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June 26, 2012

Tamara McCann, Administrator
Emeritus At Summer Wind
5955 Castle Drive

Boise, ID 83703

License #: RC-480

Dear Ms. McCann;

On May 3, 2012, a licensure/follow-up survey and complaint investigation was conducted at Emeritus
At Summer Wind. As a result of that survey, deficient practices were found. The deficiencies were
cited at the following level(s):

¢ Core issues, which are described 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 Pollly Watt-Geicr, MSW, Health Facility Surveyor,
‘Residential Assisted Living Facility Program, at (208) 334-6626.

Sincerely,

/Paﬂy Nt Beis #59
Polly Watt-Geier, MSW
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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May 14, 2012 CERTIFIED MAIL #: 7007302000140507626

Tamara McCann, Administrator
Emeritus At Summer Wind
5955 Castle Drive

Boise, ID 83703

Dear Ms, McCann:

Based on the state licensure/follow-up and complaint investigation conducted by our staff at Emeritus At
Summer Wind between April 30, 2012 and May 3, 2012, we have determined that the facility failed to

appropriately assist and monitor residents' medications.

This core issue deficiency substantially limits the capacity of Emeritus At Summer Wind to furnish services
of an adequate level or quality to ensure that residents’ health and safety are safe-guarded. The deficiency
is described on the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a'potential enforcement action. Correction of
this defictency must be achicved by June 17, 2012. We urge vou to begin correction immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering 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?

K 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.c., what quality assurance program will be put into
place)?

) ‘What date will the corrective action(s) be completed by?



Return the signed and dated Plan of Correction to us by May 27, 2012, and keep a copy for your records.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop.

In accordance with Informational Letter #2002-16 INFORMAL DISPUTE RESOLUTION (IDR)
PROCESS, you have available 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 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 [DR 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..,

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

June 2, 2012, ‘
If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities in Idaho, the Department will have no alternative but to initiate

an enforcement action against the license held by Emeritus At Summer Wind.

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

Sincerely,

JAMIE SIMPSON, MBA, QMRP

Program Supervisor

Residential Assisted Living Facility Program
Medicaid Licensing & Certification

ISlowg

Enclosure
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The following deficiency was cited during the
licensureffoilow-up survey and complaint State Suwey. Plan of
investigation conducted between 04/30/2012 and Correction
5/3/2012 at your residential carefassisted living
facility. The surveyors conducting the survey ‘
were: L . !
The following is Summer Winds
Polly Watt-Geier, MSW Plan of Correction to the }
Team Leader Department of Social and Health |
Health Facility Surveyor Services Statement of Deficiencies
Rachel Corey, RN, BSN dated May 03,‘ 20].2 and.l ecezvec'i‘
Health Facility Surveyor at the community via certified mazli
on May 17, 2012 This Plan of
Rae Jean McPhillips, RN, BSN Correction is not lo be construed
Heal;h Facility Surveyor as an admission of or agreement
Survey Definitions: wz'thl the ﬁndmgs and conclusions i
outlined in the Statement of i
AM = morning Deficiencies. Rather, it is !
Appt = appointment submilted as confirmation of our !
IcsaGp _ l(a}l:;sdug]géucose level ongoing efforts to comply with all |
DIC = discontinue statutory and regulr:ztory -
HS = before bedtime requirements. In this document, we
LPN = Licensed Practical Nurse have outlined specific actions in |
MAR = Medication Assistance Record response to each allegation or .
med = medication di We h ot presented all
mcg = microgram findings. We have not p
mg = milligrams contrary factual or legal
PM = afternoon arguments, nor have we identifi ed
PO = By Mouth all mitigation factors.
QID = four times a day
RN = Registered Nurse
tab = tablet
R 008 16.03.22.520 Protect Residents from Inadequate | R 008
Care, .
Bureau of Facility Standards
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The administrator must assure that holicies and
procedures are implemented to assure that all
residents are free from inadequate care.

This Rule is not met as evidenced by:

Based on observation, interview and record
review it was determined the facility did not
provide appropriate assistance and monitoring of
medications for 4 of 12 residents (#4, #5, #6 and
#10) whose records were reviewed. The findings
include:

I. Insulin

1. Resident #6 was admitted to the facility on
10711102, with diagnoses which included
diabetes, cognitive impairment and limited vision
in right eye.

A physician's order, dated 3/1/11, documented if
the resident's BG was less than 120, lower
Humailog insulin to 30 units.

Another physician’s order, dated 4/20/11,
documented the resident was supposed.to
receive 37 units of Humalog before meals and at
bed time

Resident #6's February 2012 MAR also
documented the resident was to receive the
following sliding scale insulin:

BG 0 - 160 = 0 units
BG 161 - 200 = 2 units
BG 201 - 250 = 4 units
BG 251 - 300 =6 units
B8G 301 - 350 = 8 units
8G "351 OR" = 10 units

1. Rule # 16.03.22.520 Protect Residents fiom'
inadequaie care,

I. Corrective Action: Resident #6, #5-&5‘
#4, !‘
|

|

1. Insulin i |

A request was sent to physician for
clarification on Resident #6 insulin related
to his Humalog order on 5-1-12 and was
;;eceived back on 5-3-12. (Sce attachment |
1) ’

A request was also sent to Resident #6°s

physician to clarify our insulin sliding |
scale order and to clarify the actual date ofu‘
the discontinuation of the resident’s |

sliding scale. (See attachment #2)

BG parameters have been ordered and
clarified with Resident #6’s physician.
These parameters have been transcribed
onto the MAR. An in-service was held
with all Med-Techs to support they
understand the parameters ordercd and
when to contact the licenscd nurse.
Resident #6’s new insulin orders along |

 with new BG paramelers were reviewed |
during this in-service, Hypoglycemia and
Hyperglycemia were also covered during
this in-service. (See attachment # 3)

Condinuned on page 3
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Continued From page 2

The following errors were documented on the
February 2012 MAR:

* On the following dates, the resident was not
assisted with the appropriate amount of slldlng
scale insulfin.

213 - AM BG was 155: the resident was given 2
units of sliding scale insulin; however, the
resident should not have received any insulfin.

2/7 - HS BG was 303; there was no additional

sliding scale insulin documented as being given,

however, the resident should have received 8
units.

2/8 - HS BG was 125: the resident was given 2
units of sliding scale; however, the resident
should not have received any insulin.

2/17 - PM BG was 199: there was no additional

sliding scale insulin documented as being given;

however, the reSIdent should have received 2
units.

2/20 - Noon BG was 302: the resident received
18 units of sliding scale insulin; however, the
resident should have only received 8 units.

2/21 - HS BG was 225: there was no additionai

sliding scale insulin documented as being given;

however, the resident should have received 4
units.

