IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER, — GovernoR TAMARA PRISOCK — ADMINISTRATOR
RICHARD M. ARMSTRONG — Dirgctor DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PRoGRAM BUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.O. Box 83720

Boeise, [daho 83720-0009

PHONE: 208-364-1962

FAX: 208-364-1888

May 23, 2014

Doris Foruria, Administrator
The Cottages of Emmett

411 East 12th Strect
Emmett, Idaho 83617

Provider ID: RC-698

On March 3, 2014, a state licensure/follow-up survey and complaint investigation were conducted at The
Cottages of Emmctt. As a result of that survey, deficient practices were found. The deficiencies were cited at
the following level(s):

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

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

Your sybmitted plan of correction and evidence of resolution are being accepted by this office. Please ensure
the corrections 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 Donna
Henscheid, LSW, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

Copone. lorirese s

DONNA HENSCHEID, 1.SW
Team Leader
Health Facility Surveyor

DH/sc

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




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

. G.L."BUTCH" OTTER - GovERNOR ‘ TAMARA PRISOCK — ADMIMISTRATOR
RICHARD M. ARMSTRONG — DiRecTor DIVISION OF LICENSING & CERTIFICATION
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RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM
P.O. Box 83720

Boise, [daho 83720-0008

PHONE: 208-364-1962

FAX: 208-364-1808

' May 5, 2014 . ' 7 7 CERTIFIED MAIL #: 7007 3020 0001 4050 8388

Doris Foruria, Administrator

Cottage Investors LL.C dba The Cottages of Emmett
411 East 12th Street

Emmett, Idaho 83617

Ms. Foruria:

On March 3, 2014 a state licensure/follow-up survey and complaint investigation were conducted at your facility. We have
not yet received an acceptable response to the core issue deficiencies identified on the statement of deficiencies from the
facility for that survey, which was due by 3/30/2014. Enclosed is another copy of the Statement of Deficiencies identifying
core issue deficiencies cited during the survey. Please submit your Plan of Correction to our office immediately

Additionaily, the facility has only provided a partial response to the non-core issue deficiencies identified on the punch list. A
complete response to ali of the non-core issue citations was due to the Licensing and Survey agency on 4/2/2014. Enclosed is
another copy of the Punch List identifying non-core issue deficiencies cited during the survey. Please submit evidence of
resolution to our office immediately.

If we do not receive your complete plan of correction for core issue deficiencies and a complete response to all non-core issue
deficiencies by May 14, 2014, the Licensing and Survey Agency will impose enforcement action(s) as listed in IDAPA
16.03.22. Rules for Residential Care or Assisted Living Facilities in Idaho subsection 910.02;

1. - A provisional license may be issued.
2.  Admissions to the facility may be limited.
3. The facility may be required to hire a consultant who submits periodic reports to the Licensing and Survey agency.

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

program.

Sincerely,

/W%/’/A
TAMIE SIMPSON, MBA, QMRP

Program Supervisor
Residential Assisted Living Facility Program

TS/sc




IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH” OTTER - GOVERNOR TAMARA PRISOCK — ADMINISTRATOR
RICHARD M. ARMSTRONG - DIRecTOR DIVISION OF LICENSING & GERTIFECATION
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RESIDENTIAL ASSISTED LIVING FACILITY PROGRARM

P.O. Box 83720
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March 17, 2014 CERTIFIED MAITL #: 7007 3020 0001 4050 8326

Doris Foruria

The Cottages of Emmett
411 East 12th Street
Emmett, Idaho 83617

Ms. Foruria:

Based on the state licensure survey and complaint investigation conducted by Department staff at The
Cottages of Emmett between February 26, 2014 and March 3, 2014, it has been determined that the facility
failed to protect residents from inadequate care.

This core issue deficiency substantially limits the capacity of The Cottages of Emmett to furnish services of
an adequate level or quality to ensure that residents' health and safety are protected. The deficiency 1s
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 April 17, 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?

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

* What measures will be put into place or what systemic changes will you make to ensure that the
deficient practice does not recur?

. How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.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 Correction to us by March 30, 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.




Doris Foruria
March 17, 2014
Page 2 of 2

In accordance with IDAPA 16.03.22.003.02, 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 | 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. If
your request for informal dispute resolution is not received within the appropriate time-frame, your request
will not be granted.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. 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 April 2,
2014. '

If, at the follow-up survey, the core deficiency still exisis or a2 new core deficiency is identified, the
Department will have no alternative but to initiate an enforcement action against the license held by The
Cottages of Emmett.

Enforcement actions may include:

imposition of civil monetary penalties;

issuance of a provisional license;

limitation 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 Jdaho Residential Care Assisted Living Facility program.

Sincerely,

/Pwuyﬂwi— B s he

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

DH/sc
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R 000/ iritial Comments ROGT

The feliowiny deficiency was cited daiing the
licemsurg, follow-up-survey.and complaint

| investigation condicied between 02/267/14 and
354 st your residential caraféssisted living
facllity. The surveyors conducting the survey
were

Donna Henscheld, LSW
Team Coordinator
Heatth Faclity Sutveyor

Polly Watt-Geler, MBW
- Heatth Faciiity Surveyor

Maurean McCatin, RN
Health Fagility Suveyor

Survey Defiritions:

1.1 =ongtoohe

& =anpd

¢/s = complants of

V= cardinvascular

CVA = Carabrovascular Accldent ,
Edermna = Accumulgtionof bloed o fissue fiuld-.  7F
pooling in lays andlor feet dus to-poor Girculation |
MAR = Mediration Assistancs Record

-meq = rilliequiviient

meds = medications:

mg © mitligrame

PRN = as.peeded -

RN =:Registered Nurse <

TLG = Tender, Loving-Gare

- R 008

i

ROU8 16.03.22:520 Protett Residents from Inadsquate.
Care.

The adrilnistEtar rnust aesure that pc:lic:ias -ard
Buresy of Facimy Slandards ’ R o
LABHRATGRY DIREGTOR‘S OR FRDVIDEHISUPPIJEHREPREBENTATI‘VE‘S SIGNATURE - TITLE {x8) DATE

