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April 15,2014

Hope Brackett, Administrator
Emeritus at Juniper Meadows
2975 Juniper Drive
Lewiston, Idaho 83501

License #: RC-595
Dear Ms. Brackett:

On February 6, 2014, a follow-up/revisit,state licensure survey was conducted at Emeritus at Juniper Meadows.
As a result of that survey, deficient practices were found. The deficiencies were cited at the following level(s):

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

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

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

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

Sincerely,

V

GLORIA KEATHLEY, LSW
Team Leader

Health Facility Surveyor
GK/se

cc: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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Hope Brackett, Administrator
Emeritus af Juniper Meadows
2975 Juniper Drive
Lewiston, idaho 83501

Provider ID): RC-395
Ms. Brackett:

On February 6, 2014, a follow-up to the lcensure survey of 10/31/2013 and a complaint investigation were
conducted by ocur staff at Emeritus at Juniper Meadows, The facility was cited with a core issue deficiency
for inadequate care for retaining three residents that the facility did pot have the capability, capacity or
services o provide appropriate care. Further, the facility failed to provide supervision to ensure the needs of
residents were being met.

This core issue deficiency substantially limits the capacity of Emeritus At Juniper Meadows to provide for
residents' bagic health and safety needs. The deficiency is described on the enclosed Statement of
Deficiencies.

PROVISIONAL LICENSE:

As aresult of the survey findings, a provisional license is being issued effective 2/20/2014 and will remain in
effect through 8/19/2014. Return the full license currently held by the facility to the Division of Licensing &
Certification. 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.

4 provisional license may be ixsued when a facility is cited with one (1} or more core issue deficiencies, or
when ron-core issues have not been corrected or become vepeat deficiencies. The provisional Hoense will
state the conditions the facility must follow fo continue to operate. See Subsections 900.04, 900.05 and
910.02 of these rules.

The conditions 1- 5 of the provisional license are as follows:




CONSULTANT:

1. A licensed residential care administrator consultant or RN Consultant, with at least three years'
experience working as an administrator or RN for a residential care or assisted living facility in Idaho,
shall be obtained and paid for by the facility, and approved by the Department. This consultant must
be fully credentialed in the State of Idabho and may not also be employed by the facility or the
company that operates the facility. The purpose of the consultant is to assist the facility in identifying
and implementing appropriate corrections for the deficiencies. Please provide a copy of the enclosed
consultant report content requirements to the consultant. The consultant shall be allowed unlimited
access to the facility's administrative, business and resident records and to the facility staff, residents,
their families and representatives. The name of the consultant with the person's qualifications shall
be submitted to the Department for approval no later than February 28, 2014.

2. A weekly written report must be submitted by the Department-approved consultant to the Department
commencing on 3/7/2014. The reports will address progress on correcting the core deficiency identified
on the Statement of Deficiencies as well as the non-core deficiencies identified on the punch list. When
the consultant and the administrator agree the facility is in full compliance, they will notify the
Department and request a follow-up survey be scheduled.

PLAN OF CORRECTION:

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

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

. How will you identify other residents/personmel/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)?

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

An acceptable, signed and dated Plan of Correction must be submitted to the Division of Licensing and
Certification within ten (10) calendar days of your receipt of the Statement of Deficiencies. You are
encouraged to immediately develop and submit this plan so any adjustments or corrections to the plan
can be completed prior to the deadline.

EVIDENCE OF RESOLUTION:

4. Non-core issue deficiencies were identified on the punch list, a copy of which was reviewed and left
with you during the exit conference. The following administrative rule for Residential Care or Assisted
Living Facilities in Idaho (IDAPA 16.03.22) describes the requirements for submitting evidence that the
non-core issue deficiencies have been resolved:

910. Non-core Issues Deficiency.
01. Evidence of Resolution. Acceptable evidence of vesolution as described in Subsection 130.09 of these
rules, must be submitted by the facility to the Licensing and Survey Agency. If acceptable evidence of




resolution is not submitted within sixty (60) days from when the facility was found to be out of compliance, the
Department may impose enforcement actions as described in Subsection 910.02.a through 910.02.¢ of these
rules,

The eleven (11) non-core issue deficiencies must be corrected and evidence (including but not limited to
receipts, pictures, completed forms, records of training) must be submitted to this office by 3/8/2014.

CIVIL. MONETARY PENALTIES

5. Ofthe eleven (11) non-core issne deficiencies identified on the punch Hst, four (4) of were repeat
punches. Two (2) of the repeat deficiencies, 225.01 and 300.01, were cited on both of the two (2)
previous surveys on 8§/25/2010 and 10/31/2013.

The following administrative rules for Residential Care or Assisted Living Facilities in Idaho give the
Department the authority fo impose a monetary penalty for this violation:

IDAPA 925. ENFORCEMENT REMEDY OF CIVIL MONETARY PENALTIES.

01. Civil Monetary Penalfies, Civil monetary penalities are based upon one (1) or more deficiencies of
noncompliance. Nothing will prevent the Department from imposing this remedy for deficiencies which
existed priov to survey or complaint investigation through whickh they are identified. Actual harm fo a resident
or residents does not need fo 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 move 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
noncompliance is established.

b. Repeat deficiency is ten dollars (810). (Initial deficiency is eight dollars (88).

For the dates of 11/8/2013 through 2/6/2014:

Number of |Times number of | Times Number of
Penalty Deficiencies | Occupied Beds days of Amount of
non-compliance Penalty
$10.00 2 92 90 $165,600

Maximum penalties allowed in any ninety-day period per IDAPA 16.03.22.925.02.c:

# of Occupied Beds in Facility | Imitial Deficiency | Repeat Deficiency
3-4 Beds $1,440 $2,880
5-50 Beds $3,200 $6,400
51-100 Beds $5,400 $10,800
101-150 Beds $8,800 $17,600
151 or More Beds $14,600 $29.200

Your facility had 92 occupied beds at the time of the survey. Therefore, your maximum penalty is: $10,800.




