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Sheila Qetting, Administrator
Bridge At Post Falls

515 North Garden Plaza Court
Post Falls, 1D 83854

Dear Ms. Oetting:

Based on the licensure/follow-up survey and complaint investigation conducted by our staff at Post Falls
Retirement LLC - DBA - The Bridge at Post Falls on September 2, 2011, we have determined that the
facility admitted and retained a resident with a history of wandering and aggressive behaviors, for whom the
facility did not have the capacity, capability and servicies to provide appropriate care. Additionally, the
facility did not develope behavioral management plans for for a resident who displayed behaviors.

This core issue deficiency substantially limits the capacity of Post Falls Retirement LLC - DBA - The Bridge
at Post Falls 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 October 17,2011, We urge vou 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?



Sheila Oetting, Administrator
September 8, 2011

Return the signed and dated Plan of Correction to us by September 21, 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.

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 I IDR meeting, The request for the meeting must be made within
ten (10) business days of receipt of the statement of deficiencies (September 21, 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 September 21, 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.idaho.gov under the
heading of Forms and Information.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by October
2,2011.

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 Post Falls Retirement LLC - DBA - The Bridge at Post Falls.

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

Sincerely,

Mo lftnn, £5

JAMIE SIMPSON, MBA, QMRP

Program Supervisor

Residential Assisted Living Facility Program
Medicaid Licensing & Certification

JS/mmc

Enclosure
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October 3, 2011

Sheila Oetting, Administrator
Bridge at Post Falls

515 North Garden Plaza Court
Post Falls, ID 83854

License #: RC-976
Dear Ms. Oetting:

On September 2, 2011, a Licensure\follow-up Survey and Complaint Investigation was conducted at
Post Falls Retirement LLC - DBA - The Bridge at Post Falls. 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
submifted 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 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,

Team Leader

Health Facility Surveyor
Residential Assisted Living Facility Program
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The following deficierncy was cited during the
licensureffollow-up survey and compiaint
investigation conducted on 08/25/11 through Please note that Resident #f1 maved from G- 1 b- 1t
972/11 at your residential care/assisted living The Bridge on September 9, 2011, This
facility. The surveyors conducting the survey 'was & decision made by the family of
were: Resident #1.
Maureen McCann, RN 16.03,22.520 Protect Residents from
Team Leader Inzdequate Care
Health Facility Surveyor ‘ Adminisivator and RN have been
talking to and reeducating staff regarding
Donna Henscheid, LSW appropriate documentation and notification
Health Facility Surveyor of concemning beliaviors such as wandering
and aggression, A mandatory all staff
Gloria Keathlay, LSW meeting has also been scheduled for Friday,
Health Fagility Surveyor September 23, 2011 in which these
concerns will be reiterated, The forras
titled “Behavior Management Plan” and
BM = Bowel Movement “Behavior Management Tracking” are also
Eve = Evening being introduced to staff at these fimes and
MD = Medical Doctor have been implemented for existing
Med = Medication behaviors.
Min = Minufe
NW = Northwest 16.03.22.152.05.d - “A. resident will not be
PJ = Pajama admitted or retalned who has physical,
PRN = As Needed emational, or social needs that are not
RN = Registered nurse compatible wiih the ather residents in the
Res = Resident facility.”
RX = Prescription An addendum has been added to
SW = Southwest our initial assessment that inchides
behaviors that could be of concern. Please
R 008] 16.03.22.5620 Protect Residents from Inadequate | R 008 sec attached. This will assist in proventing
Care, future issues of this kind upon admittance.
Staff has been and will contimie to
‘The administrator must assure ihat policies and be reeducated on appropriate
‘procedures are implemented to assure that ail doc“mematmﬂ by RN making sure to note
residents are free from inadequate care, continued
—
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Based on observation, record review and
interview, the facliity admitted and retained 1 of 1
sampled residents (#1) with a history of
wandering and agressive behaviors, for whom the
facility did not have the capability, capacity and
services to provide appropriate care. Additionally,
the facility did not develop behavioral

management plans to address behaviors of 1 of 3|-

sampled residents (#1), who demonstrated

‘behaviors. The facility utilized behavioral

madifying medications as & first resort in an
attempt fo control the resident's behaviors, The
finding include:

IDAPA 16.03/22.152.05.d - "A resident will not be
admitted or retained who has physical, emotional,
or social needs that are not compatible with the
other residents in the facility.”

