
C,L, '1lUTCH' OTIER- GOVERNOR 
RICHARD M. ARMSTRONG - DlREGTOR 

January 29, 2015 

Linda Vestal, Administrator 
Guardian Angel Homes Lewiston I 
2421 Vineyard Avenue 
Lewiston, Idaho 83501 

Provider ID: RD-679 

Ms. Vestal: 

I DA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
TAMARA PRISOCK- ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUFERIJ!SOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAl<I 
P.O. Box 83720 

Boise, Idaho 83720.C009 
PHONE; WS.364.1962 

FAX; 208-384-1888 

On December 17, 2014, a slate licensnrelfollow-up survey was conducted at Guardian Angel Homes Lewiston I, 
LLC. As a result of that survey, deficient praetices were found. The deficiencies were cited at the following 
level(s): 

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

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

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

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

Sincerely, 

f\~ f\n~l?/'f>-On f~ 

DONNA Ht~ID, LSW 
Team Leader 
Health Facility Surveyor 

DH/sc 

cc: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program 
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Linda Vestal 
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Based on the state Ji censure/follow-up survey conducted by Department staff at Guardian Angel Homes 
Lewiston I, LLC between December 15, 2014 and December 17, 2014, it has been determined that the 
facility retained 3 resident who had pressure ulcers which exceeded a stage II. Additionally, the facility 
failed to assess 2 sampled residents who had wounds or skin breakdown to ensure they did not exceed 
the level of care the facility was licensed to provide. 

This core issue deficiency substantially limits the capacity of Guardian Angel Homes Lewiston I, LLC to 
furnish services of an adequate level or quality to ensure that residents' health and safety are protected. 
Ibe deficiency is described on the enclosed Statement of Deficiencies. 

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction 
of this deficiency must be achieved by January 31, 2015. We urge you to begin correction 
immediately. 

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by 
answering each of the following questions for each deficient practice: 

+ What corrective action(s) will be accomplished for those specific residents/personnel/areas 
found to have been affected by the deficient practice? 

+ How will you identify other residents/personnel/areas that may be affeeted by the same 
deficient practice and what corrective action(s) will be taken? 

• What measures will be pnt into place or what systemic changes will you make to ensure that 
the deficient praetice does not reeur? 

• How will tbe correetive action(s) be monitored and how often will monitoring occur to ensure 
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that the deficient practice will not recur (i.e., what quality assurance program will be put into 
place)? 

• By what date will the corrective action( s) be completed? 

Return the signed and dated Plan of Correction to us by January 11, 2015, and keep a copy for your 
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction 
you develop. 

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

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which 
was reviewed and left with you during the exit conference. Your evidence of resolution (e.g., receipts, 
pictures, policy updates, etc.) for each of the non-core issue. deficiencies is to be submitted to this office 
by January 16, 2015. 

Three (3) of the eleven (11) non-core deficiencies cited were identified as repeat punches. Please be 
aware, any non-core deficiency which is identified on three consecutive surveys will result in a civil 
monetary penalty. 

Also, be aware that any variance allowing the administrator to serve over other facilities is revoked as of 
the date of the exit conference. The facility must now employ a single, licensed administrator who is not 
serving as administrator over any other facilities. Failure to do so within thirty (30) days of the date of 
the exit conference will result in a core issue deficiency. 

If, at the follow-up survey, the core deficiency still exists or a new core deficiency is identified, or if any 
of the repeat non-core punches are identified as still out of compliance, the Department will have no 
alternative but to initiate an enforcement action against the license held by Guardian Angel Hornes 
Lewiston I, LLC. 

Enforcement actions may include: 

• imposition of civil monetary penalties; 
• issuance of a provisional license; 
• limitation on admission to the facility; 
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• requirement that the facility hire a consultant who submits periodic reports to Licensing and 
Ce1iification. 

Our staff is available to answer questions and to assist you in identifying appropriate corrections to avoid 
further enforcement actions. Should you have any questions, or if we may be of assistance, please 
contact us at (208) 364-1962 and ask for the Residential Assisted Living Facility program. Thank you 
for your continued participation in the Idaho Residential Care Assisted Living Facility program. 

