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Dear Mr. Caroselli: 

On August 29, 2014, a Recertification and State Licensure survey was conducted at Idaho Elks 
Rehabilitation Hospital & SubAcute Rehabilitation Unit by the Idaho Department of Health and 
Welfare, Division of Licensing and Cetiification, Bureau of Facility Standards to detemline if your 
facility was in compliance with state licensure and federal participation requirements for nursing homes 
participating in the Medicare and/or Medicaid programs. Tlus survey found that your facility was not in 
substantial compliance with Medicare and/or Medicaid program participation requirements. This 
survey found the most serious deficiency to be an isolated deficiency that constitutes no aetna! 
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 licensme 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) and on or before the "Opportunity to Correct" (listed on page 3). Please provide ONLY 
01\'E 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 the 
Plan of Correction. 

After each deficiency has been answered and dated, the administrator should sign both the Form 
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CMS-2567 and State Fmm, Statement of Deficiencies and Plan of Correction in the spaces provided and 
return the originals to this office. 

Your Plan of Correction (PoC) for the deficiencies must be submitted by September 22, 2014. Failure 
to submit an acceptable PoC by September 22, 2014, may result in the imposition of civil monetary 
penalties by October 14, 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 identif)' other residents having the potential to be affected by the same deficient 
practice and what cmrective action( s) will be taken; 

• \\'hat measmes 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 swvey as part of the process to verifY that the facility has cotrected the deficient practice. 
Monitoring must be documented and retained for the follow-up survey. In your Plan of Correction, 
please be sure to include: 

a. Specif)' 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 review. 

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 of the audits; 

• Include dates when corrective action \\~ll be completed in column (X5). 

If the facility has not been given an opportunity to correct, the facility must detetmine 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 detemlining your target date for achieving compliance. 
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• The administrator must sign and date the first page of both the federal survey repmt, 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. 

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 October 3, 2014 (Opportunity 
to Correct). lnfomml dispute resolution of the cited deficiencies will not delay the imposition of the 
enforcement actions recommended (or revised, as appropriate) on October 3, 2014. A change in the 
seriousness of the deficiencies on October 3, 2014, may result in a change in the remedy. 

The remedy, which will be recommended if substantial compliance has not been achieved by October 3, 
2014 includes the following: 

Denial of payment for new admissions effective November 29, 2014. [42 CFR §488.417(a)] 

If you do not achieve substantial compliance within tln·ee (3) months after the last day ofthe survey 
identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must deny 
payments for new admissions. 

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your provider 
agreement be terminated on March 1, 2015, 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, they will 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.\V., Q.M.R.P. 
or David Scott, R.N., Supervisors, Long Term Care, Bureau of Facility Standards, 3232 Elder Street, 
Post Office Box 83720, Boise, Idaho, 83720-0009; phone number: (208) 334-6626; fax number: (208) 
364-1888, 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 "~·itten allegation of compliance and 
presume compliance until substantiated by a revisit or other means. In such a case, neither the CMS 
Regional Office nor the State Medicaid Agency will impose the previously recommended remedy, if 
appropriate. 

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will 
recommend that the remedies previously mentioned in this letter be imposed by the CMS Regional. 
Office or the State Medicaid Agency beginning on August 29, 2014 and continue until substantial 
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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 CPR §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 
\\'Litten request and all required infonnation as directed in Informational Letter #200 1-10. Infonnational 
Letter #200 1-1 0 can also be found on the Internet at: 

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederaiPrograms/NursingFacilities/ 
tabid/434/Default.aspx 

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

• BPS Letters (06/30/11) 

2001-10 Long Term Care Informal Dispute Resolution Process 
2001-10 !DR Request Form 

This request must be received by September 22, 2014. If your request for infotmal dispute resolution is 
received after September 22, 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 comiesies exiended to us during the survey. If you have any questions, connnents 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. 

Sinc~ly~~~~J;tf" 
LORENE KAYSER, L.S.W., Q.M.R.P., Supervisor 
Long Term Care 

LKK/dmj 
Enclosures 
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(X1) PROVIDER/SUPPLIERfCUA 
IDENTIFICATION NUMBER: 

135114 
NAME OF PROViDER OR SUPPLIER 

ID ELKS REHAB HOSP SUBACUTE REHAB UNIT 

(X4) ID 
PREFIX 

TAG 

l 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FUll 

REGULATORY OR LSC IDENTIFYING INFORf..tATION) 

F 000 !INITIAL COMMENTS 
I 
I 

I The following deficiencies were cited during the 
recertification survey of your facility. 

/The survey team started the survey on 8128114 
.

1 

and exited on 8129114. 
The surveyors conducting the survey were: 
Lauren Hoard, RN, Team Coordinator 

I Brad Perry, BSW, LSW 
Judy Atkinson, RN 

I Linda Hukiii-Niel, RN 
F 431 1483.60(b), (d), (e) DRUG RECORDS, 
SS=D LABEUSTORE DRUGS & BIOLOGICALS 

~~ The facility must employ or obtain the services of 
a licensed pharmacist who establishes a system 
of records of receipt and disposition of all 
controlled drugs in sufficient detail to enable an 
accurate reconciliation; and determines that drug 
records are in order and that an account of all 

. 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 the 
appropriate accessory and cautionary 

I instructions, and the expiration date when 
. applicable. 

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

!
locked compartments under proper temperature 
controls, and permit only authorized personnel to 
have access to the keys. 

