, The carts were observed i the same
canon 3t 330 pom

0n 272514 the following abservations were made

of eguioment not in use 0 the B hallway.

“ 943 am. & irash catl and inen car were
parked putsde of room Z08 which blocked the
handial

£ a0 3' This Plan of Correction is prepared and

Rehabilitation & Care Center does not
admit that the deficiencies listed on the
CMS Form 25671 exist, nor does the
Facility admit fo 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.
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HINTED: 0371072014
EORM&P Fﬂ"f“v;mi?
OMB NO. 925380351

(K23 MULTIPLE CONSTRUCTION

wcahon at 11 40 2 m and,

*AED pm the ash and linen carls werg
abserved 1 ihe same localion parked ouisde of
room 204 which condinued 1o block access o the
handrail,

228444 a1 1108 am., 2 sit-to-stang i was
pa;xed outsids of room 107 which hiocked the
nandragd. A Hoyesr 5was parked outsels of room
0% wiuch blocked ageess 1o the hanarail

On 2726714 at 300 pon, ONA RS was interviewed
about the linen and trash garts observed in the
haltways. She said thay, "Move them every 15
minutes” and will move the carls out of the way
for the mesl ot The ONA said the carts are
usually in ths hall for the mein pad of the day and
the hingn cars were for dirly #nen which would be
taken o the dirty knen room 2l the end of the shift
::sr as needsd When asked whers eguipment was
i suth as Hoyer ifts, the CNA said they
Mu%} kasn the | fm iy & resident's room f the
rosulent Was up beg WOUKE pud the spuipment
re side of fm‘a na Whan asked f {here was
7 siorage room for squipment the TNA siated ™
goav't bebeve we have 8 slorage room for Hoyers
and si-lo-siangs "

fle)
et

303 PROVIDER/SUPPLIERICLIA 3 TATE BURVEY
DENTIFIGATION NUMBES A BUILDING OO ETED
C
135021 5 VNG . B2I28/2014
NARE TF BROMITIER DR SUPPLIER STREET ADDRESE, CITY STATE 210 CODE
3315 §TH STREET
KIRDRED TRANSITIONAL CARE & REHAB - LEWISTOM )
LEWISTOM, 1D 83501
Ry STATEMENT OF DEFICIENCIES o C PROVIDER'S PLAN OF CORRECTION ey
= RECEDED BY FILL PREFX {EACHK DORRECTIVE ACTION SHOUD a8 COMPLE TN
NTIEYING WNFEORMADON; TAG CROSS-REFBREMCED T2 THE APPHOBRLETE t357E
DR YL
‘ " . e " - F323
L P 323 Comtinued From page 34 F 323
T 51 am . the rash ang inen cars were
observed in the same beation, ouisids of room
208 as g resident ambulaied with Physical Resident Specific
Therapy down ihe hallwsy. The resident used the Halls A and B cleared of obstruction to n
handrai white the Physical ”i"‘rawams{ efd oG 3 handrails
gait belt arpund the resident's waist. The linen
and rash carts werg ohserved in ths sarn::
lscaton a. WL am
. Other Residents
1126 8.m . the trash and knen carts were \
parked outs :dm of room 204 which Dlocked the Tll)l? ID team r?l“eg're% Oieg. halls for hav
randraiis. The carts were obsanvad 1 i0e same obstruction (o iandratis. Acjustments have

been made as indicated.

Facility Systems

Facility staff is educated related to safety for
need of residents to be able to access
handrails. Re-education was provided to
include but not limited to, arcas designated
for equipment storage.

Moaonitor

The ED or designee will audit halls A, B
and C for obstruction to handrails 3 times a
week for 3 weeks then weekly for 5 weeks.
The review will be documented on the P1
audit tool, starting 4/3/14. Any concerns

 will be addressed immediately and
- identified trends discussed with the PI

committee. The PI committee may adjust

. the frequency of the monitoring after 8
. weeks, as it deems appropriate.
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KINDRED TRANSITIONAL CARE & REHAR - LEWISTOWN
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WEEMERNT OF DEFICIENGIES
i E BY FULL
FORRIATION}

i3 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACK CORRECTIVE ATTION SHOULD BE
Ta5 \J{QS SREFERENTED TO THE APPROPRIATE
DEFIENRTY;

Continued Fram page 35

O 2726814 & 500 pon. a copy of the Policy and
Procedure for enuipment Si0fage was requesiad
o the Administraior and DON, Howsver, a Policy
ardt Procedure was not provided,

Oy 2ieTHd at 132 am, a soded inen can and
frash carl ware observed aask 30 hetwasn fooMmns
20w and 204 whuch Dmakaﬁ the handrall A 1148
a ra. tha dirty hnen and rash cans were inihe
same eabon as wail &% a Heye; iift parked next
13 tha rash cart which further biocked the
Faanchegs

O 202804 |t T 30 am, the Adminstrator was
wformed of the equipment storage issue
Mowevar o further informalion of dogurmentabion
was provided.

ARZ 25i1 DRUG REGIMEN 8 FREE FROM
URKNFECERSARY DRUGS

Each resdent's drug regimen must be frae from
LNl EESHYY ds‘ugs AT unnecassary drug is any
gryg when used in excessive dose nciuding
duphcale therapy). or for excessive duration; or
withioail adequale monilonng, of withou adequate
mdications for #48 use, of M the pressnce of
adveise conseguencas which indicate the dose
should be retduced o discontinued, or any
sombinations of the ressons above,

Based on a comprahensive assessment of a
residen, he facdity must ensurs that residents
whiz have not used antipsycholic drugs are not
grven mese drugs uniess antinsycholic dru
therapy & necessaly o traat o spacific condibion
as diagnosed and documented in the Cincal
racord, and residents who use antipsychobic
drugs recalve gradual dose reductons, and

F 323

F 329 '

. This Plan of Correction is prepared and
submitted as required by law. By
submitting this Plan of Correction, Lewiston
Rehabilitation & Care Center does not-
admit that the deficiencies listed on the
CMS Form 25671 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.
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SYATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE GORSTRUCTION (XE BATE SURVEY
AND PLAN GF CORREC TS0 DENTIFIGATION NUMBES £ BULDNG COMELETED
¢
135021 B WING 21282044
BAME OF PROATGER OR SUPPIER STREET ADDRESS, {ITY, 8TATE, ZIP CODE
| KINDRED TRANSITIONAL CARE & REHAB . LEWISTON 3918 BTH STREET
| RINDRED TRA “ AB L LEWISTON, 1D 83501
: CIENCIES [ PROVIDER'S PLAM OF CORBECTION

SURMARY STATEMENT OF DEF

; HE PRECEDED BY PULL PREF {£ACH CORRECTIVE AGTION SHOULD BE
ETOPY OR LT HEENTIE YING INFORMATION) TAG CROSE-REFERENCER TO THE AFPRODRIATE
DEFICIENTY)
o o | F329
F 528 Continued From page 36 F 329
oe?z;zawgraﬁ migrventions, uniess cinically
andrandicated r effor io i i i
e nrf,imdivatmz in an effort ¢ discondnug these Resident Spe(:lf'c Lﬁ'r’)}'"'{%
4rugs The ID team reviewed resident #1, #2, #7, o
#8 and #11
Resident #1- As needed Hypnotic was
discontinued (also see F 309)
Resident #2-Anitbiotics completed no
This REQUIREMENT is not met as evidenced adverse side effects noted
Ly

Based on record review and staff mtenasw,
was determined the faciiity falled o
“Enswg residents were freé frem Lnnecessary
drugs.
*Ensurs residents wiho recenved anbpsyeholic
medications had an adeguate disgnosis and
chinical indication for use.

“gantify which non pharmacological mtowehfms
5 wers attempiad,
*Ensure resigents warg moniiored for adverss
»=ﬁ9«z,§f andgd

of a UTHiumnary bact infechon) did a0l receive
uUnNesessany anubohics,

This practice preated the polential for harm
should the medcation result in of coninbuie {o an
unanhcipated declne or nawly emerging or
worsening syrploms. This was rue for 5ol 8

sampled rasdents (#1, 2, 7, B, and 1}, Findings
nclyde

1 Resgdent #8 was adimited (o the facility on
‘;3 13 with miulliple dagnoses including
dﬁpfesmoﬁ anxiety, and heruplegia.

