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R!CHAR.D M. ARMSTRONG- Director 

July 30, 2013 

Shon L. Shuldberg, Administrator 
Ashton Living Center 
700 North Second Street, PO Box 83 8 
Ashton, ID 83420 

Provider#: 13 5097 

Dear Mr. Shuldberg: 

DEB~. RANSOM, R.N.,R.H.I.T., Chief 
BUrEAU OF ?AGILITY STANt:IARDS 

3232 Eide: Street 
P.O. Bo~:8J720 

Boise, ID 83720-0009 
PI-lONE 208-334-6626 

FAX 208-364-fBSS 

CERI'IF'IED MAIL: 7012 1010 0002 0836 2458 

On July 19,2013, a Recertification and State Licensure survey was conducted at Ashton Living 
Center by the Department ofHealt'I & Welfare, Bureau of Facility Standards to detennine if your 
facility was in compliance with state licensure and federal participation requirements for nursing 
homes participating in 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 one that comprises a 
pattern that constitutes no actual harm with potential for more than minimal 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 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) an.d on or before the "Opportunity to Correct" 
(listed on page 3). 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 MAY BE REQUESTED ON Tiffi PLAN OF 
CORRECTION. After each deficiency has been answered and dated, the administrator should 
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sign both 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 Plac--:1 of Correction (PoC) for tbe deficiencies must be submitted by August 12, 2.013. 
Failure to submit an acceptable PoC by August 12, 2013, may result in the imposition of civil 
monetary penalties by September 2, 2013. 

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

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

• How you will identify other residents having fhe poteL!tial to be affected by the same deficient 
practice and what corrective action( s) will be taken; 

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

• How the corrective action(s) will be monitored to ensure the deficient practice will not recur, 
i.e., what quality assurance program will be put into place. This monitoring v-ill be reviewed 
at fhe follow-up survey, as part of fhe process to veri£}' fhat t.\e facility has corrected the 
det1cient practice. Monitoring must be documented and retained for fhe follow-up survey. In 
your Plan of Correction, please be sure to include: 

a. Specify by job title _\:llbo will do the monitoring. It is important that the individual doing 
the monitoring has the appropriate experience and qualifications for the task. The 
monitoring cannot be completed by t\e inclividnal(s) whose work is under review. 

b. Frequency of the monitoring; i.e., weekly x 4, fhen q 2 weeks x 4, fhen 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 offhe audits; 

• Include dates vihen corrective action will be completed in column 5. 

If the facility has not been given an opportunity to correct, the facility must determine u\e 
date compliance will be achieved. If CMS has issued a letter giving notice of intent to 
implement a derual .. of payment for new Medicare/Medicaid admissions, consider the 
effective date offhe remedy when determining your target date for achieving compliance. 



Shan L. Shuldberg, Administrator 
July 30,2013 
Page 3 of 4 

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

All references to federal regulatory requirements contained in this letter are found in Title 42, 
Code of Federal Regulations. 

Remedies ·will be recommended for imposition by the Centers for Medicare and Medicaid 
Services (CMS), if your facility has failed to achieve substantial compliance by August 16, 2013 
(Opportunity to Correct). Lnformal dispute resolution of the cited deficiencies vcill not delay 
the imposition of the enforcement actions recommended (or revised, as appropriate) on August 
16,2013. A change in the seriousness of the deficiencies on August 16,2013, may result in a 
change in the remedy. 

Tne remedy, which will be recommended if substantial compliance has not been achieved by 
August 16, 2013 includes the following: 

Denial of payment for new ildmissions effective October 19, 2013. [ 42 CFR §488.417(a)] 

If you do not achieve substantial compliance within three (3) months after the last day of the 
su.,rvey identifying noncompliance, the CMS Regional Office and/or State J\.1edicaid Agency must 
deny payments for new admissions. 

We must recommend to the CMS Regional Office and/or St-,tc Medicaid Agency that your 
provider agreement be terminated on January 19,2014, if substantial compliance is not 
achieved by that time. 

Please note that this nGtice 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 you with a separate formal notification of that determination. 

If you believe these deficiencies have been corrected, you may contact Loretta Todd, R.N. or 
Lorene Kayser, L.S.W., Q.M.R.P., Supervisors, Long Term Care, Bureau of Facility Standards, 
3232 Elder Street, Post Office Box 83720, Boise, Idaho, 83720-0036; phone number: (208) 
334-6626; fa..x number: (208) 3 64-1888, with your written credible allegation of compliance. If 
you choose and so indicate, the PoC may constitute your allegation of compliance. We may 
accept the written allegation of compliance aod presume compliance uotil substantiated by a 
revisit or other means. In such a case, neither the CMS Regional Office nor the State Medicaid 
Agency \0\~ll in1pose the previously recommended remedy, if appropriate. 

