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RICHARD M, ARMSTRONG - Direclor DIVISION OF MEDICAID
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August 25, 2010 CERTIFIED MAIL #: 7009 0820 0000 2807 0074

Lisa Fay, Administrator

Touchmark at Meadowlake Village — Touchmark of the Treasure Valley, LLC
650 South Arbor Lane

Meridian, ID 83642

Dear Ms. Fay:

Based on the state relicensure, follow-up, and complaint investigation survey conducted by our
staff at Touchmatk at Meadowlake Village - Touchmark of the Treasure Valley, LLC on July
22, 2010, we have determined that the facility failed to protect residents from inadequate care by
failing to provide a secure environment for residents who were at risk for wandering and by
failing to provide assistance and monitoring of medications.

This is the third time Touchmark at Meadowlake Village - Touchmark of the Treasure Valley,
L.LC has been cited for failing to provide assistance and monitoring of medications since 2008,
The facility was first found to be providing inadequate care during the initial survey conducted
on April 17, 2008. The facility was again found to be providing inadequate care during the
follow-up survey conducted on December 3, 2008. The third instance of inadequate care was
cited at the state relicensure, follow-up, and complaint investigation survey of July 22, 2010.

This core issue deficiency substantially limits the capacity of Touchmark at Meadowlake Village
— Touchmark of the Treasure Valley, LLC to furnish services at an adequate level to ensure that
residents' health and safety are safe-guarded. The deficiency is described on the enclosed
Statement of Deficiencies. As a result of the survey findings, and the repeat nature of the
deficiency, the Department is issuing the facility a provisional license, effective August 30,
2010, through February 28, 2011. The following administrative rule for Residential Care or
Assisted Living Facilities in Idaho (IDAPA 16.03,22) gives the Department the authority to issue
a provisional license:

935. ENFORCEMENT REMEDY OF PROVISIONAL LICENSE,

A provisional license may be issied when a facility is cited with one (1) or more
core issue deficiencies, or when noncore issues have not been corrected or
hecome repeat deficiencies. The provisional license will state the conditions the
Sacility must follow to continue to operate. See Subsections 900.04, 900.05 and
910.02 of these rules.
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The conditions of the provisional license are as follows:

1.

A registered nurse consultant, with considerable experience working as a residential care or
assisted living facility nurse and/or a nurse in a long term care facility, will be obtained and
paid for by the facility, and approved by the Department. This registered nurse consultant
may not also be einployed by the facility as a regular employee. The registered nurse
consultant is to be allowed unlimited access to the facility and its systems for the provision
of care to residents. The name of the consultant with the person’s qualifications shall be
submitted to the Department for approval no later than September 4, 2010,

The Department-approved consultant will subinit a weekly written report to the Department
cominencing on September 10, 2010, and every Friday thereafter. The reports will address
progress on correcting the deficiencies on the Statement of Deficiencies and the Non-Core
[ssues Punch List. When the consultant and the administrator agree the facility is in full
compliance, they will notify the Department and a follow-up survey will be conducted.

The facility will maintain, on an ongoing basis, the deficient area in a state of compliance
in accordance with the submitted Plan of Correction.

The provisional license shail be prominently displayed in the facility. Upon receipt of this
provisional license, return the full license currently held by the facility to the Department.

Payment of imposed civil monetary penalties as described below:

The following Administrative Rule for Residential Care or Assisted Living Facilities in
Idaho gives the Departinent the authority to inpose a civil monetary penalty for this
violation:

IDAPA 16,03.22.925. ENFORCEMENT REMEDY OF CIVIL
MONETARY PENALTIES.

01. Civil Monetary Penalties. Civil monetary penalties are based upon
one (1) or more deficiencies of noncompliance. Nothing will prevent the
Department from imposing this vremedy for deficiencies which existed
prior to the survey or complaint investigation through which they are
identified. Actual harm o a resident or residents does not need to be
shown. A single act, omission or incident will not give rise to imposition of
multiple penalties, even thougl such act, omission or incident may violate
more than one (1) rule.

02. Assessment Amount for Civil Monetary Penalty. When civil monetary
penalties are imposed, siich penalties are assessed for each day the facility
is or was out of compliance. The amounts below are multiplied by the total
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number of occupled licensed beds according to the records of the

Department at the time non-compliance is established.

b, Repeat deficiency is ten dollars (§10).

Based on the findings of the state relicensure, follow-up, and complaint investigation
survey that Touchinark at Meadowlake Village — Touchmark of the Treasure Valley,
LLC failed to protect residents from inadequate care, the Department is imposing the
following penalty for the period of Noveinber 24, 2009, (see survey report) through July
22,2010 (survey exit date):

| ‘Times Number | Times Number
Number of ol Occupied of Days of Amount of
Penalty Deficiencies Beds Non- Penalty
Compliance
T T I
$10.00 1 63 235 $148,050

The maximum penalty allowed is $10,800 for each 90 day period. Two ninety day
periods multiplied by $10,800 equals $21,600.

Send payment of $21,600.00 by check or money order, made payable to:

Medicaid Licensing and Certification
Department of Health and Welfare
P.O. Box 83720
Boise, ID 83720-0009

Payment must be received in [ull within (30) calendar days from the date this notice is
received. Interest accrues on all unpaid penalties at the legal rate of interest for
judgments. Failure of a facility to pay the entire penalty, together with any interest, is
cause for revocation of the license.

Please be advised that you may contest this decision by filing a written request for administrative
review pursuant to IDAPA 16.05.03.300 no later than twenty-eight (28) days after this notice
was mailed. Any such request should be addressed to:

Randy May, Deputy Administrator
Division of Medicaid - DHW
P.O. Box 83720
Boise, 1D 83720-0009
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If you fail to file a request for administrative review within the time allowed, this decision shall
become final.

You have an opportunity to make corrections and thus avoid further enforcement action.
Correction of this deficiency must be achieved by September 30, 2010. We urge you to begin
correction immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Cotrection
by answering each of the following questions for each deficient practice:

e What corrective action(s) will be accomplished for those specific residents/personnel/
areas found to have been affected by the deficient practice?

o How will you identify other residents/personnel/areas that may be affected by the same
deficient practice and what corrective action(s) will be taken?

s What measures will be put into place or what systemic changes will you make to ensure
that the deficient practice does not recur?

e How will the corrective action(s) be monitored and how often will monitoring occur to
ensure that the deficient practice will not recur (i.e., what quality assurance program will
be put into place)?

= By what date will the corrective action(s) be completed?

Return the signed and dated Plan of Correction to us by September 9, 2010, and keep a copy
for your records. Your license depends upon the corrections made and the evaluation of the Plan

of Correction you develop.