Sincerely, 

f~r-
JAMIE SIMPSON, MBA, QMRP 
Program Supervisor 
Residential Assisted Living Facility Program 

JS/sc 
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R 000 Initial Comments 

The following deficiency was cited during the 
licensure survey conducted between 12/15/14 
and 12/17/14 at your residential care/assisted 
living facility. The surveyors conducting the · 
survey were: 

Donna Henscheid, LSW 
Team Coordinator 
Health Facility Surveyor 

Karen Anderson, RN 
Health Facility Surveyor 

Rea.Jean McPhillips, RN 
Health Facility Surveyor 

Maureen Mccann, RN 
Health Facility Surveyor. 

Survey Definitions: 
11

:::: inches 
appx or approx = approximately 
Cellerate =medication used for tissue building 
during wound healing 
cm = centimeter. 
BMP = Behavior Managemerit Plan 
LPN = Licensed Practical Nurse 
Lt or It= left 
MAR = Medication Assistance Record 
Melgisorb Ag =a highly absorbant, antimicrobial 
wound dressing 
mg= milligrams 
NSA = Negotiated Service Agreement 
R =right 
Rec'd = received 
RN = Registered nurse 
Silversorb = a antimicrobial medication used in 
wounds 
sis = signs and symptoms 
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Vancomycin hydrocloride powder = a medication 
used for treating a wauncj Jnfectlon 
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R 001 16.03.22.520 Protect Residents from Inadequate R Ooa· 
Care. 

The administrator must assure Iha! policies and 
procedures are Jmplemented to aMure that all 
residents are free from Inadequate care. 

This Rule Is not met as evidenced by: 

PROVIOER's ~LAN OF COMEGTION 
(EACH COMECTIV~ ACTION sHOUlD BE 

CRO$&REFERENGED TO THEAPPRDPRIATE 
OEF!Cll;:NC'I) 

R008: I 

()<5) 
COMPLElE 

DATE 

Based on observation, record review and 
Interview It was determined the facility retained 3 
of 4 sampled residents (Resldflnts #2, il4 and #6) 
who had pressure ulceni Which exceeded a Stage 
II. Additionally, the facility failed to assess 2 ol 2 
sainpled residents (Residents #2.and #9) Who 
tied wounds Qr skin breakdown to ensure !hey did 
not exceed the level of care the facility was 
licensed lo provide. f'urther, the facility retained 1 
of 1 sampled resident (Resident #8) who had 
Methlolllln-reslstive Staphylococcus aureus 
(MRSA). 'rhe findings Include: ix. r. Administrator hn8 given 30 1-{j~f-S 

days noti,ce to the 2 identified 
I. PRESSURE ULCERS: 

IDAPA rule 16.03.22.152.05.b stafos that "No 
resident will be admitted or r~!ained who requires 
ongoing sl<illed nursing care not within the legally 
licensed authortty of the facility. Such residents 
include: 

IX. A resident wllh Stage Ill or IV pressure ulcer." 

The National Pressure Ulcer Advisory Panel 
defines Stage 11,.111. IV and unsfageable pressure 

Burosu of Fnl'.'JlllY Slandards 
STATE FORM 

( ... 

residents who had greater than a 
stage II pressure ulcer. 

llealth Service Director obtained and 
.trained herself the RN and LPN 011 
staging pressure ulcers and the need 
to identify ifnmedlately id~ntify 
greater than a ~tage II to the 
admimst.rator in order for her to give 
notice to tl1e resident's frunily. 

Yo5J11 . : · If C-Or'lllnUa!l'o11 Bheal 2 of f 3 
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SUMMARY STATEMENT O):: DEFJCl'!;_NCIES 
{E'ACH DEFICltNCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSG IPENTIFYINO! INFORMATION) 

R OOB Continued From page 2 

ulcers as the following: 

'stage II: "Partial thickness loss of dermis 
presenting as a sfml/ow open ulcer With e red 
pink wound )Jed, without slough ... Prenents as a 
shiny or dry shallow ulcer without slough or 
brulslng ... Brulsing Indicates suspected deep 
tissue injury." 

