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March 3, 2014

Steve Gannon, Administrator

Safe Haven Care Center of Pocatello
1200 Hospital Way

Pocatello, [D 83201-2708

Proviger #: 135071

Dear Mr. Gannon:

On February 14, 2014, we conducted an on-site follow-up revisit to verify that vour facility had
achieved and maintained compliance. We had presumed, based on your allegation of
compliance, that your facility was in substantial compliance as of December 11, 2013,
However, based on our on-site follow-up revisit conducted February 14, 2014, we found that
your facility 1s not in substantial compliance with the following participation requirements:

- F185 - 8/8: D -- 42 CFR §483.10(b)(4) -- Right to Refuse; Formulate Advance Directives
Fi166 - S/S: D - 42 CFR §483.10(f)(2) -~ Right to Prompt Efforts to Resolve Grievances
F309 -- 5/5: D —- 42 CFR §483.25 -- Provide Care/Services for Highest Well Being

F441 -- 8/8: D — 42 CFR §483.65 -- Infection Control, Prevent Spread, Linens

F456 -- S/S: D — 42 CFR §483.70(c)(2) -- Essential Equipment, Safe Operating Condition
F492 -- S§/8: D — 42 CFR §483.75(b) -- Comply with Federal/State/Local Laws/Prof Std

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies, and a similar State Form listing licensure health
deficiencies. In the spaces provided on the right side of each sheet, answer each deficiency and
state the date when each will be completed. Please provide ONLY ONE completion date for
each federal and state tag in column X5 (Complete Date), to signifv when vou allege that
each tag will be back in compliance. After each deficiency has been answered and dated, the
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admimstrator should sign both Statement of Deficiencies and Plan of Correction, Form
CMS-2567 and State Form, in the spaces provided and return the originals to this office.

Your copy of the Post-Certification Revisit Report, Form CMS-2567B, listing deficiencies that
have been corrected 1s enclosed.

Your Plan of Correction (PoC) for the deficiencies mrast be submitted by Marck 17, 2014.
The compornents of 2 Plan of Correction, as required by CMS mclude:

»  What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

e How vou will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s) will be taken;

e  What measures will be put in place or what svstemic change will you make to ensure that the
deficient practice does not recur;

e How the correciive action(s) will be monitored to ensure the deficient practice will not recur,
l.e., what guality assurance program will be put into place. This monttoring will be reviewed
at the follow-up survey, as part of the process to venfy that the facility has corrected the
deficient practice. Monitoring must be documented and retained for the follow-up survey. In
vour Plan of Cerrection, please be sure to include:

a. Specify by job title, who will do the monitoring. It 1s important that the individual doing
the monitorimg have the appropriate expenience and qualifications for the task. The
monitoring cannot be completed by the individual(s) whose work 1s under review.

b. Freguency of the monitoring; i.e., weekly x 4, then g 2 weeks % 4, then monthly x 3. A
pian for "random" audits will not be accepted. Initial audits must be more frequent than
monthly to meet the requirement for the follow-up.

c. Start date of the audits;

e Include dates when corrective action will be completed in column 5.
If the facility has not been given an opportunity to correct, the facility must determine the

date cornpliance will be achieved. If CMS has 1ssued a letter giving notice of intent to
implement a denial of payment for new Medicare/Medicaid admissions, consider the
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effective date of the remedy when determining vour target date for achieving compliance.

e The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form.

All references to federal regulatory requirements contained mn this letier are found m Tire 42,
Code of Federal Regulations,

As noted in the letier of Getober 28, 2013, as a result of our finding that your facility is not in
substantial compliance we are recommending to the Centers for Medicare & Medicaid Services
(CMS) that the following remedy, already 1mposed, be continued:

Denial of payment for new admissions [42 CFR §488.417(a)}

We must also recommended o the CMS Regional Office and/or State Medicaid Agency that
vour provider agreement be terminated on April 11, 2014, if substantial compliance is not
achieved by that time.

Please note that this notice does not constitute formal notice of imposition of alternative
remedies or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Services determine that termination or any other remedy is warranted, it will
provide vou with a separate formal notification of that determination.

STATE ACTIONS effective with the date of this letter (February 28, 2014): none

If you believe the deficiencies have been corrected, you may contact Loretta Todd, R N. or .
Lorene Kayser, L.S.W., Q. M.R.P., Supervisors, Long Term Care, Bureau of Facility Standards,
3232 Elder Street, Post Office Box 83720, Boise, [daho, §3720-0036; phone number: (208)
334-6626; fax number: (208) 364-1888, writh vour written credible allegation of compliance. If
you choose and so indicate, the PoC may constitute your allegation of compliance.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. You may also contest scope and severity
assessments for deficiencies, which resulted in a finding of SQC or immediate jeopardy. To be
given such an opportunity, vou are required to send your written request and all required
information as directed in Informational Letter #2001-10. Informational Letter #2001-10 can
also be found on the Internet at:

htip://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx
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go to the middle of the page to Information Letters section and click on State and select the
following:

o BFS Letters (06/30/11)

2001-1¢ Long Term Care Informal Daspute Resolution Process
2001-10 IDR Reguest Form

This request must be received by March 17, 2014. If vour reguest for informal dispute
resolution is received atter Marek 17, 2014, the request will not be granied. An incomplete
informal dispute resolation process will not delay the effective date of any enforcement action.

Thank you for the courtesies extendad to us during the on-site follow-up revisit survey H you
have any guestions or concerns, piease contact this office at (208) 334-6626.

