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January 14, 2013

Anthonia Butikofer, Administrator
Eagle Rock Assisted Living

1964 Ririe Circle

Idaho Falls, ID 83404

License #: Rc-1028

Dear Ms. Butikofer:

On November 29, 2012, a Initial Licensure survey was conducted at Eagle Rock Assisted Living LLC.
As a result of that survey, deficient practices were found. The deficiencies were cited at the following

level(s):

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

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

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

Should you have questions, please contact Rachel Corey, RN, Health Facility Surveyor, Residential
Assisted Living Facility Program, at (208) 334-6626.

Sincerel
achel Corey, RN
Team Leader
Health Facility Surveyor .

Residential Assisted Living Facility Program
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Anthonia Butikofer

Eagle Rock Assisted Living LL.C
1964 Ririe Circle

Idaho Falis, ID 83404

Dear Ms. Butikofer:

Based on the Initial Licensure survey conducted by our staff at Fagle Rock Assisted Living LLL.C, on
November 29, 2012, we have determined that the facility failed to provided appropriate assistance and
monitoring of medications. .

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

P

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

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

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

+  How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and what corrective action(s) will be taken?

’ What measures will be put into place or what systemic changes will you malce 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)?

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

Return the signed and dated Plan of Correction to us by December 19, 2012, and keep a copy for your
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction you

develop.




Anthonia Butikofer
December 6, 2012
Page 2 of 2

In accordance with Informational Letter #2002-16 INFORMAL DISPUTE RESOLUTION (IDR)
PROCESS, you have available the opportunity to question cited deficiencies through an informal dispute
resolution process. If you disagree with the survey report findings, you may make a written request to the
Supervisor of the Residential Care Program for a Level 1 IDR meeting. The request for the meeting must be
made within ten (10) business days of receipt of the statement of deficiencies. See the IDR policy and
directions on our website at www.assistedliving.dhw.idaho.gov. I your request for informal dispute

- resolution is not received within the appropriate time-frame, your request will not be granted..- -~ - -

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
evidence of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by
December 29, 2012, -

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities in Idaho, the Department will have no alternative but to initiate an
enforcement action against the license held by Eagle Rock Assisted Living LI.C.

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

Sincerely,

7

JAMIE SIMPSON, MBA, QMRP .
Program Supervisor ‘

Residential Assisted Living Facility Program

Medicaid Licensing & Certification
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R 000| Initial Comments R 000
The following deficiency was cited during the
initial survey conducted on 11/27/12 through
11/29/12 at your residential carefassisted living
facility. The surveyors conducting the survey
were:
Rachel Ccrey, RN
Team Leader
Health Facility Surveyor
Donna Henscheid, LSW
Heaith Facility Surveyor
Maureen McCann, RN
Heaith Facility Surveyor
Survey Definitions:
BS = blood sugar
MAR = Medication Assistance Record
mg = milligram
mi = millifiters
PRN = As Needed
Q = every
SQ = subcutaneous
U = Units
R 008 16.03.22.520 Protect Residents from Inadequate | R 008
Care,
The administrator must assure that policies and
procedures are implemented to assure that all
residents are free from inadequate care.
This Rule is not met as evidenced by:
Based on record review and interview, it was
determined the facility did not provide appropriate
monitoring of medications for 2 of 4 sampled \
residents (Resident #2 & #3). The findings
Bureau of Facility Standards
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include:

1. Resident #2, a 73 year old woman, was
admitted to the facility on 8/1/12 with diagnoses
including insulin dependent diabetes mellitus and
chronic kidney disease with dialysis.

A staff communication log contained the following
documentation:

*9/6 - resident forgets to give herself insulin and
check her blood sugars.

*9/13 - have to watch resident take her
medications from now on.

*9/27 - resident is "not doing good at all. We need
to check on her more.”

A self-medication assessment, completed by the
facility nurse on 9/11/12, documenied the resident
was "only" able to self-administer insulin, and was
not safe to self-administer other medications.

A "Current Medications/Orders Review" form,
dated 8/29/12, documented the following:

*Humalog kwik pens
150 or under =0

150-200=3U
201 -250=5U
251-300=8U
301-350=10U

over 360=12 U

*Lantus - 15/units twice a day {morning and
evening)

There were no other insulin medication orders
found in the resident's record.

The Qctober 2012 MAR documented Resident #1
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R 008

Continued From page 2

received the following medications:

*Humalog Sliding Scale:
BS 0 - 150 or under =0
150 -200=3U
201-250=5U
251-300=8U
301-350=10U

over 350 =12 U

*Lantus - 100/ML - inject 15 U SQ every morning
and 30 U every night at bedtime.

The October MAR documented staff initialed 15
U of Lantus was received every morning and 30
U of Lantus was received every evening.
However, the order for Lantus was for 15 U in the
evening instead of 30 U. Further, there was
nothing decumented on the MAR in the Humalog
section. It was unciear if the resident was
receiving the Humalog and if so, how much was
taken.