The facility must provide separately locked, 
permanently affixed compartments for storage of 

., controlled drugs listed in Schedule II of the 

PRINTED: 09/08/2014 
FORM APPROVED 

OMS NO. 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A BUILDING ________ _ 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

600 NORTH ROBBINS ROAD, 83702-4539 

BOISE, 10 83701 

0812912014 

ID ., 
PREFIX 

TAG 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

j {X5) 

I 
COMPlETION 

DATE 

j 

FOOOI I 
I 

GENERALDISCU.IMER I 
Preparation and Execution of this response and j' 

1 Plan of Correction does not constitute an adrnissio 1 

I or agreement by the provider of the tmth of the i 
! facts alleged or conclusion set forth in the I 
f Statement of Deficiencies. The Plan of Correction! 
I is prepared and/or executed solely because it is I 
! required by the provisions of federal and state law., 
j This Plan of Correction shall serve as our credible 

I allegation of compliance. , / ;-:;~:-v·-.! 
F 431 j L::! '•~ Cn !-"'" 

I I 
! ,,),._, 

IF43l T' 
' l) IV solutionscurrenti/ha~~i;lg y~· 9/25/14 

I ~~~~: :/p~~ ~~ol~•~i~~~8{~!,d. 1

1

! 
2) Materials Manager Specialist 

reviewed the Medication Rooms 
on 9/18/14 with no expired supplies 
observed. 

3) Material Manager Specialist /Designee 
will audit N Supplies weekly x 1 month 
q 2 weeks x 1 month, then monthly x 3. ! 

Audits slart date 9/18/14. Audit results l 
will be reported to the Director of 
Pharmacy and discussed at the Sub·acut 
Rehabilitation Facility Quality Assuranc 
Performance Improvement Committee 
monthly x 3 months for further 
monitoring and recommendations, then 
quarterly thereafter. 

4) Date of Compliance 9/25/14. 

AliVE'S SIGNATURE 

Any defici cy state ent ending with an asterisk (1 denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other sa~ uards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
followin he date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days fo owing 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. 

FORl\.4 CMS-2567(02-99) Previous Versions Obsolete Event ID:4TQ0t1 Facility ID: MDS001290 If continuation sheet Page 1 of 2 
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135114 
NMAE OF PROVIDER OR SUPPLIER 

ID ELKS REHAB HOSP SUBACUTE REHAB UNIT 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUll 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 431 Continued From page 1 
Comprehensive Drug Abuse Prevention and I Control Act of 1976 and other drugs subject to 
abuse, except when the facility uses single unit 
package drug distribution systems in which the 

I 
I 
I 

I 

I quantity stored is minimal and a missing dose can 
be readily detected. I 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and staff interview, it was 

determined the facility failed to ensure an expired 
bag of IV (intravenous) fiuid was removed from 
the medication room. This was true for 1 of 2 
medication rooms checked for expired 
medications. This failed practice created the I potential for decreased efficacy for any resident 
who could have received the expired medication. 
Findings included: 

On 8/29/14 at 9:05AM, the surveyor found a 250 
ml (milliliter) bag of 5% Dextrose IV fiuid in the 
Yellow Medication Room. The expiration date on 
the bag was February 1, 2013. 

Present on inspection of the medication rooms, 
were the Pharmacist and Pharmacy Technician. I The Pharmacist stated that Central Supply 
stocked the medication rooms with all the IV 

I fiuids and were responsible for the disposal of 
outdated fluids. The Pharmacy Technician said in 

I reference to the expiration date, "It's really 
outdated." 

On 8/29/14 at 11 :40 AM, the Administrator and 
the DON were informed of the issue. No ! I additional information was provided. ' 

[ 
' 

FORI'.! CMS-2567(02·99) Previous Versions Obsolet& Event JD: 4T0011 

PRINTED: 09/08/2014 
FORM APPROVED 

OMB NO 0938 0391 -
(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

ABUILDING COMPLETED 

B. WlNG 08/29/2014 
STREET ADDRESS, CITY, STATE, ZIP CODE 

600 NORTH ROBBINS ROAD, 83702-4539 

BOISE, ID 83701 

ID I 
PROVIDER'S PLAN OF CORRECTION I (X5) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE I COMPLETION 
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

I DEFICIENCY} ' I 

F 431 I 

I 
I 

I 
I ' I 

I 

I 
I 
I 

I 
' I 
I 
i 

I 

I 

I 
i 
' 

• ' i 
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

ID ELKS REHAB HOSP SUBACUTE REHAB U~ 
600 NORTH ROBBINS ROAD, 83702-4539 
BOISE, ID 83701 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

C ooo! 16.03.02 INITIAL COMMENTS 

The Administrative Rules of the Idaho 
Department of Health and Welfare, 
Skilled Nursing and Intermediate Care 
Facilities are found in IDAPA 16, 

I 
Title 03, Chapter 2. 
The following deficiencies were cited during the 

i State licensure suJVey of your facility. 
I The suiVey team started the suJVey on 8/28/14 
I and exited on 8/29/14. 
i The suiVeyors conducting the suJVey were: 
1 Lauren Hoard, RN, Team Coordinator 

I Brad Perry, BSW, LSW 
, Judy Atkinson, RN 
I Linda Hukiii-Niel, RN 

c 8211 02.201,01 ,b Removal of Expired Meds 

b. Reviewing all medications in the 
facility for expiration dates and 
shall be responsible for the removal 

I of discontinued or expired drugs from 
, use as indicated at least every ninety 

(90) days. 

This Rule is not met as evidenced by: 
Please refer to F431 as related to the removal of 
expired medications. 

ID 
PREFIX 

TAG 

cooo 

C821 

PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

C821 See Plan of Correction for F431 

(X5) 
COMPLETE 

DATE 

9/25/14 