Send payment of $10,800 by check or money order, made payable to: Licensing and Certification
Mail your payment to:

Licensing and Certification - RALF
PO Box 83720
Boise, ID 83720-0009

Payment must be received in full within 30 calendar days from the date this notice 1s received. Interest
accrues on all unpaid penalties at the legal rate of interest for judgments. Failure of a facility to pay the entire
penalty, together with any interest, is cause for revocation of the license or the amount may be withheld from
Medicaid payments to the facility.

ADMINISTRATIVE REVIEW

You may contest the provisional license, requirement for a consultant or civil monetary penalty by filing
a written request for admintstrative review pursuant to IDAPA 16.05.03.300, which states: the request
must be signed by the licensed administrator of the facility, identify the challenged decision, and
state specifically the grounds for your contention that this desicision is erroneous. The request
must be recieved no later than twenty-eight (28) davs after this notice was mailed. Any such request
should be addressed to:

Tamara Prisock, Administrator
Division of Licensing and Certification - DHW
3232 Elder Street
P.O. Box 83720
Boise, ID 83720-0036

Upon receipt of a written request that meets the requirements specified in IDAPA 16.05.03.300, an
administrative review conference will be scheduled and conducted. The purpose of the conference is to
clarify and attempt to resolve the issues. A written review decision will be sent to you within thirty (30)
days of the date of the conclusion of the administrative review conference.

If the facility fails to file a request for administrative review within the time period, this decision shall
become final.

INFORMAL DISPUTE RESOLUTION

Pursuant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue deficiency
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 Assisted Living Facility Program for an IDR
meeting. The request for the meeting must be in writing and must be made within ten (10} business days of
receipt of the Statement of Deficiencies. The facility's request must include sufficient information for
Licensing and Certification to determine the basis for the provider's appeal, including reference to the
specific deficiency to be reconsidered and the basis for the reconsideration request. If your request for
informal dispute resolution is received more than ten {10) days after you receive the Statement of
Deficiencies, your request will not be granted. Your IDR request must be made in accordance with the
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.




FOLLOW-UP SURVEY

An on-site, follow-up survey will be scheduled after the administrator and consultant submit a letter stating
that all deficiencies have been corrected and systems are in place to assure the deficient practices remain
corrected. If at the follow-up survey, the core issue deficiency still exists, 2 new core issue deficiency is
identified, non-core deficiencies have not been corrected, or the facility has failed to abide by the conditions
of the provisional license, the Department will take further enforcement action against the license held by
Emeritus at Juniper Meadows. Those enforcement actions will include one or more of the following:

Revocation of the Facility License
Sumunary Suspension of the Facility License
Imposition of Temporary Management
Limut on Admissions

Additional Civil Monetary Penalties

® & & ¢ e

Division of Licensing and Certification staff is available to assist you in determiming appropriate corrections
and avoiding further enforcement actions. Please contact our office at (208) 364-1962 if we may be of
assistance, or if you have any questions.

Sincerely,

s

JAMIE SIMPSON, MBA, QMRP

Program Supervisor

Residential Assisted Living Facility Program
IS/sc

Enclosures

oo Medicaid Notification Group
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{R 000} Initial Comments {R 000}

The following deficiency was cited during the
follow-up and complaint investigation survey L CE
conducted between February 4, 2014 and Ve B

February B, 2014 at your residential care/assisted Mﬁ@
living facility. The surveyors conducting the { 5 2’@%
survey were: Dy o
Lic & CE
RT

Gloria Keathley, LSW
Team Coordinator
Health Facility Surveyor

Karen Anderson, RN
Health Facility Surveyor

Maureen McCann, RN
Health Facility Surveyor

Matt Hauser, QUMIRP
Health Facility Surveyor

Abbreviations:

&=and

1:1 = one staff to one resident monitoring/care
Approx = approximately

BID = twice daily

CHF = congestive heart failure

cm = centimeter

COPD = chronic cbstructive pulmonary disease
CPAP = continuous positive airway pressure
machine used to help a person who has
obstructive sleep apnea breathe more easily
during sleep

EMS = emergency medical services

H.H. = home health

Infect = infection

LN = licensed nurse

LPN = licensed practical nurse
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{R 000} Continued From page 1 {R 000} The following is Emeritus at Juniper ‘
NSA = negotiated service agreement {care plan) deadows Plan of Correction to the
MAR = medication assistance record Department of Health and Welfare of .
OK = okay - Deficiencies dated February 67, 2014
02= oxygeﬁd ; and received at the compumity via s
prn = as neede certified mail on February 21, 2014,
RN = registered nurse This PI o . : ‘
safs = saturation levels : is Plan of Correction is not to be g
W = with construed as an admission of or J
X = times agreement with the findings and |
o conclusions outlined in the Statement of |
R 008 :13 8.03.22.520 Protect Residents from Inadequate | R 008 Deficiencies. Rather, it is submitted as l
are. confirmation of our ongoing efforis to :
|

The administrator must assure that policies and comply with all statutory and regulatory
procedures are implemented fo assure that aif requirements. In this document, we have

residents are free from inadequate care. outlined specific actions in response to
each allegation or findings, We have not
presented all contrary factual or legal

