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Ms. Williams:

On September 18, 2015, a healthcare licensure and follow-up survey was conducted at Rigby Country Living-Rural
Assisted Living IFacilities, LLC. As a result of that survey, deficient practices were found. The deficiencies were cited at

the following level(s):

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

s 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 resclution are being accepted by this office with one exception. You
have yet to submit acceptable evidence of resolution for cited deficiency 225,01 — The facility did not evaluate
residents’ behaviors to identify specific behaviors. Please ensure the corrections you identified are implemented for all

residents and situations, and implement a monitoring system to make ceirtain the deficient practices do not recur.

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

Sincerely,
< R
Gloria Keathley, LSW
Team Leader
Health Facility Surveyor

GK/sc

cC: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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Jill Williams, Administrator

Rigby Country Living-Rural Assisted Living Facilities, LLC
4202 East 300 North

Rigby, Idaho 83442

Ms. Williams:

On September 18, 2015, a state licensure/follow-up and complaint investigation survey was conducted by Department
staff at Rigby Country Living-Rural Assisted Living Facilities, LLC. The facility was cited with a core issue deficiency
fof September 18, 2015 for failing to protect residents from inadequate care.
on :
This core issue deficiency substantially limits the capacity of Rigby Country Living-Rural Assisted Living Facilities, LL.C
to provide for residents' basic health and safety needs. The deficiency is described on the enclosed Statement of
Deficiencies.

PLAN OF CORRECTION:

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 plactlce and what
corrective action(s) will be taken?

What measures will be put into place or what systeinic changes will you make to ensure that the deficient practice does
not recur? )

How will the corrective action(s) be momitored and how often will monitoring occur to ensure that the deficient practice
will not recur (i.e., what quality assurance program will be put into place)?

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

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

EVIDENCE OF RESOLUTION:

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




910. Non-core Issues Deficiency.
Evidence of Resolution. 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 sixteen (16} non-core issue deficiencies must be corrected and evidence (including but not limited to receipts,
pictures, completed forms, records of training) must be submitted to this office by October 17, 2015.

CIVIL. MONETARY PENALTIES

Of the sixteen (16) non-core issue deficiencies identified on the punch list, five (5) were repeat punches. One (1} of the
repeat deficiencies was cited on both of the two (2) previcus swrveys, August 8, 2013 and May 11, 2011.

350.04 — The administrator did not provide a written response to all complainants,

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

IDAPA 925. ENFORCEMENT REMEDY OF CIVIL MONETARY PENALTIES.

01. Civil Monetary Penalties. Civil monetary penalties are based upon one (1) or more deficiencies of
noncompliance. Nothing will prevent the Department from imposing this remedy for deficiencies which existed
prior to survey or complaint investigation through which they are identified. Actual harm to a resident or
residents does not need to be shown. A single act, omission or incident will not give rise to imposition of multiple
penaliies, even though such act, omission or incident may violate more than one (1) rule.

02, Assessment Amount for Civil Monetary Penalty. When civil monetary penalties are imposed, such penalties
are assessed for each day the facility is or was out of compliance. The amounts below are multiplied by the total
number of occupied licensed beds according to the records of the Department at the time noncompliance is
established.

b. Repeat deficiency is ten dollars (810). (Initial deficiency is eight dollars (38).

For the dates of June 20, 2015 through September 18, 2015:

Numberx of | Times number of | Times Number of days
Penalty Deficiencies Occupied Beds of non-compliance | Amount of Penalty
$10.00 1 23 90 ‘ $20, 700

Maximum penalties allowed in any ninety-day period per IDAPA 16,03,22,925.02.c:

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

Your facility had 23 occupied beds at the time of the survey. Therefore, your maximum penalty is: $6,400.




Send payment of $6,400 by check or money order, made payable to:

Licensing and Certification

Mail your payment to:

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

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

ADMINISTRATIVE REVIEW

You may contest the civil monetary penalty 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 ineets the requirements specified in IDAPA 16.05.03.300, an administrative review
conference will be scheduled and conducted. The purpose of the conference is to clarify and attempt to resolve the issues.
A written review decision will be sent to you within thirty (30} days of the date of the conclusion of the administrative

review conference,

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

INFORMAL DISPUTE RESOLUTION

Pursuant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue deficiency through an
informal dispute resolution process. If you disagree with the survey report findings, you may niake a written request to
the Supervisor of the Residential Assisted Living Facility Program for an IDR meeting. The request for the meeting must
be in writing and must be made within ten (10) business days of receipt of the Statement of Deficiencies. The facility's
request must include sufficient information for Licensing and Certificalion to determine the basis for the provider's appeal,
includmg 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 niade in accordance with the Informal Dispute Resolution
Process. The IDR request form and the process for submitting a complete request can be found at

www.assistedliving. dhw.idaho.gov under the heading of Forms and Information.

