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1200 Hospital Way
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Dear Mr. Gannon:

On May 9, 2014, a Complaint Investigation survey was conducted at Safe Haven Care Center of
Pocatello by the Idahe Department of Health and Welfare, Division of Licensing and
Certification, Burean of Facility Standards to determine if your facility was in compliance with
state licensure and federal participation requirements for nursing homes participating m the
Medicare and/or Medicaid programs. This survey found that your facility was not in substantial
compliance with Medicare and/or Medicaid program participation requirements. This survey
found the most serious deficiency to be an isolated deficiency that constitates actual harm
that is not immediate jeopardy, as documented on the enclesed CMS-2567, wherehy
significant corrections are required.

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. NOTE: The alleged compliance date must be after
the "Date Survey Completed” (located in field X3.) Please provide ONLY ONE completion
date for each federal and state tag in celumn (X5) Completion Date to signify when vou
allege that each tag will be back in compliance. Waiver renewals mav be requested on the Plan
of Correction.
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After each deficiency has been answered and dated, the administrator should sign both the Form
CMS-2567 and State Form, Statement of Deficiencies and Plan of Correction in the spaces
provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitied by June 2, 2014. Failure
to submit an acceptabie PoC by June 2, 2614, may result in the imposition of civil monetary
penalties by June 23, 2014.

The components of a Plan of Correction, as required by CMS 1nclude:

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

¢ How you will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s} will be taken;

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

+ How the corrective action(s) will be monitored to ensure the deficient practice does not recur,
i.e., what quality assurance program will be put into pilace. This monitoring will be reviewed
at the follow-up survey as part of the process to verify that the facility has corrected the
deficient practice. Monitoring must be documented and retained for the follow-up survey. In
your Plan of Correction, please be sure to include:

a. Specify by job title who will do the monitoring.
* [tis important that the individual doing the monitoring have the appropriate
experience and qualifications for the task.
*  The monitoring cannot be completed by the individual(s) whose work is under
TeVIEW.

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

¢. Start date of the audits;

¢ Include dates when corrective action will be completed in column (X5).
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If the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved. If CMS has 1ssued a Jetter giving notice of intent to
implement a demal of payment for new Medicare/Medicaid admissions, consider the
effective dafe of the remedy when determining your target dafe for achieving compliance.

¢ The admintstrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, Staie Form.

All references to federal regulatory requirements contained 1 thas letter are found in Tirle 42,
Code of Federal Regulations.

This agency s required to notify CMS Region X of the results of this survey, We are
recominending that CMS 1mpose the following remedy:

Dental of payment for new admissions effective as soon as notice requirements can
be met. [42 CFR §488.417(a})]

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on November 9, 2614, 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.

If you believe these deficiencies have been corrected, you may contact Lorene Kayser, .S W,
Q.M.R.P. or David Scott, R.N., Supervisors, Long Tenn Care, Bureau of Facility Standards,
3232 Elder Street, PO Box 83720, Boise, I 83720-0009, Phone #: (208) 334-6626, Fax #:

(208) 364-1888, with vour written crediblie 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. To be given such an opportunity, you 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 Intemet at:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalProerams/NursingFa

cilities/tabid/434/Default.aspx
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go to the middle of the page to Information Letters section and chek on State and select the
following:

e BES Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Reguest Form

This request must be received by June 2, 2014. If your request for informal dispute resolution is
received after Jume 2, 2014, the request will not be granted. An incomplete informal dispuie
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during the survey. If you have any questions,
comments or concerns, please contact Lorene Kayser, L.S.W., Q.M.R.P. or David Scoti, R.N.,
Supervisors, Long Term Care at (208) 334-6626.

Smceﬂely,
éwﬁ R

DAVID SCOTT, R.N., Supervisor
Long Term Care

DS/dmj
Enclosures
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STATESEENT OF DEFICIERCIES TERYSLPPLIERACLIA {7 ML TIFLE DOMETRUCTICN : DhE) DATE SURVEY
AND PLAN OF CORRECTION Wmmw FRMEER: A BULDING COMFLETED
135074 ) R
HAE OF PROVIDER OR SUFPLER ' STREET ADDRESS, CITY, STATE, 2IP CODE
E HAVER CARE CENTER OF POCATELLD J205 HOS) g
SAF POCATELLLD, ID 83204
~p@ID T T SUMBIARY STATEWENT CF DEFIGIENCIES B R - “PROVIDER'S PLAN OF CORRECTION - R
{EACH DEFICIENCY MUST BE PRECEDED BY PULL BREFK mmmm SHIULD BE COMPLETION
185 REGULATORY OR LSC IDENTIYEE REFCRMATION i TRG i EFERERCED TO THE APPROPRSAFE DiFE
DEFICIENGY)
Preperation and exeoution of this Plane of
F 000 | INFTIAL COMBENTS F 000 | Correction (PoC) is not an admission of gailt nor
) does the provider agree with the consthesions set
X L . ] forth in the Simtcment of Deficiencies renderad by
The foliowing deficiencies were ciied diring the the Parese. The Phim of Coreotion is prepared
complaint investigation survey of your faciity and exeowied sitmply 25 A requitement of faders]
conducted 5/8/14 - 5914, The facility and stals bayy. Wi mmaintain that the alleged
self-reperted this incident as well. defwiencics do ot individuaily, or collectively.

