
I D A H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. 'BUTCH' OTIER- Governor 
RICHARD M. ARMSTRONG- Oireclor 

October 29, 2013 

Chris Roth 
St Luke's Regional Medical Center 
PO Box2577 
Boise, ID 83701-2577 

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

Dear Mr. Roth: 

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

3232 Elder Streel 
P.O. Box 83720 

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

FAX 208-364-1888 

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 submit 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 each sheet, please provide a Plan of Correction. 

An acceptable plan of correction CPoC) contains the following elements: 

o Action that will be taken to correct each specific deficiency cited; 
o 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; 
o A completion date for conection of each deficiency cited must be included; 
o Monitoring 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; 

o The plan must include the title of the person responsible for implementing the acceptable 
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plan of conection; and 
• The administrator's signature and the date signed on page 1 of the Fmm CMS-2567. 

Please sign and date both of the forms and retum 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 
write or call this office at (208) 334-6626. 

Sincerely, 

~ST~&c-
Health Facility Surveyor 
Non-Long Term Care 

SC/pt 
Enclosmes 

S~L~ 
Co-Supervisor 
Non-Long Term Care 
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November 12, 2013 

Sylvia. Creswell 
Idaho Department of Health and Welfare 
Bureau of Facility Standards 
3232 lEider Street 
PO Box 83720 
Boise, ID 83720 

Re: CMS Certification Number: 13-7028 

Dear Ms. Creswell: 

Sent via facsimile to (208) 384-1888 

This letter is in follow-up to yowr correspondence and Statement of Deficiencies dated 
October 29, 2013, advising us of your findings relative to the Complaint SUJvey 
completed at St. Luke's Treasure Valley, soise Medical Center. 

Enclosed is the Plan of Correction describing process improvement plans and 
integration of monitoring activitiss within our Quality and Performance improvement 
framework. 

Thank you for the opportunity to respond to the findings. If you have any questions or 
concerns, please feel frse to contact me at (206) 381·9266. 