FOLLOW-UP SURVEY

An on-site, follow-up survey will be scheduled afier the administrator submits a leiter stating that all deficiencies have
been corrected and systems are in place to assure the deficient practices remain corrected. If at the follow-up survey, the
core issue deficiency still exists, a new core issue deficiency is identified, non-core deficiencies have not been corrected,
the Department will take further enforcement action against the license held by Rigby Country Living-Rural Assisted




Living Facilities, LLC. Those enforcement actions will inclede 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

e Additional Civil Monetary Penalties

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

Sincerely,
e

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

IS/sc




Core ltems ~ Statement of Deficiencies — Rigby Country Living
Survey Date: 09/15/2015 — 9/18/2015

16.03.22.000 Initial Comments

The following deficiencies were cited during a licensure, follow-up survey and complaint investigation
conducted on 9/15/15 through 9/18/15, at your residential care/assisted living facility. The surveyors
conducting the survey were:

Gloria Keathley, LSW
Team Leader
Health Facility Surveyor

Karen Anderson, RN
Health Facility Surveyor

Lisa Bennett, RN
Health Facility Surveyor

Survey Abbreviations:

Dermis=the layer of the skin below the epidermis
EMS= Emergency Medical Service

Epidermis= the surface of the skin

NSA= Negotiated Service Agreement
PSR=Psychosocial Rehabilitation Specialist

16.03.22.520 — Inadequate Care

"Inadequate Care. When a facility fails to provide the services required to meet the terms of the

Negotiated Service Agreement, or provide for room, board, activities of daily living, supervision, first aid,
assistance and monitoring of medications, emergency intervention, coordination of outside services, a safe
living environment, or engages in violations of resident rights or takes residents who have been admitted in
violation of the provisions of Section 39-3307, Idaho Code."

Based on observation, interview and record review, it was determined the facility retained 1 of 1 sampled
resident's (Resident #1) who was a danger to himself. Additionally, the facility failed to provide emergency
medical treatment for 1 of 7 sampled residents' (Resident #1). The facility also failed to protect the right to be
treated with dignity and respect for 2 of 7 sampled residents (Resident #1, #2) and 2 additional residents
interviewed during the survey. This had the potential to affect 100% of the residents living in the facility. The
findings include:

16.03.22.520-11 Acceptable Admission and Retention

l. Acceptable Admission and Retention

IDAPA 16.03.22.152.05.¢, a resident will not be admitted or retained...that is violent or a danger to himself or
others.

Resident #1's redord documented, he was a 38 year-old male, who was admitted to the facility on 6/24/14, with
a diagnosis of schizoaffective disorder.

i

Resident #1's NSA, dated 8/1/15, documented the resident required supervision related to having "suicidal
thoughts."




Caregiver Observation Notes documented the following:

*6/14/15 at 1:45 PM, Resident #1 told a caregiver he wanted to go to a psychiatric unit to be evaluated
because he was suicidal. The caregiver documented, "he told me he would slit his wrist with the razor he has.

He brought it to me and I threw it away."

*6/15/15 at 12:30 AM, Resident #1 told a caregiver he wanted to sleep near the kitchen due to having suicidal
thoughts.

*7112/15 at 6:15 PM, "Resident cut himself with a pop can 2 times today...First time | called [Name of a crisis
agency]" and was advised to call EMS. Resident #1 refused to go out by ambulance. The caregiver further
documented, "l walked away to pee and to check on another resident and he cut himself again.” The caregiver
documented he called the crisis line again and was instructed to call the resident's PSR worker. The caregiver
documented, the resident’'s PSR worker was not available, and Resident #1 had to wait until the next day to be
evaluated at the behavioral health center. The caregiver documented he removed the pop cans after the first
incident from the hali and checked the resident's room and emptied his trash. The caregiver documented, "I
kept [Resident #1' name] by me or the other staff...he told me he wanted more smokes cause he ran out, he
can't tell me or the guy at [Name of crisis agency] or cops why he is acting this way."

*8/4/15 at 9:00 PM, Resident #1 told a caregiver he needed to talk. Resident #1 stated he was mad at the
administrator for not "giving him his money today." The caregiver asked what he had done and the resident did
not reply. The caregiver asked again, "what did you do" and the resident showed the caregiver his left wrist.
The caregiver documented he cleaned and covered the wound.