Jjeopardize the health and safety of our wsidents,
nor are they of such charactor as @0 fm this
proviger's capacity to render adequats residemt
care. Furthermore, the provider asserts that & s in

The surveyors conducting the survey wers!

Michzel Case, LSW, QIDP, Team Cocrdinator substantial compliance with repulaions governing
Karen Marshall, MS, RD, LD the aperation and Hcensure of skilled sursing
Trish O'Hara, RN . facilities, and this dotument, i its entirety,

. constifetes this providers clatm of compliznse.
Comimon abbrevialions usad In this report are: ) - -
BIMS - Brief interview for Mental Status Completion dates ars provided for the procedural
cm - centimeters . PRCESSION pUTposcs (o comply wﬂh thee state @nd
| CNA - Certified Nurse Aide foderal regulations, end corelato with the most

CT-Co . reoent cortempliated or acoomplished comective
- Computerized Tomography . s .

b ior Accident action. These dates do not peocssarily cormespond

CVA - C?re ruvascu .en chonplegically o the date the provider is nndsr
DNS - D‘TE_CEOI' Nursing Services the opinion it was in compliance with the
MDS - Minimum Data Set assessmen | requirements of participation or fhat cormective
NEC - Not Elsewhere Classified ACHIDES Was Necessay,

HOS - Mot Otherwise Specified .
F 225 483.13(c){ 1)), {c}2) - (4) F 295} ¢ a5 571472014
s5=D | INVESTIGATE/REPORT
ALLEGATIONSANDIVIDUALS Resident Specific
2 of 5 sampled resklents (#1 and #2) wers affectzd.
The facility must not employ individuals who have Safe Haven bes amended iis incident mvestigation
been found guilty of abusing, neglecting, or process / protocol. The investigation for the
mistreafing residents by a court of law; or have ﬁ:ﬁg&%ﬂﬁ;ﬁ@ﬁ fmﬁgzﬂs
Egﬂgﬂgﬂiﬁi&i&f ;l:srziajg;nt incident, to find any questions that arose from the
\ on temen .
of residents or misappropriation of their property; &m zﬁcﬁf@ﬁdﬂy chang Ti?sﬂpﬁm
and report any knowledge it has of actions by a actions wers ssued for those staff that did not
court of law against an employes, which would follow comrent care plen for resident #2 that led to
indicate unfilness for service as a nurse aide or this incident.

other facility staff to the State nurse aide regisiry
or ficensing authorities.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVIES SIGNATURE TITLE

< Al i STRATER 3 ?ff??

Any deficiency siaternent ending ¥ Ak an asterisk [ denotes a deficiency which the insiiiSion may be sxonesd Tom conecling providing # is detdmindd that
other safeguards provide suficient protection to the petienis. (See nstrucdons.) Proept for nursing homes, he fndings sisted shove aie disciosable 86 days
foliowing the date of survey witether or not a plan of correction is provided.  For nursing homes, the above fndings and phans of corection are disclosable 14
days following the date these documents are made available fo the facility. If deficiencies ane cited, an approved plan of comectier is requisife to continued

program pariicipafion,

FORM CNS-2567{62-89) Previous Vergons Ohadjebe Evert 1D ZLEYYS Farifly iD: MDES00ME2D ¥ continuglion shesi Page 1 of 11




DEPARTRIENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: Q81502014
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(K1) PROVIDER/SUPPUERICEIA
IDENTIFICATION NUMBER-

135071

OMB NO. D938-0381
[K2) BEULTIPLE CONSTRUCTION {%3) DATE SURVEY
A BULDING COMPLETED
C
B. WING 05/05/2014

NAME OF FROVIDER OR SUFPLIER

SAFE HAVEN CARE CENTER OF POCATELLO

STREET ADDRESS, CITY, STATE, ZP SODE
1204 HOSPTIAL WAY
POCATELLG, ID 83281

misappropiation of resident properiy ane reporied
immediately fo the administrator of the fachity and
o other officials in accordance with State law
through established procedures (including to the
State survaey and certification agency).

The facility must have evidence that all alleged
viglations are thoroughly Investigated, and must
prevent further potenfial abuse while the
investigation is in progress.

The resulis of all investigations must be reported
to the administrator or his designated
representafive and to other officials in accordance
with State law (ncluding io the State survey and
ceriffication agency) within 5 working days of the
incident, and i the alleged violation is verified
appropriate comective action must be taken.

This REQUIREMENT is not met as evidenced
by:

-Based on review of the facility's investgations;
the facility's Resident-to-Resident Abuse policy,
the facility's Abuse Investigafions policy, and staff
interview it was determined the facility failed i
ensure all investigations were thorough for 2 of &6
residents {Residents #1 and #2) for whom
resident-foresident aliercations had cocumed.