You have available the opportunity to question cited deficiencies through an Informal Dispute
Resolution (IDR) process. 1f you disagree with the survey report findings, you may make a
wrilten request to the supervisor of the Residential Assisted Living Facility Program for an IDR
meeting. The request for the meeting must be made within ten (10) business days of receipt of
the statement of deficiencies (September 9, 2010). The specific deficiencies for which the
facility asks reconsideration must be included in the written request, as well as the reason for the
request for reconsideration. The facility’s request must include sufficient information lor
Licensing & Certification to determine the basis for the provider’s appeal. If your request for
IDR is received after September 9, 2010, your request will not be granted. Your 1DR request
must me made in accordance with the Informal Dispute Resolution Process. The IDR request
form and the process for submitting a complete request can be found at
www.assistedliving.dhw.idaho.gov under the heading of Forms and Information,

Please bear in mind that non-core issne deficiencies were identified on the punch list, a copy of
which was reviewed and lelt with you during the exit confercrice. The completed punch list
form and accompanying proof of resolution (e.g., receipts, pictures, policy updates, etc.) are (o
he submitied to his office by September 10, 2010.
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If at the follow-up survey it is found that the facility is not in compliance with the rules and
standards for residential care or assisted living facilities, the Department will impose further
enforcement actions which may include limiting admissions Lo the facility, additional civi!
monetary penalties, requiring the facility to hire additional consultants, and revocation of the
license held by Touchmark at Meadowlake Village — Touchmark of the Treasure Valley, LLC.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-
6626,

Sincerely,

T

JAMIE SIMPSON, MBA, QMRP
Supervisor
Residential Assisted Living Facility Program

JS/sm
Enclosures
cc: Randy May, Deputy Administrator, Division of Medicaid

Peg Dougherty, Deputy Attorney General, Oftice of the Attorney General
Cathy Hart, State Long-Term Care Ombudsman, [daho Commission on Aging
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Lisa Fay, Adninistrator
Touchmark at Meadowlake Village
650 South Arbor Lane

Meridian, ID 83642

Dear Ms. Fay:

On July 22, 2010, a state relicensure and complaint investigation survey was conducted at Touchmark
at Meadowlake Village - Touchmark of the Treasure Valley, LLC. The survey was conducted by
Maureen McCann, RN; Donna Henscheid, LSW; and Karen Anderson, RN. This report outlines the
findings of our investigation.

Complaint # 1D00004484
Allegation #1: Medications wete not given per physician's orders.

Findings #1: Substantiated. The facility received a core issue citation at IDAPA 16.03.22.520 for
failure to provide appropriate assistance and monitoring of medications for an
identified resident.

Allegation #2: The facility nurse did not review medication orders or notify the physician when
orders needed to be clarified.

Findings #2. Substantiated. The facility received a core issue citation at IDAPA 16.03.22.520 (or
failing to provide appropriate assistance and nronitoring of medications for an
identified resident.

Allegation #3: The (acility administrator did not investigate or follow-up on a [amily complaint.

Findings #3: Substantiated. The facility was cited at IDAPA 16.03.22.350.02 for the facility
administrator failing to complete an investigation and failing to provide a written
report of a complaint. Further, the facility was cited at IDAPA 16.03.22.350.04 for
the administrator failing to provide the complainant a written response within 30
days.
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If you have questions or concerns regarding our visit, please call us at (208) 334-0626. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

Kc;m,ﬂ Aﬂd%:‘xon\ Rad
KAREN ANDERSON, RN

Health Facility Surveyor
Residential Assisted Living Facility Program

KA/sm

cc: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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August 10, 2010

Lisa Fay, Administrator
Touchmark At Meadowlake Village
650 South Arbor Lane

Meridian, ID 83642

Dear Ms. Fay:

On July 22, 2010, a state rehcensure and complaint investigation survey was conducted at Touchmark
at Meadowlake Village - Touchmark of the Treasure Valley, LLC. The survey was conducted by
Maureen McCann, RN; Donna Henscheid, LSW; and Karen Anderson, RN. This report outlines the
findings of our investigation.

Complaint # TD00004581

Allegation #1: The facility nurse was not notified when an identified resident expertenced a change
in condition,

Findings #1: On July 21, 2010, at 11:07 a.m., the administrator stated that at the time of the
incident the nurse was not in the bnilding. The administrator stated she was called
to the identified resident's room, believed the resident was in distress, and directed
staffto call 911.

Substantiated. However, the facility was not cited as they responded appropriately
hy calling 911 and having the resident assessed by the EMTs.

Allegation #2; The facility did not appropriately supervise a cognitively impaired resident.

Findings #2: Substantiated. The facility received a core issue citation at IDAPA 16.03.22.520 for
failure to appropriately supervise an identified resident with cognitive impairment.

Allegation #3: The facility gave a verbal report regarding a resident's health condition to an
identified resident's family member that conflicted with the written report.

Findings #3: The complainant stated she was informed verbally via a phone call, hy a facility
representative on March 23, 2010, that the identified resident had been taken to the
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hospital for a low grade fever. Further, she stated she was informed by a facility
representative the next day, March 24, 2010, that the identified resident had been
taken to the hospital because he was convulsing, turning purple and shaking
violently.

On July 21, 2010, the identified resident's record was reviewed. There was no
documented evidence of the verbal report given to the family member. However, a
resident progress note, dated March 23, 2010, documented that the resident "was in
fetal position, covered partially by a blanket looking as if he was having a
convulsion."”

A paramedics "Patient Care Form," dated March 24, 2010, at 11:57 am.,
documented, "Prior to arrival the PT (patient) orai temp was taken 99.1 degrees."
The resident was found by EMTs "lying face down in bed covered with a heavy
blanket. PT appears to be in no acute distress, shivers from time to time is
somnolent but opens eyes when told to do so and responds to name." The resident
was assessed to have "altered mental status secondary to viral syndrome.
Hypotension secondary to dehydration or adverse reaction to medication.” The
EMTs assessed the resident and made the decision to transport the resident to the
emergency department.

On July 21, 2010, at 11:10 a.m., the administrator stated she was called to the
identified resident's room and observed the resident and thought he was having a
convulsion, She directed staff to call 911. Further, she stated that the EMTs
assessed him and made the decision to transport him to the hospital,

Unsubstantiated. Although the allegation may have occurred, it could not be
verified by reviewing the facility documentation.

If you have questions or concerns regarding our visit, please call us at (208) 334-6626. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

"<GU\!1~\ \q‘r\c\u son ?\\\\

KAREN ANDERSON, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

KA/sm

cc: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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Care.

The administrator must assure that policies and
procedures are implemented to assure that all
residenis are free from inadeguate care.

This Rule is not met as evidenced by:

Based on observation, interview and record
review, it was determined the facility did not
provide an interior environment and exterior yard
which was secure for 1 of 1 sampled residents
who were cognitively impaired and at risk for
elopement (Resident #1) and had the potential to
affect six other sampled residents whe were
cognilively impaired. The facility did not
appropriately assist with and monitor medications
for 7 of 10 sampled residents {Residents #2, 3, 6,
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| 7, 8, 9 and 10). Additionally, the facility did not
provide adequate supervision to 1 of 7 sampled
residents who were cognitively impaired

| (Resident #13). The findings include:

|
(
1. SECURE ENVIRONMENT
|

IDAPA 16.03.22.250.14 documents, "Secure
Environment. If the facility accepls and retains
residents who have cognitive impairment, the
facility must provide an interior environment and
exterior yard which is secure and safe.”

During two previous surveys, on 2/4/09 and
11/12/09, the facility's administrator was provided
technical assistance regarding providing a "safe
tiving environment" for residents that were
cognitively impaired.

Resident #1 was admitted to the facility on 2/2/08
with diagnoses which included Parkinson’s
disease and dementia.

The facility nurse sent a fax, dated 4/13/10, to the
resident's physician which documented the
resident had increased confusion and the facility
would like the physician to consider starting
something for his “increasing dementia like
Namenda or Aricept.”

Resident care notes were reviewed and the
following was documented:

*4/13/10, "...resident had displayed increased
confusion. The physician was nofified and new
orders were received.”

*4/25/10, "...resident's confusion is not improving.
He wakes up frequently in the middle of the night

| and thinks it's time to get up for the day. He will
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Effective 9/9/2010 all fire exit doors
,dining room and resident patio doors
are alarmed with audible alarm, Staff
inservices are schedule for 9/10/2010
(Safe and Secure environment Exhibit
1). The facility will adhere to their
admission, discharge and transfer
criteria for appropriate resident
placement (please see Exhibit 2 & 3)

At the documentation in-service
conducted on 8/10/2010, all staft have
been instructed on the importance of
notification of the nurse for any change
of condition please see non core punch
list submitted 8/20/2010 item 19. In
addition the nursing consultant will
give an inservice to all staff on BMP’s/
COC the week on 9/15/2010. The BMP
inservice will be given annually and at
orientation.
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| get out of his wheelchair and lay on his closet
floor.”

