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C.L. "BUTCH" OTTER — GoveRrnor TAMARA PRISOCK —~ ADMNSTRATOR
RICHARD M. ARMSTRONG - DiRecTOR DIVISION OF LICENSING & CERTIFICATION
JAMEE SEMPSON — PrRoGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720
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PHONE: 208-334-6526

FAX: 208-364-1888

May 21, 2013

Amy Rackham, Administrator
Gables Of Ammon Management, Inc
1405 Curlew Drive

Ammon, ID 83406

License #: RC-1013
Dear Ms. Rackham:

On March 29, 2013, a State Licensure/follow-up and Complaint Investigation survey was conducted at
Gables Of Ammon Management, Inc. As a result of that survey, deﬁclent practices were found. The
deficiencies were cited at the following levels:

e Core issucs, which are descl‘ibed on the Statement of Deficiencies, and for which you have
submitted a Plan of Correction.

e 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 Donna Henscheid, Health Facility Surveyor, Residential
Assisted Living Facility Program, at (208) 334-6626.

Sincerely,

il il

Donna Henscheid, LSW

Team Leader

Health Facility Surveyor

Residential Assisted Living Facility Program

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

Gables of Ammon Management, Inc,
1405 Curlew Drive

Ammon, 1D 83406

Dear Ms. Rackham;

Based on the licensure, follow-up and complaint investigation survey conducted by Department staff at
Gables of Ammon Management, Inc. between March 25, 2013 and March 29 2013, it has been determined
* the facility was not providing adequate care to residents.

The failure to provide adequate care to residents is a core issue deficiency, as described in IDAPA
16.03.22.010.20. The facility specifically failed to provide appropriate assistance and monitoring of
medications, including but not limited to: residents going without ordered medications for seventeen (17)
days; incorrect dosages of insulin given to several residents on numerous occasions; not implementing new
physician’s orders; not ensuring medications were obtained for new orders; and not rectifying documentation
errors or clarifying medication orders. This core issue deficiency for inadequate care substantially limits the
capacity of Gables of Ammon Management, Inc. to ensure that residents' health and safety are safe-guarded.
The deficiency is described on the enclosed Statement of Deficiencies.

BACKGROUND

Gables of Ammon Management, Inc. became licensed to assume operations of the assisted living facility
located at 1405 Curlew Drive, Ammon, Idaho, on November 22, 2011. Prior to this date, the facility, which
was operated as Gables Senior Living, received repeated core deficiencies for inadequate care and abuse,
including;: a core issue deficiency for inadequate care on February 11, 2011; core issue deficiencies for both
inadequate care and abuse on April 27, 2011; and a core issue deficiency for inadequate care on August 11,
2011.

IDAPA 16.03.22.105.03 states that an entity purchasing a facility with enforcement actions acquires the
enforcement action. Since new management/ownership took over in November of 2011, the facility has
continued to receive repeat core issue deficiencies for similar issues found during the previous management/
ownership. On September 26, 2012, the facility received core issue deficiencies for both inadequate care
and neglect, and was placed on a provisional license, which expired April 9, 2013. On March 29, 2013, the
facility was again issued a core issue deficiency for inadequate care. Because of the repeated nature of the
core issue deficiencies and the failure of the facility to maintain substantial compliance with IC 39-3301 and
IDAPA 16.03.22, the following actions are being taken;
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ENFORCEMENT ACTIONS

Because the facility failed to maintain substantial compliance through the end of the provisional license
petiod, and as a result of the March 25-29, 2013, survey findings, a second and final provisional license is
being issued, effective April 9, 2013 through September 9, 2013. The following administrative rule for
Residential Care or Assisted Living Facilitics in Tdaho (IDAPA 16.03.22) gives the Department the authority
to issue a provisional license:

935. ENFORCEMENT REMEDY OF PROVISIONAL LICENSE.

A provisional license may be issued when a facility is cited with one (1} or more core 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:

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 wiil
remain in effect until the Department hias determined that the facility has achieved full compliance
with the requirements. The following administrative rules for Residential Care or Assisted Living
Facilities in Idaho (IDAPA 16.03.22) give the Department the authority to impose the remedy of a
limit on admissions:

920. Enforcement Remedy of Limit of. Admissions.

02. Reasons for Limit on Admissions. The Department may limit admissions for the following
reasons: a. The facility is inadequately staffed or the staff is inadequately trained to handle
more residents. b. The facility otherwise lacks the resources necessary fo support the needs of
movre residents.

A registered nurse consultant, with experience working for a residential care assisted living
facility in Idaho as a registered nurse, will be obtained and paid for by the facility, and approved
by the Department. This registered nurse consultant must have an Idaho nursing license, and may
not also be employed by the facility or company that operates the facility, The registered nurse
consultant must 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 snbmitted to the
Department for approval no later than April 19, 2013.

The Department-approved consultant will submit a weekly written report to the Department
commencing on April 26, 2013, and every Friday thereafter. The reports will address progress on
correcting the core deficiency deseribed on the Statement of Deficiencies and Non-Core Issues
Punch List.

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

The facility will retain a minimum of two full time nurses, who have a valid, full Idaho nursing
license, to provide a minimum of eighty (80) hours per weels of nursing oversight at the facility.
The nurses must be employed directly by the facility, as opposed to an agency that provides
rotating nursing services.
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6. When the facility nurses are not available in the building, the facility will maintain at all times, an
on-call, licensed nurse available to provide consultation to facility staff and respond to the facility
within one hour to respond to resident changes of condition, conduct assessments and make
determinations regarding further care or emergency services,

7. The facility will retain a full-time (40 hours per week), residential care administrator, who has
both a full residential care administrator's license in Idaho and at least one year previous
experience serving as a residential care administrator for an Idaho facility.

When the consultant, the administrator and the facility nurses agree the facility is in full
compliance, they will notify the Department and a follow-up survey will be conducted. If, during
the follow-up survey, the deficiency still exists or a new core issue deficiency is identified, the
Department will have no alternative but to initiate revocation of the facility license, or summarily
suspend the license and transfer the residents, should the identified deficiencies place any of the
residents’ health or safety in dauger.

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 twentv-elght (28) days after this notice was mailed. Any
such request should be addressed to:

Tamara Prisock, Administrator
Division of Licensing and Certification
Department of Health and Welfare
: 3232 Elder Street
P.O. Box 83720
Boise, ID §3720-0009

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

PLAN OF CORRECTION

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction of
this core issue deficiency must be achieved by May 13, 2013 We urge vou to begiu correction

immediately.

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

+ 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 cortective action(s) will be taken?

+  What measures will be put into place or what systemic changes will you make to ensure that the
defigient 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)?
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' By what date will the corrective action(s) be completed?

Return the signed and dated Plan of Correction to us within 10 calendar days of your receipt of this
jetter, and keep a copy for your records. Your license depends upon the corrections made and the
evaluation of the Plan of Correction you develop.