Sincerely,

Tttt

LORETTA TODD, R.N., Supervisor
Long Term Care

LT/dmj
Enclosures
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PREFEC . - {(EACH DEFISIENCY MUST BEPREGEDED BY FULL PREFIX | - - {EACH CORRECTNE ACTION SHOULD BE - CCOMPLETION |-
TAS REGULATORY OR LBE IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED-TO THEAPPROPRIATE _-.+| - " -DATE .. -
. DEFIGIENCY}
Preparation and execution of this Plan of Corrsction B i
SIS I . e e (POC) d5m0t a0 admission.of guilt nordoes the provider (¢
{F UUD} l'\“T]AL COMM ENTS ’ { F 000} agree with the conclusions set forth in the Steiement-of
. ‘ ) Deficiencies rendered by the Bureau, The Plan of .
. , T . e . ' Correction is prepared end exetuted simply asa” : !
The foliowing daﬂclent:ies‘were cited during the requirement of federal and state law. We maintain fhat s
 ansite followup recariffication and compiaint the alleged deficiencies do not individually; or = 1
invastigafion survey that was conducted at yaur '30“5’:“;;““‘%«‘”?3;“1‘2‘3 (o health and iai:tty o e
.J. . 1FesIGents, Nor are ey oc such characle 0O It uns .
faciiity February 12 -14, 2014. C A iprovider’s cepacity to render adequate resident care.
A4 - G e i ) .. i Furthermare, the provider esserts that it is in substantial .. |, o N
The surveyors COhdLJCﬁhg’fhé'SUWEy wWere; ’ =comphance with regulations goveming the operstion mnd* |- - L0 b 4
Sharm Case, [__SW QMRP, Team Coordinator o :Jicensure of sklllednursmgh lecllltuacsl and this d?cument,‘-‘_ 1 - °
Arnoid Rcrahng, RN BSN, QMRP cmo T‘:fp ;‘:};‘? comsfitutes this providers claim gyl
SLITV“}’ DETIFIElen - Comp]etmn dates are prm]ded for the: proczdural : i
ADON - Assistant Difector of Nuramg Services | ipmcfstsmn purgmes t? :cmptléf tx;lnth th; state, ?nd Ieder' l[
;reg'u AT10NS, and COoImelare Wil B IMOSL Fecen T
gNA %ENI‘U‘!’Igd Nursmg ]_':\5 SFStargD . :_contemplated or accomplished corrective actiop. These ° | )
NS"D iractor a Wsing oBrvioes :dates do not necessarily correspoud chronologically to - o ' ’
N - Licensed Nursse ithe date the provider is under fle opinion it iwas in
PRN - As needed i -compliance with the requirements of parficipation or that
SSD - Social Service Direckar : £ COMTEGtIVE ACtlons Was neeessary. - ~ ,
F 185 | 483.10(by4) RIGHT TO REFUSE FORMULATE F 155 F 155 - .o faisianis Y
$5=D | ADVANCE DIRECTIVES - _ : o ’ :
i : "Resident Specific
1 of 9 sampled residents (#27).was affected.
T The resident has fhe’ EEQh'LTD refuss. tre.‘atment 1T S chs1dant#g7 -was informed- n‘z‘the risks.and bepefits of _ .. _ o
Tefuse to participate in expenmer;zal ressarch, ihis medication, a policy was written that addressed
l'and to formulate an advance directivé as §;3f;1331 of madiczh;oon;lnd nh;@';al necdessity, résédent
i #27 was assessed by the physician and a new order was .
Sp ecified in paragrap h (8) of this section, | obtnined, staff was educated regerding new order and
: puhcy, resident #27 care plan wes updated to reflect . -
The factiity must comply with the requirements ‘changes L
i-specified in subpart of part 488 of this chapter | e Resid : T
r Residents i
. - Felated fo mamtam.' ng written p Di?Cia!:? and : | Any residents having the medical necessify o conceal |
. pro::?dures re,gardmg advgqce du*gcrwes. Th‘ese ; i medications in food or finid bad the potential to be T
_requirements include provisions to inform and : : gffectad. ' .
provide written information to all adult residents s :
. i 3 T ,Facility ystems : e
: CODCEI'}“III;}Q tthe ,[nght -T.D B;CELJIPE'}OF.FZ@SS ,m;?dlca‘ ‘ Policy and procedure hes been written fo address . o
: or S,urglc reatment and, 8 E", In _]W L& S ! residents medical necesstty and risk of complications ‘
; aption, formuiate an advance diraciive. This , : outweighing residents right to refuse.
| includes a writien description of the facllity's ‘ L .
| policies ta Implement advance directives and : Physician assessment and arder recajved to address all
applicabie State law : ?;nedlcatmns and medical necessity specific to resident
g : 127, ;
LABORATORY DIREETOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE . TITLE 75 7
J03 ) GTRATSE. { 4=

Any dancuency%emen epding with an asterisk {*) denotes a deficiency wiich the insiitution may "ba axcused from correctlng providing it is determined that'
other safeguards provide sufficient protection to the patiems. (Ses instrustions.) Except for nursing homas, the findings stated above are disciosabie 90 days
following the date of survey whethar or nat a plan of cormection is provided, For nursitig nomes, the above findings and plans of camrection are disclosable 14
days fofiowing the date these documents are made availabie fo the facility. If deficiencies are cited, an approved pian of cormeciion = requisite o continued
program parficipaiion.
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i oo DEFICIENCY !
. F 155 Confinued From page 4 - i F 155 FlSScamtmued. T o

o ' ' - 7 : -7 | Faciliy Syste.ms : e
: Resident #27 seizore care plan was updated fo mclude '

| ability to conceal seizure medication in food or fuids I
_fue to facﬂlty pahcy coneerming medical neces_qﬂy

“This REQUIREMENT i not met as evidenced | . |ouweihingrsidenrrighttoreise .
. by N o i ) .' Inservice to aH‘Tlcansn nursing staff regarding the need
st 7| Based on observation, record review and staff .. .. .| to ensure residents Tooeiving medicativns concealed in [
: intenview, it was deterrnined the faclity falledto @ . food or flujé follows the faciiity's policy and procedure |

of residents madical necessity and risk of complications

ensure a resident's right to refuse freatment was outwmghmg residents nght i refusc

maintained. This was trus for 1 of 8 (¢ 27 D
sampied rasidents. There was a potendial for ¢ ., ..., Monitoring® . :
- :psychohog’cai harm Whgn a rebldant Wants_ i v T A_n aL{dIt V{lﬂ bB’lefGlTﬂﬂd byDNS / dssignae weekly

; . 4 X4 weeks then svery other week X4 weeks then’
refuse trggtmgnt_and ms not allowed the ;. monthly 33 months to ensure any residents with the
opportunity. Findings include: ‘

need for medication conceaiment w foad or fluid
foliows the fﬂcﬂlty s policy and procedure rewardmrr

Resident #27 was admitied to the faciiiy, on o such.
5/8/13, with diagnases of disturbance of canduct,
ancephalomalacia, seizure disorder, history of
fraumalic brain injury and borderiine 1nteliec‘cual
functioning.

