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HEALTH &WELFARE 
C.l. 'BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG- Direclor 

April 8, 2015 

Steve Young, Administrator 
Yellowstone Group Home #5 Burke 
560 West Sunnyside 
Idaho Falls, ID 83402 

RE: Yellowstone Group Home #5 Burke, Provider# 13G067 

Dear Mr. Young: 

DEBRA RANSOM, R.N.,R.H.I.T., Chlel 
BUREAU OF FACILITY STANDARDS 

3232 Elder S~eel 
P.O. Box 83720 

B~se. ID 83720-0009 
PHONE 208-33~6626 

FAX 208-364-1888 

This is to advise you of the findings of the Medicaid/Licensure survey of Yellowstone Group 
Home #5 Burke, which was conducted on March 26, 2015. 

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid 
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the 
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of 
Correction address each deficiency in the following manner: 

1. What con-ective action( s) will be accomplished for those individuals found to have been 
affected by the deficient practice; 

2. How you will identifY other individuals having the potential to be affected by the same 
deficient practice and what corrective action(s) will be taken; 

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

4. How the con-ective action(s) will be monitored to ensure the deficient practice will not 
recur, i.e., what quality assurance program will be put into place; 

5. The plan must include the title of the person responsible for implementing the acceptable 
plan of correction; and 
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6. Include dates when corrective action(s) will be completed. 42 CFR 488.28 states 
ordinarily a provider is expected to take the steps needed to achieve compliance within 60 
days of being notified of the deficiencies. Please keep this in mind when preparing your 
plan of conection. For corrective actions, which require construction, competitive 
bidding or other issues beyond the control of the facility, additional time may be granted. 

Sign and date the form(s) in the space provided at the bottom of the first page. 

After you have completed your Plan of Conection, return the original to this office by 
April21, 2015, and keep a copy for your records. 

You have one opportunity to question cited deficiencies through an infmmal dispute resolution 
process. To be given such an opportunity, you are required to send your written request and all 
required information as directed in the State Informal Dispute Resolution (IDR) Process which 
can be found on the Internet at: 

www.icfmr.dhw.idaho.gov 

Scroll down until the Program Information heading on the right side is visible and there are three 
IDR selections to choose from. 

This request must be received by April21, 2015. If a request for informal dispute resolution is 
received after April21, 2015, the request will not be granted. An incomplete informal dispute 
resolution process will not delay the effective date of any enforcement action. 

Thank you for the courtesies extended to us during our visit. If you have questions, please call 
this office at (208) 334-6626, option 4. 

~ ~~r 
Health Facility Surveyor 
Non-Long Term Care 

JT/pmt 
Enclosures 

NICO~~ 
Co-Supervisor 
Non-Long Tetm Care 
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Dear Mr. Tro tter, j 

T~is is e Pia! I of Corr~~m for the survey concluded at 
ory Marc 26, IT15. I ~~ld like b) take the opportunity 
s!Ways s are. e surve~ process is always a learning ex 
well as easa ' . I relayed your ob:>ervations and positive 
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•:wl,s ne group Home #5, namely Burke, 
.f,~a~k yov for the helpful information you 
J1nqe and you certainly made it helpful as 

the taff and they <Jre very appreciative. 
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j The followind defic !lncies were cited during the 
annua,recertificatiori s~rvey epnducted from 
3/23/1 to 3/2B/15. ~ ! 1• I . I 

The sureyor rondu )tir-1) youtsurvey was: 

Jim rroltteuef. o1ol :: . 
Common abbrviati<Pns used ir this report are: 

jiPP • ln~ividu~IProJr,am Plan,J 
· lPN - License Praclical Nursi;l 

w 1~41483.42Q(a)(2) PROJ'~ci!ON OF CLIENTS 
I RIGHT$ . I 

I. The facllity mu I e~ um· the rights of all client~. 
iherefore the acllit}j must lnfqrm each cliE>nt, 

I parent (\1 the cjient is~ minor):jor ll'9al guardian, 
, of the cljent's medic+ I conditio~. d'iJVelopmental 

I
. and be~avlor< 1 stat~$, aftend~nt r)sl's of 
' treatmerlrlt, and Of th, right to refUSf treatment. 

