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May 20,2014 

Steve Gannon, Administrator 
Safe Haven Care Center of Pocatello 
1200 Hospital Way 
Pocatello, ID 83201-2708 

Provider#: 135071 

Dear Mr. Gannon: 

DEBRA RANSOM, R.N.,R.H.!.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720-0009 
PHONE 208-334-6626 

FAX 20&-364-1888 

CERTIFIED MAIL: 7012 1010 0002 0836 1642 

On May 9, 2014, a Complaint Investigation survey was conducted at Safe Haven Care Center of 
Pocatello by the Idaho Department of Health and Welfare, Division of Licensing and 
Certification, Bureau of Facility Standards to determine if your facility was in compliance with 
state licensure and federal participation requirements for nursing homes participating in tl1e 
Medicare and/or Medicaid programs. This survey found that your facility was not in substantial 
compliance wiili Medicare and/or Medicaid program participation requirements. This survey 
found the most serious deficiency to be an isolated deficiency that constitutes actual harm 
that is not immediate jeopardy, as documented on the enclosed CMS-2567, whereby 
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 ilie 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 
ilie "Date Survey Completed" (located in field X3.) Please provide ONLY ONE completion 
date for each federal and state tag in column (XS) Completion Date to signifY when you 
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 F orrn 
CMS-2567 and State Form, Statement of Deficiencies and Plan of Correction in the spaces 
provided and retnrn the originals to this office. 

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

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

• \Vhat 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; 

• 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 place. 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 Pla11. of Correction, please be sure to include: 

a. Specify by job title who will do the monitoring. 
* It is 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 

rev1ew. 

b. Frequency of the monitoring; i.e., weekly x 4, then q 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 

follow-up. 

c. Start date ofthe audits; 

• Include dates when corrective action will be completed in colunm (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 issued a letter giving notice of intent to 
implement a denial of payment for new Medicare/Medicaid admissions, consider the 
effective date of the remedy when determining your target date for achieving compliance. 

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

All references to federal regulatory requirements contained in this letter are found in Title 4 2, 
Code of Federal Regulations. 

This agency is required to notifY CMS Region X of the results of this survey. We are 
recommending that CMS impose the following remedy: 

Denial 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 terruinated on November 9, 2014, if substantial compliance is not 
achieved by that time. 

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

If you believe these deficiencies have been corrected, you may contact Lorene Kayser, L.S.W., 
Q.M.R.P. or David Scott, R.N., Supervisors, Long Term Care, Bureau of Facility Standards, 
3232 Elder Street, PO Box 83720, Boise, ID 83720-0009, Phone#: (208) 334-6626, Fax#: 
(208) 364-1888, with your written credible allegation of compliance. If you choose and so 
indicate, the PoC may constitute your allegation of compliance. 

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies 
through an informal dispute resolution process. To be given such an opportunity, you are 
required to send your written request and all required information as directed in Informational 
Letter #200 1-1 0. Informational Letter #200 1-1 0 can also be found on the Internet at: 

http:/ !heal thandwelfare. idaho. gov /Providers/Pro vi dersF acili ti es/S tateF ederalPro grams/N ursingF a 
ciliti es/tabid/ 4 3 4/Defaul t. aspx 
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go to the middle of the page to Information Letters section and click on State and select the 
following: 

• BPS Letters (06/30/11) 

200 1-1 0 Long Term Care Informal Dispute Resolution Process 
2001-10 IDR Request Form 

This request must be received by June 2, 2014. If your request for informal dispute resolution is 
received after June 2, 2014, the request will not be granted. An incomplete informal dispute 
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 Scott, R.N., 
Supervisors, Long Term Care at (208) 334-6626. 

\~ince,ly/ rl 

\\ :\ ~e-oti, RrJ 
DAVID SCOTT, R.N., Supervisor 
Long Term Care 

DS/dmj 
Enclosures 
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F 000 INITIAL COMMENTS 

The followill!l deficiencies were ciled during llle 
complaint imesligalion survey of your facility 
conducted 518/14- 519!14. The facility 
self-reported !his incident as well. 