INFORMAL DISPUTE RESOLUTION

In accordance with Informational IDAPA. 16.03.22.003.02 Informal Dispute Resolution Meeting (IDR), you
have available the opportunity to question core issue deficiencies through an informal dispute resolution
process. If you disagree with the Statement of Deficiencies survey report findings, you may make a written
request to the Supervisor of the Residential Assisted Living Facility program for a Level 1 IDR meeting.

The request for the meeting must be made within ten (10) business days of receipt of the Statement of
Deficiencies. See the IDR policy and directions on our website at www.assistedliving.dhw.idaho.gov. If your
request for informal dispute resolution is not received within the appropriate time-frame, your request will
not be granted.

EVIDENCE OF RESOLUTION

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
evidence of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by
April 28, 2013.

Our staff is available to answer questions and to assist you in identifying appropriate corrections to avoid
further enforcement actions or revocation or summary suspension of the facility license. Should you have
any questions, or if we may be of assistance, please contact us at (208) 334-6626 and ask for the Residential
Assisted Living Facility program.

Sincerely,
%«/w %/
JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program
dph/mmec

Enclosures

ce: L& C Medicaid Notification Group
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Initial Comments

The following deficiency was cited during the
Licensure/follow-up and Complaint Investigation
conducted on 03/25/13 throtigh 03/29/13 at your
residential carefassisted living facility, The
surveyors conducting the survey were:

Donna Henscheid, LSW
Team Leader
Health Fachiity Surveyor

Matt Hauser, QMRP
Health Fadciiity Surveyor

Karen Anderson, RN
Heaith Facility Surveyor

Maureen McGann, RN
Health Facility Surveyor

Survey Definitions:

BG = Blood Glucose

LPN = licensed practical nurse
MAR = Medication Assistance Record
mcq = milliequivalents

MD = Physician

mag = milligrams

ml = milliliters

PO = by mouth

RN = registered nurse

TID = thrée times a day

U = Units

16.03.22.520 Protect Residents from Inadequate
Care,

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

R 00D

R 008
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16.03.22.520
This Rule: is:not met as evidenced by: Protect Residents from
According to.IDAPA 16.03.22.430.05, the Inadequate Care
*following are basic services to be provided to the
resident by the facility withiin in the basic service _ _
rate: L Insulin and Blood
g. assistance’and monitoring of medications.” Sugars
o i e b iy " Resolution:
Based on observation, interview and record ) )
review it was determined the facility did riot. 1. Resident #8- is on
provi '_appropnate assistance and monitofing of hospice with Aspen Home
medications for 5'of 10 sarnpled residents (#1, Health and Hospice. Her

#4, #6, 98 and #10) whose records were

reviewed. The findings include: blood sugar and insulin is

being managed by the
1, Resident #8, a 77 year-old female, was hospice company. When the
admitted to the facility on 12/28/12, with a resident went to thie hospital

diagnosis of Type i diabetes. T
gnosis of typ ' for a brief stay she came back

Aphysician's order, dated 11/27/12, documented with different orders for the
the following Humalog sliding scale:: insulin. She was thenre-
Less than 150 = 0 units ad@ttéd to Fhe h?@e health
151-200 = 2 units company under different
201-250 = 4 units doctor’s orders. In reviewing
251-300 = & units the orders and inquiring from

301-350 = 8 Units fon orires g
351- 400 = 10 units her primary care physician,

Over 400 = Gall MD we found that her physician
did not wish to use the orders

Ahospital discharge sheet, dated 1/29/13; a from the hospital. New

March 2013 MAR; a hospice "Episode Summary

Report,” dated 3/15/13; and a "Physician's signed orders were obtained
Quarterly Medication Review Repoit," dated dated. Since then the resident
325113, documented Resident #8's blood has been admitted to hospice

glucose would be chécked 4 times.day and if

needed, hospice wolild adniinister Insulin to the and her blood sugar checks

resident. The forms further documented the and insulin have been
resident's Humalog insulin sliding scale had been decreased to twice daily.
: changed to:

Bureau of Facﬂlty Slandards —
STATE FORM eng RA0S11 if continuiation sheet 2 of 19
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Less than 150 = 0 units
*151-250 = 2 units
251-350 = 4 units

351 and over = 8 units

The hospice agency's "Vital Signs Reports"
documented the following BG's and-amounts of
Novolog were given by the hospicé agency:

*31 _
BG was 217 - 4 units were given
BG was 249 - 4 units wére given

*3/2 .
There were only two BGs recorded for the day,
There was no other documentation indicating the

BGs were checked two more times as ordered,

*313
BG was 201 =4 units were given
BG was 248 = 4 units were given

There were only three BGs recorded for the day.
There was no other documentation indicating the
BG was checked one more time as ordered.

*3/4
BG was 231 - No units documented as given
BG was 257 - 6 units were given

*3/6
BG was 200 - 4 units were given

*3(7
BG was 229 - 4 units were given

*3/8 .
'BG was 278 - 6 units were given

Bu"rea'\.x of Facility Standards
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*3110

BG was 200 - 4 units were given

1 *3M2
BG'was 211 - 4 units were given

*3/14
BG was 233 - 4 units were given
BG was 249 -4 units were given

*3/16
BG was 225 - 4 units were given

*3M17
BG was 204 - 4 units were given

*3/18
BG was 256 - 6 units were given

*3120
BG was 159 - No units were documented as
given

*3/24
BG was 168 - No units were documenied as
given

On 3/27/13 at 2:45 PM the administrator stated
she had spoken to the hospice agency and they
had been followirng the order from 11/27/12 "all
alohg."

Fifteen times dufiig the month'ef Maich, the
hospice agency gave Resident #8 afi incorrect
dosage of Hurmalog. Three times the hospice.
agency docurriented BGs werfe taken, but failed
to document how many units were given. Thiee
times there was no documentation Resident #8's
BGs were done at all.

Bureau of Facility Standards
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Continued From page 4

The facility failed to ensure Resident #8 received
the correct insulin dogsage and did not ensure
BG's imeasurements were taken as ordered,

2. Resident #1, a 55°year-old female, was
admitted to lhe facility on'6/1/12, with diagnoses
which included diabetes,

A"Shift Change Note," dated 12/12/12 and
signed by the previous facility RN, documented,
"When doing blood sugars please document the
BG reading and document the amount of Novolog

Vinsulin given."

A physician's order, dated 5/3/12, documented

the following sliding scale Novolog:

0150 = 0 units'
151-200°= 2 units
201-280 = 4 unilts

2541-300 = 6 units

.301-350 = 8 units

351-400 = 10 units _
Greater than 400 = 16 units =-a maximum of 16
uhits before meals,

The facility's "Vital Signs" report and *Test" report
documented the BGs were checked at foliowing
times ih March 2013:

*3/2

1:46 PM the BG was 87
1:46 PM the BG was 192
2:19 PM the BG was 149
2:22 PM the BG was 191

There was ho documentation that units were
given for the four readings as indicated. Nor was

there any reason documeénted to explain why the

R 0608

2. Resident #1- was
discharged from the facility
on April, 1, 2013 aftera 30
day discharge notice was
given due to wounds riot
healing biweekly.