IDAPA 16.03.22.310.04.2 - "Psychotropic or
behavior modifying medication intervention must
ot be the first resort to address behaviors, The
facilty must attempt non-drug interventions to
assist and redirect the resident's behavior.”

On 8/24/11 at 3:10 PM, the facility was observed
to be a large, three story building which contained
both assisted living and independent apartments.
A separate entrance led to the assisted living
section which consisted of twenty-five apariments
oh the first story and thirly five apartments on the
second and third stories. Each story consisted of
multiple hallways with several unsecured exits,
When an exit doar was operied, a talking alarm
would notify statf which door was being used.
There were three caregivers scheduled for the
entire facility. ‘

Resident #1 was admitted to ihe facility on
1/29/11, with diagnoses including Alzheimer's

any changoe in condition, behavior andfor
cognition. RIN has been implementing and
will continue to implement the new
Behavior Management Plan and Behavior
Management Tracking Worksheet. These
sheets will be used until the RN determines
the behayvior no longer exists.

16.03.22,310.04.a —"Psychofropic or
behavior modifying medication
intervention must not be the first resort to
address behaviors. The facility must
attempt non-drug interventions to assist and
redirect the resident’s behavior.”

Behiavior Management Plans and
Behavior Management Tracking
‘Worksheets have been implemented.
Please see attached. These forms will
outline for staff the status and objective of
the behavior (5) as well as list both pro-
active and re-active interventions. The
interventions will inctude options to assist
and redirect the resident’s behavior priorto
using medication(s). Au example of what
had been implemented for Resident #1 is
attached, '

Caregivers assist only the
apartments designated for assisted living
which are 24 units on the 1% floor and 34
units on both the 2 and 3™ floors. At this
time we have four (4) caregivers scheduted
from 6 a.m. to 6 p.m. and three (3)
caregivers on staff from 6 p.m. to 6 am.
On the date mentioned, August 24, 2011,
thexe were four (4) caregivers on duty.
Please see the attached Employee Time
Card.
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Disease and anxiety.

A "Uniform Assessment Instrument’ form, dated
12/9/10, described wandering as the "tmoving
about aimlessly; wondering [sic] without purpose
or regards to safety." It documented the Resident
#1 "wonders [sic] within the residents [sic] or
facility and may wonder [sic] outside but dogs not
jeopardize health or safety.”

An admission agreement, dated 12/22/10,
documented the facility would "not accept or
retain Resident with a history of wandering.”

A fax fo the resident's physiclan, dated 5/15/11,
documented, "I'm contacting you at the request of
resident's family. There have been dn-going
behavioral and exit seeking issues with [Resident
#1's name]. When tring [sic] to get into other
resident's room, resident gets mad and upset with
others and is very hard fo redirect. [Resident #1's
name] has been very cornpliant with RX regimend
[sic]. Has been receiving PRN xanax [sic] daily
and still continues to exit seek and be resistant to
redirection.”

A fax from the physician, dated 7/8/11,
documented the resident has Alzheimers disease
and "...exiling behaviors/entering other resident's
rooms. This is normal for Alzheimer's - advice is
to redirect patient, use Xanax prn."

“Resldent Log Notes" documented the following:

*2/15/11 at 6:00 PM - "Exit seeking. Was goin
[sic] out north west stairwell. Asked her to please
stay inside, We were able to get her back Inside.
We let her know it's not safe outside, if's dark and
she has black clothes on." The adminisfrator was
informed of the resident's behavior.

R ©D8
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*2/20/11 at 3:30 PM - "Exit seeking again, unable
to redirect, PRN was given for anxiety and
appeared to not be effective."

*2/22111 at 2:00 PM - "Res exil seeking. Was
going out the front door to go to her sisters. She
was redirected to music.”

*3/23/11 at 7:00 PM to 9:00 PM - Res following
staff around teying to open other Res doors,
upsetting them, When staff told her those weren't
her room she charged at staff very aggressively
saying to leave her alone, that she was who she
was. Res continued to follow staif and trying to
open doors. Staff continued to redirect her, gave
PRN for anxiely and redirect to her room
numerous times."