The Sllrveyors conducllng !he survey were: 

Michael Case, LSW, QIDP, Team Coordinator 
Karen Marshall, MS, RD, lD 
Trish O'Hara, RN 

Common abbreviations used in !his report are: 

B!MS - Brief Interview for Menial Slatus • .. _.··_··-- .... ; ; .. . I" ; •· 
em - centimeters • • . . ..... · • 1-· •; 
CNA- Carlif.ed Nurse Aide 
CT- Computerized Tomography I:;•H 

CVA- Cerebrovascular Accident I '-" 
DNS - Director Nursing Services ,:,; ( ; 
MDS - Minimum Dala Set assessment 
NEG - Not Elsewhere Classified 
NOS - Not O!herwise Specilied 

F 225 483.13(c)(1)(ii)-(iii), (c)(2)- (4) 
SS=D INVESTIGATE/REPORT 

ALLEGATIONS/INDIVIDUALS 

The faci5!y must not employ individuals who have 
been found guiity of abusing, neglecting, or 
mistreating residents by a court of law; or have 
had a finding entered into the Slate nurse aide 
registry concerning abuse, neglect, mistreatment 
of residents or misappropriation of their property; 
and report any knowledge it has of ac!ions by a 
court of law against an employee, which would 
indicate unfitness for service as a nurse aide or 
olher facifi!y staff to the state nurse aide registry 
or licensing authorities. 

I.ABOAATORV OIRECTOR"S OR I'R 
......-: 
"'), 

srnEET w-. cmr,. mAn:, 2llP COII:lE 

1200 HOSlf'rniL Wll.Y 

POCATEllO, ID 832411 

· ~l'i:I\.!>HliF~I<l ····· · ] 
jEiliCll OORRI3CTI\IE~ SIIOIJlD BE 
~IDlrllE~-TE 
~ 

l'reponli«>n .00 ""-" ©fll!is !l'lliDI!l of 
F 000 C""""'lioo (!l'oC) is oot ""'Olllilrni'>i<D of gcilrt JlJlJJT 

does 1he provid.,=r ~ 'l>llrilth k ~ions set 
furlllJ m llle Stltmlmt <>fDdiciendes rendered by 

• lhe Booem. Too Pia <>f O>m:dian is prepmm 
.00 ~ simp!}" os a ""'~i"'menl of federnl 
a.O!l :rtlill: .law. We-1M! dJC alleged 
deficiermcRcs 00 oot HmMda~ally~ or oolled.ively~ 
joopardiu lhe !>:allh .00 sofety of""" residents.. 
oo:r are fuey of soch cl:n~ as ro limit t:Ms 
pmvidcr~s capacity 1to render adtql.llMe residem 
care. f'mfu...,'1more~ !the provider asserts ilim it ism 
subsl;mtiol oompli.- will> regulalioos govemmg 

ille o~m md liomsmc of skilled "'"'fig 
fucililies. lllld !his OOC'lm""'~ m ils <lltin:ey, 
oonstimtes. fuiis; )VO'\":idens daim of oom.pliru:n.cc. 

Completmrn dmres ore pro,..;ded for ille j!IDCC"<<m:ol 
procession~· lo oomply will1 ille smre """ 
li:dcrnl regulalioos, :md coorelale with thlo moo! 
rerem oo:rnte:mplmedo:r accomp!ishOO oorrective 
action. These dates do oot rn.--ocssarily oorrespoOO 
chromlogicruly io !he dale lhe provider is ornler 
1he opimon it was m oompli<mee with the 
""!llirem<llt< of p<mrticipalim or that oom:clive 
actionswons~. 

F225 F225 

Resident Specific 
2 of 5 sampled residents (ill :md 112) were afteded. 
Safu H"""" b!IS amended ils incident investigation 
proress! proroool. The mvestigation for tire 
incRdmt behwren resident# I and re~ident #2 was 
reviewed ogom io idenlify !be root cmJS<: of lhe 
ine.i.dent~ ro find amy questions that :arose from the 
investigation data ond statements, ood lo 

1 impliemmt the m:ces.':M!IY changes.. Disciplinary 
:actions were issued for those staff that did not 
follow cum:rn <me plan for m;ident 1121hat led m 
this in~idem. 

TITLE 

A.....u " 11 ~ ... ..., -"" -·" 

-·~

~ 

"""" 

5!14/1014 

Any deficiency sialemenl ending Will an asle.<isl< rJ denores a deiiciellcy .mallle i>1--n 1M)' be """""""' li1!l!!l oo!redillg ~;,g i! is do!emoinM ilia! 
other safeguards provide sufficient protection to the ~- (See ~ons.) Breer...t for nMrsing how.as, the findir.gs smred abo~ are disclusal:l'ie 00 days 
f9llowlng the date of survey .mether or not a plan of oorredicn is provi<!ed. For nursing homes, tl'le abawe findings .00 plallS of oolredion are disclosable 14 
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued 
program partiCipation. 