2/27 - AM BG was 161: there was no additional

sliding scale insulin documented as being given;

however, the resident shouid have received 2
units.

229 - PM BG was 226: there was no additional

Med Techs completed an additional 2
hour training with the facility licensed
nutse (see attachments # 4 & #5) which
included the importance of aecuracy ;
during a medication pass, the 6 Rights of
medieation administration, and eorrect
documentation. |
Current orders for Resident #6 no longer -
require the resident to determine his |
insulin dose based on blood glucose
levels. The facility nurse has completed a |
self medication assessment related to seif |
injection ability for Resident #6. |
|
Medication issnes have been investigated
and summaries have been completed for }
the medication issues. Resident #6°s
physician and responsible party have been
notified. |
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sliding scale insulin documented as being given;
however, the resident should have received 4
units. -

* On the following dates, the resident's BGs were
under 120; howevaer, the resident was assisted
with 37 units of insulin, rather than the prescribed
30 units:

212 -HS BGwas 78
2/7 - PM BG was 116
2/18 - AM BG was 55

* On the following dates, 30 units and 37 units of
insulin doses were signed as given. It could not
be determined if the resident received 30, 37 or
67 units of insulin;

2/6 - HS
219 -HS

* The resident's HS BG on 2/17 was not
documented, however the medication aide signed
that both the 30 and 37 units of Humalog were
given. It could not be determined how much
insulin the resident should have received or if the
resident received 30, 37 or 67 units of insuiin.

* There were no documented BG levels for the
following days; therefore, it could not be
determined if the resident received an appropriate
amount of insulin:

211 - AM
2/4 -HS
2114 -HS
2/18 - HS
2/25 - PM
2/25-HS

Bureau of Facility Standards
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* On the following dates, it could not-be
determined if the resident received insulin, as
neither the 30 or 37 units were signed as given:

2/4 - PM BG
2/5-PM BG
2110 -PM BG
2111 -PM BG
212 -PM BG
2115 -HS
2/16 - HS

There were a total of 27 documented errors with
Resident #6's insulin in February.

Resident #6's March 2012 MAR documented the
following sliding scale:

BG 0 - 180 = 0 units
BG 161 - 200 = 2 units
BG 201 - 250 = 4 units
BG 251 - 300 = 6 units
BG 301 - 350 = 8 units
BG "351 OR" = 10 units

The following errors were documented on the
March 2012 MAR, befween 3/1 through 3/15:

* On the following dates, the resident was not
assisted with the appropriate amount of sliding
scale insulin: '

33 - PM BG was 141: the MAR documented the
resident was assisted with 2 units of the sliding
scale insulin, but he should not have received any
additional sliding scale insulin.

3/4 - HS BG was 180: there was no additionall
sliding scale insulin documented as being given,
however, the resident should have received 2

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER’S PLAN OF CORRECTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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units

3/6 - HS BG was 220: there was no additional
sliding scale insulin documented as being given;
however, the resident shoufd have received 4
units

3/7 - Noon BG was 259: the MAR documented
the resident received 4 units of sliding scale
insulin; however, the resident should have
received 6 units.

3/8 - AM BG was 262; the MAR documented the
resident received 4 units of sliding scale insulin;
however, the resident should have received 6
units.

* On the following dates, the resident's BGs were
under 120; however, the resident was assisted
with 37 units of insulin, rather than the prescribed
30 units:

3/5-PM BG was 103
3/5-HS BGwas 113
312 -PM BGwas 79

*On 3/2 the HS BG was not documénted:
therefore, it could not be determined if the
resident had received the appropriate amount of
insulin.

*On 3/9 the PM BG, both the 30 and 37 units of
insulin were signed as given. It could not be
determined if the resident received 30, 37 or 67.
units of insulin.

*On the following dates, it could not be
determined if the resident received insulin, as
bath the 30 and 37 units portion of the MARS
were not signed.
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There were 12 documented insulin errors
hetween 3/1 through 3/15.

A physician's order, dated 3/13/12, decumented
the resident was supposed to receive 40 units of
Novolog before meals and at bed time.

A fax to the physician from the facility, dated
3/14/12, documented the resident "has been on
Humalog Insulin, New Qrder [sic] is for Novolog
Insulin. His insurance does not cover the
Novolog. Do you want to D/C sliding scale with
new orders or keep." The physician responded on
3/15/12, "Humalog ok, keep sliding scale."

A fax to the physician from a home health
agency, dated 3/15/12, documented a request for
insulin orders with fixed dosing and no sliding
scale. The physician responded.on 3/16/12, "Your
med list is wrong." Novolog was written with a line

-through it and was replaced by the word

"Humalog" is 40 {underlined) units QID, not 37.
Sorry. Needs sliding scale together with fixed
dose." ;

The physician sent clarification to the facility on
3/186, advising them the resident should be taking
Humalog 40 units QID and also should continue
taking the sliding scale insulin. Additionaily, the
3/1/11 order for 30 units to be given if BG was
less than 120, was still in effect and being given.

The following errors were documented on the
March 2012 MAR, between 3/17 through 3/31:

* The March MAR documented, the facility

EMERITU BOISE, ID 83703
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discontinued the sliding scale insulin on 3/18/12.
There was no evidence in the resident's record
the physician discontinued the sliding scale, nor
could the fagility provide clarification as to the
reason the sliding scale was discontinued. The
resident should have received the sliding scale
insufin as ordered on the following days and
times:

317 - PM BG was 203 = 4 additional units
3/18 - HS BG was 162 = 2 additional units
3/19 - AM BG was 262 = 6 additional units
3/18 - Noon BG was 307 = 8 additional units
319 - PM BG was 308 = 8 additional units
319 - HS BG was 275 = 6 additional units
3/20 - AM BG was 285 = 6 additional units
3/20 - Noon BG was 262 = 6 additional units
3120 - PM BG was 185 = 2 additionat units
3/21 - AM BG was 184 = 2 additional units
3121 - PM BG was 224 = 4 additional units
3/21 - HS BG was 194 = 2 additional units
3/24 - Noon BG was 211 = 4 additional units
3/26 - Noon BG was 191 = 2 additional units
3/28 - AM BG was 168 = 2 additional units
3/28 - PM BG was 245 = 4 additional units
3/28 - HS BG was 262 = 6 additional units
3/29 - AM BG was 181 = 2 addifional units
3/29 - PM BG was 201 = 4 additional units
3/29 - HS BG was 181 = 2 additional units .
3/30 - AM BG was 252 = 6 additional units

* The facility assisted the resident with 37 units,
rather than 40 units fram 3/17 through 3/28. The
resident required 40 units on the following dates
and times, but was assisted with 37 units:

3M7 - AM BG

3/18 - AM BG, Noon BG

3/18 - AM BG, Noon BG, PM BG, HS BG
3/20 - AM BG, Noon BG, PM BG, HS BG
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3/21 - AM BG, Noon BG, PM BG, HS BG
3/22 - AM BG

3/23-AM BG

3/24 - AM BG, Noon BG

3/25 - AM BG, PM BG

3/26 - Noon BG, HS BG

3/27 - AM BG, Noon BG

3/28 - AM BG

* The resident was assisted with 30 units on 3/18
when the PM BG was 124; however, the resident
should have received 40 units, although the

facility was only assiting with 37 units at that time.