•stage Ill'. "Full thickness tissue loos ... Sloogh 
rnay be present..." 

•stage IV: "Full thickness flsstle loss ... Slough or 
eschar may be prnsent on some parts of the 
wound bed." 

'Unstageable: "Full thickness llssue loss in which 
ihe base or the ulcer Is covered by slough (yellow, 
tan, gray, green or brown) and/or eschar (tan, 
brown or black) Jn ~ie wound bed." Until eschar Is 
removed, the true depth can not be determined; 
but it will either be a Stage UI or lV. 

1. According to her record, Resident#$ wa$ on 
87 year-old fernale who was admitted on 7/29/13, 
with dlagt\Oses including dementia and t1rlnary 
incontinence. On 12/16114, the resident was 
observed In a recliner In her room. She was 
animated and'C(Jnversihg with the stirveyor, 
however. her responses were non-senslcal. 
When asked simple questions such as where she 
Jived, the residl'lnt answered, "She is down at the 
road, just sitling.'' 

ID 
PREFIX 

TAG 

ROOS 

PROVIDER'S PLAN OF"CORRECTIOl'J 
(EACH OORREOTNEACTION SHOULD BE 

CRO~S-~EFERENCEa 'rO rHE AP~ROPRIATE 
DEFICIENCY) 

("6) • 
COMPLETE 

bAlE 

On 12116114 betwe"1n 10:30 AM and 3:00 PM, the 
LPN stated "We don't stage pressure ulcers." She 
further stated, she was not sure If Iha wound was 
a pressure ulcer. She stated "It st~rt~,d as bruise 
and she (the resident). clawed at It, ripped it 
open." ,__ __ ,,..1-,,,:-~~~~-~-~~~-~~-~-'---~_.l.--~-----~~~~---~--

Buraau of Faolllly .Standards 
STATE FORM Y05J11 If comlnual!Qn ehoel a of 13 

( 
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On 12/16/14 at 2:35 PM, Caregiver A stated 
Resident #6 had a wound on her hip. She further 
stated, "The nurse covers it so I don't get to lciok 
at iLlt was there, it 9idn't f)eal, it got worst, got 
infected ... Now they are tmating it." 

On 12/16/14 at 3:30 PM, the administrator stated 
she did not understand wound staging, "I'm not a 
nurse." 

On 12/17/14 at 9:53 AM, Caregiver B stated 
Resident #6 had the wound on her right hip, 
"maybe 1 to 3 months." She stated "it started as a 
red spot. The nurse said.to keep her off of it so 
we don't have a bedsore." She further stated, 
"there was a dressing on it...lt was getting deeper 
and deeper. The hole was deep and we knew it 
was infected when it had a smell." 

On 12/17/14 at 9:45 AM, Caregiver C stated the 
wound was a brown scab when she started 
working with Resident #6 approximately 2 months 
ago. She further stated, the nurses covered it with 
a bandage. 

The following documentation was found in. 
"Progress Notes" in Resident #6's record: 

*10/13/2014 1 :56 PM - "1" X 2" sore reported on 
resident's· right hip. Saw and assessed wound to 
have scab in middle. Redness extending .5" 
around wound. Resident pic~s at wound. Applied 
mixture of Cellerate and Silversorb on wound. 
Covered with foam pad and clear bandage." 

*10/16/14 2: 19 PM ' "Wound is also starting to 
smell bad.'~ 

*10/20/14 2:35 PM - " ... packed with gauze. Clear 
Bureau of Faclllty Standards 
STATE FORM 6899 

ID 
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R ooa ·continued From page 4 

dressing over packing." 

'10/22114 12:00 PM· "Explored wound with 
sterile swabs. Vancomycin Hydrochloride powder, 
Cellerate and Sllversorb applied with Melgisorb 
Ag placed over that." 