,-
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If, upon the subsequent revisit, your facility bas not achieved substantial compliance, we will 
reco=end that the remedies previously mentioned in this letter be imposed by the CMS 
Regional Office or the Sta1e Medicaid Agency bet,cinning on July 19, 2013 and continue lh'ltii 
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid 
Agency may impose a revised remedy(ies), based on changes in the seriousness of the 
noncompliance at the time of the revisit, if appropriate. 

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 a.'1 opportunity, you are 
required to send your wTitten request and all required information as directed in b.formational 
Letter #200 1-1 0. Informational Let'cer #200 1-1 0 can also be found on the Internet at: 

http://bealthandwelfare.idaho.c:ov/Providers/ProvidersFacilities/StateFederalProcrams/NursingFa 
cilities/tabi d/ 4 34/Default.aspx 

go to the middle of the page to Information Letters section and click on State and select the 
following: 

• BFS Letters (06/30111) 

2001-10 Long Term Care Informal Dispute Resolution Process 
2001-10 IDR Request Fom1 

This request must be received by August 12, 2013. If your request for informal dispute 
resolution is received after August 12, 2013, the request vvill not be granted. Au incomplete 
informal dispute resolution process will not delay the effective date of any enforcement action. 

Thank you for tlte courtesies extended to us during the survey. If you have any questions, please 
contact us at (208) 334-6626. 

Sincere;Iy ~ 1t i 
~ __ ..••. _ . :~" ,;{'<· fcC . ,. & ""'' W"""' 
~- f't,Wi{.~t-- \ ~ ..,_j \"l(~ ~ r; ~ ~ 
Lv'~ ~-\.-:-.-'·\~"1 

! 

LORENE K.i\ YSEP'" L.S.W., Q.MRP., Supervisor 
Long Tem1 Care 

LKKicimj 
Endosures 
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10 
PREFIX 

TAG 

F204 

Sill.1MARY STATEMENT OF DEFJCIENCIES 

483.12(a)(7) PREPARATION FOR SAFE/ORDERLY TRANSFER/DISCHRG 

A facility must provide sufficient preparation and orientation to residents to ensure safe and orderly transfer 
or discharge from the facility. -

This REQUIREMENT is not met as evidenced by: 
Based on record review and staff interviews, it was detennined the facility failed to account for a discharged 
resident's belongings. This aftected I of I (#I 0) closed records reviewed. Findings included: 

Resident #10 was admitted to the facility on 12/21112 with multiple diagnoses including depressive disorder. 
On 5/5/13 the resident discharged from the facility. 

Review of the resident's electronic database closed record did not provide evidence of an account of the 
resident's belongings. The record contained a fonn titled Inventory of Personal ftems. The signature section of 
the fonn was not signed to indicate the resident~ a family member, or responsible party was given the 
resident's belongings. 

The resident's Progress Notes did not contain an entry by facility staff to indicate the resident's belongings 
were accounted for. 

On 7/18!13 at 8:24a.m., the surveyor inforn1ed Medical Records the accounting of the resident's belongings 
was not in the resident's record in the electronic database. Medical Records reviewed the electronic database 
and was unable to provide evidence the residents belongings were accounted for at discharge. 

On 7/1 S/13 at 9:00a.m., tlJe stm'eyor infonned the DON the resident's record did not provide evidence of an 
accounting of the resident's belOngings. The DON acknowledged understanding. 

