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April 4, 2013

Cynthia Brewer, Administrator
Bronco Senior Services DBA Hillcrest
1093 S Hilton Street

Boise, ID 83705

License #: RC-998

Dear Ms. Brewer:;

On January 16, 2013, a follow-up, licensure and complaint investigation survey was conducted at
Bronco Senior Services. As aresult of that survey, deficient practices were found. The deficiencies
were cited at the following level(s):

s Core issues, which are described on the Statement of Deficiencies, and for which you have
submitted a Plan of Correction.

¢ Non-core issues, which are described on the Punch List, and for which you have submitted
evidence of resolution,

This office is accepting your submitted plan of correction and evidence of resolution.

Should you have questions, please contact Polly Watt-Geier, MSW, Health Facility Surveyor,
Residential Assisted Living Facility Program, at (208) 334-6626.

Sincerely,

/I?Ug/xm—%g | A5

Polly Watt-Geier, MSW

Team Ieader

~ Health Facility Surveyor

Residential Assisted Living Facility Program

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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CORRECTED LETTER

Dear Ms. Brewer:

This letter corrects the calculation of the Civil Monetary Penalties identified on page 5 of the February 4, 2013
letter. No other changes have been made.

Based on the state follow-up, licensure survey and complaints investigation survey conducted by Department
staff at Bronco Senior Services on January 16, 2013, it has been determined the facility failed to protect
residents from neglect - this is a repéat deficiency. The facility failed to monitor a diabetic resident's ulcerated
feet or follow orders from the physician or the hospital to provide care for his wounds. The facility also failed to
monitor another resident's care when the resident developed infected wounds from a leaking catheter bag.

The facility also failed to protect residents from inadegunate care - this is a repeat deficiency. The facility
failed to re-order medications in time for the resident to receive them, failed to ensure medications were given in
accordance with physician's orders, and made serious medication errors that endangered the health and safety of
the residents. Additionally, the facility retained a resident for whom they were not licensed and did not have the
capacity to care for, as the resident had active Methicillin-resistant Staphylococcus (MRSA) and an
Unstageable/Stage ITT pressure ulcer, The facility also failed to have nursing staff available to conduct
assessments and ensure appropriate interventions when residents experienced changes of condition. The facility
also violated a resident's rights by taking his medications from him without an assessment to determine if he was
no longer safe to self-administer, and then, without his knowledge, continuing to give him a medication which he
had chosen to stop taking and for which they did not have a physician's order to give. The facility also violated
another resident's right to his personal property as they opened his mail without his permission. The facility failed
to coordinate a resident's foley catheter care and wound care with an outside provider.

PROVISIONAL LICENSE and LIMIT ON ADMISSIONS

These core issue deficiencies seriously impair the capacity of Bronco Senior Services to furnish services of an
adequate level or quality to ensure that residents' health and safety are not jeopardized. As a result of the survey
findings, the Department is issuing the facility a provisional license, effective February 4, 2013, through
June 4, 2013. 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:
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935. ENFORCEMENT REMEDY OF PROVISIONAL LICENSE.

A provisional license may be issued when a facility is cited with one (1) or more cove issue deficiencies, or
when noncore issues have not been corrected or become repeat deficiencies. The provisional license will state
the conditions the facility must follow to continue to operate. See Subsections 900.04, 900.05 and 910.02 of
these rules. ‘

The conditions of the provisional license are as follows:

1.

Ban on all new admissions. Readmission from the hospital will be considered after consultation between
the facility, the resident/family and the Department. The ban on new admissions will remain in effect until
the Department has determined that the facility has achieved full compliance with the requirements.

Consuitant. A registered nurse or licensed administrator consultant, with a minimum of five (5) years
experience working for a residential care assisted living facility in Idaho, who is approved by the
Department, and who will be obtained and paid for by the facility. This consultant must have an Idaho
nursing license or an Idaho Residential Care Administrator (RCA) license, and may not also be employed by
the facility or company that operates the facility. The consultant inust 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 will be submitted to the Department for approval no later than February 8, 2013.

Facility Nurse. A permanent, full-time, Licensed Professional Nurse (RN), who is licensed in the State of
Idaho, and whose license is u good standing, shall be retained on a full-time basis (no less than 40 hours per
week) and dedicated exclusively to the facility. The licensed nurse may not be the same individual as the
consultant (described in #2 above). The nurse’s duties shall encomnpass all nursing related requirements
described in IDAPA 16.03.22, Rules for Residential Care or Assisted Living Facilities in Idaho.

Weekly Reports. The Department approved consultant will submit a weekly written report to the
Department commencing on February 14, 2012 and every Friday thereafter. The reports will address progress
on correcting the deficiencies on the Statement of Deficiencies and Non-Core Issues Punch Lists.

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

Provisional License. A provisional license is hereby issued which is to be prominently displayed in the
facility. Upon receipt of this provisional license, return the full license currently held by the facility.

Alleging Compliance. 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.

If the facility fails to comply with any of the conditions of the provisional license, or it is determined at the
follow-up survey that any of the core issue deficiencies still exist, or if new core issue deficiencies are
identified, the Department will have no alternative but to proceed with additional enforcement actions
which may include the imposition of temporary management and the revocation or summary suspension
of the facility's license.

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




Cynthia Brewer
February 5, 2013
Page 3 of 6

Debby Ransom, RN., R.HLT,.
Bureau Chief, Licensing and Certification
Department of Health and Welfare
3232 Elder Street
P.O. Box 83720
Boise, ID 83720-0009

If you fail to file a request for administrative review within the time allowed, this decision shall become final.

PLAN OF CORRECTION

Yon have an opportunity to make corrections and thus avoid further enforcement actions, which could include the
imposition of temporary management or revocation of the facility license. To do so, you mnst immediately and
closely study the enclosed Statement of Deficiencies and write a Plan of Correction by answering each of the
following questions for each deficient practice. You are strongly encouraged to seek the assistance of an
experienced, succesful residential care administrator to assist you.

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

. 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?

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

. 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 February 17, 2013, and keep a copy for your
records.

Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop. We
urge you to begin correction immediately and thus avoid revocation of the facility's license. Correction of these
deficiencies must be achieved by March 2, 2013,

You have the opportunity to question cited deficiencies through an informal dispute resolution process. If you
disagree with the survey report findings, you may make a written request to the Supervisor of the Residential
Care Program for a Level I IDR meeting. The request for the meeting inust be made with ten (10) business days
of receipt of the Statement of Deficiencies (February 17, 2013). 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 infonnation for Licensing and Certification to
determine the basis for the provider's appeal. If your request for informal dispute resolution is received after
February 17, 2013, your request will not be granted. Your IDR request must be made in accordance with the
Informal Dispute Resolution Process. The IDR request form and the process for submitting a comnplete request
can be found at www.assistedliving.dhw.idaho.gov under the heading of Forms and Information.
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REPEAT NON-CORE DEFICIENCIES

Please bear in mind that thirty-six (36) non-core issue deficiencies were identified on the punch list, fifteen (15)
of which were identified as repeat punches. Three (3) of the repeat deficiencies (licensed nurse to address
changes in health status and implement new orders, having a negotiated service agreement that clearly identifies
the resident and describes the services that will be provided, and the administrator responding to complaints in
writing) have now been cited on three consecutive surveys, as follows:

- 10/07/11
= 08/28/12
= 01/16/13

‘These deficiencies, which have been cited on three consecutive surveys, are direct violation(s) of the following
administrative rules for Residential Care or Assisted Living Facilities in Idaho:

IDAPA 16.03.22.305. LICENSED PROFESSIONAL NURSE RESPONSIBILITY REQUIREMENTS.
The licensed professional nurse must assess and document, including date and signature, for each resident as
described in Subsections 305.01 through 305.08 of these rules.

02, Current Medication Orders. Assure the residents' medication orders are current by verifying that the
medication listed on the medication distribution container, including over-the-counter-medications as
appropriate, are consistent with physician or authorized provider orders. A copy of the actual written, signed
and dated orders must be present in each resident's care record.

IDAPA 16.03.22,320, REQUIREMENTS FOR THE NEGOTIATED SERVICE AGREEMENT.

The Negotiated Service Agreement must be completed and signed no later than fourteen (14) calendar days
from the date of admission. A written interim plan must be developed and used while the Negotiated Service
Apgreement is being completed.

01. Use of Negotiated Service Agreement. Each resident, regardless of the source of funding, must enter into a
Negotiated Service Agreement, The Negotiated Service Agreement provides for coordination of services and
instruction to the facility staff. Upon completion, the agreement must clearly identify the resident; describe
services to be provided, the frequency of such services, and how such services are to be delivered. The
Negotiated Service Agreement must be implemented.

IDAPA 16.03.22.350. REQUIREMENTS FOR HANDLING ACCIDENTS, INCIDENTS, OR
COMPLAINTS.
The administrator must assure that the facilities policies and procedures are implemented.

04. Written Response to Complaint Within Thirty Days. The person making the conplaint must receive a
written response from the facility of the action taken to resolve the matter or reason why no action was taken
within thirty (30) days of the complaint.

CIVIL MONETARY PENALTIES

The following administrative rules for Residential Care or Assisted Living Facilities in Idaho give the
Department the authority to impose a monetary penalty for these violations:

IDAPA 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 remedy for deficiencies which
existed prior to survey or complaint investigation through which they are identified. Actual harm to a
resident or residents does not need to be shown. A single act, omission or incident will not give rise to
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imposition of multiple penalties, even though such act, omission or incident may violate more than one

(1) rule.

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

the time noncompliance is established.

b. Repeat deficiency is ten dollars ($10).

Based on findings that you have repeatedly failed to correct these deficiencies the Department is imposing the

following penalties:

For the dates of August 28, 2012 through January 16, 2013:

Number of | Times number of
Penalty Deficiencies Occupied Beds

Times Number of days
of non-compliance Amount of Penalty

$10.00 3

76

141 $ 321,480

Maximum penalties allowed in any ninety day period per IDAPA 16.03.22.925.02.c:

# of Occupied Beds in Facility Initial Deficiency Repeat Deficiency
3-4 Beds $1,440 $2,880
5-50 Beds $3,200 $6,400
51-100 Beds $5,400 $10,800
101-150 Beds - $8,800 $17,600
151 or More Beds $14,600 $29,200

Your facility had seventy-six (76) occupied beds at the time of the survey. Therefore, your maximum penalty is;

$10,800.

Send payment of $10,800 by check or money order, made payable to:

Mail your payment to:

Payment mnst be received in full 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 or the amount may be withheld from

Medicaid payments to the facility.

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

Licensing and Certification

Licensing and Certification - RALF

PO Box 83720
Boise, ID 83720-0009

should be addressed to:
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Debby Ransom, RN, RHLT.
Bureau Chief, Licensing and Certification
Department of Health and Welfare
3232 Elder Street
P.O. Box 83720
Boise, I 83720-0009

If you fail to file a request for administrative review within the time allowed, this decision shall become final.

The Residential Care Assisted Living Facility Licensing and Certification team is here to assist you and your
consultant in developing an appropriate plan to bring the facility back info compliance, Should you have any
questions, or if we may be of assistance, please call our office at (208) 334-6626.

Sincerely,

%,,,4//

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

ISt
cc: Steve Millward, Licensing & Certification

Idaho Department of Health and Welfare Division of Medicaid notification Group
Cathy Hart, Ombudsman, Idaho Commission on Aging
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and January 16, 2013 at your residential o et mf’;j?ic""fec‘“’" I ot 1o be construed
carefassisted living facility. The surveyors conclusi i iy il with the findings and
conducting the survey were: onciusions outlined in the Statement of Deficiencies.
g Y : R}thfr} itis ml;miite: a}v confirmation of our ongeing
i ejjorts to comply with all statutory and regulat
Polly Watt-Geler, MSW vequirements. In this document, we have aua,-nzg)
Team Leader specific actions in response fo each allegation or
Health Fagility Surveyor Sindings. We have not presented any contrary factual
or legal arguments, nor have we identified all
Matt Hauser, QMRP mitigating factors.
Health Facllity Surveyor
Gloria Keathley, LSW
Health Facility Surveyor
Rachel Corey, RN, BESN
Health Facility Surveyor
Karen Anderson, RN
Health Facility Surveyor
Survey Abbreviations and Definitions:
~@=at
~ &/+ = and
~ Algidex Ag = Atechnologically advanced silver
wound dressing used to provide immediate and
sustained anfimicrobial activity.
~ Caregivers A-K = represents current or former
staff members of the facllity.
~ Darco Wetge = a wedge used to off-load
pressure from the heel by shifting weight to the
mid and forefoot to promote faster healing of
wounds.
~ Interdry AG = A knitted polyester textile
dressing with silver complex designed to manage
moisture, odor and inflammaticn in skin-to-skin
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contact areas.

~ PN = Licensed Practical Nurse

~MAR = Medication Assistance Record

~ MD = physician

~ meds = medications

~ mg = milligrams

~ MRI = Magnetic resonance imaging

~ MRSA = Methicillin-resistant Staphylococcus
Aureus

~ NSA = Negotiated Service Agreement

~ p.o. = by mouth

~ Pt = patient

~ Res = Resident

~ RN = Registered Nurse

~ TBD = To Be Determined

~ Telfa = dressing material for wounds

~ Tubigrip = an elastic tubular bandage used to
reduce swelling and/or keep bandages in place.
~ UAP = unlicensed Assistive Person

~ Unna boot = a gauze bandage used on the foot
fo the knee fo protect leg ulcers and reduce
swelling. The bandage is usually covered by ace
wraps or elastic bandages.

~ wi = with

{R 008)| 16.03.22.520 Protect Residents from Inadequate | {R008} | 4 p o 1 0aon 520

Care.