ETATE FORM B ®% . QEEGH ' ezmwuston shest 1 of 2]
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1 TEFICIENCY)- i
R 008 Gontinued From page 1 R 006,
procedures arsimplemented o assure that ail
residenis ara free flom inadequate cars.
§ Thia Rule f&niof mat @ evidenced by
‘Basd on observation, inferview and fecord
o2 review, it was daiermmed the facllity admitted 4 of
Q—o~ : 7 sampled residents-(#2) who feguired care
—=  j'above thatwhich the faclity was licenssid to
ovide. The facitity further fallad to preavide
1 appropriate assistance and monitoring of -
1 medications for 2 of 7 sampled Tesldents (#3 and
1 46). The facility also falled 10 snsures 2.of 2
sumplad residents M2 and $3) who recaived
trastrments, received their treatments dg prdered,
Additionally, the facility failed t protect 1 of 7
samplad residents (1) right 14 be free from
{ chemical restraifts: Tha findings include: l._Acceptable Admission
|. ACCEPTABLE ADMIBSION Resldent#2 -Evidence of Plan of Correction:
According to IDAFA 16.03.22,152.05, Policlea of W Administrator, facllity nurse, attending:a
hccaptable Admissions: trafriing review reviewing the Admission.polf
“b, No residerit will be adriltied or retzined whé ¢y To reiterate the criteria for admission to
requires oageing skilled nursing of care not withii the facility.
| the legally ficensed authority of ﬂae;{-acilrw, - :
¢ Also see staff training sheet on this.policy.
i. Such regidants Include & residentwho has a ; . o
supta-publc catheter inssted within the previous - = Endosedisthe proof of the attefidees, the
twenty-one (21) days.* cantent #iscissed and the time of the train-
| According to Resident#2's record, she-was an 84 e
‘ Yeag;gffmed?;?; u“;a:s ?ﬁdmm;:wﬂ famg? «  Further evidente anather resident that had
on n story of . e :
urinaty Inesninence and drnary. tract infections; the same ssue as fesident #2 had [Supra-
X pubic catheter) insérted on AprH 1st follow-
A facilty "Lavel of Care Assessment Form," dated |- ing a surgery, did not re-admit-untl. April 23,
612113, (one day prior-to adnigsion), documanted | 2014,
Res:dent #2 had & hisiosy of "bladder probiems & | g ' ) L
Bursan of FRcily SWoasgs = ;
STATE FORM L QEEDT ¥ confiuation shoot 2of 21.
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, 2i SODE
ek e gy § o 211 EAST 12TH STREET
COTTAGE IMVESTORS LLC DBA THE GOTTAC EMNETT, [ 89617
X4 1o ELIMMARY. S1ATEMENT OF DEFCIERUIES: D FROVIDER'S PLAN OF CORREGTION [s)
PREFIX (EACH DEF/CENCY MUST BE PRECEDED BY FULL PREFIX _(EACH CORRECTIVE AGTION SHOULD Be COMPLETE
TAG REGULATORY OR 156 TORNTIFYING INFORMATION) TG CR%B-REFERES;:;&E%G %Emmapmm DATE
1 : {
R 005 | Contitived From page 2 & 008
suprapubic cathelsr in recovery from surgeny.”
A hospital "Operative Report,” documentsd
Resideft #2 Undéerwent surgely on 4124743, for
placament of a suprapubic catheter, ,
On 2127114 at. 11:30 AM, the facility nurse
einfired the resident had-been admitted to the
faciiity within 21 days of hatving & suprapubis
catheber placad.
The faciiily atmitied & retident who hed a
-Suprapibic catheter placed within 9 days of
-adrdission 1o the:facility.
1. ASSISTANCE & MONITORING OF
MEDICATIONS New Policy-Nurse Moritoring; Medication Errar
According to IDAPA 16,03.23.430 Requirements g Policy-
for...Basic-Services. Each fasiity must providis to s g .
“the-resident, y  Revised Policy- Medication Policy
g , - . See'enclosed training si s e .
“g5: Basic Services.,.g. Assistance with and: s it ZASE:f"_’almng signaturé sheet for the poli-
monitoring of medications.” Hes Histed above
Acgording to IDAPA 16.03.22:300:02. Livensad Resldent #3 and #6-
-Nurse. *  Medication-Policy has been amended to so
“The faeility rouet assure thatg iio_ensad' nuresis that only the staffthat gre d elegited to read
‘dvailabl to address changes In the resident's . andthput.orders dre given the authorizatit
‘heaith or trentsl status And to-review-and electronic MAR syst SrHaTzation
Implernent niew orders prescribed by the. Systen.
resldents et core provider™ : *  Inaddition Medication Error Policy has been
1, Avsording o Resfident #3'6 recond, shewas 2 | ef‘fabmh'eﬂ“’ monitar an-employees.capa-
78 year-old famale wiho was adinitted 1o tha- bilities to assist with medications, read the
‘facility on 7118413, with diagnoses incliding orderas listed in the E-MAR, and retrai and
Anursing assessment, dated 2126114, _ ‘ L )
Bureat of Faallly Standeards T 7
STATE FORM watd QEEB11 I continuation sheet 3 bf 21
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" NAME OF PROVIDER (IR SUPFLER

COTTAGE ImrESTDRB LLC DBATHE COTTAC

SIREETADDRESS, 6TV, STATE, 2e GHbE
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o5 |D ' suwmsmmmcp DEFICENSIES
PREFIX {(EAGH DEFICIENGY MUBT BE PRECEDED BY FULL
TAG: AEGULATORY OR LEE IDENTIFYING INECRIATION)

TAG

PREFI.! :

PROVIDER'S FLAN OF CORREOTION )
_(ENCH CORREGTIVE ACTION SHOULD BE COMPRTE
CROSSREFERENGED 7O THE APPROPRIATE bATE
HEFIGIERCY}

R 0081 Caontinued From page 3

i ; dosumented the Residant#3 was *unableto -
| manage” kst swn medications.

A physitian's order, dated 10/8/13, documenied
Resident #3 wes to.receive 20 meq of Klor-(Can
' (potassium) enve a day. Additionally, the arder
documentsd she wes 1o fecaive 40 my of Lasix.
. every day.

Actarding to medline at,
hittp:/fawwnim.nihi:govimediineplus/ency/aricie/o:
02443.him; "Having too much or oo litds
potassiem in:the body cah have very sericls
consequences. Aow blood fevel of.

- potassium, can tause weak mustlss abnormal
heart rhythms, andd 2 glight risé in bloed

| pressurs.” Situations such as taking dinretice-

' (Lesix) can lowar the body's polassium fevel

The November 2013 MAR doctmenfed Resident
#3 did not receive the 20 meq of Klor-Can on the
following ays: 117, 11111, 1112, 11113, and
11/14,.:2 total of 5 clays Hawwar ‘it was
dosumented given on 11/8, 11/, 710 and 11/44,
There was o tocumentation to clarlly why the
medicallon was avallable for only four of the nine

days.

Aprogress nots, dated 11/7M138, documented 8
caregiver tad called Resident #3's. daughter to
inform her the residert was.aut.of KlorECon,

".A physician's order, dated 2/4/44, doumenied to
increase® the 20 meqof Kior-Con to twica o day.
It was noted by the tacifly nurse on 2/10/14.

The Fabiruary 2094 MAR; dotumerited fhe -
Klor~Con was givei once s day, instead.of Mcea
day as ordered, from 2/4/14 thoigh 2/26/14, for
atotal of 22 days, .

RO0S

Evidencerof corrections to these
residents afa: #3; We have réceived
a‘hew order from Residént’s pliysl-
clanlowering the dosage, which has.
beenimplemerited inthe E-MAR
system. Resident#6- Wehave
racdived a new ordef from Resi-
dent's-physician chahging the medi-
cation drder toa PRN, which has
Beenimplemeited in the E-MAR.
system;

i

reat of FacﬂuyStandam
STATE FORM

QEECH ¥ camknudtion sheet 4 of 21
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x5 | SUMMARY STATEMENT UF DEFICIENGIES 1 PROVIDER'S PLAN OF CORRECTION s} '
FREFIX |- (EACHDEFICIENGY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTVE AGTION SHOLD B CONPLETE
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ic‘.iENQY) a )

R-008 Continued From page 4 R.008

% Resident#3 dld hot receive her potassium
medicalion as-arfersd-by her physiciar, which
placed her at fisk for depleted potassium Isvels.

2. According to Resident #5's.record, she'was an |
87 year-old faitiale wha wag admitted fo the
facility pn 3/4/12, with diagnoses including post
CVAwith contractures and deblitty.

Anursing assessment, dated 11/113/13,
documented Resident#8 tad & histoty of paln, It
further documented, hospice-monitorad tar fiin
managemsnt,

Anphysician's order, datefl 2/3/14, documanted
Resident #8'was v receive Trartiadol 50 mg once
2 day for pain. Thia order was sighed off by the.
facitity RN pn-2/4/14.

 Aphyslcian's-ordes ciarification, dated 2/5/14,

L confirtivd Resident #5-was 1o réesive Tramadal
B0 mg once aday for pain, This-order was signed |
off by the faciiity RN on 2/10/14,

Resident #6's February 2094 MAR documented
the resident had not received-any Tramadol for
the-ghtife thotth. The orderwritten on fhée MAR:
‘rhatched the two-orders (2/3/14 and 2/5/14).
‘Howaver, the MAR documented it was g PFRN
medication,

Hosploa Clirital Notes documented the foliowing:-

*1i31#14 - "No concams except they nsed'a
rouline nrder for Tramadol”

244~ "Fagility did-need an order for the -
Trarnaddl (routingly).”

