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September 19, 2011

Mark Stephenson, Administrator

(Gables Senior Living ~ Arrowhead Management Conmipan
1405 Curlew Drive

Ammon, ID 83406

License #: Rc-964

Dear Mr. Stephenson:

On August 9, 2011, a second follow up survey and coniplaint investigation was conducted at Gables
Senior Living - Arrowhead Management Company Llc. As a result of that survey, deficient practices

were found. The deficiencies were cited at the following levels:

‘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.

This office 1s accepting your submitted plan of correction and evidence of resolution.

Shonld yon have questions, please contact , Health Facility Surveyor, Residential Assisted Living
Facility Program, at (208) 334-0626.

Sincerely,

Qf\m F\WMMn \ @“\)

aren Anderson, RN
Team Leader
Health Facility Surveyor
Residential Assisted Living Facility Program

c: Jamie Siimpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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August 19, 2011 FedEx Tracking #: 8696 9051 7991

Mark Stephenson, Administrator

Gables Senior Living - Arrowhead Management Company
1405 Curlew Drive

Ammon, ID 83406

Re: Imposition of Temporary Management at Gables Senior Living — Arrowhead Management

Dear Mr. Stephenson:

Please accept this notice that temporary management will be imposed at Gables Senior Living
effective Monday, August 22, 2011. The provisional residential care facility license #RC-964 for
Gables Senior Living - Arrowhead Management, located at 1405 Curlew Drive, Ammon, Idaho
83406, which expires on August 27, 2011, will not be renewed based on Department findings from
the complaint investigation and follow-up survey conducted August 8 through 9, 2011. The findings,
as discussed below, demonstrate that this facility is not in substantial compliance with the statutes
and rules governing Residential and Assisted Living Facilities. The purpose of the temporary
manager is to oversee operation of the facility and to assure safety of the facility's residents pending
improvements being made to bring the facility back into substantial compliance. Substantial
compliance with the requirements of IDAPA 16.03,22 must be achieved no later than
September 23, 2011. If the licensee fails to pay the temporary manager on a weekly basis, or if the
facility fails to come into compliance by September 23, 2011, the temporary manager shall be
directed to conduct an orderly transfer of the residents. This action is being taken pursuant to Idaho
Code Section 39-3345 and IDAPA 16.03.22.930, 16.03.22.900.05.a, 16.03.22.900.05.c, and
16.03.22.900.05.d.iii

In addition, you are hereby notified the following enforcement actions are continued:

1. A ban on all new admissions pursuant to IDAPA 16.03.22.920.02.d. The ban on all
admissions shall be in effect upon receipt of this notice and shall remain in effect until
removed by the Department,

2. Should you choose not to abide by this condition, the Department will take immediate
action to summarily suspend the facility’s liceuse and transfer residents under IDAPA
16.03.22.900.01. ‘

BASIS FOR THE IMPOSITION OF TEMPORARY MANAGEMENT:

The following is an explanation of the basis for the Department’s action.



From February 7 through February 11, 2011, our office conducted a licensure, follow-up and
complaint investigation survey at your facility. During the course of that survey, it was determined
the facility had failed to protect residents from inadequate care by failing to identify and treat
pressure ulcers; failing to provide physician ordered diets to protect residents from choking and
aspiration; failing to coordinate and provide catheter care to prevent swelling, discomfort and
infection; failing to provide assistance with transferring and mobility and failing to follow physician's
orders. The facility was also cited for nineteen (19) non-core deficiencies.

During the follow-up and licensure survey conducted from April 19 through April 27, 2011, it was
determined five of ten sampled residents were not receiving adequate care. Additionally, the facility
received another core deficiency for failing to protect residents from abuse. The facility was also
cited for twenty (20) non-core deficiencies, nine of which had been cited at the previous survey, and
two of which were being cited for the third time. The facility was placed on a provisional license,
. required to hire a consultant and full time nurse, and a ban on new admissions was imposed. The
facility was to correct the deficiencies and achieve substantial compliance with the rules for
residential care or assisted living facilities in Idaho (IDAPA 16.03.22) no later than June 30, 2011.

On June 22, 2011, the facility was sent a letter warning they were failing to meet the conditions of
the provisional license by re-admitting residents without authorization from the Department and by
failing to hire a full time nurse.

On August 8 through 9, 2011, a follow-up and complaint investigation survey determined the facility
continued to fail to protect residents from inadequate care by failing to identify pressure ulcers so
they could be treated, and by failing to provide supervision of a resident's weight loss and dietary
needs. The facility was also cited for three non-core issue deficiencies, two of which were repeat
deficiencies.