A, Corrective Actions:
The administrator must assure that policies and A State approved consultant and full-
procedures are implemented to assure that all time facility RN were retained, A
residents are free from inadequate care. systemic review analysis and .

1

implementation were commenced, 24/7
This Rule is not met as evidenced by: on-site and telephonic RN oversight
Based on observation, record review and available to staff and residents.
interview it was determined, the facility retained 1
of 1 sampled residents (Resident #18), who had a
Stage Il pressure ufcer and active MRGA. The
facility failed to provide medical care andfor
assessment for 7 of & residents whose health.

Bureau of Facility Standards
STATE FORM

=y

/

6599 JY7H12 If continuation sheet 2 of 62




03/29/2013 12:42

#420 P.004/078

From:
PRINTED: 02/04/2013
- FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES 11 PROVIDER/SUPPLIER/CLIA X3} DATE SURVEY
AND PLAN OF CORRECTION & IDENTIFICATION NUMBER; ﬁxf};:;LE CONSTRUCTION ( COMPLETED
B. WING . R-C
13R998 01/16/2013

NAME OF PROVIDER OR SUPPLIER
BRONCO SENIOR SERVICES DBA HILLCREST

STREET ADDRESS, CITY, STATE, ZIP CODE

1093 S HILTON STREET
BOISE, ID 83705

SUMMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN OF CORRECTION (%5)

care records were reviewed (Resident #5, #8, #9,
#11, #17, #19 and #20) and they had experienced
a change of condition. Additionally, the facility
failed to provide assistance and monitoring of
medications for 6 of 17 residents (Resident #4,
#6, #8, #9, #10 and #13), whose madications
were reviewed. The facility also failed to protect 1
of 1 resident's (Reslident #7) right to refuse
medical treamiment and perscnal property. The
facility failed to protect 1 of 1 resident's (Resident
#9) right to privacy. The facility further falled fo
coordinate care for 1 of 4 sampled residents
(Resident #17), who had outside service
providers. The findings include:

|. Retention of a Resident

Resident #18, a 65 year-old maie, was admitted
to the facility on 6/17/11 with diagnoses that
included diabetes and multiple sclerosis.
Resident #18 was discharged from the facility on
12/28/12 and was not available for interview.

A. Pressure Ulcer Stage Il

The "National Presstre Ulcar Advisory Panel
[NPUAP]" described the following pressure
ulcers:

* Stage |l pressure ulcer - a shallow apen ulcer
without slough.

* Stage |l pressure ulcer - Full thickness tissue
loss and slough may be present

* Unstageabie - Full thickness tissue loss in which
the base of the ulcer is covered by slough (yellow,
tan, gray, green or brown) andfor eschar (tan,
brown or black) in the wound bed.

X4) ID
PREFIX (EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 008 ' R 008 ; .
{R 008}| Continued From page 2 { ! | Resident # 18 has been discharged from

the facility.

Resident #20 has experienced
subsequent episode diagnosed at the
hospital as a TIA. Curtent RN
performed assessment at alert of onset
of symptoms; resident was transported
911 to the ER and treated accordingly,
A return from the hospital triggered an
assessment by facility RN. Incident and
Accident Report followed all current
facility policies and procedures,

Resident #11-all changes of condition
are reported to all care staff, facility RN
and administrator via shift reports. The
electronic communication is responded
to with instructions from facility RN,
daily. All reported events/changes of
condition are reviewed by Administrator
and RN daily.

Resident #5-a full investigation was
completed and reported to family
regarding medication error. Daily
moniforing of all medication exceptions
and variations are monitored and
reviewed by facility RN and
Administrator. As necessary,
investigations are conducted following
facility policies and procedures.

Bureau of Fagility Stahdards
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{R 008} | Continued From page 3 {R008} | Resident #9 has discharged from the

IDAPA 16.03,22.152.05.b states that "No resident
will be admitted or retained who requires ongoing
skilled nursing care not within the legally licensed
authority of the facility. Such residents include:

ix. A resident with a Stage Il or IV pressure
ulcer;”

A facllity "Skin and Body Assessment” form,
dated and signed by the facility nurse on 12/8/12,
documented the resident was seen by home
health three times per week for wound care.

Resident #18's "Resident Assessment Form,"
dated 12/8/12, documented that the resident had
skin problems. On the side of the assessment,
was a handwritten note, documenting the resident
was to be seen by a wound clinic and home
health agency.

A physiclan's order, dated 8/8M12, documented
* . .start home health wotnd care for an eschar
covered pressure ulcer to his right Achilles heel

area."

According to the NPUAP, the eschar in the heel
ulcer, indicated the ulcer was unstageable on
9/8/12.

A physician's order, dated 10/2/12, documented
Resident #18 was referred to a wound clinic for
wound care.

Home health "Skilled Nursing Notes" documented
the foliowing:

*On 9/11112, "Prassure ulcer on heel of right
foot...unable to stage, slough present. | asked
patient to see MD at the wound ¢linic for
evaluation due to wound proximity to tendon.”

facility.

Resident #19 has been assessed and

:monitored by the facility RN on an

ongoing basis. The caregivers shift
reports properly all episodes of
symptoms. Medical services have been
sought for any symptoms beyond

-baseline, RN and Administrator track

ongoing condition and have
recommended emergent services and
contract services to this Resident’s
guardian.

Resident #6 is seen by hospice on an
almost daily basis. Hospice has been
instructed to debrief caregiving staff
immediately following client visit. Care
staff sign off on visit notes. RN reviews
all visit notes daily for and provides
instructions and follow up as necessary.

Resident #17 has been re-admitted to
facility with Department of Health and
Welfare approval based on facility RN
and facility consultant RN assessment
and coordination of care. Home health
services and a comprehensive care plan
to direct care staff are in place. Facility
RN monitors and reviews all cares and
treatments daily.

l
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*On 8/15/12, "Pressure ulcer on heel of right foot Reﬁl.dent #4 has discharged from the
unable to stage; slough present, necrotic [dead) facility.
tissue partially covering wound bed...."
*On 9/1912. *P | bt hest of riaht Resident #10 receives medication as
n , "Prassure ulcer on right heef of rig siened doctor’s ord
foot, unable to stage; slough present. Wound 1%)1‘1& ded by th 011-1 N reﬂ(?ct anld
bloody/sanguineous with foul odor. Wound bed prov. y the pharmacy in a timely
color red, purple, tan/brown, wet moist. Necrotic fa§h10n. Facility RN has set a schedule
tissue partially covering wound bed...status of the with doctor’s office regarding
wound is deteriorated." generation of narcotics prescription sent
to pharmacy, givi
Home health "Skilled Nursing Notes," from tizri to fill Y glg];{g P hm:;?cy ad equate
10/8/12 through 12/21/12, documented Resident 0 11fl and deltver medications on a
#18's pressure ulcer on the back of his right foot monthly basis.
was a Stage [Il. The notes documented the ulcer
had further breakdown, which was exhibited by: Resident #13-All doctor’s orders
foul smelling drainage, necrofic tissue, eschar current medication lists and elect,ronic
d slough. . i
and slough MAR have been reviewed, audited and
"Wound Clinic Care Notes," from 10/2/12 through reconciled. The facility RN completed
12/11/12, documented Resident #18 had a Stage audit.
1li pressure ulcer on his right Achilles. The notes
documented the pressure uicer had a significant Resi P .
amount of drainage, which had a foul odor. The . e?;fiem #f Fa"‘.g?’ has reviewed
notes also docurnented the pressure ulcer had an actlity policy with family reguiding
exposed tendon and necrotic tissue present. tune_ly notification and delivery of
medications, when provided by family
Between 9/8/12 and 12/21/12, Resident #18 had instead of facility pharmacy. The family
a pressure ulcer on his right Achilles heel, which P
was first documented as unstageable and then an;li ﬂaflﬂltbtiRN ha‘ie agr .e ed'on j‘l
was documented as a Stage |I1 pressure ulcer. schedule of alert. If medication is not
delivered to facility in a timely manner,
On 1/8/13 at 1:42 PM, the former nurse stated the facility will order medication per
Resident #18 had a Stage |l and/or unstageable doctor’s order and maintain medication
pressure ulcer, but he refused to go to the : < . .
physician to have the ulcer evaiuated because he dcl}:if;:ry ,/ adll'rllln‘ls!.ratlon as preseribed by
did not want to move out. The former nurse resident’s physician.
further stated, the administrator was aware of the
Stage |l and/er unstageable pressure ulcer and
Bureau of Faclity Standards
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did not give the resident a 30 day notice.

On 171013 at 12:10 PM, the administrator
confirmed Resident #18 had a Stage lil and/for an
unstageable pressure ulcer. She further stated
she did not know the facility could not retain a
resident who had an unstageable pressure ulcer.

On 1M4/12, at 11:40 AM, Caregiver F sfated
Resident #18's foot was not healing well.

The facility retained Resident #18 for three
months after he developed a pressure ulcer that
exceeded the level the facilliy was licensed to
care for.

B. MRGA

IDAPA rule 16.03.22.152.05.b states that "No
resident will be admitted or retained who requires
ongoing skilled nursing care not within the legally
licensed authority of the facility. Such residents
include:

Xi. A resident who has MRSA in an active stage."

A home health "Skilled Home Care Visit Report,"
dated 10/2/12, documented tha resident’s
"wound" was cultured and tested positive for
active MRSA. This report was signed by the
administrator.

A "Provider's Orders and Progress Note," dated
10/5/12, documented Resident #18 tested
positive for active MRSA. The order also
documented to reculture the pressure ulcer on

Daily review by facility RN of all
medication exceptions assures
immediate identification and correction
in medication administration to
residents.

#5 medications-orders have been
reviewed by facility RN, RN has
verified dosage and amounts necessary
and available to properly administer
medications by care staff. Family is
transitioning receipt of medications to
facility pharmacy to correct past lag-
times from mail order pharmacy and
repackaging needs to ensure availability
of medications to facility for proper
dispensing.

!
In addition to daily shift reports of any
change of condition observed or repoted
by resident and/or family by/to care
giving staff, RN and Administrator
review and document follow up
assessments and investigations, RN
provides instructions to staff via EMAR.
email for continued monitoring and
education.

Resident #8-treatments or missed
treatments are reviewed daily by facility
RN,

STATE FORM
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10/29/12.
Resident #9 has discharged from
A facility "24 Hour Shift Report," dated 10/12/12, facility.
documented, "Isolated In room. Use standard
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universal precautions...”

A home health "Skilled Nursing Note," dated
10/17/12, docurnented Resident #18's wound
clinic visit had been canceled as the resident
could not be transported in the facility van, due to
having active MRSA. The note alse documented
the resident had not been transfarred to skilied
care, but was "confined to room due to MRSA."

A home health "Skilled Nursing Note," dated 10/
22/12, documented, "lsolation precautions
contact MRSA."

A home health “Skilled Nursing Mote," dated
10426412, "Await results of culture last week. Pt is
anxious to have infection cleared so he ¢an leave

his room."

A "Provider's Orders and Progress Note," dated
10/29/12, documented the resident could be
released from isolation as the MRSA in the
wound was clear.

On 1/8/13 at 1:42 PM, the former nurse stated
Resident #18 had aclive MRSA and was in
isolation for a week in the facility. She stated the
administrator refused to give the resident a
discharge notice when his wound culture came
back positive for active MRSA.

On 1411413 at 1:58 PM, Careglver C confirmed
Resident #18 had a MRSA infection. The
caregiver further stated staff had to gown up
when they went into the resident's room, because
of the MRSA.

On 171113 at 3:25 PM, Caregiver H stated staff
had to "gown up” to go in Resident #18's room
due to the MRSA.

Resident #7 All staff have been in-
serviced on facility policy and
procedure on receiving medications via
mail for residents. Resident #7 has
expressed satisfaction that his rights are
being upheld, Administrator reviews
medication receipt log and follows up
with Resident to ensure that the
medications were delivered according to
facility policy and ensuring his rights.

B. Measures:

Daily review of clinical processes (see
Attachment A} by Administrator,
Consultant and RN, A daily list of
priorities and actions is agreed upon for
execution. Daily review of previous
day’s list is executed for follow up and
completion. All systems (paper and
electronic are reviewed). Current
Assessments, NSAs and Care Plans
bave been completed and implemented
to the agreement of
Resident/Responsible Parties and
faeility.

Facility has retained a full-time RN, The
RN reviews all contract services
agencies visit documentation,

Bureau of Facility Standards
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On 1/14/13 at 11:40 AM, Caregiver F stated they
were not told why Resident #18& was isolation to
his room.

On 1/14/13 at 4:00 PM, the administrator
confirmed Resident #18 was in the building at
least two weeks with aclive MRSA.

The facility retained Resident #18 for 23 days,
after he was diagnosed as having active MRSA

The facility retained Resident #18, who they were
not licensed to care for, as the resident had an
unstageable/Stage Il pressure ulcer with an
active MRSA infection.

. Emergency Intervention/Nursing Assessments
when residents had changes in condition

Anurse's note, dated 12/9/12, documented staff
should direct all nurse's questions fo the shift lead
{who was an unlicensed assisted person) or to
the on-call lead, also a UAP.

On 1/9/13 at 12:28 PM, Caregiver Aand a
random caragiver stated they reported changes
of condition to the day/evening shift lead
caregiver {who was not a licensed medical
professional) and he then determined "who needs
to be told."

On 1/8/13 at 1:42 PM, the former facllity nurse
stated she had been on-call 24 hours a day for
months because the facility refused to give
on-call hours to the-.LPN, The nurse stated to
resolve the issue, the administrator designated
herself as the on-call person, even though she
was not a licensed medlcal professional. The
nurse further stated, the administrator only

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D
FREFIX (EAGH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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{R 008}{ Continued From page 7 {R 008}

specifically addressing wound care,
staging and discharge to appropriate
level of care for all Stage III and above
as well as looking for any MRSA. Upon
retention of RN the facility has
appropriately coordinated wound care
staging and successful discharge of two
residents requiring higher level of care.

