IDAHO DEPARTMENT OF

HEALTH & WELFARE

C.L. "BUTCH’ OTTER - GovernoR LESLIE M. CLEMENT—Deruty DRECTOR
RICHARD M. ARMSTRONG ~ DiRector LICENSING AND CERTIFICATION
P.0. Box 83720

Boise, Idaho 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

December 12, 2011

Ms. Denise Hall, Administrator
Streamside Assisted Living
1355 South Edgewater Circle
Nampa, ID 83686

License #: Rc-862
Dear Ms, Hall:

On November 3, 2011, a Licensure/follow-up survey and complaint investigation was conducted at
Streamside Assisted Living. 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 your submitted plan of correction and evidence of resolution.

Should you have questions, please contact Polly Watt-Geier, MSW, Health Facility Surveyor,
Residential Assisted Living Facility Program, at (208) 334-6626.

Sincerely,

Ry ot D i, A5

Polly Watt-Geier, MSW
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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November 15, 2011 | CERTIFIED MAIL #: 7007 3020 0001 3745 7705

Ms. Denise Hall .
Streamside Assisted Living
1355 South Edgewater Circle
Nampa, ID 83686

Dear Ms. Hall;

Based on the stat licensure/follow-up survey and complaint investigation conducted by our staff at
Streamside Assisted Living between November 1, 2011 and November 3, 2011, we have determined that
the facility failed to appropriately assist and monitor medications for residents who were on insulin.

This core issue deficiency substantially limits the capacity of Streamside Assisted Living 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 oppoi;fu:nity to make corrections and thus avoid a potential enforcement action. Correction of
this deficiency must be achieved by December 18, 2011. We urge you to begin correction immediately.

After you have studied the enclosed Statement of Déﬁciencies, 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 info 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 qualify 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 November 28, 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.

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
resolution process. If you disagree with the survey report findings, you may make a written request to the
Supervisor of the Residential Care Program for a Level 1 IDR meeting. The request for the meeting must
be made within ten (10) business days of receipt of the statement of deficiencies. 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 submitted to this office by
December 3, 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 in Idaho, the Department will have no alternative but to initiate
an enforcement action against the license held by Streamside Assisted Living.

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
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The following deficiency was cited during the This Page left blank Intentionallv
licensure/follow-up survey and complaint
investigation conducted between 11/1/2011 and
11/3/2011 at your residential care/assisted living
facility. The surveyors conducting the survey

were: | RECEIVED
Polly Watt-Geler, MSW Ny 30200

.. | Team Leader
'+ | Health Facility Surveyor
DIy, OF MEDICAID
‘Rachel Corey, RN
Health Facility Surveyor SR , .-
Rae Jean McPhillips, RN, BSN ‘ - o ‘
Health Facility Surveyor

| Karen Anderson, RN
Health Facility Surveyor

Survey Abbreviations:

BG = Blood Glucose
MAR = Medication Assistance Record
PRN = As Needed

Survey Terms:

Insulin Pen = an insulin delivery system that can
be "dialed" to the correct dosage

Lantus Insulin = A long acting insulin given
injected daily to control blood sugars

Novolog = a short acting insulin that should be
injected 5 to 10 minutes before meals.

R 008 16.03.22.520 Protect Residents from Inadequate | R 008
Care.

The drm@rator must assure t that pohmes and
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procedures are implemented to assure That all
residents are free from inadequate car

This Rule is not met as evidenced by: -

Based on observation, interview and retord
review it was determined the facility did| not
provide appropriate monitoring of medications, for
2 of 2 diabstic residents (#5 and #9)
received insulin. The findings include:

(]

1. Resident #5 was admitted to the facility on
8/3/09 with diagnoses that included didbetes.

The resident's record did not contain a[ﬁ
assessment by an RN, as required at IDAPA
16.03.22.305.06, to determine if Resident #5 was
capable to safely self-administer her medications.

On 11/2111 at 10:20 AM, a medication! ide stated
Resident #5 did not know her standard |dose of
insulin and was not able to determine the amount
of insulin she needed.

On 11/2/11 at 2:20 PM, Resident #5 sjated she
did not know how much insulin she took. She
stated, "l don't know, they just hand it to me." She
also stated she did not dial her insulinipen, "they
just do it and hand it to me."