12 

/;n:y rlc-lieienry 5b1<~'~lf'!.l1 <;~ding ,,·ith 8.!1 ~'\~(<:rL'k (" _l dc•u.:ttc-~: 2 ctl"-firienl')' '' hic.l! thl-' instilltltl>ll n,;,y ]-,~- tsCH'it'd If om CiJrfi'(:ling pti•\~ding il ;_~ ildl-'ilTrincd I hal nlhtt ~~kL!:lH'irdS pnwid<.' su!'fici<·nt 
p<ol~dinn tn 1hc patiems. (Sc·-e imtnJctions.) ksocpl rc.r Lll\rsillg homes. the !indin!'.S ~i;J.ieil :.,b(wt ;1re di~dno.Jble 9(1 days iOllnwin.IJ th~> dille nf ~nr~·~·)' '"k:ilH:r or r,ol ~ pbn of con c~li0-n i;; prc.vidcd 
for nur~i1\g hOITI,,$, Jl,&. l:l\.l(l'.'<'.' finJi11gs and pbm of ~~<llE"UIC:J ;u r:.· di~clo~ahic I~ ci;,_ys r,-,l]rH'>i,l:;_ ;he chi<: lk:.'-0 d()-:-.um~i'\\" arc m;,dc ;0\4ilahlc lo iht L·.·iliiy. If cJ,:-f! •. ictlC:i~-, ,,_r,c ~ikd. iiil il)'jlr(\c(•if p~;uJ ,f 

Event ID: MDPY l 1 
Jfeontinuatlon sh<.~ci 1 of l 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDiCAID SERVICES 
STA1EMENT OF DEFICIENCIES 
AND PLAN 0~ CORRECTION 

NAME OF PROVIDER OR SUPPUER 

ASHTON LIVING CENTER 

(X4)!D 
PREfiX 

TAG 

SUM!v!ARY STATEMENT OF DERCIENCIES 
(EACH DEFIC1 ENGY MUST BE PRECEDED BY RJLL 

REGULATORY OR LSC IDENTIFYING !N.FORIIIIATION) 

F 000 INITIAL COMMENTS 

The following deficiencies were died during the 
annual Federal recertification survey of your 
facility: 

The surveyors cvnducting the survey were: 
; Karen Marshall, MS, RD, LD Team Coordinator 

Rebecca Thomas, BSN, RN 
Amy Jensen RN 

' Survey Definitions: 

CNA =Certified Nurse Aide 
DNSIDON =Director Nursing Services/Director of 
Nursing 
LN = Ucensed Nurse 
MDS = Minimum Data Set assessment 
MG = Milligram 
MAR= Medication Administration Record 

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET 
SS=D PROFESSIONAL STANDARDS 

The services provided or arranged by the facility 
must meet professional standards of quality. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, record reviewr and staff 

interview, it \!113S determined the facillty failed to 
ensure professional standards of quality were 

:maintained. This was true fori of 11 sampled 
. residents (#11) when Omeprazole was not 
! administered per the manufacturer's 
[specifications 30-60 minutes before a.meai. This 

I 
failed practice had the potential to cause 
abdomrnal discomfort and decreased nutritional 
intake if the medication was not taken as I . 

PRINTED: 0812312013 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION {X3) DA1 .t. SURVEY 

COMPLETED A BUILDlNG ________ _ 

B.WJNG 
c 

07/1912013 
STREET ADDRESS, CITY, STATE, ZIP CODE 

700 NORTH 2ND STREET 

ASHTON, ID 83420 

ID 
PREFlX 

TAG 

PROVIDEOR'S PLAN OF CORRECTION 
(Eil£il CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFIClENCY) 

I 

(X5) 
COMPLETION 

DATI' 

I ' 

I Preparation and/or execution of the plan of' 
F 000 

i correction does not constitute admission otj 
1 agreement by the provider of the the truth :1 

fol the facts alleged or conclusions set forth 
i in statement ! 

F 281 

3 
,;; a deficiencyvktich the lnsf ution m2y be excused from correcting providing it is etermined that 

oliler safegua1·ds provide sufficient protec±icn to the pati _,_ (See instructions.) Except for nurslng homes, llie finding~ stated 2bove are dl-sdosable 90 days 
"following the date of survey v.'hdh;;.n· or not<>. pl2n of co:TBctf·:::.n is provid&d For nursing homes, th~ above finding~ €Fld ple11s ot correction ae disdosable 14 
day;; ·foUov.·liig the dale iheso dovum~nt$ o.re rnad.;:; avaaable ic, the f.;;:ciiity. If defldenci~s are cit;;:;od, ~n apj)roved pian. .o1 cc,m~·ction ls requbsit.e to c-ontir;U8d 
progr·8.rll parttcipation. 