The resident's Quarterly MDD assessment dated

110714, documented the resdent

-Was moderately coghiisgly imnaired with a
BIMS score of 8

sure the resdent without signs and symploms
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PRINTED 83/10x2014
FORM APPROVED
O?ﬁﬁ% WO 0828-0204

K1} FROVIDERISUPPLIER/CLIA HZ) MULTIFLE CONSTRUGTION Y33 DATE BUSVEY
SDENTIFICATION NUMBE A BUHLDING COMPLETED
C
135021 £HING DHERIZU14
rehin O PROVIDER DR BURPLER STREET ADORESS, CITY. STATE, 21P GODE
KINDRED TRANSITIONAL CARE & REHAB - LEWISTON 3315 BTH STREET
A ‘ LEWISTON, ID 83504
SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTICH
(EACH D o DED BY FULL PRESIX IEALH CORRECTIVE ADTION SHOULD BE
QEGULATORY (R LSG | L P ORBATION TAG CROBS-REFERENCET TO THE APRRUOIATE
DEFIENDY)
e e | s ... Resident #7- Followed by SIRMC Mental
F 329 Continued From page 37 F 329 Health gradual dose reduction done 3/7/14
! -Had ne potential indicators of Psychos:s, with further reduction to be considered
-Dndt ot exiibi physical, verbal or other Resident #8- Care plan updated, Behavior
behavioral s ‘npioms E,o walds ?ﬁhe;?‘ and monitoring for paranoia and accusation and
~_w-35 umn y dependant jor bed mobility. ransfers, MAR updated for monitoring of adverse
: dressing, £aling, and toust use. effects. Diagnosis of Paranoia Ideations
5 The resident’s Physian Progress Notes obfained from MD : .
i deumeniac ¥ R_esxdept #11-As needed antipsychotic was
O 2394, " The Gaugh&ef states the paitent discontinued
§ tends foward sither agilahon or somnolencs. The
tamily has a sirong preference for the fatter” and .
-On B4, N problem with her sizep of Other Residents .
| mocd afier stopping Trazogone and Lorazeparn The ID team reviewed other residents for
122013 Farmuly member note more psychotropic drug use as well as antibiotic
parancd. . 15 taf%} Fsperdal 0.5 mg imiligrami” use. For appropriate justification for use,
. NOTE The Physican Progress Motes did not monitoring and GDR. Care plan updated as
menhion a psychiatng dagnosss or what paranoia indicated
‘l the resdent expenenced
The resdant's Physician's Order Shaet dated . Facility Systems
212714, dosumenisd i part . "2 Begin Respirdol, Licensed Nurses and Social Services are
feic} 0.5 myg PO oy mouth] Qhs {at bedtime] to educated to indications /monitoring
reduce pargnea noled by her family memberd, requirements with use of psychotropic
Thie resdent's Medicabion Sheet documented, dngzl’ and. indications ,t?(;ir gse (.)falntlblgnos’
“risperdol fenl 0.0 mg abs B anxetyiparanos o uf:anon was proviced to e u.de . ut
fsicl” The first docurmnerted admuustiation of the not hmm?d t.o’ document?tmns.’ indications
- medication was Zi1d 14 and monitoring of behawo;s/ gdp effects of
? NOTE The Physwian's Order Sheet did not list psychotropic drugs and antibiotics.
anety as an ndication for use of the Risperdal,
E Tha rasident's Care Man did not address Monitor . _ )
; LArancia Or accusaiory behavior, The DNS or designee will audit 4 charts for
" behavior monitoring, appropriateness of
: The resuient's Prograss noies dooumarnted the cate plan and correct diagnosis/indication of
i f §§’w;""* psychotropic and or antibiotic medication
; O 234714 2t 2 56 PM, "Siiuation: Staff and family weekly for 8 weeks. The review will be
have .;ze:j moraased paranos and unreaishc documented on the PI audit tool, starting
accusabons, D [daugiter] s asking if mets 4/3/14, Any concerns will be addressed
CHERE T EAS. DRATHE B Prassous Vorsions Ohaoiels Ewent "ri%C‘fﬂ Facidy ) MO5001371
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K1 PROVIDERISUPFUERICLIA
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135021

A2 ULTIPLE CORSTRUGTION
A BUNLDENG

3 BATE SURVEY
COMPLETED

c
02728/2014

B WENG

hemhdE CF BRINVDER DR SUPPLUIER

WIMDRED TRANSITIONAL CARE & REHAB - LEWISTON

STREET ADDRESS, GITY BYATE, 2P CODE
3316 BTH STREET
LEWISTON, ID 83504

4

2ackground. No longer being seen by mantal
neaith in Decamber her Trazodone and Alwan
ww; DiCed s Miscontinuad)l Currently {aking

Lexapro 20 mg Qleveryl HS [hadume) for
depression. Assessment ine documeniation],
Raguesi no documentation!
NOTE. Progress notes woiten i the month prior
10 s note dd not documant paranas or
: acousabions
! -0 2514 st 908 P "Redn: rasident) wic
| twithadil] behaviors ths shift. Retnt pleasant with
ne complamts Spouse assisted with dinner.
Meds given as scheduled, WOTM lwili sontinue
ol Eatataitt :1"* :
0 26044 812 58 A, "Resident has siepl thru
“he moc frught] Has not expressed any paranio
fsw thoughts VBE Ivital signs stablel”

ne resident did not have behavior monitaring for
parancia o ancusalions documented.
Addibonally, therg was no documerntad monifors
for adverse effecis of the medicabon

O 226114 al 420 PM, the DNE was intenviewsd
Tregarcing the resmisnt’s agialion/accusation and
paranoa behavior When asked why Rssp@rdai

was slaned o7 the resident the DND sad
“Raranoia s whad the onginal order said,
phaessing about ber husband | ang things that
“happened in the past, | ;s not 4 new protlem.
This s a diffiouly family " When askad if the
resident had problematic behaviors the DNE
rephied. "She s not 8 harm 1o herself or others
St goes ol zzcwe the capabilities of dorng
anything now. " She acknowledosd there was no
diagrioses for the residend related fo paranoia or
: aocusahions and siatad the socal worker has
baen working with hey on the behaviors as well as

SUMIARY S IATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
: ¢ MUST BE PRESEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETIL
(NG INEORMATION: TAG CROSI-REFERENCED T0 THE APPROPRIATE AT
DEFIGIENG'YS
F 338 Continued From page 35 F 300 in}mediately and identified trends discussed
nged o be change of Jose change is needad. . with the PI committec. The PI committee

may adjust the frequency of the moniforing
after 8 weeks, as it deems appropriate.

FLEM OMSZEITLI-E Provibus Versiong GDsnieis

Ewent i 8BCY Y

Facity D MDSHATD i condinuation sheet Pags 30 of 52




LT

RIENT OF MEALTH AND HUMAN SERVICES

PRINTED: Q3MG/2014
FORM APPROVE f.}
OB NO. 0838-0351

ERS FOR MEDICARE 8 MEDICAID SERVICES

BEFICHENCIED 1013 PROVIGERISUPPLERICLIA 28 MULTIPLE GONSTRUCTION 1X3) DATE SURVEY
: B IDENTIFEIATION NUMBER A BULDING COMPLETED
C
135021 B WING (21282014

NARAE GF PROVIGER OR BUPFLIER

KINDRED TRANSITIONAL CARE & REHAB - LEWISTON
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ERENT CERNGIED ' i FPROMIDER'S PLAK OF CORBECTION
ERUST ;af,, PRECEDED BY FUiL PRESTK {EACH CORRECTIVE ACTION SHOULD BE
LS HUENTE YING INFORMATION: T4 cm&a-&awa&m EB T THE APPROPRIATE
?:.“gq{j‘\a‘
FA2E Conbmued From page 38 Fazg

done- faxed o resddent’s physician),

aatting 3 diagross for flus. She said. " wani o
say dementia with,..” The DNG made a phone cali
o e Admn Clerk Aftar getting off the phone with
the Clark she sald. "She has dementia related
psychosis.” No documeniabion was provided
ragarding ths,

Tha facity faded © brov nzsf: an adequats
chiagnoses, wheatons of use, non pharm
ivmrvantdons, bahavior monitsang, of monionng
tor advafse affecis of this medicaling for the
raesiiani
' Resent #7 was aomitied o the fashiy on
_f"? 3 with migibple diaghoses mciuding
SERODOTGSIS and pressure wicers,

Wy Py

The resdent's Quarterly MODS assessmant dated
2185 documentad the residaent
-was cognitvely miact with a BIME of 15
~reguired axiensive ansistance with bed mobilly
and ioliet use; andg
-had an indweling urinary cathaler,

Phvaician's Qrders noted 18114 a1 1000 PM
dotumensted, "G ;dchoni:muei toie&y cath., UA
fwithl C&Siculiure and sensiibvily] if indicaied ™