Resident #5's September and October 2011
MARs documented BG levels were to'be done
daily before each meal. The BG levels Were
scheduled to be done at 6:30 AM, 11: 00 AM and
4:00 PM. Resident #5 was to receive 6|units of
Novolog (a short acting insulin that shpuld be
injected 5 to 10 minutes before meals),

The resident was also to receive additional units
of Novolog insulin according to the following

16.03.22.520 Protect Residents from
Inadeguate Care.

The administrator must assure that
policies and procedures are implemented

" to assure that all residents are free from
inadequate care.

e The Corrective Action that will
and/or has been implement
related to Resident #5 is:

Resident #5 was assessed by the
community LN on November 7, 2011 and
was found to be incapable of
comprehending his/her sliding scale
insulin as prescribed by his/her physician
due to Dementia.

A fax was sent (See Attachment A) to
his/her physician to determine if a routine
amount of insulin could be obtained,
which would atlow him/her to continue
living In the assisted living as it was felt by
his/her family it would be better for the
resident’s overall psychosocial well being.

returned from his/her physician
appointment with an order (See
Attachment B) to
1) “stop sliding scale-Novolog insulin
2) Novolog 6 units at meals”.

On Friday November 11, 2011 Resident #5 !

- \Q/’%
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sliding btood glucose scale:

no additional insulin

2 units

4 units

6 units .
10 units
12 units and notify RN

under 200
200 - 250
251 - 300
301 - 350
351 - 400
over 400

g ononn oy

The MARSs listed the sliding blood glua%se scale
insulin as a PRN medication, howeverithere was
no documentation in the PRN section of the MAR,

The resident's BG levels were to be checked daily
at 8:00 PM. She was to receive 20 units of Lantus
(a long acting insulin injected once daily) at this
time. There were no orders for her to recejve any
additional units of either insulin at 8:00 PM.

Medication aldes documented the resuits of the
resident's BG checks and the times they assisted
her with insulin in two different sections of the
electronic record: vital signs or MARs. The aides

-{ were not consistent where they documented and

would sometimes document in both sections.

The September vital signs and MARs
documented the resident's BG levels exceeded
200, thirty-three times and she should have
received additional units of insulin, according to
her sliding scale. There was no documentation in
the resident's record for those 33 times as to the
amount of additional insulin she was given, if any.

Additionally, the September 2011 vital signs and
MARs documented the following:

*9/9/11: There was no documentation of the 4:00
PM or 8:00 PM BG results, however, the
medication aide documented at 11:05 PM a BG

R 008 .
Cont. from page 2:

Due to Resident #5’s inabllity to
comprehend how to dial an insulin pen
the community now orders viles and/or
prefilled syringes from the pharmacy to
ensure that the Resident receives the 6
units of Novolg as prescribed by his/her
physician. (See Attachment C).

Plsh
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leve! of 280. The aide did not documeiit if the BG
results of 280 was for the 4:00 PM or 800 PM
reading. The aide documented the resident was
asslsted with an additional 4 units of insulin at
4:00 PM. It was unclear from the resident’s record

'| what her actual BG level at 4:00 PM was and if

she was correctly assisted with the right amount
of insulin. '

*0/13/11: A medication aide documented the
resident's BG level was 298 at 8:30 PM. The aide
also documented she assisted the resident with 4
units of additional insulin. There was no )
documentation of the type of Insulin (Navolog or
Lantus) Resident #5 received. The resident was
not suppose to receive any additional insulin at
night unless it was ordered by a medical
professional. There was no documentation the -
unlicensed aide contacted a medical professional
prior to assisting the resident with the additionat
dose of insulin. ‘

*0J20/11: There was no documentation of the
resident's BG level at 11:00 AM. The medication
alde documented the resident was assisted with
her standard 6 units of insulin, but it was
unknown if she needed or received additional
units of Insulin per her sliding scale.

*0/28/11: There was no documentation of the
resident's BG level at 6:30 AM. The medication
alde documented the resident was assisted with
her standard 6 units of insulin, but it was
unknown if she needed or received additional -
units of insulin per her sliding scale.

*9/29/11: There was no dosumentation of the
resident's BG level at 11:00 AM. The medication
aide documented the resident was assisted with
her standard 6 units of insulin, but it was

This Page left blank intentionally D/g// l
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units of insulin per her sliding scale. |
Thirty-three times in September the medication
aldes did not document if they assisted the
resident with additional Novolog insulin as per her
sliding scale. One insulin error was made when
an aide inappropriately assisted the resident with
an unknown type of additional insufin on 9/13/11
at 8:00 PM. Additionally, there were four times
where the medication aides’ documentation was
unclear as to whether the resident received the
correct dosage of insulin.

The Octaber vital signs and MARs documented
the resident's BG levels exceeded 200, -
twenty-one times and she should have received
additional units of insulin according to the BG
sliding scale. There was no documentation in the
resident's record for those 21 fimes as to the
amount of additional insulin she was given, if any.