This Rule is not met as evidenced by: - e
Based on ohservation, interview and record arguments, nor have we identified all

review, it was determined the facility refained 3 of mitigation factors, .
3 sampled Residents (#4, #7 & #11) who the
facility did not hava the capability, capacity or ;
services to provide appropriate care. Resident#4 16.03.22 520 Protect Residents from Inadequate |
was admitted and retained with g wound that was Care, f
not improving bi-weekly. Resident #11 was *
retained although she was aggressive with E The sdministrator must assure that policies and |
others, Resident #7 was retained after she stated procedures are implemented 1o assure thatall |
she wanted fo harm herself. Further, the facility residents are free from inadequate care. E
falled to provide supervision to enhsure 2 of 11 -
sampled residents (Residents #4 & #5) had their 1. IDAPA 16.03.22.152.05. Palicies |
care needs met. The facility failed {o assist of Acceptable Admissions
Resident #4 with cleaning and dressing a scalp documents; “No resident will e |
wound. The facility also failed to assist Resident admitted or retained who requires E
#5 to obtain assistive devices the resident : emgoing skilled nursing care not "
required to manage a chronic disorder, This within the legally licensed authori
resulted in inadeqguate care. The findings include: of the facility. ' |
|
RETENTION: X. A resident with an open I
Bureay ¢f Facility Standards wound that is not improvine bi-weekly '
_ . A resident thai is viplenfora 2 of 27
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1. According fo her racord, Resident #4 was a 96
year-old female who was admitted to the facilily
on 873712, with diagnosis of melanoma cancer
lesion on the top of her head. ;

IDAPA rule 18.03.22.152.05.b states that "No
resident will be admitted or refained who reguires
ongoing skilled nursing care not within the legally
ficensed authority of the facility. Such residents
include;

X, A rasident with an open wound that is not
improving bi-weekly.

On 214114 at 2:30 PM, Rasident #4 was observed
siiting in her wheeichair in her room. Her head
was observed 1o have a large, raised, scabbed
area, on the top of her scalp. The resident statad
the wound was caused from g cancerous tumor.

On 2514 at 9:50 AM, the LPN stated Resident
#4's wound on her head was not expacted fo fo
improve. She stated she faxed the physician
requesting heme health daily because they the
wound was not going to heal and would continue
to open and close.

Resident #4's record contained a nurse's note,
dated 10/1/13 at 5:00 PI, that documentiad the
rasident was taking an antibiotic for an "apen
area” on her head. The LPN further documented,
the wound had "drainage of yeliow clear fluid."

The LPNM sent a fax to Resident #4's physician, on
1144713, which documented daily showers were
"irritating” the wound on the resident's scalp and
the area of the wound was increasing in size
"apprex 3 om x 3 om scabbed.”
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R 008 Continued From page 2 R 008

I Corrective Aciion:

Resident #4°s wounds have been reevaluated by

the physician, wound management clinie, and
community Licensed Nurse. The NSA has been
updated to reflect new physician treatment orders
which includes outside agency coopdination, A
family conference has been completed to discuss
current treatment plan. A Varlance request was
submitted and approval was received on
February 21% 2014 from RALF Program
Division of Licensing and Certification..
Commuity staffs have been in-gerviced on
Resident #4°s purrent NSA, The Licensed Nurse
staff has also been in-serviced on the current
physician orders and current treatment plan for

Besident #4.

. Resident #7 has been evaluated by their

physician and mental health provider regarding
their past suicidal ideation event, The resident
will continue o receive ongoing mental health
support from a mental health professional, The
regident’s current behaviors have been evaluated
by Licensed Nurse at fois time. The resident’s
behavior tracking log has been updated o reflect
the resident’s current behaviors and specific
intarventions. The Resident’s NSA has been
updated to reflect new physician orders and
current treatment plan, behaviors and spesific
interventions. A family care conference was
completed regarding the current NSA, behaviors,
and interventions. Community staffs were in-
serviced on the resident’s current NSA and

behavior tracking sheet,

Resident #11 is no longer a resident at the
comNTInitY.

i
£

E
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The LPN, documented on a "skin monitoring flow
sheet” dated 1/23/14, that Resident #4's wound
on her scalp was 3 cm by § cm, and the wound
had "Purulent Drainage” with a foul odor. The
LPN assessed the wound again, on 1/28/14, and
documentad the wound had not changed, except
there was no foul odor from the wound.

On 2/514 at 2:45 PM, the administrator stated
she had not given Rasident #4 a 30 day
discharge notice because the wound was relaled
to cancer.

The facilily retained Resident #4, when she had &
wound that would not improve bi-weekly.

2. According 1o her record, Resident #11 was a
72 year-old fermale who was admitted to the
facility, on 83/19/12, with diagnosss including
damentia and depression. Herrecord further
documented she was discharged to another
facility on 1/3/14.

iDAPA 16.03.22.152.05. Policies of Acceplabie
Admissions, documenis: "No resident will be
admitted or refained who requires ongoing skilled
nursing cars not within the legally licensed
aldhotily of the facility. Such residents include...

. Aresident that is viclent or a danger to himself
or pthers"

Reasident #11's "Temporary Care Pians” ware
implementad on $27/13, 11/18/13 and 12/23/13,
for aggressive behaviors, The care plans
documentad siaff were to watch for an increase
in anger or aggression. Interventions that were
implemented inciuded: changing surroundings,
offering fluids, listening to resident's concerns,
and separaling Resident #11 from others when

II. How to Identify Other Residents:

The Resident Care Director completed a review
of current residents, The audit included a review
of physician orders and treatment plans for
residents that were identified with a current skin
igsue and the NSA was updated if needed.
Licensed Nurse staff received an in-serviced
regarding skin and wound management that
included a review of woumd identification,
company policy, and state regulation. Regident
care staffs were rein-serviced on current resident
skin issues and interventions.

The Resident Care Director has reviewed
hehavior events within the last 90 days to

_ evaluate that behavior, treatment, and service
plans are meeting the resident’s needs. The
Regident Care Director contacted the physician
and updated NSAs as needed. Conimunity staffs

were rein-serviced to current resident behaviors
and interventions.

L Systemic Change:

d. A resident that is vinlent or a danper fo
Limself or others '

suteidal behavioral events will have an
svaluation completed by the licensed nurse and
the phiysician will be notified.