Change-of-condition is communicated,
responded to and followed up as
follows: Immediate notification via
EMAR email to all care staff and
administration, telephonic notification to
RN and Administrator, written shift
report and an Incident/Accident Report
if applicable.

RN reviews gathered information
(vitals, range of motion, observed
behaviors, conditions of resident),
assesses scope of condition and delivers
verbal and written instructions to care
staff. RN completes follow-up
assessment, investigates and documents
and reviews with Administrator.

Bureau of Fecility Standards
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notifiad her when residents had "extreme
changes." The nurse stated, the procedure was

later changed and the caregivers were to notify
the shift leads of residents' changes in conditions.
She stated the shift leads would then notify the
administrator, who would determine a course of
action,

On 1/9f13 at 9:19 AM, Caregiver B stated when
rasidents had a change in condition, staff were to
first notify the shift leads, then if the shifl leads felt
that a resident required further care, staff were
then allowed to notify the nurse.

On 1/9/13 at 11:03 AM, the facility's coniract
nurse stated she had been told by the
dayfevening shift lead caregiver (who was not a
licensed medical professional) that she would be
notified of issues "only if it's important.” The
contract nurse confirmed she had not been
notified of residents' changes of conditions.

On 1/11/13 at 1:53 PM, Caregiver C stated it was
the facility's policy o notify the shift lead of
changes of condition and the shift lead would
determine If it warranted calling a nurse.

On 1/1113 at 3,00 PM, the former LPN stated
she was not notified of changes of condition. She
stated, initially the calis for changes of condition
were supposed to go to the facility RN. However,
the administrator changed the praclice. The
nurse stated, "[Administrator's name] decided to
have the callis go to her and she would make the
decision" about whether the RN was called or not.
The LPN further stated she quit working for the
facllity, because she felt her license was in
jeopardy due to not being allowed to do her job.

On 1/14/13 at 11:40 AM, Caregiver F stated ifa

{R 008}
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resident had a change of condition, they would
notify the shift lead. The caregiver stated, the shift
lead would then document the concern and
determine if the facility contract nurse needed to

be notified.

On 1/14/13 at 4:00 PM, the administrator staled
when the facility was utilizing a contract nurse,
residents' changes of condition went through the
shift lead. She further stated the shift lead would
determine if the facility's contract nurse needed fo
be called. The administrator stated the facility
contract nurse should have reviewed the shift
notes and followed up on any issues. However,
she confirmed that "issues" had not bean
addressed.

On 1/15/13 at 11:01 AM, Caregiver D stated when
the former nurse left, the facility hired a contract
nurse and staff were told they could not call the
contract nurse without permission from the
administrator. The caregiver stated the facility
recently hired a new nurse, but staff have had
limited contact with him. The caregiver further
stated, "So pretty much all of nursing questions
go through the [Day/evening shift lead caregiver's
name)," (who was not a licensed medical
professional).

On 1/16/13 at 4:05 PM, Caregiver E stated that
when a resident had a change of condition, the
staff notified the shift lead and also passed the
information onfo the next shift at shift change.
The caregiver stated the staff had not "had
anyone to call and haven't really had a nurse.”

The facility had multiple nursing changes
betwsen November 2012 and January 2013.
During this time, caregivers were told to report
changes of condition to the shift lead and

The facility RN and Administrator has
24/7 real-time access to electronic
EMAR to address alerts (Incident and
Accidents, Medication Incident reports,
MARsS, TARs and shift reports). Alerts
can only be cleared by RN or
Administrator after follow up directives,
investigations and reporting or logs are
updated, Monthly review by
Administrator and RN to align services

and reviews with Administrator.

The facility has a medication delivery
log and policy that all staff have been
in-serviced on, Medication receipt is
noted via electronic email, and shift
report to all administration. RN reviews
for current doctor's order then executes
proper administration of medication via
EMAR. Any additional quantities not on
medication carts is logged in and
maintained by RN in the controlled med
room. Staff were specifically in-serviced
on Residents opening their own mail,
then staff logging medication in log.

A letter dated January 16, 2013 was sent
to families and residents explaining
regulations and the periodic audits by
staff of medications in apartments.

Bureau of Facllity Standards
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administrator, who were not licensed medical
professionals. The shiftlead and administrator
would determine if the facility nurse needed tp be
notified.

For the following examples, the facility did not
ensure an RN was notified to assess residents'
changes of conditions. Without an RN's
assessment, it could not be determined if
emergency/medical interventions were warranted:

1. Resident #20, a 93 year-old female, was
admitted on 10/22/07 with diagnoses that
included high blood pressure and a prior stroke.

According to womenshealth.gov website, a
transient ischemic attack or TIA can last for a few
minutes ot as long as a day. One sign that a
person is expetiencing a TiA is, “sudden
confusion or trouble talking or understanding
speech...." The website further documented if a
person experiences the above sign, 911 should
be immediately summoned asa TIAcanbe a
sign that a full stroke may occur.

An incident report, dated 11/6112 at 9:45 AM,
documented the hair dresser informed a
caregiver that Resident #20 was having a difficult
time talking while she was getting her hair done.
The incident report further documented, the
caregiver went to the resident's apartment and
the resident "was not able to speek [sic] at all
and "wasn't sure what was happening.” The
incident report further documented the caregiver
checked the resident's vital signs and the resident
was placed on 2 hour checks. The incident report
did not document the facility nurse was nofified of
the incident or that the resident was medically
evaluated at the time of the incident.

There were no care notes, nursing notes or other

Monitoring systems include: head-to-toe
skin assessments by RN upon admission
or change~of-condition; daily review of
contract services visit reports, in-
servicing of staff regarding observation
and documentation of skin integrity.
Staff successfully trigger RN
involvement and timely coordination of
care via email, EMAR documentation
and shift reports.

D. Facility will be in substantial
compliance with this deficiency by
March 202013,

E. Facility Consultant provides daily
support and review of all processes and
completes a weekly review of
completion and compliance.

Compliance of this core deficiency
satisties non-core deficiency items: 1-23

Bursau of Facility Standards
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incident reports which documented the resident's
condition prior to or, after the incident on 11/6/12,

A hospital history and physical, dated 11/20112
hetween 2:15 PM and 3:25 PM, documented, the
resident had been in "in her usual state of health
until earlier this morning at approximately 8:30
when she developed inability to speak and
inabllity to find the right words." The history and
physical aiso documented the resident had been
experiencing these symptoms "off and on in
increasing fashion over the last 2 months,
approximately 1 per week, that increased to
about 1 to 2 per week, and then she has had one
of these episodes every day for the last 3 days.”
The history and physical documented the episode
on 11/20/12 at 8:30 AM had been the longest
eplsode the resident had experienced, as it lasted
between 1.5 and 2 hours. Additionally, the history
and physical documented the resident had
experienced "similar symptoms in January 2011"
when she had been diagnosed as having a
stroke. The history and physical diagnosed the
resident as having a TIA.

Resident #20, who had experienced a siroke in
January 2011, had an episods on 11/6/12, where
she was not able to converse with staff, a sigh of
a stroke, There was ho documentation the nurse
had been notified of the resident's changes in
speech. Additionally, there was no indication the
resident was medicatly evaluated, untit 11/20/12.

According to the history and physical, the resident
had been experiencing fraguent and increased
episodes of not having the ability to talk for 2
months. There was no documentation that
Resident #20 was medically assessed at any time
during that 2 month time-frame, to address the
changes in her physical condition. This placed

{R 008}
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Resident #20 at risk for suffering a permanent
disability from an untreated stroke.

2. Resident #11, an 83 year-old female, was
admitted o the facility on 11/9/08 with diagnoses
that included diabetes and neuropathy.

During the facility tour, on 1/7/13 at 11:45 AM,
Resident #11 was observed in her room, laying
on the couch. She was ¢coughing and stated she
had been sick for over a week. She stated she
had not felt well for a "long time." She said she
could not remember if the facility nurse had
assessed her. She stated the caregivers knew
she was not feeling welfl,

A progress note, dated 14/21/12 at 8:00 PM,
documented the resident "threw up” while laying
in bed and had taken a fever reducer fora
temperature of 100 degrees. When the caregiver
took the resident's tempetature at 9:30 PM, her
temperature was still 100 degrees. )t further
documented, the day/evening shift lead caregiver,
who was not 2 licensed medical professional,
directed caregivers to give the resident a fever
reducer. There was no documentation the facility
nurse was notified.

A "Shift Communication Log,” dated 11/21/12 for
the 2:00 PM to 1000 PM shift, documented the
"resident was in her room shaking, saying she
wasn't feeling good. | brought her hot tea that
seemed to help, Fever of 100 F [Fahrenheit)."”

A "Shift Communication Log," dated 12/24/12 for
the 2:00 PM to 10:00 PM shift, documented,
"rasident says that lately every morning she feels
weak and cold until noon/1 PM. She says when
she stands up she feels light-headed and tired
and all she wants to do all day is sleep.”

{R 008}
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A progress note, dated 12/27/12, documented the
resident was not feeling well.

A"Shift Communication Log," dated 12/27/12,
documented the resident was "not feeling good
today."

A"Shift Communication Log," dated 1/1/13,
documented the "resident was not feeling wel
and did not come down fo lunch.”

On 1/9/13 at 11:35 AM, the facility contract nurse
stated that she had not heen notified Resident
#11 had been Ill since Novembsr. She further
stated, caregivers reported changes in condition
to the day/evening shift lead caregiver, who was
not a licensed medical professicnal. She stated
she was not notified unless it was deermed
“important” by the shift lead.

On 1/9/13 at 3:10 PM, Resident # 11 was
observed lying in her bed and stated she had
recently seen a physician and was diagnosed with

pneumonia.

On 1/9/13 at 3:20 PM, the facility's contract nurse
stated she was not aware that Resident#11 had
recently been to the physician or that she was
diagnosed as having pneumonia.

From 11/21/12 through 1/9/13, Resident #11 had
a temperature of 100 degrees and had thrown-up.
During this time, it was alsc documented the
resident had felt light-headed, weak and tired.
There was no documentation the facility nurse
had been notified of Residant #11's changes in
health nor was it documented the resident had
been medically evaluated or treated untit 1/9/13.
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3. Resident #5b, a 79 year old-male, was admitted
on 8/16/12 with diagnoses which included artial
fibrillation, hypertension, peripherai vascular
disease and corohary artery disease.

An g-mail from the day/evening shift lead
caregiver, dated 11/11/12 at 7.37 PM,
documented there had been a medication error.
The e-mail documented that betwean 11/7 and
11/11/12, Resident #5 had three Exelon Patchas
on his body at one time.

On 1/8/13 at 8:58 AM, the resident’s family
member stated Resident #5's spouse had noticed

.| the resident playing with his food and thought the

resident had a stroke. The family member stated
the spouse reported the concerns to the staff and
staff called the family. The family member came
inta the facility and took the resident to the
emergency room where he was found to be
wearing several medication patches,

On 1/8/13 at 2:32 PM, the administrator stated
facility staff had not witnessed Resident #5's
change of condition. She stated the resident's
spouse had observed the changes in his mental
status and had contacted the family, who took
Resident #5 into the emergency room to be
evaluated.

On 1/9/13 at 1:42 PM, the former nurse stated,
Resident #5's spouse informed caregivers the
resident was not really eating, as he had been
playing with his food. The nurse stated the
spouse suspected the resident had a stroke. The
nurse further stated, she was told the caregivers
called the administrator three or four times over
the weekend to inform her of the resident's
mental status changas. She stated she had not
been informed that Resident #5's was acting
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differently until 11/12/414.

On 1/1113 at 3:00 PM, the former LPN stated
she was never notified Resident #5 had
experienced a change [n his mental status. She
further stated, the family was very upset because
the day/evening shift lead caregiver, "fried to be a
nurse" and take care of situation.

On 1/15/13 at 11:01 AM, Caregiver D stated
Resident #5 was hot feeling well for "a good two
to three days" before the resident was evaluated
at the hospital.

On 1/16/13 at 12:46 PM, Caregiver G stated
Resldent #5's spouse had reported the resident
was "acting weird" and "having a stroke for about
a weel." The caregiver confirmed the former
nurse was not notified of the resident's change in
mental status.

The emergency roarn report from 11411712, was
not found in the resident's record. The facility
could not locate a copy of the emergency report
when it was requested during survey.

There was no incident report ar other care notes
documenting what change of condition the
resident experienced. Additionally, there was no
documentation as to how long the resident was
not "his usual self’ prior to being seen by a
medical professional.

Between 11/7 and 11/11/112, Resident #5 had 3
Exelon Patches applied 1o his skin. At some
point, the resident's spouse repotted that he had
a change in his mental status. The facility staff did
not notify the nurse of the resident's change of
mental status at that time, nor did the facility
immediately seek to have Resident #5 medically
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assessed or treated. The resident was not treated
until the family took the resident to the ER,

4, Resident #9, & 90 year-old male, was admitted
to the facility on 1/7/12 with diagnoses that
included mild cognltive impairment and
depression.

Progress notes, written by caregivers
documented the foliowing:

*On 9/22/12 at 5:00 PM, Resident #9 "got very
dizzy" in the dining room. The progress note
documented the resident asked the caregiver to
assist himt back 1o his room. The progress note
further documented that as the caregiver was
taking the resident to his roam, the resident
started fo fall and needed to be assisted into a
wheelchair and escorted back to his apartment.

