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September 17, 2012 

John Olson, Administrator 
Walter Knox Memorial Hospital 
1202 East Locust Street 
Emmett, ID 83617 

RE: Walter Knox Memorial Hospital, Provider #131318 

Dear Mr. Olson: 

Based on the survey completed at Walter Knox Memorial Hospital, on August 31,2012, by our 
staff, we have determined Walter Knox Memorial Hospital, is out of compliance with the 
Medicare Hospital Provision of Services (42 CFR 485.635). To participate as a provider of 
services in the Medicare Program, a hospital must meet all of the Conditions of Participation 
established by the Secretary of Health and Human Services. 

The deficiencies, which caused these conditions to be umnet, substantially limit the capacity of 
Walter Knox Memorial Hospital, to furnish services of an adequate level or quality. The 
deficiencies are described on the enclosed Statement of Deficiencies/Plan ofConection 
(CMS-2567). Enclosed, also, is a similar form describing State licensure deficiencies. 

You have an opportunity to make conections of those deficiencies which led to the finding of 
non-compliance with the Conditions of Participation referenced above by submitting a written 
Credible Allegation of Compliance/Plan of Conection. 

An acceptable Plan of Conection contains the following elements: 

• Action that will be taken to conect each specific deficiency cited; 
• Description of how the actions will improve the processes that led to the deficiency cited; 
• The plan must include the procedure for implementing the acceptable plan of conection 
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for each deficiency cited; 
o A completion date for conection of each deficiency cited must be included; 
o Monitoring and tracking procedures to ensure the PoC is effective in bringing the hospital 

into compliance, and that the hospital remains in compliance with the regulatory 
requirements; 

o The plan must include the title of the person responsible for implementing the acceptable 
plan of conection; and 

o The administrator's signature and the date signed on page 1 of each f01m. 

Such corrections must be achieved and compliance verified by this office, before October 
15, 2012. To allow time for a revisit to verify corrections prior to that date, it is important 
that the completion dates on your Credible Allegation!Pian of Correction show compliance 
no later than October 7, 2012. 

Please complete your Allegation of Compliance!Pians of Conection and submit to this office by 
September 30, 2012. 

Failure to conect the deficiencies and achieve compliance will result in our recommending that 
CMS tetminate your approval to participate in the Medicare Program. If you fail to notify us, we 
will assume you have not corrected. 

We urge you to begin correction immediately. 

If you have any questions regarding this letter or the enclosed reports, please contact me at (208) 
334-6626. 

