IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. *BUTCH" GTTER - Governor LESLIE M. CLEMENT - Administrator
RICHARD M. ARMSTRONG - Direclor DIVISION OF MEDICAID
Posl Office Box 83720

Bolse, Idaho §3720-0036

PHONE: (208} 334-6626

FAX: (208} 364-1888

June 24, 2010 CERTIFIED MAIL #: 7005 1160 0000 1506 8530

Kayleen Parke, Administrator
Downey Care Center LLC

P.O. Box 344
Downey, ID 83234 L

Dear Ms. Parke:

Based on the state relicensure survey conducted by our staff at Downey Care Center LLC on June 21,
2010, we have determined that the facility failed to provide a safe living environinent for a resident who
was at risk for elopement.

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

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction
of this deficiency must be achieved by August 5,2010. We urge youn to begin correction

immediately.

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

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

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

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

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

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



Kayleen Parke, Administrator
June 24, 2010
Page 2 of 2

Retumn the signed and dated Plan of Correction to us by July 7, 2010, and keep a copy for your records.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you
develop.

You have available the opportunity to question cited deficiencies through an Informal Dispute
Resolution (IDR) process. If you disagree with the survey report findings, you may make a written
request to the Supervisor of the Residential Assisted Living 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 (July 7, 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 IDR is received after July 7, 2010, your request will not be
granted. Your request must ni¢ made in accordance with the IDR 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 list, 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 July 21, 2010.

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

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

JAMIE SIMPSON, MBA, QMRP

Supervisor

Residential Assisted Living Facility Program

JS/sm

Euclosures
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R 000 Initial Gomments R 000
' The following deficlency was cited during the
" standard survey conducted at vaur resldential
" carefassistad living facility. The surveyors

conducting the survey were: |

! Donna Henscheid, LSW ,
i Team Coordinator |
: Health Facility Surveyor . i
] Y 4 Correction for R 008 |
* Maureen McCann, RN July 6, 2010 i
* Health Facliity Surveyor !
‘ . . . |
© Abbreviations: 1L What corrective actions{s) wiil be
| accomplished for those specific .
' NSA = Negotiated Service Agreement Residents, personnel, and arcas i
i RN = Registered Nurse found to have heen affected by the |
' deficient practice? \

R 008] 16.08.22.520 Protect Residents from Inadequate
| Care. |

R oos a)Staff will continue the practice of
Re-directing the resldent as needed
h)Staff will provide stand-by assistance

|
: !
i The adminlstrator must assure that policies and i I g
! procedures are implemented ta assure thatall | to the resident with wandering |

I residents are free from inadequate care. or elopement tendencies as muc
f! as possible and will notify the |
: - Administrator. !
: This Rule is not met as evidenced by: e . R i
Based on observation, record reviswyand , c) Continuing education will be glu{en
. Interview it was determined the facilty did not | To each staff member on proper|
| provide a safe living anviranment to 1 of 4 l Techniques needed to provide
I| sampled residents (Reslden_t #4) who was at risk assistance and redirection to the
: for elopement. Tha lindings inciude: resident demonstrating wandering
' . tendencies. Documentation will
1' Qn 6/16/10 at 3:15 PM, 1he fecilify was observed Iso be covered in the cont. ed :
" to have two sels of double doors leading into the also be o : ) "
: front entrance. A lack release button was located d)Continuing education willbe |
Provide to each staff member |

: Inside the first set of doors. Once the lock release !
! bulton was pushed, it allowed the second set of Related to the beginning signs

| doors to open and an ajarm to sound insida the Of the resident with wandering |
| facility. The bufiding had two long wings, one Or elopement tendencies. |
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R 108 | Conlinued From page 1
1

' facing east and ane facing west. There were exits

. on each wing and the north side of the bullding.