Facility Systems

POLICIES/PROCEINIRES:

Safe Haver will review, update. sign sod dafe the
res-res rbuse policy and any other abuse related
policies. Policy review meeting will be beld
regularty o ensare facility policies are curmrent,
updated and signed on a regular basis,
INVESTIGATION PROCEDURES:

Safe Haven hes added the following to the
investigation pmocessIeview:

- Thncline of events in order io get a complets
picture of what happenced and when.

- Evaluation of written wittess statemennis during
the investigation process to determine if an
imterview with the witness is necessary to gather
more inforpaation or o clarify details of the written
Stateinent.

- A separate surmmary copclusion scetion willl be
arlded o the investigation report. The summary
conclusion will include the oot caose of the
mcident, if determinable, and any information
ahout sther polential factors:

L Sialf invelvement canse:

ii. Medical canse:

i, Behaviors for last week-

iv. Relationship that the fovolved residents have.
The faciiity plan of corection section will be
separate from the investipation conclusion section
to provide more detail to cach section.

- An ardit tool has been created for review of
wilness siziements to determine if further
information or clarification is necded. Any
necessary witness interviews will be documented

This resulted in a iack of comprehensive
information being caplured to ensute all concams
were addressed. Findings include:

1. The facility's Resident-io-Resident Abusse
policy, undated, siaied procedures for

and inciuded in the investigation veport.

« If aavy resident injurics are sustained due to the
incident, care and treatment of said inpuedes will be
included in the investigation summary conclusion.

T NG T T SUMMARY STATEMENT OF DEFICIENCIES - | - ~lp~ -— |-~———-— PROVIDER'S PLAN OF CORRECTION i~ pmy~ ] =~
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
"G REGULATIONRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICENECY)

F 225 | Continued From page 1 F 225/ F 223 coatinued..
The facility must ensure that all alleged violations Orfer Residerds
invoiving mistreatrment, neglect, or abuse, Al residents involved in 2 facility investipation
including injuries of unknown source and tiaud the potential to be affecied.

FORRM CRIS-2857{02-59) Previous Versions Dksolele

Event ¥, ZLAIY 11

Faciy I MOSH1520

i confimuzlion sheet Page 2 of 11
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
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NARME OF PROVIDER OR SUPPLIER
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1200 HOSPITAL WAY
POCATELLD, ID 33201

-|-physically assaulted her and an unidentified

the Abuse Inveshigations policy. The facility's
Abuse investigations policy, undated, stated any
winesses to the event were fo be inferviewed, the
wilness reports were 1o be reduced to writing and
signed by the withesses. Additionally, the policy
stated a writien report of the resulls of the
investigation and aporopriate action aken was o
be provided. )

Omn 5/8/14 at 400 p.m., the facility's Investigations
were reviewed, One Investigation, dated 4/26/14
at 8:15 =m. and signed by the Adminisirator
5/5/14, documented Resident #2 became
agitated and aggressive and "fpped” Resident #1
out of his wheelchair and onto the ficor. The
investigation included staff sigtements that
documentad the following:

O 5/8/14 at 745 a.m., Resident #2 left his reom
and went to the dining area for breakfast. Af that
time, CNA #1 siaied she wanied to take
“advaniage of the opportunity and went in his
room and cleaned up," CNA#1, CNA#Z and
Housekeeper #3 enfered Resident #2's room and
removed bedding and clothing to be laundered.

Upon retuming to his room, time unspecified,
Resident #2 noticed his clothing had been
removed and became angry and went lnoking for
his clothing. Resident #2 was able {o gain access
o the basement laundry room. CNA #1 altempted
io redirect Resideri #2 upstairs, af which point he

“Tmaym | SUMMARY STATEMENTOFDEFIGIENCEES — ~ ~ - [~ -~ |~ PROVIDITS PLAN OF CORRECTION -~ ~F - —psy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7D THE APPROPRIATE BATE
DEFICENCY)
F 225 | Continued From page 2 F 225iF 223 continued...
invesfigaiing ncidents of about were ouliined in e .
Facility Systems continned ..

- A "persomnel file review' section has boes added
1 the investization report process Tor anatysis of
previous potential issees of 2 similar natore.
- The investigation report template has been
updated o include the facility plan to protect other
residents from fivture polential barm of a similar
EEETe.

INSERVICE:
All envplovees inserviced o ensure they understand
how o write a complete and clear statement for
investigations.

Monitoring

For any and alt ew incident investigadions, an
andit will be performeed by the administrator /
designee weekly X4 weeks then every other week
X4 weeks then monthly X3 months o ensure the
details of the investipation arc brought o Beht and
any underlying questions are answered as muach as
possible. Upon receiving information that requires
an investigation, the admin tcam (Administrator,
DINS, Social Service Director, Care Plan
Coerdinator, ADON, BCU direcior and any others
decmed nevsssary) will review the incident within
1-3 business days to enstire as many acounee
details about the imcident are discovered end any
unclear or miskeading stitements are clarified or
cormecied. The following list will be the starting
poim:

- Are the withiess staterments clear and concise? IF
o, which ones.

