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Tuly 12,2013

Charlotte Martin, Administrator

Ashley Manor Care Centers Inc - Orchard
PoBox 1176

Meridian, ID 83642

License #: Rc-646

Dear Ms. Martin:

On May 31, 2013, a complaint investigation and state licensure survey was conducted at Ashley Manor Care
Centers Inc - Orchard. 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
systein to make certain the deficient practices do no recur.

Thank you for your work to correct these deficiencies. Should you have questions, please contact Rachel
Corey, RN, Heglth Fapility Surveyor, Residential Assisted Living Facility Program, at (208) 334-6626.

RN

Team Leader
" Health Facility Surveyor

re/re

ce Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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Charlotte Martin

Ashley Manor Care Centers Inc - Orchard
PO Box 1176

Meridian, ID 83642

Dear Ms. Martin;

Based on the complaint investigation and state licensure conducted by our staff at Ashley Manor Care
Centers Inc - Orchard between May 29, 2013 and May 31, 2013, we have determined that the facility failed
to assure residents received adequate care by failing to provide adequate supervision and failure to meet
resident needs with regard to activities of daily living, diet, and assistance/monitoring of medications.

This core issue deficiency substantially limits the capacity of Ashley Manor Care Centers Inc - Orchard to
furnish services of an adequate level or quality to ensure that residents' health and safety are safe-guarded.
The deficiency is described on the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction of
this deficiency must be achieved by July 15, 2013. We urge you to begiu correction immediately.

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

T 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 nake 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?




| Charlotte Martin
June 10, 2013
Page 2 of 2

Return the signed and dated Plan of Correction to us by June 23, 2013, and keep a copy for your records.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop.

In accordance with Informational Letter #2002-16 INFORMAL DISPUTE RESOLUTION (IDR)
PROCESS, you have available the opportunity to question cited deficiencies through an informal dispute
resolution process. If you disagree with the survey report findings, you may make a written request to the
Supervisor of the Residential Care Program for a Level 1 IDR meeting. The request for the meeting must be
made within ten (10) business days of receipt of the Statement of Deficiencies. See the IDR policy and
directions on our website at www.assistedliving.dhw.idaho.gov. If your request for informal dispute
resolution is not received within the appropriate time-frame, your request will not be granted.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
evidence of resolution (c.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by
June 30, 2013,

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

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities in Idaho, the Department will have no alternative but to initiate an
enforcement action against the license held by Ashley Manor Care Centers Inc - Orchard.

Enforcement actions may include:

imposition of civil monetary penalties;

issuance of a provisional license;

limitation on admission to the facility;

requirement that the fac:1l1ty hire a consultant who submits periodic reports to Llcensmg and
Certification,

Our staff is available to answer questions and to assist you in identifying appropriate corrections to avoid
further enforcement actions. Should you have any questions, or if we may be of assistance, please contact us
at (208) 334-6626 and ask for the Residential Assisted Living Facility program. Thank you for your
continued participation in the Idaho Residential Assisted Living Facility program.

Sincerely,
JAMIE SIMPSON, MBA, QMRP
Program Supervisor

Residential Assisted Living Facility Program

RC/thp
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R 000 Initial Comments : R 000

The following deficiency was cited during the
ligensureffollow-up and complaint investigation
conducted on 5/29/13 through 5/31/13 at your
residential care/assisted living facility. The
surveyors conducting the survey were:

Rachel Corey, RN
Tearmn Leader
Health Facility Surveyor

Polly Wall-Geler, MSW
Health Facility Surveyor

Sutvey Definitions:

anti coag = anticoaguiation

ADLsz = activities of daily living

aspiration = breathing in & foreign object, such as
sucking food inlo the airway

Bell's Palsy = weakness or paralysis of the
musclas on one side of the face, which causes
the face to droop.

BM = Bowsl movament

dysphagfa = difficulty swallowing

LPN = licensed practical nurse

MAR = Medication Assistance Record

my = millgrams

ml = millifiters

NSA = Negotiatad Service Agreement

peri-care = cleaning the genital and anal areas
PO = By Mouth

PEN = As Neaded

Q = evary _ {
RN = registerad nurse
i/t = related to

INR = Atest used to monitor the effectiveness of
Coumadin therapy. A therapeutic lavel of 2-3 i
optimal for most people.

Pt.= patient

Gl AM = Every Morning F

f}u of Faciity Stand;éds - S
l ‘ ! : ﬂf {%6) DATE
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UAI = Uniform Assessment Instrument
R 008 16.05.22.620 Protect Residents from Ihadequate | R 008

Care.