If ooolinuaiion sbeei Page 1 of 11 
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F 225 Continued From page 1 
The facifity must ensure that all alleged violations 
involving mistreatment, neglect, or abuse, 
including injuries of unknown source and 
misappropriation of resident proparly are reported 
immediately lo the administrelor of the facility end 
to other officials in accordance with State law 
through established procedures (including to the 
State survey and certilicqlion agency). 

The facility must have evidence that aD alleged 
violations are thoroughly investigated, and must 
prevent further potential abuse while the 
investigation is in progress. 

The results of all investigations must be reported 
lo the administrator or his designated 
representative and lo other officials in accordance 
with State law (including lo the Stale survey and 
certification agency) within 5 working days of the 
incident, and if the alleged violation is veri!iad 
appropriate corrective action must be taken. 

This REQUIREMENT is not met as evidenced 
by: 
Based on review of the facility's Investigations, 

the facility's Resident-to-Resident Abuse policy, 
the facility's Abuse Investigations policy, end staff 
interview it was detennined the faCility failed to 
ensure all investigations were thorough for 2 of 5 
residents (Residents #1 and tl2) for whom 
resident--to-resident altercations had occurred. 
This resulted in a lack ofcomprehensive 
information being captured to ensure all concerns 
were addressed. Findings include: 

1. The facility's Resident-to-Resident Abuse 
policy, undated, stated procedures for 

FORM CMS-2567(02-99) -·-0-

F 
225 

F 225 C<ll1!irnled ... 

Other Residell!s 
AU teSidents involved in a kility investigation 
had lhe pntl:ntial ro be affi:cted 

Facility Systems 
POUCIEScii'ROCEDURES: 
Safe Hm'<n "ill n:view, update, sign and dale the 
res-res abuse poJicy and oo.y oilier abuse related 
policies.. Policy review meeting will be held 
regularly to eJrnSUre facility policies are currem, 
updatl:d 011d signed on a regular basis. 
INVESTIGATION PROCEDURES: 
Safe Haven has added the following ro l!re 
inv~i:igatioo process/review: 
- l'isneiine of events in order ro get a oom:p!etc 
picture of·wbat happened and ·when. 
- Evah!imion ofwritk..-n witness :statemems during 
the investigation process to determine if an 
inrervi.ew with the \ll'irness is necessary m gaili.er 
more information or to clari f)r details of the wTitten --A ~e summary conclusion section \"iU be 
added ro the imrestigation reporl The summary 
conclusion "\wall include the root cause of the 
incident, if dctemrinabl~ and any infonnarion 
abnll! olller [l!>laitial fucrors: 
i Staff in"G'Oh•ement cm:Jse: 
ii. Medica] cm.BSC: 
iii Behaviors for last week: 
iv. Relalionsl!ip !bat the iwolved cesidell!s have. 
The tacility plan. of oon:ection section will be 
s:eparnte :from the ffivesrigation oondusion section 
to provide more drelail to each section. 
- An ..,dit mol !Jas been. crealed fur review of 
\>titness:~nts ID dctmninc if further 
informatiorn or clarification is needed Any 
D""""'"'Y witm:ssillll:l:v.iews..will_be documellled 
and included in the investigation report 
- If any resident injuries are su.sta:i:ncd due to the 
incident care and treatment of said injuries v.ill be 
included in the investigation s.ummary oonclmion. 

If conlioualion sheet Page 2 of 11 

l 
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F 225 Continued From page 2 
investigating incidents of about were outlined in 
the Abuse lnvesligalions policy. The facility's 
Abuse Investigations policy, undated, slaled any 
will'lesses to the event were to be interviewed, the 
will'less reports were to be reduced to writing and 
signed by the will'lesses. Additionally, the policy 
sieted a written report of the results of the 
investigation and appropriat..e action taken was to 
be provided. 