3 Resident#4- is on
hiome health with Aspen
Home Health and Hospice,
His blood sugar arid insulin is

being managed by the home
health company,

Bureau of Faclity Standards
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BGs were taken within two minutes of each other
or why different numbei’s wererecorded at the
same time.

T I
1:08 PM the BG was 167
1:52 PM the BG was 152
9:26 PM the BG was 74

9:26 PM the BG was 426
9:38 PM the BG was 192
9:40 PM the BG was 154

There was no documentation that tnits were
given for six of the readings &s indicated. Nor was
there any reason dacumented to explain why BGs
‘were taken 44 minutes apart or why different
numbers were recorded at the same lime.

*3/5
.9:35 AM the BG was 222
1:35 PM the BG was 107
9:12 PM the BG was 323
9:44 PM the BG was 333
9:46 PM ihe BG was 323
1 9:47 PM the BG was 333

There was no documentation that units were
given for five of the readings as indicated. Nar
was there-any reason documented to éxplain why
BGs weré taken 35 mintites apart.

7:53 AM the BG was 103
1:44 PM the BG was 245
5:31 PM the BG wés 524
9:20 PM the BG was 353
9:42 PM the BG was 103
9:44 PM the BG was 245
9:44 PM the BG was 524
9:45 PM the BG was 335
i i

| o _ ;
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-Thiere was nio documentation that units were

given for the six réadings when indicated. Nor
was there any reason documented to explfain why
BGs were taken 25 minutes apart or why different
numbers were recorded for the same time.

*3/18
9:46 AM the BG was 121

112; 05 PM the BG was 76

1;48 PM the BG was 76
9:24 PM the BG was 356
9:24 PM the BG was 124
10:24 PM the BG was 356

There was no documentation that units were
given for the two readings when indicated. Nor
was there any reason documented to expiain why
different numbers were recorded at the same
time.

*3/23

10:58 AM the BG was 135

11:43 AM the BG was 96

11:43 AM the BG was 135

11:44 AN the BG was 96

8:28 PM-thé BG was 237 - four units were given
8:28 PM the BG was 435

“ There was no dacuimentation to explain why

different niumbers were recorded at'the same
time. Nor was there any documeritation to
explain why different numbers were récorded at
the same time.

On 3/26/13, the administrator confirmed the
facllity could not ensure Resident #1 received the
correct amount of insulin by looking at the current
system of documenting BGs used by the facility.

A[though instructed to do so back in December

Bureau of Faclixty Standards
STATE FORM

£899

R40511

Jt-continuation sheet 7 of 19




PRINTED: 04/05/2013

o FORM APPROVED
Bureau of Fagility Standards _
STATEMENT OF BEFICIENGIES {X1) PROVIDERISUPPLIERICLIA {X2} MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:, A BUILDING: COMPLETED
_ 13R1013 B. WING 03/29/2013
NAME ‘OF PROVIDER OR SUPPLIER ' STREET ANDRESS, CITY, STATE, ZIf GODE
i
. - 1405 GURLEW DRIVE
GABLES OF AMMON MANAGEMENT, INC AMMON, ID 83406
{X4)ID __SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
' DEFICIENGY) :
R 008 Continued Fromi page 7 R 008

2012, the facflity staff did not consistently record
the units of Novolog insulin given to the resident.
Thére was no explanation why BGs were taken
within minutes of each other. There was no way
to determine what; if any amount of Novolog was
given. Further, during the month of March 2013,
there were no BGs recorded for Resident #1 at
breakfast & fimés, lunch 3 times and supper 10
times. '

The:facility falled to ensure'Resident #1's BG
measuretnents were taken and insulin given as
ordered. The facility also failed to investigate and
resolve abnormal BGs.

3. Resident #4,-an 85 year-old male, was
admitted to the facility on 2/11/13, with diagnoses
1 including dementia, insulin dependent diabetes
mellitus and peripheral neuropathy.

a. Insulin

On 2/26/13, during the facility tour, a caregiver

stated resident #4's blood glucose was ¢hecked

and insulin administered, if needed, by home

health hurses who came to the facility 4 times a
day.

A physician's order, dated 2/12/13, documented:
Novolog 100 units/ml insulin. “Give units per
sliding scale 4 times daily" :

0-119 =0 units

120 - 179 = 2 units
180 - 239 =4 units
240 - 299 = 6 units
300 - 359 = 8 units
360 - 419 = 10 units
> 400 = call MD

A. A full range audit

was conducted on all

residents requirinig blood
sugar checks and insulin, All
orders, mars and outside
service notes were reviewed.

_All discrepancies were

located in Outside Service
Providers Forms, Bluestep
mars, and clinical notes from
the hospice/home health
provider. To resolve this
issue, each company was
contacted to review their
documentation, The
companies did find clinical
notes documenting the blood
sugar checks and insulin
given within a different
report. Allof those were
pulled into one vital sign
report,

B. The home health and
hospice agencies are
delivering clinical notes
through portals, which can be
accessed by the Facility RNs
at any time, This will ensure
they are available to review
weekly,
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Resident #4's February and March 2013 MAR's
werée reviewed and the following was

| documented:

February MAR:
*2/11/13 at 4:30 PM, the MAR was initialed by a

facility caregiver that the medication was “done by}

homeé heaith."
*All other scheduled doses in February, except
for 4 doses, were initialed as given or held by

facility caregivers,

*The MAR was blank for 4 doses on:
*2/15 at 11:30 AM

*2{19 at 11:30 AM

*2120 at 8:00 PM

*2126 at 11:30 AM

There was no documentation on the MAR to
explain what the resident's blood glucose reading
was or how much, if any, insulif the resident.
received 4 times a day in February 2013. Further,
there was no explanation why the MAR was blank
for the 4 doses or why the facility caregivers
documented for the liome health nurses.

March MAR

*All scheduled doses in March, except for 2
doses, were initialed as given or held by facm{y
caregivers. The other 2 doses, 3/4 at 11:30 AM
and 3/18 at 11:30 AM, were blank on the MAR.

There was no dacumentation on the MAR to
explain what the resident's blood glucose reading
was. or how much, iF-any, insulin the resident
received 4 times a day in March 2013, Further,
there was no explanation why the MAR was blank
for the 2 doses or why the facility carégivers
documented for the home health nurses.

with the home healtivhospice
agencies to review diabetic
residents they care for will be
held every Friday.

D. Orders were clarified
with physicians for all
residents on insulin, and
Bluestep mars were updated
as needed.

E. Insulin and blood
sugar checks were changed
on our Bluestep mars for all
residents receiving these by’
home health/hospice
companies {o reflect that a
designated petson was
administering them. This
allows us to not ¢lutter our
mar and document any
different numbers that what is
being done by the agency.
The documentation will be on
the logs In the resident

TO0ImS.

F. On April 5,2013, a
letter was Faxed to all Home
Health and Hospice agencies
curtently secing residents in
oui facility, This letter
detailed the guidelines we
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Resident #4's record also contained "Outside
Service Report Form(s)."

