
C.l. "BUTCH" OTTER - GOVERNOR 

RICHARD M. ARMSTRONG - DIRECTOR 

April 22, 2015 

Diana Ray, Administrator 
Streamside Alzheimer Care 
1333 South Edgewater Circle 
Nampa, Idaho 83686 

Provider ID: RC-925 

Ms.Ray: 

I DA H 0 DEPARTMENT 0 F 

HEALTH & WELFARE 
TAMARA PRISOCK-ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON - PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720·0009 
PHONE: 208-364-1962 

FAX: 208-364-1688 

On January 21, 2015, a state licensure/follow-up survey was conducted at Streamside Alzheimer 
Care-Streamside Alzheimers, LLC. As a result of that survey, deficient practices were found. The deficiencies 
were cited at the following level(s): 

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

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

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

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

Sincerely, 

.t< ~~nt\ J>VS{)I\ \2-~ 
MAUREEN MCCANN, RN 
Team Leader 
Health Facility Surveyor 

MM/sc 

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



G,l. "BUTCH" OTTER - GOVERNOR 

RICHARD M. ARMSTRONG - DIRECTOR 

February 9, 2015 

Diana Ray 
Streamside Alzheimer Care 
1333 South Edgewater Circle 
Nampa, Idaho 83686 

Ms.Ray: 

I DA H 0 DEPARTMENT OF 

HEALTH &WELFARE 
TAMARA PRISOCK-ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

CERTIFIED MAIL#: 7007 3020 0001 4050 8760 

Based on the state licensure/follow-up survey conducted by Department staff at Streamside Alzheimer 
Care between January 14, 2015 and January 21, 2015, it has been determined that the facility failed to 
protect residents from inadequate care. 

This core issue deficiency substantially limits the capacity of Streamside Alzheimer Care to furnish 
services of an adequate level or quality to ensure that residents' health and safety are protected. 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 March 7, 2015. We urge you to begin correction immediately. 

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

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

+ How will you identify other residents/personnel/areas that may be 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? 
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Return the signed and dated Plan of Correction to us by February 22, 2015, and keep a copy for your 
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction 
you develop. 

Pursuant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue 
deficiency through an 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 ofreceipt of the Statement of Deficiencies. The facility's request must include 
sufficient infonnation for Licensing and Certification to detennine 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 (I 0) days after you 
receive the Statement of Deficiencies, your request will not be granted. Your IDR request must be made 
in accordance with the Infonnal Dispute Resolution Process. The IDR request form and the process for 
submitting a complete request can be found at www.assistedliving.dhw.idaho.gov under the heading of 
Forms and Infonnation. 

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which 
was reviewed and left with you during the exit conference. Your evidence of resolution (e.g., receipts, 
pictures, policy updates, etc.) for each of the non-core issue deficiencies is to be submitted to this office 
by February 20, 2015. 

Five (5) of the twenty-five (25) non-core deficiencies cited were identified as repeat punches. Please be 
aware, any non-core deficiency which is identified on three consecutive surveys will result in a civil 
monetary penalty. 

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

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

Enforcement actions may include: 

• imposition of civil monetary penalties; 
• issuance of a provisional license; 
• limitation on admission to the facility; 
• requirement that the facility hire a consultant who submits periodic reports to Licensing 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 
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contact us at (208) 364-1962 and ask for the Residential Assisted Living Facility program. Thank you 
for your continued participation in the Idaho Residential Care Assisted Living Facility program. 

Sincerely, 

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

JS/sc 

\ 
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R ODBJ 16.03.22.520 Protect Residents from Inadequate 
j Care. 

ROOS 

; 
' i The administrator must assure that policles and 
: procedures are implemented to assure that all 
j residents are free from inadequate care. 

i This Rule ts not met as evidenced by; 
l Based on obse1Vation, inte1View and record 
I review, it was determined the facility administrator 
i did not provide adequate 511pervision of siaff and 
\ of day to day facility operation of the facmty which 
, led to the following: i • Staff on duty did not know how many residents 
: were residing in the facility when the survey team 
I arrlved. 
' • Slali were not aware who the faclfity I I administratorwas between 11/25/14and 1113115 .. 
i ~The facnity did not complete a pre-damlssion · 
\ assesment to determine i11 of 4 ·sampled 
. residents (Resident #13), was appropriate for 
I admlssion. 
\ ~ The facilit',I did not complete the required 
I admission paperwork or negotiated service 
l agreementto direct staff on how to care for 1 of 4 'j 
j sampled residents (Resident #3). 
! • The facUJty retained 1 of 4 sampled residents 1· 

! (Resident#1), who was violent and a dangerto 
: others. ·· ! I •The administrator did not schedule sufficient I 
j staff to meet au of tl\e required needs of the I 
, residents. 
j * lneffectlve communication between caregivers, I 
i the nurses and the adminlslrator led to changes 
! in residents' conditions and multiple medication 
· problems not being addressed. 'I 

• The facilicy did not ensure a registered nurse 
completed the required nursing assessment on 1 
of 1 sampled resident (Resldent#3), who had I 

l'ROVIDER'S PLAN OF CORRECTIO~ 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS.REFERENCED TO THEl\PPROPRIATE 
DEFICIENCY) 

6.03.2U30 Pnited R"lol<Ot lh>m 

PLAN OF CORRECTION: 

CenslL1 is posted dnily on white: board. 

Adminislrntor or designce will updute boord 

dnily_ Dally .J"Q!JlCI ls being kept by 

Administrntot. Staff was in serviced on. how to 

rua «insus on blut:i :tlep 

Current Admhlistrator~s License has been 

pJaood in public pla~ for stlllf nnd visito1s 

3\\•arent::ss. Ni=w eroplo~cs will ha-v'e 

orientation. Durning oricnhitiCtn lhe: Ch.'lin of 

Commnnd will be. a~d All Department 

Heads \vill meet \vilh new· empJoyees. A Chain 

of Cmnmnnd Chlrtt hos been plnocd for eJia.y 

aoocss for staff. Current Administrntor ig in the 

facility at mii:timum 40 h(.tU]' per \Vee.. This u•as 

c<>m:ct<d 11152015 

A. Policy is now in place for lra.n.<>for of resident~ 

within i;ister facilities whic:lt includes. full 

nursing as.:s~cnt and pn::'"lldmission 

papen~ook and 11dmission.ngrecment ·which was 

the cnse wl11t re.~ident 113( Exfilbit A th~'I was: 

<0rrected 211712015 
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!I recenlly bean admitted to the facillly. 
~The facility did not ensure a registered nurse 

I completed the requirecl nursing assessments for j 
1 1 cf 1 sampled residents (Resident#2}, who 
I experienced weight loss and multiple illnesses. 
\ Additionally, the facility did not ensure 1 of 2 
! sampled residents (Resident #2), was free from 
l chemical restraints. 
' ! The facility record maintained at Licensing and I Cerlllicatlon documented: 

I •tone Sprlngerwas the facillly administrator 
[ between 9115/14-11124114. "Previous 
i Administrator" 

' I • Nancy Hines, the current facility administrator 
j had started on 11125114. •currentAdministra!or" 

1
1
· Upon entering the fac:iSI:( an 1114/13, the su111ey 

team was !old: 

I * Diana Ray became \he new facility administrator 
I "ye$!erc!ay' on 1113114. "NewAdministra!ol" I 
l . i "Deirdre Kemp was the licensed admlnlstralor 

1 
, from a "sister" facility, located next door. "Sister 
I Faoiltty Administrator" 

I The findings include: I 
i I. SUPERVISION . \ 

I 1DAPA16.03.22.012.25, defines supervision as, II 
I "A cr!lical watching and directing activity which 
i provides protection, guidance, knowledge of the I 
\ rasident's general whereabouts, and assistance 
i with activities af dally living. The administrator is 
\ responsible for providing the appropriate 
1 supe111islon based on each resident's Negotiated 
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9115/2014-ll/24/2014 

Brandi KIDg. Lpn Training lo become 

AdministrJJlor 

I l/IS/14-1112/2015 

Nancy Hines 11/25/2014-1/13/15 

Drona Ray l/13/2015- Preseat 

Current Administrotor mailed lotter to 

families and to staff to notify her 

aooeptance of her position at Streamside 

Alzlwil-Care 

!DAYA 16.03.22.012.25 

SUPERVISION 

*Survey tenm ~ntered f.ncility on 

J/14fl015at a critical juncture for 

StreantsidcAJzheim~rts Care Facility. A 
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R008 
~ Service Agreement or other legal requirements. Ii 

! A. STAFF NOT AWARE OF THE CENSUS: 
' , 
i On 1/14!15 at 8:05 AM, when the survey team 
! arrived unannounced at the facility, the facility 
J was obseived to be a 24 licensed bed, secured 
: unit. I 
I Tile following observations and interviews 1 
, occurred on 1114115: I 
j *8:10 AM, A caregiver told surveyors there were ii 
i 15or16 residents currentlyr~idlng in the faclllty. 
t i 
! "9:20 AM, Dlana Ray, the new facility 
I administrator who started "yesterday,'' inld the 
\ surveyors. 13 residents currently resided in the 
I facility. 
i 
j •9:25 AM, the facility LPN provided the surveyor 
, team a facility roster. The roster had 13 residents' 
! names on It. The names and room numbers did 
J not match with the names and room numbers the 
j surveyors observed during 1he facility iour. I 
\ '$;30 AM, Diana Ray, the LPN and Caregiver A 1· 

i were observed going from room to room counting 
: residents and updating the facility roster. I 
Ji '9:50 AM, surveyors received the edited roster 

11 
i and compared it to the roster they developed , 
i during the facility tour. l' 

I One am! a half hours after arriVing at the facillty, 
! the surveyors were able to determine there were • 
l actually 14 residents residing in the facility. 
' 
f B. STAFF NOT AWARE OF WHO THE 
\ ADMINISTRATOR Wfl.S: 
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.. 

j c~!mt 
; 

und~r a licensed Administrator hfld ! 
i 

occul'rcd 'vithin the previous 24 hours of ! 