The adminiglrator must assure that policies and
procedures are implementad fo assure that ali
residents are free from inadequate care.

This Rule is not met as evidencead by;

Based on observation, interview and record
review, it was determined the Facility faifed to
provide supervision to 3 of 3 sampled residents
(Residents #1, #2 and #3) to ensure their dietary
and Activities of Daily Living needs were met.
Additionally, the facility failed to provide
appropriate assistance and monitoring of
medications for 1 of 3 sampled residents
(Resident #2). The findings include:

t. Supervision

According to IDAPA 16.03.22.012.25, supervision
iz defined as "a critical watching and direciing
activity which provides protection, guidance,
knowladge of the residents general whereabouts,
and assistance with activities of daily living, The
administrator is responsiblie for providing
appropriate supervision based on each resident's
Negotiated Service Agreament or other legal
requirements.”

A, Supervision of Dietary Neads

1. Resident #3, was an 83 year-old male,
admitted to the facility on 8-10-11, with diagnoses
including dysphagia, and a history of a cerebral
vascular accident.

,\,\b
/ﬁ)\
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Al of the following documented Resident #3
required a mechanical soft diet:

*dmiasion orders, dated 8/9/11

*Current physician orders, dated 5/22/13

*The NSA, dated 5/10/13

*Medication Assistance records from Janvary
2013 through May 2013

*I'he resident’s Tace sheet informatton contained
in the front of the record

*The ftont of the binder containing the resident's
record

The 2010 tenth edition "ldaho Diet Manual®
defines, on pages 49 and 50,-that a mechanical
soft diet is a dist "designed to provide a texiure
modification of the regular diet for patients with
cheawing or swallowing difficuity " "Foods to Avoid"
included "...whole, dicgd or ¢ut meat...hard
crusted bread or rolls..." The manual also
documented that "all meats should be served
ground. it is resommended to ladle sause or
gravy over mechanically altered meats..."

AHospice note, dated 3/7/13, documented the
restdent had dysphagia, and required a
mechanical soft diet. It further decumented, "PL.
pockats food ot bells palsy.”

On 5/29/13 at 11:24 AM, a caregiver who was
preparing lunch, stated there were no residents
wha required specialized diets, except a random
resident whp required pureed food.

On b/26M3 at 12:25 PM, Resident #3 was
observed being served corned beef, which was
not ground or served with gravy. The resident
was also served, cooked mixed vegetables,
applesauce and a slice of bread. The resident
was observed to eat the vegetables, applesaucs
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and bread, but mostly picked at the meat, At 1:30
FM, Resident #3 was ohsatved being assisted
away from the table. Most of the meat remained
on the plate.
On 5/30/13 at 12:20 PM, Resident #3 waz served
shredded beef {no gravy), cooked carrots, a hard The Staff in serviced on Resident
crusty roll and cubed boiled potatoes. The 83% dict ord 100% di i "
resident was observed to have difficully eating the xders. o 1et audit -
roll; he taok small bites and left it in his mouth for completed With in service to staffon | \‘?7
an extended perlod of time, before attempling fo how to prepare food for diet textures Q:D

eat the remaining food.

On 5/29/13 and 5/30/13, Resident #3 was served
meat and a hard rofl, which was not consistent
with & mechanical soft diet.

On 5/30/13 at 9:66 AM, tha resident's hospice RN
stated, "he is not getting the ordered mechanical
soft diet. They give him things like whole
vegetables not cut-up. He can't even cut them. if |
ain there, | chop everything up and feed him, He
is an aspirafion risk.”

On 5/30/13 at 10:00 AWM, the resident's hospice
LPN stated, "when | am there | remind them
about the mechanica) soft diel. The Jast faw times
| have baan there, they have not provided the
mechanical soft dist.”

On 5/30/13 at 10:40 AM, the rezident's hospice
caregiver stated she has heen to the faciity
during meal imes and “the meat is never
mechanical soft.”

On 5/30/13 at 2:45 PM, the adminjstrator and
assistant administrator stated thers were no
residents who required a specialized diet, except
one who required a pureed diet. Thay
acknowledyed Resident #3 had not received a

ordered for each resident by MD,

Bureau of Facility Slandards
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mechanical soft diet.
The facility administrator did not provide
supervision to ensure Resident #3 recaived a Resident #1 NSA was reviewed and
mechanical soft dist, which increased his risk for undated with appronriate diet and
aspiration. 1P apptop € ,_g
why. A
2. Resident #1 was & 33 year-old farmale,
admitted to the facility on 12113412, with Updated diet orders will be k@pt i .0{))
diagnos.res Inc!udmg sevelzre f,-nd stage Alzheimer's the Kitchen for all staff to identify Q/
dementia and Parkinson's disease. . .
. the dietary needs for all residents,

Ahospice plan of cars, dated 11/18/12,
documented Resident#1 was on a regular diet,
as tolerated.

