
I D A H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. "BUTCH" OTTER- GoVERNOR 

RICHARD M. ARMSTRONG- DIRECTOR 

Aprill5, 20!3 

Victor Odiakosa, Adnllnistrator 
Wynwood at Riverplace 
73 9 East Parkcenter Boulevard 
Boise, ID 83706 

License #: RC40 l 

Dear Mr. Odiakosa: 

TAMARA PRISOCK- ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 20&-334-6626 

FAX: 20&-364-1888 

On January 22, 20!3, a state licensme/follow-up survey and complaint investigation was conducted at 
Wynwood at Riverplace. As a result 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 is accepting yom submitted plan of correction and evidence of resolution. 

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

Sincerely, 

-Jl 0u~ A- ,j[{ c Cu-~ L,_, 
M1~een A. McCarm, RN ' 
Team Leader 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

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



C.L "BUTCH" OTTER- GovERNOR 
RICHARD M. ARMSTRONG -DIRECTOR 

January 24,2013 

Victor Odiakosa 
Wynwood At Riverplace 
739 East Parkcenter Boulevard 
Boise, ID 83706 

Dear Mr. Odiakosa: 

IDA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
TAMARA PRISOCK- ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208·334·6626 

FAX: 208·364-1888 

CERTIFIED MAIL #: 7007 3020 0001 4050 8029 

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 ofWynwood 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.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 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 ooo Initial Comments 

The following deficiencies were cited during the 
Licensure, Follow-up and Complaint Investigation 
survey conducted January 14, 2013 through 
January 22, 2013 at your residential care/assisted 
living facility. The surveyors conducting the 
survey were: 

Maureen McCann, RN 
Team Leader 
Health Fac".ity Surveyor 

Donna Henscheid, LSW 
Health Facility Surveyor 

Rae Jean McPhillips, RN, BSN 
Health Facility Surveyor 

Abbreviations and Definitions: 

BG = blood glucose 
Hypoglycemia = low blood glucose level 
LPN = Licensed PraG!Ical Nurse 
MAR = medication assistance record 
NSA = negotiated service agreement 
RN = Registered Nurse 

ROOO 

R 008 16.03.22.520 Protect Residents from Inadequate R oos 
Care. 

The administrator must assure that po".cles and 
procedures are implemented to assure that all 
residents are free from lhadequate care. 

This Rule is not met as evidenced by: 
Based on observations, Interview and record 
review, it was determined the facility failed to 
provide appropriate assistance wilh insulin to 2 of 

Bureau of Facility Standards 
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3 sampled residents (#7 and #1 0) who were 
insulin dependent diabetics. Additionally, the 
facility retained 1 of 3 sampled residents {#3) 
whose pressure ulcer progressed beyond a Stage 
IL 

I. Assistance and Monitoring of Insulin 

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

On 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 presented with 
the insulin sliding scale, that had been taped to 
the Inside of a cabinet, she confirmed she was 
unable to read it. 

The October 5, 2012 through November 4, 2012, 
MARs documented Resident #7's sliding scale 
insulin dosage was changed on 10/25/12. Prior to 
the Implementation of this two-tiered sliding scale, 
the resident was on a single sliding scale that was 
applicable for breakfast, lunch, dinner and 
bedtime. The new Insulin sliding scale was: 

Breakfast and Bedtime: 

BG of 141 -190"' 3 units 
191 -240"' 5 units 
241 -290 = 7 units 
291 - 340"' 9 units 

Lunch and Dinher: 
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BG of 141- 190 = 6 units 
191 -240 = 8 units 
241-290 = 10 units 
291 - 340 = 12 units 

lhe MAR documented the following errors: 

•on 10!27, 10/28 and 10/29/12 at 8:00PM, the 
resident's 13G was 202. She received 8 units, 
when according to the "bedtime" sliding scale, 
she should have received only 5 units. 

*On 11/4/12 at 11:30 AM, the resident's BG was · 
261. She r(lcetved 6 units, when according to the 
"lunch" sliding scale she should have received 1 0 
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 11111/12 at 11:30 AM, the resident's BG was 
184. She received 3 units, when according to the 
"lunch" sliding scale, she should have received 6 
units. 

