IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER - Govermoer LESLIE M. CLEMENT - Administrator
RICHARD M. ARMSTRONG - Director DIVISION OF MEDICAID
Post Office Box 83720

Boise, ldaho 83720-0036

PHONE: (208) 334-6626

FAX: (208) 364-1888

March 23, 2010 CERTIFIED MAIL #: 7005 1160 0000 1506 8394

Tina Martin, Admimstrator

Ashley Manor - Crescent, Ashley Manor LLC
421 Crescent Drive

Caldwell, ID 83605

Dear Ms. Martin:

Based on the State licensure survey conducted by our staff at Ashley Manor - Crescent, Ashley Manor LLC
on March 16, 2010, we have determined that the facility failed to protect residents from inadequate care
(failure to implement Negotiated Service Agreements).

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

You have an opportunity to make corrections and thus avoid a potential enforcement action, Correction of
this deficiency mnst be achieved by April 30, 2010, We urge yon to begin correction immediately.

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

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

' How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and what corrective action(s) will be taken?

‘ What measures will be put into place or what systemic changes will yon make to ensure that the
deficient practice does not recur?

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

' What date will the corrective action(s) be completed by?

Retumn the signed and dated Plan of Correction (o us by April 4, 2010, and keep a copy for your records.
Your license depends upon the corrections made and the evalnation of the Plan of Correction you develop.
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Tina Martin, Administrator
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You have available the opportunity to question cited deficiencies through an informal dispute resolution
process. If you disagree with the survey report findings, you may make a written request to the Supervisor of
the Residential Care Program for a Level 1 IDR meeting. The request for the meeting must be made within
ten (10) business days of receipt of the statement of deficiencies (April 4, 2010). The specific deficiencies
for which the facility asks reconsideration must be included in the written request, as well as the reason for
the request for reconsideration. The facility’s request must include sufficient information for Licensing &
Certification to determine the basis for the provider’s appeal. If your request for informal dispute resolution
is received after April 4, 2010, your request will not be granted. Your IDR request must me made in
accordance with the Informal Dispute Resolution Process. The IDR request form and the process for
submitting a complete request can be found at www.assistedliving.dhw.idaho.gov under the heading of
Forms and Information.

Please bear in mind that non-core issue deficiencies were identified on the punch lis(, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by April
15,2010.

If, at the follow-up survey, il is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities, the Department will have no alternative but (o initiate an
enforcement action against the license held by Ashley Mauor - Crescent, Ashley Manor LLC.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.
Sincerely, L—_\

JAMIE SIMPSON, MBA, QMRP

Supervisor

Residential Assisted Living Facility Program

Medicaid Licensing & Certification

JS/sm
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COMPLETED

03/16/2010

Care.

The administrator must assure that policies and
procedures are implemented to assure that all
residents are free from inadequate care.

This Rule is not met as evidenced by:

Based on observation, record review, and
interview, it was determined the facility failed to
implement the Negotiated Service Agreement for
two of three residents (#1 and #2) whose records
were reviewed. The findings include:

1. Resident #2 was admitted to the facility on
7/9/08 with diagnoses that included dementia,

During the survey on 3/15/10, the facility's

will review diets during monthly audits that
are done by the administrator and reviewed
by the Compliance team and the Regional.
On 3/29/10 a new menu system was put into
place with Grove Manu systems, The dietfcian
Diane Fager is more available to staff. On |
the meanu it is printed on the bottom changes

different diet orders, see attached examples,
The Idaho Diet Manual was printed and put
into the building on 3/30/10,

4)The new menu system was implemented on
3/29/10 and is ongoing. The audits are done

|
f
\

the regional. See attached disiplinary action
and menu examples.