Afax to the physician frorm the facility, dated
12117112, documented the facifity requestad an
order for Resident #1 to be placed on a pureed
diel. The physician responded on the boltom of
the fax to "please puree [Resident #1's narne]
food.”

Resident #1's record did not contain
documentation as to why a puraed diet was
requested, nor was there any documentation
showing the purssad dist was implemented at that
time,

Resitdent #1's hospice notes did not contain
documentation regarding a change in diet.

Afacility nursing assessment, dated 3/11/13,
documented Resident #1 was on a regular diat,
with regular consistency.

A physician's order, dated 3/21H13, changed
Resident #1's diet to a spft diet. There were no
parameters of what typa of "solt” diet was
ordered.

Bureau of Facility Standards
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Facility progress notes, dated 3/22/13 at 3:.00 PM,

documented that Resident #1 had a "choking

incident at lunch time," on 3/19M 3, but was now

"doing wall." The progress note further

documented, Resident #1's diat had been

changed to @ mechanical soft diet "to help . o

prevent further incidents,” All ordets will be reviewed as they \G

are received from the MD with the ,\r

RN progress notes, dated 3/25/13, documented
Resident #1 had a choking episode on 3/22/13.
The note als0 documenied a soft diet order had
been obtained, implemented and there werg no
further choking incidents,

A physician's order, dated 4/3/13, documented
Resident #1 had been "choking on soft diet,” so
the order was changed to a pureed diet.

Ahospice plan of care note, dated 4/3/13,
doctimentad Resident #1 "had choked on food."
Tha note further documented, Resident #1 had
been placed on a "soft diet for 2 days, then
semi-choked" and was "now on a pursed dist.”

Ahospice plan of care note, dated 4/17/13,
documented Residant #1 was "now on a pureed
diat as {(she) chokes on everything else”

On 5/30/13 at 12:20 PM, a plate was plarced in
front of Resident #1. There were three separate
cups obsarved sitting on top of the plate, One cup
was observed containing a semi-pureed roast,
where chunks of meat were visible. A second cup
was observed containing semi-pureed potaioes,
where chunks of potatoes were visible, The third
rup was pbserved to contained a partially pureed
roll, where chunks of the hard exterior roll were
visible,

necessary changes made to the
EMAR/MAR, NSA, and the diet 'J»-D
orders in the kitchen.

The Administrator or designee will
audit the kitchen diet orders monthly
at the end of the month process to
ensure all residents are receiving the
diet ordered by their physician,

The Administrator or Designee will
monitor daily for one month to
assure residents are receiving the
appropriate diets if no issues will
monitor weekly for one month if no
jssues will monitor as needed with
oversight from Operations Director.

Bureau of Facility Standards
“ATE FORM

a523

LKDX11 If continuation shest 6 of 18




JUL-B3-2813 15:82

Residential Care/Assisted Living

From: 2P8388963

FPage:11-23

PRINTED: 06/10/2013
FORM APPROVED

5/30/13 at 12:40 PM, the administrator was
shown the request, dated 12/17/12, for Resident
#1 to receive a pureed diet. The administrator
stated she had not been aware of the request.
She stated she would try 1o locate further
docurnentation as {0 why a reguest was sent and

not implemented. .

On 5/30/13 at 2:20 PM, the administrator stated
she had pbserved Resident #1's meal and had
pravided training to the caragiver on how to
praperly puree foods. The administrator also
siated there was no documentation in Resident
#1's record as to why a pureed diet was
requested on 12M17M2.

On 5/31/13 at 10:49 AM, Resident #1 was
observed to have a plate in front of her with two
cups. One of the cups was observed to contain
semi-pureed eggs, where chunks of eggs were
visible. The second cup was observed to contain
gomi-pureed hash browns, where chunks of hash
browns were visible.

The facility fafled to implement or clarify if
Resident #1 should have been placed on a
puread diet in December 2012. The facility
continued to provide a regular diet, which lead to
Resident #1 expeniencing at least two separate
incidents where she choked on her food.
Additionally, once the facility obtained an order for
a pureed diet, they failed to ensure it was
implemented, as Resident #1 was observed to be
served two meals that were not appropriately
puraed.