POWERS AND DUTIES OF THE TEMPORARY MANAGER

Pursuant to TDAPA 16.03.22.930, the powers and duties of the temporary manager shall be as
follows:

The temporary manager has the authority to direct and oversee the management, hiring and discharge
of any consultant or personnel, including the administrator of the facility. The temporary manager
has the authority to direct the expenditure of the revenues of the facility in a reasonable and prudent
manner, to oversee the continuation of the business and the care of the residents, to oversee and
direct those acts necessary to accomplish the goals of the program requirements and to direct and
oversee regular accounting. When the facility fails or refuses to carry out the directions of the
temporary manager, the Department will revoke the facility's license.

a. The temporary manager must observe the confidentiality of the operating policies, procedures,
employment practices, financial information, and all similar business information of the facility,
except that the temporary manager must make reports to the Depariment;

b. The temporary manager may be liable for gross, willful or wanton negligence, intentional acts of
omissions, unexplained shortfalls in the facility's fund, and breaches of fiduciary duty;

¢. The temporary manager does not have authority to cause or direct the facility, its owner, or
administrator to incur debt, unless to bring the facility into compliance with these rules, or to enter
into any contract with a duration beyond the term of the temporary management of the facility;

d. The teraporary manager does not have authority to incur, without the permission of the owner,
administrator or the Department, capital expenditures in excess of two thousand dollars (§2,000),
unless the capital expenditures are directly related to correcting the identified deficiencies;



e. The temporary manager does not have authority to cause or direct the facility to encumber its

assets or receivables;

f. The temporary manager does not have authority to cause or direct a facility, which holds liability
or casualty insurance coverage, to cancel or reduce its liability or casualty insurance coverage; and

g. The temporary manager does not have authority to cause or direct the sale of the facility, its assets
or the premises on which it is located.

RESPONSIBILITY FOR PAYMENT OF THE TEMPORARY MANAGER:

All compensation and per diem costs of the temporary manager must be paid by the licensee, Gables
Senior Living - Arrowhead Management. IDAPA 16.03.22.930.05. Should Gables Senior Living
fail to make required, weekly payments to the temporary manager, by noon each Monday, the
Department will have no alternative but to direct the temporary manager to conduct an immediate
and orderly transfer of the residents to other facilities.

DURATION OF TEMPORARY MANAGEMENT

The temporary manager shall remain in place until the facility is brought into compliance with
IDAPA 16.03.22, the rules for residential care or assisted living facilities in Idaho, as determined by
a follow-up survey conducted by Department staff, or until every resident of the facility has been
transferred to another facility.

CORRECTION OF DEFICTENCIES

Please find enclose a copy of the Statement of Deficiencies. The temporary manager, shall 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 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 monitoring occur to
ensure that the deficient practice will not recur (i.e., what quality assurance program will be
put into place)?

* What date will the corrective action(s) be completed by?

The temporary manager shall return the signed and dated Plan of Correction to us by

September 1, 2011, and keep copies for the temporary manager and the facility's records.

Correction of these deficiencies must be achieved no later than September 23, 2011, During the
follow-up survey, if it is determined that the deficiencies still exists, or if a new core issue deficiency
is identified, the Department shall direct the temporary manager to immediately transfer the
residents. Ifit is determined the facility has been brought into compliance with program
requirements as described in IDAPA 16.03.22, the licensee, Gables Senior Living - Arrowhead
Management shall be granted a provisional license to resume operations.



You have available the opportunity to question cited deficiencies or this action through an informal
dispute resolution (IDR) 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 (September 1, 2011). 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 September 1, 2011, your request will not be granted. Your IDR request
must be 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. The IDR process does not delay the requirements for
submission of the plan of correction in a timely manner.

Please bear in mind that non-core issue deficiencies were identified on the Punch List, a copy of
which was reviewed and left at the facility during the exit conference and enclosed. The completed
Punch List form and accompanying evidence of resolution {e.g., receipts, pictures, policy updates,
etc.) are to be submitted to this office by September 8, 2011.

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

Sincerely,

Jor

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

JS/smo
Enclosure

cc: Gordon Arave, 52 W. 215 N. Blackfoot, ID 83221
Linda Armstrong — Adult Services Director, Area VI
Melanie Belnap, Program Manager, Regional Medicaid Services, Region VII - DHW Leslie
M. Clement, Deputy Director, Idaho Department of Health and Welfare
Curlew Investments, 1395 NW Main, Blackfoot, 1D 83221
Cathy Hart, Idaho State Ombudsman, Idaho Commission on Aging
Louis Kraml 680 Pendlebury Lane, Blackfoot, Idaho 83221
Sheri Rogers, Western Healthcare, 1475 North Cole Road, Boise, 1D 83704
Randy May, Deputy Administrator, Division of Medicaid
Charina Newell, Deputy Attorney General, Idaho Department of Health and Welfare
Marie Peterson, Ombudsman, Area VI Agency on Aging
Natalie Peterson, Chief Bureau of Long Term Care, Division of Medicaid,
Brady Pilster, 2238 N. 550 W Hamsville, IT 84414