*51/10, ™. _resident's confusion continues,
i frequently disoriented to time and place."

} *5/16/10, "Resident was found in the back
parking lot at 1:30 AM. He was confused why he
, was thare or how he got there. CNA assisted hm
: hack to bed."

*5/22/10, "Resident was getting himself dressed
at 3:00 AM and said he was leaving for home. it
took staff several minutes to reorient him to

' placa.”

| *6/12/10, "Resident had a fall at 24:45 [1:30 AM],

outside his room in the parking lot.” The resident

i was sent to emergency room with diagnosis of a
hip fracture.

*7113/10, "Residenl readmitted to facility from
(name of sKilled nursing facility). Reoriented [0
room, activities, meals and call syslem.”

On 4/13/10, the facility nurse sent a fax io
Resident #1's physician requesting medication for
the resident's increased confusion. Additionally,
the facility implemented 30 minute safety checks.
However, Resident #1 still managed to leave his
room on two separale occasions, 5/16/10 and
6/12/10, unsupervised. When the resident
wandered from his room on 6/12/10, he was
found laying in the facility's parking lot by himself,
confused, and injured with a fractured hip.

A surveyor from Licensing and Cerlification called
the adminisirator, on 6/14/10, to provide technical
‘ assistance regarding the incident report sent on

6/12/10. The surveyor informed the administrator
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|
I of the importance of re-assessing the resident to
i delermine if the resident was appropriate for
re-admission due to his increased confusion as

| the facility did not provide a secure interior and

‘I exterior yard.

| On 7/19/10 at 10:00 AM, during a tour of the

facility, observation was made of Residen

patio arca was open to the parking lof. Th
no fence observed around the facility or p

On 7/19110 at 2:30 PM, an interview was
conducted with Resident #1 and the resid

slated, the resident would not be strong e
to move the chair to get outside using tha

On 7/19/10 at 2:50 PM, the administrator
door leading outside as it was against fire
The administrator was further informed th
: must provide a secure environment when

cognitive impairment.

On three previous occasions, Licensing a

occurred on 6/14/10 after Resident #1 ha

Resident #1 with a secure interior and ex

room. A recliner was observed blocking the door
leading from the resident's room to the patio. The

iot to prevent the resident fram wandering away.

family member. The family member stated the
recliner chair was placed in front of the door to
prevent the resident from leaving the building
through that door. The family member further

informed the recliner chair could not block the

accepting and or retaining residents who had

Certification provided lechnical assistance lo the
facility regarding admitting or retaining residents
with coghitive impairment. The last discussion

found in the back parking lot at 1:30 AM with a
fractured hip. The facility failed to provide

environment. This failure resulted in inadequate

t#t's

ere was
arking

ent's

nough
t door.

was

code.
e facility
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The recliner has been moved from in
front of the patio door and an audible
alarm has been placed
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Conlinued From page 5

care and had the potential to affect all residents
with cognitive impairment.

. ASSISTANCE AND MONITORING OF
MEDICATIONS:

A. Medicalions incorrectly transcribed on the
MAR and incorrectly received by an identified
resident.

Resident #7 was admilted to the facility on
9/23/08 with diagnoses which included
hypertension and primary open-angle glaucoma.

An ophthalmologist's order, dated 11/24/09,

| documented the resident was to receive the

following ophthalmic medications:

*Trusopt 2%, 1 drop in both eyes twice daily
*Lumigan, 1 drop in both eyes at bedfime
*Combigan, 1 drop in both eyes twice daily

The November 2009 MAR documented the
following ophthalmic medications;

*Trusopt 2%, 1 drop in both eyes three times
daily

*Lumigan, 0.03%, 1 drop in both eyes in the
morning

*brimonidine 0.2%, 1 drop in both eyes three
times daily

The MAR did not reflect the ophthalmolegist's
orders, when the Trusopt was changed from
three to two times a day and the Lumigan was
changed from the morning to the evening and a
new medication, Combigan was added.

A family practice physician order, dated 12/01/09,
documented the rasident was to receive the

R 008

All residents have been evaluated as of
9/6/2010 for cognitive skills for daily
decision making to establish a base
line. On a going fon;.:ard basis nursing
will be notified fetahy residents
change in condition and a
comprehensive assessment will be
completed by nursing to include the
residents cognition status.

-
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| following orders:

I *Trusopt 2%, 1 drop in both eyes three times
| daily

| *Lumigan, 0.03%, 1 drop in both eyes in the
moming

| The December 2009 MAR documented the
following ophthalmic medications:

*Trusopt 2%, 1 drop in both eyes three times
daily

* urnigan, 0.03%, 1 drop in both eyes at 8:00 PM
*brimonidine 0.2%, 1 drop in both eyes three

| times daily

The MAR did not reflect the physician's order that
the Lumigan be given in the morning.

An ophthalmologist's order, dated 1/18/M10,
documented the following ophthalmic
medications;

*Trusopt 2%, 1 drop in both eyes twice daily
*Lumigan 0.03%, 1 drop in both eyes at bedtime
*Combigan, 1 drop in both eyes twice daily
*Discontinue brimonidine (right eye)

The January 2010 MAR documented the
following ophthalmic medications:

*Trusopt 2%, 1 drop in both eyes three times
daily

*Lumigan, 0.03%, 1 drop in both eyes in the PM
*brimonidine 0.2%, 1 drop in both eyes three
times daily

The January MAR still did not reflect the
physician's order, daled 12/1/09, that the
Lumigan be given in the morning. The resident

R 008
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Continued From page 7

| conlinued to receive the medication in the
| evening instead of the morning.

The January 2010 MAR, after the
ophthalmologist's order dated 1/18/10,
documented the following ophthaimic
medications:

*Trusopt 2%, 1 drop in bolh eyes twice daily
*Lumigan, U 03%, 1 drop In both eyes in the pm
*Combigan, 1 drop in both eyes twice daily
“brimontdine completely discontinued

The January MAR did not reflect the
ophthalmologist's order, that brimonidine be

: discontinued in the right eye only.

A copy of the ophthaimologist's order was printed
on 5/31/2010. Although the order was not dated,
"2/24/10" was documented on the form as the
last date one of the medicalions was filled. These
orders documented:

*Trusopt, 1 drop in both eyes twice daily
*Lumigan 0.03%, 1 drop in both eyes at bedtime
*Caombigan, 1 drop in both eyes twice daily
*brimonidine was not listed as a current
medication.

The February through May 2010 MARs
documented the following ophthalmic
medications:

*Trusopt 2%, 1 drop in both eyes twice daily
*Lumigan 0.03%, 1 drop in both eyes at bedtime
*Combigan, 1 drop in both eyes twice daily
*brimonidine was not documented on the MAR at
all.

From January 18, 2010 through May 31, 2010,

R 008
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Resident #7's MARs did not reflect the

| ophthalmologist's order, dated 1/18/10, that

i brimonidine was to be discontinued in the right
| eye oniy.

1 On 7/20/10 at 3,50 PM, a family member slated
| she had contacted the facility administrator and
‘| nurse several times trying to gel Resident #7's

i medication changes correct after the new

physician's ordar on 11/24/0%. She stated the
facility was receiving ophthaimic medication
orders from the resident's primary pravider who
did not have current information from the
resident's ophthalmologist; therefore, the orders
had gotten mixed up. She stated she spoke to the
nurse again on 1/11/10, trying to clarify the
Movember orders.