On 5/8/14 a! 4:00 p.m., the facility's investigations 
were reviewed. One lnves!igafion, daled 4126/14 
at 8:15a.m. and signed by the Administrator 
5/5/14, dOCilmented Resident #2 became 

• agitated and aggressive and "flipped'' Resident #1 
out of his wheelchair and onto the floor. The 
investigation included staff statements that 
dOCilmented the following: 

On 5/8114 at 7:45a.m., Resident tr2 left his room 
and went to the dining area for breakfast At that 
time, CNA #1 stated she wanted to take 
"advantage of the opportunlly and went in his 
room and cieaned up.• CNA#1, CNAfl2 and 
Housekeeper #3 entered Resident fl2's room and 
removed bedding and ctothing to be laundered. 

Upon returning to his room, lime unspecified, 
Resident tr2 noticed his clothing had been 
removed and became angry and went looking for 
his clothing. Resident #2 was able to gain access 
to the basement laundry room. CNA #1 attempted 
to redirect Resident #2 upstairs, at which point he 
physically assaulted her and an unidenfitied 
nurse. 

After approximaiely 30 minutes, Resident #2 was 
redirected upstairs. When he returned to the unil, 
Resident tr2 saw Resident #1 sitling in a 
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F 225 F 225 continued. .. 

Facility Systems Clmtinued .. 
- A 'persoill:l<ll file review' -on bas l=n !!!11100 
to the investigation report process for an.:alys.Bs of 
previous poteruial is':!.'UCS of a :snmim -natme. 
- The investigation report template bas l=n 
updale<l m include the facilily plan m protect other 
residents :from future poten1ial hmm of a similar 
lllliure. 
INSERVICE: 

All employees inse:rvked to ensure they understand 
bow ro v.rrite a complete and clear slm!ement for 
investigations. 

Mooiloring 
For any and ali new incident investigations, an 
audit "ill be perlbrmed by 1be !!!lministrntor I 
desigT.~L--e weekly X4 weeks then every other week 
X4- weeks then monthly X3 months to ensure the 
delllils of tile investigation me brought ll> light and 
any underlying questions are answered as much as 
possible. Upon receiving infunnation that pequires 
an investigation, the admin team (Administnitor, 
DNS, Social Service Director, Om: Plan 
Coordinaror, ADON, BCU director and any others 
deemed necessary) "\\ill n."View fue incident \within 
l-3 business days to ensure as many accurntc 
demils al>om !he incident are discovem.l oud ""Y 
unclear or misReading statements are clarified or 
cmrected. The following list will be 1be starting 
point: 
-Are the witnes.<; statements dear and concise? 1f 
oo~ which ones. 
-Do any witness statcmcnts require an inteniew 
for further clarifirntioo"l Who will perform lbe 
interview? 
-Are there any holes in the timeblle? If so, \\'here? 
Is that information available to obtain? If so~ who 
"ill obmin it? 
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F 225 Continued From page 3 
wheelchair in !he hallway. Resident #2 ran 
towards Resident#"!, took hold of the left side of 
Resident #1 's wheelchair, then flipped !he 
wheelchair, along with Resident #1, over. The 
staff statements included in the Investigation do 
not clearly document if Resident #1 hit !he wall or 
floor first However, the staff statements did 
indicate Resident #1 received injury to his head 
as a result of the incident 

The investigation did not contain thorough or 
comprehensive information, as follows: 

a. Atteched to the lnvesligalion were multiple 
hand-written staff statements signed by the staff 
completing the forms. However, there was no 
information included in the investigation 
document indicating interviews will! the staff had 
been completed as per the facility's policy. As a 
result, the investigation did not document 
information clalifying additional concerns that 
arose in the staff statements. 

For example, the investigation report documented 
Resident #2 had a 1:1 staff. However, the steff 
statements did not indicate which staff was 
Resident #2's 1:1 staff and no clarifying 
infonnation was present in the Investigation. 
Additionally, during an interview on 519/14 at 
10:15 a.m., the Administrator slated CNA#2 had 
been Resident #2's 1:1 staff on the dale of the 
incident. However, CNA #2's statement 
documented she was one of the s!alf clearing out 
Resident #2's clothing while he was at breakfast 
The Investigation did not include information 
related to why CNA #2 hed lefi Resident #2 in the 
breakfast area while she was his 1 :1 staff. 

Additionally, CNA #1 's written statement 

FORM CMS-2567(02-"9) - Vemoos Obsolele Event ID:ZLMY11 

F 225 F225 oomin:ued .. 