The forms were completed by the home heaith
nurses when administering insulin {o the resident.

The following docuimentation was niissing:

*2/12. Only 3 of 4 scheduled doses documented.
*2{13. 1 of the 4 doses not timed.

*2/17. No documentation at all.

*2{21. 1 of 4 doses not fimed.

*2(23, 2{24, 2/25, No documentation.

*2/28. Only 3 of 4 doses documented.

1 *3/1. Only 1 of 4 doses dodurmented.
| *3/2. Only 2 of 4 doses dociimented.

*3/3 and 3/4, No documentation,
*315, On]y 2. of 4 doses documented
1 af ihe 1 documented doses is not_ timed.
*3/10. Only 2 of 4 doses documented.
*3111. Only 3 of 4 doses documented.
*312. 2 of the 4 doses not timed.
*3/14, No documentation.
*3/15.:2 of the 4 doses not timed.
*3717. 2 of the 4 doses not timed.
*3120. 1 of the 4 doses not timed.

Between 2/12/13 and 3/20/13 (37 days), Resident
#4 should have had 170 documented entries of
his blood glucose values and the insulin units
given, if needed. Of the 170 entries, 51 or 30% of
these entries were either incomplete or not found
at-all.

Upon surveyors request on 3/26/13, the facility

-administrator produced a computerized form from

the home health agency. This form documented
entries of Resident #4's biood glucose values and

.....
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. expect them to follow when
R 008; Continued From page 9 R 008

reporting to the facility about
cares they provide. This also
ehclosed examples of “not to
do” examples of Outside
Service Provider forms that
ate being left. Tt also showed
“to do” examples we expect
to sée, A copy ofthe letter
dated October 19, 2012, was
also enclosed reifiinding them
they had been asked to do
these things earlier during our
Tast survey.

G. The Facility RNs are
reviewirnig every Outside
Service Form and clinical
notes to make sure they aie
the same. They are also
providing follow-up on
Qutside Provider Forms they
leave if required.

H. Insulin logs arg in the
resident rooms for all
residents who are receiving
insulin by agency or self:
injection. Blood sugar levels
and units given are recorded
on these logs as well as the
date and time, The logs also
contain the eurrent order for
insulin to be given and

Bureau of Facility Staridards

STATE FORM

L24%:]

R40S1i

If continuation sheet 10 of 19




PRINTED: 04/05/2013

FORM APPROVED
Bureau of Facility Standards o _
'STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCGTION | (x2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDiNG‘ COMPLETED
) _ 13R1013 _ | B-WiNG 03/29/2013
NAME OF PROVIDER OR SUPPLIER ' N STREET ADDRESS, CITY, STATE, ZIP CODE
; A - 1405 CURLEW DRIVE
C;‘\ E3 l.[ffs (:)f; 1\]¥1]V1(3 hl ]\ﬂf\'ﬂlﬂ\(3!5]V1[5 r“'rg 'hl(: 1llu1nn':)rq. l [J E3:3¢1()(5
%4 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTIO | )
PREFIX {EACH DEFICIENCY $UST BE PRECEDED BY FULL PREFIX {(EACH CORREGTIVE ACTION SHOUL  BE COMBLETE
TAG REL:ULATORY OR L8G IDENTIFYING INFORMATION) TAG CROSS- REFERENCED TO THE AP' R -RIATE DATE
DEFICIENCY)
R-008| Continued From pagé 10 R 008

this:form wera alse incomplete. After comparing
both the "Outside Agency Service Form(s}" found
in the resident's record with the computerized
forms sent by the home health agency, multiple
entrigs still were incomplete. The following entries
were still either blank ot incomplete:

*2112 Onily 3 of 4 doses documented,
*3/2 Only 3 of 4 doses documented.
*3/4 Only 3 of 4 dosés documented.
*3/13 Only 3 of 4 doses documented.

The “Outside Service Report Form(s)” also
documented on 3/13 at 8:02 PM, the fesident's
BG was 204 and the resident received 4 units of
insulin. Then at 8:38 PM,the resident's BG was
180.and the resadent recelved aniother 4 unils of
insulin: There was no explanatlon in the residents
record why the BGs were taken and the résident
received 2 insulin doses within 36 minutes of
each other.

The facility obtained documentation of Resident
#4's insulin administration record from the home
health agency on 3/26/13, After revzewmg the
documentation received and compairing it to the
documentation maintained by the facility, facility
staff were unable to explain the discrepancies
ang thie incomplete documentation,

b. Medicatioris. Not Available

Resident #4's February.ahd March 2013 MAR's
warg reviewed and the following documentation
was noted rég'ardlng severa! médications not

i, Vitarin B-12, 1000 méeg/mil, give one tablet by
mouth daily.
The MAR was not clear whether the resident was

sliding scale ranges.

L The F. acility RN are
‘auditing the logs in rooms
weekly to ensure proper
dosages, times and
documentation are belpg
done, They aréalso
cotitinuing to compare them
with the outside service notes
and clinical notes to ensure
there are no discrepancies.

J. Posters are located
each resident’s room, for
those receiving insulin, with
signs/symptoms of
hypoglycemia and
Lyperglycemia, Staff is
being trained to inglude
observing for
signs/symptoms of these
issues, including when it is
appropriate to contact the
Facility RN, physician or 911
in necessary.

K. ‘Date of Compliance
will be May 12, 2013,

1. Medications not
availablé or given

Bureau of Facility Standards
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to receive pill (one tablet) or liquid (1000mcg/mI)
form of the medication.

*2/12 - 214 (3 days). The medication was not
available.
*3/15 - 328 (11 days). The medication was not

| available.

On 3/28, the medication cart was ohserved and
Vitamin B-12 could not be found in either pill.or
liquid form,

| li. Prednisone 5 mg Give 1 1/2 tablét by mouth

daily.

*2{17 and 2/18. The medication was not
available. .

*3/20 - 3/26 (6 days). The medication was not
available.

iii.Galcltriol 0.25mg take one tablet by mouth

*217 and 2/8. No documentation on the MAR.
*219. The medication was not avaiiable.

*2/10 - 2/11. The medication was documented as
given.

*2112. The medication was not available.

*2/13. The medication was documented as given,

*2/14 - 2/15. The medicalion was not available;

*2/18. The medication was documented as given.

*2{17. The medication was not available.

There was no explanation in resident #4's record

why the medicatioh was unavailable some days:
but given on cthers.,

iv. Allopurinol 300 mg give one tablet by mouth
daily. '
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Resolution:

1. Resident #4- was
-admitted to the facility from
LifeCare on February 7,
2013. There were
medications not readily
available after move in and
we oidered them from his
pharinacy irirfiédiately. The
pharmacy was unable to bill

some of the medications

through his insurance
because his wife had picked
them up earlier. .t took
several attempts to reachhis
spouse to bring in the
medication due to her
terminal illness, Stjll, we
audited his medieation mar to
find areas where medications
were missing and spoke with
pharmagy to place all meds
on cycle.

