IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER - Govemnor DEBRA RANSOM, R.N.,R.H.LT., Chief
RICHARD M. ARMSTRONG - Direcior BUREAU OF FAGILITY STANDARDS
3232 Eider Street

P.O. Box 83720

Boise, ID 83720-0008
PHONE 208-334-6626
FAX 208-354-1888

October 29, 2013

Chris Roth

St Luke's Regional Medical Center
PO Box 2577

Boise, ID 83701-2577

RE: St Luke's Regional Medical Center, Provider #130006

Dear Mr. Roth:

This is to advise you of the findings of the complaint investigation, which was concluded at your
facility on October 21, 2013.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies. The hospital is under no obligation to provide a plan of correction for Medicare
deficiencies. If you do choose to subinit a plan of correction, provide it in the spaces provided on

the right side of each sheet.

Also enclosed is a similar form listing State licensure deficiencies. In the spaces provided on the
right side of cach sheet, please provide a Plan of Correction.

An acceptable plan of correction (PoC) contains the following elements:

» Action that will be taken to correct each specific deficiency cited;

¢ Description of how the actions will improve the processes that led to the deficiency cited;

o The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

* A completion date for correction of each deficiency cited must be included;

¢ Moniforing and tracking procedures to ensure the PoC is effective in bringing the
Hospital into compliance, and that the Hospital remains in compliance with the regulatory
requirements; :

¢ The plan must include the title of the person responsible for implementing the acceptable
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plan of correction; and
¢ The administrator’s signature and the date signed on page 1 of the Form CMS-2567.

Please sign and date both of the forms and return them to our office by November 10, 2013.
Keep a copy for your records. For your information, the Statement of Deficiencies is disclosable
to the public under the disclosure of survey information provisions.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
wirite or call this office at (208) 334-6626.

Sincerely,

SUSAN COSTA SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SC/pt

Enclosures
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November 12, 2013
Sent via facsimile to (208) 364-1888

Bylvia Creswell

Idaho Department of Health and Welfare
Bureau of Facility Standards

3232 Elder Btreet

PO Box 83720

Boise, 1D 83720

Re:  CMS Certification Number: 13-7028

Dear Ms. Creswall:

This ietter is in follow-up to your coreepondence and Statement of Deficiencies dated
Qctober 28, 2013, advising us of your findings relative to the Complaint Survey
completed at 8t. Luke’s Treasure Valley, Boise Medical Center.

Enclosed iz the Plan of Correction describing process improvement plans and
integration of monitoring activities within our Quality and Peformance Improvement
framework.

Thank you for the opportunily to respond to the findings. If you have any questions or
concems, please feel free fo contact me at (208) 381-8288,

Sincerely,

le
Danika A, Severg, RN, HACP
Director, Accrediiation and Patient Relations

Enclosures

Chriz Roth

CEOQ, Treasura Vallay Region

180 Fant Bannock Street

Bolss, ldaho 83712

P (20B) 381-2222 stlukesontine.org
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\ ' PRINTED: 10/26/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDRICAID SERVICES OME NO. 0838-038
STATEMENT OF DEFIGIENGIES 1) PROVIDERZSUPPLIERIGLIA X2y MULTIPLE CORSTRUCTION (13} DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: A BUILOING COMPLEYED

c
130008 B. WING 10/24/2013
NAME OF FROVIDER OR SUPPLIER ETREET ADDRESS, QITY, STATE, ZIP GQDE
. 180 EAST BANNOCK STREEY
8T LUKE'S REGIONAL MEDICAL CENTER BOISE, ID 83742
o4 I SUMMARY ETATEMENT OF DEFICIENGIES : D ! PROVIDER'S PLAN OF CORRESTION P sy
FREFIX ! (EALH RERICIENCY MUBT BE PREGEDED BY FULL ' PREFIE | {EACH CORRECTIVE ACTION SROULD BE | COMPLETION
e ! REGULATORY OR L&C IDENTIFYING INFORMATION) CTAG ¢ CROSS-REFERENCED TO THE APPROPRIATE ! DATE
i i DEFIGIENCY)
A 000 | INITIAL COMMENTS L A0DD

! A complaint investigation survey was complated :
! at your hoepital from 10/15/13 through 10/21/13, - i
1 The Condition of Participation for Patient Righte,
i Nursing Services, Pharmacy Services, and
, Dietary Services ware reviewed, Survayars
| condusting the investigation were:

J

8usan Costa, RN, HFS, Team Lead |
! Gary Guiles, RN, HFS i

¢ Acronyms used in this report include:

CVA- carebral vascular acaident
hrs = hours g :
ICMP - Interdisciplinary Care Management Plan, |
; the hospital's plan of care

I mg ~ milligram
mi - trillifiter
g ~ every i
- Tag A 131 - 482,13 (b)(2) Patient
pm - 3s heeried Righie: Informed Cohsent

SL.P - epeech and language pathologist
ENF - Skilled Nursing Facifity
Regpongible Parties:

The following deficlencies were cited. Cynthia Gearhard, jntetim CNO,

A 131 482.13(b)(2) PATIENT RIGHTS: INFORMED A 131{Dawn Lombardo, Senior Director Heart,

: CONSENT Liz Jorgensen, Direstar of Nursing ,

i :Maryiynn Hippe, Clinical Nurse Specialist.
! The patient or his or her representative (as :
i gllowed under State law) has the right to make
! informed decisions regarding his of her care,

[

'Process improvemaents: Streamline

 The patients rights include being Informed of his | :communication and documentation to
: or her heatih status, being invelved in care ] finclude patient's verbal consent for
i planning and treatment, and being able to requesti freatment with medications that may be

' or refuse treatment. This right must not be

construed a5 a mechanism fo demand the
. proviston of treatment or services desned
T T

ilisted as allergy/intolarances.

i
'
H v
i ¥

SR

H

RABURPPLIER REFRESENTATIVR'E SIGNATURE TILE {X5) DATE

LEO Y

Wmeat ending with an asterisk {7) denotes 3 deficiengy which the Institutlon may be excused from eomecting providing # is delermined that

other sajpabanis provide sufflcient protectian to the pstients. (e indrurtions.) Except for nursing homes, tha findings stated above are disciosable 53 days
Tollowing tha dete of supvey whether or not a plan of correction is pravided. For numing homes, the atwwve Thdings and plang of correction are disciasable 14
dgys follawing the date these dosuments gre made availabie io the facility, If deficiancias are chied, an approved pian of corection 1s requisite 1o cantinued
prograrn participation,

FORM CMS-2587(02-98) Pravious Versions Obeolple Evant 10 B7YC 4 Facilify IDv |IDILBZ If confinuation shest Pege 1 of 10
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PRINTED: 40/252013