1) If a resident is evaluated to pose a risk
o themselves or others, 911 will be
eontacted M addition to the physician,
family, or respougible party, Resident
care staff will take reasonable steps to

!

Those reésidents with identified aggressive and/or

é

i

1
H
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R 008 | Continued From page 4 R 008 promote the safety of the environment,
. The Resident Care Director will contact
she had behaviors. the physician and/or mental health ;
o . rofessional to coordinate me
An incident report, dated 11/17/13 at 9:00 PM, proiss nental health
i r | - X services and urgent evaluation for those |
Resident #11 "was found in another rasident’'s ; ] ; ] . |
. L residents identified with suicidal I
room slegping on the couch, Carestaff [sic] woke ideation :
rasident and redirected her back into her room to '
A g:
bedchafr;ge{é and o[;an%ﬁ, Ft{esggesm b:!?raimaetangry % A resident with an open wound that is not
and refused care, Resident was swearing improving bi-weekl

staff...” Resident #11's family was called and the
family came 1o the facility to provide care to

Resident #11. Caregiver will observe and report changes in the
k» \ + I o~ * 3 ' .
A"Behavior Assessment," dated 11/20/13, siin, 1f @ concern is identified the community |
» G ] staff will notify LN, If immediate treatment is =~
documented current behaviors were refusing required community staff will de firstaid |
showers, arguing with staff and wandering into ) Wil provice staid
. . and notify LN,
ottier residents' rooms. There was no
documentation on the behavior assessment If open wound is not improving bi weekly ‘
regarding her aggression towsards others. Admisistrator and/or Resident Care director will .
coordinate with the resident, family, and .
A"Service Note," dated 11/30/13, documented physician to identify a plan of care that meets the
"Resident atternpted to go into ancther resident's | | resident’s needs which may include requestinga
raom, She was threatening to beat up the other vatiance gnd/or providing a discharge notice. :
resicdent” ‘

An incident report, dated 12/1/13 at 4,15 PM,
documented Resideni #11 was in the hallway
yelling at another resident. The resident was | e Admin ; . . |
yelling, "She is a liar and [ am going fo kick her ¢ Aduministrator and/or Resident Care Direcior |
butt." Resident #11 was separated and "family wil] review those residents with identified
supports” were increased. Resident #11 was behaviors weekly to support resident safety,
scheduled with one to one care. behavior identification, implemented

inferventions and staff education.

IV, MonHoring:

A "'Daily Observation and Monitoring Workshest,”
dated 12/2/13, documented Resident #11 was
making threats to staff and other residents. She
would tell them she would "kill all of them.” The
worksheets also documented Resident #11 was
{rying to break into another resident's apartmaent
arnct was very aggressive on the evening shift.

The Admindstrator and/or Resident Care Director ‘
will review those residents with identified skin
issues weekly support resident safety, i

i
:
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A"Service Note," dated 12/8/13, documented
Resident was argumentative with staff. She
"cussed” at staff and other residents, Resident
#11 took another resident's walker away from her,
Staff intervened and the resident hecame angry
when redirected.

An incident report, dated 12/18/13 a2t 10:15 AM,
documented "Resident was in activily meowing
like a cat, laughing and grabbed equipment acting
like she was going to throw it at residents.
Removed exercise equipment, resident became
upset and tearful and left activity.”

An incident report, dated 12/18/13 at 1:30 PM,
documented "Resident was in the housekeeaping
room... Went from nice {o disruptivefangry..,
Reslident raised her hand like she was going to hit
staff and then left the area”

A'Change of Condition” form, dated 12/23/13,
documentead under "Psychiatric/Mood" and
“Behavicral Sympioms,” the resident was gasily
agitated and confused. It further documented the
resident had multiple behaviors including
“aggressiveness” towards staff and other
residents, both verbally and physically.

An incident report, dated 12/23/13 at 10:30 AM,
documented "Resident came fo exercise and
grabbed another resident by his shirt and would
not let go... Resident grabbed the lid to the
exercise equipment and hit the activily director”

An incident report, dated 12/23/13 at 11,15 AM,
"Resident walking down the hallway and other
resident walking near her. [Resldent's name] hit
the other resident in arm as she was walking
down the hall”

appropriate wound treatment, implemented
interventions, and staff education.

V. Date of Completion:

This Plan of Correction will be completed on or |
before: March 23, 2014

2. IDAPA 16.03.22.012.25;
Sopervision . A critical watching
and directing activity which
provides protection, gnidance,
knowledge of the resident’s general
whereabouts, and assistance with
acfivities of daily living, The
fagility is responsible for providing
appropriate supervision based on
each regident’s Negotiated Service
Agreement or other legal

requirements

L Cerrective Action:

Resident #4 wounds have been reevaluated by

the physician, wound management clinie, and
comumunity Licensed Nurse. The NSA has been
upddated to reflect new physician freatment orders
which includes outside agency coordination. A ‘
family conference has been completed to discuss
current treatment plan, A Varlance request was
submitted and approval was received on

February 21" 2014 from RALF Program

Division of Licensing and Certification.