Monitoring oontirnte<L 
-Has the root cause been idcn!ified? What is !he 
mol c.oose? What will be implemenled to prevent 
future incidents? What other potential factors are 
!here? 
- Are lbere ""-Y injuries involved? Whal are !he 
extent of the injuries'! What care is necessary to 
treat the injuries? 

Safe Haven bas Cl:ellled am mdi!IOOito be used 
during the incident investigation audit that will 
ana]yzc 1be witness statements to determine if 
further infunnatiou or clarification is needed and I 
that any questions :arising from the witness I 
statements regarding the incident are aoswen.--d as 
much as possible. 
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F 225 Continued From page 4 
documented she initiated removing Resident #2's 
clothing from his room while he was at breakfast 
However, there was no clalifying interview to 
determine why she had completed this action 
when Resident #2's behavior intervention 
guidelines clearly steted staff were not to touch 
Resident #2's belongings without his permission 
or knowledge. Refer to F323 for additional 
information. 

b. The lnvesijgalion included a seclion lilied 
"Recreate the Event Summary." The seclion 
steted ''Resident [Resident #2] was agi!a!ed and 
aggressive this morning. Steff unable to calm him 
down. Resident [Resident #2] SiN# resident 
[Resident #1] sitting in the hallway outsidf;! of 
resident [Resident #2's] room. Resident [Resident 
#2] ran away from his 1: 1 staff, ran down the hall 
and flipped resident [Resident #1] out of his 
wheelchair and onto the floor. Resident [Resident 
#2.] was escorted back to his room and Resident 
[Resident #1] was assessed by the nurse. 
Resident [Resident #1] was then sent to the ED 
for evaluation and treatment Resident [Resident 
#2.] was escorted by !he police to the ED for 
psychiatric evaluation and then was admitted to 
[name of hospiteij Psychiatric hospital." 

The Summary did not include information related 
to the cause of Resldent#2's agitation and 
aggression (i.e., failure of staff to follow his 
written plan related to his belongings). Also, the 
investigation did not include information related to 
a review of other potential factors (medical 
issues, earlier behavioral issues, relation belween 
Resident #1 and Resident #2 prior to the event, 
etc.) that may have impacted the event. 
Additionally, the Summary did not include 
additional information related to the nature and 
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care/treatment of Resident #1's injuries. 

c. The investigation did no! include if personnel 
files had been reviewed to determine if staff 
involved had prior incidents of failing to follow 
residents treatment plans. 

d. The Investigation did no! include information 
related to how other residents would be protecled 
from failure to follow care plans during the course 
of !he invesligalion. 

A lack of thorough information would inhibit the 
facilily's ability to ensure appropriate corrective 
action was taken and l.o ensure other residents 
were protected for abuse or neglect. 

During an interview on 519114 a! 8:17a.m., the 
facility's Owner slated he reviewed !he 4126/14 
Investigation with the Administrator on 5/8/14. 
The Owner slated the Investigation did not 
include information documenting a thorough 
investigation had been completed. 

The facility failed to ensure all investigations 
contained complete and comprehensive 
information. 

F 323 483.25(h) FREE OF ACCIDENT 
SS=G 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 l.o 
prevent accidents. 
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Resident# l was sent to ED for evaluation and 
treatment. Whm resident #2 vras re-admitted ro 
the SNF, resident #I was moved ro a diffe.,nt ball 
to prevent further interactions between resident f#.l 
and resident 112. 
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This REQUIREMENT is not met as evidenced 
by: 
Based on medical record review, review of the 

facilily's investigations, and staff inlerviews, it was 
detennined the facilil¥ failed lo follow a residenfs 
care plan and Behavior Management Guidelines 
and failed lo ensure residenis environmenis 
remained as free from hazards as possible. This 
was true for 2 of 5 residenis (#s 1 & 2) for whom 
a resident-to-resident altercation had occurred. 
Resident #2's care plan and Behavior 
Management Guidelines were not implemenled 
as Wlillen. Resident #1 was hanned when 
Resident #2 flipped Resident #1 from his 
wheelchair causing injury lo his head and 
required sutures at a local hospital. Findings 
included: 

Resident #1 was admitted lo the facility on 
11114!11with mulliple diagnoses including 
dementia NOS, aphasia late effect of CVA, slroke 
ischemic with occlusion, and chronic pain NEC. 

