
C.l. "BUTCH" ODER - GOVERNOR 
RICHARD M. ARMSTRONG - DIRECTOR 

October 20, 2015 

Desiree Johnson, Administrator 
Lark's Haven on Honeysuckle 
11950 North Thames Court 
Hayden, Idaho 83835 

Provider ID: RC-1084 

Ms. Johnson: 

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.Box83720 

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

FAX: 208-364-1888 

On 05/15/2015, an initial state licensure survey and complaint investigation were conducted at Lark's Haven on 
Honeysuckle. 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 yon 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, 

(~1-- fe/Y 
MAUREEN MCCANN, RN 
Team Leader 
Health Facility Surveyor 

MM/sc 

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



C.L. UBUTCH" OTTER- GOVERNOR 

RICHARD M. ARMSTRONG - DIRECTOR 

June 9, 2015 

Jenna Gove, Administrator 
Lark's Haven on Honeysuckle 
11950 Thames Court 
Hayden, Idaho 83835 

Ms. Gove: 

I DA H 0 D E P A R T M E N T 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 
EMAIL: ralf@dhw.idaho.gov 

PHONE: 208-364-1962 
FAX: 208-364-1888 

CERTIFIED MAIL#: 7007 3020 0001 4050 8913 

On May 15, 2015, an initial s_tate licensure survey and complaint investigation were conducted by Department 
staff at Lark's Haven on Honeysuckle. The facility was cited with a core issue deficiency for failing to 
protect residents from inadequate care. The facility failed to protect three sampled residents from chemical 
restraints. Further the facility failed to provide assistance and monitoring of medications for one sampled 
resident. Finally, the facility failed to comdinate care for one sampled resident who received outside 
services. 

This core issue deficiency substantially limits the capacity of Lark's Haven on Honeysuckle to provide for 
residents' basic health and safety needs. The deficiency is described on the enclosed Statement of 
Deficiencies. 

PROVISIONAL LICENSE: 

As a result of the survey findings, a provisional license is being issued effective June 9, 2015. The 
provisional license will remain in effect until the facility is back in substantial compliance with 
administrative rule for Residential Care or Assisted Living Facilities in Idaho. Please return the license 
cun-ently held by the facility. The follwing administrative rule for Residential Care or Assisted Living 
Facilities in Idaho (IDAPA 16.03.22) gives the Department the authority to issue a provisional license: 

935. ENFORCEMENT REMEDY OF PROVISIONAL LICENSE. 
A provisional license may be issued when a facility is cited with one.(!) or more core issue deficiencies, or 
when non-core issues have not been corrected or become repeat deficiencies. The provisional license will 
state the conditions the facility must follow to continue to operate. See Subsections 900. 04, 900. 05 and 
910.02 of these rules. 

The conditions 1- 4 of the provisional license are as follows: 



CONSULTANT: 

1. A licensed residential care administrator or RN consultant, with at least three years' experience 
working as an administrator or RN for a residential care or assisted living facility in Idaho, shall be 
obtained and paid for by the facility, and approved by the Depaitinent. This consultant must have an 
Idaho Residential Cai·e Administrator's license or be properly licensed through the Board of Nursing 
and may not also be employed by the facility or the company that operates the facility. The purpose 
of the consultant is to assist the facility in identifying and implementing appropriate conections for 
the deficiencies. Please provide a copy of the enclosed consultant rep01t content requirements to the 
consultant. The consultant shall be allowed unlimited access to the facility's administrative, business 
and resident records and to the facility staff, residents, their families and representatives. The name 
of the consultant with the person's qualifications shall be submitted to the Department for approval 
no later than June 15, 2015. 

2. A weekly written report must be submitted by the Department-approved consultant to the 
Department commencing on June 19, 2015. The reports will address progress on conecting the core 
deficiency identified on.the Statement of Deficiencies as well as the non-core deficiencies identified 
on the punch list. When the consultant and the administrator agree the facility is in full compliance, 
they will notify the Department and request a follow-up survey be scheduled. The consultant will 
continue visiting the facility weekly and submitting weekly reports until the follow-up survey 
is completed. 

PLAN OF CORRECTION: 

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

+ What c01Tective 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 co!Tective 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 cotTective 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 co!Tective action( s) be completed? 

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

EVIDENCE OF RESOLUTION: 

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



910. No11-core Issues Deficie11cy. 
OJ. Evide11ce of Resolutio11. Acceptable evidence of resolution as described in Subsection 130.09 of these 
rules, must be submitted by the facility to the Licensing and Survey Agency. If acceptable evidence of 
resolution is not submitted within sixty (60) days from when the facility was found to be out of compliance, the 
Department may impose enforcement actions as described in Subsection 910.02.a through 910.02.c of these 
rules. · 

The nineteen (19) non-core issue deficiencies must be cotTected and evidence (including but not limited to 
receipts, pictures, completed forms, records of training) must be submitted to this office by June 14, 2015. 

ADMINISTRATIVE REVIEW 

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

Tamara Prisock, Administrator 
Division of Licensing and Certification - DHW 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720-0036 

Upon receipt of a written request that meets the requirements specified in IDAP A 16.05.03 .300, an 
administrative review conference will be scheduled and conducted. The purpose of the conference is to 
clarify and attempt to resolve the issues. A written review decision will be sent to you within thirty (30) 
days of the date of the conclusion of the administrative review conference. 

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

INFORMAL DISPUTE RESOLUTION 

Pursuant to IDAP A 16. 03 .22.003 .02, you have available the oppottunity to question the core issue deficiency 
through an infonnal dispute resolution process. If you disagree with the survey repo11 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 (I 0) business days of 
receipt of the Statement of Deficiencies. The facility's request must include sufficient infotmation for 
Licensing and Certification to determine the basis for the provider's appeal, including reference to the 
specific deficiency to be reconsidered and the basis for the reconsideration request. If your request for 
informal dispute resolution is received more than ten (10) days after you receive the Statement of 
Deficiencies, your request will not be granted. Your IDR request must be made in accordance with the 
Informal Dispute Resolution Process. The IDR request fotm and the process for submitting a complete 
request can be found at www.assistedliving.dhw.idaho.gov under the heading of Forms and Information. 



FOLLOW-UP SURVEY 

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

• Revocation of the Facility License 
• Summary Suspension of the Facility License 
• Imposition of Temporary Management 
• Limit or Ban on Admissions 
• Civil Monetary Penalties 

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

Sincerely, 

t:-~A, QMl!l' 
Program Supervisor 
Residential Assisted Living Facility Program 

JS/sc 

Enclosure 
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R oool Initial comments 

The following deficlericy was cited during the 
initial licensing suivey and complaint 
investigations conducted between 5/12/15 and 
5/15/15 al your residential care/assist<;id living 
facility_ Th!l surveyors conducting the survey 
were: 

Maureen Mccann, RN 
Team Coordinator 
Health faoility Surveyor 

Karen Anderson, RN 
Health Facility surveyor 

Abbreviations used In this report: 

&"'and 
1:1 =ans on one 
®"'at 
ADL = activities of dally living 
ASAP = as soon as possible 
AM = morning 
cont. = continous 
HS" bedtime 
INR "interna!ional normalized ratio, related to the 
results of ;o PT lab test 
MAR= medication assistano<;i record 
mg " milligrams 
NSA ~ negotiated service agrnemelht 
PM (pm) = ev.,ning 
PRN (prn) " as nEJaded 
PT" protime, a labratory test 
RN = registered nurse 
W/C (w/c) = wheelchair 
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R 008, 16.03.22.520 Protect Residents from Inadequate R008 I 
/, Reslde~t Rights to be free of 

Gare. (:hemicu! Restraint. ADA PA 
16.03.22:010.16 

The administrator must "ls~ure that policies and 
procedures are implemented to assure that all A. Resident# 3 still resides in 
res.Iden\$ are free from inadequate care. the lacilify and is now on 

hospice. ;current dose of 

This Rule is not met as evidenced by: D!'!pakot~ has been reduced 
Based on observation, record review and and resident #3 was monitored 
interview it was determined the facility failed to 

! 

for 30 days for adverse side 
protect 3 of 4 sampled residents (Resident #1, 2 effects by facility nurse. NSA 
& 3's) right to be free of chemical re&traints, and 1 
of 4 sampled residents (Reaident#1's) right to be and Bel1a\lior Management Plan 
Free of physiC>:tl restraints, Further, the facility have bee[\ reviewed •nd 
failed to assist and monitor medications for 1 of 4 updated.· Resident 113 has 
sampled residents (#2). Finally, the facility failed 

current physician orders. to coordinate care for 1 of 4 sampled residents 
(#1) who received outside services. The findings 

B. Resident ltl no longer include: 
resides in•the facility. 

I. Resident Rights to be free of Chemical I I c. Resideht II 2 no longer Re~tralnts · 

According to ltJAPA 16.03.22.010.16, a chemical 
residents )n the facility. 

restraint is d<>fined as: A medication used to D. To ide\itlfy other residents 
control behavior or to restrict freedom of that may be affected by the 
movem<mt and is not a standard treatment for \he 
resident's condition. same defitiency, a review will 

be done aJ residents' 
According to The Nursing 2014 Drug Handbook, medicatio'ns, NSAs, Behavior 
Depakote Is used as an "Anticonvulsant and Management Plans,. and 
Mania." Signs and symptoms to monitor for drug 
side effects was "Somnolence." Physidan orders. lfa deficiency 

• Is found, the corrective action 
1. According to Resident #3's record, he was a 76 1A1ill be to ~pdate NSA, contact 
year-old male, admitted to 514/1 S, with a the reside.nt' s provider 
diagnoi;es of dementia and a history of falls. The 

_regarding . .'medicatloAs, update ___ . resident was Initially admitted to a sister facility, 
on 2/12/15. 
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R ooa l Conllnued From' page 2 I R 006 

Tl1e administrator did not develop an NSA for 
Resident #3, when he was admitted on 514115. 
Resident #3's environment changed slgnlfic.an!ly 
when he moved frorn an environment of younger 
residents, with primary diagnosl$ of 
developmental disabilities, to elderly residents' 
with primary diagnosis of dementia. 