This ST NDA D is bot.met a9 eLenced by: 
Based on rae rd re~iew and staff interview, it 

I
. was det~rmine~ the. aci!ity failed to en~ure 
guerdi<lf!S were prov kled with domprehensiv"' 

I. information M 'essai]Y to makellnf~rmed 
decisions for 3 pf 3 iqdividuals ·(Individuals #1 • [ 

· #3) who$e Wri ·en Informed Consents were 
reviewed. 'thi. resulted in insujfficient information 
being prbvided o gu~rdians on whic;h to base 
consent I:Jeclsi ns. lhe tindingr include: 

1. Individual #1 - #3'~ Written lryfor~ed Consents 

I were reviewed. The .consents <ilid i\ot contain 
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Anydeflcit~~S[~lOffi(l0\I~~~~'1StOrl~ik n Qenote.s ~ doficiOfl(;Y whk:h the inntilul10 .ls>• ~excused from COtroctmg provid~ng it is determined th9t 
other sofeguards provi<lejsufficie t prote(:tion to tM ~Atie~ts (See instructions.) Except Jor u tM l~omes, the f>ndmgs stated above1are disclosablo 90 days 
fol!owingt~e dolo of aurv0y whet e: or 1'1 s p/~m of correctton IS prov1ded. For nursing hom .rJK!l 1~bove findmgs and plnns of CQrre9t!on are disclo.st~blc 14 
days folrowmg the dtJlo thbse doc rnenl"' ~tr¢ made a 3lr3b!l.l to the f(lcl!Uy, If deficiencies ar ~ll'<l, ~11 ~pproved plan of correollon isjrequi.site to oontmueO 
p~ram prrtic1vation. 1 ~ II i 
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COMPI.FllON 
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I 

W nz4/ Contin~ed Fr m pa~ e 1 , w 124 ' 

I 
sufficie[lt info ma!!ot related \O the side effects of 
psychorropic !nedicntions, as rollows: 

I
. a. lndiv dual t 1's IP~. dated 1~/1~/14, 

1

. 
documented e w~S·<lll18 yei'[ old male whose 

, dlagno4es inc uded. tild mentil r~t~rdation and 
! bipolar risord r. ' 

lndivid~al #1\ PhysiGian's Re¢ap ,Orders, dated 
2/2115, tlocun entedllle rece'1d i}lsperdal (an 
antipsy$hotic rug), ~bilily (an an~ipsychotic 

, drug), Glonidi e (anl~ntlhype .en~ive drug), 

I 

Seroquel (an ntips* .hotic dr g), Geodon (an 
' antipsychotic rug), ' amictal ( n anticonvulsant 
j drug) a?d Hal ol (am ntipsyc~otic drug) daily. : 
:Individual #1's Writt4

1 
lnformee Consents did not ! 

[Include pmpr hen~''i'" informrtion relate<'l to the 

I potenti<y side ffectS, pf his me;ctications. 
Exampll's incl ded, ·f ut were~! limited fo, the 

j followin9: I ; 
l·lndivid~al#1' con~ 'ntfor.Ri peidal, dated 
· 12/10/11, doc ment(f side e . ct~. included "Dry 

I mO\Ith, ~ause , vomiyng, con~lipa.tion, change in 
sleep patterns. he<'ldMche and confusion." 

The 201b Nur ·ng D~l~\g Hand~oo~ included both 
neuroleptic ma ignan1 syndrome-{a pol!inti~lly 

adverselreacti ns to 11 isperdal · I 
fatal syn~rome and s icide atl

1 
mpt as possible 

- lndivid al #1' cons~nt for Sa oqoel, dated 
3/10/15, ~ocun ente9 side effe, ts ihalvded 
"Din:ine~s, na SN, l{[mitlng, di~rrr. ea, change In 
sleep pa~erns, sedatl· n, and v.!le1g~t gain or lo»S, 

1 <md crajps'' I • 
I The 201 ~ Nvrs ng Dr, g H~ndb~ox;included 
i neurolep,ic mal gnant ayndrom<;>. seizures and 

FOHM CMS.25G7(02-<>ii) p, ~lotiO V• ion> O~t olote Even! JD:354P11 
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W 1241 Continued Fn::>m P<lil<'> 3 W 12< · I 

I Prozab (an antide.}.::ssant dlug) daily. Individual 

I
I #2's Written lf1forr:+;d Cons~ ts did not include 1 

comprehensive infc1mation i lated to the 

f~,~~~~~l ski~: ¢ffeT Of his ledrons, as I I I 

I • lndivi~ual #4's cory:;ent for . roziJc, dated 71?.114, I 
documfnted side effects incl ded "Dry mouth, I 

1

1 

nausea, vomiting, 1nstipatiobct;mge in sleep 
patter!, and Wo;lig gain." · I : . 