- Do any witness statcments require an interview
Tor firiber clanificaiion? Who will perform the
interview?

nurse.

After approximaiely 30 minutes, Resident #2 was
redirected upstairs. When he retumned io the unit,

Resident #2 saw Resident #1 silingin a

I= that information available o obain? o, who
will obtain #?

FORRSE CRIS-2567(02-09) Previoys Versans Obeclets

Evanit 10, ZLMY 11

Fasility i ADSLGIE20
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N1 T SUMMARY STATEMENT OF DEFICIENCIES — 1~ — T PROVIDER S FLAN-OF CORRECTION -—— — - ——p@jy ]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROFPRIATE DATE
DEFRCIENCY)

F 225 | Continued From page 3 E 225 F225 coatimeed...
wheelchair in the haliway. Resident #2 ran o .
towards Resident #1, took hold of the left side of e . senfifiod? What i thc
Resident #1's wheelchair, then flipped the root cause? What will be implemented to provent
wheelchair, along with Resident 1, over. The future incidents? What other potontial factors are
staff stafements included in the investigation do there?
not clearly documant If Resident #1 hit the wall or - Are there any injuries involved? What are the
floor first. However, the staff statements did extent of the injurics? What care is necessary to
indicate Resident #1 received injury to his head treat the fnjuries?
as a result of the incident, ‘ Safc Haven has created an andit tool t be Bsed
The investigation did not contain tharough or AR
comprehensiva information, as foliows: furiher information or clarification & needed and

: S : - that any questions arising from the witness:
a. Aitached to the Investigation were muliiple stwerments reganding the incident are answered as
hand-written staff siatements signed by the staff much as possibie.
complefing the forms. However, there was no
information included in the investigation
document indicating interviews with the staif had
bzen completed as per the facHity's policy. As a
resitt, the investigation did not document
informiation clarifying addiional concems that
arose in the staff stztements.
For example, the invesligation report documenied
Resident #2 had a 1:1 staff. However, the staff
statements did not indicate which s was
Resident #2's 1:1 siaff and no clarifying
information was pressnt in the InvesBgation.
Additionally, during an interview on 5/0/14 at
10:15 a.m., the Administrator stated CNA#2 had
been Resident #2's 1.1 staff on the date of the
incident. However, CNA #2's statement
documented she was one of the staff dearing out
Resident #2's clothing while he-was at brealdast:
The Investigation did not include infonmation
related to why CNA#2 had left Resident #2 in the
breakfast area while she was his 1:1 stail.
Additionally, CNA #1's wriften statement
FORM GMS-2567(02-89) Previous Versions Obsoiele Event iD: ZLIYH Facilily iy MDSI01620 If continuation sheet Page 4 of 11
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X2} MULTIPLE CONSTRUCTION
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NAME OF PROVIDER OR SUPPLIER
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STREET ADDRESS, CITY, STATE, ZiF CGDE
1200 HOSPITAL WAY
POCATELLO, 1D 83201

T

PREFEX
TAG

T SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFCIENCY BMUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORBATION)

5] - PROVIDERS PLAN OF GORRECTION — |~ pey— —1°
PREFIX {EACH CORRECTIVE ACTION SHOURLD BE COMPLETION
TAG CROSS-REFERENCED TO THE AFPROPRIATE SATE

DERCIENCY)

F 225

Confinued From page 4

documented she inffiated removing Resident #2°s
ciothing fram his room while he was at breakfast
However, there was no clarifying interview fo
determine why she had compieied this action
when Resident #2's behavior infervention
guidedines cleary stated staff were not to touch
Resident #2's bejongings without his permission
or knowledge. Refer to F323 for addifional
information.

b. The Investligation included a section filed
"Recreate the Event. Summary.” The seclion
stated "Resident [Resident #2] was agitated and
aggressive this morning. Staff unable o calm him
down. Resident [Resident #2] saw resident
[Resident #1] sitfing in the halhwvay outside of
resident [Resident #2's] room. Resident [Resident
#2] ran away from his 1:1 staff, mn down the hall
and flipped resident [Resident #1] out of his
wheelchair and onto the floor. Resident [Resident
#2] was escorted back fo his room and Resident
[Resident #1] was assessad by the nurse.
Resident [Resident #1] was then sent fo the ED
for evaluafion and freatment Resident [Resident
#2] was escoried by the police to the ED for
osychiatric evaiuation and then was admitted to
[name of hospital] Psychiatric hospital.”

