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Erika Schreiber, Administrator

Creekside Inn Assisted Living Alzheimer's Community
240 East Kathleen Avenue

Coeur d'Alene, Idaho 83814

License #: RC-954
Ms. Schreiber:

On January 9, 2014, a state licensure survey and complaint investigation were conducted at Creekside Inn
Assisted Living Alzhetmer's Community. As a result of that survey, deficient practices were found. The
deficiencies were cited at the following level(s):

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

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

Your submitted plan of correction and evidence of resolution are being accepted by this office. Please ensure
the corrections you identified are implemented for all residents and situations, and implement a monitoring
system to make certain the deficient practices do not recur.

Thank you for your work to correct these deficiencies. Should you have questions, please contact Karen
Axnderson, RN, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

o

KAREN ANDERSON, RN
Team Leader
Health Facility Surveyor

KA/sc
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Erika Schreiber, Administrator

Creekside Inn Assisted Living Alzheimer's Community
240 East Kathleen Avenue

Coeur D'Alene, Idaho 83814

Provider #RC-954
Dear Ms, Schreiber:;

On January 9, 2014, a state licensure/follow up survey and complaint investigation were conducted by our
staff at Creekside Inn Assisted Living Alzheimer's Community. The facility was cited with a core issue
deficiency for failing to protect residents' right to refuse medications, the right to be from chemical
restratints and for retaining individuals whom they did not have the capacity to safely care for.

PLAN OF CORRECTION:

1. Afier 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 aetion(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)?
+ By what date will the corrective action(s) be completed?

An acceptable, signed and dated Plan of Correction must be submitted to the Division of Licensing and
Certification within ten (10) calendar days of your receipt of the Statement of Deficiencies. You are
encouraged to immediately develop and submit this plan so any adjustments or corrections to the plan
can be completed prior to the deadline.




EVIDENCE OF RESOLUTION:

2. 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 following administrative rule for Residential Care or Assisted
Living Facilities in Idaho (IDAPA 16.03.22) describes the requlrements for submitting evidence that the
non-core issue deficiencies have been resolved:

910, Non-cove Issues Deficlency.

01. Evidence of Resolution. Acceptable evidence of resolution as described in Subsection 130.09 of these
rules, must be submitted by the facility to the Licensing and Survey Agency. If acceptable evidence of
resolution is not submitted within sixty (60) days from when the facility was found to be out of compliance, the
Department may impose enforcement actions as described in Subsection 910.02.a through 910.02.c of these
rules.

The twenty three non-core issue deficiencies must be corrected and evidence (including but not himited
to receipts, pictures, completed forras, records of fraining) must be submitted to this office by February
8,2014.

CIVIL MONETARY PENALTIES

3. Please bear in mind that twenty three non-core issue deficiencies were identified on the punch list, five
of which were identified as repeat deficiencies. A deficiency for not having medications available as
ordered was cited on both of the two (2) previous surveys, 1/13/2011 and4/26/2011. Please review the
non-core issue deficiencies and correct them to ensure further enforcement actions do not arise.

The following administrative rules for Residential Care or Assisted Living Facilities in Idaho give the
Depariment the authority to impose a monetary penalty for this violation:

IDAPA 925, ENFORCEMENT REMEDY OF CIVIL. MONETARY PENALTIES.

01. Civil Monetary Penalties. Civil monetary penalties are based upon one (1) or more deficiencies of
noncompliance. Nothing will prevent the Department from imposing this remedy for deficiencies which
existed prior to survey or complaint investigation through which they are identified. Actual harm to a resident
or residents does not need to be shown. A single act, omission or incident will not give rise to imposition of
multiple penalties, even though such act, omission or incident may violate more than one (1) rule.

02, Assessment Amount for Civil Monetary Penalty. When civil monetary penalties are imposed, such
penalties are assessed for each day the facility is or was out of compliance. The amounts below are multiplied

by the total number of occupied licensed beds according to the records of the Department at the lime
noncompliance is established.

b. Repeat deficiency is ten dollars ($10). (Initial deficiency is eight dollars (88).

Based on findings, you failed on three (3) consecutive surveys fo have medications available as ordered, the
Department is imposing the following penalties:

For the dates of 10/11/2014 through 1/9/2014

Number of | Times number of| Times Number of
Penalty | Deficiencies | Occupied Beds days of Amount of
non-compliance Penalty

$10.00 1 49 90 $44,100




Maximum penalties allowed in any ninety-day period per IDAPA 16.03.22,925.02.c:

# of Occupied Beds in Facility | Initial Deficiency | Repeat Deficiency
3-4 Beds $1,440 $2,880
5-50 Beds $3,200 $6,400
51-100 Beds $5,400 $10,800
101-150 Beds $8,800 $17,600/
151 or More Beds $14,600 $29,200

Your facility had 49 occupied beds at the time of the survey. Therefore, your maximum penalty is: $6,400.
Send payment of $6,400 by check or meney order, made payable to:

Licensing and Certification - RALF
PO Box 83720
Boise, ID 83720-0009

Payment must be received in full within 30 calendar days from the date this notice is received. Interest
accrues on all unpaid penalties at the legal rate of interest for judgments. Failure of a facility to pay the entire
penalty, together with any interest, is cause for revocation of the license or the amount may be withheld from
Medicaid payments to the facility.