Sincerely, 

~~~~~ 
SYLVIA CRESWELL 
Co-Supervisor 
Non-Long Term Care 

SC/srm 
ec: Debra Ransom, R.N., R.H.I.T., Bureau Chief 

Kate Mitchell, CMS Region X Office 
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W,KMH-· 1202: E. vvt • El'l'lm tt, Idaho 617 

!IIIMORIAI. HOSPITAL 

September 26, 2012 . 

Idaho Department of Health & Welfare 
Bureau of Facility Standards 
3232 Elder Street · 
P.O. Box 83720 
Boise, ID 83720-0009 

Att11: Gary Guiles, RN 
Re: State Survey 8/31/2012 

Dear Gary, 

PhOno(~O !366-'l561• AX(208) 116·1075 

Thank you for assisting us in om effotts to implement changes that wil 
standru:d of care at WKMH. Attached you will find our action plan that 
state eutd federal deficiencies that we were cited for. The plan includes 
person responsible for implementing specific parts of the plan, as well 
Additionally, we have attached specific docrunents to showcase how w will eff, ctivel 
track our compliance, along ·with the educational materials that will be rovided o our 
staff. We look forward to speaking with you in the near future. We are onfident that o r 
action plan will bring us back into compliance and prevent further defi encies i the 
future. 

Sincerely, 

< /&4--
Z:::n,CEO 

2/42 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

SIA.TEMENT OF DEFIOIENCIE!S 
ANC P(Ni Qf CORRECTION 

(XI) FROVlPERISUP?UERI{)liA 
IOENTIFIC.~TION NUMB 51<; 

131318 

NAME OF PRO\ODER OR SUPPLIER 

WALTER KNOX MEMORIAL HOSPifAL 

(X4) 10 
PREFIX 

TAG 

cooo 

C259 

' 

$UMMARY STAn:M!ONTOP O""'GlENCIES 
(i!ACH DliFJCIENOY MUST eo P~SCEOEO ~y FULL 

REGUIATQRY OR Ll;C IDENlli'YJNG INFORMATION) 

INITIAL COMMENTS 

The follov~ng daftoiencies were cited durins tho 
complaint survey at your hospl(al. SurveyDrs 
cond uollng the lnvesllgaUon ware: 

i Gary Guiles, RN, HFS, Team Leader 
' Rebecca Lara, RN, BA i'lf'S 
' 
:Acronyms used In this report include: 

CAH ~ crlllcal access hospital 
: CPR "cardiopulmonary resuscitatlon 
ED" Emergency Department 
H&P ~ history and physics) examination 
IV" lntravenou:; 
LPN ~ Licensed Practical Nurse 
NPO ~ nothing by moulh, the patient may not eat 
or drink anytlilrng 
RN " Registered Nurse 
485.631(b)(1)(1ii) RESPONSIBILITIES OF MD OR 
DO 

. (The doctor of medicine or osteopatny-] 

· In conjunction v~th the physician assist;;tntand/or 
, nurse practitioner members, pariodiO<JIIY reviews 
i the CAH's patient records, provides medical 
j or<:lers, and provides medioal care eervioes to tile 
patients of the CAH; [end) 

This STANDARD is not met as evidenced by: 

! 
~ 
' ; 
' 

' 

Based on staff Interview and review of medical 
records and m'edlcal.staff bylaws, It was 
determined the CAH failed to ensure the I 
physician providad medical care to 1 of 5 patients 
(#4) whose records were reviewed for care 

(X2) MULTIPLE OONSTRUCIION 

A. BUI~NG 

B. WING 

STREIIT AODRI!SS, CilY, STATE 
1202 EAST LOCUST $TREE 
EMMJ:TT, ID e3o17 

PCOOE 

PRINTE : O!J/17/2012 
FOR APPROVED 

OMB N . 0938-0391 

c 
08 :a1t2012 

ID 
PREFIX 

TAG 

PROVIDER"".~ F CORREO ION 
(EACH CORRoCTIVE CTION SHO LD BE 

CROS&REIERENCED PTHEAPPR PRIATE 
DEFIC NCI'\ 

c (1(10 

,0 c_ 

lABORI\T~~QOR's jfRO~~~=: REPRESENTATIVE$ SIGNATURE TITL!l 

C'2.0 
Any deflol(¢y &totemsnlendlng wllh on asterisk{') denotoo o ~orioloncy Whl<lltholnstkullon may bll OXc>JSod ~ o eutlng prov ding tt is enntn~:ftnol 
olhor s•_fl;l!u"!ds provl<!o sufficiimt p'otoctlon to !h• p•tiento. {S~tns!ructlons.) I:XO<I'I for nursing home•. tho findlll!' slated •bOV oro diS< sable 90 days 
followfng the datu of SIIMywtletheror not e. plan Qf COJTaolion is RtoVld&d. For numina homo,, \h~ above findings an plans of co_n ction ~"' dl~olos:able 14 
daY• follw~ng the date these documenle .,. modo avalla~le to t~o foclllty. lfdeffclene!09 are cltod, an apptovo~ plan I rorrectlon roqulslb to continued 
ptogrem participaliO!l. 

E~nt{D:MPUP1f Fac1i:y 10: IDH71J If con nuatlon s @et Page 1 Q{ t4 
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DEPARTMENT OF HEALTH AND HUMAN SERVICE$ 
CENTERS FOR MEDICARE & MEDICAID SERVICSS 

STAW~EI'IT OFOEFIOioNCioS 
AND PLAN OF CORRECTION 

(X1) nOVIOE!lffiUPPUERICI.!A 
IOI':NTIFICATION NUM66R: 

131318 

NNAE Or PROj,lOI\R OR SUPPUER 

WALTER KNOX MEMORIAL HOSPITAL 

(X4)10 
PR.EFIX: 

TAG 

SUMM'.RY STATEMENT OF DEfiCIENCIES 
(EliCH DoPIC!~NOY MUST BE PREOOOEQ BY FULl 

REI3\AATORY OR lSC IOEimFYING INFORMATION) 

C 259 Continued From page 1 
following a prooedure. Thla resulted In a delay in 
providing m'iQio\11 treatment Findings include: 

1. Patient #4's medical record documented a S1 
year old female who had upper gastrolntesllnal 
endoscopy with biopsy and colonoscopy with 
biopsy performed on 7131112. She suffered 
cardiopulmonary arrest at 4:10AM on 8/01112 
and was transf~rred to an acute care hospital. 

An H&P, dated 6/1$112, did no! Include any 
cardiac or pulmonary diagnoses. The H&P stated 
Patient tl4 e''Perienoed some wheezing and 
coughing at tlmes. No other cardlopulmonaJY 
s)'lllptoms were mentioned. The 
"PRE-ANESTHESIA EVALUAIION', dated 
7/31/12 at 9:50AM, did not dooumant pulmonary ' 
symptoms or difficulty walking. 

lhe procedures ended an 7/31/12 at 12:36 PM 
and Patient #4 was taken to the recovery area. 
Recovery Room notes al12:37 PM documented 

, she complained of pain and nausea. At 12:45 
: PM on 7/31112, the reoovel)' nurse documented 
· she attempted to assist Patient tl4 to the 
bathroom but the patient could not move h~r legs 
to walk. At 2:10PM on 7/31112, the recov!)ty 
nurse documented patient #4 required oxysen at 
10 liters per m!Jlute and said her abdomlf>11 
dil;cotnfort made it difficult to breatl!e. A 

; telephone order was obtained at 2!25 PM ~n 
7/31/12 to admit P~tient#4 to the medical floor 
for observation. A note bY the day shift RN, at 
a:oo PM on 7/31/12, stated Patlent#4 ratel:l her 
abdomirJal pain at 10 of 10, her abd~men was 
11rm !o !ouch, ano she hed no bowel oounds. 
Patient #4 was medicated with IV narcotiC ;at 3:11.i 
PM. A note by the day shift RN. at 3:15 PM on 

; i 

()(2) MUcTIPl!!CONSTRUOnoN 

A. I:WILDING 

B. WING 

STREET ADDRESS, 001', STATe, 
120i EAST LOCU$T smee: 
EMME-rT, ID 83617 

IPCODE 

RINTE : 09/17/2012 
FOR APPROVED 

· MB N< 0938·0391 
f'3) DATe URVEY 

COMPETED 

c 
08/ 1/2012 

PROVIDER'S PLAN F COR":':!!- oN 
(EACH CORRECTIVE . TION SHDU 0 BE 

CROSll-REFERENCeD THEAPPR PRI'.T!! II (X.) COMPlS'JOif 
om 

I 
C269! 

• 

Fad!t;y ID: 101i7!J 

DI!FICI 'CY) I 

If oon uaUon slool Pll/le 2 of 14 
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D!:PARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

~TATEMENT 01' DOI'ICIENCIEe 
AND PiAN OF CORRECTION 

{X1) PROVIDERISUPPlleR/CllA 
iOEHTIFICATION NUMBo.R: 

131316 

llMlE OF PROVIDER OR SUPPLIER 

WALTER KNOX M~MORIAL HOSPITAL 

(X4)10 
PR<FIX 

TAG 

0259 

SUMMA~Y STA'i'EMI!HT OF P.r!CIENCIEB 
(EACH DEFICie~'CY MUST Be PRECEDED BY FUu~ 

REGULATORY OR I.SC IDENTIFYING INFORMA'i'IDN) 

Continued From paga 2 J 

7/31/12, stated Patient i/4 tool< sips ofwatenmd 
vomited." A note by the day shift LPN, on 7131/12 
at 4:31 PM, documented Patlent#4 ~ld not haw 
energy to ambulate. A note by IM day shift RN, 
at 5:22 PM on 7/31/12, stated Patient #4 w11s 
medicated wlth Atlvan 1 mg IV for abdominal pain 
rated 10 of 10. The final note by the day shift lila~ 
an RN note at 7:45PM on 7/31112. It stated 
Patient#4's a\xloman remained flrm and it hurt 
for her (o take a deep breath. A nota by the LPN, 

I on 7/31/12 at 8:15PM, stated Patient i/4 waa 
, assisted to stand but became dizzy and had to sit 
: down. The note stated she was not able to 
' ambulate lo the bathroom and required a bedside 
· commode. At 8:58 PM on 7/31/12, the LPN 
documented Patient #4 required assistance to 
ambulate. 

A note by the LPN, on 11$1/12 at 8:36 PM, stated 
Patient i/4 removed her oxygen. Her oxygen 
saturation l~vel at the tim0 was 94% withoUt the 
oxygen. (The American Lung Assooiatlon'.s "A 

. QUICK GLANCE GUIDE TO OXYGEN 
THERAPY," n0t dated, stated "The goal of 