following the diets ordered by the doctor, see and
attached disiplinary action, and the administrator

that are to be made to the meal to accommodate

monthly and review monthly by compllance and
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R 000 Initial Comments R 000
The following deficiency was cited during the ”.::T;' f?MCSa”SBdiElett ;;df':,ti reg;’ﬁr d.i:t,
standard survey conducted at your residential :;ﬂ ' Z h lesl enﬂf d.c ened qg'
care/asslsted living facility. The surveyors e’ and mechanical soft food in-service dons
conducting the survey were: with adminlistrator and staff. Mesting with
: Q w0 family on 3/29/10 done with nurse, regional,
. £y | and Hospice to discuss dist, Family
?ggr?\ac'zi?;?nhaigj; LSW LLj P % understands we need to follow doctors order
’ & = and family will consult with doctor about
F ’
Health Facllity Surveyor } b % swallow evaluation or other meadicat interventions
- s <« they may want to look at. Staff instructed
Rae Jean McPhillips, RN il o .
o ' ‘ o to foliow the diet order.
Health Facility Surveyor L N n See attached order change and notes from
2 a5 .
@ 2| staff and famity meetings.
%1 £ 2) Each resid
A : wd ach res{dents diet was reviewed by the
bbreviations used Lid 'S administrator. Then every NSA was updated
_ . . o <[ | to make sure the diet was correct. A meetings
NSA = Negotiated Service Agreement = i was done with staff on 3/29 to traln staff on the
‘ diets. See attached NSA pages.
R 008 16,03.22.520 Protect Residents from Inadequate | R 008 3) The administrator was disciplined for not

administrator identified that Resident #2 had 5)4/2110
difficulty with swallowing.
5 fFJ ity Standard
Bureau of Faci andards i T T ) ,
\:ﬁ,&/ -/&L\._/;—( e TITLE _ LT P Sheetos™ KB, Ifg;’- i
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
STATE FORM gess WCE1 il conltnuation sheet 1 of 6
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Resident #2's NSA, signed and dated on 1/9/10,
documented that, as of 12/22/09, the resident
was to receive a mechanical soft diet with
thickened liquids. Additionally, a note on thg NSA,
dated 3/10/10, documented foods were to be
"soft" due to diet orders.

A physician's order, dated 12/21/09, documented
the resident was to receive a mechanical soft diet
with thickened liguids. Additionally, the record
contained a "Review of Medications &
Therapeutic Diet" form, for "January 2010 -
March 2010", that was reviewed and signed by
the resident's physician on 3/1/10. The form
documented the resident was to receive a
mechanical soft diet with thickened liquids.

The 2005 ninth edition "ldaho Diet Manual"
reference manual defines, on pages 37 and 38,
that a mechanical soft diet as a diet "designed to
provide a texture modification of the regular diet
for patients with chewing or swallowing difficulty.”
"Foods to Avoid” included "...ground meat formed
in a solid patty such as a hamburger..." and "nuts
or seeds.”" The manual also documented that "all
meats should be served ground. itis
recommended to ladle sauce or gravy over
mechanically altered meats..."

During a tour of the facility, on 3/15/10, a note
taped to the inside of a kitchen cabinet door was
observed. The note documented Resident #2
was to receive a mechanical soft diet. A weekly
menu plan was observed posted on the wall. The
menu documented the noon meal was to be
hamburgers, french fries and lemon cake.

On 3/15/10 at 10:15 AM, Resident #2 was
observed sitting on a couch in the living room with
a glass of unthickened water on a table next to
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her.

On 3/15/09 at approximately 11:30 AM, a
caregiver was observed to cook hamburgers and
french fries for the residents. The caregiver
served Resident #2's meal: a hamburger patty
with sliced tomato and lettuce on a hamburger
bun, french fries, and a small piece of chocolate
cake. The resident's meal was delayed by
approximately 20 minutes while the administrator
assisted her with tojleting. When the resident
returned {o the living room the administrator
stated the hamburger was too cold to serve and
she proceeded to cook the resident another
hamburger. The administrator placed the freshly
cooked hamburger on a plate to serve the
resident.

After the second attempt to serve the resident the
inappropriate diet, the administrator was advised
by the survey team that a hamburger was not
allowed on a mechanical soft diet. The
administrator stated she thought a hamburger
was allowed if the "hamburger was thin."

On 3/15/10 at 2:50 PM, a careglver was observed
to give Resident #2 popcorn as a snack. The
resident had a "coughing” episode after she ate
some of the popcorn. When the administrator
was informed by the survey team that popcorn
was not allowed on a mechanical soft diet she
went to the resident and removed the popcorn.