I Th" 20 5 Nurolng Orug Hand o included 
suicidal behavior arid respirat ry distress as 

• 1 ' I . I r 

1 poss1ble adverse react1ons to:Prozac. 1 

1. lndiviJual #2is conlent for Gf!od~n, dated J 

J 712114, ~ocurrjentedl side effe< ts ihcluded anxiety I 
1 or restl~ssnes~, chfjnges in vi io~. constipation, I 
I upset stomacn, dry ~1<lVth, hepdache, sleepiness 

or unusual drcfwsiner;s, sneeZing, bough, runny or, 
! stuffy n~~e, tir~dnesr, weight ainll and tardive 1 

! dysk1nes1a. [ _/ / 

/ The 20~ 5 Nur~ing Drug Hand ook included , 
1 suicide attempt, braoycardia, · T-interval 

I

, prolongation a~d re~al hemor hage as possible 

1

1 

advers~reactioos to/Geodon, • I 
I Howeve , lnd0dua1.~2's irlforc ed consents did I 
I 

not mel de 1nf9rmatljll1 related! to tpe potentially 
severe advers~ r"ac!ions documented in the 
Nursing [Drug .

1
andbook. I 

1

/ c. Individual #3is IPjPI dated 31 1/1~, documented 
he was a 20 Yerr old male whose 9iagnoses 

. includedlmodette ental relaJdatlon. 

J1 lndividu~l #3's f_~ysician's Rec p Orders, dated 
, 212115, dfX;um<;med ~e receive G~odon, Ability 

i 

I ' 

I 
' 

I 

I 
I I 

' I 

I 
I 

' 
' ' 

I 

I 
I 

I 
I 
I 
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I iJ<OI 

I 
COMP! F:TK.lt-.' 

OATC 

w 1241 contin~ed Fr~m PJ!)8 4 :
1 I r 

I and D~pakot~ (an ~nliconvul~an~ drug) daily. I 

b 
I PROVIDER'~ PLAN OF COflREf:TION 
(EACH CORIICCTNE ACTION BHOULD BE 

'BOSS·RFI'ERENG<;O TO THE APH

1

·ROPRIATc II DE.FIGIENCY) 
I 
I 

I 

I 
Individual #3's WritlGn Informed l!:onsents did not 1 
incluctd comp;-ehensive infor!fu~ation related to the I 
potentikl sideieffe1 of his rri idations, as 

follows~ : I ·/ 

1
- lndivi(iual #~'s cof!sent for A;Wiry, d<>ted 12/9114, 
docum!mted side e~0cts incl • de9 anxiety or I 
I re>tlessneSl', phangt)S in visi n, constipation, 

upset sJtomac[l, d/)' rnouth, h<iadathe, sleepiness 
I or unu~ual drowsine:>s. sneezlng.lcough, runny or 
I stuffy nose, tilf"dness. weight 'rain and tardive 
I dyskintia. : I ' I 
I The 2016 Nursing ~•Jg Hand~ook included 
[ increasfd suiqide risk, neurol~ptid malignant 
1 syndrorpe, sei~~res.lsuicidal !~oughts and 
' bradyc1rdia a~ possl~>le 9dver$e reactions to 

I Abilify. : I :1 I 
1 - Individual #S's con~ront for Geodon. dated 
, 1219/14,) docwhented side effe~bts included 
j anxiety or rest(essner;s, chang s lp vision, 
constip~tion, upset stomach, d qouth, 
he<~dac~e. sle~pinesb or unus al drowsiness, 
Snee~ins, cough, fUlly or S!UJ.: nOse, tiredness 