‘

L
,
L

us
L

The resident's care p%an dated B/8/13, e D e
documented, "Risk for lnjurleslcomphcanons : ' - v
{(seizure) as related o seizure disorder.™ The care :
olan did not have anything in it zbout hiding the
residents' sefzure medication in food.

H
i

On 2/13/14 at 11:44 a.m. LN #1 was opsarved fo |
put Ativan and Neurontin in 2 glass of juica that
was served to tha resident during the noen meat.
LN#1 was interviewed at 1:50 p.m. about the
observation and stated she thoughf alt his
medications could be hidden in food because “he
refused fham” most of the fime and had seizures,

Review of the physicians' recapitlation orders for
February 2014 documented the Afivan, Zyprexa
Zvdis and Phenobarbital liquid may be hiddan in
food or fiuids. The neurontn did not have a
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NAME OF FROVIDER OR SUPPLIER : . STREET ADDRESS, CITY, STATE, ZIP CODE
) . ST e 1200 HOSPITAL WAY
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¢ty 1D SUMMARY STATEMENT OF DEFICIENCIES - Cm | PROVIDER'S PLAN OF CORRECTION: 1w
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Co DEFICIENCY)
R , _ !
F 155! Confinued From page 2 F 455 T [
physicians' order ip-hide itin fooo or ﬂmds
.
On 2/13/14 at 3710 pm. the LSW'was:mtemewad
“about poitcy and procedures the faciiity hadfor-
residents that refused thair medications and were
at risk for medical complications as a résult: The
LSW stated 2 procass that was used butistated’
there was no poiicy or procedure. The interpretive
guidance was discussed, the LSW had no‘c seen
he new lnformanon :
‘| The administrator and Assistant DONS SRR
. “informed on 2M14/14-at 11:00-2m. No furihnr
“ information was provided, : ,
{F 156} 483. 10(H(2) RIGHT TO PRDMF’T EFFC)RTS TO {F 165} 166 2/25/2014 -
35=p RESOLVE GRIEVANCES ' :
. : . . Resident Specific '
. A resident has the right to prompt affarts by the i % of 8 sampled residents (#'s 1-8) were aﬁ"ected Boff
. m i . e b id ) i residents were informed of the new policy regarding | i
faci rty to res_o Ve 9”3\’3?% the resident:may L + soack times. Each night residents are offered snacks-
: have, including those with respact to the behavior ! between 7pm and 9pm. Stzff document daily the
_iofotherresidents. - . _ : offering of snacks to those residents along with any - :
! : ; R - i refugdls, Adminismaties staff is performingTandemy - - f e oo 2o
audits t0 ensure compliance. '
This REQUIR:M ENT is not met 25 evidenced Other Residents
Dy Amny tesident that have an HS snack had the potential to
Basad on review of resident councl meeting be affected, -
minutes and staff interview, the facility failed t© Faciiity Systems
promptly resoive grievances from the resident The facility has created a form to log all HS snack
council, This had the potential to affect al pesses on a daily basis to ensure snacks are offered o all
residents in the facility including 8 of 8 {#s 1 - 8) residents in a timely manner and thai are awake,
sampled residents. Findings include: Inservice provided to all staff regarding dacimeniation
] and providing HS snacks {o all residents in a timely
F 166 was cited at the recerfification survey of manner that are awake.
10/11/13 due 1o failure fc resolve grievances by Mo :
; e . oniforing !
residents. The T’BCIII‘(}’ s Piar} Qf CD‘ETeDtan An audit will be performed by Social Services Director /!
doqumente‘d staff would _be in serviced on designee monthiy X6 menths o ensure all prior tesident |
resident's rights and audits wouid be compieted counci! concerns have been addressed promptly and will
to ensure resolutions were accepiable, however be reparted back at the next resident couneil.
FORR: CM5-2567(02-58) Pravious Versions Cheoiele Evert [D: QCYD12 Facility ID: MDS00 1620 i continuation sheet Page 3 of 15
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: PREFD. | {EAGH'DEF!CIENCY MUST BE PRECEDED BY FULL - * CPREFIX [ {EACH GORRECTWEACTION-SHOULD'BE-..- i COMPLETION . .-
“TAG | - RESULATORYOR LSC IDENTIFYING iNFORMATlON) . TAd- | - CROSS-REFERENCED TO-THE APPRQPRIATE . |- - -DATE - N
: DEAGIENCY) : H
N Y I e o B
IF 468} | Continued From page 3 . {F 186} Fis6cominued . . T S
- - | the facility faiizd io resoive-verbal grevances by | - | Mofitoring contined... - Lo ,
A the I’QStdenf cauncil. Am eadit will be performed by DNS / des!gnee wae}Jy
= o X4 weeks then every other week X4-weeks then monthiy
*Resu:ient Councﬂ Meefrng minutes dated | X3 months fo ensure HS fjﬂaﬂks archeing passedine ¢ -
1 12/19713 dosumented "Oid Business" was tsmaly manner and affered o all reszdents thata.re awake. 3
reviewed, howevar, the minuies d]d reot identify

- | the iesues- rewewed

On 2/14;’14 a8 45 a.m. ihn Social Worker s’catEu '
the residents had stated ai the 12/19/13 meeting
-that evemng bnacks were dewernd toolate for

: them o eat -

A"Rﬂstdent Council Foliow- Up form dated
| 12/20/13 identified that on 12/18/113 a concern of _ o ;
"Evening snacks are coming too late, used to ‘ § ' _ C o Lo
come at 7:30, now seeing them af 8:30-9, : : :
Sometimes they don't come at al.” The form had
a secfion which stated the concem was to be

4 responded o within ane week of receipt of the . ol . . .o .
.| form._Hand wiitfen on the formwas "Theevening | o R , : A
snacks are taken to the nurses stafion by 7:00 ' F e T
p.m.“

*Resident Council Meefing minutes daéd 116514
 documented in the "Oid Business” section
"Kitchan.concerns.”

i
1
|
|
!

| The faciiity provided 2 Resident Council
j Follow-Up forms dated 1716714,

i The first form, dated 1/16/14, documented

! "Spacks at night don't always get passed out”

ii The response section documentad staff were
{ reminded at the "All staff mesting” that al snacks t
must be passad and the nurses were nolified io

| "ansure it gecs done

| '
| The 2nd form dated 1/16/14 documentsd "Drinks : ?
FORM CM3-2857(02-95) Pravious Versions Obsglete Event ID: QCY012 Facility Iy MDS0OD1520 If confinuafion sheet Page 4 of {5
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SUMMARY STATEMENT OF DEFICIENCIES
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[F 309}
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: by the CNAs"
: 2/13/14 documented in the "Oid Businass”
svcﬂon "Snacks and drink car reviewed..."