Additionally, the October 2011 vital signs and
MARs documented the following;

*10/2/11: There was no documentation of the
resident's BG level at 11:00 AM. The medication
; alde documented the resident was assisted with
her standard 6 units of insulin, but it was
unknown if she needed or received additional
units of Insulin per her sliding scale.

*10/3/11: There was no documentation of the
resident's BG level at 6:30 AM. The medication
aide documented the resident was assisted with
her standard 6 units of insulln, but it was
unknown if she needed or received additional
units of insulin per her sliding scale.

*10/3/11: The medication aide documented the

Bureau of Facliity Standards
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resident's BG was 191 at 4:00 PM. The aide also
documented she assisted the resident with her
standard 6 units and an additional 4 units of
insulin. According to the resident's sliding blood
glucose scale she should not have received any .
additional insulin,

*10/7/11: The medication aide documented in the
vital signs the resident's BG level was 266, but
then documented in the MARSs that her BG level
was 236. The aide documented she assisted with
an additional 4 units of insulin which would be
correct if the resident's BG level was 266, -
However, if the BG level was.236, the resident
recelved 2 units of insulin too much. It was
unclear from the record If the correct dose of
insulin was given. :
*10/9/11: The medication aide documented, in the
vital signs, the resident's BG level was 316 at
10:44 PM and 238 at 10:45 PM. There was no
documentation of the resldent's BG levels at 4:00
PM or 8:00 PM. The same medication aide
documented in the MARS the resident's BG at -
4:00 PM was 216 and at 8:00 PM was 238. The
aide documented the resident was assisted with
her standard doses of insulin at 4:00 PM and an
additional 6 units of insulin. If the resident's BG
was 216 at 4:00 PM, she was assisted with 4

- units too much of insulin. It was unclear from the
: record if the resident received the correct dose of

insulln or if an error was made and the resident
received too much insulin.

*10/17/11: There was no documentation of the
resident's BG level at 11:00 AM. The medication
aide documented the resident was assisted with
her standard 8 units of insulin, but it was ‘
unknown if she needed or received additional

| units of insulin per her sliding scale.
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*10/20/11: There was no documentalipn of the
6:30 AM and 11:00 AM BG results. The
medication aides documented the resident was
assisted with her standard 6 units of insulin, but it
was unknown if she needed or received
additional units of insulin per her sliding scale.

*10/21/11; There was no documentation of the
resident's BG level at 11:00 AM. The medication
aide documented the resident was assisted with
her standard 6 units of insulin, but it was h
unknown if she needed or received additional
units of insulin per her sliding scale.

*10/26/11: The medication aide documented the
resident's BG level at 4:00 PM was 289. The-aide
also documented she assisted the resident with
her standard 6 units and an additional 2 units of
insulin. According to the resident's sliding scale,
she should have received an additional 4 unlts of
insulin. According to the documentation, the
resldent did not receive enough insulin.

*10/28/11: There was no documentation of the
resident's BG level at 6:30 AM. The medication
aide documented the resident was assisted with
her standard 6 units of Insulin, but it was
unknown if she needed or received additional
units of insulin. ‘ '

Twenty-one times in October, the medication
aides did not document if they assisted the
resident with additional Novolog insulin as per her
sliding scale, Three insulin errors were made, on
1013, 10/7 and 10/9/11, when aides
inappropriately assisted the resident with too
much insulin. Another error was made, on
10/26/11, when an aide did not assist the resident
with additional insulin as per the sliding scale.
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Additionally, there were six times whe_lie the
medication aides' documentation was 'unclear, as
to whether the resident received the correct
dosage of insulin.

On 11/2/11 at 10:40 AM, the facility nurse stated

she was unaware of problemns related to Resident

#5's insulin. She confirmed that she did not

| review the MARs or vital signs for the accuracy of
the BG readings, the types of, or the amounts of

insulin given.

On 11/2/11 at 10:20 AM, a medication aide stated
she was unaware that she needed to document
Reslident #5's the silding scale dose of insulin,
She stated they just added the additional amount
of insufin to the standard dose. She said that she
checked Resident #5's BG, then checked the
sliding scale and then told the resident what dose
she needed to dial her insulin pen to. She stated

. Resident #5 did not know her standard doses of
insulin and was not able to determine thé amount
of insulin she needed.

On 11/2/11 at 11:05 AM, a medication alde was
observed entering Resldent #5's room. The
medication aide was overheard assisting the
resident to take her BG. The medication aide told
Resident #5 what her BG was and then asked her
what her dosage of insulin should be. Resident
#5 told the medication aide, she did not know.
The medication alde was heard to ask the
resident how long she had been diabetic, then
stated to the resident, "you should know." The
medication aide then insfructed Resident #5 to
dial the insulin pen to the required dosage.