Caregiver Service Notes related to behaviors documented the following:
*8/4/15 at 8:53 PM, Resident #1 exhibited self-harm by cutting his left wrist.

*8/17/15 at 6:34 AM, the resident exhibited self-harm. A caregiver documented, "I went out to check [Resident
#1's name] wrists from his [sic] telling me that he cut it, then he pulled his wrist up into his jacket. I tried to pull
his wrist out of the jacket and he motioned his cigarette at me like he was going to burn me. | pulled the
cigarette out of his fingers and he pulled it back causing it to break...| raised his hand again, | told him | had to
see how bad it was and he refused. | called [Administrator's name] and left a message, and then | called
[caregiver's name] to see when she would be here to hopefully get his wrist taken care of."

*9/4/15 at 11:42 AM, Resident #1 exhibited behaviors that were "demanding..., uncooperative..., does not
communicate of socialize... and self-abuse." The note documented staff talked to the resident about his
behaviors and told the resident he had smoked all his cigarettes and if he calmed down, staff would give him
one cigarette each hour. The note documented the resident showed staff his wrist and the wound was cleaned
and a Band-Aid was applied.

Observations and Interviews:

On 9/15/15 at 2:25 PM, Resident #1 was observed in his room. Emergency numbers were posted on the wall
next to his bed. Resident #1 stated he couid call and taik to someone at the crisis center or his PSR worker
when he felt like he wanted to harm himself. Resident #1 stated he used empty pop cans to cut his wrist when
he felt suicidal.

On 9/15/15 at 2:37 PM, a caregiver stated Resident #1's behaviors included harming himself by using empty
pop cans 1o cut his wrist. She stated staff were to call the administrator, or "911" when the resident exhibited
harmful behaviors. The caregiver stated, if the resident was not sent out of the facility, staff had been instructed
to conduct a "suicide watch” which included keeping Resident #1's room door open, and a staff member in the
hallway at ail times.

On 9/16/15 at 9:30 AM, the administrator stated, Resident #1 made statements saying, 'If | don't get my
cigarettes, I'm going to do something to myself." The administrator further stated, she called his PSR worker




and all three of them came up with a plan. The administrator stated the plan was, "if the resident would agree
he wouldn't harm himself, he could have 1 cigarette per hour." The administrator stated, the plan was not
written or signed by Resident #1, as it was a "verbal agreement.”

On 9/16/15 at 11:30 AM, three caregivers stated, Resident #1 had cut his wrist using pop cans. They stated
the resident had anxiety and relied on smoking to caim down. They stated the resident would say things such
as, 'If | don't get my cigarettes, I'm going to cut myself.’ The caregivers stated, when the resident made suicidal
threats, we placed him on a "suicide watch". The caregivers additionally stated they had no documentation
regarding the incident or tracking of the "suicide watch."

On 9/16/15 at 1:55 PM, the assistant administrator stated, Resident #1 used a pop can to cut his arm on
9/4/15. She stated the injury was only a superficial scratch, and an incident report was not completed. The
assistant administrator additionally stated, staff were told to keep all empty pop cans locked in the kitchen to
prevent Resident #1 from harming himself.

On 9M17/15 at 9:20 AM, Resident #1's room was observed to have a trash can next to his bed that contained
several empty pop cans.

On 9/17/15 at 4:15 PM, Resident #1 stated he was serious when he made statements about hurting himself.
An observation was made of the resident's wound on his left wrist. The wound presented as a gouge that was
approximately 2 inches in length and approximately 1 inch in width and had scab covering all but the center of
the wound. :

On 9/17/15 at 4:30 PM, Resident #1's PSR worker stated, he was not notified of the 9/4/15 incident, until
9/7/15, three days iater. The PSR worker observed the resident's wound and stated, "l would have sent him
out of the facility to be evaluated for self-harm.”

On 9/17/15 at 5:16 PM, the facility nurse stated she received a call from a caregiver on 9/5/15, regarding
Resident #1 cutting his wrist. The nurse stated, the caregiver reported the cut on his wrist was "not much” and

they put a Band-Aid on it.
Resident #1 was retained after he made statements to the administrator, the assistant administrator,

caregivers and outside agencies that he wanted to harm himself and intentionally carried out that threat. The
facility retained Resident #1 when he was a danger to himseif. This resulted in inadequate care.

16.03.22.520-07 Emergency intervention

It. Emergency Medical Treatment

Resident #1's record documented he was a 38 year-old male, who was admitted to the facility on 6/24/14, with
diagnosis of schizoaffective disorder.