B. Supervision of Activities of Daily Living
Services :

1. Resident #3, was an 83 vear-okl male,
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admittad to the facility on 8/10/11, with diagnoses
including dysphagia, and a history of & cerebral
vascular accident,

Resident #3's NSA, updafed on 6/10/13,
documented he was bathed by hospice twice
weelkly, ant facllify staff were to assist the
resident with shaving on bath days. The NSA
further documented, Resident #3 was "unaware
of some incontinence” and staff were to assist the
resident with toileting before meals, after meals,
at bedtime and as needed.

Ahoapice note, dated 3/1/13, documented, "Pt
gaturated with urine. Gave partial bed hath,
stripped bed, and assisted Pf. with AM ADLs."
The note further dogumented, the assistant
adiministrator was nolified that the resident was
found saturated.

Ahospice note, dated 5/1713, documented the
nurse assisted the resident with tolleting at the
visit and observed the resident's butiocks to ba
"raddened.” The note further documented, the
nurse encouraged staff to assist the resident with
toileting every two hours.

On 5/29/13, at 11:00 AM,the resident was
observed silting in his wheelchair in the common
area. At 12:25 PM, the assistant administrator
was observed wheeling the resident to the dining
roomt table for lunch. The resident was niot
assisted with tolleting or checked to see if he was
wet at this ime. At 1:30 PM, the: resident was
observed at the dining ropm tabie and had not
been toileted,

On 5/30/1 3, at 8;15 AM, Resident #3 was
observed awaiting breakfast at the dining room
table. At 9:27 AM, the resident was observed to

(‘bange of condition NSA completed
for Resident #3 with appropriate
interventions.

The staff in serviced on ADL
documentation and providing
adequate cares to each resident as
noted in each of their negotiated
SETVIGE APTEEMents.
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have finished his breakfast. He remained at the
table until 10:05 AM, when & hospice aide arrived
to assist the resident with bathing and tolleling.

On 5/29/13 at 3:38 PM, a caregiver stated they
were instructed to toilet residents every two hours
and shave residents when "it is noticeable,”

On 5/30/13 at 9:50 AM, the resident's hosplese RN
stated many times the resident was found "wet
from head to toe.” She stated the resident was
beginning io have some skin breakdown, which
she athributed to poor peri-care.

On 5/30M13 at 10:00 AM, the resident's hospice
LPN stated, "he js saturated frequently, We do
education on toileting and barrier cream, and it
never pets done. | come in two days a week and
yesterday was the only day he has not been
saturated.”

On 5/30/13 at 10:40 AM, the resident's hospice
aide stated, "he regularly has dried BM on his
skin and | visk two days a waek.” She furlher
slated, his "peri-area” was red from "poor skin
cleaning" and "more often than not" he was
observed to be saturated with urine during her
visits.

On 5/30/13 at 11:55 AM, the resident's guardian
stated, "when | come in, | have to remind them to
clean his face. They wait for hospice to come in
and take care of him. 1 visit every other week and
abaout 50% of the titne he is unshaven. | ty to tell
staff that they can't just wait until hospice comes
in."' She further stated, Resident #3 would attempl
to toilet himself and she had to remind staff to
assist him with toileting every two hours, She
stated, "there has been a couple of times he has
been soaked through."

Administrator or designee will f\{
monitor daily for one month to /\
assure residents are receiving the \
care autlined fn their NSA ifno ()P
issnes will monitor weekly for one
month if no issues will monitor as
needed with oversight from
Operations Director.
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On 5/30/13 at 3:20 PM, the administrator stated
residents should be toileted every two hours and
it should be desumented on the ADL sheats,

ADL sheets documented under "bladder
program” how many times caregivers assisted
with toileting. Cach day was broken Into 5 shifts:
two day shifts, two evening shifts and one night
shift, On 53013 af 10:15 AM, the assistant
administrator was unaware what the axact hours
each shift was broken into, but stated the shifts
were about 4 hours long, except for the night
shift, which was front 12:30 PM until 7 AM.

The April 2013 ADL sheet documented the
fellowing:

*For the first day shift, for 23 of the 30 days, the
resldent was assisted with toileting only one time
per shift and one day a "0" was documented,
indicating the residant was not assisted with
tolleting that shift,

*For the second day shift, for 16 of the 30 days,
the resident was assisted with toileting only one
time that shift.