The NSA from the "sister" facility, dated 2111115, 
documented the following care needs. 

• Resident required a 2 person assistance for 
mobility, transfers and dressing, due lo being s 
"very high faJJ risk." 
• Resident was "anxio·us or aggressive depending 
on whatw<1s tal<lng place in his environment." 

The facility did not have Gurrent physici<ln orders 
for Resident #3. Physician orders from !he "sister 
facility", dated 3/10115, documented the resident 
was prescribed "Depakote 125 mg" 1 tablet, 3 
times daily, for a \ptsl daily dose of 375 mg. 

Resident #3's record contained a fax, sen! to the 
resident's physician on 3110115, from the "sistr,ir" 
faclllty, requesting an order to "increase" 
Depakote to 4 times a day instead of 3 times a 
day. The documented reason for the request was 
"The resident was very impulsive and getting up 
·more. Resident is able to brush his teeth, eat, 
drink, walk approx 100 ft with staff assisting. 

Resident #3'a physician documented an order, on 
3111115, for staff lo "Please keep written record of 
patient's behavior that needs redirecting and what 
redirection techniques were tried and If effective." 

The facility did not clearly identify Resident #3's 
behaviors or ensure non"drug interventions were 

;1.1reau 6fF-acifftY Standa.'rds 
TATE FORM .... 

behavior man~gen'ient plans 
and interventipns, and to 
obtain current physician orders. 

E. Measures to be put into 
place to ensur~ the deficiency 
does not occur are as followed; 

l. Prior to ad:mit from the 
community, a sister facility, 
or outside source, physician 
orders will:be obtained. 
During the:residents stay in 
the facility,' the focility will 

have physi'cian orders sent 
to the resi~ent's provider 
for review :every 90 days. 

2. On admission en interim 
plan of care will be 
developed:a nd the NSA will 
be complete by the 14'" day 
after admission. NSA will 
continue to be updated if 
there is a change In 
condition or at least 
annually. · 

3, Behavior IV)an<igement 
Plans will be developed 

upon admission if a 
' resident is on a 

psychotropic medication, or 
if a resident is prescribed a 

XZHZ11 1r coounua\\on $-h~el 3 of :n 



~ 

. 

Burem1 of Facility Standards 
STArF.MENT OF DoF1c.11:Nc1i:s I (x1) PROVIDERISUPP1.1~R/CLIA 
ANO P"'N Of CORRECTION IDENTIFICATION NUMBER'. 

13R1084 ' 

(X2) MULTIPLI; CONSTRUOTION 

A. au"DIN~'--------

B. WING 

PRINTED: 06/081201 !i 
FORM APPROVED 

(XS) DAm SURVEY 
COMPl.ETED 

05/1512015 

NAM6 OF PROVIDER OR SUPPLIER .. " 
LARK'S HAYEN ON HON1'YSUCl(Lc 

STREET ADDRESS. CITY, STAT/;, ii~ OObE 

1027 EAST HON!';YsUCKLE 
HAYDEN, ID 63~3~ 

SUMMA~Y STAfEMENT OF lloFICl6NCl6S PROVIDER'S PLAN OF CORR<CTION (X4) ID JO (X(i) 
PREFIX (EACH DEFICIENCY MUS1 Bo PRECEDED BY FULL PREFIX (€ACH CORR60TIVEACTION SHOULD 81' GOMPU: 

TAG REGULATORY Of< L$C IDENTIPYING INFORMATION) TAG CROSS-REFEflENCW 10 IHE APPROPRIATE [)/\Tl-.! 
l'l~ 

DEFICIENCY) 

ROOS Continued From' page 3 ROOB ··---· 
psychotropic while residi~g 

implemented and shown Ineffective, before using in the faclllty. Behavior 
an antH:isychotlc medications to control plans to 8e reviewed every 
bshaviors. Further, Resident #3's physician's 
orders documented the facility was lo ld-intify 90 days unless there is a 
behaviors that ''need redirecting and what <:hange in' condition or 
redirection techniques were tried and if effective." behavior. 

The May 2015, MAR doournenled Re$ident #3'$ 
4. Any resid~nt prescribed a 

received a daily 500 mg dose of Oepakote. A psychotropic medication or 
physician's order, dated 3110115. documented the change in'dosing will place 
resident's daily dose was 375 mg . rhere was no on alert charting and 
evidence the facility was monitorln~ for 

temporary care plan will be side-effects or h<1d a system in place to direct 
caregivers what to do if adverse reactions were put in place to monitor for 
observed, side effects for 30 days, 

The facility nurse had not assessed Resident #3, 
5 .. Side effects of psychotropic 

as of 6/15/15, eleven days after his admission, or medicatloh a resident is 

documented she had monitored the resident for prescribed and when to 
side-effects and provided education to medication notify the;nurse will be 
aid~s and caregivers regarding what to do If place wit~ the behavior 
adverse reactions were observed. 

plans. If a' resident has a 

On 5/4/15, the administrator sent a fax to PRN psyc~otropic 
Resident #3's physician. The fax documented the medication, the caregiver 
resident had "another episode of drooling and will be instructed to follow leaning to one side." 

the interv~ntlan on the 
Progress Notes, from the "sister" facility behavior plan and call the 
documented the following: nurs~ prior to a ... --·-· : 

• 4120/15, Resident #3 was "a little off tonight. He psychotropic medication 

has been leaning to the s\ds all day, less being given. 
t<ilk<itive, <ind didn't eat very much. He is also 6. Staff to b~ educated on the 
drooling more than usual," psychotropic monitoring of 
• 4/30/15, Resident #3 was leaning "more and 

<idverse siqe effects and more to his right side, non-stop droolins.'' 
* 5/1/15, The resident "started leaning and when to ca.II the nurse on 
drooling agaln ... lsn't as talkative today." 
• 5/2/15, Resident#3 is stil\ \e.,ning and drooling." 

08/26/201~. 

.... "'·--y 
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R 008 continued From page 4 R 008 7, If a nurse is cd.ntacted 

• 5/3/16, Resident "seemed to be out of ii today." regarding· side effects of a 

On 5/12/15 at 9:35 AM, Resident #3 was 
psychotropic medication, 

observed laying in bed sleeping. A caregiver the nurse: will assess the 

stated the resic!ent preferred to sleep in, but he resident and cont;ict the 
would be getting up soon to eat breakfast. resident'~ provider as 

On 5112115at10:10 AM, Resident#3 was 
needed. 

observed sitting in his wheelchair at the kitchen 8. The facility every 6 months 

counter. The resident was observed sleeping Jn will be send Psychotropic 
his wheelci\alr at the kitchen counter until 12:30 Reviews tb the resident's 
PM. provider., 

on 5/12/15 at 12:35 PM, the administrator stated F. The corrective action will be 
Resident #3 was fransferred from ·the "sister" ' 
facility because $he believed he would benefit monitored by: the following; 

from living in a calmer environment. 
1. Prior to admiS$ion the 

On 6/13/15 at 8;45 AM, Resident #3 wes Administrator will review 
observed sitting in his wheelchair sleeping at the admlssior\ check list to 
kitchen counter, with his breakfast in front of him. ensure there are current 
The resident was observed to continue sleeping 

physician 'order, current while he remained in his wheelchair until 10:27 
AM, wh<iln he was :assisted by 2 caregivers from K&P, intertm plan of care 
his wheelchair Into a recliner. and beha.,.ior plan with 

on 5/13/15at11:00 AM, Rssident#3's spouse interventi~ns. 
stated sha was concetn<ild about her husband 2. The facility nur$e will 
being "so »edated." Sh<il stated, "I came review physician orders 
yesterday on (5/12/15), around lunch time. The prior or oh the day of 
r<ilsident's spouse said, "I could not get him to admissio1i and make wake up long enough to eat his lunch," She 
stated, "I talked to the administrator about my recommendation~ to the 
husband being overly sedated, and requested his administr?tor. 
evening dose of Depakote be held." 3. By the 14th day of 

on 5/13/15 from 11 :oo AM until 5:00 PM, four admission, the 
caregivers from the day and evening shift stated, Administr~tor will review 
Resident #3 had been asleep in the recliner for 6 the resident's chart to 
hours. 
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On 5/13/15 at 5;00 PM, a caregiver stated he 
observ"d R"sident #3 sleeping in the recliner 
when he arrived et 2:00 PM. The caregiver stated 
hi;> hod tel<en care of the resident when he lived 
'"t the "sister" facility. He said, it was not that long 
ago, when Resident #3 was more alert, talking, 
walking and would sometimes dance with his 
wife. The caregiver stated, the resident had been 
"very lethargic" lately. He stated, the resident has 
had a dec!lhe in his EilMrgy level since he moved 
to the facility. 