Resident #1's NSA, dated 8/1/15, documented the resident required supervision related to having "suicidal
thoughts."

Caregiver Observation Notes documented the foliowing:

*6/14/15 at 1:45 PM, Resident #1 stated he wanted to be sent to a psychiatric hospital and told a caregiver he
was suicidal. The note further documented, the resident stated he wanted to slit his wrist with a "razor."

*6/15/15 at 12:30 AM, Resident #1 stated he wanted to "sleep near the kitchen due to having suicidal
thoughts."

Although Resident #1 stated he wanted to be evaluated for his suicidal thoughts on 6/14 and 6/15/15, there
was no documentation the resident was sent to be evaluated by a medical professional.




On 7/12/15 at 6:15 PM, the "Resident cut himself with a pop can 2 times today..." The staff called the crisis line
and staff were advised fo call EMS. The note documented, the EMS team arrived and the resident "refused" to
be taken by ambulance. A caregiver documented, "l walked away to pee and checked on another resident”
and by the time the caregiver returned to check on Resident #1 had "cut himself again." The caregiver
documented the resident's PSR worker was not available to take the resident to be evaluated by a medical
professional and the resident remained at the facility.

There was no documentation found in the resident's record that he had been evaluated by a medical
professional or assessed by the facility nurse after he cut his wrist twice on 7/12/15.

*8/4/15 at 9:00 PM, Resident #1 stated he needed fo talk because he was mad at the administrator for not
giving him his money that day. The caregiver documented, she asked the resident what he had done, and the
resident did not reply. The caregiver asked again and the resident showed the caregiver his left wrist. The
caregiver documented she cleaned and covered the wound.

On 8/4/15 (time not documented), the administrator documented in her personal diary, "[Resident #1] went to
the crisis center for a scratch.” The entry was initialed and dated on 9/16/15, by the administrator.

Although, the resident was "deemed safe” to return to the facility by the crisis center after the incident on
8/4/15, there was no documentation the facility nurse assessed the status of the wound on his wrist, or
evaluated his risk of suicide.

On 8/17/15 (time not documented), the administrator documented, "When | came in [Caregiver's name] told me
about [Resident #1's name]. | asked [Resident #1's name] and he told me that he didn't cut his wrist he was
just messing around.” The entry was initialed and dated on 9/16/15, by the administrator.

There was no incident report, behavior monitoring report, caregiver notes or nursing notes regarding the
incident that occurred on 8/17/15.

On 9/4/15 at 11:42 AM, a caregiver documented on a "Behavior Monitoring Form," that Resident #1 showed
her the cut on his arm. The caregiver documented, she cleaned the wound and put a Band Aid over it.

There was no documentation the facility nurse assessed the status of Resident #1's wounds after caregivers
documented he had cut his left wrist 4 times.

On 9/15/15 at 2:25 PM, Resident #1 was observed in his room and stated he felt suicidal when he cut his wrist
with empty pop cans. He stated he had cut his wrist several times and sometimes he was sent out to be
evaluated, and other times he was not. The resident stated, whenever he cut his wrist or made statements that
he had suicidal thoughts, he was serious and wanted to harm himself. The resident stated the facility nurse
had never assessed his wounds or provided medical treatment.

On 9/16/15 at 11:30 AM, three caregivers stated, Resident #1 cut his wrist using pop cans. One of the 3
caregivers stated she had to "play doctor" and bandage the wound when the resident cut his wrist. All three
caregivers stated, the resident made suicidal threats, and when he was not sent out to be evaluated,
caregivers placed him on a "suicide wafch."

From 6/14/15 through 9/4/15, Resident #1 made suicidal threats and cut his wrist on 4 separate occasions.
There was no documentation the facifity nurse had assessed Resident #1 after cutting his wrist. Nor was there
documentation he had been sent out for medical treatment.

On 9/17/15 at 4:15 PM, Resident #1 stated he was serious when he made statements to harm himself. An
observation was made of the resident’s wound on his left wrist. The wound presented as a gouge that was
approximately 2 inches in length, 1 inch in width and had depth that went through the epidermis and dermis
layers of skin. There was a thick scab covering all but the center of the wound.

On 9/17/15 at 4:30 PM, Resident #1's PSR worker observed a picture of the resident's wound and stated, the




resident should have had a psychiatric evaluation, as weli as, a medical evaluation of the wound. The PSR
worker stated h‘e was not notified of the incident until 9/7/15, three days after the incident occurred.