On 315110 at 2:53 PM, the administrator stated
the resident had a problem with choking one to
two times a month. She stated the choking
episodes became more frequent, in December
2009, and they requested an order for a
mechanical soft diet and thickened liquids from
the resident's physician.

R 008

Bureau of Faclity Standards
STATE FORM

6899 IVCE11

Il conlinuation sheet 3¢l 8




Bureau of Facility Standards

PRINTED: 03/18/2010
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

13R714

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

03/16/2010

NAME OF PROVIDER OR SUPPLIER

ASHLEY MANOR - CRESCENT, ASHLEY MAN(

STREET ADDRESS, CITY, STATE, ZIP CODE

421 CRESCENT DRIVE
CALDWELL, 1D 83605

{X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

R 008

Continued From page 3

On 3/15/10 at 2:55 PM, a caregiver confirmed the
resident had choking episodes and added "this
month has been worse.” He stated that he would
"cut up" meats for the resident but thought she
couid eal a hamburger.

On 3/15/10 at 3:43 PM, the administrator stated a
mechanical soft diet consisted of foods that could
be "mashed with a fork." She confirmed the
resident should not have been served popecomn.
Additlonally, she stated the caregiver should have
reviewed the resident's NSA, and if that had been
done the caregiver would have known not to
serve popeorn to the resident.

On 3/16/10 at 11:30 AM, the administrator
located the facility's dietary manual. It
documented, for a mechanical soft diet, the
hamburger patty should be ground and served
with gravy. Additionally, it documented the lettuce
and tomato should be "shredded.”" The
administrator confirmed the resident's NSA was
not fully implement when they failed to provide
the resident a mechanical soft diel and thickened
liquids.

2. Resident #1 was admilted to the facility with
diagnoses of hyperlipidemia, dementia and
hypertension.

An NSA, dated 1/15/10, documented the resident
was to receive a 3,500 calorie diet per day.,

A fax to the physician, dated 2/19/10,
documented the administrator asked for a 3,500
calorie diet order change per ihe power of
attorney's request. The physician signed the
approval for the order on 2/24/10.

R 008
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The 2008 seventh edition "Nutrition & Diet
Therapy" reference manual documented on page
20 table 7, the normal diet for an inactive male
over the age of 50 as 2,000 calories.

The facllity's dietitian approved dietary manual
was reviewed and did not contain instructions for
a 3,500 calorie diet.

During a tour of the facility on 3/15/10, a note was
ohserved taped to the inside of a kitchen cabinet
door. The note documented Resident #1 was on
a 3,500 calorie diet,

On 3/15/10, on two separate occasions, the
resident was observed crying and the caregiver
handed the resident carrots which he was
observed eating.

On 3/15/10 at 12:00 PM, the resident was
observed eating a hamburger patty on a bun with
lettuce and tomato, french fries and a small
serving of chocolate cake,

On 3/16/10 at 10:00 AM, when asked how the
facility was meeting the resident's 3,500 calorie
diet, the administrator replied, "We restrict his
intake of sweets and give him carrots.” The
administrator confirmed the facllity had not
consulted other resources or a registered dietitian
for guidance on how to ensure the resident
received the increased caloric intake above the
planned meals. Further, the administrator
confirmed the resident was not being provided a
3,500 calorie diet as ordered by the physician and
outlined in the resident's NSA.

The facilily failed to implement the therapeutic
diets according to Residents' #1 and #2 NSAs.
This failure placed Resident #2 at risk for choking

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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or aspiration and Resident #1 at risk for an

insufficlent caloric Intake by not providing the

physician ordered 3,500 calorie diet. The failure

to implement the residents’ NSAs resulted in

inadequate care.