Resident #1 's 2127114 quarterly MDS coded: 
- Moderately cognitively impaired 
- Utilized wheelchair 
- Required two parson physical assistance fur 
transfers and one parson assislence for 
locomotion on and off unit 

On 518114 at 4:00 p.m., !he facility's Investigations 
were reviewed. One lnvesligetion, dated 4126/14 
at 8:15 am. and signed by !he Administrator 
5/5114, documented Resident #2 became 
agitated and aggressive and "!lipped" Resident #1 
out of his wheelchair and onto the floor. The 
investigation included staff statements !hat 
dorumented the following: 

PRINTED: 05115J2014 
FORM APPROVED 

OMB NO 0938-0391 
!X>l MULTIPlE CONSTRUCTION {)(3) DATE SURVEY 

COMPI.ETED A BUilDING _______ _ 

RWING 

STREET AOORESS, CITY, STATE. ZIP CODE 

12!!0 HOSPIW. WAY 

POCATEU.O, ID 832!11 

· · · --pJ<O'\IIDER'Si'U\IIIOF OOI!RB:mGN 
(EACH CORRECTIIIEACTIO!I SHOUlD BE 

CROSS-R&"'ERENCED ID lliEAI'I'ROI'RIATE 
DEFICIB>IG1i'j 

F 323 c"OO!inued. .. 

c 
0511)912014 

F323 D- -~ ~ -~ 
~Slrrnvnt 0pt:CiruC 

Resident 112's care pion was updated to provided 
clarified in~tion f-or cariing fur bim., his 
bdm.vimx, and ~atioH!l recimiques as wen as 
taking care ofms latmdry. 
- A ·wttritren summary guide was crea!ed for -resident: 
112 ro fimller assist the slaffinlerncting with tl:te 
resident. 
-A \witten de-escalation procedutre \Vas provided to 
all stolf regarding lhe proper pmtoool ro fullow lo 
de-escalate resident. ##2 \vhen he :s.hows signs of 
agamtion. 
- A oow emergency code was (."reak;d to ass~"t in 
incidents in which resident #2 bas increased· 
bchavior.s and ~u.in.·:s aU other resBdcnt.s to be 
appropriately removed to a safe m\<ilroomenL 

Othcr Residmts 
Any resident in tlte llicility had tile polmlial ro he 
afia'led. 

Facility Systems 
- ln-S<:rnce p~miiled ro oll slaii regarding proper 
following of resident care pl:mns. 
- In-service provided to aU staff regarding ensuring 
seemed areas remain secure (i.e_: doors are shut 
afu:r walking lbrough) 
- In-service provided lo aU slaii regardmg the 
Schizophrenia disease process and ho~ we coo 
appropriately illlernct wiili tltose "ilh 
Schiropbrema 
- fu addition to the maradmory arnnuaJ ncu tr:ainfug 
required for oll slaii womng in Jbis fadliiy, ... 
additional ffillildalozy semi-mmillll BCU refr<sher 
oo""" will he added ro include lllC!hods of dealing 
V~~itb aggressive or agitated residmts, de-escalation 

' me!l!od"<, residem sali:ly, direction methods, etc. 
- SloJI who wiolaled oompony policy and 
procedures"'"" identified md provided proper 
disciplinary action ilmd education as to the incident 
a.OO what \"\'mi the cause of !he incident 
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~ . . ... 

On 5/8114 a!7:45 a.m., Resident #2 left his room 
and vtent to the dining area for breakfast. At thai 
lime, CNA #1 staled she wanted to take 
"advantage of the opportunity and went in his 
room and cleaned up." CNA#1 and CNAt/2 
entered Resident #2's room and removed 
bedding and clothing to be laundered. At this 
same iime, CNA #1 asked Housekeeper #3 to 
clean the residenfs room while Resident #2 was 
out of his room. 

Upon returning to his room, time unspecified, 
Resident #2 no!iced his clothing had been 

1 
removed and became angry and went looking for 
his clothing. The resident asked CNA #1 where 
his clothes were. The CNA told the resident his 
clothes were being washed because the CNA did 
not want the resident Ia have his soiled clothes 
under his bed. The resident then went looking for 
his clothes. The resident was able io gain access 
to the basement laundry room even though the 
door to the basement had a coded key pad for 
entry. As the resident was looking for his clothes 
in the laundry room area of the basement, CNA 
#1 placed herself in beiween the resident and the 
washing machine. CNA #1 aliempted Ia redirect 
Resident #2 upstairs, a! which point he physically 
assaulted her and an unidentified nurse. 