On 7720110, between 9:35 AM and 10:15 AM, the
facility administrator and nurse staled a family
member had voiced concerned about Resident
#7 nol receiving the correct eye drops. They

| further stated there was some confusion when

irying to clarify the orders hecause the
ophthalmologist and primary care physician had
the same ilasl name. The nurse stated he finally
called both physicians to clarify the orders.

The facility failed to appropriately assist with and
monitor Resident #7's medication for at least 3
months, from 11/24/09 through 2/24/10, despite
several attempts by a family member to get the
facility to correct the situation. This failure
resuited in inadequale care and had the potential
to affect all residents assisted with medications.

B. Unlicensed assislive personnel assisting with a
non-rouline medication without a required nurse

assessment and documenting the wrong drug

'u of Facility Standards
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name.

Per the BON rules, IDAPA 23.01.01.490.06.a & b,
unlicensed assistive personnel may not be
delegated procedures involving acts thal require
nursing assessment or diagnosis, eslablishment
of a plan of care or teaching, or the exercise of
nursing judgment. Further, the BON nules
documented "examples ol procedures that should
not be delegaled to unlicensed assistive
personnef include but are not limited to:

vil. Assisting with either preparation or
administration of non-rautine medications.”

1. Resident #10 was acdmitbedt to The facility on
7125/09 with diagnoses which included dementia
and depression.

An NSA, dated 6/15/10, documented the resident
had short-term memory loss and "age-related
dementia.” It further documented lhe resident

3 required safely checks at night every 2 heurs.

A physician's order, dated 3/22/10, documented
the resident was 1o receive the following
medication:

*lorazepam (Ativan) 0.5 mg, 1/2 tablet by mouth
every four hours PRN.

There was no documented evidence in the record
the resident had an order for PRN Xanax.

The resident’'s MAR documented the following
from May to June, 2010:

*5/08 - The resident received Alivan at 5:00 PM
for being "restless.”

The facility standard practice is to
comply with the Board of Nursing
rules, IDAPA 23.01.01.490.06a &b
“unlicensed personnel may not be
delegated procedure involving acts that
requires nursing assessments and
diagnosis, establishtnent of a plan of
care or teaching, or exercise nursing
judgement”.Nursing personel will
review all residents on BMP’s and their
MAR’s to ensure that PRN’s are not
given without nursing authorization.
This audit will e conducted 1 x per
week for the next three months and
every quarter thereafter. This
monitoring program is effective
immediately.

Point of clarification; resident number
10 did not receive Xanax. This was an
error in the med tech documentation.
Resident number 10 received
Loarazapam (Ativan) 0.5 mg as
ordered, Follow up has been done
directly with those that charted
incorrectly and pharmacy has been
requested to include both generic and
trade name on the MAR and med card
to eliminate confusion.

\
" of Facillty Standards
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R 008' Continued From page 10

*5/13 - The resident received Ativan at 0245 for
being "restless."”

*5/15 - The resident received Xanax at 0145 for
being "restless.”

*5/23 - The resident received Ativan at 0100 for

heing "reslless."

*6/07 - The resident received lorazepam at 0215
per her request for being "reslless.”

*6/10 - The resident received torazepain gl 1.30
per family request for being "resliess."

*6/15 - The resident received Xanax at 1515 for
"anxiety "

*6/18 - The resident requested Alivan at 1900 for
“anxiely."

Caregiver notes documented the following from
April to June, 2010

*4/01 - "Did not sleep gocd at ali'!! Was up off
and on all night and paged (used pendent to call
for staff) repeatediy!” "Paged several times about
a program she was supposed to be to [sic)
cutside...confused. Came to dinner. After dinner
she continued to page several times for no
reason at all."

*4/09 - "Wenlt to dinner. Had a PRN adivan {sic]."

*4/22 - "Had a PRN Ativan was on a roll this
afternoon.”

*4/25 - "Was having a hard time falling asleep,

| kept paging & trying to get up to get dressed early

in the night so | gave her a Xanax to help relax

R 008
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R 008! Continued From page 11

and calm her down."

i‘ *4{27 - "Did not sleep good at all, | gave her a
Xanax and did not affect her a bit!!! Page off and

on all night!!l"

| *5/06 - "...Pul her to bed at 2000. She would not
stop paging!!! As soon as someone would go in
her room she would page 2 minutes later and not

even need anything.”
*5/13 - "Up once to BR, 0400."

*5/14 - "Did not sleep good at all, she wanted to
get up at 0200, Every time | did her safety check
she was sitting on the side of her bed.”

*5/23 - "Slept until 11:00. I let her sleep because
NOC shift rpt (report) said she did not get to
sleep until 0200."

*6/06 - "Slept good until 0200 and assisted lo
restroom & she wanted to get up for the day and
said was not tired. | gave her a lorazepam {o heip
relax her and help sleep.”

*6/10 - "Pretty reslless this evening, Paged
several times for random things and she was
! wide awake gvery time | went in.”

*6/10 - "Qur little Ms. [Resident #10's name]
paged all stinkin [sic] night! Did nol sieep at all.”

*6/15 - "Lots of pages this afternoon, had PRN
Xanax."

*6/18 - "Slept all day until about 1800. Paged
s000 [sic] much today! Very confused.”

There was no documented evidence the nurse

R 008
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O

j had been contacted to assess the resident before
. the unlicensed assistive personnel assisted the

J resident with a non-routine medication,

|

There was no documentation elaborating what
behavior the resident was displaying when she
wag "anxious” or "restless”.

On 72110, there was no Xanax observed in the
tedicalion carl for Resident #10,

Between 7/19/10 and 7/21/10, three caregivers
interviewed stated stated they did not contact the
nurse prior 1o giving non-routine medications to
residents.

On 772010 at 9:40 AM, the facility RN stated, he
was not aware caregivers were not allowed to
give non-routine medication to a cognitively
impaired resident who was unable to request the
medication herself.

2. Resident #3 was admitted on 9/22/08 with
diagnoses which included dementia.

The resident's NSA, dated 5/20/10, documented
the following: "Behavioral Health: [Resident's
name] has become verbally aggressive towards
staff and will need to be redirected...She has a
behavior log."

A physician's order, dated 12/17/08, documented
the following medication:

*Alprazolam [Xanax} 0.5 mg. Take 1 tab by
mouth twice daily as needed.”

Belween 5/1/10 and 7/20/10, Resident #3's
\ MARs documented the resident received PRN
‘ Xanax 49 times in 75 days. The reasons

{(%4) 1D i SUMMARY STATEMENT OF DEFICIENCIES r D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | RECULATORY OR | 3C IDENTIFYING INFORMATHIN) TAG CROSS-REFERENGED TO THF APPROPRIATE DATLE

i | DEFICIENCY)
f
R 008! Continued From page 12 R 008 Nursing persormcl will monitor the

facilities communication tool daily to
be aware of any resident changes and

1
!}
follow up appropriately. |

At the documentation in-service
conducted on 8/10/2010, all staff have
been instructed on the importance of
notification of the nurse for any change
of condition please see non core punch
list submitted 8/20/2010 item 19. In
addition the nursing consultant will
give an inservice to all staff on BMP's/
COC the week on 9/15/2010. The BMP
inservice will be given annually and at
orientation.

By of Facility Standards
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Continued From page 13

documented were the resident had anxiety,
confusion, aggression and was weepy, moody
and crying.

| Care notes, dated 4/7/10 through 6/23/10,
documented the following:

*4/7110. "Went to hed at 9. Had a prn Xanax
before bedlime because she was really agitated
and crabby.”

*4/15/10, "Really emotional this morning,
(caregiver's name) had to give her a Xanax at
6:30. Belter at 7 when | got her up and ready..”

*4/21/10, "Holy Cow, was she in a mood. Told
(caregiver's name) and | off after she had a
Xanax about an hour earlier.”