FORM APPROVED
CENTERS FOR MEDICARE & MED! ERVICES OMB NO, 0823-039
STATEMENT OF DEFICIENGIES (K1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORREETION IDENTIRICATION NUMBER: A SULDING COMPLETED
¢
130008 E, WING 1072112013
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP GODE
. 180 EAST BANNOGK STREET
&7 LUKE'S REGIONAL MEDICAL CENTER BOISE, ID #3742
: SUMMARTY STATEMENT OF DEFICIENCIES N PROVIDER'S PLAN OF CORRECTION )
&‘2,!& . {FACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFI {EACH CORREGTVEACTIOR SHOULD BE | SOMFLETION
TAG ; REGULATORY OR L8C IBENTIFYING INFORMATION) TAG ¢ nﬁns&nesanegggglgg c'}l'\i;l)E APFROPRITE ~ DATE
| | ; }
| ; ; !
A 131: Gontinued From page 1 ;. Afet
i rnec!tc:a!ly unnzcessary of inappropriata, {
_ ; : Action Plan implementation /
| This STANDARD 18 not mat as evidenoad by: Training & Education
. Based on staff Interview and roview of medical i
I records and hospital policles, it was determined | i
i the hospital falled to ansura 3 of 8 patients (#12, : . !
#14 and #17), whose racords were raviewead for 1 l:Jr.vdate policy t°, rsﬂeF:t the :':Imlman ’ 1/6/2014
: allergies, were involved in planning their care and ;havmg‘a convera?aﬂan with patient ‘ :
l Faid fe apportunity o refuse treatment. Thi :regarding adminietration of & medication
| interfered with patients’ ability to make informed that has been fisted as an allergy. i
‘ de...:smna Findings includs: ;
| 1. Patient #14's medical record documented & 53 ' l
| year okl female who was hospitalized from 2. Add to EMR a docutmentation ’
; 4/03/13 to 4/05/13 for abdominal surgery, Her screan that will provide for standardized 11812014
: "HISTORY AND PHYSICAL," dated 3/21/13, conversation of necessary information in
i stated "ALLERGIES: VIGODtN CAUSING regards to allergy/iniolerance and
NAUSEAAND PRURITUS." Vicodin containg treatment with sald medication.
hydrocodone and agataminephen, Untimed
orders dated 4/04/13, exlled for Patient #14 to
recaive "Lortab efixir (Hydrooodone 7.5 i
gnwialaﬁ‘tfsmlnmpgfnnﬁﬂﬂ mg per 15 ml) give 10-15 | 3, Educate staff on the pollcy and 11/812014
a Am o ; required information prior fo |
| Patiant #14's medical racord documented she | ;edministering a medicatlon that is
received the Lortab on 4/04/13 at 2:49 PMand {listed as an allergy, the first time.
11:20 PM. She also recaived Lorab al 6:37 AM |
on 4/06/13. An arder, dated 4/05/13 at 7:20 AM, | . .
cafled for Pationt #14 to recaive Benadryl 60 mg‘ 4, Ptharmac.lst to use the intervention i
:"now." The progress note by the PAthatwas ,footin the Siemeng pharmacy /612014
written with the order stated "Benadry! for likely | {Information system to decument i
allergic [reaction] to Hydrocodone.” ! i pharmacist-patiant or pharmacist- {
i ! I elinicizn conversations prior to '
. i No documentation was present in the madical ; *approving prescriptions for :
| record that Patient #14 was informed of the order | | medications which the patient has
far Lortab and told it was the same medication f l reported ae a known allergy/
; she hed reported she was allergic to. No i mtg]grgnce
documentabon was present in the medical recard |
 that Patient #14 was afforded the opportunity to | i :
FORM CMS-36587{02.09) Previous Versions Obeoiete Event ID; BTYC 1 Faciitly 10 11LGZ I continuntion sheet Papge 2 of 10
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PM. She confirmed Patient #14 reosived ;
medication that was listed as an allergen, She |
confirmed there was no documentation stating |
Patient #14 was Informed about the medination
i and given an apportunity fo refuse it i

; Patient #14 was not informad medication had

been ordered that sha helieved she was allergic i

te. i
]

2. Patient #12's medical record documented a 68 |
year old male who was haspitsiized fram 5/05/13 |
to 5/20/13 for sepsis. Hig "HISTORY AND i
PHYSICAL," dated 5/05/13, statad he was allergic;
to Morphine. l

The form "St. Lukes Admigsion and Discharge
Medication Reconslliation Qrders,” dated 5/05/13
at 3:20 PM, stated Patient #12 was allergic to
Morphine which caused "Menial Changes." The
: farm "ADULT CRITICAL CARE INTENBIVIST
; PATIENT ADMIT ORDERS," dated 6/06/13 at
* 4:20 AM, stated ha was allergic to Morphine, An
- order, dated 5/08/13 at 9:60 AM, stated Patient
#12 wae to recaive Morphine iV every 4 hours as |
needed for pain. Patient #12's madical record
dogumented he received the Morphine on 5/06/13
at 10:45 AM. An order dated 5/068/13 at 11:40 AM
discontinued the Morphine,

No documentation was present in the medical
record that Patient #12 was informed of the order |
for Marphing and told it was & medication he had !

: reported he was aflergic to. No documantation

; was pregent in the medical record thet Patient

- { STATEMENT OF DEFICIENCIES [%1) PROVIDER/BUPPLIER/CLIA (%2 MULTIBLE CONBTRUCTION {X2) DATE SURVEY
AND PLAN (OF CORRECTION IGERTIFICATESN NUMBER: A BUILOING COMPLETED
c
150008 B. WING 1202013
NAME OF FROVIDER OR SURFLIER STREET ADDRESS, GITY, STATE, ZIP GODE
1/6/2014 190 EAST BANNOCK STREET
]
8T LUKE'S REGIDNAL MEDICAL CENTER BOISE, ID 83712
KD . SUMMARY STATEMENT OF DEFICIENCIES \ o PROVINER'S PLAN OF GORRECTION L
PREFIX | {EACH DEFICIENCY MUST BE PREGEDED BY FULL i PREFIX (BAGH CORREGTIVE AGTION SHOULD BE " COMPLETION
TAG ¢  REGULATORY OR LSC JDENTIFYING INFORMATION) . TAG ¢  CROSE-REFERENCED TO THEARPROPRWTE |  DAIE
; DEFIGIENGY) i
{ { !
A 131! Continued From page 2 D A3
! rer icati { . :
" fuse the meadication, ? i QAP Integration: :
The Department Director for the telemetry unit | _ . ;
| was Interviewad on 10/21/13 beginning at 2:158 il Build report from Siemens to . 15612014

i identify patients wha recelved
: medications that were on the patient's i

1
|

i2, Monthly audit x 4 of identifisd pahem
frecords for documentation of education

,and cansent,
3. Rasults to be raparted to
Patient Safety Committes.

s e o

tknown allsngy/intelerance ligt. !

1/8/2014

Quslity and 11812014

FORM ONG-2587(02-88) Privitus Vereinns Obzolete Evant ID:ETYCN

Faitity 1D: 1D{LGZ

if confinuation sheat Paga 3 of 10
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DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM AFPROVED
CENTERE FOR MEDICARE & MEDICAID SERVICES OMB RO, 00350301
SYATEMENT OF DEFICIENCES (X1} PROVIDER/EUPPLIERICLIA 43) MULTIRLE CONSTRUCTION (x5} DATE SURVEY
AHD FLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILOING COMPLETED
G
130008 B. WING 10/21/2013
MAME OF FROVIDER OR SUPBLIER STREETADDRERS, CITY, 8TATE, ZIP SODE
. 180 EAST BANNOGK STREET
ST LUKE'S REGIONAL MEDICAL CENTER BOISE, IO §3742
EHL SUMMARY STATEMENT OF DEFIGIENCIES . o PROVIDER'S FLAN OF CORRECTION : {51
PREFIY, {EACH DEFICIENGY MUST RE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BF ! COMBLETION
TAZ REGLATORY OR LEGC IDENTIFYING INFORMATION) TAG . GRDSB-REEFERE&E;E&%Q%E APPROPRIATE DATE

1
i

A3t i Continued From page 3 A 131!
#12 was afforded the oppartunity to refuse : : i
; madication, ; % '

was interviewad on 10/18/13 beginning &t 8:05
AM, She stated the hospital had 2 system for
pharmacists to evsluate reported allergies to ;
determine whether they were true alisrgles prior :

; 10 admilniatration of the medication. She stated
! Patient #12 did not have a true allergy to

! Morphine,

i
|
The Medication Safely Coordinator, & pharmacist, |
1
!

The Depariment Director for the telemetry unit ;
. was Interviewed on 10/21/13 baginning at 2115 . :
{ PM. She confirmed Patient #12 received :'
! medication that was listsd as an allergen, She
confinned there was no decumentation stating

Patignt #12 was informed about the medication
and glven an oppertuntly o refuse it,

Patient #12 was not informed medication had
bean ordered that he believed he was allergic to.

i 3. Patient #17's medical record documented an
} 80 ysar old female who was hospitalized from

§ 5M13/13 to 52313 for leg ulcers, Her "HISTORY . :
; AND PHYSICAL," datad 5/13/13, stated she was ! !
; allergic fo Morphine which caused gastrointestinal 1
disturbances. !

: An order dated 5/18/13 af 6:00 PM called for ’
: Patlent #17 to recelve oral Morphine every 12 !
hours, No documentation was prasent that the | :
medication was administered to Patient #17. The ! i
Morphine order was discontinued on 5/16/13 at |
11:46 AM, A physician progress note, written at |
i the same time, stated "Treating {Patzent #17's)
i pain adaquately with epioids will {mcrease} har
i risk of falls, constipation, and anorexia.”