On 5/13/15 at 5:05 PM, another oaregiver stated, 
she had worked with Resident#$,. when he lived 
at the "sister' facil/ty. The caregiver stated, "I 
don't know what has happened" to Resident #3. 
She stated, Resident #3 had been "very sedated" 
lately, and no longer walked or talked like before. 

On 5/14115 from 8:22 AIVI until 10:40 AM, 
Resident #3 was ob5erved sitting in his 
wheelchair at the kitchen counter, sleeping with 
his breakfast me~I in front of him. 

On 5/15/15at 12:45 PM, Resldent#3was 
observed eating his lunch with his wife in the 
dining room. The resident was observed awake 
and visiting with his wife. The resident's wife 
slated, her husband was more alert since the 
facility held his dose of IJepakote lhe past 2. 
nights. 

The facility continued to give Resident #3 his daily 
dose ol Depakote, despite the resident exhibiting 
signs and symptoms of being "very lethargic, 
drooling and leaning to one side." The facility RN 
did not sssess Resident #3 upon admission or 
since his medlcallon was increased In March 
2015, or when he had a significant change in his 
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R 008 Continued From page 6 R008 ' 
mental and health status. The facility failed to 
dPcument Re;;ident #3's behaviors and continued 
lo use an ahtlpsychotlc l'liedloatlon that Was 
sedating to the resident. 

B. Resident #1 's record, documented he was a 
62 year-old male, admitted to the facility on 
8/29/14, with a diagnoses of renal failure and a 
right leg amputation. 

Resident #1 's NSA, dated 8129/14, aocumented 
he was alert and oriented, and had periods of 
confusion, and signifi<;ant pain is•ues. The facility 
did not update the resident's NSA, when he 
experienced significant changes in his health 
status. 

On 9/15/14, the administrator faxed the following 
request to Resident #1 's physician . 

The resident was "still havih(J difficult nights. He 
Does NOT Sleep at all. He was up all night long 
last 11ight. Could you please prescribe something 
for HS so he can get some sleep please." The 
physician faxed an order to give ''Seroquel 50 I 
mg" every night for "Insomnia." 

On 9/15/14, the facility requested a medication to 
help Resident #1 sleep at night. However. there 
W\1$ no documented evidence. found ln \he 
resident's record, the facility had evaluated the 
resident to rule out other possible reasons the ' 

resident was awake all night. 

On 3113/15, a facility nurse, documented in 
Progress Notes, Resident #1 tiad new orders to 
increase the dose of Seroquel from tiO mg to 100 
mg at night. There was no documentation by the 
faclll\y nurse why Resident #1 's dose of Seroquel ; 
was doubled. The nurse could not be interviewed i 
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during the survey as 1>he no longer worked for the 
facility and could not be reached by telephone. 

On 3/23/15, a nigh I shill caregiver documented in 
Progress Notes, Resident #1 was requiring 
"extensive conl.1:1 attention tonight. Also 
increased need for night cares, dressing, 
undressing, transferring ... I took him baok to his 
room & into bed as he was disturbing other 
resident's sleep .... " 

on 5112115 from 10:00 AM until 11 :30 AM, 
Resident #1 was observed sleeping in his 
wheelchair for 1 hour and 30 minutes, with his 
h"'ad on the kitchen counter, and .his breakfast 
untouched. 

On 15112115 at 11:30 AM, 1he medication aide and 
a caregiver were observed to assist the resident 
from his wheelchair into bed. Resicient #1 was 
Ob$ervad in his bed until 5:15 PM. 

On 5112/15 at 5:17 PM, caregiv?rs were observed 
to assist him from bed Into his wheelchair for 
dinner. Soth caregivers confirmed the resident 
had been in bad, sleeping off and on, from 11:30 
AM until 5:17 PM, and had not eaten. 

On 5113/15 at 8:25 AM, the administrator stated 
she faxed Resldent#1's physioian, as It became 
app<1rent to her and the caregivers, the resident 
was over sedated: 

On 3113115, the faGIJl\y requeeted an order, from 
Resident #1's physician. to Increase his dose of 
Seroquel. There was no dooumi:mtation the 
facility identified or evaluated the resident's 
behavioral symptoms or tried non"drug · 
interventions prior lo requesting i>n order to 
double !he dose of Seroquel for sleep. 
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C. According to Resident #2's record, ha was an 
71 year-old male. who was admitted to the facility 
on 312511 ti, with diagnoses including dementia. 

On 6112115, the following was observed: 

'9:00 AM, Resident #2 was seated in a 
wheelchair asleep at the l<itchan counter with his '' 

head hung down toward his cheat, within inches 
of his breakfast plate. The resident kept falling 
asleep. for the next 30 minutes, the· resident 
remained in that position without prompting or 
cueing from facillty staff. 

' 
•10:20AM. Resldent#2 slid from his wheelchair 
to the floor in the living room. Five minutes l&ter, 
a caregiver assisted the resident back Into his 
wheelchair. Once back in the wheelchair, the 
resident's head again hung down toward his 
chest and he fell asleep. 

' '10:30 AM, The resident stood up from his 
wheelchair and with his eyes barely open, took a 
few steps while grabbing onto the back of a 
co~ch. The resident's gait was very unstsacty and 
hEl swayed as he stood or attempted to walk. The 
resident Md difficulty sl<1ying aw<1ke. 

'10:45 AM, a caregiver assisted the resident In 
his wheelchair, to a table where an activity was 
about to begin. Resident #2 sat at the table with 
his head hung down toward his ohest and 
appeared lo have falleJJ asleep. 

During the day shift, between 5/12/15 and 
5/14/15, Resident#2 was observed aslaep in a 

·wheelchair in the living room or dining area most 
of the day. When he did get up from the· 
wheelchair, he w.alked wllh his head hung down, 
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eyes partially opened, with an unsteady gait. A$ 
the resident ambulated, he often was observed 
grabbing onto his wheelchair or other furniture 
and appeared to be sleepy. The resident did not 
rnal\e eye contact or lift his head when spoken to 
and he was unable to carry on an intelligible 
conversation. He could answer simple questions 
such as, "Are you hungry?" However, he did not 
know the dale, time or where he was, 

According to the "2014 Nursing Orug Handbook:" 

• Olanzaplne Is a medication classified a~ en 
anti-psychotic and has msny potential side effects 
including sedation. insomnis and dizziness. 

A physician's order, datel;I 3/25115, documented 
Resident #2 was to receive: 

'olanzeplne 7.5 mg twice dally and 5 mg es 
needed every 4 hours 

'Temazeparn, I$ a medication classified as a 
hypnotic and used for Insomnia, has many 
potential side effects including, complex 
sleep-related behaviors, drowsiness, dizziness, 
lethargy, disturbed coordination, daytime 
sedation, confusion, weakness, and anxiety. 

Facility "Progress Notes" dated 3/25/15 through 
4116/15 and March and April 2015 MARe; 
document\ld the following: 

• 3/25, Resident #2 was admitted to the faelllty 
and "He is pre!ty inoependent but needs to be 
watched. Hm; a history of combative behavior." 

• 3/27 (night shift). The resident tried to go out the 
baol< door and wes redirected PY staff. 
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• 3/28 (night shift), The resident was up, 
wandering around the facility until about 11 PM. 

' 
• 411 (night shift), The resident did not sf esp last 
night. The April 2015 MAR documented the 
resident received prn temazepam at 9:44 PM. 

• 412, The resident had a new prn medication, 
"temazepam 15 mg." The resident's record 
contained a physician's order, dated 3/30/15, for 
temazepam 15 mg to be given by mouth, prn for 
insomnia. 

• 415, "About 11 pm," the resident was "plllnglng 
the toilet. There was nothing In the toilet and the 
bathroom looked like it had been ransacked." The 
note further documented the resident had fallen 
and was found in the bathroom "against the wall." 
The April 20·15 MAR documented the resident 
rnceived prn temazepam at 9:42 PM. There was 
no documentation in the residenes record 
explaining why the resident received this prn 
medication. 