*3724/11 at 11:30 AM - "Notified ME regarding up
behaviors and possible med change as PRN's
have little effect.”

*A/4111 at 9:25 AM - "Res went outside the cafe
door, Res had PRN." There was no
documentation regarding what interventions were
tried prior to giving Resident #1the PRN
medication.

*A14M11 at 9:30 AM - "Res went ouliside of the SW
door and walked to the back of the building. Res
came back in at NW door bacauses she couldn't
walk the other way."

*4/4/11 at 10:00 AM - "Res PRN npt effective.”

*4/4/11 at 6:00 PM to 10:00 PM - “Resident
walked up and down haliways, trying her key in
random locks, After heing asked to refrain from
using her key except in her own room door - she
insisted [room number] was her room. she
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repeatedly attempled to get Into that rcom. The
resident in [room number] opened the door
several times and told her to go away. She did -
She went across fhe hall to [another room
number]. Afier a while, [unidentified name] came
out and informed her he would call the police if
she kept it up. While trying to redirect her, staff

was cursed at and threatened to be aggressive.” .

*4/6/11 at .00 AM - “After Res ate breakfast, she
started eating her napkins. She let me remove
her plate and napkins and just wanted to sit and
drink her coffee.”

*4/10/11 - "This Is a late entry. Sorny! Resident
went ouiside 3 imes today, 2 times through the
south comridor and 1 through the southwest. All
three times she was saying she 'needed to leave
and that she had enough.' Care aide had to bring
residentin. This happened on Sunday the 2nd of
April” :

*AM0/11 at 2;00 PM - "Resident came back from
junch with her sister and was exit seeking and
finally got out through southwest exit. Care aides
brought her back in and she kept saying that her
‘sister was sick and needed to go to the hospital.’
Resident very anxious and ¢an't get her
interested in anything so she keeps wondefing
[slc) around.”

*4/10/11 at 2:30 PM - "Yesterday Aprif Sth
[random resident's name) informed care aide that
[Resldent #1's name] came into her roam and sat
down at about 9:15 PM on the 8th. [random
resident's name] was able to get her out and as
she was closing the door [Restdent #1's name]
was fighting to get back in. Once outside the
apartment, [Resident’s name] stood outside the
door a couple of minutes and then left." The note

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICUA (¥3) DATE SURVEY
AND PLAN OF CORRECTION &0 IDENTIFICATION NUMBER: (X2 MULTIPLE CONSTRUCTION COMPLETED
A, BUILDING
B, WING
13R976 09/02/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GARDEN PLAZA COURT
BRIDGE AT POST FALLS 31053¥?;§IE3, ?DR83§5E
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
180G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
R 008 | Continued From page 4 R 008

Bureau of Facility Standards
STATE FORM

£a=a FIZZH1

If conlinyation sheet 5af 11




From;

09/21/2011 16:37 #533 P.010/023

PRINTED: 09/08/2011

" FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES 11 PROVIDER/SUPBLIERICLIA {X3) DATE SURVEY
AND PLAN OF CORRECTION x1) IDENTIFMTIO!; NEMBER: (%2) MULTIPLE CONSTRUCTION COMBLETED
A, BUILDING
8. WING
13R976 09/02/2011

NAME OF PROVIDER OR SUPPLIER

BRIDGE AT POST FALLS

STREET ADDRESS, CITY, STATE, ZIP CODE

515 NORTH GARDEN PLAZA COURT
POST FALLS, ID 83854

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH QEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[[»]
PREFtX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTVE ACTION SHOULD BE

(X5)
GOMPLETE
DATE

DEFIGIENCY)

R 008

Continued From page 5

documented the administrator was made aware
of the resident's behaviors.

*4/10/11 at 2:30 PM - "Resident trying to get into
other rooms. A verbal altercation accrued [sic]
with resident in [room number]."

*4/10/11 at 4:20 PM - "Staff heard loud voices
shouting at each other. [Resident's room
numbers] were verbally engaged in a heated

-1 conversation." The note documented Resident #1

had gone into another resident's room and tore
off the door decorations, Staff broke up the
confrontation and took Resident #1 to the dining
room. The other resident was "shaking and pale”
and the caregivers sat with her until she was
calm.