Resident care gtaff has been in-serviced on !
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R 008/ Continued From page 6 R 008 ‘Resident #4’s-current NSA, The Licensed Nurse
A"Service Note," dated 12/23/13, documented stalf m}s also been in-serviced on the current
"Resident had two altercations with twe different - physician orders and current treatment plan for
residents...Family will lock at a 1.1 caregiver.” Resident #4. ;
From 12/1/13 through 12/23/13, Resident #11 Resident #5 is eurrently out of the facility. The |
continued to be verbally and physically resﬁd&ni’§ CPAP mzxsf,’k has bieen obtained by the |
aggressive to staff and other residents. There community. The resident will be evaluated for
was no documentation that a 1:1 was usc of assistive devices and needed assistance
implemented to protect other residents. prior to returning to community. Community

' staff have been rein-serviced on chromic illnesses |
An incident report, dated 12/24/13 at 9:00 AM, such as COPI, |
documented "Resident was in the elevator with )
daughter. Resident made sexual comments 1. How to Identify Other Residents:
towards another resident. Resident's daughter _ o :
intervened.” Resident #11 and the ofher rasident Resident Care Direstor and Administrator have
were separated. Resident #11 was reminded this reviewed current residents whg have identified
type of behavior was inappropriate. skin fssues to validate that mursing assessmepts

‘ are complete. If there are identified concerns, |
An incident report, dated 12/26/13 at 12:30 PM, the Resident Care Director and Administrator
documented "Resident was being assisted back will determine follow up actions which may g
to room by BOD [Business Office Director] who include but is not limited fo re-education or 1
heard resident cussing at another staff member disciplinary action with staff members, |
and then threatening to kill her. Resident hit BOD o ;
on the arm. Resident was very angry and was The Resident Care Director and Admzmstrg,tcr ‘.
unzble to be redirected or sogthed at this time.” have reviewed residents with assistive devicesto |

. vafidate that the nursing assessment has been

A"Service Note," dated 12/27/13, documented completed and that the service plan is :
"Resideni continued verbal abuse of siaff and implemented based upon resident’s needs, ;
other residents. She was banging on ather : ?
residents' doors.. Needs constant supervision.” I, Systentie Change: ,
An incident report, dated 12/29/13 at 11:40 AM, The Resident Care Director and/or Administeator
documented "Resident grabbed another or designee will hold and participate in a daily [‘
resident's walker in the dining room. When the meeting with resident care staff and Licensed !
other resident told her it was not hers, resident Nutses to support proper superviston for !
balled up her fist and threatened the resident. No resident’s with identified skin issaes. The ;
contact was mads, resident became angry and meeting will also inchude a review of recent I
began swearing. Caregiver had difficulty getting hehavior incidents, current behavior tracking i
resident redirected." The incident report logs, LN assessments, and physician and outside
documented the interventions used were: cne to ,

Bureat of Facility Stardards .
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one supervision, which was provided [by an
autside agency]. Facility and outside agency staff
were educated on dementia and redirection.

An "Event First Responder Worksheet," dated
12/29713 at 11:40 AM, documented when
Resident #11 grabbed ancther resident’s waiker
and threatened her, she was fearful of Resident

#11.

An "Event First Responder Workshast," dated
12/29/13 at shout 7.00 PM, documented
"[Resident's Name] was calling everyone names
again, as usual. She also punched me in the arm
& fried to break her [1:1 Caregiver's Nams] arm.
[Random Resident’s nems] confided in me that
[Resident’'s Name] told her she was going to kill
her, Also told [Staff member's naame] that she
was going to gut her like a fish & play with her
intestines.”

A"Daily Observation and Monitoring Worksheet"
dated 12/30/13, documented Resident #11 was
very aggressive. 8he refused to take her
medications and was punching staff. The shift
notes further documented the resident tried to
foftow another resident into their room, stood
outgide and "banged on the door.”

On 2/44114 at 4:00 PM, the administrator staied
Resident #11 was placed on one to one
supervigion until she was discharged. The
administrator stated one to one supsrvision was
implemented hecause Resident #11 had grabbed
another resident's wheelchair and had shook her
fist af the cther resident.

On 2/5/14 at 2:30 PM, a caregivar stated
Resident #11 was hard to care for, She stated the
resident "spirated down quickly” and her

| will review those residents with identified skin

H
H
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R G38| Continued From page 7 R Q08 agency coordination, current treatment plans,

updated interventions and plan of care on NSA,

'The Resident Care Director and Administrator

or designee will hold and participate in a daily
meenng with community staff to support proper
supervision for residents with identified assistive |
device issues. Proper supervision for residenis
with assistive devices will include LN
assessient as needed, and required training or
re-inservicing for care staff.

For the two areas above within the systemic
change, the RN will complete a $0 day nursing
assessment to support proper supervision sad
accurate NSA for residents,

TV, Monitoring:
The Administrator and/or Resident Care Director ‘

issues consistently o support proper supewzsmn
and that resident’s needs are met.

The Administrator and Resident Care Director |
will review those residents with assistive devices |
gonsést’eﬂtiy to support agcuracy and proper
supervision,

V. Date of Completion: 1
i
..... ]
“This Plan of Correction will be completed on or I

before: March 23, 2014
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behaviors increased after the death of her friend
that had resided at the facility. The caregiver
further stated, staif would have to "step in"
between Resident #11 and other residents to
protect them.

On 2/5/14 at 3:35 PM, a caregiver stated
Resident #11 had aggressive behaviors. The
caregiver stated she saw it mostly with staff. She
further stated Resident #11 would scream,
squeeze and grah at caregivers. Additionally, she
stated she heard Resident #11 had "put her
hands on ancther resident.”

On 2/5/14 at 3:55 PM, a caregiver stated she
tried to keep Resident #11 away from others. The
caregiver stated Resident #11 had "put her
hands" on another resident and this resident was
now afraid of Resident #11.

On 2/6/14 at 10:50 AM, the facility nurse stated
Resident #11 was started on one fo one
supervision, on 12/26/13, because of an incident
that occurred on 12/23/13 with another resident.

On 2/6/14 at 2:55 PM, Resident #8 stated
Resident #11 tried to grab her, but she could not
remember the rest of the incident. She further
stated she did not want to get the other "person”
in trouble.

On 2/6/14 at 3:05 PM, a staff member stated
Resident #11 came up behind Resident #8 and
scared her. A staff member further stated,
"residents and staff were afraid of her. | was
afraid of her. You didn't know what you were
going to get. She went from not bad o bad.”

