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C.L. *"BUTCH" OTTER — GOVERNCR TAMARA PRISOCK — ADMINISTRATOR
RICHARD M. ARMSTRONG - DIRECTOR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — ProcRaM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.Q. Box 83720

Boise, ldaho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1888

April 15, 2013

Victor Odiakosa, Administrator
Wynwood at Riverplace

739 East Parkcenter Boulevard
Boise, ID 83706

License #: RC401

Dear Mr. Odiakosa:

On January 22, 2013, a state licensure/follow-up survey and complaint investigation was conducted at
Wynwood at Riverplace. As aresult of that survey, deficient practices were found. The deficiencies

were cited at the following level(s):

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

* Non-core issues, which are described on the Punch List, and for which you have submitted
evidence of resolution.

This office 1s accepting your submitted plan of correction and evidence of resolution.

Should you have questions, please contact Maureen A. McCann, RN, Health Facility Surveyor,
Residential Assisted Living Facility Program, at (208) 334-6626.

Sincerely,

\/f oA /a/féu__, a

Maureen A. McCann, RN

Team Leader

Health Facility Surveyor

Residential Assisted Living Facility Program

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

Wynwood At Riverplace

739 Hast Parkcenter Boulevard
Boise, ID 83706

Dear Mr. Odiakosa:

Based on the Complaint Investig.,state Licensure conducted by our staff at Wynwood At Riverplace on
January 22, 2013, we have determined that the facility failed to

This core issue deficiency substantially limits the capacity of Wynwood At Riverplace 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 March 8, 2013. We urge you 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/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.c., 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 Correction to us by February 6, 2013, and keep a copy for your
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction you
develop. ‘
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R 000 Initial Comments R 000
The following deficlencles were cited during the
Licensure, Follow-up and Complaint Investigation
survey conducted January 14, 2013 through
January 22, 2013 at your residential carefassisted -
living facility. The surveyors conducting the
survey were:
Maureen McCann, RN
Team Leader
Health Facllity Survayor
Donna Henscheid, LSW
Health Facility Surveyor
Rae Jean McPhillips, RN, BSN
Health Facllity Surveyor
Abbreviatlang and Definitions;
B = bleod glucose
Hypoglycemia = lpw blood glucose level
LPN = Licensad Pracilcal Nurse
MAR = medlcatlon assistance record
NZA = negotiatad service agreement
RN = Registared Nurse
R 008| 16.03.22.520 Protect Resldents from Inadequate | R 008 | Ex e MU N @CL%Q '
Cara. ’ .
The administralor must assure that pollcles and f
procedures are implemenied to assura lhat all
restdents are free from Inadeduale care.
This Rule is not met as evidenced by:
Basad on observations, interview and racord
raview, it was determined the facility failed to ;
provide approprlate assistance with insulin to 2 of |
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3 sampled residents (#7 and #10) who were
insulin dependent diabetics. Additionally, the
facility retained 1 of 3 sampled residenis {#3)
whose pressure ulcer progressed beyond a Stage
i

l. Assistance and Monitoring of Insulin

1. Resident #7 was an 84 year-old female who
was admitted to tha facility on 5/27/10 with
diagnoses that included insulin dependent Type ||
diabetes and glaucoma,

0On 1/16/13 at 12:20 PM, the resident stated she
was legally blind and that unlicensed staff told her
what her blood glucose levels were and how
much insulin she needed, She stated she was
able to dial her insulin pen to the dosage she was
told and then inject herself. When presentad with
the insulin sliding scale, that had been taped to
the inslde of a cabinet, she confiimed she was
unable to read it.

The October 5, 2012 through November 4, 2012,
MARs documented Resident #7's sliding scale
insulin dosage was changad on 10/25M2. Prior to
fhe Implementation of this two-tlered sliding scale,
the resident was on a single sliding scals that was
applicable for breakfast, lunch, dinner and
bedtime. The naw Inzulin sliding scale was:

' Breakfast and Bediime:

BG of 141 -180= 3 units
181 - 240 = 5 unils
241 -280= 7 unifs
291 -340= Quplis

Lunch ang Dinner:
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R 008 | Continued Fram page 2 R 008 C. m UO\ \ o\ [Q\e moe
BG of 141 -190= 6 units
14 _ & unil QJ%\ oV ol NS
181 - 240 = 8 unils
241 - 290 = 10 units wi{e mmmﬁcvg
291 - 340 = 12 units
%‘:ﬁ%nm% or

The MAR dacumented the following errors:

*On 10/27, 10/28 and 10/29/12 at 8:00 PM, the
resident's BG was 202. She received 8 units,
when according to the "bedfime” sliding scale,
she should have received only 5 units.