In September and October medication aides did
not document 54 times if they assisted the
resident with additional insulin per her sliding

This Page left blank intentionally
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scales. Additionally, The medication aides made
5 insulin errors and 40 times their documentation
was unclear, as to whether the resident received
the correct dosage of insulin.

Resident #5 was unable to determine If shle
recelved the correct dosage of insulin when
medication aldes dialed her insulin pah and gave
it to her to self-inject. The facility's megication
aides documented the resuits of the resident's
BG levels in two different sections of the record.
Some medication aides documented the resuits
under vital signs and others in the MARs.
Additionally, at limes the results of the BG levels
were documented hours after the actual test was
to be performed, making it difficult to determine
the resident's BG level at the time It should have

' been cheacked and If any additional Nq'volog
* insulin should be given. Further, there was

discrepancles in the documentation which made
difficult to-determine if errors were made in the
amount of additional Novolog insulin qiv‘en; ’

2. Resident #9 was admitted to the fg Eility on
12/28/08 with a diagnosis of insulin depandent
diabetes mellitus. ;

Physician orders documented the resident was fo
receive 8 units of Novolog insulin, three times a
day before meals. Additional Novolog [nsulin was
also to be given before meals for bloo glucose
over 199, based on the following slidihg scale.

BG: 200-250 = 2 units
BG: 251-300 = 4 units
BG: 301-350 = 6 units
351 = call MD

Resldent #9's record did not contaln a'nursing
assessment documenting his abllity to interpret

e The Corrective Action that will
and/or has been implemented
related to Resident #9 is:

Resident #9 has been assessed by the
community RN and was found to be
capable of understanding his/her sliding
scale, when provided a written copy of the
unit dose parameters (See Attachment D).

Resident #9's sliding scale insulin has now
been transcribed onto the MAR
{Medication Administration Record) per
units not just one (1) order (See
Attachment F);

i.e. Novolog 0 Units — if BG is below 200 =0
units

Novolog 2 units —if BG is 201-250 = 2 units
Novolog 4 units —if BG is 251-300 = 4 units
Novolog 6 units —if BG is 301-350 = 6 units

Separating each order out in this manner
provides the documentation to show how
many units of Insulin is needed to
correspond with the BG.

)

\
\

/
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i documented there were 39 Instances!

his sliding scale or ability to self-inject his
medication based on his blood glucosiq; levels.

a. Assistance of insulln:

On 11/1/11 at 10:55 AM, an unlicense(
medication aide was observed dialing ‘Resident
#9's Insutin pen and handing the pen tp the
resident. The medication aide cued him to Inject
the insulin. She stated, he was capablp of dialing
the pen and could interpret his sliding scale if it
were in front of him. However, she determined
the dosage required and dialed the pen for him.
‘ [0

On 11/2/11 at 10:20 AM, an unlicenseii’
medication aide stated the resident could
determine his own gliding scale insulin dose. She
stated she was not aware that she nelgded to
document what amount of insulin he received for
his sliding scale. She further stated she-had only
documented the routine insulin dose that was

) scheduled three times a day.

Unlicensed aides dialed and determinizd Resident
#9's sliding scale insulin dose, Furthelr,
medication aides did not document cbnsistently
the resident’s blood glucose level or iﬂe insulin
dose that was given. This practice lead to insulin
errors. ;

b. Insulin Errors: i

Resident #9's September and Octobe{ 2011
MARs documented sliding scale insulin was given
at 7:00 AM and 4:30 PM. The MARs did not

5 document sliding scale insulin was given before

| funch.

' The September 2011 MAR and vital $|gns
hen
o

e Corrective Action that will be
accomplished for those personnel
affected by the deficient practice:

A new procedure has been implemented
(See Attachment E) and each medication
aide, as well as all new hires, will be in-
serviced, on December 5, 2011, and
required to sign the procedure which will
then be placed in their employee file.
The new procedure outlines that a
resident must administer the insulin,
although staff may provide hand over
hand assistance if needed.

The procedure also educates the staff
regarding rapid-acting and short-acting
Insulin and when meals should be
provided after recaiving said-insulin.

o How will you identify other
residents that may be affected by
the same deficient practice?

The community LN has assessed all
residents within the community who
receive insulin and/or other Injections to
ensure that they have the ability and
comprehension to self inject and/or dial
insulin pens.

All residents identified are able to perform
said tasks with or without hand over hand
assistance and/or have been changed, in
the instance of insulin pens, over to
prefilled insulln syringes.