On 12/1/12 the physician changed the sliding 
scale to: 

Breakfast 

BG of 141 -190 = 3 units 
191 -240" 5 units 
241 ~ 290 = 7 units 
291 " 340 = 9 units 

if over 340 = 12 units and call nurse 

Lunch and Dinner 
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BG of 141 -190 "' 6 units 
191 -240 = 6 units 
241 - 290 " 1 o units 
291 -340" 12 units 

If over 340 = 15 units 

Bedtime 

BG of 141- 190 = 0 units 
191 -240 = 2 units 
241 -290 = 4 units 
291 - 340 = 6 units 

if over 340 = 9 units 

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

•on 12/4/12 at 7:30AM, the resident's BG was 
151. She received 7 units, when according to the 
"breakfast'' sliding' scale, she should have 
received 3 units. · 

•on 12116112 at 11:30 AM, the resident's BG was 
'277. she received 8 units, when acwrdlng to the 
"lunch" sliding scale, she should have received 10 
units. 

•on 12/25/12 at 11 :30 AM, the resident's BG was 
149. She received 3 units, when according to the 
"lunch" sliding scale, she should have received 6 
units. 

•on 12/30/12 at 11:30 AM, the resident's BG was 
153. She received 3 units, when according to the 
"lunch" sliding scale, she should have received 6 
units. 

•on 12/31112 at 11:30 AM, the resident's BG was 
184. She received 2 units, when according to the 
"lunch" sliding scale, she should have received 6 
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units. 

•on 1/4113 at 8;00 PM, the resident's BG was 
305. She received 4 Units, when according to the 
"bedtime" sliding scale, she should have received 
6 units. 

•on 1/10/13 at 7:30AM, the resident's BG was 
·136. She should not have received any Insulin 
according to tile "breakfast" sliding scale; 
however, she received 3 units. 

On 1/16/13 et 1:30PM, the facility RN stated that 
Resident #7 was legally blind and would not be 
able to see the sliding scale that was posted to 
the inside of the cabinet She staled the resident's 
physician ha(j also changed the sliding scale so 
the resident did not know the dosage of Insulin 
she was to receive, She confirmed that 
unlicensed staff told the resident what her BG 
levels were and the amount of insulin she woUld 
need to self-inject 

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

Unlicensed staff were acting outside of t11eir 
scope of practice when they interpreted the 
sliding insulin scale of an unstable dlabellc: and 
made the determination as to how many units of 
insulin she was to receive. The resident received 
the incorrect dosage of insulin on 12 occasions, 
placing her at risk for further medical 
compllc:alions. 

2. Resident #14 was a 91 year-old female who 
was admitted to the facility on 6/22/1 o with 
diagnoses that included Type II diabetes. 
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The resident's October 5, 2012 through February 
4, 2013, MARs documented she was on a fixed 
dosage of 10 units of insulin to be self-Jnjected 
prior to each meaL The MARs also documented 
staff were to hold the resident's insulin if her BG 
level was below 75. 

The MARs documented the following errors: 

·on 10/6/12 at 4:30 PM, the resident's BG was 
72, she received 10 units. 

•on 11/16/12 at 11:30AM, the resident's BGwas 
73, she received 10 units_ 

•on 1/13/13 at 11:30 AM, the resident's BG was 
67, she received 10 units. 

On 1/17/13 at2:00 PM, the RN and LPN 
reviewed Resident #14's MARs. Both confirmed 
that unlicensed staff gave thi;. resident her Insulin 
when It should have been held due to her low BG. 

From 10/6/12 untili/13/13,. unlicensed staff gave 
Resident #14 Insulin to self-inject three times 
when her BG levels were too low. When Resident 
#14 was given Insulin on those occasions by 
unlicensed staff, she was placed at risk for 
hypoglycemia which could lead to sei~ures, 
unconsciousness or death. 

II. Retention 

According to IDAPA 16.03.22.05. Policies of 
Acceptable Admissions. 

'Written descriptions of the conditions for 
admitting residents to the facility must. include: 
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... b. No resident will be admitted or retained who 
requires ongoing skilled nursing or care not within 
the legally licensed authority of the facility. Such 
residents include: 

... lx. A resident with a Stage Ill or IV pressure 
ulce( 

Resident #3 was a 94 year-old woman, who was 
admitted to the facility on 5/24/11 with diagnoses 
of peripheral neuropathy, right-sided weakness 
related to a stroke and a Slage-l! pressure ulcer 
o_n her right heel. 

NSAs, datecl9/26/12 and 12/18/12, documented 
the resident had a pressure ulcer on her right 
heel and received "skilled" dressing changes 
twice weekly from a home health agency. Further, 
the resident also received care for the wound at a 
wound clinic. 

A quarterly nursing assessment, dated 6/8/12, 
doqumented the resident had an "intact callous to 
right heel." 

