IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L BUTCH OTTER - Govemaor LESLIE M. CLEMENT - Administrator
RICHARD M. ARMSTRONG — Director DIVISION OF MEDICAID
Post Office Bax 83720

Bolse, ldaho 83720-0035

PHONE: (208) 334-6626

FAX: (208) 364-1868

May 24, 2011 CERTIFIED MAIL #: 7009 0820 0000 2807 1774

Stephenie Ellwood, Administrator

Gables Senior Living - Arrowhead Management Company
1405 Curlew Drive

Ammon, ID 83406

Dear Ms. Ellwood:

Based on the licensure and follow-up survey conducted by the Idaho Depariment of Health and Welfare
(“Department”) staff at Gables Senior Living - Arrowhead Management Company from April 19, 2011
through April 27, 2011, it has been determined that the facility failed to correct the inadequate care practices
identified during the survey conducted on February 11, 2011. The facility was also found to have failed to
protect residents from abuse. Additionally, the facility was found to have failed to correct eleven (11) of the
punch list deficiencies cited on February 11, 2011. Two of these deficiencies, hot water temperatures
exceeding 120 degrees and failing to offer snacks between meals, have been cited on three consecutive
surveys. Therefore, as outlined in this letter, the Department is imposing several enforcement actions upon
Gables Senior Living - Arrowhead Management Company.

I. PROVISIONAL LICENSE

These core issue deficiencies and repeat punch list deficiencies seriously impair the capacity of Gables Senior
Living - Arrowhead Management Company to furnish safe and effective services, and place the health and
safety of the residents in jeopardy. The deficiencies are described on the enclosed Statement of Deficiencies.
As aresult of the survey findings, a provisional license is issued effective May 27, 2011. The provisional
license expires on August 27, 2011. The following administrative rule for Residential Care or Assisted
Living Facilities in Idaho (IDAPA 16.03.22) gives the Department the authority to issue a provisional license:

935, ENFORCEMENT REMEDY OF PROVISIONAL LICENSE.

A provisional license may be issued when a facility is cited with one (1) or more core issue deficiencies,
or when noncore issues have not been corrected or become repeat deficiencies. The provisional license
will state the conditions the facility must follow to continue to operate. See Subsections 900.04, 900.05

and 910,02 of these rules.

The conditions of the provisional license are as follows:



1. Ban on all new admissions. Readmission from the hospital will be considered after consultation
between the facility, the resident/family and the Department. The ban on new admissions will remain in
effect until the Department has determined that the facility has achieved full compliance with the
requirements. The following administrative rules for Residential Care or Assisted Living Facilities in
Idaho (IDAPA 16.03.22) give the Department the authority to impose the remedy of a limit on
admissions:

920. ENFORCEMENT REMEDY OF LIMIT ON ADMISSIONS.

01. Notification of Limit on Admissions. The Department will notify the facility limiting
admissions or limiting admissions of residents with specific diagnosis o the facility pending
correction of deficiencies. Limits of admissions fo the facility remain in effect until the Department
determines the fucility has achieved full compliance with requirements or have received written
evidence and statements from the outside consultant that the facility is in compliance.

02. Reasons for Limit on Admissions. The Department may limit admissions for the following
reasons:

a. The facility is inadequately staffed or the staff'is inadequately trained to handle more residents.
b. The facility otherwise lacks the resources necessary to support the needs of more residents.

910.NON-CORE ISSUES DEFICIENCY.

02. First Follow-Up Survey. When the Licensing and Survey Agency finds on the first follow-up
survey that repeat non-core deficiencies exist, the Department may initiate any of the following
enforcement actions: a., A provisional license may be issued; b. Admissions to the facility may be
limited; or e. The fucility may be required fo hire a consultant who submits periodic reports to the
Licensing and Survey Agency.

2. A registered nurse or licensed administrator consultant, with experience working for a residential
care or assisted living facility in Idaho as a registered nurse or administrator, shall be obtained and paid
for by the facility, and approved by the Department. This consultant must have an Idaho nursing license
or an Idaho Residential Care Administrator license, and may not also be employed by the facility or the
company that operates the facility. The consultant must be on-site for a minimum of twenty (20) hours
per week, and must not be utilized to complete routine nursing or administrative tasks for the facility. The
consultant shall review all facility systems related to the core and non-core issues, assist the facility to
identify needed changes, assist with a plan to implement the changes and then monitor correction and
ongoing compliance. Enclosed, please see the consultant report directions. The consultant shall be
allowed unlimited access to the facility and its systems for the provision of care to residents. The name of
the consultant with the person’s qualifications shall be submitted to the Department for approval no later
than May 31, 2011.

3. The Department-approved consultant will submit a weekly written report to the Department
commencing on June 3, 2011, and every Friday thereafter. The reports shall address progress on
correcting the deficiencies listed on the Statement of Deficiencies and the Non-Core Issues Punch Lists.

4, The facility shall maintain, on an ongoing basis, the deficient area in a state of compliance in
accordance with the submitted Plan of Correction.

5. The provisional license shall be prominently displayed in the facility.

6. A permanent, full-time nurse, who is licensed in the State of Idaho, and whose license is in good
standing, shall be retained on a full-time basis (no less than 40 hours per week) and dedicated exclusively
to the facility. The licensed nurse may not be the same individual as the consultant (described in #2



above). The nurses duties shall encompass all nursing related requirements described in IDAPA
16.03.22, Rules for Residential Care or Assisted Living Facilities in Idaho. The name and a copy of this
nurses' license shall be submitted to our office by June 10, 2011.

7. When the consultant and the administrator agree that the facility is in full compliance, they shall notify
the Department, The Department will conduct a follow-up survey to verify compliance.

The provisional license, which expires on August 27, 2011, shall not be extended. If the facility is
unable to meet the terms of the provisional license or come into compliance with the rules for
Residential Care or Assisted Living Facilities in Idaho (IDAPA 16.03.22), a new license will not be
issued. The facility will be requived to transfer the residents, and cease operations as a residential
care or assisted living facility.

II. PLAN OF CORRECTION AND EVIDENCE OF RESOLUTION

Correction of these deficiencies must be achieved by June 30, 2011. We urge you to begin correction
immediately.