* Between 3/17 through 3/28, the resident was
assisted with 37 units of insulin, although they
should have been assisted with 40 units of
insulin. After 3/28, the facility began assisting the
resident with 40 units of insulin as ordered. On
the following dates, both the 30 and 37 units were
signed or the 30 and 40 units were signed as
given; therefore, it could not be determined if the
resident received the appropriate amount of
insulin;

3/22 -HS BG
3/26 - PM BG
3/29 - Noon BG
3/29 - HS BG

* On the following dates, it could not be
determined if the resident received the
appropriate amount of insulin as there were no
signatures on the insulin doses or, one or both of
the unit doses were circled and none were signed
as given:

3/17 - Noon BG
3/18 - HS BG
3/22 -PM BG

Bureau of Facility Standards
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3/26 - HS BG
3/27 - PM BG
3/27 -HS BG
3/28 - PM BG
3/28 - HS BG

* On the following dates, the resident received the
wrong dosage of insulin:

3/30 - HS BG was 91, the resident received 40
units, not 30 units.

3/31 - Noon BG was 113, the resident received
40 units, not 30 units.

There were a total of 74 documented errors with
Resident #6's insulin in March. The facility
assisted the resident 26 times with 37 units of
insulin; instead of 40 units of insulin as clarified
on 3/16/12. Additionally, the facility discontinued
the resident's sliding scale insulin without an
order or clarification from the physician, this
resulted in 21 times when the resident did not
receive sliding scale insulin as ordered.

Resident #6's April 2012 MAR did not contain a
sliding scale.

A physician's order dated 4/12/12, documented
the sliding scale was discontinued.

The following errors were documented on the
April 2012 MAR;

* The resident did not receive sliding scale insulin
on 14 different occasions as ordered between 4/1
and 4/11.

*On 4/12, the resident's PM BG was 120: the
resident received the incorrect dose of 30 units,
rather than the prescribed 40 units.
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* On the following dates, the 40 unit doses were
circled, it could not be determined if the resident
received insulin:

4/9 - PM BG was 125
4/15 - PM BG was 85
4/16 - PM BG was 80
4/16 - HS BG was 112
4/18 - PM BG was 100
4/24 - Noon BG was 108

* On 4/29, the resident's HS BG level was not
documented; therefore, it couid not be
determined the resident received the appropriate
amount of insulin.

* On the following dates, it could not be
determined if the resident received insulin, as
both the 30 and 40 units were not signed as
given:

4/7 - HS BG
4/8 - HS BG
4/25 - HS BG

* On 4/18, the resident’'s Noon BG docuimented
that both the 30 unit and 40 unit insulin doses
were signed as given. It could not be determined
if the resident received 30, 40 or 70 units of
insulfin;

There were a total of 26 documented errors with
Resident #6's insulin in April. Additionally, the
resident went 24 days without sliding scale insulin
before the facility received a discontinuation order
from the resident's physician on 4/12/12,

On 4/30/12 at 12:31 PM, the medication aide was
observed checking the resident's BG. The blood
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glucometer registered the resident's BG was 118.
The medication aide then left the resident's room
and went back to the medication cart. There were
two different bags ohserved in the medication
cart, which were labeled "[Resident's name, 40
units] and [Resident's name, 30 units]. The
medication aide picked out a pre-filled syringe out
of the 30 unit bag and took it into the resident's
room for him to self-inject.

On 4/30/12 at 12:36 PM, the medication aide was
asked if the resident could interpret or understand
when he would require 30 or 40 units of insulin,
The aide responded that she was not sure if the
resident understood his dosage and didn't know if
the resident was trained to determine the
appropriate dose.

Resident #6 had been evaluated to safely
self-administer insulin; however, the medication
aides were observed to choose the dosage of
insulin the resident received. Additionally,
between February and Aprii 2012, the facility's
medication aides made 127 errors when assisting
Resident #6 with his insulin, ’

2. Resident #5 was admitted fo the facility on
9/15/11 with a diagnosis of insulin dependent
diabetes.

Resident #5's record documented that he was
started on sliding scale insulin, in addition to his
routine dosage, on 2/8/12.

The February and March 2012 MARs
documented the resident was to receive the
following siiding insulin dosage prior to meals:

- with the Med-Techs to support that they J

Med Techs completed an additional 2
hour training with the facility licensed
nurse (see attachments # 4 & #5) which
included the importance of accuracy ‘
during a medication pass, the 6 Rights of |
medication administration, and eorrect

documentation, ‘
BG parameters have been ordered and
clarified with Resident #5’s physician.

These parameters have been transcribed |
onto the MAR. An in-service was held J

|
|
J

understand the parameters ordered and
when to contact the facility nurse.
Resident #5’s new insulim orders along |
with new BG parameters were reviewed |
during this in-service. Hypoglycemia and“-
Hyperglyceiia were also covered during:
this in-service. (See attachment # 6)

An in-service was held on the importance
of documenting legibly while working as"
a Med Tech. (sce attachment #4 & #5) |

|
Current orders for Resident #5 no longer
require the resident to determine his
insulin dosc based on blood ghicose ‘
levels. The facility nurse has completed a:
self medication assessment related to self "
injection ability along with the ability to
dial an insulin pen for Resident #5.

Medication issues have been investigated !
and summaries have been coinpleted for
the medication issues. Resident #5°s

physician and responsible party have been

For BGs of;
notified,
Bureau of Facility Standards
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151 t0 200 = 1 unit

201 to 250 = 2 units
251 to 300 = 3 units
301 to 350 = 4 units
351 to 400 = 5 units
401 to 450 = 6 units

The February and March MARs documented the
following insulin dosage errors:

*On 2/18/12, the resident's BG, prior to breakfast,
was 369. The resident was assisted with 4 units
of insulin instead of the & units as prescribed.

*On 2/21/12, his BG, prior to lunch, was 216. He
did not receive any siiding scale insutin, but he
should have received 2 units.

*On 3/2/12, his BG, prior to lunch, was 425. He
was assisted with 1 unit of insulin instead of the 6
units as prescribed.