Resident #2's self-monitoring leg, for October
2012, contained 28 blank spaces where the
resident did not document what amount, if any,
Humalog had been taken. Further, none of the
units taken matched the sliding scale
documented on the October MAR. The Resident
also documented she had taken 20 U of Lantus
each evening which did not match the 8/29/12
order or the October MAR.

Ahome health plan of care, signed by the
physician on 10/31/12, documented the following:

* Humalog insulin with each meal SQ per
carbohydrates

*Lantus 15 U SQ every morning

*Lantus 30 U 5Q every evening

R 008
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There was no documentation the facility
attempted to clarify how the Humalog units were
to be determined based on carbohydrates
consumed.

A November 2012 MAR documented Resident #1
received the following medications:

*Lantus 100/ML - inject 15 units subcutaneously
every morning and 30 units every night at
bedtime for diabetes mellitus.

*Humalog Sliding Scale:
BS 0-150 orunder=0

1560-200=3U
201-250=5U
251-300=8U
301-350=10U

over 350 =12 U

On the November 2012 MA, there were no initials
for the evening dose of Lantus on the 8th nor for
the morning doses on the 12th through the 26th.
There was nothing documented in the Humalog
section of the MAR.

Resident #2's self-monitoring log for November
contained 20 blank spaces where the resident did
not document what ameount of Humalog had been
taken, if any. None of the units taken, matched
the sliding scale documented on the November
MAR nor was there any documentation of the
amount of carbohydrates consumed. Further,
when Resident #2 documented the Lantus taken,
the resident documented 20 U instead of the 30 U
as ordered by the physician and written on the
November MAR.

On 11/28/12 at 12:45 PM, the administrator

Bureau of Facility Standards
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R 008

Continued From page 4

stated Resident #2 was not on the sliding scale,
but was on a carbohydrate count. When shown
the November MAR, the administrator stated,
"This must be wrong.” She then provided a copy
of the home health plan of care which did not
clarify how the Humalog units were to be
determined based on carbohydrates consumed.
At 3:50 PM, the administrator told surveyors to
ask another resident to explain the carbohydrate
count because "she understands it all.”

On 11/28/12, the Hurnalog medication label was
ohserved and documented the following order:
"Take 1.7 carbs, 1:20 Target 100 to correct (about
30U/day) before meals."

On 11/28/12 at 4:03 PM, a home health nurse
was asked to clarify the Humalog order as it was
written on the medication label. The home health
nurse stated she would send a copy of the
physician's order to the facility. The telephone
order, not signed by a physician, documented the
following:

*Patient contro! of blood sugar with "1 unit
humolog [sic] Insulin perf 7 carbs q meal.
Additional 1 unit insulin for q. point over 130 BS."
This was not consistent with any other physician's
order, MAR or the Humalog medication label.

On 11/29/12 at 8:12 AM, Resident #2 was
interviewed. The resident stated she had been on
a sliding scale a "long time ago," but had been
counting carbohydrates since she was admitted
to the facility. Further, the resident said her "blood
sugars are not great." The resident said she took
1 U of Humalog for every 7 carbohydrates she
ate, plus she took 1 unit for every 20 points her
blood sugar was over 130, The resident said she
took 15 U of Lantus in the morning and 20 U of

R Q08
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Continued From page 5

Lantus in the evening. The resident stated she
missed taking her insulin some days, because
she has a hard time staying awake, especially on
dialysis days. She stated, the "girls used to come
in and wake me up, but now they don't." The
resident further stated, she communicated with
the dietitian and the dietitian made
recommendations to go up or down on the
insulin. The resident also confirned she did not
document the amount of carbohydrates she
consumed, so there would be no way for the staff
to determine she had taken the correct dose of
Humaleg.

0On 11/29/12 at 9:45 AM, surveyors asked the
pharmacy to clarify the order that was written on
the resident's package of Humalog. The
pharmacist stated he was not able to explain the
{1:20 Target 100} as it was written on the
medication label and contacted the physician for
clarification.

The physician clarified following insulin orders:

*1 unit of Humalog for every 7 carbohydrates
consumed and 1 unit of Humalog for every 20
points of bloed sugars over 100.

*15 unit of Lantus in the morning and 25 units of
Lantus in the evening.

These orders were not consistent with the
amount Humalog or Lantus the resident was
actually taking, nor were they consistent with what
was documented on the MAR.

The facility did not provide adequate assistance
and monitoring of Resident #2's insulin.

From the time Resident #2 was admitted to the
facility, the resident's insulin orders were not

R 008
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Continued From page 6

consistent with what the resident was actually
taking. There was no attempt by the facility to
clarify the physician's orders or to determine if the
resident was taking the correct amount of insulin.

2. Resident #3 was admitted to the facility on
11/1/12 with a diagnosis of major depression and
chronic pain.

A. Methadone

Resident #3's record contained a physician's
order, dated 8/20/12, which documented the
resident was to receive two, 5 mg tablets, of
methadone at bedtime for pain.

Resident #3's November 2012 MAR documented
the resident was to take one, 10 mg tablet, of
methadone at bedtime.

The medication [abel for the methadone
documented the resident was to take two, 5 mg
tablets for a totat dose of 10 mg.