FORM Ch5.2557(02-99) Previous Versions Obsclels Event DBy YC4 Fatilty 10:1DILG2 If cortinuation sheet Page 4 of 10
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STATEMENT
AND PLAR O

CF DEFICIENCIES (K1) PROVIDER/BUFRPLIERICLIA
F QORRECTION IDENTIEICATION RUMBEfR:

130006

{%2) MULTIPLE CONSTRUCTION

A BURDING

B WING

{3} DATE GURVEY
COMFLETED

c
10/21/2013

NAME OF pROVIDER OR SUPPLIER
BT LUKE

3 REGIONAL MEDICAL GENTER

STREET AUDRESS, CITY, BTATE, ZIP CDOE
180 EAST BANNOCK 8TREET

BOISE, |D 82712

(xayio |
PREFIX !
TaG |

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY HUST RE PRECEDED BY FULL
REGULATORY OR L0 IDENTIFYING INFORMATION)

i0
PREFIX
TAG

DEFIGIENGY}

PROVIDER'S FLAN OF CORRECTION T o)
(EACH CORRECTIVEACTION SHOULDBE | COMALETION
CROZSREFERENCED TO THE APPROPRIATE DATE

1

A131f

J

!
|

;5 to a rehabifitation facility on 5/23/13, A
DISCHARGE PRESCRIPTION" farm, dated

: twice for Patient #17. She confirmed fhere was

! Patient #17 was not informed a medication had
; baan ordered that she befieved she was allergic
i to. )

Gentinued From page 4

An addengum fo the "DISCHARGE SUMMARY,"
dated 5/24/13, giated Patient #17 was discharged

5/21113 at 2145 PM, slated Patient #17 was fo
receive oral Morphine 2 timee a day for pain after
she was digcharged. No explansation was
tocumented why the medication was orderag.
No decumentation was pressnt in the medical
record that Patlent #17 was informed of the order
for Morphing prier to discharge and given the
opporiunity to refuse the medication and request
that another be orderad.

Patient #17 was readmitied fo the hospital from
5/28/13 to 6/06/13, after a fall. Her hisiory and
physical, dated 5/23/13 agaln listed she was
allergic to Morphine which It stated caused
nausea and vomiting. Morphine was ordered 2
times & day on admission on 5/28/13 2t 10:16
AM. The medical record stated she recejved the
Morphing on 5/26/13, 8/29/13, and B/30/13,

The Department Director for the telemetry unit
was interviewed on 10/21/13 beginning at 2:15
PM. She confirmed the Marphine was ordered

n¢a documentation stating Patient #17 was
informed about the medication and given an
opportunity {o refuse it

+4, The policy "Allergy, intolerance, and Side ‘
Effect Aszesament,” revised 10!01/13 ouiiined a
| procedure to determing whether reported

A134!

]
i
i

FORM CMS-2657(02-99) Pravioud Vierelons Obso'ele Bvant \D:BYYGH

Faoilty 10: IDILGZ

If confinugtion sheat Paga 5 of 10
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PEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS POR MEDICARE & MED|CAIL SERVICES OMB NG, 0B38.0381
BTATEMENT OF DEFIGIENCIES {X1) PROVIDER/BURPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
130008 B. WING 10/24/2913
NAME OF FROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2IF QODE
180 EAST BANNQCK STREET
5T LUKE'S REGIONAL MEDICAL CENTER BOISE, ID 83712
T o SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION x5
PREFIX (FACH DRFICIENGY MUST BE PRECEDRD RYFULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TG GROSS-REFERENCED TO THE ARPPROPRIATE PATE
DEFICIENCY)
A 131 Continued From page & A 1314

- allergies ware irue allergies or side effects, The
' | policy stated ™f the patient identifies that they

! ! have an allergy, sensitivity or intolarancs, the

' gliniciah is responsible for acknuwledgmg the

; patient's concern, seek clarification and
detarmine if true allergy, provide sducation and
determine if an alternative 1s required.”

The Clinisal Nurse Specialiaf for the
Medical/Surgical units and the Director of
Accredilation and Patient Relations ware '
interviewed together on 10/24/13 beginning at
8;55 AM, They stated the term clinician was
broadly defined at the hospital, They confirmed
the polioy did not specify which staff shauld
inform the patient that a medication was being
ordersd for which the patient had reported a prior
problem ko aliow the patient to refuse the
medication and discuss alternatives.

The policy did not promots informing patients
about treatment options for medications to which
they had known reactions,

A 3096 | 482.23(b)(4) NURSING CARE PLAN ,  Ades
The hospital must ensure that the nursing staff Tag A 306 - 482.23 (b)(4)
develops, and keaps current, 2 nureing care plan Nursing Cars Plan

for each patient, The nurging cara plan may be
part of an interdisciplinary care pian

Thiz STANDARD i8 not met as evidenced by: Responsibie Parties:

Based on review of facility policies, medical i Cynthia Gearhard, interim CNG, Dawn
record review and staff interview, it was Lombardao, &, Diractor Heart,

determined the hospital fajizd 1o ensure 8 plan of Liz Jorgenzan, Director of Nursing ,

care was developad and updated for 1 of 10 Marylynn Hippe, Clinleal Nurse Spedialist.

patients {#5) whosae racords wera reviewad. This
resUited in a Jack of diraction to intardisciplinary
staif in the delivery of care to the patient and had J

. A
FORM CMS-2667(02.08) Previous Versions Obsolela Event iDBPYGT Faollty 10: ID1LGZ if continuation sheet Fage 6 of 10
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DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES {4} PROVIDERISUPFLIER/CLIA %2} MULTIPLE CONSTRUCTION (X%) DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICATION NUMBER: A BUILDING COMPLETED
C
130006 B, WING 10i21/201%
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
180 EAST BANNOCK STREET
8T LUKE'S REGIONAL MEDICAL CENTER ROISE, |D 85712
X4 ! SUNMARY STATEMENT OF DEFICIENCIES Coom FROVIDER'S FLAN OF GORRECTION P
PREFIX, . {EACH DEFIGIENCY MUST BE PRECEDED BY FULL . PREFIX ¢ {EACH CORRECTVE ACTION SHOULDBE | COMPLENN
Taa | REGULATORY OR L8C IDENTIFYING INFORMATION) PoTAe cnoss-naaasggﬁglg :%E APPROPRIATE | DATE
i ]
A 396 : Oontinued‘ Fron:; page & . _ ‘ AJB| pacnas Improvements: 1
i patient care. Findings include: f | teposttioning, pain management, and
- , i i is clear] i
5 Patient #5 was a 91 year old famale with ; '! :;':i:i:?:a?ezhorﬁﬁféare piaslfl and :
i dementia admitted to the hospital on 2/24/13, ! documentation of intervenfions
; ! after a f2ll at the assistad Iiving faciiity she | thtaLhout the patient st
i resided in. She was noted fo have right sided faligha pauent siay. :
t | weakness, facial droap and slurred apeech, in |
; addition to bruising and pain in her right arm. ;
She was admitted with diagnoses of GVA and
fracture of the right arm. Patient #5 was piaced ! .
on "Comfort Care® stafue on 3/01/13, and Action Plan implementation /
dgischarged to 8 Skiiled Nursing Facility with Training & Education
Hospice on 3/06/13. Patient #5's plan of care :
3 foliows: nursing assistants;
1. Afarm in Pafient #5's medical record titled, a Developmeant ahd dacumantation
"Interdisciplinary Care Management Plan," of individualized patignt plan of
(ICMP) dated 2/24/13 to 3/01/13, Included | eare
interventionas of ine and elevation for her right arm i i )
fracture. The record did not confain ! b Expectations of treatments and
documentation ice had been utiiized as an documentation of spsuific patient
intervention., The ICMP dated 3/02/13 to 3/08/13, populations and their neede
did not inciude lce or elevation for the fracture,
During an interview on 10/21/13 beginning at 2:10 } p . 4J6/2014
PM, Nurse B reviewed Patient #5's medical | Vol Ayt of 10 randamly
record and confirmed nursing staff had not i selacted patients x 4 months per
updated and maintzined the IGMP to inciude | inpatient unit to verify a Individualized
« non-medication interventions such a5 jee for pain : ! Care Plan was developed and
| nanagement, ! op
! g . updated to refisct patient needs,
2, Patient #5's ICMP wag not Individuglized o | ‘ ]
tinelude frequency of pesition changes, as well as, | i i
! her hyglene, mobility and activity level s i Audit results reported to Quaiity
. requirementa. The nursing documentstion of i and Patient Safety Commiitee
posmon changes in Patiant #5's medica) racord | { monthly
| were inconsistent as follows: ! { :
FORM CMS-ESS?(BE-BB) Previols Vetsions Obssisls Evant ID:B7YCH1 Facillly 10: ID1LGZ If conlinuation shest Page 7 of 10
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DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APPROVED
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130006 B WING 10/21/2013
NAME OF PROVIDER OR, SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
. & L MEDICAL CENT ' 18D BAST SANNOCK STREET
T LUKE'S REGIONAL MEDICAL CENTER BOISE, ID 83742
*&y0 | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION Cen
PREFIX | (BACH DEFICIENCY MUST RE PRECEDED BY FULL PREE, | (EACH CORRECTIVEACTION SHOULD BE  GOMPLETION
TAG .  REGULATORY OR L&C IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THEAPPROPRIATE | DATE
g : DERDIENGY) :
A 396 i Continued From page 7 A 3061