PRINTED: 08/18/2011
FORM APPROVED

Bureau of Facility Slandards

STATEMENT OF DEFIENCIES | (x1) PROVICER/SUPPLIER/CLIA (X2] MULTIPLE CONSITUCTION (K3) DATE SUREY
ARD PLAN OF CORREGTION IDEHTIFIGATION NUMBER: Ao
A BULDING R

13RB4 0. vaa 08/09/2011

NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, 24P CODE

E
GABLES SENIOR LIVING - ARROWHEAD MAN A‘,’,?f{g,,‘,’"}'ﬁ';ﬂ%w

A0 SUUMARY STATEMENT OF DEFICIENGEES 10 PROVIDERS PLAN OF CORREGTION o
s (EACH DEFICERCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE cOEIE
TAG REGLUATORY OR LEE IDENTIFYING INFORMATION) e CROS REFERLNCED 10 g{}’a APPROPRIATE DATE

(R DOOY [nittal Comnionts {R 000)

Tho felkawing deficlency was cited during &
second follow-up survey and complaint
invastigation conductad from B/8/11 through
69/11, at your resldantial care/assisled living
facillly. The surveyors conducting (he survay
wara:

Karen Anderson, RN
Team Coordinator
Health Facildy Survayer

Mait Hauser, QMRP
Health Facllity Surveyet

RagJoan McPhlllips, RN, BSN
Roalth Facillly Survoyor

Donna Henechied, LSW
Hoalth Facility Surveyor

Gloria Keathley, LSW
Health Facilily Surveyor
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CNA = Corillied Nursing Assistonl
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of digruption In the swellowing process
Irg = fraquantly

HH = Home Health
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Pt = pationt

RCC = Residant Core Coordinator
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UAI = Uniform Assassmant [nslrumont been affected by the deficient practice?
{R 008} 3233.22.520 Protect Resldenls lrom [nadequale | (R 008} e The Department here states “Resldent
! #12, however the resident being
The adminlsirater must assure thal potiies and described is actually Resident # 13 on
preceduras are implamented to assure that all the resident identification list left at
reskdents are free from Inadequate care. the time of survey. We will hereafter
refer to Resident # 13. Resident # 13
has been moved from the facility.
This Rule Is not med 8s ovidenced by: » Resident # 7 will be moving to skilled
Based on obsarvalion, Interviaw and fecord nursing (D c-io: to
review, it was determinnd the facilily fallod (o 9/1/11
provide adequate supervision (o 2 of 12 sampled '
roskionls (87 & #12). Th N
ki (#7 & #12). The findings Include How will you identify other
1. SUPERVISION OF CARES residents/personnel/areas that may be
affected by the same deflclent practice
IDAPA 16.03.22.012,25 Supervision - A critical and what corrective actions will be taken?
walching and directing aclivity which provides
prolection, gukiance, knowiedge of the resident's e All residents have the potential to be
gg:‘:ﬂ thaégﬁ;?ﬁu]la' ﬂ{!ﬁﬁ“?g;;?"l‘m with bl affected by the same practice.
ivilies O ving. ily I respons ;
for providing appropifale supervision based on * A“;;Tixltl bfagft 2:32?;?2?9 .
each resldont's Negoliatod Sorvico Agreamant of It practic rrole in
othet legal faqulrements. protecting residents from inadequate
care. Department specific meetings
1. Rasgldent #7 was admilled (o the fackily on will be held to further explain staff
6/13/09, with diagnoses which Included domentia duties and responsibilities. 9/12/201%
and diabetas mallitis,
Roskdont #7's NSA, daled 7/28/11, documenlaed
the resident roguired moderate assislance wilh
bathing and "Requires one persen hands on
assigl wilth @)l bathing reeds." A handwiilten noto
documentad, "Resident rofusas to allow slalf lo
shower her froquantly. s very modest aboul stafl
assisting." Tha NSA also documented the
| reskiont required moderate physical assistance
Bucnau of Fackly Stendaads
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{R 008}) Continued From page 2 (RO0B) 3 Al resident NSA's will be reviewed and
with lolloting and dressing. updated by a work group of staff from
& all shifts/departments to ensure that
The NSA did not Indude direction to camg‘rvors needs and preferences are accurately
on how lo reapproach the residont when sho identified and addressed, as well as
rofused showars, or how careglvors were to what to do if a resident chooses not

montlor har for skin breakdoewn, when she would
not allow caregivars (due to being modest) to
observe har skin duting cares.

to follow the NSA. This will apply to
both the showers and weight loss/

assistance with eating issues. 9/12/2011]
A Progross Nole, signed by the facility RN, dated
alaritati 1:30' A, documented she was cal}ed What measures will be put into place or
e
residont had Siago )| prossure uicors Lo cach o ensure that the deficient practice does
bultock and had blood In her attend, She further ot recur?
documented, "Residen! refusas cares & showers
freq. Called HH agency thal wes In for treating Showers:
slasis ulkcars on legs...” p Caregiver personnel will be in-serviced
about NSA directives related to
A homa health nursa note and assessmont, showering/bathing schedule, skin

dated 8/8/11, docymanted the faclity nurse had

informod her that caregivars found two $o7es on observation as well as what to do if a

(he feslident's bullocks. The nole furlher resident refuses or chooses not to 9/12/2011
documenied thal sho had asked the facllity nuise follow the NSA.

