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C.L.“BUTCH" OTTER - Goveinor ‘ LESLIE M. CLEMENT - Administrator
RICHARD M. ARMSTRONG - Direclor DIVISION OF MEDICAID
Post Office Box 83720

Boise, Idaho 83720-0436

PHONE; (208) 334-6626

FAX: (208) 364-1888

January 24, 2011 CERTIFIED MAIL #: 70090820000028071583

Julie Tastad, Administrator

Creekside Inn Al Alzheimer's Community
111 Market Street Ne, Suite 200
Olympia, WA 98501

Dear Ms. Tastad:

Based on the State Licensure and Complaint Investigation survey conducted by our staff at Creekside Inn
Assisted Living Alzheimer's Community on January 13, 2011, we have determined that the facility failed to
to protect residents' rights to be free from restraints and the right to privacy.

This core issue deficiency substantially limits the capacity of Creekside Inn Assisted Living Alzheimer's
Community to fumish 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 February 27, 2011. We urge vou to begin correction itnmediately.

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

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

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

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

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

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

Return the signed and dated Plan of Comrection 1o us by February 6, 2011, and keep a copy for your
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction you
develop.



Julie Tastad, Administrator
January 24, 2011

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 (February 6, 2011). 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 February 6, 2011, 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.1daho.gov under the
heading of Forms and Informatjon.

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
February 12, 2011.

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 Creekside Inn Assisted Living Alzheimer's Community.

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

Program Supervisor

Residential Assisted Living Facility Program

Medicaid Licensing & Certification

IS/gk

Enclosure
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- We write to provide you a written Plan of ]
R 000 Im“a.‘ Comments R 000 Correction for the Cgre citations as required by
. ] . ) IDAPA 16,03.22.08. Subrission of this Plan
The following deficlencies were cited during the of Correction should not be interpreted as an
licensure, follow-up and complaint investigation admission that any of the alleged regulatory
conducted on 01/10/2011 through' 1/13/2011 at violations occurred as descrlbed in the
your assisted fiving facillty. The surveyors Department’s Statement of Deficiencies,
conducting the survey were: )
(1) Seclusion and Restraints: The
Gloria Keatnlay, LSW Depariment's Statement of Deficiencies cites
Team Coordinator the Creckside Inn for “restraining™ Residenis
Haalth Facility Surveyor #4 and #5. The Depariment alleges violation |
of IDAPA 16,03.550.10 which provides that
Karen Anderson, RN “gach resident rmnst have the right to be free
Health Facility Surveyor from,, involuntary seclusion, and any physical :
or chernical restraints,” ‘Plysical reatraint” is
Matt Hauser, QUIRP defined as “any deviee or physical force that
Health Facility Surveyor restriots the free movement of, or normal
tanctioning of, or normal rccess to a portion or
T portions of an individual’s body except for
‘ ( Survey Definitions: treatment of a medical condition,” II?APA
ofo = complained of 16.03.22.012.04,
meds = medoations Resident #5, Resident #5 was admitted to the
NSA = l)egotlated service agreement Alzheimer’s community on March 16, 2010,
pn=pamn suffering from confusion and dementia. !
Res.= Resident Resident #5 has no close family, and hashada
res = resident Guardian appointed by the courts. Long
. beforo the incidents of 9/5/10 and 10/24/10
R 008| 16,03.22.620 Prolect Residents from Inadequate | R 008 deseribed in the Statement of Deficiencies,

Care.

The agdministrator must assure that policies and

| procedures are implemented to asgsure that all

residents are free from Inadequalte cars,

This Rule Is not met as evidenced by;

Based on racord review and interview with
residents and staff, It was determined the facility
falled to protect 2 of 7 sampled residents’ right to
be fras from physicel restraints, and 1 of 7
sampled residents' right to privacy, These faflures

Resident #5 had a history of ageressiveand
abusive behaviors, Resident #5 would strike !
out physically and verbally against community
siaff. Her verbal outburst had the effect of

-ngltating other residents in the comnmunity.

The community’s staff will continue to
safeguard other resident’s healtl, safety and
well-being while dealing appropriately with
Resident #5°s intermittent behaviars.