Butrea of FaciiRy Standards o
STATE FORM b QEECTT t continuidion shest & ot 21
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) FORM APPROVED
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STATEMENT OF DEFICIENGIES | (X1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION (X3 DATE SURVEY
AN PLAN OF CORRECTION IENTIRGATION NUMSER: A BUILDING: COMPLETED
13R69D_ B WING,__ 030312014
NAME GFF PROVIDER DR SUPPLIER BTREET ADDRESS, CITY, STATE 1P CODE
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D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLANOFCORRECTION. ~ | 3
FREFIY, | {EACH DEFIDIENGY MUST BE PRECEDED S FIRL i PREFS (EACH CURRECTIVE ACTION SROVLD BE | COMPLETE
G |  REGULATORYORLSG IDENTIFYING INFORMATION) TAG (CROSE-REFERENCED TOTHEAFPROPRIATE | Pk
DEFICIENEY) !
R 008{ Continued From page 5 R 008 ‘ |
| On 2127744 af 3:50 PW, 2 caregiver stated she 1
was not aware the Tramado} wae & Touting drder. f
| The caregiver stalod when entering the order,
{ she hit PRN, hecausa sha thaught that was what
tha"rasidenwfas-.getﬂngl
Qn 212714 at 3:56 PM, the facility RN stated a
caregiver told him tha Tmh':adniwas & PRN
- medication prior to February 4th, The RN stated
the-caregivers coritactad the hospice agency
‘when they realized the Gadiity did not have an
| order for the Tramadol. Further, the RN stated the
caregiver put the. order information into the
compiter-as a PRN insiead of as a routine.
melication.
- Resident#5 had aroutine order for Tramadol, but |
8k not receive the thidicatior for 24 days. The !
facliity did not.monftor the resident’s pain ‘ 1
meditation’to ensure the. resident réceived fkas | 1. _Monitoring of Treatments and Ther- I'
ordered. ' Apies: '
;“ MOM]TDR]NG OF TREATMENTS 1 [} Nurse MDnitarlng* Staf‘f-are to ﬂDfI-
According to IDAPA 16,03,33:308, Licensed f nurses fof any reaction, respohse
Professional Nurse Responsibifiies: The licahissd ~ ofanewor thanged treatment or
. professional urse must assess and dotument.., | therapy, by phone and noting the
1, Resldent Respanse to Medications-and : etrutions given in the progress
“Theraples. Condurt a fursing assessment of notes. Nurse will ejther make rec-
each residerits raspohse to madications-and ommnigndations to the staff of con-
| prescribed thefaples.” { tact physician for further nstruc:
1. Acoording to Resident #3's record, shewasa | tiors.
78 year-old female; who wes admitted 1o the . L
1 facility, on 7/18/13, with diagnoses inctuding : *  SeeNurse-Monitoring Policy-
| Hementia arid ﬁdem‘ : *  See proof of fraining ot the Nurse
- Aphysician’s order;dated 10122113, dogumented | Monitoring Policy.
| Resitlent #3 was o be Hited for compreseion o _
Eurery of Faciity Standarde ' o -

STATE FORM ® . QEECH Nttt sheet 6 of 21
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Gayip T SUMMARY STATEMENT OF DEFCIENCIES " _PROVIDER'S PLAN OF CORRECTION o)
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- DEFIGENCY)
R 008 | Gontinued From pags 6 R 008 |
stockings. The order was noted by the facility *  Resident:#3- Compression stockings
i nurszon 102413 Tunked_:.‘behind-the:urd'en- W2E were putchased by the facility on
; Eoral:tgfﬂ;i%):#tn;gpﬁggtge‘measuramanis for 3/19/2014 and the residant is cur-
T ' ' rently wearing them, in addition the
- On 2/26/14 through 212514, Resident #3 was facility has purchased-a Don &
obsarved f;'."'_‘?'-‘wag 'fl‘:’tgobge“.’ed weanng Doffing device to ensure that the.
COMPFEESION FIoCRINGS. : stocking are properly put on the
Arcotding to Hisdiine, at resident to protect the residents’
htipc/fwww.nim,nih, gnvlmedl;neplus/&hey}patientm fragile skin.
Structions/000587 htr, campression stockings :
ar? wom "o lITgrDVE llllilﬂoﬂ{;lgﬂf i!; ﬁwadmgs Ttis s Seerteceipt attached for the pur-
helps preventleg swellihg {stema) and, ioa | -
lesser extent, bload clots” : chased stockings.
 Risident 42
Anursing essessment, dated 2/26/14, i
?owmentad Raslde,?t#a had fragiie skin on her : During the suFvey the order for routive
s due to édeing, There wasno documenteition el
indicating if the-aunse Tollvwead-up on the hew C_hECk‘o{ Fe;:c?ieqfs °"V§""” sa tgr?non ‘
ordetfor compression slockings. ; level was recaived. The otder. further
o ) " instruction to-give oXygen to theresi-
Progress:hotes dotutnehted the folfowing: : " dentIf thesaturation level was less than
*10/26/13 - The yesiientwas "ot feeling - DO%, was implemented. The oxygen
wall... fags wera hurling Hier” :
{243 - "Shé has cellufitis fn he - . s
clusasjh ar I:g have [Et; ;ml: in ber legs: Whmh To furtherensure this situation does n,ot‘r.eoc-
-eur, the processing of physician orders-will be
;‘2’21;4 ?:: ﬂ:n“t ?? Eﬁd Eder;;at:giﬂer ]fdgﬁ aé'm . walidated by nating: with'signature and date of
r sompression slockings we g ordere: ‘ .
WA folow up-on when they amve and see if my . the delegated employee the read and re-.
‘el the eflerma” There was nofurther . _ ‘celved the order-as-well as the defegated em-.
-&WHNBHBDW found in the resident's record that ployee that enters the meditation into the E-
& comprazeion stoskings weare obtained or why MAR system.
fhey heitt not bean obtained, when the order was
intilly recefved ori 10/22/13. See e-mar print out.on correction for this resi-
Afax do Resident #3'6 physician, dated 2/16/14, o dent, N
Bureats of Faclity Standerds ] ‘
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documentad the faciity requestad an ordss for &
company to. "come” 1o the. facility to messurs the
resident’s {eg= for “suppurt hoge.” The. physician
sigried and approved the request an 2/18/14.

Gn 22714 at 11:05 AM, the taclity RN stated the
facility had calied & madical supply agency
"gevaral imes” o oome measure Resident #3's
legs, but they wanted the resident to go tq them,
He stated the resident's daughter was "afrald to
teke: her over the hil* to fie appointient,
because of an on-geing famiy dispute.

-On 2127/44 ait11:30 AM, a family member stated
-the sdministrator- was going to ofder the
-compression stotkings, biit they had not basn
ordeted. The family member steled Resldant #3's

Thankegiving. The famﬂy raember. fusther stated,
she hiad measured-ihe resident's legs herself on
2/26/14 and ordered the compression stockings:
herself,

On 212744 af 2:11 PM, a caregiver stated the
faciiity had tha order for compression stockings
for "a very fong time.* She stated the
measurements found in the record were taken by
anpthersaregivier aboit the same time the
onigingl order came in. The caregiver stated whien
she asked the dmintstrator about the order, she -

‘been taken care of

For ovar four months, tha facility failed 0 obtain
 COmiprassion stoc.iﬂngs Inor Resident #3. This -
phaced the resident attisk for complications from -
. aching and heavy feeling in-the legs, edema and |
possible-blond clote.

| 2. Aceprding to her records, Realdeht#z was N

jegs had bean weepihg ant were the "worst after |

was told the compression steckings had "already |
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R:00B| Cofitinuad From page 8 | RO

84 year-old femalg.admitted fo the facility an
53/13, with diagnoses including chronic
absiructive pulyonary disease aid hypertension.

1 On 24271145t 11:10 AN, Resident $2 was:
obsarved in-lrer room. The regident stated ghe
-did rrob fesed wall “The resident bad o pulss.
‘oximetsr on tisr bedside stand. The regident.
stated she Used the pulse oximeter to check her
oxygeh gattration fevel, Sho stated het-surrent
-oxygen level was 7%, The resident was not
vhserved to be wearing oxyygen 2l e time,

#A physician’s ordet, dated 1/23/14, documented
‘Resident #2 was 10 receive bxygen to Kesp tied
-oxygen saturation equal o or above 90%. The
ordet hiad been sigriad and dated by the facility
nurge-on 1241434,

A "Nursing Assessinent signed and dated by the
1 facility nurse, on:2/26A14, did.not docuniant
anythirg regarding monitnrlng fhe resident's. : ‘
oxyger ssturation level and "no data” was L
dciraented i the space wers the oxygen
saturation would ba recorded.

O 2/25/14:at 3:50 PM, e facility RN stabed ha
could riot find where caregivers had dotuinented |
they were mioritoring the resident's Hxygen
saturation lavels:

: Befwaen 202614 and 2B, two caregivers.