2. Resident #6- was
réleased from the hospital on
March 9, 2013. Staff
documerited a change in
medication, but orders
received by the facility did
not state the change. During
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R 008 Gontinued From page 12 ) called the hospital fo get full
*3/7 and 3/8. No documentation on the MAR. orders. The digoxin order
“3/9 - 3/11 (3 days). The medication was not was on that discharge list on
available. March 26,2013, Home
health delivered an order to
v.'Val:%rtzn (Diovan) 160 mg give one tablet by the facilify to discontinue
mouth datly. ‘{buprofen on March 21, 2013.
*¥3/17 - 318 (3 days). The medication was not The resident continued to
available. receive the medication for 6
. ) d .tl g L. L
Vi, Torasemide 20 mg give one tablet by mouth ays uritil discontinucd on
daly. March 26, 2013,
*3/2_4 and 3/25, The medication was not 3, Resident #10- was
available. givén‘an order to receive B12
vil. Pentoxifylline (Trental) 400 mg give one tablet injections twice monthly in
by mouth daily, January. She only received
_ . . : one injection. The orde
*317 and 3/8. No documentation on the MAR. 'J‘ on & order
- changed to every 1 ¥ weeks
*3/8 -3/11 (3 days). The medication was not on February 22, 2013. The
available. order was not implemented
and the resident received one
viil. Simvastatin 40 mg Take one tablet by mouth LT
once daily, injection for February, The
A medication was still incorrect
*3/8 - 3/10 (3 days). The medication was not upon survey on March 27,
available. 2013,
ix. Chlorthalidone 25 mg Give 1/2 tablet every
morping. A Medication order
. cati { available discrepancies discovered in
*3/10. The medication was not avai . the survey were reviewcd,
x. Vitamin D 1000u give one tablet by mouth clarified with the physicians,
daily. and corrected in the Bluestep
o i mars.
*2/12 - 214 (3 days). The medication was hot ar
Bureau of Fagility Standards -
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available.
*3/24 - 3/25. The medication was not available.

xi. Vitamin G 1000u give one tablet by mouth
daily.

*2/12 - 2/19 (8 days). The medication was not
avaitable,

*3/18 - 3/25 (8 days). The medication was not
available.

On 3/28/13 at 11:30 AM, the blister pack for
docurnented "Vitamin C 500 mg," take 1 tablét
daily. Only 1 tablet was observed in each blister.
The caregiver assisting the surveyor with
reviewing Resident #4's medications confirmed
the resident had beeh receiving the wrong dose
of the medication.

In February 2013, of 85 scheduled doses of
medications, Resident #4 did not receive 19

doses, or22% of scheduled medication because
‘the medication was not available,

In March 2012, of 250 scheduled doses of
medications, Resident#4 did not receive 44
doses, or 19% of scheduled medication because
the medication was not avaitable, Further,
Resident #4 received the wrong dose of Vitamin

C.

On 3/28/13 at 10:15 AM, a medication technician -

stated there werée times when the fagility ran out
of regident's medications in the medication cart.
She further stated, although the medications may
be in‘the medication room often they could not be
found.

B. The facility secured a
RN Consultant in February
20, 2013 to audit Bluestep
mars, medication orders,:and
medications available, She
was inthe process of a
thorough audit of all resident
recards during survey., Any
diserepancies located were
fixed immediately and
medications were ordered.
The RN Consultant has
completed the first audit and
continues to audit all
medications ordered and the
nursing team’s response with
them.

C, We recently hired
another RN to assist the
nursing team and corrent
Facility RN with managing
resident cate and
medications. Both RNs will
¢heck new orders to ensure
they are being implemented,
ordered and available to give.
They will review each other’s
implementation of
medications and sign off they
are correct.
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D, All medications are
On 3/28/13 at 10:30 AM, the resident care checked into the facility
coordinator assistant stated she was a new through the Facility RN, or
employee to the facility and did not know why so shift supervisors. They will
many medications were not available, She further check the medieation for
stated she was not familiar with the reordering i . L
pfocess., order accuracy and place in
med carts,
Between 2/26/13 and 2/28/13, two medication
technicians and the facility LPN described B .
different processes when asked how medications ) The nursmg
that were running out, were réordered in the manage:nent leam is
facility. For example, one medication technician performing weekly audits of
stated, when there were only 8 doses left, the the med carts to find
fiedication was reordered. Another technician medications that B diob
stated when the medication ran out, they filled out 15Iha% noed 10 be
a forim notifying the nursing office personnel. The ordered ptior to them being
LPN stated, the cart was being monitored for out:
medications running out. E. Bluestep, which is
Between 2/11/13 and 3/28/13, 45 days, Resident the gl‘cctroj_n_jg mar and
#4 missed 69 doses of various medications charting service we use for
Ee(r:tiuset;he meglCE;iIOHS were ot ?}:raflabEe resident records, contains
urther, the resident was receiving the wrorig g o
dose of Vitamin G. There was no-documentation qu_ghfy assurance reports
in the resident's record to explain the multiple built into the system,
missed medications, wrong dose or how some “Yesterday missed
medications couild be given one day, missing the medications” reports are
next, then given the next day and missing the day willed daily and reviewed b
after that, Nor was there documentation Resident pulled daily and revicwed by
#4's physician had been notified. the Administrator and
4 Resident #6.-an 86 d fomel Facility RN All meds not
4. Resident #6, an 86 year-old female, was Qe .
admitted to the facility on 11/16/11, with a signed for are noted and aides
diagnoses including dementia and heart disease. who were on the cart are
called back in to review if
a. Digoxin they were given or not and
On 3/9/13, Resident #6 was discharged from the ?'vhy. Sf"‘ﬂ:is learning -_fron?
hospital with a new diagnosis of "néw onset a-fib instruction and we are finding
Buroau of Facility Standards
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(atrial fibrillation,)" and a physician's order for
“Digoxin 0,125 mg PO daily".

A facility “Shift Ghange Notes" form dated,
3/11/13, documented, “{Resmient #6's name} is
now on Digoxin in the mornings.”

On 3/26/13, Resident #6's March 2013 MAR did
not have Digoxin documented on it.

On 3/27/13 at 10:25 AM, the facility administrator
confirmed the resident had not received the
Digoxin and stated the facility was not aware of
the order.

On 3/28/13 at 12:00 PM, Resident #6's
medications were reviewed. The Digoxin order
had been added to the MAR and the medication
had been received from the pharmacy. The label
on the blister pack, dated 3/26/13, documented,
Digoxin 125'mcq take once daily. Thé blister pack
was ohserved with 28 pills left and 2 missing,
dated 3/27 and 3/28.

Between 3/9/13 and 3/26/13 {17 days), the
resident did not receive Digoxin as ordered by her
physician.

b. |buprofen

A physician's order, dated 3/21/13, documinted,
"Discontinue ibuprofen 600 mg TID."

On 3/26/13, Resident #6's March 2013 MAR
documented ibuprofen 600 mg TiD, The MAR
was annotated that the resident recewed the
medmatuon 3 times on 3/21, 3/22, 3123, 3!24
3/25, and once on 3/26/13.