Sincerely, 

~~~ 
Danlka A. Severe, RN, HACP 
Director, Accreditation and Patient Relations 

Enclosures 

Chris Roth 
CEO, Treasure Vali9Y Region 
100 East Bannock s~ 
Boisa, Idaho 83712 

\ \ 

p (205) 381-2222 stluk-nline.org 
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NAME OF PROVIDER OR SVP~I.IER 

(X 1) PIIOVIDEfVSUPP~icR/CLIA 
IDEN11FIOA110N NUMSoR: 

130008 

ST LUKE'S REGIONAL MEtltCAI.. ceNTeR 

(X4)10 : 
PR<OFIX • 

TAG ! 

SUMMARY STATI'MEI<IT OF DEfiCIENCIES 
(eACH PEI'IOIEONCY MUST BE PREGEPIID BY I'UL,L 

REGUlATORY OR L$¢ IOENTIFYINO INFORMATION) 

A 000 i INITIAL COMMENTS 

i A complaint investigation survey w"'s completed 
\at your hospital from 10/15113 through 10121/13, 
! The Condition of Participation for Pa~ent Rights, 
' Nursing Services, Pharmacy Service•, and 
! Dietary Services were reviewed. SurVeyors 
I conducting the investigation were: 
I 
j Susan Costa, RN, HFS, Team Lead 
! G!l!Y Guiles, RN, HFS 

i Acronyms used in this report include; 
' i CVA- oerebrel vascular accident 
; hrs ·hours I JCMP - Interdisciplinary Care Manage>m<i>nt Plan, 
, the hospital's plan of care 
'i mg - milligram 
. ml - milliliter 
I q ·every 
' pm - as net<cl$d 
J SLP • epeech and language pathologist 
1 SNF • Skilled Nurelng Facility 

i The following deficiencies were cited. 
A 131\482.13(b)(2) PATIENT RIGHTS: INFORMED 

:CONSENT 
! 
i The patient or his or her representative (as 
; allowed under State law) has the right to make i informed decisions regarding his or her care. 

i The patien~s rights include ~elng Informed of his 
; or her heaijh status, being involved In care 1 
! planning and treatment, and being able to request i 
! or refuse treatment. This right must not ba i 
construed as a mechanism to demand the ' 

. provision of treatment or services deemed 

1'!0.465 P.2/16 

PRINTED: 10125/Z013 
FORM APPROVED 

OMB 0. 093S..039 
()1.2) MU~TIP\.E CONSTRUCTION (X3) DAT~ SURIIEY 

COMPLIITI>O 
A. BUilDING--------

g, WING 

10 
PRI:FIX 

TAG 

c 
1012112013 

STREET AODRES$, CITY, STAT~, ZIP COO;; 
190 aAST I!IANNOCI< STRSET 
QOISE, 10 83712 

IX'! PROVIDoR'S I'IAN OF CORREOIION 
(eACH OORRI'Cl'lVE ACTION SHOULD BE 

CROSS·RilfeReNOI!O TO THE APPROPRIATE 
PS'!OioNGY) 

i COM;.l.ETIC!N 
! DATE 

i 
i 
i 
,j 
I 
' ' ! 
i 

I . 'J, 
[ '··! 

i I 
' j 

l ! 
\'fag A 131 • 482,13 (b)(2) P~tient i 
jRights: Informed Consent j 

I Responsible Parties: I 
:cynthia Gearhard, Interim CNO, ! 

A 131j Dawn Lombardo, Senior Director Heart, i 
j Liz: Jorgensen, Director of Nursing , 

1
':· 

'Marylynn Hippe, Clinical Nurse Specialist. 
I 

:Process Improvements: Streamline 
'communication and documentation to 
!include patient's verbal consent for 
!treatment With medications that may be 
jllsted as allergyflntolaranoss. 

TITLE (M) OATil 

tEo 11/J 'I 
n t<>manl ~ndlog wilh an 11$\en•~ (") denote• il defioieocy which th•lnsi!Mion may be excused ftQrn eo""cting pro:n•Kiil19 "Is d•lermined that 

¢ti'l(!r &~ tntis prOvide sufficient promotion to thA p~tients. (See 1nstrvctlons.) E~cept for nursing homes, th~ findings stated abovl! ate di$Clo~able- ~ di3ys 
fo!l ' tM det~ of .survey whether or not a plan ofcorrsction ls prov!cktd. For nursir'IB home!~, the ~txwe fthdl(lgS. and plans of cotrectlcn a~ disolosable- 14 
d"JJ• following tho dan. these dOC'.lments are ma~e available to the faoility, It deficl1lnems aro cl\ed, an appJ'<IvM ~ian of correction IS requitit• to conffnued 
program partioip•Uon. 

Evo/\110. S7YC11 If continuation shoot l'ags 1 of 10 



NOV. 13. 2013 12: 17AI1 SLRMC LEGAL DEPT 

DEPARTMEN'f OF HEALTH AND HUMAN SERVICES 
CENTeRS FOR MEDICARE & MEDICAID So1RVICES 

STATEME:NT OF DEFICIENCIES 
AND PlAN OF OOR~eCTION 

(XI) P~OVID~~SUPPLIERICI.IA 
IOENTIPicAT!ON NU~SER: 

130006 
NAME OF PROVIDI:R OR SUPPUER 

ST LUKE'S REGIONAL MEDICAL 05NTER 

(X4) ID : 
1'-REPIX i 

TAG 

\ 
I 

SUMMAFlY STAn;MEiNT OF OEFICIENCieS 
f""OH OEFICIENCV MUST ar;: PRECEDED BY FUll. 

Ro<:IUCATORY 01'-lSC IOENTIFYIN<J INFORMATION) 

A 131: Continul'd From p!1ge 1 
t medl<:>a!ly unnecessarY or inappropriate. 

i This STANDARD is not met as evidenced by: 
: Based on staff Interview and review <;>! medical 
I records and hospital policl<:>s, it wa• determined i 
i the hospltsl faile>d to ensul<ll S of S patients (#12, i 
J #14, end #17), whose records were reviewed for i i allergies, were Involved in planning their C\lre and i 
; had the opportunity to refuse treatment. This ! 
! interfered with p!!!ients' ability to make informed i 
! decisions. Findings include: i 
i t 

i 1. Patient #14's mediC\ll record dooument<:>d a 53 ,
1
' 

' year old female who was hospitalized from , 
l 4/03!13 to 4/05113 for abdominal sui'Qal')'. Her i 
i "HIStORY AND PHYSICAL," dated 3121/13, i 

I
' stated "ALLERGIES: VICODIN CAUSING ) 
NAUSEA AND PRURITUS.11 Vicodin contains i 

, hydrocodone and e~oatamlnophen. lJntimed ',1 

I orders dated 4/04/13, called for Patient#14 to 
1 \ receive "Lortab efixir (Hydrooodone 7.$ . 

l mgl!lcel<!mlnophen 500 mg per 15 ml) give 10·15 I 
. ml q 4 hrs pm pain." ; 
I l 
! Patient#14's medical record documented she i 
•1~ received the Lortab on 4/04/13 at 3:49 PM and ! 
, 11:20 PM. She also received Lortab at6:37 AM i 
I on 4106/13. An on;ler, dated 4105/13 at 7:20AM, : 
! called for Patient #14 to receive Benadryl 1)0 mg ' 
; "now." TM progress note by the I"A that was i 
i written with the order stated "Benadryl for liKely , 
' allergin [reaction] to Hydrocodone." ' 
' ' 
i No documentation was present in the medical ! 
! record that Pallen! 'il14 was informed of the order i 
; for Lortab and told it was the same medication i 
i she had reported she was allergic to. No i 
; documentation was present in the medical record . 
: that Patient #14 was afforded the opportunity to ! 

Event ID:e7YC11 

N0.455 P.3/15 

I"RINTED: 10/251201~ 
FORM APPROVED 

OMB N.O. 093B-039.'l 
~) MUl.TIPl.~ CONSTRUCTION 
fo. ~UI\.OING; ______ _ 

()(:!) DATE $UI!I/EY 
COMPLETED 

B. WlNQ 

STREET AODRESS, CITY, STAT!'., ZIP CODE 

190 EAST BANNOCK STREeT 

BOISE, ID !13712 

10 ! 
PRE!' f)( 

PROVIPI'R'B PlAN OF CORR5CTIO~ 
(llACH CORRoGTIVoACTION SHOULD aE 

OROS&-RSFEReNOEO TO 'fMc APPROPRI'.TE 
O~FIGIENC'() 

TAG I 

A 131 

, Action Plan Implementation I 
j Training & Education 
' i 
)1. Update policy to reflect the clinician 
/he~ving a oonv~saijon with patient 
! regarding administration of a madication 
!that hlils baan listed as an allergy. 