The following corrective actlons will be
accomplished for resident/personnel;
Staft will receive additional information and

dircetion op-thy : regulglory vequirements
Col
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R 008 | Continued From page 1 R Q06 mandating that cach resident must bave the

resulted In inadequate care. The findings Include:

|. RESTRAINTS

A). IDAPA 16.03.22.012.04 defines physical
restraint as, "Any device or physical force that
restricts the free movement of, normal funclioning
of, or normal access {o a portion or portions of an
individual's body except for treatment of a
medical condifion.™

IDAPA 16.03.22.650.10 states "Each resident
must have the right 1o be free from...
-Involumary seclusion, and any physical ar
chemical restraints.”

Resident #5's record documented she was
admitted to the facility on 3/16/10, with diagnoses
which included dementia, major depression,
¢hronic neck and back paln and ostecarthrilis.

On 9/6/10 at 9:00 PM, nurse's notes documented
"Several caregivers carried resident (Resident
#5) back to her room fn a chair to get her away
from the other residenis. She became angry..."
The police and 811 (emergency services) were
called and atrived, but did not transport her.

On 10/24/10 at 9:45 AM, nurse’s nptes
documented that at 7:35 AM, Resident #5 was
"placed”, by staff, in a regular straight back chalr
and the chair was filted back with her in it and
dragged back to her room, The nurse's notes
further documenlted Resldent #5 cantinued yelling
and throwing items and was restralned in a chair
and the chair was dragged back to her room on
two separate occasions on 10/24/10. Further the
caregivers locked the oulside of the door of the
dining room to keep Resldent #5 isalated from
other residents.

medical condiflon.

should never be uaed in the

residents.

right to be fres from involuntary seclusion, and !
any physical or chemical restraints, i

Staff will also receive sdditional information |
alerting them that a “physicel restraint” is any |
devics or physical force that restricts the free '
movement of, or noxmal fanctioning of, or

normal access to a portion or portions ofan |
individual's body except for freatment of a :

Staff will be reminded that physical restraints

Staff will further be reminded that physical
redirection of the resident should be handled
with care and a minimum of physical contact,
unless there is risk of physical harm to other

The {ollowlng outines how ofliey

community. ’

afferted wil be identified;

Tesidents as well as Regiden

“phiysical restraints,

Deficiencies are not permitt

vesidenis/personnel /aress that may be

‘When this resident, or any other resident,
experiences fivhure aothursts staff will continue
to ensure the health and safery of other

Staff will take all apppoprigte action to ensure
that the combativi t and other residents
are kept safe. ring the resident

outbuest, statf will attempt to redirect the
resident without the use of physicat force or

The followlny mensures/systemic changes
fhat will ensore g_deflcient practice does
not oceur will be put lute plyce:

Staff will alzo be instructed that some of the
actions described in the Statement of

L#5.