ADMINISTRATIVE REVIEW

You may contest this decision to impose a civil monetary penalty by filing a written request for
administtative review pursuant to IDAPA 16.05.03.300, which states: the request must be signed by
the licensed administrator of the facility, identify the challenged decision, and state specifically the
grounds for your contention that this desicision is erroneous. The request must be recieved no later
than twenty-cight (28) days after this notice was mailed. Any such request should be addressed to:

Tamara Prisock, Administrator
Division of Licensing and Certification - DHW
3232 Elder Street
P.O. Box 83720
Boise, ID 83720-0036

Upon receipt of a written request that meets the requirements specified in IDAPA 16.05.03.300, an
administrative review conference will be scheduled and conducted. The purpose of the conference is to
clarify and attempt to resolve the issues. A written review decision will be sent to you within thirty (30)
days of the date of the conclusion of the administrative review conference.

If the facility fails to file a request for administrative review within the time period, this decision shall
become final.

INFORMAL DISPUTE RESOLUTION

Pursnant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue deficiency
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 Assisted Living Facility Program for an IDR
meeting. The request for the meeting must be in writing and must be made within ten (10) business days of
receipt of the Statement of Deficiencies. The facility's request must include sufficient information for
Licensing and Certification to determine the basis for the provider's appeal, including reference to the
specific deficiency to be reconsidered and the basis for the reconsideration request. If your request for
informal dispute resolution is received more than ten (10) days after you receive the Statement of
Deficiencies, your request will not be granted. Your IDR request must be 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.

FOLLOW-UP SURVEY

An on-site, follow-up survey will be conducted after 45 days from the date of exit. If at the follow-up
survey, the core issue deficiency still exists, a new core issue deficiency is identified or non-core deficiencies
have not been corrected, the Department will take further enforcement action against your license. Those
enforcement actions will include one or more of the following:

Revocation of the Facility License
Summary Suspension of the Facility License
Imposition of Temporary Management

Ban on Admissions

Additional Civil Monetary Penalties

Hiring a Consultant

Division of Licensing and Certification staff is available to assist you in determining appropriate corrections
and avoiding further enforcement actions. Please contact our office at (208) 364-1962 if we may be of
assistance, or if you have any questions.

Sincerely,
S fo
JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program

JS/sc

cc: Medicaid Notification Group
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Initial Comments

The following deficiency was clted during the
llcensureffollow-up and complaint survey
conducted between 1/6/2014 and 1/8/2014 at
your resldential care/assisted Bving facility. The |
surveyors conducting the survey were:

Karen Anderson, RN
Taam Coordinafor
Health Facllity Surveyor

Rachse! Corey, RN
Health Facility Surveyor

Donna Henscheld, 1L.8W '
Health Facllity Surveyor

Matt Hauser, QIDP
Health Facllity Survayor

Deffnitions:

ASBAP = as soon as possible

@ = At

Creutzfeldt Jacoh Disease = A degeneralive
neurclogleal disorder that is incurable and
invarlably fatal

DRS = Director of Restdent Services

LN = Lijcensed nurse

MD = Medical Dogtor

mg = mllilgram

PRN = As nesded

Res = Resident

RSD = Resldent Services Desk

Stat = now

16.08.22.520 Protect Resldents from Inadequate
Cate,

The adminlstrator must assure that policles and

R 000
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{nitial Comments

The following deficiency was cited during the
licensureffollow-up and complaint survey
cohducted between 1/6/2014 and 1/9/2014 at
your residential carefassisied living facility. The
surveyors conducting the survey were:

Karen Anderson, RN
Team Coordinator
Health Facility Surveyor

Rachel Corey, RN
Health Facllity Surveyor

Donna Henscheid, LSW
Health Facility Surveyor

Matt Hauser, QIDP
Health Facllity Surveyor

Definitions:

ASAP = as soonh as possible

@ = At

Creutzfeldt Jacob Disease = A degenerative
neurological disorder that is incurable and
invariably fatal

DRS = Director of Resident Services

LN = Licensed nurse

MD = Medical Dogtor

mg = milligram

PRN = As needed

Res = Resident

RSD = Resident Services Desk

Stat = now

16.03.22.520 Protect Residents from Inadequate
Care.

R 000
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procedures are implemented to assure that all
residents are free from inadequate care.