1 
and wei~ht gair , I 
I The 201 b Nur~ng D 19 Han(lbf>?k included 
J suicide Jttemp~, bra ~·cardia, qr-i~terval 
prolong~tion arid rect•ll hemorr[age a» possible 
adverse reactiins to (>eodon. : I . 
Howeve~, Individual J3's informed cons<>nts did 
not inclu~e intofmatiqn related \o the potentially 
severe apvers;J reactions docu!"lerlted in the 

I Nursing Orug rrdbo·~k I I 

)In an lntJrview 9n 312L1s from',8:3?- 9:22a.m., I 
event ID:351.P1i 

I 
I 
I 
I 
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W 1241 Contin~ed Frpm pJ~le S :1 I J W 12' I 
1

1 
1 the LPN slated no hdditional information was j 

I provided wit~ lhe consents aJ·' d. tr\1 ~ consents as I I 
written, were ~ot informed. ' 

I i I . I 
I The facility tailed t~ ensure il'1 ormed consents 
1 contained corrpr!lhens<ve int<}11n~tion on which to 
j bllse dmsenqdecislons. 1 I 

W iuJ2j483.460Q)(1) PRU<l; REGIMI;iN REVIEW 

I A h I ' t: ··h .I t
1 j . ' I' P anracls tN" I~ put from .he rrterdiSCIP ln~ry 

team must re~rew 11118 drug reg1men of each client 1 

at leas~ quart~rly. . : l , 
I I · I 

· This S~NDARD is not met ~s e idenced by: J I Based n record re~•iew and stati inteNiew, it ,. 

I was de ennin~ thellocilily failled io ensure the 

I 
pharm<fist corducted routine: comprehensive 1 

drug restmen hsvi~1 for 1 ot!S individuals I 

I (lndivid~al #1)lwhos6 medicali:records were I 
reviewe~. Thip res~led in a lack bf qu<>rterly : 

j pharmapy reviews b~'ing complet~d. The findings I 
1 include:! ! I .I I j 
.

1

1
1. Individual #1's IPFI, dated 1:l/1J/14, 
docum€iflted <>118 Y~lr old mal~ whose diagnoses · 

/Included mild tental retardati?n. I i 

llndividull #1 's recor~ included:[ph~rmacy reviews 
dated 21[17115, 8/15/j4, and 111!26~14. However, 
his record did TOt contained a quarterly pharmacy 
review lor the 9econil quarter (April· June) of 

2014. ~ ! . I ~: I l 
During n intery1ew 011 3/24/Wat po p.m., the I 
LPN sta ,ed shq did ®t know . ere the pharm<>cy 

I review T the rconl quarter ;rs. 
E:.vont IO: 3&1P11 If con\inuation shaet Pago 6 of 8 
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TA
1
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1

sc IOENTI ""~~,· !·ORMATION) TAG GllOSS-HEFERENCEO .,0 .,HE APPrOPRIATE 

1 

VATE 

~+/~/.--+l~~~~--~.,~,------~~--~~-·~lr! ____ oc_FIC-IEN_~_> -r---7~~~ 
W 362 continUed Fr m p e 6 . [ W 362 · 