Between 3/21/13 and 3/26/13 {5 days), the

AMMON, ID 83406
{¥4) ID SUMMARY STATEMENT OF DEFICIENCIES 1B PROVIDER'S PLAN OF GORREGTION x5)
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[y =t alTey L TN
- very few issues lately. This
R 008| Continued From page 15 R 008 will continue daily as part of

the routine and job
description.

G. A letter dated April
3, 2013 was sent to all
residents’ physicians
requiring that any medication
prescriptions be faxed to our
facility for order and fiof
called-in to pharmacies for
delivery. It explainéd the
rules and regulations {0
administer medications
iri¢liiding that all
medications; even over-the-

counters, require a doctor
sighature tor us to assist with
administering them.

H., A letter dated March
31, 2013, advised the current
residents of the facility the
need to uséone preferred
pharinacy to enable the
nursing departmi¢nt to
manage medicatiohs more
accurately. This letter was
followed up with an
addendum/reminder letter
dated April 16, 2013, 4Care
pharmacy will be our
preferred pharmacy to fill
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prescriptions for our
residents. This will allow

resident received ibuprofen after the physician o taff to be more
had discontinued the medication. fursiog s

R 008; Continued From page 16 R 008

efficient and accurate with

The facility failed to implement new physician's checking in medications as
orders for Resident #6's cardiac medication for they ate delivered.

17-days and ibuprofen for 6 days. o ;

5. Resident #10, an 84 year-old female, was L Staff training
admitted to the facility.on 11/14/12 with diagnoses meeting was held on April 5,
that included coronary artery disease and 2013, where staff was in-

syncope episodes “passing out, serviced on proper
Vitamin B-12: According t6 Web MD on 4/3/13, documentation. This training
an article was wiitten explaining what signs and included a workshop with a
symptoms a persan may experience when they o .

have b&en diagnosed with a deficiency of vitamin tram‘mg .statlon f'or

B12, The article explained the deficiency may medication passing. Staff

lead to a “vitamin B12 deficlency anemia." If the was required to match blister

anemia'worsens it may cause symptoris such as; packs to {hie Bluestep miar

"weakhess, Itirednes’,‘s or light-héadedness, rapid and provide proper

heartbeat...! . o
ddcumentation for

Resident #10's record contained a physician's assisting/refusals of

order, dated 11/28/12, which documented the medicatiors,

resident needed o be "seen for blood work prior ) L .

to ordering B12" injections. T. ' A staff tr’ammg
meeting was again held on

Aphysician's order, dated 12/11/12, documented April 19, This staff training

Resident #10 was to receive an injection of 1 diséussed medications and

milliliter of B12 every month. . ,

documenting appropriately
Resident #10's MAR for December 2012, did not specifically. Examples of
document the resident received an injection of correct medication passes
Vitamin B12 as ordered, The physician's order
was transcribed on the MAR and documented,
"Vitamin B42 1000 mcg/m! give 1 ml once
monthly on'Décember 20, 2012." K. Stand up meetings
atre being held at every shift
to reinforce correct

were used.

A physician's order, dated 1/2/13, documented
Resident #10's Vitamin B12 order had been

Bureau of Facility Btandards
STATE FORM 4899 R40S11 It continuation sheel 17 of 19
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changed and was to be given "twice a month:"

The January 2013 MAR documented the resident
was given only one B12:injéction on 1/21/13.
However, the order on the MAR documented ihe
B12 was to be given "twice a ronth."

A physician's order, dated 2/22/13, documented
Resident #10's B12 injection order was changed
to'be given every 1.5 weeks.

The February 2013, MAR documented the
resident was given one B12 injection on 2/18/13.
The resident did not receive her B12 injection on

2128113, as ordered. The MAR was not congruent |

with the current physician's orders as the MAR
directed the nurse to inject; "Vitamin B12 give 1
ml of B12 once-a month on February 20, 2013."

| The March 2013, MAR documented the resident

was given a B12 m;ectaon on 3/5/13 and on
3/18/13, but was not given every. 1.5 weeks as
ordered. The MAR was not updated fo reflect the
order change and directed the nurse to give,
“Vitamin B12" twice a month."

On 3/25/13 at 2:30 PM, the facility RN stated she
had started working for the facility the beginning
of March 2013, and confirmed medications and
physician's orders were not congruent.

On 3/27/13 at 3:10 PM, the facility RN stated she

was not aware Résident #10's physician's order

for B12 injections had been changed to be given

every 1.5 weeks, nor was she aware the resident
had not been receiving the correct dose since it
was ordered on 12/11/12.

Resident #10 was not given her Vitamin B12

|nject|on as ordered from December 2012

(X5)

COMPLETE

DATE

%4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY.MUST BE PRECEDED BY:FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) IAG GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
, : medication passing and
R Continved From page 17 08 documentation. Any

medication changes or holds
are being discussed at these
meetings as well as electronic
documentation on the
Bluestep shift change notes
aud foar,

1. Medications not

administered the previous
day are discussed during

Stand-Up meeting every
morning. The nursing
management team returns
later in thie day for a Stand-
Down meeéting to review if
the medications are ordeéred,
in the building, or
documented incofrectly.
Aides who have documented
incorrectly are in-serviced
immediately.

M. The Facility RNs
were in-serviced that every
time a resident goes to the
hospital orders need to be
received immediately. If
necessary, we will request
they be faxed to the facility to
assure we do not miss any
changes.

Bureéau of Faclaty Standards
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through March 27, 2013, due to physician orders.
not being followed and MARs not being congruent
with current physiclan’s orders,

The facility failed to provide appropriate
assistange and monitoring of medications for
Residents #1, #4, #6, #8 and #10. This failure

résulted in inadequate care.
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{4y 10  SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; ‘DEFICIENCY)
R 008 Continued From p&ge 18 R 008 N,

Any medications

entered into Bluestep mars,

Facility RN ot the RN
Consultant. The order will be
reviewed and compared to
the mar. This will ensure that
medications are entered
correctly and that

not missed.

0.

A form was

developed for residents and
their families to take to any
doctor appointments. This
form will have any situations
currently presenting for the
resident as well as areas for
the doctor to make follow-up
commerts or tnedications
orders. "These forms need to
be returned to the facility
after the appointment by the
resident. A lefter dated April
24, 2013, waé sent to the
families and residents to -
make them aware of this
policy change,

P.