2/24/13 {night shift) - furned 1 time in 12 hours
t 226713 (night ehiRt} - turned 1 fime in 12 hours
i 2/26/13 (night shift) - turned 4 timee In 12 hours )
2/28/13 {night shift) - turnead 2 imas in 12 hours |
£ 3101713 {night shift) - tumsd 4 timas in 12 hours  ;
3!02!13 (day shift} - turned 4 times in 12 hours

.  3/02/13 {night shiff) - turned 1 time In 12 hours

, , /04713 (day shift) - tumed 4 fimes in 12 hours
3/04.'13 {night hiff) - turned 3 times in 12 hours !

1 During an intarview on 10/21/13 beginning at 1:45
PM, Nurse A, who had been assigned to care for |
Patient #5 on 3/05/13, reviewed the madical
racord, 8he confirmed the ICMP did not include !
i frequency of position changes or mobility needs
| specific to Patient #5's nesds. She stated the
standard of care on her nursing unif wase to
enswre patients who had mobllity deficits ware
repogitioned every 2 hours around the clock. She!
stated a patlent or family mermber may refuse |
repositioning, but wsually that would be
doeumented, Nurse Asiated when a patient was
placed on "Comfort Care," many patient care
activities such as vital signs, monitering bloed
 sugars and jabs would be discontinued. She
! stated the goal would be o keep the patient
. comfartable and the family would usually decide
! what and when patient care activiies would be |
; done, which included raposhioning, She stated if |
s the fam:ly member was not present, she would
: decide if the patient needed to be repositioned, |
 but it was rot on the every 2 hour schedule as the
' routme for the ofher patients, ;
3. Patignt #5 had a SLP evaluation on the day of ?
" her admission, with addltional assessments and
- dietary madifications on 2/25/13, 2/26/13, and
 2/27/43 85 noted: i

¥
i
1
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c
130006 B. WING 10/2172013
NAKME OF PROVIDER QR SUFPUER STRERT ADDRERS, CITY, STATE, ZIP GODE
180 EAST BANNQCK ETREET
1
8T LUKE'S REGIONAL MEDICAL CENTER BOISE, ID B3T12
@& SUMMARY STATEMENT OF DERICIENGIES : VIR FROVIDER'S PLAN OF GORRECTION X5
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TAG REQULATORY OR L8C IDENTIFYING (NFORMATION) : TAG : CROSS-REFERENGED TO THE APPROPRIATE DATE
i ; : DEFISIERGY) i
'e r f
A 388 3 Continued From page 8 © ABOB
] t

» 2124113 at 1400 2 "Dyaphsagla Evalusiion” was |
= c:ampleted by a Spesch Lapguage Pathologist |
(SLP) Physlcian's orders were written as ;
pre-apprcved diet texture protocal orders and |
' L signad by a physician on 3/14/13, The dief orders
1 inchsded ‘= general diet texture with any figuid and |
i 1:1 assistancs during meals becauss of Patient :
j #5's fractured right amm.

| 2253 st 14:05 AM, 3 SLP follow up visit ;
pragress note dozumentad g decling In Patfent ¢
#5's swallow function. Orders per "Swaljow
Protocol™ were written for # Dysphagia 2 ;
mechanically altered dief with liguids thickened fo !
nectar conststency and signed by a physician on
2/25/13 at 1:45 PM.

- 2126113 at 10:30 AM, 5 SLP foliow up visit i
nmgreﬁs note.d sumented Patient #5.did pot....
: loleraie thin fiquids, and her diet ordera were
j changed Crders per "Swallow Protocol” were
i writien for e Dysphagia 2 mechanically altared
diet with liquida thickened fo honey consistancy.
! The 1;1 sssistance was continued to ensure oral
cleanng between bites. The arder was
’ aLrghen’c:c:ated by & physiclan on 2/26/13 at 10:43
i A
l

[ - 2127113 at 12:20 PM, a SLP progress note
; documented Patisnt #5 had no difficulty with any
; viscosity of liquids, Orders were written for ADA
i (American Diabetic Association) dysphagia 2
i mech-soft (mechanical soft), with any liquids,
The order was authenticated by a physician on
i 2/27/13 at 2;00 PM,

; - 2/28113 at 9:15 AM, a SLF progress note .
; recommended Patient #5 continue with the i

= st i s A

i
H
\
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{32} MULT

A BUILDING
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c
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NAME OF PROVIDER OR SUPPLIER
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(Rdy 1D BUMMARY STATEMENT OF OEFICIENDIES
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FLLL
TAG REGULATORY OR LEBG IDENTIFYING INFORMATION)

10
PREFX
Thz

PROVIRER'S PLAN OF CORRECTION : {%8)
{EAGH CORRECTIVE ACTION BHOULD BE . ROMPLETION
CROBSS-REFERENCED TO THE APPROFRIATE ¢ bArE

DEFCIENGY)

]
[
1

{ dysphagia 2 diet

her HEEdS

t
i
!
1

A386 Continued From page §

¢ The dietary modifications ware not continusd

i when Patient #5 was placed on Gomfort Care o

: 3/01/13, at which time all her previous orders

t were dizcontinued and a "Geperal Diat" was
ordered. The ICMP dated 3/02/13 to 3/06/13

; documanted Patient #8 was to have a janeral
dfat and did not include dysphagia precautions

. and mechanical zoft texture,

During an interview on 10/24/13 beginning at 210
| PM, Nurse B, who had been assigned lo care for
i Pahan! #5 on 3/04/13, slated the ICMP indicated

a "Genegrat Diet." Nurse B stated a genaral diet
mciuded foode without restrictions sunh as iow

: sodium, no concentrated sweets, etc, She was
s nof aware of the texiure reguiraments that F’atnent
i #5 had prior to being placed on "Comfort Care®
and steted she was uhaware she had beenoh 8
dysphagia 2 dietand 1:1 assistance wih meals
was required. She stated multiple family
members wete with Patient #8 throughout that
1 day and she had assumed they had fed their
! mother lunch and dinner. Nurgs B stated whan &
family member told her the food was not
appropriate, she thought they had meant Patient
#5 did not want 1o eat and had refused the meal,

The hospital did not ensure Patient #5's plan of
: | care was individualized and revised according to

et

i
1

A 366

e e

1
3
+

FORM CMS-25a7 (5295 Previous Varsiane Opsolate
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c
IDILGEZ B. WING 102412013
NAME OF FROVIDER OR SUPPLIER ETREET ADDREES, GITY, STATE, ZIP CODE
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8T LUKE'S REGIOWAL MEDICAL CENTER BOISE, ID 83712
Ga i | SUNMMARY STATEMENT OF DEFICIENCIED : 1D 3 PROVIDER'S PLAN OF CORRECTION i (%E)
RREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL ! PREFIX (EACH CORRECTVE ACTION SHOULDRE . COMILETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) I g CROS&REFERE{,*&%E% gy}amnaommﬁ 1 DATE
B 00O 16.03.14 Initial Comments B 00D .