I 
' ! 
/2. Add to EMR a documentation 
iscreen that will provide for standardized 
jconversatlon of neceG!;ary information in 
l regards to allergy/intolerance and 
ltree~tmentwlth said medication. 

I 
i 3. EdUcllte staff on the policy and 
I required Information prior to 
; administeling a medication that is 
i listed as an allergy, the fi~t time. 

4. Pharmacist to use the intervention 
, tool in the Siemens pharmacy 
! Information sy$t<!lm to document 
i pharmacist-patient or pharmacist· 
i clinician convel'$alions prior to 
! approving prescriptions for 
i medications which the patient has 
I reported as a known e~llargy/ ! intolerance. 

i 
facilitY 10: IDILGZ 

c 
101:t112013 

' ' (~} , cotm~nou 
DATO 

! 
i 1/6/2014 

' ! 1/6/2014 

I 
I 
i 
i 1/612014 

l 
! 
I 
I 

I 
!1/612014 
i 



NOV. 13. 2013 12: 17AI1 SLRMC LEGAL DEPT 

DEPARTMENT OF HI:ALTH AND HUMAN SERVICES 
Ci:':NTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICloNCIES 
1\NP el.AN OF CO~~~CTION 

NAME OF PROVIDER OR SUPPLIER 

(XI) PROVIDSRIS'JPPUERICI.JA 
IOoNTIFICATt::JN NUMBER: 

13000S 

1'10.465 P.4/16 

A BUILDING ______ _ 

PRINTED: 10125/Z013 
FORM APPROVED 

OMB NO. 0938..0391 
1)(3) DATe SURVEY 

COMPLETED 

c 
B. WING 10/2112013 

STREET AODR<SS, CITY, SThTE, ZIP QOO~ 

ST LUKE'S REGIONAL MEDICAL CENTER 
1/6/2.014 190 eAST BANNOCK STREET 

BOISE, JP 83712 

ID J (X4liP . 
PREFIX : 

TAG ' 

SUMMARY STATeMENT OF DEFICIENCIES 
(eACH DEFICIENCY MUST ee PRECEOEO SYFUl.l 

f'EGULATOJ<Y OR lBC IDENTIFYING INFORMATION) 
j FREFIX ; 
, TAG 

PROVIOSR'G PlAN OF OOfllloCTION 
(EliCH CORRoCTIV~AGTIGN SHoUt.b BE 

GROS!l-REFER~Cctl TO THE APPROPRIATE 
DEFICISNCI'l 

A 131 i Continued From page 2. 
i refuse the medicati!ln. 

' 1 The Ot~partmsnt Direotor for tha t~lemetry \ln~ 
i was int<i!rviewed on 10/21/13 beginning at 2:15 
i PM. She confirmed Patient 1114 received 
! medication that was listed as an allergen, She 
! oonftrmed there was no documentation stating 
! Patient #14 was Informed about tne madloa~on 
i and given an opportunity to refuse iL 
' ' j Patient #14 was not informed madlcatiOn had 
; been ordered that she believed she was allergic . 
1 to. ) 

j 2. Patient #12's medical record documented a 66) 
1 year o\d male who was hospitalized from 5/05/13 i 
ito 5/20/13 for sepsis. His "HISTORY AND ! 
i PHYSICAL,' dated 5/05/13, stated he was allergic: 
i to Morphine. i 
J I 

I The form "St. Lukes Admission and Discharge : 

I 
Medication Reconciliation Orders," d!!ted 5/05/13 ! 
at 3:20PM, stated Patient #12 was allergic to i 
Morphine which <raused "Mental Changes." The ! 

: form ''ADULT CRITICAL CARE INTENSIVIST ' 
; PATIENT ADMIT ORDERS," date~ 5/05/13 at ! 
: 4:20 AM, stated he was allergic to Morphine. An 
· order, dated 5/0B/13 at 9:50 AM, stated Patient ; 
i #12 was to receiVe Morphine IV every 4 hours as , 
i needed for pain. Patient #12's medical record . 
J doaum"nt<ld he reoeNe<;! the Morphine on 5/06/13' 
; at 10:45 AM. An order dated 5/06!13 at 11:40 AM' 
! discontinued the Morphine, ; 
! ; 
I No documentation was pre$¢n\ in the medical ! 
1 record that Patient #12 was informed of the order : 
i for Morphine and told It was a medication he had : 
: reported he was allergic to. No documentation ~ 
; was present in the mad leal record that Patient : 

EVMJIO:S7YC11 

' r 
A 131 i 

i 
jQAPIIntegration: 
i 
! 1. Build reportfrom Siemens to 
' ! identifY patients who received 
/ medications that were on the patienfs 
i known allergy/intolerance list. 

' ' 
i 118/2014 
' 
; 
; 

I . 
:2. Monthly audit x 4 of identified patient i 
jreaords far documentation of ed\lcation i 1./G/2014 
. ancl <>Qnsent, 1 

' 
1 
j 3. R~sults to be reported to Quality and 
jPatient Safety Committee. 

i 
I 
' 

i 
; 1/6/2014 

l 
i 
I 

! 
i 
i 
i 

f""'liiY IP; IDil.Gt If continuati:;m she:~t Frage ~ of 10 



liOV.13.2013 12:17AM SLRMC LEGAL DEPT 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MgDICARE & MEJ)lCli!D SERVICES 

StAYcMENT OF D!;F'!CioNC!EB 
A~D PLAN DF CORReCTION 

(X1l PROVIDERISUPPUER/CIJA 
IDENTii'ICATION NUMBER; 

130006 
NN.II' OF PI'<OVIDER OR SUPPUER 

ST LUKI!''S R!OillONA~ MEDICAl. CSIII'l'5R 

(X4)1D ' 
PREP IX 

TA<). ' 
; 

1 

SUMt/AAY STATEMENT OF OEPIClENCIE$ 
{EiACH P5FICI~NCY MUST ae PREOEDED BY FUI.l 

REGUlATORY OR LSG IDfflTIFYJNG INFORMATION) 

' A 131 i CQntinuecl F'rom page 3 
j #12 was afforded the opportunity to ref\Jse 
! medioatlon, 

! 

I 
' 1 The Medication Safety Coordinator, a pharmacist, 
1 was interviewed on 10/18113 beginning at 8:05 
1 MA. She swted the hospital had a system for 
I pharmacists to evatu"t" reported allergies to ; 

J ~e~J~/~i~::~~6r ~i ;~~c!~~;'IJ~~~~~t~dr '.i 

~ Patii>n\ #12 did not have a true allergy to 
1 Morphine. 

i Thi> Department Director for the telemetry unit 
, was Interviewed on 10121113 beginning at 2;15 
1 PM. She confirmed Pa~entli12 received , 
~ medication that wa>listed as"" allergen. She ,. 
i confirmed there was no (!ocumentath:>n stating , 
lj PaU"nt #12 was informed about the mectioatlon i 
C~nd given an opportunity to refuse it. j 
I Palient#12 was not informed medication had i 

I been ordered that he believed he was allergic to. 1 

i 3. Patient #17's medical rer:ord documented an ! r 80 year Old female Who was hospitalized from i 
, 5113113 to 5/23113 for leg ulcers. Her "HISTORY 
! AND PHYSICAL," dated 5/13113, stated she was 
i allergic to Morphine whiCh caused gastrointestinal 
i disturbances. , 
l 

iAn order dated 5/18113 at 6:00PM called for , 
' Patient #1 7 to receive oral Morphioe every 12 i 
l hours, No document;~tion was present that the ! 
i medica~on was administered to Patient#17. The i 
1 Morphine order was discontinued on 5119/1$ at 1 
, 11:45 AM. A physician progress note, written at ! 
! the same time, stated 'Treating (Patient #17's] 1 
! p!lin adequately With opioids will (increase] her : 
! risk of falls, constipation, ~>nd anorexia." I 

()(2) MU\.TIPLE CONSTr<\JC~ION 
A. SUicDING ______ _ 

B. WING 

ii0.455 P.S/15 

PRINTe!O: 10125/2013 
FORM APPROVCD 

0 ~IHiO. 0938-0391 
(i(s) DATE SUI'<V~Y 

OOMP\.~T·D 

c 
1012112013 

STREET ADDRESS, CIT't', STATE.. ZIP COOE 

190 eAST !IANNOCK &~E\ET 
aOISI!, ID 83712 

10 i 
PREFIX ' 

TAG ' 
i 
; 

A 1311 
! 
l 
! 
' 

PROVIDER'S PLAN OF COF!RiiCTION 
{~CH OORRECTIVEACTION SHO\II.P BE 

OROS6-REFERI'NCEP TO 'THE 1\PPROPRI'-TE 
Oli!FIOIENCY) 

. (XS) 
I COMfll,ETION 
' bATS 
' ' 