FCJF!;i~1 CMS-2567{02-89) PrevioiJ~ Versions Obsolet= ~ve:<i ID.l'ADPY .. i1 Facility iO: MDSDD1 010 If continuation sheet P-age 1 of 8 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

STA1 Bv1ENT OF DEFICIE~~CIES (X1) PROV!DER/SUPPLIERIQJA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

135097 

NAME OF PROVIDER. OR SUPPLIER 

' ASHTON L!VlNG CENTER 

(X~)ID SUMMARY SLA.Tt::MENT OF DEFICI!:::.NCIES 
PREFtx [EACH DEFICIENCY MUST E3E PRECEDED BY FUU 

TAG REGU!_t.JORY OR LSC IDENTlFYlNG lNFORMATION) 

F 281 Continued From page 1 

I 
direcied. Findings include: 

I 
I CMS (Cenlers for Medicare and Medicaid 
I 

Services), in an informational letter, S&C: 13-02 

I 
NH dated 11/02/12, the following infonmation was 
provided related to the use of PPis. " ... For optimal 

I 
therapeutic benefit, most PPls should be 
adminisiered on an empty stomach, ideally 30-60 

I 
minutes before meals. The rationale is that ln 
order for the medication to provide the maximum 
benefit it needs to be present in the system 
before food activates the acid pumps so that the 
peak concentration of the PPI wiil coincide with 
maxima! acid secretion ... " 

The Nursing 2014 Lippincott Drug 
. Handbook,"Omeprazole capsules 
I [delayed-release] should be given at least 1 hour 

I ' before meals." 
I 

I 
Resident #17's July 2013, "Physicians Order 
Report" contained the following order, 

I "Omeprazole capsule, Delayed Release (E.C,); 
20 mg: amt 1 capsule; Orai Once A Day; 07:30. 
[Omeprazole 20 mg delayed release capsule, one 
by mouth every day at 7:30a.m.]" 

Resident #17's bubble packed medication card, 
provided by the Pharmacy, documented in part 
the following: 
- "Omeprazole 20 mg Capsule DR [delayed 
release]. .. ," 
-"Take 1 capsule by rnoutil once daily for ref!ux.n 

I' NOTE: The Physician's Order and the bubble 

PRINTED: 0812312013 
FORM APP,'\OVED 

OMB NO 0938 03°1 - v 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

A BUWNG COMPLETED 

c 
B. WING 07/1912013 

STREET ADDRESS, CITY, STATE, ZIP CODE 

700 NORTH 2ND STREET 

ASHTON, !D 83420 

ID PROVIDER'S PLAN OF CORRECTION (X5) 

PRERX (EACH CORRECTTVEACTION SHOULD BE COMPLETION 

TAG CROS&-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) , 

i!specific Resident - Resident #17 PPI 
F 281 !pmeprazole was given 30-60 minutes 

ii:>efore meals following obse1vation by 

lrurveyar . . 

:Other Residents- All residents have 
botential to be affected. Administration of 
\Proton Pump Inhibitors policy was 
!reviewed by DNS in charge nurse meeting 
iJuly 24. These meds are to be given on 
ian empty stomach 30-60 minutes prior to 
ithe meal. 8/13/2013 , 

,] 
'[Systemic Changes - The Pharmacy will be 
!rasked to place m the mstruct1on area or 
iieaoh medication card the instructions for 
'<appropriate time of administration of the 
!pp1, DNS will place a sign on med cart 
illsting PPis we use and describing correct 
I 
!administration. 
! 

(Monitor- Starting 81712013 DNS will 
,observe a.m. med passing for one week, 
ithen each LN weekly for one month 
! reminding every nurse individually of 
! correct procedure for PPI admin. Findings 
,will be reported to QA committee. 

' ! 
I 

packed medication card did not include the 

IL--
i ·-~~-'-m-· ._a_n_u_fa_c_tu_r_e_r's_s_p_e_c-ifi-rc_a_u_·o_n_s_f_o_r_a_d_rr_dn_i_s-te_r'_rn-g--"----·--'---------~ the. Omeprazole, Hat least 30-60 minutes before 

meals," 

fORIVl CMS-2567('02-99) Previo~ Versions ObscleB Event ID:MDPYi1 Facility ID: MDSOCH01 Q lf continuation q-beei Page 2 of 8 
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AAD PL,AN Of CORRECTIOH ' IDENTIFICATION NUMBER: 

135097 
NAME 0::' PROVIDER OR SUPPLlt:.R 

ASHTON LIVING CENTER 

(X4) 10 SUMMARY STATEMENT Of DEFICIENCIES 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY;;"ULL 

TAG REGULATORY OR LSC lDENTlFYING INFORMATION) 

· F 281 Continued From page 2 

On 7118113 at 8:30a.m., LN #1 administered the 
Omeprazo!e to Resident #17 and then the 
resident was taken to the dining room tor 
breakfast At 8:40a.m. Resident #17 was 
obserted eating her breakfast 

The Ume between the administration of the 
Omeprazoie and when the resident started eating 
her breakfast was only 1 D minutes. Because the 
Omeprazole was not given 30-60 .minutes prior to 
breakfas~ it did not have adequate time to reach, 
"Optimal therapeutic benefit." 