L
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Resident #98's blood glucose was gredter than
199, and thus additional Novolog insulin was
required, based on the sliding scale. Of those 39
instances, the September 2011 MAR:(nly
documented the dosage for the sliding scale
Novolog insulin on 5 occasions. Furthgrmore,
staff Initialed that sliding scale insulin was given
each day at 6:30 AM and 4:30 PM, even when no
insulin was required. _ ’

Additionally, the September MAR andlvital signs
documented the following discrepancti{es:

*9/9/11: 2 units of sliding scale insullnjwas given
at 4:30 PM; however, a BG was not dpcumented
at this time to correspond with the slitIi)ng scale
insulin dosage. A BG of 240, was documented at
11:07 PM. There was no documentation
gdditional Insulin was given beyond the 4:30 PM
0se, '

*9/25/11: 2 units of sliding scale Insulin was given
at 11:00 AM; however, a BG was not jocumented
at this time to correspond with the sliging scale
insulin dosage. On this day, two BGs| were
documented (185 & 208), both occuring at 11:08
PM. For the BG of 208, 2 units of insulin would

| have been required. There was no dgcumentation

that 2 unlts were given after the 11:00 AM
dosage. |

For the month of September, there w

| three occaslons when sliding scale iiulin was

documented appropriately; there wetg 34 other
occasions when Resident #9 should!
received sliding scale insulin, but no dosage was
documented.

The October 2011 MAR and vital signs
documented there were 18 instances-when

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

Each of these residents will be reassessed

at a minimum of every ninety (90) days by
the community LN to ensure that they can
perform sald tasks within compliance.

In the event that Resident #9, who is the
only sliding scale and insulin pen resident
at this time, can no longer dial his/her pen
the community LN will change his/her
insulin pen to prefilled insulin syringes. If
his/her mental capacity should change to
the point he/she cannot comprehend the
insulin sliding scale dosage, the
community LN will request that a routine
.dosage be prescribed and if this is not
achievable than the resident will be
transferred to a higher level of care.
iy Fesidentwho inquires about
placement Into the community who Is on
insulin either routine and/or sliding scale
will be assessed prior to admission to
ensure the resident meets the current
guidelines related to ability to perform
tasks as well as has the comprehension to
understand his/her insulin units.

STREAMSIDE ASSISTED LIVING NAMPA, ID 33686 .
SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 5
éﬁ‘gg& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE . °°§§;§’E
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIAT
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Resident #9 should have received sliding scale
insulin. However, there were only 11 ijstances
when the sliding scale dosage was dogumented.
Furthermore, staff initialed that sliding |scale
insulin was given for each day at 6:30 AM and .
4:30 PM, even when no insulin was reguired.

¢. Blood Glucose Levels

Resident #9's September and Octobet 2011
MARs documented BG checks were t be done
before each meal. They were schedulgd to be
taken at 5:00 AM, 10:30 AM and 3:30 PM.

Medication aldes documented the resilts of the

resident's BG checks and the times they assisted
him with insulin in two different sections of the - -
electronic record, vital signs or MARs. The aides
were not consistent where they documented and

! would sometimes document in both sactions.

The September 2011 MAR and "Vital Signs"
sections documented the following discrepancies:

*9/6/11: A BG at 3:30 PM was not documented,
but the "Vital Signs" section documented a BG of
240 at 10:23 PM.

*9/7/11; The 5:00 AM BG was not documented.
The MAR documented a BG of 230 at-4:30 PM
and the "Vital Signs" sheet documented a BG of
230 at 11:28 PM.

*9/8/11: The 5:00 AM BG was not documented. A
BG at 3:30 PM was not documented, but a BG of
240, was documented at 10:34 PM. ’

*9/9/11: The 5:00 AM BG was not documented. A
BG before dinner was not documentead, but a BG

! of 236, was documented at 11:07 PM.

. understand how to document

Cont. from page 11:

An in-service will be held on December 5,
2011 with all med aides to ensure they

appropriately, that BG’s must be entered
immediately before moving on to the next
tasks, and failure to document BG’s
including time obtained and the
corresponding units given will result in a
medication error and the employee’s
delegation could be pulled and/or the
employee can be terminated.
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! unclear if the 229 BG was for the 3:30
"11:15 PM. BG check.

*9/25/11: The 5:00 AM BG was not dépumented.
"Vital Signs” section documented two [3Gs at
11:06 PM: a BG of 185 and 208. ThelMAR
documented a BG of 185 at 3:30 PM. | |

For the month of September, 30 BGs! wére not
documented. Of the 30 days, only 8 days had
blood glucose documented three times dally at
the correct scheduled times, There ware 34 other
occasions when Resident #9 should have
received sliding scale insulin, but no dosage was
documented. N

The October 2011 MAR and "Vital Sidns“

sections documented the following discrepancies:

*10/2/11: The 5:00 AM BG was not dbcumented.
Further, the MAR documented a BG of 229 at
3:30 PM and the "Vital Signs" sectiori|
documented a BG of 229 at 11:15 PIY. |t was
PM or the

*10/3/11: The 5:00 AM BG was not ddcumented.