f'atl1lt)IID: ID1 LGZ If continuation sheet Page 4 o! 10 



l'lOV. 13.2013 12: 18AM SLRMC LEGAL DEPT 

DEPARTMENT OF HEALTH ANO HUMAN SERVICES 
CENTERS F'OR MEDICARE & MEDICAID SERVICES 

ST,.TEMENT OF DEf1CIENCII'8 
AND PLAN OF CORRECTION 

NAM~ OF PROVI~SR Of\ SUPPLIER 

IX1) PROVIDERISUFFliERICWI 
IPENriFICATION NUMBE~: 

130006 

ST L.UKE'S RE!GIONAL. MEDICAL Cr;!NTER 

IX4)1D ! 
PR~~IX ! 

TAO f 

SUMMARY STATEMENT OF DEFICioNG!ES 
(EACH DEFICIENCY MUST ae PRECSlED BY FULL 

Rf!llULATORY OR LSO tOENriF'IING INF'ORt.IATION) 

N0.465 

PRINTED: 10128/2013 
FORM APPROVeD 

o ~a.N.o. os3s-o391 
(XZ) MULTIPLE CONSTRUCTION IX>) DATE SURVEY 

COMPI.ETE.D A BUILDING ______ ~ 

B.WNO 

ST~E.CT AOOR~SS. CITY, STATE, ZlP CODE 

190 EAST BANNOCK STRI!ET 
BOISE, ID 83712 

•• i

l p~~FIX I 
TAG i 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORR!!CTIVE ACTION SHOULD SE 

OROSS.REPERENCED TO THE APPROPRIATE 
DEPiCIENCY) 

c 
10/21/2013 

! (X$) 
l OOMP\HflON 

DATe 

\ i ! 
A 1311 Continued From page 4 I A 131: 

I i 
1 An addendum to the "DISCHARGE SUMMARY." I 
, dated 5124/13, stated Patient #17 was discharged 
! to a rehabilitation facility on 5/23113. A 
: "DISCHARGE PRESCRIPTION" form. dated 
1 5/21/13 at 2:45PM, stated Patient #17 was tr> 
i raceive oral Morphine 2 times a day for pain after 
1 she was di$0harged. No explanation was 

I documented why the medioation was ordered. 
No documentation was pre$ent in the medical I 

j record that Patient #17 was informed of the order 
I for Morphine prior to discharge and given the 

1

1 opportunity to refUse !he medication and request 
that another be ordered. 

Paflent #17 was readmitted to the hospital from I 
5/28/13 to 6/05113, after a fall. Her history and 
physical, dated 5i28/13, again listed she was 
allergic to Morphine which It stated caused 
nausea and vomiting. Morphine was ordered 2 

1 times a day on admission on 5128!12 at 10:16 1 
i AM. The medical record stated she received the 

1
1 

I Morphine on 5/28/13, 5/29/13, and 5/30/13. 

I The Department Director for the telemetry unit I 
1 was Interviewed on. 10/21/13 beginning at2:15 

1
1 

1 PM. She oonfirmed the Morphine was ordered 
! twice for Patient !'117. She confirmed there was I 
1 no documentation stating Patient #17 was .1· 

i informed about the m~dication and given an 
i opportunity to refuse il 
! 
! Patient #1 7 was not informed a medication had 1 

i been ordered that she believed she was allergic I 
:to. , 
i ' 
: 4. The policy "Allergy, Intolerance, and Side ' 
j Effect Assessment," revised 10/01/13, outlined a i 
i procedure to datermine whether reported i 

livantiD:B7Y01l 

I 
I 
I 
I 
i 

I 
' ! 

FMll:ty tO: ID1 LGZ 1r continuation shoot Page 5 of 1 o 



NOV. 13. 2013 12: 18AM SLRMC LEGAL DEPT 

DE;PARTME:NT OF HEALTH AND HUMAN SERVICES 
CENiERS FOR MEDICARE & MEDICAID SF'RVlCES 

5TI<TEMeNT OF DefiCIENCIES 
I<ND rLAN OF CORR!;OTION 

NAMe OF PROVIDER OR SUPPUiffi 

(X I) PROVIOER/SUPPLIER/Cl.ll< 
ID~NTIFICATION N\J1,16of!i 

130006 

ST L.UKI!'S REGIONAl. MEDICAL CENTER 

(>(4) 10 1 suMMARY STATeMENT OF DEFICIENCies 
PREFIX (EACH Dei'lCIENCV MUST BE PRECEOilD BY FULL 

TAG i REOULATO({Y OR LSC IDENTIF\1NG INFORMATION) 

A 131 ! Continued From page 5 I 
' allergies were true anergies or side effect$, The · 
1 policy stated "If the patient identifies that they I 
; have an allergy, sensitivity or lnloleranoa, the I 
• clinician is responsible for acknowledging the 
; pa\ien~s concern, seek clarification and 
1 determine iftrue allergy, provide education and 
1 lietermine If an alternative Is required." 

The Clinical Nurse Specialist for the 
Medioai/$U1'9iC?I units and the Director of 
AcerE!ditatic;>n and Patient Relations were 

!Interviewed together on 10/24/13 begiMing at , 

!
9;55 AM. They stated the term clinician was j 
broadly defined at the hospital. They confirmed 

. the pouoy did not speci(y which staff shOuld 

I inform the patient th!lt a medic~Uon was being 
ordered for which the patient had reported a prier 
problem to allow the patient to ref~se !he 
medication and discuss alternatiVes. 

l 
ihe policy did not promote informing patient$ 
about treatment options for medit:a!lons to Which 
they had known re!lctions. 

A 3961482.23(b)(4) NURSING CARE PLAN ! 
i . 

I The hospital must ensure that the nursing staff J. 

develops, and keeps current, a nursing care plan 
i f(lr each patient. The nursing care plan may be i 
i pert of an Interdisciplinary o<~re plan I 
I This StANDARD i~ not met as evidenced by: , 
i Based on review of facility policies, medical l 
: record review and staff interview. it W!ls 1 
i determined the hospttal failed to ensure a plan of j 
I care was developed and updated for 1 of 10 i 
1 patie11ts {#5) whOse records were reviewed. This I 
j resulted in a Jack of direetlon to interdlsoiplinery .

1 1 st!lff in the delive'Y of Mre to tne patient and had 
i ! 
J ' 

evoniiD'. S7Y011 

110.465 P. 7/16 

PRINTED: 10/26/2013 
FORM APPROVED 

0 IIIB NO 0938·0391 
(X2) MUL.TIPLE CONSTRUCTION (\(3) DATE SURVEY 

COMPL!'TEP A. BUilDING ______ ~ 

B. WING 

iO 
PREFIX 

TI>.G 

STREET AD[)RES$, CITY, STATE. ZIP OOOE 
190 EAST I!A/INOCI< STREET 
SOISE, 10 113712 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTNE ACTION SHOULD BE 

OftOSS.REFE!ReNCED TO Tlic AI'PROPRVITE 
O~FICIENCY) 

c 
1012112013 

A 131\ 

A396 

Tag A 396 • 482.23 (b)(4) 
jNursing Care Plan 

! 
! 
jRespot'lsible Parties: 
jCynthia Gearhard, Interim CNO, Dawn 
iLombarda, Sr. Director Heart, i 
IL\z Jorgensen, DireQior of Nursing , 1 

jMarylynn Hippe, Clinical Nurse Specialist. 
1 

I i 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
C!;MTERS FOR MEDICARE & MEDICAID SERVICES 

SiATEMENT OF O!::FICIENCIES 
AND Pl-AN OF GORRI"OTION 

WIMI" OF PROVlP!lR OR SUPPLIER 

(X1) PROVIOERISUPPLIER/CLIA 
IDENTIFICATION NUMBE"' 

1300(16 

ST LUKE'S REGIONAL MEDICALCSNTeR 

{XA) ID i 
PRSFIX , 

TAG ! 

I 

SUMIMRY STATEMEI'IT Of PEFICI6NCieS 
(IY\OH D~FICIENCY MUST Bo PRECEOED BY FUf.L 

REGUl-ATORY OR LSC IDENTIFYING INFORMI\TIONI 

A 396! Continued From page 6 
I 
: the potential to interfel'!il with ooordlnati~n of 
j patient care. Findings include: 

i Patient #5 was a 91 year old female with 
i dementia admitted to the hospital on 2/24113, 
1 after a fall at the assisted living faoility she 
i wsided in. She was noted to have right sided 
i weakness, facial droop and slurred speech, In 