oxygen therapy Is to provide oxygen saturation of 
at least 90 % at all activity levels,") A note by th<> 
LPN, on 7/31/12at 10:12 PM, stated Pallent#4's 
oxygen saturation laval dropped to 79%. d.lxygen : 
was restarted at a liters per minute. At 10:17 PM · 
on 7131/12, Patient #4 was medicated by the RN 
with IV Demerol for pain rated at 10 of 10. A note 
by the LPN, on 7/31112 at 10:40 PM, state~ 
Patient #4 ",..states still having pain. Did ~ot rate 
at this Ume, compi~Jne mainly about upp~r 
abdomen area." A note by tha LPN, on 8101112 
at 12:10 AM, stated Patlent#4 ",..has emesis bag 
In hand, spitting Into II. States $Ill! feels 
na~seated,' A note by the LPN, on 8/0i/t'Z at 

EventiP,MPUP!! 

(X2) MUlTIPLE CONSTRUCTION 

A BUILOING 

B. WING 

STREI'T ADDRESS, CITY, STATE ~p CODE 
1202 EAST LOCUST STRE!S · 
EMMETT, 10 83617 

PRINTE : 09/1712012 
FOR APPROVED 

bMB N . 0938..(]391 
X3) OAT,~ URVEY 

COMo· ETED 

c 
oa 31/2012 

ID 
PREFIX 

TAG 

PROVIDER'S PLA F CORR"O'i ON 
(ERCH CORRECTIVi cfTION SHO LD BE 

CROSSCREFERENCJ!O ,THE APPR PRIATE 
DEFIC NCY) 

0259 

Faclll~ ID' IOK71J 
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DEPARTMENT OF HEALTH AND HUMAN SERVIDIO$ 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATI!MoNT Of DEFICIENCIES 
AND PI.NI Of CORR"CTION 

(>(1) PROVIDERISUPPLIERIC~IA 
JOilNT!f'ICIITION NUJv!Bg"' 

1~1318 

NAM!E OF PROVIDER OR SUP? tiER 

WALTER KNOX MeMORIAL HOSPITAL 

()(4) JD 
PREI'IX 

TAG 

SUMrMRY $TAT5MeNT OF OEFICII'RCI"S 
(EACH DEACJENCY MUST BE PRECEOEO BY FULL 

REGULATORY OR ~C iOeNTIFYING INFORfofATrON) 

C 259 ' Continued From page 3 
12:30 AM, stated Patient#4's abdominal girth 
appeared larger. The note stated tl1a ED RN was 
called to start another IV. The note stated ·Patient 
#4 was on owgsn at 1.51iters per minute. 

A note bY the LPN, on 8101112 at 12:58 AM, 
slated 'Call from [sorgeon). lnfo1111ed of prs 
current cond~ion. Orders receive<! For fiuld lx>Juij 
then Increased rate. Clindamycin, radiology, and 
labs In morning. Pt is now NPO except for sips 
and ice chips. Page [surgeon] if cllange In fever 
or taehyoerdla'' No parameters regardlng·when 
to notify the physician were Included In the order, 
such as if Patlent#6's pulse exceeded a certain 
rate or her bi00d pmssure was too high or low. 

Patient #4'$ condition contlnuad to d~cllne. A 
note by the night RN, on 8101112 at 4:10AM, 
stated patient #4 " ... went into respiratory arrest 
and became pulse!ass. CPR lnttlated." Patient 
#4's heart rate was restored and she was 
transferred to an acute care hospHal. 

The medical record from the receiving h~plt!!l 
documented Patient #4 arrived at approximately 

· 8:00AM on 8/01/12. She was taken to surgery 
that morning to repair a perforated bowel. A 
nuclear medicine report, dated 8/01112, st~ted a 
perfusion scan was performed at 1:44 PM. The 
report confirmed 'brain death." l11e record stated 
Patlent#4 was removed from life $Upport on 

: 8103112 and died, 

A "Progress Note'' by the physician, dated•8/01/12l 
but nottlmed, slated Patient #4 was admi(ted to I 
the CAH post ~rooedure for persistent distention, : 
nausea, and failure to progre&s. The note st~;~ted 
tha physician mscussed the pa~ent with the LPN 

FORM CMS-25G7{02·99) PrevloUi Ver~fons Obso1o~a Eveilt IO:MPUP11 

!X2) MIIL11PLE CONSTRUCTION 

A. BUI\DING 

e.. WING 

SlRE!;:T AOORESS, CITY, STATE ~p CODE 
1202 EAST LOCUST 8TREE 
5MME.TT,JO 83517 

PRINT~ : 0911712012 
fOR A~PROVED 

OM~ N D. 0938-0391 
I.(X~) DATE SUAVEY 

COM ETED 

c 
oa 3112o12 

10 I PROVIDER'S PlA •P! CORROC ION c.<" 
(fACt< CORRECTlY CTION SHO 1.0 BE • coW'l.oriON PRECIX 

TAG I CRQS&-RJ!I'ERoNCEO 0 THE APPR PRIATE ' DA-re 
DEI'IC NCY) 

0259 

PoolU~ 10: IDHT1J If con nuallon s eet P•g• 4 of 14 
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Sep. 17. 2012 2:17PM No. 1252 P. 8/20 

DEPARTMENT OF HE/iLTH AND HUMAN SERVldES PRI~~~~,A~9t/!cfSi6 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB N 0938 0391 ~~~~~~~~~~~~~~~L---r--·~~~~~-----4~--~~~~·~~-~.., 

STATEMENT OF OEFJCIENCIES 
ANO PLI>N OF CORRECTION 

[X1) PROVIDci<ISVI>?UERIC>IA 
IOENT)FICA110N NUMB~f" 

N.AME 01' PROVIDER OR SUPPWieR 

WALlER KNOX MEMORI(IL HOSPITAL 

(X4) ID 
PRCFO':. 

TA(l 

WMMAAfSTAT&MI<NT OF DEFICIENCIES 
(EACH OEFI,~~~NOY MUST BE PRECEDED BY FU'L 
REGULATO~Y·OR l6C IDENTIFYING INFORM4TIQN) 

C 259 Continued Frolh page 4 
at 1:00AM (On•B/01/12). The nota stated "The 
update at the tifne she was having persistent 
abdominal pain. The patient was able to \\IBik on 
one occasion a,nd pm;s a little but of g~e, 
however, was still distended. The patient was 
also having nausea and had an episode or 

. emeeis. She was also having lnte1mittent 
· tachycardia, hqwevar maintaining her bloo\l 
~pressure. At that morning I ordered momi!lg 
; laboratories, X<rays, started Clindamycln ahd 
! ordeted a fluld;bolus." The note further st~ted 
i that, at approximal:llly 4:00AM, Patient#4 
j required resuSCitation. 

j The physician was inte111iewed on 8/28/12 

I 
beginning at 1:55PM. He staled he performed 
tha scoping praoedures em Patient #4 and ~hen , 

1 left !h$ CAH. liie confirmed giving ordere 1o admit i 
' Patient#4 to the CAH. He elated he did not : 
return to the CAH to examine Patie11t #4. He 
stated Patient #4 was brain dead when ~ne 
arriVed at the receiving hospital. 

The physician did not provide medical care 
services to Patient #4, He did not examine her 
when she was.admitted to the CAH when ~he 
failed to recover from the scoplng procedures. 
He did not exa111ine Patient #4 after he tal~ed to 
the LPN at 12:li8 AM, on 8/01/12, and was 
Jnfonned sha was experiencing slgnillcant 
C!>mpficstlons. 1 

:1. Medical Staff Bylaws, amended 2128/12; stated 
ai18,1.1(f), "E~oh Preotitioner must assume 

1 timely adequate professional care for his petlants 
I in the Hospital by being available, or haViri)l 
J ~v~ilable an a~ernatlve Practitioner with whom 
~ prior arrangen!ents have been made. Eaqh 

E~->n\ IO:f,IPUP11 

(X2) MULTIPLE CONS'J'RUCT!ON 

A. BUILDING 

B. WIN~ 

STREET ADDRESS. Cl'rt'. STATE ZIP CODE 

1202 EAST LOCUST STREE 
eMMETT, ID 83817 

[X3) OAT SURV!Y 
GOM E'TEO 

c 
08 31/2012 

IP 
PREFIX 

TAG 

PROVlDER'S PLA ' I GOMEC" ION iX'I 
[EACH CORREG!!Y,! C'i'ION SHO LOBE OOVJ'I.<TIOII 

CROSS-REFERENCED 0 THE APPR PRIATE PATE 
DEFIC P,CY) 

C259 

F«<ill~ 10: IOM11J If con! nuatlon s oel Psge 6 of 14 
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DEPARTMENT OF HEAlTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICIES 

(X1) Pi\OVIDER!SUPPLieR/CLIA 
IDENTIFICAnON NUMSE~: 

131318 

I>IAME Oc PROV1DE1R OR SUP?l!ER 

WALTER KNOX MEMORIAL HOSPITAL 

(X4)10 
PREFIX 

TAO 

SUMWIRY STATEMENT Of DllfiOIIlNOIIill 
(I!AOH DEFICIENcY MUS'!" BE PAECEOED BY Fl!l{L 

REGUlATORY OR lSO IDBN'fii'YING INFORMATION) 

(X2) MUL oiPLE CONS!l'VCTION 

A. BUILDING 

e. WING 

STREET ADDRESS, CITY, STATE 
1zl)z I:A$Tl0Cl!ST $TREE 
EMMETI, ID 83B17 

PCODE 

PRINT!'; : 0911712012 
FDR APPROV!';O 

DMB N . 0938-D391 
Xs) DAoE~URVSY 
COMP~O 

c 
08l3112012 

10 
PREFIX 

TAG 

PROVIDoR'S P~~ F CORREC ON (1<~ 
(ll/ICH CORRECTIVE CTJON SHO 0 Sil COIII!'U!IIO." 

ORO~S-REFEREN<lED ptHI! APPR PRIATO DAn! 
DEFICI NCI') 

C 259 Continued From pag& 5 C 269 
member of the medical staff who doas not reside 
In tha Immediate vioinity shall name a member of · 

, tha Medical SMf who is a residant In the atea 
: and who may to attend the staff lilltmb&r'a i 
i patients In an emergency or until the staff 

1 

member arrives." 

The physician thalrman of the Medical Staff 
Quality Committee was Interviewed on 8/29/12 
beginning at 10:00 AM. She stated Patient #4's 
physician lived in another town (approximately 20 
miles from the OAH). She stated the attending 
phYsician did not return to the CAH to examine 
the patient or twrn the care over to a physlolan 

. who resided near the CAH. She stated she had 
recommended to the medical staff if a non~ocal 
physician adrnlls a patient to the CAH !hat their 