NOTE: Please refer to Resident #Z's Care Plan 
intervention below of remaining a! arms length 
from the resident and not touching his clothing 
without asking penTiission first 

After approximately 30 minutes, Resident #2 was 
redirecled upstairs. When he returned to the unit, 
Resident #2 saw Resident #1 silting in a 
wheelchair in the hallway. Resldenl#2 ran 
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resident 112 were given deooelillg all!l education 
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incident 
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- Resident 112's core pilm w,; ~ m provided 
clarified imllructi<m for Cllring fur rum, hls 
behaviors, all!l de-escalation teclmiques. 
-A wriUen summary guide 'Was created fur 
resident 112 to further assist the staff interacting 
\Willi the res[dent. 
- A written. de-escalation procedure was provided 
m !ill --~g tlle proper proiD<:oi m follow 
to dc-eoc~ tllis resident when he shows signs 
of ~g[tati.on. 
- A mitten procedure W"a.S developed specifirnliy 
fur tbe li""'-.00 nlllliwg staff regarding tbe proper 
steps to follow when using the dc-esc:abllon 
protocol for this: resident. 
-A De\'ll emergency code ~'35 created to assist in 
inddents in v.ihich a resident has increa:scd 
behaviors amd requires an other residents to be 
:appropriately removed~ a ~e mvironment 

CODE PEACE. 
- ln-sen;ke provided ro !ill staff regarding !ill rn:w 
p_rocedU!I"CS m:J.d info~ion that have ba.""ll 
c.rreared rcg:ardi!ng resident f2~s care. 

I ~ fu-service to RN~s/LPN's regarding their role in 
the de-esca1ation of residents. 
- fu-serwke provided to all staff regruiling the 
C!IC3tion illi!Bd procedural impleanentation of the 
IreW" Code Peoce. 
- Resident behaviors me documented and 
rewie\ved daily to determine if any adju.....-tcments 
tn -&eir care plans are necessary. Those identified 
as having increased belmviocs are discussed I 
during the weekly behavioT care Wiil meetings as , 
well as th.e "\vrekly psychotropic drug revielv 
meetings. 
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towards Resident #1, took hold of the left side of 
Resident #1's wheelchair, then flipped the 
wheelchair, along wfih Resident #1 over_ The 
staff statements included in the Investigation did 
not clearly document if Resident #1 hit the waD or 
floor first However, the slaff slatements did 
indicate Resident #1 received injury to his head 
as a result of the incident 

Resident #1's record documented he was seen at 
local hospilars Emergency Department on 
4126/14 at 9:37a.m. due to being "Dumped 
forward out of wheelchair by another pa!ient at 
[name of facility] this AM." ACT scan was 
completed and revealed a "Small right 
frontal/temporal bleed ... " No intervention was 
documented as needed. 

Addi!ionally, the record documented Resident #1 
had a laceration to the right forehead. The record 
slated, "Deep structures not involved, no bony 
deformity, no edema, no ecchymosis, no tendon 
involvement, no joint involvement Wound not 
near neurovascular bundle ... Simple repair of 
laceration to the face, forehead, total length 3.0 
em. Skin layer closed, using ... & sutures ... " 

Resident #1 was admitted to the hospilal for 
observation. He returned to the lacifrly on 4127/14 
at3:30 p.m. 

A review of Resident #2's record documented he 
was originally admitted to the facility on 117/14 
with multiple diagnoses including schizophrenia 
undifferentiated type and other persistent mental 
disorders due to condi!ions classified elsewhere. 

Resident #2's 4111114 quarterly MDS coded: 
- Moderately impaired oognilion 
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An audit will be c-onducted by fue 
Admini.stratm!designee weekly x4 weeks, then 
cvay other week x4 weeks., fum. ruoothly x.3 
months to observe proper dosing and securing of 
1\le door ro !be basement. 
An audil will be conducted by the 
Adminislrnlor!designee weekly x 4 """""' lheil 
every other \l..r'Cek x 4 weeks, then monthly x 3 
mm1ths to observe proper execution of 1: I 
responsibilities. 
An audit will be condocted by the 
Administrntor!designee weekly x4 'I..Veeks, then. 
e\•ery other week x4 \\>'eeks., then monthly x3 
months to observe app_ropriatc implementation of 
Mock Code PEACE drills. 
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-Delusions 
- Physical behavioral symptoms directed Inwards 
others occurred 4-6 days 
- Verbal behavioral sympiOms directed Inwards 
others occurred 1-3 days 

At the lime of the incident with Resident #1, 
Resident #2's reccrd included information, dated 
3/12/14, which stated Resident #2 had been 
admitted to the facility from a psychiatric hospital 
where he hed assaulted two dillerent staff due 10 
auditory hallucinations and staff al:lempling 10 
assist with IOileting cares during the night The 
document stated triggers for his maladaptive 
behaviors included, "When someone is looking 
through his stuff (for example gelling his clothes 
for the day) & he doesn't know what they are 
doing." 