i addition to bruising and pain in her right arm. 
I She was <~dmitted with diagnoses of CVA and ' 
! iraotur<:! of thii! right arrn. Patient #5 was placed ' 
! on "Comfort care' status on 3101113, and ' 
i discharged to a Sl<llled Nursing Facility with ,i I Hospic:e on 3/05/13. Patient#5's plan of care 
! was not sufficiently developed and kept current 1 

I
' as follows: j 

t A form in Patient #S's medical record titied, ! 
I "lnterdlsclpllnal)' care Management Plan," II 
I (ICMP) dated 2124/13 to 3101/13, lnoludr;~d 

1 \ interventions of Ice and <;>lavation for her right arm i 
1 fracture. The record did not contain : 

) 
documentation ic:e had been utilized as an j 
lntlilrventlon. The ICMP dated 3/02/13 to 3/06/i3, ! 

; did not incl~de Ice or elevation for the fracture. ! 
I During an interview on 10121/13 beginning at 2:10 i 
l PM, Nurse B reviewed Patient #5's medical I 
i record and confirmed nursing staff had not I 
i updated and mainteined the ICMP to inc:>lud~ ; 
: non-medication interventions such as ice for pain ! 
i management. ! 

' ' \ 2.. Patient #5's ICMP was not Individualized to ! 
I include frequency of position changii!S, as well a,; i 
i her hygiene, mobility and activity level ' ! 
: requil'!ilments. The nursing docl!mentatlon of 
: position changes in Patient #5'!> medical record ! 
! were inconsistent as follows: ! 

FORM CM$.,$67(0:!-99) Prev>OII' V-OM 01><010\e Event IO:B7YCI1 

110.465 P. 8/16 

PRINTED: 1012512013 
FORM APPROVED 

0 1'16 NO. 0938-0391 
(l«!) MULTIPLE COWSTRUCTION (XS) DATo SURVEY 

COI.tPLEiEO A. SUILOING ______ _ 

B. WINO 

STREET ADDllESS, CITY, STATE, l:iP COOS 

190 EAST BANNOCK STREET 
1301$10, ID 83712 

c 
10IZ1/2013 

10 ! PROVlDEI<'S PLAN OF CORRECTION 
(EACH CORRoOTIVEACTION SKOULD BE 

CROSS-REFERENCED TO TllEAP~ROPRIATE 
DEFICIENCY) 

J fXfi) 
i crn-AI't.STION 
. OAT£ PRE!'IX ' 

TAG ! 

Process Improvements: 

i 

A3961 

l 
Ensure nursing interventions for patient ; 
reposttioning, pain management, and ! 

! assislanoe wah meals is clearly j 

I
. communicated on the care plan and ,i 

documentation of interventions 
[ throughout the patient stay. I 

i 

j Action l'lan Implementation I 
i Training & Education 

! 
I 1, M!lndatory education for nurses and 
l nursing assistants: 

j a DevEllopment and documentation 
i of individualized patient plen of 
! care 

! b Expectations of treatments and 
I documentation of speoiflo pati,.,nt I populations end their needs 

' I ClAPllntegratlon: 
j Weekly Audits of 10 randomly 
: selected patients x 4 months per 
l inpatient unit to verifY a lndiViduali<ed 
i Care Plan was developed and 
' updated to reflect patient needs. 
! 

I Audit results rii!ported to Quality 
and Patlii!nt Safety Committee 

i monthly. 
i 

I 

I 

11/6/2014 
I 
; 

I 
' 
i 
! 

I 
! 
i 1/6/2014 

l 
: 

i 
I 
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DePARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR ME!'.!ICARE & MEDICAID SERVICES 

STATeMENT Or D5FJOJoNCIES 
AND Pl.AN OF COMJ;CT!ON 

(X 1) PI'O\oloERI$WPPLIIWC\.IA 
lbEN"r!FICAT~N NUMBER 

130006 

ST LUKE'S REGIONAL MEDICAL CENTER 

' ; 

SUMMARY STATEMENT OF PEPIQIENGIES 
(EACH DEI'IC!ENCY MUST SE PRECEDED BY FULL 

REGULATORY OR L$C IDENTIFYING ltlFORMATION) 

A 396) COntinued From p;~ge 7 
! 
i 
i 2/24/13 (night shift)- turned 1 time in 12 hours 
I 2125113 (night shift)· turned 1 ijme in 12 hours 
! 2126113 (night shift)- turned 4 times In 12 hours ; 
I 2128/13 (night shift)- tumeo 2 times in 12 he>urs , 
i 3101/13 (night shift)- tumad 4 times in 12 hours , 
j 3/02/13 (day shift)- turned 4 limes in 12 hours i 
; 3102/13 (night shift)- turned 1 time in 12 hours : 
: 3104/13 (day shift)- turned 4 times in 12 hours ! 3/04/13 (night shift) ·turned 3 tim~;>s in 12 hours : 
' ' i ou~ng an interview on 10121/13 bsginning at 1:46! 
i PM, Nurse A, who h!!d been ass19n<>d to care for 1 
i Patient #5 on 3/05/13, reviewed th" medical ! 
; record. She confirmed the ICMP did not Include ! 
i fr""'!uency of position changes or mobility nEileds ! 
' specific to Patient #S's n<i>eds. She stated the i 
! standard of care on her nursing unit was to , 
i ensure patients who had mobility d<:>fi<;:lt~ were l I repositioned every 2 hours around the clock. She i 
' staled a patlent or fsmily member may refuse ~ l repositioning, but usually that would be i 
1 documented. Nurse A stated when a patient was I 
! placed on ''Comfort Care," many patient care I 
! activities such as vttal signs, monitoring blood 1

1 

; sugars ~>nd labs would be discolllinuecl. Sh~ , 
1 stated the goal would be to keep th<:> patient ! 
:comfortable and the family would usually decide : 
i what and when patient care activities would be j 
; done, which included reposttloning, She stated if ' 
; the family member was not presenL she would l 
; decide if the P"tienl needed to be repositioned, i 
• but it was rtot on the every 2 hour schedule as the ! 
1 routine for the o!iler patients. J 
! ! 
i 3. Patlent #5 h;~d a SLP evl:lluation on the day oi ' 
' her admission, with additional assessments and ' 
; dietary modifications on 2125113, 2/26113, and 
, 2127/13 as noted: 

!vent IO:e.rrcH 
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(SACK DE?t:IENCY MUST aE PRECEDED BY FUU. 
REO~LATORY OR LSC IPENTII'YING I~FORIJATlONj 

A 39S ! Continued From page 8 
l j 
! • 2124113 at 1400 a "Dyaph!ilgla E.valuallon" was i 
1 completed by a Speech Language Pathologist · 
1 (SLP). Physician's orders were written as 1 

1 pre.approved diet texture protocol orders and ! 
i signed by a physician on 3/14113. The diet orders: 
J included a general diet texWre wtth any liquid and ! 
! 1:1 assistance during meals beoe.use of Patient ! 
! #5's fractured right arm. · 

ID i 
PREFIX : 

TAG ' 

\ • 2125/13 a\11 :05 AM, a SLP follow up visit ,l .
11
1 

I progress not(l dccumented a decline in Patient , 
! #5's sWetllow function. Orders per "Swallow ; : 
1 Protocol" were written for a Dysphagia 2 l I 
! mechanically altered diet With liquids thicl<ened to : • 
1 nectar consistency and signed by a physician on I .il 

I 2125/13 at 1:45 PM. j 
! ! 

' I 

PROVIDER'S PtAN oF CORRECTION 
(EACH CORRECTI\r.. 1\CTION SMOULD BE 

CROSS·REf'EI\ENOOO TO TH~APPROP~IATt 
OEAOIENCY) 

. • 2/26113 at 10:30 AM, a SLP follow vp visit ! i 
,.. ! ,progoosa.nole.dQCUI'Mnte!l P.ati~n!.#6.diP..oPt.... .... ! .................... 1. .. . ...... . 
i tolerate thin liquids, and her diet orders were i 1 