*On $/24/12, untimed, Resident #9 "was not
feeling well" and his daughter requested the
caregiver to check his bibod pressure. The note
also documented the daughter requested to have
the resident's blood pressure checked again in
the morning.

“On 10/4/12, untimed, Resident #9 had requested
to be medically evaluated as he had "woke up &
thought he might be getting sick." The note
documented the resident was out of the facility at
a medical facility.

There was no documentation the nurse had been
notified or assessed Resident #9's dizzy spells,
weakness, or blood pressure concerns.
Additionally, the resident was not evaluated by a
medical professional until 10/4/12, which was 12
days after he experienced dizziness,
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On 1/7/13 at 12:00 PM, Resident #8 was
observed standing with his walket in front of his
waik-in closel. The resident stated he fell "weak
and dizzy" and fell against the wall and started to
slide to the floor. A surveyor assisted him to sit on
his seated walker while she pushed the call light
for help. The resident made his way to the sofa
and stated he felt like ha may "pass out." Two
caregivers arived to check on him at 12.27 PM,
27 minutes later. One caregiver checked the
resident's vital signs and told the resident she
would notify the day/evening shift lead, who was
not a licensed medical professional, of how the
resident was feeling. The caregiver also stated
the shift lead would determine if a nurse needed
to be called. Addifionally, the caregiver reported
to the surveyor that the resident had not been
himself "alt weekend.”

On 1/8/13 at 8:40 AM, Resident #9 stated
"[Day/evening shift lead caregiver's name] came
to my room yesterday and said you look okay to
me and left,” Resident #9 stated he had not been
seen by a nurse, only the "|[Day/evening shift lead
caregiver's namel.”

On 1/9/13 at 11:45 AM, the facility's contract
nurse stated, "Caregivers should have reported
that episade to me.” She further stated, "l never
gel called because it is up to the [Day/evening
shift lead caregiver's name] or the
[Administrator's name] to decide if or when |
should be called.”

On 1/14/13 at 11:25 AM, the day/evening shift
lead caregiver (who was not a licensed medical
professional) stated the nurse was not called for
Resident #9 because he thought Resident #9
"lookad better.”
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Resident #9 experienced dizziness and
weakness, which were not reported to the facility
nurse. Without a licensed professional's
evaluation, the seriousness of his symptoms
could not be examined or treated.

5. Resident #19, a 94 year-old female, was
admitted to the facllity in 6/09 with diagnoses that
included hypertension, depression and anxiely.

On 11721112, A fax sent frotn a facility caregiver to
the physician, documented the resident fell and
complained of feeling dizzy. There was no
documentatiton indicating the RN was notified or
assessed Resldent #19's after she felt dizzy and

fell.

On 11/28/12 at 2:00 PM, A physician's visit report
documented Resident #19 was seen at her
physician®s office far "Hip pain - post fali; left hip
pain goes into back and down her leg as well."

The resident was not medically evaluated untll 7
days after her fall.

On 1/9/13 at 10:30 AM, Resident #19 was
ohserved sitting on her seated walker ina
hallway. She was observed telling medications
aides and the administrator that she was having
"chest pain" and wanted to be seen by her
physician. A medication aide stated she had given
the resident some Advil for pain. The resident
was observed to continue complaining of chest
pain, so a medication aide called the resident's
son to have him talk to the resident The
administrator stated, Residenl #19 "has good
days and bad ones." She stated, when the
resident complains of chast pain or not feeling
well, it was usually a behavior, so "we call her son
and he comes in and gets her settled down." The
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facility nurse was not cbserved to be notified of
Resident #19's complaints of chest pain.

An unsigned NSA, dated 11/14/11, did not
document Resident #19 had a behavior of
frequently complaining of chest pains.

On 171013 at 9:30 AM, the facility's contract
nurse stated sha was not aware of Resident
#19's complaints of chest pain. She stated, she
should have been called and informad of the
situation, but was not.

There was no documentation in Resident #19's
record that she had been assessed by the facility
RN when she experienced dizziness, hip pain and
chest pains. Additionally, the resident was not
medically evaluated when these physical changes
of condition were reported to staff.

6. Resident #6, an 89 year-old female, was
admitted to the facility on 4/16/10 with diagnoses
that included hypertension and chronic
ohstructive pulmonary disease.

A "Hospice Report Form," dated 10/19/12,
documented the resident's " ...eye was bugging
her last night...."

A"Hospice Nate," dated 11/5/12, documented the
resident had redness undet her right eye and that
the facility was notified.

A "Hospice Report Form," dated 11/5/12,
documented the resident had redness under her
right eye and it was "bugging her."

A "Hospice Note," dated 11/6/12, documented the
redness under the resident's eye was getting
WOrse.

{R 008}
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A "Hospice Report Form,” dated 11/6712,
dosumented the "redness under right eye getting
worse-spreading to left eye and cheek."

A "Hospice Aide Visit Note,” dated 11/8/12,
documented Resident #5 was " ...extremely weak
today. She was unable to stand and it took two
people to get herin the wheelchair. CM [hospice
case manager] notified. Right eye gelting more
red/swollen.”

A"Hospice Report Form,” dated 11/14/12,
documented the *... resident weak and a two
person transfer.”

A"Hospice Report Form," dated 11/21412,
documented "When | came in the room, room
reeked of urine. She was soaked In urine. She
said she slept in her chair all night because she
was unable to call for help and no one came in to
help her...."

A "Hospice Aide Visit Note," dated 11/21/12,
documented Resident #6 was "found to be
incontinent of urine. Pt reported slept in chair,
phone not working-found unplugged. Reported no
staff in to check on her."

A "Hospice Health Report," dated 11/28/12,
documanted '"...has red dots on her back, They
don't look swollen & they don't bug her. CM &
facility notified.”

There was no documentation the facility nurse
was notified or assessed Resident #6's changes
of condition which included: swelling and redness
of her right eye, increased weakness, skin
changes and incontinent issues.

Bureau of Facllity Standards
STATE FORM

8am

JV7H12

i continuation shaet 21 of 52




03/29/2013 12:59

#420 P.023/078

From;
PRINTED: 02/04/2013
_ FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA E (X3) DATE SURVEY
AND PLAN OF CORRECTION *1) IDENTIFICATION NUMBER: (*2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING RC
B. WING -
13R993 01/16/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRONCO SENIOR SERVICES DBA HILLCREST | Aoias 1 a0 o0
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{R 008}; Continued From page 21 {R 008}

7. Resident #17, an 89-year old male, was
admitted to the facility on 12/9/07 with diagnoses
that included hyperiension, alcohal dependence
and diabetes.

An emergency department hospital report, dated
19/14/12, documented Resident #17 was .
diagnosed with "dehydration." Additionally, the
report documented that Resident #17 needed to
stay hydrated and return to the emergency room
if he experienced "confusion,” "fever,” or
"worsening weakness.”

A "Shift Assignment report,” dated 11/15/12,
documented Resident #17 was "very weak" and
needed exira help. There was no further
documentation that Resident #17 had returned fo
the emergency department as instructed by the
hospital, after he experienced weakness on
11/16/12. Further, there was no documentation
the facility RN had been notified or assessed him
after he became "very weak” on 11/15/12.

A "Shift Communication Log," dated 11/17412,
documented the resident was "still acting out of
character, please watch and document.”

On 114113 at 11:25 AM, the dayfevening shift
lead caregiver stated when Resident #17 became
weak on 11/15/12, the RN should have been
notified and assessed the resident, but had net.
The caregiver furlher stated Resident #17's
change of condition "fell through the cracks."

On 114113 at 4:19 PM, the administrator stated
she was not aware of Resident #17's change of
condition or the hospital instructions to return to
the emergency department if signhs of weakness
were observed. She confirmed the resident

should have been assessed by the facility RN or

Bureau of Faclility Siandards

STATE FORM

s

JVTH12

If continuation sheet 22 of 52




From. 03/28/2013 13:00 #420 P.024/078

PRINTED: 02/04/2013
FORM APPROVED

Bureau of Facliity Standards
{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA %2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBGER; b2 . COMPLETED
A. BUILDING RC

B, WING
13R988 01/16/2013

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

BRONCO SENIOR SERVICES DBAHILLCREST | A%2 2 HILTON STREET

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREELX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{R 008} | Continued From page 22 {R 008}
evaluated by a physician.

There was no documentation that Resident #17
had returned to the emergency department as
instructed by the hospital, after he experienced
weakness on 11/15/12. Further, there was no
documentation the facilily RN had heen notified
or assessed Resident #17 after he became "very
weak" on 11/15/12,

The facility failed to provide medical care and/or
assessment for Resident #5, #6, #9, #11, #17,
#19 and #20 when they experienced changes in
their mental or physical condition.

Ili. Assistance and Moenitoring of Medications

1. Resident #4, a 52 year-old male, was admitted
to the facility on 6/26/12 with dlagnoses of
hypertension and diabetes. The admission and
discharge record documented the resident was
discharged on 12/21/12.

A. Insulin

A physician's order, dated 7/18/12, documented:
the resident was to recelve the following Novolog
at mealtimes for blood sugar of:

*0 - 100 Units, no Novolog
*100 - 200 = 60 units.
*Greater than 200 = 65 units.

Resident #4's October 2012 MAR documented
that on 10/11/12, the above order was
discontinued and the following change was
impiemented:

"Novolog Flex, Inject by subcutaneous route per
protocol, presently 60 units with each meal,
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adjusted for blood glucose.”

Resident #4's record did not contain a physician
order that was congruent with the change in
Novolog dosages noted on the October 2012
MAR, Addilionally, there was no documentation
indicating what "adjusted for blood glucose”
meant. '

Resident #4's November 2012 and December
2012 MARs, did not document the amount of
insulin given. It was unclear from the MARs if the
resident received 60 unils of Novolog or if
additional units were given to "adjust for bicod
glucose.”

On 1/8/M13 at 11:00 AM, Caregiver K stated
Resident #4 was assisted with his insulin and he
received "60 units no matter what." The caregiver
stated it was unclear what "adjusted for blood
glucose" meant.

On 1/8/13 at 2:20 PM, the administrator stated
she was unaware there were no clear orders in
Resident 4's record indicating the amount of
insulin he should have received.

On 1/9M3 at 11:00 AM, the facility contract nurse
stated she was unaware of how much instiiin
Resident #4 should be taking. She confirmed
"adjusted for blood glucose” needed clarification.

On 1/8/12 at 2;15 PM, a former nurse stated she
worked at the facility until the middle of
November, and "there was a sliding scale for his
insulin."

On 1/11/13 at 3:15 PM, the former LPN stated,
she recalled Resident #4 was on 60 units with
each meal and also had a sliding insulin scale.
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On 1/11/13 at 3:30 PM, Caregiver H stated
Rasident #4 received B0 units with each meal and

a sliding scale.

The facility did not provide appropriate assistance
and monitoring of Resident #4's insulin. It was
unclear what amount of Novolog insulin he was
required to take, as a clear insulin order was not

present in his record.
B. Levaquin

Resident #4's record contained a physician's
order, dated 12/18/12, which documented he was
on Levaquin 500 rng daily.

Resident #4's December 2012 MAR did not
document the resident received the Levaguin,

On 1/8/13 at 10:10 AM, the day/evening shift lead
caregiver confirmed the ordar was not
implemented and stated the order was "somehow

missed.”

On 1/8/13 at 2:20 PM, when asked about the
Levaquin order, the administrator stated, "l
thought [Day/evening shift lead caregiver's name
| already told you the order was missed."

Ahistory and physical, dated 12/21/12,
documented "Patient had been previously started
on Levaguin 500 mg p.o. daily for suspected
osteomyelitis [an infection of the bone or bene
marrow] in his left small toe."

Levaquin was not implemented as ordered to
treat Resident #4's suspected osteomyelitis.

C. Medication discrepancies
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Resident #4's record contained emergency
department discharge orders, dated 11/4/12. The
orders documented that Lasix, lisinopti! and
spironolactone were to be held until the resident's
next follow-up appointment, It was not
documentad when the resident's follow-up was
scheduled or if he attended the follow-up
appointment.

Resident #4's November and December 2012
MARSs documented the following:

Histnopril 10 mg was given the entire twe months
and not put on held on 11/4/12 as ordered.

*Lasix 40 mg twice daily was not given from
11/4/12 through 11110/12. Lasix was documented
as given, the rest of the month of November and

December 2012;

*spironolactone was not given on the 5th through
the 10th of November. Itwas given on the 11th
and 12th of November, but not for the remainder
of the menth or anytime in December.

There were no orders in Resident #4's record,
documenting that Lasix and spiranolactone were
to be resumed.

On 1/8M13 at 2:25 PM, the administrator was
asked about the discrepancies. She stated she
would fax the resident's physician for clarification,

On 1/9/13 at 9:45 AM, the facility contract nurse
acknowledged that medication errors had
occurred. She stated she had been so busy doing
assessments to determine how much the facility
could bill for each resident, that she had not been
able to ensure medications were given as
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ordered.

On 1/9/13 at 12:54 PM, a list of medications from
the resident's physician's office were received at
the facility. The list was not signed by ihe
physician. During this time, the day/evening shift
lead caregiver stated this was the most "up to
date orders" and would be the orders he would
follow. The list included Lasix 20 mg (not 40 mg)
daily, not twice daily. All other medications were
congruent with the November and December
MARs axcept the list included clonidine, 0.2 mg
daily. Clonidine was not documented on the
Residents November or December 2012 MAR.
The Qctober 2012 MAR lisled clonidine as
discontinued on 10/24/12. It was unclear if the
resident's clonidine needed to be resumed.

During the survay, the facility was not able to
rectify the discrepancies with signed physician's
orders. Therefore, it cauld nol be determined if
the resident had received the correct amount of
Lasix, or whether the resident was to be on
lisinopril, spironofactone or clonidine.