*For the first evening shift, for 17 of the 30 days,
the resident was assisted with tafleting only one
tirme that shift; there were 4 days when it was
documented the resident was not assisted with

toileting.

*For the second evening shift, 21 of the 30 days,
the resident was assisted with teileting only one
time: that shift; thers were 3 days where it was
docurnented the resident wag not assisted with
taileting.
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*For the night shift, for 9 of the 30 days, the
resident was assisted with tolleting only one tima
that shift.

“For'13 of the 30 days the resident was assisted
with tojleting 6 or [ess times per day.

The May 2013 ADL sheet documented the
following:

*For the first day shift, for 18 of 29 days, the
resident was assisted with Ipileting only onie time
par shift and 0" times per shift for 4 days,

*For the second day shiff, foAr 7 of the 20 days,
the resident was assisted with tofleting only one
time per shift and "0" times per shift for & days,

*For the first evening shift, for 11 of the 29 days,
the resident was assistad with toileling only one
time per shift and "0" times per shift for 2 days.

*For the second evening shifl, for 13 of the 29
days, the resident was assisted with toileting only
one time per shift and "0" times per shift for 1
day.

*For the night shift, the resident was assisted with
tolleting anly one time per shift for 12 of the: 29
days, and "0" imes per shift for 2 days.

*0On May 7th, the resident was naot tolleted at all
untit the night shift,

*For 11 of the 29 days, the resident was assisted
with tailating 6 or less fimes per day.

The April and May 2013 ADL sheets did not
refiact toileting every two hours and some shifts it
was documenled that the resident was not
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toileted ot all,

The facility did not provide supervision to ensure
Rasident #3's taileting and hygiene needs were
met.

2. Resident #2 was a 71 year-old female admitted
to the facility on 8/20/11, with diagnoses Including
history of a stroke, atrial fibriflation and dementia.

Resident #2's NSA, documented she needed
total assistance with har grooming and hygiene
neads. The NSA documented she needed lotal
asgigtance with the following: brushing hair,
brushing teeth, washing hands and face, shaving
whizkera and using deodorant, Additionally, the
NSA documented the resident neaded staff
assistance with dressing and she "rmay need to
be changed multiple times a day.” The NSA also
documented Resident #2 required assistance
with all toileting needs, including peri-care. The
NSA atso docwnented the resident should be
"clean and dry at all times."

On 5/29/13 at 11:39 AM, Resident #2 was
observed wearing a white shirt with dark spots
down the front of the shirt, Resident #2 also was
abserved to have a palch of chin whiskers and a
strong urine odor was present,

On 530112 at B:32 AM, Resident #2 was
observed lying in bed with her covers half off, Her
room smelied strongly of urine.

On b/31/13 at 10:49 AM, Resident #2 was
ohserved wearing a sweater from the previcus
day. Resident #2 was observed to continue to
have a patch of whiskers on her chin and a strong
feces smell was present. Resident #2's right hand
was observed to have a brown substance in

v
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between her fingers and in her nait beds.

The facility did provide supervision to ensure
Resident #2's NSA was implemented, as
Resident #2 was observed unkempt, wearing
clothes from the previous day and having strong
urine and fecas odors present between 5/29 and
5/31/13.

3. Resident #1 was a 93 year-old famals admitted
to the facifity on 12/13/12, with diagnoses
including severe end stage Alzhelmer's dementia
and Parkinson's disease.

Resident #1's NBA, documented she required
hands on assistance with all toiieting nesds and
wore incontinent briefs.

On 5/30113 at 8:16 AM, Resident#1 was
observed dozing on and off, while sitting in a
high-back wheelchair at the dining room table,

On 5/30/13 at 11.26 AM, Resident #1 was
observed being escoried from the dining ronm
table to her room by a caregiver, The caregiver
was observed to fransfer Resident #1 into bed
without offering to tailet her or check her
incontinent biefs to determine if a was needed.

On 5730113 at 12:13 PM, a caregiver weni into
Resident #1's room and asked her if she would
fike to eat lunch. Resident #1 was observed to
agree to eat. The caregiver was then observed to
pivot transfer the resident Into her high-back
wheelchair and take her to the dining room table.
During the course of the caregivar's inferaction
with Resident #1, she was not observed to offer
toifeting assistance or check her incontinent
brinfs o determine if a change was neaded.
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On 5/30/13 at 12:45 PM, the resident was
observed eating her junch and surveyors left the
building at this time.