, care be followed by a local physiciiln, 

, Patient #4's phlfslclan did not follow medic~ I staff 
i bylaw!; by not naming a local member cf IM 
Medical Staff t0 attend to Patient #4's care. 

C 270 485.636 PROVISION OF SERVICES C 270 

Provision of Services 

This CONDITION is not met as eVIdenced by: 
Based on review of medical records and staff 

interview, It was deterrnin(ld the OAH failed to 
ensure servio~$ were provided to 2 of 9 p~tients 
whose records were reviewed. This feilur" ' 
resulted In a lapk of sale and effective nursing 
care provided to patients. Findings include: 

1 1. Refer to C-294 as It relates to the failure of the 
; CAH to ensure nutaing saNioes mel the needs 
; patients. 

EV01IIO:M,UP11 raoij~ ID; IDH71J II conll uttion> wt Pa•• 6 of 14 
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DEPARTMENT OF HEAL IH AND HUMAN SERVIOES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT 0' Dill'ICIENCIE$ 
t\"D PI..AN OF OORREGIJON 

(XI) PROVIDERISUPPLIER/C~IA 
IOENTlFICATIOH NUMBGR: 

131316 
AAME OF PRC'~OER OR SUPPiliER 

WALTER KNOX MEMORtAL HOSPITAL 

IX4)1D 
PRoF <X 

TAG 

SUMMA!\Y STATEMoNT 0' DllFICIIiNCII<$ 
(<ACH PEFIOIENOV MUST BE PIU!CEDED SV FUlt 

REGUlATORY OR LSO ID11NTIFYIOO INFORIIATIONJ 

C 270: Continued From page 6 

2. Refer to C"295 as it relates the failure of the 
CAH to ensure an RN provided nuroing care to 
patients. 

3. Refer to C-298 as It relates to I he failur~: of the 
CAH to ensure a nurnlng cara plan was 
developed for in-patients. 

· !he cumulative affect of these negative sy$temlc 
. practices resulted In the inabiflty of lhe OAH to 

(X2) MUlTIPLe CONS1'!'<UCriON 

A. BUILD!~ 

B,WlNG 

STREET ADDRESS, CITY, STATE , 
1202 EASi t.OCUSr STREE 

EMMETT, 10 83617 

!POODE 

PRII\'io~ •• : OQ/17/2012 
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OMB N D. 0938-0391 
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COM lfiTEO 

c 
08 31/2012 

ID 
PRcFI>t 

jA() 

PROVIDOR'S Pl.l\1 pF CORRoC ION {X6) 
(0/\CH CORRECT[~ CTION SHO LO Bll o~W>LE1JoN 

OROS~REFERoNOED 0 THE AOPR PRIAT~ !lo\TE 
DEFI NCY) 

0270 

; provide basic nursing care services. 
0 294, 4B5.63o(d) NURSING SERVICES • C 294 

Nul'$ing 9ervlcas must meet the needs or 
patients. 

This STANDARD le not metes evidenced by: 
Based on stall interview and review or m~dlcal 
records, it wa~ delermined the CAH failed ito 
ensure nursing services met the needs of 1 of 5 
patients (#4) whose records were reviewed for 
care followina a procedure. !his resulted Jn a 

i lack of monltortng of an unslable patient. 
; Andings include: 

· 1. Patient #4's medical record dooumante~ a G1 
year old femal» who had upper gastrointestinal 
endoscopy with biopsy and oolonoscopy 1~1th 
biopsy performed on 7/31/12. lhe proced.ures 
ended at 12:36 PM and ~he was taken to the 

: recovery area, Patient #4 did not recover , 
: sufficiently to be discharged. A telephonMrder 

W<JS obteined at 2:25PM on 7131/12to admit 
Patient #41o the medical floor for observa!lon. 
Orders included an IV, water as requesteq, 
DemeroiiV for pain, Atlvan IV for <mxlety, and 
Zofran IV for nausea. Orders for oxygen were not 

FO~M CMS·2S8T(OMll) Pl<illi>UI Vm!ono Oo..,!oto EveniiD:MPUPt1 Faon:yiD: IDH71J If oor nuaUcn sf,oet Page 7 or 14 
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C 294 Continued From page 7 
present 

Patlent #4's Cllhloal Documentation Report, dated 
7/31/12 at 2:3a PM, sta\00 she was transferred to 

: lh~> medical floor. Nursing notes on 7/31/12, 
, between 2;30 PM and 8:15 PM, did not doGument 
· Patlen! #4 received oxygen. At 8:35 PM on 

7/31112, the LPN documented Patlent#4 
removed her oxygen beoause it was "bothering 
me" and the oxygen was discontinued. AI10:i2 
PM on 7/31/12, the LPN documented Patient #4's ~ 
oxygen saturetlon level dropped to 79%. Patient • 
#4 WQs placed on oxygen at 3liters per minute. 
At12:30 AM om 7/31/12, the LPN documented 
Patient#4 was receiving oxygen at 1.511ters per 
minute. At 12:58 AM on 7/31112. the LPN 
documented speaking to Patient #4's physician. 
Oroers we~ obtained for an sntibiolio ~nd 
morning laboratory and x-ray teste. No orders for 
oxygen were obtained. At 1:38AM on 7131112, 

1 the LPN documented PatlenU4'a oxygen 
saturation level was 87% on 311ters of ol<)'gan. I 
The note &tated Patient lt4's oxygen was 
Increased to 4 liters per minute. A nursing, note 
by the LPN, on 8/01/12 at2:30 AM, elated Patient 
#4's oxygen was Increased to 411tars per minute 
Viil nasal cannula. At 4:10AM on 8!01/12, 
nursing notes stated Patient #4 sufrersd 
cardiopUimonaJY arrest. 

I The Director of Quality reviewed Pallen! #4's 
i m!!dical tecord with the sUJveyors on 8129112 
beginning at 2:05 PM. She confirmed ord$rs for 
oxygen were not pr<loent in the medical record. 

Nursing staff applied and ~djustad Patiant:#4's 
oxygen without a physician order. 
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C 294 j Continued From page 8 

1
2. As noted abmve, Patient #4's medlcal re~ord i 
documented she was transferred to the medicl11 I 
fioor at 2:30PM on 7131112. Nursing notes 
documented Patient #4 complained of pain rated 
10 Of 10 on 7/31112 at 3:00 PM, 3:15PM, 6:22 
PM, and 10:17 PM. Nursing notes on 7131112 
documented P~tient #4 vomited at 3:46 PM, was 
dJY heavlflll at 4:00 PM, and complained of 
nausea at 8:15: PM. Nursing notaa on 8101112 
documented Patient i/4 was spitting into an 
ernesis bag and complaining of nausea at 12:10 
AM. 

Nu~Sing notes, on 7/31/12 at 4:31 PM, j 
documented Petlent 114 did not have energy to 
ambulate. At 8:15PM on 7/31112, the LPN 
documented P~tient #4 was assisted to sumd but 
bac~ma dizzy and had to stt down. The note 
ijfated she was not able to ambulltl& to the 
bathroom and required a bedside commode. At 
6;58 PM on 7/31112, the lPN documented'Patlent I #4 required assistance to ambulate. 

I 
No documenta~on was present stating the 
physician was notlfted of Patient #4's continuing 

I nausea or her difficulty ambulating, At 12:p8 AM 
1 on 8/01/12, the LPN documented the physician 
! called the hospital. The nota stated the p~yslcl~n I 
! was "lnformad·of pfs current condition" and 
: order.; were obtained. The note did not state 1 

; specirtoallywhat symptoms the physician was ; 
' informed of. 

At2:30 AM on 8101/12, the LPN documented 
P~tient #4's oxygen saturation levels dropped to 
the low 80s. Again, the phy~ioian wa~ not 
informed of PaUent #4's change In comlitiqn. 

EventiD:M?UP1\ 

(X2) M~l TIPLE CONSTRUCTION 

A BUilDING 

&.WING 

Sll'<EoT ADDRESS, CITY, STATE 

1202 EAST LOCUST STR!!E 
BMM5TT, 10 63617 

IPCOOE 

PRINTE : 09/17/2012 
FOR A?PROV~O 

bMB N . 0948..0391 
Jx'l DA!J:. ~-RilEY 

COMe ETED 

c 
OB 311201~ 

ID 
PREI'IX 

TA<:l 

PROVIDER'S PLA~ F CORREC ON (X6) 
(EACH GQRRECTNS CTJON SHO 1.D BE COW'CiTION 

CRO!I&REFERENCED l5'THEAPPR PRIATE OA'J'E 
DEFIC NCY) 

C294 

Faolllly ID: IDH71J 

14/42 



2012·Sep·26 09:11PM Walter Knox-Nursing 208·365·3578 

Sep. 17. 2012 2! 18PM No. 252 tp· 13/20 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SI2RVICES 

STATeMENT OF DEFICIENCIES 
AND PIA~ OF CORRECTION 

NAM!l Of' PROVIDOR OR $UP?UIER 

(X1) PRC\olDERISUPPLIERICI.JA 
IDENTIFICATION NUW.Bi!FO 

131318 

WAl TIOR KNOX MEMORIAL HOSPITAL 

(X4)1D 
PRERK 

TAG 

$UMMARY STATEMENT OF OEFIOIENCI"S 
(EAC>I DEFIC(ENGY MUST BE PRECEOEO 6Y FUol 

REGULATORY OR LSC IDENTIFYING INFORW\TidN) 

(X2) MULTIP"E QO~STRUCTION 

A. SUillliNG 

B. WI~ 

STRoET ADDRE$S. CITY, STATii 
1202 ~ASTLOCUST STREB 

cMM~IT, ID 83G17 

PRINT!'! : 09/1'7/2012 
FOR~APPROVED 

OMB N . 09:)8-0391 
:x<J) 01\TE~~RVIN 

COM> oTED 

c 
oa 31/2o12 

10 
PREFIX 

TAG 

?Rll\olOER'S_~ F COMEC ION 
(!'ACH CORRECTIVE CTION eliO W SE 

CROBS-REPeRoNCeO ~:n'E APPR PRII\TE 
DofiC NCY) 

{X&) 
MLV'L!!1'10N 

DATI' 

C 294 Contlnued !='rom page 9 c 294 
Th~ LPN who ~ara for Patient #4 was inlet)llewed 
on 8128112 beginning at2:40 PM. She stafed 
Patient #4's physician called the hospital at 12:58 
