|DAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. “BUTCH” OTTER - GovernoR DIVISION OF LICENSING & CERTIFICATION
RICHARD M. ARMSTRCNG -~ DirecTor £.0. Box 83720
Boise, [daho 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

October 1, 2012

Administrator

Huckleberry Ret Homes

135 North Baldy Mountain Road
Sandpoint, ID 83864

Dear Administrator:
On June 29, 2012, a State Licensure survey was conducted at Huckleberry Retirement Homes LLC - II.

This office is accepting the additional information you have submitted to resolve the remaining ten (10) non-core
issue deficiencies.

Please continue to monitor the facility’s compliance with the Rules for Residential Care or Assisted Living
Facilities, and pay special attention to the issue identified on the core deficiency and non-core deficiencies,

Should you have any questions, please contact Karen Anderson, Health Facility Surveyor, Residential Care
Assisted Living Facility Program, at (208) 334-6626.

Sincerely,

‘ch\g,ﬂ Andors.om, @

Karen Anderson, RN

Team Leader, Health Facility Surveyor
Residential Assisted Living Facility Program

Ka/stp

¢ Janie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. “BUTCH® OTTER — GoverHOR DIVISION OF LICENSING & CERTIFICATION
RICHARD M. ARMSTRONG — DrecTorR . P.0. Box 83720
Boise, 1daho §3720-0009

PHONE 208-334-6626

FAX 208-64-1888

September 5, 2012

Administrator

Huckleberry Ret Homes - 11

135 North Baldy Mountain Road
Sandpoint, I} 83864

License #: RC-614
Dear Admlmstrator

On June 29, 2012, a State Llcensure survey was conducted at Huckleberry Retirement Homes LLC - II. As a result of
that survey, deficient practices were found. The deficiencies were cited at the following levels:

¢  Core issues, which are described on the Statement of Deficiencies, and for which you have submiited 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 your submitted plan of correction. However, additionat information for evidence of resolution
is still needed to resolve the non-core deficiencies. Listed below are the items that need evidence of resolution
faxed/mailed to me to verify they have been corrected.

#4: Who is onsite to ensure safe and adequate care.

#5: Please fax a copy of a behavior management plan for a remdent with behaviors.

#6: Include interventions for behaviors and whether or not the interventions are effective.
#11: Updates to the physician for residents receiving psychotropic medications.

#12 & #13: A copy of a resident's updated NSA, including administrator's signature.

#14: Staff communication note/fax etc. to RN/administrator regarding incidents/accidents,
#15: Administrator's completion of incident/accident investigation,

#21: Caregiver's notes signed and dated by staff member writing the note.

#23: A outside provider notes for a resident receiving outside agency services.

Should you have questions, please contact Karen Anderson, Health Fac:hty Surveyor, Residential Assisted lemg
Facility Program, at (208) 334-6626.

Sincerely,

Gz ‘(\F\U\WS/D!’? | (L\A
Karen Anderson, RN
Team Leader, Health Facility Surveyor
Residential Assisted Living Facility Program

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




|IDAHO DEPARTMENT OF

HEALTH &« WELFARE

G.L. "BUTCH’ OTTER - GoveRnoR JUDY A. CORDENIZ — ADMINISTRATOR

RICHARD M. ARMSTRONG - DirecTer LICENSING AND CERTIFICATION
P.0. Box 83720

Boise, {daho 83720-0009
PHONE 208-164-6626
FAX 208-364-1888

Angust 20, 2012

CERTIFIED MATIL: 7007 3020 0001 4050 7855

Monica Howard

Huckleberry Retirement Homes LLC — 11
1408 Ponderosa Drive

Sandpoint, ID 83864

Dear Ms. Howard:

Enclosed are the corrected letter and the corrected Statement of Deficiencies, as well as a copy of
your Non-Core Issues Punch List, for your survey of June 29, 2012,

We have not yet received a response from you to the core deficiency or evidence of resolution
for the non-core punch list deficiencies for that survey, which were due by July 30, 2012.

Please submit your Plan of Correction and Evidence of Resolution to our office immediately.

If you have questions, or if we can be of further assistance, please call the Licensmg and Survey
Agency at (208) 334-6626.