:
j

Bureau of Facility Standards
STATE FORM Baee IVCE11 If continuation sheet & of 6



IDAHO DEPARTMENT OF

MEDICAID LICENSING & CERTIFICATION - RALF
P.O. Box 83720
Baise, ID 83720-0036

ASSISTED LIVING
Non-Core Issues

HEALTH s« WELFARE (208) 334-6626 fax: {208) 364-1888 Punch List
Facility Name Physical Address Phone Number
Ashley Manor, Crescent 421 Crescent 208-454-4160
Administrator City Zip Code
Tina Martin Caldwell 83605
Team [eader Survey Type Survey Date
Donna Henscheid Relicensure 03/16/10
NON-CORE ISSUES
ftem # RULE # DESCRIPTION DATE L&C
16.03.22 RESOLVED | USE
1 310.04 The facility did not ensure Resident #2's psychotropic medications were reviewed every 6 months by the physician. Nor did 7/// 5 //o % A
the facility provide behavioral updates to Resident #3's physician for psychotropic medication review.
2 451,03 Resident #1 did not have a therapeutic diet in place to meet the physician's 3500 calorie order. 4;;/%/5//4 % A
3 455 The facility did not maintain a 7 day supply of nonperishable food items. Nor did the facility have the types of foods available to meet the 5%/5//0 %//
planned menu.
4 711.04 The facility did not document Resident #2's refusals to follow the physician's order for a mechanical soft diet with thickened liquids. EYIY, %}//
Respense Required Date Signature of FacilityRep esentatmhmm\:j) Dafe2 Signed .
SIS /0 PP a— E 16T

BFS-686 March 2006

9/04




450 West State Street, Boise, Idaho 83702  208-334.5938

- IDAHO

DEPARTMENT OF

Date,

Page
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HEALTH « WELFARE Food Establishment Inspection Report

Food Protectlon Program, Office of Epidemiology

EmeﬁP e mo;’ , J()Sf f’/i/

Operator

—

j////(/

Lt

Address

//,4/ { t S(F’//?l

O Clwel!  §30,5%

H(é? V(/

Date:

ognty Estab # EHS/SUR # Inspection lirne: Travel time:
(6]
Inspe ibn Type: Risk Category: Follow-Up Report:  OR  On-Site Follow-Up:

Drate:

Items marked are violations of Idaho's Food Code, IDAPA 16.02.19, and require correction as noted.

Critical Yiolations Good Retail Practices
# of Risk Faetlor r # of Retail Practice
Violations ‘ Violations
# of Repeat # of Repeat ;
Violations 4 Violations /
Score { Score sé

A score greater thin 3 Med
or 5 High-risk = mandatory

on-site reinspection on-site reinspection
P ! !

Ascore greatér“thén 6 Med
or 8 High-risk = mandatory

RISK FACTORS AND INTERVENTIONS (Idaho Food Code applicable sectlons in parentheses)

The lelicr to the left of each item indicates that item’s status at the inspection