Resident #11's record decumented she started
exhibiting aggressive behaviors around 11/17/13.

A, BUILDING;
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The facility implemented interventions that were
not effective to redirect Resident #11. One fo one
supervision was discussed on 12/6/13, but was
not implemented until 12/28/13. However,

Resident #11 continued be verbally and physically

aggressive and had altercations with staff and
other residents even after the one to one
supervision was implemented.

The facility retained Resident #11 although she
was a danger to herself and others. Further, the
facility was not able to manage her behaviors to
keep the resident and others safe.

3. According to her record, Resident #7, was an
82 year-old female who was admitted to the
facHity on 12/17/13, with diagnoses including
depression.

Resident #7's record documented she was
evaluated to be capable of managing her own
medications on 12/19/13, by the facility RN.
Physician's orders, dated 1/7/14, documented
she was taking 14 different medications, two of
which were narcotics.

An incident report, dated 12/24/13, documented
"Resident came to staff complaining of pain,
offered many interventions to address issue but

“resident became verbally aggressive with staff

and accused them of not taking care of her and
that if we were not going to do what she wanted

. then she should just kill herself." The incident

report further documented, "contacted EMS to
come and assess resident for suicidality and
pain..." The incident report documented the
resident remained in the community.

The incident report was signed by the
administrator, three days lafer, on 12/27/13.
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Resident #7's record did not contain an
evaluation from a professional who was qualified
to determine if she was a danger to herself after
she made a suicide threat on 12/24/13.

A behavior data sheet, dated 12/24/13,
documented staff were to remove sharp objects
and other implements that could cause harm to
the resident.

A"temporary care plan," dated 12/24/13,
documented if Resident #7 threatened suicide,
staff were to contact 911 and provide 1:1 care
"until help arrives, remove sharp objects and
other implements that may cause harm.” The
care plan was initialed, but not dated by staff.
Additionally, there was ne documentation found in
the resident's record that dangerous items
including medications were removed from the
resident's room as documented in the care plan.

A nursing note, dated 1/8/14, documented that on
12/24/13, Resident #7 "made statement re:
suicidal ideation.” The note further documented,
EMS was called and the resident "was assessed
by this LN and EMS for suicidal ideation...no
further suicidal ideation noted since this time."
There was no documentation that Resident #7
was evaluated by a professional who was
gualified to determine if she was no longer a
danger to herself.

On 2/5/14 at 1:.20 PM, the RN stated Resident #7
was upset about moving into the facility and
made a statement that she wanted to kill herself.
Emergency services were called, but the resident
refused to go to the hospital. She confirmed, the
resident was not evaluated by a professional who
was qualified to determine whether she was a
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danger to herself. The RN stated, the resident
continued to be a self-medicator after the
incident.

On 2/5/14 between 2:45 PM and 4.00 PM, three
staff stated until today, they were not aware
Resident #7 had made a suicide threat on
12/24/13. Two staff stated, management called
them into the office "earlier today" to have them
initial a temporary care plan for Resident #7. They
stated they had never seen the care plan, that
was dated 12/24/13, untit today (2/5/14). Another
staff stated she had not been trained on what to
do if a resident threatened suicide nor had she
seen the care plan until today.

On 2/6/14 at 1:25 PM, the corporate RN
confirmed, on the date of the incident, Resident
#7 was not evaluated by anyone other than the
LPN and EMS. When asked if Resident #7's
medications were removed from her room, the
corporate RN stated, the doctor did not request
her medications be removed from her room "s¢
we could not take her meds."

On 2/6/14 at 1:40 PM, the administrator
confirmed Resident #7 was only evaluated at the
time of the incident by the emergency responders
and had not been further evaluated by a mental
health professional.

Resident #7 made a threat of suicide on
12/24/13, but was not evaluated by a professional
who was qualified to determine if the facility could
safely retain her. Further, staff stated they were
not aware of a suicide threat, or a temporary care
plan regarding how to respond to a suicide threat,
untit 2/5/14, (forty-three) days fater. The facility
did not appropriately monitor Resident #7 after
she made a suicide threat.
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The facility retained Resident #4 who had a
wound that was not improving bi-weekiy,
Resident #11 who was a danger to others and
Resident #7 who was not evaluated by a
professional who was gualified to determine if she
was a danger to herself, '

SUPERVISION:

IDAPA 16.03.22.012.25 Supervision - A critical
watching and directing activity which provides
protection, guidance, knowledge of the resident's
general whereabouts, and assistance with
activities of dally living. The facility is responsible
for providing appropriate supervision based on
each resident's Negotiated Service Agreement or
other legal reguirements.

1. According to her record, Resident #4 was a 96
year-old female who was admitted fo the facility
on 8/3/12, with diagnoses of a melanoma cancer
lesion on the top of her head.

Resident #4's record contained an NSA, dated
10/8/13, which documented the resident had a
"chronic lesion with scab on top of head." The
NSA documented the resident required a one
person assist with showering or bathing daily.

On 2/4/13 at 2:30 PM, Resident #4 was observed
sitting in a wheelchair in her room. The fop of her
head was observed to have a large, raised,
crusted area. The resident stated the wound was
caused from a cancerous tumor. Resident #4
stated her daughter would come to the facility
daily to help clean her hair and put an ointment
on her head, because staff were too busy to get it
done.
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On 2/4/14 at 2:45 PM, Resident #4's daughter
and granddaughter were interviewed. The
resident's daughter stated her mother's head was
not washed daily, the dressing were not changed,
nor was the ointment applied fo her wound daily
as ordered by her physician. She stated her
mother's wound was recently debrided because it
had a thick scab covering the wound. The
resident's daughter and granddaughter stated the
wound would never heal because it was caused
by cancer.