The Reﬁéé@n?s Progress notes includad the
foliowin

On 158 ;4 at d 53 AM. . “UAback.  C&S bamng
f]r‘ ““ﬁém af 1 JO P, "Radt pos ipositive] for

T, awaiting CNE [ouiture and sansitivity] On aab
rsdih rs severs! alifergies fo ABD
lantiDiotics]  Appetie 15 good fuids are
soouraged Redt denws any inoreased pam or
isonmioet” and
ik ée- 10/14 at 1.81 PM. the Progress notes

(_‘}ﬁl'.'D""
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! i PROWIDER'S PLAN OF CORRELTION
PREFIX (EACH CORRECTIVE ACTION SHOULE 8E
TAG CROSS-REFERENGED 70 THE APPROPRISTE

GEFCIENCY

L F 329 Confinued From page 40 F 329 i
gocumented, "Redl has no noted oo jcomplant '*
T pan of diseipmiornt ffa'r! T awasting C&S on
abs for ABOD therapy |

63.3

: O Y244 al 758 AN the Laboratory Gupaeni
: ﬂiEDQaa documented the following UA resulis,
Fiagged Proten, biood, Nirie, Leukooyts
Esie’asa RBC, WRBC. and Bacteria, On 11514
at 1144 AM, {he Laboratory Quipatient Repont
documentad the following Culture and Sensivity
.; reports "Use of 8 synergisic antibiolic. e,
BITUNDY wt;hzsﬁdf & recommendsd with systemic
nfestions " On this form. ine followmy order s
writter. "Macrobid 100 mg PO thy mouin] BID
itnwice dalyl [for] 10 davs. DX {disgnosis] UTL?

£id

O 171514 gl B33 PR the resident’s Progress
Notes documaented "Stared macrobid 100 mg
irniigramt fomght Rsdf hes & UTL Mo complaints
Tof furmng upon unnation or freguent Lrinahion,”
NOTE The r»&*:si.cj@ni exhipited no 3gns o ;
symptoms of a T s unclear why & unnalysis :
and L,&S was ohtained ‘

The interpretive guidance dnder F215, related to
msaontingnce and catheler care, slales, "Because
i many residants have chyonic bacleriuna (bactans -
in the yring}, ihe research-based terature
; aug;”e % reahing only symptormnahs UTle
Symptomatc UTis are based on the foliowing
cuidance
Residenis with & cathaler should have af least
twerr of the following signs and symploms:
o Faver or chills;
o New flank pain of supragubic pain or
CEndernsss.
“o shange n character of uring (& ¢, naw blondy
unne. foul smell, or amount of sediment) or as
reported by the laboraiory (new pyuria or

FOON ChT
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C
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BUMMARY STATEMENT OF DEFICIENCIES i : PROVIDER'S PLAN OF CORRECTION
; u&:’-m,_m ¥ w 57 BF PRECEDERD BY FULL PREFIK {EACH CORRECTIVE ACTION SHOULL BE
& DERTIFYING INFORMATION; TAG CROBE-REFERENCED T2 THE APPROPRIATE
: : BEFICENGY)

F 328 Contmusd From page 41
STOSCOM nez:“a%u; al. andéior
W:z saning of mentsl or funclional status. Loost
fndings such as obstruchion, isakage, of musosal
wrauma mszrzs tunia - blood wine) may also be
orgsent”

B
[
I
0

O 2/26514 21 2,15 PM, the DNS and SDC (staff
development chordinalor) wete interviewad,
When askad why the UA was ordgred on the
1814, the DNS said, 7 see. they were asked 10
ramove tha foley and gat a UA I was positive so
we traaied ner 1 dont know if iHis the physician's
polcy fo do that or what, There was no other

Cindications than that,. Thare's nothing
dosumsnted prot 10 *he- 8th regarding pain or &8
faver " When asked § # s common practice &t the

f/ faciitly o aplain g UA w%;’z g foley is disconrtinued

gven withoul any indicaiion of 5 UT!, the DNS
reponad, "H's not & polioy; s e physician.” The
SCL sag, "[The physician], he lkes 0 da that,
YWe have a lot of docs who like o do that We ars
frving i teach them ©

«.3 Residen #7 wes admiied © city on
578106 Residen! #7's dzagﬁes&a ai tne fime of
Csureay inciided Dementig Alzheimars ‘Z}fpﬁ
s,we{@ and progressve, and delusicnal disorder
secutony type with recent misd symploms,

Remdent # T's mnst receni Annual MOS, dated

CYPUE, coded

“ong erm and shor! term memory deficits, with

“‘"aﬁﬁbraieiy impared decision making skills: _

o hallucinakons, defusions, of othar sehavioral
CBYMPIOMS.

Residen #7's Plysician's Qrders documented:
9720110, Hakdol 1 mg every gay at bedhime for
haiuomationsiagialion,

dak
pel
4

98 Frevioul Vermons Oteoletw Evem Hr S8BT Faokty 10 kDS0E
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COMPLETED

=

s

QEI2BI2014

NAME OF PROVIDER R

KINORED TRANSITIONAL CARE & REHAR - LEWIBTON

STREET ADDRESS, GiVy, §1a¥E 2P
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Fig

TAs

PREFI

FROVIDERS PLAN OF GORRECTION
(EACH GORRECTIVE ACTIOR SHOULE BB
CHOSE-REFERENUCED 70 THE APPROPRIATE
DEFIGIENDY)

E 325 Costnued From page 47 F3

’%2".8“3 Hailoo! 0.75 mg every morning for
halfucinations/agiation.

Tila ‘»éoe o Attendinsg

. cian/Presonber” form (Pharmacy

iem “nwndat» oo for Resigent #7 documeniad,
“Thie resident has been on Haldol . singe
QIZO2040. Meass evaiuale the current dose and
considar & gradual @per [0 ansure this resident
asing the lowest possibie effachvaioptimal

dose. " The "Physician/Prescriper Respanse”
ares of the form documeniad, "Stl Delusionsl at
tines, Reguires this med and dose for siability "
Thie fomm was signed Dy the Murse Prachitionsr
(NP

SN 82813 me NP's Mental Health Nole

“documented, " She {the resident] doas nol
gppear i have any delusiona! or paranod
content when | ned 1o communicate with her,

" although this was very difficult. She & essentially
deat at tus point. She did not appear 1o be
respanding 1o any stimubk | She did not appear (0
ha agiated.. | do believe that hecmsight and
qrdgement 5 almost absant. Het atlention and
conceniration were vary paor. fam gomg 1o
continus the patent's current medications "

O 111413 2 "Consultant Pharmacists
Medication Regimen Revew” form documendad,
Thus -"-aaide 15 receiving Maldol, The current
monitsnng 18 not capiuring any of the 1argeted
've% aviors Pleass updaie the curent orger and
pehavior moenlonng record 10 mclude e specific
target behavior(s) that can be quantitaiively and
nbsecivaly dod u?"“’%‘!“iec? by the nursing staff as
reqguired by OME guideines, The behavior must
e persistent and not due 10 preveniabis causes
and rapresent & Ganger‘ o themselves andéor

Vi

L3

it Y FEIT 00 Provings W song Dosolae Swant i 5B0Y 1

Farinty 15, MOSI01370
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g 5 K1) PROVIDER/SUPPLIER/CLIA (A2 MULTIPLE GONSTRUCTION {03 DETE BURYEY
IDENTIFOATION RUMBER 4 BULDING CORPLETED
¢
135021 B. Wik Q2r2812044
HAME OF PROVIDER OR GUPPLIER STREET ADDRESS. CIFY. STATE, 2P VOD"L

3315 8TH STREET

. JS— g ~ . T,
KINDRED TRAMBITIONAL CARE & REHAS - LEWIETON LEWISTON, I 83501

St 'Mwam STATEMENT OF DEFICIENCIES : ) PROVIDER'S PLAN OF CORRELTION
; : IS8T BE PRESEDED ;ﬁ‘? FilL BREFK . (EACH CORBECTRVE ACTION SHUOLILD §E
§ »,usacﬂsh ?‘f Of LEC WDENTFYIRG INFORBATION: A5G CROSE-REFERENGED TO THE APPRIIPRIATE
: DEFICIENGY)
FIZ2¥ Contnusd From page 43 F 329

nehuding siaff Per MG "agiiation’ s not
a specific behavior  Oniv behaviors that are a
thraal o the rasident or other's safely justify

i

iy oun use " The MP's response was, "Ses
s (DO PREE HaidoL Y NOTE. The resident
«.,cm?mue:d with an arder far routine Haldol,