The following administrative rules for Residential Care or Assisted Living Facilities in Idaho (IDAPA
16.03.22) give the Department the authority to plans of correction and evidence of resolution:

130. LICENSURE SURVEYS,

08. Plan of Correction for Core Issue Deficiencies. The facility must develop a plan of correction and-
return an acceptable plan of correction to the Licensing and Survey Agency, for all core-issue
deficiencies, within ten (10) calendar days of receipt of the Statement of Deficiencies and Plan of
Correction form.

09. Evidence of Resolution for Non-Core Deficiencies. The facility must provide evidence of resolution
of non-core issues to the Licensing and Survey Agency, within thirty (30) calendar days of the exit
conference. The facility may show evidence of resolution by providing receipts, pictures, and completed
policies, training, schedules, and other records.

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

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

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

+ What measures will be put into place, or what systemic changes will you make, to ensure that the
deficient practice does not recur?

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

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

Return the signed and dated POC to us by June 7, 2011, and keep a copy for your records. Your license



depends upon the corrections made and the evaluation of the POC you develop. Failure to develop and
submit an acceptable POC may result in further enforcement actions, including additional civil monetary
penalties and revocation of the provisional license.

You have available the opportunity to question cited deficiencies through an informal dispute resolution
process. If you disagree with the survey report findings, you may make a written request to the Supervisor of
the Residential Care Program for a Level | IDR meeting. The request for the meeting must be made within
ten {10) business days of receipt of the statement of deficiencies, The specific deficiencies for which the
facility asks reconsideration must be included in the written request, as well as the reason for the request for
reconsideration. The facility’s request must include sufficient information for Licensing & Certification to
determine the basis for the provider’s appeal. If your request for informal dispute resolution is received after
June 10, 2011, your request will not be granted. Your IDR request must me made in accordance with the
Informal Dispute Resolution Process. The IDR request form and the process for submitting a complete
request can be found at www.assistedliving.dhw.idaho.gov under the heading of Forms and Information.

Non-core issue deficiencies were identified on the Punch List, a copy of which was reviewed and faxed to you
on the date of the exit conference. The completed Punch List form and accompanying proof of resolution
(e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by May 27, 2011. Failure to
submit acceptable evidence of resolution may result in further enforcement actions, including additional civil
monetary penalties and revocation of the provisional license.

II1. CIVIL MONETARY PENALTIES

The following administrative rule for Residential Care or Assisted Living Facilities in Idaho (IDAPA
16.03.22) gives the Department the authority to impose a monetary penalty for this violation:

910.NON-CORE ISSUES DEFICIENCY.

03. Second Follow-Up Survey. When the Licensing and Survey Agency finds on the second follow-up
survey that repeat non-core deficiencies still exist, the Department may initiate the “Enforcement
Remedy of Civil Monetary Penalties,” as described in Section 925 of these rules.

925. ENFORCEMENT REMEDY OF CIVIL MONETARY PENALTIES.

01. Civil Monetary Penalties. Civil monetary penalties are based upon one (1) or more deficiencies of
noncompliance. Nothing will prevent the Department from imposing this remedy for deficiencies which
existed prior to the survey or complaint investigation through which they are identified, Actual harm to
a resident or residents does not need to be shown. A single act, omission or incident will not give rise to
imposition of multiple penalties, even though such act, omission or incident may violate more than one
(1) rule,

02. Assessment Amount for Civil Monetary Penalty. When civil monetary penalties are imposed, such
penalties are assessed for each day the facility is or was out of compliance. The amounts below are
multiplied by the total number of occupied licensed beds according to the records of the Department at
the time non-compliance is established.

b. Repeat deficiency is ten dollars (310).

Should Gables Senior Living - Arrowhead Management Company fail to correct core or non-core
deficiencies in the future, the Department will have no alternative but to impose civil monetary
penalties,



Please be advised that you may contest these decisions by filing a written request for administrative review

pursuant to IDAPA 16.05.03.300 no later than twenty-eight (28) days after this notice was mailed. Any

such request should be addressed to:

Randy May, Deputy Administrator
Division of Medicaid - DHW
P.O. Box 83720
Boise, ID 83720-0009

If you fail to file a written request for administrative review within the time allowed, this decision shall
become final.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.

Sincerely,
%,._ A

JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program

JS/js
Enclosures

c: Melanie Belnap, Program Manager, Regional Medicaid Services, Region VII - DHW
Cathy Hart, Idaho State Ombudsman, Idaho Commission on Aging
Liz Delany, Ombudsman, Area V Agency on Aging
Susan Cronquist, Supervisor Adult Protection Area V
Randy May, Deputy Administrator, Division of Medicaid
Charina Newell, Deputy Attorney General, Idaho Department of Health and Welfare



WEEKLY CONSULTANT REPORTS

Each report should be signed and dated.

Identify the facility and the survey by date.

Identify each issue under each tag in bulleted or numerical fashion.

For each issue, describe steps taken that week to correct the deficiencies. Do not
repeat/copy previous report information. Address what is new or different for that
week.,

Once a deficiency is corrected, just note: “Corrected on MO/Day/Year” with a
brief explanation of any new efforts to aftain or maintain compliance, i.e.:
“Checked 5 charts for current orders-all 5 ok.”

Describe what actions consultant is taking:

o Spent 2 hours with facility nurse explaining delegation requirements,
including need for face-to face observation of each staff before delegating
to them.

o Assisted B.O.M. to audit all staff files. Background checks currently in
place for all but 2 staff. Documentation of 16 hour orientation in all staff
files.

Describe how facility has changed systems to ensure deficiency will not recur.
Length of report will depend on number of issues identified during survey and
how many weeks have gone by. (If consulting is going well & facility is making
progress, the report would be less lengthy.)

Address any concerns with facility being able to come back into compliance on
time and any problems with facility not wanting to accept direction from
consultant or failing to accomplish corrective action.

All punch items should be corrected and EOR sent to L&C w/in 30 days. All core
issues must be resolved within 45 days.

When Consultant and Administrator agree facility has corrected all deficiencies
and is back in compliance, send notification to L.&C so a follow up visit can be
scheduled.

If administrator and consultant do not feel facility is back in compliance at end of
45 days, the follow-up survey will still be scheduled.

Contact surveyors for clarification on tags and to consult with them about
interventions you are planning to ensure corrections are appropriate for the
deficient practice.



IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. BUTCH OTTER — Govemer LESLIE M, CLEMENT - Administralor
RICHARD M. ARMSTRONG — Diseclor DWISION OF MEDICAID
Post Ofiice Box 83720

Boise, Idaho 83720-0036

PHONE: (208) 334-6626

FAX: (208) 364-1888

June 22, 2011 CERTIFIED MAIL #: 7009 0820 0000 2807 1859

Mark Stephensen, Administrator

Gables Senior Living - Arrowhead Management Company
1405 Curlew Drive

Ammon, ID 83406

Dear Mr. Stephensen:
I. BACKGROUND

On May 27, 201 1, a provisional license was issued to Gables Senior Living — Arrowhead Management
Company. As discussed in the letter the Department sent to your facility, dated May 24, 2011, the
provisional license was 1ssued because Gables Senior Living - Arrowhead Management Company
failed to correct the inadequate care practices identified during the February 2011 survey, failed to
protect residents from abuse, and failed to correct eleven (11} punch list deficiencies.

. FAILURE TO MEET THE TERMS OF THE PROVISIONAL LICENSE

The May 24, 2011 letter described the conditions of your facility’s provisional license. Two of those
conditions are as follows:

1. Ban on all new admissions. Readmission from the hospital will be considered after consultation
between the facility, the resident/family and the Department. The ban on new admissions will remain in
effect until the Department has determined that the facility has achieved full compliance with the
requirenients.

6. A permanent, full-time nurse, who is licensed in the State of Idaho, and whose license is in good
standing, shall be retained on a fuil-time basis (no less than 40 hours per week) and dedicated exclusively
to the facility. The licensed nurse may not be the same mdividual as the consultant (described in #2
above). The nurses duties shall encomnpass all nursing related requirements described in IDAPA
16.03.22, Rules for Residential Care or Assisted Living Facilities in Idaho.

It has come to the attention of the Department that Gables Semor Living failed to meet the above listed
conditions of the provisional license issued on May 27, 2011. The facility did not hire 2 full-time,
licensed nurse, and the facility re-admitted a resident sometime befween June 20, 2011 and June
21, 2011, with conditions that were not disclosed to the Department. Facility staff called the



Department on June 20, 2011, stating a resident had been admitted to the hospital for pain in her legs, but
the hospital “found no problems.” It has since been revealed that while in the hospital, the resident was
diagnosed with cellulitis (a diffuse inflammation of connective tissue with severe inflamimation of
dermal and subcutaneous layers of the skin). Due to the cellulitis, a PICC (peripherally inserted
central catheter) line was inserted in the hospital. An unlicensed staff member from the facility reportedly
went to the hospital to assess the resident and made the determination to readmit the resident with the
PICC line. No licensed nurse assessed the resident prior to or upon her re-admission to the facility.

III. REVOCATION OF FACILITY LICENSE

If Gables Senior Living - Arrowhead Management Company, does not immediately eomply with
al conditions of the provisional license, pursnant to Idaho Code Section 39-3345 and IDAPA
16.03.22.940.01, 16.03.22.940.02.¢, and 16.03.22.940.02.f, the Department will have no alternative
but to proceed with revocation of the Residential or Assisted Living Facility License # RC-964 for
Gables Senior Living - Arrowhead Management Company. Pursuant to IDAPA 16.03.22.930,
the Department may impose temporary management to assure the health and safety and orderly
transfer of the residents.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.

Sincerely,

N/

JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program

JShs

c Melanie Belnap, Program Manager, Regional Medicaid Services, Region VII - DHW
Cathy Hart, Idaho State Ombudsman, Idaho Cominission on Aging
Marie Peterson, Ombudsman, Area VI Agency on Aging
Susan Cronguist, Supervisor Adult Protection Area V
Randy May, Deputy Admimstrator, Division of Medicaid
Charina Newell, Deputy Attorney General, Idaho Department of Health and Welfare
Curlew Investments, 1395 NW Main, Blackioot, ID 83221
Brady Pilster, 2238 N. 550 W Hamsville, IT 84414
Gordon Arave, 52 W. 215 N. Blackfoot, 1D 83221
Louis Kraml 680 Pendlebury Lane, Blackfoot, Idaho 83221



IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. ‘BUTCH' OTTER - Govemor LESLIE M, CLEMENT - Administralor
RICHARD M. ARMSTRCONG -~ Direclor DIVISION OF MEDICAID
Post Olfice Bax 83720

Boise, Idaho 83720-0036

PHONE: {208) 334-6626

FAX: (208) 364-1688

June 23, 2011

Stephanie Tiede, Administrator
Grace Memory Care Of Nampa Llc
Grace Memory Care Of Nampa
422 11th Avenue South

Nampa, ID 83686

Dear Ms, Tiede:

On June 20, 2011, a follow-up visit to the complaint investigation survey of April 29, 2011, was
conducted at Grace Memory Care Of Nampa Llc. The core issue deficiencies issued as a result of the
04/29/11, survey have been corrected,

Please bear in mind that nine non-core issue deficiencies were identified on the punch list and cight were
identified as repeat punches. As explained during the exit conference, the completed punch list form and
accompanying proof of resolution (e.g., receipts, photographs, policy updates, etc.) needs to be
submitted to our office no later than July 20, 2011

If the facility fails to submit acceptable evidence of resolution within sixty (60) days from when the
facility was found out of compliance, or on a subsequent survey visit, it is determined that any of these
deficiencies still exist, the Departinent will have no alternative but to initiate the enforcement of civil
monetary penalties, as described in IDAPA 16.03.22.910.02 and IDAPA 16.03.22.925,

Please ensure the facility is continually monitoring its compliance with state rules, as further repeat
punches identified during future surveys could result in enforcement actions including:

a. Issuance of a provisional license

b. Limitations of admissions to the facility

c¢. Hiring a consultant who submits periodic reports to the Licensing and Certification
d. Civil monetary penalties



Should you have questions, please contact me at (208) 334-6620.
Sincerely,

Al

JAMIE SIMPSON, MBA, QMRP
Program Supervisor

Residential Assisted Living Facility Program
IS/sc

c: Pam Mason, Program Manager, Regional Medicaid Services, Region IIT — DHW
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~-8he 1108(8 heve a.bmlse on her side that to atert her to changes In resldent status.

spraady [sic] through ket side and up fhwaugh her h

chest and her arr:. ase forms lead to the addition of
temporary care ptan sheets (where

From 3730041 through 474414, tor five duays appropriate) for up to 14 days. If speclal

caregiver's documenied the resldent hind & large attention is needed for a longer period, an

brutse on her righ! bronst and upper rfght sem. update of the regular NSA will be made.