*4/18/11 at 8:00 AM - "Res was found walking
outside in the parking lot. Brought res back in
before | left work."

*4/25M1 at 5:30 PM - " Res exit seeking, went out
NW and SW doors, Res redirected.”

*5/11/11 at 10:00 PM - "Resident has been tying
to open other Res rooms all eve. Staff keeps
redirecting her. Res in [room number] are very
upset. Res very anxious. PRN given." There was
no documentation regarding what interventions
were fried prior to giving Resident #1 the PRN
medication.

*5/12/11 at 10:00 PM - "Resident has been
refusing all care, walking all over the building with
poop all over her pants, went outside, then to the
third floor. 11:00 PM we then were able to get
resident into the shower." )

*5/14/11 at 7:.00 PM -"Resident has been walking

R 008
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around trying to open doors, thought [room
number] was her appartment [sic}, tried to
redirect her to her appaniment [sic]. Resident
refused, while [rcom number] gof upset and said
they wanted to call the cops. Resident {inally
carne to aid station and tock a PRN. Satdown for
a while but refused care for cleaning her up,
smells behind her as she walks." There was no
documentation regarding what interventions were
tried, other than redirection, prior to giving
Resident #1 the PRN medication.

*5/17/11 at 7:45 PM - "Resident aggitated at
bedinning of shift. insisted [room number] is her
room. Afler a lot of coaxing and many altempts,
she took a PRN at 7:30 PM. She became very
combative with a staff and receptionist who were
trying fo keep her from pestering around [room
number]." There was no doecumentation regarding
what interventions were tried prior to giving
Resident#1 the PRN medication.

*6728/11 at 1:30 PM - "Resident very angry
demanding to go to her holse. Exited southwest
corridor and tried to get into staff vehicles. Called
the sister. Unable to come and help. Got resident
back inside and trying to keep her busy.."

*5/30/11 at 2:00 PM - "Res wandered through the
southwest corridor and was trying to get Into staff
vehicles, Res agreed to come inslde..."

*6/8/11 af 10:00 PM - "Res was very anxious
about everything and was found outside twice
within the past hour by receptionist...Will continue
to moniter, Gave xanax and will be effective
soon." There was no documentation regarding
what interventions were lried prior to giving
Resident #1 the PRN medication.
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*6/19/11 at 6,15 AM - "Res went out this morning
telling staff that she has to go home. Staff was
able to get res back in huilding. Res wondering
[sic} all over this am wanting out. Gave PRN."
There was no documentation regarding what
interventions were tried prior to giving Resident

_| #1 the PRN medication.

*713M11 at 1:00 PM fo 3:00 PM - "Res has been
exit seeking and going outside. Res says she is
going home." .

758011 at 1:15 AM - *...When we went to put her

to bed she lashed out angerly [sic), so we tried to
give res her xanax but she refused to take the plll;
or give it back, We spent 15 min frying to coax
her to take the pill or glve it back. Res got more
and more mad. We finally had to pry the pilt out of
her hand, Will try again in a few hours.”

*7/12/11 at 2:00 AM - " Rasldent became verbally
confrontational with another resident. Gave
resident PRN for anxiety and redirected.” There
was no documentation regarding what
interventions were {ried prior to giving Resident
#1 the PRN medication.

*7/14/11 (day shift and night) - "Resident trled to
[eave through the north stairwell and tried to go
into the kitchen several times today. Getting very
aggressive and mean toward care staff and
receptionist, and kitchen staff..."

*7/15/11 at 9:00 PM - "Resident was sitling in the
haliway with [unidentified person's name] and
took her shirt off and then put her PJ top on."

*THM7/11 at 9:00 AM - "Res has heen very
aggressive to staff. Tried to get her to take her
meds and res refused. Yelling at staff and telling
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Continued From page 8
us to get out and stay out.”