On 1244013, a "Nursing Home Foliow Up” form
fgentified by the DNS as z formm generalad by the
facility o communicats with the menial health
AP documentad, oo sx of halluginations,
deusions, o fearfuiness noted  Curment
Madications Haidol 1 mg PO Q HS [by muouth

avery day al bediime] 75 mg PO Q AM [y
mauth every marnmg} Haldal 0.25 g PO Q4 1
nrs. PRN [hy mouth avery 4 hours as nesdad) :
naliueimations/agitation., sleeps well ai night -
‘i:'ymcaéiy 1412 hours at gt Plegse review
fregarding @ gradual dose reduction] Haidal ™ ‘?he :
NF responded, [Discontinue] PRI Haldol only

Mesulont #7 ’s Bahavior Monitoring shests
ieumeniad target behaviors of Mallucmations,
dahon and Delusionsd thinking . For December
Y january 2014 and February 2014, the ; :
miters documented nG dehaviors ocowrad. ; :

On 2724113 at 920 AR Resdlen 27 was :
obaéived SRng i her (0om in a8 wheeiChair The
resient mads ave contach whan the sunveydr ‘
: approached. but had mumsmal, unnteligibie
responses o guashons or slalements. After a few
minites, the rest uC?fL calrly stated, " didnt
understand you."

SO 2724014 8t 1235 PM, the resad&r{r Was
pnserved at the lunch "rzea% he was sitiing
calmiy &t the fable. receplive to stalf assistance o
consume her meal :

YA CRAS-ZRET (T B Prasanus Yersions Obsalete Eean 0 SBCYH Fagiity 10 MOF00137D i continuation shest Page 44 o 87
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£ 338 Continved From page 44 F 329

% Oy 226744 gt 505 PU, the resident was

! observed at the dmner mea When offered
zssistance, she intially stated, "No.” bui whan
re-approached & few minules laler was receplive
15 Zsisiance o consume her meal.

Ty 2126774 pt 1105 AW, the DNS was asked

abowt Haldol use for Residert #7. The DMS was

unabie to offer clarficabion on the exact clincal

inchcatons for Haldo! use for this resident. The

DINS stated Haido! had bean ordered for the

i resident for guite some ime, and the facliity hat

! rapegiedly askad the KNP for a dose raduction.

| However, the NP kad consisiently declined. The
DNE sloted the faolity planned to make this g
fous area for this resient dunng thelr quarierly
“Standards of Care” mesting. The DNS stated the
facitity had siso implemenied a new contract with
a chifferent NP whi they hoped would be more on
board with the new reguirements for demantia

ccare. The DNG stated " agres with your concern
on the Hatdol”

sated the WD had been updaled that mormng
regarshng ithe resident's Haldol use, The faciity
axpected a responsa from the D that day

On 2127814 &t 415 PM, the Administraior, DNS,
andg RDCO werg nformed of the survayors
conoerns, The faciily offered no Turther

o mIsatan.

4 Resident #1 was adritted to the facility on
10024113 with muthple disgnoses which ingluded
waft hip fracture, ohronic ischemic heart disease
and hyparangion,

On 227114 a1 8 50 AM, the DNB approached and |

LBk SRAS-SRATI0R 00 Previpus Vermons Obsdiste

TEwgnd 13 28CY 1
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; MENT UF DEFICIENCIES in PROVIDER'S PLAN DF GORRECTION
BE PRECEDED BY ;"u;,‘ PRAPE {EACH CORRECTEVE ACTION SHOULD BE
: TaG - CROSSREFERENCED 0 THE APPROSRIATE
DEFICIENCY
F 23 Continued From page 45 F22%

Reskient #1s most recent Juarary MDS . dated
TEIBME, \,aded

*Moderately mpaired cognitve skilig;

“Fam presend, requining rouling, as neadsd, and
non-rrecdination ﬁimrwnmr‘w and

“Pain s freguent, with an miessity of an Bion g
scawe of O te 10] impactng sleep

Hesident #7's Phvscan's Orders for February
2014 dosurnentad an arder for Rastorit 15 mg at
pedime as nesded. beginming 1024713,

Regident $1'8 care plan documenied.
INGTE Some of the dates on the resident's care
plan were documantad as 12313, even though
ihe resident was not admitted, and the Resion
nod ordered, untt 10024/13)

*Focus of, "Residant #1) 8 on Hypnotic Therapy
rf Dsa“noﬂzs of Insemnia © Dats infdated andg date
revised both documerted as 10723413,

“aoatof, TResdent #£1] will b free of any

W
My
A5

date of 3010094,
“intepnentions of “Adminsier medications per

physician's order See medication record. Monitor

effechvaness and swie effects ” and, "May cause

day fime drowsmess, confusion, ioss of appetite

i the moring, increased sk of falis and

fractures, dizziness Observe for possibie side

affects [svery] shift " Both interventions were
miialed on 10/23/13

Hesigent #1's MAR documenied the Restonl was
used on 1 occamion n January 2014, and 4
wecasons n February 2074

O 2026794 a1 11:35 Al the facility was asked o
provide sleep mondtors for Resident #1, as well ag.

wontmning or atverse side sffects of hypnotic .}Sé
raugh the review daie " Inilisted 10237713, ?arget‘

SORM GG 250000 Prevgus Vernons Disuleie Ever {1 5BOY 1
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SUMRMARY SYRTERIENT \l‘: DIEFEAENGIES hed : PROWVIDER'S PLAR OF CORRECTION
(EACH DEFHIENCY MUST BE PRECEDED By FUlLL PREFIX . {EALH CORRECTIWVE ACTION SHOWULD BE PLE
FEGLLATORY DR LEC |DaR T YING INFORMATION! TaRG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFCIERCY;
F 328 Continued From page 46 F 328

a cars pian for non-medication mierventions fo be
used m;a; to the Restorl when the resident was
i having difficulty sleeping.

227014 3t 50 AN, the DNS reported the
zac ﬂ:; ur:. niot have sleep moniors i place for
g ressdant. The ONG was unable 10 eniify

; nor-mathcaton nterventions 1 be used poor o

| the adrenisiration of Restord, 2s Hie rasident had

; igentified pain a5 g fackor prevanting her from

siwemng The DNE staled the facility had faxed

biot] ME} with updates on the resident that

rrning, and was anbiCipaling a response by the

and c:;f the day

On 2/27H4 a1 4215 PM, the Adrrunssirator, DNS,
and SOCO were informed of the sunveyor's
findmngs The {aciily offoresd no further
informahon

NOTE Please ses F 200 as # pertans {o pain
managemant for this resident,
- & Resident #1171 was adm%‘zted i@ the facilily on
:28‘% with mulbiple diagnogses which included
menta, preumonia, and FTED (Post
.mmd ¢ Siress Disorger:

Resdent #1178 Phyaicéan’s Orders documented
an order for Ri a;}udd% B mg every 8 howts as
H nagded for PTS0. beginmng 1H2BM4,

C O 210744, & "Reguest for Peychistne Services”
foern documented, "Review for PRN Risperdat
use famiy medicne note indicates he {eit tis
rradicaton was poisons [sic] History of PTED

Cwnd rughimsres | Frevious psychiatnic history:

None - was admitted 1o our facility with arders for

PRE iRspardal]  Past Medical [History]:

SET02-091 Prsa0us Yerssons Ohsoleiz Eswprt 13 GROY

' aciiey I MDS0RIIT0

H eomtinuation sheal Page 47 of 52




ALTH AND HUMAN SERVICES
*Eii_:.f & MERICAID SERVICE

PRINTDL: Q31012014

FORM APPROVED

OMB NG, 0938-0391

(1 PACYIDERSUPSLITROLA (X MULTIPLE CONSTRUGTION $%33 DATE SURVEY
NTHICATION NUMRER A BLSLOBG COMPLETED
C
138024 B WG _ L2804
MAME OF PROVIDER DR SUPPLIER STHEET ADDRESS, GITY. STATE, 218 CODE
2315 BTH STREEY
KINDRED TRAKSITIONAL CARE & REHAR - LEWISTON
‘ LEWISTON, ID 32504
wmmw‘ STATERMINT UF DEFIGIERCIES I ‘ PROVIDER'S PLAN OF CORRESTION
i ay PREEIX {EACKH CORRESTIVE ADTION SHOULD BE 597
TR : QR@SS-&&F&RENGE& T THE APPROPRIATE DATE
BEFIIENTY)
F 328 Conwnued From page 47 F 326

Delusiona disorger. | depression.”