The Summary did not include information related
{o the cause of Resident #2's agitation and
aggression (i.e., faillure of s&ff to follow his
written plan related to his belongings). Also, the
investigation did net include information related o
a review of other potential factors {medicat
issues, earlier behavioral issues, relation befween
Resident #1 and Resident #2 prior ip the event,
etc.} that may have Impacied the event.
Additicnally, the Summary did not include
additional information related fo the nature and

F 225

FORR CIS 2567 (02-95) Previcess Versions Obsolete Event ID; ZLMY11
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PREFIX
TAG

LAY

{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGIAATORY CR LSC IDENTIFYIRG INFORMATION|

DEFICIENCY}

T T BUMMARY STATEMENT OF DEFAIGIENGIES ——— 1~ B 1T T PROVIDER S PLANGFOORRECTION — Ty 4 -
PREFIX {EACH CORRECTIVE ACTION SHOULD BE CORPLETION
TAG CROS5-REFERENCED TO THE APPROPRIATE DATE

F 225

F 323
85=6

Continued From page &
careftreatment of Resident #1's injuiies.

¢. The investigation did nof inciude If personne)
files had been reviewed to determine if si=ff
involved had prior incidents of falling {o foliow
residents treatment plans.

d. The Investigation did not inciude information
refated to how other residenis would be protecied
from failure fo follow care plans during the course

of the investigation.

A lack of thorough information woulid inhibit the
facility's abilify o ensure appropriai= corrective
action was taken and fo ensure oiher residents
were protected for abuse or neglect. ’

During an interview on 55714 at :17 a.m,, the
facility's Owner stated he reviewed the 4/28/14
investigation with the Adminisirator on 5/8/14.
The Owner skated the Investigation did not
include information documenting a thorough
investigafion had been compieted.

The facility filed to ensure all investigations
contzined complete and comprehensive
information.

483.25(h} FREE OF ACCIGENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices fo
prevent accidents.

F 225

Faz3, 738
Resident Specific

and resident #2,

2 of 5 residents (#1 and #2) were affected by this
incident. Resident #2 was admitted to Safe Haven
psychiatric hospital for evaluation and treatmeni
Resident #1 was sent to ED for evaluation and
remment When resident #2 was re-admiited o
the: SNF, resident #3 was moved 1o a different hall
to prevent forther intemchions between esident #1

5/1472014
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This REQUIREMENT is not met as evidenced
by:

Based on medical record review, review of the
Tadility's investigafions, and staff inierviows, it wes
detaermined the facilify failed o follow a resident’s
care plan and Behavior Management Guidelines
and failed > ensure residenis environmenis
remained as free from hazards as possible. This
was true for 2 of 5 residents {#s 1 & 2) for whom
a resideni-ioresident alfercalion had occurred,
Resident #2's care plan and Behavior
Managemeni Suidelines were not implementzd
as written. Resident #1 was hammed when
Resident #2 fiipped Resident #1 from his
wheelchair causing injury to his head and
required sufures at a locat hospial. Findings
included:

Resident #1 was admitied o the facility on
11/14/11 with multiple diagnoses including
dementia NOS, aphasia Iate effect of CVA, stoke
ischemic with occlusion, apd chronic pain NEC.

Resident #1's 2/2714 quarterly MDS coded:
- Moderately cognilively impaired

- Utilized wheelchair

- Required two persen physical assistance for
transfers and one person assistance for
locomotion on and off unit

On §8/14 at 4:00 p.m., the facility's Investigations
were reviewed. One Invesiigation, daled 4/25/14
at 815 am. and signed by the Administrator
5/5/14, documented Resident #£2 became
agitated and aggressive and "flipped” Resident #1
out of his wheelchair and onto the floor, The
investigation included siaif statermnents that
documented the Tollowing:

+paErnn Tf T SUMMARY STATEMENT OF DEFICENCIES — — |~ b PROVIDER'S PLAN OF CORRECTION ——— ~ | —pm— — — —-
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CORPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™6 CROSS-REFERENCED TO THEAPFROPRIATE DAVE
DEFICIENGY}
F 323 oomineed
F 323 | Continued From page 6 F 323
pag Resident Specific

Besiden: #2's care plan was wyxdated o provided
clarified instruction for caring for him, his
behaviors, and de-estalation techniques as well as
taking care of his lundry.

- A writien swinmary puide was created for residomt
#2 to further assisi the siaff interscting with the
resident.

- A written de-escalation procedure was provided o
all stafl regarding the proper protocol to fllow o
de-escalgic resident #2 when he shows signs of
agitalion. .
- A new emergency code was created to assist in
mcidents in which resident #2 has increased
behaviors and requires all other residents 6o be
appropristely removed 0 2 safe epviromnent.

Oiher Residents
Any resident in the facility hed the potential 1o be
affected.

Facility Systems

- In-service provided to all staff regarding proper
following of resident care plans.

- In-service provided to all saff regerding ensuring
securéd areas remain seoure (i.c.0 doors are shet
afer walking through'

- In-service provided to all stalf regarding the
Schizoplrenia disease process and how we can
appropriately intoract with those with
Schizophrenia.