This Rule is not met as svidenced by:

Based on record review and interview, It was
determined the facility fafled to protect 1 of 7
sampled residents (#1), right to refuse
medications and to be free from chemical
restraints. Additionally, the facility retained 2 of 2
sampled residents (#6 & #8) who were a danger
to themselves or others. These failures resulted
in inadeguate care. The findings include:

|. RESIDENT RIGHT TO REFUSE MEDICATION

IDAPA 16.03.22.550.12 states "Each resident
must have the right fo control his receipt of health
related services, including (d) the right to refuse
meadical services based on informed decislon
making..."

Resident #1's record documented she was an 84
year-old female who was admitted fo the facility
on 6/3/11, with diagnosas including dementia,
depression and anxiety. Additionally, there was
no guardianship in place.

On 1/7/14 at approximately 8:50 AM, Resident #1
was observed being assisted to take her
medicatlons in pudding. During the observation,
the nurse fed the resident her pudding without
telling the resldent her medications were In it.

Nurses' Notes docuﬁented the following related
to Resident #1's medications:

*5/10/13 at 1:13 PM, Resident #1 was resistive fo
cares and attempled to hit staff and was yelling at
staff. She yelled "Go to hell." The resident's

Residént Right to Refuse Medication

What corrective action{s} will be accomplished for those
specific residents/personnelfareas found to be affected by
the deficient practice?

*

Resident #1’s physical and emotional status will be re-
evaluated. Licensed nurse will seek to identify reason
that resident refuses medications (history from family,
chart review, statements from staff}.

Resident #1's medications will be evaluated by the
Director of Resident Services and communicated to the
primary care physician.

Resident #1 has a legal representative in place, The
resident’s advanced age and dementia prevent her
from being able to make sound decisions. Any changes
in medication will be reviewed with the legal
representative.

A behavior plan will be developed for Resident #1 to
guide staff when resident refuses to take medications.

Bureau of Fagility Standards
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medications were placed In a cup of hot cocoa,
because she refused to take them.

*5/11/13 at 4:30 PM, the resident was very angty
and confused. Her evening medications were put
in a cup of cocoa.

*5/16/13 at 4:30 PM, the resident refused all of
her medications. After multiple attempts Ativan
cream was applied hecause she refused her
medications.

*5/26/13 at 11:00 AM, the resident took all of her
morning medications in her hot cocoa due fo
having "multiple refusals.”

*B5/27113 at 2:30 AM, the resident was awake all
night "wandering around, sitting in various chairs,
but never laid in hed." Resident #1 refused her
medications three times. A nurse crushed her
medications including a "PRN Vicodin and
masked it in her hot chocolate." The pain
medication was not effective, so the nurse
administered two vials of "liquid Morphine
masked in coffes."

*5/28/13 at 11:00 PM, the residant was
administered 2 vials of PRN Haldol, The resident
expressed she did not want the medication, but
the DRS placed the liquid in the resident's mouth.
The nurse noted the resident's evening and night
time medications were given in "Hot Cocoa
Successfully."

*5/29/13 at 11:40 PM, the resident refused dinner,
but she was given her medications in pudding.
Vials of Haldol were placed in her water and
administered.

*5/31/13 at 6:15 AM, the resident's morning

How wilf you identify other residents/personnel/areas that
may be affected by the same deficient practice and what i
corrective action(s) will be taken?

e Aliresidents could be potentially affected by the
same practice,

©  Afull census audit will be completed to
identify other residents whao refuse
medications.

o Forthe resident’s identified as having
similar problems, the Director of Resident
Services will complete a medication
evaluation and communicate with the
primary care physician,

o Abehavior plan will be developed for
residents who refuse medications.
Interventions to encourage residents to
take medications will be added.

¢ Al nurses could be potentially affected by the same
practice.

o Allnurses on staff will receive training
about Resident’s Right to refuse medication

o All nurses on staff will receive training
about Assistance With and Administration
of Medicatfons and what to do when
residents refuse.

o Alinurses on staff will receive training
aboyt the Behavior Management Pfans and
documentation expectations for residents
whao refuse medications.
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medications wers crushed and were given in
pudding. Haldol was given in a cup of hat cocoa,

*7/18/13 at 10;00 AM, the resident had increased
anxiety and had spit out her morning
medications. The resident drank juice and had
sips of hot cocoa with fiquid Haldol.

The July 2013 MAR, documanted on 7/18/13,
Haldol was mixed with orange juice and was
taken after three attempis.