{ stated they were not aware of the crdet to check
Resident #2's oxygen saturation levels: They
furthar tated, {his type of order would be
documerited an ths MAR,

Jenuary's and Februany's 2014 MARs were
observed. Neither MAR documentsd the

_| phisician's order tix cheék Residant#2's oxygen
Buregu f Fagility Standands M
STATE FORM | a4 QEEDH “Hreonfinugon sheet B of 24
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STATEMENT OF DEFICIENCIES: | (%1) PROVIDER/GUPPLIER/CLIA MULTIPLE OONSTRUGTION '
ANDPLAN OF CORREGTION ADENTIFIGARION NUMBER. :ﬁ;urmmé; ‘ o %@f@%ﬂ
13R698 B. WING, - . 030212014
NAME F FROVIDER OR SUPFLIER STREETADDRESS, TITY, STATE, ZIF CODE
AR : . 411 EAST 12TH STREET
GOTTAGE IHVF.STORS LLE DBA THE COTTAL . EMMETT, ID 83617
@y T BUMMORY STATEMENT OF DEFICIENGIES. I PROVIDERS PLAN DF CORRECTION (8}
PREFIX- (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | pomeyE
TAG REGULATORY OR LBC DENTIFYING INFORMATON) TAG | CHOSS-REFERENCED TO THEAPPROPRIATE | Mafe
1 _ ] GERGIENGY)
R 008! Gontinued From page 8 R008.
b ie\?’e‘is
Res:dent #2's physician ondered oxygen fo be
- given-to the resident when the resident's oxygen
sgturation-was below 80%. However, the facility
“did notimplemént the order for at lerst 35 days..
I'V. RIGHT TO BE FREE OF CHEMICAL
RESTRAINT Y, Right to be Free of Chemical Restraints:
AGGOI’&UQ to iDAPA 16 03 22 550 10 EﬂOh Resident#l - SEE BehHViUr Management FUH'

resident must have Bhe Hight to be-tres from any

physicaf or chemical resfraints; cy and Qutside SeryicesAgréerment,

* AGCOTHing to IDAPA 16.03, 22 46, & ehefrical '+ We have informed each hospice agency

“Fesfraint is defined ds.A medication used to that-we canno fonger-accept.“E-Kits-or
control behawor or to sesttict freedorn of ' ; Comfortkits intothe facility and hiave
| movement and is-not a standard freatment for the | :

i i ures frorm each agend
resident's condifion. obtained signatures gency
agreeing to our policy.

Betweer: 10/4/13 and 3/2/14, Resident #1 was | -
giveii the Bllowing routing behavior moditying e  Sfaif have been re-trained on our Behav-.
riedicatiting, which had gedating side efféets; ) toF Plafh and instructed touse the inter-
ventiors listed on the Behavior Plan be-

* Ativan ) o .
1* Clonazepam ' fore requesting addmonall [nstn:uction
1. *Depakote sprinkles fromn the facility nurse 6f hospice agency.
| Risperdsl Ses-attacHed proof of Training.

*Trarodone -

*Laloft . Non-chemical interverttions. will be re-

. - . . . , : prfse within 72
Resident #1.was also given the: foliowing FRN viewed by t,he fadfiw nu_rbe w',' '
“behavlor modifying medications which had hours of intervention, see Behavior Man-
‘sedating side effects: ‘ agement Policy

* Ativan/Heldo! compound cream
* Risperdal

£ ¥ Ativein
Actiording tothe Nursing 2014 Diug Hahdbouok: L
Bureau of Facity Standands st -

STATE FORM s DEEEN Y coninuation sheet 10 of 21
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1 * Ativan i used 1o treat anxiely jh ahterly patients. |
| Additionally, adverss reactions to Afivan include;

drowsiness, sedation, inspmnia, agitadion,
‘disorientation, depression and heatdsches. .

“ llaldol iz uoed trtrent chronie poysheoniz. A
; "Blgick Box Warning® for eldarly patients

| dementia refated psychosis. Additianally, atdverse
reactions to Haldo! induds: Parkinson’s ke
symplomg, itmer restiessnaks, Involuntary

| novarants, tardive dyskinesin (grimaging,

| tungus movements fip smacking and excessive
eye blinking)..selzures, sedation, drowsiness,
lethargy, headache, msumrﬂa confusion and
vertigo.

*Rispertsl Is used fo treat Schizophrenia, There
is-¢i "Black Box Warnihg" fc akal GV or
infectious adverse avents may occur by dlderly
pahamﬁ With dernentia, the dhig is.not safe or
effective in these patients.” Additionally, adverse
reacfions fo Risperdal include: akathisia {ianer

{ restisssnipsd), somnolence (drowsiness),

dystonla (invuluntary musole contrattions),.

| headache, insomnia, agitation, anxiety and pain.

1. According to-her recond, Reaident #1 wasan

187 year-0id female who was admitied to the

facility on 419742, with diagnosis.of dementia:

Abehmiar mansgernent planh, dated 12/21/12,
docomeried Resident #1 exhibited sundowning

1 and would wanoer i the Taciity and into ottier

-Tesidents' rooms. This plan ates documented the
i resident would exit seek and would occasionally -
want to cook for everyone at the facility. The
‘ehaviar plan did not inslude witak interventions.
wEaff shiould ise when Residant 1 exhibited

! Yocumerted it wasnot an-approved treatment-of | '

FURIM AP RWVEY
__Bureau of Facility Standards
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| STATEMENT OF OEFICIENGIES
{ ANDPLAN OF CORRECTION

(%11 PROVIDER/SUPPLIERICLIA
IBENTIEIGATION NUMBER!

13RED8

B, WING:

{¥2y MULTIPLE CONS TRUSTION
A BUILOING:,

%3y DATE SURVEY
COMPLETED

03032094,

1 NAME OF PROVIDER R SUPPLIER
| GOTIAGEINVESTORSLLG DBATHE GOTTAL

I 3817

STREET ARDRESS, (ITY, STATE, ZiF CODE
411 EAST 12TH STREET
EMIAETY,

(¥ i
PRCFIR 1

e

' sumum STATEMENT OF DEFISIENCIES
{BACH DEFICTENTY MUBT BE PRECEDED BY FULL
RESULATORY ORLSC IDENTIAYING INEGRIMATION)

it
* PREFIK
TAG

OROSE-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN DF CORRECTION o
{BACH GORRECTIVE AGTION BHOULD B GOWPLETE

DEF!C:IE oY)

R008
1 bekaviors,

Confitued From page 11

» ATursing assessmment, dated 2/20/14,

documetited Rasidant #1 "atismpls b welk and

‘slahd hut has demonstrated that she iy unstable,

The nursing assessmaht also documentet
Regidant #1 would bacome confused and
combative when she experienced anxisty,
Additionally, the nursing aseessment documenied
the-resident would become “amxiousiwortied,”
would refuse4h st and wandered in the: facurty,
including info other residents' rooms, The nursing
assessmant documented whéh Rasident #1
exhibited these behaviors, staff sheuld, provide

: 449 gttention, pain medisation, nap or assisiwﬂh
| walking.

| Afaciitty progress nots, dated 911913, ,
1 documignted "patient dementia has progressad - |
| will start baeking off on her psich (psyoh) [sic]
| mesds”

1 The facility propress notes; dated between §/14
-and 10/51/13, docurnented the tesident was extt

geeking, wandenng into-other residents’ rooms,

-restess atnight(in and out of bed) ard was more
-confused in the evenings.

Ahursing nots, dated 11715713, written by the
former RN documentedf Resident #1 wantered
ahd tequired reditaction &i times. The note
documenited the resident was sundowning nd.
"somefimes heeds extra support and TLE o
rediract, Suffers aimaost daily from oo headaches.
Physidian is awares These ang ususlly relleved «

| with meds. and restin her room which is usually » -
i darkened....

Resident #1 was being giver) PRN bebavior
modifying meditations to oontral her hehawom

RO08

——— -
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and restrict tier movement, rather than atfempting
to use other behavior management intarventions.

; | s resull, Resident #1 exparienced side effeste
fforh the medications, The following exaimples

( include, hut are not limied to:

* Ahospice nursing note; daled 12/3/13,
1 dogumantad she had receivad a call frorn a

o the tight " The note.dasumeantad the hospice
‘nurse visited the facility to astess the resident
and found thet she had "a shuffied gait with
{eaning..."

* Facility progress notes, dated betwaen 12/2 ant
1211713, documented Resident #1 had become
morg- ynsteady and had falten on 12/10 and twics
on-127A7/13.

13 Afacility progitess note, dated 12/17/43 at g.47

| tonight.” The note further documented, the

| resident tad taken her evening pills and was in
bed, but gofup because she "wanted to find the
‘children and raifk thé cows," The note:
‘documentad, the staff member oalled hosplce

i onfo the resldent

* Afacllity progress note, dated 12/17/13 at 11:02
PM, docurtented a canegiver raportad Residant,
# had been locking for the bammom asshe -
"forgot she heis one in her reom The note
dacumented the uarsgnrar Galket! Hiospice and
was inebructed to-give Résident#1 Ativan.