Physician's orders, dated 9/26/13, documented
"Bacitracin" cintment was to be applied to
Resident #4's scalp with a clean dressing every
day, "after washing."

Anurse's progress note, dated 10/1/13 at 5:00
PM, documented the resident was taking an
antibictic for an "open area” to her cancer site
and had "Drainage of yellow clear fluid. The LPN
documented the physician ordered daily showers.

Physician's orders, dated 10/22/13, documented
Resident #4 was fo have her scalp washed daily
with "Johnson's Baby Shampoo.”

The October 2013 MAR, documented Resident
#4, stopped receiving daily showers on 10/22/13.
A handwritten note, documented on the MAR,
"Stopped receiving daily showers" and "stop
treatment" now being done by home health."

There was no documentation in the record the
resident received home health services for the
month of October.

There was no documentation found in Resident
#4's record, the physician orders, dated 2/26/13
and 10/1/13, were discontinued.
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Afax sent to the physician, on 11/4/13, requested
an order to have a home health evaluation done
to determine if the resident would qualify for
home health services. The physician signed the
request and documented "As above ok™ for a
home health evaluation.

Anurse's progress note, dated 11/11/13 at 12:30
PM, documented the cancer site on top of the
resident's head was unchanged and was scabbed
over. "Waiting for H.H. to start treating."

The November 2013 MAR, documented "Sfopped
Getting Showers." Additionally, the MAR
documented, on 11/7/13, treatments had been
stopped and the "treatment"” was being provided
by home health.

There was no documentation that home health
evaluated the resident in November.

The December 2013 MAR, documented "Stopped
getting daily showers" and the dressing changes
and Bacitracin were being done by "home health."

A home health RN, documented an evaluation
was conducted on 12/19/13. The RN documented
"Patient did not meet criteria for skilled nursing
need. Patient is a non-admit."

Anurse's progress note, dated 12/29/13 at 6:00
PM, documented, the resident's wound had
purulent "drainage” off and on for 2 days. A note
was faxed to the physician regarding the
drainage.

The January 2014 MAR, documented "Stopped
getting showers" and the treatments were being
done by home health.
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A physician's order, dated 1/3/14, documented
"Piease fry to do gentle shampoo - baby
shampoo daily. Stop Bacitracin ointment.”

Anurse's progress note, dated 1/16/14 at 3.00
PM, documented, "Resident continues on an
antibiotic for head infection." There was no
documentation the nurse ensured wound care
was implemented as ordered, despite the wound
showing signs and symptoms of infection.

Anurse's note, dated 1/29/14 at 1:00 PM,
documented Resident#4 had a follow-up
appointment with a physician for the wound on
her scalp. The nurse documented, the physician
ordered daily cleansing and application of
Bacitracin to scalp twice a day.

The February 2014 MAR, documented the
resident's daily wound dressing, daily shampoao
and daily Bacitracin ointment for her wound had
been discontinued on 1/30/14,

A review of the facility's shower records for
Resident #4, from November 2013 through
February 2014, documented the resident
received assistance with showers 10 times in a
three month timeframe, on the following dates.

*11/23/13
*12/21/13
*1/10/14
*1112/14
*1115/14
*1118/14
*1124/14
*1/25/14
*1131/114
212114
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The MARs from Oclober 22nd through December
2013, documented home health was providing
care of Resident #4's wound. However, a home
health evaluation, which determined the resident
was not eligible for services, was not done until
12/19/13. There was no documentation the facility
implemented the physician's orders regarding the
wound care for Resident #4.

On 2/4/14 at 2:45 PM, Resident #4's daughter
and granddaughter were interviewed. The
resident’s daughter stated the facility was not
providing the care that was ordered by her
physician. The daughter stated she had
complained many times to facility staff about her
mother not getting her head washed daily or
having the ointment applied to her scalp as
ordered by the physician. She stated, "Everyday,
I'm the one who makes sure my mother's head is
washed and | apply the ointment.”

On 2/5/14 at 9:50 AM, the LPN stated home
health took over Resident #4's wound care in
October 2013, She stated since that time, home
health had been washing the resident's hair daily,
providing dressing changes and ointment to her
wound. She stated the care notes were not in the
resident’s record, but she would obtain the home
health notes. The LPN, additionally stated
Resident #4 had been refusing showers in
January 2014 because she was not feeling well.

The PN was unable fo provide evidence that
home health had provided wound care to
Resident #4 at any time.

On 2/5/14 at 2:40 PM, the administrator provided
a home health form, dated 12/19/13 at 1:48 PM.
The home health RN, documented "Patient did
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not meet criteria for skilled nursing need. Patient
is a non-admit." The administrator stated, she
was not aware the madication aides had not been
washing the resident's head daily and doing the
dressing changes.

The facility did not provide daily wound care
including the antibacterial cream for Resident
#4's cancerous wound for approximately four
months. This resulted in the resident showing
signs and symptoms of an infection.

2. According to his record, Resident #5 was a 59
year-old male, who was admitted fo the facility on
7/25M13, with diagnoses including COPD, sleep
apnea and obesity. The resident was hospitalized
during the survey and was not available for
observation or interview.

On 2/6/14 at 2:50 PM, the resident's room was
toured. A CPAP machine was not observed until a
caregiver stated she thought it was stored in the
cabinet underneath the television. Upon opening
the cabinet, the CPAP was found packed in a
vinyl bag.

An NSA, dated 9/11/13, documented the resident
"completely manages" his own CPAP, oxygen
and nebulizer treatment with required nursing
oversight. "RN oversight at least every 90 days
for evaluations and well checks and changes of
condition."

A physician's office visit note, dated 11/14/13,
documented the "patient continues to sleep in a
chair. He states in the past he was in a [hospital]
bed. He has obstructive sleep apnea, and is not
currently on CPAP. | think the [hospital] bed
needs to be reinstituted [sic). He has enough
shortness of breath that it does not allow him to
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be in a regular bed, even with a wedge. The
patient has very significant obstructive pulmonary
disease."