They also dosumented the rezident was having

pain whan earegivers tried 1o mova her, There

were o documented RN assesament, incidend

reports of facillty Investigations regarding the

rasldent's unaxplaired bruises or pain.

On 472141 of 10:55 AM, Residerd #7 was i

ohasrved sitting In & restines in rer reom. Hor ledt :

arm was in a aling. The resfdont Sladed, "My arm

hurts usless | keap it like this.” The resident wees

confused and was st ebla to Bngwet guestilons

regarding her injuries when intarviewad.

On A/2111 al 11:3G AM, a medication aide stated

ghe was tald the brulses were from use of the gait

bell. She turther slated, "{fReskiant #7's name)

had a larga dark blugfpurpss breise on her righit

hreast area." The medicadion sid staled, "I think
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when she vmas balng lrahslarred Dy only one
caregivar thed caused har pait end cosld have
caused tha brussing.”

On 4/21111 ai 12:24 PM, a hospica nurse stated,
"| phserved the broise, it was an the oulslde of
her right breast. The bruiss spread from the
breast and wend up the Inside of har right am, |
den't think It was caused by the gait belt because
it was nol consistent wilh marks mede by & gald
bet* She further staled, "The story | heard was
che had a fall and was found on tha floor iaying
on har right sida."

On 4121111 at 12:50 PM, Ihe nussing

" gupsvigGrIONA stated T Incight [ReSidents

name] bnrigas ware cauesed hy uee of the galt
helt. | didn't report the bruisas o the RN or
administrator, o complete an inclkdent report.”
She further stafed, "l did hear some (gtk sbikrt the
posslbiity that har husband could kave caugad
the Biulsing.”

On 4421/14 at 5:30 PM, tha administrator stated
ahe hid not completed and insidont ragort
regarding tha broiea on the resident's breast, ot
lnvestigated fur possible abuse.

There vsas na documented evidence in Resident
#7's rocord the administeator or tha facllity nurae
rad hwestigated, folloved-up, assured protection
of the resitdent during the lnvestigation. By nof
conducting a thorough invastigation, the facllily
could rat idanify the source of the Injury o 1ule
out possibie ahuse and prevent recccutrénce.

2. Reskient #1 wes admitted to the facllity on
12/28/10 wilb dlegnoses which includad
davelopmentat disablilles.
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Ceontinued From page 4

Resident #1'3 NSA/UA, datad 1711411,
docurmented (e resident *Is frequently unable to
discarn and avoid situations in which he/sha may
o gblsed, negletied, or expiolted.” The
NSAUAL further documented the resident
froquenty had poor jJudgemanl arxd needed
protection and supervision, because the resident
wouki make uneale or ineppropriale dedislons.

An ineldent repon, dated 3/15/11 al 8:4G P4,
documented a resident reporied that Resivlent #1
had gons io et reom and altempled to gm into
her refrigerator and stosl her snacks.

The repant decumented, the resident atated
_Resldent #1 was being sggressive so she hit

R ODE

Rasldent #1 wih kar phong, The incident raport

tutther documenied the resldent calied the pofice

on Resldgent #1. The adminlstralor vas notified
and the police spoke to both residents about the
inciden. The Incioent repo did et document
whethar or not Resident #1 sustabwsd Injurles.

: On 4124411 sl 5:30 PM, the administralor statec

the feclity nurse had been designated to
lnvestigate, follow-up and implement pravenialive
maasuras for all lncidents, Including abuse, hut
had rot dong so.

These was no documentad evikience In Rasident
#1's record the administratar or the facilily nurgs
hed invastigated, followad-up of assurad
protention of the restient during tha Invastigation,
Implementad proveatalive measures.

The facllity falled to protect Restident #1 from
abuse, They did not invostigale the Incldent of
phiysical aksze, nor did they develop a plean o
profeci Resldent 1 frorn fuethar abuse,
Additonally, they fetled to repott the abuse to

Aduft Protaction or to follow their operational
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policy ragarding abuse,

3. Resldent #5 was admittad on H22/09 with
diggnoses which Included cardac problams.

An incident repart, found in anothat rasldent's
record, defed 326711, documantad the siher
reskient had hit Resldent #8 st breakfest. There
was 1o incident report found in Residant #6's
racord.

Theter ware no Invastigstions, cire notes, nursing
assassmans, or any other documnenigtion in
Residanl #8'5 racord regarding the physical
shereaticn. There wae no documariadion that

"Adult Protactive services had bean noliflad.

On 4/26/11 at 1:18 PK, whan asked about tha
Incident on 326111, & caregiver siafed Rosidan
#5 had approached the table and aceidently
knocked over the suger bowd. Another resldent
who was siting at the table get med and hit
Resident #G In the face.

On 4£26/41 belwesn 1,10 PM ang 2:09 PN, five
caragivars statod they were avare of the
attarcalion batweeh Residant #5 and the other
resident, but nane recelied ar investigation being
completed.”

On 4721111 &1 5:30 PM, the edminisirator stated
the facility nuise had heen designated to
invostigate, foliow-up and implement preventative
measures for afl incldents, Including abuss, bt
hiad not done .

The FaclEy falled b Inveslipate significant brulses
of unknown origin for Resident #7, to rule out
abeise, Further, the facility failad 1o protesi
Resident #1 and #8 from sbuse, by nakt

FrTtes Of FALHTY GIBraras
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Cars,

The adminisirador must assure thai pollcies ond
procedures are impiemsnied to agsure tha ali
residants. are frea fiom- nadequale care. .

allich (EACH DEFIGIESCY MUET BE PRECEDED BY FYL L e {EALH CORRECIVE ALTION SHOULD BE COMPLETE
TG REGULATORY D6 LEG IVENTIFYNG (HF ORUATION; e CAOSIRTFERENCED 10 INE APPROPRIATE DR TE
. DEFESENCY}
R 056 Continuad From page § R 004 ROOS:
investigating incidents of physical abyse. The Superyision of Cares: ,
administrator did not ensure plons to protect 1. Resident # 8's NSA was reviewed as
Residant #1 and #8 from furthor abuse were well as documented care notes. A new care
davaloped and implementad. Addiionally, the plan Is belng written to reflect changes in
faciiity falled to report the incldont with Reisani #7 conditlon.
o Adull Protection or foliow thalr operational Caregivers are being tralned on proper
policiss. This rosulled In failure 1o profect documentatfon as well as netification when
residents from abuse. ADL's are not being done. Staff wili also be
tralned on transferring and how to read and
R 058} 16.03.22.620 Project Residents from Inadequata | (R 604) understand NSA’s. Al training will be

completed by 6/15/11.

