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October 9, 2014

Malynda Seiler, Administrator
Turtle & Crane

1950 1st Street

Idaho Falls, Idaho 83401

Provider ID: RC-857
Ms. Seiler;

On August 6, 2014, a state licensure/follow-up survey was conducted at Turtle & Crane. As a result of that
survey, deficient practices were found. The deficiencies were cited at the following level(s):

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

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

Your submitted plan of correction and evidence of resolution are being accepted by this office. Please ensure
the corrections you identified are implemented for all residents and situations, and implement a monitoring
system to make certain the deficient practices do not recur.

Thank you for your work to correct these deficiencies. Should you have questions, please contact Gloria
Keathley, LSW, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

GLORIA KEATHLEY, L:\;K_\

Team Leader
Health Facility Surveyor

GK/ 5C

cc! Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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August 20, 2014 CERTIFIED MAIL #: 7007 3020 0001 4050 8524

Malynda Seiler, Administrator
Turtle & Crane

PO Box 2122

Idaho Falls, Tdaho 83403

Ms. Seﬂer:

On August 6, 2014, a state licensure/follow-up survey was conducted by Department staff at Turtle & Crane.
The facility was cited with a core issue deficiency for failing to protect residents from inadequate care.

This core issue deficiency substantially limits the capacity of Turtle & Crane to provide for residents' basic
health and safety needs. The deficiency is described on the enclosed Statement of Deficiencies.

PROVISIONAL LICENSE:
As a result of the survey findings, a provisional license is being issued to the facility effective August 20,

2014. The license will remain in effect through February 16, 2015. Please return the license currently
held by the facility. The following administrative rule for Residential Care or Assisted Living Facilities in
Idaho (IDAPA 106.03.22) gives the Department the authority to issue a provisional license:

935, ENFORCEMENT REMEDY OF PROVISTONAL LICENSE.

A provisional license may be issued when a facility is cited with one (1) or more core issue deficiencies, or
when non-core issues have not been correcled or become repeat deficiencies. The provisional license will
state the conditions the facility must follow to continue fo operate. See Subsections 900.04, 900.05 and
910.02 of these rules.

The conditions 1- 5 of the provisional license are as follows:

CONSULTANT:

1. Alicensed residential care administrator or residential care RN consultant, with at least three years'
experience working as an administrator or RN for a residential care or assisted living facility in Idaho,
shall be obtained and paid for by the facility, and approved by the Department. This consultant must
have an Idaho Residential Care Administrator's license or be properly licensed through the Idaho Board
of Nursing and may not also be employed by the facility or the company that operates the facility. The
purpose of the consultant is to assist the facility in identifying and implementing appropriate corrections
for the deficiencies. Please provide a copy of the enclosed consultant report content requirements to the




consultant. The consultant shall be allowed unlimited access to the facility's administrative, business
and resident records and to the facility staff, residents, their families and representatives. The name of
the consultant with the person’s qualifications shall be submitted to the Department for approval no
later than August 29, 2014,

CONSULTANT REPORTS:

2. A weekly written report must be submitted by the Department-approved consultant to the Department
commencing on September 5, 2014. The reports will address progress on correcting the core deficiency
identified on the Statement of Deficiencies as well as the non-core deficiencies identified on the punch
list. When the consultant and the administrator agree the facility is in full compliance, they will notify
the Department and request a follow-up survey be scheduled.

PLAN OF CORRECTION: ‘
3. After you have studied the enclosed Statement of Deficiencies, please write a Plan of Carrection by

answering each of the following questions for each deficient practice:

¢ What corrective action(s) will be accomplished for those specific residents/personnel/areas found
to have been affected by the deficient practice?
* How will you identify other residents/personnel/areas that may be affected by the same deficient
: practice and what corrective action(s) will be taken?
* What measures will be put into place or what systemic changes will you make io ensure that the
deficient practice does not recur?
+ How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?
+ By what date will the corrective action(s) be completed?

An acceptable, signed and dated Plan of Correction must be submitted to the Division of Licensing and
Certification within ten (10) calendar days of your receipt of the Statement of Deficiencies. You are
encouraged to immediately develop and submit this plan so any adjustments or corrections to the plan
can be completed prior to the deadline.

