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Kandi Bourdeau, Administrator
Emeritus at Ridge Wind

4080 Hawthorne Road
Chubbuck, Idaho 83202

Provider ID: RC-772

Ms. Bourdeau:

- On September 25, 2014, a state Heensure/follow-up survey and complaint investigation were conducted at Emeritus
Corporation - Emeritus at Ridge Wind. As a result of that survey, deficient practices were found. The deficiencies

were cifed at the following level{(s):

e Core issues, which are described on the Statement of Deficiencies, and for which you have submijtted a Plan
of Correction,

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

Your submitted plan of correction and evidence of resolution are being accepted by this office. Please ensure the
cotrections you identified are implemented for all residents and situations, and implement a monitoring system to
make certain the deficient practices do not recur.

Thank you for your work to correct these deficiencies. Should you have questions, please contact Rae Jean
McPhillips, RN, BSN, Health Facility Surveyor, Residential Assisted Living Facility Prograrn, at (208) 364-1962.

Sincerely,

’P%U% AM{ - o, My b
RAE JEAN MCPHILLIPS, RN, BSN

Team Leader
Health Facility Surveyor

RM/se

cc: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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Provider ID: RC-772
Ms. Moore:

Based on the state licensure/follow-up survey and complaint investigation conducted by Department staff at
Emeritus Corporation - Emerifus at Ridge Wind between September 22, 2014 and September 25, 2014, it has
been determined that the facility failed to protect residents from inadequate care.

This core issue deficiency substantially limits the capacity of Emeritus Corporation - Emeritus at Ridge Wind to
furnish services of an adequate level or quality to ensure that residents' health and safety are protected. 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
deficiency must be achieved by November 9,2014. We urge you 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?

+ 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 info place or what systemic changes will you make to ensure that the
deficient practice does not recur?

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

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

Return the signed and dated Plan of Correciion to us by October 21, 2014, and keep a copy for your records.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop.




Amber Moore
October 8, 2014
Page 2 of 2

Pursuant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue deficiency
through an informal dispute resofution process. If you disagree with the survey report findings, you may make a
written request to the Supervisor of the Residential Assisted Living Facility Program for an IDR meeting. The
request for the meeting must be in writing and must be made within ten (10) business days of receipt of the
Statement of Deficiencies. The facility's request must include sufficient information for Licensing and
Certification to determine the basis for the provider's appeal, including reference to the specific deficiency to be
reconsidered and the basis for the reconsideration request. If your request for informal dispute resolution is
received more than ten (10) days after you receive the Statement of Deficiencies, your request will not be
granted. Your IDR request must be made in accordance with the Informal Dispute Resolution Process. The IDR
request form and the process for submitting a complete request can be found at
www.assistedliving.dhw.idaho.gov under the heading of Forms and Information.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and {eft with you during the exit conference. Your evidence of resolution (e.g., receipts, pictures,
policy updates, etc.) for each of the non-core issue deficiencies is to be submitted to this office by October 25,
2014.

Four (4} of the twenty-four {24) non-core deficiencies cited were identified as repeat punches. Please be aware,
any non-core deficiency which is identified on three consecutive surveys will result in a civil monetary penalty.

If, at the follow-up survey, the core deficiency still exists or a new core deficiency is identified, or if any of the
repeat non-core punches are identified as still out of compliance, the Department will have no alternative but to
initiate an enforcement action against the license held by Emeritus Corporation - Emeritus at Ridge Wind.

Enforcement actions may include:

imposition of civil monetary penalties;

issuance of a provisional license;

limitation or ban on admission to the facility;

requirement that the facility hire a consultant who submits periodic reports to Licensing and
Certification,

Our staff is available to answer questions and to assist you in identifying appropriate corrections to avoid further
enforcement actions, Should you have any questions, or if we may be of assistance, please contact us at (208)
364-1962 and ask for the Residential Assisted Living Facility program. Thank you for your continued
participation in the Idaho Residential Care Assisted Living Facility program.

Sincerely,

G

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

JS/sc
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R 00G nitial Comments ROOD ’
. . \ . Emeritus at Ridge Wind
The following deficiency was cited during the State Survey Plan of

licensure, fallow-up and complaint investigation
survey conducted from September 22, 2014
through Septembart 25, 2014 at your residential
carefassisted living facility. The surveyors
cenducting the survey were:

Rae Jean McPhillips, RN, BEN
Team Coordinator
Health Facility Surveyor

Donna Henscheld, LSW
Health Fagility Surveyor

Karen Anderson, RN
Health Facility Surveyor

Matt Hauser, QMRP
Health Facility Surveyor

Definitions used in this report include: |

ADLs = Activities of Daily Living

AL = Asgigled Living

ALF = Assisted Living Facility

BR = Baihroom

cm = Centimeter

cfo = complaint of

Fx = Fracture

L1 = Lumbar Vertebrae #1

LPN = Litensed Practical Nurse

MAR = WMedication Assistance Record
MCU = Memary Care Unit

med = medication

NSA = Negalfated Service Agreement
PSR = Psychosocial Rehabilifation
RN = Registerad Nurse

Correction

The following is Emeritus at
Ridge Wind's Plan of Corraction
for the Departrent of Health and
Welfare of Deficiencies dated

September 25, 2014 and received at the

Comraunity via cectified mail on
October 11, 2014, This Plan of
Correction is not to be construed
as an admission of or agreement
with the findings and conclusions
outlined in this Statement of
Deficiencies. Rather, itis
submitted as confirmation of our
gngoing efforts to comply with all
statutory and regulatory
requirements. In this document,
we have outlined specific actions
in response to gach allegation ar
finding. Ve have not presented
all contrary factuai or legal
| arguments, nor have we identified
all mitigation factors.