1+ A hospioe plan 6f caro update, daitad 1248 a,

falls.” The plan:documentad the resident's "gait’ -

wds more "instazdy’ and she hseted "oonstant

| caregiver staling the rasident was "leaning more

1 PM, documented the resident was "very imifated

-and was instructed to gpbly Ativan/Heldo! cream

! documented Resident #1 "hes had some recant -

aTATEMEW* OF DEFICIENCIES X1} -PROVIDERISUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION | DIy DATE BURVEY
ANDPLAN GF GORRRETION IDENTIEIGATION RUMBER; £ BUILBIHE:. GOMPLETED
_ 43R698 B.WING..., 03/03/2014
MAME OF PROVIDER OR. SUPPLIER STREET ADDRESS, GITY. STATE, ZIP CODE
e T o 441 EASTA2TH STREET
O £ INVESTORS 1:.L.C. DBA THE GOTTAL : i
COTTAGE INVESTORS 1 AU EMMETT D 89617
HHo SUMMARY STATEMENT OF DEFIGIENOIES o PROVIDER'S PLAN OF CORRECTION )
PREFIY. | {EAGH DEFKMENGY MUSTBE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ABTION SHOULD BE COMPLETE
TG | REGULATORY OR LS IDENTIFYING TNFORMATION). TAG CRUSS-REFERENCED TO THE APPROPRIATE oATE
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PREFEX
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pREF]}(' {EACH CORRECTIVEAGTION SHOULD BE
TAG CROSSREFERENCED TO THE ABFROPRIATE

DEFIG!E&CY)

ol
COMILELE
DATE,

R 0084 C

Continued From pags 13

cugingto atnbulate” The plan further
docurmenited staff reportad cahcarms about the
resident faliing and wanted her to-"be sefeas
possitile™

*Hospice nursing notes, dated between 12/17
and 13721, docurnented the resident fe.or wes

1 found on the flose on thefollowing datesitimes:
~$2117at 8:35 PM

| ~12/17 2t 11:03 PM

~12/18{untimed)

- 121198t 8:27 PV

~ 1219 at 10:30 PM
~42/20 at 6:50 PM

- 12/21-at 2:26 PM

" Ahasples plan of care, dated 12/30713,
gocumented the resident "had some advarss

reactions {o having the Lorazepam on board” and |,

also with the “increase in Trazodone

* A hospice nursing note, dated 12/30/13 at 8:50
PM, documnéntad the husp:c:a AUrse was
contacted by 8 caregiver. The note documentsd
the resident had gone o bed at 6:30 PM ang

. "was back up" and “was lgoking for her sister.
| Thie note documented the hospice nurse directes

the caregiver to “yse Afivin Haldo! cream for
anxdety” Tha January MAR, documented the

resident Was agsisted with AfivarvHaldol cream af
‘8:54 PM on TU30M3..

¥ Ahospice nursing note, dated 1/3/14-at 9:43
‘PM, documented a caregiver reported the

resident "just woke up an! sha-wants ip go
downstaits arid | just don't know what to do with-
het." The note-documented the hospics nurse .
instructed the caregiver fo assist with the
Atrvan/Haldo! cream st PRN Risperdal, The.
January MAR, docum&n{ed ﬁ'}e residentwas

ROUE

UNSVOU. R
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; | DEFICIENGY)
R-008 Gontinued From page 14 ' ROGB
ghven Rigperdal at0:45 PM and Abivan/Haldol
‘tream at 8:53 PM on 1/3/44.

. * Afaciity progress note, dated 1/6/14 at 1:57
AM,-documented Resident #1's inconfinence had |
increased “greatly"and she was "still very
1msteady oh her fast wa are using her wheelchair
at-allfitries tow atong With tier alanms botl in har
; chair and in tier bed.”

* A hospite hursing assassmant, datad 1/6/14,
documented it staff reported the resident wag
skoping "better, but wan still becoring ayitsted
in the: evenings: The assessment documented
the: hospics nurss, "Encouraged them to use thy

liguid -ativan [sic] for this.”

-* A hosples plan of care update, dafed 1/13/14,
documenited Resident #1 was “sieeping moré atd
dogsntget up ti arotind 10AM, Pt ungble to walk|
t witholt supetvision or dssistanca, ghe hiss avery
ungteady gait ahd leans forward.”

* A tacility progress nole, dated 1/15/14-at 10:51
PM, - documenied the resident exhibited the
oligwing behgviors: began pacing sound 7:00

i PM, want irity anothier resident's roGim and got

* intd thielr bed, didn't want t6 remove her sweater;
puzped the cali light-on gevara! ccoasions,
wanted to et up, butdid nct want to oit in her
chalr‘ wanted to-go into therkitchen, During the
couree of thiesa events, the caregiver
decumenfed she cailst hozpioe and was advised
to give PRI Atvan, The note dectmented. the
caregivar put the Ativan in*'some. grape juice. She
-llked " and put the rasident "back in bed.”

*Abehavior racking teol, dated 1/21/14
dacumantad thie folloWwing betiaviors and
 outcomes for Resident#1 . i
Bureay oFFaciy Standards - . N
BTATE FORM L QEEGH ' IFeentinution shisl 15 o 24
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4-30-14 12:10pm p. 17 of 42

PEANTER. (34 475044
FURMAPFRUVED

BTATEMENT OF DEFIGIENCIES
AND FLAN OF CORREGTIOH

(N | PRGVIUERJSUPPLIEHGMA
IDENTIFIGATION NUMBER;

A3RE98

A BUILDING:

B WING...

T2 MULTIPLE CONSTRUGTION

{X3) DATE SURVEY
COMFLETED

03/03/2014

NEHIEQF PROVIDER OR SUPPLIER
COTTAGE INVESTORSLLC DBA THE COTTAC

STREETADDRESS, OfTY, STATE, ZIP (URE
434 EAST 12TH STREET-
EMMETT, ID 83647

[eafie
TAG

FREFIX -

| SUMMARY & TATERENT OF DEFIGIENGIES
{GACH DERCIENGY MUST BE PREGEDED 8Y FULL.
BEGULATORY DRSS IDENTIFYING INFORMATION]

I
PREFIX
TAG

CROYS-REFERENGED TO THE ARPROPRIATE

PRUVIDER'S: PLAN OF CORRECTION

)
(EACH CORRECTIVE ACTION SHOULD BE Vi

“oare
DEFICIENCY]

R 008

Confinued From pﬁage"TS

At41:15 AM; Resident #1 gxhibitad "anger” ahd
7 'depréssion” behawor*s ‘arid "would not talk or np

rhovement” The caregivar documented she gave
{ris PRN Ativan and the resident bacame

‘ Iralaxedivas sociable.”

ALBAEFN, Resident #1 exhibited & "angsr”
‘hehaviorand "would not talk tome, gave PRE
AtreanyHaldo! cream.

At 8:40 FM, Regident #1 exhiblied -an “anger”
behaylor as she would not stay in bed. The
-behavior fracking lool documenied the caregiver
gave PRN Afivan_

: = ahospice nursing note, dated 1123114 at 11:16
. PM, documentad a caregiver mported the

stay in bed, She Is saying she needs 1o go
dewnstairs and will walk-out to other pediiles [sic]
rooms and create problems.” The nolg
documentéd #ie nurse advised the caregiver o

| give sublingual PRN Ativan. The January 2014

{ MAR, docurnented the resident received PRN
Atvan-at 171:48 PM on- 1123144,

R faciiity progress note, dated 1/48/14 &t 1055
PM, docirmenitet the resident woke up arauhd.
40:00 PR sind said shis was gaing 10 church, The
nofe furthier doctmented, hosplos was called and
garegiver was giver parmissmn to give Ativan
eream and "if that didn't work! to.giva hérAthan..
‘The note documented, "t geve her hoth."

~ A hospice oursing note, dated 4/31/14,
dotumented a caregiver reported that when
Resident #1 was "sitling at the dinner tatble” she
was "leaning o the e’ and seemed "o be a it
amgous.” The note documented the nrse:

resident 'had been ta hed three times and wif not}

R ODO

Bureau of Fame' Standards
STATE FORM

QEECT

It conlindagon shoer 16 of 21




From: 4-30-14 12:10pm p. 18 of 42

GHRITN: A% Adane 2

FORMAPPROVED
Bureay of Facility Standards _— - .
STATEMENT OF DEFISIPNGIES | {X1) PROVIDER/SURPLIERICLIA (X2 MULTIPLE CONSTRUGTION 043 DATE SURVEY
ANG HLAK OF CORRECTION IDENTIFCATION NUMBER: A, BUILDING:. 7 COMPLETED
— 13R628 _ B e, ‘ 0310312014
HANE QF PROVIDER OR ELFPLIER STREET ADDRESS, CiTY, ETATE, ZIP CODE
. : 411 EAST 12TH STREET
‘ : 'LLC ‘DBA THE GO .
CUTTAGE INVESTORS LLC DBA COTTAL EMMETT, iD. 83517 |
i SUMMARY smmmsnr OF DEFIRIENCIES o FROVIDER'S PLAN OF CORRESTION T4
PREAIY {EADH DEFICIENGY MUST BE FREGEDED BY FULL PREFIX (EACH GORRECTIVE AGTION. SHOULD BE. COMPLETE:
e REGULATORY GRLSTY DERTIFYIRG INFORMATION) TAE 5 CROSE-REFERENCED TO THE APPROPRISTE | TATE

| ! BERCIENGY).