; changed. Orders per "Swallow Protocol" were ' I 
i wrltten for a Dysphagia Z meohsnically altered ! ! I diet with liquids thickened to honey consistency. ! I 
. The 1:1 ~ssistance was continued to ensure oral ' ' 
I clearing between bites. The order was .. i i 
! authenticated by a physician on me/13 at 10:43 ' ' 
!AM. ! 

i · 2127/13 al12:20 PM, a SLP progress nota 
i documented Patient #5 had no difficulty with any ' 
i viscosity of liquids. Orders were written tor ADA 
! (Americen Diabetic Association) dysphagia~ : 
\ mech-soft (meohanicel soft), with any liquids. : 
i The order was authenticated by a physician on ; 
!2127113 at 2;00 PM. ' 

J_ 2128113 at 9:15 AM, a SLP progress note 
! recommended Pa~ent #5 continue with the 

' 

c 
10/2112013 
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A 396 : Continued From page 9 
\ dysphagia 2 diet 
' i The dietary modifications were not continued 
i when Patient #5 was placed on Comfort Care on 
, S/01/13, at which time all her previous order& 
l were discontlnueld and a "General Diet' wss 
ordered. The ICMP dated 3/02/13 Ia 3106/13 

, dOC!Jmented Patient #5 was to have a general 
diet and did not include dysphagia precaution:; 

: and mechanical soft texture. 

:During an interview on 10/21/13 b~inning atZ:10 
i PM, Nurse B, who had been as5lgned to care for 
i Patisnt #5 on 3/04/13, stated the ICMP lndlc:eteti 
· a ''General Diet." Nurse B ststed a gen~:>r;al diet 
. included foods I'Athout restrtction$ such a> low 
; sodium, no concentrated sweets, etc. She was 
! not awara of the texture requirements that Patient 

!: iiO ned prior to being placed on "Comfort Care" 
and statt:'d sht:' was unaware she had been on a i 

' dysphagia 2 diet and 1:1 assi&tsnoe w~h meals ! 
i was required. She stated multiple f<1mily 
! members were with Patient #5 througho\lt that , 
! day and she had assumed they had fed their , 
! mother lunch and dinner. NuMB sta!J:>d when a : 
I family member told ner the food was not 
i appropriate, she though\ they had meant Patient 
! #6 did not want to eat and had refUsed the meal. : 
' ! !he hosp«al did not ensure Patient#S's plan of 
i care was Individualized ancf revised according to ' 
!her needs. 
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FORM APPROVED 
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SUMMARY STATEMENT OF DEFICIENCES 
(EACH DEfiCIENCY MUST BE PI\ECED50 1!Y FUC' 

REGUu>.iOI'('!' OR LSC IDoNTIFYING INFORW.T10N) 

ID 
PI\EFIX 

TAG 

sooq 16.03.141nitial Comments B ooo 
i 
; A complaint investigation survey was completed 
! at YDur hospital from 10115113 through 10/21/13. 
l Surveyors conducting the lnvesUgalion were: 
I 

i Susan Costa, RN, HFS, Team Lead 
I Gary Guiles, RN, HFS 
! 

( The following deficiencies were cited. 
! i Acronyms used in thi$ report Include: 
i 
i OVA- cerebral va$cular accident 
! hrs- hours 
j mg - milligram 
i pro - as needed 
! SLP -speech lllnd language pathologist 
j SNF ·Skilled Nursing Facility 
I 

BB174J 16.03.14.310.02 Records BB174 

i 02. Re<;ords. Nurses shall maintain records that 
: documeht patient status, progress and care given 
i using descrlptiv~> measurable d~W<. This 
j documentation shall include but not be limited to: 
! (10-14-SB) 
! . 
i a. Admission note; and (10-14-88) 
! 
I b. Vital signs; and (10-14-88} 

' i c. Medic:ation record; and (10-14-88) 

i d, Rationale for and results of PRN drug 
i administration; and (10-14-SS) 
• 

i e. Patlentteaching; and (10-14-88) 
I . 
! f. Adverse drug or })lood reaction; and (1 0-14-88) 

Bureau of Faci/tty 

.. , 

~ROVIDIOR'S PlAN OF CORRECTION 
(eACH CORReCTIVE ACTION SHOULD llE 

CROSS.REFEReNOOD TO 'fHii.A.PPROPRIATO 
pgfiC15NCV) 

·. i li . 
\I j 

Tag BB174- Reooras 

Responsible Parties: 
Cynthia Gearhard, Interim CNO, 
Dawn I-ombardo, Sr. Director Hel!rl, 
Li2 Jorgensen, Director of Nursing , 

Marylynn Hippe, Clini~al Nurse 
Specialist. 

Process Improvements: 
Ensure nursing Interventions are 
documented in the medical record. 
Discharge disposition will be 
standardized to include the primary 

I 
nurse documenting discharge 
diepos~ion in the medical record. 
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BB174 j Continued From page 1 
! 
' (g. Dlschsuge note. (10-14-88} 

i This Rule Is not rnet ;$ evidenced by; 
! Based on review of facility policies, medical 
i record rl'lview and staff intervili'W, it was 
! determined the hospital failed to ensure medical 
i records werl'l complete and inclvded 
; documentation of effectiveness of prn 
; medications, position c:nanges, feeding needs 

I and discharge dispos~ion for 1 of 10 patients (#5) 
. whose records were reviewed, This resulted in 
i the lack of clarity as to the continuity of patient 
J oare, as well as, the outcome status of the 
1 patient. Findings include: 
I 
j Patient #5 was a 91 year old female v.ith 
, demenua whO was admitted on 2124113 after ~ fall 
J at the assisted Jiving facility she resided in. She 
! was noted to have right sided weakness, facial 
·
1
· droop and slurred speech, In addition to bruising 
, and pain in her right arm. She was admitted with 

I diagnoses of CVA and fracture of the right arm. 
Patient #5 was placed on "Comfort Cane" status 

! on 3/01/13 and discharged to a Skilled Nursing 
1 F'aciliiy wah Hospice on ~/05/13. The nul'$ing 
i staff did not document in th101 following examples: 
j 

! 1. ~anent #5 was on multiple prn meclications for 
: pain and anxiety. The record did not show that 
nursing staff hed a~sessed the patient for 
effectiveness of prn medications given on the 

: follOWing dates: 
' ' ! On 2/24/13 at 4:56PM, Morphine 0.5 rng. 
! On 2/24/13 at 8:27 PM. Acetaminophen 500 mg. 
iOn 2/24/13 at B:;?-7 PM, Morphine 1 mg. ! On 2/24/13 at 11:14 PM, Morphine 1 mg. 
: On 2125113 11t 12:45 AM, Morphine 2 mg. 
iOn 21~5/13 at 2;30 AM, Morphine 1 mg. 

SVreau ot ~i'3cilny Standards 
STATE FORM ""' 

10 
PR"FIX 

YAG 

BB174 

PRDVIbER'S PLAN OF CORRECTION 
(61\CH CORRgCTIVi" ACTION SH DUlD BE 

CFIOS$-ftCI'EREtiCEO TO T~E:AP!'ROPRIATE 
DEI'IOIENC'I) 

! 
: 
: 

Action Plan Implementation I i 
' Training & Educa.tion i 

Education for nurses: ! 
i 1/6/2014 
i 
' 

l. Primary discharge nurse to 
complete dischat•ge disposition for all 
patients ! 
2. Documc:ntatlon of i 
individualized patient plan of care and ! 
related interventions ! 
3. Medication record to reflect a ! 
follow-up intervention after each PRN ; 