· A facility progress note, dated B/20/12, 
documented Resident #3 received antibiotics to 
treat a right heel wound infection. 

Quarterly nursing assessments, dated 9/12112 
and 12/27/12, documented thE! resident had a 
pressure ulcer on the right heel and received 
treatment from a homa health agency, as· well. as 
a wound clinic. 

Wound clinic progress reports, requested by 
surveyors on 1/15/12, documented the following; 

• on 8114112 - "This patient's ulcer has been 
present for probably e or 9 months and was 
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actually by report slowly gelling batter and now 
seems worse ... Stage-Ill pressure ulcer of the 
right heel concerning for stage IV.'' The note also 
documented a ~ound culture was taken. 

• on 8/22/12 ""Stage Ill pressure ulcer of the 
right heel with concern for bony involvement 
today." The note further documented the resident 
r!O'ceived antibiotics for an infection in the wound. 

• On 8/30/12 -"Right lateral heel Stage-Ill 
pressure ulcer: overall sllghlly Improved." 

• On 9/25/12- "Right lateral heel Stage Ill 
pressure ulcer, stable." 

*On 10/23/12- "Stage Ill right lateral heel 
pressure ulcer." 

• On 11/20/12- "Stage·IV right lateral heel 
pressure ulcer with deteriorallon this visit.'' 

*on 12/20/12- "Stage-IVrightlateral heel 
pressure ulcer." 

On 1!16/13, after reviewing the wound clinic 
progress reports, reque.sted by surveyors, the 
facility nurse co~flrmect'the wound clinic 
documented the pressure ulcer had progressed 
from a Stage U to a Stage IV. The nurse further 
stated she was not aware the wound had 
progressed beyond·a Stage II. 

Between 8/14/12 and 12/20/12, the facility 
retained Resident #3 who had a pressure ulcer 
that progressed beyond what the facility was 
licensed to c<Jre for. 

The facility failed to provide appropriate 
assistance with insulin to Resident #7 and 
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Resident #14 who were Insulin dependent 
diabetics. Additionally, the facility retained 
Resident #3 whose pressure ulcer progressed 
beyond a Stage II. This resulted In Inadequate 
care. 
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IDAHO DEPARTMENT OF ftt HEALTH &WELFARE 
MEDICAID LICENSING & CERTIFICATION - RALF 
P.O. Box 83720 
Boise, ID 83720-0036 

ASSISTED LIVING 
Non-Core Issues 

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

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 January22, 2013 
--

NON-CORE ISSUES PAGE 1 OF 2 
ITEM RULE# . I·:•: ,, •.••.•.. 

# 16:03.22 
1 009.06.c 3 of 10 staff had not completed a required state police background check. 

2 250.02 Plans were not submitted to Licensing and Certification prior to a room remodel. (#218) 

3 260.06 Carpets in residents' rooms throughout the facility required cleaning. 

4 305.02 1) Resident #'s 3, 6 and 10, did not have current diet orders. 

5 305.06 

6 31 0.01.d 

7 31 0.01.f 

8 320.01 

9 320.03 

10 350.02 

Response Required Date 

February21, 2013 

BFS-686 March 2006 

2) Resident# 4's oxygen order required clarification. (Different flow rates were documented in 
different place§)_ 
The facility nurse did not complete an initial self-medicating assessment for Resident #9. 13/r., /,·.,-.;..~ 
Unlicensed assistive personnel did not notify the facility nurse when holding a resident's I-3/C.. > 'J• .. ·•.··.·•·. ;' 
medication. (Resident#2) ****Previously cited on 11/17/11**** !13ft· :c:•. 
Unlicensed assistive personnel did not observe residents take their medication during medication I :;;/l, l.~. l.i•.: 
assistance. ****Previously_ cited on 11/17/11**** -...YtJifi-J,t~ •.. ·· 

NSA's did not reflect current needs, such as: . . . f1)3Jic.j~)i ;j 
A) Res1dent #4's low bed, fall prevent1ons and the cares hosp1ce was prov1d1ng 15 .. J·:3/&j;Jk •·.·.·· ... ·.··.·.•·.•.·· .. ·.·.•.·.··.•·.·.····· 
B) Res~dent #2's AFO and geri~gloves C .. 1 1 t / •:< 
g_ Res1dent #'s 3, 6 and 1 O's d1ets. · 8;h ;J ·• · 
Resident #4's. and 9'sNSAs were not signed by all parties (administrator, resident or the 1 3 11· of . I··.·· • • 
resident's representative). V 1 u;r3~· . 
The facility administrator did not complete an investigation on all incidents, accidents and I =>/ 