The lability fa led to ensure a second quarter 1 I 
~~~rmtcy re ew wrs comple\ad !tor Individual I I 

w 481 483.480(c){2) MENUs j w 481 

Menus ~or to actjt~lly served must be kept on 1

1 

I 

j file for fo d~y . I .[ i I 
1 This Slt~ NDARD i~ not met as evidenced by: 1 I I 
I Based on ob ervat~n, reviewj of (nenus ~nd staff. ! i 

intervie , it w s determin~Jd the facility failed to 1 :1 I 
I I ' ' ' k ! ensure ~ reco d of f~·od serve~ w~s ept for 30 

1 

ill 
1 

: , 

.

1 

days wliich dh f'clly impacted 6 of~ individuals 11 I 
(lndivid~als #1 - #6)1residing i~ th~ facility. 'fhis . 

r ~::r .. :,1·~,~,~~1~·;;:. ".~""'' 1 r 1 i ,,~~ 
1. A me<JI obs rv~tio,n was con,ducted at the I I 
facilityqn 3/23 15 from 4:20- $:15jp.m. The . , 
facility's! menu, dated 3/23/15131Zpi15, was 'I 11 

/1 

I reviewed and ocurrlent~d theJevening meal for ' . 

1

3123/15 ras to constt of the fallowing: : 

- 3 ounc~s of eatlo<~f I I 
1

- 1/2 cuP, sour rea~ potatoes: I ~· 
• 1/2 cup of graen be<tns . 

· • 1 slice ff gerl'c brefd • I · 

However. lndiv dua1sJi11 - #4 a~d ~ were noted I 
to ha.ve lJubwa sandwiches a~d a

1 
bag of chips. 

Individual #5 w s noi{)d to have Ch1nese take out. 
I I I I 

When <JSked, on 3/24115 at apqroximately 2:17 
p.m., th~ Lead V\lork~l' stated t~e ~ubstitutions for 
the 3/23r 5 din er hacl not beer dlcumented. 

The facility fail ~ to +sure ac<;jta1e 
1 

I 
1 ~--~~~~~~~--+-~~--~----~Ht-·~----------~~--~--~ 
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i I 
I !, 

I I I ! 

I 
I 

I 
i 
I 

' i 

I 
i 
I 
; 
' ' 

I 
I 
I 
I 

' ! 

I ' I 

I 
! 
I 
I 

I 
: 
' 
! 

! ! 

I 
I 

i 
' i 
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I 
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rv ooo
1 

16.Q3.11 lnitiJI Co~m<lnts ·I I M ooo 

'file following Jdefictcies were cited during the 
annuailncensJre survey condocte'd from 3123115 

, to3/26r5. 
1 1 

• 

1 
The su f eyor rond1cting youi wrvcy was: 

Jim 'fro ttette[, o1oP · 

MM 64116.03. 1r .075. ~ Det/opmen~ of f'"n of Care 

I To PartifOipate n the loevelopl1jlent~of Plan of 
'I Care. Tpe res1~ent must have::tne opportunity to 
particip~te in t is plar of care. ~es dents must be 
advisedjof altE native courses,or care and 

J treatmept and heir q(>nseque~ce~ when such 

I, alternatipes ar~ avai\t<ble. Thet,resldent's 
preference ab6ut alternatives T.uslbe elioited 

I and considers~ in dedding on;lhe p:an Of care. A 
· resident! may rf' quest, and mu~t be entitled to, 
I represeTtation >>nd a<·sistanoe:py rimy consenting 

person of his c oice 'n the plamning of his care 
and tma~ment. I I 
~~\~~~~r~2~r met llS evidence~ by: 

MM 2l16.03.11f 120. 1r(c) Tempeaturi of rot water 

The temperatu1e of ~<)t water at plymbing fixtures 
used by the re~idents must be oehyeen one 

I hundred~ive (1P5)tofme hund:['ed twenty (120) 
degrees fahre1helt. . I 

I This Rule is nqt met s evidenped by: 

I Based o~ obse~atio and intetrie,y. it was 
determined the facility .failed to ~nspre hot water 
tempera~ res re rrlfintained lpehj\'een 105 and 
120 degrees F9hrenliG:il for 6 of 6 iP,dividuals, 
(lndividu~s #1 • #6) rbsiding ati

1
the 1facility. This 

1 resulted r an i creasrd risk or rcald injuries 

MM164 

MM428 

B•JICHU of foclli!y SIM~~tds J. .1 I 
lABORATORY DIRECTOR'$ OA PRQ.VlDE"f8t.Jijf,LIER ~R,ES:;;NTA'f!VE'S SIGNATUHC 

I ......r-----1/J. . .--j I 7 -,.- I A-"Pl _ __...+-~ 
STATE FORM '~ '"' 

TITlE 

1r con!lnuaUOtl &h?.el 1 ¢/ 3 
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1 
DATE 

M 
1

'11428 / Contitued F~om pkge 1 ·I I 1 
MM42S ; 