EVIDENCE OF RESOLUTION:

4. Non-core issue deficiencies were identified on the punch list, a copy of which was reviewed and left
with you during the exit conference. The following administrative rule for Residential Care or Assisted
Living Facilities in Idaho (IDAPA 16.03.22) describes the requirements for submitting evidence that the
non-core issue deficiencies have been resolved:

910. Non-core Issues Deficiency.

01. Evidence of Resolution. Acceptable evidence of resolution as described in Subsection 130.09 of these
rules, must be submitted by the facility to the Licensing and Survey Agency. If acceptable evidence of
resolution is not submitted within sixty (60) days from when the facility was found to be out of compliance, the
Department may impose enforcement actions as described in Subsection 910.02.a through 910.02.c of these

rules,

The eight (8) non-core issue deficiencies must be corrected and evidence (including but not limited to
receipts, pictures, completed forms, records of training) must be submitted to this office by September
5,2014.




CIVIL MONETARY PENALTIES

5. Of'the eight (8) non-core issue deficiencies identificd on the punch list, five (5) were repeat punches.
One (1) of the repeat deficiencies was cited on both of the two (2) previous surveys, 11/4/2010 and
3/21/2014. This repeat deficiency is listed below.

300.01 - Licensed Professional Nurse. A licensed professional nurse (RN) must visit the facility
at least once every ninety (90} days or when there is a change in the resident's condition. The
licensed professional nurse is responsible for delegation of all nursing functions, according to
IDAPA 23.01.01, "Idaho Board of Nursing Rules,” Section 400.

The following administrative rules for Residential Care or Assisted Living Facilities in Idaho give the
Department the authority to impose a monetary penalty for this violation:

IDAPA 925. ENFORCEMENT REMEDY OF CIVIL MONETARY PENALTIES.

01. Civil Monetary Penalfies. Civil monetary penaliies are based upon one (1} or move deficiencies of
noncompliance. Nothing will prevent the Department from imposing this vemedy for deficiencies which
existed prior to survey or complaint investigation through which they are identified. Actual havm to a resident
or residents does not need to be shown. 4 single act, omission or incident will not give vise to impaosition of
mulliple penalties, even though such act, omission or incident may violate more than one (1) rule.

02. Assessment Amount for Civil Monetary Penalty. When civil monetary penaliies are imposed, such
penalties are assessed for each day the facility is or was out of compliance. The amounts below are multiplied
by the total number of occupied licensed beds according io the records of the Depariment ai the time
noncompliance is established. '

b. Repeat deficiency is ten dollars (§10). (Initial deficiency is eight dollars (38).

For the dates of 5/8/2014 through 8/6/2014:

Number of | Times number of| Times Number of ‘
Penalty | Deficiencies | Occupied Beds days of Amount of
non-compliance Penalty
$10.00 1 44 90 $ 39,600

Maximum penalities allowed in any ninety-day period per IDAPA 16.03.22.925.02.c;

# of Occupied Beds in Facility | Initial Deficiency | Repeat Deficiency
3-4 Beds $1,440 $2,880
5-50 Beds $3,200 $6,400
51-100 Beds $5,400 $10,800
101-150 Beds 38,800 $17,600
151 or More Beds $14,600 $29,200

Your facility had 44 occupied beds at the time of the survey. Therefore, your maximum penalty is: $6400.

Send payment of $6,400 by check or money order, made payable to:

Licensing and Certification




Mail your payment to:

Licensing and Certification - RALF
PO Box 83720
Boise, ID 83720-0009

Payment must be received in full within 30 calendar days from the date this notice is received. Interest
accrues on all unpaid penalties at the legal rate of interest for judgments. Failure of a facility to pay the entire
penalty, together with any interest, is cause for revocation of the license.