*On 11/4/12 at 11:30 AM, the resident's BG was
261. She racelved 6 units, when according fo the
"lunch" sliding scale she should have received 10

units.

The November 5, 2012 through December 4,
2012 MARs, documented the resident’s sliding
scale remained the same and documented the
following error.

*On 111112 al 1130 AM, the resident's BG was
184, She received 3 units, when according fo the
" unch" sliding scale, she should have recelvad 6
unifls.

On 12M112 the physmran changed the sliding
scale to:

Breakfast

BG of 141 - 190 = 3 unils
101 -240= & units
241 -200= 7 units
291 - 340 = 9 units
if over 340 = 12 units and call nurse

Lunch and Dinner
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BG of 141 - 180 & (nits
191 - 240 = 8 units

241 - 290 =10 units

201 - 340 = 12 units

If over 340 = 15 unils

o

Bediime

BG of 141 -180 = D units
191 - 240 = 2 units

241 -290 = 4 unifs

201 - 340 = 6 uniis

if over 340 = 9 unifs

The December 5, 2012 through February 4, 2013
MARs documented the following errors.

*On 12/4/12 at 7:30 AM, the resident's BG was
154, She recelved 7 units, when according fo the
"wraakfast' stiding scale, she should have
recelved 3 units.

*On 12/16/12 at 11:30 AM, tha resident’s BG was
277. She received 8 units, when according to the

"lunch" sliding scale, she should have received 10
units.

*(On 12/25M12 at 11:30 AM, the resident's BG was
149, She recelved 3 units, when according te the
"lunch" sliding scale, she shauld have received 6
upits.

*0On 1230/12 at 11:30 AM, the resident's BG was
153. Shea recelved 3 units, when according to the
"lunch® shiding scale, she should have received 6

units.

+0n 12/31112 at 11:30 AM, the resident’s BG was
184. She recelved 2 units, when accarding to the
"lunch" sliding scale, she should have raceived &

R 0D&
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*On 1/4/13 al 8;00 PM, the resident’s BG was
305. Bhe recelved 4 units, when according to the
"bedtime"” sliding scale, she should have received
B units.

*On- 110413 at 7:30 AM, the resldent's BG was
136. She should not have recsived any Insulin
according to the "breakfast” sliding scale;
however, she raceived 3 units.

On 1/16/13 at 1:30 PM, the facility RN stated that
Resident #7 was legally blind and would not be
able to see the sliding scale that was posted fo
the inside of the cabinet. She stated the resident's
physician had also changed the sliding scale so
the resldent did not know the dosags of insulin
she was o recelve, She confirmed that
unficensed staff told the resident what her BG
levels were and the amount of insulin she waould
need to self-inject.

On 1/17/13 at 2:00 PM, the RN and LPN
reviewed Resident#7's MARs. Both confirmed

_| the resident had received incorrect insulin

dosages.

Unlicensed staff wera acting outside of their
scaope of practice when they interpreted the
siiding insulin scale of an unstabls diabetic and
made the defermination as to how many units of
insulin she was to recelva. The resident racsived
the incorrect dosage of insulin on 12 accasions,
placing her at risk for furthar medical
complications,

2. Resident #14 was a 91 year-old female who
was admitted to the facility on 6/22/10 with
diagnoses that included Type Il diabetes.
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The resident's Ocltohar 5, 2012 through February
4 2013, MARs documented sha was on a fixed

- dosage of 10 units of insulin to be self-injected

prior {o each mesl. The MARs also documentsd
staff werg to hold the resldanpt's insulin if her BG
level was below 75.

The MARs documented the following errors:

*On 10/6/12 at 4:30 KFM, the resident's BG was
72, she received 10 unifs.

*On 11716712 at 11:30 AM, the resident's BG was
73, she received 10 unils.

*0On 1/13/13 at 11:30 AM, the resident's BG was
87, she recalved 10 unifs,

Cn 11713 at 2:00 PM, the RN and LPN
reviewed Resident #14's MARs. Both confirmed
that unticensed staff gave the resident her Insulin
when it should have been held dug to her low BG.

Frota 10/6/12 until 1/13/13, unlicensed staff gave
Resident #14 Insulin te self-inject three times
when her BG levals were teo low. When Resident
714 was giver Insulin on those ogeasions by
unlicensed staff, she was placed at risk for
hypoglycemia which could lead to sejzures,
uniconsclousness or death.