Bureau af Facilily Slandards
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TED = Thrombo-Embolic Daterrent Hose
termnp = temporary

TV = felavision

LAl = Uniform Assessment Instrument

R 008 16.03.22.520 Protect Residents from Inadequate
Cars,

The administrator must assure that poficles and
procedures are implemented o assure hat all
residents are free ffom nadeguate care.

This Rule is nol mel as evidenced by:

Based on observalions, récord review and
interview, the: facilily falled fo protect 100% of the
mempry care unit's residents right to live ina
hurnane and sanitary living environment and to be
treated with dignity and respect, The facillly also
failed to ensure residents were sompatible when
they admitted Resident #9 to the memory uif.

IDAPA 16.03.22.011, defines inadequate care as
when a facilily violates residends’ rights or admits
residents that have emolional or soclal needs that
are not compatible with the other residents.

IDAPA, 16.03.22.550.03, documents residents

trave the right to humane care, a2 humane and

sanitary living environment and the right to ke
- {reated with dignity and respect.

I. RESIDENT RIGHMTS

On 9i22{14 at approximately 3:45 PM, a tour of
the Facility's MCU was conducted. At the Eme of
the tour the MCU had 13 residents. an additional
resident was brought into the unit at meal tivies
because he "needed assistanca" with ealing.

ROQ0

R 805

Buraay of Fagllity Standards
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Four residents were in wheelchairs, the other 8
residenls were ambulatory,
16.03.22,520 Protect Residents fram

Inadequate Carp

The MCU was a rectangular shape with a )
common area in the center. Tha common area
was used as the dining room, living room and

recreational area. The squara footage of the 1. Resident Rights
combined usage comminon ared, was
approximately 589 square feet. There was one L. Coerrective Actions

corridor leading into the MCU from the AL side,

and another corridor that led culside io & fenced New furniture has been ordered

ecured yard.
secured yard for the MCU. The furniture includes
Two jove seals and a couch were place against two dining room tables and chaiys,
different walls. The "dining” furniture consisted of aach accommodating eight peaple.
3 small square tables, 1 small round {able and 7 [ These tables will remain
vinyl coverad metal chairs. All 7 chairs were in the common area
observed io have tears/holes in the vinyl. some of .

the dining tablas were observed to have the finish
worn off. A new couch and lounge chairs have
also been ordered 1o provide a safe

When not in use for meals, the 3 square tables, o :
and cornfortable living environment

and the 7 chairs were stored in the exit corridor

that fed to the secured yard, The round table was for the residents in the MCU,
pushed against the wall by the television. This left This Furniture was orderad oa
only 7 spaces on the couches for the 13 residents 10-17-14 and takes 8-10 weaks
{o sit on between meals, .

to arriva,
There was no available for caregivers to wash
thelr hands other than in the residents’ private A hand washing sink has been
bathrooms, instailed | N ,

ed In the common area for

During the tour of the MGU on 9/22114, the caregivers to wash their hands,
ohsarvations were: An Infection Control in service was

Completad on 10-7-14.
*Resident #11's room smelled of feces. There
was no toilet paper and there was a streak of
feces on g drésser.

*The toilet paper holder in Resident #15's room

Buread of Faslily Standards
STATE FOORM i MESEYt [Feontinuation sheel 3of 16
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\gatz ::}rgkeg. i;'; h?ﬂrg :;as feces on the wall by the A deep clean of the MCU was
a m Bght swiich. completed on 9/26/14. This
{ncluded a deep clean of

*Resident #8's foilet had feces and wring ireit.
Toilet paper was stuffed into cracks behind the

toilet along the side of the bathroom sink cabinat. |

The toilet paper was siiting on the cabinet and not
ont the holder.

*Resident #14's room had a broken dresser. In
the bathroom, the tollat riser, transfer bar, sink
countertop and floor had feces smieared on them.
there was also awet area on the bathraom floor
next to the smeared feces. There were no paper
towels in the room. :

*Resident #7's room had faces smzared on the
toilet riser, walls, and bathroom cablnet. A large
television was sitling on the floor with a sign
taped to it that sald, "do not use." Also, Resldent
#7's mattress was not covered with a shest and
the maltrass was stainad,

On 972214, during the supper meal, between
4:45 PN and 5:30 PM, the following was
abserved:

*Resident #8 was sitting on a couch by herself
with ter meai on a TV tray, while all the other
residents were seated at the tables.

*Resident #7, who had significant tremars, was
ohserved with an empty cup, repeatedly banging
the emply cuyp against his nose. After
approximately § minuets, a caregiver took the
empty cup, filled it back up, and gave it to the
Resident #7. The resident immediately drank the
cottents and continued to bang the cup against
his hose. Whet the cup was finally removed, the
resident had a dime-sized reddened area on the

rasident rooms, resident
bathrooms, and common
areas.

Buraay of Facility Standards
STATE FORM

dard

All broken furgiture has bean re
21 rem
and repiaced. eved

Plan for Resident #7 is to discharge to
ASNE. On 10-20-14 Community was
Informed that the Health and Weifara
needs to complete a face to face for the
PASSR, the state rep will be on site for
the PASSR sereen 10-23-14 at the latest.
We anticipate no reasons why resident
wouldn't be discharged to a SNF, If for
Some reason this does not ocour, the

» Community will assist with placement to
| more suitable Assisted Living.

| Resident #7's mattress has been
replaced.
Resident #8 no longer resides in the
community and was admitted to
Portneuf Medical Center on
10-1-14 and then admitted to
Asofon 10-6-14.