- In auldition to the mandstery sl BCU training
required for all staff working in this facility, an
additional mandatory semi-anmual BCU refresher
eousrge wilk be wlded to include methods of dealing
with agpressive of agitated residemts, de-csealaiion
methods, resident safety, redirection methods, elc.
- Stzff who violzied company policy and
procedures were identified and provided proper
disciplinary action nnd education as 18 the ncident
and what was the canse of the incident.
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; . . Facility Systems continged...
On 5/8/14 at 7-45_ am., Resident #2 left his room  Staft wha were imvolved in e incident with
and went to the dining area for breakfast. At that resident #2 were given debricfing and education
time, CNA#1 sigled she wanted in take as to the incident and what was the capse of the
“advantzge of the opporiunity and went in his incident.
room and cleaned up.” CNA#1 and CNA#2 - Resident #2's care plan was updated to provided
entered Resident #2's room and removed clarified justruction for caring for him, kis
bedding and clothing fo be laundersd. At this behaviors, and de-escalation techaigues.
same time, CNA#1 asked Housekeaper #3 i - A_mi;ﬂ sumiary guide was created for
clean the resident's rcom while Resident #2 was i:;;f:;; ;&gﬂﬁr‘h@r assist the staff interacting
out of his room. - 4 written de-escalation procoedure was provided
. . . . 10 511 staf¥ repanding the proper protoond o follow
UPOF' refurning fo his fﬂﬂm:—t{me unspeciiisd, io de-cscalate this resident when he shows signs
Resident #2 noficed his clothing had been of agitation.
removed and became angry and went looking for - & writien provedure was developed specificaliy
his clothing. The resident asked CNA#1 where for the licensed nursing sl regarding the proper
his cicthes were. The CNA told the resident his stops to follow when using the de-cscalation
clothes were being washed because the CNA did protocol for this resident. , o
not want the resident to have his soiled clothes TA.&?%“@“%‘?“?’ mdf%“fhcm 1o 2ssist in
under his bed. The resident then went looking for incidents in which a residest has increased
his clothes, The resideni was able to gain access ehaviors and requires ail oher residents 1o be
: - appropriately removed to a safc environment
" | fo the basement laundry reom even though the Y LR
door fo the basement had a coded key pad for CODE PEACE. _
eniry. As the resident was looking for his clothes - Inservice provided to il staff regarding afl new
in the laundry room area of the basement, CNA procedures and information that have been
#1 placed herself in beiween the resident and the created regarding residem #2°s care. )
washing machine. CNA#1 attempted fo redirect ;hm:imm e RN”iflP}g;s regarding their wie in
Resident #2 upstairs, at which point he physically e de-escalation of residents.
. - - Im-ssrvice provided to all staff reparding the
assaulted her and an unidentified nurse. reation and dural impler ion of the
. . neow Code Peace.
‘NOTE: F:Iease refer o Resfid_ent #2's Care Plan - Residert behiaviors are decumented and
intervention Peiaw of remalmng_at arms Iengm reviewod daily to deferming if any adjusioments
from the resident and not touching his clothing o their care pians are necessary. Those ideatified
without asking permission first a5 having increased behaviors are discussed
during the weekly behavior eare unit meetings as
After approximately 30 minutes, Resident #2 was well as the weekly psychotropic drug review
redirected upstairs. When he retumed to the unit, mechngs.
Resident #2 saw Resideni #1 sitling in 2
wheelchair in the haliway. Resident #2 ran
FORDM CMS-2567(02-05) Previous Versions Obsoiele Event I5: ZLMY T Faudlity i MDSO01620 ¥ continustion shest Page 8 of 11
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fowards Resident #1, took hold of the loft side of Monitocing
Resident #1's wheeichair, then flipped the An andit will be condneted by the

wheelchair, slong with Resident #1 cver. The
siaif statements included in the investigation did
not ciearly document if Resident #1 hit the wall or
floor first However, the siaff statements did
indicate Resident #1 received injury fo his head
as a result of the incident.

Rasident #1's record documented he was seen at
local hespital’s Emergency Department on
4f26/14 at 9:37 a.m_ due o being "Dumped
forward out of wheelchair by ancther patient at
[name of facility] this AM." A CT scan was
compleied and reveaied a "Small right
frontalftemporal bleed...” Mo infervention was
documented as needed.

Additionally, the record documentsd Resident #1
had z laceration fo the right forshead, The record
stated, "Deep stniciures not involved, no bony
deformity, nc edema, no ecchymosis, na tendon
involvemnent, no joint involvement. Wound not
near neurovascuiar bundle...Simple repair of
iaceration to the face, forehead, folal length 3.0
cm. Skin layer closed, using...5 sufures...”

Resident #1 was admitted o the hospital for
observation. He refumed o the facility on 427714
at 3:30 p.m.

A review of Resident #2's record documentad he
was originally admiited to the facility on 1/7/14
with multiple diagnoses including schizophrenia
undifferentiated fype and other persisient mental
disorders due to conditions classified elsewhers.

Resident #2's 4/11/14 quarterly MDS coded:

~ Moderately impaired cognition

Administraior/designes weekly x4 weeks then
every other week x4 weeks, then monthiy 13
months i observe appropriate de-escalation
tartics with residents by siaff.