On 7118113 at 1:30 p.m. L~e DNS was notified 
about the medication error. The DNS said tt was 
a recognized standard ot practice, that this 
medication should be given 30-60 minutes prior 
to eating and the nurses should know that. 

F 323 483.25(h) FREE OF ACCIDENT 
-SS=cD HA 2ARDSI E V'SI c SUP R 1 ONIDEVI ES 

The facility must ensure that the resident 
environment remains as free of aecident hazards 
as is possible; and eqch resident receives 
adequate supervision and assistance devlces to 
prevent accidents. 

This REQUiREMENT is not met as evidenced 
by: 
Based on staff interview and rscord review, it 

was determined the facmty failed to ensure 
increased super0,slbn wa.s implemented and 
continued for 1 of 10 (#5) sampled residents. 
Failure to implement 30 minute checks) as care 

FOP.M CMS-25671:02-99) Previous Versions Obso[ete Everrt ID:MDPY11 

. 

(X2) MULTIPLE CONSTRUCTlON 

A. BUILDING 

B.lt\KNG 

I STREET ADDRESS, CiTY, STATt:., ZIP CODE 

' 700 NORTH 2ND STREET 

i ASHTON, ID 83420 

PRINTED: 0812312013 
FORM APPROVED 

OMB NO 0938-0391 I (X3J DArE sURVEY 
COMPLETED 

l 071~912013 

ID PROVlDER'S PLAN OF CORRECTION ! IXS) I 
PREFIX (Efo.CH C-ORRECTNEACTION SHOULD BE COMPLETION I 

TAG CROSS. REFERENCED TO THE APPROPRlATE DATE 

J EF1CIENC'Y) 

F 281 I 

i 
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IDENTIFlG?:tiON NUMBER 

135097 

NAME OF PROVIDER DR SUPPi.JER 

ASHTON LIVING CEr.ITER 

(X4) JD .1 PREFCX 
TAG 

SUMM£\PS STATEME!\rr Of- DEFlGlENC!ES 
(EACK DEFICIENCY NHJST BE PRECEDED BY FULl 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 323 Continued From page 3 

planned, placed the resident at increased risk for 
talis and injury. Findings included: 

Resident #5 was admitted to the facifity on 
12116/06 with multiple diagnoses to inc!ude, 
anxiety, depression, psychosis, heart failure, 
hypertension, diabetes mellitus, and 
Non-Alzheimefs dementia. 

I Resident #5's Annual MDS dated 6/i D/i 3, coded 
the following: 
-"Sometimes," has the ability to make herself 
Understood, 
-"Sometimes," has the ability to understand 
others, 
- Has the resiQent wandered in the last 7 days, 
"Behavior ofthis type occurred 4 to 6 days, but 
less than dait•." 
-Two person extensive assist for transfers, bed 
mobility; and toileting_ 

Resident #5's Care Plan included the following 
documentation~ 

*Problem Start Date: 4116!2013 
1 -Category: Falls 
1-"CNA doing 30 min [minute] checks and going to 
get [Resident #5) ready ior bed. Just as CNA · 
walked into [Resident #5's] room, [Resident#5] 
was in the process [of} getting out oi we 
[wheelchair]. Res[identj cell first on l [left] knee 
then on R [right] shoulder and then face ... " 
'Approach Start Date: 6/20113 
-"Observe frequentfy and p!ace fn supervised 
area when out of bed. Q [every] 30 minute checks 
to know [Resident#5'sjlocation ... " 

PRINTED: 08/28/2013 
rORM APPROVED 

OMB NO 0938-D38i 
(X2) MULTlPLE CONSTRUCTION j (X3) DA.TE SU~VEY 
A 3UrLDING -------- I COMPLETED 

B. WING 

STREET ADDRESS, CfTY, STATE, L.!P CODE 

700" NORTH SECOND STREET 

ASHTON, ID 8>420 

1 07119/2013 

ID I 
PRE9X 1 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVEAC:TION SHOULD BE 

CROSS-REFERENCED TO THEAPP.RODR!ATE 
DEFICIENCY) 

I

I {XS) 
. COMPI..ETION 

DATE TAG i 

i!specific Resident- Resident #5 030 
F 323

1
ichecks in place. The clipboard to remind iS/13/2013 
!\staff who is on 030 was updated to have 
i i Resident #5 on the list. Staff was 
!educated of which residents were on 030 
!checks 
I ' 
']Other Residents - Have potential to be ! 