2. Resident #10, a '59 year-old female, was
admitted to the facility on 4/20/11 with a diagnosis
of a traumatic brain injury.

A physician's order, dated 11/20/13, documented
the resident was to receive morphine suffate 15
mg three times daily for pain.

Resident #10's record contained a January 2013
MAR, which documented the resident was to
receive: morphine sulfate 15 mg at 8:00 AM, 2:00
PM and 6:00 PM. On the following days, the
medication was documented as "Not available:™

*1/5: 5:00 PM dose
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*1/6: 8:00 AM, 2:00 PM, 6:00 PM dose
*1/7: 8:00 AM, 2:00 PM, 6:00 PM dose

On $/7/12 at 11:30 AM, Resident #10 staied she
had been in an accident and sufferad "a lot of
pain," as a result of injuries related to the
accident. She stated she was very upset and
currently in a lot of pain, becauss she had not
recelved pain medication "since Friday." She
further stated, "They don't get my meds renswed,
then | am out.”

On 110/13 at 10:55 AM, the day/evening shift
lead caregiver stated that morphine had to be
renewed every 30 days by the physician, so
sometimes there was a delay on waiting for the
physician to reorder the medication. He further
stated, staff were instructed to reorder the
medication several days in advance to avoid a
delay.

Cn 1/10/13 at 11:55 AM, a pharmacy technician
stated that while there was a 3 to 4 day delay in
waiting for the physician o reorder the
medication. The technician stated, the facility
could have avoided the delay by reordering the
medication a week before it ran out.

On 1/15/13 at 11:40 AM, Caregiver D stated
Resident #10 was "always running out of meds.
{Day/evening shift lead caregiver's name] thinks
she is drug seeking, so itis not his priority 1o get
her meds.”

On 1/16/13 at 4:05 PM, Caregiver E stated that"A
few days ago” Resident #10 was given her last
pain medications and this had been reported to
ihe next shift. However, they stated they had no
knowledge if the ordering of medication had been
followed up on,
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Resident #10, missed 7 doses of pain
medication, when the facility failed to reorder her
medications in a timely manner. This failure
caused Resident #10 to suffer with unnecessary
pain.

3. Resident #13, a 81 year-old male, was
admitted to the facility on 11/11/2008 with
diagnoses of diabetes and hypertension.

A lisinopril

Resident #13's record contained a history and
physical, dated 10/9/12, which documented, "D/C
[discontinue] lisinopril. | believe that his blood
pressure is so low that he will not need anything
glse." In another section of the history and
physical, it was documented, "Stop lisinopril 10
mg, 1 tab(s) orally, once a day."

Resident #13's October, November and
December 2012 MARs documented lisinppril 10
mg was given each day.

Resident #13's record contained an incident
report, dated 10/10/12, which documented, "Got
report of Res in hall on floor. Res had a low BP.
Stated he felt weak. Leaned up against the wall
and slide [sic] to the floor..."

Resident #13's physician discontinued listnopril
on 10/9/12, due to low blood pressure, which the
facility did not implement. On 10/10/12, Resident
#13 fell due to weakness and had a "low BP."

On 1/10/13 at 10:00 AM, the facility contract
nurse stated she was unaware that lisinopril had
been discontinued and would fax the physician for
clarification.
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4. Resident #5, a 79 year-old male, was admitted
to the facility on 8/16/12 with diagnoses which
included artial fibrillation, hypertension, peripheral
vascular disease and coronary artery disease.
Resldent #5 was taken to the hospital on 1/4/13,
and was out of the facility during the survey.

A. Plavix

A physician's order, dated 11/12/12, documented
the resident was to receive Plavix 75 mg once a

day.

The November 2012 MAR, documented the
resident did not receive Plavix due to the
‘medication not available" on the following dates:

111312, 1111412, 111512, 111712, 1111812,
11/20/12, 11/26/12 and 11/30/12.

On 1/9/13 at 8:58 AM, Resident #5's farily
member stated the facility did not give timely
notice to them when medications needed to be
re-filled and often waited until the pllls were gone
to notify the family, The family member further
stated that on occasion, it took a couple of weeks
to get the medications re-filled,

On 1/10/13 at 3:26 PM, the day/evening shift lead
careglver stated If the resident's medications
came from a non-facility pharmacy, it was the
family's responsibility to order medications and to
make sure the medications were available for the
residents.

Resident #5 missed 8 doses of Plavix during the
month of November because medications were
not available in the facilify.
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B. Coumadin/warfarin

A physiclan's order, dated 11/5/12, documented
Resident #5 should receive the following amounts
of warfarin on the following days:

warfarin 10 mg Monday, Wednesday and Friday
warfarin 7.5 mg Tuesday, Thursday, Saturday
and Sunday

The physiclan's order, dated 11/5/12, also
documented to hold the warfarin dose on 11/6/12.

The November 2012 MAR, documented Resident
#5 was assisted with both 10 mg and 7.5 mg on
11/5/12 (Monday). The resident received 17.5 mg
of warfarin instead of the 10 mg, as ordered.

The November 2012 MAR, documented Resident
#5 was assisted with both 10 mg and 7.5 mg of
warfarin on 11/6/12 (Tuesday). The resident
recelved 17.5 mg of warfarin, instead of the
redication being held.

A physician's order, daied 11/12/12, documented
Resident #5 should receive warfarin 10 mg every

day.

The November 2012 MAR, documented Resident
#b was assisted with 7.5 mg of warfarin rather
than the ordered 10 mg on the following dates:

* 1111312 (Tuesday)
* 111512 (Thursday)
* 11/17/12 (Saturday)
* 11/18/12 (Sunday)

Resident #5 was assisted with 2.5 mg less of
warfarin on 4 occasions, between 11/13 and
11/18/12, than what was orderad.
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A physician's order, dated 1119/12, documented
Resident #5 should receive warfarin 7.5 mg every
day.

The November 2012 MAR, documented Resident
#5 was assisted with 10 mg of warfarin on
11/19/12.

The physlcian's order, dated 11/19/12, also
documented the warfarin dose should be held on
11/20/12.

The November 2012 MAR, documented Resident
#5 received 7.5 mg of warfarin on 11/20/12, when
the medication should have been held.

The November and December 2012 MARs,
documented Resldent #5 recsived 10 mg of
warfarin, rather than the 7.5 mg ordered on

14/18/12 on the following days:

* 11/26/12 (Monday)

* 11/28/12 {(Wednesday)
* 11/30/12 (Friday)
*12/03/12 (Monday)

* 12/056/12 (Wednesday}

Resident #5 received 2.5 mg above the orderad
7.5 my dose on 6 cccasions between 11/19 and
12/5/12. Additionally, Resident #5 received 7.5
mg of warfarin on 11/20/12, when it was ordered
to be heid,

In November 2012, Resident #5 received the
incorrect amount of warfarin on 13 occasions. On
two of those occasions, the warfarin should have
been held.

5. Resident #8, a 92 year old male, was admitted
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fo the facility on 11/30/09 with diégnoses which
included diabetes and congestive heart failure.

A"Skin and Body Assessment,” dated 12/2/12,
documented Resident #8's skin was dry and he
had "cellulitis” on his left lower leg.

A physician's order, dated 11/2/12, documented
the resident was to be assisted with triamcinilone
cream twice a day.

The December 2012 MAR, documented Rasident
#8 was to be assisted with triamcinilone cream on
his legs every night by 6:30 PM. However, the
MAR documented the resident was not assisted
with triamcinilone cream on the following days, as
the medication was not available;

*12/6/12, 121712, 12/8/12, 129112, 1211112,
12/12/12, 1211312 and 12115112,

On 1/7/13 at 11:15 AM, Resident #8 stated he
needed to have a cream put on his legs at night
and the facility always ran out of the cream. He
stated the facility did not reorder the cream until
they ran out, He stated recently he went 11 days
without the cream and his legs wers very dry,
flaky and painful.

On 1/10/13 at 11:26 AM, the home health nurse
stated the resident should be assisted with
putling cream on his leg at least once a day. She
stated she was not aware that the facility did not
have the cream avallable.

Resident #8 was not assisted with his cream for
eight days because the medication was not
available at the facility.

6. Resident #9, a 90 year-old male, was admilted
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to the facility on 1/7/12 with diagnhoses that
included depression,

A. Plavix

On 1/7/13 at 9:30 AM, Resident #9 stated he
asked his physician to discontinue his Plavix,
because he had concerns about the side-effects
of the madication. The physician agreed to
discontinua the medication and as far as the
resident knew, he had not been receiving if.

On 1/8/13 at 9:27 AM, Resident #9's medications
were observed in the medication cart. One of the
resident's bubble packs read, "Plavix 75 mg
daily."

Resident #9's Decamber 2012 and January 2013
MARs documented Resident #9 received Plavix

75 mg daily.

Resident's #9's record did not contain a
physician's order for the medicaticn. Between
177113 and 1/16/13, the facility was not able to
find the original order or obtain a physician's
order for Resident #9's Plavix,

On 1/7/13 at 11:45 AM, the day/evening shift lead
caregiver sfated he was not able to find the order
for Resident #9's Plavix and would request an
order from the physician.

Resident #9 was assisted with 32 doses of Plavix
in December and January, without his knowledge.
Additionally, the facility assisted Resident #8 with
a medication, in which they did not have a current
physician's order.

The facility failed to provide assistance and
monitoring of medications to Resident #4, #5, #8,
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#9, #10 and #13.

IV. Resident Rights
A. The right to refuse medical treatment

According to IDAPA 16.03.22.550.12. Control and
Receipt of Health-Refated Services,

“d, the right to refuse medical services based on
informed decision making....

i. the facility must document the resident has
been informed of the consequences of the
refusat;

ii. the facility must document that the resident's
physician...has been notified of the resident's
refusal.”

1. Resident #9, a 90 year-old male, was admitted
to the facility on 1/7/12 with diagnoses that
included depression.

On 1/7/13 at 8:30 AM, Resldent #9 slated the
facility had taken aver managing his prescription
medications. “[Day/evening shift lead caregiver's
name) got involved and told me he had called my
doctor and told the doctor | was refusing to take
some of my medications and that | was no longer
able fo handle my own medications." The resident
stated, ") did refuse to take Plavix. I researched
the medication and didn't like the side-effects and
warnings | read about the drug." Resident #9
further stated, "l called my doctor and fold him
that { was not going to take Piavix. The doctor
told me that he would discontinue the order for it."
Resident #9 stated he was not assessed by a
nurse, or informed by a hurse, that he was no
longer capable to manage his medications.

|
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Resident #9 stated, "[Day/evening shift lead
caregiver's name] and the administrator, (who
were not licensed medical professionals), mada
the decision that | was no longer capable to
handle my own medications.”

Residant #%'s record contained a "Resident
Assessment Form," dated 10/24/12, which
documentad the resident "required routine oral
medication management.."

Resident #9's record was reviewed and did not
include a nursing assessment to reflect the
reason why the facility began managing his
prescription medications. There was nothing
documented by the nurse or caregivers that he
had refused to take his Plavix or other
medications, The facility also did not document
the resident had been informed of the
consequences of refusing any medications.
Additionally, the facilily did not document that
Resident #9's physician had been notified of the
resident refusing to take his medications,
including Plavix.

Caregivers' notas and nursing notes were
reviewed from 9723/12 through 1/16/12. There
was no documentation found that Resident #9
had refused to take his prescribed medications.

On 1/7/13 at 9:42 AM, the day/evening shift lead
caregiver stated, "[Resident #9's namea] refused
to take his Plavix that was ordered." The
caregiver further stated that Resident #9's refusal
to take the Plavix was not "a safe decision.”

On 1/7/13 at 2:13 PM, the administrator stated
she could not locate a nursing assessment that
documented Resident #9 was not capable to
independently manage his medications.
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The facility did not allow Resident #8 to refusa his
Plavix and took his ability to manage his
prescripflon medications away from him.
Additionally, the facility did not ensure a
registered nurse evaluated the resident's ability to
safely self-medicate, prior to taking away his right
to do so.

B. Right to refain personal praperty

According to IDAPA 16.03.22.550.04.c
Requirements for Residents’ Rights, “The
administrator must assure that ....Each resident
has the right fo retain and use his own pesrsonal
property in his own living area so as to maintain
individuality and personal dignity."

The facility's Policy and Procedure Manual,
documented the following: "the RN, must
evaluate each Resldent with self-medication
orders. This should be completed at move in and
quarterly or upon change of condition ta
determine if they can adminisfer their own
maedications...Residents who need assistance
with the administration of their medications must
have written authorization from their
physician...Residents who are receiving
assistance with the administration of thelr
medications by community staff may keep their
medications in their own apariment.”

1, Resident #9, 2 90 year-old male, was admitted
to the facility on 1/7H12 with diagnoses that
included depression.

On 1/7M13 at 9:30 AM, Resident #%'s room was
observed to have two medi-sats on the kitchen
counter with a variety of medications in them. It

was unclear what medications were inside of the
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medl-sets as they were not Jabeled. Additionally,
there were over 50 medications observed in the
walk-in closet and on the kitchen counter,

On 1/7M3 at 213 PN, the administrator stated
she could nof locate a nursing assessment that
documented Resident #9 was not capable to
independently manage his medications.

On 1/8/13 at 10.55 AM, the day/evening shift lead
caregiver was questioned as to why medications
were slill present in Resident #9's room, if the
facillty was managing them. He stated he was not
aware that Resident #9 had other medications in
his room. The caregiver further stated, "l took all
those medicalions out of his room. He must have
bought more medications and brought them in.
He still drives his car, so he probably went to the
stare for the over-the-counter medications." He
stated, "'l am going to go get those meds out of
his room right now, because it is against the
facility's policy for those medications to be in his
room,"

On 1/9/13 at 9:10 AM, Resident #9 stated,
"[Day/evening shift lead caregiver's name, a
Medication Tech's name and a new caregiver]
came in to my room and cleaned me out of all my
meds without saying a word to me.”