On 1/7114 at 9:30 AM, the administrator stated
the facility nurses dealt with the medical side of
the facility and she relied on them to know what
was anh acceptable practice,

On 1/7/14 at 10:30 AM, the DRS stated Resident
#1 did not have a plan in place to address her
refusals of medications. She stated the nurses
placed Resident #1's medications in her pudding,
hot cocoag, coffee or water to ensure she would
take them. She said if the resident was told the
medications were in her food or beverages, she
would refuse to take them. The DRS stated she
was not aware this practice was a viclation
ofesidents' rights to refuse medications.

On 11714 at 4:15 PM, another facility nurse
stated she had given Resident #1's medications
fn her pudding or beverages because the resident
was oh a pureed diet. She stated if the resident
was told the medications were in her food or
heverages, the resident would refuse to take
them.

On 1/7/14 at 4:30 PM, the adminisirator stated
during the night shift, on 5/28/13, a caregiver and
a nurse ohserved the former DRS forcing liguld
Haldol into Resident #1's mouth. The

What measures will be put inte practice or what
systemic chonges will you make to ensure that the
deficient practice does not recur? -

Bocumentation and communication systems will be
reviewed and revised to ensure the Director of
Resident Services and the Administrator are made
aware of residents who are refusing medication.
Director of Resident Services wili follow up and
reassess residents who refuse medications to identify
the cause or reason for the refusal. Refusals of
medication will be documented and communicated to
the MD as well as decision makers,

Plans to ensure residents receive necessary
medications will be reviewed with the legal
representative,

How will the corrective action(s) be monitored and
how often will monitoring occur to ensure that the
deficient practice will not recur?

Monthly audit of MARs wilf be completed by the
Director of Resident Services (or designee). Refusals
will be noted and commusicated to MD and family or
decision maker as appropriate. :

By what date will the corrective action be
accomplished?

will be implemented by March 31, 2014,

'

|

i

. !

The above corrections will be made and new processes #
H

'
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administrator stated, this was a violation of the
resident's right to refuse her medication. The
administrator stated, the former DRS was
terminated and an in-service was provided to staff
regarding medication administration.

On 1/8/14 at 11:15 AM, a caregiver stated, the
resident had behaviors related to pain and
anxiety. The nurses puf her medication in
pudding and hot cocoa so she weuld take them.

On 1/8/14 at 2:45 PM, another caregiver stated
that she had witnessed facility nurses put
medications in Resident #1's hot chocoiate and
they would not tell the resident. The caregiver
stated, "If the resident was fold, she would not
have drank it."

An in-service was provided on 5/30/13, regarding
proper administration of medications. However,
the practice was observed on 1/7/14, when
Resident #1 was fed pudding without being told
her medications were in it. Even though there
was no documentation after July 2013, the
observations and interviews confirmed the
practice was continuing.

The facility failed to protect Resident #1's right to
refuse her medications when they disguised her
medications in pudding and beverages to ensure
she would take them.

Il. RESIDENT RIGHT TO BE FREE OF
CHEMICAL RESTRAINT

According to IDAPA 16.03,22.550.10, each
resident must have the right to be free from any
physical or chemical restraints.

According to IDAPA 16.03,22.16, a chemical

R 008
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restraint is defined as: A medication used to
control behavior or to restrict freedom of
movement and is not a standard treatment for the
resident's condition.

According to the Nursing 2014 Drug Handbook,
Haldol is used to treat chronic psychosis. A "Black
Box Warning" for elderly pafients documented it
was not an approved freatment of dementia
related psychasis, The Handbook also
documented there were multiple severe side
effects including death, associated with the
medication.

Morphine is used to traat moderate to severe
pain, Additionally, side effects to Morphine are
anxiety, dizziness, irritability, restlessness,
sedation and tremor (Nursing 2014 Drug
Handbook]).

Resident #1's record documented she was an 84
vear-old who was admitted to the facility on
6/3/11, with diagnoses which included dementia,
depression and anxiely.

On 1/7114 through 1/8/14, observations were
made of Resident #1 requiring total assistance for
all activities of daily living. The resident had a
filt-back wheelchair. She was obsarved to require
staff to push her wheelchair.

There was no documentation the facillty had
evaluated potential medical, physical or
environmental causes for Resident #1's
behaviors,

Nurses' Notes documented the following
regarding Resldent #1:

*6/20/13 at 1:30 PM, Rasident#1 scratched and

Resident’s Right to be Free of Chemical
Restraint

What corrective actionfs) will be accomplished for
those specific residen ts/personnelfareas found to be
affected by the deficient practice?

Resident #1's physical and emotional status will be re-
evaluated, Evaluation will include causes of hehavlors.
This isformation will be communicated to the MD and
the resident’s hospice provider. l
Resident #1's medications will be evaluated by the
Director of Resident Services. Concerns will be
communicated to the MD.

Use of Tilt back chair for Resident #1 has been
evaluated by a physical therapist, ordered by an MD
and consent has been given by the legai
representative.