*On 3/6 and 3/8/12, the resident's BGs, prior to
dinner, were 208 and 305. The medication aide
did not doecument on the MAR the amounts of
insulin, if any, the resident was assisted with.

*On 3/9/12, his BG, prior to dinner, was 375. He
was assisted with 4 units of insulin instead of the
5 units as prescribed.

*On 3/16/12, his BG, prior to lunch, was 228. He
was assisted with 3 units of insulin instead of the
2 units as prescribed.

*On 3/22/12, his BG, prior to dinner, was 217. He
was assisted with 1 unit of insulin instead of the 2
units as prescribed.

*On 3/23/12, his BG, prior to lunch, was 288. The
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MARs documented the resident was not assisted
with sliding scafe insulin, but he should have
received 3 units.

*On 3/24/12, his BGs, prior to breakfast and .
lunch, were 154 and 230. The MARs documented
the resident was not assisted with sliding scale
insulin, but he should have received 1 unit prior to
breakfast and 2 units prier to [unch.

*On 3/28/12, his BG, prior to dinner, was 156.
The MARs documented the resident was not
assisted with sliding scale insulin; he shoutd have
received 1 unit,

From 2/8/12 until 3/31/12, the resident received
too much insulin once and not enough insulin 9
times. Additionally, the medication aide failed
twice to document on the MAR the amount of
insulin she assisted the resident with, if any. This
resulted in 12 insulin errors in less than two
months.

The April 2012 MAR documented the resident
was to receive the following sliding insulin dosage
prior to meals:

For BGs of:

151 to 200 = 1 unit
201 to 250 = 2 units
251 to 300 = 3 units
301 to 350 =4 units
351 to 400 = 5 units -

The MARSs did not document what, if any, sliding

scale insulin the resident was to be assisted with

if his BGs exceed 400, Additionally there were no
Instructions as to what the unlicensed medication
aides were to do if the BGs exceeded 400.
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The April 2012 MAR documented the following
errors:

*On 4/6/12, the resident's BG, prior to lunch, was

185. The MARs documented the resident was not
assisted with sliding scale insulin; he should have
received 1 unit of insulin.

*On 4/7M12, his BG, prior to dinner, was 364. He
was assisted with 4 units of insulin, instead of the
5 units as prescribed.

*On 4/12/12, his BG, prior to dinner, was 476 and
he was assisted with 4 units of insulin. There
were no orders for the amount of sliding scale
insulin the resident was to receive when his BG
exceeded 400. The medication aide did not
consult with the resident's physician or the facility
nurse prior to assisting the resident with the 4
units of insulin,

*On 4/13/12, the resident's BGs, prior to
breakfast, [unch and dinner, were 211, 411 and
428, He was assisted with 1 unit, 5 units, and 4
units of insulin, Prior to breakfast he was assisted
with 1 unit, when he should have received 2 units
of insulin. Additionally, the medication aide did not
consuit with the resident's physician or the facility
nurse prior to assisting the resident with the
sliding scale insulin when his BGs exceed 400.

*On 4/14/12, the resident's BGs, prior breakfast
and [unch, were 167 and 330. The MARs
documented the resident was not assisted with
sliding scale insulin prior to breakfast; he should
have received 1 unit. He was assisted with 3 units
prior to lunch, when he should have received 4
units, Additionally, the documented BG prior to
dinner was illegible, as was the amount of insulin
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he was assisted with. Due to the illegibility of the 1I Oral Medications — Resident #4

documentation, it could not be determined if the

resident received the correct insulin dosage. Seroguel

*On 4/16/12, the documented BG, prior to dinner, We reeeived a clarification order for the

was fllegible. The resident was assisted with 2 resident’s ordered Seroquel from Resident

units of insulin. Due to the illegibility of the blood #4’s physician dated 5/2/12 . (See

glucose level it could not be determined if the attachment 7) )

resident received the correct insuiin dosage.

*On 4/20/12, his BGs, prior to lunch and dinner, EI:&I;::: ‘é?ztﬁzgf‘% ;;e found that the

' : e correct dosage of

were 372 and 416. Prior to lunch he was assisted Seroquel as ordered by his physici

with 2 units of insulin; he shouid have received 5 ¥ s physician.

units. The amount of insulin he was assisted wiih 1

prior to dinner was illegible. Additionally, there

was no documentation the medication aide

consulted with the resident's physician or the An in-service was held with the Med

facility nurse prior to assisting the resident with Techs regarding bubble packaged l‘i

the sliding scale insulin when his blood glucose medications, It was reviewed during this |

fevels exceed 400. in-service that they are not to make
changes by writing on the bubble

Resident #5's sliding scale insulin was packaged medications as only a licensed |

discontinued on 4/21/12. nurse is allowed to do so under their scope,
of practice. The Med Techs have been

From 4/1 until 4/20/12, the resident was not educated to contact the licensed nurse if

assisted with the correct amount of insuiin 5 an order is unclear when completing a |

times. There were 3 instances where the medication pass. (See attachments # 3 &

documentation on the MARs was illegible, making #4)

it impossible to determine if the resident was

assisted with the correct dosage of insulin. IT Oral Medications — Resident #4

Additionally, there were 4 instances when the j

unlicensed medication aide made the Colace -

determination, without consuiting a physician or J

nurse, to assist the resident with sliding scale An order clarification was sent to

insulin when his BGs exceeded 400. This Resident #4°s physician regarding his |

resulted in 12 insulin errors in 20 days. Colace order on 5/17/12. This order has
been transcribed onto the MAR, bubbled

On 5/2112 at 11:58 AM, the resident stated his packaged correctly, and is being 4