Il. Retention

According to IDAPA 16.03.22.05, Policies of
Acceptable Admissions. '

"Written descriptions of the conditions for
admitling residents fo the facility must include:

WYNWOOD AT RIVERPLAGE BOISE, ID B3706
xd) 1o SUMMARY STATEMENT OF DEFICIENGIES [1h] PROVIDER'S FLAN OF GORREGTION (X5)
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‘ u!cer"

{ A facility progress note, dated B/20/12,

....r. N resldent will be admitted or retained who
raguires ongolng skilled nursing or care not within
the legally licensed authority of the facility. Such
residents include:

I, A resident with a Stage il or IV pressure

Resident #3 was a 84 year-old woman, who was
admifted to the facility on 5/24/11 with diagnoses
of peripheral neurepathy, right-sided weakness
refated to & stroke and a Stage -l pressure ulcer
on her right heel.

NSAs, dated 9/26/12 and 12/18/12, documented
the resident had a pressure ulcer on her right
heel and received "skilled” dressing changes
fwice weekly from a home health agency. Further,
the resident also recelved care for the wound ata

wound ¢linic.

A quarterly nursing assessment, dated 6/8/12,
documented the resident had an “intact callous to
Hght heel”

documentad Resident #3 recelved antiblotics to
treat a right heel wound infection.

Quarterly nursing assessments, dated 9/12/12 .
and 12/27/12, documented the resident had a
pressura ulcer on the right heel and received
treatment from & home health agency, as well as
a wound clinic.

Wound elinie progress reports, requested by
surveyors on 171512, documented the foliowing;

* On 8/14/12 - "This patient's ulcer has besn
present for probably 8 or @ months and was
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actually hy report slowly getting better and now
seems worse... Stage-lll pressure ulcer of the
right heel conceming for stage IV." The note also
documented a wound culture was taken.

* On 8/22/12 - "Stage 1l pressure uUlcer of the

right hael with concern for bany involvement
today." Tha note further documented the resident
received antibiotics for an infection in the wound.

* On B/30/12 - "Right lateral heel Stage-ll
pressure pcer: overalf slightly Improved.”

* On 8/25/12 - "Right lateral heel Stage Il|
pressure ulcer, stable." ' -

*On 10/23/12 - "Stage 1l right latera hael
pressure ulcer.”

* On 11/20/12 - "Stage-IV right lateral heel
pressure ulcer with deterioration this visit."

*On 1242012 - "Stage-1V right lateral heel
pressure ulcer.”

On 1/16/13, after reviewing the wound clinic
progress reports, requested by surveyors, the
facility nurse confirmed the wotnd clinic
documented the pressure ulcer had progressed
from a Stage [l to a Stages IV. Tha nurse further
stated she was not aware the wound had

‘progressed beyond-a Stage I,

Between 8/14/12 and 12/20/12, the facility
retained Resident #3 who had a pressure ulcar
that progressed beyond what the Tacility was
licensed fo care for.

The facility failed to provide appropriate
assistance with insulin to Resident #7 and
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Resident #14 who were Insulin dependent
dizhetics. Additionally, the facility retained

care.

Resldent #3 whose pressure ulcer progressed
beyond a Stage II. This resuited in Inadequate

Pt of |
1 e
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ASSISTED LIVING

B 'DAHO DEPARTMENT GF MEDICAID LICENSING & CERTIFICATION - RALF
P.O. Box 83720 -
l HEALTH « WELFARE Boise, ID 83720-0036 Non-Core lSSU?S
(208) 334-6626  fax: (208) 364-1888 Punch List
Facility Name Physical Address Phone Number
Wynwood at River Place 739 East Parkcenter Blvd 208-734-6062
Administrator City ZIP Code
Victor Odiakosa Boise 83706
Survey Team Leader Survey Type Survey Date
Maureen McCann Licensure/follow-up survey and complaint investigation | January 22, 2013

NON CORE ISSUES PAGE1 OF 2

1 009 06 c 3 .of 10 staff had not completed a reqwred state pollce background check

2 250.02 Plans were not submitted to Licensing and Certification prior to a room remodel. (#218) 3/2,;/@;

3 260.06 Carpets in residents’ rooms throughout the facility required cleaning. 5’/(9/}3 m

4 305.02 1) Resident #'s 3, 6 and 10, did not have current diet orders. /) 3/@/,51}
2) Resident # 4’s oxygen order required clarification. (Different flow rates were documented in . fu
different places) 3 3 o124