Between 8:15 AM and 12:45 PM, approximately
four and one-half hours, Resident #1 was not
offered assistance with toileting nor were her
incontinent briefs checked 1o ensure thay did not
need to be changed.

H. Assistance and Monitoring of Medications

1. Resident #2 was & 71 yeat-old farmale,
admitted to the facility on 82011 with diagnoses
Ineluding history of a stroke, atrial fibrillation and
dementia.

l. Coumadin management

A. January 15t through 3rd

An "antl coag therapy” note, dated 12/21/12,
documented Resident #2's Goumadin order was
changed to the following:

* 4 mg Tuesdays & Fridays
* 2 myg all remaining days of the week {Monday,
Wadnesday, Thursday, Saturday, Sunday)

Thea Janvary 2013 MAR documented the resident
was to recaive Goumadin 4 mg on Wednesdays
and 2 mg all other days. The MAR docuimentad
the resident received:

11 (Tuesdzy) - 2 mg (should have received 4

ma}
* 172 (Wednesday) - 4 mg (should hiave received

2mg)
The facility did not chapge {he January MAR to be
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consistent with the Coumadin order received on
122112, which resulled in Resident #2 receiving
2 incorrect doses of Coumadin.

B. January 4th through 15th

Facility progress notes, dated 1/3/13,
documented Resident #2 had a 1.7 INR result
which had been faxed lo the physician.

An "anti coag therapy” note, dated 1/4/13 {faxed
1716M3), documentad the new order was
changed to:

*6 my today only {1/4/13)

*4 mg Sunday and Wednesday

*2 mg all other days of the waek (Monday,
Tuesday, Thursday, Friday and 3aturday)

The "anti coag therapy" note also documiented,
the dose was confirmed with the resident's
"earegiver” on 1/4/13. The note also documented,

it was initially faxed to the faciity on 1/4/13.

Facility progress notes, daled 1/13/13,
documented the administrator called the
physician as the facility had not received the
neweast Cournadin orders.

The January 2013 MAR, documented the
rezident was assisted with the following doses of

Coumadin:

1/4 - 2 mg (should have received 6 mg) - due to

iNR result
1/6 (Sunday) - 2 mg (should have received 4 myg)

1113 {(Sunday) - 2 mg {¢hould have received 4
my)

The current Coumadin orders (dated 1/4/13) ware

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
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Resident #2°s Warfarin Discontinued

and placed on Aspirin.

Medjcation Techticians in serviced
on the 6 Rights to ensure residents
are receiving the correct medications
and dosage, and who to contact if the
medication and dosage does not
match the EMAR/MAR.

The Administrator or designee will
audit the orders, medications,
EMAR/MAR. each menth to assure
accuracy that the medications are
grven ot held according to MD
Orders, and that all medications are

pgckaged correctly according to the
six Rights,

A Lab book/calendar will be set up
and staff in serviced to assure that
labs are completed according to MD
orders.

Administrator or Designee will
complete and audit monthly to assure
medications are administered
according to MD orders with
oversight from facility nurse and
Operations Director.

l !
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not added to the MAR until 1/16/13.

The facility failed to ensure Resident #2's current
Coumadin orders were received and
implemented in a timely manner. This resulted in
Resident #2 not receiving the appropriate
Coumadin on 3 occasions between 1/4 and
1113113, The resident received the incorrect
amount of Coumadin a total of 5 timeas in
January.

C. February 220d through March 25th

Atab note, dated 2/22{13, documented Resident
#2 missed a blood test. The note also
tlocumented the blood test was neaded to
evaluate the effectiveness of the Coumadin
madication. The nate further documented, staff
were to call the clinic if "unable to have youwr
protime done, or if there are other changes we
ghould know about™

Resident #2's record did not caoniain any follow-up
fo the 2/22/13 protime lab note hor was there
documentation a blood draw had occurred in the
month of February. There were also ng new
Coumadin orders from Febflary or the first part
of March in Resident #2's record.

The March 2013 MAR documented the resident
received or did not receive the following
Coumadin doses:

*3M and 3/4 received 2 mg of Coumadin

* 3/2 and 3/3 Coumadin was not given

* between 3/5 and 3/24/13 both the 2 mg and 4
my doses were not given. Twenty doses of
Coumadin were nok given.