On 9/17/15 at 5:16 PM, the facility nurse stated she received a call from a caregiver on 9/5/15, regarding
Resident #1 cutting his wrist. The nurse stated, the caregiver reporied the cut on his wrist was "not much" and
they put a Band Aid over the wound. The nurse stated she did not assess the wound based on the caregiver's

phone call.

The facility failed to provide emergency medical treatment when Resident #1 cut his wrist resulting in a wound
which was more serious than a "scratch” and failed to have a psychiatric exam conducted on Resident #1. This
failure resulted in inadequate care. :

16.03.22.520-10 Resident Rights

lll. Resident Rights

According to IDAPA 16.03.22.001.02, "the purpose of a residential care or assisted living facility in Idaho is to
provide choice, dignity and independence to residents while maintaining a safe, humane, and home-iike living
arrangement for individuals needing assistance with daily activities and personal care."

IDAPA 16.03.22.550.03.b. "Each resident has the right to be treated with dignity and respect." IDAPA
16.03.22.550.03.b.i also documents residents have, "The right to be treated in a courtecus manner by staff.”

Resident #2's record documented, she was a 21 year-old female, who was admitted to the facility, on 6/24/15,
with diagnoses that included anxiety, major depression and severe psychotic behavior.

On 9/15/15 at 3:20 PM, during the tour of the facility, Resident #2 stated around 9/8/15, the administrator
called her a "conniving little bitch,” stating she "made things up" and "nobedy in their right mind would take
her.” Resident #2 stated she was moving out of the facility into a cerfified family home. She further stated, the
administrator "cornered her in the bathroom" and it was "very scary" because the administrator was "in her
face." Resident #2 stated the incident caused her anxiety and she had an "extreme panic attack." She
additionally stated, she went to her room and locked herself in her dog's crate and told herself, "l am a bad girl.
[ am a dog.” She further stated, the assistant administrator came into her room with the mail and found her in
the dog crate. The assistant administrator asked her why she was in the dog's crate and then stated "here is
your mail" and then left her room. Additionally, Resident #2 stated the administrator was aiways disclosing
personal information about residents in front of everyone which "violates resident rights."

On 9/15/15 at 3:40 PM, Resident A stated staff could be a "poop" and were "short” with residents. Resident A
further stated the administrator "yelled down hallways" and violated rights by yelling at Resident #2, who the
administrator was having issues with, in front of others.

On 9/15/15 at 2:00 PM, Resident #1 stated the administrator was rude to others and when residents tried to
talk to her she would "walk off." The resident stated, the administrator took his pack of cigarettes away from
him for seif-harming behaviors. Resident #1 stated the administrator told him, "if [ was good, she would give
me my pack of cigarettes back.” The resident stated the administrator "held" his pack of cigarettes for 4 days.

On 9/16/15 at 11:00 AM, Resident B stated the administrator could get "real omery with me." Resident B
further stated, the administrator was "mean" and would "yell at ya." Resident B demonstrated how the
administrator yelled at pecple by shouting in a loud, harsh tone, startling everyone in the dining area. Resident
B additionally stated the administrator was not very tolerant of residents.

On 9/16/15 at 4:45 PM, the assistant administrator stated on the morning of 9/9/15 she observed Resident #2
in her dog's crate. She asked the resident why she was in the dog crate and Resident #2 replied the
administrator called her a "conceited little bitch.” The assistant administrator further stated, the administrator
wrote about the incident in her diary and the assistant stated she initialed the administrator's entry.




On 9/16/15 AT 4:55 PM, when asked why she did not fill cut an incident report regarding Resident #2's
episcde involving the dog crate, the administrator stated, "i just wrote it in my diary."

On 9/16/15 at 5:40 PM, a caregiver stated the administrator was rude to residents. She further stated, the
administrator became angry when Resident #2 spent the night at a certified family home and then stated she
wanted to move out of the facility.

On 9/17/15 at 4:40 PM, the administrator stated she spoke with Resident #2 on 9/8/15, about her wanting to
move out of the facility and into a certified family home. Further, the administrator stated she did not know
about Resident #2 being in a dog crate.

On 9/17/15 at 4:42 PM, the assistant administrator stated she observed Resident #2 in the dog crate on 9/9/15
at 9:00 AM. The assistant administrator stated she asked Resident #2 to come out of the crate and the resident
refused. The assistant administrator stated she pretended she was the resident's dog and demonstrated how
she talked to Resident #2 in a "dog voice” to come out. The assistant administrator left the room after Resident
#2 refused fo come out of the crate.

A page from the administrator's “diary," dated 9/8/15, documented a resident went to the administrator and told
her Resident #2 said the administrator called her names like "conceited little bitch.” The administrator
documented, "Of course | wouldn't do that.”