AlTNSA’s are being reviewed and
rewritten to reflect the specific needs of
each resident. All NSA’s will be rewrliten by

This Rule is nol mat os evidenced by:

Based an cbheanvation, Intarvlow anct record
ravlaws, t was daterminad the tacsty falled (o
provics adecuate suparvision ¢ 8§ of 10 sampiad
rasldonls (# 1, 4. 7, 8 4 8). Thasa findings
include:

I. SUPERVISION OFF CARES

IDAPA 16.03,22.012.26 Supervision - A critical
watching and direoting aclvily which provides
proteation, guldance, knowledge of the resident's
genersl wherenbouts, und assistance with
octivitles of dally fving. The facility is rosponsibla
for providing approptiate supaivision baged on

- mach residents Negotinted Sarvice Agresinent 6

other legat rogqulremants,

1. Resilent #8 was re-admittad to the faclity on
38111 aker having o PICC line and panemaker
placed for uealima of congastivi: haart faiture
and celiuitta,

s R

Anytime there is a change in condition
the facility R.N. will review and document
her recommendations. These will be
addressed with the staff using a temporary
care plan. if the change in condition
continues after 14 days the change will he
incorporated into the NSA,

Staff are completing change of condition
forms for any issues, the R.N. [s addressing
the issue and the nursing supervisor is
following up. Furthermore, the change in
condition forms are being modified to
include an area for the administrator to
document and sign acknowledging
notification.
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: by the 'nutging supgrvisor (who was a TRA),

Resldent #8's NSA, dated /1410, docurmenied
the asideni reguired minknal agsistancs with
makilily, was independsnt wilh fransfersing, and
required extansive asslstanca with showers twica
waukly. However, the HSA was nol bpdated to
include the Increased assistance required after
the issident was re.admifted oh 3/8/11.
Acditionglly, thewe wae ro witten Insireetions to
caragivers reparding proper care of the PICC fine
during shuwarg,

A Temparaty Cars Plan,” d¢ated 367441, written

documantad "Resident Is back trom the
hasoidal, Monitor him closaly, op 2 hour checks

FON 4115711 8l 230 P, an interview wak

2. All ouiside agencies are being
required to sign a contract with the facility
stating they will provide appropriate
documentation and care plans to the
nursing supervisior. The facility R.N, is
reviewing all outside agency notes and is
folfowing up on any issues,

Statf are being trained on proper use of a
gait belt. Training will be completed by
6/15/11.

All NSAs are being reviewed and
rewritten as needed, This will he
comipleted by 6/30/11.

and has 2 pit [sio] Era which home kealth wil be
taking cara of. Watch kegs for rednéess, he wili ba
nueeding aeslatanca with showering, cover pic (sic]
Hne, tolleting ole antourage him to use celtfight &
not get up en his own,. | any questicns pigaye
call {nurging supervisors namel”

A “Tempotary Care Plan,” dated 3r16/41, written
by the nuzaing supervisorfCNA, detumented the
rosklent was back from the bospiiss, The cae
plan ingtrucsed staff to “monilor for increased
condusion.. Notify the [nursing supervlaor’CNA's
name), the faciity RN and farridy, "

condocled vAth Resicen: #3's spouse. She stalad
gha lived al the faciilly wih her husband. Har
fshand had & recenl decline i hls health, He
nad & pacemaker placed and a PICC ling inseried
for WV medications. He had Increpsed care needs
and required more asslstance with maobiiy,
tranafera and showeee, Caragivers ware not
gelting his showers done, or asslsting with
translers and toileting, 6 she had to help him,

: conducted on 6/15/11 and 7/20/11. A

Staff received training on reading and use of
the NSA on 6/15/11 and 7/20/11.
Documentation training for staff was

“refusal of care” form has been adopted
that Is routed to the R.N,, providing for
proper follow-up, and notification of
families and physicians. This, in conjunction
with the R.N. Communication Form (change
of condition form}, are providing excellent
information tools that have significantly
impacted care.

The R.N, has been working one on one
with the home health/hospice agencies that
are coming into the facility. She has clearly
delineated our expectation and needs
reparding documentation. She feels the
response has been very good and the
documentation needs are being fulfilled.

Gait belt training was completed on
6/15/11.

Gurary of Faclity Standarde
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3.8 days.

Continued From page 8

On 4/18M11 8l 3:16 P4, 2 caragiver checked the
shower schaduls and confirmed Resldent #8's
showers had not buen documented as given for
tire days, i

O 4/19/11 at 3:23 PM, the nursing
suparvisorfCNA siated she was nol aware
Residant #& was not getling showered or
ansislancy with tranaferdng. She further stated,
sha did nol have a system in placs (0 ensure
regldents racalved showers as schedulad and
relied an caragiver’'s 10 provide showers o
szhaduled. Additionally, she stated she did not
knowy why Resident #8 had not heen showerad in

On420H1 at 3:37 AN, Rosident ¥8 was
eosarved shling In his raclinar (i his roem.
Residern #8 stated, "1 wish hings were going
batter hare. | am net getilng the assistance §
rmed. Sialf are nol trained end don't know what to
do. { am supposad 10 get showerad twice weekly,
| had a dactor appointment yesterday and had fo
ask that | gel a showes belore going to saa the
doctor, | was embatrassed to go to tha doctor,
because it hat been so long since | had a
showsr.” He further stated, "careglvers don't
alvrays assist me with iransfers or getting to the
bativoom. { have had to walt a fong lime o gat
gusistance of have my wife help me transfer and
get ta the bathreom. Some caregivecs ara belter
than others and halp. Other cereglvers say they
will bo right birck 1o help and then they dent
coma bask. I'm not sure If they are shor statioed,
of Just Nt proparly lralned."