*7H7/M11 at 10:00 AM - "Other staff got res 1o take
meds. Ras refusad to take a shower or even
change clothes. Res smells like BM and hair
lnoks bad. PRN given at this time.” There was no
documentation regarding whal interventions were
tried prior to giving Resident #1 the PRN
medication,

*7117/11 at 12:15 PM - "Ras has been exit
seeking. Has been cutside about 2 times. Res
walked out to the bus and tried to get init. Res
was refusing to go with staff to do anything. Staff
got her to come back inside for a few min. but
she wen! back out. PRN given at 12:30 PM."
There was no documentation regarding what
interventions were tried prior o giving ReSIGent
#1 the PRN medication,

*7117/11 at 1:00 PM - "Staff got res to slt cutside
and do actives [sic} Res has still beeh very -
aggressive to staff and yelling at us. Also still
refusing to shower."

*7/117i11 at 4:00 PM - "Res seems to be doing a
little befier with 2nd PRN."” There was no
documentation regarding what interventions were
tried prior to giving Resident #1 the first or second
PRN medication.

*7H7/11 at 11:00 PM - "Resident very combaltive
and conirary. She was trying to enter other
residents apartments on all (3) floors. She has
refused assistance to her apartment countless
limes. Staff is still unable to gat her to her room."

*7118/11 at 11:30 PM - "Resident is trying to enter
other residents’ rooms. She has been alternating
belween [room numbers] since about 8 PM.
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Luckily nobody seems to hear her banging. The
more she is encouraged to do something else -
the more she shows determination.”

*7/25/11 at 9:45 PM - "Res refused fo put
pajamas on or got lo bed. Staff offer assistance
and she replied saying, 'she will do whalever she
wants, when she feels'.."

There were no further "Resident Log Notes" after
7/25111 found in Resident #1's record.
Additionally, there was no behavior management
plan to guide staff on what non-pharmacalogical
interventions to use to address the resident’s
behaviors,

On B/25/11 at 3:20 PM, a random resident stated
there was a female resident who "has dermentia”
and speaks with "non-intelligable words." The
random resident stated Resident #1 was "outside
[resident's name] apartment the other day and
wouldn't let [resident’s name}in."

On 8/25/11 at 3:30 PM, a random resident stated,
"there was one lady that did not belong at the
facllity. She Is very confused but was unsure what
her name was."

On 8/25111 at 3:40 PM, two random residents
stated they were concerned about the people with
dementia and felt "they didn't belong there." Thay
funther stated, "There were two women, one of
them had left and the other was still there.”

On 8/26/11 at 8:10 AM, the RN stated the plan for
the resident was to work with the MD and the
resident's sister to address the exit segking and
aggressive behaviors. The RN also stated the
resident used fo sii with the receptionist one on
one, but falt it was not "appropriate to have the
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resident sit there like that all day." Further, the RN
stated the resident had never left campus and
when staff hear a door alarm "they are
conditioned to look, she's the first person we [pok
for."

On 8/26/11 at 9:05 AM, two caregivers stated
Resident #1 had wandered cutside but "mainly
stays in the building.” They stated the resident
wandered the hallways, up to the second and
third floors. One of the caregivers stated the other
residents were encouraged to keep their doors
locked “so others did not get In."

Although the facility's admission agreement
clearly documented they would nat “accept or
retain” residents with a history of wandering,
Resident #1 was admitted. Within days of
admission, Resident #1 began exhibiting exit
seeking and agressive behaviors, For eight
months the facllity continued to retain the resident
wheo was not compatible with other residents.
Further, the facility did not have a plan In place fo
address Resident #1’s behaviors, As a result,
staff utilized behavioral modifying PRN
medications in an attempt io control those
behaviors. This resulted in inadequate care,
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/DAHO DEPARTMENT OF MEDICAID LICENSING & GERTIFICATION - RALF ASSISTED LIVING

HEALTH &« WELFARE Boise, D 537200036 Non-Core Issues

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

Facility Name Physical Address Phone Number
BRIDGE AT POST FALLS 515 N. GARDEN PLAZA COURT 208-773-3701
Adrministrator City ZIP Code
Sheila Qetting POSTFALLS 83854
Survey Team Leader Survey Type Survey Date
Maureen McCann, RN licensure/follow-up survey and complaint investigation Sept. 2, 2011
NON- CORE ISSUES PAGE 1 OF 2
T 1215 | The facility operated without a licensed administrator between 8/4/11 and §/30/11.
2 225 The facility did not document/initiate/implement a behavioral management plan (BMP) for Residents’ 1, 4,

5 or 7’s behaviors.
3 300.01 A} The required 90 day nursing assessments were not current for ten of ten sampled residents.