medication Is given per specific time · 

i 
QAPI Integration: ! 
Weekly Audits of 10 randomly selected i 116/2014 
patients x 4 months per inpatient unit i 
to verify a individualized care plan was 1 
developed and updated to reflect ! 
patient needs, ensure reassessment of ( 
effectivenesi! of PRN medications is . 

! 
documented, and appropriate : 
di~charge disposition is completed. 

Audit results reported to Quality a.nd 
Patient Safety Committee monthly. 
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! On 2/25/13 at 6:14AM, Morphine 1 mg. 
! On W$113 at 8:10 PM, Morphine 1 mg. 
i On Z/26113 at 1 0:46 F'M, Acetaminophen 500 mg. 
1 On 2128/13 at 5:53 PM, Aoetaminophen 500 mg. 
1 On 3101/13 a\ 8:10PM, Ativan 1 mg. 

On 3/0V13 at 8:32 AM, A!l\lan 1 mg. 
; On 3/0V13 at 3:16PM, Ativ!ln 1 mg. 
: On 3/02/13 at 7:39PM, Morphine 2 mg. 
iOn 3/0V13 at 11;06 PM, Morphine 4 mg. 
' On 3JQ3/13 at 4:40 AM, A\ivan 1 mg. 
i On 3103/13 at 4:08 PM, Morphine 2 mg. 
1 On 3/04/13 at ~:44 PM, Ativan 0.5 mg. 
1 On 3/04/13 at 4:53 PM, Morphine 10 mg. 
iOn 3/04/13 at 11:00 F'M, Morphine 10 mg. 
) On 3/05/13 at 6:31 PM. Morphine 10 mg. 
l On 3/06/13 at 1:01 PM, Ativan 0.5 mg. 
On 3105/13 at 1:01 PM, Morphine 10 mg. 
on 3/05/13 at 3:09PM, Ativan o.~ mi}. 

During an interview on 10/21113 beginning at 2;1 0 
i PM, Nurse S reviewed Patient #5's medical 

I record and Medication Administration Record. 
She confirmed nursing staff had not documentetl I the effectiveness of prn medications. 

l Patient #S's medl011l record did not contain 
I documentation of effec!lveness of prn drug 
: administration. 

I 
· ; 2. Patient #6's record lncllol!tell she was 
! transferred toe Skilled Nursing FaCility on 
j 3105/13. Her actual Ui'l1e of discharge was not 
1 documented. 
i 
l A worksheet wes provided by the Department 
i Manager on 10121/13 at 2:00pm. It was a page 
! from a desk calendar the\ oontained a list that 
i rE!corded the edrnissions, discharges and 
! transfer<> of pa~ents on that unit. The 
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I
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' i The Department Manager reviewed the record 
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: hours ditectly before and including the discharge 
i assessment and disposition. 
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j Patient #5's medical record did not include 
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i I 03. Patient Care Plans. Individual patient care 
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i i e. Nursing care treatments required by the 
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! b. Medical traatment order(<d for the patient; <lind 
: (10·14-88) 

• c. A plan devised to include both short-term and 
:long-term goals; and (10-14-llB) 

i d. Patient and family teaching plan both for 
! hospital stay and discharge; and (10·14-88) 
I 
1 e. A description of socio-psychologic!ll needs of 

I the patient and a plan to meet thcsfol needs. 
'(10·14-88) 
I 
i This Rule is not met as evidenced by: 
/ Refer to Federal Deficiency A-396 as it relates to 
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HEALTH & WELFARE 
C.L. "BUTCH" OTIER-Governor 
RICHARD M. ARMSTRONG- Director 

October 29, 2013 

Chris Roth, Administrator 
St Lukes Regional Medical Center 
POBox 2577 
Boise, ID 83701-2577 

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

Dear Mr. Roth: 

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

3232 Elder Street 
P.O. Box 83720 

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

FAX 208·364-1888 

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 #ID00006245 

Allegation #1: Patients were given medications they were allergic 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. Othetwise, 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 abdominal surgery. Her "HISTORY AND PHYSICAL," dated 3/21/13, stated 
"ALLERGIES: VI CO DIN CAUSING NAUSEA AND PRURITUS." (Pruritis means itching.) 
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Vicodin contains hydrocodone and acetaminophen. The pharmacist reviewed the allergy list and 
determined the patient did not have a true allergy to Vicodin. 

Untimed orders, dated 4/04/13, called for the above patient to receive "Lortab elixir 
(Hydrocodone 7.5 mglacetaminophen 500 mg per 15 m1) give 10-15 ml q 4 hrs pm pain." This 
patient received the Lortab on 4/04/13 at 3:49 PM and 11:20 PM. She also received Lortab at 
6:37AM on 4/05/13. An order, dated 4/05/13 at 7:20AM, called for the patient to receive 
Benadty1 50 mg "now." The accompanying progress note by the P A 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" fonn, 
dated 5/21/13 at 2:45PM, 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 
histmy 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 3:20PM, stated the third patient was allergic to Morphine which caused "Mental Changes." 
·An order, dated 5/06/13 at 9:50AM, stated the patient was to receive Morphine IV evety 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 ttue allergies or 
side effects. If a pharmacist determined the patient was not truly allergic to a medication, 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: VI CO DIN CAUSING NAUSEA AND PRURITUS." After the pharmacist 
determined the patient was not truly allergic to the medication, the patient received L01iab 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 administered to the patient' from admission on 
5/13/13 to 5/23113. 
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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 fi·om 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 frorn 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 phatmacist had reviewed the allergies and determined he was not 
truly allergic to Morphine. 

An order, dated 5/06/13 at 9:50AM, stated the patient was to receive Morphine IV evety 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 patiicipated in the decision. 

The hospital administered medication to patients who had .a repmted allergy to the medication. 
A deficiency was cited at 42 CFR Patt 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 repott. No response is necessary to this complaint repo1t, 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 comtesy and cooperation you and your staff extended to us in the 
course of our investigation. 

Sincerely, 