ed.
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. On an angoing basis staff will bo trained on
R 008 Continued From page 2 R 008 using the Alztiimer‘s Assaciation®s
recommended “Positive Physical Approach”
Resldent #5's nurse's notes also documented, on with a gonl toward minimizing escalation and
10/24/1(¢ at 3:00 PV, she was told she could not other behaviors of residents with dementis.
use the phone and became angry and slammed : )
her walker against the nurse's station and the Staff will be reminded to intesact with
walls. The notes documented Resident #5 was delpentgd‘remdents Ina manner congistent with
taken back to her reom and later came back to their treining and state guidelines.
the nurse's station and apologlzed to the hurse .
for geiting upset. The notes further documented The followlng monltoring will ensure 8
Rasident #5 complained of back and hip pain and %mmw—% or and 1h
stated it was from being beat up and thrown Divector fmfmn grResi den?sgi ic“es‘“;;‘lll the
' around eariier. monitor and/or review how incidents involving
Resident #5's undated NSA, instructed caregivers Iﬁiﬁgfﬁt#jﬁﬁfi?:? i:ﬁst:giﬁfﬁ a{; ;‘,j fﬁ:ssed‘ .
to "altempt to Isolate resldent back in her room™ it attention ff;elevam staffmmnbge b
she continued fo escalate with behaviors and cammunity management y
( agitate other rasidents, '
g In addition, if the actions are found {o violate a
v On 1/10/11 at 2:49 PM, Residant #5 stated she resident’s rights, those actions will be mp:itted
had been "racked” by a staff member a few to the Department, consistent with state
times, but could not remember exactly how many seporiing requiretents,
Hmes. When asked to explain, Resident #5 said
that she was forcibly wrestled into a chalr, while The community Administrator, with the
staff "held her head and arms with great pressure assistance of the Director of Nursing/Resident
and force," She said she was dragged back to Services, will have the aboye described ]b l“
her reom in a chair. actions comploted no later than March 1, 03|%
2011,
Belween 1/10/11 and 171211, all caregivers on
duty were interviewed regarding Resident #5's e e
behaviors. Resident #4. The Deparfment’s Statement of
Deficiencies also cites the community for the
On 1/ 1/11 at 11:30, Stalf A stated she witnessed “restraint” of Resident #4, The Depariment
Resldent #5 being put info a chalr and carried to claims that the use of 2 lap tray constifutes an
her room, Staff A stated Resident #5 was upset impermissible restraint,
because sh'ers could not go l(? or get & ride to “Physical restrannt® is defined as “any device
church and "made a scene” by yelling and or physical force that restricts the free
throwing things. Staff A further stated one staff movement of, or normal fimetioing of, or
member "bear hugged” the resldent with both normal access to 2 portion or portions of an
armg, around the walst and forced her into the individual's body éxcept for treatment of &
chalr, Staff A also stated Resident #5 told her she medical condition.” IDAPA 16.03.22.012.04,
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R 008 Continued From page 3 R 008 Resident #4 has a diagnosis of “Kyphosis,”
, She is unable to walk and requires a
was very sore the next day due to being forced wheelchair, She also has extreme weakening
info the chalr. of her abdominal muscles as well and s unable
- to support herself in an wpright position. Not

On 1/11/11 at 2:30 PM, Staff B stafed she had allowlng use of the Jap fray couid result in
withessed Resident #5 heing forced Into a chair additiong] serious injury to this Resident. In
and carried back fo her room by four caregivers, addition, not allowing the use of the lap tray
at least two times, Staff B said either the second '| could have a negative impact upon Resident
or third time, the fire doors outside of Residant #4°s quality of life, Purther, the uee of the lap
#5's room were shutin an attempt to keep the tray has been recommended by the Resident’s
resident from returning to Ihe comwmon area. ARPN.
On 1/12/11 at 9:05 AM, Staif D stated Resident The following corvective actions will he
#5 was seen yelling and throwing ltems and then accomplished for resident/personnel;
being foreed into a chair by staff. Staff D further Resident #4'5 lnp tray device was modified on | i\ \\"l \\\

stated one staff put a chair behind Resident #5,
whille another staff "bear hugged" the resident
around the walst with bolh hands and pushed her
down into a chair. Foor careglvers were seen
carrying the chalr out of the area with Resldent
#5's feet dangling In the air.

On 1/12/11 at 9:15 AM, the Residential Care
Director confirmed caregivers placed Resident #35
in a chalr and carried her in the chair to room.
Additionally, she confirmead the fire doors were
closed to keep the resldent in an area by her
room. The Resldential Care Dlrector stated she
dld not know this wauld be consldered a restraint.

On 112/11 at 1:35 PM, Staff F stated Resident
#5 was forced into a chair and carried to her
room by four caregivers. Further, she stated the
caregiverg shut the door to her room and shuf the
fire doors in the hallway near her room, She
stated Resident #5 was yelling and throwing
items and hilting the nurses station with her
walker, until a caregiver ook her walker, Staff F
stated Resldent #5 was pushed Into a chair three
times that day and carrled or pushed (while tilted
back in the chair) back to her room,

01/17/11 to allow the resident to remove the
tray. She hag demonstrated the ability to
remove the tray on multiple occasions.

Under the direction of the Resident’s ARPN,
the community will continue 1o allow the use
of the lap tray on a licrited basis as a medically
necessary assistive device, but neveras a
restraint. Please see Attached statement from
the ARPN.

Thus, the use of the lap tray will be monitored
and only used during those periods when the
community's Director of Nursing/Resident
Services believes 1hat use of the lap tray is
appropriats,

Any indicetions by Resident #4 that she feels
confined or agitated will result in the removal
of the tray.