R 0081 Contifived From page 16 R0

! directed the caregiver 1 give the resident her
sublingua! PRNAtivan and PRN Rispérdal for
ansisly” and "o place her in the recliner with tag
atarm in place on patient.and watch her cosgly®
| The: January 2014 MAR, docuimented the

\ : resfdent received PRN Risperdalat 620 PM and

g PRN Ativan at 6:22. PMon 1/3114.

[ Afaciity progress note, dated 2/4714 at10:30°
PM, detyimented the résident wag up and down
‘throughout e evening and night, would not leave
 her calf light pintied on ke, would not gef dressed
“complately™ and came into' the hall ontis. The
note documentad, the carediver Gave the resident !
! PRNAtivan at 7:60 PM and st 8:30 PM, per :
f hospice NLse.
¥ A hospioe nursing note, dated 2/5/14- st 12:42
AM, decuinentad a caregiver reportad the
resident "is up and down, amdous: | was foid to
call you if this Happenis-and you can tell me what |

fodo." The nofe deelimented the saregiver was
- mstructed W gheone syrings of liquid Ativan,

* A hospice nursing fote, dated 2/6M4 (Jate
entry}, docufnented staff from the faciiity called
! and reporied the resitient "had sid out of her
ehalf” and seemed agitated. The note.
doaumented the hospice KN advised the
caregivars to glve the liguid PRN Ativan. The
Februaty 2014 MAR, dacurnerted the: resident
recelved PRN Ativan at8:30 PM on 2/8/14.

* A hospice nursing note, deted 2/7/14 at8:03
FM, documented & caregiver reported the

| resident recelved hér scheduled Alivan at 5:00

' FMand “she is asking for her purge and wanty{o |
1 leave* was thers "anything eise” they could give

1 her 40 ralax? This nurse approved stivan {sic)

1 cream at ihis ﬂme sifid theh give the liquid ativan
Buresl of Fag ityStandards : :
STATE EORM e QERCH I con1uation ghest. 47 of.21
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PRINTEN- 081452014
POV RO VI

Bureay of Facitity Standarde

STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPFLIER/CLIA {%2) MULTIPLE CONSTRUGTION (K3} DATE SURVEY l
- ANDPLAN OF CORRECTION IBENTIFIGATION NUMBETR; A BULDNG' o COMPLETED
‘ 13R698 8. WING. ; 0340312014
NAME QF PROVIDER OR SUPPLIER. FTREET ADDRESS, CITY, STATE, ZIF GODE

411 EART 12TH STREET

COTTAGE INVESTORE LLC DBA THE COTTAC EMMETT, ID 63617

BHID | " SUMMARY STATEMENT OF DEFICIENCIES. o FROVIDER'S PLAN (IF GORREGTION L
FRERX {EACH DEFICIENSY MUST BE PRECEDED RY FilLL PREFIX (FAGH CORRECTIVEACTION SHOULDBE ' COMPLETE
TG REGULATORY ORLSC IDENTIFYING INFORMATION) s 1 CROBS) REFEREB:EF%E% g&}ewmopms BATE.

. P U
R 0081 Continued From page 17 R 008 .

. [sic] at#:30 PM."” The February 2014 MAR,

totumenied the resident recelved Ativan/Haldol

compoung/eream at 8:15 PM and FRN Afivan at
S04 PM OnITHA, ;

+ * A hospice-fursing nofe, dated 2M0/14:at 5:05 )
F‘M documented b caragiver reparted the
resident was “just going crazy, wanting to know
| where tier purss 15 at-and to po home to meke : .
Ter Kide-dinrer.” The note-documented the i
caregiver hiad given PRN Afivan and the ;
Ativan/Haldol cream at 450 prm. The naote
documented, the hospite nurse advised the
caraghver to give a PRNAtivan from her ‘crisis
‘tare Ki* and shis would call baek within 30-45
‘inutes. The note docomented the nurse called
back and the caregiver reported the resident was
Pdoing much befter now." The note 280
documented the nurse instructed the caregiver | {
~that If "anxiety retums” to give ansther dose of L
- figuid Ativan. The February 2014 MAR, .
"doctmented the resident received AfivaniHaldol
compound/cream PR at4'52 PM, scheduled
Ativan at.5:00 PM and PRN Afivan at 5:20 P on
201004,

" * A ity progress note, dated 212142t 1037

- PM, documented the resident “would not stay

tgifing [#le} in whes! chair,” The note-dacumented |

- the caregiver gave the resldent 2 PRN Ativan at
544 M and another PRN Ativan at 7:15 PM, as

wall as her stheduled bedime meds-al 45 PM,
Bashe bad goine "o sleap rary tonight™

™ A hospice uUrsing note, dated 2113774 AL 8,43
» PM, documentad & caregiver reportad that

| Resldent#t "had her afivan [sic] in her coffes

! fonight aitd she wanldn't drink it" The note

- tiocumented, the resident had been in her room.
rying 1o put figmts on for bed The note further
Buresy of Fagify Standards

STATE FORM tads OFECH Hf cominuetion sheet 16 of 4
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From:
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PRINTECY 03/14i2014
Eraheivt A E R YL

STATEMENT OF DEFICIENGIES | (X1) PROVIDERISURPLIERICUA:
ANE-PLAN OF CORRECTION IDENTFICATION NUMBER:

43RG88

| B. WiNG

1 {X2) MULTIPLE CONSTRUGTION
A BUILEING:;

(x8) DATE ‘Si_‘JRVEY
COMPLETED

03103/2044

RAME DF PROVIDER OR SUPPLIER

STREET AUDRESS, CITY, STATE, ZIP GODE

. , 411 EAST 1 2TH STREET
COTTAGE INVESTORS LLG DBA THE COTTAC EMMETT, ID B3617

{EACH DEFICIENCYMUST BE PREGEDED BY FULL

PREFIX: g
5 REGULATORY. OR LEC IDENTIFYING INFCRMATION)

TAG

(4] 10 ! o SHUMMARY STATEMENT OF DEEICIENDIES .

i

FROVIDER'S PLAN OF CORRECTION
{EACH GORREGTIVE ACTION SHOULD BE

DEFICIENCY)

(X3,
GOMPLETE

Gontiruad From page 18

| documehied, the resident then iried putting on
" *two shitts on top of sach other"-and was."just
i acting anxiols,” The-note doctmented the

{ hospics hurse advised the earegiver fo give &
| PR Afivan:

* A fachity progress nots, daled 213114 at 10:49

i PM,-documanted the resident feli asleep ut dinner
and was putio bad. The note doctmented, the
resident woke up araund 8:00 PM amd "would not
stay sitfing dowi" and "sat with her til [sic] 10:30,

| when Fput her to'bed,” The nofe docurvented the
caregiver bad called hospice and reguested to

1 administer PRN Afivan and it was autharized.

ROos

* Fabruary 2014 faclity progress notes; incident
réports and hiospice nursing notse, documantsd
i the resident f2il on the following datestiries:
<2012 at 8:30 PAY

¢ - 2M5at 6:50 PM

- 2116 {unknawn fime)

| *Afaciiity progress note, dated 21514 at 2:31
PM, docitmersted the resident did nofhave much
of an:appetite:and had bean sleeping “mpst-of the
day." The note alse docurmetited the resident wes:
“legning really bad on hef right side.”