The April 2.015 MAR documented Resident #2 
Wi!S out of the facility between 4/16/15 and 
4/22/15. 

A physician's order, dated 4/17/15, documented 
Resident #2,was to receive: 

* olanxapine 1 O mg twice dally 

• olanzaplne 5 mg as need<:>d every 4 hours 
, 

Setween 4/2:2/15 <ind 5/11115 (18 days), Resident 
#Z's "Progress notes" and April and May 2016 
MARs documented \he the following: 

-·--
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•Resident #4 received his routine olanzapine at 
8:30 AM and 9:00 PM dally. 

• 4122/15, " ... was having a hard time staying 
awake." iheApril 2015 MAR documented the 
resident received prn oJanzaplne at 4:18 PM, prn 
tamazepam at 8:18 PM. There was no 
documentation in the resident's record explaining 
why the resident received the prn medications. 

• 4/23115, ": .. keeps wanting to lay down on floor." 
The April 2015 MAR documented the resident 
received prn olanzaplne at 10:01 AM. There was 
no documentation in the resident's record 
explaining why the resident received 111is prn 
medication. 

• 4/:25/15, the MAR documented the resident· 
. _received prn olanzepine at 4:57 PM. There was 

no documentation in the resident's record 
explaining why the resident received this prn 
medication. 

• 4/27115 at 6:30 AM, " ... heard a loud bang." 
Resident #2 was found "on the floor." 

• 4/29115, The administrator documented, "As 
long as we follow the Dr's orders as he was 
getting at 111e hospital then he should be very 
calm and less agltated ... When he is getting too 
agitated then we nesd to use the prn's that the 
Pr. has prescribed for these times." The April 
2015 MAR documented the resident received prn 
olanzaplne at 11 :415 AM, There was no 
documentation in the resident's record explaining 
why the resident received this prn medication. 

• 4/W/15 (evening shift), "did not have behaviors 
this evening. In & out ofw/c. Gave prn olanzapina 
@)4 pm,. .. tamazepam @$:15 pm." The April --uroau of Fiii:lllty Slandaiils 
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2015 MAR documented the resident received pm 
olanzaplne at 4:35 PM, prn tamazepam at 8:26 
PM and his rnutlne olanzapine at 8:28 PM. There 
was no documentation in Iha resident's record 
explaining why the resident received the prn 
medication. 

* 4130 "Had a good evening." The April 2015 MAR 
docum .. nteid the resident r .. caived pro 
temazepam at S:2o PM, There was no 
documenlalion in the resident's record explaining 
why the resident received this prn medication_ 

• 513115 (day shift), "walking around very stabla. 
No behaviors, pm olanzapine." The May 2015 
MAR documented the resident received prn 
olanzaplne at 12:08 PM. There was no 
documentation in the residenrs record explaining 

' why the resident received this prn medication. 

• 5/5/15 (evening shift), " ... had a few bltas of 
dinner, but a good day." The May 2015 MAR 
documented the resident received prn olanzaplne 
at 4:20 PM. There was no documentation in the 
resident's record explaining why the resident 
received this pm medication_ 

,. 516/15 (evening shift), " ... had a good evening." 
The May 2015 MAR documented the resident 
received prn olanzapine at 4:26 PM. There was 
no documentation in the resident's record 
.. xplalnln9 wl1y the resident received this prn 
m~dication. 

A behavior plan, dated 4/21/15, documented 
Resident #2's behavior was, "Unable to follow 
direction from care staff." The plan further 
documented a behavior plan was needed 
because the resident, undressed in inappropriate 
places, wandered into other residents' rooms, did 
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not sleep through the. night, got agitated about 
' 3:00 PM or had "a hard time conforming to the 

rules" of the facility . 
.. 

Beh_avior tracking sheets for April snd May 201 S 
were reviewed. Only four entries were 
documented: "Staggered owl into the hallway and 
other bedrooms ... Not really bahavior but hanging 
off of his bed .. Undergarment off snd found lying 
on floor under his bed ... Unsure if he tell, dehies 
falling however." 

: 

On 5/12/15 at 6:00 PM, a caregiver stated when 
Resident #2 was first admitted t9 the facility, two 
months earlier, he was "fully functioning, could 
hold a conversslion, wss oriented, could shower 
himself. He was very muoh there mentally." She 
further stated Resident #2 "now needs to be 
cheoked every two hours to see If he Is wet.. .he 
no longer can safely ambulate unassisted and he 
crawls on the ground a lot." 

on 5/14/15 at 10:45 AM, the administrator stated 
she obseived Resident #2 and said he appeared ' 
to be very sleepy. "I assumed ha was declining." 
She $lated the resident wa" more "llert when he 
was admitted to the facility a few months earlier 
snd she had not considered an Increase in 
psychotropic medications could effect his daytime 
alertness. 

on 5/15/15 at 8:35 AM, the facility nurse stated 
after Resident #2 had an aggressive incident with 
staff, he was sent to the hospital where his 
olanzapine dosage was increfl>ed. ·she otated the 

' resident had not had any aggressive behaviors 
since returning from the hospital and could not 
expl;;iin why caregivers were giving Resident #2 
prn olanzapine. She further stated there were no 
nursing assessments of Resident#2 for potential 
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side·effects when the, caregivers had 
documentact he began falling, was found crawling 
around on the floor several times and was 
unsteady on his feet. , 

aetween 4/22/15 and 5/11/15, caregivers gave 
Resident #2, eleven pm doses of an 
ahti-psychotic medication without first attempting 
non-drug interventions. Also, Resident #2 
received pm tamazepam, a hypnotic, five times 
without documentation the resident had 
complained of difficulty sleeiplng. Further, on 
5/5/15, prn temazepam was {liven to the resident 
at 4:42 PM in !he afternoon, even though the 
medication was to be used for Insomnia. Between 
5/12/15 and 5/14/15, Resident #4 was observed 
to be asleep in his wheelchair more than he was 
awake. 

The facility did not clearly Identify Resident #2's 
behaviors or ensure non-drug interventions were 
implemented and shown ineffective, before using 
anti"psychotic medications to control behaviors. 

II. Resident's Right to be free ~rom physical 
restraints 

According to IDAPA 16.03.22,550.10, each 
resident must havf! the right to be freE\ from 
physical or chemical restraints. 

IDAPA 16.03.22.012.04, defines physical· 
restraints as "Any device or physical force that 
restricts the free movement of, normal functioning 
of, or normal acce$S to a portion or portions of an 
individual's body except for treatment of a 
medical condition." 

According to Resident #1 's record he was a 62 
year-old male who was admitted to the facility on 
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.•.•... R 008 2. Each resid~nt's function and 
level of care vvill be evaluated 
by the facility: nurse with the 90 
day assessme'nt or change of 
condition to ~nsure resident 
will be free frbm physical 
restraints, 

8/29/14, with a diagnosis of renal faiMe and right 
leg amputation at the hip. 

Resident #1 's NSA, dated 8/29114, documented 
he was alert and oriented and had periods of 
confusion. 'fhe NSA documented the resident 
required ·.extensive assistance to meet his mobility 
and transferring needs. 

On 5/12115 at 9:45 AM, Resident#1 was 
observed iri the living room, sitting in a recliner 
With the foot"rest up. A home made wood-framed 
box, covered with foam and shag aarpet was 
observed on the seat of the recliner. The resident 
was observed trying to push the box off the 
recliner, attempting to get out of the recliner, but 
was not successful. 

On 5112115 at 9:50 AM, Resident #1 was 
observed moaning While trYing to adjust hl111self In 
the recliner. The resident stated he had been 
sitting in the recliner since 10:00 PM, the night 
before. He staled he had not been assisted to his 
bed or been r'lpositioned during the 12 hour 
timaframe. Resident #1 stated he wanted to sleep 
in his bed last night. , · 

On 5/12/15 at 9:52 AM, the medication aide 
stated Resident #1 '.'sleeps in the recliner so he 
won't fall out of bed." She further stated, the 
resident has had multiple falls and the facillty 
placed his mattress en the floor, but the resident 
refused to sleep on the floor and preferred to 
sleep in the recliner rather than the floor. She 
state.d caregivers wer'1 imitruoted to keep him In 
the recliner to prevent him falling cut of bed. 

On 5/12/15 at 9:57 AM, the medication aide 
stated the resident had not been assl$ted out of 
the recliner since her shift !>tarted at 6:00 AM, 

;ureau of Facility Standards 
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D. The corrective action will be 
monitored by the following; 

1. The 'admh1istrator will make 
frequent rou~ds in the facility 
to ensure residents remain free 
from physical' restraints. 

2. The facility nurse observe 
resident whil~ In building to 
ensure resid~nts remain free 
from restraints. 

3. The st off w,ill have continued 
education on;preventing 
restraint at lgast a11nually. 

E. To be completed by 
08/31/2015 .. 
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(approximately 4 hot1rs.) She stated Resident #1 
was not able to get out of the recliner with out tl1e 
assistanoe of 2 rnir .. givers. 