The following outlines how oflier
vesidents/personnel /oveas that may be
affected will be identified: '

Community staff will be reminded that
assistive devices, 1ike lap trays and side rails,
while supporting a resident's ability to live
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= 008 . R 00 independently (if determined medieatly
Continued From page 4 8 necessary by a physician or ARPN or PA), can
- alsg, In some circumstances, constitnte
The facllity failed to protect Resident #5's right fo “restrainis.”
be free fram any physical restraints when she
was placed in a chair against her will, and was The followlng measures/systemle changes
unable to ambulate freely. This failure resulted in that wil ensure »_deficient practice does
inadequate care. lsifatf:‘m"ll{bm’" be gutd Into place:
will be instructed to meiniain a
b] RESidEHt #4 was Edmltted to the faCIlIty on heightsnefi s.ense oi:awarcnc.ss regarding the
8/20/08, with diagnoses which included use of assistive devices that could be
Alzheimer's demenlia, ostsoarthritis with considered refraints.
compresslon fractures and severe kyphosls. The foMlowing monttoring will ensy
£ g SU1'0 A
The NSA, dated 10/1010, documented the cgfﬁ—gi%?mgﬁwgﬁ p
resident requirad assistance with transfers, could oetenihae emediobirr mivtininen
A ; ' ! o Director of Nursing/Resident Services will
stand for short periods of time with the assistanée monitor andfor revi i
] O r review how ofien Resident #4
of a caregiver. Additionally, while the resident was is using the lap tray.
< sllting 'n her wheelchair staff whare to place a lap ’
(_ tray on the wheelcharr.. ‘S_taff were fo escorf the Overso will not be sllowed, Any deficient
) resident to meals, activities and exerciss practices will be brought to the attention of
programs. relevant staff members by community
management.
On 1/10/11 at 2:30 PM, Resldent #4 was
obeerved silting in her wheelchalr with a lap tray The community Adminlstrator, with the
over the top of the wheelchair arms. The resident assfstance of the Director of Nursing/Resident
was observed sleeping on the lap tray, The lap Services, will have the above deseribed '%jo\ I W
tray was secured to the wheelchair by uss of eiions completed no later than Maveh 1 v
Velcro straps. The Velcro straps were fastaned at 2011,
the back of the wheelchalr's arm rest. The
caregiver confirmed the resident could not 2) TEIe]Jh?ne and Mail Privacy: The
release the lap tray and caregivers had to put on Department’s Statement of Deficiencics
the tray on and take it off. _ allagas_matthe :fammunity violated Resident
#5's “right to privacy.” Bpecifically, the
On 1111/11 at 9:00 AM, Resident #4 was Department aliges violation of IDAPA
observed In the activity room. She was abserved 36(313@:35\51222 which 4 rovides that “sach
sleeping with her head on the lap fray during esldent must be assured the right of privacy
! with regard to written and telephonic
approximately one hour of activity, communmications.”
On 1A1111 at 2:30 PM, staff A stated ths lap tray The D P
' ; riment’s St
prevented the resldent from falling forward out of allegese }t}l?at tlf: cjmnffﬁ;?;lgr‘;izﬁ; l:i?ems
her wheelchair. Btaff A stated, staff were to put resident from making telephone call
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R Q08| Continued From page & R 008 “infercepted mail.” What is not noted in the
Statement of Deficiencies is that Resident #5

the lap tray on whenever she was in the
wheelchair. The caregiver confirmed the resldent
would not be ahble to release the lap tray because
of the way [f was secursd, The caregiver further
stated, the lap tray was the only Iniervention used
and had no further knowledge of the facllity's {ria!
of a chair alarm or self releasing seat balk.

On 1/12/11 between 8:40 AM and 4:00 PM, three
additional caregivers confirmad Resident #4
could not release tha lap tray. They stated, the
lap tray was the only Intervention they had used
to help the resident from falling out of her
wheelchair.

On 112111 at 9:25 AM, the facility RN stated she
was nol aware that the lap tray would be
cohsldered a restraint because 1t helped the
resident not fall out of her wheelchair,

Thera were no nursing notes or assessmenis
found in the resldent's record regarding the lap
tray or if other methods were tried to prevent the
rasident from falling out of her wheelehair,

The facllity failed to protect Resldent #4's right to
be free froim any physical restralnts when she had
alap tray secured on her wheelchalr which she
tould not remove herself, This failure resulted in
inadequate care.