Date of Compliance

will be May 12, 2013.
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MEDICAID LICENSING & CERTIFICATION - RALF

ASSISTED LIVING
{DAHO DEPARTMENT ©F P.O. Box 83720 Non-Core Issues

Boise, ID $3720-0036
HEALTH « WELFARE (208) 3346626 fax: (208) 364-1888

Punch List

Facility Name Fhysical Address Phone Number
Gables of Ammeon 1405 Curlew 208-542-3400

Administrator City Zip Code
Amy Rackham Amman 83406

Team Leader Survey Type Survey Date
Donna Henscheid Licensurg, Follow-up and Cemplaint 03/29/13

NON-CORE ISSUES

e
= P I
2 225.02 Residents #2 and #9 did not have behavior management plans in place. 5/2‘/5 9
3 250.15 The facility's call system malfuﬁctioned frequently, ~
4 305.02 Resident #5's insulin order needed ¢larification. **COS**
5 305.03 The facility RN did not document an assessment when Residents #1, 2, 4, 6, 9 and 10 had changes in their mental or physical conditicon.
¥ Repeat - previously cited on 3/13/12%**
6 310.01.¢ The faclity did not maintain temperature logs on a daily basis for refrigerated medications. This includes residents' refrigerators,
7 310.02 Previously discharged residents' medicaticns were kept at the facility and used for current residents.
8 310.04.2 A behavior modifying medication was requested by the facility for Resident #4 to address his behaviors prior to attempting
non-fnedication interventions.
g 320.08 Resident #2's NSA was not updated when the resident experienced a significant decline and required additional ADL assistance such as
two person transfer, use of gait belt, and assistance with bathing. Resident #10's NSA was not updated tc describe the ‘
level of assistance required for showers. o
10 350.02 The administrator did not document a complete investigation was conducted when Resident #2 had bruising of an unknown origin. 5/2%39
***Re;{geat - previously cited on 9/26/12%** o

Response Required Date

04/28/13

Date Signed

BFS$-686 March 2006

Slgnjtz(e of Facility Representative

9/04
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MEDICAID LICENSING & CERTIFICATION - RALF

ASSISTED LIVING
IDAKO DEPARTMENT OF P.0. Box 83720 Non-Core |ssuss

Boise, |ID B3720-0036 .
HEALTH « WELFARE {208) 334-6626  fax: (208) 264-1888 Punch List
Fachlty Nare Fhysical Address Phone Mutnber
Gables of Aminon 1405 Curewy 202-542-3407
Administeatar ity Zip Code
Amy Rackham Amman B3405 . -
Tearn Leader Survey Type ) Survey Date -
Danna Henscheld Licersure, Follew-up and Cornplaint 03/289/13
NON-GORE ISSUES _
THEME. [, .. RLLE % ! | RATE: T PLSG
Sl 160322 i .| RESQLVED-} USE

1 625,03

All staff did not have training rega rding how to document and report incidents such as falls,

T

12 63003 10 of 10 staff did not have developmenial disability training, ,5/21/3 :-) M

13 7F11.0% Residents #4 and #2 did not hawe behavior tracking records. 5/;,//

14 T11.08F The fechity did not have current cutsicle agency notes for Residents #1 #2,and 48, +*CO5™ - ) '—’_'

15 7111 Thera were multiple holes In sesidents' MARS and no docurmnented reasgn the medication was not taken or given. 5}&, Ajﬁé’ﬁ
¥ ¥Repeat - previously ched on BI267 J¥ ,' I

15 600,054 The administrekor did net provide supervision to ensure staff provided ADLs as required, For 2xample: Oxygen use, toileting neads,

laundry, shaving, repasitioning, showers, and Ted hose and hesl pratector boats were put on and remewved as erdsred.

Gy oy Wt Coe T cETETTTT

Respanse Required Date
(428513

=
Ew{:ilﬁy Repressntative

Date Signed

BFS-686 harch 2005

% k!
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,.1‘ 'h‘ IDAHO DEPARTMENT OF
o [IEALTH « WELFAREFoo0d Establishment Inspectlon Report

Residential Assisted Living Facility Program, Medicaid L & C
3232 W, Elder Street, Boise, 1daho 83705

208-334-6626 ‘ Critical Violations Noncritical Violations
# of Risk Factor 3— #of Retail Practice I
- Violations Violations J
F:é{abhshmeﬂt Name ator e e
("
(ﬁd(r S S{,;j 4L (*% ){’\‘f\ POy BT S VNP Q\( ¢ \dcm < #of Repent fof Repeat
- Violati | Violati
: Al!«ﬂ CMA#WDWX o Iﬁﬂh ey Qn %’%‘ L)lkp iolations z lations - ——
unty = Estab EHS/SUR. spection time: Travel time: s g A
TN e \Ia (V) \D OAIY aore eore "L—
Tapection Type. | =~ RKisk Category: gt;ltl:w-Up Report: OR ODr:IEE?tc Follow-Up: T RN A
el ™
Ftems marked are viofations of Ida[}é’)é Fdod Code, TDAPA 16.02.19; and require correction s noted.
R 12, o3| kR
\}')N ] LY )N NO NA| 15 Proper cocking, time end temperature (3-401) a4
(‘[ YN WO NA [ 6. Reheating for hot hokiing (3-403) gla
- - . i TR . ([ YyN WO WA [ 17. Cooling £3-501) alo
LY ON 2 Exclusion, restricion and reportin aja TN NO NA | 18. Hotholding (3501} ala
: : - NQ N/A | 19. Cold Holding (3-501
Wy N 3. Eating, tasting, drinking, or tobacco use {2-4071) aid ’i("‘}] oo 0 - ) — gl
FPYN 4. Discharge from eyes, nose and mouth (2-401) o ij NO A | 20. Date marking and dspostion (3 501) Q1
- : i @N NG NA 21. Time as a public heaith control {proceduresiecordsy ajo
¥ (N 5. Clean hands, properly washed (2-301) aig
6. Bare hand contact wifh ready-fo-gal foods/exemplion - 22. Consumer ad\usoryfor rawi or undercooked food
@ | a{a Y(N ) . afo
TN 7. Handwashing Facilties (5-203 & 6-301) ala .
) B v 23. Pasteunzecﬁfoods used avo:dance of.
1YY N . [ 8. Food abtained from approved source (3-101 & 3-201){ LA | 1 s rotibited foods (3-801) - ‘
¥) N . |.9. Recelving tempesatura ! condition (3-202) a|jg 25, . :
"’j 40. Records; shellstock tags, parasite destruction, (Y N NA 24. Addifives/ approved, unapproved (3-207) a{a
Y N@’A .| L required HACCP plan (3-202 & 3-203 ajQ “Y N 25. Toxic substances pmpeflyldenhred stored, used alo
‘ o0 7-101 thraugh 7-301
"Y) N NA_| 17 Food segregated, separated and protected (3-302) | O | O . : >
0¥ N A | 12 Foud contact sufaces ciean and saniized alo Y N (NA 26. Gompliance with variance and HACCP plan (8-201) | &I [ O3
- (45,48, 47) b . —
v‘l’) N 13. Reluned / resenjice of food (3:306 & 3-601) a|a Y = yes, in complines N =no, not in, compliance
(VAR iehard T X N/O =not observed WIA =nat applieable.
i N 14. Dlsbardlnglrecondlimn;ng unsafe food (3-701) : R R 05— Coreected on-site B Renext violafion *
B =CoSorR
«
i N ' . o lk((\“) : [ de “&9941 Q‘\A\\’l 6:\»:7
oo o 2 { ’Q'\ Mo (M7 ff\f Q\‘&\{“ Y j.\} !.Q)l‘\(’ = « N(\ [ () .
_ cos | R ‘ cos | ® cos | R
\ﬂ;i 2. Use of ioe and padleurized egge a O | O | 3. Foodcontaminalton a L) § [ | 42 Foodulensilsfin-use a a
[ § 28 Waer scurcs and quanlily a1 aia ihggluipmeni forlenp: O 1 O & O 43 ThermometersiTest drips a|ra
1 { 28 Insedlshgderisfanimals | O § O 36 Percona cleanlinass a O | Q| 44 Warewashing faclily [ (|
Q | 3% Foedand nafoad contet sufaces consiructed, O | O | Qs Fediseledoondion | O | O | O | 45 wingeithe ol o
| 31, P’“?’b'“g Instafled; cross-cannection; back fow d a 3 | 38. Planl food cooking a a [ | 46. Ulensi & single-sewvice storage a a
pravertfon i
3 | 32 sewage and.wasle water dispasal a O | | 3 hawing a 0 | Q| 47 Physical facilities a [}
O | 33, Sinks contamind ed from clearing mainenance foolg ()} O § 03| 40 Toilei faolities g 0 | O} 48 Spesiaiized processing methods [ ]
' a ;1 Ssa:;iage and refuse 0 O O | 49:Other ] a
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. “BUTCH" OTTER — GovERNCR TAMARA PRISOCK — ADMINISTRATOR
RICHARD M, ARMSTRONG — DIRECTOR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PRoGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FAGILITY PROGRAM