! Gn 211314 at approximately 2:00 p.rm. the Sosial

- pravide the necessary care and services fo attain

Contlnued From pag° :
coming-in {ate-at the evening shift-And snacks
are coming ot Jate.” The response section
documented "Kitchan prepares the snacks and
drink carts. The snacks are taksh to the nurses
stafion by 7:30 p.m. The drink carts are picked up

*The Resident Coundil Mesting minutes dated

Waorker was asked about the council meeting
held earlier, The Saclal Worker staied resident's
had again staied at the meeting snacks were stif
an issue. The Social Worker stated she was in
the process of developing 2 plan to address the
tim= the snack cart was at the nursas stafion. The
surveyor asked i the issue was the fime the
snacks were deliverad from the kitchen or if the

- CNA's failed to deliver them in 2 fimely manper. |
" The Social Worker stated she would check info

the concern,

On 2/14/14 gt 10:50 a.m. the administrator and
the Assistant DON were informed of the above
concemns. The fasiiity provided no further.
information.

483.25 PROVIDE GAREHSERVICES FCR
HIGHEST WELL BEING

Each resident must receive and the facifity must

or maintain the highest practicable physical,
mental, and psychosocial wel-being, in
accorgance with the comprehensive assessment
and plan of care.

{F 155}? B

- {F 308}, F309

Resident Specific
2 of © sampled residents (#9 & 24) were afiecied.
Resident #24 Nystatin order was not carried over from
the December MAR to the Jamuary MAR, Resident #24
was evaluated at time of error and was found to not need
to be restarted, Resident #24 is assessed weekly due to
ongoing skin issues.

i Resident#24's bed had soalker pad removed and chx

: pad puf in place, Staff was educated in regards to our

1 Turn Q matiress policy. Administrative staff are doing

‘\ random gudits to ensure compliance.

22572014
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{F 309} Gorfinued From page 5 F 309} 'F 209 continued... I
O e RBSldent Specific continued...
: Resident #9 was assessed at the time of survey ta : -
This RCQU]REMENT is- noL-mﬂ-t a3 ewdenc,,d IR assure that td hose were in place while resident #9 B LR B
; by - was up as per order. Nursing staff documenting daily s
' Based on obsarvation s interview and racord when ted hoss are on and when they are off. Nursing
H .| adminstration are doing random audits to ensure
réview, the faclity failed to ensurs physician ; - compliance,
orders were followed so residenis-can achieve
| their highast pracficable physical well baing, o
1 specifically madication arders and TED , Other Residerts
) Any residents with orders for ted hose of ‘oo a turn Q
(thromboembolism-deterrsnt) hose : matiress hed the potential to be afected. _
administration. This was frue forZof 9 (#9 & 24) : All residents with new medicatior orders had- the )
sampled residents. Faiiing fo-administer .+ . i potentiai to'be affecied. - R
‘meadications and freatments cirderec by fhe - :
hysician may potentially narm residents that . Tacility Systoms
phy ¥ P ‘y - - Nurses will document daity resident Ted-Fiose
need them fo freat medical condiiions. Findings placement on in AM and off at HS jn the MAR
include; :
F 309 was cited at the recerfification survey of l“ﬁf;ff:ﬁiii fgﬂf;ﬂﬁtﬂf i:fg ;ﬁ:;f}mg ﬂ;i A -
y f - e ; medi ot ed a y an ) ) i
10/11/13 due 1o failure to provide treatment for an | moved {0 the new MAR. at the begmmc of the mew » ;
- uicer, implement care plans {physician orders} * | month,
: and ensure communicafion for dialysis with the : :
| chizlysls pl’D\»’IdEf Inservice performed to all staff rcga.rding disposable .
TTTmt T o e e e ee oo gty pads must-be used-on beds With mAQ - oo - - Jeo oLl
matitesses,

1. Resident #24 was admitted to the fachity on
7127112 with diagnoses of Alzheimer's disease,

Re -education performed to all staff rega:dmﬂ the use

dementa with behavior disturbance, bipolar j and necessity of ted hose. ;
disarder manic with psychouc featurss and Monitoring : E
depressive disordar. An andit will be performed by DNS / désignee monthly ;
. X6 months by the 3rd of the month to ensure all orders |
The resident's medical record was reviewad. The | . have been carried over to the next months MAR. i
H o - 3 H .
residents December 2013 nursing notes S An awdit will be performed by DN / designee daily
documen?e_d the resident had a red perineat area. ;. X2 weeks then weekly x2 weeks then every other week
" The physician was contacted on 12/25/13 at .30 X4 weeks then monthly X3 months fo ensure ail tum Q
: p.;n. and ordered, "Nystaiin Powder to Peti-area maitresses have a disposable chux pad instead of @
¢ and scrotum BID [two fimas a day] far 7 days or soaker pad.
' untii resoived,” The order was transcribeq fo the  Anaudit will be performed by DNS / designee weekly :
resident's Decamber 2013 MAR. The resident's X4 weeks then every other week X4 weeks then f
January 2013 MAR did not have the medication montly X3 months to ensure ted hose are in place on

on . Reviaw of the nurses notes revealed a lack those residents with ed hose orders.

of documentation the resident received the full 7
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LF 309} Continued From page§ | Faey

day dose of the Nystafin. The reslden* oniy
rece;ved 2 and 12 days of the medtcauon

'The resrdent‘s peri-ares on a 2/3/14 Skm ‘ - S . I 3
- Assessment Form documented, "PeriArea " | - - | - : o A , |
* excoriated [with] white exudate [and] foul pdor. 1 iR !