, 

on 6/'12/15 from 10:00 AM until 11:30 AM, 
Resident #1 was observed to sit In his wheelchair 
for 1 hour end 30 minutes, sleeping while his 
breakfast sat in front of him. At 11 :30 AM, the 
medication aide and a caregiver were observed 
to assist the resident from his wheelchair into his 
bed. 

On 5/12115 at 12:40 PM, the administr1;1tor stated 
Resident #1 h<1d 7 falls between April and the firat 
part of May. She stated, "We took his mattress off 
his bed and put it on the floor to prevent him from 
getting up without assistance." Th"' administrator 
stated, the resident has had multiple falls 01,1t of 
his wheelchair and bed. She stated caregivers ' 
were instructed lo assist the resident to sit in th1;> 
recliner or In bed, unless he was eating meals. 

On 5/12115 at 5:00 PM, an evening $hlft caregiver 
stated, he was told by the day shift caregivers the 
resident had been in bed, sleeping off and on all 
day. Th" caregiver stated, Resident #1 had been 
in his room for approximately 6 hours. 

On 5/13/15 at 8:53 AM, Resident #1 was 
observed sitting in a recliner in thl'! living room. 
He stated he tiad several falls whil<" attempting to 
gel out of bed. Resident #1 stated, his mattress 
was put on th1;> floor to prevent him from falling. 
H" stated, "I didn't like sleeping on the floor, so I 
agreed to sleep in a r<;icliner so ~taff could watch 
mil." Reoident#1 further stated he wa• not abl" 
get up off the floor or the recliner without 
assistance. 

On 5/13/15 at 3:40 PM,'Resldent#1 returned lo ; 
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the facility after his dialysis treatment. A driver 
from a transportation compary escorted the · 
res/dent Inside the front entry via his wheelchair. 
The resident was observed to be tied In hi$ 
wheelchair by a gait belt to prevent him from 
fa/ling, A caregiver, a medication aide and the 
administrator acknowledged Resident #1 had 
returned but the resident remained tied in hi~ 
wheelchair until 4: 14 PM. 

On 5/1311ffat5:32 PM, another caregiver on the 
evening shift stated, Resident #1 preferred to 
sleep in the recliner over sleeping on his mattress 
on the floor. She stated the resident was not able 
to get up off th1;1 floor or out of the recliner without 
assistance. rhe caregiver stated, at night there 
was only 1 caregiver on duty, and he required 2 
caregivers to assist him off the floor; should he 

- fall. 

Incident Reports, dated from December 2014 
through May 10, 2015, documented Resident #1 
had 18 falls from his bed or wheelohaiL 

,. 

An Incident Report, dated 4/17/15, documented 
Resident #1 had fallen out of bed. rhe 
adminlstra!Or documented, Resident #1 was "very 
restless" and had incidents of falling or rolling out 
of bed, The administrator documented, "I believe 
the only thing we can do now is get a Dr's order 
for his bed to be put on the ground, His mattress 
on the floor." 

On 4/27/15, a fax was sent requesting permi~slori 
from Resident #1 's physician to allow the facility 
to take the resident's mattress off hie bed and 
place it on the floor. lhe administrator 
documented $ha was requesting the mattress be 
placed on the floor because, "He is constantly 
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are helping." 

A Progress Note, dated 4/29/15, documented the 
resident "will be sleeping on the m>it\ress on the 
floor. We nave received a Dr's order for this and 
the Incidents are just 100 many. Even though they 
may be non-injury, we still need to take 
precautions so he does not end up getting hurt." 
The progress note was not signed by the staff 
member who dooumented the entry. 

The facility violated Resident #1's rights to be frae 
from physioal restraints when they placed his 
mattress on the Hoor, and left him In a recliner, 
and n:>$1rained him in a wheelchair by a gait belt 
he could not get out of. 

Ill. Supervision or A$$lstance with medications: 
-

IDAPA 16.03.22.011.08 defines inadequate oare 
as 'When a facility fails to provlde ... assistance 
and monitoring of medications and coordination 
of outaide aervlces." 

Accordfng to Resident #4's record, he wes an 81 
year-old male, wM was admitted to the faoillty on 
10/17114, with diagnoses including dementia with 
hallucinations, pulmomuy embolus and blindness. 

On 5/12/15 at 9:35 AM, Resident#4 was 
observed sitting in a wheelchair at the kitchen 
counter. The resident was carrying on a lengthy 
animated conversation with someone only he 
could hear. The resident was pleasant when 
spoken to. He could appropri<1tefy answer simple 
questions, suoh as If he was thirsty, but did not 
know where he was. The resident's eyes 
remained closed but did turn his head toward the 
person speaking to him. 
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provider will be contact to 
obtain order 1o:r labs relating to 
medication. O~ce the order is 
obtained, a lab;requisition will 
be filled out antj faxed to PAML 
along with the order to 
schedule a lab draw for the 
resident. Once the lab is 
drawn, results ,will be faxed to 
PCP for furthe~ Instruction. 

C. Measure put into place to 
ensure deficiency does not 
occur are as fo!lowed; 

1. Upon admission, and during 
Quarterly ~ssessments, 
medication will be reviewed 
by the focil,itv nurse to 
identify medication that 

-·-·~· 

XZHZ11 !f conllriL121Uon :sheat 19 6f :r1 



PRINTED: 06/0!l/?.OHi 
FORM APPIWVE:D 

Bureau of Facrn'" ah,.nA-'llt"Aeo '"' ....,, ..... , .......... , ~...... ..... 
SIATSMENT OF DEFIOlf'NCIES 
AND PLAN OP CORRECTiON 

(X1) PROV/DgR/SUFPLIERICLIA 
IOENi'l~ICATION NUMBER: 

13R1084 ' 

(X~) MUhTIPLI: CONS'mUC'llON 

A. autLDING: 

B. WING 

(X$) DATE Sl/RVEY 
COMPLETC:P 

05/15/2015 

NAME QF PROVIDt;n OR SUPPLIER, , , 

LARK'S HAVEN ON HONl':Y$UCKLE 

STREET ADDRESS, CITY, STAtE, ZIP GODE 

1027 EAST liONEYSUCKl..I: 
HAYPE;N, ID 83835 

(X4) ID 
PR~FIX 

TAG 

SUMMMY SIAi'EMENT OP DEFICIENCIES 
('11\CH Pf'FIQ!ENOY MUS'f BE PR~CEO!OD BY FULL 
R~GULATORY OR Leo IDENT!FYING INFORMATION) 

!D 
PREFIX 

TAG 

R ooe I Continued f'rom page 19 I R ooa 
Physician's orders, dated 3/3115, documented 
Resident #4 was to take Coumadin 2 mg dally 
"for blood thinner." , 
Resident #4's record contained two nursing 
assessments dated 10/8114 and 4/25/15. Neither 
assessment documented the resident received 
Coumadln. The 4/25/15 assessment documented 
the resident had the diagnosis of pulmonary 
em bolus. 

An NSA, dated 11/28/14, documented the 
resident's medioalion regime included Coumadin 
2 mg daily. The NSA further do~utnented, 
Resident #2 was on a medication that required 
"frequent monltorlng ... P'f/INR drawn as directed 
by provider." The NSA was signed by the facility 
nurse. 

Resident #4's April and M<1Y 2015 MAR's, 
documented the resident had been receiving 
Cournadin 2 mg each evening. 

The only laboratory report regBrding Resident 
#4's Coumadln blood level found In the resident's 
record was dated 11118114. 

On 5/14115 at 10:40 AM, the administrator 
confirmed no other laboratory tests for Coumadin 
had been completed on Resident #4 since his 
admission to !he facility. She further confirmed 
the facility had not notified the resident's · 
physician regarding the lack of laboratory 
requests for Coumadin blood levels. 

On 5/15/15 at 8:55 AM, the facility nurse stated "I 
missoo that (Coumadin blootl levels). I ne!'ld to 
put that into place" for Resident #4. She further 
ststad, she oould not recall why the resident wa$ 
taking Coumsdin. 
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reviewed and determine if 
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will be IJ'.Onitored per MD 
order, A'warfarin log will 
be kept and updated when 
new ord~rs are received. 
When new orders are 
received 'the pharmacy will 
be faxed,: a lab requisition 

·will be filled out and faxed 
with the new order to 
PAML. 

4. Stoff to be educated on the 
process of lab orders, filling 
out lab requisitions, faxing 
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Resident #4 was admitted to the facility taking 
Coumadln which requires periodic blood level 
monitoring. lhe facility had not notified the 
resident's phy$lalen that blood lev<;>I!> were not 
being completed or requested a clarification from 
the physician regarding the correct dose of 
Coumadin the resident was to take. This resulted 
in Resident t/4 not having a coumadln blood level 
oompleted between 11/28/14 and 6/14/15, 
approximalely 5.5 months. 

IV. Coordination of Care 

a. Hospice Agency and a Dialysis· C<ml<;ir 

According to Resident #1's rncord he was a 62 
year·old male who was admitted to the facility on 

• 8129/14, wilh a diagnosis of renal failure and 
required dialysis. 