ADMINISTRATIVE REVIEW
You may contest the provisional license, requirement for a consultant or civil monetary penalty by filing

a written request for administrative review pursuant to IDAPA 16.05.03.300, which states: the request
must be signed by the licensed administrator of the facility, identify the challenged decision, and
state specifically the grounds for your contention that this desicision is erroneous. The request
must be recieved no later than twenty-eight (28) days after this notice was mailed. Any such request
should be addressed to:

Tamara Prisock, Adminisirator
Division of Licensing and Certification - DHW
3232 Flder Street
P.O. Box 83720
Boise, ID 83720-0036

Upon receipt of a written request that meets the requirements specified in IDAPA 16.05.03.300, an
administrative review conference will be scheduled and conducted. The purpose of the conference is to
clarify and attempt to resolve the issues. A written review decision will be sent to you within thirty (30)
days of the date of the conclusion of the administrative review conference.

If the facility fails to {ile a request for administrative review within the time period, this decision shall
become final.

INFORMAL DISPUTE RESOLUTION

Pursuant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue deficiency
through an informal dispute resolution process. If you disagree with the survey report findings, you may
make a written request to the Supervisor of the Residential Assisted Living Facility Program for an IDR
meeting. The request for the meeting must be in writing and must be made within ten (10) business days of
receipt of the Statement of Deficiencies. The facility's request must include sufficient information for
Licensing and Certification to determine the basis for the provider's appeal, including reference to the
specific deficiency to be reconsidered and the basis for the reconsideration request. If your request for
mformal dispute resolution is received more than ten (10) days after you receive the Statement of
Deficiencies, your request will not be granted. Your IDR request must be made in accordance with the
Informal Dispute Resolution Process. The IDR request form and the process for submitting a complete
request can be found at www.assistedliving.dhw.idaho.gov under the heading of Forms and Information.

FOLLOW-UP SURVEY
An on-site, follow-up survey will be scheduled after the administrator and consultant submit a letter stating

that all deficiencies have been corrected and systems are in place to assure the deficient practices remain
corrected. If at the follow-up survey, the core issue deficiency still exists, a new core issue deficiency is
identified, non-core deficiencies have not been corrected, or the facility has failed to abide by the conditions




of the provisional license, the Department will take further enforcement action against the license held by
Turtle & Crane. Those enforcement actions will include one or more of the following:

Revocation of the Facility License
Summary Suspension of the Facility License
Imposition of Temporary Management
Limit or Ban on Admissions

Additional Civil Monetary Penalties

Division of Licensing and Certification staff is available to assist you in determining appropriate corrections
and avoiding further enforcement actions. Please contact our office at (208) 364-1962 if we may be of
assistance, or if you have any questions,
Sincerely,
/ -
JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program
IS/sc

Enclosure

ce: Medicaid Notification Group
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1'0n 5122114, a caregiver documenited the abscess
oft Resadent#“t s fase was “dr’ammg" and a home
Bureau of Facinty Standards : ;
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cel%uhiis and abécess with hoséiée

Gn 5f25!'14 a caregwer documemed she caiied

an _'leVaie it. Th' N0 documentahon why
Resident #1:hada bandage 6n her right wrist,

On 5126/14,-3 caregiver dooumented n the
pfogress'notes Restdent #1 's son removed the

;admxmstrator repened to-herthe packmg on
‘Resident #1's wound was “hariging out" it
.donumented that hosplce had not arnved and =t_hgz

the facl ity nufse h d Assas:
thie:son puiled it the paekmg

: reporied “There
facllity nurse. the T {
‘assessed orthat the vomiting had been
dddiessed.

On6/3114,a progress note by the facrlsty LPN
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idf’ mented hospace was halng re .02<ed by the -

SEE‘VIC9§:

A home healtt ) ptodress fiolte, dated 6/18/14
documented the. font had “hehavioral
ghanges” ant Yethargle, not eating and had-
| abdomirial pain." The nurse: dacumented hie

| the reading was high. Theré\é'v
i do ;mentahon in Ressdent#1 SNEAR thiat bload

! biood pressure
momtoring g

home: hea!t?: agehcy

zand ;eported to the facahty RN

| on 8/6!’[4 at-9:40 AWM, the fa_glhty'RN stat_ed she

Resrdent #3s “IV he RN
| also stated she was he taln hoie health
had req%sted n!ghtly blgad pressureschecks one
! hour after giving the Tesident’ Ibuprofen,

ly and Resident #1 was starting homs health

z‘dmated the care watﬁ the.