A physician's office visit note, dated 12/5/13,
documented the "patient has completely
untreated sleep apnea. He knows he has it. He
has had diagnhosis before. He has a [CPAP]
machine, but he cannot use it because he does
not have a mask...l told him he has to get into his
CPAP and sleeping better for his overall general
health. Referral to [phyS|C|ansname] for

pulmena . B
MS@MS by the facility nurse, but there.
< was no corresponding documentation found in 7

the resident's record addressing the requiremer ]
,-““"”'

rthe CPAP machme R

A physician's office visit note, dated 12/18/13,
documented "Regarding his obstructive sleep
apnea, | recommend that he at least try resting
with the CPAP on for awhile at night and when he
wakes in the middle of the night, try getting up
and being active for a while and then going back
to bed.” There was no corresponding
documentation found in the resident's record
addressing the requirement for the CPAP
machine.

Awound care clinic note, dated 1/30/14,
documented Resident #5 had a "Acute
Fulmonary” infection. His pulse oximeter readings
were between 80 and 90%, and the resident
remained "at high risk." The note also
documented the resident had "Wheezes
throughout lung."

According fo the Mayo Clinic website, "Normal
pulse oximeter readings range from 95 to 100
percent, under most circumstances. Values under
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Facitity nurse progress notes documented the
following:

*1/30/14 at 12:30 PM, Resident had an "acute
pultmonary infection.”

*1/30/14 at 1:30 PM, Resident #5 had new
orders for an antibiotic, prn inhalers for shorthess
of breath and was placed on "alert charting for 72
hours." The note also documented the resident
reported an increase in shortness of breath,
coughing and wheezing.

*1/31/14 at 4:45 PM, The resident’s oxygen
saturation was 85% on room air. A new
physician's order was obtained for a prn nebulizer
treatment.

* 21114 at 12:00 PM, The resident's oxygen
saturation was "bouncing from 80 to 90." He was
using the inhalers and nebulizer treatments.

* 212114 at 10:30 AM, Resident #5 was sent to the
emergency depariment on 2/1/14 at 9:20 PM
because his oxygen saturation was 78% and
"fess." He was diagnosed with "Acute Bronchitis &
excurbation [sic] of COPD"...Placed on alert
charting...O2 sats 85-88%...Staif to check on 02
sats when in to see resident." There was no
documented evidence that O2 checks were
completed.

*214/14 at 9:30 AM, EMT's were called, on 2/3/14
at 10:30 PM, when the resident experienced
shortness of breath and his O2 saturation was
below 70%. At that time, the resident refused to
go to the hospital. The facility nurse notified the
physician in the morning on 2/4/14 when the
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resident's O2 saturation was 66%. The physician
requested the resident be sent to the emergency
room. The resident was admitted to the hospital
and had not returned fo the facility during the
survey.

Between 2/5/14 and 2/6/14, three caregivers were
interviewed. Two caregivers stated they could not
remember if the resident used his CPAP machine
because he went to bed late and they did not see
him in bed. The third caregiver stated he used the
machine when he first moved into the facility, but
after he changed rooms a month ago, she never
saw him with it again.

On 2/5/14 at 1:15 PM, the facility nurse confirmed
the Negotiated Service Agreement documented
the facility nurse was to provide "RN oversight at
least every 90 days for evaluations and well
checks and changes of condition,” including
Resident #5's use of the CPAP, oxygen and
nebulizer machines. There was no documented
evidence of a nursing assessment regarding any
of these treatments even after the resident
experienced an acute respiratory episode.

The facility did not identify Resident #5's need for
a hospital bed even after the resident sleptin a

chair fowmmm\r
e resident did notrecé

shortress of breath. Th
iﬁcfspital bed, untit the physician interviewed the
I sidegigig__gfdered ohe on 11/14/13.

On 11/14/13, 12/5/13 and 12/18/13, Resident #5's
physician documented the resident needed to be
using his CB achine. There

docupréhtation in-the-resident ord that the
agrhinistrator or the facility n%d‘rss ssed
thie CPAP machine with Resident #5 or obséryed
the-machine to see if it required repair, Further,
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care staff were not aware that Resident #5's
physician wanted him to use the CPAP machine.

The facility falled fo provide the necessary
supervision to ensure Residents #4's and #5's,
care needs were met as described in thelr NSAs.
Furthermore, the facility failed to provide care
according to physicians' orders or
recommendations. These failures resulffed in
inadequate care.

The facility retained Resident #4 with a wound
that was not improving bi-weekly, Resident #11
who was aggressive with others and Resident #7
who had threatened suicide and had not been
evaluated by a qualified professional, Further, the
facility failsd to provide supetvision for Resident
#4's wound care and the management of
Resident #5's chronic Hiness. This resulted in
inadeguate care.,
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RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.O. Box 83720

Boise, ldaho 83720-0009

PHONE: 208-364-1362

FAX: 208-364-1888

February 20, 2014

Hope Brackett, Administrator
Emeritus at Juniper Meadows
2975 Juniper Drive
Lewiston, Idaho 83501

Ms. Brackett:
An unannounced, on-site complaint investigation survey was conducted at Emeritus at Juniper Meadows

between February 4, 2014 and February 6, 2014. During that time, observations, interviews or record
reviews were conducted with the following results:

Complaint # TD00006306
Allegation #1: The facility retained a resident who was a danger to others.

Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for retaining a
resident that was a danger to others. The facility was required to submit a plan of correction.

If you have questions or concerns regarding our visit, please call us at (208) 364-1962. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

Lo

GLORIA KEATHLEY, LSW
Health Facility Surveyor
Residential Assisted Living Facility Program

GK/sc




	201404151507