MCU staff is keeping Resident 87's
Cup full of liquid , which leads

to him not bumping face with
empty cup.

lort shest 40118
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bridge of his nose.
g The carggiving staff has been
*A caregiver came through the door to the MCU in sarviced on Guidelinas for
with an angry, frustrated look on her face. She Apprapriate Conduct as outlined
walked up to Resident #5 and reset his call In our Employes Handbook,
pendent button ihat was hanging arcund his
neck. The caregiver was asked by another
caregiver if Resident #5 had pushed his button.
The caregiver responded, "Yes freal." and
abruptly walked out of the memory unit. On 10-8-14, the MCU caregivers
| leted a training titled,
*A carggiver was standing over Resident #2 as | ,f;n ?E.: air Journ ey”g
she assisted the resident with eating. The o _ o
caregiver stated, "Ne, 1o, no, iol" to Resident #2, This is an eight- hour training
a5 the rasident attempted to grab her food with specifically designed for helping
her hands. Then the caregiver said to herina ‘ care givers understand and
chastising tone, "We don't use our hands to eat” best serve dementia and
H 1| t
She further told the resident to "be gaod. cognitively impaired residents.
On 9/23/14 from “8:45 AM untif 5:00 PM,
observations were as follows:
;}f;r:%rgsh;d ltizctisi.’l :; :igz ridi[et and splattered up The MCU has a revamped
' ' Daily and Weekly cleaning
*A roorn had feces on the wall in the bathroom, Schedule.
“A room had feces smearad on the toilet seat.
*Caregivers cleaned feces in a résidant's
bathroom, assisted residents to-change out of
soiled clothing and assisted residents with eating Styrofoam cups have been
without washing their hands between tasks. Removed from the MCU. Mera cups
; or meal service
“Styeafoam disposable cups were used during Have been ardered ]; ow being used
lunch. A caregiver stated the other glasses did And paper cups are i
not get washed. for passing medications.
*Residant #12 was unkempt with stringy hair and
facial whiskers.
Bureau of Facility Slandards
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assistance.
On 9/21414, frorm 8:45 AM unti] 5:00 P,
ohservations ware as follows: N X
plan for Resident #7 is 10 discharge o
*Resident #7's hair was messy and his {an pants A SNF. On 16-20-14 Community was
were solled. tnformed that the Health and Welfamh
L e to faca for the
*Resident #13's hair was greasy and the resident needs to complete a fac [ ba on sita for
was unshaven. PASSR, the state rep will be o
the PASSR screen 10-23-14 at the latest.
*Resident #7 was coughing =nd choking on his We anticipate no reasons why resident
food. A caregiver told him lo “slow down.” The wouldn't be discharged to a SNF, If for
caregiver approzched the resident and removed <ome reason this does not oceur, the
the fork from his hand. She told Resident #7 she o -+ will aselst with placement to
was {aking him to his room to "clean” him up. The Commurity wi _a:; wd Living
caregiver took the resident to his rcom and less maore suitable Assisted Living.
thait 2 minute tater, the caregiver came bagk into .
the dining area. Within & cottple of minutes, On 10-8-14, the MCU caregiver:
Resident #7 came out of his room wilh his shirt eted a training titled,
unbulioned. The resident approached & surveyor complets oy’
and said, "Too many bultons.” The resident “jain Their Jaurney . N
indicated he needed assislance with buttening his This Is an elght- hour training
shirt. Resldenl #7 was observed fa have dried specifically designed for helping
food on his chest, neck and in his factal hairs, care givers understand and
Another caregiver, came out of a resident's room best serve dementia and
and sald to Resident #7, "Let's go freshenup a pe e .
little more.” cognitively impaired residents.
*Resident #12 was observed (o be wearing a
"band” on his ankle. A careqgiver stated she did T
not know why he was wezring It and that he had he band has been removed
been waaring it since he had been admitted to From resident # 12's ankle.
the facility on 8/18M4. The resident had been
wearing the band for 37 days and no skaff
questioned what the band was for, or if it could be
removed,
The MCU has a revamped
On 8/22114 at 5:05 PM, a caraglver in the MCU Daily and Weekly cleaning
stated she had not had time to clean the hed
; al Schedula.
Flyre ey of Faciily Slandards
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*Resident #7 had a dime-sized reddenad KCU staff will be in serviced on
abrasion on the bridge of his nose. ADL task sheets and Daily
*Resident #13 was unshaven and had on a dirly Assignment sheets.
shirt with a torn undershirt.
*Raslident #1 was steeping in a recliner chalr In
her room. Her dentures and her breakfast were
sitting on a tray in front of her. No staff were in ) ,
the room. Fifteen minules later, a stalf picked up Anin service on understanding Residents
Resident #1's breakfast fray and stated that Rights was completed on
Resident #1 had not eaten any of it. 10/17/14. A second in service
*Two female residenis were silling at a table in on Residents’ Rights
their wheelchairs and Resident #8 was sitting on Has been schedule to be provided by the
the couch behind them. Resldent#8 had anly a Local Ombudsman on 11-3-14.
fe\? Inches batween het legs and the wheelchair
in front of her. Resldent #8 was observed with an . . ‘
annoyed lock on har face, kicking at the Resident #8 no fonger resides in the
wheelchair trying to move It away from her legs. community and was admitted to
Staff were present, but did not intervene. Portneuf Medical Center on
10-1-14 and then admitted to
*Resident #4 was sitling on a couch, and had an A snf on 10-6-14.
odor emanating from his body.
*A caregiver wheeled Rasident #9 info the MCU
and told the MGU categiver, “Miss [Resident #0's
name] would like a smoke." The caregiver left
Rasident #9 in the MCU and the MCU caregiver
got a cigarette and a lighter and wheelad the
resident otitside. The MCU caregiver propped the
door open and assisted Resident #9 with lighting
fier cigarette, The smoke drifted into the facility.
*Resident #14, who smelied of feces, got up from
the cauch. The caregiver stated, he was "very"
independent, but at the “same time, makes a
mess too.” The caregiver did not follow the
resident ta his room, to see if he required
Bureau of Fagilly Standards
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Oct. 22, 2014 9:14MM emeritis No. 9076 P 2
PRINTED: 10/08/2014
3 FORM APPROVED
_Bureau of Facility Standards
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTRUGTION {X2) DATE SURVEY
ANDG PLAN GF GORRECTION IBENTIFICATION NUMBER: A, BUILDING: GOMPLETED
14R772 B.WING _ UL 0972512014
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIP CUDE
4080 HAWTHORNE ROAD
E RIDGE
MERITUS AT RIDGE WIND CHUBBUCK, ID 83202
(I SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S PLAN OF CORRECTION {5)
PREFIX (EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD PE COMPLETE
TAG REGULATORY DR LSC (DENTIEYING INFGRMATION) TAG CROBSREFENENGED TO THE APPROPRIATE DATE
DEFICIENGY)
| -
R 008 | Continued From page 7 R 008 The activities calendar is