“why the aldes had not noticed them (the » Shower schedule which is generated by

wounds) since thay shower hﬂl': and B£8§§l hor lo Resident Care Coordinator (RCC) will

dregs and change her attends.” The fciity’s be approved by RN monthly. 9/12/201]

nurse response Lo the question was dotumentad,

that tha resldent changos her own altends and p Daily audits of shower schedule vs.

actual showers given will be

throws thom away s0 aides do not sso whal ls in 9/12/201
them, She furlher documented, “Apparently pt completed by the RCC.
has refused showers since tho and of July, I think » Refusals will be reported to the RN,
g‘n!iuzgl;\uo" ?’ﬁugf J;I"Ys\‘lfggkﬁ;' |€:5hl:rh€“;&fc§;9°t through the refusal of care form, who
: aldo a u ;
bacauso fhey saw blood on the attend,” The w'”.then gollow the refusal of care 9/12/201;
homa heallh nursa documentad Ihe facllity nurso policy and procedure.
“admilled sho was not awase the aides wora nol » Residents who shower independently |
showering pt becauss thelr chading did not will be monitored by the RCCona -
Indicole 30.° Inclixded in the nurse note was an weekly basis. Skin assessment sheets
assassnment that decumentad, *...wounds wara al will be completed for them.
Surouu of Faciity Standards
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{R 008} | Continued From page 3 {RO0B} |4 Caregiver personnel will use a skin
least a Stage 11 ! not & Slage (V." observation tool to identify skin
_ concerns noted during bathing process.
On 8/8/11 al 4:456 PM, Residant #7 was obsarved The nurse will follow the change of
In her room, sitling In her whealehair. There was condition policy for the assessment
no cushlon ohservod in the seal of (he i i 2/2
whixolchair. The rasidenl staled, "l was Lold today and documentation of skin concerns. | 3/12/2014
that [ will have lo move out of lhe facllity because
| have sorgs on my boltom,”
4 Woeight Loss and Assistance with Eating:
On 8811 at 4:50 PM, the ndminisirator slated, )
was not aware tho residenl had pressure ulcors » All resident diet orders, supplement and
or thal sho had been refusing showars.” The NSA directives for assistance with
atdminlstrater further siated ho wag nol aware dining needs will be verified and
carpgivers had bean documenting "zero" refusals cated to the kitchen staff and
on tho behavior managoment tracking form. communicatea to the kitchen statt an 8/12/201
caregivers. 1
On 8411 al 8:00 AM, tha fagllity RN slaled, « The facility owners have purchased a
“|Resldent #7°'s nama) was placed on home chair scale to accommodate the needs
slated, °l was not aware [Resldent's name) had on a household scale. Weights will be
developad prassure ulcers, or roalizo she only btained per MD ord i ord
recalvad two showers In July end one shower 5o obtained per MU orders. I orders
far tris month." cannot be followed, RN will notify
physician and coordinate
On 8/811 at 0:05 AM, careglver A" accommodation of the resident’s
slated,"Whan | assisl Lhe reskiant vith showars, needs. 9/12/201}
she as-kr? m? no'égllq()k ‘;" her tﬁiy,.so | Took * Kitchen staff will be in-serviced about diet
ﬂ;"ﬁ?"" on I am holping her 60 | o't ombarrass and supplement orders, meal service
) and what to doif a resident refuses or
On 8%/11 at 6:16 AM, caregiver “B" slated, "The chooses not to follow the NSA. 9/12/2011
resigdent tells me not to look ol her during her  Caregiver staff will be in-serviced about
showefs.'so | don't ook at hor body during har Diet Orders, Supplement Orders and
showers. NSA Directives for assistance with
On 8//11 at 10:40 AM, @ home health nurse eatie, as wellas what to o e
staled she assessod the resident on B/8/4 1, and h )
Ihat she had Stage Il wounks on each buitock. follow the NSA. Documentation/
She further slated, "Once tho wounds opon thay Communication system will be )
could be a Slago [V.” The nurse further slaled, reviewed as well, 9/12/201]
Buzeau of Fatdily Slandards
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{R 008} | Conlinued From page 4 (ROIB} |4 RN will address refusals of diet and
the restdent woutd tell caraqivars that she had her supplements as well as concerns related
shower, even Ihough she had not had a shower, to weight on the 90 day assessments. 9/12/201%
as @ way to avold showaring. » RCC will audit weights Q day to ensure
On 8191 1 at 1:45 PM, careglver "C" staled, °I weights hfave.bﬁen Ogta'n.ﬁ(:)as ordered.
work the avaning shil; | get o verbal report from Results of weight audit wilf be
the day shifi at the beglnning of my shift. The day communicated to the nurse and
careqivers report Iha showers lhal waro given Administrator. Refusal to be weighed will
and any residenis who still nead a sheaver,” The be communicated to the RN through the
caregivar slalod, "l was told tha residenl was refusal of care form who will then follow
Independant with showers and the resldent was the refusal of care policy, as needed. 9/12/2011
gmdesl and did no|ll like caregivers lo loak al hor » RCC will audit ordered supplements Q day
uring the showar, .
to ensure supplements have been given,
On 8/9/11 al 1:68 P, caregiver "D* slated, Results of supplement audit will be
“[Reskdent's name) doas nel receive showars on communicated to the nurse and
tho 2:00 PI{ o 10:00 PR shifl. | am lold by day Administrator. Refusal of supplements
shift tho reskdent recotved a shower, | didn't will be communicated to the RN through
check tha ADUshower sheel to verify the the refusal of care form who will then
information,” X .
implement the refusal of care policy, as
needed. 9/12/2017
On 81911 al 2:05 PM, tho RCC staled she was
nol avaare of tha resldent's presaure uicers undil * Administrator will develop a schedule for
loday. She staled, "l was told the reskient had completion of random meal service and
bean refusing showers, but staff had not Informad dining room observation audits through
3:9 °'| any ﬁk‘;‘tlsi‘m%" Sh'ﬂ furthes ’5‘5"'30- SS:]a:" survey to ensure diets are served as
ore lo reporl to har any shawer refusals, She : :
stated, " !ggk over tho n?nrlghl shifl reporls to find Z.F der?d am: assistance s given per
outIf resldonts rafused shawers.” She did nol Irectives of NSA, _ 9/12/2011
know why caregivars only documented the two * Residents who develop new food intake | ¢
showers In July. She staled she chacked \ho issues will be identified through meal
shower schodule and conflirmed the rasklant had observation by caregivers, RCC meal
two showers documentad kn July and ene audits, and Kitchen staff. These new
documented showoi on August 4, 2011, concerns will be communicated to RN via
Tha faclity did not provide supervision to ensure the RN Communication or Refusal lorms.
Reskiant #7 received showers as required. This
faiure resulled in hafm when the reskdent
developad two Slage 1N pressure ulcars, The
wounds venl unnoliced because (ha facllily slaff
Buceau of Faclity Slarlards
STATE FORM 1o QYOI W ¢ oxitanubion shael & of 11
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did ned ansure the roskdent's 5kin was monitored
wiven thay failod (o provide her tha gdalstance
she raquired with showaring,