1
. 

allegations of abuse. . ··- v ,t, 
Signature of Facility Representative Date Signed 

J/lZ/2or]' ~ 

9/04 



1lt IDAHO DEPARTMENT OF 

HEALTH & WELFARE 

Facility Name 
Wynwood at River Place 

Administrator 
Victor Odiakosa 
Survey Team Leader 
Maureen McCann 

NON-CORE ISSUES PAGE 2 OF 2 

MEDICAID LICENSING & CERTIFICATION- RALF 
P .0. Box 83720 
Boise, ID 83720-0036 
(208) 334-6626 fax: (208) 364-1888 

Physical Address 
739 East Parkcenter Blvd 

City 
Boise 

Survey Type 
Licensure/follow-up survey and complaint investigation 

DESCRIPTION : o, :••·········· 

ASSISTED LIVING 
Non-Core Issues 

Punch List 

Phone Number 
208-734-6062 
ZIP Code 
83706 
Survey Date 
J anuary_22, 20 13 

11 I 350.04 I The facility administrator did not respond in writing to complaints within 30 days. I 3/&(!3iA<c'"•··· ,. 

12 I 430.05 I The facility required residents to hire private caregivers to provide cares beyond the level the 
3

/ / . 
facilit was willin to rovide. b 13 

-1::1 

l-14-
15 

451 02 

I VV.VL. 

711.08 

1 1 "" ae!m+Ri&trator did not-si§n Reside; il #o s anti 9's ad;;lissiol9 B§FBBFR!ilnl 

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. 

16 725.01 The facility did not maintain an admission and discharge register. l~j1 ~j,314~,_~~ 

Response Required Date I Signature o,f Facility Representative 

February21,2013 v~ 

BFS-686 March 2006 

17J2;Jzoa 
9/04 



I , 
/ J -•-""'/ ~cA I' I 

Date __ _,1
7
' 1'--'''-l-"::J;,''-1"-;/~· .::;!'".<'--- Page __ of __ /_ 

IDAHO DEPARTMENT OF 

HEALTH & WELFAREFood Establishment Inspection Report 
Residential Assisted Living Facility Program, Medicaid L & C 
3232 W. Elder Street, Boise, Idaho 83705 
208-334-6626 Critical Violations 

#ofRiskFactor 
Violations 

Noncritical Violations 

#·ofRetailPractice ,-<.! 

Violations _ ij) 
< ;::;~ _(:; .. i ·-

~~i44'4f-.""':..,ZLL)L14!1j&'""-<:e"---+--i14.J;;.iiL<C....,:,.d;¥""-''.L:.==-------;Il ,Jj,,f.Jl,ope\!t-·' #of Repeat 
Violations 

Person in 

Violations 

Inspection time: Travel time: Score Score 

)!Q-llowcUp Report OR On-Site Follow-Up: AscOr:e;&'liP~¢dhf!r1 M:!'d 
or5:Ji~h:'l'i~~'~ntaniJ!ItqtJ_ 
t:!fH:;:ikxeirJsp_eq~qp: 

· -J:+_ ScJ)·¥~Iffea~, !Qaj) J?-~a __ -_ 
ot8·Hi$1>-ti~~ql•~<1atilry 
_-40~~~~<¥!tJ-Pp~-j)Jl_ .. 

Date: Date: 

Q Q 

Q Q 

Y = ye_f\, in compliance N =no, not in compliance 
N/0 =not observed N/A =not applicable 
COS= Corrected on"site R= Repeat violation 

=COS orR 



C.L "BUTCH" OTTER- GoVERNOR 

RICHARD M. ARMSTRONG- DIRECTOR 

January 24, 2013 

I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
TAMARA PR!SOCK- ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-334-6626 

FAX: 208-364-1888 

Victor Odiakosa, Administrator 
Wynwood At Riverplace 
739 East Parkcenter Boulevard 
Boise, ID 83 706 

Dear Mr. Odiakosa: 

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: 

Findings #1: 

Allegation #2: 

Findings #2: 

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

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. 

Residents were not observed to take their medications when assisted by 
unlicensed assistive personnel. 

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.310.0l.f, 
for not observing residents when they took their medications. The facility was 
required to submit evidence of resolution within 30 days. 



Victor Odiakosa, Adn:rinistrator 
January 24, 2013 
Page2 of2 

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 list 
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, 

42-r cw~~/10/ ~ 
Maureen McCann, RN ~ 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

MC/rjm 

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