SUT'VCy. I 

Braodi King, LPN, interviewed for and ! 
was given oppo11unity to work toward 

i 
J,.ii:ensure as an Administrator. (Sec j 

attached letter application.) Nancy • • ; " 

Hine." Owner ~nd Licensed "t\ l 'O\~ 
Adminisb"ato:r, put her license over the 

bt1ilding to give Brandi Kiu.g time to 
l 
t 

MOC511 

stndy and rest fol' License. Brandi King 

tl'ained under lone Sptjnger, 

Administratnr, fe>r a week beJ1:>re {il)ne 

Spring~r moved on to other 

employment. 

Noncy Hines, Administrator bad her 

license hanging on the wall of the 

Administrator's office. She visited tl>e 

site uften and at different thncs of the 

day. Administrator was in {laily 

commltJli~ntion. with Brandi King. 

i 
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l IDAPA 16.03.22.215 documents, "Each faclllty \I 

j must be organized and adminis\'ered under one 
i (1) licensed admlnlstrator assigned as the person 1 
l responsible for the operation ofthefacili\y." I 
l roAPA 16.03.22.215.02 documents, "The facility's I 
I administrator must be on site sufficlentiyto ·1 

; provide for safe and adequate care of the 
[ residents ... " 

i A retter to Licensing and Certification from the l 
facility owner, dated 11f25f14, documented the 
owner, Nancy Hines was tM "administrator of , 
record'' effective immediately. I 
I The following interviews occurred on 1/14115: 

1

1 

1
1 
•s:10 AM, a caregiver stated the LPN was the I current facility administrator. · , 

'! +.8:35 AM, the facility LPN stated she started in 
, November of 2014 and "was hired to manage the 
I building" unfil a new administrator was h~ed. She 
j stated she was not a licensed administrator. She 

l stated Nancy Hines had "her license on 1h!s 
building." The LPN further stated, Nancy Hines 

f was out of the country on vacation. I 
I *9:10 AM, Diana Ray stated she was hired as the \ 
j new facility administrator. She stated her first day 
'! was "yesterday," 1113/15, which she spent in the 

1 
office where "there was paperwork laying on the I floor and in stacks all over tne office." 

\ 
0 10:05 AM, a social worker from a hospice I 

1 
agency stated she just met Diana Ray 'Who lj 
started yesterday." She stated the previous 

I administrator was lone Springer. She further I 
I stated the LPN, who she thought was the I 
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When it bet;nme evident that change wns 

necessary, Nancy ffmes.~ Adntinistr.ator,. 

acted swiftly and appropriately to 

secure a ne'v Licensed Admini~-trator ~ 

This was accomplished 1/13./2015 

PLAN OF CORRECTION; 

Census is posted daily on white board. 

Administrator or designee-will update 

board daily. Daily roster is being ktpt 

by Adm.iuistrator. Stnffwas in serviced 

on howtv run and chetktbecensus on 

blue step. Residents names are posted 

outside of residentts ronm. This was 

corrected 1126/2015 

JJ.. Current Adrnioistrator,.s License has 

been placed in a pu~lic plate for staff 

and visitors awaret1c.ss. Letter Crom 

current Ad1ninistr::ttor sent out to farnily 

to introduce herself and in service for 

staff. Orientation hos n segment where 

all depnrlrnent heads will go •nd 

introdutictbemseJves nnU give a back 

grouorl or there <:xpericnce nnd their 

clirrentjob at Streamside. 

I. ('.G) 
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administrator, had been covering since lone 
Springer left in November. She was not aware 
Nancy Hines was the facility administrator. 

*10:45 AM, Caregiver A stated she never saw 
Nancy Hines and was not aware she was the 
facility administrator. She stated she went to the 
LPN, who she thought was the current 
administrator, when she needed guidance. 

*3:50 PM, Caregiver B stated she called the LPN, 
who she thought was the current administrator, 
when she "had issues." She was not aware 
Nancy Hines was the facility administrator. 

The following interviews occurred on 1/15/15: 

*10:10 AM, Caregiver B stated if there was a 
problem with a resident, she would call the 
"on-call person in charge" who was either the 
LPN or Deirdre Kemp. 

*11 :05 AM, Caregiver D stated she did not know 
who the licensed administrator was, "I was told 
different people were in charge." She stated, 
"Everything was up in the air after lone (Springer] 
left." She stated, "I just met the new administrator 
today." She was not aware Nancy Hines was the 
facility administrator. 

*11 :20 AM, a hospice nurse stated she was not 
aware Nancy Hines was the facility administrator. 
She further stated she coordinated residents' 
care with the LPN. 

*1 :45 PM, Caregiver E stated the LPN was the 
current facility administrator and took over for 
lone Springer when she left in November 2014. 
She was not aware Nancy Hines was the facility 
administrator. 
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*2:55 PM, Caregiver C stated the LPN was the 
facility administrator who took over for lone 
Springer when she left in November 2014. She 
stated the LPN had not been available for "about 
a month now" and the current administrator was 
Deirdre Kemp. She further stated if there was a 
problem after 8:00 PM, she would call the "on-call 
person in charge" who was either the LPN or 
Deirdre Kemp. 

*3:00 PM, Caregiver F stated the LPN was the 
current facility administrator and took over for 
lone Springer when she left in November 2014. 
She stated lone Springer and the LPN, "came in 
and let us know" the LPN would taking over when 
lone Springer left. 

Six caregivers, a hospice social worker and a 
hospice nurse who frequented the facility, did not 
know who the licensed administrator was after 
lone Springer left in November 2014. 

The facility administrator failed to provide 
supervision of the day to day operation of the 
facility from 11/25/14 through 1/13/15. 

C. ADMINISTRATOR RESPONSIBILITY FOR 
ACCEPTABLE ADMISSIONS: 

IDAPA 16.03.22.152.05.a, documents, "A resident 
will be admitted or retained only when the facility 
has the capability, capacity and services to 
provide appropriate care." 

1. ADMISSION ASSESSMENT AND OTHER 
REQUIREMENTS NOT COMPLETED 
IDAPA 16.03.22.220.01 documents, "Prior to or 
on the day of admission .... the resident must be 
assessed by the facility to ensure the resident is 
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R 008 Continued From page 7 ROOS the resident's binder and 

appropriate for placement in their residential care medications were physically brought 
or assisted living facility." to ALZ building by nursing staff. 

IDAPA 16.03.22.220.02 documents, "Prior to or An incorrect assumption was made 
on the day of admission, the facility and each 

between sister facilities that the resident... must enter into a written admission 
agreement." original admission paperwork and 

Resident #J's record documented, she was an 82 assessments would suffice for 
year-old female, who arrived at the facility on 

transfer. 12/18/14, from a hospital with a diagnosis of 
Alzheimer's dementia. 

PLAN OF CORRECTION: 
A hospital note, dated 12/18/14, documented 
Resident #3 had resided in the "sister" facility and A Policy is now in place for transfer 
was admitted to the hospital on 12/15/14. 

of residents within sister facilities 
A hospital "History and Physical Report," dated which includes a full pre-admission 
12/17/14, documented Resident#3 was admitted 
to the hospital with severe dementia, a UTI, nursing assessment, an admission 
constipation and hypokalemia. The report further 

agreement for new facility, and a documented the resident had been without 
medications for approximately two weeks prior to new NSA or Interim Care Plan. 
her hospital admission because "she had run out" 

(Exhibit A) This was corrected while residing at the "sister" assisted living facility. 

A hospital discharge "Clinical Summary" report for 
211712015 

Resident#3, dated 12/18/14, documented a 
In Addition, documentation alerts on physician's order to "bladder scan with each 

home health visit for two weeks, straight cath if > all new Admits will be added to 
550 ml and call provider." 

electronic MARS and a paper copy 
Resident #3's record was reviewed. There was no ofNSA/Interim Care Plan will be 
pre-admission assessment, admission 
agreement, interim care plan or a negotiated available to all staff. Staff will sign 
service agreement contained in the resident's 

copy in binder to acknowledge that record. 

A progress note, dated 12/18/14 and signed by 
it was read and understood. This was 

the administrator from the "sister" facility, corrected 2/19/15 
Bureau of Facility Standards 
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documented "Resident was moved from ALF to 
ALZ after a brief hospital stay due to a kidney 
infection. Family and staff believed this to be the 
best move for resident's well being." 