Resident #1’s behavior p!ari will include NON —drug
interventions to be used prior to medication,
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pinched a caregiver on the arm and caused a
bruise and the skin to break open. A"vial of
Morphine was given to try to alleviale
combativeness.” At 2:40 PM, the resident had
extreme anxiety, agitation and was combative.
She was given 1 mg Haldol and 1 vial of
Morphine. The medications had "minimal
effectiveness and the resident only slept for an
hour."

*5/21/13 at 1:.45 PM, the resldent received
Morphine due to increased agitation, before she
was assisted with a shower.

*5/22/13 at 9:30 AM, Resident #1 had increased
confusion, unsteady gait, and would oniy eata
small amount of food. Orders were recaived to
glve 2 vials of Haldol 1 mg "stat.”

*7{4/13 at 2:00 AM, Resident #1 was up out of
bed, wandering around the facllity and was
unsteady while walking. The resident was given 2
vials of morphine and 2 vials of Haldel. The
resident eventually went back to bed and was
asleep at 3:30 AM.

*716/13 at 12:43 AM, the resldent began "crying
hysterically." The resident received 2 vials of
morphine because Haldol had already been
administerad.

717113 at 10:10 PM, Resldent #1 was very
agitated and was given PRN morphine and

“Haldol, The note documented the medications

were effective and the resident was "resting and
quickly calmed down."

*71M9/13 at 11:00 AM, Resident #1 refused her
meal, threw it all over the dining room and spit.out
bites of food. The resident was given a PRN

How will you identify other resr'dents/personpe!/areas that ‘.
may be affected by the same deficlent practice and what
corrective action{s) will be taken?

e Al other restdents could potentially be affected by
the same practice, -

¢ Aliresidents are assessed for physical and
emotional status changes at least quarterly and
with change of condition. Evaluation will include
causes of behaviors.

o Allresident’s medications will be evaluated by
the Director of Resident Services and
communicated with the MD.

o  Behavior plans will include NON-drug
interventions to be used prior to medication,

s Allnurses could be potentially be affected by the
same practice.

o All nurses on staff will receive training
about Resident’s Right to refuse
medication.

o Allnurses on staff will receive training
zhout Assistance With and Administration
of Medications and the use of Chemical
Restraints.

o All nurses on staff will receive training
about the Behavior Management Plans and
documentation expectations.

Bureau of Facility Standards

STATE FORM

agge

wW22011

if continuation sheet 7 of 22




PRINTED: 01/23/2014

’ FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
13R954 B. WING 01/09/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP GODE
240 EAST KATHLEEN AVENUE
CRE SSISTED GALZ E
EKSIDE INN ASSI LIVING ALLZHEIM COEUR D'ALENE, ID 83814
06) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x6)
PREFEX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH GORRECTIVE AGTION SHOULIY BE CONPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GCROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
R 008 Continued From page 7 R 008

Haldol.

*7119/13 at 1.40 PM, the resident was very
agitated, yelling curse words and was unsteady
on her feet. The resident was given 2 vials of
Motphine,

*7/20/13 at 10:00 PM, Resident #1 was sitting in
her tilt-hack wheelchair with her feet up. She
continucusly #ried to climb out of her chair. The
resident was yelling out "Go to hell, | will pour
duck poop ok your head, assholes." The resident
was given PRN Morphine and Haldol without
"effectiveness.”

*7/21/18 at 10:30 PM, the resident was yelling off
and on during the night shift, "go to hell" and "kiss
my ass." The resident was given PRN Haldol and
Morphine.

*7l24/13 at 2:00 PM, Resident#1 was given 2
vials of Haldol due to increased agitation and
yelling "help.”

*7125/13 af 11.00 AM, the resident had increased
anxiety and was yelling "help.” The resident was
given 2 vials of PRN Haldol.

*7126/13 at 10:00 AM, Resident #1 received 2
vials of PRN Haldol and was cooperative with her
care needs.

*8/14/13 at 4:00 A, the resident was up
ambulating the hallways, exhibiting increased
anxiety and agitation. Resident #1 stated, "this
place is a joke..." The resident was given 5 mg of
Haldol PRN for anixiety.

*8/21/13 at 4:.00 AM, Resident #1 was given § mg
of Haldal PRN as she "continued to pace in the

*  Monthly MAR reviews for chemical restraint use will be

*  Aletter will be sent to Home Health/ Hosplce agencies

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

. Behavior Management Plans will include tips for
encouraging residents to take their medications, as
applicable,

How will the corrective action(s} be monitored and
how often will monitoring occur to ensure that the
deficient practice will not recur?

compieted by the Director of Resident Services.

working with residents at the facility, as well as
physicians, to inform them about the Assisted Living
Rules related to Chemical Restraints. , . :

By what date wiff the carrecffve act-inn -be
accomplished?