residenis’ ronms that were chserved to have

Posted in tha commeon drea,

rctivities-are-consistently-being i

| fores smearad apd tracked thioughoubthe
fooms.

On 9:24/14 st 9:30 AM, a MCU caregiver staled
ataff could not "keep up” with the cleaning.

O @244 at 10:24 AM, a family member stated
ab ane time he felt the care was "excellent.” He
stated letely, the care had been "fafing oif’ and
the resident was often found "rumpled.” Further,
he stated the facility “use to have activiies" in the
pMCU, but they "don't anymore, other them TV

O 9/24/14 at 312 PM,"a PSR wWéiler stated
there had been concerns with Resident #7's
appearance as his “clothes were stained -

The facflity failed to provide the memory care
unit's residents a humang, dignifled, and sanitary
living environmant,

Il. COMPATIRILITY

Resident #0's record documented she was a 79
year old female, who was discharged from the AL
side, to the hospital on 9/5/14. The resident was
re-admitted to the facility's MGU on 9/17/14 with a
diagnosis of a compression fracture to har lower

haek.

On /22/14 at approximately 4:00 PM, the
administrater completed a facility roster, which
included 77 reslderits that resided in the AL side,
and 12 residents that resided in the MCU, fora
total of 69 residents. Resident#8 was not
included on the sompleted roster.

According to the facility's admission and

discharge register, Residant#9 was discharged

| U
Sursau of Facilily Standards

STATE FORM

weeq

13
M services.

carrled out consistent with the schedule. :
{
1. Identifying other residents
antentiaily affected by the citations

Administrator and/er Licansed
Nurse wili tour through MCU daily. 1

Cloen.,
Administrator and/or Nurse will 1 1/ ﬂﬁ/ﬁf
meat with MCU staff consistently it
to Identify any lsskes of concerns !

- with MGy quvlaw.uf.char.ts.mﬂ'i bhe
completad for all residents in MCU. |

Hi, Systematlc Changes l

identified problams with hroken or
worn furnitura are to be immediately
reported by the MCU staff to the
Administrator and/or Maintenance

Director.

A Housekeeping Checklist has been
implemented for Daily and weekly
cleaning of the MCU.

The Infection cantrol in servige
discussed above is included as

part of the onboarding training
with newly hirad staff,

Joln Their lourney training }

s now being provided I
for all new hires working in the MCU. |
Restdent Rights will cantinue '
To be a part of new hire
Training and ongoing in

tionsheel dof1a

=F
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RU08 Continued From page 8 rogs | Administrator andfor Resident
. . Care Director will review the monthi
to the hospital on 9/5714. Howeaver, the resident activities calendar for the MCU tn iy
was not added to the admission register upon calendariorine o
re-admission. ensure it is complete and appropriate.

During the tour of the facility, Resident #9's name V. Monitoring

was not cbserved (o be posiad on the sulside of

any room located within the MCU. The Administrator andy or

Licensed Nurse will frequently

On 943114 at 9:15 AM, a caregiver brought | review the MCU for adequate
Resident #9 fo the unil so she could smoke in the housekeeping
secured courtyard. ”
On 9723114 at 9:22 AW, the administrat The Administrator and/or

n al . Ihe auminisiralor was Nurse will frequently review
asked why Resident #9 came to fhe MCU to | the Negotrateg SErvi:a

smoke. The administrator responded, "I don't a " .
know, good guestion.” At the same time, a MCU Breements to ensure accurate

caragiver stated Resident #4 went o the AL side ADL task sheets.
for meals, but fived back hare,

The Administrator and/or
On 9123714 at 11:00 AM, Resident 49 stated she Resident Care Director
was upset because she did not like heing in the will frequently monitar
MGU with the "crazy people.” the activities in the MCU
On 812313 at 11:20 AM, a caregiver stated to En?‘;m t]h &Y m_fe ]h'?";g
Resident #9 told staff she did not want to eat with Consistently comoletad.
the "quacks” in MCLL. The caregiver stated, the The Administrator and
resident did not have & diagnosls of dementla, @ Admimistratorand
She stated the resident was admitted to the unit Resident Care Director will
- for increased supervision and care needs related e sufficiently present in the
to her tompression frachure. Community to ansure that
: the MCU residen
On 924114 at 9:13 AM, Resident#9 stated she | humana d?snc;e;s :aze d tar
was told upon re-admission to the facility, the iumnane, dighitied, and sanitary
reason she was placed in the MCU, was so she Living environment.
would receive additional assistance with her care
needs and supesvision fo prevent her from falling. V. Date of Completion
She stated, " don't like being in that place, and
I . = " 2]
I'tn not getting the help | need. The Plan of Correction will be fully
The facillty failed to ensure residents were Completed on or bsfore
— ' November 9, 2014.