*4/2/10, "Confused and doing the fake cry thing a
couple of times, but she is ok.”

*4/27110, "Oh just swell. Thought she was going
to have a conniption about making it to talk
group...She got there just fine!”

*4/28/10, "Doing the fake cry thing a couple
times, biit sha is fina, Xanax at 0330 because
she wanted to get outta here and couldn't
remember living here.”

*5/10/10, "(Resident's family member) requested
a PRN for her."

*5/14/10, "...Got mad and yelled at me to be fired.
So | walked out for a min while she was in her
wfc. Then she yelled for a cup and | got her water
then she all but threw it back at me.
Anyway...long story shott...she got a Xanax!!!"

R 008
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} *5/16/10, ".._Had a prelly good day until this

afternoon, when she was getling angry with
! {caregiver's name), so she boughl herself a
| Xanaxt"

| *5/17/110, "Grumpy today, had a Xanax this
evening..."

*5/19/10, "Was having kinda a rough night and
then got a Xanax..."

*5/20/10, "...Grumpy and had a Xanax..."

*5{21/10, ".. Really emotional tonight, was upset
about not going on bus ride...Gave Xanax with
evening pills.”

*5f22110, "._.Paged all night, think she was very
confused, more than normal, gave her a Xanax,
did not give her anxiely much relieve (sic)
tonight.”

*5/25/10, "Gave Xanax al lunch.. Eve had a
Xanax.."

*5/26/10, "Xanax didn't seem to phase her. Very
confused...”

*6/8/10, "She is agitated verbally but not
physically. She aimost acts like she is drunk, she
is slurring her words, can't bare (sic) wt, and just
plain acting weird..."

*6/22/10, "Took a shower early this morning, was
nol happy about not attending the 9:30 activity.
Had a Xanax at lunch...”

There was no documented evidence the nurse
! had been contacted to assess the resident befere
) the unlicenhsed assislive personnel assisted the
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R OOB% Continued From page 15 R 008 Nursing personnel will monitor the

facilities communication tool daily to
be aware of any resident changes and
Additionally, there was no documentation follow up appropriately.

elaborating what behavior the resident was
displaying when she was “anxious, confused,
aggressive, grumpy or was weepy, moody or

resident wilh a non-routine medication,

crying.”
| Between 719710 and 7/21/10, three caregivers
i interviewed stated when Resident #3 got really e P
anxious and/or aggressive they would yive her a At the documentation in-sorvice
Xanax and most of the time it helped. They conducted on 8/10/201|0= all staff have
further stated they did not contact the nurse prior been instructed on the importance of
to giving the resident Xanax. notification of the nurse for any change
of condition please se
On 7/20/10 at 9:40 AM, the facility RN stated, list submittod 8 /2;/;0?8 ?:é;olr;pﬁlndl

; Resident #3 had a lol of anxiety and could be

difficult. He stated the resident had an order for addition the nursing consultant will

Xanax that could be given wice daily as needed give an inservice to all staff on BMP’s/
for anxiety. He further stated, caregivers did not COC the week on 9/15/2010. The BMP
call him before using Xanax. He confirmed he inservice will be given annually and at

was ot aware caregivers were not allowed o
give PRN Xanax to a cognitively impaired
residenl who was unable to request the
medication herself.

orientalion.

The facility failed lo approprialely assist and
monitor Resident #3's and #10's medications
when UAPs assisled cognitively impaired
residents wilh non-routine rmedications without
seeking direction from the facility nurse. Furlher,
there was no evidence Resident #10 had an
order for PRN Xanax although it was repeatedly
documented by the UAPs. This fatlure resulted in
inadequate care and had the potential to affect all
cognilively impaired residents assisted with
medications.

! C. Medications were not available in the facifity
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R 008 | Continued From page 16 R 008

ician's ord It is the standard practice that all
per physician's orders. Physician orders are received by
licensed nursing personnel. Nursing

I 1. Resident #6 was admitted to the facilily on

2/5/08 with diaghoses which included personell will monitor new or changes
| hypertension, coronary arlery disease and stalus in medication orders daily to confirm
Il post coronary artery bypass grafl. reccipt of medications in a 24 hour
period once the order has been faxed to

Physician orders, dated 6/8/10, documented the

resident was lo receive the following medications: pharmacy.

*isosorbide mononitrate 30 mg., one tablet daily

*glucosaminne 500 mg., one capsule twice daily

*potassium chiornde 8 meq., one tablet daily

*Oyst-Cal 500 mg., one tablet twice daily L. . . .
Medication tech’s will notify mursing

i The July 2010 MAR documented the resident did personne! of any medications not given.

not receive the following medications: Nutsing petrsonnel will notify the

*7/1 through 7/16 - isosorbide mononitrate residents p hy§1(:1‘an that m ed 1ca.t10n h'ad

*7/1 - polassium chioride not been received. Administration will

713 (PM dose) - glucosamine randomly audit MARS for compliance

*7i4 (AM & PM dose) - glucosamine

*7/5 (AM dose) - glucosamine

*7/6 (AM dose) - glucosamine and Oyst-Cal

*717 (AM & PM dose) - glucosamine

The back of the July MAR contained the following
documentation from medication assistants:

*7/1 - isosorbide mononitrate and potassium
chloride - waiting for pharmacy to deliver

*7/3 - glucosamine - medication nol available
*714 - glucosamine - medication not available
*7/5 - glucosamine - medication not available
*7/5 - isosorbide - medication not available,
waifing for pharmacy

*7/6 - glucosamine and Qyst-Cal - medications
not available

*7/7 - isosorbide - wailing for medication to be
delivered

"u of Facility Standards
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| *747 - glucosamine - medication not delivered yet
- nol given

*7/7 - glucosamine - walting on doctor order -
wailing on pharmacy - not given

*7112 - isosorbide - medication nol delivered,
reordered today

J A fax from the pharmacy, dated 7/8/10,

| documented the resident's physician would not

I authorize a refill of the isosorbide because the
physician hadn'l "seen pt. in a long time.” This fax
came ¢ days after the resident had been withaut
the isosorbide,

Isosorbite mononitrate is used fo treat
hypertension and when not given, a resident is al
| risk to have an elevated blood pressure.
According to the "PDR 2010 Edition Nurse's
Handbook", anyone taking this medication should
be counseled to “carefully follow the dosing
regimen.”

There was no documented evidence the facility
nurse had been notified Lhe resident had not
received the medications. There was no
documented evidence Lhe nurse provided
nstruction to staff ar contacted the physician
regarding the missed medications.