Further, the MAR documented a BG'6f 279 at
3:30 PM and the "Vital Signs" sectionx'
documented 2a BG of 279 at 10:26 PM., -
*10/9/11; The 5:00 AM and 10:30 AM|BG were
not documented, A BG at 3:30 PM wis not. ‘
documented, but a BG of 207, was ddcumented
at 10:46 PM. It was unclear why the BG was
taken at 10:46 PM, or if 2 units of Insulin was
given according to the sliding scale physiclan's -
orders, _

*10/15/11: The 5:00 AM and 10:30 AM BG were
not documented. Further, the MAR documented a
BG of 226 at 3:30 PM, but the "Vital Signs"

be monitored and how often will
monltoring occur to ensure that
the deficlent practice will not
recur?

A CQl (continuous quality improvement)
form will and/or has been implemented
(See Attachment G) that will show if the

_ BG has been done at the appropriate time;

number of units glven; staff member
responsible and the corrective action

. taken towards staff member if non-

compliant.

This monitor will be done every week day
by the LN and/or designee and on
Mondays for the weekend days. The LN
and/or designee will pravide monitor to
the Administrator every week for review.

The CQl monitoring form will continue
unti determined by the Administrator
that the community is in complete
compliance at which time the LN and/or
designee will perform, monthly random
audits to identify continued compliance
and/or on going education.

Vs
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section documented a BG of 226 at 1¢:28 PM. It
was unclear why the BG was taken at[10:28 PM, This Page left blank intentionally
or if insulln 2 units of insulin was givet because
his BG was over 200. ‘

*10/9/11: 2 units of sliding scale Insulin was given
at 4:30 PM; however, a BG was not documented
at this time to correspond with the sliding scale
insulin dosage. A BG of 207 was documented at
10:46 PM. There was no documentation. .
additional units of insulin was given heyond the
4:30 PM dose. C

*10/21/11; 2 units of sliding scale insulin was
given at 4:30 PM. The MAR documented a BG of
235 at 3:30 PM. "Vital Signs" sheets documented
a BG of 292 at 4:00 PM, which would:have
required 4 units of insulin.

For the month of October, 23 BGs weré not
documented. Of the 31 days, only 13 days had -
blood glucose documented three times daily at’
the correct scheduled times.

Medication aides had not documented 53 times”
for scheduled BG levels for the months of
September and October 2011. Without this
information, it could not be determined whether

i the resident required insulin or not. Additionally,
the October 2011 MAR documented the following
discrepancies:

Resident #9's September and October 2011
MARs documented BGs were to be taken and
insulin was to be given prior to each meal. The
MARs documented BGs were to be taken at 5:00
AM, 10:30 AM and 3:30 PM. However, the MARs
documented the resident was to receive insulin at
6:30 AM, 11:00 AM and 4:30 PM. Thare was up
to 90 minutes lapse between when the BG was

Bureau of Facllity Standards
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scheduled to be taken and when insijin was
scheduled to be given. This did not efjsure that
the insulin dosage corresponded to th
appropriate BG reading.

On 11/2/11 at 10:40 AM, the facility nurse stated
she was unaware of problems related to Resident
#9's Insulin. She confirmed that she did not
review the MARs or vital signs for the accuracy of
the BG readings or the amounts of ingulin given.

The facility nurses did not ensure Resident#5 =
and Resident #9 received the correct doses of
insulin when they did not monitor or track the
amount of insulin residents received. Further, the
facility allowed unlicensed medication aides to
dial residents' insulin pens and determine the
required dosage. Additionally, the facllity did not
have a consistent method or location for
medication aides to document residents' blood
glucose and insulln doses to ensure accuracy.
This resulted in inadequate care.