Buroaw of Fagility Standards
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R008 Continued From page 9 RODB 2, Compatibility
compatible when Resident #8, who was )
cagnitively intact, was admilted to a memory care 1. Corrective Action
unit, CT
_ Resident #3 no longer resides In the
The Facilily failed to protect 100% of the memory Community. He has been admitted to
care upit's residents’ right to live in a himane and Asnf
sanilary living environment and te be freated with ’
dignity and respect. The facility also failed o inz other residents potentially
ensure Resident #9 was corpatible with the ".' k.‘{::]t {f:ffegcted by the citations
residents in the memiory care unit. These fallures similarly
resulied in inadequate care. .
Recent resident admissions and
R 005 16.03.22.625 Profect Residents from Neglect rose  Readmissions to the community
have been reviewed by the
The administrator must assure that policies and adminizstrator and Besident Care
procadures are implemented fo assure that all Directar to identify any residents
residents are free from neglect. That are niot compatible with the
Community. Additionally, reviews
This Rule is not met as evidenced by: | of the existing resident’s Negntj_atecl
Based on cbseivations, interviews and record Sepvice Agraements and Bebavior
reviews it u:ras detir?ﬂned the facility failad to | Management Plaps have been completed
protect residents (i1, #2, #7 and #3) from neglect to ensure that residents are only being
g:gt fhiey did not provide appropriate medical reramad at the cormmy Aty Wit $
service and behavioral needs can be met.
IDAPA 16.03.22.011.24 defines naglect as the
faliure o provide...medical care necessary to 1Ll Systeratic Change
sustain the life and health of a resident. i
Priot to residents being admitted
The faclity’s "Abuse Prevention, Identifigation & Or retained in the community, the RCD
Reporting" policy, revised an 8/20414, deflnes tir Adeninistrator will review the pre
neglect as",..a pattern of congduct or inactioh of a Move in assessmants and
care provider that fails te provide goads or Nerotlated Service Agreements
services that maintain physical or mental health _ egotiated sen green
or that fails to avold or prevent physical or mental andfor Behavior Management
hatm or pain, or an act of omission that Plans, as available, 1o identify residents
constitutes a clear and present danger to health, That are not compatible with the
wellare of safely of a resident " Other residents in the factlity.
Bureau of Faciily Standards T
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RO08 Continued From pags 10 ROO9 V. Monitoring
All residents identified in the report tesided in the The administrator and/ or
Memory Care Unit, Resident Care Director will regularly review the
Negotiated Service Agreements
l. CHANGES OF CONDITION And Behavior Management Plans
Acanrding to her record, Resident #1 was an 84 To da.termme x;.fl;;athe.:i:es;g:z s
year old female, who was admitted to the facility remain Compatiole with o
on 1/13711, with diagnoses that included already living in the facility.
dementia.
V. Date of Carapletion
"Daily Chservation and Monitoring Worksheet," .
completed by the caregivers, documented the The Plan of Correction will be completed
follawing for Resident #1: On or before November 9, 2014,
* 9/10/14 - "...has problem braathing and 3. Changes of Condition
talking...”
* 9111/14 -*...has problem breathing and 1. Corrective Action
talking..."
* 0112414 - .. still not doing goed, slill problem : . . .
with taiking and her breathirig..." Resident Care Director and Licensed
* /13114 - "Really sleepy, not feeling the best. Nurse Have completed a Change
CIO sora throat and aches all shift, Tylenol given, of Condition assessment for
fo ?ﬁ? at 9:45 PM, legs are huge." Resident #1. This resident’s
L} 13 H .
9/16114 - "Not feeling good, push fluids...very Agreement has been updated to

noisy coughing, throat gets diy. Breathing don't
sound good and coughing more.”

* 9117114 - "Very hard to transfer. Coughing and
complaining of difficult breathing."

* {18114 - “Faver.” She refused to eat.

* 9119114 - "Stilt fever [sic], Open area on tall Resident #1 was admitted to
bona." hospice on 972a/14.

“ Q2114 - "Very weak.."

reflect any identified changes.

A nursing assessment, dated 8/19/14,
docurniented Resident#1 had diminished breath
sounds in her right tower lung, The assessment
was completed 9 days after Resident #1 first
complained of difficully breathing.

Bureau of Fagllity Standards
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RO09 Continued From page 1t Roog |

A daily meeting has been established

The nursing "Service Noles” contained no with the Administrator, facility
documentation from 10/22/13 undil 9419714 Nurse, and Caregiving staff to review
(approximately one year), and discuss residents Experiencing
There was no further documentation found in potential changes of conditians.
Resident #1's record that the facility nurse had |
addressed any of the changes of condition such _
as "problem breathing," fever, increased Facility has hired a full time Resident Care
weakness, and foot swelling. Director/Facility RN.