1 
affected. Lists were checked for accuracy I 
ito make sure all the staff know and the I 
! residents that should be on 030 checks i l are receiving 030 checks by all CNA's ! 
i and Nurses. 

Systemic Change - Each morning the 
charge nurse will double check the LN list 
of 030 checks with CNA's clipboard to 
ensure they are both updated with correct 1 

1 

residents on both lists. List of residents 
! on 030 checks will be reviewed every 

1i Monday by stand up committee to ensure 

I

! all residents on 030 are being check 030 
iaccording to care plan. To ensure 
! supervision and safety of all identified 
li residents needing 030 checks. 

!! Monitor- DNS will audit daily for one 
il week, starting 712212013 then monthly for 
'16 months LN list of 030 checks with 
': CNA's list to ensure they both include the 
ii same residents, and flow sheets are in 
!I place. 

r. I 
. Resident #5's, "Progress Notes" taken from 
16/16!13 to 7/16/13, documented the foflowing was 

L ___ ,_: b::_e::_i:..:ng"'....::d:::o::_n_:e_:e:..:v_:e::.ryc'~d::_a_:\c._',_"S::ta:.:::..:ff_:c:..:o:..:n:.::t:..q:c.::lco:.:::..:n:.:ti:..:n::.u::.e __ L ___ _.__ _________________ _,__._. ~·--" 
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every] 30 min checks ... " or "Res continues on q 
30 min checks for safety ... " 

On 7/i7/i3 at 1:30 p.m., CNA#2 was interviewed 
and asked where the facility keeps their 30 
mfnute checf( flow sheets and how do the CNF.s 
know who is on 30 minute checks. CNA#2 
showed the surveyor a clipboard which contained 
a list of t'le residents currently on 30 minute 
checks and each resident's flow sheet Resident 
#5 was not on the list of residents requiring 30 
minute checks and she did not have a flow sheet 
The surveyor asked CNA #2 if Resident #5 was 
on 30 minute checks. GNA #2 said they were not 
doing 30 minute checks on Resident #5. The 
CNA said she remembered Resident #5 had 
been on 30 minute checks back in April 20i 3 and 

I could not remember when she was taken off 30 
minute checks. 

On 7/17113 at 1:45 p.rn., LN #3 1vas interviewed 
and asked if Resident #5 was on 30 minute 
checks. LN #3 said the resident was on 30 
minute checks while in bed and was to be in line 
of sight when the resident is up in her wheel 
cha'r. The surveyor informed LN #3 that CNA #1 
said they (CNAs) were not doing 30 minute 

I 
checks on t'le resident LN #3 said she was 
under the impression the 30 minute checks were 

I still being done. 

On 7/17113 at2:15 p.m. the DNS was notified 
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I 
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I 

' 

I 
I 

I 
I 

I 

I 
I 

I related to the concern about Re~ident #5 not 
bemg checked every 30 mtnutes as d1rected by I 

I the resident's Care Plan. The DNS did not _j 
I I provide any additional infonnation or 

I 
I documentation as to why the 30 minute checks 
1 were not being don~ for Re..sident #5. 
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F 431 [I specific Resident- All unlabeled insulin 

I 

I 

F 431 
F 431 
SS=E 

Continued From page 5 

483.60(b), (d), (e) DRUG RECORDS, 
LABEL/STORE DRUGS & BIOLOGICALS 

The facility must employ or obtain the seN ices of 
a licensed pharmacist who establishes a system 
of records of receipt and disposition of all 
controlled dnugs in sufficient detail to enable an 
accurate reconciliation; and detennines that drug 
records are ln order and that an account of al! 
controlled drugs is maintained and periodically 
reconciled. 

Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include tl1e 
appropriate accessory and cautionary 
instructions, and the expiration datewhen 
applicable. 

In accordance with State and Federal laws, the 
faciiibJ must store all drugs and biologicals in 

> locked compartments under proper temperature 
. controls, and penn it only authorized personnel to 
' have access to the keys. 