An awdit will be conducted by the
Administrator/designee weekly x4 weeks, then
every other week xd weeks, then monthly x3
months o observe proper closing and secyring of
the door o the basement.

An andit will be conducied by the
Adminisieior/designes weekly x 4 wocks, then
every other week x 4 weeks, then monthiy x 3
months o ohserve proper execution of 111
responsibilities.

An andit wilk be conducted by the
Adminisirator/desipoee weekly x4 weeks, then
every other week x4 weeks, then monthly %3
months 1o observe appropriate implementation of
Muock Code PEACE drills.
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- Delusions
- Physical behavioral symptoms direcied towards
others ccourred 4-5 days

- Verbal hehavioral sympioms direcied towams
others occurred 1-3 days

At the time of the incident with Resident #1,
Resident #2's record included information, dated
3/12714, which staied Resideni #2 had been
admitied fo the {acilly from a psychiatric hospital
where he had assaulted two different staif dus fo
auditory hallucinations and staff attempling o
assist with ioileting cares during the night The
document stated triggers for his maladapiive
behaviors included, "When someone is looking
through his stuff (for example getting his clcthes
for the day} & he doesn't know what they are
doing."

Another document, tited Behavior Management
Guideiines and dated 1/15/14, stated "Do not get
into [Resident #2°s] belongings without expiaining
who you are & why you are in his sthsfi.”

Additionally, Resident #2's 1/24/14 Care Plan
included a Goal, "Reduce risk of injury fo
resident/stafffpeers.” One of the four interventions
was, "3. 1.1 fo be within arms length at all imes.”
A handwritien 1/22/14 intervention documented,
*Ask [Resident #21 if it's OK to touch him and/or
his stuff. Do not touch him or his stuff wic
[without] permission.”

Resident #2's record provided clear
documentation he had engaged in physically
aggressive behavier in the past, and fouching his
belongings {inciuding clothing) without his
permission could frigger maladaptive behaviors.

The facility's 4/26/14 investigation documenied
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DEPARTMENT OF HEAL TH AND HUMAN SERVICES

PRIMTED: 05/1572014

facllity's Owner stated the incident should never

siaff removed Resident #2's clothing without his
permission of Knowledge friggering a maladaptive
behavior that resulted in Resident #1 being
injured and requiting 5 sutures o his head.

During an interview on 5/9/14 at 1120 am.,
Housekeeper #3 siated, "l knew not to touch
[Resident #2's] clothing because there was one
time before when somecne took his clothes and
he became ups=t”

During an interview on 5/9/14 ai 8:17 a.m., the

have happened. The Cwmner siated the staff
violated Resident #2's plans as written and
should never have removed his beiongings
without his permission or knowledge. Stsff were
fo stay at amms length at ali imes and should not
have haen between him and the washing
machine in the basement and also stated staff did
not follow their training.

The facilily faiied 1o ensure Resident #2's care
plan was sufficiently and appropriately
implemented to provide a safe environment for
cther residents, resulting in injury sustained by
Resident #1.
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C 005 16.03.02 INITIAL COMMENTS C 000
The Administrative Rules of the Idaho
Department of Health and Welfare,

Skiliad Nursing and Intermediate Care
Faciliies are found in IDAPA 18,

Title 03, Chapter 2.

The following deficiencies were cited during the
complaint investigation survey of your facility
conducted 5/8/14 - 5/9/14. The facility
self-reported this incident as wel.

The surveyors conducting the survey were:

wichael Case, LSW, QIDP, Team Goordinator
Karen Marshall, MS, RD, LD
Trish O'Hara, RN

C 178 02.100,12,f Immediate Investigation of C 175

Incidentfinjury

f. immediate investigation of the
cause of the incident or accident

shall be instituted by the facility
adminisirator and any comrective
measures indicated shall be adopted.
This Rule is not met as evidenced by:
Refer to F225.

C 893 02.203,02,g,v Incidenis/Accidents 803
v. Any incident or accident
ocscurring while the patientfresident
is in the facility.

This Rule is not met as evidenced by;
Refer to F323.

Ci75° 5/14/2014

Please refer to response to F 225,

{803 5/14/20614

Please refer to response to F 323,

Bureay of Facifly Standards
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May 20, 2014

Steve Gannon, Administrator

Safe Haven Care Center of Pocatello
1200 Hospital Way

Pocatelio, I} §3201-2708

Provider #: 135071

Dear Mr. Gannon:

On May 9, 2014, a Complaint Investigation survey was conducted at Safe Haven Care Center of
Pocatelio. Michael Case, L.S.W., Q. M.R.P., Patricia O Hara, R.N. and Karen Marshall, R.D.
conducted the complaint investigation. The complaint investigation was conducted at the facility
from May &, 2014 through May 9, 2014.

The following documentation was reviewed:

The medical records of six residents including those of the two identified residents,
Resident-to-Resident Investigations dated February 25, 2014 through May 7, 2014,
Grievances dated February 25, 2014 through May 7, 2014, and

Resident Council Meeting minutes from February 25, 2014 through May 7, 2014.