!WI on 8101112. She statao she was attempting 
to call tha physjcian at the time. However, she 
stated a nurse did not contact the physician from 
7:00PM 0117131112 unti14:10 AM on 8/01112 
whan Patlent#'4 arr~$ted. She stated she did not I 

. request the physician to come and examine i 1 
Patient #4. 1 

Patient#4's ph~sician was interviewed on 8128/12 · 
beginning at 1:65PM. He stated the LPN did not 
inform him of Patient #4's low oxygen saturation 
levels when hs spoke to her by phone at 12:58 

. N~ on 8101112. He stated the LPN soundod like 
Patient #4 was doing better. 

; Nurses failed to notlty the physician of Patient 
i #4's deteriorating condftlon. ' 

3. Patient #4's "Clinical Documentation Report," , 
dated 7131112 from 2:30PM through 8/01/12 at ! 
12;30 AM, documented her abdomen W!!S firm 
and/or distended 5 different times. No 
documentatlon was present that nursing staff 
measured her abdomen In order to determine 
v.tlether it was increasing In sl>:e. 

The Director of Quality was interviewed orr 
8/30/12 beginning at 10;30 AM, She confirmed 
Patient #4's abdominal girth was not mea~ured. 

Nurses failed to measure Patient #4's alldcmml 
girth. 

C 295 485.6$5(d)(1) NURSING SERVICES 
I 
' 'A registered n~rse must provide (or assign to 

I 

EVl<tl) IO:M'UP11 

C295 
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C 295 Continued From page 10 C 295 
; other personnel) the nursing care of each patient. 
: includiJ19 patients at a SNf' level of care In a j 
' swing-bed CAH. The care must be provid~d in 
jllccordance with the patienfs needs and lha I 
; specialized qualifio~tiQn~ and competence ,of the ! 
! staff available. 

This STANDAIRD Is not met as evidenced, by: 
Based on staff interview and review of me~ leal 
records, it was· determined the CAH failed to 
ensure an RN provided nursing care for 1 of 5 
patlents {#4) vmose records were reviewed for 
care following a procedure. This resulted In a 
lack of aseesstnent and oversight of patient care. 
Findings include: 

1. Pati~nt#4's medical record dooumentad a 61 
year old female who had upper gastrointe~llnal 
endoscopy with biopsy and colonoscopy Witll 
biopsy performed on 7/31/12. The procedures 
ended ~~ 12:3a PM and she v.>ae taken to the 
r~covel)' area. Patient #4 did not recove1 
sufficiently to be discharged from same d&Y 
surgery. A telephone order was obtained at 2:25 
PM on 7131/12 to admit Patient #4 to the rMdical 
Hoor for observation. 01ders Included an 1\1, 
water as requested, DemarottV For pain, Ativan 
IV for anxiety, ~nd Zofran IV for nausea. 

Patient #4's Clininal Documentation Repml! noled ; 
the day shift RN cared tor Patient #4 during that 1 
shift. The flnal progres~ note by the day shift RN 
was documented at7:45 PM on 7/31/12. 

Be!ween 7:45PM on 7/31/12 and 4:10AM on 
8!01/12, when'PatisQt#4 suffered · 
cardiopulmonary arrest, the RN documented 2 

Ev•nl ID:MPUP11 F&elllt,IIO:IOH71J lfcontl upUonshiolPaQO 11 of14 
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C 295 1 Continued From page 11 
; progress notes. The first note was dated 7i31/12 
· at 8;58 AM. It documented diminished lung 
sounds bilaterally and noted bowel tones in all4 
quadrants. The note stilled Patient #4 required 
assistance to ambul~te, The other progress note 
by 1he RN was dat.ld 7/31/12 at 10:17 PM. It 
documentoo medicating Patient #4 with Demerol 
for pain whtch was rated a\1 0 of 10. No 
aesessment of' Patlent #4's condition was 1 

documented at this time. No further assessment : 
of Patient #4's condition by the RN was · 

·documented untii4:10 PM on 8/01/12. : 

Al10:12 PM om 7/31/12, the LPN documented 
i Patlan! #4's oxygen saturation level dropped from 
i 94% at 8;35 PM to 79%. Even though the RN 
medicated the patient 5 minutes later, no 
assessment o~ her condition by the RN was 
documented. The LPN documented speaRing 
with the physician at 12!58 AM on 8101112. No . 
documentation was present that the RN sp,oke to ' 
the physician or informed him of her opinion 
regarding PaHent#4's condition. The LPN 
dooumented Pi'ltient #4's oxygen s<>:uretioillevel 
was 87% on 3•11ters of oxygen at 1:38AM ?~nd the 
level was in ij1e low 80s at 2:30AM on eton/12. 
No documentation of an assessment of Patient 
#4's condition or notification of the physici~n by 
the RN was present at these times. 

Tne night shift RN was Interviewed on 8!2ilf12 
beginning at3!20 PM. She confirmed tha lack of 
RN dooumen{$tlon and stated she did not spesk 
with the physlqlan prior to Patient #4's 
cprdlopulmonary arresl 

: The RN failed ~o evaluate Patient #4 ano tQ notify 1l 
· the physician Of her condition. 
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C 298 4S5.6$5(d)(4) NURSING SERVICES 

A nursing car~· plan must be developed and kept 
current for each Inpatient. 

This STANDARD Is not met as evldenced.by: 
Based on staff lntetView and review of medical 

. records, it was, determined the CAH failed to 
ensure e nuroing care plan was developed lor 1 
of 6 in· patients (II'<J) whose records were 
reviewed. This r~suUed In a lsck of dlreoll~n to 
nursing et~ff cering for patients. Findings include: 

PaHent#9's meqical record documented a 36 
year old female who was admitted to the facility 
on 7/31112 at 6:57PM. The "HISTORY AND 
PHYSICAL,'daled 7/31/12, documented Patient 
#9 was admitted for an emergent caesarean 
S$ctlon {surgiC!ll procedure used to deliver a 
baby) saocndary to sevara pre-eclampsia (high 
blood preseure and excess protein in the urine 
after 20 weeks of pregnancy In a woman >,Vho 
previously had. a nor'mal blood pressure) and fetal 
distress. The ''OPERATIVE CARE R5CORD' 
documented PaUent #Q underwent surgery on 
7/31/12, from 6:03PM to 7:28PM, when Ratlent 
#9 was transferred to the post"anesthes!a .;are 
unit The infant was transfe!T<Hl to a neonatal 

1 intensive care unit In " nearby town. From tl1e 
i post-aneslhasla care unit, Patient #9 was 
' t~ansferred to the medicallsurgloal floor at 
approximately 9:11 PM, where she remalr(ed until, 
she was discharged on 8/03112 at 11:54 AM. 
There was no nursing plan of care found li!l 
Patient #9's medical record to provide direction 
for nursing staff who cared for Patient #9 during 
her 3 day post"oparatlva hospital stay. 

, The Director of Quality reviewed Pe.tient #4's 
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C 298 Continued From page 13 
medical rerord with the surveyors on 8/30/12 
beginning at 10:30 AM. She confirmed a nursing 
plan of care had not bean devaloped for Patient 
#9. 

1 Nursing staff did not develop s plan of care tor I Patient #9. 
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B ooo 16.03.14 ln!Hal Comments 

The following deftclancles were cited during the 
complaint sUivey al your hospftal, Surveyors 
conducting the investigation were: 

Gary Guiles, RN, HFS, Team Leader 
Rebeccs Lsr~, RN, HFS 

TA@ 

B 000 

BB144 16.03.14,260.01 Medical Staff QualifiCations and 

1
1 al3144 

! Privileges 

! 260. MEDICAL STAFF. l 
: !he hospital shall have an active medical staff I 
; organized under bylaws ~pproved by the , 
; governing body and responsible to the governing 
j body for the quality of all medical care provided 
; the patients, ana for the professional prac:tices 
j and ethical conduct of !he members. (10·1il·88) 

i 01. Medie<ll Staff Qualifications and Privileges. All 
· medical slafl members shall be qualified l~gally 

and prof(>sslonally, for the privileges which· they 
are granted. (1 o. 14-88) 

a. Privileges shall be granted only on the basis of 
individual training, compatencs, and experience. 
(10-14..fl8) 

b. The medical staff, with governing body 1 
approval, shall develop and implement a wrttten 1 
procedure for detennlnlng qualifications far 

. medico! staff appoln!men~ and for determining 
, privileges. (10-14-88) 

i c. The governing body shall approve medical staff 
privileges within the limits of the hospilal's 
capabilities for providing qualified support elaff 
and equipment In $pe<.>lollzed areas. (10·14-<!8) 