Demanstration of Knowledge (2-102) cos | & P Potentlally Hazardous Food TimefTemperature  |cos| &
/Y) N 1, Certification by Accredited Program or Approved ala ¢ Y/N_N/O N/A| 15. Proper cooking, time and temperature (3-401) aja
Course; or comect respanses; of compliance with Code ¥ N CNJOIN/A | 16-Reheating for hot holding (3-401) ala
. Employee Hoalth (2-201) Y (N IN/Q N/A| 17. Cooling (3-403) . [
[¥)N 2 Excluslon, restriction and reporting Q101 [y N RONA| 1. Hol Holding (3-501) alo
- ____GoodEiyglenlc Praclices Y) N RJO N/A| 19. Cold Holding (3-501) ala
/YN 3. Efmng, tasting, drinking, or tobacco use (2401} 21d ([Y.JN N/O N7A | 20. Date marking and disposition (3-501) 0u
@ N 4. _Dls_charge ff_°__"’_ 8yes, noss a"_‘_’__m"_”‘_*_‘ .(.2.'401) S— Jd1d Y N N O’ﬁ}“"‘ 21.Time as a public health con'rol (proceduresfrecords) alo
~ Control of Hands as a Vehicle of Contamination L_} {3-501) : 1=
"YI)N 5. Clean hands, properly washed oo Y N NoONA|l " Consumer Advlsory
B. Bare hand contaet with ready-to-eat foodsfexemption - 22, Consumer advisory for raw or undercooked food
Q N (3-307) Qfu .Y)N N/ (3-603) — e
YN 7. Handwashing Faciltes (5-203 & 6-301) a2 1a Highly Susceptible Populations
j Lo 23. Pasteurized focds used, avoidance of
2 ___Approved Sources ¥ e No N " profibited oods (3801 afa
YN 8. Food obtained from approved source {3-101 & 3-204) | O | 00 . PR
Y JN 9. Recalving temperalure / condition (3-202) ala . _ emica
2 7| 10.Records: shellstock tags, parasfle destction, ] Y NONAZ 24. Additives / approved, urapproved (3-202.12} oo
Y ON{ N A, tequirec HACGP plan (3-202 & 5203 a (o v N 275 13)1)({; SUbexta]rng%? property identified, stored, used [ T
- Protoction lrom Gontamination ( c;:;lfrmance)wilh Approval Procedures
i .
Y )N N/A | 1. Food segregated, separated and protecled (3-302) aa <
NN NUA. | 12 Food contactsufaces dean and sanfzed 010 Y N (r\fil} 3| 26. Compliance with variance and HACCP plan {8201} [Q1 [
g {4-6,4-6,4-7}
‘v N 13. Returned / reservice of food {3-306 & 3-801) Qg Y = yes, In compliance N = no, nol in compliance
N : i itani R N/O =not observed N/A = not applicable
Y JN 14. Discarding / reconditioning unsafe food (3-701) aQ(a OS2 Corventad onsite Re Repoat vislatlon
=COSorR
itemiLocatiop Temp HemiLocation Tem ltemiLocation Temp Htem/Location Temp
[A 7 - o ey
/erféwa ey fatws /60 S;/Af/( AR L
GOOD RETAIL PRACTICES { = not in compliance]
cos | R s | R cos | R
3 [27. Use of ice and pasteurized eggs Q | O | O |34 Food contamination O | O | O |42 Food utensilsfin-use ala
O |28. Water source and quantity a|(o(dg ggnEg!uipment for temp. O | O | O |43. Thermometers/Test strips ala
[ |29, nsectsirodents/animals O | O | QO |36 Parsonal cleanliness O | O | O |44, Warewashing faciity Q| a
Q |3, Food and non-food conlact surfaces: constructed, || 1 | (] | 0 | 7. Food labetedicondiion | 00 | Q| O |45. Wiping clohs Qo
g g:éﬂg&?fﬂg installed; cross-connection; back flow (] 1 | O |38. Plant food cooking d O | O |46, Utensils & single-service storaga | O d
(3 |32 Sewage and wasle waler disposal W] 0 | @ [39. Thawing | B | O [47. Physical facilities Q0 Q
3 |33, Sinks contaminated from cleaning maintenance tools| 4 | L1 | CX | 40. Toilet facilities 1 B | O {48 Spedalized processing mathods | (O Qa
gljs. p(ég;l])age and refuse O a | O |49. other Q Q
; ~ OBSERVATIONS AND CORRECTIVE ACTIONS (CONTINUED ON NEXT PAGE) - )
j . ) 1 g
Person in Charse (Sigtature). 2y “7 o @t f1nve. {Acad (o Tide Dete .5 [l - £
7 0 ) N ) S/ Folllow-up: Yes
Tnspector (Signature). 77 ¢ 72/7% ,X//, ,//‘,,//,{(' ,'prrint) DJ///}(”' )%//uf:/ ¢/ Date ‘3’// /i // (e (Circle One)  ~Nevy
7 - vy R




. > IDAHO DEPARTMENT QF

A TIEALTII « WELFARE Food Establishment Inspection Report
Residential Assisied Living Facilily Program, Medicaid L & C, Page /f of 7
3232 W. Elder Street, Boise, Idaho 83705 208-334-6626 Date P {j@’f e

Fistabl t &) Operat . .
CNSh T Mo (iescdn?™ Jina M)
Address d,}/,-z/ ‘//() <rpy //

County Estab # EHS/SUR.# License Permit #

OBSERVATIONS AND CORRECTIVE ACTIONS (Contlnuatlon Sheet)

™

//"'/7 M//)r{ f;’/f//w et A e ih // iy / S r if/(///’f/a’(r e B o
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