[l. TELEPHONE AND MAIL PRIVACY

IDAPA 16.03.22,550.02 "Privacy. Each resident
must be assured the right 1o privacy with regard
to... wrilien and telephone communlcations..,"

Resident #5's nurse's notss documentad on

The limitation on access to Ihe telephone was
implemented at the Guardian®s direction.

Under Idshe law, a Guardian hes foll power
and authority over an incapecitated person to
the same extent a parent has authority over a
child. Accordingly, just as 4 parent can make
decisions for a child that the child, or others,
may not like, a Guardian can make decisions
for an incapacitated person.

In fact, the Guardian has directed the
community to do two things. First, the
Quardian has agked that Reaident #5°5 mail be
direeted to the Guardian. The facility does not
open the Resident’s mail. Rather, the mail js
forwarded to the Guardian, who opens the
mail. The Guardian then refurns the mail to
the commumity for delivery to Resident #5.

Similarly, the Guardian has also asked the
community to limit the Resident's acoess to
the tefephone to generally two cells a day, The
limitations imposed by the Guardian are due fo
Resident #5°s behaviors. In the past, Resident
#5 has made multiple calls to strangers and’
church members, which resulted in complaints
to the Guardian, Also, Resident #5 has been
known to call the local taxi company on
several occasions, asking that cabs be
dispatched to the community. When the cab
arrives, expecting a fare, they have to be sent
away. Resident # 2en know to call
her bank 6 request banl
statements, sometimes multiple times In one
day. Becanse of problems ceuged by the
Resident’s telephene calls, the Guardian
demanded that her access to the telephone be

10/24/1D at 3:00 PM, the resident walked up to limited.
the nurse's station demanding to use the phone.
jureay of Faglily Standards
iTATE FORM oo Y1351
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R 008 | Confinued From page 6 R 004 The Department’s citation places the facility in

The nurse's notes further documented the
resident was advised by the nurss that she was
not allowed to use the phone.

On 110111 at 2:49 PM, Resident #5 stated she
was not permitted to use the phone.

On 1/11/11 at 11:30 AM, Staff A, stated when
Resident #5 requested to use the phone, she was
{old to wait until later, but later would not be
allowed.

On 1A1/11 at 2;60 PM, Staff B stafed caregivers
listened n on Resident #5's phone calls.

On 1/12/11 at 9:05 AM, Staff D stated Resident
#5 was not allowed to use the phone and the
residant's mail was opened prior to it belng
delivered to her, Additionally, Staff D stated staff
screened Resident #5's incoming calis and matl,
Further, Resident #5's family member sent a
floral arrangerment and a card with it, which were
both opened prior fo her receiving L,

On 112/11 at 9:16 AM, the Residenllal Gare
Director stated Resident #6's guardian restricted
whao the resident could speak to on the phone.
She further stated if staff needed {o find out the
phone restrictions, they would not know of the
specific restrictions unless they raad all nursing
documentafiion, The Residential Gare Director
furiher stated Resident#s's mall was opened
because IF it Involved money, the guardian did not
want her fo have it. Additionally, the Residential
Care Director stated confarences held hetween
the facllity and guardian regarding restricting
Resident #5's rights were not documented,

On /12411 at 1:35 PM, Staff F stated all of
Resldent #5's mall was always dellvered to her

4 very difficult situation. The Guardian, who
has legal avthority and control over the
Resident, is demanding that Inail be sent to the
Guardian and phone use liniited. On the other
hand, the Department is demanding full aceess .
by the Resident to those very things prohibited
by the Guardiah. Thi= places the community
in an untenable position.

The community helieves that the “right of
privacy with regards to written and telephonie
communication” is ultimately intended to
protect the Resldent from hatm. The
cormunity in this instance will do what it
belizves is in the best interest of the Resident,

The following correctlve actions will be

acooinplished for resident/personnel:
At this functure the community is strongly

advocating with the Guardian for e private
telephione to be installed in the resident’s

Conservator have agreed to move forward with
the installation of a private land line in the
resident’s apartment. The Region I Long Term
Care Ombudsman provided consuliation to
community staff, Guardian and Conservator
regarding documentation of any mia-nge of the
telephone for submission to the courts for
Teview, should the telephone necess prove to
be problematic,

As to the mail iseue, this community has nover
opened or reviewed a resident’s imail. o\ l;g
Bffective 01/25/11, the Guardian and