On 9/2314 at 8:00 AN, Resident#! was !

observed slesping in & recliner chair in her room. e \ \
Her dentures and her untouched breakfast were Administrator and/or Resident Care Director
Meet regularly with care

sitting on a tray n front of her. A fly was observad

o craw across her food. Staff to discuss alert charting and any resident
changes of conditions. As appropriate,
On 9/24/14 at 3:40 PM, Resident#1 was resident service plans are immediately updated.

ebserved attempting 1o get out of bed. The

resident was heard to have audible wheezing as !

she tried fo get up. L. Identifying nther residents who
by the citations.

During the survey, on 924114, Resident#1 was may be affected by the citations

admitted to hospice services.

On 9/23/14 at 10:35 AM, the facility nurses stated Administrator and/or Resident Care
they were were not aware Resident #1 was Director regularly Review and

h_aying breathix_zg difficullies, had & faver, wag update residents Negotiated Service
coughing and had increased weakness. They Agreements to ensure they remain

stated, they had not seen or reviewed the "Daily
Obzervatton and Monitoring Worksheets,”
completed by the caregivers regarding the

current. Administrator and/f or
Resident Care Director are meeting

residents changes of condition, regularly with the Care staff to identify any
. Resident changes and updating related
On 9723114 at 10:40 AM, the administrator stated ducumentation and Negotiatad Sarvice
the information from the "Daily Observation and
plans, as needed,

Monitoring Worksheets" was not being
communicated to or shared with the facility
nurses.

Blrcau of Faciliy Standards
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R009 Continuad From page 12 ropg NI Systematic Changes
On 9124114 at 11:40 AM, the adminisfrator stated . .
she could ot find any documentation that the Alert C!Sartmg_has been :mplem.eﬂted
facility nurses had addressed or assassed and an in service has been provided
Resident #1°s changas in condition. to tha staff related to this system.
o ’ Staff have been instructed to alart
The facility did not assess Residenl#1's changes Resident Care Director and/
of condition until 9 days afier she showed signs Gr Administrator regardi
and symptoms of respiratory distress. >t €garding any concerns
of potential changes affecting the
il. PAIN MANAGEMENT Residents. Regular meetings are being
‘ held with Administrator, Resident Care
foat ol fermale, o was dscharged o e AL pirsctor, and Staff to discuss the residents
. and update thei i i
side of the facility, to the hospital on /5114, The haate their Negatiated Service Plans.
resident was re-admitted fo the facility’s MCU on .
- W. Monitoring

017114, with diagnoses of a compression
fracture to her lower back.

An “Initial Pain Evaluation Teol," dated 81714,
dosumented Resident #9 stated she had "present
pain at a level B° on a pain scale, 10 being severe
pain, The nurse documented, the resident sald
she had pain “all the time" and that taking her
"nzin medicalions and faying down, helped relieve
her pain." The ntrse documented, Resident #9
stated she could tolerate a pain level of 4, on the
pain seale.

A temporary care plan, dated 9117714, did not
include insttuciions on how fo manage Resident
#9' pain,

On 911914, the LPN documented, the resident
had complained of pain in her back and hip area
and was taking "Norco” avery 4 hours to relieve
the pain.

A "Daily Observations and Maonltoring
Worksheetl," dated 912214, documeitted the
resldent was "Very hard o transfer won't help us

Administrator and/ or Resident

Care Director will cansistently monitor

The alert charting and, correspondingly,

{ollow up on any concerns. The

Administrator and/ or nurse

Will consistently audit the alert charting logs to
Ensure that identified

Concerns andfor changes have

Been followed up on.

V. Date of Completion
This Plan of Cotrection will be

Completed on or before
November 9, 2014

Bureau of Facilly Slandards
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L8

harrible. Right now [ would rate my pain high on a
pain seale.” She stated, "I hurts all the timel
When | ask the med aides for my pain pill, they
tell me, it's too early, or you just teok a pain pill,
sa 1 don't get my pain medication when | request
iL" She stated, " just tough it out”

On 824114 at 3:09 AM, the LPN slaled, she was
not aware Resident #9 was not receiving her pain
medication when she requested them. The LPN
stated the resident could fiave her pain
medication every 4 [iours.

On 8/24/14 at 9:15 AM, Resident#2 was
informad by the LPN she could have her pain
medication every 4 howrs when requested.
Resident #9 responded, "That is bull crapi 1 have
asked thers for my pain medication and they tell
e, you just took onel" She slated, "It's just
another excuse and I'm tired of gelting the run
around.”

QOn 9124114 at 9:35 AN, the medicalion aids, In
the memory care unit, stated "[Resident #9's
name] hasn't had a Norco this morning, Fm
gelling her one naw."

On 9/24/14 at 10:00 AM, z caregiver stated,
Resident #2 “never refuses her pain medication.”

On 9/24/14 at 10:30 AM, the adminisirator stated,
"} was busy helping at Highland {another
Emeritus property)” and was not aware Resident
#9 did not get her pain medication when she

;’;‘2;& (EACH DEFICIENGY MUST BE PRECEDEQ BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENCY)
RO09 Continued From page 13 RODS |
ouf. Having lofs of back pain. Not very .
cooperative” 4. Pain Mlanagement
On 5124/14 at 9:00 AM, Resident #9 was 1. Correciive Action
ohserved eating her breakfast in the main dining Resident #9 no longer resides in Community
room. She stated, "The pain i my back is And was admitted to a snf.