: The eastexit had a locked door with a key pad to

| release the lock. The west exit had double doors

. with a doerbell-lype alarm that sounded when the |

. door was opaned. A mesh "Stop” sign was also i

; abserved across the right side of the double ;
doors. The north exit had a ramp approximatety |

- 12 to 15 feet long that led lo dauble doers. A

¢ motlon detector was chserved on the celling

- above the entrance to the ramp. A mesh "Stop"
sign was cbserved across the right side of the

, doulzte doors. i

| On 6/17/10 at 12:16 PM, the north exit door was

i opened by a surveyor. Afler walking by the

i motion detector two or three times, the alarm was
| noted to sound. Mo staff were observed to check
. who had set off the alarm.

i Resident#4 was admitted to the Facility on 7/7/08,
* with diagnoses including dementia.

| An NSA, dated 11/21/09, documented under the

! behavior section, "...does forget on oceation [sic). :
; Slaff assisis with reminders with Jlems such as

i meal time, come to aclivilies, eto." Thera was ng

| documentation of the resident exhibited

! wandaring behaviors.

]

. &n "Incident Report.” dale 3/15/10, documented

! Resident #4 eloped out the back door (north exit)

. and was found walking down the sireetby a

| community member. The commurnify member i
i called the facility to let thein knovw she was out. A |
. staff member “ran" down the street 1o bring the

. resldent back to the facility. The nurses

| instruction on the report documented, "Keep

| {Resident #4's name] close to staff as much as |
. possible, it's o.k. if she stays in the common room :

2. 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?
a) Thru the dementia training
staff will understand and
be able to assistin identifying
beginning behaviors in residents
that may be related to dementia,
and the reporting of any cut
of the ordinary behaviors to
the facility R.N.
b) Dementia training is given
twice a year by our facility R.N.
Qur next Dementia Training
Is scheduled for October 2010. !
c) All staff have been asked to i
take the online Dementia ;
class and have it completed 4
by July 31, 201D i
d) Scheduling of Peak alarm to !
install mag locks on the ‘
north double doors. |
This will increase security i
to the building and for the |
residents, i
|
i

i
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|
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I

‘ as gncouraged. Stalf reparts they will try to keep
: her close to them. One staff assigned at all

tlmes

| A“Monthly Nursing Assessment,” dated 6/4/10,
I decumented the resident "tends to wander but
| can be redirgcted.”

: "Resident Notes" documented the following:

*2H18M0 - Resident was "vary busy walking the
* halls, organizing her room. Voices her opinion
. about going home."

*318/10 - "See incident report on [Resident #4's
I name] ‘walk'.”

; "4/6/10 - The resldent "walks and walks and

[ waiks" and is 2 "pleasant [iitle lady when she has
} things lo keep her busy.”

i

‘5!21!10 The resident was "very restless” and
‘concerned about going home” from 10:00 Ph lo
, | 5:30 AM.

* “5/25/10 - The resident had *paced and worried
: for the (ast two nights." She was “wailing for her
' kids to come take her homne."

i *6/15110 - Resident #4 was "very agitated today

. and yssterday. She went outside trying o leave
multiple times. She's worried her famlly doasn't

_ know where sha is, among other things. She

" seems to have calmed down a fittle bit but

- condinues lo try to leave.”

: On G6AT7M10 at 8:80 AM, a randbm resident stated
" Resident #4 "got out the back ramp. She went by |
! my window and [caregiver's name] went out to
| gether. She wasn't gone very long.”

make to ensure that the deficient

practice does not recur?

a) We reviewed at staff meeting on | 1

our June 237 meeting, that when!
the staff hear the door bell (a!am“b
the staff are to visibly acknowledge
who is entering & leaving the buiiding.
b) Peak alarm was contactedon |
June 18t%, 2010 to schedulca }
Time to come to Downey Care Center
Give Ideas and putin a bid for the]
instillation of new mag locks for |
the north donble doors. !

c) A representative from Peak Alargn
came tp the Care Center on June 22nd
2010 and completed an assez,smcnt
of the double doors, l‘

d) A bid was faxed to Downey Care!
Center on Thursday, June 24, 2010
Peak Alarm is able to schedule to]
Come to the facility the week of |
July 64, 2010 to install the new '

mag locks.
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NAME OF PROVIDER ORt SUPPLIER