- Smells-yeasty...." The physician on 2/3/14 at 1
OBDD (3:00 a.m. ) ordered, "Nystatin Powder to 1

Lo grom [and] scrotum after c}eamng and drying . . S (R
- fthres fimes aday}x 10daysdusto . . .. ] ... N A P }

!

excorsaﬁon .

- .

; On 2/13/1-4 at 8:30 2.m. resident cares were
" obrservad being done with Residant #24. The
- Tesident was on a "Turn g Maftress” far skin
. issues. The Tumn g Mattress was ojderad by the
physizian on 10/7/12 in an order that stated, "Tumn |
: g Mattress to bed jor skin integrity/pressure i
- | reduction." The matirass was a special type that |
:fumned the resident and distribiied the resident's
i weight to prevent skin breakdown. During the :
 observation of cares, it was observed there was 3
: thick soaker pad and incontinence brief betwsen
. - the resident-and the bed which decreased the
! pressure-reliaving effectiveness of the matiress.
: On 2/13/14 at §;35 a.m. the Assistant DON was
! interviewed and affirmed the effectiveness of the.
: maltress was compromised by the thick soaker
- pad. She furthar indicated the resident was on
! Hospice and they would provide ths thin "blue
pads if needed fo control incontinence.

i

The Administrator and Assistant DON were
: nofified on 2/14/14 at 11:00 a.m. No further ) , .
 information was provided. : ‘ !
| 2. Resident #5 was admitted to the facility with
i diagnoses that included edema and dementia.

A | |
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IR 309} ‘Confinued From page 7 | f{F 309y
- Resident #3's 2/14 Physician Order Report ..~ !
- {recapttulation nrders) mcluned the resident was !
‘4o have TED hose on "in AM and aff at HS {riour
01 slegpl” 7 _
Durlng observations on 2/12/14 at 4:05 p.m. the -
resident was observed seated in 2 recliner with +-
‘| shoes and gark colored ankie socks on. The
resrdnntwas not wazaring TED hose, ol -
On 2/?4;’1& at 1 i DD am. th= Admlmatratur and g
the Assistant DON were informed of the concerns 17 -
: The facility provided no further information. -
{F 441} 483.65 INFECTION CONTROL, PREVENT {F 441} pan 22572014
s5=0 | SPREAD, LINENS ‘ :
’ Resident Specific
o . s -9 of 9 sampled residents were affected. Linen for ail 9 of
The f?mhw must EStabn_Sh and‘ maintain an . 9 residents js handled properly ascording to regulation,
‘infection Control Program designed 1o provide a * Hand washing is performed properly when prcw]dmn care
safe, sanitary and comfortabie environment and ' forall 9 residents. .
to help prevent the development and frapsmission E Grher Resideqts
LA} H . . ! ET s10en
- -Q'T--—dlsea—sﬁ andinfection. = -~ 1 - Most residents. 1nthafaclhty badthe pofential jobe | _
affected

(a} Infection Control Program

The facility must establish an Infection Centro!
1. Program under which if - :
(1) Investigates, contro?s and prevents mfec:tmns
in the facility;

{2) Decides what procedures such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
_actions relafed fo infections.

- (b) Preventing Spread of infection

: (1) When the infeciion Control Program

I determines that a resident needs isolation o
prevent the spread of infeciion, the facility must

a isolate the resident.

' {2} The facility must prohibit empioyess with &

Facility Systems
‘Re-educatmn was provided to aH stafl regardm" hancl
hygiene including retumn demonstration by stedf.

One on one counseling provided to staff members that
were observed not following facility protocol Tor hand
hygiene during survery.

Inservice provided to ell staff regarding proper handling
and -stoyage of clean linens and {ift slings, -

Monitoring

An audit will be perfurmed by DNS / designee daily X2
1 weeks then weel X2 weeks then every other weel X4

" weeks then monthly X3 months observing random direct
care staff to ensure that the facility's hand hygiene policy *
isfollowed. Variapces will be corrected at the time of |
observation. i
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{F 4-41} Con[;nued From- pagn S R {F .441} F441 continu_t-.-a.? P St
: ‘ commiunicable disease or-infected.skin lesions | .. Monitoring continued..; -~ - T
i from direct contact with residents or their jood, I - An andit will be perormed by DNS/deswnee weekly
.1 direct contact will-transmit the dissase, ) X4 weeks then every other week X4 weeks then .2, 5+ |
© 1 {3) The facility must require staff to wash their . ;“01‘“‘111” X3 months to enswe linens are hendled |
roper] 3

fands afier each direct resident contact for which |
hand washing is indicated by accepted
: rofassmna practice.

{c) Linens
Personnal must handke store, prccess and

‘ransport finens:so.as to prevant the spread of
tnrecmon R -

This REQUIREMENT s not met as evidenced
 by:

Based on observation and staff interview, the
faciiity failed to ensure that infection control

. | practices were maintained in the facility,

| specifically GNAs were ohserved not washing
their hands and clean linen was found on the ficor| ™~
during a four of the facility. This had the potential
to affect most residents in the fasility including 8
of 9(#s 1,2, 8,8, 23, 24, 25, 26 and 27) sampied
residents. There was a potential for harm with
failed infection control practices by introduging
disease causing organisms o the residents.
Findings include:

1. On 2/13/14 at 810 a.m. CNA#2 and CNA#3
were obsarvad getting Resident #24 up for
breakfast, Resident #24 was inconfinent of urina
and nzeded his incontinance bref changed and . i
peri-care done. The CNAs completed cleaning | : !
hirm up and both removed their gloves bejore ' : |
applying the new brief. CNA#3 stayed with the ‘
resident and CNA#?Z refrieved gloves for both of
them. CNA#3 siated, "We neead sanifizer in
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{F 441} Continued From page § L 441} i T -
: here™ anc GNARD stated, "You: k:now We- need io
: sanitize before we put these on." (Note: refering
: fo the glaves.) Both then prosssded fo pui gioves | - :
- on witheut sanifizing their hands. Then the CNAs
-’ compleiad getiing the resident drassed and :
transfarred him intc his wheeichair,
The Administrator and Assistant DON ware
informed on 2/14/14 at 11:00 2zm. no further
infarmation was provided.
2. During a taur of the environment on 4/12/13 at E
1:50 p.m. 2 Hoyer Lift sling and 2 shest were
abserved to be on the floor in 2 storage closet. Af
that time LN #4 was shown the i'ems on the floor.
LN #4 stafed the items should not be on the floor
and had staff remove them to be washad.
The Administrator and the ADON were informad | .
.. ..|oftheconcemon2i4M4at11:00am. The i i i ?
facility provided no further informiation, f R
{F 458} | 483.70{c){2) ESSENTIAL EQUIPMENT, SAFE {F 4564 Fase § 202512014 ;
55=D | OPZRATING CONDITION ‘ :
1o Resident Specific L
il i . 9 of 9 semypled residents were affected. Dishwasher
The fac:l?Ity must malmam all eg.se:mtai chemicals are checked for accuracy and documented
mechanical, elecirical, and patient care with each use of the dish machine., ,
equipmant in safe operating condition. .
Other Residents ] i
Most of the resident in the facility hed the potential to ;
. . , be affected,
This: REQUIREMENT is not maf as evidenced : '
by : Facility Systems :
Eased on observation and staff interview, the 5‘53?'?9 1“43? cart was repaired and functional en -

i 26 and 27) sampled residents. There was a

facility failed fo ensure the essential equipmentin |
the kitchen was in good operaiing condition. This :
had tha potential to affect most residents in the
faciity Including S of 6 (#s 1, 2, 8, 9, 23, 24, 25,

Tubing on the sanitation pump for the dishwasher was
replaced. Sanitation pump is working correctiy.
Additional pump has been ordered to replace current
pump if it fails to work properly.
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{F 456} Conunued From page 10_ S
- - | potential Tor foodborne iliness if the dishwasner
did not sanitize dzshes Findi ings znctude

1 On _f13/'i4 at 1 10 am fhe rhrea
compartment food cart was observed to have one
door that was hanging pariially off i® hinge. The

4 door could not be closed and sealedto kesp the
food warm. The kifchen staff were observed to
serve up resident frays and put tham.in the othar
wo compartmants. At 11:32 a.m. all the trays -
were sarvad Up, one tray was lefi overand -

i because the door was broken the tray for

: Resident #27 had to be put on fop of the cart for

: fransport to the dining room. The dietary manager
: was interviewed at 11:32 am. and stated the

: it; 50 it was not repaired,

2. 0n 2/13/14 at 11:10 am. the dishwasher was
found to have a Styrofoam cup with a yellow

of the chemical mixer, The dietary manager was
guesfioned about the substance. She indicated it
was bleach, The dishwasher rinse cycle was a
chemical tinse not a temperature rinse but the
automafic sanifizer dispznser was not working,
As = resulf the person who was washing dishes
had to put a spooniuf of bleach in each kad to
ensure dishes were sanitized properly.

On 2/13/14 at 1:40 p.m. the dietary aide was

{was not working. The dietary aide was observed

‘ ! putfing bleach in each rinse cycie. The aide was

: reguested 1o check to see if the rinse water

| reached proper sanitizer level. The iest Stl'ip
showed the rinse water was within appropriaie
ievels of sanitation.

; mainienanse person could no longer get parts for

I subsiance and a plastic spoon in ji sefting ontop | -

! observed doing dishes. The mechanical sanitizer :

{F 458} |F 456 continued...

Facﬂjty S'y'sutcm-s'

repairs.

CONCems,

. ‘Monitoring

_An andit will be performed by the dietary manager :
tweekly X4 weeks then every other week X4 weeks then
monthly X3 months ‘o ensure kifchen equipmentis -

functioniug properly.

' Inservice of dietary manager regarding proper and timely
: rcportlng of mainfenance issues and needed equlpment

Inservice of afl staff regarding proper and timely
reporting of of any maintenance igsues or equlpment
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{F 456} | Continued From page 11 - ‘ - F456) e

: -1-On 2MAN4 at 11:00 a:m.-the-distary rmanagsr o o

dusing interview indicated the machine had not

worked properly sincs “before Christmas.” There :
wras no way to make sure that every rinse cycle : R SR
received the proper amount of sanitizer solution. | K ) ALV CEII P B
No further information was provided. P ‘
F 492 | 483.75(b) COMPLY WITH : - F482|r492
58=D FEDERAL!STATE/LOL,AL U\WS/PROF STD

312502014

Resident Spemﬁc B . . P
| 2ord re51d°nfs sampled (s 24 & 27 Wene aﬁectcd ;
: The ractirty must operate and prov;de services i s pled ¢ J ¥ |
: ccmphance with all applicable Federal, State, and ¢ * | Other Regidents - v T
locataws, regulations, and codes, and with A -t | All residents with prescrlbed medl, tmns hadthe A i
‘accspted professional standards and principles | © | Botential to be affectad, : SR
that apply to professionals providing sefvices in Facility Systerms o
such a facility, Medication error reports were compleied and :
‘ : investigated with physician notification on 2/13/2014 on
residents #24 and #27.

This REQUIREMENT is not met a5 evidenced

Disciplinary action / counseling completed for the 2

by: ' nurses jdentified as not following proper protocol for
. Based on abservation and staff interview the : medication administration.
.. . |Jaciiity falled fo be in complianca with the state of D 1 -
: o N ABAY g T T T T Tnsarvits pravidisd to el stajfregarding_facilitgr'policy'un" | I hties Hh
ldah? ‘EIdrTII'T! sstraiive n."”ES. U,DAFA) for \ administration of medication by lieensed personnel coly. '
adrninistration of redicafions in a nursing home ;
and the professional standards that apply to the "'} Moniioring
facility, Specifically, administration of medications ! ;j ﬂudllt‘s “;11 be Perfurrtzrllcd by ?(I;i ! desllcgnt? v\eckj%
. n H B H i weel BN EVETY GINer wee WBE. s then montly
by nDn, licensed parsonnel is ﬂf?t permitied in { X3 months to ensure all medlcatmns are passad hy
idaho.*The State of idaho Nursing home " | licensed staff cxly.

regulafions specify;

"IDAPA 16.03,02.200. 04, Madication
Administration. Medications shall be provided to
pafients/residents by ficensed nursing staffin
accordance with estabiished written procedures
which shall include at leasi the following: a.
Administered in accordance with physiclan's
dentist's or nurse practifioner's written ordsrs; b.
i The patient/resident is identified prior o

" administering the medication: c. Medications are
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- administered as soon as possible afisr.