21714 ths "Nursing Home Foliow-up” from
the menial health pracufioner documenied, 7 Did
make some sigements Io me he fad his madicing
was porson. Siates he does nol sleep wall and
has not for sorme dme. No use of PRN [Rispardal]
snce admil Nm Ordars: Cordinue.

iy

iRisperdall

The resident’s MAR for February 2014
documenied Rfspardaf was avatabis i the
resident, but had nof besn used There was no
pehawior racking noted ior Felwuary 2014

On 2026444 al 11.05 AM, while being inferviewed
about the use of psychotropk medications, {he
DME stated the facity had implemented the use
of a new mentat health practitioner, who she fal
wOUld b more i une with using hose
medications only when clearly indicaled

On 22804 at 7:30 AW, the Adminisirator, DNS,
ang DOCO were informed of the surveysr's
fndings The faciily offered an further

Snformation

B3 703 CORRIDORS HAVE FIRMLY
SECURED HANDRAILS

Thi fachty must esuld corndors wath firmiy

Csecursd handrads On each e,

This REQUIREMENT i3 not mat as evidenced

by

Based on observation and stall inferview, if was
deraned the fachiy faded 10 ensure ail
cocrdars were equipped with handrails. This

Fa

This Plan of Correction is prepared and
submitted as required by law. By

¢ submitting this Plan of Correction, Lewiston

. Rehabilitation & Care Center 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

i the alleged deficiencies. The Facility

" reserves the right to challenge in legal

. proceedings, ail deficiencies, statements,

; findings, facts and conclusions that form the

pg. basis for the deficiency.

| FA468

Resident Specific

The ID team reviewed resident number 1
thru 13 no incidents noted related to missing
handrails

- wz-%* e e

B

F80y Fupenus Mersiond DESDme e 1 5BOY Y
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[T OF MEALTH AND HUMAN SERVICES

PRINTED. §302014
FORM APFROVED
OMB NO. §938-0321

O? MEGICARE § MEDICAID SERVICES

BRI MOIES ot PROAGERSUPPLIERICLA A MLRTIRLE CONSTRUGTION {43 DATE BURYEY
T {DENTHFCATION NUMBER 2 BURDING AP ETED
C
135021 B WING ULZ8i204
NAME DF PRINIDES OR SUPPLIER HTREET AUDRESS, CITY, BTATE, ZIP 008
345 6TH STREET
KINDRED TRANSITIONAL CARE & REHAB . LEWISTON
‘ LEWISTON, 1D 83501
SUMMARY STATEMENT OF DEFIGIENCIES mo PROVIDER'S PLAN OF SORRECTION
{ HDEFICIENGY MUST PHECEDED #Y FULL PREFD {EACH CORRECTIVE ACTIIN BHOULD BE TH,
REGULATERY DR L2 IDENTE YING IFORMATION TAG CROSS-REFERENGED TO THE ARPROPRIATE CLIES
DEFICIEND Y
F 488 Contnued From page 48 F 468 %:h‘;‘]') Residents doth dents §
- - ; - : te: 1€ Ly ]
affecied 13 of 13 (#s 1-13) sampiad residents inc? dent ::;azz t(:”;. o'tnerhrcszl eI.lltS ot i 53;&\‘%\
and ad the poeniial to affect other residents ored 5 ISSIE NANArails, none '
who imqumted the corndors without handratie. | note
Trys prachce created the polential for residents 1o ' Faci
not have a handvall for stability when needert acility Systems

Findings inciudad.

Oy 2§27:114 at

approxinately

1150 A6 and 1200 PM,
15 leat of handrails ware ohserved

i be mussing on both sides of the hallway leading

i ihe facliby's Souh Barance and approdwmately
4 fgat of handrails on bpth swes of the hallway
isading o the exit next 10 ihe Kesident Lounge
near room 304,

O 2027514 &t 135 PR the Mamiensncs

Supeﬂﬁam was shown the misang handrails and -

he stated, " wil mke care of 17

On 2727444 ai 4:05 PM the Admiristeator, DNS,

ang DDCO were winrmead of the ssue. No firther |

wrformaon was provided by the faciity,
483 THidy 112 GOVERNING BODY-FACILE
POLICIESIAPPOINT ADBMN

7

TY

9]

[ 73 =%
R
[E AN &)

The faciily must have a govening body, ot
designaled persoens funclioning 45 a goverming
body, that is legally respansible for estabiishing
ang implemeniing pobcies regarding the

mznagemen: and operation of the facilily, and the

governing body appoiis the adminsirator who s
kcensed by the State where lisensmg s required,
angd responsibie for the management of the
fasHity

Thig REG

by

UIREMENT s not mst as evidenced

Handraiis to be installed by April 3 2014

Monitor
The Maintenance Manager or designee will
inspect t Halls A, B and C handrails for
safety concerns on monthly maintenance

. rounds. The review will be documented on

. the PI audit tool, starting 4/3/14. Any

~ concerns will be addressed immediately and
identified trends discussed with the PI
committee. The PI committee may adjust

~ the frequency of the monitoring after 8

| weeks, as it deems appropriate

F 493!

UK CIS-35RT0 3 Previoun vernans Obdoiele Ewpnt 12

L BROYY
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CEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTEL 03102014
FORM APPROVED
OME N0 09380351

STATER XD PROVIDERMSUPPLERLS 523 MULTIPLE CONGSTRUCTION X7 DATE SURVEY
AR PLAR O IDENTIFATION NUMBER A BULDNG COMPLETED
~
e
13503 8. WING O2F2BI20%4
THAME O PROVDER O SUPPLIER

KINDRED THANSITIONAL CARE 3 REHAD - LEWISTON

STREET ADDREDS, CITY, STATE. ZIF CO0E
3345 8TH STREET
LEWASTON, ID B3501

SUMMARY JTATEMENT OF DEFKUENTIES
(EACH DEPCHENCY MUST BE PRECEDED BY FULL
REGUHATORY OR LSD IDENTIFYING INEORMATION;

i : PROVIDER'S PLAN OF CORABECTION
PREFIX {EATH CORRECTIVE ACTION SHOULD BF
TAG : CROES-REFEREMUED TO THE APPROBRETE

DEFICIENCY)

FAaEl Continuad From page 43 ,

Based on record review. groud resident injerview
and staff mierview, the governing body faited ©
provide aporopnaie funding and activily siaff
wvels for an effective ongoing program of
actvihes 1o include sufficient achiviies in the
avenings and on weekends. Thus was true for 4 of
5 residents who atended the group maeting and
had the polanti v affedt most residents i the
facity Thes created 2 potendiat for psychologics!
harm when resgients werg provided minimat
astivinigs winch oould polentialy creale an
aimoesphers o Doregom ard 10SIEr an INCIRase In
negative pehaviors, Findings inciuded

The Actsnty Caiendars for November and
December 2013 and Jahuary and February 2014
wre raviewed, The calendars lacked snough
scheduled achivities throughout the day o
mairam resident nterssts.

The November 2013 aciivity calendar

} documented for Monday through Friday ranged
from 110 4 activiies scheduled each day and only
& oul of tha 21 weekdays had an activily
scheduied attar 2 18 PM On Saturday and
Sunday there was ong aclivily scheduled for each
of these days, aong with "Friends and Famy”
¥sted on Sundays withoul 2 me

The December 2013 activdy calendar
documantad fur Monday through Frday ranged

Cfrom 1o 4 activities scheduled each day and only-
5 out of the 27 weekdays had an achvily
socheduied afer 2215 PM. On Saturday and
Sunday there was one scbvity scheduled for each
of these gays, elong with "Frends and Famin®
iisted without & Bme

S{Om 2425043 there was only "Friends and Family”

hsted wihout 8 time

F 493 This Plan of Correction is prepared and

. submitted as required by law. By
submitting this Plan of Correction, Lewiston
Rehabilitation & Care Center 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.