A July 2010 vitals sheet documented the
resident's blood pressure was to be taken weekiy
on Thursday evenings. No blood pressure
readings were documented for the first two weeks
in July during the time the isosorbide was not
given.

| Gn 7/20/10 at 9:30 AM, a caregiver stated she
{ had a "hard time" gelling the resident's
‘ isosorbide.
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R 008 Continued From page 17 R 008 |
i

[t is the standard practice that all
Physician orders are received by
licensed nursing personnel. Nursing
personell will monitor new or changes
in medication orders daily to confirm
receipt of medications in a 24 hour
period once the order has been faxed to
pharmacy,

Medication tech’s will notify nussing
personnel of any medications not given.
Nursing personnel will notify the
residents physician that medication had
not been received. Administration will
randomly audit MARS for compliance
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On 7/20M0 at 9:50 AM, a caregiver stated there |
| was "no sheel [ur blood pressure on her. They've r
| been missed.” |
| . . '
| On 7721710 at 3:15 PM, the Facility LPN corfirmed |
 the resident had not received medications as :
ardered. The LPN slated (have should he & vitals It is the standard practice that all
t e i ' i .. .
; sheet in the resident's record with hey blood Physician orders are received by
pressure readings. , . .
licensed nursing personnel. Nursing
On 712110 at 3:50 PM, the admvinistalor stated personeil will monitor new or changes
the facility was having difficully gelling in medication orders daily to confirm
medications from the pharmacy. receipt of medications in a 24 hour
2. Resident #2 was admitted to the facility on period once the order has been faxed to
4722110 with diagnoses which included afrial pharmacy.
fibrillation, osteoporosis and hypertension.
A physician's order, dated 6/4/10, documented
| the resident was to receive the following
medications: N . . .
Medication tech’s will notify nursing
| *Mucinex ER 600 mg., one to two tablets every personnel of any medications not given.
\ 12 hours Nursing personnel will notify the
. i ician that medication had
A physician orders, dated 6/22/10, documented Iesuli)ents phy§l d. Administration will
the resident was to receive the foliowing not been received. Administration w
medications; randomly audit MARS for compliance
*carvedilol 8.25 mg., one tablet twice daily
*alendronate 70 mg., one tablet once each week
on Saturday
The June 2010 MAR documented the resident
did not receive the following medications:
*6/1 - carvedilol
*6/19 - alendronate
*6/25 (PM dose) - Mucinex )
| *6/26 {(AM & PM dose) - Mucinex
3 :of Facility Standards
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*6/27 (AM & PM dose) - Mucinex
*6/28 (AM dose) - Mucinex

The back of the June 2010 MAR conlained the
following documentation from medication
assistants:

*6/1 - carvedilol - medicatlon not delivered - not
given

*6/5 - Mucinex - not available - not given

*6/19 - alendronate - not available - nol given
*6/25 - Mucinex - waiting on pharmacy - not given
*6/26 - Mucinex - medication nol available - not
given

*6/26 - Mucinex - medication not available - not
given

*6/27 - Mucinex - medication nol available - not
given

*6/28 - Mucinex - medication not available - not
given

There was no documented evidence the facility
nurse had been notified the resident had not
received the medications. There was no
documented evidence the nurse provided
instruction to slatf or contacted the physician
regarding the missed medications.

i 3. Resident #3 was admitled on 9/22/08 with

diagnoses which included dementia, osteoporosis
and right tibia iracture.

Physician’s orders, dated 12/17/09, documenled
the resident was to receive the following
medications:

*Advair 100/50 diskus, inhale 1 puff twice daily

Physician's orders, dated 11/30/09, documented
the resident was to receive the following

It is the standard practice that all
Physician orders are received by
licensed nursing personnel. Nursing
petsonell will monitor new or changes
in medication orders daily to confirm
receipt of medications in a 24 hour
period once the order has been faxed to
pharmacy.

Medication tech’s will notify nursing
personnel of any medications not given.
Nursing personnel will notify the
residents physician that medication had
not been received. Administration will
randomly audit MARS for compliance
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medicalions:
*Tramadol 50mg every 4 hours for 7 days

Physician's orders, dated 6/4/10, documented the

; residenl was lo receive the following medications:

i
|
|
|
|

*Celexa 10my by moulh daily

| Physician's orders, dated 6/4/10, documented the

resident was o reccive the following meidications;

1 *triamcinclone 0.17% apply to affected area three

fimes daily

*6/18 - Advair
*6/7 - Tramadol - (4:00 PM and 8:00 PM doses)

i “B/6 - triamcinolone (2:00 PM and 8:00 PM)
| *6/7 - triamcinotone (8:00 AM and 2:00 PM)

The back of the June 2010 MAR contained the
following documentalion from medication
assistants:

*£/18 - Advair - "not in cart”

*6/7 - Tramadol (3 doses, no limes documenterd)
- "med not avabl"

*6/6 - Celexa - "not avabl”

*6/6 - triamcinolone (2:00 PM and 8:00 PM) - "not
avabl"

*6/7 - triamcinolone {8:00 AM) - "nol delivered
yet"

*6/7 - triamcinolone {2:00 PM and 8:00 PM) - "not
avabl"

There was no documented evidence the facility
nurse had been notified the resident had not
received the medications. There was no
documented evidence the hurse provided
instruction to staff or contacted the physician

It is the standard practice that all
Physician orders are received by
licensed nursing personnel. Nursing
personell will monitor new or changes
in medication orders daily to confirm
receipt of medications in a 24 hyur
period once the order has been faxed to
pharmacy.

Medication tech’s will notify nursing
personnel of any medications not given,
Nursing personnel will notify the
residents physician that medication had
not been received. Administration will
randomly audit MARS for compliance

|
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! regarding the missed medications.

4. Resident #8 was admitted to the facility on
411110 with diagnoses which included deep vein
! thromhosis and myocardiai infarction with stent.

Physician's orders, dated 3/11/10, documented
the residenl was lo receive lhe following
rmedicalions:

“Plavix 75 g, by mouth once daily

Physician's orders, dated 4/6/10, documented the
resident was to recelve the following medications:

*simvastatin 10 mg., by mouth once daily
*Seroguel 25 mg , by mouth at bedltime

The May 2010 MAR documented the resident did
not receive the following medications;

| *5/1 - Plavix and simvastatin
¢ *512 - Plavix

*5/4 & 515 - Plavix

*517 - Plavix

*5/9 through 5/12 - Plavix
*5/2B - Seroquel

i
The back of the May MAR contained the following
| documentation from medication assistants:

| *5/1 - Plavix - no documeniation and simvastatin
- no documentation

*5/2 - Plavix - no documentation

*5/4 & 515 - Plavix - "waiting on pharmacy”

*5f7 - Plavix - no documentation

*5/9 through 5/12 - Plavix - no documentation
*5/29 - Seroquel - "med not available”

There was no documented evidence the facility

It is the standard practice that all
Physician orders are received by
licensed nursing personnel. Nursing
personell will monitor new or changes
in medication orders daily to confirm
receipt of medications in a 24 hour
period once the order has been faxed to
pharmacy.

Medication tech’s will notify nursing
personnel of any medications not given,
Nursing personnel will notify the
residents physician that medication had
not been received. Administration will
randomly audit MARS for compliance
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i nurse had been notified the resident had not
received the medications. There was no
documented evidence the nurse provided
instruction to staff or contacted the physician
regarding the missed medications.

|
|

© 5. Residenl #9 was admitted to the facility on
1 9/1/109 with diagnoses which included stroke with

f right sided weakness.

Physician’s orders, dated 3/11/10, docurnented
the resident was to receive the following
medication:

* Forical 200 units nasal spray - use 1 spray
| alternating nostrils daily

The Jung 2010 MAR docurmnented the resident
did not receive the following medication:

*6/1 through 6/4 - Forical
l *6/29 and 6/30 - Forical

{ The bhack of the June MAR contained the
following documentation from medication
assistants;

i
| *6/1 through 6/3 - Forical - "waiting on pharmacy
*6/4- Forical - no documentalion

*6/29 and 6/30 - "waiting on pharmacy"

There was no documented evidence the facility
nurse had heen notified the restdent had not
received the medications. There was no
documented evidence the nurse provided
instruction to staff or contacted the physician
regarding the missed medications.

On 7/21/10 at 4:55 PM, the facility administrator
i confirmed, the facility was changing pharmacies

It is the standard practice that all
Physician orders are received by
licensed nursing personncl. Nursing
personell will monitor new or changes
in medication orders daily to confirm
receipt of medications in a 24 hour
period once the order has been faxed to
pharmacy.