P.0, Box 83720

Boise, [daho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1888

April 15, 2013

Amy Rackham, Administrator
Gables of Ammon Management, Inc.
1405 Curlew Drive

Ammon, ID 83406

Dear Ms. Rackham:

An unannounced, on-site state licensure/follow-up survey and a complaint investigation was conducted
at Gables of Ammon Management, Inc. from March 25, 2013 to March 29, 2013. During that time,
observations, interviews, and record reviews were conducted with the following results:

Complaint # ID00005836

Allegation #1: An identified resident was admitted to the facility on 11/14/12, and the
administrator could not find a completed admission agreement, interim care
plan or current care notes, in the resident's record on 11/23/12.

Findings #1: The identified resident's record was reviewed on 3/27/13. The record contained
an admission agreement that was signed and dated on 11/15/12, by the
administrator and the identified resident. Further, the record contained an
interim care plan/nursing assessment, dated 11/14/12, The record also contained
a State Uniform Assessment Instrument {(UAI), which was completed by a
Regional RN on 11/23/12. The Regional RN documented on the UAL that the
facility had not completed the admission agreement, interim care plan or other
necessary components required for the admission.

Between 3/25/13 and 3/29/13, eleven sampled residents' records were reviewed
and all records contained the appropriate paperwork, including current care
notes. '

On 3/28/13 at 9:18 AM, the identified resident stated she completed admission
paperwork with the administrator upon admission to the facility. She stated, the
facility RN came to the hospital before she was admitted and completed an




Amy Rackham, Administrator

April 15,2013
Page 2 of 2

assessment. The resident stated she had been receiving appropriate care and
services since her admission.

On 3/28/13 at 10:23 AM, the administrator confirmed the identified resident's
admission paperwork had not been in her record when the Regional RN visited
the facility. However, the administrator stated the admission paperwork had
been completed and was later found in the nurse's office. The administrator
stated since that incident occurred, the facility had changed the procedure on
how to handle admission paperwork. She stated the office clerk was now
responsible to place all the admission paperwork directly into new residents'
binders (records) to ensure the information was readily available to statf.

On 3/28/13 at 1:45 PM, a friend of the identified resident stated she was with
the resident the day she was admitted. The friend stated she observed the
administrator and the identified resident filling out paperwork to complete the
admission process.

Substantiated. However, the facility was not cited as they acted appropriately by imnplementing a new
process for completing a residents’ admission paperwork to ensure it is maintained in their records in an

organized manner.

As no deficiencies were cited as a result of our investigation, no response is necessary to this report.
Thank you to you and your staff for the courtesies extended to us on our visit.

Sincerely,

D:Pnj)gh - s b

enscheid, LSW
Health Facility Surveyor
Residential Assisted Living Facility Program

dh/inme

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




IDAHO DEPARTMENT OF

- HEALTH « WELFARE

C.L. "BUTGH" OTTER — GoveroR TAMARA PRISOCK ~ AnMiMiSTRATOR
RICHARD M. ARMSTRONG — DirecToR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PROGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.O. Box 83720

Boise, [daho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1868

April 15, 2013

Amy Rackham, Administrator
Gables of Ammon Management, Inc,
1405 Curlew Drive

Ammon, ID 83406

Dear Ms. Rackham:

An unannounced, on-site state licensure/follow-up survey and a complaint investigation was conducted
at Gables of Ammon Management, Inc. from March 25, 2013 to March 29, 2013. During that time,
observations, interviews or record reviews were conducted with the following results:

Complaint # ID00005956

Allegation #1: An identified resident did not receive emergency medical treatment in a timely
manner after she fell and sustained an injury.

Findings #1: Substantiated. The facility was not cited as they acted appropriately by getting
the identified resident appropriate treatment after discovering the delay,
re-educating all facility staff regarding proper emergency protocols and
disciplining staff that were involved with the incident. However, the facility
received a deficiency at IDAPA 16.03.22.305.03 for the facility nurse not
assessing other residents after they had a change of condition. The facility was
required to submit evidence of resolution within 30 days.

Allegation #2: ‘The facility did not follow an identified resident's physician's orders for
coumadin and B12 medications E

Findings #2: Substantiated. The facility was not cited as they acted appropriately by making
corrections to the resident's medications and disciplining staff for improper
medication oversight. However, the facility was issued a core deficiency at
IDAPA 16.03.22.520 for currently having similar problems with other residents’
medications. The facility was required to submit a plan of correction within 10
days.




Amy Rackham, Administrator

April 15,2013
Page 2 of 2

Allegation #3:

Findings #3:

Allegation #4:

Findings #4:

The facility did not take a an identified resident's vitals as ordered.

Substantiated. The facility received a deficiency at IDAPA 16.03.22.600.05 for
not providing supervision to ensure cares, such as vital signs, were provided as

- ordered. The facility was required to submit evidence of resolution within 30

days.
Medications were allowed to accumulate in the facility

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.310.02 for
allowing discharged residents' medications to accumulate at the facility and using
them for other residents. The facility had to provide evidence of resolution
within 30 days. '

A core issue deficiency was identified during the complaint investigation. Please review the cover letter,
which outlines how to develop a Plan of Correction. The Plan of Correction must be submitted to our
office within 10 (ten) calendar days of receiving the Statement of Deficiencies.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference, on 03/29/2013. The completed punch list
form and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be
submitted to this office within thirty (30} days from the exit date.

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,
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Donna Henscheid, LSW
Health Facility Surveyor
Residential Assisted Living Facility Program
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c: -Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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