Tt'le above corrections will be made and new processes ‘
will be Implemented by March 31, 2014,

1
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haliways and was standing and sitting in chairs."

*8126/13 at 6;10 PM, the resident was given 5 mg
of Haldol PRN for Increased agitation with
minimal effectiveness. Another dose of PRN
Haldol was given at 11:30 PM, with minimal
effects, The resident continued o yell "help.”

*8{27/13 at 2:30 PM, the resident was given two
vials of PRN Haldol at 3:45 PM with minimal
effect two hours after.

*8/20/13 at 10:00 PM, the resident was given two
vials of PRN Haldol for agitation, yelling help and
“soreaming excuse me."

*8/31/13 at 2:25 PM, the resident was given one
vial of PRN Haldol for shouting "help” and not
being able to state what she needed.

*0/10/13 at 9:30 PM, the resident was given two
vials of PRN Haldol for yelling ouf help from her
room, After determining there was nothing wyeng,
the Haldol was given.

*0/12/13 at 1:45 PM, the resident was glven PRN
Haldol due to "anxiety for shower."

*0/15/13 at 9:30 PM, the resident was given PRN
Haldol for anxiety and yelling.

*g/17/13 at 9:30 PM, the resident recelved PRN
Haldol prior to hospice providing a shower.
Resident #1's son expressed concern with the
use of Haldol as he felt it had the opposite effect
on the resident,

*0f16/13 at 7:00 PM, the resident was glven PRN
Haldol with no effect and again at 7:20 PM for
restlessness.
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*9/25/13 at 10:30 AM, the resident was given
PRN Haldol for restiessness and showing
increased agitation.

*9/26/13 at 11:25 AM, the resident was given
PRN Morphine and PRN Haldol for extreme
agitation and restlessness. The resident yelled
help "non-stop.” The staff was unable to redirect
the resident so she was placed in a reclining
wheelchair for safety.

*0/26/13 at 11:00 PM, the resident received 2
vials of PRN Haldol for increased anxiety.

*10/1/13 at 12:45 PM, Resident #1 had Increased
anxiety at breakfast, was yelling and wanted to
get out of her wheelchair. The resident received
PRN Haldol,

*1/3/14 at 2:10 AM, the resident was awake and
yelling. Two vials of PRN Haldol were
administered without "effectiveness.” Resident #1
continued fo be awake and yelling at 3:35 AM.

1/4/14 at 4:00 AM, Resident #1 was awake and
velling at 2:00 AM. Two vials of PRN Haldo! was
administered at 2:35 AM. The resident remalned
yelling until 3:45 AM.

On 1/6/14 at 4:00 PM, a hospice nurse and a
hospice caregiver stated Resident #1's health had
significantly declined around Noveriber,

On 117114 at 4:15 PM, the director of nursing and
another nurse stated they were hot sure about
how to develop a behavior management program
fo train caregivers regarding each residents’
specific behaviors. They stated all care staff were
provided a general education program related to
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residents with behaviors, hut they had not
provided specific training on each resident's
behaviors, Both nurses stated, they had used
Haldol for Resideni #1's behaviors and it
"seemed to calm her down."
The facility did not evaluate potential causes for
Resident #1's behaviors, As a result, non-drug
interventions were not developed and were nof
consistently implemented. The facility
administered antl-psychotic and sedating pain
medications in an attempt to reduce Resident
#1's yelling, hitting, refusal of cares, staying in
bed or wandering the hallways.
The facility falled to protect Resident #1's right to
be free of chemical restraints.
). ADMISSION/RETENTION Admission and Retention
N . What corrective action{s) will be accomplished for
The facility was observed to have the capacity to those specific residents/personnel/areas found to be
house 70 residents, with rooms spread out affected by the deficient practice?
amongst multiple hallways. The nurses’ station
I(:RSD)ﬂ:‘;aS Obsef"?dt_at ﬂghe fl"O?]t ﬁf the building. *  Resident# 6 was discharged from the community,
qum nurses’ station three hallways were prier to survey, on January 1, 2014,
visible and three were not. The common areas «  Resident #8 was re-evaluated usine th
consisted of two dining rooms, two living rooms, - [ oriaEausigthe
Admission/Retention Criteria. Recent physical and

an aclivity room and a sunroom. Al the {ime of the
survey, 49 residents were present with varying
levels of dementia.

verbal altercations have made it necessary to give
discharge notice. Thirty day notice was given, move
out wilt occur on or before March 7, 2014,

According to IDAPA 16.03.22.152.05,, a resident
will not be admitted or retalned who is violent or a
danger to himself or others.