Medication tech’s will notify nursing
personnel of any medications not given.
Nursing personnel will notify the
residents physician that medication had
not been received. Administration will
randomly audit MARS for compliance
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due to problems they had been having with one

particular pharmacy. |

|

I

i

| The facility failed to assure medications were

I available per physicians' orders for Resident's #2,
1 3, 8, B and 9. This failure resulted in inudequate

| care and had the potential to affect all residents

- assisted with medicalions. Touchmark Regional Nurse Consultant
will perform a quarterly audit for the

| THIS IS THE THIRD TIME THE FACILITY HAS next 12 months to assure compliance

i BEEN CITED FOR ASSISTANCE AND .
| MONITORING OF MEDICATION, with the above stated POC.

. SUPERVISION

Residents #13 and #14 were a married couple
admiltted to the facilily on 4/26/09. Resident #13
was admitted with diagnoses which included
dementia. Resident #14 was admitted with
diagnoses which included Type | diabetes
mellilus and angina.

On 12/10/09, the court appointed guardians for As a result of this incident the facility

Resident #13 and Resident #14 after each had has implemented a policy to ensure
been found 1o be an "incapacilaled Person.” staff members will accompany a

| Rei . resident to the hospital and stay with

| Resident #13's NSA, dated 2/11/10, documented them until a family member or designee

the resident was orienled to time and pilace, had
modified independence with decision-making and
had difficulty in new situations.

arrives. Please see exhibit 4

Resident #14's NSA, dated 2/12/10, documented
the resident was oriented to time and place.

Caregiver notes documented the following
regarding Resident #13:

3/5M10 - "...confused when | took her her 1300 pill.
Didn't understand why she had to take it."

u of Facility Standards
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3/10/10 - "Was slightly confused this morning but
[Resident spouse's name] redirected her without
staff input.”

3/11/10 - "Other than some confusion, she is
doing well."

31510 - "Very confused today on times and
different things going on.”

3/16/10 - "Very confused this morning!"

3/18/10 - "Everyday she seems a little more off."

3/23/10 - "Good this am then went OOF with
husband.”

A care nole, dated 3/23/10, documented "Before
notifying [caregiver's name], ! did tell {Resident
#13's name] we had to send him (the resident's
spouse) to the hospital is that OK with you? She
stated yes but can | go w' (with) him. | told her
yes."

! A "Caregiver Incident' note, dated 3/23/10,
documented Resident #14 had a "massive
tremor, clenched up and groaned." The

: administrator was contacted and instructed the
caregiver to send him out by non-emergency

transport. The resident was transported to the
hospital and Resident #13 "accompanied them."

An e-mail from a staff member to the
administrator, dated 3/24/10, documented a
family member "was extremely irate stating no
one was at the hospital with her parents when
she arrived..." Further it documented the family
member "was told a staff member from the
iname of facility] would stay with her parents until
she got there. To my knowledge no one from the

Bureau of Facility Standards
STATE FORM

e6%9 E00B11 If continuation sheet 25 of 26




PRINTED: 09/20/2010
FORM APPROVED

Bureau of Facility Standards

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
13R894 07/22/2010
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
650 SOUTH ARBOR LANE
TOUCHMARK AT MEADOWLAKE VILLAGE MERIDIAN, ID 83642
X SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L)
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1 (EACH CORRECTIVE ACTION SHOULD BE | compLETE
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
1
R 0081 Continued From page 25 R 008

[name of facility] ever stated that a staff member
| would accompany the {last name of Residents
' #13 and #14] to the hospital."

On 7/21/10 at 11:07 AM, the administrator stated
Resident #13 asked to go with her husband,
which she had done in the past. The
administrator stated she met with the family after :
ihe event and confirmed the family was "not
happy" the facility allowed the resident to go to
the hospital unsupervised. The administrator
confirmed the resident was not appropriate to be
. left unsupervised but thought is was "okay"

' because the resident was with her husband and
" the EMTs. !

Resident #14, who was deemed legally
incapacitated by the court, was treated for
"altered mental status" by the EMTs and hospital
emergency department and was not capable of
supervising Resident #13. The facility did not
provide appropriate supervision to Resident #13 ;
when they allowed her to leave the facility without i
facility staff. This failure resulted in inadequate
care. ‘

i The facility retained a cognitively impaired ‘
resident (Resident #1) and failed to provide him ;
with a secure interior and exterior environment.
The faciiity failed to appropriately assist with and
monitor medications for Resident's #2, 3,6, 8, 9
and 10. Further, the faciiity did not provide
appropriate supervision to Resident #13 deemed
to be an incapacitated individual by the court.
. These failures resulted in inadequate care.

Bureau of Facility Standards
STATE FORM 6859 EQ0611 If continuallon sheet 26 of 26




MEDICAID LICENSING & CERTIFICATION - RALF

ASSISTED LIVING

CDAHD DEPARTMENT OF P.C. Box 83720 Non-Core lssyes
HEAITH s WELFARE %’35’33.5535 et (208} 364-1888 Punch List
mty Name Physical Address Phone Number
Touchmark at Meadowlake 650 S. Arbor Lane 319-5400
Administrator City Zip Code
Lisa Fay Meridian 83642
Team Leader Survey Type Survey Date
Karen Anderson Relicensure + Complaint Wf% ":{? I,f agf e
NON-CORE ISSUES
item # RULE # DESCRIPTION DATE [&C
16.03.22 RESOLVED | USE
1 .009 One of 10 staff records reviewed did not have evidence of a crirninal history backareund check. REPEAT PUNCH12/3/08 % / 30 ’ 16 ki A
2 .006.06.c One of 10 staff did not have a state police only background check ?/ 20 / e
(@ 225 Resident #'s 1, 6 & 10 did not have behavior management plans. REPEAT PUNCH 11/12/09 S fra lin KR
(\:-‘-Dé 300.01 Five of 5 caregivers did not have delegation for nursing tasks. REPEAT PUNCH 4/17/08 C[:/ iof oo/ (Cﬁ
5 305.02 Eight of 10 sampled residents did not have all PRN medications available as ordered. REPEAT PUNCH 4/17/08 g/gb E I }:_ﬁ
5 305.03 The facility nurse did not assess Resident #1 when he had a change in condition, and when he was re-admitted to the facility. The Gl / 1O /A’&"{
facility contacted the hospice nurse when resident #10 had a fali. Resident #5's hospice record directed caregivers to call hospice
nurse for falls
7 310.04.3 Resident #'s 1, 3, 10 did not have a six month psychotropic medication review by the physician or authorized provider ?f QD/ jo Kj‘t]
8 320 The facility did not update Resident #1's NSA when he had a significant change in condition, Nor did they have an interim plan of %f 30 / i 'l A
care or updated NSA when he was re-admitted to the facility. Resident #4's NSA did not include her use of a walker. REPEAT PUNCH
4/17/08, 12/3/08, 2/4/08,
( 9 335.03 The facility did not provide liquid hand scap or paper towels for caregiver to wash hands between resident care. cf i oy o ICR
10 350.02 The facility administrator did not complete #n investgation and written report of complaints. 3{30 f / D [(’_ﬂ
11 350.04 The administrator did not provide a wﬁ#en response/m‘e?mpi fnarts. K ]Q(
Relsgszlse Required Date Signature of Facility Representative s , - Date Slg ed
0 Glsilie W/y é@///?
BFS-686 March 2006 ‘ me




MEDICAID LICENSING & CERTIFICATION - RALF

ASSISTED LIVING

JDAHO DEPARTMENT OF P.O. Box 83720 Non-Core issues
EEAIT ' - Boise, ID 83720-0036 ]
1EAITH s WELFARE (208) 3346626 fax: (202) 364-1588 Punch List
Facility Name Physical Address Phone Number
Touchmark at Meadowlake 6505 Arber Lane 319-5400
Administrator City Zip Code
Lisa Fay Meridian 83642
Team Leader Survey Type Suryey Date
Karen Anderson Relicensure + Complaint Follow-ups 1710 ’? / N [i o