Conservator have agreed that a change of
address form be submitted to the post office,
listing the Conservator's post office box as ths
resident's corrent address. The Conservator, in
conjunction with the Guardian, will assure
they bring the resident’s personal mail ko her
on 4 regular basis. The Region I Long Term

uremi of F'acﬂi{y Standards
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STREET ADDRESS, CITY, STATE, ZIP CQDE
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0 (D SUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (s
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAS REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
R 008 | Gonfinued From page 7 R G08 Care Ombudsman was in agreetent that this ig
opened. She further stated staff had to ask the reasonzble Arrangement,
nurse if Resldent #5 could use the phone. Staff F L " _
further stated these requests were often denied Jho follzwine ontiines how athor baes hop othes
hecause the nurses stated they were too busy at residents/persominel /areas that may by
the time or ignored lhe request alfected will be idextified:
: On an ongoing basis, staff w(iill maks resident
} representatives aware of Tesident rights
l?;n:l:l):c?g :1 C?l:g:;]% g‘?g'r tf;?ez :g;ﬁ%’ ;;1”:1:’;2‘] implications related to telephons usage and
) il and i th fon 1
phone use" which documented authorlzation to mail and involve the Region I Lang Term Care
Ombudsman as necessary,
make fwo phone calls per day, nof ic excerd 10
minutes each, and incoming calls are The following c g
v ' ! ollowing measurss/systemic changes
permissible, but not to exceed 10 minutes each, that will ensure a_deficlent practlee deg
The Residential Care Director stated the facility not occur will be put Into place:
did not have written Instructions from the The community Administrator and Director of
gurardian priar ta 1711411, Nursing/Resident Services will review any.
‘ occurrences related to resident mail and/or
. Resldent #5's right to privacy to written and telephone usage to determine an appropriate
A telephone communicalions was viglated when the course of action, and document resolutions in
. facility systematically denied her the use of the the care plan.
phone and apened all of her mail prior to her
receiving it. This failure resulted b Inadequate The following monitaring will ensure a
care, deficlent practice does not accur: :
The community Administrator and Director o
The facility's nursing notes documented Resident Nursing/Resident Services will review, as
#5 had been put into & chair and moved to her noted above, on an ongoing basis.
roam on 6/27/10, 9/5M0, and at least two tim
on 10/2 4;?' 0 1o, n le es Resldent #5°s private telephone line was 05!“?7‘ it
) Activated on 03/03/11, A Change of Address
The facility failed to protect Resident #4 and card vas submitted to the US Postal Servico 93’]‘1’4 0

Resldent #5's rights to be free from physical
restraints when they used a lap fray that Reskient
#4 could not remove, and when they forced
Resident #5 into a chair and dragged her in the
chair to her room. These failures resulted in
inadequate care.

on 03703411,

¥
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tDAHDO DEPARTMENT OF

HEALTH « WELFARE

MEDICAID LICENSING & CERTIFICATION - RALF
P.O. Box 83720

Boise, ID 83720-0036

(208) 334-6626 fax: (208) 364-1888

| ResetForm | [

Print Form

ASSISTED LIVING
Non-Core Issues

Punch List

Facility Name Physical Address Phone Number
Creekside Inn Assisted Living Alzheimer’s Community 240 East Kathleen Ave 208-665-2444

Administrator City Zip Code
Julie Tastad Coeurd'Alene 83815

Team Leader Survey Type Survey Date
Gloria Keathley Relicensure Follow-up + Complaint 01/13/11

NON-CORE ISSUES

ltem# | RULE# | DESCRIPTION, BATE | L&C
« 16.03.22 , 4 e AU SRR RESOLVED | USE

1 009.04 One of seven staff did not have a Department criminal history background check within 21 days of hire. A-ideil sk

2 153.07 The facility did not have procedures to assure the least restrictive intervention was used to address behaviors. Q-' ;}Sffwl .