1. According to his records, Resident#6, a 74
year old male, was admitted to the facility on
12/2{13 with diagnoses including Creutzfeldt
Jacob Diseass, history of alcoholism, dementia
Bureau of Facilily Standards
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and agitationfaggression. The resldent was
discharged to a hospital on 1/1/14,

A "Resident Assessment,” dated 12/2/13,
documented the resident had a history of verbal
aggression when exit seeking.

‘A care plan, dated 12/3f13, documented the

resident had a history of being verbally and
physically aggressive and staff were to redirect as
needed.,

A behavior management plan was not developed
to evaluate Resident #6's behaviors, Further, the
facility did not develop a behavior plan to direct
staff regarding appropriate inietventions,

Afax to the physician, dated 12/13/13,
documented the resident was very aggressive
throughott the evening. While a caregiver was
trying fo redirect him, he grabbed her around the
neck and pushed her into the wall. Prior to this,
he chased a caregiver and a resident into a room
with a handful of hangers. He also picked up a
large tahle and shoved it at the staff while yelling
at them.

Nurses notes documented the following:

*12/3/13 - Resident #6 had increasad
"agitation/anxiety" after dinner. He was checking
all doors and opening fire extinguisher doars,
sounding alarms then cursing at them (the
alarms). "Unable to redirect for long. PRN
Zyprexa given at 5:30 PM for behaviors. Resident
then attempted and did crawf over the RSD."

*12/8/13 - Resident #6 was extremely agitated,
pacing around the caregivers when they were
“attempting” to do rounds. The resident was

How wifl you identify other residents/personnel/areas
that may be affected by the sume deficient practice
and what corrective action{s) wilf be taken?

All residents could potentially be affected by this
same practice.

All residents are routinely evaluated using the
Admission/Retention Criteria. Any residents deemed to
be a darger to themselves or others will be considered
for discharge to an appropriate level of care.

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

*  Aliresidents will be assessed using the
Admission/Retention Criteria prior to admission,
with change of condition and with routine Lavel
of Care assessments. Alt assessement s will be
completed by a hurse on staff and/or the
Director of Resident Services. Recommendations
will be made to the Administrator regarding the
resident’s condition and ability to remain in the
facility.

* Al staff will receive in-service training on
Behavior Management; with attention given to
hoth redirection techniques and appropriate
documentation. )
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cussing and saying, "Call the police, you want me
to burn down this shit?” The resident pushed over
a cart, threatened and cussed at a caregiver.

*12/12/13 - At 10:00 PM, the resident began to
"escalate Into full blown agitation.” The resident
wanted to get io his car and when told he had to
stay at the facility, he ran down the hall and
pushed on the hall door until it beeped. The
resident continued to pace throughout the facility
"off and on the majority of the night.”

*42/13/13 ~ At 11:55 PM, the resldent was "very
aggressive" throughout the evening. The resident
grabbed a caregiver around her neck and
slapped her on the side of her face.

*12/17/13 - The resident had "some mild agitation
noted" at dinner regarding refusing to take the
5.00 PM dose of Seroquel and "getting Irritated”
with his tablemates.

*42/19/13 - After striking another resident on the
head, the resident continued walking throughout
the halls swearing and attempting to hit or kick
other residents.

*12/20/13 - Resldent was "verbally agitated" and
exit seeking. PRN Zyptexa was given at 9:06 AM
and the resident was no longet exit seeking.

*12120/13 ~ At 10:30 PM, the resident was
"getting agitated"” and was climbing under the
gate at the front desk throwing markers.

*12/20/13 - The resident was wandering in and
out of opeh bedrooms throughout the morning.

*12/21/113 - The resident exhibited "axit seeking
behaviors, opening all unlocked doors. At one
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How will the corrective action(s) be monitored and
how often will menitoring occur to ensure that the
deficient practice will not recur?

Potential Admits will be reviewed by the Director or
Resident Services, the Director of Community Relations
and the Administrator as a team. The
Admission/Retention Criteria will be reviewed prior to
making an admission offer to a resident or family,
Residents and family members will be informed at the
time of admission about the Admission/Retention
criteria and the need to refocate resident should these
conditions arise.

The Director of Resident Services and Administrator
will review the assessments and documentation
completed each month, or as condition changes, in~
order to confirm the residents continues to meet
appropriate Admission/Retention criteria.

By what date will the corrective action be i
accomplished? |

The above corrections will be made and new processes ‘
will be implemented by March 31, 2014. i
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point standing on furniture attempting to unscrew
door hinges to exit doors.” Resident #8 pushed a
female resident when she tried to get him out of
her room. The resident pulled a picture off the
wall and yelled at staff.

*12{25/13 - The resident got up on a table and
tore off the exit sign in the front dayroom. The
nurse attempted to give him Xanax, but the
resident refused. He continued fo try to take off
light fixtures, pictures and name signs from the
walls, At 10:32 PM, the resident had an
"extremely busy" night. The resident moved
furniture and climbed on top of it. He removed
ceiling tiles and while holding onto celling plpes,
kicked his feet at staff and yelled "Get the hell
away from me."