There was no other documentation in the resident's record nor was there an investigation into residents being
treated disrespectfully.

The facility did not protect residents' right to be treated with dignity and respect when the administrator used
disrespectiul phrases or "yelled" at residents, discussed residents’ personal information in front of others and
took Resident #1's pack of cigarettes away without his consent.

The facility retained Resident #1 who was a danger to himself. Additionally, the facility failed to provide
emergency medical treatment and psychiatric treatment for Resident #1. The facility also failed to protect
Resident #1, Resident #2 and two other residents’ right to be treated with dignity and respect. This had the
potential to affect 100% of the residents living in the facility. These failures resulted in inadequate care.
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Gloria Keathley, LSW

Licensure, Follow-up and Complaint investigation

Octaber 17, 2015

Administrator Signature] ) 7 77 77 200 0 g« o Date Signed <7 //X//5
NON-CORE ISSUES
= 1DAPA

03:2

1 009.06.c |One of 5 staff members did not have a State Only background check.

2 225.01 |The facility did not evaluate Resident #s 1, 2, & & 8, behaviors to identify specific behaviors.

3 225.02 |The facility did not deveiop interventions for each behavioral symptom. '

4 260.06 |The interior and exterior of the facility was not maintained in a clean, safe and orderly manner. For example, carpets were
observed worn and stained;, A broken blind was observed in a room.iX toflet that was located between 2 residents' rooms
was inoperabte:d{fliidew like substance was observed in a shower located in the bathroom near room #1¥Kitchen hand
washing sink trim around outside of the sink was chipped and needed repaired. Fhe kitchen screen door did not close
completely and was not rodent prooﬁ/f he ice machine had a black mildew like substance on the inside./ Large deep gouges |:
were observed in wallsLTrim was missing throughout the facility/Cobwebs were observed in the living room¥ The fasciaon |
the outside of the facliity needs painted,.— ' :

e 208-04—Resident#tdidnotave- o Stday-rursingassessmentin-his-record-or-available-in-the facilibe—— Mof g/:."’/ ’

6 305.03  {The facility nurse did not assess Resident #1, 5 & 7 when they had significant changes in-their heafth and mental status.
**Previously cited on 8/8/13**

7 310.04.¢ |The psychotropic medication reviews did not include behavioral updates fo residents’ physicians.

8 350.02 |The administrator did not complete an investigation and written report of each incident, complaint or allegation of abuse.
**Previously cited on 8/8/13***

9 350.04 {The administrator did not provide a written response to all complainants. ***Previously cited on 5/11/11 & 8/8/13™*

10 350.05 |The administrator did not notify Aduit Protection when an allegation of verbal abuse was made known.

11 350.07 [The facility did not report injuries of unknown origin to Licensing and Certification.

A2 A FeEO6— sormnistratesdid-ne -e-e date-each-firgrciarensactor Wi UrTTITed LAY
13 710.06  |The facility did not complete a social history for Resident #2.
14 711.01  [The behavior management tracking record did not include the date, time or effectiveness of interventions used.
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NON-CORE ISSUES
. TDAPA
-16.08.22

15 711.08.c [The facility did nct document their response to unusual eventsfincidents. ***Previously cited on 8/8/13***

16 711.08.e |There was no documented evidence the nurse was nofified when residents had changes of condition. **Previously cited on |

18/8/13***

17 711.08.f |Not all outside notes were available in residents’ records.

18 730.02 |The as-worked schedule did not document the time the nurse was at the facility.
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L."BUTCH" OTTER - GoveanoR TAMARA PRISOCK — ADMINSTRATOR
RICHARD M. ARMSTRONG — DirecToR ) DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — ProGRAM SUPERVISCR

RESIDENTIAL ASSISTED LIVING FAGILITY PROGRAM

P.0. Box 83720

Beise, Idaho 83720-0009

PHONE: 208-364-1962

FAX: 208-364-1888

October 5, 2015

Jill Williams, Administrator

Rigby Country Living-Rural Assisted Living Facilities, LLC

4202 East 300 North

Rigby, Idaho 83442

Provider TD: RC-914

Ms. Williams:

An unannounced, on-site complaint investigation was conducted at Rigby Country Living-Rural

Assisted Living Facilities, LLC between September 15, 2015 and September 18, 2015. During that
time, observations, interviews or record reviews were conducted with the following results:

Complaint # 5483
Alegation #1: The administrator did not respond to complainants in writing.

Findings: Substantiated. The facility was issued a deficiency at TDAPA 16.03.22.350.04 for not
responding to complainants in writing. The facility was required to submit evidence of resolution within

30 days.