physician started him on the sliding insulin scale o d as ordered

somelime in February 2012. He said it was administerec as ' L
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confusing to him, but the medication aides usually Medication issues have been invesligated
handed him the insulin pen already dialed and and summaries have been completed for
told him to go ahead and inject it. the medication issues. Resident #4°s
physician and responsible party have been
On 5/2/12 at 3:38 PM, the facility nurse and notified.
administrator confirmed the medication aides
made errors when they assisted Resident #5 with
his sliding scale insulin, ITf Inhaler ,
From 2/8/12 untit 4/20/12, the facility's medication Resident #10 has been discharged from J
aides made 24 errors when assisting Resident #5 the community, ‘
with his insulin. Additionally, the unlicensed [
medication aides determined the dosage of |
insulin needed when Resident #6's BGs II. How to Identify Other Residents: |
exceeded 400, even when there were no orders |
for sliding scale insulin. !
1, Insulin
II. Oral Medications |
Current Insulin dependent diabetics have
Resident #4 was admitted to the faciiity on been andited thoroughly by the licensed *
9/21/10Q, with diagnoses including hypertension, nurse and Administrator, Current
and dementia with behaviorai disturbance. physician orders are in place and have
. been verified against the MAR for vl
A, Serogquel (a psychotropic medication) accuracy. Insulin dependent resident’s
L . files have been audited to support that
The record contained a physician's order, dated current BG parameters have been ordered '
4/4/12, documenting quetiapine (Seroquel) was to and transcribed onto the MAR. The
be increased to 200 mg at night time. licensed nurse has completed current self -
med assessments with the insulin |
Resident #4's record contained a physician's dependent diabetics related to the ability
order, dated 4/16/12, documenting, "Seroquel to self injection their insulin as ordered
100 mg tablet take 1 tab by mouth at bedtime." and/or dial an insulin pen independently.
Resident #4's April 2012 MAR documented from Med Techs completed an additional 2 |
41112 to 4/3/12, Seroquel 100 mg was given at hour training with the facility nurse which!
bfadtime; then on 4/4/12, Seroquel, 200 mg was included the importance of accuracy
given at bedtime through 4/30/12. during a medication pass, the 6 Rights of ‘!
medication adininistration, and correct |
The 4/4/12 order and the 4/16/12 order were not documentation. |
congruent. The 4/4/12 order of 200 mg of ,
Bureau of Facility Standards i
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Seroquel was implemented through the end of
the month, despite an order on 4/16/12
documenting 100 mg should be given. There was
nc documentaticn in the record that the facility
attempted to clarify the orders.

On 5/2/12 at 10:25 AM, the medication
bubbfe-pack was observed. The label was
hand-written and contained two different orders.
One order stated, "Take 2 tabs (1/2) = 100 mg".
{lt appeared that the 100 mg was originally 200
mg, but somecne had written over the 2, making
it read 100 mg). The second order on the tabel
stated, "Seroque! 200 mg tablet. Take 1/2 tablet
by mouth at bedtime." It was unclear whether
staff were to assist with 2 {1/2) tablets, or cne
(1/2) tabtet,

On 5/2/12 at 10:28 AM, the medication aide
stated she did not work the evening shift and was
unsure whether staff were assisting with 2 (1/2)
tabiets or cne (1/2) tablet. She confirmed the

‘| bubble-pack was unclear,

On 5/2/12 at 10:30 AM, the facility RN was
unsure what dosage of Seroquel Resident #4
should be on. "l will get on the phone and get cn
it."

On 5/2/12 at 11:05 AM, the LPN stated Resident
#4 had two different physicians who sent orders
in about the same time, which was why the
Seroquet orders were incengruent. She stated,
she had not clarified what dosage of Seroque!
Resident #4 was supposed to be on. She
confirmed the bubbie-pack label was confusing.

The facility did not clarify what dosage of
Seroquel resident #4 was supposed to be on,
when two different doctors crdered different

Current insulin dependent diabetic
residents have been audited by the
licensed nurse and Administrator to
support that the Med Techs arc not !
making determination of an insulin dose
based off the blood glucose result.

The MAR has been audited by the
licensed nurse and Administrator for
illegible documentation.

11 Oral Medications & III Inhaler

Current bubble packaged medications
have been audited to support that the
documentation is elear and that the dose
of the medication matches the current !

physician orders. L

An in-scrvice was held on 5/11/12 - ,
5/18/12 regarding the importance of

calling the facility nurse with any |
questions or concerns staff might have |
related to ordered medications. '

Current orders have been reviewed against
the MAR and medications in the cart
which are being given.

_Bureau of Facllity Standards
STATE FORM

6893

QP&911

If continuation sheel 18 of 24




PRINTED: 05/14/2012

FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPLIERIC - X3) DATE SURVEY
AND PLAN OF CORRECTION &1 IDENTIFICATION NUMBEIE:? ,LXZB)LTIiJ[l)-I-:(P;LE CONSTRUCTION ( )COMPLETED
’ B. WING
13R480 05/03/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EMERITUS AT SUMMER WIND e T, DRIVE
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
R 008| Continued From page 18 R 008
amounts. Further, the bubble-pack was not III, Systemic Change:
labeled appropriately, which made it unclear as to ‘
how many tablets staff were to assist the resident 1. Insulin
with, or how much the resident actually received. '
B. Coface (a stool softener) If a licensed nurse reccives an order from |
hysician' regardi dication which !
Resident #4's record contained a physician's ?Slimisi:;? I:)rr ?Sgi‘rotlrclg;g;nuznltci,i&no\;l; '
order, d%eg 4116;1 g docu(;ngntmg he was to providers, clarification will be cbtained. If
receive mg of Colace daily. a physician other than the PCP ordersa |
Resident #4's April 2012 MAR documented, gﬁiﬁ?&t;h;ftﬁﬁ;y;glgszn‘;lnlotify
SOIaC dea’ 190 mg capsule, fake 1 cap by mouth them of any changes to the resident’s
every aay. medication regimen.
On 5/2/12 at 10:24 AM, the bubble-pack was : p e
observed and it documented that 250 mg tablets ﬁ;‘;‘rzldggenj:;;::?: Eﬁ:‘:ﬁiﬁava
were in the bubble-pack. At this time, the hveicd ]f'l.ch 1L be tronscribed onto
medication aide stated she was not aware that fh yl\jh;}l{l W d 0‘ cat ;‘ ; ﬂf Mn d
the bubble-pack did not match the MAR and the ¢ VAR and communicated to fhe Me
‘ Techs,
order. |
: . .
On 5/2/12 at 10:30 AM, the facility RN stated she Med Techs will complete a dosumonted fn
was not aware the Colace bubble-pack was service traumflg Wile w{; melude the |
incongruent with the physician’s orders and the importance ot accuracy curing a
MAR. medication pass, the 6 Rights of
medication administration, and correet
Resident #4 was assisted with 2.5 times more documentation before working as a
Colace than ordered. community Med Tech.
HL. Inhaler If a resident has an insulin sliding scale |
ordered by their physician, the resident
Resident #10 was admitted to the facility on will be assessed by the lieensed nurse for
12/4/09, with a diagnosis of Chronic Obstructive the ability to determine hisfher own
Pulmonary disease and was discharged from the insulin dose based off their BG level.
facility on 3/3/12 C e
If a resident is insulin dependent as :
The record contained a physician's order dated, ordered, the licensed nurse will complete
11/22/11, documenting, "Advair 50/250, 1 puff !
twice daily." Advair contains Fluticason .
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Propionate and Salmeteroi.

The record contained a hospital report, dated
12/27/11, documenting "Active Outpatient
Medications." This report did not include Advair
as an active medication. The report documented,
Budesonide 80/Formoterol 4.5 mcg, was to be
inhaled twice daily to prevent shortness of breath.
The report was initialed by the facility LPN on
12127111. -

Resident #10's December 2011 through March
2012 MARS, did not document he received the
Budesonide/Formoterol inhaler. The MARs
documented he received Advair 50/250 twice
daily.