A complaint investigafion survay was complefed |
at your hospltal from 10/15M3 through 10/24/13.
Surveyors conduating the invesfigation were:

Susan Gosta, RN, HFS, Team Lead
| Gary Guileg, RN, HFS

2
1

The following deficiencies ware cited.

! Agronyms usad in this report include:
CVA- cerebral vascular accldant

hrs - hours

mg - milligram

pra - as needed

SLP - spaech and fanguage pathologist
SNF - Skilled Nuraing Facility

BB174] 16.03.14.310.02 Records BB174 | Tag BB174 - Reeords
i 02, Recards. Nurses shall maintain records that Responsible Parijes:
! dogument patient status, progress and cares given Cynthia Gearhard, Interim CNO,

i Using descriptive measurable data, This

i docurmantation shall include but not be fimited 1o
(10-14.88)

Dawn Loambardo, 8r, Director Heari,
Liz Jorgensen, Director of Nursing ,
Marylynn Hippa, Clinical Nurse -
Specialist,

[T

i .
i a. Admission note; and {10-14-88)

i, Vital signs; and (10-14-86)
' Protess Impravaments:

; ¢ Medication record; and (10-14-88) Ensure nureing interventions are l
: . documented in the madical record. :
; d. Rationale for and resulfs of PRN drug Discharge disposition will be !
| administration; and (10-14-88) standardized to include the primary i

H
H

&. Patienit teaching,; and (10-14-88)

nurse documenting discharge
dizposition in the medical record,

]

| f. Adverse drug or blood reaction; and {10-14-88)
Buresu of Faﬂimy l-;_u ords

DER/SUPHLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) BATE

JED /l/z, /=

i B7YYC1Y i cortination sheet 161 5
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FORM APPROVED
Bureay of Facility Standards
STATEMENT QF DEFICIENGIES | (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BOLOING: COMPLETED
G
iDILGZ B. WiING 10/21/2013
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 21 CODE
, 180 BEAST RANNOGK STREET
BT LUKE'S REGIONAL MEDICAL CENTER HOIGE, 1D 83742
(X410 1 BUMMARY STATEMENT OF DEFICIENCES : : PROVIDER'S FLAN OF CORREGTION 04s)
PREFIX | (EACH DEFICIENCY MUST B8 BRECEDED HY FULL i {EACH CORRECTIVE ACTION RHOULD BE COMPLETE
TAG ¢ REGULATORY OR LSC IDENTIFYING INFORMATION) : GROSS-REFERENCED TO THEAFPROPRIATE  DATE
‘ DEFICIENGY) !
BB174 i Continued From page 1 BB174
! 9. Discharge note, {10-14-88) Action Plan Implementation /
'Training & Education |
This Rute iz not met as evidelncad by
Based on review of facility policies, medical . , :
recard revigw and staff interview, it was Education for nurses; ; 1/6/2014
| determined the hospital fafled to ensure medical L Primary discharge nurse to
j records were complate and included complete discharge disposition forall |
: dosumentation of effectiveness of pm patients i
; madicationg, position changes, feeding needs
and discharge disposition for 1 of 10 patients (#5) 2. Documentation of
t whose records were reviewed, This resuited in individualized patient plan of care and !
the lack of clarity as to the continuity of patient ralated interventions |
;:?énatls ‘%ﬁ'&;?;?ﬁcmtg?me status of the 3, Medication record to reflecta |
' ’ follow-up intervention after each PRN |
Patient #5 was a 81 year old ferale with medication is given per specific time
dementia who was admitiad on 2/24/13 after & fall
at the assisted Jiving facility she resided in. She
was noted 1o have right sided weakness, facial QAPI Integration:
droop and glurred speech, in addifion to bruising : i
and pain in her right am. She was admitted with Weekly Audits of 10 randomly selected | 41872014
diagnoses of CVA and fracture of the tight arm. patients x 4 months per inpatient unit
Patient #5 was placad on "Comfort Care” status to verify a individualized care plan was
i on 3/01/13 and discharged to a Skilled Nurszng developed and updated to reflect
t fFacifity with Hospice on 3/06/13. The nursing .
t needs, ensure reassessment of
&1aff did not document in the following examples: patien '
¢ P effectiveness of PRN medications is
11, Patient #5 was on multiple prn medications for documented, and appropriate :
- pain and anxiety, The record did not show that s isvosition ie .
nursing staff had assessed the patient for dischatge disposition is completed :
effectivenzss of prn medications given on the ) . :
follwfmg dates: Audit results reported to Quality and
Patient Safety Commiftee monthly. !
On 224113 at 4:58 PM, Morphine (.5 mg. :
i On 2/24/13 at 8:27 PM, Acetaminophen 500 mg.
| ON 2/24/13 at 8127 PM, Morphine 1 my,
L.On 2024113 at 11:14 PM, Morphine 4 mg.
: On 2/25/18 at 12:46 AM Morphing 2 mg,
i On 2/26/13 at 2;30 AM, Morphing 1 mg. i
Burday of Facify Standares =
STATE FORM cast B7YC11 I continuation sheet 2 of 5
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:

On 2/25/13 at 8:14 AM, Morphine 1 mg.

On 2/25/13 at 8:10 PM, Morphine 1 mg.

On 2/28/13 at 10:45 PM, Acstaminophan 500 mg,
Dn 2/28/13 at 5:63 PM, Acztaminophen 500 mg.
Dn 3701413 at 8:10 PM, Ativan 1 mag.

On 3/02/13 at 6:32 AM, Ativan 1 mg.

;. On 302413 &t 3146 PM, Afivan 1 ma.
- On 3/02143 at 7:38 PM, Morphine 2 mg.
+ On 302/13 at 11:06 PM, Morphine 4 mg.

On 3/03/13 at 4:40 AM, Atvan 1 mg.

On 3/03/13 at 4:08 PM, Marphine 2 mp.
On 3/04/13 at 344 PM, Afivan 0.5 mg,
On 3/04/13 at 4:53 PM, Marphine 10 mg.
On 344/13 at 11:00 PM, Morphing 10 mg.
Qn 3/05/13 at 68:31 PM, Morphipe 10 mg.
On 3/06/13 at 1:01 PM, Ativan 0.5 tng,
Qn 3/05{13 at 1:01 PM, Morphine 16 ma.
On 3/05/13 at 3:08 PM, Ativan 0.8 ma.

During an Interview on 10/24/42 beginning at 2;10
PM, Nursa B reviewed Patient #5's medical
record and Medication Administration Record.
She confirned nursing staff had not docurnented
the effectiveness of pr medications.

Patient #8's medical recard did not contain

documentation of effectiveness of pro drug
adminigtration,

2, Patient #68's record indicated she was

 transferred to a Skilled Nursing Facility on
1 3105113, Her actual Ume of discharge was not

documented,

A workshast was provided by the Depariment
Manager on 10/21/13 at 2:00 pm. it was a page
from a desk calendar that contained a lisf that
recorded the =dmissiops, discharges and
transfers of patients on that unit. The

FORM APPROVED
__Bureap of Facility Standards
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AND PLAN OF CORREGTION IDERTIFIGATION NUMBER: A BUILDING: OOMPLETED
c
ID1LGZ B WING 1012472013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
. 480 EAST BANNOCK STREET
T LUKE'S REGIONAL MEDICAL CENTER BOISE, ID 83712
o i SUMMARY STATEMENT OF DEFINIENGIES H [}o) ] PROVIDER'S PLAN OF GORRECTION : s
fgftgfg( ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | (EAGK CORRECTVE ACTION SHOULD RE 1 COMPLETE
Az REGULATORY QR LS80 JOENTIFYING INFORNATION) iOTA GRDBS-REFERES?E&E’% g%E APPROPRIATE DAYE
BB174{ Continued From page 2 BE174

Bureau of Faclfity Standards
STATE FORM

EpiR

BYYC 1

H eantihvation eheat §of 5



MOV

Bursay of Facility Stand

13,2813 12! 260 SLRMC LEGAL DEPT

MNO. 465

P.15-/16

PRINTED: 10/26/2013
FORM APPRQVED
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1072412043

NAME OF PROVIDER OR SURPLIER
5T LUKE'S REGIONAL MEDICAL CENTER

STREET ANDRESS, CITY, £TATE, ZiF COPE

190 EAST BANNOCK STREET
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(Ré} iR |

PREFIX
TAG

; SUMMARY BTATEMENT OF DEFICIENCIES
! {EACH DEFGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L2C IDERTIFYING INFORMATION)

o
' PREFIX
¢ TAG

PROVIDER'® PLAN OF CORRECTIOR P
{(FACH CORREQTIVE ACTION BHOLLD BE COMPLETE

DERICIENCY

CROBS-REFERENCED TOTHEAPPROPRIATE | DATE

BE174

Continuad From page 3

Department Manager statad the unit secretary

: would uptate the list ae each patient admizsion,
discharge or bransfer occurrad. The worksheat
notad Fatient #5 was fransferred to 3 9NF an
3/05/13 at 3:28 PM, :

Tha RN who was azsigned to Patient #5 an
3/06/13 last entered 2 note op 30513 at 10,43
AM. Thare were no Turther enfries in the madical
record from that nurge,

Patient #5's medical record containad a "Support
Services Progress Notes," dated 3/05/13 at 12:07
PM. The note contained s summary of a meeting
held with Patlent #5's family rembere, physician,
and the MSW. The note documented Patient #5
wauld be placed on a full liquid diet and pain
medications would be assessed by the physlcian,
The note did not include doclmentation of the
disposition of Patient #5.