~~~~ 
GARY GUILES 
Health Facility Surveyor 
Non-Long Term Care 

GG/pt 

~~ 
SYLVIA CRESWELL 
Co-Supervisor 
Non-Long Term Care 
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November 01,2013 

Chris Roth, Administrator 
St Lukes Regional Medical Center 
PO Box 2577 
Boise, ID 83701-2577 

RE: St Lukes Regional Medical Center, Provider # 130006 

Dear Mr. Roth: 

DEBRA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITYSTANOARDS 

3232 E~er S~eel 
P.O. Box 83720 

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

FftX 208-364-1888 

·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 #ID00006029 

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

Findings #1: An unannounced, on-site complaint survey was conducted from 1 0/15/13 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 v.'fist 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 I 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 fmm 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 
until3/0l/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 alsp 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 8:10PM, Ativan 1 mg. 
-3/02/13 at 6:32AM, Ativan 1 mg. 
-3/02/13 at 3:16PM, Ativan 1 mg. 
-3/03/13 at 4:40AM, Ativan 1 mg. 
-3/04/13 at 3:44PM, Ativan 0.5 mg. 
-3/05/13 at 1:01PM, Ativan 0.5 mg. 
-3/05/13 at 3:09PM, 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. 

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

Allegation #3: The nursing stafffailed 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 slun·ed speech, in 

addition to bruising and pain in her right arm. She was admitted with diagnoses of 

cardiovascular vascular accident (CV A) and fi·acture 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 pm 

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 4:56PM, Morphine 0.5 mg. 
-2/24/13 at 8:27PM, Acetaminophen 500 mg. 
-2/24/13 at 8:27PM, 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 2:30AM, Morphine 1 mg. 
-2/25/13 at 6:14AM, Morphine 1 mg. 
-2/25/13 at 8:10PM, Morphine 1 mg. 
-2/26/13 at 10:46 PM, Acetaminophen 500 mg. 
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-2/28/13 at 5:53PM, Acetaminophen 500 mg. 
-3/02/13 at 7:39PM, 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 4:53PM, Morphine 10 mg. 
-3/04/13 at II :00 PM, Morphine I 0 mg. 
-3/05/13 at I :01 PM, Morphine 10 mg. 
-3/05/13 at 6:31 PM, Morphine I 0 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 ofpm 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 CFR482.23(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 IDAP A 
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: I 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 altered 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 fomth 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 cmtain 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 ctuiains were 
open and allowed visibility of patients, no patient care activities were noted to occur with the 
ctuiains 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 Comfmi 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 curtain pulled for 
easy visibility of the patient. The nurses who were interviewed stated during patient care 
activities the ctuiain 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 rep01i. No response is necessary to this complaint report, as it was addressed in the Plan 
of Conection. 

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, 

~~r 
Health Facility Surveyor 
Non-Long Term Care 

SC/pt 

~~ 
SYLVIA CRESWELL 
Co-Supervisor 
Non-Long Term Care 