B) Not all caregivers had current nurse delegation documented.
4 305.06 The facility nurse must assess all residents participating in self-administration of medication. Multiple

resident rooms were noted to have supplements and medications.

5 310.04.e | A) The facility did not have a 6 month physician’s review for Resident #1 & 5’s psychotropic medications.
B) The facility did not provide behavioral updates to the resident’s physician for psychotropic medication
reviews for Residents’ #1 & 5.

6 320.01 Negotiated Service Agreements (NSAs) did not clearly identify Resident #1, 2, 3, 4, 5 & 9°s current care
needs to include the level of support in activity of daily living (ADLs) needs, frequency and scope of
services as well as frequency and scope of outside agency services.

7 320.03 NSAs were not signed by all necessary parties for ten of ten sampled resident records.

8 350.02 All incidents/accidents and complaints must be investigated by the facility administrator within 30 days.
9 625.01 Orientation records must include the number of hours of orientation and date of training.

10 | 630.01 Nine of ten staff did not have current dementia training completed.

11 630.02 Ten of ten staff did not have mental illness training completed. e

Response Required Date | Signature of Facility Representative Date Signed

Oct. 2, 2011 Qég 0 OL‘UT;»A . . G-a-1
A e g

BFS-686 March 2006
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[DAHO DEPARTMENT OF

HEALTH « WELFARE

MEDICAID LICENSING & CERTIFICATION - RALF

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

ASSISTED LIVING
Non-Core Issues
Punch List

Facility Name Physical Address Phone Number
BRIDGE AT POST FALLS 515 N. GARDEN PLAZA COURT 208-773-3701
Administrator City ZIP Code
Sheila Oetting POSTFALLS 83854

Survey Team Leader Survey Type Survey Date
Maureen McCann. RN licensure/follow-up survey and complaint investigation Sept. 2, 2011

PAGE 2 OF 2

NON-CORE ISSUES

TETRU
12 | 640 Nine of ten staff did not have current annual continuing education training (CEU) completed.
13 | 711.01.a | The facility did not track behaviors for Residents’ #1,4,5 & 7.
14 | 711.08.c | Resident #3’s record did not contain care notes documenting an unusual occurrence (nausea). 4-23-1)
15 | 711.08.f Outside service provider notes must be maintained in the Resident’s record. q-(b-1
Response Required Date | Signature of Facility Representative Date Signed
Oct.2, 2011 Q'a’“
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8/04



/)
Date /fé{"('/('/’,‘f f/?b l xwl’age / of [
“H’i\ﬁ? HEALTII « WELFAREFoo0d Establishment Inspection Report