EUEERA OIS ORATINBE) Prowcis Versions Dhsoisie Tweny i BT

Facdily 1D MDSH01270 # contiruation sheei Page 50 of 52




PRINTTL 031572004

DEPARTMENT OF HEALTH AND HUMAN SERVIDES CORM AFPREVED

i : - I0. B838-0391
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0935-039 .
' FENGIES (%37 PROVIDER/SUPPLIERICLIA X1 MULTIPLE CONSTRUS TION 06 DATE Susvey
tel¥ IRENTIFICATION NUMBER A BUILDING COMPLETED
c ;
135021 B G — _ 02/28/2014 E
STREET ADDRESS, LT, $TATE, 21 CODE |
i 3345 BTH STREET I
{KINDRED TRANSITIONAL CARE & REHAB - LEWISTON LEWISTON, 1D 83501 f
é oy —— i
Ry GARTERENT OF DEFICENCES o PROVIDER'S PLAN OF CORRECTION
ieNGY MUST B PRECEDSD BY FULL PREFDL (EACH CORRECTIVE ACTION SHOULD B _
DR 150 IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APRROBRIATE
R LEO IDENTIYING INFORMATION 3 NesC o
| F 493 Continued From page 50 F4g3 F493

The January 2014 aciivity calendar dosumented
for Monday through Foday ranged from 1o 4
achvibes scheduled each dey and only 3 oui of

the 23 weakdays had an actwity scheduled after
230 PR On Saturday and Sunday Hiere was ong
activity scheduied for each of iese days, along
with "Friends and Family” Histed without & me.

Tha February £014 aclivity calendar documented
for Sunday through Saturdey ranged from 110 4
aciivities scheduled sach day and only § out of
the 28 days had an achvily scheduled after 230
P

Drning the resident Group Interview on 2425714 at
10 45 AM residonts were asked about the
facilly's activily program. Four of the 8 residents

1 attendance sand they wanied more achvibies,
sspacally it ihe evenngs and on the weekends.
Thay alto said ihe achvity pragram had deciined
over the gast three months with nat encugh staff
1o ansist residents with aclivities, One resident in :
e group Siated of the activiies, " wouldn'! sleep
s much if there more ™ i

On 2027414 5t 8 50 AM. the Activity Direcior was
Cmigrviewed regarding he actialy issues. When

asked about the fack of achvibes in the izte
afternoons ang evenings. she sawd they did
aecasionally conduct random smaller group
achivites which were nol isted on the calendar.
When asked what the activty "Frends and
Family" was, she slated fwas. "Just people
ceming " visiing their family of friends who
rgsige in the factily. When asked why there was
normaily only one achivity scheduled on weekend
days, she stated, | guess we need o schedule
more” She also statad, " wish we could have

Resident Specific
© No specific residents identified

¢ Other Residents

! The ID team reviewed other residents for
psychological harm or negative behaviors
related to boredom. Adjustments have been
made as indicated.

Facility Systems

Activity hours adjusted to provide staff for
evening and weekend activities and adjusted
to provide activities for residents later in
afternoon

Monitor

Same as F248

The ED or designee will review activity
calendar monthly, attend quarterly resident
council meeting to follow up on resident
concerns with activities, ADHQC person to
attend one resident council meeting per
quarter for discussion about activity
programs without activity staff, will audit 3
residents for adequate activities weekly for |
8 weeks. The review will be documented on
the PI audit tool, starting 4/3/14. Any
concerns will be addressed immediately and
identified trends discussed with the PI

7 Prewgnsh Yareons Obsolnte Fvent I 5BOY1

Faitity I0 MDSO0T370
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o A AR o PRINTED: D310esis
RTMENT OF HEALTH AND HUMAN SERVICES N Az

?“O‘% Mé_ bﬁ}%ﬁ & MEDICAID SERVICES OMB NG 083§-0301

(X1} PROWDERBUFPLIERICLIA £42) ML TIPLE GONGTRUSTION (X3 DATE SURVEY
ENTFICATION NUMBESR A BULDING COMPLETED
C
135021 B WING — 0212812014
STREET AQDRESS, GITY, STATE, Z8° GODE
3315 ETH STREET
LEWISTON, 1O 83501
? ENTIES 0 PROVIDER'S PLAN OF CORRECTION
: CIEND 8 PRECEDED BY FLULL FREE, (EACH CORRECTIVE ACTION SHOULD BE
L wag LATORY DR LSO GENTIYING INFORMATION; TAG CROSSREFERENCED TO THE APPROPIIATE
DERRENGYS
B oacn ~ ‘ o committee. The PI committee may adjust
P e Gontinued From page 51 , Fa93 the frequency of the monitoring after 8
| more [activities] we could offer more " Whan - weeks, as it deems appropriate.
5 azkad to clardy this statemsnl, she said. she had

ke {o

sked for more hours for achvibes eiaff, bul was

a o use raore volunisers insiaad. When asked
R miany Nowrs they ware budgeted for, she said

| she and her assisian werg each given 32 hoirs a

wesk, When asked who set the attivities budgss,

' she stated. "Dorporate sess the aohivity howrs”

,.,. gn

On 28706 at 815 AM . the Admanisirator was

; nienvewsd aboul the achvites budget She sad
the facidy had two non-full tme staff on the

2 weekcays and one siafi whe worked 24 hours
gach waekend She said the actialy budgst was
st by the corporation with some mpul fram the
asmumisiraior, but she sigted i, "Gomes down B
whatever corporate decides

O 2127414 at 4:05 PM the Administrator, DNS,
z and DDOO were nformed of the issue. No further |
: mfrmation was provided by the faciity,

RN OME-ELETIOE06 Prevoys varskme ODsoiste Even [ SBUY Y Faphly 1 MOS001E7 H conBinuabion shee! Pags 52 of 52



PRINTED. 0371072014

FORM APPROVED
Bureau of rackty Standards _
DEFIGIENCIES sy PRO‘JIGFER:’SL%F’PL;ER&HA (X2 WMULTIPLE CONSTRUCTHON X3 DATE SURVEY :
CREELTION ENTIFCATION HUMBER A BUILDING _ COMPLETED :
o |
MDS001370 B WING - B 0212812014 ]
MAKE OF PROVIDER OR ZUPPLIER STREETADDRESS, CITY, STATE, P CODE 1
. 3315 8TH STREET
SNDRED TRANSITIONAL CARE & REHAR - L¥ :
KINDRED TRA N LEWISTON, ID 83501
SUNMMARY STATEMENT OF DEFICIENLIES : o ﬁ PROVIDER'S PLAN OF CORRECTION 5
({EACH DEFICIENCY MUST SE PRECEDED BY FULL. . PREFIL {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
REGULATORY OR LSO IDERTIFVING INEQRMATION; TAG ; CROSS-REFERENCED TO THE APPROPRIATE ‘ TATE i
; DEFICIENCY) |
C 000 18.03.02 INITIAL COMMENTS | C ool

_ This Plan of Correction is prepared and
‘ P - _ | submitted as required by law. By
The Adminishiative Rules of the idaho . ' submitting this Plan of Correction, Kindred

Depatment of Health and Welfare, : :
Skiled Nursing and intermediate Care f  Transitional Care and Rehabilitation does i

Faciities are found in 1DAPA 16 : not admit that the deficiencies listed on the |
Titie 02 Chapter 2 ' i * CMS Form 2567L exist, nor does the I
The following deficencies were cited during the Facility admit to any statements, findings, |
annual ficensure and compiaint survey at your 7 facts or conclusions that form the basis for
faciity The team entered the facility on 2/24/14 | the alleged deficiencies. The Facility
and exited cn 2/28/14 The survey feam included: | reserves the right to challenge in legal :
proceedings, all deficiencies, statements,
§ Nmna Sanderson, LSW BSW, Team Coordinator findings, facts and conclusions that form the |
‘ Brad Perry. LSW BSW basis for the deficiency. l

‘ Amy Barkley RN B3N
Lauren Hoard, RN BSM

Jana Duncan, RN MSK ﬁﬁ@ﬁ@éwﬁ@
£ 105 02.100.02 ADMINISTRATOR ¢ 105 | MAR 75 200

|
: G20 Agminstralor. The goveriing : | |
H e - _ AR A |
Lody, owner of partnershig shall EACHITY STANDARDS |
Apuoint a itensed nursng hama
admunisivator for each facility who

- shall be responsibie and accountable Refer to F 493 ;
*for carnying cut the policies

. detarmined by the governing body. In -

- combined hospital and nursing hame 47?)3’ j ?“}‘

facimhies, the administrator may
. serve Doin the hospital and nursing
- home provided he is currently icensed .
fas a nursing home adminisiraior,
i Thas Rule 18 not met as evidenced by |
Rater (0 F483 regarding effective support by the
governing body for an ongomg sctivity program,

947 07 100.05.g Prohibited Uses of Chemical L €147
Rasirainis

g Chermcal resiraints shafl not be
TITLE X gmw./%
g i sd
ks /M X g £ c./{ /M&’L{L/{ /i/»“ﬁL_,/ B/tﬁé”@ 17/
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PRINTCD O3M0/2014

i FORM APPROVED
Bureay of Faciily Standards
STATEMENT OF DEFICIENCIER 5y FROMIDERSSUPPLIERIGE 16 (X2 MULTIPLE CONSTRUCTION {X3; DATE BURVEY
AND PLAN (O COREBECTION IENTIFLATHON NUMBER A BULDWG COMPLETED
~ C
MDSL01378 B ING ... - 02128i204
NAME OF PROMVIDER OF BUPPLIER STREET ADDRESS. CITY, STATE, 2P COLE
o 3315 8TH 8TREET
KINDRED TRANSITIONAL CARE & REHAB - LI
LEWISTON, iD 83501
SUMMARY STATEMENT OF DECICIENGIES : D ; PROVIDER'S PLAN OF CORRECTION (x5
i (EADH DEFICIENGY MUST BE PRECEDED BY FULL PREFIE EACH CORRECTIVE ACTION SROULD BE COMpLETE
TS REGULATORY OF LS50 108N TIFYING INFORRBBTICN

TAG CROSS-REFERENSED TO THE APPROPRIATE OAYE
DEFICIENCGY:

3

oY Continusd From page 1

usad as punishment, for convanience of
the siaff, or in quanities {hat
irlarfere with the ongomg normal
funcuons of the patieniresident
They shall be used oniy 10 the extent
naecessary for protessionally accepted
patieni care management and musi be
rdered n wriing by ths attending

physician.