3 * Adrospice nursing note, dated 2/18/14,

was oversedated,

* Ahospite nursing note, dated 2/19/14,
donumentad the résident had “bean sieaping 4l
! gay"-and had not taken her medications:

* A hospice nursing note; dated 212014,
| docurmented the resident was observed sitfing at

| coler was ‘slightly grey today.” The viote

docurmented the siff was Ssheerned Resident #14:

the dining root table with her head down and her|

R 008

]
| CROSSREFERENGED O THE APPROPRIATE | oeE
i
]
i
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DIVISION OF LICENSING & CERTIFICATION
P.O. Box 83720
Boise, |ID 83720-0036
(208) 364-1962 Fax: (208) 364-1888

IDAHY DEPARTMENT OF

ASSISTED LIVING -
HEALTH & W@LFARE

Non-Core Issues Punch List
Page 1 of

e

Tity ~

Fa. License # Physical Address Phone Number 3
(Cc tages of Emmett, The RC-698 411 E 12th St (208) 365-9490 ™
Ad inistrator City ZiP Code Survey Date
Dc is Foruria Emmett 83617 March 3, 2014
Su rey Team Leader Survey Type RESPONSE DUE:
1D 1na Henscheid . Licensure, Follow-up and Complaint Investigation April 2, 2014
Ad tinistrator Signature \.é )M TL'WO-' Date Signed 17/'- 7 /}/
[N' IN-CORE ISSUES
IDAPA - Department-Use:Only:
It n# Rule # . Descrlpt:on EOR . [, ..~
. 16.03.22. ) . _Accepted Initials
1 009.01 One caregtver d]d not have a completed criminal hlstory and background check ] .
| 2] 2|\ ;4"%?”04/
2 009.06.c | Two of four caregivers did not have the required state police background check. fD?/ } - Zi/ig
3 155.06 |The facility retained adult day care residents for more than 14 consecutive hours. %[933/‘ | v
K 215.02  |The administrator was not on-site sufficiently to ensure residents received adequate care. ,6 é _ }‘
3 225.01 The facility did not evaluate Resident #1 and #7's behaviors. O@F/ ) ,/% ;!/
3 22502 |The facility did not develop interventions for each of Resident #1's behaviors. PEE %/‘M
7 260.04.a |Chemicals were not kept secured in both buildings. 2 E/%
3 260.06 |A stove and a dishwasher in Building #1 required repair. _ - yi
B 300.01 The facility RN did not delegate medication assistance to one caregiver. Further, the facility RN delegated medication iy
assistance to three caregivers who had not provided evidence they had completed a medication assistance course.
[ 310.01.a [Refrigerated medications were unsecured throughout the survey in Building #2. ~
K 310.01.d [Unlicensed caregivers dialed Resident #7's insulin pen.
T2 310.03  |The facility did not track all controlled substances. For examplée: hospice comfort kits.
B 320.01 NSAs for 7 of 7 residents did not clearly identify the residents’ care needs, services to be provided or the frequency of those
L services.
4 320.03 |NSAs were not signed and dated by all parties.
5 350.02  |The facility administrator did not complete an investigation for all incident and accidents within 30 days.
B 451.01.d [Substitutions to the menu, made in each building, were not documented.
| 7 625.01 ”i £ of 7 staff members did not have evidence of 16 hours of orientation to include infection control.
: 8 630.01 4f|§ of 7 staff members did not have evidence of dementia training.
9 630.02 |5 of 7 staff members did not have evidence of mental illness training.
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. fDAHD DEPARTMENT OF DIVISION OF LICENSING & GERTIFICATION

. PO, Box 83120 ASSISTED LIVING-
l [ L . HE.ALTH & WELFARE BOiS-Q, IID 83720-0038 Non-Core Issues Punchylist
(208) 364-1962 Fax: (208) 364-1888 Page 2 of g _
ity License # Physical Address Phone Number
tages of Emmett, The RC-698 411 E 12th 5t (208) 365-9490
tinistrator City ZIP Code Survey Date
‘is Foruria Emmeit 83617 March 3, 2014
sey Team Leader : Survey Type RESPONSE DUE:
na Henscheid N Licensure, Follow-up and Complaint Investigation Aprit 2, 2014
rinistrator Signature XJM M Date Signed /- LY
IN-CORE ISSUES
IDAPA IR TR R - Departmerit Use Only’
m# Rule # - " Description: .- EOR o[ i
16.03.22. T ] o - R Accented . Initials
‘0 530.04 5 of 7 staff members did not have evidence of traumatic brain injury training. 2N VL
ury training AlANH
1 645 3 of 7 staff members who assisted with medications, did not have evidence they had compieted an assistance with S 1.77
medication course. &5;@//%%
2 711.08.e |Staff did not document when they notified the facility nurse of residents’ changes of condition. ot
4
5
6
7
8
9
0
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DIVISION OF LICENSING & CERTIFICATION
P.O. Box 83720
Boise, ID 83720-0036

tOAHD DEPARTIMENT DF

HEALTH &« WELFARE

ASSISTED LIVING

Non-Core I1ssues Punch List

(208) 364-1062 Fax: (208) 364-1888 PageM.of
3 %ﬁ =
License # Physical Address Phone Number
tlages of Emmett, The RC-698 411 E 12th St (208) 365-9490
ninistrator City ZIP Code Survey Date
ris Fouria Emmett 83617 March 3, 2014
vey Team Leader Survey Type RESPONSE DUE:
nna Henscheid, LSW . Licensure, Follow-up and Compiaint Investigation April 2, 2014
ninistrator Signature ! é !:z ) Eéz (ldn: Date Signed &~ Y4
IN-CORE ISSUES
'DAPA , . 1.: :Department Use Oniy
Rule # Description T EOR o
16.032] e e e L Accepted | ITINAIS
305,03 {The facility nurse did not conduct a nursing assessment of residents when {hey experienced a change in condition. Such as 3!(; }1_% Lo
when: A) Resident #2 complained of chest pain. B) Resident #6's body was drooping to the right and speech was slurred, or | ~i J : _ n
when she experienced a episode of drooling while unresponsive to staff. C) Resident #4 compiained of a great deal of pain |~ 5/%7@?
in her lower extremities. 1) Resident #1 experienced a rapid decline in ambulation from a shuffling gait, to increased falls, 1o | -+~
being unable to walk unassisted. .
305.07 | The facility nurse did not conduct a review of Resident #1's multiple behavior modifying medication changes for side effects | - - Vo , 1/(7
or interactions. 5 (6‘ \L—% ' Sx/é&é/@//




BINISHIOH OF LICENSING & cm‘rgnmﬁon - ASSISTED LIVING

Bo;:f'.g“ ;Z,?azz!fm Non-Core lssues Punch L:sff
o {msa.su—*rasa e {an} I64-1868 -Page 1 of ol
SE ot - yoizdl Addvesg - | B ___|Fhuﬁe AT s z_: o -.;:_-
Gutbaies aof Emmef:L The [213-3} 365—9450
A R LY I e
Dnns Fumna 83517

f_‘:o E nt Inmﬁgaﬁan
T -uml ux..E t";_"' . e _. oo

i

] Llce_néﬁra Follcw—up and
S Ot Sivrisd

LD : 3
008,81 jOne caregiver did not have a complefed cn]"ntnal hisiory an:i hackgmund checi

00G%.08.c  [Twe of four caregivers did not hava the required state police hackgrouné chack
185.08 . |The facility refined adult day care residents for maore than 14 congecutive hours.
215.862 | The adminisirator was not on-site sufficiently o ensure residents received adequals cans,
C 22501 |The facility did not evaluaiz Resident#! and #7's behaviors,

225.02  |The facility did not develop interventions for each of Resident #1's behaviors.
20042 |Chemicals ware not kepf secured in koth buildings,

20008 - A sioveand = dishwasher in Building #1 required r=pair,

300841 (The faciky RN #id notf delegabs medication assistance o one carggiver, Further, the Tacility RM delegated medication
© |assstances fo three caregivers who had nof provided evidencs they had complefed a medicafion assistance course.

10 oy D.D‘J..a . |Refrigerated medications were unsecured throuphout the survey in Bullding #2.

0 o] ~ ] ] bg o3| b)) A

1 310.01.d  |Unlicensed careghers dialed Resident#7's insulin pen.
e S S B The-faelitr-did st reckc ol sonfralisd substances- Forelemplac b '_;gie&eemﬁa;t—l»aﬁa s .
13} 32001 JNSAsfor 7 of 7 nesidents did nof clearly |:lem|1‘5r tha res.idenfs' care nesds, servicesto be prowded orihs frequ:—mqr af Hmse ’
. SEIVICes.,

14 32063 IMSAs wers not sipned and dated tay all pariiss.
15 350.02  [The fzcility admirisirator did not complete an invesfigation for ali incidsnt and accidents within 30 days,
ig 45%.01.d  |Substitutions to the menu, made in =ach huiding, were ned dooumeated.

7 [0 82501 J £ of 7 staff members did not hawve eviderice of 18 hours of oriergation {o include irfection control,
.18 B630.01 4| of 7 staff membets did not have evidence of dementa fraining.
19 BINLO2  |5of T staffrnami:em did not have evidence of meniz! ilness fraining.