'10/24/14 2:13 PM - "Green puss but the odor 
hM decreased from Wednesday (10/22/14)." 

'11/07114 12:00 PM· "Debrided, cleaned and 
dressed wound." 

A "Health Care Provider FaJ(", completed by the 
faclllty LPN, documented Resident #f.J "Has 
wound on R hip approx 1 X 2" open witl1 
sloughi11g." The form was signed by Resident 
#13's provider on 11/4114. The provider also 
ordered an "air rnattreHs". 

A medical supply company request form, 
completed by the facility RN on 1114114, 
documented Resident i/6 required a "hospital bed 
with alternating pressure mattress" for a "R-hlp 
pressure area." 

There was no documentation found Jn Resident 
#6's record that lhe pressure Ulcer had been 
staged. Slaff ln1etviews and facility 
documentation described Resident #tl's press~re 
ulcer as greater than a Stage JI. 

2. According to her record, Resldent#2 was an 
.. 85 year-old woman adn1it!ed on 8112/09 with 

diagnoses Including dementia and a history of a 
left hip·fr'lcl~re. On 12/18114, the resident was 
observed In bed Jn her room. The _resident's eyes 
were open. Altl1ot1gh the resident made eye 
ctmt.o~d when greeted, she did not respond 

ROOB 

DEFICIENCY) 

ix. II. Adm.inisb'atot counseled the 
nui:sing staff i,:in the need to assess ail 
wounds and documeht as·well as· 
treatment for the wound. Nurses wilI 
meet with the Administrator weekly I 
to discuss any w01mds present within 
the facility. 

()(6) 
COMf'llli 

PAT~ 

1-9./!J 

verbally, but rather stared straight ahead wit~ •. ~ 
Bureau afFaclHLy S(andarda '----~--.,---~-----~--~---

STATE FORM Y05J11 If conl/nui;iUonsheel 5or13 

( 
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flat affoct. 

On f1/16/14at11:50 AM, Gareglvars D and E 
stated Resident #2 had a wound on· her hip and 
left heel which l1ad dressings oli them. Caregiver 
D slated !he nurses changed Resident #21s 
dressings. She stated she covered the resident's 
heel wovnd "lh plostlc" when stie showered the 
resident. Caregiver I:: stated, the resident had a 
"Duodetm" dressing on her hip wound. 

On 12/17/14 at 9:30 AM, Caregiver B stated she 
first was aware of Resident fl2's wound "tight 
before Tl1anksgiving." She further stated, she did 
not know what the wound looked flke because the 

( nurse came In ahd dressed It daily. 

A qnarterly nurse assessment. dated 7114 -
9130/14, documented Resident #2 had 
"dew.loped sore area on hip/I\ heel. No\ walking 
as she used to." The note was signed on 10/B/14 
by the LPN and on 10/10114 by the RN. · 

A. Left Hip: 

The 'following documentattan was found In 
"ProgreM Notes" In Residen"t#2's record: 

*9/16/2014 4;10 PM- "Area below LT hip noted 
oy staff, dark/red surrounding appx a X 5 cm." 

•1012012014 1:00 PM .. "Rec'd order for 
cellerate/silvasorb with Meplplex dressing to Lt 
hip atea. Area open-no sis Infection." · 

*10/2112014 11:22 AM - " ... packed with gauze 
and covered with cloor bandage. · 

\() 
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'1110712014 12:00 PM- "Cleansed and 
redressed wound on left hip.' 

Bu_re __ a_u_o_tF~n-oll~1w-s~ta-n-da-w-a--''-"_:_:..:__,_.--''--~~---~-'--~-·~-'--~~~-~--~~~~--__.1~--~ 
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'12112/201412:13 PM· "Dressings done 2-3 X 
week on hlp/hcel...Area on hip healing well." 

S. Left Heel: 

The following docume11ta(ion was found In 
"Progress Notes" in Resident #2's record: 

•10131/2014 3:05 PM " "Area on Lt heel pink Jn 
color, no black, almost healed." 