The Med Techs receiver additional training en

the six rights of medicatlon administration with the
Rasident Cara Director and will be ra-delegated.
On 1G6-14-14,

H. Identifying other residents who may
he similarly affected by the citation.

The Administrator and/ or Resident
Care Director will do a MAR audit to
raview routine and PRN

pain medications and parameters

to ensure that residents

are receiving the medicaticn that they
nead in a timely manner,

1. Systematic Changes

The Licensed nurses have been refnstructed
that they are to seek clarification of

any medication orders that are unclear

or incongruent with current arders

from other praviders.

The Resident Care Director and Administrator
Will consistently meet with the care

staff to address any concerns or potential
changes with residents

related to their pain management.

Burgau of Facility Standards
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R008 Continued From page 14 RO0S  jhe Med Techs wili complete an in
requested ik service training addressing the
_ importance of med pass accuracy,
On 8/24/14 at 10:40 AM, the home health RN the six rights of medication administration
u i i
statad, "I came in this moming, before breakfast , and correct docurmentation before

and [Resident #9's name} was complaing of
back pain, so | checked wilh the medication aide
in the memory unit and was told the resldent had in
not recelved her morning dose of Norco.” The RN IV, #onfioring
statad, *l educated the medication aldes and
instructed all med aldes that they were to give the
resident her Norco when she requested it. She

working as a Community Med Tech.

stated if it was before the 4 hour time limit, they ‘The Resident Care Director and
could offer her a Tylenol. The RN stated, "l Administrator will regularly conduct MAR
makes me feel bad for the residsat lo think she audits to ensure that pain medication
gail;?eec}l;?g er el medicalion when she . s heing correctly provided, consistent
k . with provider's orders. Potential
Resident #9's physician's order, dated 9/17/14, changes to resident’s pain management
documented she could have Notco every 4 hours orders { to ensure effeciive pain management)
g;sggfﬁfiﬁ' Freos':‘é 9"?:1? until _El['l%n;lgrgiﬂg Ofb , will be communicated to the RN
e N8 resiiant anty receive ¥ 10528, NI . ¥ aviders.
could possibly have received 43 doses of Narco for addressing with the provi
for pain, V. Date of Completion
The fasility did not ensure Resident #9's pain was This Plan of Correction will be completed
managed when they falled to address her ' On or hefore November 3, 2014
complaints of pain for 7 days.
5. Treatments
lll. TREATMENTS ,
1, Carrective Action
According to his record, Resident #7, was a 63
year old male, admilted o the facility on 3/30/12 . . . .
with diagroses Including insulln depandent Plan for Resident #7 'Z“’ d""“‘h;'ge ;:
diabetes, Parkinzon's diseass and schizophrenia. ASNF. On 10-20-14 Community w
Informed that the Health and Welfare
a. TED Hose needs to complete a face to face for the
3SR, the stata rep will be o site for
A "Hegltheare Provider Communication Form,” Ef iisg; sereen 12.23-14 at the latest.
dated 8/20/14 docurtented the resident could not We anticipate no reasons why resident

afford TED hose. It further documisnted, the A _ )
Sureau bf Fadily Standards wouldn't be discharged to a SNF. iffor -

STATEFaRIt &0 1 Some reason this does n'ot geeur, the ' anehzet 15011
Community will assist with placement {¢
more suitable Assisted Living.
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RO0% Continued From page 15

physician wrote a prescription for the TED hose
and the resident was to wear the TED hose daily
gnd remaove them at nlght,

A "Bkin Integrity Monitoring” form, dated 972/14,
documented the resident had redness on bis
lower legs.

A "Hesitheare Provider Communication Form,”
dated 91514, documented Resident #7 was to
wear TED hose from 8,00 AM {o 8:00 PM daily.

An August 2014 MAR, documented the resident
was to wear TED hose un every day and they
were to ba removed at night. There was no .
documentation anyone assisted the resident with
the TED hose for the entire month of August.

A September 2074 MAR, documented the

resident was to wear TED hose every day and
they were {o be removed at night. There wag no
documeniatlon anyone assisted the resident with
the TED hose fram 9/1/14 to 9/23/14.

On 824114 at 15 AM, Resident #7 was
cbserved silting on the couch. The administrator
pulled up his pant legs and the resldent did not
have TED hose on. When asked the
administrator stated the staff "probably forgot, he
just got out of the shower.”

On 9/24/14 ot 9:20 AM, a caregiver stated
Resident #7 did not have a shower this moming.
When asked if the resident wora TED hose, the
caregiver responded, "Not that I'm aware of."

On 972414 at 12:20 PM, a caregiver statad
Resident #7 “never wears" TED hose. She stated
the resident did not have any.

Residant #7's ted hose have been

discontinued with no adverse
reactions.

(% Identifying other residents who might

be similatly affected hy the citatioh

‘The Resident Care Diractor andfor
Administrator will audit all other residents
with MD orders for Ted

Hose to ensure appropriate orders
and that the residents are
Consistently wearing them.

llf. Systematic Change

When the Resident Care Director receives
An order from a PCP for Ted Hoze, The
Resldent Care Director will ansure that
The resident has the Ted Hose and will
Inform staif of the PCP order.

Staff will immediately report to
Resident Care Director or Administrator
If a resident that has a Physician's order
For Ted Hose does not have any or if
Thaey have been misplaced,

1V, Monitoring

The Administrator and/ or Resident
Care Director will regularly monitor
Those rasidents that have PCP orders
For Ted Hose to ensure that they are
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On 9/24/14 at 3:20 PM, Resident #7's PSR
warker, stated the resident had TED hose whan
in the main AL side, He staled he had lopked In
the resident's dresser drawers and could not fird
them. He stated, "I haver't seen them on.” He
staled ke was not sure if the TED hose were
being used for someone glse, or if they were
"misplaced.”