The November 2012 "Controlled Drug Recerd,"
documented that on 11/2/12 at 9:00 PM, Resident
#3 was assisted with 4, five mg tablets of
methadone. This totaled 20 mg, which was twice
the amount the physician ordered.

The November 2012 "Controlled Drug Record,”
documented that on the following dates, the
resident only received one, 5 mg tablet:

*11/18

*11/20

*11/21

11727

For 4 days, Resident #3 received only half the
prescribed dosage of methadone.

R 008
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On 5 occasions Resident #3 was not assisted
with methadone according to the physician's
orders.

B. Sulindac

Resident #3's record contained a physician's
order for sulindac, dated 8/20/12, which
documented the resident was to receive 200 mg
at 8:00 AM and 8:00 PM for pain.

Resident #3's November 16th through 30th 2012
MAR, documented the resident was to take
sulindac (200 mg} one to two times daily as
needed. There were no injtials indicating the
medication had been given.

On 11/28/12 at 2:30 PM, it was observed that the
sulindac medication was not available in the
medication cart.

From November 16th, until November 28th 2012,
the resident was not assisted with sulindac as
ordered by the physician. Twenty-six doses of the
medication were missed.

C. Lasix

Resident #3's record confained a physician's
order for Lasix, dated 9/27/12, which documented
the resident was to receive two, 40 mg tablets, in
the morning and one, 40 mg tablet, in the
evening.

Resident's #3's November 1st through 15th 2012
MAR, documented the resident received Lasix,
two 40 mg tablets, each AM. It was not
documented that the resident received an
evening dose of Lasix.

Bureau of Facility Standards
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Resident #3's November 16th through 30th MAR,
did not document an order for Lasix.

On 11/28/12 at 2:32 PM, it was observed that the
Lasix was in the medication cart, with the label
matching the current order. During this time, the
medication aide stated she did not know if the
resident was currently receiving the medication,
or if the order had changed. She acknowledged
that Lasix was not on the current MAR and stated
that it was a "pharmacy issue."

On 11/28/12 at 3:30 PM, the administrator
acknowledged that many of Resident #3's
medication orders needed clarification. She
stated the resident came from another facility and
the physician orders did not match the
medications the resident brought with her.

Far the month of November, Lasix was not given
as ordered. From the 1st to the 15th, an evening
dose of Lasix was not given as ordered and from
the 16th to the date of the survey (the 28th), Lasix
was not documented as given at all,

On 11/28/12 at 11:30 AM, the facility nurse
confirmed she was not aware of the
discrepancies found regarding Resident # 3's
medications and physician's orders.

Resident #3's methadone, sulindac and Lasix
were not given according to physician orders,

The facility did not provide appropriate monitoring
and assistance of Resident #2 and #3's
medications. This resulted in inadequate care.
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. IDAHO DEPARTMENT QF

l HEALTH « WELFARE

MEDICAID LICENSING & CERTIFICATION ~ RALF
P.O. Box 83720
Boise, ID 83720-0036

ASSISTED LIVING
Non-Core Issues

(208) 334-6626 fax: (208) 364-1888 Punch List
Facility Name Physical Address Phone Number
Eagle Rock Assisted Living 755 Lomax St 208-552-2860
Administrator City ZIP Code
Toni Butikofer Idaho Falls 83401
Survey Team Leader Survey Type Survey Date
Rachel Corey Initial Survey November 29, 2012
NON-CORE ISSUES
TTEM [~ RULE# - : ~ DESCRIPTION - -] DATE - | L&C.
1 210 The facﬂlty dld not have an ongomg act:wty program /7/ / é? / ri
2 220.02 The admission agreement did not include all required items such as how rates and levels are
determined for private pay residents, the method to contest charges and what occurs if a resident | / / 4/} 2] S
transitions to Medicaid. T
3 300.01 The current facility RN had not delegated medication assistance to 4 of 5 staff. 7 Zg/ Lol ;
4 300.02 Resident #1°s sucralfate was not given as ordered. ,/ /
Resident #2's low potassium diet was not implemented as ordered. dpsie |0
5 305.02 Resident #1 and #2 did not have a physician’s order for oxygen. // c/’/ Bl
6 305.06 Resident # 3 was not assessed to safely self-administer B12 and Lovenox injections. /7; /A ; / 1 fe
7 310.01 The facility had bulk OTC medications. ; A’f L A a
8 310.03 Narcotic tracking sheets were missing for Resident’s #1. y /; ER
A narcotic medication dose (pill) was unaccounted for on Resident #3's narcotic fracking sheet. < ’//2_
9 310.04.e | The facility did not provide behavioral updates to the physician conducting psychotropic / S
medication reviews. / Y3 BC|
10 | 711.11 The reason medications were not given was not consistently documented for 4 of 4 sampled ot / 5 |
residents.

Response Required Date | Signature of Facility Representative

December 29, 2012 C(ZZ\ 7 %

Date Signed

i

BFS-686 March 2006

/7/25//2
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- IDAHO DEPARTMENT OQF

I HEALTH « WELFAREFoo0d Establlshment Inspection Report

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

208-334-6626 Critical Violations Noncritical Violations
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