This Rule is not met as evidenced by: 

STATE FORM I/ «n 

DEFICI NGY) 

TITI-E 

CE..O 
MPUP11 lr oont v~Uon ~ ~t 1 of 3 
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Bureau of Facllltv Standards 

STATEMENT OF DEFICIENCIES 
AND PIJ\N OF CORRECTION 

I'AME Of PROVID!!R OR SUPPUSR 

(Xi) PROVIOgRJSUPPLIERIGliA 
IP!;NTIPJCATION NUMBE:'R: 

IDH71J 

(X2) MU' TlPLt; CONSTRUCTION 

A au"o"oo 
e.wmo 

WALTER KNOX MEMORIAL HOSPitAL 

STREBl AODRESS, CITY, STATE. ZIP CCDE 

1202 EAST LOCUST STREET 
~i;IMBTT, ID 83617 

No. 2~52 ~. 19/20 

PRINTE~: 0911712012 
FOR APPROVSJ 

(X3J DArE SURVEY 
ccMP erso 

0 
OB 31/2012 

(X4) 10 
PREFIX , 

TAI3 

SUMMAA'I' STATEMENT OF OC!'JCIONCIES 
(fiACH OoFIOIENCY MU$T BE PRECI!DEO BY FUU­
R~GUrATORY.OR LSO IDENTIFYING INFORMAnON) I ID 

PRiiFIX 
j TAG 

PROWlER'S -~~ F CORRI:O ON 
(EACH c<JMECTIVE CTION SHO lDBE 

CROS$-REFERENCED 0 THE APPR PRIAY6 
OEFIC NCY) 

I (X6J 
¢(JMPLEil! 

. DA'r'f!. 

al'lH4 Conllnued From page 1 

Based on st~ff Interview and review of medical 
records and pho/sician creden~als files, it was 
determined the CAH failed to ensure complete 
privileges wel'e' gr&nted to one physician w~e>se 

, files were revlewed. This resulted in the inability 
to ensure the physician was qualified to peliorm 
the procedure. Findings Include: 

Patiant#4's medical record documented a 81 
year old female who had upper gastrointoo11n~l 
endoscopy WIIA biopsy and oolonoscopy with 
biopsy performed on 7/31/12. Shs suffered 
cardiopulmonary arrest at 4:10AM on 8101/12 
and was transferred to an acute cara hospital. 

The credentials file of Patient #4's physician, who 
performed the cclonoaoopy prooeoure, was 
reviewed. The file stated he was last reappointed 
to the medical staff on 1131112. His privilege list 
included gaslroscopy, proctoscopy and 
sigmoidos~tipy. The list did not Include 
colonoscopy. 1 

Th~ Admlnlsita!lveAssistant in charge of medical 
staff credentlallng was interviewed on 8/29/12 
beginning at 9i(l0 AM. She confirmed the 
physician had not been granted privileges for 
colonosoopy. 

The CAH failed to grant ccmplete privileges to a 
physician prlor to allowing him to perform 
procedures. 

88176 16.03.14.310.03 Patlan! Care Plans 

03. Patient Care Plans. Individual patient oare 
p~ans shall be developed, implemented and kept 
current for eaoh inpatient. Each patient care plan 
shalllnolude but is not limited to: (10-14·8$) 

Bureou of focllly Standards 
STATE FORM 

BB144 

, .. MPU~1l 1f oon nu:JUon Bhool. 2 Cl 3 
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Plan of Correction 

C2S9~ Responsibilities of MD or DO 

1. Problem- Physician 'did not provide medlca.l cat·e services to the patient 
patient when she was afunitted. 

Corrective Action~ We have hired a new General Surgeon, Dr. 
and has an established practice in town. 

Improvements- s close proximity to the hospital :ngrnnc;amnf re:a.uCie~ 
arose with our sw:geon who Jived 25 miles from the hospital. 
be able to closely monitot difficult cases. 

Implomontation .. ~egan practiciog on 9/4/2012. 

2. Problem-Physician did cot follow medical staff bylaws by not naming"" .... , ...... u~"'J'u.v ...... 
Staffto attend to the patient's care. 

Cor1·ective Action- Medical. staff was reminded on 9/11/12 in medical 
state that, "Each Practitioner must assume tbnely adequate professional 
Hospital by being available, or having available and alternative Pra,ctrtltonc~ 
arrangements have been made, Each member of the medical staff who 
vicinity shall name a member of the Medical Staff who is a resident in the 
staff member's patients in an emergency or until the staff member arrives. 
next medical staff meeting to be held on 10/9/12. 

Improvements~Patient safety will increase and reS!JOnse time to cnl:tcaJ/a~!llle vLviJl~~<llllilo 
will decrease. Nursing staff will have the needed support to P1'0vide safe, H....,, .. ," 

C270 PROVISION OF SERVlCES 

1. C294- Nursing Semces must meet the nQeds of the patleJJts, 

1. Problexu .. No complete orders. No oxygen orders. Nursing sta:ffapr:me«JUUlO 
without physician orders. 

Corrective Ac:tion .. - -' or acting CRNA 'Will af\'N 't!llllr.~> 
patients for all surgical procedures perfonned in the OR (see attached 
physician will activate Post"Op Orders: Same Day Surgery (see attached 
these meas~1res, we will be conducting! an inpatient chart audi1 every shift 
with physician orders, as well as monitor that initial assessments and care 
an RN. This will be carried out each silift by the charge RN. 
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lmprovemen~- Will improve continuity of care and add another step in 
to the patient Will increase level of care and safety while in the PACU 
relates to the swecific citing, the RN will be allowed to apply oxygen and 
standing orders. The policies implemented give consistent criteria and ~o:w~aJliJIJll 
staff to follow. The inpatient Chad Audit will enS\lte that compliance is 
inpatient. 

ensi.Uttkg safety 
Ql·~·""'"~". As it 

Improvements- This education will empower nurses in their Clec•iSlC>n-xn~ltnR va1.•~1u= 
have a clear algorithm to follow as an aid to ensure the correct nursing uut;l,lU~JuL 

Implementntlon- This education will be presented to the nursing staffme~hbe,rs 
staff meeting. Minutes will be kept to poctunent the teaching. In addition 
meeting and each nurse will sign that they t•eceived the presentation ofn1*1'ial. 

3. Problem- Nurses failed to measure patient's abdominal girth. 

Corrective Action- Education wlll be~ provided. by -RN> 
include di$cus~ion on ethics and l'eviaw of patient ~ed in 
Teaching will also include "Evaluatin~ a SymptoJ:n" algorithm. Titis algc)tmllm 
measuring abdominal girth. This education 'Will take place on 9/27/12 iu. monthlY n11ll'Sl(l~ 
meeting. Monthly, staff participates~ urut-:Spe.Cific education and skills ::ilpJJ.UUtU. 

be certified in BLS, ACLS, PALS} NRP, and STABLE. This was Jmp.lem¢fbtecl 
date, we have had ACLS, NRP, and S'il' ABLE classes. Three ER nurses 
in TNCC. We plan to have all ER RNs TNCC certified by June 2013. 
ceitifications ~ompleted by one-year ·~versary of employment at 

Improvements- We believe that thesq ed~cational certifications and vuJ!04JiiJJ;; u•.vu~-~;:u 1 ec:lu~ati~>nal 
opportunities will give our nurses an ihcreastid ability to recognize acute •. uaa1a:.~ 
intervene appropriately for all patien1s. 

bnpleme:u.tation- This education will·be presented to the nursing staffmdml>ers 
staff meeting. Minutes will be kept to •document the teaching. In addition 
meeting and each nurse will sign that they received the presentation of . 

24/42 
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2. C29S- A registered nurse must provide ~e nm·sing care of ea~h patient. 
accordance with the patient's needs nnd the specialized qualificnthms and COll~Petenii!El 
available. 

1. Problem .. RN fulled to evaluate the patient and notify the physician of!f,pn.wnon.l 

Corrective Action .. Education will be· provided by~. 
include discussion on ethios and review of patient advocaoy as defined in 
Teaching wm also include "Evaluating a Symptom)' algorithm~ which lU!o;I~IJIUOI:;i:j 
physical examination that will quicklY' determine a change in patient con1[1llicm 
the physiciau inunediately. This edue(\'tion wHl take place on 9/27/12 in 
meeting. 

All staff is req}lired to be certified in BLS, A CLS, PALS, NRP, and ST...,.~.""'£.0'• 
6/8/12. Since this date, we have had ACLS, NRP, and STABLE classes. 
their certifications in TNCC. We plan to have all ER. RNs TNCC certltle·ctlt>~ 
have these certifications completed by one-year: anniversary ofemi)!Ojrme:m 

Monthly, staff participates in unit-Specific education and skills seminar. 

Additionally, we have changed the pl~ of care from total patient care to 
effective 10/1/-12. Responsibilities will be divided between the RN, LPN, 
and LPN can be found in the attached~ "Standards ofNursing Practice 
addition to these meas\U·es~ an inpatient chart audit will be perfonned 