Sincerely, .
Qﬁ{ Mr%/;ﬂwaézﬂ /M

JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program

KA/tfp

Enclosures




IDAHO DEPARTMENT OF

HEALTH « WELFARE

JUDY A. CORDENIZ — ApMsTRATOR
LICENSING AND CERTIFICATION
P.0. Box 83720

Boise, [daha 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

C.L. "BUTCH" OTTER - GovernoR
RIGHARD M, ARMSTRONG - Birector

July 16, 2012 CERTIFIED MAIL #:7007 3020 0001 4050 7800

Monica Howard

Huckleberry Retirement Homes LLC - 11
1408 Ponderosa Drive

Sandpoint, ID 83864

Dear Ms, Howard:

Based on the State Licensure conducted by our staff at Huckleberry Retirement Homes LLC - Il on June 29,
2012, we have determined that the facility did not coordinate wound care for residents that had wounds.

This core issue deficiency substantially limits the capacity of Huckleberry Retirement Homes LLC - 1 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 13, 2012. We urge you to begin correction immediafely.

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 actions 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 actions 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 actions be monitored and how often will monitoring oceur 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 actions be completed by?

Return the signed and dated Plan of Correction to us by July 30, 2012, and keep a copy for your recoids.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop.

In accordance with Informational Letter #2002-16 INFORMAL DISPUTE RESOLUTION (IDR)
PROCESS, you have available the opportunity to question cited deficiencies through an informal dispute




Monica Howard
July 16, 2012
Page 2 of 2

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 | IDR meeting, The request for the meeting must be
made within ten (10) business days of receipt of the statement of deficiencies. See the IDR policy and
directions on our website at www.assistedliving.dhw.idaho.gov. If your request for informal dispute
resolution is not received within the appropriate time-frame, your request will not be granted..

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
evidence of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submiited to this office by

July 29, 2012.

Also, be aware that any variance allowing the administrator to serve over other facilities is revoked as
of the date of the exit conference. The facility must now employ a single, licensed administrator who is
not serving as administrator over any other facilities. Failure to do so within thirty (30) days of the
date of the exit conference will result in a core issue deficiency.

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 in Idaho, the Department will have no alternative but to initiate an
enforcement action against the license held by Huckleberry Retirement Homes LLC - 11.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626 and
ask for the RALF program,

Sincerely,

- JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program
Medicaid Licensing & Certification

JS/ka
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DEFICIENCY?

HUCKLEBERRY RETIREMENT HOMES LLC - i

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

(X4) ID
PREFX |
TAG |

R 000% Initial Comments R Qo0

|

! The following core deficiency was cited during the
[ Licensure and foillow-up survey conducted on

- 08/28/2012 through 06/29/2012 at your residential
! carefassisted living facility. The surveyors

i conducting the survey were: :
i

' Karen Anderson, RN

' Team Coordinator

i Health Facility Surveyor

i
| Donna Henscheid, LW
Heailth Facility Surveyor

Survey Definitions:

ADLs = acfivities of dally living
eschar = thick, leathery, necrotic tissue
L =left
NSA = Megotiated Service Agreement ,
pt= patient ]
R008] 16.03.22.520 Protect Residents from nadequate | R 008
Care.

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

This Rule is not met as evidenced by:

Based on cbservation, record review and
interview, the facility failed to provide coordination
of care for 2 of 5 sampled residents (Resident #2
and #3). The findings include:

Coardination of Care

1. Resident #2 was admilted to the facility on
4/13/12, with diagnoses including congestive

(X8} DATE
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heart failure.

Ari NSA, dated 6/12/12, documented the resident

required moderate to extensive assistance with
maobiiity.

As of 6/29/12, there were no documented care
notes in Resident #2's record from caregivers.
Nor were there notes from the nurse to instruct
caregiver's on what preventive measures should
have been impiemented o prevent skin
breakdown.

On 6/28/12 at 5:00 AM, Resident #2 was
observed sitling in a recliner. Both jower legs

were observed lo have bruises. The rgsident's left

lower leg was extremely red and swollen.

On 6/28/12 at 8.05 AM, the house manager, who
was an unficensed caregiver, stated Resident #2

had a small sore on her hettom that he had
cavered with a duoderm dressing. He stated he
had not infarimed the nurse or the administrator
about the wound because it was so small.

QOn 6/28/12 at 10:50 AM, the house manager
assisted Restdent #2 fror the recliner o the
wheelchair and into the bathreom. Resident #2
gried out in pain during the transfers and stated,
"it qurts so much” and pointed to her lower back.
The rasident was observed to have two wounds
on her buttocks, The wound on her right buttock

had a duoderm dressing that covered the wound. -

The wound on the left butiock was observed to
have open skin, and the exposed underlying

tissue was red. The house manager removed the

ducderm dressing from the right buttock and the
wound was observed to be open and bleeding.
The house manager called the facility nurse to
come to the facility to assess Resident #2's
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wounds. The house manager stated, the resident
did not have anything for pain except for
"Tylenol."