This Page left blank intentionally
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ASSISTED LIVING
Non-Core Issues
Punch List

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

Boise, ID 83720-0036

(208) 334-6626 fax: (208) 364-18838

IDAHO DEPARTMENT OF

HEAILTH &« WELFARE

Facility Name Physical Address Phone Number
Streamside Assisted Living 1355 S Edgewater Circle 208-442-0097

Administrator City Zip Code
Denise Hall Nampa 83686

Team Leader Survey Type Survey Date
Polly Watt-Geier Licensure, Follow-up and Complaint 11/03/11

NON-CORE ISSUES

1 009.03 An employee worked unsupervised prior to having a background check clearance completed. COS-1 i/3/1 1

2 009.04 Two employees did not submit their fingerprints for criminal history checks within 21 days of hire, (REPEAT) COs-11/3/11

3 300.01 The facility nurses did not complete all resident nursing assessments quarterly {i.e.. Residents #6, #9 & #10) M 1) ‘

4 305.02 The facility nurses did not verify current medication orders were consistent with medications given to residents (i.e.. Resident #3 & #10) Q// 3 ] T

5 305.03 The facility nurses did not assess and document Resident #2's and #9's wounds to determine the status. LD// 5/ 1) )

6 305.04 The facility nurses did not inform staff on the importance of providing food shortly after residents received fast acting insulin. Additionally, )9—/ S / 1)
the facility nurses did not inform or guide staff on how to proceed when residents had weight loss or gain (i.e.. implement weight loss \3—/ 2 / I
preventative measure or make sure weights were accurately obtained). (Resident #4, #6 & #9) 19'/ 3 i T

7 305.05 The facility nurses did not follow-up on the recommendations for Resident #6's foot care. )27’5 /l |

8 305.06.2 The facility nurses did not assess Resident #5 & 9's ability to self-inject insulin. } ,’_,Lr 3’ T

9 305.06.b The facility nurses did not evaluate Resident #6's ability to safely self-administer medications for the next 90 days. ] ;L/ 2/

10 335.05 The facility did not follow proper infection control techniques when a caregiver did not wash her hands after removing her gloves that were ’9//5/’ |
used to apply a cream to a resident’s inflamed legs. Additionally, the facility did not have liquid hand soap or paper towels available
in all resident rooms for caregivers to wash their hands after providing personal cares.

Respo e Required Date Signature of Fycility Representiative —— . Date jgned

\ T\ \\&N/M) | Wzl

BFS-686 March 2006 9/04
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- g IDAHO DEPARTMENT OF
ﬂr HEALTH « WELFAREFoo0d Establishment Inspection Report
Food Protection Program, Division of Health

450 W, State Street, Boise, Idaho 8§3720-0036
208-334-5938

# of Risk Factor # of Retail Practice
o . (S s
Tistablishment Name , Operator ' Violations “—{}—- Violations O
ﬁlgr\gf:/’l ansacls, H =arstec) L llnl(} Df/ S i‘d‘i 1 # of Repeat o #of Repeat
a2 el o - . 2 Violations €3~ | Violations 3
1355 Ednpwiater Cicele | Mmoo, 53 680
County Estab # EHS/SUR# Inspection fime: Travel time: Score A | Score )
Inspection Type: Risk Category: gollo‘w-Up Report: OR %n;Sflc Follow-Up: A scoro greater ran 3 Med | A score greater than 6 Med
u ate: e or 5 High-risk = mandatory | or 8 High-risk = mandatory
210 on-site reinspection on-site reinspection.

Ttems marked are violations of Idaho’s Food Code, IDAPA 16.02.19, and require correction as noted.