Resident #6 required assistanco with activities of
daity living due to hig change of heallk condition.
The facikly dld nol pravide supervision o ensure
Reaident #8's ADLs were met There was no

{R 00d]
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Continved From page B

guidance from the facllity RN or sdminstrator
regarding the resident’s incraased cam needs.

2. Regldenl 47 was admitied fo the facllity on
2057108 with diagnasis which Inctuded damentia.

An NEA, dated 2/7/11, dooumentad the resldent
required extensive assislance of one caregiver
{or mobllity, transferrng and toilsting. H also
documented the resident wat required 0 wear 8
gall bell at ali times,

An BN ossessment, dated 324!11, documeated
tha resident received hosplee setvices. Tho

|_eesessrrand did nol helude the resson why

(R 008}

hospine nare was slanted, The RN did not update
the NSA to inclisla the changes of the residents
care needs changes. The resident had a braken
arm and requirad g two passon assist lor
transfers. She had increasad weakness and an
Inabdity to bear welght or hold her self up and
ratuired increased assistance for droessing and
loiteting.

A hasples agency plan of carg, dated 35300111,
dacumpnled the resident had been admitled to
haapics for “failure (o thrive," The hospice RN
documentad, "Pt hes & pararanently broken (e
upper arm, no pain uniess lifled by L. PLyery
pleasantly confused. Unabla to buar welighi or
ho-kli g&lf up during brensfers. Sisff raport 2 person
asslst."

A carogiver dosumented, on MBI al 1:61 P,
‘resident complatned about Iegs hurting today..*

. A caregiver dosumentad, on Y28/11 st 3:08 PM,

“regldand is on hospice, ho major change in her
condifion she ia still very ditficull to transfer took 3

pacple thia morning to gat fer off the tollet and
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Cantinued From page 190
cleanad up..."

A careglver dozurmenied, on 311 at 2:00 PM,
"Resldent is nol bearing any welght. She hat a
vary large bruise on fer right side snd en her right
breast. She is complainlng of pain and dossn’t
like to be moved..."

& caregivers dosumentad, on 41711 at 10:17 PM,
"...Residant |s gefting harder to ransfar and
toiled.”

A caragiver documonied, on 404711 al 2:45 P,
*..Bhe doas have a brulse on har side that

2

i

» spready [sic] through ket side and up through her

{r 008)

chest and har am...tosldant ts geliing weak, 2
[person) mesist sheeld be done it's horting her
goln fslc) & alone..."

A caregiver documendad, on 4/5/11 at 1:25 PM,
", whits gelling resident ready for unch she had
grabbed my left bicep and would not release, she
stated | was hutting her and we had ot even
moved her from het chalr | explalined | was just
holding her balt and had not moved het
yat...having 8 2 person assist would help a ot
[3l0) better.”

On 418017 8t 1:13 PR, thfee caregivers stated
Resident #7 requires] use of a gadt bell and
raquired a two pameon assiet for transfers,

Qn 4118M1 &l 1:20 PM, the nursing
suparvisi/CNA stated ashe was not awve the
resident required a two person asslst o
teansfers, She further $taisd, enather resident
requitad a fwo person assist, ali other rasidant's
transfered Indapentdenty or with B ons person
assisl

&
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On 419741 at 5:46 PM, Resident #7 vas
oheerved bheing iransierred from the wheakhale
ta bar recliner with 1he assistanca of one

the resident bt Il was easier for the residant
wingn aha was asslgtad by fwa careglvers.

On 429111 at 1430 AM, a medication aid statad,
"t felt the resident neadad & o person aseisd
wheri fransfemring her wilh the galt bolt"

Rusident #7 had a decine and o slgnlficant
change in condifion reauing in insreased pain
- antd waakngss. Nol all categivers interviswed

werg aware ol the resident required B tw
peracn assis! for ansiers, The NEA was not
updated to raflact the resident ingreased
gseiirnes 80 all caregivers had direction (o
anfaly anid comforiably assiel with transfers and
LAras

The fecllity Xl not provide supervision to ensure
Residant's #7 atd #8 recelved the requived
agslslance 1o meet thelr increased ADL needs
atter they oxperlenced a significant change In
crndilion,

ASSISTANCE WITH EATINGIPHYSICIAN
ORDERED DIETS

1. Resident #1's record documontod ha was
P admlited 1o the fasility ont 1202902010, wilth
disgnoses which included developmontal
disabitllias,

A fax lo Resldent #1's physician, dated 2710711,
documented the rosident was "currently on
chapped meats" and the ghysiclan ordered was
16 continue his chappod meats only died.

caregiver. The caregiver statad sha could transter

L.these needs tothe R.N.and..__

Assistance with eating and diets,
While the NSA's are being reviewed
dietary needs will be addressed for
each resident, including observation
during meal times.

The administrator and facility R.N.
will coordinate to ensure that all diet
orders are followed and that all dietary
needs are addressed. Staff are
receiving training on how to identify
dietary needs in residents and the
proper way to document and report

administrator. All NSAs will be
completed hy 6/30/11, All staif training
will be completed by 6/15/11,
Furthermore, kitchen staff will be
trained on what the dietary guidelines
are and how to [dentify the needs of
the residents, Meal cards will be
updated to reflect these needs by
6/30/11 ~ along with the NSA's.

Assistance with Medicatians:

All residents who self-medicate have
been assessed by the R.N, Staff were
trained on the rules regarding residents
self-medicating that staff are not to
assist residents with insulin injections,
Upon admission residents wilf be
assessed for any insulin needs and
those needs will be addressed by the
R.N. All staff training will be done by
6/15/11.