An "anti coag therapy” note, dated 3/25/13,
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documented Resident #2 received a biood draw
on 3/22/13 and the resulf was an INR of 1,3,
Additionally, the nate documented the "protime”
nurse called the facility regarding Resident #2's
INR results and then followed up with facility
nurse. The note documentad, "for some unknown
reason [Facility's name] had basn holding
warfarin (Coumadin) since March 1st. [Facility's
name} has been unable to find an order 1o hold
warfarin and the manager who was therg is no
longear there. [Faciity Nurse's name} will resume
warfarin today at [Resident's name] pravious
doze..." Additionally, the note documented
Resident #2 had "subtherapeutic INR due Lo
currently hoiding far unknown reason.”

According to "The Journal of Human
Pharmacology and Drig Therapy
(2008;28(£).860-887)," "Subtherapeutic
anticoagulation has heen established as a risk for
stroke in atrial fibrillation. In a previous
case-control study, the odds of stroke doubled
with INR values equal to 1.7 and tripled with an
INR of 1.5 or less, compared with INR values of
2.0 or greater." Resident#2'¢ INR of 1.3 on
3/22/13, tripled the resident's risk of stroke.

RN progress notes, dalad 3/25/13, docurnenied a
Aurse from the "anti coag clinic” had called the
facility nurse to notify her that Resldent#2 had a
INR of 1.3. Additionatly, the progress note
documented the “anti coag clinic” nurse had been
told by someone at the facility, thal Residenl #2's
Coumnadin had been held since the first of March.
The progress note documented the facility nurse
determined the previous manager had entered a
held order on the MAR; however a hold order
could not be located, The progress note further
documented, new Coumadin orders were sent to
faciity and the medication would be started today

R 008
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at current dose.

On 573013 at 10:04 AM, the facility nurse stated
she had received a call from the anticoagulation
clinic and they had wanted (0 know why Resident
#2 had been off of her Coumadin. The facility
nurse stated she saw that it was being held, but
could not find an order to hold it. The facility
nurse stated, she worked with the clinic to
re-egtablish Coumadin orders. Additionally, the
facility nurse stated she could not explain what
had happened.

On 5/30/13 at 10:50 AM, the current assistant
administrator stated when she began
employment at the facility, Resident #2's
Coumadin had been on hold for awhile.

The facility did not ensure Resident #2 received
her blood draws in February in order to ansure
Coumadin was at an appropriate therapeutic
lavel. Additionally, the facility placed Rasidant
#2's Coumnadin on held for 19 days, without a
physician's order and without receiving
clarification as to whether or not this was
appropriate. As a result, the resident ended up
havihg a subtherapeutic INR level of 1.3
Acsording to the Journal of Human Pharmacology
and Drug Therapy, this INR level, tripled the risk
of Resident #2 suffering another stroke.

The facility did not provide appropriate assistance
and maonitoring of Resident #2's Coumadin,

The facility failed to provide supervision to ensure
Residents #1, #2 and #3's distary and Activities of
Daily Living needs were met. Additionally, the
faclility failed to provide appropriate agsistance
and monitoiing of medications for Resident #2.
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MEDICAID LICENSING & CERTIFICATION - RALF

ASSISTED LIVING

1TDAHO DEPARTMENT OF P.O. Box 83720 Non_Core lssues
I : T TA DT Boise, ID §3720-0036 - )
HEALTH &« WELFARE (208) 334-6626  fax: (208) 364-1888 Punch List
Facility Name Physical Address Phone Number
Ashley Manor Care Centers Inc - Orchard 2150 South Orchard 388-8009
Administrator City Zip Code
Charlotte Martin Boise 83705
Team Leader Survey Type Survey Date
Rachel Corey Licensure, Follow-up and Complaint 05/31/13

NON—CORE ISSUES

Six of seven resmdents toilets were observed dirty with either dried feces or a brown slimy substance. The outside vents

were observed clogged with dried leaves and other debris.

2 300.02 In January, Resident #3's Coumadin was not held as ordered, his fentanyl patch was not implemented for 6 days and his pain medication

was not implemented for 4 days.

3 305.04 The facility nurse did not make recommendations for prevention of further weight loss, when Resident #2 experienced weight loss.
4 305.05 The facility nurse did not follow-up after she recommended Resident #2's physician be contacted regarding her weight loss.
5 330,02 Nursing assessments and incident reports were not maintained for three years, as incident reports were missing prior to March 2013 and

not all quarterly nursing assessments were available for Resident #2.