WEIGHT LOSS

1, Rosldent #12 was admitted to tha facllity, on
21709, with diagnesos including MS and
dysphagla,

A VA, daled 831410, documanted the reskdant
welghed 118 pounds in 2009 and 90 pounds on
8i31/10; a 22 pound wokihl loss In ona year,

An NSA, dated 9/17/10, decumented Resldonl
#12 "noeds agsislance vath ealing meals.,, Staff
1o assis| as needed or requosted,” Thoso was
nothlng documenled regarding tho resldent's
welght loss.

A nursing assassmenl, dated 11/8/10, did not
doeumanl Ihe resident’s welghl nor or make any
refarenco regarding the rosident's pravious
wefghtl loss.

A fax to the rasidents physiclan, daled 12/2111,
decumented Lthe "daughter Is concemad aboul
her walght and would like us to start her on Boost
{nutritionat supplament). Pleaso speclfy if this |s
something we can do and how oflen.” The
physlclan rosponded, on 12/30/11, with & request
for *current BMI and weight.”

A fax {o the resident’s physiclan, dated 12/31/11,
documiented, “We are unable to ablain a curionl
welghl dua to her being nonswalght beating.” The
physkclan responded, on 174111, stoting a vright
was noedad Lo caleulata a BMI. There was no
further dogumentation found in tha resident’s
recofd Lo Indicale what was boing done about

x4} 1D SUMUARY STATESRENT OF DEFICIERCIES 1] FROVOER'S PLAN QF CORREGTIGH 8y
PRENX {EAGH DEFIGIENGY MUST BE PRECEGED DY FULL PRENX, (EACH CORREQTIVE ACTION SHOVLD UE LOMEC I T
1AG REGULATORY OR LSC IDENTIFYING IFORMAYION) 170 CROSS-REFERERCED 10 THE APPROPRIATE OATE
DEFIGIERGY)
{R 008) | Continued From page 6 (ROO8Y | How will the corrective actions be

monitored and how often will monitoring
occur to ensure that the deficlent
practice will not recur?