A form fitled "Dischargs Planning
Dosumeniation,” dated 3/05/13 at 3:00 PM, noted
"...Transport arranged via non-smergent
stratcher. (Hospice} will ptan to meat w {with)
patient & family shorily after arrival. No further
need identifiag,"

A policy, tited "Dascharge Planping Process and

1 Discharge of Patlent," revised 4/25/13, noted

| "Documentation wilf reflect patients and/ar

; caregivars understanding and completion of
educat;on goals, patient's inatructions for
post—dtsc:harge care and patient's destination.”

i The Department Manager raviewad the record
I and confirmed the nurse had rot documented
: provision of care for Patient #5 in excess of 4
i . hours directly before and including the discharge
| assessment and dispasition,

BR174

Frbimm s - e — it

[
I
{
!
H
i
i

N
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: ; DEFIGIENTY) E
BB174§ Continued From page 4 BE174  Tag RB{75 - Patient Care Plans ;
Patient #5's medical recard did not include esp {_mslhle Parties: |
complete and fimely documentation ynthia Gearhard, Interim GNO, :
' awn Lombardo, Sr. Direstor Heart,
: J|Liz J Rirectar of Nursin
BR1 7& 16,03.14.310.03 Patient Care Plans BE175 Bl'}f]g;'lgl'lea?s;é, C]inlﬂ;‘ Nurse Sp?e::.iaﬁst.
o3, Patient Care Plans. individual patiant care rocess Improvemants:
! plans shall be develaped, implemented and kept Ensure nursing inferventions for patiant
i current for each inpatient. Each pafient eare plan repositiohing, pain management, and
. . eommunicated on the care plan and
a. Nura:mg care fraatments required by the doocumentation of interventions throughout
patient; and (10-14-88) the patient stay.
i
. b. Madicat treatment ordered for the patient; nd
| (10-14-88) .
; Action Plan Implementation /
! €. Aplan davisad to include both shor-tarm and Training & Education
: Jong-term geals; and (10-14-88)
: 1, Mandatory education for nurses and ~ 14/6/2014
d. Patient and family teaching plan both for hursing aesistants: :
hospital stay and discharge; end (10-14-88}
a, Development and documentation |
e. A deseription of sooio-psychological needs of of Individuafized patient pian of care i
the patient and a plan to meest those needs. Findividualized patient p
(10-14-88) b. Expectations of treatments and
| This Rule is not met as evidenced by: documentation of epecific patient
i Refer to Fedaral Deficiency A-398 as it relates to popuiations and their needs
i the failure of the fasility to ensure the patients’
| care plans ware individualized and/or kapt current QAPI Integration: /82014
 Inarder to meot their needs. Weekly Audits of 10 randomly selected
; patientex 4 menths per inpatient unit to
i verify a Individualized Care Plan was
developad and updated to refiect patient
! needs,
i Audit Resulia raparied to Quality and
; Patlent Safety Committee. ’
i

Buteau of Facility Standands
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

DEBRA RANSOM, RN R.H..T,, Chief
BUREAU OF FACILITY STANDARDS
3232 EMder Street

P.O. Box 83720

C.L. "BUTCH" QTVER - Governor
RICHARD M. ARMSTRONG - Direclor

Bolse, iD 83720-0009
PHONE 208-334-6626
FAX 208-354-1888

October 29, 2013

Chris Roth, Administrator

St Lukes Regional Medical Center
PO Box 2577

Boise, ID 83701-2577

RE: St Luke's Regional Medical Center, Provider #130006

Dear Mr, Roth:

On October 21, 2013, a complaint survey was conducted at St Luke's Regional Medical Center.
The complaint allegations, findings, and conclusions are as follows:

Complaint #1D00006245
Allegation #1: Patients were given medications they were allel'gic to.

Findings #1: An unannounced visit was made to the hospital on 10/18/13 -10/21/13, Staff were
interviewed. Eight medical records were reviewed. Hospital policies were reviewed.

The hospital had a process outlined in a policy titled "Allergy, Intolerance, and Side Effect
Assessment,"” revised 10/01/13, to determine whether reported allergies were true allergies or
side effects. Pharmacists reviewed all inpatient and outpatient records prior to the administration
of medications for this information. If the pharmacists determined the reported allergies
constituted true allergies, then they took steps to prevent staff from administering that
medication. Otherwise, those medications could be ordered and administered.

One medical record documented a 53 year old female who was hospitalized from 4/03/13 to
4/05/13 for abdoninal surgery. Her "HISTORY AND PHYSICAIL," dated 3/21/13, stated
"ALLERGIES: VICODIN CAUSING NAUSEA AND PRURITUS." (Pruritis means itching.)



Chris Roth, Administrator
October 29, 2013
Page 2 of 5

Vicodin contains hydrocodone and acetaminophen. The pharmacist reviewed the allergy list and
determined the patient did not have a frue allergy to Vicodin.

Untimed orders, dated 4/04/13, called for the above patient to receive "Lortab elixir
(Hydrocodone 7.5 mg/acetaminophen 500 mg per 15 ml) give 10-15 ml g 4 hrs prn pain." This
patient received the Lortab on 4/04/13 at 3:49 PM and 11:20 PM, She also received Lortab at
6:37 AM on 4/05/13. An order, dated 4/05/13 at 7:20 AM, called for the patient to receive
Benadryl 50 mg "now." The accompanying progress note by the PA that wrote the order stated
"Benadryl for likely allergic (###) to Hydrocodone."

A second medical record documented an 80 year old female was hospitalized from 5/13/13 to
5/23/13 for leg ulcers. Her "HISTORY AND PHYSICAL," dated 5/13/13, stated she was
allergic to "CODEINE, MORPHINE, FENTANYL, ALL CAUSE GI DISTURBANCES."”

An order dated 5/18/13 at 6:00 PM called for the second patient to receive oral Morphine every
12 hours. No documentation was present that the medication was administered to this patient.
The Morphine order was discontinued on 5/19/13 at 11:45 AM. A physician progress note,
written at the same time, stated "Treating (###) pain adequately with opioids will (###) her risk
of falls, constipation, and anorexia."

An addendum to the "DISCHARGE SUMMARY," dated 5/24/13, stated the second patient was
discharged to a rehabilitation facility on 5/23/13. A "DISCHARGE PRESCRIPTION" form,
dated 5/21/13 at 2:45 PM, stated the patient was to receive oral Morphine 2 times a day for pain
after she was discharged from the hospital.

The second patient was readmitted to the hospital from 5/28/13 to 6/05/13 after a fall. Her
history and physical, dated 5/28/13, again listed she was allergic to Morphine which it stated
caused nausea and vomiting. Morphine was ordered 2 times a day on admission on 5/28/13 at
10:15 AM. The medical record stated she received the Morphine on 5/28/13, 5/29/13, and

5/30/13.

A third medical record documented a 68 year old male who was hospitalized from 5/05/13 to
5/20/13 for sepsis. His "HISTORY AND PHYSICAL," dated 5/05/13, stated he was allergic to

Morphine.