Allegation #2: Residents did not receive appropriate therapeutic diets.

Findings: Unsubstantiated.

Allegation #3: The facility did not have behavior management plans for residents who had behaviors.
Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.225.01 and IDAPA
16.03.22.225.02 for not evaluating residents who had behaviors and for not developing interventions for
each behavior. The facility also received a deficiency at IDAPA 16.03.22.711.01 for the behavior

tracking record not including date, time or the effectiveness of the interventions used. The facility was
required to submit evidence of resolution within 30 days. :

Allegation #4: The facility did not respond in a timely manner to a resident's record request.

|
x
x
|
|
;
;
|




Jill Williams, Administrator
October 5, 2015

Findings: Unsubstantiated.

Allegation #5: The facility retained residents who were a danger to themselves.

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.152.05.¢ for
retaining residents who were a danger to themselves. The facility was required to submit a plan of
correction within 10 days.

Allegation #6: Residents were not being supervised.

Findings: Unsubstantiated. This does not mean the incident did not take place; it only means that the
allegation could not be proven,

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,

GLORIA KEATHLEY, LSW
Health Facility Surveyor
Residential Assisted Living Facility Program
GK /sc

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




IDAHO DEPARTMENT OF
HEALTH « WELFARE

C.L.“BUTCH’ OTTER — Governox TAMARA PRISOCK — AOMINISTRATOR
RICHARD M. ARMSTRONG - DirecTor DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — ProGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, [daho 83720-0009

PHONE: 208-364-1962

FAX: 208-364-1808

October 5, 2015

Jill Williams, Adminisirator

Rigby Couniry Living-Rural Assisted Living Facilities, LLC

4202 East 300 North

Rigby, Idaho 83442

Provider ID: RC-914

Ms. Williams:

An unannounced, on-site complaint investigation was conducted at Rigby Country Living-Rural Assisted Living

Facilities, LLC between September 15, 2015 and September 18, 2015, During that time, observations, interviews ot
record reviews were conducted with the following results:

Complaint # 5556
Allegation #1: The facility did not protect residents' right to be treated with dignity and respect.

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.550 for not treating residents
with dignity and respect. The facility was required to submit a plan of correction within 10 days.

Allegation #2: The facility did not report suspected abuse.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.350.05 for not reporting allegations
of verbal abuse {o Adult Protection. 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,

\

GLORIA KEATHLEY, LSW

Health Facility Surveyor

Residential Assisted Living Facility Program
GK /sc

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




HEALTH « WELFARE

C.L. "BUTCH® OTTER - GovernoR TAMARA PRISOCK — AoMiMiSTRATOR
RICHARD #4, ARMSTRONG — DirecToR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON - ProcRraAM SURERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, Idaho 83720-0009

PHONE: 208-364-1362

FAX: 208-364-1888

October 5, 2015

Jill Williams, Administrator

Rigby Country Living-Rural Assisted Living Facilities, LLC

4202 East 300 North

Rigby, Idaho 83442

Provider ID: RC-914

‘Ms. Williams:

An unannounced, on-site complaint investigation was conducted at Rigby Country Living-Rural

Assisted Living Facilities, LLC between September 15, 2015 and September 18, 2015. During that
time, observations, interviews or record reviews were conducted with the following results:

Complaint # 5671
Allegation #1: The facility has had bed bugs for the past 5 months.

Findings: Substantiated. However, the facility was not cited as they were proactive and pursued the
treatment of ridding the facility of bedbugs.

Allegation #2: The administrator did not provide a written response to the complainant,

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.350.04 for not
responding to complainants in writing. The facility was required to submit evidence of resolution within
30 days. '

Allegation #3: The facility did not keep documents signed and dated by both parties regarding personal
spending money accounts,

Findings: Unsubstantiated.
Allegation #4: The facility did not ensure residents received emergency care.

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.520 for residents
not receiving emergency medical care. The facility was required to submit a plan of correction.




Jill Williams, Administrator
October 5, 2015
Page 2 of 2

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,

” L
GLORIA KEATHLEY, LSW

Health Facility Surveyor
Residential Assisted Living Facility Program
GK /sc

c Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facili!ty Program
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HEALTH =« WELFAREFoo0d Establishment Inspection Report

Residentinl Assisted Living Facility Program, Medicaid L. & C

rect, Boise, Idaho 83705

Establishment Name Operator.