There was no documentation found in the 
resident's record to alert staff the resident may 
have difficulty emptying her bladder. 

On 1/15/15 at 8:45 AM, the new administrator 
stated Resident #3 was admitted to the facility on 
12/18/14 and there was no interim care plan, 
NSA, admission agreement or initial RN 
assessment done. 

Resident #3's record did not contain a 
pre-admission assessment or evaluation to 
determine if the resident was acceptable for 
admission to the facility. Further, the resident 
resided in the facility for 27 days without the 
completion of an admission agreement, RN 
assessment or a negotiated service agreement to 
direct staff how to assist Resident #3 with her 
care needs. 

2 . .A RESIDENT INAPPROPRIATE FOR 
RETENTION - DANGER TO OTHERS: 

According to IDAPA 16.03.22.152.05.e, a resident 
will not be admitted or retained who is violent or a 
danger to himself or others. 

Resident #1 's record documented, she was an 82 
year-old female, who was admitted to the facility, 
on 6/30/14 with a diagnosis of dementia. 

The following observations occurred on 1/14/15: 

*8:10AM, Resident#1 was sitting in her 
wheelchair when Resident #6 walked by. 
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f Re::;ident #i was oooerved to try and run over 
I Resident #61s stocking feet with her wheelchair, 
I two times. All staff were assisting other residents 
\ and did not obsGT\le ttl!s lnteraollon. 
; 

1 "13:30 AM, Resklent#t was observed sitting ata 
i dining room tabla When approached by a 
i surveyor and told she had a lovely vest, the 
: resident stated in an angiy tone, "I do not have a 1 

! vest" The resident repeated this statement I 
! several times, each time tugging finnly on the 

11 i lapels of her ~estto accent the statement. The 
: resident then reached out and swatted the 1 

i surve~o~s hand that was on the dining room J 

\ table. I 
i 
\A UAI, dated 9/9/14 and a NSA. dated 9/27/14, 
\ siyned by previous and current admi~istrators I 
·land the facility RN, dncument00.R.er,K!e~t#1 was 1 

[ "Sometimes disruptlve/ aggressive/ SOCl~lly \ 
! inapproprlate, sometimes verbaUyl ph.ysmally I 
i threatening, sometimes agitated/ anJ<Jous ! 
' \t· " I i Sometimes assau we. , 
: I 
\A Behavioral Management Plan,. cta;ect 11/18114, \ 
; documented Resident #1 exhibtted mood . • 
i swings. aggression and c~ing episodes. Sinking j 
: at staff or oiller residents. ! 
i tati \ 
\ Resident #1 '~ behallior trac-Wng docurnen on \ 
\ was reviewed. The follo~ing includes a sample of \ 
i some of tha documentation: ' . I 

\ "712114 at4:00 PM, when anotherresident:;;sked \ 
I talf for help Resident #1 wentto the o\he~ \ 
-\s 'd nt and' began to "yell at her." Acareg\\ler \ 

res1 e tw residents and uled to ! 
. stepped 'oe~een the ~ "shouted, stormed down\ 
\ redirect Resid~nt #~ wh off tables ... banged on \ 

' PROVlDER'S PIAN OF CORRECTION l (EACH CORRECTM!ACTION SHOULD BE 
• (;RQSS-REFERENCEO TO THE APPROPRIATE 
\ OEACIENCY) 

L .. -~~-- - --- - ----
The VP ~f Operations ano QiiiiIHY 

Control, {o.ue Spring.er, wrote n 

Behavior Plan on 7/7/2014 aod ~gain on 

ll/18/2014when she was Adrninistrotor 

of the F;1ciUty. Din~umented evidence 

proves thid discussions were had 

bet?i·een Ione Springer. Administrator, 

and (an1ily me1nbers regarding 

aesldent's move ton lood Nursirtg 

Home. However, action to pursue the 

move was not documented. Resident is 

no longer in the faci~ty. 

PLAN OF CORRECTION; 

"'A ttgistered Nurse bas been employed 

at facility to ensure that pre-_adrnission, 

change of condition~ and routine 

assessments .o.re perfonned on each 

resident as required by State 

Regulations, 

Resident ,ybo arc prescribed 

psychotropic medications and hirve 

behaviors will be assessed 011 a 

qoarnrly bases and l'RN tl1is will 

include: interYentions aod follow up to 

try and identify triggcTS and to track the 

· behaviors. 

Stuff in services on Behavior 

Mooagemtnt Strategics. 
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ROOBi Continuedfrompage10 ROOB - ----- - - ----·-- - I 
I · · •1 Behavior Plan will be implemented i 
1 cart," then attempted 1o go ln other residents" I i 

I rooms prior to admission and monitored by I 
. facility aurse ~ Approp-riatc redirections jl 

; "715114at1:37 PM, 1he resldent''was upset. I 
I throwing tables, chairs." " will be performed before any PRN 

I I medications are given to residents. It is I i "717114 at 8:46 AM, Resident #1 started pushing , 
! chairs and tables in the dining room, "then walked 

1 
mandated that PRN psychotropic ; 

i out ihe back door and !<necked the patio set table medication• be nothorizeAJ by a norse I 
i over and threw !he chairs." 1· nfterolt redinction approachos have 

\ *7121!14 at 4:00 PM, "After I told her she had a been implemented and failed. This I 
'i place mat she got extremely aggressive and ! direction is given 10 staff on EMAR. i 
started screaming and shouting in front of all of I 'I 

j the residents, pounding on her table, !hell out of Any 1~ident who is violent or a dnnger . 
I nowhere she cocked her head back and hit me in 

1

. to self or other will not be retained and 
, the stomach with a clenched list" 
' will be issued an emergency discharge I *7129114 at2:10 PM, the "resident threw a cup of · per SU.te Regulotions and the 

I 
I water at another resident." 

I. *7 /31/14 at 1 :SO PM. the resident tried to "stab" 
siaff With a fork. 

· .. ~I "7131/14 at 9:40 PM, whlle getting ready ior Ii 
l dinner, Resident#l "began to scream, throw 
t sllveiware, cupa,'' and hit and klc!ted staff. , 

I •5129114 at7:00 AM, Resident #i "aU of a I 
: sudden• started yelling to "shut the hell up I know 1 

you slept with my husband." Resident #1 then I 
pointed to a resident and aca.rsea the re$lclent of I 
steeping with her husband. She also yelled they 1 
could "all go to hell' and "banged her hancl l 

; several times on the table and on the 
! bookshelves as she walked to her room." 

I •sm14 et 7:40 PM, staff entered the dining room 
1 

I and witnessed Resident #1 as she ·~umped up ' 
and begin shouting af' another resident and "bied i 
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to smack" the resident in the back of her left arm. 

*9/12/14 at 3:18 PM, the administrator 
documented, "This is the first time she (Resident 
#1) has tried to do damage to another person." 
The note did not identify which incident the 
administrator was referring to. 

*10/30/14 at 5:47 PM, the administrator 
documented, Resident #1 was sitting at the dining 
room table when another resident reached for 
utensils. Resident #1 started "screaming at the 
other resident." When the other resident turned 
her back, Resident #1 slapped the other resident 
and the administrator. 

*11/1/14 at 8:00 AM, Resident #1 "got mad" 
because another resident "did not eat her 
breakfast...Resident #1 "hit the other resident" 
and started calling her names and "using bad 
words. 11 

*11/15/14 at 12:27 PM, the resident was 
"screaming" at staff "1..2 .. 3 ... l'm going to kill you." 

*11/16/14 at 8:21 AM, the resident was "yelling at 
anyone who said anything in the dining room" and 
"threw a cup at staff." 

*11/18/14 at 12:17 PM, the administrator 
documented, Resident #1 was sitting in the dining 
room and "Without any warning ... became upset" 
and was "yelling at anyone in the dining room." 

*11/30/14 at 11 :05 AM, "Resident was being rude 
towards staff and told staff they "only had a 
couple nights 'to live'." 

*11/30/14 at 12:41 PM, Resident#1 "threatened 
staff," slammed her fist on a table and yelled at 
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any resident that came to her table. 

*12/7/14 at 2:45 PM, Resident #1 "hit staff' in the 
stomach and "yelled for her to get away and that 
she did not give a damn.'' 

Progress notes, signed by the administrator, 
included the following documentation: 

*9/12/14 at 3:30 PM, "Have spoken with the 
family regarding [Resident #1 's name] 
unpredictable behaviors. Due to not knowing what 
triggers are that causes her behaviors I have 
recommended that she be moved to a facility that 
is more equipped to handle her outbursts. They 
have agreed to call [name of a long term-care 
facility]." 

*10/31/14 at 8:40 AM, Resident #1 had struck 
another resident. "I have explained to [Resident 
#1's name] daughter that this is not behaviors 
that I can allow to happen in the facility. I have 
given the family options for (alternative) 
placement." 

*11/2/14 at 6:14 PM, Resident #1 "slapped" 
another resident and "is on the waiting list to go 
to" a long-term care facility. 

Despite Resident #1 's continued verbal and 
physical aggressive outbursts, the resident 
continued to reside at the facility. 