On 6/28/12 at 2:30 PM, a caregiver who works
the night shift stated, "[Resident #2's name] legs -
were weeping fluids last night during my shift, it
happens frequently.” The caregiver further stated,
"The nurse should have know about the sore on
the resident's bottom, because she has had it a
few weeks."

On 6/28/12 at 2:45 PM, the facility nurse stated,
"I'm not sure how long the resident has had the
wounds, | was just informed today." The nurse
further stated, she was not aware the house
manager made the decision to use a duoderm
dressing nor did she have knowledge where he
obtained the duoderm dressing. The nurse
additionally stated, staff should have called me
about the resident's skin breakdown. She
additionally stated, the house manager informed
her yesterday about the large amount of fluid
weeping from Resident #2's legs.

On 6/28/12 at 4:18 PM, the nurse assessed
Resident #2's wounds on her buttocks. She
stated both wounds were Stage il pressure
ulcers, and both could easily develop to "Stage
IH" pressure ulcers. The nurse faxed the
physician and requested home health for the
resident’s wounds.

On 6/28/12 at 4:30 PM, the administrator stated
she was not aware of Resident #2's wounds or
that she was having a lot of drainage from her
legs. She stated, "l haven't been here because
we are short staffed at the other facility.”

The facility did not coordinate nursing services to
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREELX {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
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R 008% Continued From page 3

| ensure Resident #2 received appropriate wound
i care,

|

2. Resident #3 was admitted to the facility on
¢ 5/20/10, with diagnoses including Huntington's
Chorea disease.

On B/28/12 at 9:15 AM, Resident #3 was .
observed laying in bed; she communicated by
yelling out sounds as she trisd to spsak.

An NSA, dated 2/28/11 documented the resident
reguired staff to provide extensive assistance for
all ADL cares related to her diagnosis.

- A physiclan's wound evaluation, dated 5/30/12,
decumented "About 6 weeks ago, [Resident #3's]
mother applied microwave warm pads to the feet.

pt developed a sore on the end of her L great toe.
This hecams a black s¢ab..." The evaluation
further dacumented, the waund had not improved
during the last couple of weeks and was “full
thickness" tissue loss after the debridement. The
evaluation concluded that there was "a possibility
! that the bone may develap ar has an infection.”

A fax was sent to the facility on 5/30/12, from a
physical therapis{, which dogumented, Resident
#3 had a "Left Great Toe Ulceration" and had

| been in for wound debridement of eschar. A note
was included for the facility to "Pleese Do Not

i Change the Bandage." The note furthar directed
caregivers {o only give the resident a "shower an
Friday morning, if at all untii 6/1/12."

There were no care notes found in the resident's
: record regarding the care of the wound after the
debridement. Neither was there evidence the

facllity nurse was aware of the wound so that the

This developed a burn wound. Three waeks ago, |
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facility nurse was aware of the wound so that the
nurse could follow up and monitor the condition of
the wound.

On 6/28/12 at 1:15 PM, a caregiver stated
Resident #3 had something aon her toe but her
mother was taking care of it.

On 6/28/12 at 2:45 PM, the nurse stated, "All |
know about the resident’s ioe is what | was told
by the house manager." She stated, "l was told
she received a burn to her toe and the doctor was
doing the treatment, and the wound was

.improving bi-weekly."

On 6/28/12 at 2:55 PM, the house manager
stated all the treatment notes and paper work
were at the hospital.

There was no documentation found in Resident
#2 or Resident #3's record to describe the status
of their wounds. Further, there was no evidence
the facility nurse was providing oversight to
ensure Resident #2 and #3's wounds were
improving.

Resident #2 developed two Stage i pressure
ulcers and the facility had not coordinated care to
ensure she received appropriate wound care.

Resident #3 received a burn to her left toe and
the facility did not ensure the resident received
treatment until 6 weeks after the burn. For 42
days, Resident #3 was not evaluated to
determine if the wound was improving bi-weekly.