5 305.06 The facility nurse did not complete an initial self-medicating assessment for Resident #9. S/L /’;f

6 310.01d Unlicensed assistive personnel did not notify the facility nurse when holding a resident’s ../ s
medication. (Resident #2) ****Previously cited on 11/17/11**** > C'/Bﬁ'&i,_

7 310.01.f Unlicensed assistive personnel did not observe residents take their medication during medication 3/@/3
assistance. ¥**Praviously cited on 11/17/11**** s

8 320.01 NSA’s did not reflect current needs, such as: )3&} ”
A) Resident #4’s low bed, fall preventions and the cares hospice was providing y: 3’)& 3
B) Resident #2's AFO and geri-gloves f el
C) Resident #s 3, 6 and 10's diets. C) 3l fy2,,.]

9 320.03 Resident #4's and 9's NSAs were not signed by all parties (admlnlstrator resident or the 3//8/
resident’'s representative). /51,%

10 | 350.02 The facility administrator did not complete an investigation on all incidents, accidents and / P
allegations of abuse. =1 -L/ 8;;,5_,__..

Response Required Date

February 21, 2013

Slgnature of Facility Representative

Date Signed

/22205
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ASSISTED LIVING
Non-Core Issues
Punch List

Facility Name Physical Address Phone Number
Wynwood at River Place 739 East Parkcenter Blvd 208-734-6062
Administrator City ZIP Code
Victor Odiakosa Boise 83706

Survey Team Leader Survey Type Survey Date

Maureen McCann

Licensure/follow-up survey and complaint investigation

January 22, 2013

NON-CORE.ISSUES PAGE 2 OF 2

The facility administrator did not respond in writing to complaints within 30 days.

12 | 430.05 The facility required residents to hire private caregivers to provide cares beyond the level the

5 :
15 | 711.08 Caregivers did not document notes regarding the cares they provided to residents, such as
delegated nursing tasks, residents’ refusals of cares or notifications to the facility nurse.

18 | 725.01 The facility did not maintain an admission and discharge register.

3[1'%‘!'3) Ui

Response Required Date Signature of Facility Representative

February 21, 2013

Date Signed

)22/20,;
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IDAHO DEPARTMENT OF

HEALTH « WELFAREFgod Establishment Inspection Report

Residential Assisted Living Facility Program, Medicaid L. & C
3232 W. Elder Street, Boige, Idaho 83705

208-334-6626 . Critical Violations Noncritical Viglations
# of Risk Eactor g | #of Retail Practice .
Violations & | Vielstions A
}Elﬁtabhslment N}me —— Oper (:-r ; - - P 1 1 _tar
o 2 7 v %50 e ; g e ]
z!._r_f:é}ms o Pr A ff‘i o.w* /’C:f“ %1 E - 4’?‘?/ £ f s 5; ; &%‘5 lep ) ?,‘5 i_oflRﬁpea[
. i 6 o Violaticing
?{v’ ﬁrﬁfﬁf e jg;‘%wﬂ | _ ] i tolations ) iolations
Cmm(,}r, ; Estab # ‘ E.Hb/SUR# Tnspection time: Travel time: Seare ,}1’ Seore
i AR T f g‘ﬁr"" 3 A
fnspecnon Typé: l lesl“i“@ategpry: = | Fellow-Up Repoit: CR Oﬁ-Siie Foliow-Up:
- Date: Date:
Ttems marked are violations.of Ideho s Food Code; IDAPA.16.02.19; and requilre correctivn as noted.