The form "St. Lukes Admission and Discharge Medication Reconciliation Orders,” dated 5/05/13
at 3:20 PM, stated the third patient was allergic to Morphine which caused "Mental Changes.”
'An order, dated 5/06/13 at 9:50 AM, stated the patient was to receive Morphine IV every 4 hours
as needed for pain. The patient's medical record documented he received the Morphine on
5/06/13 at 10:45 AM. An order dated 5/06/13 at 11:40 AM discontinued the Morphine.
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All 3 medical records documented a pharmacist had reviewed the allergies and determined they
were not true allergies prior to administration. Since the medications had been evaluated prior to
administration of the suspected medications, it was determined the complaint was not
substantiated.

Conclusion #1: Unsubstantiated, Lack of sufficient evidence.

Allegation #2: Patients were not informed medications were ordered that they had reported
allergies to.

Findings #2: An unannounced visit was made to the hospital on 10/18/13 -10/21/13. Staff were
interviewed. Eight medical records were reviewed, Hospital policies were reviewed.

The hospital had a process outlined in a policy titled "Allergy, Intolerance, and Side Effect
Assessment," revised 10/01/13, to determine whether reported allergies were true allergies or
side effects. If a pharmacist determined the patient was not truly allergic to a niedication, that
medication could be ordered and administered to the patient. The policy did not address how
patients would be informed if a medication was ordered that had been listed as an allergy so they
could make decisions regarding their care.

One medical record documented a 53 year old female who was hospitalized from 4/03/13 to
4/05/13 for abdominal surgery. Her "HISTORY AND PHYSICAL," dated 3/21/13, stated
"ALLERGIES: VICODIN CAUSING NAUSEA AND PRURITUS.," After the pharmacist
determined the patient was not truly allergic to the medication, the patient received Lortab elixir
on 4/04/13 and 4/05/13. The Lortab contained identical ingredients to Vicodin. No
documentation was present that the patient was informed the Lortab contained the same

medication she had reported an allergy to.

A second medical record documented an 80 year old female was hospitalized from 5/13/13 to
5/23/13 for leg ulcers. Her "HISTORY AND PHYSICAL," dated 5/13/13, stated she was
allergic to "CODEINE, MORPHINE, FENTANYL, ALL CAUSE GI DISTURBANCES." Her
"PALLIATIVE CARE CONSULTATION,” dated 5/21/13, stated she was also allergic to
"CODEINE, MORPHINE AND NARCOTICS." The term narcotics was not defined. Norco,
which contained Hydrocodone, a narcotic, was adntinistered to the patient from admission on

5/13/13 to 5/23/13.
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An order dated 5/18/13 at 6:00 PM called for the second patient to receive oral Morphine every
12 hours. No documentation was present that the medication was administered to this patient.
The Morphine order was discontinued on 5/19/13 at 11:45 AM. A physician progress note,
written at the same time, stated "Treating (###) pain adequately with opioids will (###) her risk
of falls, constipation, and anorexia."

An addendum to the "DISCHARGE SUMMARY," dated 5/24/13, stated the second patient was
discharged to a rehabilitation facility on 5/23/13. A "DISCHARGE PRESCRIPTION" form,
dated 5/21/13 at 2:45 PM, stated the patient was to receive oral Morphine 2 times a day for pain
after she was discharged from the hospital. While the hospital did not give the patient this
medication, there was no documentation the patient was informed the Morphine had been
ordered for the rehabilitation facility to administer and she was given the opportunity to refuse
the medication and discuss alternatives.

The second patient was readmitted to the hospital from 5/28/13 to 6/05/13 after a fall. Her
history and physical, dated 5/28/13, again listed she was allergic to Morphine which it stated
caused nausea and vomiting. Morphine was ordered 2 times a day on admission on 5/28/13 at
10:15 AM. The medical record stated she received the Morphine on 5/28/13, 5/29/13, and
5/30/13. Again, there was no documentation the patient was informed about the order and

administration of Morphine.

A third medical record documented a 68 year old male who was hospitalized from 5/05/13 to
5/20/13 for sepsis. His "HISTORY AND PHYSICAL," dated 5/05/13, stated he was allergic to
Morphine, The record stated a pharmacist had reviewed the allergies and determined he was not
truly allergic to Morphine.

An order, dated 5/06/13 at 9:50 AM, stated the patient was to receive Morphine IV every 4 hours
as needed for pain. The patient's medical record documented he received the Morphine on
5/06/13 at 10:45 AM. No documentation was present that the patient was informed the
Morphine had been ordered or that he had participated in the decision.

The hospital administered medication to patients who had.a reported allergy to the medication,
A deficiency was cited at 42 CFR Part 482.13(b,2) for the hospital's failure to inform patients of

the orders and to allow them to request or refuse the medication.

Conclusion #2: Substantiated. Federal and State deficiencies related to the allegation are cited.
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Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it was addressed in the Plan
of Correction.

If you have questions or concerns regarding our investigation, please contact us at (208)
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the
course of our investigation,

Sincerely,

GARY GUILES SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

GG/pt
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St Lukes Regional Medical Center
PO Box 2577
Boise, ID 83701-2577

RE: St Lukes Regional Medical Center, Provider #130006

Dear Mr. Roth:

- On October 21, 2013, a complaint survey was conducted at St Luke's Regional Medical Center.
The complaint allegations, findings, and conclusions are as follows:

Complaint #1D00006029
Allegation #1: The facility did not ensure patients was repositioned every 2 hours.

Findings #1: An unannounced, on-site complaint survey was conducted from 10/15/13 to
10/17/13. Clinical records and facility policies were reviewed, patient and staff interviews were
conducted, Grievance logs from March 2013 to September 2013, were reviewed. Medical
records of 10 patients who required assistance with mobility and repositioning were reviewed for
documentation of position changes.

One patient record was that of a patient with dementia who was admitted for care on 2/24/13
after falling at her residence. It was determined by the facility she had a stroke and her wrist had
been broken when she fell. The medical record indicated the patient was right handed and she
was unable to reposition herself in her bed independently. The medical record contained
documentation of patient position changes during each shift, but the frequency of that nursing
intervention was inconsistent as follows:

2/24/13 (night shift) - turned 1 time in 12 hours
2/25/13 (night shift) - turned 1 time in 12 hours
2/26/13 (night shift) - turned 4 times in 12 hours
2/28/13 (night shift) - turned 2 times in 12 hours
3/01/13 (night shift) - turned 4 times in 12 hours
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3/02/13 (day shift) - turned 4 times in 12 hours
3/02/13 (night shift) - turned 1 time in 12 hours
3/04/13 (day shift) - turned 4 times in 12 hours
3/04/13 (night shift) - turned 3 times in 12 hours

The record documented the patient’s orders were changed on day 5 of her hospitalization to
comfort care measures. The new physician's orders contained the statement "DISCONTINUE
ALL PREVIOUS ORDERS." The new set of orders included bedrest as the activity ordered.
For skin care, the physician had marked "Per unit guidelines to prevent pressure ulcers."
Requests were made to the facility and Department Manager for specific unit guidelines for
repositioning bedfast patients. They were unable to provide written policies or guidelines.

A form in each medical record, titled "Interdisciplinary Care Management Plan," included daily
orders and interventions for the patient. In the section "Hygiene/Activity" and "Treatments,"
interventions such as repositioning, oral care, ambulation and mobility level were left unmarked
until 3/01/13, which was the day the patient was placed on comfort care. After that date, the
sections contained a handwritten note of "Turn PT (patient) per family Request".

Multiple nursing staff that had provided care to the patient during her hospitalization were
interviewed. Each nurse stated the standard of practice for patients with limited mobility was
repositioning every 2 hours. After reviewing the record, the nurses confirmed the documentation
did not indicate the patient had been turned every 2 hours.

Discrepancies were not noted in the other 9 medical records reviewd.

The facility did not ensure repositioning of a patient consistent with her condition, A federal
deficiency was cited at 42 CFR 482.23(b)(4) related to development and update of plans of care.
A state licensing deficiency was also cited at IDAPA 16,03.14.310.02 as it relates to patient

records and nursing documentation.

Conclusion #1: Substantiated. Federal and State deficiencies related to the allegation are cited.

Allegation #2: The nursing staff did not assess and treat patients' anxiety.