Resident #1's NSA, date\1 8/29/14, documented 
he was alert, orient<;>d and had periods of 
cohfuslon. The NSAdld not mention a dialysis 
treatment center he attended 3 times a week or 
hospice services. The facility did not have a copy 
of Resident #1 's care plans from the hospice 
agency or the dialysis center. 

A Quarterly Nursing Assessment, dated 2/6/15, 
documented Resident :fl1 went ta "dialysis 4 x 
week," had hospice cam for "cardiac" and his 
skin appearance was "dusky." The nurse 
documented the resident wore oxygen only at 
dialysis. · 

According to Progress Notes, caregivers 
documented Resident #1 received treatment from 
the dialysis center 3 times a week, even though 

DEFICIENCY) 

requisitionsiarid order to 
pharmacy, ~nd faxing PCP 

with results on 8/Z6/2015. 

D, lhe corractilie action will be 

monitored by the followin8; 

L The facility nurse will 
review medications and 
labs at each'9o day 

a;sessmenr ;and or change 
of condition, to make sure 
orders for labs are being 
followed. 

2. The Warfarin Log will be 
reviewed weekly by 
administrator and/or 
facility nurse to make sure 
lab5 are dral(.in according to 
physiciah or?ers. 

E, The correctlv7 action will be 

complete by 08/~t/20J.5. 

JV. Coordination of Care 

A. Hospit;:r: Ag~ncy and o 
Dialysis Ceri.ter. 
1. Residel'lt is no longer in 

the facili\y. 
2. To identify residents 

who may be affected by 
this deficiency, each 
resident on outside 

I the facility nurse documented the resident went to I I , 
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ROOS Continued From 'page 21 ROOS services will ~ave chart 
dialysis 4 times a week. There was no reviewed to may sure 
documentation in th<:> resident's record his the facility; has a plan of 
physician ordered oxygen use during dialysis care. NSA will be treatment. , 

reviewed and update to 
A Quarterly Nursing Assessment, datecl 4/26/15, reflect the -resident is 
documented Resident #1 continued to receive receiving o,utside 
nursing services by a hospice agency and noted 
he did not use oxygen. services arjd what 

services are provid"d. 
On 5/13/15'at 3;40 PM, Resident#1 returned to Vi"·'.~ not:es:and orders 
the facility after his dialysis treatment. 'fhe driver 

to be reviewed by the set the brsl1es on his wheelchair and announced 
to staff tile resident had mturned. Although facility nurse. 
caregivers acknowledged the resident returned 3. Measure put into place 
they did not assist him out of his wheelchair into to ensure deficiency his bed or a recliner, The resident was obseived 
·to sit In his wheelchair, tied in by a gait belt to does not occur are as 
prevent l1im from falling out of his wheelchair. followed; : 
'fhe resident was left slumped over the right side a. All resident who 
of his wheel, his skin wa• observed to be a have an outside gray/blue "dusky' color. 

service ordered, the 
On 5/13/15 from 3:40 PM \1ntll 3:52 PM, Resident administrator 
#1 was observed to sleep in his wheelchair, tied and/or the fodlity 
by a gait belt, slumped over to the right side, with 
his right hand touching the floor. At 3:1)2 PM, the nurse will obtain a 

administrator was observed to escort Resident#1 plan of care and 
via his wheelchair away from the front entrance, update the NSA as 
to her office. The residenfs right hand was needed. observed dragging over !he carpet through the 

b. The administrator living room to the administrator's office. 
and facility nurse 

On 5/13/15 at 4:15 PM, Resident #1 was will review all visit 
observed to be transferred by 2 caregivers from 

notes from the his wheelchair Into a recliner. The resident's sl<in 
was observed to be a gray/blue "dusky" color. outsid.e agency and 

update the NSA as 
On 5/13/15 at 5:20 PM, a medication ~Ide was needed. 
observed to check Resident #1's vital signs, She 

P. 
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ROOS Continued From page 22 

stated his oxygen saturation level registered 77% 
on room air. The medicatiqn aide said, a hospice 
nurse instructed caregivers to administer 2 liters 
of oxygen as needed, ,for low oxygen saturations. 
She further stated, "He doesn't have an order, but 
we use the concentrator." The medioatlon aide, a 
c1migiver and the administrator aJI stated there 
were no written care plan6 from the hospice 
agency or the dialysis agency. The sdmlnistrator 
stated she would call the resident's hospice nurse 
to fax an order for Resident #1 's oxygen use, and 
request a copy of the ho~pice agency anel dialysis 
treatment center's care plans. 

On 5114/15 at 8:56 AM, a hospice nurse stated 
Resident #1 had a physioi1;1n's order for oxygen to 
be set at 2 to 4 liters flow rate. She stated 
caregivers were instructed lo assist him with his 
o)(ygen when needed. The hospice nurse was not 
aware the rocility did not have physician's order 
for oxygen. '!he hc~pice nurse stated she had 
never coordinated care with the faclllty nurse or 
the dialysis center, but stated $he would send the 
facility the oxygen order and a hospice care plan. 

On 5/15/15 at 8:33 AM, the facility nurse stated, "I 
wasn't awwe I needed to coordinate oare wlth the 
hospice nurse and his di<11ysls center." She 
further staled she thought Resident #1 received 
oxygen when he was receiving dialysis. The 
fsoility nurse stated she had not talked to the 
hospice nurse or the dialysis center and had not 
seen a care plan from either agency. 

The facility failed to coordinate car<:rwlth 
Residents #1's Mspice a9ency and his dialysis 
treatment center. The lar;k of coordination 
resulted In the facility not having oxygen orders or 
care plans to help direct care to meet Resident 
#1 's care needs. 

Jreau ¢fF2.c\lity Standards 
fl\TE FORM 
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c. The admli\istrator 
and fac)lity nurse 
will rev/ew all order 
received from the 
out$lde:source and 
will update the m~r 
and NSA to reflect 
changes. 

d, Administrator 
and/or facility 
nurse will meet 
with outside agency 
as need.ed to 
coordin;ite the care 
of the resident. 

4, The corrective action 
will be monitored by 
the following; 
a. One week after 

services, are started, 
the administrator 
and/or ~acility 
nurse will review 
chart toimake sure 
the plari of care Is 
receiveq. If the 
plan of care is not 
received the 
outside :agency will 
b<;> called to obtain. 

' 

------
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b. PRESSURE ULCt'.RS: 

Resident #1's NSA, dated 8/29114, documenti;Jd 
the resident reqUired extensive assistance for 
mobility and transferring. The NSA was not 
Lipdated to include interventions to prevent skin 
breakdown related to the resident being chair and 
bed bo\ind, 

A Quarterly Nurning Assessment, dated 2/6/15, 
documented Resident #1 had several recent fails 
and his skin oolor was "dusky." The facility nurse 
did not document whether or not the resident had 
skin breakdown. 

The National Pressure Uloer Advisory Panel 
defines Stage II, 111, IV and unstageable pressure 

- ulcers as the following: 

•stage II; "Partial thickness loss of dermis 
presenting as a shallow open ulcer with a red 
pink wound bad, without slough ... Presents as a 
shiny or dry shallow ulcer without slough or 
bruising ... Bruising indicates suspected deep 
tissue injury.'' 

*Stage Ill: "FUii thickness tissue ioss ... Slough 
may be present..." 

on 3/14/15at11:00 AM, a facility nurse 
documented in Progre~s Notes, the resident 
reported he had a "sore area on R buttock " staff 
to obse1ve for breakdown. Resident instructed to 
keep pressure off ar;,ei by repositioning himself in 
wlc." There was no further documentation the 
nurse had staged or measured Resident #1 's 
pressure ulcer. 

On :l/29/16, a hospioe nurse, documented in 
--
arei\U of Faclfiry-sraridarda 
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b. Peria.die reviews 
wd1 be done to 
make sure facility is 
receiving visit notes 
from the outside 
agency. 

5. The corrective action 
will be ·complete by 
08/31/2015 

8. Pressure U,lcers 
1. Reside'nt # l no longer 

resid<;>s;in the facility. 
2, To identrfy other 

resideht who may be 
affect tjy this 
deficie~cy, skin to be 
observ~ during cares 
and ba~hing. If a skin 
issue is!identified, the 
caregiver Is to contact 
the nuree. At this time 
the facility is free from 
pressure ulcers. 

3. Measure put into place 
to ensure deficiency 
does nO:t occur are as 
followed; 
a. Up~n discovery of a 

skin: issue, the 
caregivers will 
notify the 
administrator and 
facility nurse. 
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Progress Notes, the resident was getting out of 
bad, falling asleep in his wheelchair and had skin 
tears and abrasions. The hospice nurse further 
dooumen!ed, the caregivers had been pultlng 
"barrier cream" on Resident #1 's buttock sore. 