- This Rute s not mat as avidensed by,
Refer o F32¢ regarding clinical ndicanons for
use and unnscessary medicalion ssues,

CI78 Q2 10012 d immediate Nobfication of Physician
of injury

td. The physician shail be
smmediately notified regarding any
patieni/resident injury or accident
whiert there are significant changes
redairing intervention or assessment.
Toms Rule is not met as swidanced by
Please see F 157 as i perlaing to physician
| nottfication,

C 175 02 109 12,1 immediate investigafion of
incidentinury

~f immediale mvestiggbon of the

- pause of the incdent &r actident

_shiall be institvied by the faclity
administrator and any corrective
measwes indicated shall be adopted.
Thes Rule 18 nof mel a3 evidencead by
Plegsa see I 225 a5 1 pertaing o incident
mvestgations.

€361 02 108,07 HOUSEKEEPING SERVICES AND
P EQHHPMENT

G 147 J This Plan of Correction is prepared and
submitted as required by law. By
submitting this Plan of Correction, Kindred .

not admit that the deficiencies listed on the
CMS Form 2567L exist, nor does the
Facility adimit 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.

C173 EE

. Refer to F 329

Referto F 157 LK S ~\~§

o 17

Refer to F 225 “toz o4

31

Transitional Care and Rehabilitation does Ho - V%

Biresy of Facity Siandares
STATE FORM

i 5BCY 14 ¥ condisuabon shest 2 aig




Bursay of Faclity Siandards

PRINTED: 0341022018
FORM APPROVED

| STATEMENT OF DIES X1 PROVIDERISUPPLIERICLIA X235 MULTIPLE CONSTRUGCTION K% DETE SURVEY
| AND PLAN OF CORRECTION MENTIFCATION NUMBER A BULDING COMBELETED
é C
MOSA01370 B WING 0z/2812014
MLME TF PROVIDER OR SUPPLIER STREET ADDRESS, $ITY, STATE, 218 COUE
e e & 3315 8TH STREET
KINDRED TRANSITIONAL CARE & REHAE - L LEWISTON, ID 82504
a3 40 SUMMARY STATEMENT OF DEFICIENCES i ' PROVIUERS PLAN OF GORRECTION o
SREEK (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIK (EACH CORRECTIVE ACTION SHOULD B8 COMPLETE
TAG REGULATORY OF LSC MENTIFYING INFORMATION) TAG CROSG-REFERENCED TO THE APPACGPRIATE  DATE
DEFICIENCY
C 381 Contunuead From page 2 361 This Plan of Correction is prepared and
: : submitted as required by law. By
07, Housekeeping Services and submitting this Plan of Correction, Kindred
Equipment, Sufficient housekesping and Transitional Care and Rehabilitation does
matenance personnel and eouipment not admit that the deficiencies listed on the
shal! be provided o mamntamn the CMS Form 2567L exist, nor does the'
imanar and extengr of the facilily | Facility admit to any staterents, findings,
i & safe, glean, orderly and ; facts or conclusions that form the basis for
. gtirachye mannor. the alleged deficiencies. The Facility
Thes Rule 1s not met gs evidencaed by reserves the right to challenge in legal
Reter 1o F252 ragarding oracks in resident room proceedings, all deficiencies, statements,
fioors, findings, facts and conclusions that form the
basis for the deficiency.
C 389 02 120,03 d Sturdy Handralis on Both Sidesof ) €389
Halis
4 Handralls of sturdy construction Referto F 252 L—!,“Z}..\’»\
shiafl be provided on both siges of all
comdors used by patients!
residenis
This Rule s nol met as evidenced by: ,
Refer F468 regarding lack of nandralls in : i \ !
comadars. f Refer to F 468 o
© 422 02 120,05 p.vit Sapacily Requinmeants for C 422
" Tollets/Bath Arsas
vii  On each patientfrasident floor i :
. of nursing unit there shatt be at :
feast one (1) tub o shower for every .C-422 Lﬁf "5“"?\%
tweive (12] licensed bads, one (1}
toret for every eght (8) livensed With this 2567 we are requesting a
beds and one {1} lavatory with mirmor continuation of the existing waiver for
for every eight {8) kcensad beds. bathing facilities '
Tubs, showers, and lavalsries shall be
connacted (G hot and cold running
WETED
This Ruie 15 not me! as evidenced by
Based on observalion and interview, it was
deermined the facikly did not provide each
| .

Hurean of Feoilly Standands
STATE FORM

G
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PRINTED. G3/10/2014

FORM APPROVED
Bureay of Faciiy Standards
STATEMENT OF DEFICIENCIES K13 PROVIDERISUPPUERICL 1A {XE: MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AR PLAN OF CORBECTION BN T ATION NUMBER. & BUILDING COMPLETED
LA Tarkd L
C
MRSU01370 B WiNG : Q212812014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, UiTY $TATE. ZIP CODE
e e . 3315 §TH STREET
T SiTiOMAL CARE & REHAB - Lt )
KINDRED TRANSITIONAL CA LEWISTON, 10 63504 |
wr.wmv 3 mnmm% OF DEFCIERNGES 5 PROVIDER'S PLAN OF SORRECTION oxss
4 BEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMMETE
LATORY OR LBG IDENTIFYING INFORMATIONS TAG CHOSS-REFERENGED TO THE APPROPRIATE DATE
i DEFICIENGY)
o422 Costineed From page 3 o {422
resigant fioor i
“ 1 NUrsing um m*h ieast one {1} b or shower for
Py twelve ( (12) lwensed beds. This resulied m |
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ItDAHO DEPARTMENT OF

HEALTH «s WELFARE

C.L "BUTCH" OTTER — Govermnor DEBRA RANSOM, RN R.HIT., Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Elder Streat

P.C. Box 83720

Boise, ID 83720-0008

PHONE 208-334-6626

FAX 208-364-1888

March 11, 2014

Debbie Freeze, Administrator

Kindred Transitional Care & Rehabiliation-- Lewiston
3315 8th Street

Lewtston, ID 83501-4966

Provider # 135021

Dear Ms. Freeze:

On February 28, 2014, a Complaint Investigation survey was conducted at Kindred Transitional
Care & Rehabilitation-- Lewiston. Jana Duncan, R.N., Lauren Hoard, R.N., Amy Barkley, RN,
Nina Sanderson, L.5.W., and Bradiey Perry, L.S.W. conducted the complaint investigation.

This compiaint investigation was conducted in conjunction with the facility's recertification and
State licensure survey. The survey team reviewed the records of thirteen residents including that
of the the identified resident, observed cares provided throughout the facility, and conducted
resident and staff interviews.

The complaint allegations, findings and conclusions are as follows:

Complaint #1D00006110

ALLEGATION #1:

The complainant stated an identified resident was transferred usmg a stand-pivot transfer rather
than a mechanical lift, thereby causing a pressure sore to the foot.