*11/0712014 12:00 PM - "Cleansed and 
redressed black spot on left heel." 

ID 
PREFIX 

TAG 

R006 
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DffiG\ENC~) 

• (XO) 
COfi!P~ 

OATE 

( ·11110/2014 2:21 PM - Resident #2's "left heel no 
longer l1as a black spol, bu\ there Is still & healing 
wound there.'' 

'1211212014 12:13 PM· "Dressings done 2-3 X 
week on hip/heel. Area on heel almost healed." 

On 12/'16114 at 10;30 AM the lPN slated "We 
don't stage pressure ulcers." 

On ·121115/14 at 3:00 PM, the RN stated Resident 
#2's hip ''wound was never paol(ecJ." She stated 
she was not awere another faollily nurse 
documented that she hiid packed the wound. The 
·racllily RN stated the nurse who charted she had 
packed the wound was on vacation and was 'not 
available fOr interview. 

There was no documentation iaund in Resident 
#2's record that her the pressure ulcer on her hip 
or heel bad been staged. ObservaJions of the 
wound reported during ~tall Interviews and 
contained In the facility documentation, which 
Included "slough" and "eschar", desctibed 
Resident #2's pressure ulcers as greater than a 
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Stage II. 

3. According to his record, Resident #4 was a 90 
year old male admitted to the facility on 12/21/10 
witl1 a diagnosis of Al<heimer's disease.· 

Resident #4's NSA, dated 8/26/14, dooumonted 
staff were to report any skin issues to nursing 
immediately. There was no further docvmentafion 
regarding skin breal\down preventative 
measures. 

On 12/16/.14 between 8:30 AM and 11:55 AM, 
Resident #4 was observed in a recliner without 
heel protectors (padded boots) on his feet. 
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... 
"Shi!! Change Notes," dated 9/26/14, 
documented Resident #4 has a red spot on left 
heel and the RN was notified. There was na 
documentallon the faoillty RN had assessed the 
"red spot" on the resident's heel on this date. 

Nursing "Progress Notes" documented the 
following: 

'10/27/14- Residen!i14 had a ''small black spot 
on his left heel. The spof was about the size of a 
pencil eraser. The resident was given "padded 
boom" to wear. 

•10/30/14 -Rasldant#4's dressing on the left heel 
came off in the shower. "Small dark spot is ~till 
there:· The resident has "no! kept the padded 
boots on." 

'11/04/14" The resident has a "pen head black 
area on R heel, might be a mole." 

T11ere was no further documehtatlon by the 
tacilily RN regarding the status of the "black area" 
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on Resident #4's heel. 

On 12/16/14 at approximateJy 10:00 AM, 
Care~iver F slated Resident #4 had breakdoWl:l 
on his heel which had healed, but was again 
"starting to get red." The caregiver stated, "We try 
to catch it before it gets worse." 

On 12115114 at 10;46 AM, the LPN stated, "We 
don't really stage" wounds. "lf they're real bad" we 
send the residents to the wound alinia. 

On 12/'16/14 at 10:50 AM, the RN slated the spot 
on Resident #4's heel was very small and that 
she thotrght It was a mole. 

On 12/16114 at 2:46·PM. the RN was observed 
looking at Resident #4's heel. The pressure ulcer 
had healed to a Slage I and no eschar (blaak spot 
or mole) ·was noted. The resident was obseTVed 
sitting in a recliner and was not wearing heel 
protectors. The RN stated the resident "probably" 
had necrotic (esohar) tissue that had fallen off the 
left heel. Whan explained the deflnliion of an 
unstageable wound, the RN replied, "What do 
you want rne to do? rve had these people for a 
long time." · 

There was no documentation found In Resident 
#4's record that the pressure ulcer on his heel 
had been staged. Staff lnteTViews and facility 
documentation described Re~dent #4's pressure 
ulcers as greater than a Stage II. 