.
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DEFICIENCY
{R 409} Continued From page 12 {R Q0E} RO08:
An NSAJLAY, datad 114711, decumented he The dietary manager has received
roguired exrensive assislance with eating meals, updated dietary assessments/orders for
nesded sandty assistance 1o ensure he chened , each resident.
hiﬁi fm‘ pr%peﬁsf, atryd th;l_éhe hed issues with As the resident NSA’s were updated
ehoking ot aepiration. Thera was o diet v
dozurnenlation in the REAUAI regarding the a;e drary ct;nc:hnsén; eds \.::ere alfo
resigent's currsnt dist. essed, e R.N. continues to
randomly audit/observe the dining
Five meals were vbserved from 41911 thiough room routines to ensure that proper
4f22011. Buring ali chsenved meals, ataff did not assistance is being provided as per
provide standby assialance to mondor that NSA's
Resident #1 chewed hs focd property or to .
ensure he reoslved onfy chopped meats. Resident meal cards have been
updated and are in use for each meal.
-On-4f21111 dpringdunch; Resideal-#3-was — - e
stserved eating meats frat were not chopped Assistance with Medicatlons:
?%l;d ‘f;"’i g'«?' ”f;{?“}‘:ﬁg ::g;;ddbi 3?‘3‘3"; ?Z'dﬂ The R.N. has compieted ali seff-
sident #1's lablamal hi| gave Residon -
- ) medication assessments and has
2 WG of ¢h .
#1 bis seving of meat which wes n opped essentially found all residents to be
On 412113 al 5:30 PM, the administrator statad ineligible to self-medicate. Medications
she retrainad staff to supervise and assist including OTC's have been removed
 residents during meals, "but apparently it was stil from restdent rooms and are belng
not happening. administered by certified med. Techs.
The facllity did niot provide supension to ensure
Resident #1 was assisted wih eallng accordgng
to his NSA or recelved his physlcian's crdored
diet of enoppud meals. These fallures resulled in
inadequate care,
2. Rasldent #3 was admilicd to the facility on
1508, with diagnoses g diagnosls of
Parkingon's disease.
On 41811 at 2;58 PM. Residun! #0 slated, she
hai somie teeth puved recently and has had o
difficutt Vinma eating the food served to her.
On 42011 &t 12:05 PM, the dielary manager
B0 of F2olily Sisnaatds
HTATE FORM ke PQYO? A renloumioe graat 130897
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COMPLETE
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Continued From page 13

stated the resident had an order for g "soft diet".
He further stated, "soft diet conslists of soft
meats."

On 4/20/11 at 12:10 PM, Resident #9 was
observed being served roast beef for lunch. The
resldent put a small plece of beef In her mouth
and struggled to chew the meat for {ive minutes,
She gave up and took the meat out of her mouth
and set it on her plate. At 12:48 PM, the resident
had not been able to eat any of the meat. She
stated, "l am not able to ghew the meat because |
have so many missing teeth," At 1:00 PM, the
resldent was afternpting to eat the rest of her
-lunch,.Caregivers were.not-observed. offer

{R 008}

assistance or ask if she would like a different
protefn cholge In place of her roast beef, The
resident left the dining room with 75% of her meal
remalning on her plate.

On 4/20/11 et 5:15 PM, the administrator
observed Resident #9 struggling to eat the baked
cheese fasagna that was served, The resident
explained to the administrator, that she was not
able to chew the noodles, because she had 8¢
many missing teeth,

Five meals were observed from 4/18/11 through
4/21M1, Resldent #9 was observed being served
a regular diet including meals, that she gould nol
chew. During all observed meats, staff did not
offer food substitutions that she could chew.

Resident #9's NSA, dated 8/2010, documented
the resident requirad minimat assistance with
eating. The NSA was not updated to refisct the
resident's dental issues or her Inability to chew
certain types of foods.

A progress note, dated 3/7/11 at 4:18 PM,

Bureau of Facllily Standards

STATE FORM
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Continuedd From page 14

documentad "Reskienl was comiplaining of mouth
isaues. §he talked o nursing suparvisor sbaut il

A progress note, dated M25/11 at 1163 PM,
dacumasnted "Resldent is cranky, She is
compiaining of har tgeth hurting. She dossnt
have anything for pain.*

There was no documentation in the progress
noles Lhat the facky RN had been notifad or had
msseseed the residant concerning her moulh
paln, har missing testh. or her abfly to chew
food.

The fackily-did not superviss that (bt food-—

{R ODE

provided v/as appropriate for Resident #6, when
she had joss of teeth and r dacreasad abilily 1o
chew foods,

The fagility failed o provide supenision to ensure
diots for Residents #1 and #8 were implamented.
Trase faliurss resutted In Inadequate care.

ABSBISTANCE WITH MEDIGATIONS

Residant #7 was admilted to the facilly an
2117/0D, with diagnases of demeantla and insulin
dependent diabetes mallitus,

An NESA, dated 207/11, documanied the resklent
requlred extensive assletance with her
madisationg. The NSA did not Inclikie har sbllity
{0 satl-agminister the Insulin, Under the section
"Medigation: Provider InsirucUons® was
information that the fecility RN would monitar
medicalions and the hursing supervisonGNA
wottld repor to the RN any concems.

A nurging essassment, dated 3/15M0 and
324441, documeniad the resident was ol able 1o

Horeay of Facilly GIandards
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Conlirued From page 15
sef-adminisier modications.

On 418411 at 1:45 PM, the nursing
sUpeNIso/GNA sialed there was Currently only
one resident that self-administered ingulin and
she was alert and able to do so salely,

Qn 472011 a2 516 PM, the LPN staled she was
not awaza If Reswdenl #7 had been assassed by
the facilily RN io sell-administer and inject her
inaalin.

On 4£21711 at 11:00 AM, the medication alde
staled, "[Residenl #7's name] is confusad. Some

-days-are betier than-others whea-lcomestaher— | — e

solt-Infecting Ingutin, 1 have aeen har by to put the
insulen sytinge in & cofiee cop on abad day.” She
further glated, the resident required constany
Instruction from tha medication aldes to be able
to salf-inject her ingudin,

On 412111 a1 11:30 A, Regident #7 was
chasrved allempting to inject insulin into har
ahdomen. The medication akde placed the
pre-fitad Insolin syringe into her right hand. The
resident looked at the syinge and did Aot know
whal (o do with the ayringe, or how to use it. Tha
medisation side had fo instruct the resldent sfep
by step 16 be able to safely inject the nsulin.

Cn 4721111 a1 6:30 M, the administiator
confirmed tha resident was nat aba Lo salely
sell-administer hay Insukn and did not know the
reason she had baen allowed to do so.