The facility must provide separately locked, 
permanently affixed compartments for storage ot 
controlled drugs listed in Schedule II of th& 
Comprehensive Drug Abuse Prevention and · 
Control Act of 1976 and other drugs subject to 
abuse, except when the facility uses single unit 
package drug distribution systems in which the 
quantjty stored is minimal and a missing dose can 
be readi!y detected. 

F 431 I pens were discarded on the day they were 
!discovered unlabeled by the survey team. 
New pens were opened and labeled 

!\starting that 7/18/2013. 
,I 
!I other Residents- All residents have 
'i ability to be affected. All unlabeled insulin 
i pens were discarded on the day they were 
I discovered unlabeled by the survey team. 
li New pens were opened and labeled 
il starting that 7/i 8/2013. 

i' 
'Systemic Changes - Charge Nurse 
meeting on July 24-nurses were 
reminded that any multi-use medication 

; must be dated when opened, and insulin 
pens will now be kept at room temp afier 
opening. Information on length of 
effectiveness after opening of each kind of 

1 insulin will be kept on the container of 
:open pens as a reminder of when each is 
'outdated. The pharmacy are providing 
stickers to be placed on each pen when it 

·is opened specific for labeling the pens 
with date opened and date of expiration, 

Monitor- Starting 8/2/2013 DNS to audit 
insulin pens daily for one month, then 
weekly for 3 months for date opened on 
each. Checking insulin pens for date 
opened has been added to day shift LN 
check list DNS will report to QA 
committee results of checks. 

!s/13/20131 
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CENTERS FOR MEDICI'RE & MEDICAID SERViCES 
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REGULATORY OR LSC iDENTIFYING INFORMATIONJ 

P 43~ Continued From page 6 
Based on observation, staff interview, ar~d record 

review, it was determined the facility failed to 
store unopened insulin properly acd ensure it was 
not expired or outdated. This was true tor 7 of 7 
Insulin Pens and 2 of 2 multidose vials of Insulin 
stored in the medication refrigerator. This failed 
practice created the potential for residents to 
receive expired tnsuiin. Findings include: 

NOTE: Insulin used after the manufacturer's 
specified guide.lines may result in decreased 
strength of the medication and can potentially 
increase residents risk for elevated blood sugars. 
Manufacturer's specifications are different tor 
different insulins, for example: 
'Levemlr Flex Pen, "can be be kept 
unrefrigerated at room 

: temperature ... Unrefrigerated LEVEMIR should be 
discarded 42 days after it is first kept out of the 
refrigerator .. '' 
*Humalog Kwik Pen, "Keep at room temperature 
for up to 28 days. Throw away a used Kwik Pen 
after 28 days, even lfthere is insuHn left. .. " 
*Lantus Solostar Pen, "unopened or opened 
insulin pen at room temperature should be 
discarded after 28 days." 
*Novolin 70/30 multldose vial, "Opened vials 
should be kept at room temperature tor up io 6 
weeks (42 days). Throw away any opened vials 
after 6 weeks (42 days) of use even if there is 
insulin left in the via~.,, 
*Humalog multidose vial, "Keep at room · 
temperature for up to 28 days. Throw away any 
opened vials after 28 days, even if there is insulin 
left ... lt 
On 7118/13 at 9:35am, the medication 
refrigerator was checked for expired medications. 
Findings incjude: 

. " 4 Lantus Solostar Pens without a date opened 
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F 431 Continued From page 7 

or expiration date-; 
- 1 Humalog Kwik Pen without a date opened or 
expiration date, 
- 2 Levemir Flex Pen without a date opened or 
expiration date, 
- i Novolin 70130 multidose vial without a date 
opened or expiration date, 
- 1 H umalog multidose vial without a date opened 
or expiration date. 

On 7118113 at iO:OO a.m., the DNS was informed 
and and interviewed about the above findings. 
She said she was not aware that the insulin pens 
and mulbdose vials did not have the opened or 
expiratlon dates on t1em. The DNS said the open 
insulin pens and vials without open dates would 
be discarded a~d the facility would coordinate 
with the pharmacy for information on storage and 
expiration dates of each insulin in use. 
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C 00~ 16.03.02 INiTIAl COMMENTS 

] The Administrative Rules of the Idaho 
f Department of Health and Welfare, 
i Skilled Nursing and Intermediate Care 
i Facmties are found in IDAPA 16, 
I Title 03, Chapter 2. 
: The following deficiencies were cited during the 
! State licensure survey of your facility. 
' ' 
1 The surveyors conducting the survey were: 
I 