Nurse assessments, dated 7/1/14, 9/29/14 and 
1/3/15 were reviewed. There was no 
documentation regarding Resident #1 's mental 
status, behaviors or the effectiveness from the 
behavioral modifying medications the resident 
was receiving for her behaviors. 
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On 1/15/15 at 3:10 PM, Caregiver C stated the 
resident had many verbal and physical 
aggressive outbursts. "They had told us when 
[the previous administrator's name] was here, she 
needed a higher level of care and reported she 
was going to get moved out" but she never left. 
"Her behaviors are getting worse ... swears, yells, 
throws things and at times hits other residents." 

On 1/15/15at10:10 AM, Caregiver B stated 
Resident #1 's behaviors had increased after she 
returned from the hospital. She stated "When the 
resident gets upset she will hit." She stated 
Resident #1 had "slapped" her and another 
resident's hand. 

On 1/15/15 at 11:05 AM, Caregiver D stated 
Resident #1's behaviors were "pretty bad ... ! 
contacted the nurse and now she is on hospice." 
She stated the resident would "hit other 
residents." 

On 1/15/15 at 1 :55 PM, Caregiver Estated, 
Resident #1's behaviors were "bad." She had hit 
other residents, "tried to stab" a caregiver in the 
eye, "you never know when she is going to go 
off ... Now she screams loudly and this affects 
other residents." The caregiver stated the 
previous administrator "kept saying I need to 
remove her," but did not. 

On 1/15/15 at 3:00 PM, Caregiver F stated 
Resident #1 's behaviors consisted of "cursing, 
aggression and crying episodes." She stated the 
resident's behaviors were "worse" before she was 
hospitalized. 

Ten weeks after the resident was admitted to the 
facility, the administrator documented the facility 
did not have the capacity to manage Resident 
.. 

Bureau of Fac1hty Standards 
STATE FORM 

ID 
PREFIX 

TAG 

R008 

6699 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETE 

DATE 

MOC511 lf continuation sheet 14 of 32 



Residential Care/Assisted Livinn 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

13R925 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: _______ _ 

B. WING 

PRINTED: 02/05/2015 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

01/21/2015 

NAME OF PROVIDER OR SUPPLIER 

STREAMSIDE ALZHEIMER CARE - STREAMSll 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1333 SOUTH EDGEWATER CIRCLE 
NAMPA, ID 83686 

(X4) JD 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

R 008 Continued From page 14 

#1 's behaviors. However, the facility retained 
Resident #1 for six more months while she 
continued to yell and strike out at other residents 
.and staff. By retaining a resident who was both 
violent and a danger to others, the facility violated 
IDAPA 16.03.22.152.05.e. This violated the rights 
of the rest of the residents' to be free from verbal 
and physical abuse. 

D. INSUFFICIENT STAFFING: 

IDAPA 16.03.22.600.06 documents, "The facility 
will employ and the administrator will schedule 
sufficient personnel to: a. Provide care, during all 
hours ... to assure residents' health, safety, 
comfort and supervision ... " 

The following observations occurred on 1/14/15: 

*8:05 AM, upon entering the facility, the survey 
team observed Resident #5 walking around the 
dining room in bare feet. Resident #6 was 
observed walking between the living room and 
the dining room with socks, but no shoes. One 
caregiver was assisting residents with 
medications and an orientee was observing. A 
second caregiver was busy clearing the breakfast 
dishes from the dining room tables, assisting 
residents in wheelchairs from the tables and 
re-directing residents who were wandering 
around the facility. 

*8:08 AM, Resident #2 and #4 were observed 
sleeping in their bedrooms not wearing oxygen. 
Their oxygen tubing was observed lying on the 
floor with oxygen flowing into their rugs. 

*8: 10 AM, Resident #1 was sitting in her 
wheelchair when Resident #6 walked by. 
Resident #1 was observed to try and run over 
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D. Insufficient Staffing 

(Pages 15-19) 

A typical staffmg ratio is 1 staff to 8 

residents plus Administrator during 

normal business hours. There is 

always a minimum of 2 

Caregiver/Med-Tech staff members 

on shift who are up and awake 24/7 

to care for the needs of our residents. 

At the time of survey there were 14 

residents on our census. 

Food preparation for Lunch and 

Dinner is done by a separate staff 7 

days per week. Clean-up of dishes 

is performed in conunercial 

dishwasher at sister facility on same 

campus. 
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I Resident#6's stockingfeetWith herwheelchair. 1

11 

i two ttmes. All staff were assisting Olh$1" residents 
l arid did not observe this interaction. 
! . i •a:30 AM, a housekeeper from the ''sister" facilify I 
i slated the administrator from the sister facility told i 
I her to come to the facillt.y to "help out" Surveyors ! 
: asked the new administrator and the LPN to have l 
I Iha housekeeper return to the sister facifity, SD II 
\ surveyors could observe residents' cares being 
, accomplished by the actual scheduled staff. 

1 I I i "9:15 AM, the same housekeeper was observed I 
I assisHng a resident in a wheelchair from a dining 
: room table. j 

\•Between 9:15AM and 11:45 PM, Resident#S l I was observed sitting at the dining room table ! 
\ 

staring into space, occasionally uttering l 
un-lntelllgible sounds. Staff did not interact with I I the residentfor two and a half hours. I 

[ •9;45 AM, Resident #5 was observed sleeping on I 
\ his bed with his shoes on. , 
' I 

I •11 :40 AM, Residents were observed In the dining I 
; room for lunch. A hospice aide was observed 'I 
! assisting Resident#2 and #10 with ealing. Eight . 
i of the twelve residents (Resldent#'s 1, 2, 3, 6, 7, l 
j 8, 9 and 10) required hands on assistance during 
; the meal, but there was only normally 2 l 
\ caregivers echeduled on the day shift. . 

~ At11:55 AM, Resldent#1 was observed twirling 
1
1 ! her spaghetti on her fork but did not bring the fork I 

1 to her mouth. She then tried to cut the spaghetti \ 
1
1 

with her fork, but was unable to balance the 
, spaghetti on her fork. The resident struggled lo ·1 

i get lhe spaghetti to stay on her fork but could not 
[ effecllvely transfer the spaghetti from her plate 1 
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D. INSUFFICIENT STA.FFlNG 

(PAGESJS.l'>) 

Obsena.tions by sul"\'eyors have 

highlighted tbe need for intensivce ond 

sped fie training of staff members. While 

the survey was conductccl during a 

major transition in &tility 

Admjnistration, there was also a change. 

in employees. 

PLAN OF CORRECTION: 

Administrator nnd Nursing will idtmtify 

areas of training b•sed op on 

observations and implement new 

tk'aioing areas to staff. See training 

calendarfortl1c year. This win stat1 in 

orientation and ensure that cul"rent staff 

members have the updated training 

monthly. Tltis training wiU ho 

dotumented and put in staff member's 

employee files. 
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\ into her mouth. Staff were not observed to assist I 
1 her. At 12.:15 PM, Res!dent#1 had not eaten any 'l 
I spaghetti, but was observed trying to cut her i bread stick length wise with her furk. She could 
, not cut the bread sticlt. At 12: 18 AM, after 23 I i minutes, a surveyor asked a staff member what 
! kind of assistance Resident #1 required at mesls.1· 
I Staff then preceded to assist the resident with 
! esting. I 
i •12:05 PM, Resident#11 was sitting near the ' 
! fireplace without food. Residents #4 and #7 were 
j observed not eating or receiving assistance .from 
i staff. 

I •12:10 PM, one female resident was oisleep at 1he I 
j table with a full plate of food in front of her. 

f I Throughout the meal, Resident #6 was observed 
\ wandering through the halls and in and out of the 
\ dining room and liVing rooms wearing a sock on 
1 one foot The resident had no sock on the other · 
j foot and no shoes. At 11:40 AM, the residenfs 
• plate of food was placed on Ute table. steff did 
! not direct the resklentto her full plate of food until 
( 12:05 PM, twenty-five minutes alter the plate was 1· I served. 
. I 

j During the lunch meal, the two scheduled ! 

\

. caregfvers were not able to proVide the necessary i 
assistance required by all of the residents. When 

; all tile residents finally received the required 
\ assistance, six staff were observed helping 
i residents with eating (the two scheduled 
i caregivers, the caregiver orientee, the hospice ll I aide, the new administrator and the LPN). The 
, housekeeper from the "sister' facility was , 

PROVIDER'S PLAN OF CORRECTION 
{EACH COAAECTIVEACTION SHOULD BE 

CROss-REFEReNCEOTOTHEAPPROPRIATE 
DEACIENCV) .. 

Administrator and Nursing will also 

docu1nent training jn proper use of 

equipment from DME companies when 

new equipment is delivered to residents. 

Administrator will re.evaluate seating 

arrangement in the dining room for bl!St 

support to residents during meal times 

This was acwmplished 2/17/21ll5 

-Th;; are always :>sh."ir-;~~.;.;;, ~j 
times.. They have been in-serviced with 

hands on to teach about assisting 

residents to the tnblc on time.To assist 

with cutting up food and assistance 

when needing to feed the residents. The 1,. 

nurse is present at different meal times 
I to assist and observe to help feed the ; 

residents . With nurse observation will 

help detcnNine what more education 

staff will need. The in·service will be 

done and implemented Completed by 

3/D7/2015 
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i 
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i assisting with other tasks such as helping I 
\ residents to and from the tables and clearing the 
! tables. l I 
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The following observations occurred on 1/15/15: 

*11 :45 AM, twelve residents were observed 
eating lunch. Seven residents (#'s 1, 3, 6, 7, 8, 9 
and 10) were observed being assisted by four 
caregivers and the new administrator. Resident 
#2 was being assisted by a hospice aide. 