On 1/9M3 at 11:00 AM, Caregiver K stated
Resident #9 was very upset whenthe
dayfevening shift lead caregiver went into his
room and took his medications without his
permission. The caregiver further stated,
"[Daylevening shitt lead caregiver's name] has
taken over the medication department since the
former RN left a few months ago."

l On 1/9/13 af 11:40 AM, the facliity contract nurse
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stated she had assessed Resident #9 in
December. She stated the assessment did not
include the resident's ability to manage his own
mediations. The nurse further stated the
day/evening shift lead caregiver should not have
been allowed to take Resident #9's medication
out of his room. She stated the resident should
have been assessed by a nurse to detarmine if
he was able to safely self-administer his
medicafions.

On 1/14/13 at 11:40 AM, Caregiver F stated the
resident was upset his medications being taken
from him and told staff, "You are violating my

rights by taking my medications away from me."

On 1714113, a typed note was sent to Licensing &
Gertification which documented the following
regarding Resident #9: ".._Since [Day/evening
shift }ead caregiver's name] rtemoved [Resident
#9's name) medication from his room through
intimidation, the resident is very upset and left the
facility...He is very angry at [Day/evening shift
lead caregiver's name]."

The facifity did not ensure a registered nurse
evaluated whether Resident #8 could safely
self-administer medications, prior to removing the
resident's medications from his room.

The facility failed to protect Resident #9's right to
refuse medical treatmant and his right to his
personat property.

C. Privacy

According to IDAPA 16.08.22.660. Requirements
for Residents' Rights, "The administrator must
assure that polices and proceduras are
implemented to assure that residents’ rights are
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observed and protected.....

.02 "Privacy. Each resident must be assured the
right to privacy with regard to accommoudations,
medical and other treatment, written and
telephone communication...."

The facility's Policy and Procgdure Manual, dated
09/2012, documented under "General
Guidelines", itern #3 ".. Always fell the Resident
what you are going to do, why you are going to do
it and ask his or her permission before you do
it..."

1. Resident #7, a 83 year-old male, was admitted
to the facility on 3/31/12 with diagnoses that
included diabetes and hypertension.

A "Resident Assessment Form," dated 4/23/12,
documented Resident #7 ordeted and managed
his own medications.

Resident #7 was interviewed on 1/8/13 at 7:15
AM, and stated, "I'm tired of them opening my
mall, because [ have some high powered drugs
that are in the envelope.”

From 1/07/13 through 1/16/13, three caregivers
stated they were instructed to open the Resident
#7's mail before giving it to the resident because
narcotics were often sent, which required
tracking.

On 110/13 at 2:40 PM, Resident #7's spouse
statad caregivers brought her husband's mail
already opened. She stated her husband had not
agreed to the caregivers opening his mail and
that he did nof like the practice.

On 11413 at 4:38 PM, the administrator stated
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she was not aware of Resident #7's mail being
opened before staff delivered it to his room.

There was no documentation found in Resident
#7's record that he had agreed to having his mail
opened prior to receiving it.

The facility did not protect a resident's rights to
privacy when they apened his mail, without his
permission.

The facility did not protect Resident #9's right to
refuse medical treatment nor his right to his
personal property. Additionally, the facility did not
protect Resident #7's right to privacy, when they
opened his mail without his permission.

V. Coordination of Care

Resident #17, an 89 year-old male, was admitted
to the facility on 12/9/07, with diagnoses that
inciuded hypertension, alcohal dependencea and
diabetes.

A Foley Catheter

A"24 Hour Shift Report,” dated 10/16/12,
documented Resident #17 returned to the facility
with a Foley catheter and leg bag.

Resident #17's record did not contain instructions
on what assistance the resident needed with his
Foley catheter or how to care for the Foley
calheter.

A "Home Health Cerlification and Plan of Care,"
dated 1/3/13, documented home health began
providing care for Resident #17's Foley catheter.
The care plan documented his Folay catheter
was changed on 1/3/13. The c¢are plan

{R 008}
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documented the resident repaorted the Foley
caiheter was "not changed for 5-6 weeks." The
care plan also documented his foley was to be
changed "every 4 weeks starling 1/3/13."
Additionally, the care plan docurnented home
health would visit every other day to assist the
resident,

A "Rasident Assessment Form," dated 12/11/12,
documented Resident #17 was independent with
toileting. The "Notes" section documented the
resident had & Foley catheter that was being
taken care of by home health. However, home
health was not started until 1/3/13.

Resident #17 had a Foley catheter in place from
10/16/12 to 1/3/13, with no documentation
identifying who was to care for the catheter or
what type of assistance or care was to be
provided. On 1/3/13, home health was initiated to
care for the catheter; however, it was unclear who
managed the resident's catheter care needs
when home health was not present at the facility.

B. Wound & Skin Care

Resident#17's "Home Health Certification and
Plan of Care," was faxed to the facility on 1/9/13.
The care plan documented that Resident #17 had
a "diabetic/neuropathic ulcer on the first
metatarsal head of the bottom of the left fcot."
The care plan documented the ulcer may heed to
be debrided by an RN, "Silver PolyMem" nesded
to be applied to the wound bed and “optifoam"
needed to be shaped in a circle to relieve direct
pressure on his wound site. Additionally, the care
plan documented the wound dressing needed fo
be changed twice a week and as needed for
drainage.
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The "Home Health Certification and Plan of
Care," also documented Resident#17 had right
lower extremity "cellulitis with mild redness to
knee" and one to twe pitting edema to the right
knee.

A "Skilled Home Care Visit Report Form," dated
1/3/13, documented Resident #17 needed to stay
seated as much as possible and limit his walking
due to his diabetic foot ulcer,

A second "Skilled Home Care Visit Report Form,”
dated 1/3/13, documented staff ware to use lotion
on the resident's bilateral lower extremities. The
report also documented the caregivars needed to
place a "tubigrip” on the resident's right leg and
compression hose on the left leg.

There was no documentation Resident #17's
wound was debrided. Nor was there
documentalion the wound had been freated or
the dressing changes had been changed.
Additionally, there was no documentation that
lation, tubigrip or compression hose were applied
to Resident #17's legs.

Resident #17 was interviewed, on 1/10/13 at
10:05 AM, and stated home health services were
started on 1/1/13. He stated home heaith assisted
him with his catheter care, wound care and
physical therapy to strengthen his legs.

On 1/10/13 at 10:39 AM, the day/evening shift
lead caregiver and the administrator (who were
nol licensed medical professional) stated they
were Unaware Resident #17 was receiving home
health services. .

On 1M4/13 at 4:21 PM, the administrator stated
she was not aware Resident #17 had a diabelic
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foot ulcer.

The facility was not aware Resident #17 had
home health services. The facility failed to
provide oversight of Resident #17's care needs,
as they did nof ensure the resident's Foley
catheter was changed as ordered. The facility
was also not aware that Resident #17 had a
diabetic ulcer an his foat nor did they ensure the
resident recelved wound care as ordered by a
physician. The facility also did not ensure
Resident #17's cellulitis was treated or that the
orders to treat the cellulitis were implemented.

The facility did nol provide oversight or coordinate
Resident #17's care needs to ensure his foley
catheter was changed, wound care was provided
as ordered and cellulitis treatments were initiated.

The facility retained Resident #18, who had a
Stage Ill pressure ulcer and active MRSA. The
facilily failed to provide medical care and/or
assessment for Residents #5, #8, #9, #11, #17,
#19 and #20, when they experienced a change of
condition. Additionally, the facility failed to provide
assistance and monitoring of medications for
Residents #4, #5, #8, #9, #10 and #13. The
facility also failed to protect Resident #7 right to
refuse medical treatment and personal property.
The facility further failed to protect Resident #8's
right to privacy. Additionally, the facility falled to
coordinate care for Resident #17, who had an
outside service provider. These failures resulted
In inadeguate care,

REPEAT CORE DEFICIENCY

16.03.22.525 Protect Residents from Neglect.

The administrator must assure that policies and
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procedures are implemented to assure that ail
residents are free from neglect.

This Ruile is not met as evidenced by

Based on observation, interview and recard
review it was determined the facility did not
protect 2 of 8 sampled residents (Residents #4
and #17), who expetiencad changes of condition,
from neglect. The findings include:

IDAPA 16.03,22.011.24 defines neglect as
“Failure to provide...medical care necessary to
sustain the life and health of a resident."

1. Resident #4, a 53 year-old male, was admiited
to the facility on 6/26/12 with diagnoses of
hypertension and diabetes. The admission and
discharge record documented the resident was
discharged on 12/2112.

Resident #4's record contained a fax from the
former facillty RN to the physician, dated 11/712,
which docurmented, "Resident has a sore on Rt
[right] leg that is increasing in size and depth.
Would you like Home Health ordered or do you
want to see him?"

A"Physician's Review & Visit Form," dated
11/12/12, documented, "Dress right lower leg
daily. Remove exudate [drainage], placa
Silvadene, Telfa pad and wrap. Wound Clinic
Consult placed.”

There was no documentation in the record
indicating the wound treatment ordered on
11112112 was implemented,

AYPhysician's Review & Visit Form," dated
11/16/12, documented Resident #4 was to visit

3. Ref. 16.03.22.525

A, Corrective Actions

A State approved consultant and full-
time facility RN were retained. A
systemic review, analysis and
implementation were commenced.
This review included proper delegation,
training and observation of staff in the
execution. of care and compliance to
proper scope of practice, 24/7 on-gite
and telephonic RN oversight available
to staff and residents.

Resident #4 has been discharged from
facility.

Resident #17 has been re-admitted to
facility with Department of Health and
Welfare approval based on facility RN
and facility consultant RN assessment
and coordination of care. Home health
services and a comprehensive cate plan
to direct care staff are in place. Facility
RN monitors and reviews all cares and
treatments daily.
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the wound cfinic on 11/20/12, and *needs shoe B. Measure

stretched @ L [left] 5th toe..." There was no
documentation in the resident's record indicating
the order to have his shoe stretched was

Daily review of clinical processes (see
Attachment A) by Administrator,

implemented. Consultant and RN, A daily list of
o ) o . prioritics and actions is agreed upon for
A "Physician's Review & Visit Form,” dated exccution, Daily review of previous

11/20/18, documented the resident was to wear

Tubigrip stockings on his left lower leg during all day’s list is executed for follow up and

waking hours. The physician also ordered an completion. All systems (paper and
Unna boot to his right leg, which-was to be electronic are reviewed). Current
changed by the facility on 11/23/12. Additionally, Assessments, NSAs and Care Plans
the physician documented that the open area on have been completed and implemented

the resident's right leg was to he protected with

an "absorband pad" and was ordered to be to the agreement of

changed by the facility on 11/23/12. The physician Resident/Responsible Parties and
ordered a follow-up at the wound clinic in one facility.
week,
Communication with doctor’s offices
There was no documentation in the record the regarding clarification, new orders,
resident's Unna boot or right leg dressing was and/or refills are documented in Nurses
changed on 11/23/12. . P
Notes and Physician Communication
A "Physician’'s Review & Visit Form," dated forms in the resident medical record.
12/4/12, documented the resident was to have Notes are entered into EMAR per RN
Nystatin powder and "Interdry AG fabric” daily instruction.

between his toes. The resident was now to wear
Unna boots bilaterally; the dressing was lo be

changed on his right lower extremity twice a RN and Administrator reviews med

week, with one of those dressing changes exception and variance reports daily to
occurring at the wound clinic. The physician also track incidences trends and unusual
ordered dressing changes to Resident #4's left ocourrences. Investigation follows as

fifth toe, which was also to be changed twice
weekly, with one dressing change occurring at the
wound clinic.

necessary.

There was no documentation in the resident's
record the ordered treatments between the toes,
to the left 5th tos, or to the right lower exiremity
were implemented, Further, there was no
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documentation the Unna boots were
implermented.

The facility contract nurse documented on a "Skin
and Body Assessment,” dated 12/7/12, "Unable to
see skin. Done at wound clinic."

A "Physician's Review & Visit Form," dated
1211112, documented the physician ordered the
facility to change a dressing to Resident #4's left
5th toe on Friday and Saturday with "Algidex Ag
1/4" and "confinue placement of Lotrimin cream”
between left toes. He also ordered "Interdry Ag”
between left toes.

There was no documentation in the record the
12/11/12 orders were implemented.

A physician's report, dated 12/18/12,
documented, "Left 5th toe wound, related to poor
shoe fit and complicated by diabetes...An MRI
has been ordered for this patient's left foot, as
this wound is worsening, as evidenced by
increased depth...[Facility's name]} was called.”

A"Wound Care Order," dated 12/16/12,
documented "Bactobran” was to he applied three
times daily to Resident #4's fifth toe and an
"absorb pad to cover." "Web spaces” were to be
applied bilaterally to Resldent #4's feet. Unna
boots were to be applied twice weekly and a
"Darco Wedge" was fo be used to elevate his left

foot.

There was no documentation in Resident #4's
record the 12/18/12 orders were implemented.

Afax to the physician, dated 12/16/12,
documented the facility was unable to do wound
care and the resident did not qualify for home

%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (8}
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DEFICIENCY)
{R 009} | Continued From page 46 {R 009}
C. Monitoring

The facility RN and Administrator has
24/7 real-time access to electronic
EMAR to address alerts (Incident and
Accidents, Medication Incident reports,
MARs, TARs and shift reports). Alerts
can only be cleared by RN or
Administrator after follow up directives,
investigations and reporting or logs are
updated. Moathly review by

- Administrator and RN to align services

provided to billing statements for cares.