Interviews were conducted with three Certified Nurse Aides (CNAs), one Housekeeper, the
Administrator, the Director of Nursing Services, the facility Owner, the Chief Operations Officer
and the first identified resident. '

Observations were conducted on both identified residents, as well as other residents in the
facility.

The complaint allegations, findings and conclusions are as follows:




Steve Gannon, Administrator
May 20, 2014
Page 2 of 4

Complaint #1D00006474
ATLEGATION #1:

The complainant stated on April 26, 2014, at 9:30 a.m., an umdentified staff member remnoved an
identified resident's laundry without notification of the resident, hereafter identified as Resident
A. The complainant said this was a huge issue for Resident A. Resident A became enraged and
threw a second identified resident, hereafter 1dentified as Resident B, against the wall.

Resident B was transported to a local hospital, diagnosed with a subdural hematoma and spent
the night 1n the hospital.

FINDINGS:

Resident A's care plan instructed staff to ask the resident if it was okay to touch him and/or his
stuff (personal belongings). In addition, the care plan instructed staff not to touch lam or his
stuff without permission.

Residents A and B resided on the same hallway and their rooms were next to each other,

Review of the facility's Resident-to-Resident Investigations revealed that Resident A became
agitated when a staff person removed his laundry from his room when he was out of the room.
This action caused the resident to become enraged. This resulted in the Resident A grabbing
Resident B's wheelchair and causing Resident B to be thrown from his wheelchair,

Resident B sustained a laceration to his forehead and had to be transported to a Jocal hospital's
emergency department, where he required five sutures for laceration repair.

The facility was cited at F323 for failure to provide a safe environment for residents, and as a
result, Resident B was harmed when he sustained a laceration to his forehead that required
sutures.

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

ALLEGATION #2:
The complainant stated there 1s a concern about Resident B's safety and the safety of other

residents. The biggest concern was that staff, particularly the nurse aides are just not sufficiently
trained in handling things like violence. Staff have not had any de-escalation training.
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FINDINGS:

Review of the Resident Council Meeting Minutes and facility's grievances did not provide
evidence of the residents, family members or any interested party being concerned about the
safety of residents in the facility. There were no concerns or complaints about staff not being
sufficiently trained in handling things like violence or requiring de-escalation training.

The CNA who removed the resident's clothing from his room without first asking permission
was not working at the time of the complaint investigation.

The Administrator was inferviewed and said nursing staff receives one-to-one training before
nursing staff can be assigned as a one-to-one with a resident.

The CNA who was providing one-to-one supervision for Resident A when the surveyors entered
the building was interviewed. The CNA said he received training prior to working with residents
who required one-fo-one supervision, including how to de-escalate a situation. The CNA said
the resident's care plan that was in place at the time of the incident had specific interventions to
prevent the resident from becoming angry, and staff must follow the care plan.

Two other CNAs were interviewed and asked how the facility provided training for nursing staff.
Both CNAs said prior to working with any resident who resides in the facility, the facility
provided training about how to handle residents with behaviors and how to intervene
appropriately as to not cause a resident increased anxiety or agitation.

Both CNAs said after the initial training, CNAs receive additional resident specific training
before they are assigned as a resident's one-to-one. Both CNAs said they received sufficient
training and were not afraid to work on the hall where Resident A resides.

All three CNAs said each of the residents who required one-to-one supervision has resident
specific individual binders and staff is required to document fifteen-minute checks in these
binders. In addition, should a CNA not remember any of the specific information they received
during the additional resident specific one-to-one training, there is a copy of the information in
the fifteen-minute check binder for staff to review as necessary. The CNAs said the hall nurse
also talks to them about providing one-to-one supervision for restdents.

One of the CNAs said that, all staff who works on the hallway where Resident A resides knew
prior to the incident when the resident became angry and not to touch the resident's personal

belongings including clothes without first asking pemmission from the resident.

The Housekeeper for the hallway where both of the identified residents resides was interviewed,




Steve Gannon, Administrator
May 20, 2014
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The Housekeeper said he has worked at the facility for approximately ninety days. He also said
that although he did not provide any one-to-one care, he was made aware of Resident A's
preference of not having anyone touch his clothing without first asking permission, as this would
cause him to become upset.

It was determined the facility was in substantial compliance with Federal guidelines related to
staff training.

CONCLUSIONS:
Unsubstanﬁated. Lack of sufficient evidence.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
Staternent of Deficiencies and Plan of Correction forms. No response 1s necessary to this
complaint's findings letter, as 1t will be addressed in the provider's Plan of Correction.

If you have questions, comments or concerns regarding our investigation, please contact Lorene
Kayser, L.S.W., Q.M.R.P. or David Scott, R.N., Supervisors, Long Term Care at (208)
334-6626. Thank vou for the courtesy and cooperation you and your staff extended to us in the
course of our investigation.

Stncerel?r,

N Seat bl

DAVID SCOTT, R.N., Supervisor
Long Term Care

DS/dmj