The following interviews occurred on 1/14/15: 

*8:10 AM, three caregivers were observed in the 
facility when surveyors arrived. One caregiver 
stated two of them were scheduled and the third 
caregiver was orienting. The orientee stated, "this 
is my second day." 

*10:45 AM. Caregiver A stated, the typical staffing 
on day shift was a caregiver and a medication 
aide. She stated "We used to have three staff." 
She stated four residents required assistance to 
eat and two other residents required a two-person 
transfer. She stated all 14 residents required 
some type of assistance to meet their ADLs. 

*1 :27 PM, Caregiver H stated "we never have 
more than 2 caregivers working on each shift. 
The only reason there are two caregivers today is 
because State is here." She stated, "Today there 
was five of us helping with lunch, that never 
happens!" She stated, "We need more help!" 
Caregiver H further stated, the dishwasher had 
not been working for a long time and "when you 
only have two caregivers, doing dishes by hand 
after each meal takes lime away" from caring for 
the residents. 

*2:00 PM, the new administrator stated, "It was 
unacceptable to have two caregivers on each 
shift when so many of the residents required 
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1

. assistance." She stated, ''Today was the ftrst meal'\ 
I have observed and It was evlctent that it look 

, more than two caregivere lo assist all lhese 
! residents with their meals." \ , . 

I The following interviews occurred on 1/15/15: I 
I ' ! *8:20 AM, the new administrator stated per the ' 
i schedule, there were three caregivers scheduled I 
j on the day and evening shifts "up unlll last week." 
i She stated, she did not know why this change , i occurred. I 
l •11:05 AM, Caregllter D stated staffing had 1 

I decreased by one caregiver on the morning and \ 
the e11enin9 shifts in the past month, but she did , 

: not know why. 1· 

I E. LACK OF SUPERVISION OF DAY TO DAY 
i PROCEDURES REGARDING STAFF ! I COMMUNICATION AND MEDICATIONS: ! 
! lDAPA 16.03.22.215.01 documents, "The I I administrator is responsible far assuring that , 
i policies and procedures required in ... IDAPA ! 
'i 16.03.22, 'Residential Care or Assisted Ulling 

Facilities in Idaho' are implemented." 'I 

j On 1114/15 at9:10 AM, Diana Ray stated her first 
I day was "yesterday," which she spent in the office\ 
'\ cleaning up papeiwork that was "laying on the 

floor and in stacks all over the office." ' 
I 
I The following Interviews occurred on 1115/15: 

. ! •10:10 AM, Caregiver B stated !lie second week ·1 

j in December 2014, Resident#2 began to exhibit 
1 increased confusion so she reported lhis change \ I to the LPN "multiple times" and "wrote it down on , 
: a piece of paper and slipped it under the nurse's I 
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communication and medications. 

(l'ages 19-22) 

facility contrncted with Registered 

Nurse who delegated to Facility Ll'N 

Brandi King the day to day mirsing 

functions of the facility. II w•s noted 

that facility LPN did not comn1unicate 

with contracted RN regarding changes 

in condition-0f residents or medication 

errors, Contracted RN was in facility on 

n weekly basis !or oversight. 
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i door. When I noticed nothing was happening, I 
l finally called the family." , 
i •11 :05 AM, Caregiver D stated if there -was a 

I problem with a resident, she would can the 
"on-call person in charge" and she would put an 

i "FYI" note under the office door. i:iut "only about 
; 70% of these are followed up." Caregiver D 
: further stated, contmlled substances had gone 

j R008 

i 

\ 
I 

! missing earlier this month without a resolution. 

\ ~1 :45 PM, Caregiver Estated, "the owners need ! 
·1 to come and check on !the facility] periodically. ·1' 

The management of this building Is always next 
'I door (at a sister facility]." Caregiver E also stated 
, there were "lots of errors" being made with '1 

I. medications. Such as, "pR!s popped out bUt not ! 
signed for or not given but signed for," controlled 

1

1 

substances had gone missing and residents ran 
out of their medications because they were not i 
re-ordered on lime. i 

J *2:55 PM, Caregiver C stated, when she had 'I 
l concerns such as, medicallons or supplies ran I low or residents had "non-ernergenr' medical 
.
1 
concerns, she would put an "FYI" note underthe ' 
office door. She further stated often her requests 

1

1 
j were "not followed up on. I don't knew what 
, happens to the FYI forms." Caregl\ler C stated I 
! medication problems included: residents' 
\ medications were not available because they . 
1 were not re-orch;>md on time1 pi11:, were atgned off 1· 

! as given but were not popped out of the 
i medication blister packs and controlled i 

I substances had gone missing. She stated she j 
told the LPN, but "nothing gets done." She further , 

. stated the LPN had Instructed her to take I 
\ medication from anott\er resident's medication 1 I supply. \ 
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on 2/12/2015 

II Administrator to run the Operations 

Facility has also hired a Licensed 

.and will be on site during the work w~k ~I! .. 

and as needed. The Administrator is 

also on call 24 hours a day This wa..~ 

nccomplisbed on l/13/2015 

Adrninistrrdor and Nurse collaborated 

with Pharntacy to determine the most 

effective, safe and controllttble means or 
managing resident medications. AU 

Darcotics sh~ts nre now in a hard 

bound book. Narcotics .are numbered 

suth as one of hva,. two of rn·o. The page 

n11;mbers also correspond with the 

blister patk. Some of the medications 

thnt are liquids are also colored to help 

identify th.em more cleat'Jy and to assist 

with not making meditation errors . 

Accnmplished by ()3/07/2015 
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! i door. When I noticed nothing was happening, I 
; finally called the family." . 

\ •·11 :05 AM, Caregiver D stated if.there was a 
I problem with a resident, she would call the 
I "on-call person in charge" and she would put an 

i R008 
i 

\ "FYI" note under the office door, but "only about i,: 

; 70% of these are followed up." Caregiver D 
i further stated, conlrolled subsiances had gone I I missing earlier this month withOut a resolution. I, 

\ *1 :45 PM, Caregiver E stated, "the owners need 
i to come and check on [the facility! periodically. '1· 

I The management of this building ts always next 
door [at a sister facility]." caregiver E also $\ated 1,

1

,.! 

; there were "lots of errors" being made with 
\ medications. Such as, "pills popped out but not 
1 signed for or not given but signed for," controlled 
\ substances had gone missins and resident; ran 
! out of thelr medications because they were not i 
I re-ordered on time. I 

I "2:55 PM, Caregiver C stated, when she had [ 

I concerns such as, medlcalions or supplies ran 
low or residents had "non-emergenr' medical 

\ concerns, she would put an "FYI" note under the Ii 
1 office door. She furth!lr stated often her requests I were "not followed up on. 1 don't know what 
, happens to.the FYI forms." Caregiver C stated j 
j medication problems included: residents' I 
I medications were not a~ailab!e because they I 
l were not re-ordered on lime, pills were signed off j 
! as given but were not popped out of the 
l medication blister packs and controlled I 
i substances had gone missing. She stated she I 
I told the LPN, but "nothing gets done." She further ! 
' slated the LPN had instructed her to take j 
I medication from another residenfs medication 1 
\supply. l 
! ; 
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Cart audits a.re bt.lng done weekly. On 

Tuesday and one person was tasked to 

da all the. ordering on Wednesday to 

ensllre nll medications will be on the 

cart. If refill need to be addressed by 

pharmacy itwm give them" rew days 

before the weekend to notify MD. 

Giving the fadlity a greater chance of 

NO medic:rtion errors. Ai:t.Omplished hy 

03/0712015 
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On 1115115 at 2:35 PM The facility RN stated she 
was hired as the "contract RN" and was told that 
the facility's LPN completed all required resident 
assessments. She stated she was not aware she 
had to complete nursing assessments when 
residents were admitted to the facility or when 
residents experienced changes in condition. She 
stated she did not do face to face assessments of 
residents, but the LPN "would contact me when 
residents had changes" in their health or mental 
status. She stated she would review the 
information the LPN documented and then 
decided if she needed to further address any 
issues. 

On 1116115 at 4:30 PM, the LPN stated "I didn't 
know I had to keep the FYI notes the med aides 
gave me" about the residents. She stated, "I 
would read their notes, and follow up on their 
concerns and then many times shred the FYI 
notes because I didn't know the notes had to be 
kept for 3 years." The LPN further stated, "I did 
assess residents but I didn't always document the 
assessment or document in a note that I had 
followed up on residents health status." 

On 1114115, two incomplete "Controlled Drug 
Record" forms, for lorazepam, were found in a 
resident's record. One sheet had 14 of the 30 pills 
signed out as "given" to the resident, leaving 16 
pills unaccounted for. The other sheet 
documented the facility had received 30 pills, 
however, none were signed out as "given" to the 
resident, leaving 30 pills unaccounted for. The 
facility LPN stated she could not account for the 
missing medication. 