Resident #10's record contained a care note from
the LPN, dated 12/27/11, documenting "Appt
today. 0 new orders noted."

On 4/2/12 at 10:15 AM, the medication aide
stated she only remembered assisting the
resident with Advair.

On 4/2/12.at 10:32 AM, the facility RN stated
Resident #10 was "before my time." She did not
know what inhalers were ordered.

Resident #10 was not assisted with the
Budesonide/Formoterol inhaler, as ordered on
12/27/11. Further, it was unclear as to whether
Advair was to be continued after 12/27/11, as it
was not ordered at that time. There was no
documentation in the record that the facility
attempted to clarify what inhalers resident #10
was supposed to be on.

The facility did not ensure Resident #5 and
Resident #6 received the correct doses of insulin

their ability to self inject an insulin
syringe and/or an insulin pen,

A meeting will be held consistently with -
the Administrator, Nurse & Medication
Tech to review the medication
administration records for accurate
transcribed orders, documentation from
the Med Techs, and correct administration
for current and new insulin dependent "
diabetics. "

Licensed nurse will audit the medication '
cart frequently to support that the
packaged medications are documented
correctly, match the transcribed orders on,
the MAR, and are being administered as |
ordered. |

Before a medication recap for a resident is.fj'
sent to the physician for signature, the
medication recap will be compared to the !
current MAR and to the current orders, |
This will also be reviewed by the facility
nurse for accuracy.

IV. Mouitoring:

The licensed nurse and Administrator will;
complete consistent audits of resident’s |
charts to review current physician orders.
Orders from different providers other than
the PCP will be audited to support that the

communication has been send to the PCP

related to the resident’s medication L

regimen, These orders will be compared
to the MAR and to the medications in the -

med cart. i
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when they did not monitor or track the amount of
insulin the residents received. Further, the
unlicensed medication aides dialed residents’
insulin pens and determined the dosage of insulin
they received. Additionally, the facility did not
ensure that Resident #4 and Resident #10
received medications as prescribed by their
physicians. These failures demostrated
medication system problems that had the
potéential to affect 100% of the residents. This
resulted in inadequate care.

-serviced as needed.

The licensed nurse and Administrator will
complete consist audits of insulin
dependent diabetics, This audit will
include, reviewing the MAR for current
BG parameters to support that these are in
place as ordered. The BG levels will also
be reviewed to support follow up is not
needed with their physician, The chart
will be audited to support that thereisa |
self med assessment in place related to the‘
resident’s ability to self inject ordered |
msulin. Any Med Techs that are found to
have illegible documentation will be in- |

A meeting will be held consistently with
the Administrator, Nurse & Medication
Tech to review the medication
administration records for accurate ‘
transcribed orders, documentation from
the Med Techs, and correct administration
for insulin dependent diabetics. ‘

V. Date of Completion: ;
This POC will be completed on or before:
June 17" 2012 ‘

Tamara McCann |
\ﬁd/"lﬂw(_ /71(1 G?/rw l}

Administrator
Summer Wind
Assisted Living |

a4/ 12~
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MEDICAID LICENSING & CERTIFICATION - RALF ASS ISTED I—IVI NG

IDAHO DEPARTMENT OF P.O. Box 83720

HEALTH a«s WELFARE Boise, ID 83720-0036 Non-Core lssues

(208) 334-6626 fax: (208) 364-1888 Punch List
Ty e Physical AGGress - Phone Number
Emerltus at Summerwind . 5955 Castle Drive 331-1300
Administrator City Zip Code
Tamara McCann Boise 83703
Team Leader urvey Type Survey Date
Polly Watt-Geier Licensure, Follow-up and Complaint 05/03/12
NON-CORE ISSUES _
Ttem# ] RULEF DESCRIPTION. . DATE " T'L&EC
; - 16.03.2: AR R T e | T RESQLVED | USE
1 220.03.c The admission agreements did not disclose how the points/minutes were determined on the assessments (i.e. how many 5} 2 } 2 (g ( f*
total points are in each category (assistance with toileting, communication, etc} or how points are determined in each category). "."L s l
2 22017 The admission agreement did not describe what may occur when a resident transitions to Medicaid. 5/ f "i / i “,,{;ﬁ -
3 22501 The facility did not evaluate Residents #5's behaviors of verbal altercations with other residents/staff prior to adjusting medications. 5 { z L} 7 wﬁﬁ’(ﬁ
Resident #10's refusal of cares were not evaluated. ***REPEAT x 2%+
4 225.02 The facility did not develop Interventions for each behavior for Residents #5 and #10. 5-)3[ ’ 2 u%‘ﬂg
5 260.06 The facility did not maintain the interior and exterior of the facility in a clean, safe and orderly manner. i.e. Resident #%, #5 and random 5 /31 1 2 U%‘y[f
residenits rooms had a strong urine order. : I','?lu“
6 30§1 0 The facility nurse did not conduct 90 day nursing assessments for Resident #Sq. FHREPEAT* _ 5{ 2 ] {0 aéo[f
7 305.01 The facility nurse did not assess and evaluate Resident #2's response to medications or therapies provided by an outside provider. 5 ) < } 12 %’ﬁf .
8 305.02 Resident #}s Tylenol and Resident #6's insulin was not congruent with the MARS and medication label. ***REPEAT x 2%** 5}3£ m %ﬂiﬁ
9 305.03 Resident #1, #J and #9's were not assessed when caregivers reported skin integrity issues. Resident #g was not assessed when he 5, 3l } 2 QI "';”Q
was readmitted from another facility.
10 305.04 The facility nurse did not make recommendation regarding preventative measures to prevent further skin breakdown for Resident #ﬁ {i.e.
reposition, frequent toileting or changing of attends, nutritional needs). ***REPEAT***
Response Required Date Signature of Facility Representative i
06/02/12 g LMJ W
BFS-686 March 2006