Applieahie SeCHow;
The letter to the left of each item ndicates that item’s status at'the inspection.
&) E 00 Ll COS R
;fif”“g N 1. Ceriification by Accredited Fragram; or Approved alao {YIN WO N 15, Propercooking, fime and temperature (3-401) ala
A Courss; or comrect respenses; or compliance with Code YNNG NA, | 16. Reheating for hof halding (3-403) alo
! e Y N NIQJ NA:| 17 Cooling (3-501) ala
B . -
Y/ N 2. Exclusion, restriction and reparting [ {Y‘}‘-N NIO WA | 18, Hot hoiding (3-501) alo
S : YN NO N/A | 19 Colé Holding {3:501) alao
ﬂ(‘» N 3, Eafing, tasting, drinking; or tobaceo use (2-401) ajd g&aN NO N | 20. Date'marking and disposition (3:501) W
&I N 4. Discharge fro “nasé-and mouth (2-4071) alo = —— - —— - .
] e - ST - v N NO {MN{‘G-‘»# 2;.51t']|;ne a6 & public health control {proceduresirecords) alo
I N 5. Clean hands, properly washed {2-30%) a)14a
{i’.}N ?3 el.aazr; higmnd coritact with ready- to—eatfoodslexemptmn o i /f\‘,»:}N N/A 2§.Géonsumerathsawforraw er.undercooked food al o i
YN 7. Handwashing facilifies (5:203 & 6-801) a1 e iy
" ) 73. PasteUrzed foods used, aveidance of
. : O YAN N0 NA o ata
/YN 8. Food obtained from approved:source (3-101:4 3-201) (4 | 1) L rohibited foods (3-801 i
(YN 9. Receiving temperature /-condition (3-202) 104 - o : ,
“Y N KA 10. Records; shellstock tags, parasite destruction, alial: Y W WA / 24 Addrm\res i.approved,_unapprovgﬂ (3-2,07) d1a
T raquited HACCP plan {3-202 & 3-208 - OL«}N 2;-1Lt;><tlﬁ.sub;tf;n§§§-praperl\f.ldentlﬁed, stored. used | 41 5
~ [hrougn -
{';1:' N NA. | 11. Food segregated s,epéieited andprotected £3-302) [ O { O it 2 b 1o
»{( A | 2 Food contact suifaces dlean and sanftized gl o Y N NA 2. Compllanaemh‘tvanance and HAGGP plang-201y [ O} O
b’ (45, 46,47
DLAN 13. Returned ! raservice of foad {3-306 & 3-801) ol a ¥ = yervin compliance M.=ne; not.in compliance
N 14. Discarding/ reconditiening (nsafe food (3707 | LI O ng;j_gfr e e gﬁg&gﬁﬁf
] B =Cos ork

s3] R 1o} e o8 K
O | 27 Use of ise snd pactirzed eggs A A | Q| 34 Food corlamination [N ] | O | 42 Facd terisléin-lse ad a
0 | 28..Waer souros and quartity’ a | gégg‘mgmem fortemp. | O | B3] 43 ThermometersiTest ditpe, a a
O | 26 insed strodentelanimals. 3 O § O | 3. Persora ¢leanlingss 4 ]} L) | 44 Werewashing Tacity | W}
o ﬁaizc};?eazgenon-mad cofidot Sufages comiucted, Q.| O Q| 37 Food labeledcondtion | O | Q| 45 wiping cloths a |
] gzéirﬂlﬂm stalled; oroassonnectio; Lack flow [ | O | OO | 3. Plent food caioking a O | 4| 46 Ulencil asingle-servcs dorage d [ |
3 | 32-3ewage andwaste water disposal [ | E] ) | 29 Thawing W | QO | @ | 47 Physical fasiities A Qa
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C.L. “BUTCH" OTTER — GoverncR TAMARA PRISQCK - ADMINISTRATOR
RICHARD M, ARMSTRONG ~ DIREGTOR DiVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PRoGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.C. Box 83720

Boise, Idaho 83720-0008

PHONE: 208-334-6626

FAX; 208-364-1888

January 24, 2013

Victor Odiakosa, Administrator
Wynwood At Riverplace

739 East Parkcenter Boulevard
Boise, [D 83706

Dear Mr. Qdiakosa:

An unannounced, on-site complaint investigation survey was conducted at Wynwood At Riverplace
from January 14, 2013, to January 22, 2013. During that time, observations, interviews or record
reviews were conducted with the following results:

Complaint # ID00005736

Allegation #1: Residents who required a medication that had to be given on an empty stomach,
were awakened as eatly as 5:00 AM.

Findings #1: Substantiated. However, the facility was not cited as they acted appropriately by
identifying the problem prior to the survey. The facility adjusted the medication
time to later in the morning for residents who did not want to be awakened
earlier.

Allegation #2: Residents were not observed to take their medications when assisted by
unlicensed assistive personnel.

Findings #2: Substantiated. The facility was issued a deficiency at TDAPA 16.03.22.310.01.f,
for not observing residents when they took their medications. The facility was
required to submit evidence of resolution within 30 days.




Victor Odiakosa, Administrator
January 24, 2013
Page 2 of 2

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, on 01/22/2013. The completed punch hist
form and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be
submitted to this office within thirty (30) days from the exit date.

~ 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, ‘

Maureen McCann, RN 3451/
Health Facility Surveyor

Residential Assisted Living Facility Program

MC/tjm

c: .T amie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program