The current administrator, did not provide 
adequate supervision to staff, including the 
nurses, to ensure all facility procedures were 

Bureau of Facility Standards 
STATE FORM 6699 
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R ooa: COnttnued From page 21 I R ooB 
I . ' i operallonal. There were multiple problems wilh ! 
1 communication between caregivers, the nurses i 
i and the administrator regarding changes in i 
! residents' conditions. Further, there were multiple ; 
! problems with the facility's medication system. II 

l E. NO RN ASSESSMENT WITH A GHAN GE OF ! 
\ CONDITION: 
' 
i IDAPA 16.03.22..300.01 documents, "A licensed 
j professional nurse (RN) must visit the facility at 
least once evecy ninety (90) days or When there ls 
a change in the resfdenrs condition." J 

, IDAPA 16.03.22.305 documents, "The licensed \ 
! professional nurne {RN) must assess and • f 
1 document, including date and signature" 1he i following: 

I "305.01. "Conducts nursing assessment of 
each residenfs response to medications and 

I therapies." ! 
t 

l '305.03. "Conduct a nursing assessment of the I 
! health status of each resident by identifying 
j symptoms of illness, or any changes in mental or 
I physical health status." 
I 
i *305.07. "Conduct a review of the residenfs use 
i of all prascribed and over-the-counler 

I, medications for side effects, Interactions, abuse 
or a combination of these adverse effects." 

I 
\ 1. WHEN A RESIDENT EXPERIENCED . 
I MULTIPLE CHANGES OF CONDITION IN TWO I 
[WEEKS 
.f 

! Resident #!l's record documented she was an 89 \ 

! year-nld female who was admitted to the facility 
. on 7 /22114, wilh a diagnosis of dementia. 

PROVJOER'S PLAN OF'CORREC1101< 
(EACH CORRECTl\le ACTION SHOULD BE 

CROS&Re!'ERENCEDTOTHEAPPRO~RIATE: 
DEFICIENCY) 

. --·---·---------------
IDAPA 1~.03.22.:300.01 

A ttgilltc:«d None did vfair tbe f•cUity 

wcekJ.11 and at the .requ<!d uf tbe facility LPN 

fur follo1v- up 

l'LAN OF CORRECI'ION: 

Fa~iU~· hllll .hired a Rc:ghrered Nunic who 

will be: on .dto d\U'ingtbe-work wcel!and ns 

needed. l'hw 'mtS .11.ceomplbhed Qt\ 11t2/J.Ol5 

lmplcmcrilcd Rc&ident ooncf.rn fortn 'lfilh 

R.N. to sign •"- Stnnd up daily through 

the week with millotes t.'lkcn, Tuesday 

morning meeting of Resident et Risk f'o 

a double <hotksystem. Update NSA at 

th~ttime 

Accomplished 03/0312015 

i {X5) 
I, COMPl.-re 

DATE 

i 
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1

1

' On 1/14115 ata:o5 AM, Reslctent#2 was i 

fDAPA 16.03.22,305 --1 
obseived sleeping in her room and was not i 
I wearing her oxygen. The oxygen tubing was • 
, laying on the floor with oxygen flowing into the I 
! rug. 1 

I On 1114115 at 8:15 AM, CaregiverG stated. '
1
i 

' 

Resident #2 had been in the hospital with 
Influenza. The caregiver stated when !he resident l 
returned from the emergency room she required I 
total assistance wilh eating and all other ADLs. 1 

The caregiVer further stated, prior to her illness, 
the resident required only minimal assistance. 

I An NSA, dated 815!14, documenlecl Resident #2 
j required assistance to cut up her food and 
I required minimal assistance lo meet her moblllty. l transferring, toileting, grooming and dressing 

1 
needs. The resident had a algnllicant weight loss 

1 between ll/2014 and 1012014, however her NSA i 
'I was not updated to reflect her change of : 
condition from needing only minimal lo needing I 
total assistance or what dietary neads the 

• resitlent required to prevent further weight loss. 

On 12125114 at 2:25 PM, the LPN documented, 
"Resident had temp of 101.2 with harsh cough, 

, restlessness anC! confusion." She further 
( documented, the resident was sent to the 
0 emergency ream and rel\Jmed within a few hou~ 

1 l with new orders for an antibiotic to treat , 
pneumonia and an urinary tract infection, There · 
was no documentatlon the facility RN completed 
an assessment or monihlred the resldenrs health 

j stalus when Resident #2 returned from the 
\ emergency room on 12125114. 

1

. 
i Five days later, on 12/30'14, the LPN 
I documented the resident was sent again to the i 

Bureau of Facility Standatds 
STATE FORM 

I I •rl 

.... 

l•'. No RN assessment with a change of 

condltiOll 

305,Dl; 305.03; 305.07 

it is common practice in Idaho Assisted 

Living eonJmunitie.ll to contract with tt 

Registered Nur$e who delegates the 

above mentioned duties to a LPN ft>r 

day tQ day attention. The .contracted 

Register<!d nurse O\'ersces the LFN•s 

'vork and will look at documentation 

and follow up as ""cessary with 

residents, Adn1inistrnt4lr or Physician. 

This was the case with the .Registered 

Nuroo ror StreJtmside. The Registered 

Nurse was in frequent coimmunicution 

with facilit;r LPN and Administrator 

1. When a resident expcrienttd 

multiple changes of condition 

in two weeks 

Facility LPN did not notify 

contracted RN of resident #2's 

changing condition. RN was 

available at all times during this 

period. 

I 

I 

I 
I 
l 
I 
! 
t 

I 

I 

I 
I 
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Roos: Continued From page 23 
' ! emergency room, because her oxygen 
l saturations were 83%, her temperature was 
i 101.7 degrees and she had a harsh 
[ nonprocluclive cough. She further documented 
! the resident returned to the facility later that day. 
i 

! On 12/31/14 at 7:00 PM, the LPN documented 
! the resident continued to have a fever, low 

l 

! oxygen saturations of 89% whila wearing oxygen 
i and was "lethargic, not eatiCTg or drinking." She I 
: further documented the resident was sent back to I 
i the emergency room. j 

! There was no documentation the faoITity RN l 
! completed an assessment or monitored the l 
I residenrs health status between 12125/14 and i 
i 12131/14, when the resident was sent to the ! 

emergency room three times. 

On 1/1/15 at 7:00 AM, the LPN documented, the 
I resident returned from emergency room wlth 
; diagnosis of "influenza" and tiospice was initiated. 
l There was no documentation the facility RN 
! completed an assessment when the resident 1

1 1 returned from the hospital. 

l On 1115115 at 10:10 AM, Ca~iver B stated \
11
: 

I Resident#2 developed a cough a few days 
beiore Christmas and had Increased confusion. 

, She stated she reported theae changes to the I facility LF'N "multiple times.• She stated "I wrote 
I my concerns down on an FYI report, and slipped 
: the report under !he nurse's door." She stated "I 
1 noticed nothing had been done for the resident. 

ID 
PREAX 

TAG 

R 008 

so I finally called the family." 1 

! On 1115/15at11:05 AM, Caregiver D stated, lij 
II Resident #2 had a cough that continued to get 
worse a few days before Christmas. She stated, 

, the LPN was notified the resident's cough was 
Bureau or Facihty .;:)landards 
STATE FORM 

01 ·d 

... 

' 

I 
--

PROVIDER'S PLAN Of CORRECTJOl'I 
{EACH CORRECTh'oAc:rlON sttOU~D BE 

CROSS.J1EFEAENCEDT01HEAPPROPRIATE 
oeFICIENcY) 

' \ c~ikE 
i DhTE 

! 
. -··- ·- ______________ _J_ 

PLAN OF CORRECTION: 

LPN M longer worhs fo1· company. 

F.acilrty has hired A Registered Nurse 

who will be on site during the work 

week and as needed. Resident who gn to 

the ER will trigger alert charting. The 

nurse will cllort on the resident for 3 

days •od followed up with the ( RAR) 

Resident at Risk. 

2. After Resi.dent experienced weight 

loss. 

Resident #l's weight lo.ss was noted 

under !one Springer, Administrator and 

a different set nf nurses 

Ac<ording to rwirds, Resident #l 

weighed ll:Zlbs lbs on Derem her 5th 

.2014 and weighed In nt UOlbs on 

Januaf)' lst 1015. This wns a weight 

gain of 8lbs. Resident #2 was odmitted 

to Hospice care on Jam1ary l,2015 and 

t:ontinued weight loss is nn expected 

part of ""5ident's decline. 
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R ooa j Continued From page 24 · l R 008 
\ getting worse. ! 