NON-CORE ISSUES

em# RULE# DESCRIPTION DATE LEC

16.03.22 RESOLVED | USE
12 451.02 The facility did not offer snacks in between meals and at night 3“ 20D ] i /Cﬂ
13 625.01 A new hired caregiver was providing unsupervised personal assistance to residents before completing 16 hours of orientation 8/ 20 ! i 0 IC{\
14 £25.03 Ten of 10 staff records did not contain all required contents for orientation training X{ g / i Q‘\}
15 630.01 Ten of 10 staff did not have dementia training REPEAT PUNCH 4/17/08 8’/ 2O / / O < A
16 £30.02 Ten of 10 staff did not have mental illnass training ?/ 20y / 10 Cﬁ;
17 630.03 ‘Ten of 10 staff did not have developmental disability training %I 20/ 13 ,m
18 640 Six o f 10 staff did not have documented evidence of 8 hours of CEUs Cﬁ / DO / 1O LL-’«\
19 711.08 All documentation on care notes were not consistently signed and dated 9 /@ } 1O ]CA
20 305.06 The nurse did not assess Resident #7's ability to self administer his own medication REPEAT PUNCH 4/17/03 g / SO / i E Q
/ AV,
r /f - !
Rfsponse Reguired Date Signature of Fagility/ Representativey Date S@ned ~

&80

%lalhc

D)D)

BFS-686 March 2006
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Date “/'/(D j ; { O Pagel_ of ‘
] HEALTH =« WELFARE Food Establishment Inspection Report

Food Protection Program, Office of Epldemiology

450 West State Street, Boise, Idaho 83702  208- 8-334-5038 Critical Violations Good Retail Practices
\\( &y \,\J (N GA8S # of Risk Factor # of Retail Practice ¢
tablishment Name Oyfefator ; Violations 3 Violations \
OH Qﬂm L LOVEN !7 Jl( AL e f‘qfu\ s iR
AL iy B Sy Q| |henmeres # of Repeat
tﬂ‘)b S0vhar LJ\J oa A D || Voo | Vilatons
unty Estab # S{8 Inspecuon time: Travel time! Score Score
R a B v N
Inspection Type: ) 1R'ISL. Category: Follow-Up Report:  OR  On-Site Foltow-Up: A score greaier than3Med | A score greater than 6 Med
lf \ 0&{_\,\ Date: Date: or 5 High-risk = mandatory | or 8 High-risk = mandatory
Hemns marked are violations of Fatfofs Food Code, IDAPA 16.02.19, and require correction as noted. on-sife reinspection on-si(e reinspection

RISK FACTORS AND INTERVENTIONS (Idalto Food Code applicable sections In parentheses)
The Letter to the left of each item iudicates that item’s status at the juspection
Demonstrallon of Knowledge (2-102) cos| ® . Potentlatly Hazardous Food Tlmeﬂempérature cos| R
UIRYY 1, Certification by Accredited Program or Approved aola (| ;N N0 N/A | 15. Proper cooking, ime end lemperalure (3-401) aa
X Course; ar correct responses; or compliance with Code {([¥) N N/O WA | 15. Reheating for hot helding {3-401) 0|0
, ' YIN WO N/A| 17. Cooling (3-
Employee Health {2-201) 17. Cooling (3-403 olo
;Y‘l N 2. Exclusion, restriction and reporting ala Y) N N/O N/A| 18, Hot Holding (3-501) ola
- Good Hyglenic Practices %), N N/O N/A | 19. Gold Holding {3-501) Qg
i \f),N 3. Ealing, tasting, drinking, or tobacco use (2-401) aja 7 i enasition (3
k YIN N0 N/A| 20, Date marking and disposition {3-501) ala
-@' N 4. Discharge from eyes, nose and mouth (2-401) aja ( Y)N WO N/A| 21Time as a public heallh controf (proceduresirecords) | |
Control of Hands as a Vehicle of Contamination et (3-501) _
YN 5, Clean hands, propery washed ala Y N N/O NA Consumer Advisory
- 6. Bare hand contact wilh ready-lo-eat foodsfexemption A 22, Consumer advisory for raw or undercooked food
Wi N {3-301) Qja Y N@fﬁ) (3-603) QQ
§¥, N 7. Handwashing Facliies (5-203 & 6-301) a|d Highly Susceptible Populations
- ; 23. Pasteurized foods used, avoidance of
e ___Approved Sources ( *:?; N N0 NA [ ™ pronbited foods (3-801) afu
tk\’! N 8. Food obtained from approved source (3-101&3-201) | O | O . arw——
AN 8. Receiving temperature / cond ion {3-202) ala _ emica
Y N (N /‘AD 10. Records: snellstock tags, parasile destruction, alo (-M: N_N/A 24. Addilives / approved, unapproved (3-202.12) a1a
IAJ| " requited HACCP pian (3.207 8 3-203) (YN 25, T Subslancas poper dentfed,sored, Wsed | [
— Peoteotion from Contamiriation ( G:ﬁ:frmanc ) ith Approval Procedures
¥ N N/A | 11. Food segregaled, separaled and protected (3-302) [ OO [0 ey L e Wi
: ;) N NiA Enggog oon;act surfaces dean and sanilized ala Y N.N/AY | 26 Compliance wilh variance and HACCP plan (8-201) [0 [ O3
| B -5, 4-6.4-T
( Y}, N 13. Returned / reservice of food (3-306 & 3-801) . Y = yes, in compllance N = no, nof in compliance
(YN 14, Discarding | reconditioning unsafe food (3-701) oo N/O =nof observed NiA =not applicable
? COS8= Corrected 0|le COS 1}{: Repeat violation
A= or
ltem/Location Temp |} ltemiLocation Tem ltem/Location Temp Item/Location Temp
S1eao Bl /\AAA"A‘“- _ “10
\_NG\'S);M-\ oAt i 15% M\} ko m«:){loc\ J ‘:.f 0

GOOD RETAIL PRACTICES ( B<= not in compliance}

cos | R cos | r cos | r

[ |27. Use of ice and pasteurized eggs O | O | O |34.Focd contamination O | O | QO |42 Food ulensilsfin-use a|a
O [28. Water source and quantity a|ala ggnEaulpment for temp. O | O | QA |43 ThermometersTast stips ala
O [29. Insects/rodents/animals O | O | 0 |36 Personal cleanlingss O | O | QO |44. Warewashing facility a|a
O |32 Food and non-food contaci surtaces: construsted, | ) | 1) | O |47. Food labeledicondiion | O | O | O |45. Wiping clths o|o
o g:éﬂg&?}ing Instalied; cross-connection; back flow O | O | QO |38 Plantfood cooking O | O [ Q |46. Utenslis &single-service storage | (4 | O
(3 |32 Sewage and waste water disposal Q| &8 | O |39 Thawing 3 | O | Q |47 Physical faciities [ 0
[ |33. Sinks contaminated from cleaning maintenance toofs| [ O | O |40, Toilet facilities O | O | O |48 Speclalized processingmelhods | O | O
/ \ g lis p(gg;kl)age and refuse Q Q | a |49. other O 0

OBSERVATIONS AND CORRECTIVE ACTIONS (CONTINUED ON NEXT PAGE)

(/ //)/

Pergon Jﬂlﬂr{gjgﬁ ur ( jc Qrmt)\ ”{ { (“il“\‘g;‘:{\qﬁe Date ?/24//{)

Follow-up: Yes

. : —~
‘%hpector(gig at“r}) Q’}\v)’(}'\ l<J€\}r(“f;riﬂ ll\f \r\ O "LQV\ Date ’j ,/ (“9}! ]O (Circle One) No
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