FINDINGS:
The 1dentified resident had a number of medical issues, including but not limited to:

¢ Hydrocephalus with a history of Ventncular Peritoneal shunt placement;
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e Progressive Dementia with Behavioral 1ssues;

e (Congestive [Heart Failure;

s Chronic Obstructive Pulmonary Disease;

s Severe Osteoporosis;

¢ Severe Peripheral Vascular Disease with Ischemic Ulcer on the Lateral Aspect of the Left
Foot;

¢ Severe Arteriosclerotic Peripheral Vascular Disease with a history of Bypass Grafting;

e Hypertension;

e Setzure Disorder;

s (astroesophageal Reflux Disease;

¢ Insulin Dependent Diabetes Mellitus, Type II, with Retinopathy and Neuropathy;

o Dyslimdernia;

¢ Bemtgr Prostate Hypertrophy with Transurethral Resection of the Prostate;

s History of both right and left hip fractures, with Open Reduction Internal Fixation required to
repair both;

e Bilateral Carotid Endarterectomies;

« Malnuotrition;

e Acute Renal Failure; and

s Hematemesis.

The identified resident was admitted to the facility with an order for transfer and gait training
with physical therapy, and weight bearing as tolerated on his lower extremities. The resident was
transferred via a mechanical lift by the nursing staff, but was allowed more aggressive mobility
training, per physician's order, while in physical therapy. )

The identified resident was seen by the wound clinic. A wound clinic progress note, dated 3/7/13,
documented, ".. Full thickness diabetic ulcer down to and likely including tendon fascia and
possibly bone...It 1s infected and full of slough...The patient has cnitical ischemic, left lower
extremity...has had vascular intervention in the past...has been seeing [sic] by me in the past
when he had severe ulcerations in the lower extremities and primanly the left side... The patient
has been doing some transfers on the left foot priinanly, and daughter thinks that perhaps this
may have flared up some problems, but [ think that very likely has had progression of his
underlying arteriovascular disease that has been relatively stable, but tenuous for guite some
time...has had vascular intervention in the past and today this appears that this is the problem..."

Based on the Wound Clinic Physician's Progress Note, the survey team was unable to
substantiate the area on the resident's foot was a pressure ulcer, or that it was caused from

bearing weight during transfers,

CONCLUSION:
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Unsubstantiated. Lack of sufficient evidence.
ALLEGATION #2:

The complainant stated an identified resident had a history of falls from a regular wheelchair, and
was not provided with the type of wheelchair needed to reduce falls.

FINDINGS:
The survey team reviewed the identified resident's care plan, fall history, and clinical records.
There were no documented instances of the resident having a fall from the wheelchair.

There was no physician order for a specialized wheelchair, nor wag there therapy or nursing
documentation to indicate a specialized wheelchair was necessary.

On February 27, 2014, a staff member was interviewed regarding the identified resident's
wheelchair. The staff member stated the facility therapy staff had assessed a standard wheelchair
to be appropriate for the resident, as it allowed the resident to propel the wheelchair with his/her
arms as they placed their feet on the foot pedals. The staff member stated at ore point, there was
a therapy referral to work on positioning with the foot pedals, and the resident was placed on
therapy caseload. A few days later, the family of the resident brought in a Broda-type wheelchair
for the resident to try. The therapists were concerned the Broda wheelchair might be too difficult
for the resident to propel and manéuver independently, so rather than auntomatically placing the
resident in the chair, they kept it in the therapy gym so they could assess its use during therapy
sessions. The staff member stated before the therapists could complete their assessment of the
new wheelchair, the resident was admitted to the acute care hospital on an unrelated matter.

CONCILUSION:
Unsubstantiated, Lack of sufficient evidence.
ATILEGATION #3:

The complainant stated the identified resident sustained a fall in the facility on a specific date,
and the family was not notified for four days. Subsequent to the fall, the resident complained of
right leg pain. These complaints of pain were noted at a wound clinic visit, and the resident was
sent for a CT scan. The resident was diagnosed with a possible hairline fracture of the right hip
and an abdominal mass as a result of the CT completed that day.
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FINDINGS:

The facility documented the resident expenenced a fall on the date identified by the complainant.
However, facility incident tracking documented the family was notified of the fall 30 minutes
after the fall occurred. The day following the fall, the resident was at a physician's appointment
and noted to compiairn of right groin and leg pain. The physician sent the resident to have a CT
scan, which was negative for a hip fracture.

The CT of the resident's pelvic mass was completed sixteen days later, as a follow up to an
abdominal CT completed almost four months prior. Several abnormalities were noted on the CT,
many of which were consistent with the CT completed months earlier. The summary of the
abnormalities identified the resident had severe peripheral vascular disease as well as additional
extravascular abnormalities. The CT completed at this time also documented an acute
comminuted fracture of the right fermur. Of note, the resident was hospitalized for the fracture
two days later. Per the dates on the report, the information would have not been available to the
facility until after the resident was hospitalized.

CONCLUSION:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #4:

The complainant stated an identified resident was identified as having mental problems and
referred to a psychiatrist for, "calling out all the time."

FINDINGS:

The identified resident was noted with a behavior of calling out or moaning frequently. Due to
his dementia, the facility requested a consultation with a psychologist to rule out mental health
issues as a contributing factor. The mental health practitioner assessed the resident, and made
recommendations for additional pain control for neuropathic pain. This was in addition to the
routine and as needed narcotic pain medication the resident was already receiving.

After reviewing the pain flow sheets for the identified resident, it could not be substantiated the
resident's pain complaints were unaddressed by the facility. However, another resident was
reviewed for pain control and the facility was found to have a deficient practice, which was cited
at F 309.

CONCLUSION:
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Unsubstantiated. Lack of sufficient evidence.
ATTEGATION #5:

The complainant stated that the identified resident was admitted to the acute care hospital on a
specified date, with a biood glucose level of 35. The complainant stated the facility had ongomg
difficulty managing the resident's blood glucose levels.

FINDINGS:
The survey team reviewed the resident's blood glucose levels for the date in question, as follows:

»  Morning blood glucose level was 61. Orange juice was given, and 15 minutes later the
resident's blood giucose was 80.

» Noon blood glucose was 191.

e At 4:00 PM, the resident's blood glucose was 177.

e At 8:00 PM, the resident's blood glucose level was 93.

e At 8:04 PM, the resident was sent to the acute care hospital for an unrelated matter.

e There was no documentation available in the hospital records reviewed to indicate the
resident was experiencing a low blood glucose level. However, the facility had documented
an acceptabie blood glucose level at the time the resident discharged from the facility.

The survey team also reviewed the resident's blood glucose records for the 4 monthsg leading up
to his hospitalization. At times the levels were high or low, but there was no consistent pattern.
Each time they were low, the facility documented interventions implemented, and re-checked the
resident's blood glucose levels to monitor the effectiveness of the interventions. As the resident's
medical condition changed in the months leading to his hospitalization and death, the physician
did make occaslonal adjustments to the resident's routine insulin orders, but the facility always
had sliding scale insulin ordered as well.

CONCLUSION:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #6:

The complamant stated the identified resident was sent from the facility to the acute care hospital
on a specihed date, where a right hip fracture was diagnosed.
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FINDINGS:

The identified resident was sent to the hospital on the specified date, and was diagnosed with a
right hip fracture.

The facility did not document an investigation as to the cause of the hip fracture. A deficient
practice was identified and cited at F 225.

CONCLUSIONS:
Substantiated. Federal deficiencies related to the allegation are cited.
ALLEGATION #7;

The complainant stated an identified resident was re-admitted to the facility on a specified date
following a hospitalization for a hip fracture, and passed away four hours after admission from
poneumonia. The complainant stated the facility administered insulin to the resident, but the
resident did not eat, which may have contributed to the death.

FINDINGS:

A review of the resident's record confirmed the above information, However, the resident's
- physician was on-site throughout the time the resident was in the facihty that day, and
dociimented the following: o B S AT :

»  Shortly after the resident returned from the hospital, the resident was awake, interactive, and
eating ice cream with family.

o A short time later, nursing staff noted the resident to require suctioning, with diminished lung
sounds.

s The resident progressed to non-responsiveness, and passed away a short time later.

o The physician's documentation stated the resident had been determined to be imminently
terminal while in the hospital, and referred to the resident's diagnosis of Chronic Obstructive
Pulmonary Disease.

e The Mortician's Receipt, signed by the resident's physician, documented pneumonia as the
resident's cause of death.

s The facility did not administer any medications to the resident following his readmission,
which was documented due to the resident's non-responsiveness. His blood glucose was
taken in the 4 hours he was in the facility on that day, and documented as 114. The resident's
Medication Administration Record documented no insulin was given.




Debbie Freeze, Administrator
March 11, 2014
Page 7 of 7

While the report of the complainant did occur as stated, no deficient practice was identified or
cited.

CONCLUSION:

Unsubstantiated. Lack of sufficient evidence.

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

If you have guestions or concerns regarding our investigation, please contact us at (208)
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the
course of our investigation.

Sincerely,

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

LEA