9/04



IDANO DEPARTMENT OF

HEALTH &« WELFARE

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

Boise, ID 83720-0026

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

LResetForm j r Print Form: J
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Non-Core Issues
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TFaciity Neme hysical Adaress Phone Number
Emeritus at Summerwind 5955 Castle Drive 331-1300
Administrator City Zip Code
Tamara McCann Boise 83703
Team leader urvey Type Survey Date
Polly Watt-Geier Licensure, Follow-up and Complaint 05/03/12
NON-CORE ISSUES
Tem® |  RULE#. | - .. DESCRIPTION T OATE T
L 16.03.22 PRI , U e L e , _RESOLVED.
11 305.06 Resident #10 and Resident #7 were not assessed to safely self-administer medications. 5, < ' p)
12 305.07 There were no parameters to guide staff when Resident #5's BGs were abnormal. 5 } 2] ! 12
13 310.01 Resident #6's pre-filled syringes of insulln, Resident #8's Tylenol and Resident #4's Seroguel were not labeled in accordance with 5 I < l 12
pharmacy requirements.
14 310.01.¢c The temperature log was not mainteined on a daily basis for refrigerator medications. 3 } 3 / (2
15 310.01f The medication aide did not cbserve residents teking medications. s I 3] b 2
16 370.04.e The facility did not provide behavior updates to Resident#4's physician who was conducting psychotropic medication reviews. 5 / U f /2
17 320.01 NSAs did not clearly reflect the residents’ needs. (Resident #1 - assistance with toileting and ambulation; Resident #2 - preventative 52 3 2 19
measures for skin conditions and all ADLs; Resident #3 - assistance with eating and toileting; Resident #4 - dietary needs and mobility;
Resident #5 - Diabetic management, mobility, personal hygiene; Resident #8 - assistance with toileting, mobility, reposition). Additionally,
Resident #8's NSA was not implemented regarding her toileting needs.
18 320.03 NSAs were not signed and dated by residents, their legal representatives or administrator. = { SIJ |2
19 320.02 Care notes were not kept for 3 years. 5’3 JJ 12
|20 350,02 The administrator did not document investigations of all complaints. 5 / g || 12
21 350.04 The administrator did not provide a written response to all complainants. 5 } 7] [ 12
Response Required Date Signature of Fagility Representaﬁvz// / Date Si : ed
06/02/12 % . // [ G 49;/
bz, 7. 7L
BFS-686 March 2006



IDAHO DEPARTMENT OF

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

HEALTH « WELFARE

Boise, ID 83720-0036

| " Reset Form :j i - PrintForm |

ASSISTED LIVING
Non-Core Issues

(208) 334-6626 fax: (208) 364-1288 Punch List
Faciity Name Physicat Address Phone Number
Emeritus at Summerwind 5955 Castle Drive 331-1300
Administrator City Zip Code
Tamara McCann Boise 83703
Team Leader urvey Type Survey Date
Polly Watt-Geier Licensure, Follow-up and Complaint 05/03/12
NON-CORE ISSUES :
“ltem # DESCR!P,T_ 10N - "DATE
22 451.01b Resident #1 and #4's food preferences were not honored as he was given food he could not eat. Additionally, greater than 5, 3 ] 12 L !ﬂfél
90% of residents were dissatisfied with the food that was served at meals. e
23 451.02 Snacks were not offered between meals and at bedtime. 5/3£J e &/ / ilg
24 600.06.a The administrator did not ensure staff were qualified to provide cares to Resident #2 when outside providers were not available. 5—1 2 j 12 %Z{fa
25 625.03.d Staff were not trained to properly transfer Resident 42 and #8. 5 / 9 l i Gyf
26 710.07 Twenty-two Medicaid residents did not have State UAI's in thelr records. B

Response Required Date
06/02/12

Signature of Facility/ Representative /}
LI M/’ Ay
7

e

BFS-686 March 2006

9/04
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DEA’PARTMENT OF

Food Protection Program, Division ol Health
450 W, State Street, Boise, Idaho 83720-0036
208-334-5938

Establiglyment Name e ] Operater === As)
Lol i AT Saniee Wty wriaru_ (VL am
Address ;;'6 ( { 7\
D755 Castb Drae
County j Ystab # EHS/SUR# Inspedion Lime: Travel lime:
athliy

Risk Category:

/A “

Ingpection Type:

/-'j‘:”[}ﬂ.” [

Follew-Up Repart: OR - On-Site Follow-Up:

Date:

Dale:

Items marked are violations of Idahe’s/Food Cade, [DAPA 16.02.19, and require correction as noted.

Date i)//xa}//(,\? )

! HEALTH « WELFAREFood Establishment Inspection Report

Pape ! of |'

# of Risk Factor / | #of Relail Practice . 7
Violations e ,.) Violations AT

# of Repeat ~ 17| # of Repeat P
Violations . /{:jj_ Violations /éﬁ
Score f—f ""f Score )C,’.ZE:'J’

A score greater than 3 Med
or 5 High-sisk = mandatory

on-site reinspeclion on-sile reinspection.