There was no documentation by the faolllty nurse 
or the hospice nurse they had ooordinated oare 
regarding Resident #1 's skin tears, abrasions and 
pressure ulcer. · 

A caregiver documented, In Progress Notes, 
dated 4/2/15, "Sore on bottom is not getting 
better. Hospice RN has taken a look at It. Sore 
has been covered with padded bandage." 

A Quartel'IY Nursing Assessment, dated 4125115, 
documented Resident #1 's skin had "new and 
healing tears/bruises." lhe facility nurse did not 
document she had assessed Resident #1 's 
pressure ulcer. 

On 5/12115at11:30 AM, Resident#1'$ wound 
was observed when 2 carnglvers assisted the 
resident wtth perioare. The resident's coccyx area 
was observed by a surveyor, to have a partial 
thlckhess tissue loss involving the epidermis and 
the dermis skin layers. According to The National 
Pressure Ulcer Advisory Panel, the sore on Ills 
coccyx would compare to tile description of a 
Stage II pressure ulcer. Resident #1 was 
observed lo have a nonblanohable erythema of 
Intact skin that covered his buttocks. According to 
The National Pressure Ulcer A<lvisory Panel, the 
skin covering his buttocks would be· defined as a 
Stage I. Both oareglvers !'tated, the sore on his 
coccyx had never completely healed 

(~ACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THEAPPROPRIAW 

DEFICIENCY) 

b. The facil)tt.nurse 
will assess the skin 
issue and contact 
the resi~ent's 
provider and make 
recommendations. 

c. If an order for 
home h\!alth is 

· received to 
evaluate and tre~t. 
the order will be 
faxed td the home 
health o;t the 
resident_'s or POA's 
choice. 

d. Once the skin issue 
has beeb evaluated 
by home health," 
plan of c.ire will be 
request~d. 

e. The administrator 
' and/or ~acility 

nurse will review 
the plan: of care and 
update ~he NSA ss 
needed.: 

f. The ad1riinistrator 
and faci(ity nurse 
will review visit 
notes and update 
NSA as needed. 

on 5/12115 at 2:45 PM, the administrator stated, J' 

Resident #1's skin was Intact and his pressure 
ureau of Facility Standards ·~-
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ulcer was healed. 

On 5113115 at 8:53 AM, another caregiver stated 
hospice was managing Resident #1's sore on his 
bottom. She stated a hospice nurse covered the 
area with a pedded dressing and hospice was 
responsible to change the dressing. 

on 5114115 at 8:55 AM, Resident #1's hospio" 
nurse st<iled, she ass<;!ssed the prassure Ulcer on 
5/13/15, an'd d"tarmined the pressure ulcer was a 
Stage II. The hospice nurse additionally stated, 
thi;i pressure tJlcer had improved, and said the 
wound had progressed to a St<ige 111 
approximately a month ago. The hospice nurse 
$lated ths pressure ulcer would go from a Stage I 
to a Stage Ill, depending on hOW often the 
resident c;;h'!nged his posi-lion while sitting in his 
wheelchair iind reollner or bed. Additionally, the 
hospice nurse stated she and the facility nurse 
had not coordinated care and they had never 
observed the pressure ulcer together or 
discussed the $\atus of the re<iident's pressure 
ulcer. 

On 5/15/16 at 8:33 AM, the facility nurss stated, "I 
personally have not observed his wound." She 
stated, "I thought the hospice nurse wr;i.s 
mani•glng his wound." The facility nurse 
confirmed she was not aw,.re Resident #1 h'ild a 
Stage 11 pressure ulcer or that at one point had 
progressed to a Stage 111. 

The facility failed to coordinate care with 
Residents #1's hospice agency, when he 
developed a Stage I pressure ulcer that 
eventually progressed to was a Stage Ill, 
pressure ulcer. These failures had the potential to 
affect 100% of the residents residing at the fftol!ity 
which resulted in inadequate care. 
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4. 

I 

g. lhe fa:cility nurse 
will assess wound 
bi-weekly for 
improvement. 

h. The a(lministrator 
ond/o.r facility 
nursewill meet 
with cjutslde agency 
as needed to 
coordinate the care 
of th~ resident. 

The corrective action 
will be m9nitored by 
the following; 
;1, One week after 

services are started, 

the a'dministrator 
and/or facility 
nurse Will review 
charfto make sure 

the plan of care Is 

received. lfthe 
plan ~f care is not 
received the 
outside agency will 
be cailed to obtain. 

b. Periodic reviews 
will be done to 
make:sure facility Is 
receiving visit notes 
from the outside 
agency. 

~X5) 
COMPl.C'fl:'. 

OAT[; 
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IDAHO DEPARTMENT OF DIVISION OF LICENSING & CERTIFICATION 

HEALTH & WELFARE 
P .0. Box 83720 

Boise, ID 83720-0036 
(208) 364-1962 Fax: (208) 364-1888 

Facility License# I Physical Address 
LARK'S HAVEN ON HONEYSUCKLE RC-1084 1027 EAST HONEYSUCKLE 
Administrator City 

Jenna Gove HAYDEN 
Survey Team Leader Survey Type 

Maureen Mccann, RN Initial Licensure and Complaint Investigation 
Administrator Signature , Date Signed 

~~~~ ' /-~/.•/ //"{. '/. ,, /5, ;;uJ/5 
NON-CORE ISSUES 

IDAPA 
Item# Rule# Description 

16.03.22. -
-4 · ~-·009.06.G · +ne~did ROtGomplete a state..onJ¥.backgro1md cbeck .for.2of.§-staffc ---- -Ofr~ , ~ l \ fl 

A,-1,~\' ~7 

2 153.03.c The facility did not have a clear policy directing staff how to respond to a criminal situation. -• 

3 210 The facility did not provide activities to engage all residents. 

4 220.02 The facility and Resident #3 did not have a completed admission agreement prior to or on the day of admission. 

ASSISTED LIVING 
Non-Core Issues Punch List 

Page1 of .J_ 
Phone Number 
(208) 762-3828 

IZIPCode Survey Date 
83835 May 15, 2015 

RESPONSE DUE: 

June 14, 2015 

Department Use Only 
EOR 

Acceoted 
Initials 

7/:U6 JI"' 

'7 lr/1< . 11/I& 

7 h~l1f<' l.1.lL-f 

/ 

5 225.01 Resident #'s 1, 2, 3 & 4, were not evaluated to identify their specific behaviors. 7LI,< }JI. "" J 

6 260.06 The facility was not maintained in a clean, safe and orderly manner. For example, vinyl flooring was torn throughout the 
facility, paint was worn and chipped throughout the facility, several bathroom floors were stained around the toilets, showers 
and tubs. Two residents' closets did not have doors. Carpets were stained and wrinkled creating a fall risk. Several air vents 
were rusted and covered in dust. A faucet was leaking in the laundry room and a bathroom sink drain was broken. A fabric 
easy chair was torn and had exposed wood and tacks sticking out. 

7 300.01 The facility RN did not complete an initial assessment when Resident #3 was admitted to the facility on 5/4/15. -;Johr- /J<L-' 
8 300.02 The facility RN did not review new orders for Resident #'s 1, 2, 3 & 4. ..., 11 11( , " ' 

9 305.01 The facility did not assess Resident #4's response to Coumadin. 7 ;, /1( ,. v 

10 305.02 The facility nurse did not ensure physician's orders for Resident #1 's oxygen were current. 7 /.;;../ .< JJ J," 

11 305.03 The facility nurse did not document an assessment when residents had a change of condition. Such as, Resident #1 & #4's I 

wound status, Resident #1 's hospital visits, or when he had and unresponsive episode or Resident #4's ankle edema. 
) }'lrf If , 

j ;,,, 

12 310.04.c The facility nurse did not monitor Resident #'s 1, 2, 3 & 4, to determine the continued use of psychotropic medication based 
on the residents demonstrated behaviors. 7 ):r/,r }J,,; 

13 310.04.d The facility nurse did not monitor Resident #'s 1, 2, 3 & 4's, potential side effects of psychotropic medications that could 
impact the residents health and safety. 7 }d--/1\ 11 ' -

14 310.04.e The facility did not provide behavioral updates to Resident #'s 1, 2, 3 & 4's physicians. '/ //J- )y)" . ,_ 0 

' 



~~~~~~~~~~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~-~~~-~ 

~ 
IDAHO DEPARTMENT Of 

HEALTH & WELFARE 

Facility 
LARK'S HAVEN ON HONEYSUCKLE 
Administrator 
Jenna Gove 
Survey Team Leader 
Maureen McCann, RN 
Administrator Signature " 
;;-~~A:.-:~ nt' ~ 

N'ON-CORE ISSUES 
IDAPA 

Item# Rule# 
16.03.22. 
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License# I Physical Address 
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HAYDEN 
Survey Type 
Initial Licensure and Complaint lnvestiQation 
Date Signed 
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Description 

ASSISTED LIVING 
Non-Core Issues Punch List 

Page2otsl:::_ 

Phone Number 
(208) 762-3828 

'ZIP Code 
Survey Date 

83835 May 15, 2015 
RESPONSE DUE: 
June 14, 2015 

Department Use Only 
EOR Initials Acceoted 

15 320.01 The facility did not implement Resident #'s 1, 2, 3 & 4's NSAs to ensure they were provided assistance with eating, . 

transferring, mobility and toileting needs. 1/:J-/J'/ JfJl{f 
16 320.08 Resident#'s 1, 2, 3 & 4's NSAs were not updated to reflect their current care needs. ]1 111.< I //JI' 

17 405.05 Portable heaters are not allowed. •7 ')J ,-(' 1,/ /1' 

18 600.06.b One of one staff did not have current CPR and first aide and worked alone on the night shift. 7 I ;;.-/1\ I Ju" 

19 711.08.e Staff did not document when they notified the facility RN. 7 /1 ),<( JI} lit' 
20 I( 

21 

22 

23 

24 

25 

26 

27 . 