6 350.02 The administrator did not investigate two medication errors or all complaints. --7m_, f:«; ’/'ff,f g
7 451.014d The facility did not follow the planned menu or document substitutions. 7, /Z’/J}L "
8 455 The facility did not have the required food available to meet the planned menu. 1A // /:% s
9 ‘ 600.06.b Two of five staff, who worked alone, did not have current CPR or first aide training. ?///fm
10 625.01 Two of five staff did not have documented evidence of 16 hours of orientation. 7~//" / -f/u,
11 625.031 Four of five staff did not have documented evidence of infection control. ‘? 4?“ ) f/»{ A
12 630.01 Two of five staff did not have documented evidence of dementia training. '7’1,/72, /’5//;
Response Required Date Signature of Facility Representative Date Signed

06/30/13 e — Ve
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LLE ¥ (208) 334-6626  fax: (208) 3641888 Punch List
Factity Name Physical Address Phone Nurnber
Ashley Manor Care Centers Inc -~ Orchard 2150 South Orchard 388-8909
Administrator City Zip Code
Charlotte Martin Boise 83705
Team Leader Survey Type Survey Date
Rachel Corey Licensure, Follow-up and Complaint 05/31/13

u - ' ATE
il i el i e Bl ! i ]
el [l il il ‘T’:U I @J e e A Sl ,.,= e 2 g ; bttt
13 640 Three of three staff, who required continuing education, did not have 8 hours of documented evidence of training. 17 - LS
wa o
¥
14 711.01 The facility did not document Resident #1's behaviors, interventions used and the effectiveness of those interventions after January 2013. 7/2 “/j/w
15 711.08.b Resident #3's medication assistance record incorrectly documented his usage of Coumnadin in April and May 2013. ‘7,/ /Z,}g‘ ;/ s
16 711.08d The facility did not have documentation that Resident #2's physician was notified of weight loss. 7/ ﬁ«' ]rz .
‘ i
N 7
17 711.14 There was no documentation of the disposition of Resident #4's belongings upon discharge. 7 )(;7,, I?/’L
-
7
Response Required Date Signature of Facility Representafive Date Signed
06/30/13 : (F““‘ﬂ \7‘2\ / 3 / '
- p— =5 .
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH” OTTER - GovERNOR TAMARA PRISOCK — ADMINISTRATOR
RICHARD M. ARMSTRONG - DirecToR DIVISION OF LICENSING & CERTIFICATION
' JAMIE SIMPSON — PROGRAM SUPERVISCR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.C. Box 83720

Boise, |daho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1888

June 5, 2013

Charlotte Martin, Administrator

Ashley Manor Care Centers Inc - Orchard
Po Box 1176

Meridian, ID 83642

Dear Ms. Martin:
An unannounced, on-site complaint investigation and licensure survey was conducted at Ashley Manor

Care Centers Inc - Orchard between May 29, 2013 and May 31, 2013. During that time, observations,
interviews or record reviews were conducted with the following results:

Complaint # ID00005872
Allegation #1: A caregiver made the determination to withold a resident's pain medication.
Findings #1: Substantiated. However, the facility was not cited as the deficient practice was

corrected prior to the survey. The facility did recieve a deficiency at
16.03.22.300.02 for not implementing medication orders in a timely manner.
Additionally, the facility recieved a deficiency at 16.03.22.520 for not providing
appropriate assistance and monitoring of medications. The facility was required
to develop a plan of correction and submit evidence of resolution.

Allegation #2: The facility did not appropriately track narcotics.

Findings #2: Substantiated. However, the facility was not cited as the deficient practice was
corrected prior to the survey. On 5/30/13, all narcotics were compared with the
narcotic tracking sheets and were observed to be congruent.

Allegation #3: Medication assistance records did not accurately reflect medications given.

Findings #3: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.711.08.b

for not ensuring the medication assistance record accurately reflected medication
usage. The facility was required to submit evidence of resolution within 30 days.




Charlotte Martin, Administrator
June 5, 2013
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Allegation #4: Medications were not given as ordered.

Findings #4: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for
not providing appropriate monitoring and assistance of medications. The facility
was required to submit a plan of correction.

Allegation #5: The facility did not utilize appropriate cleaning and sanitizing techniques in the
kitchen.

Findings #5: Substantiated. The facility was issued a deficiency for not utilizing appropriate
sanitization techniques according fo the Idaho Food Code, and was required to
submit evidence of resolution within 10 days.

Allegation #6: Residents were not receiving the necessary assistance with ADLs (activities of
daily living).

Findings #6: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for not

ensuring residents received the necessary assistance with ADLs. The facility was
required to submit a plan of correction.

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.

/ /i
Sincerely, / iioa

Rachel Corey, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

re/re

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