3 220.02 Resident # 6 did not have rates or level of care documented in the admission agreement to provide a reflection of the facilities charges. ;l, 9‘75//( A,L,. E
Resident #5's admission agreement was naot signed by the facility administrator or designee. ’)_/ }g’” Lyd™

4 305.02 Not all PRN medications were available at the facility as ordered. Q . }:;,//;1,

5 320,03 Five of seven resident NSAs were not signed by the resident or legal representative. Seven of seven were nat signed by the administrator. ;\,~ el ] I

6 350.02 The facility administrator or designee did not complete an investigation and written repart of findings within 30 days for each accident, ;2 . }5‘1} ;/‘)’
incident or complaint,

7. 35004 A complainant did not receive a written response from the facility within 30 days when there was a complaint about the food. A S} -

8. 35007 Licensing & Certification was not notified of reportable incidents within 24 hours. Q@S l _ ’ 3_ ) I @L . U\L/ - T

9 711.08 Care notes were not documented by caregivers. - ) {'({”ﬁf{'y"

10 711.08.c Unusual events; such as resident to resident altercations and other reportable incidents were not documnented or signed, dated by the ;__ /7/,{{ o
caregivers that provided the care and services.

Response Required Date
02/12/11

Signature of Facility Representative

Date Signed

BFS-686 March 2006
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HEALTH « WELFARE _Kgod Establishment Inspection Report

Residential Assisted Living Facility Program, Medjcaid 1. & C,

Elder Strect, Boise, Idaho 83705 208-334-6626

o

U

Date:

Pien

E‘stabiishme £ Name 1 eralo
: ’!Uﬂpﬁw’so\\ 1o TQ@“\A(
Address y Zip.
200 E oM doen {‘\\4 Ustun DY Gl oo s
/}mly t“E,stab # . %/SUR & Inspection thne: Travel time:
POSVOaE x O
nspecuoﬁ Type: Risk Category: Follow-Up Report:  OR  On-Site Follow-Up:

Date:

Ttems marked are violations of fdahoX Foed Code, IDAPA 16.02.19, and require corrcction as noted.

Critical Violations Good Retail Practices
# of Risk Factor 6{) # of Retail Practice ( \)
Violations . Violations
# of Repeat # of Repeat
iola jons . Violations
}E\; N
Score \ Score (/ \\
S ‘\./—‘

S on—s1tc remspect;on

A score greater than & Med ‘j‘:__;