! 
! On 1115115at11:10 AM, CaraglverGstaled she 1 

;. notified the nurse on a FYI report concein!ng the ! l residenfs cough. i 

! On 1/15f15 at 1 :55 PM, Caregiver E sta1eci, lj 

l Resident #2 •was not feeling good" and became 
j "more and more congested." 
~ j On 1116(15 at 2:35 PM, lhe RN stated she had 
, not assessed Resident #2 prior to, or on 
I 12125114, after the resident experienced a change 
i of condition. Further, the RN stated she "s1lll had 
J nof' been to the facility or assessed Resident#2 
'j afterthe resident made several Vislts to the 

1 
emergency department. 

i 
! Within two weelu;, Resident in experienced l I significa11t changes of condition, was dl:;ignosed I 
i with three separate infectlollS which required the • 
1 resident be sent to the emergency room three 'i: 

! times. However, the facility RN had not obseNed 
j or assessed the reslde11t once during this time. 

j 2. AFTER A RESIDENT EXPERIENCED A 
: WEIGHT LOSS ' 

l
! According to her record, Resldentifn waa an 89 I 

year-old female who was admitted to the facility !, 

I on 7/22114, with a diagnosis of dementia. 
i 
1\ A NSA, dated 8/5/14, documented Resident #2 

"may need food cut up." Refer lo example #1 
above. 

\ A nursing assessment. dated 9/10114, 

!
' documented Resident #2's weight was 118 

pounds, was '*1ble and had no changes. The 
assessment was not signed or dated by the 

Bureau of Facility Sh!ndards 
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Nursing to monitDrweight monthly 

11oless othenvi~e order by physician. 

Resident has more than a_ 5 pound 

'veight loss: in a month need to notlfy 

MD . N t1rsing to intervene nnd do finger 

toads. , assist with eating, encourage 

family to ta!:sist at meal times. Follow 

MD orders for Di~t or new instruction 

for weight loss. 

PLAN OF CORRECTION: I 
Admioistrato..- and Registered Nurse 

wiU review and assess all turrent 

residen.tcs for \\.'eight los."t or 

descrepani::ies in assessments and bring 

up to dnte as of Macch 7th 2015 

Staff will also receive training on when 

and bow to weiglt resident for a.::curacy 

ond consistency by March 7th 21)l S 

Rcgistef'ed nurse' Administrator wiJI 

communicate with family and 

Physicians as needed and required by 

Mar<b 7,2015 

Resident with 5 pounds or grcatef will 

trigger the RAR Rcsidtnt at Risk 
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facility's RN. 

A nursing assessment, dated 10/30/14, 
documented Resident #2's weight was 110 
pounds, was stable and had no changes. The 
LPN documented the resident had an 8 pound 
weight loss in 50 days, however did not make any 
recommendations. The assessment was not 
signed or dated by the facility RN. 

Nursing notes were reviewed from 9/26/14 
through 1/5/15. There was no documentation 
from the LPN or RN regarding interventions for 
Resident #2's weight loss, or evidence the 
resident's physician had been notified. 

On 1/14/15 at 11:45 AM, a caregiver from a 
hospice agency was observed assisting Resident 
#2 to eat soup. The caregiver stated, the resident 
had not been feeling well since December and 
had lost weight. The hospice caregiver stated, 
Resident #2's dentures no longer fit, which made 
it difficult for her to chew and eat her food. She 
stated, there were times when the resident had 
refused to eat because she was sick and too tired 
to eat. 

On 1/15/15 at 8:25 AM, the LPN stated Resident 
#2 woke up on Christmas morning "septic." The 
LPN stated the resident was sent to the 
emergency room and was diagnosed with an 
urinary tract infection and pneumonia. She stated 
the resident's recent weight loss was from not 
feeling well and not wanting to eat or drink. The 
LPN stated she had not assessed the resident 
but she could tell the resident had lost weight 
because her clothing was too big and her 
dentures no longer fit. 

On 1/16/15 at 2:40 PM, the RN stated she had 
Bureau of Facility Standards 
STATE FORM 
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not assessed Resident #2. There was no 
documentation the LPN or RN had recommended 
or implemented interventions to modify Resident 
#2's diet after she experienced weight loss. There 
was no documentation the resident's physician 
was notified of the resident's weight loss. 

The facility failed to make recommendations, 
notify the physician, or implement interventions to 
ensure the resident's diet was modified after the 
facility documented an 8 pound weight loss on 
10/30/14. Resident #2 had lost weight, was 
"lethargic, not eating or drinking." 

II. RESIDENT RIGHTS - CHEMICAL 
RESTRAINT: 

According to IDAPA 16.03.22.550.10, each 
resident must have the right to be free from any 
physical or chemical restraints. 

According to IDAPA 16.03.22.16, a chemical 
restraint is defined as: A medication used to 
control behavior or to restrict freedom of 
movement and is not a standard treatment for the 
resident's condition. 

IDAPA 16.03.22.305 documents, "The licensed 
professional nurse (RN) must assess and 
document, including date and signature" the 
following: 

*305.07. "Conduct a review of the resident's use 
of all prescribed and over-the-counter 
medications for side effects, interactions, abuse 
or a combination of these adverse effects." 

The Nursing 2014 Drug Handbook, documented 
"Zyprexa is used to treat acute manic episode.s " 
linked to bipolar disorder." A "Black Box Warning 

Bureau of Facility Standards 
STATE FORM 

ID 
PREFIX 

TAG 

R 008 

6899 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

IDAP A 16,03.22.305 

11. Resident Rights - Chemical 
Restraint (pages 27-31) 

PLAN OF CORRECTION: 

•A Registered Nurse has been 

employed at facility to ensure that 

pre-admission; change of condition; 

and routine assessments are 

performed on each resident as 

required by State Regulations. 

Residents who are prescribed 

psychotropic medications will be 

assessed routinely and a Behavior 

Plan will be implemented prior to 

admission, and monitored by facility 

nurse. Appropriate redirections will 

(X5) 
COMPLETE 
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I 
for elderly patients documented the drug may 
increase Infection related death in elderly patients 

1 
with dementia and was not an approved 1 \ treatment of dementia related psychosis. i 

' ' [ Resident #2's record documented she was an 69 i 
'I year..old female who was admitted to the secured I 

Alzheimer's faoilily on 7/22114, with a diagnoses 
, of dementia. Resident #2.'s record dooumenle<! j 
! the reason her family chose the secured facility ; 
l was she had a history of wandering away from \ 
i home multiple times. · j 
\ A Behavior Management Plan, dated 8/8/14, ! 
·1 documented the resident's behavior was 1 
"Attempting to elope. Wanting to go home." j' 

J 1nterventions included involve her in activities, 
. give her chamomile tea and let her walk outside , 
\ in the secured court yard with supeivision. The I 
'1 plan further documented, the resident had a I 
"PRN medicafion.• 

\ From llfl/14 through 1115/15, caregivers and the ! 
I former admlnistrator's notes, doc,umented l 
, Resident iit2 had exhibited four behaviors and 
l PRN medication's were given as an intervention , 
i for three out of the four behaviora. I 

I A LPN note to the physician, dated 9128/14 at I 
! 11 :49 AM, documented the resident had \ 
i increased agitation and had been attempting io 1 

! leave the facllily. However, there was no 1· 

! documentation in the "Daily Behavior Monitoring 
1! Reports," the behaviortracl\lng forms or Iha l 

caregivers notes, that the resident exhlblmi! l 
j behaviors during the month of September2014. i 

l' A physician's order, dated 9128114, documented I 
the resident could take "Zyprexa 0.1 -1 [5mgJ tab i\ 

! pm agiiation." 
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Il>APA 16.03.22.30S 

RESIDENT RIGHTS CHEMICAL 

RESTRAINT (PAGES i7-31) 

To be performed before any PRN 

medicatio11s nre given to Yesideuts. It is 

mandated that PRN l'sycholropit 

~edications be at1thorized by a nurse 

after an redirect.ion approaches have 

been implemented and fniled. This 

direction is given to sstaff on EMAR. 

Nursing to useAllCBehaviar Chain 

Antecedent, Behavior, Consequences 

•Wfto fill out behavior reports for each 

behavior. Staff to reassess in one week 

and ti•y to fmd the triggers ond thonge 

theAntccedent and Consequences 

Any resi.dcntwho is violent or a dllnger 

to self or others will Dl)t be retained and 

will be fasued an erucrgenty discharge 

per State Regulations and the 

Administratorwill assist family in 

fmding appropriate housing f'or said 

r""ident .This will be updated and 

corrected by March 7th,2015 
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According to the September 2014 MAR, the 
resident was not given Zyprexa. 

On 10/6/14, a fax was sent to Resident #2's 
physician and documented "Resident is taking 
Zyprexa 5 mg q day PRN. This has been effective 
but staff state it would be helpful if she could have 
BID. May we get an order for BID?" The physician 
replied, "Zyprexa 5 mg BID prn agitation. Monitor 
for somnolence." The LPN noted the order, 
however there was no nurse documentation the 
resident's behaviors were evaluated before 
requesting the increase of Zyprexa. 

Although a request to increase Zyprexa was 
submitted to Resident #2's physician, there was 
no document/on in the resident's record, that she 
had exhibited behaviors during the month of 
October 2014. 

According to the October 2014 MAR, the resident 
received Zyprexa 32 times. There was no 
documented reason on the MAR, why the 
resident received the Zyprexa. There was no 
documentation the facility RN monitored the 
resident for somnolence per the physician's 
order. 