The fachity did not supervise Resldant #7's
medisation sssistance (o ensure it was
appropriate; based oh the RN's assessment, the
residant's cognition and the NSA, Additonally,
unlicensed madicalion ekles are prohibited 1o

{R DB}
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periom preparalion or administration of infections
aceording (o the idahe Boasg of Nursing Rulas,
Tha faclily did not ensuse thare was a licensad
nurso to adminlster Reskent #7'¢ ingulin. This
fallure resulled In inadanuate care.
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g IDAHO PEPARTHENT OF

MEDICAID LICENSING & CERTIFICATION - RALF

(AN HEALTH « WELFARE

P.O. Box 83720
Boise, ID 83720-0036

ASSISTED LIVING
Non-Core Issues

{208) 3346626 fax: {203) 364-1888 Punch List
Facility Name Physical Address Phone Number
Facility: Gables Senior Living 1405 Curlew Drive (208) 535 - 0090
~ Arrowhead management Company LLC. Ammon
Administatos City 2P Code
Stephanie Ellwood Ammon 83406
Survey Team Leader Survey Type Survey Date
Karen Anderson, RN Follow-up 412772011
NOM—CORE ISSUES PAGE 10F 3 _
e %@m z?é%?%—;i?’
. :-‘ ] ; Mﬁﬁ ‘i’é:i"'x) .7" ,.., ‘g '“-,.,- _‘ e e

1 009.02 One of four staff completed onIy a s’tate pohce background check.
2 008.04 One of four staff did not submit fingerprints for a criminal history check within 21

days of hire.
3 152.058.b.iii | Five residents had bedrails. “*REPEAT PUNCH X 2
4 225 Behavior plans for Residents #1, 4, 5 & 6 did not clearly describe A) the behavioral

symptoms causing distress to the resident or infringing on other residents’ rights or

B) the interventions o be implemented by staff when the behavior occurs.
5 250.10 Hot waier exceeded the maximum temperature of 120 degrees Fahrenheit.

“REPEAT PUNCH X 3***

6 250.15 Three residents stated calt lights were not answered in a timely manner.

Further, two residents stated although staff responded quickly to the call fight, they

tumed it off, said they would retum soon, but did not.

*REPEAT PUNCH X 2**

7 305.02 The facility did not ensure all PRN medications were available as ordered for 2 of 6

residents. **REPEAT PUNCH X 2***
8 305.03 The facifity RN did not assess and document changes in medical condition for the

following: Resident #6's pressure ulcer. Resident #7°s significant health deciine.

Resident #8's significant health decline resuifing in hospttahza’uon Resident #9's

decreased ability to chew food.
Response Reguired Date Sig{ix/re;f Facility Representative Date Signed
s ehin it 47 /;w/
BFS-686 March 2006
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+ |DAHO DEPARTMENT OF

MEDICAID LICENSING & CERTIFICATION - RALF

ASSISTED LIVING

. P.O. Box 83720 -
1T HEALTH « WELFARE PO.Boxm Non-Core Issues
{208) 3346626 fax: (208) 364-1888 Punch List
Faciiity Name Physical Address FPhone Number
Facility: Gables Senior Living 1405 Curlew Drive {208) 535 - 0090
— Arrowhead management Company LLC. Ammion
Admmistrater Cty ZIP Code
Stephanie Ellwood Ammon £3405
Survey Team Leader Survey Type Survey Date
Karen Anderson, RN Follow-up 412712011
NON-CORE iSSUES PAGE 20F3
SO — ’———_ S T T

o Sl
-

e ﬁ&m

3 305.06 The faculrty RN dld not assess R&ctden’ts #28 3s ablhiy o self medrcate
**REPEAT PUNCH X 2™~
10 310.04.a The faciity did not attempt non-drug interventions to assist and redirect Residents #
4, 5, & 6's behaviors. However, these residents were receiving psychotropic
medications
11 310.04.c The faciiity did not monitor or determine Residents #4, 5, & 6's continued need for
psychotropic medications based on the resident’s demonstrated behaviors.
12 350.02 The facility administrator did not document a complete investigation for all verbal
and writen complaints. *REPEAT PUNCH X 2***
13 350.04 The facility administrafor did not provide a written response to complainants.
"REPEAT PUNCH X 2
14 451.02 The facility did not offer snacks fo residents between breakfast and lunch and lunch |
and dinner. ~=~REPEAT PUNCH X 3™* | D1
15 625.01 One of four staff did not complete 16 hours of orientation fraining within 30 days of
hire.
“*REPEAT PUNCH X 2
16 711.01 Behavioral pians for Residents #1, 4, 5, 6, & 10 did not document A) the time a
specific behavior occurred, B) the mterven’non used or C) the effectiveness of the
infervention.
Response Required Date Signature of Facility Repmentatwe
sero %Wﬂm ¢l
BFS-686 March 2006
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JOAHO DEPARTMENT OF

MEDICAID LICENSING & CERTIFICATION - RALF

HEALTH s WELFARE Eoon 1o 247200038

ASSISTED LIVING
Non-Core Issues

(208) 334-6626 fax: (208) 364-1888 Punch List
Facility Name: Physicad Address Phene Number
Facility: Gables Senior Living 1405 Curlew Drive (208) 535 - 0030
- Arrowhead management Company LLC. Ammon
Admiristrator City ZIpP Code
Stepharie Ellwood Ammon 33406
Survey Team Leader Survey Type Survey Date
Karen Anderson, RN ) Follow-up Aizon
NON—CORE SSUES PAGE 30F3
4_.;-’.5]! & Rty ﬁ- = & R "ﬁ‘ﬁj’gﬁ Q@E’ aﬂ gr T e w‘f‘ @mg‘;
e ey -Mﬁr . s%f& . *% . = ﬁi REobUE
17 711 G8.a Care notes did not document‘ the resident's refusal of cares: or when i‘he NSA was
not followed: and the facility’s response. Exarnples: Resident #1 did not receive
stand by assistance at meals. Resident’s #3, 8, 8, and Random Resident A did not
receive showers per their NSAs. Resident #6°s refusal of showers.
**REPEAT PUNCH X 2**
18 711.08b Nine of nine residents’ MAR'’s reviewed, had gaps in medication assistance
documentafion.
19 711.08.¢ There was nc documentation in Resident #5's record of a physical altercation with
another resident in March 2011.
20 711.08.e Care notes did not always document the facility licensed nurse had been notified
when a resident had a change in condition. Examples: Resident #6's development
of a pressure uicer. Resident #7's significant heatth decline. Resident #9's
decreased ability to chew food. **REPEAT PUNCH X 2
-' ﬂé’ ﬁ“l :::
Response Required Date Signature of Faciity Representa:we / Date L
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