Findings #2: One patient record was that of a patient with dementia who was admitted for care
after falling at her residence. It was determined by the facility she had a stroke and her wrist had

been broken when she fell,

The patient's medical record contained orders on 3/01/13 for an anti-anxiety medication when she
was transitioned to Comfort Care. There was documentation the patient received medication for
anxiety on 7 occasions, however, the record did not indicate she was reassessed after the
medications were administered to determine if the medication was effective or if further
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interventions were needed, Assessment of effectiveness was not completed subsequent to the
following medication administrations,

-3/01/13 at 8:10 PM, Ativan 1 mg.
-3/02/13 at 6:32 AM, Ativan 1 mg.
-3/02/13 at 3:16 PM, Ativan 1 mg,
-3/03/13 at 4:40 AM, Ativan 1 mg.
-3/04/13 at 3:44 PM, Ativan 0.5 mg.
-3/05/13 at 1:01 PM, Ativan 0.5 mg.
-3/05/13 at 3:09 PM, Ativan 0.5 mg.

Similar discrepancies were not noted in the other 9 patient records.

While the patient received medication for anxiety, it could not be determined the medication was
effective in relieving the patient's anxiety. A state hospital licensing deficiency was cited at
IDAPA 16.03.14.310.02 as it relates to patient records and nursing documentation.

Conclusion #2: Substantiated. State deficiencies related to the allegation are cited.

Allegation #3: The nursing staff failed to implement pain management measures for a patient
that had dementia and was at times non-verbal.

Findings #3: One patient with dementia was admitted after a fall at the assisted living facility
she resided in. She was noted to have right sided weakness, facial droop and slurred speech, in
addition to bruising and pain in her right arm, She was admitted with diagnoses of
cardiovascular vascular accident (CVA) and fracture of the right arm. The patient was placed on
"Comfort Care" status on the fifth day after admission and discharged to a Skilled Nursing
Facility with Hospice on the ninth day after admission. The patient was on multiple prn
medications for pain. Documentation that staff assessed the effectiveness of the pain
medications was not found in her medical record for 14 administrations of Morphine and 3
administrations of Acetaminophen 500 mg, as follows:

-2/24/13 at 4:56 PM, Morphine 0.5 mg,
-2/24/13 at 8:27 PM, Acetaminophen 500 mg.
-2/24/13 at 8:27 PM, Morphine 1 mg.

-2/24/13 at 11:14 PM, Morphine 1 mg.
-2/25/13 at 12:45 AM, Morphine 2 mg,
-2/25/13 at 2:30 AM, Morphine 1 mg.
-2/25/13 at 6:14 AM, Morphine 1 mg.
-2/25/13 at 8:10 PM, Morphine 1 mg.

-2/26/13 at 10:46 PM, Acetaminophen 500 mg.
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-2/28/13 at 5:53 PM, Acetaminophen 500 mg.
-3/02/13 at 7:39 PM, Morphine 2 mg.
-3/02/13 at 11:06 PM, Morphine 4 mg,
-3/03/13 at 4:08 PM, Morphine 2 mg.
-3/04/13 at 4:53 PM, Morphine 10 mg.
-3/04/13 at 11:00 PM, Morphine 10 mg.
-3/05/13 at 1:01 PM, Morphine 10 mg.
-3/05/13 at 6:31 PM, Morphine 10 mg.

During an interview with a nurse that had been assigned to care for the patient, she confirmed
nursing staff had not documented the effectiveness of prn pain medications.

Additionally, the patient's care plan dated 2/24/13 to 3/01/13, included interventions of ice and
elevation for her right arm fracture, There was no documentation ice had been utilized as an
intervention. The patient's care plan dated 3/02/13 to 3/06/13, did not include ice or elevation for

the fractured arm.

During an interview on 10/21/13 beginning at 2:10 PM, a nurse reviewed the patient's medical
record and confirmed nursing staff had not updated and maintained the care plan to include
non-medication interventions such as ice for pain management.

The hospital did not ensure effective pain relief was achieved and documented. A federal
deficiency was cited at 42 CFR 482.23(b)(4) related to the failure of the facility to maintain and
update patients' care plans consistent with their needs. A deficiency was cited at IDAPA
16.03.14.310.02, as it relates to the failure of the facility to ensure nursing staff documented
patients' responses to pain medications.

Conclusion #3: Substantiated. Federal and State deficiencies related to the allegation are cited.

Allegation #4: The facility failed to ensure a patient was assisted with meals, as well as to
ensure appropriate foods were ordered according to the patient's ability.

Findings #4: One patient record was that of a patient with dementia who was admitted for care
after falling at her residence, It was determined by the facility she had a stroke and her wrist had
been broken when she fell. The medical record contained documentation of a Speech Language
Pathologist (SLP) evaluation on the day of her admission, with additional assessments and
dietary modifications as noted:

- On the day of admission, a "Dysphagia Evaluation" was completed by an SLP. Diet orders
were written and included a general diet texture with any liquid and 1:1 assistance during meals
because of her fractured right arm.
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- The day after the patient was admitted, a SLP follow up visit progress note documented a
decline in her swallow function. Orders per "Swallow Protocol" were written for a Dysphagia 2
mechanically aitered diet with liquids thickened to nectar consistency.

- The second day after admission, an SLP follow up visit progress note documented the patient
did not tolerate thin liquids, and her diet orders were changed. Orders per "Swallow Protocol”
were written for a Dysphagia 2 mechanically altered diet with liquids thickened to honey
consistency. The 1:1 assistance was continued to ensure oral clearing between bites,

- The third day after admission, an SLP progress note documented the patient had no difficulty
with any viscosity of liquids. Orders were written for ADA (American Diabetic Association)
dysphagia 2 mech-soft (mechanical soft), with any liquids.

- The fourth day after admission, a SLP progress note recommended the patient continue with the
dysphagia 2 diet. The dietary modifications were not continued when she was was placed on
Comfort Care on the fifth day after admission, at which time all her previous orders were
discontinued and a "General Diet" was ordered.

After the patient was placed on Comfort Care her care plan called for her to have a general diet.
It did not include dysphagia precautions and mechanical soft texture as previously ordered.

During an interview on 10/21/13 beginning at 2;10 PM, a nurse assigned to care for the patient
on 3/04/13, stated the care plan indicated a "General Diet." The nurse stated a general diet
included foods without restrictions, such as low sodium, no concentrated sweets, etc. She was
not aware of the texture requirements the patient had prior to being placed on "Comfort Care".
She stated she was unaware the patient had been on a dysphagia 2 diet and 1:1 assistance with
meals was required. She stated multiple family members were with the patient throughout that
day and she had assumed they assisted their mother with lunch and dinner, The nurse stated
when a family member told her the food was not appropriate, she thought they had meant Patient
#5 did not want to eat and had refused the meal.

A federal deficiency was cited at 42 CFR 482.23(b)(4) as it relates to the failure of the facility to
ensure a nursing care plan was developed and updated to ensure the patient's nutritional and
dining needs were met,

Conclusion #4: Substantiated. Federal deficiencies related to the allegation are cited.

Allegation #5: The facility failed to maintain patients' privacy by leaving the curtain open,
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Findings #5: A tour of the hospital was conducted. During that time, three patient care units
were observed for the provision of patient privacy. Although, at times, the privacy curtains were
open and allowed visibility of patients, no patient care activities were noted to occur with the
curtains open,

One patient record was that of a patient with dementia who was admitted for care after falling at
her residence. It was determined by the facility she had a stroke and her wrist had been broken
when she fell. The medical record documented that during her hospitalization she was
transitioned to Comfort Care, had a bed alarm, and was a fall risk.

Multiple nursing staff that provided care to the patient during her hospitalization were
interviewed. The nurses stated patients who are at risk for falls will have the curfain pulled for
easy visibility of the patient. The nurses who were interviewed stated during patient care
activities the curtain would be pulled to protect the patients' privacy.

It could not be determined through the investigative process that the hospital violated patients'
privacy when privacy curtains remained open.

Conclusion #5: Unsubstantiated, Lack of sufficient evidence.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it was addressed in the Plan
of Correction,

If you have questions or concerns regarding our investigation, please contact us at (208)
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the
course of our investigation.

Sincerely,

SUSAN COSTA SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

SC/pt