- 'RISK FACTORS AND INTERVENTIONS {Idol . "de‘appllcable sections in parentheses)
The Jetter 1o the left of each Hem indic that jlem’s status al the iuspection
- Demonstration of Knowledge (2:102) - s | R oy 4,..Potentially Hazdrdous Food Time/Temperature - | cos | r
{VoON 1. Ceriification by Accredited Program or Approved alo («(W N N/O N/A | 15, Proper cooking, time and temperature {3-401) a|d
et Course; or con:'ect responses; or {:ompliance wsth Code Z‘ r)’vi N N/O N/A| 16. Reheating for hot holding {3-409) 310
| = EL Efmbloyes Health {2-201) - e :w N/O N/A| 17. Cocling {3-501) aola
YN 2 Exclus:on restriction and reporting [ Y, 7O N/A | 18. Hot Holding (3-501) a1a
(M.\j . i Good Hygienic Praclices . = . . S ;Y ' N N/O N/A| 19.Cold Holding {(3-501) Ola
YN 3 Eatmg, tasting, drinking, or tobacco use (2»401) aa YN N/O N/A| 20. Date marking and disposition {3-501) 3103
L YeAN f}.ﬂDts‘chgrg.elfrom Byes, nose apd ;nouih ;2 .4.0_1) - - a.a Y N NO fs N/A }1.ﬁme as a public health control (procedures/records) olg
‘‘‘‘‘ - i «Control of Hands as a Vehicle of Confamination- - - N2 TH8-501)
(IR 5. Ciean hands, properly washed (2-301) alo YN N/O N/AL <1 ConsurerAdvisory -
(VI ) 6. Bare hand contact with ready-to-eat foods/exemption ( ' 22 Consumer advisory for raw or undercooked food
LN (3-301) oo Yud wa (e-608) 9
WY 7. Handvwashing Faciltfes (5-208 & 6-301) a|g K - Highly Susceptible Poptations -
Lo L Approved Sources - E Y N N 'y N/ A 1 23. Pasteurized foods used, avoidance of alo
(¥ 8. Food oblained from approved sowrce (3-101 & &- 201) alg N VoA ). profibited f°°dsf,3 -801)
1.y, B 9. Regsiving terperature / condition (3-202) ] PR + Chemical - S
7 |\10. Records: shefistock lags, parasite destruction, olo (=N N/A 24, Adoiives [ approved, unapproved ‘:3 207) ald
YN ONA L required HACCP pian (3-202 & 3-203) - *'((““» 25. Toxic substances properly identified, stored, used ola
- ™ s > {7-101 through 7-301)
G : - Protéction from Contamination . : - . - —
{ XQ’N N/A | 11. Food segregated, separaied and protected {3-302) N oy, | Conformance with Approval Procedures :
Toom | 12.Food contactsuraces dean and santzed ala YN N/A ™y 26. Compliance with variance and HACCP plan (8201} |10 [ QO
PR {45, 4-6,4-7)
{ LYo 13. Returned / reservice of food (3-306 & 3-801) alg) Y = yes, in eompliance N = 1o, not in compliance
. . ; : e ) N/O = not observed N/A = not applicable
YN 14. Discarding / recondifioning unsale food [3-701} aa COSe Corrented anesite Re Repeat iolafion
=COSorR
‘;E sitlterniLocation = -2 T | Temp - HtemiLocation - . i femilocation o - Temp ¢ " Hemilocation - “Terp -
. . (P
Clrealouncon 12 QAN <l o] .
QJ(}JY\QLZZ Clhos o | 25
S
"-GOOD RETAIL PRACTICES {(X)= notin tompliance) -~ -
cos R 08 R oS R
[ |27. Use of ice and pasteurized eggs Q | O | LF |34. Food contamination O | O | {3 |42 Food ulensilsfin-use a|a
[ |28. Water source and quantity a|a|a gghgg?ipment for temp. O | O | O |43 Thermometers/Test sirips o|a
O |29, Insectsirodents/animals O | O |3 |38 Personal cleanliness O | O | O |44 Warewashing facility a|a
d g%aic;%?e'azgenon-{ood contact surfaces; constructed, | 3 | O | O |37 Foodlabeled/condiion | O | O | O [ 4. Wiping cloths a|a
a g:é‘ggﬁ"gﬂng installed; Cross-connection; back fow O | O | O |38 Plani food cooking O | @ | O |46 Utensils &single-servicestorage | O | O
[J |32 Sewsge and waste water disposal £ Q | O |39 Thawing N | Q |47, Physical facilities | |
O |33, Sinks contaminaied from cleaning maintenance toolsl | O | O | 40, Toilet facilities O | O | O |48. Specialized processingmethods | OO | O
g:sp%ggnage and refuse a a O | 49. Other ] )
- QBSERVATIONS AND CORRECTIVE ACTIONS (CONTINUED ON NEXT PAGE} S
...... . i ]
S SR S e ; — - ]
e e - T s
Pc\r\sbilj”‘rft Cha ge/(S tu}c‘.) {. .f \\ ‘(/};n{n) : T 05 K'ff' o QT.i!‘i;é\) Da{ai / o ! }
L Lo ) Voo E A T O Dy 2 Vg Follow-up: Yes
(EPNY T o dae ‘ EA YN G D N R N .
Inspect\or (Sz}m ‘ur\ \(‘-’{ (S e '(}\r{nt' A G Date' i E wed Ll {Circle One) No




IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER - Goverror LESLIE M. CLEMENT - Administrator
RICHARD M. ARMSTRONG - Director DIVISION OF MEDICAID
Pest Office Box 83720
Beise, 1daho 83720-0036
PHONE: (208) 334-6626
FAX: {208) 364-1888

January 24, 2011

Julie Tastad, Administrator

Creckside Inn Al Alzheimer's Community
111 Market Street Ne, Suite 200

Olympia, WA 98501

Dear Ms. Tastad:
An unannounced, on-site complaint investigation survey was conducted at Creekside Inn Assisted

Living Alzheimer's Community from January 10, 2011 to January 13, 2011. During that time,
observations, interviews, and record reviews were conducted with the following results:

Complaint # ID00004806
Allegation #1: A criminal history check was not conducted within 21 days of hire for an identified employee.
Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.009.04 for not having an

employee obtain a Department criminal history and background check within the required 21
days of hire. 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) 334-6626. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

Gloria Keathley™ S Nemmmmmm

Health Facility Surveyor
Residential Assisted Living Facility Program

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