Monitoring systems include: head-to-toe
skin assessments by RN upon admission
or change-of-condition; daily review of
coniract services visit reports, in-
servicing of staff regarding observation
and docuthentation of skin integrity.
Staff successfully trigger RN
involvement and timely coordination of
care via email, EMAR documentation
and shift reports,

D. Facility will be in substantial
compliance with this deficiency by
March 2, 2013.

E. Facility Consultant provides daily
support and review of all processes and
completes a weekly review of
completion and compliance.

|
|
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{R 009} | Continued From page 47 RO0%} | pacility has retained a full-time RN. The

health. "He will have to go to he wound ¢linic for
dressing changes." There was no documentation
inforiming the physician that dressing changes
had not been implemented by the facllity as
ordered.

On 12/19/12, "Physiclan's Orders" from the
wound clinic, documented, "Spoke with
[day/evening shift lead caregiver's name] from
[Facility's name] regarding wound care.” The
clinic note further documented the caregiver
reported that the facility was not able to provide
wound care and had not been providing wound
cara. Additionally, the clinic note documented the
facility received the orders.

A hospital report, dated 12/24/12, documented
Resident #4 was diagnosed with osteomyelitis
and possible septic arthritis in his left 5th toe. The
report further documented, *! learmed from my
nurse today that his assisted living is not doing
any wound care or compression, as we had been
sending them orders to do so. We have talked to
the manager regarding this and he is going to see
that the orders are taking care of."

On 1/8/13 at 10:40 AM, the day/evening shift lead
caregiver confirmed facility staff did not provided
Resident #4's wound care.

On 1/8/13 at 11:00 AM, Caregiver K stated the
resident had received ali of his wound c¢are at the
wound dlinic and did not recall facility staff
performing any wound care.

On 1/8/13 at 2;20 PM the administrator stated
she recalled that Resident #4 had a fall resulting
in an abrasion, which was not healing and had
been treated at the wound clinic. She stated the
facility did not do his wound care.

RN reviews all contract services
agencies visit documentation,
specifically addressing wound care,
staging and discharge to appropriate
level of care for all Stage IIT and above
as well as looking for any MRSA. Upon
retention of RN the facility has
appropriately coordinated wound care
slaging and successful discharge of two
residents requiring higher level of care.

Change-of-condition is communicated,
responded to and followed up as
follows: Immediate notification via
EMAR email to all care staff and
administration, telephonic notification to
RN and Administrator, written shift
report and an Incident/Accident Report
if applicable.

RN reviews gathered information
(vitals, range of motion, observed
bebaviors, conditions of resident),
assesses scope of condition and delivers
verbal and written instractions to care
staff. RN completes follow-up
assessment, investigates and documents
and reviews with Administrator.
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On 1/0/13 at 11:00 AM, the facility contract nurse
stated, " don't know who was doing the wound
care. We couldn't get nursing to come in to de the
care."

On 1/9/13 at 2:20 PM, a former facility nurse
stated during her employment, she recalled the
residenf required daily dressing changes. She
confirmed daily dressing changes were not done
for Resident #4.

On 1/9/13 at 2:38 PM, Resident #4 was
interviewed at his current facility. He stated, "They
{the facility] would not take care of serious
wounds, which is why ! am here now. | have a
hole in my foot."

On 1M1/13 at 3:00 PM, the former LPN stated
she was not aware of the ordered dressing
changes for Resident #4. She stated that the
facility RN had attempted to get home health
services to provide the wound care for Resident
#4, as the facility was unable to provide the
wound care.

On 1/14/13 at 10;30 AM, Caregiver F stated they
did not recall any wound care being done for
Resident #4.

From 11/12/12 until 12/18/12 (36 days), multiple
physician's orders for wolnd care were ordered.
However, the RNs, LPN, administrator, lead
caregiver, resident and physician stated the
wound care had nol been done at the facility. Nor
was there documentation the facility nurse had
monitored and evaluated Resident #4's wound, to
ensure approptiate healing. The failure to
implement physician orders for wound care lead
to Resident #4 developing a serlous infection

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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All staff have reviewed and signed off
on Resident’s Rights as part of the
facility Policies and Procedures. These
rights, specifically the right of a resident
to refuse medications, treatments, and/or
cares, a resident’s right to privacy and
property was discussed at an all-staff
meeting. Proper mail delivery was also
reviewed.

C. Monitor:

The facility RN and Adminisirator has
2477 real-time access to electronic
EMAR to address alerts (Incident and
Accidents, Medication Incident reports,
MARs, TARs and shift repotts). Alerts
can only be cleared by RN or
Administrator after follow up directives,
investigations and reporting or logs are
updated. Monthly review by
Administrator and RN to align services
provided to billing statements for cares.

The Life Enrichment Coordinator fields
any questions or concerns at the
monthiy resident’s meeting regarding
the Resident’s Rights. Information is
captured in the meetmg minutes. A copy
of minutes is given to Administrator for
record and follow-up/investigation, as
necessary.

Bureau of Facllity Sfandards

STATE FORM

22: ]

JVTH12

IF continuation sheet 49 of 52




From:

0372912013 13:23

#420 P.051/078

PRINTED: 02/04/2013

- FORM APPROVED
Bureau of Facllity Standards
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIER/CLIA ECO {X3} DATE SURVEY
AND PLAN OF CORRECTION il IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING R-C
B WING ~
13R998 01/16/2013

NAME OF PROVIDER OR SUPPLIER
BRONCO SENIOR SERVICES DBA HILLCREST

STREET ADDRESS, CITY, STATE, ZIP CODE

1093 S HILTON STREET
BOISE, ID 83705

PROVIDER'S PLAN OF CORRECTION

(osteomyelitis) in the bone of his toe.

2. Resident #17, an 89 year-old male, was
admitted to the facility on 12/9/07 with diagnoses
that included hypertension, alcohol dependence
and diabetes.

A"24 Hour Shift Report,” dated 106/16/12,
documented Resident #17 relurned to the facility
with a Foley catheter and leg bag.

Rasident #17's record did not contain instructions
oh what assistance the resident heeded with his
Foley catheter or how to care for the Foley
catheter. Further, the facility RN had not
assessed his abllity to self-manage his new leg
bag and Foley catheter.

A "24 Hour Shift Report," dated 10/22/12,
documented Resident #17's "leg bag is leaking,
resident stated that he wilt call in AM to get it
fixed.” The was no further documentation that
the leg bag had been fixed or that staff had
followed up on the issue. Additionally, there was
no documentation the facility RN had been
notified the leg hag was leaking or had essessed
Resident #17 heaith stafus regarding his leaking

leg bag.

A "Skin and Body Assessment," completad by the
facility RN, dated 12/11/12, documented Resident
#17 had a Foley catheter and his bilateral legs
were "noted to be red and scaley.” There was no
further dosumentation the facility RN had followed
up, made recommendations, or sought or
provided treatment for Resident #17's skin
condition. '

A "Skin Integrity Monitoring form," dated 12/24/12,
complefed by an unlicensed caregiver,

D. Fagcility will be in substantial
compliance with this deficiency by
March 20, 2013.

E. Facility Consultant provides daily
support and review of all processes and
completes a weckly review of
completion and compliance.

Compliance of this core deficiency
satisfies non-core deficiency items: 24-
36
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documented Resident #17's "R [right] foot, leg
bag allegedly 'leaked'- top of foot is very red, skin
has peeled off, #9 toe very large, purple
discoloration - | used a basin wiwarm soapy water
to clean area - rinsed and patted dry -advised o
not put sock back on to allow area to breath." The
Skin Integrity Monitoring form also documented
Resident #17's "leg bag needs to be fixed fo
avoid this issue." :

The following is from "MOISTURE LESIONS;
THE EFFECT OF URINE AND FECES ON THE
SKIN,” Wound Essentials, Volume 3, 2008; “In
savere cases, the skin can be so badly damaged
that a moisture lesion develops - these are painful
and require prompt treaiment to prevent them
growing in size.... There Is a clear link between
incontinence an« the formation of pressure
ulceration, hence the inclusion of continenhce
status in many pressure ulcer risk assessment
tools (Nortan et al, 1975; Towney and Erland,
1988; Waterlow, 1988)... Healthcare
professionals must be very clear that if moisture
lesions are not treated correctly, they can worsen
and the patient may develop secondary pressure
damage or ulceration. Therefore, it Is imperative
that advice is sought immediately from a
specialist practitionsr, such as an infection control
nurse, tissue viability nurse or continence advisor
to ensure the patient receives the best possible
care

(hitp:/fiwww . wounds-uk.com/pdficontent_9427. pdf

)"

An "Incident/Accident Report," dated 12/2712,
documented Resident #17 had a red and swollan
right foot with skin sloughing and "diabetic
neuropathies." The report documented the nurse
suspected sepsis related to his leaking catheler
Jeg bag and Resident #17 was transported to the
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Hospital. The report also documented the
resident was sfill in the hospital and had not been
re-evaluated as of 12/31/12.

Resident #17's record did not contain a report
from his 12/2712 - 12/31/12 hospital visit.
Additionally, there were no discharge Instructions
from his 12/27/12 - 12/31/12 hospital visit.

On 1/9/13 at 11:03 AM, the facility’s conlract
nurse stated Resident #17's catheler bag had
been leaking. She stated as a result urine scaked
into his skin, which became inflamed and septic.
She further statad, the resident had peripheral
neuropathy and did not feel pain in his lower legs
and feet when the skin started breaking down.
She stated she was angry because no one saw
anything or reported anything to me. The contract
nurse stated, she cleaned the resident's leg and
put on a Vaseline based gauze covering over his
leg and sent him out non-emergency to the
hospital,

From 10M6/2 untit 12/27/12, Resident #17's leg
bag on his catheter was leaking on his diabetic
nueropathic leg and foot. The facility did not
ensure the leaking leg bag was replaced prior to
the resident going to the hospital on 12/27/12 for
sapsis in his leg.

The facllity failed to protect Resident #4 from
neglect when they failed to treat his wounds and
prevent serlous infection in the bone of his toe
and Resident #17 when they did not implement
interventions to repair his leg bag which wotld
have prevented sepsis devetoping in his leg.
These failures led to neglect.

REPEAT CORE DEFICIENCY
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_ . . MEDICAID LICENSING & CERTIFICATION - RALF ASS l STED LlVI NG
iDAHOG DEPARTMENT OGF P.O. Box 83720 Non_Core lssues
HEQ I TH & WELF : Boise, ID 83720-0036 ]
. : il : o (208) 334-60626 fax: (208) 364-1888 PU nCh Llst
Faclllty Name Physical Address Phone Number
Bronco Senior Services DBA Hillcrest 1093 S Hilton St 345-4460
Administrator City Zip Code
Cynthia Brewer Bolse 83705
Team Leader Survey Type Survey Date
Polly Watt-Geier Licensure, Follow-up and Complaint 01/16/13

SSUES

cost by using the non-facility pharmacy. Additionally, Resident #3, #9 & #10 did not have admission agreements signed by all responsible

parties. Also, Resident #1, #10 & #11 did not have current admission agreements fRreviesty Cited- o7 7711.

2 225.01 The facility did not identify or evaluate Resident #2, #6, #7, #8 & #9's behaviors (Previously cited 8/28/12). 3 jah hs ;

3 22502 The facility did not develop interventions for Residents #2, #6, #7, #8 & #9's behaviors, (Previously cited 8/28/12) 3 },2[,}‘5 =

4 300.01 The current nurse had not delegated nursing functions to staff fRrewiously-cited 8771 A facility RN did not document 90 day nursing 3) 7 Il'S
assessments.

5 300.02 Resident #6's oxygen order was not implemented as ordered. 4} 3’ 13 AR

6 305 Nursing assessments did not include all required items in 305,01 through 305.08. 4/3,113 b

7 305.02 There were no current medications orders for Resident #8 & #15 (Previously cited 10/7/11 & 8/28/12). Additionally, not all PRN medications 5//4 /l L3

were available as ordered.

8 305.03 Residents were not assessed upon admission by the facility RN or for changes of condition, such as reflected in the shift change reports or '-l / 'S) 13

observations made during the survey (Previously cited 8/28/12).