» Shower audits will be completed by the
RCC and reviewed by the Nurse daily
through survey compliance date.
Administrator will be informed of results
daily through survey compliance date.
Following survey, audit frequency will
e weekly X 4 and then monthly.

e Welght audits will be completed by the
RCC and reviewed by nurse daily
through survey compliance date.
Administrator will be informed of results
daily through survey compliance date,
Following survey, audit frequency will
be weekly X 4 then monthly.

s Meal service audits will be completed
per schedule through survey. Results
will be reviewed by Administrator,
Nurse, RCC and Dietary Manager.
Following survey, audit frequency will
be weekly X 4 weeks, then monthly.

9/12/201

9/12/2011

9/12/2011

=
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Continued From page B

obtalning a currant wesght. Alsp, there was no
documaontation ol iho resident’s current vesight,

A fax, dated 1/26/11, documented an ordor lor
the reskient lo eal one cup of lco croam hvice o
day lor a dlagnosis of "waight boss.”

A *Modilied Barlum Swallow Reporl,” daled
2/4111, documented Residant #12 \was relerred
for & modified barium swallow sludy due lo
concems regording sknificant welghl loss. Tha
rasulls of the study indicated the resident had a
“modorato oral dysphagla and mitd pharyngesl
dysphagla.”

A nursing sssessmont, daled 5/11/11, wos
compleled by the [acllity RN. The resident’s
welghl was nol decumented nor was Lhere any
rofarance to the resldent's refusals lo eat lce
aream or Ensu,

Rasidonl #12's 2011 MARs documented the
folkrwing:

* Fabruary - Tha raskian| had an order lo dilnk
Ensuro (nulritional supplement) theee tintes a day
wilh meals, It also documented, the e cream
was elther rofused or not documentad as given
23 limes and Ensure wos oilher rofused or not
documented as given 38 limes,

*Morch « The rosldant refused log cream 17
s,

*Apiil - Tha resldent refused kco cream 47 limes
and refused Ensurg 21 limos.

*May - Tho rasldent’s ice cream was oilher nol
ulven or ralused svegry time bul ano (a tofel of G1
limas), Furthar it documentad the Ensure was

{R 0OB)
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Conlinued From page 7
aiher mfused or nol documanled as given 21
times,

*June - Tho rosklent's ice croam vasg either not
tliven of refused 58 limes, Further il documanied
iha Ensure was either refused or not documenied
as given § imes.

*July - Tho reskdont's Ice ¢cream was eilher nol
given or refused 36 limes, Furhor, it documented
Ihe Ensura was either rafused or nol documanled
as given 8 thimasy,

A nursing pgsossment, doled 6/29/11, did not
documenl the residont's welght and did not make
any referance 1o the rosident’s refusals (o eal [ce
cream of dtink Ensure,

Thers was no documentation found regarding
how slatf could encourage woys 10 increase tho
raskdont’s nubilional Inlake or whal altamative
high calovie snacks could b offared,

The fedily's "Retusal of Cares” forms
decumented the fohowing:

*Gf26/11 - The rosident refused her cup of Ice
cream al 2:30 PM. On 6428711, tho RN
documented “Noled. Wil Moniler,”

*7/511 - The resldent refuged ico croam ol 10:00
AM and 200 PM., On 716/11, tho RN documented
{he residoni roporied she did ot refuse ko
crepm but was n bad at 10:00 AM and did nod
wanl it “due to her eondition.” The RN {urther
documeonted, "Will speak with RCC about having
stedf offer snacks whon resldent Is up In ¢halr.”

*7119¥11 - Tho roskien refused [ce ¢ream at
10:00 AM, The RN again decumanted that staf(

{R 008}
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Canlinued From page 8

were educaled Lo not give her Jco cream If she
was in bed bacause the resident sald sho weuld
feluse it If sho was in bed.

*7/2011 - The resldent tefused ica cream at
10:00 AM. On 7721711 the RN agaln documentad
she spoke with stalf and asked them lo offer o
snack when (he esident was up in o whaalchalr,

AT2911H1 < The rosident rofused ica craam at
10:00 AM. On 7722111 the RN documented for
stalf to wail until the rosldent gt oul of bed lo
offar her Ice ¢ream.

There was ne documentalion found in Reskionl
#12's recoed to addraas the resident's rofusals
from 2/1/11 undl 8/25M1. There was no
documentation tho resident was Infermad of tha
consequances of her refusals, Furlhor, there was
na documentation the raskdent’s physlcian was
nolified of Iha refusals.

On 89711 at 2:05 PM, a caregivor siated the
rasldont gained weighi after she was firs
almilted, Tha careglver further slaied, “Sha was
50 Rillix | could just pick her up and lransfer her."
Further, the caregiver stated it was "hit and miss”
with her gelling lca craam bacause sha often
rofused.