1 i proparly ideniified; e. Medicafions ars

Inedication is properly recarded on his individual
1ihe medicafion. The record shall inciude: {,

1 Method of administradion; #
‘the medication;

| medications shall be conducted in the 'rol]owmg

i periorm the task. Findings inciude;

1. Resident #24 was a male resident admitted fo

preparaiion; d. Medicafions are adminisiered oniy

administered by the person preparing ihe -
medication Tor delivery to the patient (excepfion;
Unit dosej; . Paﬁenisfresidents ars ohserved for
reactions to medications and ¥ a reacfion-occurs, -
it is immediataly reportad 1o the charge nurse and
attending physician; g. Each patient's/restdent's

medication. record by. fhe person administering

. Name and dosage of
fii. Date and time of
administratior; iv, Site of injections; v. Karne or
initial {which has elsewhare bean ideniified) of
person administaering the medication;”

IDAPA 16,03.02.201,02 Care of General
Medications. The care and handeling aof.

manner,

c. No persan ofher than licensed nursing
personnel and physicians shall administer
medications, This does not include execufion of

duties of inhalation therapists 2s ordered by the |-

attendlng physician. :

Prescnptlon madication shall be admmlstered :
only fo the patient whose name appears onthe
prescription legend.

CNAs were observed administering medications
to residents, This affecied 2 of 9 (#s 24 & 27)
sampled residents. There is a potential for harm
when non-ficensad perscnnel administer -
medications and de not have the training to
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o Th= bottis of powder was' nspected and it

-, contained "Nystatin Topical Powder, 100,000 us

- units-par gram.” The: bottle-contained 60 grams of
" powder. The instructions for application of the

| her to administer i fo the resident.

| day undemeath right breast for 40 days and as

the facility with multiple diaghases inctuding
Alzheimer's disease.

| on 2#3/14 at B:10 a.m, CNAE2 and. CNAKS were |

obsarved o provide pesi-care fo Residant #24. -
The resident had a red excoriatad peri-area.

© CNA#Z was obsenved o appky apowder to the |
. pen area.

miedication documenied, "Apply Topically twice a

nesded Tor redness.” The name on the the bottle
was not for Resident #24 hut for Resident #£28.

CNA#3 was asked about the medication and
stated the [N gave her the medication and toid

On 2/13M4 at 8:35 a.m. the Asslstant DON
{ADCN) was informead of the violation in IDAPA
rules and the aide administering medications,
The ADON indicated. an incident report would ba
completad.

2. Resident #27 was admitted fo the facility with
multiple diagnosas including sefzure disorder and
history of traumatic brain injury.

On 2413/14 zt 11:44 a.m. a CNAwas observed |
remaving the resident's lunch tray from the fop of :
the food cart. As the aide wes going toward the
resident's room LN#1 siopped the aide and put
crushed medications of Afivan and Neurontin
powder in the resident's juice. The aide
proceeded {o the resident's room and deliverad

— 492(
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mupew | the dray and medications.
Or 21314 at 1:50 p.m. LN#1 was intarviswad

‘and Indicated the resident's medications were
hidden in his-food. ‘ L

©onn e ) On 21304 at 4:30 pm. the ADON was

: interviewad, She indicated an incident report
would be completed and the LN should have-
Jadminisierad the medicafion not the CNA.
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SAFE HAVEN CARE CENTER OF POCATELLO

{C 000} 16.03.02 INITIAL COMMENTS {C D0G}

The Administrative Rules of the Idaho

Department of Heallh and Welfare,
Skilied Nursing and Intermediale Care
Facilities are found in iIDAPA 186, ' _

Title 03, Chapter 2, RECEIVED
The foliowing deficiencies were cited during the | '
onsite followup recertification and compiaint MAR 17 2014
investigation survey that was conducted af your

faciiity February 12-14, 2014, ~ FACILITY STANDARDS

The surveyors conducting the survey were:
Sherri Case, LSW, QMRP, Team Coordinator
Amold Rosling, RN, BSN, QMRP

{C 121} 02.100,03,c,v Encouraged/Assisted fo Exarcise | {L 121} | ¢ 121 2/25/2014
Rights '

. Please refer to response to F 166. ‘
v. lIsencouraged and assisfed, ‘ : |

throughout his pericd of stay, to
exerciseé hig rights as a
patientresident and as a citizen, and
to this end may voice grievances and
recommend changes in poiicies and
services to facility staff and/or to
outside representatives of his choice,
frae from restraint, interference,
coercion, discrimination, or

reprisal;

This Rule is not met as evidencad by:
Please refer fo F166 as it relates to the facility
resoiving grievances.,

!

{C 252} 02.106,07 MAINTENANCE OF EQUIPMENT | {6252} | ¢ 257

2/25/2014

U7. Maintenance of Equipment. The Please refer to response to F 456.
facility shall establish routine {est,

' check and maintenance procedures for
. all equipment.

Bureat of Eaciity Standards
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SAFE HAVEN CARE CENTER OF POCATELLQ

{C 252} | Centinued Frem page 1 {C 252}

This Rule is nat met as evidenced by:
o Please refer to E-456 as it relates fo-maintenance : oo
of patient care equipment, '

{C 644} 02.150,01,a,i Handwashing Techniques {644} | 644 212512014

z. Methods of maintaining Please refer ta response to F 441,
sanitary conditions in the facility

such as:

i. Handwashing technigques,
This Rule is not met as evidenced by: i
Please refer fo F 441 as it relates to i
handwashing. 1

{C 784} 02.200,03,b Resident Needs ldentified {c7ed4y |C784 2252014

b. Paiient/resident needs shall be Please refer to response to F 309.
recognized by nursing staff and

nursing services shall be provided to

assure that each patient/resident

receives care necessary {o meet his

fotal needs. Care shall include, but

is not imited to:

This Rule is not met as evidenced by:

Refer to F 309 as it refaies to care to meet the
needs of the resident.