I durin~ h<md rl ashi~l9 and bathing. The findings I ! 

I I I I I ' I I • l)EFICIENCY) 

! rncludr 1 'I I , 
!1. An ?nvironm!Olnt~l suNey V(aS conducted at the 
i facililyjon 3*/15 'om 2:05 n .:2:30p.m. During 
! that time, ho1 water tempera(pre$ (Fahrenheit) 
1 were t~asur anc~ showe<:!!rhe rollowin9: 

J- The Jitchenjsink f·as 125.6i(legrees. 

! -1'he lia/1 bathroo1 was 128:r dbgrees. 
I I I ' I 
I Th& L~ad Worker as notified of~he elevated 

water temperbture..l ;of the tirrie
1 

the temperatures 
I 1 9 ' I 

1 were t<jken a~d sta!•::d the ter peratures should 

I not har bee that rllgh. : 
On 3/2$/15 a 12:40 p.m., the: hot water 

I ternper~turas (Fahr~nheit) w<': e rechecked as 
1 follows: I ' I 
I "The k !chen rnk !"IS 105. 71egres. 

1- The h~/1 bat,room,was 103.8 degrees. 

J The facility faipo to ensure wl:lter lemperatures 1 
I were maintained belv1een 1 os ancl 120 degrees I Fahretit I • 

MM672116.03.11.07(a) Menu Preparation MM672 

I M I I ti • k · • en us must be pre~i~red a east a wee 1n 1 
edvanc~. Men~s must be corrected to conform 

I with foo~ llCtual/y s~' •ed, (ltenjs not served must 
be deleted, and 1ood act~ally $.[rv~d must be 
written i~.) Th~ corr .ted copy!ef t~e menu and 
diet pia~ must!e de ~~d and kept on file for thirty 
(~OJ days. I I 
This Rule is n t met r~s eviden

1
boo by: 

. I . 
Bureau ol Facility Stand ltls 
STATE F· RM 

I 
"'' 3 fi I If conUnuulion r.n<:ul ?. 01 3 
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M 758 16.03.11.270 02(f)(iv) Medication System 
j Monitored I ,, 

I The f<')~idenr medi:::ation sy~tem must be 
evalue(ed am monitored on a regular basis by a 

I registe[ed nu se an\:i/or a lice~seil pharmacist. 
J Such ~aluati ns rr 

1
ust be dOQe af /east every 

1 thirty ( 0) ~ay .end records ot th9 evaluation, as 

I well as ct1on a ken 10 correctj no\ed problems, 
· musl be kept · n file lly the fa¢ilityledministrator. 
This Rl\le is 1 ot m as evidenced by: 
Refer !G W36 . , I 
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141 0003/0017 

.! Burke Survey Dated 3/26/1 1~n of Correction 

W :1!24: F eilit m sdd l ·p~int-ovt of any possible si ·~eb, food and drugs to avoid, and 
spebtic rni~ s ·for aUip:;~chotroplc medications o t n9~/ from United States National library 
of ~edi~i e a~~ Pub Med f:lealth powered by Truve ealth Analytlcs to all consents to both 
Hu~an Ri fits · rnm(tt~e and guardians. Consents i I be~~orrected to reflect all possible side 
effects,~ d a 

1 
(!drugs to avoid, and specific warn in . rR~sponsible parties include RN, lPN, 

QIDP, and Pro Ham Ma1ager. Will be completed by 5 f20l5. 

W aL: Fa ility I ill scbehule Quarterly Pharmacy revi ~ Jth new assigned Pharmacist. 
Res~onsib epa ies incl~de!RJIJ, LPN, Q/DP, and Progr ~nager. Will be completed by 
5/ltS. l 
W 481: Ql P w! train10~ utilization of replacemenu 

inciJfe R Ql] , and t.P~bgrarn Manager. Will be co 
I ! ' 

·' 
MM 64: ee P n of co7ection for W 124. 

MM f28: aint! nance ~iff check temperature logs e 
an accepte rarl~e. Grour Home tead will check tem 
main~enan e a ' QIDP ifjnOt within accepted range. 
Malnrenan e S 

1 
ervisor rd. Program Manager. Will 

MM 672: S e PI 'r of Corijectlon for W 481. 

I I l . 
MM 58: S e PI m of Cor~ection fc•r W 362. 

! 
1 
) 

l 
l 
:i 
j 

! 
I 
il 
I• 
:i 
:J 
:; 

l 
~ 

i 

:ne u logs with RD. Responsible parties 
I •t~b by 5/1/2-015. 

J,,"' '"'"" tomw~'" " wlthi' 
' 1~1 <ltll e logs daily and report to 

~Poj pible parties include: QIDP, 
co· pleted by 5/1/2015. 

! --:..-------
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