On B/AM1 al 2:10 PM, the RCC slalgd, "You
could vislbly see she had losl weight and the
doclor prosgrited Ice cream and Ensure.”
Furihar, the RCC sloled, “Wa only had o
stand-tp scals and with hor MS we couldn'
walgh har"

On 8/0111 a farnily member slated she roporled
ihe reskient's woight Joss to the former nursing
suparvisor, admimslrator and the cuttent RCCG,

{R 008)
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Conlinued From page 9

sometime |n November or December 2040, Sho
slaled, (he resldent's physiclan ordored Ko cresm
bl *she pever gol iL" Further, the family membor
staled sho was told the resident welghed 85
pounds whon she kft the faciity and was
admitled to tho hospital and now had a
parmanani feading lube.

On 8/10/11 a formar omployoe (A) stated, "Thero
was no way [Residont's nama] could eat ico
croam vithoul halp, so if the slaff didn't offer to
halp hor, she would refuse 11"

A nole from an employeo, dated 8/10/11,
documenied, "...8he had an ordar fov oo croam,
bul she often relused it.*

A note from an employoo, datod 8/10/414,
documonted, ™., .Resldont wauld refuse her sched
ke cream magority [ske) of tha tima,”

A note from an employae, daled 8/10/11,
documaentad, *...She would ever @l 2-3 biles and
then go back (o her reom. [ didn't roally mattor
whal was (ixed, she jusl didn't pal”

A nate from a fermer employea (B), dated
8411711, documonled “...in April ) was moved to
the laundry dopartment and this was whea |
wiould assist with loeding [Rosldoent's nama) more
often. About this tma 1s when | noliced sho was
nol aating as much...”

From 8/31/10 to July 2011, Rosldont #12 lost
another 11 pounds; approximalely 33 pounds
since admission lo the (acliity. Ahough it was
docurnentod the résldent would refuse both the
Ensure and jce cream, (or four months, the facility
didd not document that sny olher Interventions
wera put [nlo place. The facilily falled lo provide

{R 008}
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supervision of the resident's diet and welght loss
lssues, which resuiled In Inadequale caro.
THIS IS THE THIRD TIME THE FACILITY HAS
BEEN CITED FOR INADEQUATE CARE, -
SUPERVISION.
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ASSISTED LIVING
Non-Core Issues

9/04

i W Boise, ID 83720-0036 ;
HEALTH « WELFARE {208) 334-6626 fax: (208) 364-1883 Punch List
Facility Name Fhysical Address Phone Number
Gables Senjor Living 1405 Curlew Drive 208 535-0080
Administrator City ‘| Zip Code
Mark Stephenson PhD Idaho Falls 83406
Team Leader [Survey Type Survey Date
Karen Anderson Complaint and Follow-up 08/09/11
NON-CORE ISSUES
om# | RULEF ~DESCRIFTION —DATE [ TEC]
. ds.0322 . R T I S S R R ‘ ’| RESOLVED | | USE
1 225 Behavior plans for Resident #5 & #7 were not updated to describe their current behaviors. Stch as - Resident #7 q Ar /// "'[72/ ;
7 At 4
refusal to change positions or refusal w sleep in her bed to prevent skin breakdown. Resident #5's physical aggression. REPEAT X2 1 :
: 1
2 711.01 Behavior plans for Resident #5 & #7 did not document the time a specific behavior occurred, the intervention used and the 7 /{ / !/ 1 I% l
effectiveness of the interventions. REPEAT X2 ot S
3 71107 Care notes by outside agendies were not available for Resident #s 2, 7 and 11, ?/Z / / / q,g ‘
[ S
i
; TRUBE
NEGETYIEN
N GCEP 68201
1 L/
By . ‘3/)@
s
Response Required Date Signature of Facility Representativ D%grign
05/08/11 M _ 911,
f 7
BF5-686 March 2006



I DAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L.*BUTCH" OTTER - Govemor LESLIE M. CLEMENT - Administrator
RICHARD M. ARMSTRONG - Director DIVISION OF MEDICAID
Post Office Box 83720

Boisg, [daho 83720-0036

PHONE: {208) 334-6626

FAX: (208) 164-1888

August 18, 2011

Mark Stephenson, Administrator

Gables Senior Living - Arrowhead Management Compan
1405 Curlew Drive

Ammon, [D 83406

Dear Mr. Stephenson:
An unannounced, on-site complaint investigation survey was conducted at Gables Senior Living -

Arrowhead Management Company Llc from August 8, 2011, to August 9, 2011. During that time,
interviews and record reviews were conducted with the following results;

Complaint # ID00005160

Allegation #1: An identified staff member did not complete fringerprinting for a criminal
history background check within twenty-one days of hire per state rule,

Findings #1: On 8/9/11, the identified employee's record was reviewed and contained a copy

of the criminal history and background check. The as-worked schedule was

reviewed and the identified employee was not scheduled to work until after the

background check was completed.