The facility did nof coordinate wound care for
Resident #2 and Resident #3 which resuited in
inadequate care.
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tDAHO DEPARTMENT OF

HEALTH « WELFARE

MEDICAID LICENSING & CERTIFICATION - RALF

P.O. Box 83720
Boise, ID 83720-0036
(208) 334-6626 fax: (208) 364-1888

[ ResetForm | [ PrntForm |
ASSISTED LIVING
Non-Core Issues

Punch List

Facility Name

Physical Address

Phone Number

Huckteberry Retirement Homes LLC |§ 1408 Ponderosa Drive 208 225-7248
Administrator City Zip Code
Monica Howard Sandpoint 83864
Team Leader Survey Type Survey Date
Karen Anderson Licensure and Follow-up 06/29/12
NON-COR
: D SCRIPTIO
1 009.06.c. %;0\8;2 erﬁployees did not have a completed state Police baékground check.
2 152.05.b.ii Six of 9 Residents had bed rails attached to their beds.
3 210 The facility did not provide an on-going activity program. **nreviously cited on 8/1 2’#09“*
4 215.02 The administrator was not on-site sufficiently to provide for safe and adequate care of the residents.
5 22501 a-g The facility did not evaluate behaviors and develop a plan. ***previously cited on 8/1 2}/09*‘"
6 225.02 a-c The facility did not develop interventions for behaviors. ***mreviously cited on 8/1 2}/09*’“*
7 250,10 Hot water temperatures exceeded 120 degrees,
8 250.15 The facility's call system could not be accessed by residents.
9 260.06 Weeds accurmnulated in backyard, wood 2x4 boards were place around uneven patio blocks creating a trip hazard. Room #4 had a foul
odor noted. The carpet throughout the facility was worn and dirty.  ***previously cited on 8/1 2,8’/09*“
10 300.01 The facility RN did not assess residents upon admission to delegate medications and treatments, Resident #2 was admitted on 4/13/12
with multiple medical problems and was not assessed by the RN until 5/7/12. Resident #5 was admitted 5/25/12 and had not been assessed
by the RN.
1 31004.e The facility did not provide behavioral updates to the physician for residents receiving psychotropic medications.
12 320.03 The administrator did not sign NSAs, S st Iz PeEg
Response Reguired Date T}atgre of Facility Répresentative ‘& o~ Date 7igned —
07/29/12 \ “&\ ‘ \D@ W d \&\\{\\S}(«ﬁ{ }\( (94 I { 2
9/04

BFS-686 March 2006



MEDICAID LICENSING & CERTIFICATION - RAi.F ASS!STED L‘VE NG

IJDAHD DEPARTMENT OF P.O. Box 83720

HFEALTH « WELFARE Boise, ID 83720-0036

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

Non-Core Issues
Punch List

“Faciity Name Physical Address Phone Number

Huckleberry Retirement Homes LLC I 1408 Ponderosa Drive 208 225-7248

Administrator City Zip Code

Monica Howard Sandpoint 83864

Team Leader Survey Type Survey Date

Karen Anderson Licensure and Follow-up 06/25/12
NON-CORE ISSUES

13 320.08 Three of 5 sampled ;esidents NSAs were not updated to reflect their current need;. wepreviously cited on 8/1 2#/09*** %@g !

14 350 The administrator was not notified of all accidents and incidents, & &/ }ooe
15 350.02 The administrator did not complete an investigation of accidents/incidents within 30 days. G Q'Q; f! ye

16 35007 The facility did not report tc? Licensing and Certification all reportable incidents, "ff } =/ .
17 455 The facility did not maintain a 7 day supply of non-perishable foods. 1 & j -
18 630.03 Two of 4 employees did not have developmental disabil‘ity training. Y f < o
i9 640 Four of 4 employees did hot have evidence of 8 hours of continuing education training. I~ j j
20 711.01 The facility did not track behaviors and the interventions used. *previously cited on 8/12*09“* S ] =
21 71108 There were no care notes since May 2012. **previously cited on 8/1 2,‘/09**‘ < ,@5 ; js
22 711.08.e Caregivers did not document the facility RN was notified of residerjt's physical or mental changes. & [ £/ =
23 711.08.f Care notes were not available from outside providers. _ C;\ QS } o
24 725.01 The facility's admission & discharge register was not kept current, —( Q@b - [\_O l aq \ l ’;}\ LT‘\ LBy ™

: ~ =

LRe,s:pt:mse Required Date

07/29/12

BY¥5-686 March 2004

Date Syned
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» IDAHO DEPARTMENT OF

1 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 Noncritical Violations
#of Risk Factor # of Retail Practice /
jolati #
Estf Fihment Namo / r Operator // / Violations _[__ Violations L
—H L,ig K!fhfnjf /\f’ wremeeeed AL Moidtger, Folidid #f of Repeat 4 ft of Repeat /@/
/‘/fg /6” (4")’(;‘5(\- /)}/ . Violations £~ Violalions
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