Qj /L’a'?,MA/&z
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Eoks, [D B37200026
{ms} aws&z Fax {1&3: aﬁmaaa

ASSISTED LIVING

Mon-Care Issues Purch List

Page Zof é ar

RO T “%LL

_ {zc':“a; 355-949&

rgarch 3, 2014 =

Donna Hensche:id

sumey?:.‘rif‘e% =

- [RESPQ MSE% :

P.pr||2!2914

BdninkTEE S anaure.

5 of 7 siff membets d{d Mot have evidence of iraumatic brain & amur;.r h'ainiﬂg

3 of 7 staff mermbars who essisfad with medications, did not have evidence they had completed an assistance wikh

medicafion course,

22 711.0Be

Staff did not document when they nofified the fasilly nurse of residents’ changes of condificn.

33
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{203] 1641962 Fax: {200) And-tems -
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Non-Core kkeues Punck List

Page‘knf &
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WYLE0L Pi00 L

The facalty nurse oid not cz:rnduct a nursrng assessmﬁntcf residentg whEn theﬁr expenen-::ed a changs in ccndmnn. S‘-IJl:h as
whem &) Resident #2 complaired of chiest pain. B} Resident #5's “body was dreoping. to the vight and speech was slurred, or
when she experienced 2 episode of drocling whike unresponsive {o staff. C) Residant #4 complained of a great deal of pain
in her lower exiremifies. D} Resident #1 experienced a rapid desline in ambilation rom a shuffing gait, toingreased falls, fo
beirsg unable fo walk unassistad. .

24

a0s.av

Tas fagilily nurse dig-not canduct a reviey of Resident #1's mulhple behavior mndxfylng medication changes Tor side effecis
or interactions.

! el
Alans Frian e B[ LY

A . -
f%_ﬁfﬂi){ e S e
“.;’,7 <1’L/ — .Y

7E84 "N

-d'

1



I DAHO

Page / of 9-/,

e K2

DEPARTMENMNT OF

Residential Assisted Living Facility Program, Medicaid L & C

3232 W. Elder Street, Boise, Idaho 83705
208-334-6626

Pt 2 phunic

/]
@Wmtmmﬁ j /Mﬁ,u/ﬁ
T ot Sk

?me‘ (D F3400177

ney Estab # BEES/SUR#
'??ém

Travel time?

Yy

Rigk Category:

UG)

Inspection Type:

Follow-Up Report: OR Oﬂ Site Follow-Up:
Date: Date:

Ttems marked are violations of Tdahd’gFoed Code, IDAPA 16:02.19; and require correction as noted.

Critical Violations

HEALTH &« WELFAREFo0d Establishment Inspection Report

Noncritical Violations

# of Risk Factor
Violations

# of Repeat
Violations

Score

#.of Retail Practice
Violations

#of Repeat
Violations

Score

B score: ‘preaterihan.d Med

o8| R cos| R
@N 1. Certification by Accredited Program; or Approved olo 15. Pmper cooking, fime -and temperature (3 40%) aja
Course; or correct responses; er compliance. with Code 16. Rehealing for hat holding (3-403) Gl o
[ - - 17. Cooling {3-501) al o
‘L)N 2. Exclusjon, sestrietion and reporfing ata 6. Hot halding (3:501) ofo
18. Cold Holding (3-5
N 3. Eatmg tasting, dnnkmg or fobecco Use (2-40%) a1a 2 o}dlpg( .01.) — | D.
drout 401 5TT 20. Date iarking anil dispositien (3-501) a1 g
__:{,} N 4 ) 21, Time as a public health confrol (proceduresirecords) ol o
VN 5. Clean hands, properly washed (2-301) ala o
YN §. Bere hand contact with ready-to-eat foods/exemption ala 22 Consumerad\nsawforraw or-undercooked food ola
{3-301)
¢ v )n 7. Handwashi 5-203 & 6-301 ala
J s : a
? #N . Feod obtained from approued source( - 200 ] O
([ Y in 9, Recelving temperature / condition {3- 202) aja Bl _
=" 7 10. Records: sheiisfock tags, parasite dastruction, alo “)) N NA 24 /"dd_lh\leS/approve_d, unapprougd (3-207) ol
Y N ired | k VN 25. Toxic substances properly-identified, stored, ased ol a
] 301 g
Y JN NA. | 1. Food segregeled, separated and protected (3-302) | 01 [ O
o h] ha | 12 Food contact surfaces clean and sanitized alo Y N i‘, 01 & a
. (4-5,4-6,47)
ety N 3. Retutned / reservice of food (3-306 & 3-801) a(c Y = yes,in compliznce N =100, not in, compliance
p : " PP X N/O = not observed N/A = not applicable.
[‘L} N 14. Discarding / reconditioning unsafe food (3-701) 1 a 0% Corracted on-sie B Repest violation
=C0S or R
i LlrLl iLH G’wﬁ' ,f- ]Sld\_)ﬂ l b brans Wy 4) )l/Cl' LfPaﬂ- (S Wéi/é’ﬂm
ﬂmmw/,« 2. s 5T 7

32. Sewage and.wasts water disposal

39. Thawing

47, Physical faciliies

33, Sinks conlaming ed from cleaning maintenance lanls!

40, Toilet favilitiea

48. Spesialized processing melhods

41, Garbage and refuse
digposal

cos R cos | R R,

[ 1 27. Use of ice and paglerized eggs a O | T | 34 Foodcortamination a 1 | Q| 42 Foodutengisfin-use a
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HEALTH « WELFARE

C.L. “BUTCH" OTTER — GoOvERNOR TAMARA PRISCCK ~ ADMIMSTRATOR
RICHARD M. ARMSTRONG ~ DIReCTOR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — Procram SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.O. Box 83720

Boise, idaho §3720-0009

PHONE: 208-364-1962

FAX: 208-364-1888

March 17, 2014

Doris Forunia, Administrator
The Cottages of Emmett

411 East 12th Street
Emmett, Idaho 83617

Ms. Foruria:

An unannounced, on-site complaint investigation survey was conducted at The Cottages of Emmett between
February 26, 2014 and March 3, 2014. During that time, observations, interviews or record reviews were
conducted with the following results:

Complaint # ID00006302
Allegation #1: The facility violated residents’ rights to visitation.

Findings: On 2/26/14, the identified resident's record was reviewed. The resident had a diagnosis of "advanced
dementia." On 9/16/13, a court appointed a guardian for the resident. The record also contained a court order,
dated 12/27/13, which documented visitation was open to all family members, but there were time limits placed
on the visitations "in the best interest” of the resident.

On 2/27/14, the resident was interviewed regarding past events. However, the resident was unable to recall she
had been on a van ride the day before. Therefore, it was not possible to question the resident about any visitation
restrictions. Further, it was not possible to ascertain whether the resident ever felt she had been denied visitation
rights.

Unsubstantiated. This does not mean the incident did not take place; it only means that the allegation could not be
proven.

Allepation #2: The facility did not offer residents an activity program which met the state rules.
Findings: Between 2/26/14 and 2/28/14, the facility's activity director was observed taking the residents on bus
rides, coordinating a local band to play music for the residents on-site and engaging the residents in a variety of

other activities. Ifurther, staff were also observed engaging residents in other activities besides the activities
offered by the activity director.

Between 2/26/14 and 2/28/14, four residents stated the facility offered a variety of activities.
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An activity calendar was observed displayed on a common area wall in the facility for residents and family
members to review.

Unsubstantiated. Although the allegation may have occurred, it could not be determined during the complaint
investigation.

Allegation #3: The facility nurse did not assess residents when they experienced a change in condition.

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.520 for inadequate care
when residents were not assessed by the facility nurse after they experienced a change in condition. The facility
was required to submit a plan of correction within 10 days.

Allegation #4: The facility did not follow the planned menu.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.451.01.d, for not documenting
substitutions to the planned menu. The facility was required to submit evidence of resolution within 30 days.

Allegation #5: The facility did not ensure residents' medications were given as ordered.

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.520 for inadeguate care for
not providing appropriate assistance and monitoring of medications for residents. The facility was required to
submit a plan of correction with 10 days.

Allegation #6: The facility did not protect residents’ rights to confidentiality when speaking about residents'
medical conditions in common areas.

Findings: Between 2/26/14 and 2/28/14, staff were not observed speaking about residents’ medical conditions in
COIMMON arcas.

Between 2/26/14 and 2/28/14, four residents and five family members stated they did not have any concerns
regarding the staff or the care and services their loved ones received at the facility.

Unsubstantiated. Although the allegation may have occurred, if could not be determined during the complaint
investigation.

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.

Sincerely,

Polly dadh- D, s
Donna Hénscheid, LSW
Health Facility Surveyor

Residential Assisted Living Facility Propgram

DH/sc