On 8/9/11 at 9:00 AM, an office employee stated the identified employee was

delayed in getting the fingerprinting done because of a family emergency. The
employee had to to take two weeks off and was not placed on the schedule until

the background check was completed.

Substantiated. However, not cited as the employee was not scheduled to work until after the
background check was completed.



Mark Stephenson, Administrator
August 18, 2011
Page 2 of 2

As no deficiencies were cited as a result of our investigation, no response is necessary to this report.
Thank you to you and your staff for the courtesies extended to us on our visit.

Sincerely,

Kﬁf\m Rfﬂ&’ 20N, R\\\

Karen Anderson, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

c Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program



IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L.*"BUTCH" OTTER ~ Govemor LESLIE M. CLEMENT - Adminlstratos
RICHARD M. ARMSTRONG - Director DIVISION OF MEDICAID
Post Office Box 83720

Boise, Idaho §3720-0036

PHONE: (208) 334-6626

FAX: {208} 364-1859

August 18,2011

Mark Stephenson, Administrator

Gables Senior Living - Arrowhead Management Compan
1405 Curlew Drive

Ammon, ID 83406

Dear Mr. Stephenson:

An unannounced, on-site complaint investigation survey was conducted at Gables Senior Living -
Arrowhead Management Company Llc from August 8, 2011, to August 9, 201 1. During that time,
observations, interviews, and record reviews were conducted with the following results:

Complaint # ID00005156

Allegation #1: An identified resident was not assisted with eating and experienced significant
weight loss.

Findings #1: On 8/9/11, the identified resident's record was reviewed. A Uniformed
Assessment Instrument, dated 8/31/10, documented the identified resident was
able to feed herself. A Negotiated Service Agreement, dated 9/17/10,
documented the resident "needs assistance with eating meals."

On 8/9/11 through 8/16/11, numerous interviews were conducted. The
identified resident, a family member, another resident and two employees stated
the resident did not consistently receive assistance with feeding, Two
employees stated the resident was assisted with eating whenever she asked for
it.

On 8/16/11, documentation was received from the facility. The administrator
and nine employees documented the identified resident received assistance with
eating.



Mark Stephenson, Administrator

August 18, 2011
Page 2 of 3

Unsubstantiated.

Allegation #2:

Findings #2:

Allegation #3:

Due to conflicting information, it could not be proven the identified resident did
not receive assistance with eating meals, However, it was confirmed the
resident experienced a weight loss and was not assisted with supplements. The
facility was issued a deficiency at IDAPA 16,03.22,520 for inadequate care for
not providing supervision to ensure appropriate interventions were put into
place to address the resident's weight loss. The facility was required to submit a
plan of correction within 10 days.

An identified resident did not receive a soft diet as ordered by the physician.

On 8/9/11, the identified resident's record was reviewed, The identified resident
no longer resided at the facility, A therapy note, dated 2/8/11, documented a
speech therapist recommended a diet consisting of "neurosoft solids.” There
was no documentation to clearly explain what foods would qualify as
"neurosoft solids." A fax from the physician, dated 7/5/11, documented a "soft
diet was ordered."

Between 8/9/11 and 8/16/11, numerous interviews were conducted. Three
employees confirmed the resident was ordered a "soft diet," One employee
stated she was not sure what a soft diet consisted of but stated the resident ate
sandwiches which she considered soft. The cook stated the resident ate "more or
less what she wanted and did get peanut butter and jelly sandwiches when she
did not like what was served. One employee stated she "had heard" the resident
was not getting soft food consistently, One caregiver stated when she assisted
the identified resident with eating, the resident got foods like mashed potatoes,
ground meats and other soft foods.

On 8/16/11, documentation was received from the facility administrator and
eight employees. On 8/10/11, one employee documented the resident was on a
"soft" diet but even if the meat was chopped up for her, the resident would not
eat it and requested the meat whole. Two employees documented the resident
had snacks in her room that were not consistent with a soft diet.

Unable to substantiate. Due to conflicting information, the allegation could not
be proven during the complaint investigation,

Call lights were not answered in a timely manner.



Mark Stephenson, Administrator
August 18, 2011
Page 3 of 3

Findings #3: On 4/27/11 the facility was issued a repeat deficiency for not answering call
lights in a timely manner. They submitted evidence the problem was corrected
on 5/20/11.

On 8/8/11 between 3;:30 PM and 6:00 PM, approximately 25 residents were
interviewed. None of them expressed concern with call lights being answered in
a timely manner. Five residents stated that "things" had improved since the new
administration had taken over, Two residents stated staff had "gotten much
better" about answering call lights.

On 8/9/11 at 9:45 AM, a call light was activated in a resident's room by two
surveyors. A caregiver responded within a minute.

Unsubstantiated.

If you have questions or concerns regarding our visit, please call us at (208) 334-6626. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.
Sincerely,

KGNW\ Rm\.e/;/%r\ : @\\\

Karen Anderson, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program