Fictees Coapdee baivin {Lodlby Covmr g l"\(\%
Address T ! )

Haoa Cawt 200 Macth

ﬂo - gff fé‘;@\‘{

Estab # EHSISUR# Tnspection time:

Travel time:

Inspeciion Type:

Risk Category:

Tollow-Up Report: OR On-Site Follow-Up:

H‘fﬂh Date:

Date:

items marked are violations of [daho’s Food Code, IDAPA 16.02.19, and requirecorrection as noted.

Critical Viglations

Noncritical Violations

# of Risk Factor l # of Retail Practice
Violations Violations

# of Repeat # of Repeat
Violations Vielations

Score ‘ SBeore

Bl =Co8erR

R T Speratire” | cos | =
TN 1. Cetification by Accredited Program; or Approved alo Y N 007 NA | 15 Proper cooking, time and lemperature {3:401) aln
- Course; or earrect responses; or compliance with Code Y N No (RN 16 Reheating for hot holging {3-403) uja
I Y N (R0} WA | 17, Cooling (3-501 [WEEm]
L e (N N g (-501)
¥ N NGO @R 18. Hot hotding (3-501) a)a
(YJN MO NA | 19, Cold Holding (3-501) a]a
N 3. Eafing, tastin ,dnnkln ; of tehacco use (2-401 - - T
f('jg > : ‘chsl! efmi} o ;Jose andmo {-401) Ell g (V“; N NO N#A | 20 Date marking and disposition {3-50%) ala
i B arge ¥os, oS - Y N NO @;" 21, Time as a public health confrel {procedures/records) alao
Eail : -4 {3-501 j
YN 5. Cloan hands, properly washed (2-301) . [ ]
6. Bare hand contact with ready-to-eaf foodsfexemption olo ; 22. Consumer advisory for raw or undercooked food
&N N NA ala
(3-301) _ ) (3-603) :
(N ala .
o 23 Pasteurized foods used, avoudance of
: X 5 SAPRIG § : i Y N @ N/A ala
N 8. Food obtained from approved source (3-101.&3-201)) (| O w rohibited foods (3-801 i
(N %. Receiving temperature / condition (3-202) a|ga - : '
Y ON (U 10. Records; shellstock tags, parasite deshiction, ) Y N @”9 2, Add!t;vesf approved, ”"ap!’""’*’d 3-207) a[d
(YA ) g ) a Y {ﬁ”) 25. Toxic substances properly identified, stored, used ‘w.l 0
e 1 il
(79N NA | 11, Fdod seqregated, separafed and protected (3:303) | 0 | O . _Confemance
(?;)N NA 12 Food confact surfaces clean and sanifized alo Y N @'2‘ . Compéiance wilhi variance an plani§ ala
o (45, 46,4-7)
C?t)N "1 13 Retumed/ reservice of food {3:306 & 3-801) ) a1 a ¥ = yes, in compliance N = no, not in compliance
i " e % N/O=not cbserved N/A = not applicable
(YN 14. Discarding / reconditioriing unsafe food {3-701) gjd 05— Corrortead onsite R Repoat siclation

XN

Lo gGrdesd

Ot agoa v
3

e Lebac
o

R
L3

(-l g
N

cos | ® cos | R cos | R

[0 | 27, Use of ice and pagiewrized eggs O 0O i O | 34 Foodcoramination a O | U} | 42 Foad ulensisfin-use Qa 3
O | 28. Water source and quantity A * aiia ;o‘g}ltlfjluipmenl for temp. a O ! O | 43 ThermometersiTes! sirips a a
3 | 9. Insedtsradentearintale | . B .| £ ] 36 Persond sleailiness | 0 | O | 44 Warewashing faclily a a
a ?&iﬁ&iﬁgw‘“’d oontacl surfases: condtnucted, O [FQ | O 9 Focdlcbelediongiion | O [ 0O | Q| 45 Wisingcleths ol
a 3:;::%2”9 inslalled; crass-oonnestion; back fiow ] lx O | O | = piatfoodcooking a O | Q| 46 Ulensd & single-service slorage a a
O | 22 Sewage and wasle waler dsposal a O | Q| 38 Thawing [ O | O} 47 Prysical fecilities a [}
[ | 3. Sirks contaminaled from slearing maintenance tools a D“‘:A L1 | 40, Toitet facilities a (1 | O | 48 specialized prosessing methods a a
{ 0 11 : ?::I:age and refuse ol ololsome ol o

BSERVATIGNS AND CORREGTIVE ACTIONS {CONTINUED ON NEXT: PAGE) : - :

Person in Charge

s R
{Signatire)

{Print)
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Date

Tnspector {Signaty

ire) .

Follow-up: Yes

{Circle One)
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