compliance whll physician orders, as well as monitor that initial ass1~ssrnet1tts 
initiated by an RN. This will be audite.d every shift by ~urse repo1rtet1 
RN, BSN, CNO. ~II thenrepO!it compliance to..-, QI u•ww!!.•·~· 
compliance on a monthly basis in QI report. This implementation will co~illtJleuce 

25/42 
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lmplementatton- Tlrls education will.be presented to the nursing staffmeltl!lbe:rs v• .. '·"' '"' 

staff meeting. Minutes ·will be kept to :document the teachlng. In addition 
meeting and each nurse will sign that they received the presentation ofm~~mll. 

Walter Knox Memorial Hospital will ~so be transitioning to an all RN 
support staffm the ER, as well as an~ and support staff on the Nlewc•U!'l)urgtcai 

allow for WKMH to have an R..l\f in th.b BR and an RN on the Medica1/S .... r;, ......... 

attached RN tQ LPN transition) 

Improvements .. These steps will itnptove continuity of care and patient 
empower nUiscs in their decision-.makllng capacities. Nurses will have a 
aid to ensure the cottect nursin.g judgrltenils being made. 'The inpatient 
compliance is met every shift for each inpatient. We believe that thco_se .--u<~'l-<'-"•uua• 
ongoing monthly educational opp011\l~ties will give our nurses an mcJ:eaSt~<l alJJ.u,.v, 

change in patient status and intervene ~ppropriately for all patients, 

lll1V<:""'' RN and 
This will 
. (See 

3 
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I 

Ow· MW mod~! of care will bring us ~to .compliance and allow for the 
patients. The RN will tJ?.en delegate ~propriate patient cate to the LPN, 

3. C298- A nursing o~re plan must be developed and kept cm·rent for each • ...,..,,.,. ......... .. 

1. Pr·oblem-Nursing staff d;d not de\J.elop a plan of onre for patients 

Col·recth•e Action" We have changed the plan of oare from total patient 
approach, effective 10/1/12. Responsi~ilities vo.ill be divided between the 
of1he RN and LPN ean be found in tHe attached, "Standards of Nursing Pnac:tlce 
Differentiation,'. In addition to these rneasw'es~ an inpatient chart audit per:rqrrned 
br) to monitor compliance with physiqian orde1s, as well as monitor that 

have initiated by an RN. This will be audl.ted ever.y shift by thei iChflre:e 
RN, BSN7 CNO. Jason will the11report compliance to 
iance on a monthly basis in QI report. This lffi}Hen1en1;a~~n 

~enta~on- Education will be provided at the monthly staff 
~PN, ~d BSN CNO regarding ........ ~,1<>U"""""U'Ju. 
HM:S system for all inpatients. wiU present steJ)·b)r-st~~~~~llSi:r'Uctil~l1S 
HMS system for care plan · demonstration will be 
process. Staff will sign off competenc~ in creating care plans and using 
nursing tasks. 

Improvements- These changes will allow for the RN to supervise all 
by staff. The RN will be empowered to delegate patient assignments as 
Nursing PracHce with Role Differenti$tion policy. An RN will perform 
plans on all inpatients. 

Education on the HMS system care plan will allow nurses to effectively 
them to :m.odicy the care plan as needed throughout the duration of the nl'lfi'll>n t ' 

education will traitl staff to use the cmre plan: flow sheet to doctunent all as01ects 
signs) daily cares, newologlcal checks) etc.). This will increase the COXli1'imAitv 
even stronger resolve to 111eet goals and ~eadlines set in the care plan. 

BB144- Medical Staff Qualifications and PtiYileges 

1. Problem- 1lhe CAH failed to grant complete privileges to a physician 
perform procedures. 

CorreciiveA~;tion" 9-15-12 Until new dellneation of privileges are 
procedure wiU be :halld Written, SO ap~roprlate privileges can be teOt\esteOI 
delineation of pdvileges are outdated. 

Implementat~on- Inunectiately 
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lmpl'ovem.ent- l lwl3wl2 New delineati<m of privileges will be rcVJlewfm.and 

Medical Staff,. which will include cu111ent sur.gical procedures. 

BB17S- :Patient Care Plans 

3. Problem- Nursing staff did not develop a plan of care for: patients 

Corrective ActionM We have changed the plan of care from totnl patient 
apptoach, effective 1 0/1/12. ReSponsibilitie$ will be divided between the 
of the RN and LPN can be found in the attached/'Standards of Nursing 
Differentiation".ln addition to these measures, an inpatient chart audit 
lu') to monitor compliance with physi(fian orders, as well as monitor that 
~nitiated by an RN. This will be audited every shift by 
~. BSN, CNO ... will then report compliance to 
v:ill report compliance on a monthly l1asis in QI report. This l.UL},'~ ..... ~ .... uo.a•"~~u 

Implementation- ·on will be p~ovided at the monthly 
-LPN, ~d RN, BSN, CNO regarding unp;rementanon 
HMS system fol' all inpatients. present <:TI"r,.n'I.I•.Qrp,n mmu~;no:ns 
HMS system for care plan implementation. A live demonstration will be 
process. Steff will sign off competency in orea.ting oare plans and using 
nursilagtasks. · 

Improvements- These changes will allow for 1he RN to supervise all ,~nllt'lnTC! 
by staff. The RN will be empo·wered to delegate patient assignments as 
Nursing Practice with Role Differentiation policy. An fu~ will perform 
plans on all inpatients. 

Education on the B:M:S system care pljUl will allow nurses to effectively 
them to lUodify the caxe plan as neede~ throughout the dllration of the -pat(~nt' 
education will. traln staff to use the cru;e plan flow sheet to document all ~'J'"''~'"'""' 
signs, daily eares, neurological checks, etc.). This will increase the COl1LUl~ll11tY 
even stronger resolve to meet goals and deadlines set in the care pla.n. 
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I D A H 0 D E P A R T M E N T 0 F 

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

September 25, 2012 

John Olson, Administrator 
Walter Knox Memorial Hospital 
1202 East Locust Street 
Emmett, ID 83617 

RE: Walter Knox Memorial Hospital CCN #131318 

Dear Mr. Olson: 

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

3232 E~er Soeet 
P.O. Box 83720 

Boise, ID 83720·0009 
PHONE 208·334-6626 

FAX 208·364-1888 

On August 31, 2012, a complaint survey was conducted at Walter Knox Memorial Hospital. The 
complaint allegations, findings, and conclusions are as follows: 

Complaint #ID00005699 

Alligation #1: A patient died following a routine colonoscopy. 

Findings #1: An unannounced visit was made to the Critical Access Hospital (CAH) on 8/28112 to 
8/31112. Staff were inten•iewed. Eight medical records were reviewed. CAH policies and 
administrative documents were reviewed. Medical Staff credentials files and meeting minutes were 
reviewed. 

No unexpected deaths of inpatients were documented at the CAH in 2012. One medical record 
documented a patient whose condition deteriorated necessitating transfer to an acute care hospital. 

The medical record documented a 61 year old female who had upper gastrointestinal endoscopy with 
biopsy and colonoscopy with biopsy performed on 7/31112. She suffered cardiopulmonary arrest at 4:10 
AM on 8/01112 and was transferred to an acute care hospital. 

A History and Physical (H&P) assessment of the patient, dated 6/19112, did not include any cardiac or 
pulmonary diagnoses. The H&P stated the patient experienced some wheezing and coughing at times. 
No other cardiopulmonary symptoms were mentioned. The "PRE-ANESTHESIA EVALUATION", 
dated 7/31/12 at 9:50PM, did not document pulmonaty symptoms or difficulty walking. 

The procedures ended at 12:36 PM and the patient was taken to the recovety area. She complained of 
pain and nausea after the procedure. At 12:45 PM on 7/31/12, the recovery nurse documented she 
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attempted to assist the patient to the bathroom but the patient was unable to move her legs to walk. At 
2:10PM on 7/31/12, the recovery nurse documented the patient required oxygen at 10 liters per minute 
and said her abdominal discomfort made it difficult to breathe. A telephone order was obtained at 2:25 