Food Protection Program, Division of Health

450 W. State Strcet, Bolse, Idaho 83720-0036
208-334-5938

FofRisk Factor [ #rof et Pmclicc@
Lﬁ%})hqh“lg}[ Namel’ / » Operfich Violations - Violatiens .
€ CoDF [T f(i / 5 )A/ ﬂ N /f?( //{ # of Rencat _ 4 of Repeat )
i [ f‘yF RO W)
A “ffrrJ&’, Ny /&.):f (ﬁrl ‘*f’(, //S D ? Y ) e -
ml} Estab # EHS/SUR# sp J;t 1 e Teavel time: I o Score r
Ot L6, ‘ RIG | 8L | s -
Tnspection Type: Risk Category: ]F)oilo'w-Up Report: OR (I})u;S'lle Fellow-Up: A scorc greater than 3 Med | A seore greater than 6 Med
/ //,(‘,; [ ates ale: or 5 High-risk —mandatory | or§ High-risk = mandatory
ftems marked are vielations éf Idatio’ $’Food Code, IDAPA 16.02.19, and require correction as noted. on-sile reinspection on-site relnspection.
. RISK FACTORS AN INTERVENTIONS (Idalio Food Code applicableséctions in-parentliesés
The lelter Lo the left of each item indicates (hat item’s salus ai the inspection.
N Demonstration of Knowledge {2-102) |cos|®r i ~Potentialy Hazardous Food TimefTemperatire | cos| =
( YN 1. Cetification by Actredited Program; of Approved alo Y N {w@ WA | 5. Proper cocking, fime and temperature (3-401) a)a
: Course; or enrreEcrt]1 retsopc;n:ﬁe af;;:?;ﬂgg:ncmm Cado XN NO NA [ 16, Reheating for hot holding (3-403) aja
. e : Loy s ) 578 YN NO NA | 17. Cealing (3-501) ala
) . Exclusion, "’; "°;‘;: a“‘ 'f"; fi [ ¥ N O NA | 18 Hot halding (3501} ala
i ood Hyglenls Practices - "IN NG NA | 19, Cold Holding (3-501) ala
N 3. Ealing, tasting, drinking, or fehacco use (2 47 . | Q : - —
BN 3 Diccharda Trou (2401 ala 20. Date marking and disposition (3-501) ala
4 . Discharg from eyes, nose and mouth (2-401) _ v N Cribtoti] 21 Time as a public health confrof froceduresiecords) | | 5
. Control of Hands as a Vehicle of Contamination 7N 16 531)
4Y)IN 5. Clean hands, propeily washed (2-304) QjQa _ S o Gonsumer Advisory: §
B - - RS
YIN ?3 %zzr)e hand contack wilh seady-to-eat foodsfexemption alo !*)D N NA ?:iﬁ é:;;nswner adv;sory for sarw oF undercoaked fond alao
YN 1. Handwashmgfacllﬁles(ﬁ 203 4 6- 301) a|a HighlySuacepl;bla Populations
Approved Source - © \b N No NA| 2 Pasteurzed 10085 used, avoidanca o al o
YN 8. Food oblained from approved source {3-101 & 3-201)] L1 ] O : __prohibited foads (3-801)
N 8. Recelving temperalure / condikion (3-202) alo Chemical
;‘, N 0. Recerds: shelistoek tags, parasite destruction, aolo LI)N NA 24 Addlt:veslappfoved unappmved{M()?) Qg
@?\) requied HACCP plan (3-902 & 3-203) @ N 25. Toxic substances properly identified, stored, used 0i.a
N Protection from Centamination {7 -10% through 7-301)) S — '
| vJ N A [ 11. Focd segregated, separated and protected §3-302; | O] OO s l\} : -Gonfonnan.cewil_h Approved Procedures
(;{) N MR 12, Tood contact suifaces clean and saniized alg Y N {1\11}5 26. Compliance with variance and HACCP pfan (8-201) | O | 1
hE ] (45,456, 47)
f: \5 N 13. Retumed f reservice of food {3-306 & 3-801) ara Y = yes, in compliance - N =no, not in compliance
e [ " " T N/O =not observed /A =net applicable
M::\ N 14. Discarding / reconditioning unsafe food (3-701) a|a COS= Cotrorted an-site Re Repett sistation
=CO3ork
ltemiLocation Temp lemi.ocation Temp|. — Memilocation: % |"Temp { = . & Jtemllocation | Temp
N mm,ﬂ/pf)ﬂfﬁ < }/f;(/g’ (ﬂu/r: d g vzl Jffﬁi
)fJ/Jir“r, Vi ﬁ[f 1 ﬂ/)ﬂﬂh(’ flmﬂ f : j?(:]:}
U i, fiig
" GOOD RETAIL PRAGTICES [B0= not in compliance} © =

32, Thasing

40. Toilel facities

4.1‘ Garbags and refuse 49, Olher
digposal

32 Sewage and wasls water deposal 47. Physical [azidies

33, Sirks contaminded from cleaning mantenance loo's 48, Speciaized process'ng melhods

co3 R

[ | 27. Use of ize and padewrized egge (W] £ | O | 3 Feodcoreminalion 3 | 47 Food wlensilsfinruse
[ | 28 Wdersource and quantiy a o a c?o;hilfg'u’pmenl fer temp. [ | 43 Thermomeleraest stips )
O | 29 Insectetroderislenimals a O | O | 3 Persond cleansness O | 44 Warswashing fazitly
Q f&;ﬁ:’:s:“m"d oondact sufzoss construsted, Q | O | O a7 Foedraselediondtion O | 45 Wipngclatne
a i:eﬂrﬁ:ng installed; cress-connation, besk flow a O | O | 38 Pienl food cocking [ | 45.Ulensd & single-service slerage
a ajfa|d g
a ag|a|a a