A score greater than 6 Med
or 8 High-risk = mandatory

N

RISK FACTORS AND INTERVENTIONS (Tdahe Foad Goité applicable secoiis in paventhescd ™
The letter Lo the left of cach item indicatos that item’s datus at the inspection.
Bemonstration of Knowledge 2-102) cos | R * Potentially Hazardous Food Timeffemperature | cos| =
(<{ N 1. Cerliication by Aceredited Program; or Approved alao (Y N nND NA] 15. Proper cooking, lme and femperature {3-401) ala
/ Course; of correck responses; of compliance w_{th_ Code_ Y N NIQ / NIA | 16. Reheating for hot holding (3-403) ol a
7 ___ Emplayee Health @-201) =5 Y_ N f00 NA | 17. Cooling (3.501) ala
(N 2. Exclusion, “’;”‘f{"’“ a:‘d ‘:p;m“.?, 7Y N_NO NA | 18. Hot hoiding (3-501) alda
TR e .::z‘g o yrY 15 A N NO NA | 19. Cold Holding (3-501) alo
e — 9, tasting, crinking,  (2-401) S /% N N0 WA | 20, Date marking and dispositian (3-501) =] =]
i . Discharge from £yes, nose and mq!_.uh‘] (2'40. 1). . ¥ ™~ 21, Time as a public health control {proceduresfrecords)
Control of Hands a3 a Vehiclo of Contamination N 9 A (3-501) Q)a
A} N 5. Clean hands, property washed {2-301) aja T Consumer Advisory '
6. Bare hand contact with ready-to-eat foods/exemption ; 22. Consumer advisory for raw or undercooked food
¢ N (3-301) aja) |y~ & @a0y) QjQ
N 7. Handwashing faclities (5-203 & 6-301) a]a Highly Susceplible Populations
i . Approved Source PN NG NA 23. Pasteurized foods used, avoidance of aloa
& N 8. Food obtained from appraved source (310143201 O | O @ prolﬂ)r[ed foods (3-801)
“Y; N 9. Receiving temperature / condition (3-202) a4{a f") _ Chemical
Y N @9 10 Records: shelistock tags, parasite destruction, ala Y N @5 24, Add_m\:eslappmved, unapprovgd (3:207) aja
required HACCP plan (3-202 & 3-203) /Y\ N 25, Toxic substances properly idantified, stored, used alo
. - Protection frem Contamination’ Wi (10 trough 2301)
¥ N NA | 11 Food sagregated, separaled end protested (3-302) | O | O &‘,’f {:nn‘folm_anlce-witlh Approved Prasedures -
NN T2 Food contacl surfaces slean and sanitized ala Y N (/1}'! 26. Compliance with variance and HACCP plan (8201} | O | O
Q/‘ {4-5,4-6, 47
& N 13. Relurned/reservice of food {3-306 & 3-801) aja Y = yes, in compliance N =no, nol in compliance
. : ; T 3 N/O=not cbearved WA =not applicatle
./? N 14. Discarding/ reconditioning unsafe food (3-701) af{a 05 Cotrortad oncits Re Repant siolation
K =C0OS orR
itemiLocation Temp Hemi.ocation Temp| ~ftemiLocation ¢ i [ Temp o D itemilocation Temp
forll Collet 118771 Muyo 4,
/: e i/ I/e‘/ﬂlnﬂ\ (3% LBI"U( 1 ”I /(’VZ'
GOOD RETAIL PRAGTIGES {p1=net in compliancs) -~ .
cos | R cos | ® cos | R
(| 27 Usz of ice and pastewrzed eggs a O | O | 34 Feodcorlemination (] O | Q| 42 Foodulenslsinruss a a
[ | 28 Walersourse and quaniily a a (g . F apment foriemp. O O | O | 42 ThermomelersTest drips a a
centrol
O | 20. Insedenrodanisfanmals a O | A | 3 Persond cleaninsss a a O | 4. Warewashing faciity a a
] ?éii%iaiga““”‘mmlaﬂ surfsces consucted O | O | Q| 37 reodiabetedcondtion O | A | O| 4 wipngelatrs olo
a g:éi:'inoingins!alled; cress-conneclion, back flow O | O | O 28 Pist foodcooting O | A | O | 46 Uensd & sing's-service slorage a a
[ | 32 Senage andwacle waer dspose! | Q@ Q| 2| 3 Thawing [ [ | O | 47. Physical faciities a a
U | 33 sinks conlamina ed from cleaning mantenarce tools O O [ O | 40 Toilel faaties a O | @ | 48 Speciaized processing methods a a
a ;1‘ S:;I;.»aga and refime a Q O | 4. other a a
OBSERVATIONS AND CORRECTIVE AGTIONS {GONTINUED OH NEXT PAGE) K B .
7 , — I / /
AT ; v el Iq 7 e
Person in Charge (Signalure) \ )"Ul{(/’ i] ”f(PﬂuE)IL al ity //’( ile £ 1 Datc ks
- // /f ' Follow-up: Yes
inspcclor(Signaturq)/j!{{f’ W " (Pring) My /{4(454‘][) Date S /3 TR, (Circle One} (’N@ D)




IDAHO DEPARTMENT OF

HEALTH « WELFARE

G.L."BUTCH" OTTER - Governor LESLIE M. CLEMENT—Deputy DireCTOR
RIGHARD M. ARMSTRONG — DirecTor LICENSING AND CERTIFICATION
P.0. Box 83720

Boise, ldaho §3720-0009

PHONE 208-314-6626

FAX 208-364-1888

May 14, 2012

Tamara McCann, Administrator

Summer Wind, A Retirement & Al Facility
3131 Elliott Avenue - Suite 500

Seattle, WA 98121

Dear Ms. McCann:
An unannounced, on-site complaint investigation survey was conducted at Emeritus At Summer Wind

from April 30, 2012, to May 3, 2012, During that time, observations, interviews or record reviews
were conducted with the following results:

Complaint # ID00005273
Allegation #1: The facility did not toilet an identified resident as agreed upon in the NSA.
Findings #1: On 4/30/12 through 5/3/12, a survey was conducted. During this time, the

identified resident no longer resided at the facility. Therefore, the identified
resident could not be observed receiving assistance with toileting. His closed
record documented caregivers approached the identified resident to provide
assistance with toileting, for which he frequently refused. During the survey,
only one caregiver was available for interview, who cared for the identified
resident. She stated the identified resident was assisted with toileting, but staff
had to reproach him several times a day, due to him refusing help.

Unsubstantiated. However, a current resident was not observed receiving
assistance with toileting as agreed upon in the NSA. Therefore the facility was
cited at 16.03.22.320.01 for not implementing the NSA. Additionally, the
facility was cited at 16.03.22.225.01 and 16.03.22.225.01 for not developing a
behavior management plan to guide caregivers on providing cares to the
identified resident when he refused assistance. The facility was required to
submit evidence of resolution within 30 days.

Allegation #2: The administrator was not investigating complaints or providing a written
response to those complaints.



Tamara McCann, Administrator

May 14, 2012
Page 2 of 3

Findings #2:

Allegation #3:

Findings #3:

Allegation #4:

Findings #4:

Allegation #5:

Findings #5:

Allegation #6:

Findings #6:

Allegation #7:

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.350.02
and 16.03.22.350.04 for not investigation all complaints and providing a written
response to all complainants. The facility was required to submit evidence of
resolution within 30 days.

The medication aides were not watching residents take their medications.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.310.01.f
for not observing residents take their medications. The facility was required to
submit evidence of resolution within 30 days.

An identified resident did not receive inhaler treatments as ordered by the
physician.

Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.520
for not providing the appropriate assistance and monitoring of medications. The
facility was required to submit a plan of correction.

Residents' rooms smelled of urine.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.260.06
for not ensuring the facility took precautions to prevent offensive odors. The
facility was required to submit evidence of resolution within 30 days.

The facility limited a resident’s mobility by placing him in a room too small to
allow for all his equipment.

On 4/30/12 through 5/3/12, a survey was conducted. At the time of the survey,
the identified resident no longer lived at the facility; thus his room could not be
observed. The identified resident's record did not contain any care notes or
incident reports documenting he had difficulty maneuvering his equipment
within his room. Incident reports did not document any current residents had
incidents resulting from them being unable to utilize their adaptive equipment
within their rooms. One current resident stated she had difficulty utilizing her
wheelchair in her shared room. However, the facility was in the process of
moving her to a larger room.

On 5/10/12 at 10:30 AM, a caregiver stated she did not recall the identified
resident having difficulty maneuvering his equipment within his room.

Unsubstantiated,

The admission agreements did not clearly reflect how charges were calculated.



Tamara McCann, Administrator
May 14, 2012
Page 3 of 3

Findings #7: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.220.03.c
for not ensuring admission agreements clearly retlected how charges were
calculated. 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,

/FBIUAJ/ b&&f - _%w—‘f A
Polly Watt-Geier, MSW
Health Facility Surveyor
Residential Assisted Living Facility Program
PWG

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