PM on 7/31112 to admit the patient to the medical floor for observation. A note by the day shift 
registered nurse (RN), at 3:00PM on 7/31112, stated the patient rated her abdominal pain at 10 of 10, her 
abdomen was firm to touch, and she had no bowel sounds. The patient was medicated with IV narcotic at 
3:15PM. A note by the day shift RN, at 3:15PM on 7/31/12, stated the patient took sips of water and 
vomited." A note by the day shift RN, at 5:22PM on 7/31/12, stated the patient was medicated with 
Ativan 1 mg IV for abdominal pain rated I 0 of 10. The final note by the day shift was an RN note at 
7:45PM on 7/31112. It stated the patienfs abdomen remained firm and it hmt for her to take a deep 
breath. 

Nursing shift change occurred at 7:00PM on 7/31112. A note by the licensed practical nurse (LPN), on 
7/31/12 at 8:15PM, stated the patient was not able to ambulate to the bathroom. A note by the LPN, on 
7/31/12 at 8:35PM, stated the patient removed her oxygen. Her oxygen saturation level at the time was 
94%. (The American Lung Association's "A QUICK GLANCE GUIDE TO OXYGEN THERAPY," not 
dated, stated "The goal of oxygen therapy is to provide oxygen saturation of at least 90 % at all activity 
levels.") A note by the LPN, on 7/31112 at 10:12 PM, stated the patient's oxygen saturation level 
dropped to 79%. Oxygen was restarted at 3 liters per minute. At I 0: 17 PM on 7/31/12, the patient was 
medicated by the RN with IV Demerol for pain rated at I 0 of I 0. A note by the LPN, on 7/31/12 at 10:40 
PM, stated the patient " ... states still having pain. Did not rate at this time. Complains mainly about 
upper abdomen area." A note by the LPN, on 8/01/12 at 12:10 AM, stated the patient " ... has emesis bag 
in hand , spitting into it. States still feels nauseated." A note by the LPN, on 8/01/12 at 12:30 AM, 
stated the patient's abdominal gitth appeared larger. The note stated the ED RN was called to start 
another IV. The note stated the patient was on oxygen at 1.5 liters per minute. 

A note by the LPN, on 8/01112 at 12:58 AM, stated "Call from surgeon. Informed ofpt's current 
condition. Orders received for fluid bolus then increased rate. Clindamycin, radiology, and labs in 
morning. Pt is now NPO except for sips and ice chips. Page surgeon if change in fever or tachycardia." 

The patient's condition continued to decline. The LPN documented the patient's oxygen saturation level 
was 87% on 3 liters of oxygen at I :38 AM and the level was in the low 80s at 2:30AM on 8/01/12. A 
note by the night RN, on 8/01/12 at 4:10AM, stated the patient " ... went into respiratory arrest and 
became pulseless. CPR initiated." The patient's heart rate was restored and she was transferred to an 
acute care hospital. 

Nursing notes documented they administered oxygen to the patient and adjusted flow rates. However no 
orders for oxygen were present in the medical record. 

The patient's "Clinical Documentation Report," dated 7/31112 from 2:30PM through 8/01/12 at 12:30 
AM, documented her abdomen was firm and/or distended 5 different times. No documentation was 
present that nursing staff measured her abdomen in order to determine whether it was increasing in size. 

Between 7:45PM on 7/31/12 and 4:10AM on 8/01112, when the patient suffered cardiopulmonary 
arrest, the RN documented 2 progress notes. The first note was dated 7/31/12 at 8:58AM. It 
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documented diminished lung sounds bilaterally and noted bowel tones in all 4 quadrants. The note stated 
the patient required assistance to ambulate. The other progress note by the RN was dated 7/31/12 at 
10:17 PM. It documented medicating the patient with Demerol for pain which was rated at 10 of 10. No 
assessment of the patient's condition was documented at this time. No further assessment of the patient's 
condition by the RN was documented until4:10 AM on 8/01/12. At 10:12 PM on 7/31112, the LPN 
documented the patient's oxygen saturation level dropped from 94% at 8:35PM to 79%. Even though 
the RN medicated the patient 5 minutes later, no assessment of the patient's condition by the RN was 
documented. The LPN documented speaking with the physician at 12:58 AM on 8/01/12. No 
documentation was present that the RN spoke to the physician or informed him of her opinion regarding 
the patient's condition. No documentation of an assessment of the patient's condition or notification of 
the physician by the RN was present at these times. 

The medical record fi·om the receiving hospital documented the patient arrived on the morning of 8/01112 
and was taken to surge1y that morning to repair a perforated bowel. A nuclear medicine report, dated 
8/01112, stated a perfusion scan was performed at 1:44PM. The report confirmed "brain death." The 
record stated the patient was removed from life support on 8/03/12 and died. 

A "Progress Note" by the physician, dated 8/01/12 but not timed, stated the patient was admitted to the 
CAH post procedure for persistent distention, nausea, and failure to progress. The note stated the 
physician discussed the patient with the LPN at I AM (on 8/01/12). The note stated "The update at the 
time she was having persistent abdominal pain. The patient was able to walk on one occasion and pass a 
little but of gas, however, was still distended. The patient was also having' nausea and had an episode of 
emesis. She was also having intermittent tachycardia, however maintaining her blood pressure. At that 
moming I ordered morning laboratories, x-rays, started Clindamycin and ordered a fluid bolus." The 
note further stated that, at approximately 4:00AM, the patient required resuscitation. 

Medical Staff Bylaws, amended 2/28/12, stated at 18.l.l(f), "Each Practitioner must assume timely 
adequate professional care for his patients in the Hospital by being available, or having available an 
alternative Practitioner with whom prior an·angements have been made. Each member of the medical 
staff who does not reside in the immediate vicinity shall name a member of the Medical Staff who is a 
resident in the area and who may to attend the staff member's patients in an emergency or until the staff 
member arrives." 

The above patient's physician stated he lived in a town approximately 25 miles from the hospital. He 
stated he did not return to the hospital to examine the patient after she exhibited signs of complications. 
Neither did a local physician examine the patient. Care of the patient was not turned over to a local 
physician. 

Interviews with nursing staff revealed they did not request a physician to examine the above patient. 
Also, following shift change at approximately 7:45 PM on 7/31/12, the patient was primarily cared for by 
an LPN with minimal RN involvement. The LPN did speak with the physician at 12:58 AM on 8/01/12. 
An RN did not communicate with the physician after 2:30PM on 7/31/12. 

The complaint was substantiated. A deficiency was cited at 42 CFR Part 485.63l(b,l,iii) for the failure 
of the physician to provide care to the patient. 
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Also, deficiencies were cited at 42 CFR Part 485.635 for the failure of the nursing staff to adequately 
monitor the patient and report her deteriorating condition to the physician and for the lack of monitoring 
of the patient by a registered nurse. 

Conclusion: Substantiated. Federal and State deficiencies related to the allegation are cited. 

Based on the findings of the complaint investigation, deficiencies were cited and included on the survey 
repmt. No response is necessary to this complaint repmt, as it was addressed in the Plan of Correction. 

If you have questions or concerns regarding our investigation, please contact us at (208) 334-6626. 
Thank you for the comtesy and cooperation you and your staff extended to us in the course of our 
investigation. 

Sincerely, 

~~~ 
GARY GUILES 
Health Facility Surveyor 
Non-Long Te1m Care 

GG/s1m 

~'-~Q_ 
Co-Supervisor 
Non-Long Tenn Care 