Bureal of Faciiity Standards
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I DAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER - Govemor DEBRA RANSOM, RN RHIT., Chiaf
RICHARD M. ARMSTRONG - Diractor BUREAU OF FACILITY STANDARDS
3232 Elder Steet

P.C. Box 83720

Boise, ID 83720-0009
PHONE 208-334-6626
FAX 208-364-1888

March 5, 2014

Steve Gannon, Administrator

Safe Haven Care Center of Pocatello
1200 Hospital Way

Pocatelio, ID 83201-2708

Provider #: 135071

Dear Mr. Gannon:

On February 14, 2014, 2 Complaint Investigation survey was conducted at Safe Haven
Care Center of Pocatello. Arnold Rosling, RN., Q. M.R.P., and Shern Case, L.S.W.,
Q.M.R.P., conducted the complaint investigation.

The complaint allegations, findings and conclusions are as follows:

Complaint #ID00006299

ALLEGATION #1:

The resident's Power of Attomey was not notified of his air hunger discomfort on
December 8, 2013.

FINDINGS:

The resident's medical record was reviewed, nursing staff were interviewed and the
facility's process for oxygen use was evaluated.

The resident was admitted to the facility November 27, 2013, and had diagnoses of
hypertensive cardiovascular disease with congestive heart fajlure, pulmonary hypertension,
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depressive disorder, anxiety disorder and diabetes mellituzs type 1T insulin dependent.

From the day the resident was admitted to the facility, the resident was on oxygen due to
atr hunger. The physician's orders documented the resident was to have, "Oxygen two to
five liters per minute continnous to keep saturation greater than 90%." The documentation
of the resident's oxygen use showed the resident fluctuated between 86% o 95% and the
liter flow ranged from two to four liters.

The medical record nursing notes and hospice notes documented that the resident had a lot
of anxiety and pain. The resident was in the facility for nine days and had ten medication
changes related to anxiety and pain. The changes were to increase either the pain or
anxiety medications. The resident was on hospice. The medical record documented the
hospice nurse and the facility's nursing staff were in contact with the physician to facilitate
the changes in medications in order to get the resident comfortable.

The L.P.N. and R.IN. that cared for the resident were interviewed about the sequence of
events the morning of December 8, 2013, The L.P.N. was interviewed on February 14,
2014, at 9:35 a.m. and provided the following information. The L.P.N. indicated he came
to work between 5:30 and 5:40 a.m. He checked on the resident and the resident was
sifting on the edge of the bed complaining of pain. The L.P.N. went to the medication cart
and prepared the resident's moming medications, these were Valium, Norco, and he had
bim push the morphine pump button. He administered the medications to the resident
shortly after 6:00 a.m. Then the L.P.N. went back to his moming duties. At 6:45 am. the
aides working with the resident got him up in the wheelchair and brought him to where the
[.P.N. was working. The resident was having some problems with anxiety. The resident's
anxiety was manifested by continually saying "Help me, help me." The LLPN brought the
resident to the office of the charge nurse and requested assistance. The resident's puise
oxygen saturation was at 85%.

The R.N. charge nurse was interviewed on February 14, 2014, at 9:20 a.m. and provided
the following information. The L.P.N. brought the resident to the nursing office sometime
around €:50 am. The resident was having a lot of anxiety, which was causing the resident
1o have respiratory distress. The resident had a portable oxygen tank with a nasal cannula
on. The oxygen saturation was at 89%, which was low and needed to be raised. The
resident was having a problen1 getting oxygen because he was breathing through his
mouth. His respiratory rate was 36 per minute. The R.N. changed the cannula io a mask.
The R.N. stated he did not put the strap over the resident's head but held it next to his nose
and mouth and talked with him to get him to calm down. The resident's rate decreased to
30 breaths per minute and the resident appeared to become more comfortable. The R.N.
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stepped back into the office and came back out less than a minute later and the resident had
expired, The resident had Advance Directives for "Do Not Resuscitate” so he was taken
back to his room and put back to bed by the andes. His vitals were checked when he was
back in bed and they were not present. The Hospice R.IN. was called at 7:00 a.m.

The {amily was not notified, the hospice agency was to do the notification so a chaplain or
social service could be available if there was a need.

CONCLUSION:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #2:

The medical record has obvious late entries made after concerned parties raised guestions
to the facility. The record states the resident was anxious at 9:45 p.m. and expired at 6:55
a.mm. It states the oxygen was increased to 6 liters per mask. The complainant questions
whether this could be accurate as the resident was on an oxygen concentrator, and those
can only go up to 5 liters per minute.

FINDINGS:

The medical record showed the resident was anxious most of the time and the medications
had been increased frequently to address the issue. The resident's physician last changed his
anxiety medication on December 6, 2013. The change was to increase his Valium to 5
milligrams every four hours. The resident was also on Haldol 5 milligrams three times a
day. All these medications were to help with his anxiety.

The December 7, 2013, 2145/{9:45 p.m.), nursing note in question was one of many notes
by nursing documenting the resident's anxiety state. The resident received the ordered
Haldol, Valium and Trazodone medications for his anxiety. The nurse further documented
the resident rested after he received the medications.

The resident's oxygen orders were to be two to five liters per minute to keep his saturation
levels greater then 90%. According to staff interviews, the morning the resident expired,
the RN, increased the oxygen to six liters per minute to try to increase the resident's
comiort and bring his saturation level up to greater than 90%. 'The resident was on
portable oxygen at that time, not a concentrator. While there was no order for oxygen at 6
liters, it was clearly done to try to increase the resident's comfort. Though technically
incorrect, investigators determined 1t did not warrant a citation.
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CONCLUSEON:
Unsubstantiated. Lack of sufficient evidence.

As none of the complaint's allegations were substantiated, no response 18 necessary. Thank
vou for the courtesies and assistance extended to us during our visit.

Sincegely,

LORETTA TODD, R.N., Supefvisor
Long Term Care

LT/]j