The facility relained Residents 11'2., #4 and #f3 with 
pressure ulcers which had not been Gtaged. Staff 
interviews and facility docurnenfa!lon described 
all four pressure ulcers as greater than a Stage II 
.which was beyond the level the facility was 
licensed to provide. 
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11. OTHER WOUNDS NOT ASSESSED OR 
TREATED BY THE FACILl1Y 

1. According to her raoord, Resident #9 was a 
seventy year·old woman admitted tp the facilfty 
on 7/28/11 with a diagnosis of dementia. 

On 12/16/14 at appl'Oximately 3:15 PM, Resident 
#9 was obseived laying in her bed with a large 
bandage on her right l1ip_ 

Resident #S's NSA, dated 11/12/14, documented 
the staff were 1o apply "Uger balm" to her skin. 
Them were no further Interventions documented 
regarding skin breal<down prevenUons. 

A nursing assessment. dated 9112114, 
documented Resi<;lent #9 was ''medically stable." 
There was no further documentation regarding 
any skin breakdown on 1he resident's hip. 

On 12/16/14, at9:30 AM, CareglverG slated 
Resident #9 had the spot on her hip for at least 
three· days_ She stated sl1e noticed the red mark 
was not going away and she asked another 
caregiver to tell the RN. She staled the staff were 
instructed to keep the resident off her hip. 

On 12/16/14 at 9:40AM, Resldent#9 was 
oDseived b;ying i~ her bed with an uncovered 
reddened area on her right hip. 

On 12/16/14 at 4:22 PM, a family member stated 
he felt the spot on the resident's hip was froin 
"sitting in a chair <md not 1ri6ving." 

On ·12/17/14 at 9:35 AM, Caregiver A staled, Iha 
red spot on Resldent#9's hip was "noticed' last 
week, at least 6 days ago. She stated she told 
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Caregiver C· WllO then called the RN, 

On 12117114 at 9:46 AM, the faolllty RN staled 
staff had not reported anything to her ~bout the 
resident having a "red spot." The RN looked 
through the notes on the computer and stated, "I 
don't see anything about being notified. It doesn't 
look like there are caregiver notes for December." 
When fold abollt the dressing on Resident#9's 
hip yesterday, the RN had no explanation. 

The facility RN did not assess the status of 
Resident #9's wound to determine what treatment 
was required or JI the resident could be legally 
retained by the facility. 

2. According to her record, Resident #2 was a 85 
year-old woman admitted on 8/12109 wit~ 
diagnoses including dementia and a history of a 
left hip fi'acttlre. On 12116114, the reside11t was 
observed Jn bed In her room. Tha resident's eyes 
were open. Although the resident made eye 
contact when greeted, she did not respond 
verbally, but rather stared slralght afiead with a 
nat affect. ResJdent#2 currently had a pressure 
ulcer on har left hip and left heel. 

The following documentaVon wa• found In 
"Progress Notes" In Resident #2's record: 

*i1126120i411:28 AM· "Her right hip Is starting 
with red11ess in two spots." 

*1211212014 12:13 PM- "Has raised area on 
coccy.x, not red or open." 

There was no further documentafion In Resident 
#2's record regarding the redness on the 
resident's right hip or raised area on her coccy,.<. 
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lhe facility did not assess Resident#2's and #9's 
wounds or skin breakdown to determine what 
treatment was required or If the resldents could 
be legally retalred by the facility. 

lll.MRSA 

IDAPA 16.03.22. 152.0o.b documents ''No 
residenl will be admitted or retained who requires 
ongoing skilled nursing or care not within the 
legally licensed authority of the faclllty. Such 
residents Include; xi. A resident who has MRSA in 
an active stage (infeotive stage)." 

According to the resld.ent's record, Resident #B 
was an 89year-ald male, admitted on 12/13113 
with diagnoses Including dementia and diabetes 
mellitus II. The resident also expertenced chronlc 
venous hypertensioh and !ymphederna with 
bilaterel lower extremity ulceration, blistering and 
cellulllls. 