Another document, li!led Behavior Management 
Guidelines and dated 1115114, slated "Do not get 
iniO [Resident #2's] belongings without explaining 
who you are & why you are in his stuff." 

Additionally, Resident #2's 1121114 Care Plan 
included a Goal, "Reduce risk of injury to 
resident/staff/peers." One of the four interventions 
was, "3. 1: 1 to be within arms length at all times. • 
A handwritten 1122/14 intervention documented, 
• Ask [Resident #2) if ifs OK to touch him and/or 
his stuff. Do not touch him or his stuff w/o 
[without] permission." 

Resident #2's reccrd provided clear 
documentation he had engaged in physically 
aggressive behavior in the past, and IOuching his 
belongings (including clothing) without his 
permission could trigger maladaptive behaviors. 
The facility's 4126114 investigation documented 
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slaff removed Resident trl's clothing without his 
permission or knowledge triggering a maladaptive 
behavior that resulted in Resident #1 being 
injured and requiring 5 sutures to his head. 

During an interview on 519114 at 11:20 a.m., 
Housekeeper #3 stated, "I knew not to touch 
[Resident trl's] clothing because there was one 
time before when someone took his ctothes and 
he became upset" 

During an interview on 519114 at 8:17 a.m., the 
facility's Owner stated the incident should. never 
have happened. The Owner stated the slaff 
violated Resident trl's plans as written and 
should never have removed his belongings 
without his permission or knowledge. Staff were 
to stay at arms length at all limes and should not 
have been between him and the washing 
machine in the basement and also slated slaff did 
not follow their training. 

The faciliiy failed to ensure Resident trl's care 
plan was sufficiently and appropriately 
implemented to provide a safe environment for 
other residents, resulting in injury sustained by 
Resident #1. 

I 
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The surveyors conducting the survey were: 

Michael Case, LSW, QIDP, Team Coordinator 
Karen Marshall, MS, RD, LD 
Trish O'Hara, RN 

C 17< 02. 100,12,f Immediate Investigation of 
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f. Immediate investigation of the 
cause of the incident or accident 
shall be instituted by the facility 
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I D A H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. "BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG- Director 

May 20,2014 

Steve Gannon, Administrator 
Safe Haven Care Center of Pocatello 
1200 Hospital Way 
Pocatello, ID 83201-2708 

Provider#: 135071 

Dear Mr. Gannon: 

DEBRA RANSOM, R.N.,R.H.LT ., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P .0. Box 83720 

Boise, to 83720-0009 
PHONE 20B-334-6626 

FAX 208-364-1888 

On May 9, 2014, a Complaint Investigation survey was conducted at Safe Haven Care Center of 
Pocatello. Michael Case, LS.W., Q.M.R.P., Patricia 0 Hara, R.N. and Karen Marshall, R.D. 
conducted the complaint investigation. The complaint investigation was conducted at the facility 
from May 8, 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: 
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ALLEGATION #1: 

The complainant stated on April 26, 2014, at 9:30 a.m., an unidentified staff member removed 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 identified as Resident B, against the wall. 

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

FINDINGS: 

Resident A's care plan instructed staff to ask the resident if it was okay to touch lllm ancl/or his 
stuff (personal belongings). In addition, the care plan instructed staff not to touch lllm 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 local 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 is 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 interviewed 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-to-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 residents. 

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 fust asking permission from the resident. 

The Housekeeper for the hallway where both of the identified residents resides was interviewed. 
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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: 
Unsubstantiated. Lack of sufficient evidence. 

Based on the findings of the complaint investigation, deficiencies were cited and included on the 
Statement of Deficiencies and Plan of Correction forms. No response is necessary to this 
complaint's findings letter, as it 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) 
3 34-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the 
course of our investigation. 

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

DS/dmj 