II Karen Marshall, MS, RD, LD 
Rebecca Thomas, BSN, RN 

i Amy Jensen RN 

Team Coordinator 

C 159' 02..100,09 RECORD OF PTiNT/RSDNT 
i PERSONAL VALUABLES 

i 09. Record of Patient's/Resident's 
i Personal Valuables. An inventory and 
i proper accounting shall be kept for 
I all valuables entrusted to the 
i facility for safekeeping. The status 
j of the inventory shall be available to 
i the patienUresident, his conservator, 
i guardian, or representative for review 
! upon request. 
i Thfs Rule is not met as evidenced by: 
i Please refer to F204 as it related to accounting 
i tor a r<>Sident's belongings at discharge. 

c 790
1 

02.2.00,03,b,vi Protection from lnjuryiAccidents 

' ' i vi. Protection from acddent or 
' j InJUry; 
; This Rule is not met as evidenced by: 
; Please refer to F 323 as it relates to accident 
! prevention, 

ID 
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C 798! 02.200,04,a MEDICATION ADMINISTRATION 
! Written Orders 

' [ 04. Medication Administration. 
: Medications shall be provided to 
I patients/residents by licensed nursing 
1 staff in accordance with established 
, written procedures which shall include 
· at least the following: 
, 

' i a. Admin-istered ln acr;::ordance 
! with physician's dentist's or nurse 
i practitioner's written or-ders: 
1 This Rule is not met as evidenced by: 
1 Please refer to F 281 as lt relates to 
l admintstrabon of medication. 
! 
I 

C 821i 02201,01 ,b Removal of Expired Meds 

l 
i b. Reviewing all medications in the 
i facility for expiration dates and 
i shall be responsible for the removal 
1 of discontinued or expired drugs from 
i use as indicated at !east every nlnety 
I (90) days. 
; 

! This Hule is not met as evidenced by: 
I Please refer to F431 as it relates to labeling and 
I storage of medications. 

to 

1 
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TAG 

i 
I c 798 

c 798 
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c 821 

C 882j 02.203,02,a Resident Identification Requirements C 882 

: a. Patleni's/resident's name and 
[ date of admission; prevlous address; 
! home telephone; sex; date of birth; 
! place of bfrth; radal group; manta~ 
\ status; religious preference; usual 

PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOU:...D BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

I 
i 
I 

I 

(X5} 
COMPLETE 

DATE 

I 
!Refer to F281 ls/1312013 1 

Refer to 431 

I 

I 
I 
I 
I 

! 
i 
18113/2013 

! 
I 

Other Residents- All residents discharges i 
!have potential to be affected. All ' 
discharges since survey 7119/2013 have , 
had an appropriate diagnosis upon 
discharge. 

i occupat1on: Social Security number; 
i branch and dates of military service 
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COMPLETE 

DATE 

(if applicable); name, address and 
telephone number of nearest relative 
or responsible person or agency; place 
admitted fwm; attending physician; 
date and time of admission; and date 
and time of discharge. Final diagnosis 
or cause of death (when applicable), 
condition on discharge, and 
disposition, signed by the attending 
physician, shall be part of the 

I 
Systemic changes- the form was 
amended to the addition of "or Cause of 811312013 

medica[ record. 

This Rule is not met as evidenced by: 
Based on record review and staff interview, it was 
determined the tac»ity failed to ensure the 
Discharge Summary contained the cause of 
death or final diagnosis. This affected i of 1 (#1 0) 
dosed records reviewed. Findings included: 

Resident #1 0 was admitted to the facility on 
12!21112 with multiple diagnoses including 
depressive disorder. On 515113 the resident 
discharged from the facility. I 
The resident's 516113 Discharge Summary 
contained a section for Final Diagnoses/Condition I 
Upon Discharge. This section contair.ed the word, 
"deceased." r 

On 7118113 at 9:00a.m., the surveyor informed i 
the DON the resident's Discharge Summary did i 
not contain a final diagnosis or cause of death. l 
The DON reviewed the Discharge Summary and ! 
stated, "We need to put the final diagnosis on the i 

i Discharge Summary." ; 

!Death." and "Final DiagnosisiCondition 
!Upon Discharge". To prompt staff filling 
iout form to add to discharge for all 
!patients. Corrected on 7/2212013 

Monitor- MDS coordinator will monitor 
discharges starting 812/2013 weekly for 4 
weeks than monthly for 2 months. They 
will report to QA committee findings. 
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