A physician's office visit notes documented the 
following: 

• 6/5114 - "The patie11t hM had a new uJcerafion 
noted by [the name of e home health agency] 
nursing staff on the rightf/llh lateral foe. This 
looks inftamed ... Tissue culture and sensitivity 
right flflh toe.' 

• 6/26114 - The resident had a "large, Inflamed, 
and deep right fifth lateral toe ufceratjon. This 
ended up being positive far Methlcillln-resisianl 
Staph aureus, heavy growth. /he palleht has 
taken lwo weeks of minocycline 100 mg twice 
weekly.'' 

A physician's order dated 6/8/14, documented 
Resldeht#8 was to receive the antibiotic 
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minocycline 100 mg lly mouth twice dally. 

Resident #S's June MAR docum~nted the 
resident received the antibiotic mfnocyollne twice 
dally between 617114 and 6/24/14. 

There was no docu1nentatlon found In Resident 
118's "Progress Notes" regarding the MRSA 
Jnfeclfon. However, the facility assisted the 
rooident with an antibiotic, twic;:e daily for two 
weeks, to treat the Infection. 

On 12116/14 at 9:15 AM, the RN slated she h;id 
"no Idea" Resident#B had Infective MRSA. "I try 
to read the reports" from tl1e physician's office 
regarding wounds, but stated the clinic is not 
"always timely golfing them to us." 

On 12116114 at 4:25 PM, lhe LPN staled sM was 
not aware Resident #B's wound Was infected wilh 
MRSA. 

The facility retained Resident #8 with Infective 
MRSA, although ft was not licensed to do so. 

The facility retained Residents #2, #4 and #6 with 
stage HI or IV pressure ulcers. Also, the facility 
did not assess or motilfor Residents #2'~ and #B's 
wounds or skin breakdown to deterrntne what 
treatrnent was required or lo determine if the 
residents could be legally retained by the f~cility. 
Finally, the facilffy retained a resident with active 
MRSA. Thi$ l'Mlllted In inadequate care. 
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y .· . : - - • •.Department use Only 

Item# ·Rule# Description EOR ·. 
Initials 1s:o3.22. .. · .. . . ·· . Accented 

1 009.01 Three of ten employees did not have evidence of criminal history background checks. !/Jo/'fS ~II 

2 009.06.c Three of ten employees did not have evidence of state police background checks. !/~/ts <))# 
3 210 The facility did not provide an activity program in all buildings as ou~ined in rule 151. IW/AS "i)/f 
4 225 The facility did not evalutate and develop behavior management plans for Residents #3, #4 and #5. Futher, behavioral . 

triggers were not identified and interventions were not reassessed for effectiveness. **Previously cited 7/29/10** /h3hS (j),Q 
5 300.01 The facility nurse did not complete a 90 day as.sessment for Residents #6 and #9. Further, the facility RN did not assess the . 

following: Resident #1 after hospitalization and surgery, Resident #5's possible dislocated hip, and several residents wound 
status and other health conditions. Additionally, the facility RN did not assess Resident #Ts shingles/rash until 5 days after it 
was first identified by caregivers. ·~1).· .• 9>"'1 ·· 'J/5'l5 · 

6 350.02 There was no investigation of all accidents and incidents; including bruising of an unknown origin. 
';/.u}.s 

.. 
~A' 

7 350.07 Not all required accidents and incidents were reported to Licensing and Certification. **Previously cited 7/29/10** //~#5 ·. Cj)il • 
8 625.01 Eight of ten employees did not have evidence of 16 hours of orientation. 11:?0115 .·.·.9\l/ 
9 630.02 Five of ten employees did not have evidence of mental illness training. 1/ 2~/J.s • 'N-1 
10 630.04 Nine of ten employees did not have evidence of traumatic brain injury training. !/ :;,u/t'S ·. <Jill·· 
11 250.10 Water temperatures exceeded 120 degrees. In the Craftsman building it temped at 129 degrees and in the Tudor building it 

temped at 132.8 degrees. '*Previously cited 7129/10"" .. ;/.20)6 ·.'})JI 
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