On 91247115 at 3:25 PM, a caregiver stated he was
not aware Resident #7 wore TED hose.

The facility failed to ensure Resident #7 wore
TED hose as ordered by his physiclan,

b. Weighted Utensils

A UAL dated 2/27/14, documented the resident
required weighted eating utensils due to tremors.,

An NSA, dated 8/21/14, documented the resident
required "special silverware during meals.”

A "Diet Option Communication" form, dated
412112, documented Resident #7 required
weighted silverware related {o his tremors.

From 9/22/14 through 9/25/14, Resident #7 was
observed durlng various meal fimes. At no time
during the ohservations was Resident #7
observed using welghted utensils.

On 9724114 at 12:43 PM, a caregiver stated she
did nat know Resident #7 had weighted utensils.
She stated the resident choked at lunch by
putting the fork handle Into his mouth.

On 9/24/14 at 3:20 PM, Resident #7's PSR
worker, stated the resident's family bought him
the weighted itensils. The PSR worker, stated ha

Administrator andfor Resident Care
Director will consistently meet with
Staif to ensure residents have Ted Hose
and are wearing them. With residents
who are resistant to wearing Ted Hose,
alternate plans will be distussed with
t the care providers for addressing the
resident’s needs,

V, Date of Completion

This Plan of Carrection with be
Completed on or before
November 9, 2014

6. Welghted Utensils
1. Corrective Action

Plan for Resident #7 is to discharge 1o
ASNF, On 10-20-14 Community was
informead that the Health and Welfare
needs to complete a face to face for the
PASSR, the state rep will be on site for
the PASSR streen 30-23-14 at the latest.
We anticipate no reasons why resident
wouldn’t he discharged to a SNF. If for
Some reason this does not ocour, the
Community will assist with placement to
mare siftable Assisted Living.

|

Resldent #7 has and consistently uses
Weighted utensils at meal time.
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was unsure where they went, but felt the utensils
“would help with his fremors,”

On 24114 at 3:25 PM, a caregiver staled the
staff usad weighled utensils "if the dining room
sends them hack."

The facility did not ensure Resident #7 had
weighted utensils during meal times fo assist with
eating,

The facility failed to protect Resfdents #1, #2, #7
and #9 from neglect when they did not provide
appropriate medical care. These failures resulted
in negléct. _

1V, Monitoring

Resident Care Director andfor
Administrator will regularly
manitor that residents who -
have orders for weighted
utensils are consistently
using them at meals.

Resident Care Director andfor
Administrator will consistently
Review those residents who
Have orders for weighted utensils
- To make sure the orders remain
appropriate to their needs.

V. Date of Completion

This Plan of Correction will be
Completed on or before
Mevember 9, 2014

Bureau of Facilily Slandards
STATE FORM
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who may be similarly affected by the citation.

Resident Cara Director andfor
Administrator will revisw Physician®s
Diet orders and ensure that these who
have Physicians order’s for weighted
utensils have them at every meal.

il Systematic Changes

When the Resident Care Director receives
An MD Diet order that includes

weighted utensils, they will

ensure that the resident guickly

has the utansils available at
rmeal times.

The care staff will be instructed to
immediately report 1o the
Resident Care Director and/or
Administrator if there is a resideat
who has an order for welghted utensils
| and the utensils are not available.

Dining Services Director will
Immediately report to the
Resident Care Director andfor
Administrator i the weighted
Utensil are damaged or If _
New ones are needed to meet the
needs of the residents.
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OTTER - Goveanor TAMARA PRISOCK - ADMINSTRATOR
RICHARD M. ARMSTRONG ~ DirecTOR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSCON ~ ProGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, ldaho 83720-0009

EMAIL: ralf@dhw.idaho.gov

PHONE: 208-364-1962

FAX: 208-364-1888

October 8, 2014

Amber Moore, Administrator
Emeritus At Ridge Wind
4080 Hawthorne Road
Chubbuck, Idaho 83202
Provider [D: RC-772

Ms. Moore:

An unannounced, on-site complaint investigation was conducted at Emeritus at Ridge Wind between
September 22, 2014 and September 25, 2014. During that time, observations, interviews, and record
reviews were conducted with the following results:

Complaint # TD00006564

Allegation #1: The facility did not serve what was on the planned menu.

Findings: Unsubstantiated.

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

RAE JEAN MCPHILLIPS, RN, BSN
Health Facility Surveyor
Residential Assisted Living Facility Program

Sincerely,

RM/sc

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




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER ~ (GovERNOR TAMARA PRISOCK — ADMINISTRATOR
RICHARD M. ARMSTRONG - DirecTor DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON - ProGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, daho 83720-0009

PHONE: 208-364-1962

FAX: 208-364-1888

October 8, 2014

Amber Moore, Administrator
Emeritus At Ridge Wind
4080 Hawthorne Road
Chubbuck, Idaho 83202
Provider ID: RC-772

Ms. Moore:

An unannounced, on-site complaint investigation was conducted at Emeritus Corporation - Emeritus at Ridge
Wind between September 22, 2014 and September 25, 2014, During that time, observations, interviews or record
reviews were conducted with the following results:

Complaint # ID00006614
Allegation #1: The facility did not meet residents' care needs.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.525 for neglect. The facility
was required to submit a plan of correction.

If you have questions or concerns regarding our visit, please call us at (208) 364-1962. Thank you for the
courtesy and cooperation you and your staff extended to us while we conducted our investigation.

ETEAN MCPHILLIPS, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

Sincerely,

RM/sc

c Tamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program