28 

29 

30 ; 

31 

32 

33 

34 
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3232 W. Elder Street, Boise, Idaho 83705 
208-334-6626 Critical Violations Noncritical Violations 
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Travel time: <;9(nty j E&,b R , jll'IS/SUR.# 

;r lnnvFnr11 
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;.//Ji) 1n1.f!/l 

#of Risk Factor 
Violations 

#ofRepeat 
Violations 

Score 

7§ 

~
--&-

#of Retail Practice ,r\; 
Violations -L2(_ 

#of Repeat 
Violations 

Score 

(g 
~~· 
~-

Ins~e&iMJ 'fype: Risk Category: FOuhW-Up Report: OR. On-Site Follow-Up: 
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C.L. "BUTCH" OTTER- GOVERNOR 

RICHARD M, ARMSTRONG- DIRECTOR 

June 9, 2015 

Jenna Gove, Administrator 
Lark's Haven on Honeysuckle 
1027 East Honeysuckle 
Hayden, Idaho 83835 

Provider ID: RC-1084 

Ms. Gove: 

I DA H 0 DEPARTMENT 0 F 

HEALTH & WELFARE 
TAMARA PRISOCK-Ao~~NISTRATOR 

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 

An unannounced, on-site complaint investigation survey was conducted at Lark's Haven on Honeysuckle between May 
12, 2015 and May 15, 2015. During that time, observations, interviews, and record reviews were conducted with the 
following results: 

Complaint# ID00006448 

Allegation #1: Residents were not assisted with activities of daily living such as assistance with mobility, transfen1ng, 
toileting and eating as outlined in their negotiated service agreements. 

Findings: Substantiated. The facility was issued a core deficiency at ID APA 16.03.22.520 for inadequate care for 
failure to protect resdients rights when one resident was physically restrained and three residents were chemically 
restrained. The facility was required to submit a plan of con-ection within 10 days. 

Further, the facility was issued a non-core deficiency at ID APA 16.03.22320.01 for failure to implement residents' 
negotiated service agreement's regarding their assistance with toileting and eating needs. The facility was required to 
submit evidence of resolution within 30 days. 

Allegation #2: Residents were not assisted with monitoring and assistance of medications. 

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.0.3.22.520 for inadequate care for 
failure to monitor and assist a resident with his medications. The facility was required to submit a plan of con-ection in 
10 days. 

The facility was also issued a non-core deficiency at ID APA 16.03.22.305.02 for failure to ensure a resident's 
medication orders were cun-ent. The facility was required to submit a plan of correction in 30 days. 

Alllegation #3: The facility did not provide activities to engage all residents. 

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.210 for not providing activites to 
engage all residents. The facility was required to submit evidence of resolution within 30 days. 
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Allegation #4: The facility did not reposition residents, and residents were left in the same positions for long periods 
of time. 

Findings: Substantiated. The facility was issued a deficiency at IDAP A 16.03 .22.520 for inadequete care. The facility 
was required to submit a plan of correction within 10 days. 

Further, the facility was issued a non-core deficiency at ID APA 16.03.22320.01 for failure to implement residents' 
negotiated service agreement's regarding their needed assistance with positioning and transfers. The facility was 
required to submit evidence ofresolution within 30 days. 

Allegation #5: The facility did not provide copies of the admission agreement to the family. 

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.220.02 for the facility not completing 
admission agreements prior to or on the day of admission. The facility was required to submit evidence of resolution 
within 30 days. 

Allegation #6: The facility staff did not meet the specific needs of residents with a dementia diagnosis. 

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.520 for inadequate care for 
chemically restraining residents' who had diagnosis of dementia. The facility was required to submit a plan of 
conection within 10 days. 

Allegation #7: Staff did not complete dementia training. 

Findings: On 5/14/15, five employee records were reviewed and all five employee's had documented evidence they had 
completed dementia training within 30 days of being hired. Unsubstantiated. 

However, the facility was issued a core deficiency at IDAP A 16.03 .22.520 for inadequate care for chemically 
restraining residents' who had diagnosis of dementia. The facility was required to submit a plan of conection within 10 
days. 

Allegation #8: Residents were not assisted with eating. 

Findings: Substantiated. The facility was issued a deficiency at ID APA 16.03.22.320.01 for not implementing NSAs to 
ensure residents were provided assistance with eating. The facility was required to submit evidence of resolution within 
30 days. 

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

Sincerely, 

i+ky 
MAUREEN MCCANN, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

MM/sc 

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program 
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Jenna Gove, Administrator 
Lark's Haven on Honeysuckle 
1027 East Honeysuckle 
Hayden, Idaho 83835 

Provider ID: RC-1084 

Ms. Gove: 

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 

An unannounced, on-site complaint investigation was conducted at Lark's Haven on Honeysuckle 
between May 12, 2015 and May 15, 2015. During that time, observations, interviews or record reviews 
were conducted with the following results: 

Complaint # ID00006525 

Allegation #1: The facility did not respond appropriately when an identified resident smoked an illegal 
substance in the facility. 

Findings: Substantiated. The facility was issued a deficiency at IDAP A 16.03 .22.153.03.c for the facility 
not having a clear policy directing staff how to respond to a criminal situation. The facility was required 
to submit evidence of resolution within 30 days. 

Allegation #2: The facility chemically restrained residents. 

Findings: Substantiated. The facility was issued a deficiency at IDAP A 16. 03 .22.520 for not protecting 
residents rights to be free from chemical restraints. The facility was required to submit a plan of 
correction within I 0 days. 

Allegation #3: The facility retained an identified resident who was violent and a danger to others. 

Findings: Unsubstantiated. 

Allegation #4: The facility did not notify Licensing and Certification of reportable incidents. 



Jenna Gove, Administrator 
June 9, 2015 
Page2 of2 

Findings: Unsubstantiated. Although the allegation may have occurred, it could not be determined 
during the complaint investigation. 

Allegation #5: The facility did not provide timely medical treatment when residents had .changes in their 
health status. 

Findings: Substantiated. The facility was issued a deficiency at IDAP A 16.03.22.305.03 for the facility 
nurse not documenting assessments when residents had changes in their health status. The facility was 
required to submit evidence of resolution within 30 days. 

Allegation #6: The facility did not complete a proper admission for residents. 

Findings: Substantiated. The facility was issued a deficiency at IDAP A 16.03 .22.220.02 for not 
completing admission agreements, prior to or on the day of admission. The facility was required to 
submit evidence of resolution within 30 days. 

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

Sincerely, 

/~~{:ov 
MAUREEN MCCANN, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

MM/sc 

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program 
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Jenna Gove, Administrator 
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1027 East Honeysuckle 
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FAX: 208-364-1888 

An unannounced, on-site complaint investigation was conducted at Lark's Haven on Honeysuckle 
between May 12, 2015 and May 15, 2015. During that time, observations, interviews, and record 
reviews were conducted with the following results: 

Complaint # ID00006645 

Allegation #1: Residents did not receive medications as ordered by their physicians. 

Findings: Substantiated. The facility was issued a core deficiency at IDAP A 16.03.22.520 for 
inadequate care when they failed to monitor and assist residents' with their medications. The facility was 
required to submit a plan of correction in 10 days. 

The facility was issued a deficiency at IDAP A 16.03.22.300.02 for the facility nurse not reviewing 
residents' medications. Additionally, the facility was issued a non-core deficiency at IDAP A 
16.03.22.305.02 for not ensuring residents' medication orders were current. The facility was required to 
submit evidence ofresolution within 30 days. 

Allegation #2: The facility restrained residents. 

Findings: Substantiated. The facility was issued a core deficiency at IDAP A 16.03 .22.520 for 
inadequate care for failure to protect residents rights when residents were chemically and physically 
restrained. The facility was required to submit a plan of correction within 10 days. 
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If you have questions or concerns regarding our visit, please call us at (208) 364-1962. Thank you for 
the courtesy and cooperation you and your staff extended to us while we conducted our investigation. 

Sincerely, 

(rffw 
MAUREEN MCCANN, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

MM/sc 

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