Roos
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ocunishtation in'the record the:

health:agency.

On‘ 8!11114 a fax. of Resxdent #1's biood o

":tﬁé reszdent rectived ib,p_ fen eat

There was no docuriientafion:the facility nursis
coordmated witht the: hosp;ce or home heaith

Résldeni’s #1and 5, Thls Was a repeat- cére,

| deficiancy,

i, ME;DIQAT?;QNS

4 According to her record, R
gdiriitted to the facility-ori 8/5)
of dementla

o} W{th a leQﬁOSiS

An NSA, dated 11/1113, docurmented Resident
#3 requ;red staff assistance with medicdtions:

A "Physiclans Qu rtert f Médication Review
Repart ¥ aighed 4

0.5 mg of halopefidol, 1/2- tabiet by magth at
baltime. This walild en;uai 0,25 mg per dose.

_ , care of the 1V site and the '_
'need for blood pres_surc-:s checks with the home. |

5 By the facmty nurse on
] '7/?‘!14 documented the resi
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is: t chionic psychosis, A
*Black Box: Waming for elderly patients
douumented itwas: Q_ an, approved treatment of

holrapic medication review, dated 212114,
j _wed halaperidiol 0.5

On 8/5/14 at 11:00 AM, Resident #3" 5
madications were observed i the. medication
eait, The Haldperidol bubble pack-was iabeled
0.6 mg, take one tablet datly The pills observ

i had not’ been cutinto 172 tabiets as ordered.

On 8/6/14 at 11i25 AM, the facihty nurse

Hthe clirrent: GIN
tab%et or 0,25 mg each: day;

Resldent#3 teceived dauble the prescribe dosé-
| of Haloperidol for 29 days. ‘

sident #5's record dosiin
to'the fadility.on /7

ented she was
with diagnoses
tagekidney

| A physician's order, dated 5/12/4, documented

that Resident #5 was 10 recelve Humalog sfiding

stale ihsulinbased on the testilts of her BG

fevels.
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A phiysician's quarterly medit
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| tiries daily; The K

to check and.

uctse leyel four
Gumerited staff

iits of sliding seale msulm the

record Résident #5'5 bloo

were to résord.t
fesident injected.

i @n 6/7, 6718 and 6/26, the resident. received
i sesof insulin,

: id not decument the BG Jevels
and/or {he amount of insulin: given.

The July 2014 MARs documeiited the following:

R On 7]2 and 7!9 the resident feceived incorréct

lid tigt daotment the BG jevels
of instilin given.

The August 2014 MARs, from 8/1 until 8/4/14,
doatimented the foilowmg

* 10 e staff did not decument the B levels
andlor 'ihe amourit of ngilin givén,

W the sltdmg scate msuhn with the Tesndent R0

f'énsure shednjected fhe corfect ihgulin dosage.
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The June 2014 MARs docurmented the following: -
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NON-CORE ISSUE

were going to be protected during the investigation.

The facility's abuse Eo[icy did not direct staff to notify Adult Protection immediately, nor did it describe how the residents

2 225.01  |The facility did not evaiuate behaviors for Resident #2 and #3. (Previously cited 3@ 4)

3 225.082 |The facility did not develop interventions for Resident #2 and #3. (Previously cited 3/21/14)

4 300.01 |The facility nurse did not assess residents’ changes in conditions {o include: Resident #2's left hip fracture, Resident #8's
wound status and Resident #5's nausea and vomiting. (Previously cited 11/4/10 and 3/21/14)

5 305.08 [The facility did not provide education fo facility staff regarding residents heaith care needs: such as Resident #1's IV site and
facial celiulitis and abscess, Resident #5's dialysis and potential problems with the access site. ‘

6 305.04 |The facility nurse did not make recommendations to prevent further break down for Resident #8's wounds. {Previcusly cited |
321414

7 32001 INSAs d?d not clearly describe residents’ needs. Such as Resident #5 receiving dialysis treatment, Resident #2's transfer
needs and Resident #8's mobility needs. (Previously cited 3/21/14)

8 335.03 |The facility did not have soap and paper towels in rooms where residents required personal care.
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