According to the November 2014 MAR, the 
resident received Zyprexa 19 times. There was 
no documented reason on the MAR, the behavior 
tracking forms or caregivers notes why the 
resident received the Zyprexa. 

A "Daily Behavior Monitoring Report," dated 
11/18/14, documented Resident #2, had only one 
behavior in November, when she attempted to 
get out of the secured facility. 
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According to the December 2014 MAR, the 
resident received Zyprexa 33 times. There was 
no documented reason on the MAR or caregivers 
notes why the resident received the Zyprexa. I 
There was no documentation the facility RN . 
monitored the resident for somnolence per the I 
physician's order. 

The December 2014 MAR, documented Resident 
#2 received Zyprexa three times on 12/8/14. 
However, there was no documentation why the 
resident was given more Zyprexa than the 
physician prescribed or that the resident's 
physician or the facility nurse was notified of the 
additional dose. 

The December 2014 MAR, documented Resident 
#2 received Zyprexa three times on 12/31/14. 
However, there was no documentation why the 
resident was given more Zyprexa than the 
physician ordered or if the physician or the facility 
nurse was notified of the additional dose. The 
LPN documented, the resident had a low "oxygen 
saturation of 89%" while using oxygen and was 
lethargic, on 12/31/14. Even though the LPN 
identified this change in condition, there was no 
documentation the facility RN completed an 
assessment. 

A "Daily Behavior Monitoring Report," dated 
12/7/14, documented Resident #2 had only one 
behavior when she was observed "trying to pull 
residents out of wheelchairs." 

A Shift Report, dated 12/11/14, documented a 
caregiver gave "Zyprexa at 12:45 PM," because 
Resident #2 tried to exit from the secured facility 
and had been "shopping" in others' stuff. 

A Shift Report, dated 12/21/14, documented a 
Bureau of Facility Standards 
STATE FORM 6699 MOC511 If continuation sheet 30 of 32 
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caregiver gave Zyprexa at 11:30 AM, for "exit 
seeking" and trying to "lift people from chairs." 

The December 2014 MAR documented Resident 
#2 continued to receive multiple doses of the 
sedating anti-psychotic medication, even after 
she had fallen ill enough to be transported to the 
emergency room multiple times in two weeks. 
Further, the facility RN did not conduct a review of 
the resident's medications for side-effects after 
the resident received numerous PRN doses of a 
sedating anti-psychotic medication. 

The facility failed to protect Resident #2's right to 
be free of chemical restraints when they gave an 
antipsychotic medication 84 times to the resident, 
when staff only documented the resident only 
exhibited 4 behaviors during that time period. 
Further, the facility RN did not conduct a review of 
the resident's medications for side-effects. 

CONCLUSION: 

The facility failed to provide adequate supervision 
which lead to the following: 
* Staff were not aware of how many residents 

were residing in the secured facility or who the 
facility administrator was. 
* The facility admitted Resident #3, before they 
had determined if the resident was appropriate for 
admission. 
*The facility retained Resident #1, who was 

violent and a danger to others. 
*The current administrator, did not schedule 

sufficient staff to meet all of the required needs of 
the residents. 
* The current administrator also did not ensure 

adequate communication between caregivers, the 
nurses and herself regarding changes in 
residents' conditions or problems with the facility's 
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medication system. 
*The facility failed to ensure a registered nurse 
completed the required nurse assessment for 
Resident #3 when she was admitted to the facility 
and Resident #2 when she experienced weight 
loss and multiple illnesses. 
Additionally, the facility failed to ensure Resident 
#2 was free from chemical restraints. 

These failures had the potential to affect 100% of 
the residents residing at the facility which resulted 
in inadequate care. 

Bureau of Faclhty Standards 
STATE FORM 

ID 
PREFIX 

TAG 

R 008 

6699 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETE 

DATE 

MOC511 If continuation sheet 32 of 32 



• • 
DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING J 0 AH o. D 1'•~ AR 1 M < t< t O·i' ~ . HEALTH: &WEI,EARE 

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

(208) 364-1962 Fax: (208) 364-1888 

Non-Core Issues Punch List 
Page 1 08_ 

Facility Physical Address 

STREAMSIDE ALZHEIMER CARE 
License# 

RC-925 1333 SOUTH EDGEWATER CIRCLE 
Administrator 

Diana Ray 

2 215.02 

3 215.13 

4 220 

5 225.02.b 

6 225.02.c 
~ ""lrf"I 1'::t A 

8 250.13.L 

9 260.06 

10 300 

City 

NAMPA 
Survey Type 

Licensure and Follow-up 
Date Signed 

I.~!- l 

ZIP Code 

83686 

A) The administrator/owner did not complete an investigation of all incidents and accidents to include 46 missing controlled 
substance pills. B) The administrator did not sign and/or date all incident and accident reports. 

Six caregivers, an outside agency nurse, an outside agency social worker and three family members did not know the name 
of the licensed administrator!owner who had been on record since 11/25/14. 

The facility did not notify Licensing and Certification of a change in administrator within 72 hours. 

Resident #3 did not have an admission agreement and the resident was admitted on 12/18/14 (27 days earlier). 

The facility did not implement the least restrictive interventions for Residenfs .#1 and #2. 

The facility did not review the effectiveness of the behavioral interventions used for Resident #1 and #2. 

- ,w.u_. 
Multiple closets in shared rooms did not have substantial closet dividers for the separation of residents' clothing. 

Offensive odors were observed. throughout the facility during the survey. 

The facility alternated a licensed nurse and an administrator from a sister facility to take after hours calls from caregivers 
when residents experienced a change of condition. The administrator from a sister facility, who was not a licensed nurse, c 

gave directions to unlicensed staff over the phone. Such as: a) Directing medication aides to give prn psychotropic 
medication when residents' exhibited behaviors. b) Directing a medication aid to take vital signs and check on a resident 
when the medication aide reported the resident's "eyes were swollen and lips were purple." 

11 I 300.01 IA) The faCility RN did not complete the 90 day required nursing assessments. B) The facility nurse did not delegate 2 of 3 
medication aides prior to the aides assisting residents' with their medications. 

·12 I 305.02 IA) Medications were not available as ordered by the residents' physicians. Medication aides were instructed "to borrow" the 
unavailable medications from other residents' medications. B) Resident #1 and #4's medications were not congruent with 
current physicians' orders. 

13 I 305.03 I The facility R.N did not complete a nursing assessment for 4 of 4 sampled residents when they experienced changes in their 
health and/or mental condition. ·-PREVIOUSLY CITED ON 3/3/11**** 

Phone Number 

(208) 461-1172 
Survey Date 

January 21, 2015 
RESPONSE DUE: 

February 20, 2015 
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Administrator 

Diana Ra\' 
Survey Team Leader 

Maureen Mccann 
Administrator Signatur~ 

15 305.07 
. 

16 310.01.a 

17 310.03 

18 310.04.e 

19 320.01 

20 320.08 

21 335.03 

22 460.04 

23 600.06.a 

23 625.01 

24 630.01 

25 640 

City 

NAMPA 
ZIP Code \Survey Date 

83686 January21, 2015 
Survey Type 

Licensure and Follow-up 
Date Signed 

.a 

The facility licensed nurse did not make recommendations for: A) Resident #1 and #2's weight loss. B) Six residents who 
required assistance with eating such as different utensils or finger foods. C) When 2 residents returned from the hospital and 
required continuous oxygen. Neither resident was observed not wearing their oxygen during the survey. Their nasal 
cannulas with oxygen flowing, were observed lying on the floor in their rooms. 

, ****PREVIOUSLY CITED ON 3/3(11**** 

The licensed nurse did not review Resident #4's medications for interactions or side effects when the resident was ordered 
two laxatives simultaneously and the resident experienced diarrhea. ****PREVIOUSLY.CITED ON 3/3/11**** 

Medications were observed unsecured in a kitchen cabinet. 

Forty-six controlled substance pills were not tracked and accounted for. 

Behavioral updates were not included during 6 month psychotropic reviews sent to Resident #2's physician. 
****PREVIOUSLY CITED ON 3/3/11**** 

Resident#3 did not have an NSA completed and the resident had resided in the facility since 12/18/14 (27 days). 
****PREVIOUSLY CITED ON 3/3/11 **** 

Resident #1, #2 and #4's NSA did not reflect the residents' current care needs after changes in condition including the 
initiation of outside services. . ****PREVIOUSLY CITED ON 3/3/11 •••• 

Caregivers were not supplied items needed to wash their hands after toileting residents. There were no paper towels found 
in the facility during the facility tour. Several residents' bathrooms did not have liquid soap. 

The facility routinely used plastic spoons during meals due to an insufficient number of silverware. 

The administrator/owner did not schedule sufficient staff to meet all of the residents' care needs. Such as,. there were 2 staff 
scheduled with 6 residents who required assistance with eating and two residents who required 2 staff assistance with 
transferring, toileting and showering. 

3 of 7 staff did not have documentation they had completed 16 hours of orientation. 

2 of 7 staff did not have documentation they had completed dementia training. 

2 of 2 staff did not have documentation they had completed 8 hours of annual continuing education. 

RESPONSE DUE: 

February 20, 2015 
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The facility LPN shredded notes from the caregivers informing the nurse of residents' changes in condition. 
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