ad a

oloo|o|o|o| ool
cloloiololelolol-
ololclo|lo|c ol|o|~

olcloc|o|o|o|o|g

OBSERVATIONS AND CORRECTIVE ACTIONS {CONTINUED ON HEXT PAGE}
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OTTER - Governor LESLIE M. CLEMENT—Depury DRECTOR
RICHARD M, ARMSTRONG - BRecToR RANDY MAY —DEePUTY ADVINSTRATOR
LICENSING AND CERTIFICATION

P.D. Box 83720

Bolse, [daho 83720-0038
PHONE 208-334-6626
FAX 205-364-1888

September 8, 2011

Sheila Oetting, Administrator
Bridge At Post Falls

515 North Garden Plaza Court
Post Falls, ID 83854

Dear Ms, Qetting:

An unannounced, on-site complaint investigation survey was conducted at Post Falls Retirement LLC -
DBA The Bridge at Post Falls from August 25, 2011, to September 2, 2011. During that time,
observations, interviews, and record reviews were conducted with the following results:

Complaint # ID00005184
Allegation #1: The facility did not have a current licensed administrator.
Findings #1: Substantiated. The facility was issued a deficiency at IDAPA

16.03.22.215 for not having a licensed administrator between
8/4/11 and 8/29/11.

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,

\///AW/W—J’// @wa Zf)

Maureen A, McCann, RN
Health Facility Surveyor
Residential Assisted Living Facility Program



IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OTTER - Govertor LESLIE M, CLEMENT—Deputy DRECTOR
RICHARD M. ARMSTRONG — DirecToR RANDY MAY —DEepuTY ADMNISTRATOR
LICENSING AND CERTIFICATION

P.0O. Box 83720

Bolse, [daho 83720-0036
PHONE 208-334-6626
FAX 208-364-1888

October 3, 2011

Sheila Oetting, Administrator
Bridge at Post Falls

515 North Garden Plaza Court
Post Falls, ID 83854

Dear Ms. Oetting;
An unannounced, on-site complaint investigation survey was conducted at Post Falls Retirement LLC -

DBA - The Bridge at Post Falls from August 25, 2011, to September 2, 2011. During that time,
observations, inferviews, and record reviews were conducted with the following results:

Complaint # ID00005065

Allegation #1; The facility did not have registered nurse coverage for several days in May
2011.
Findings #1: On 8/26/11 at 10:25 AM, two caregivers stated they did not recall a time when

the facility nurse was not available.

On 8/26/11 at 10:40 AM, the facility nurse stated, he was out of the facility and
not available for several days in the spring, however another nurse had covered
for him.

On 8/29/11 at 2:30 PM, an office staff member was not aware of a time when a
nurse was not available,

On 8/29/2011 between 3:47 PM and 4:30 PM, the former facility administrator,
stated she had received conflicting information regarding nurse coverage when
the facility nurse was not available. While the facility nurse was not available in
May 2011, the administrator stated she thought another registered nurse was
on-call. However, recently, caregivers told her they had been instructed to call



Sheila Oetting, Administrator
October 3, 2011
Page 2 of #2

the business manager or either of the two marketing staff for any emergencies.

On 8/31/11 at 3:15 PM, a medication aide stated she recalled a time in the
spring when she had been instructed to call the business manager or either of
the two marketing staff for emergencies because the facility nurse was not
available.

On 9/1/11 at 1:05 PM, the "on-call" registered nurse stated he had taken call for
1 or 2 days when the facility nurse was at training or on vacation. He further
stated, although he could not remember the exact dates, he did remember a time
in January 2011 and possibly another time in the spring.

Unsubstantiated. Though the allegation may have occurred, it could not be
determined during the complaint investigation due to conflicting information.

!

As no deficiencies were cited as a result of our investigation, no response is necessary to this report.
Thank you to you and your staff for the courtesies extended to us on our visit.

Sincerely,

.._-/[ﬁWfMA/((( Cane, oo

Maureen A, McCann, RN
Health Facility Surveyor
Residential Assisted Living Facility Program