STREET ADDRESS, CITY, STATE, 2IF CODE
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DOWRNEY CARE CENTER LLC DOWNEY, ID $3234
X410 | SUVIARY STATEMENY OF DEFICIENCIES o PROVIDER'S PLAN OF BORREGTION T @,
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE | CONFLETE
TAG HEGULAYORY OR L5G IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED YO THE APPROPRIATE } DATE
‘ ; QEFICIENCY) 1
R 008 . Continued From pags 3 R 008 4. How will the cotrective action(s) be ' T
maonitored and how often will monitoring
. On 67110 at 10:456 AM, a caregiver stated occur to ensure that the deficient
E Resident #4 "got outside” on 6/15/10. The practice will not recur (i.e“ what 3
! careglver stated the resideni had also “gotten quallty assurance program will be put
- out® of the facility twa days prior to /15, because into place)? E
. the front daor was "proppad open.” The caregiver o L
" stated slaff were instructed Lo have ane caregiver a) Staff will check on the resident io
! stay around the kitchen/common area fo keep an concern, every 1_5 m‘“_“te& while |
! aye on Resident #4. She stated that was not i awake and 30 min while sleeping
: “always possible” because the other residents until the new mag locks are installed.
required assistance. She stated when staff were b) Staff will document on the check off
- in the rooms at the far end of the wings, the list every 15 minutes/30 min at night,
: alarms could not be heard. that the resident checks have been:done.
On6/17/40 at 12:30 PM, two random residents | ) If additional help is requived, the |
' were observed talking about going for a watk and | administrator, or another staff
 taking Resident #4 with them. Laughing, one of member will come in and provide |
i the random residents said, " bet she would like one-on-one assistance with the
me to take her for a wak." : resident of concern.
: . ) d) The above was put Into action !
 On 6/18/10 at 8:30 AM, the facilly RN stated she l immediately |
! was unaware Resident #4 had wandered out of ) : {
j the building since the incident on 3/15/10. She | Chart documentation started i
! stated, "If | had known, | would have pushed | July 6, 2010. I
 [administrator's name] to put an alarm on that : ,
+ deor.” She further stated, in March she had g 5. Any future incident resulting resident
! discussed with the owner/administrator getting ) safety, will be reported to the State |
. key pad alarms on the deors without them. ! “Hot Line”, within twenty-for hours of
; o o
| On 6/18/10 at 9:10 Ald, the administrator stated | g‘;tt]:e g‘:;gg:;;*ﬁfﬁ:g;“ﬂg”amr{
! gha had discussed installing a second set of gnee. '
: doors, like iha ones on ihe front, on both wings of i
the bullding. The administrator did not state what :
i plans they had for the north exit. She stated the ;
: resident had not had a desire to go outside and !
} the "Stop" signs had been wiorking until now. !
11 On 6/21/10 at 10:50 AM, another caregiver :
| stated, "She has got out befare, Tha first fime | i
| got her back in because | had seen her. | noticed ‘
Burgau of Fadiity Slandards
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06/21/2019

NAE OF PAGVYDER OR SUPPLIER

DOWNEY CARE GENTER LLC DOWINEY, 1D 8373

4

} STREET AUDRESS, {ITY, STATE, ZF CODE
i 35§ EAST CENTER

o . SUMHARY STATEMGHT OF DEFICIENGIES i ®
{EACH DEFIC'ENTY MUST 8E FRECEDED BY FULL FREFX

| prEAX
| TAG REGULATORY OA LSC IDENTIFYRO HFORMAT.OH) [ FAG

PRCVDER'S PLAH OF CORRECTON ! [xh)
(EACH CORRECTIVE ACTION SHQULD B2 . COMPLETE
CROSSREFEREXNCED TC THE APPROPRIATE - DATE
CEFICIENCY) |

. ]
0 ]
RO08" Conlinuad From page 4 | RO08
i they put her on another med and she has calmed f
I * denwn.” \
. i
: On 9719107, the facility was cited at IDAPA, !
i 250.14 for not providing a secure interor i
envirenmant for residenls with dermenta, The i
! i facility’s evidence of resolullon inciuded *chacking
! ' into & secunly system that has a key pad
i However, on 31640, with the current system In
l place, Reskient #4 elopad from the faciity and on
! b ether accaslons got owtske unsuparnvised.
: Tha fagility failed to protect Resident #4 from
: " polential harn by rol providing a safe fiving
! ! environmenl, This failure resufted [n inadedquate
o ! care,

(Refer to #1-5 of plan ofcorrectlons}

pages 1-4
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