9 305.04 The facility RN did not make recommendations to the administrator when residents had medical needs which required follow-up. For

slatls 8

example: Sepsis, MRSA, Stage of pressure ulcers and issues related to Foley catheter.
Response Reguired Date ( W Date Signed
02/15/13 ?
E
=z & ¢ /
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D db

MEDICAID LICENSING & CERTIFICATION - RALF
P.O. Box 83720

H

IDAHDO DEPARTMENT OF

Boise, ID 83720-0036
(208) 334-6626 fax: (208) 364-1888

ASSISTED LIVING
Non-

Core Issues
Punch List

Facitity Name Physical Address Phone Number
Bronco Senior Services DBA Hillcrest 1093 SHilton St 345-4460

Administrator City Zip Cade
Cynithia Brewer Boise 83705

Team Leader Survey Type Survey Date
Polly Watt-Geier Licensure, Follow-up and Complaint 01/16/13

P —

Response Required Date
02/15/13

10 7 300 The unlicensed day/evening shift lead careiodquiring a nursing license, suc as: assessing - ‘Sl QC-‘IS :
condition, giving orders to hold or discontinue medications and implementing new medication orders. . j—
11 305.06.b Resident #4, #12 & #16 were not assessed by the facility RN every 90 days to ensure residents could safely self-administer or self-inject (_/ /‘l /[ 3 ;
medications (Previcusly cited 8/28/12). l
12 310.01 Unlicensed individuals, including families and the unlicensed day/evening shift lead, filled medi-sets and/or bubble packs. Sbﬁ-lls 8 -
13 310.01.a Unsecured medications were observed in multiple residents rooms (PreviowstycitedH07/741: ST ' ]
14 310.07.e Medication aides were pre-pouring multiple residents medications while assisting with medications. 3L ’r ) ]
15 310.02 The medication destruction log did not include the name of the resident nor the method of disposal. Additionally, there was no 3)2&.]! i—
documentation of narcotic medications in the destruction log. }
16 310.04.a Resident #3 & #19 received behavior modifying medications prior to staff attempting non-drug interventions (Previously cited 8/28/12). c{ l < }«I5 7 lﬁ:rﬁ‘
17 310.04.e Six month psychotropic medication reviews did not include behavior updates (Previously cited 8/28/12). 3 } QU-, IS ll;“;ﬁ
18" 320 There were ne current Negotiated Service Agreements for residents to guide staff on how to meet residents care needs (Previously ] ] I ! [ﬁ B ;‘
cited 8/28/12). . B Jl
19 320.01 Resident #3 and #17's Negotiated Service Agreements did not describe the residents' care needs {Pr_eviously cited 10/7/11 & 8/28/12). 3}.2(1‘]5 - 7 T_‘
20 330.02 The facility did not maintain residents’ records for three years as some of the records were shredded. L ') sz 3 E”W

BFS-686 March 2006

9/04

Date igne:
e
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MEDICAID LICENSING & CERTIFICATION - RALF ASSISTED LIVING

H TH ‘ &'- ATET A E Boise, ID 83720-0036 .
HEALTH & WELEFAR (208) 334-6626 fax: (208) 364-1888 Punch List
Facility Name Physical Address Phone Number

Bronce Senior Services DBA Hillcrest 1093 § Hilton 5t 345-4460

Administrator . City Zip Code
Cynthia Brewer Boise 83705

Team Leader Survey Type Survey Date
Polly Watt-Geier Licensure, Follow-up and Complaint 01/16/13

NON-CORE ISSUES

The administrator was not notified of all incident and accidents, for example: elopement, medication errors, or unusual events

(Previously cited 8/28/12).
22 350.02 The administrator did not complete an investigation of all incidents, accidents and complaints {Previously cited 8/28/12).
23 350.04 The administrator did not complete a written response of findings to complaintants within 30 days (Previously cited 10/7/11 & 8/28/12).
24 625.03 There was no evidence the 16 hours of orientation included all the required content {325.03.a-1}.
25 630.01 § of 9 staff did not have documented specialized training In dementia.
26 630.02 9 of ¢ staff did not have documented specialized training in mental illness.
27 630.04 9 of 9 staff did not have documented specialized training in traumatic brain injury{Previcosiy TitesHHe7+ ).
28 700.01 The care notes did not include caregivers first and last names, signatures, nor time and date.
29 711.01 The facility did not document when Residents #2, #6, #7, #8 & #9 exhibited behaviors to include specific time and date, interventions

and effectiveness (Previously cited 8/28/12).

30 711.04 The facility did not document when Resident #4 refused cares or treatments, nor that the resident was informed of the consequences.

Additionally, there was no documentation the physician was notified of these refusals (Previously cited 8/28/12).

31 711.08.b Caregivers did not document the catheter care they provided to Resident #17.

32 711.08.¢c ' Caregivers did not document all unusual events nor the facility's response to those events.

Response Required Date Signature of Fagjlily Representative Date Signed

02/15/13 / /
%{/ o L /14

BFS-686 March 2006 9/04
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MEDICAID LICENSING & CERTIFICATION - RALF
P.0. Box 83720

Boise, ID 83720-0036

(208) 334-6626 fax: (208) 364-1888

ASSISTED LIVING

Non-Core Issues

Punch List

Facility Name

hysical Address

Phone Number

Bronco Senior Services DBA Hillcrest 1093 $ Hilton St 345-4460
Administrator City Zip Code
Cynthia Brewer Boise 83705
Team Leader Survey Type Survey Date
01/16/13

Polly Watt-Geier

Licensure, Follow-up and Complaint

NON-CORE IS

711.08.d

Staff did not document the calls sent to the physician, the reasen for the call and outcome of call.

34 711.08.e

Staff did not document they notified the nurse when residents had changes in condition,

35 735.04 The facility did not track all controlled substances for Resident #1 and #10.

Response Required Date Signature of FacilifyRepresentative
02/15/13

Date Sjgned
/

/é//—3

—
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BFS-686 March 2006

9/04
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MEDICAID LICENSING & CERTIFICATION - RALF
P.O. Box 83720

Boise, ID B3720-0C3%

{208} 334-862c fax: (208) 364-1868

| -ASSISTED VING
Non-Core lssues
Punch List

Fatiny Name tysical acdress Phone humbsr
Eronce Senjor Services DBA Hillerest 10892 5 Hilten St B45-4460

Admmistrator City Zip Cade
Cymithia Brewer Boise 23705

Team Leader Type Survey Dafe
Polly Watt-Geler Licensure, Follow-up and Complaint 0IMENS

NON-CORE ISSUES _

Res:dents assessad pointswere not congruent wnh .-emdentq’ monthly billing statements. The pumtgenemted an t‘he

assessment differed from the points charped on the billing statzments.

N
7
Response Requiret Date Signature of Eac mative — P
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Residential Assisted Living Facility Program, Medicaid L. & C

3232 W. Elder Street, Boise, Idaho §3705
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Critical Violations

HEALTH « WELFAREFood Establishment Inspection Report
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ORI e o
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER - GovERNCR TAMARA PRISOCK ~ ADMNISTRATOR
RICHARD M. ARMSTRONG — DRE;TOR DIVISION OF LICENSING & CERTIFICATION -
" JAMIE SIMPSON — PRoGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Bolse, Idaho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1888

February 4, 2013

Cynthia Brewer, Administrator
Bronco Senior Services Dba Hillcrest
1093 S Hilton Street

Boise, ID 83705

Dear Ms. Brewer:

An unannounced, on-site Follow-up, Licensure and compléint investigation survey was conducted at
Bronco Senior Services between January 7, 2013 and January 16, 2013. During that time, observations,
interviews or record reviews were conducted with the following results:

Complaint # 1D00005744

Allegation #1: An identified caregiver was physically rough and verbally aggressive with
several residents.

Findings #1: Between 1/7/13 and 1/16/13, 42 residents were interviewed. All residents denied

being mistreated by caregivers. Three family members were interviewed and
stated staff members were caring and treated residents with dignity and respect.
Eleven caregivers stated they had not heard any complaints from residents
regarding being mistreated by any staff members, or witnessed any staff
members being physically rought or verbally agressive with residents.

Between 1/7/13 and 1/16/13, thirty-seven hours were spent directly at the facility.
Staff inembers were observed treating residents in a kind manner.

The complaint log did not document co'mplaints regarding staff being physically
rough or verbally aggressive.

Unsubstantiated. Although the allegation may have occurred, it could not be
determined during the comnplaint investigation.




Cynthia Brewer, Administrator

February 4, 2013
Page 2 of 3

Allegation #2:

Findings #2:

Allegation #3:

Findings #3:

Allegation #4:

- Findings #4-

An identified caregiver did not assist residents with their needs.

Between 1/7/13 and 1/16/13, forty-two residents were interviewed. All residents
stated caregivers were responsive to their requests and they received the
assistance they needed. Three family members were interviewed and stated
caregivers provided the care their loved ones required. Eleven caregivers stated
they had not heard any complaints from residents not getting the cares they
required. '

Between 1/7/13 and 1/16/13, thirty-seven hours were spent directly at the facility.
Staft members were assisting residents with various tasks. Residents were
observed well-groomed and dressed appropriately.

The complaint log contained a complaint documenting that a resident expressed
concerns when a caregiver encouraged him to be more independent with ADLs
(activities of daily living). The caregiver was counseled and an apology was sent
to the resident.

Unsubstantiated. Although the allegation may have occurred, it could not be
determined during the complaint investigation.

The administrator did not investigate all residents' complaints and respond to
them in writing.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22,350.02
and 350.04 for not investigating all complaints and providing a written response
to all complainants. The facility was required to submit evidence of resolution
within 30 days.

The facility RN did not complete assessments on self-medicators to ensure they
could safety self~medicate.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.305.06 for
not ensuring the facility RN conducted assessments on residents who
self-medicated, to ensure they were safe to do so. The facility was required to
submit evidence of resolution within 30 days.




Cynthia Brewer, Administrator
February 4, 2013
Page 3 of 3

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,

“2U baﬂ_};.ﬂw
Polly Watt-Geier, MSW

Health Facility Surveyor
Residential Assisted Living Facility Program

PWG/

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program




IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. “BUTCH" OTTER — GOvERNOR TAMARA PRISOCK — ADMIMISTRATOR
RICHARD M. ARMSTRONG — DirecToR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PrROGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.Q. Box 83720

Bolse, Idaho 83720-0009

PHONE: 208-334-6626

FAX: 203-364-1888

February 4, 2013

Cynthia Brewer, Administrator
Bronco Senior Services DBA Hillerest
1093 S Hilton Street

Boise, ID 83705

Dear Ms. Brewer:
An unannounced, on-site Follow-up, Licensure and complaint investigation survey was conducted at

Bronco Senior Services between January 7, 2013 and January 16, 2013. During that time, observations,
interviews or record reviews were conducted with the following results:

Complaint # ID00005801

Allegation #1: The facility did not provide appropriate assistance and monitoring of
medications.

Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for

not providing appropriate monitoring and assistance of medications. The facility
was required to submit a plan of correction.

Allegation #2: The facility retained a resident with a stage 1II pressure ulcer.
Findings #2: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for

retaining a resident with a Stage IlI or greater pressure ulcer. The facility was
required to submit a plan of correction.

Allegation #3: Medicattons were being pre-poured.

Findings #3: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.310.01.¢
for not ensuring staff did not pre-pour medications. The facility was required to
submit evidence of resolution within 30 days.

Allegation #4: The facility did not provide a secure environment to a resident who wandered.




Cynthia Brewer, Administrator

February 4, 2013
Page 2 of 2

Findings #4:

Allegation #5:

Findings #5:

Substantiated. However, the facility was not cited as they acted appropriately by
implementing a wanderguard system and increased supervision to keep the
identified resident safe.

The administrator forced residents {o sign "Terms of Endearment” agreements
against their will.

Between 1/7/13 and and 1/16/13, 42 residents, and eleven staff were
interviewed. All residents denied being forced to sign "Terms of Endearment"
agreements. Three residents confirmed they declined to sign them. Staff
members stated they were not aware of the administrator forcing residents to sign
"Terms of Endearment" agreements, but stated a few residents preferred not to be
called terms of endearment and all staff were made aware of those residents.

On 1/14/13 at 11:05 AM, the shift lead caregiver stated "Terms of Endearment"
forms were created, to obtain permission from residents to use terms of
endearment, like "honey." He stated, residents were asked to sign them if they
did not mind being called terms of endearment, and a few residents declined
signing them. He further stated, terms of endearment were "second nature" for
some caregivers, so the form was an effort o ensure residents' rights were not
violated.

On 1/14/13 at 4:28 PM, the administrator denied forcing residents fo sign "Terms
of Endearment" agreeinents.

Twenty records were reviewed and did not contain "Terms of Endearment”
forms.

Unsubstantiated. This does not mean the incident did not take place; it only
means that the allegation could not be proven.

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,

2 03 o — 2 M3
Polly Watt-Geier, MSW

Health Facility Surveyor
Residential Assisted Living Facility Program

PWG

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Iiving Facility Program




IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH” OTTER — GoveRNOR TAMARA PRISQCK ~ ADMNISTRATOR
RICHARD M. ARMSTRONG — DIREGTCR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PROGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Bolse, [daho 83720-0009

PHONE: 208-324-6626

FAX: 208-264-1888

February 4, 2013

Cynthia Brewer, Administrator
Bronco Senior Services DBA Hillcrest
1093 S Hilton Street

Boise, ID 83705

Dear Ms. Brewer:

An unannounced, on-site Follow-up, Licensure and complaint investigation survey was conducted at
Bronco Senior Services between January 7, 2013 and January 16, 2013. During that time, observations,
interviews or record reviews were conducted with the following results:

Complaint # 1D00005821

Allegation #1: An unlicensed caregiver was bubble packing residents’ medications.

F indihgs #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.310.01
for allowing an unlicensed caregiver to bubble pack medications. The facility

was required to submit evidence of resolution within 30 days.

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,

Ty Pk - T 1A
Polly Watt-Geier, MSW

Health Facility Surveyor
Residential Assisted Living Facility Program

PWG

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program




IDAHO DEPARTMENT OF
HEALTH &« WELFARE

C.L."BUTCH" OTTER — Governor TAMARA PRISOCK — ADMINISTRATOR
RICHARD M. ARMSTRONG - DiRecTor DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PROGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, ldaho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1388

February 4, 2013

Cynthia Brewer, Administrator
Bronco Senior Services DBA Hillcrest
1093 S Hilton Strect

Boise, ID 83705

Dear Ms. Brewer:

An unannounced, on-site Follow-up, Licensure survey and complaint investigation was conducted at
Bronco Senior Services between January 7, 2013 and January 16, 2013. During that time, observations,
interviews or record reviews were conducted with the following results:

Complaint # ID00005833

Allegation #1: Residents wetre not assisted with their inedications as prescribed by their
physicians.

Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for

not providing appropriate assistance and monitoring of medications. The facility
was required to submit a plan of correction.

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,

/Pwdg/ e - _Bei . w15
Polly Watt-Geier, MSW

Health Facility Surveyor
Residential Assisted Living Facility Program

PWG

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program