RISK FACTORS AND INTERVENTIONS (Idalo Food Code applicable sections in paren
The letter to the leRt of each item indicates that item’s tatus at the in spection.
Demonstration of Knowledge (2-102) CoS | K " Potentially Hazardous Food Time[Temperalure. | cos| &
/% N 1. Certification by Aceredited Program; or Approved alao é_{) N NO NA| 15. Proper cooking, time and lemperature (3-401) ala
S Course; orconeclresponses or eompliance with dee ZY)—N NO NA | 16. Rehealing for hot hotding (3-203) ala
G - Employee Health (2-201) 515 Y N N NA | 17. Cooling (3501) ala
D N 2. Bxclusion, 'e;:'o"z";l‘ya‘l‘:n’fcp;:‘:jces Y N 3> NA | 18 Hotholding (3.401) ala
g (Y)N NIO N | 19. Cold Holding (3-501) ajla
& i - : gt
/)3 N 3 E?hng' tasting, drinking, ortobacco use (ig?” E]I g 7Y) N NG N/A | 20. Deto marking and disposition (3-501) alfa
. N 4. Dischargs fram eyes, nose and mouth (2 401) SOWA 21. Time as a public health control {procedures/records) alao
Control of Hands as a Vehicle of Contamination Y N W’O/ (3-501)
N 5. Clean hands, properly washed {2-301) aja E Jonsumer Advisory :
/j N (63 ;3061? hand contact with ready-to-eat foods/exemption ala (Y N NA ?ge&c;nswner advisory for raw or undercooked food ala
&N 7. Handuwashing facilies (5-203 & 6-301) aja 5400 Highly Susceptible Populations
Approved Source DN NO NA 23 Pasteunzadfoods used, avoidance of ala
®N 8. Food sbtained from approved source (3-101 &3-201)| OO | O ( : pruhlhlted r°°d3(380‘)
DN 9. Recelving temperalure/ condition (3202) alal |s : - Chemlcal :
Y N @D 10. Records; shellstock tags, parasite destruction, olo Y N NA % Addrtn/eslapproved unapproved {3-207) ala
required HAGCP plan (3-202 & 3-203) N @ N 25, Toxic substances praperly identified, stored, used ala
Protection from Contamination .(7 1OIClhrofugh7301)) T Trocsd
7y onformance with Approved Proceduras—
Y N NA | 11. Food segregated, separated and protected (3-302) § O | O
T2 Food contact surfaces clean and santized Y N AR %. Compliance wilh variance and HACCP plan (8- 201) aja
(Y N NA ala
(4-5,4-6,4-7)
:\b N 13. Returned / reservice of food {3-306 & 3-801} aja Y = yes, in compliance N =no, not in compliance
: N T N/O = not cbserved N/A = not applicable
Y) N 14, Discarding/ reconditioning unsafs faod (3-701) Qo polv R=Repest siolation
B=coSorR
ltemiLosation ™ | Temp | . . Hemiocaton - i |iTemp[.~ " lemlLocation: | Temp T Memllocation "> [ “Temp
1@ -0V €5 |hvoacoly ¢ okt 196
(hg ko ~oven 165 | thicken-cooed I
kau,&y, [
* GOOD RETAIL PRACYICES (Bd=not In compliance)
cos | R cos | R ces | R
[ | 27.Use of ke and padewrzed eggs a A | A | 34 Foodcortzmnaticn a QO | Q| 42 Foodutensilsfinuss Q Q
O | 28 Wder source and quantity a a|a ggl,"fjluipmenl forteme. Q 0 | Q| 43 Thermometers/Tesl dirips O ]
[ | 29 Insedshoderis/enima's a Q | O | 36 Persond cleaniness a O | Q| 44 Warewashing faciity a a
a ff;f. 2‘;":&"‘“’"‘” condact surfazes condnucted, Q| O | Q| exdieedondion | O | Q | O 45 wipingolotrs alao
a 2:62'_":‘2?‘"3 instelled, oross-connection, back flow O | O ) Q| 3 exifoodcocking 0 | O | O | 46.Utens? &single-senvice sterage Qa Qa
[ | 32 Sewage andwasle water dsposal a a Q | 3. Thaaing a Q | Q| 47. Physcal facitties a a
O | 2 sinks centaminated from cleaning maintenance tools (] O | U | 40 Toitet fantties a O | Q| 48 Speciaized processing methods a a
41. Garbage and refuse
Q| 4 o= Q|0 |a|eon Qo
OBSERVATIONS AND CORRECTIVE ACTIONS (CONTINUED ON NEXT PAGE) - ) ]
~ t 7
/\ (’ g’ly b) Zt{;)f{/l 7] / //
Per:o%1g{?;}/() (S?gl dre) %[‘ /) /J/ / \ >M i / / ( ate” < /
e . , Follow-up: Yes
Inspector (Signature) //(r}/_ /7 ‘}_:‘;'V-,',/,;r{’;'i?“ ) (Print) Date  // //‘1// // (Circle One) ("“"No >




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OTTER — GovERNOR LESLIE M. CLEMENT—Deputy DIRECTOR
RICHARD M. ARMSTRONG - DRECTOR LICENSING AND CERTIFICATION
P.0. Box 83720

Boise, [daho 83720-0009
PHONE 208-334-6626
FAX 208-364-1888

November 15, 2011

Ms. Denise Hall, Administrator
Streamside Assisted Living
1355 South Edgewater Circle
Nampa, ID 83686

Dear Ms, Hall:

An unannounced, on-site complaint investigation survey was conducted at Streamside Assisted Living
from November 1, 2011, to November 3, 2011. During that time, observations, interviews, and record
reviews were conducted with the following results:

Complaint # ID00005204

Allegation #1: Two employees did not submit their fingerprints for a background check within
21 days of hire.

Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.009.04
for two employees not submitting their fingerprints for background checks
within 21 days of their hire date. The facility submitted the employees
fingerprints, so the deficiency was corrected on site.

Allegation #2: Two employees worked unsupervised prior to having a background check
clearance completed.

Findings #2: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.009.03
for allowing two employees to work unsupervised prior to having a background
check clearance completed. The facility corrected the deficiency on-site, when
they placed an employee on suspension until the background check process is
completed.
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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,

“R haﬂ Dy A
Polly Watt-Geier, MSW

Health Facility Surveyor
Residential Assisted Living Facility Program