*12/26/13 - The resident opened the fire
extinguisher and discharged it outside the room
of another resident.

12/28/13 - The resident became verbally
aggressive and “verbally abusive" with his
roofmmate.

*12/30/13 - The resident was "very agitated and
anxtous." He was going into other residents’
rooms and removing their belongings. When staff
attempled to redirect him, he began "swaltting” at
staff and attempted to "urinate on a caregiver.”

*1/1/14 - The resident was sent to the hospital for
a psychiatric evaluation after "choking and
slapping a caregiver."

Incident and accldent reports documented the
following:

*19/8/13 - The resident used another resident's -

R 008
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walker to climb over the front desk stating he had
to get his clothss. A hurse asked him to get down
and the resident jumped off, tumbled forward and
landed on his knees. He refused to let the nurse
assess him for injuries. The "Plan of Action" was
to encourage the resident to "stay off of the RSD."

#12111/13 - The resident was "very agitated” and
climhed over the front desk "attempting to elope.”
The resident yelled at staff and then walked
quickly down the hall and “forcefully” shoved
another resident to the ground. The resident
continued to be "angry”" and was walking towards
the exit. The other resldent sustainad an
abrasion. The "Plan of Action” was to monitor for
increased behaviors.

*12/13/13 - The resident was very agitated. A
caregiver was attempting fo redirect him when he
grabbed her by the neck and pushed her, Law
enforcement was called and the resident was
provided 1 to 1 care for 20 minutes, The "Flan of
Action” was fo monitor him for increased
agitation.

*12/19/13 - The resident was agitated and when a
caregiver attempted {o redirect him, he "struck”
the caregiver on the head, The "Plan for Action”
was fo moniter him for aggressive behaviors.

*12/21M3 - The resident entered another
resident's room. When the other rasident
"attempled” to escort him out, Resident #6
pushed the resident. The other resident
"screamed” and Resident #6 ran down the hall,
The "Plan for Action" was to redirect ASAP due to
the history of aggression,

*12/28/13 - Resident #6 walked behind another
resident and "shovad” the cther resident in the
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back of the head and neck. Resident #6 then
kicked the glass in the doors trying to break it,
screaming, "l want fo gef out of here.” The "Plan
for Action" was to provide redirectfon and notify
the physiclan.

*1{1/14 - The resldent had increased agitation
and "attacked" a caregiver when the caregiver
was conducting room checks.

On 1/8/14 at 2:02 PM, a nurse stated Resident #6
exhibited behaviors that oceurred more often in
the evening and were often a result of staff trying
to redirect him. She stated, she remembered one
instance when the resident was going through
others" rooms and when a caregiver tried to
redirect him, he peed on the caregiver. She
further stated, "at one point he was hanging from
the ceiling grid.”

On 1/8/14 at 2:10 PM, a caregiver stated
Resident #6 was "really busy" and woutd want to
turn the lights off, take pictures off of the wall and
climb over the counters. She stated, when
Resident #6 became angry, it happened
suddenly. The caregiver recalled Resident #6
corneting another caregiver with a hanger. When
she tried to intervene, the resident threw her info
the closet. She further stated, another incident
occurred when the resident grabbed her by the
neck and punched her in the head. The caregiver
stated, other residents witnessed the incident and
were afraid of Resident #6. The othert residents
would yell at him, "stay away." The caregiver
further stated, after the second incident she was
afraid to provide cares to Resident #8. She
stated, not only was he a danger to others, bt to
himself, "based on the things he did, like ripping
things off the wall and climbing over the counter."
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On /814 at 2:25 PV, a caregiver stated she had
not provided many cares to Resident #6, but she
had seen the resident get angry and knew he had
a "temper.” She further stated, she heard other
caregivers state that they were unable to provide
cares to the resident due to his behaviors.

On 1/8/14 at 2:45 PM, a caregiver stated she
wollld see Resident #8 stand on chairs and break
handies off doors. She further stated, the resident
walked around cussing and she was worried
about what he would do if another resident
approached him. She stated she worried about
the other residents' safety.

The facility did not evaluate Resident #8's
behaviors to determine if they could retain him
and keep other residents safe. Further, the facility
falled to provide support, direction and training to
staff on safe, effective, interventions. The facility
retained Resident #6 for 30 days while he was
physically aggressive towards other residents and
staff. The facility did not have the capacily to deal
with his behaviers. This placed Resident #8, other
residents and staff members in danger.

2. Resident #8's record documented he was an
87 year-old male admitted to the facility on
5/24/13 with a diagnosis of dementla.

Between 1/7/14 and 1/8/14, obsetvations were
macle of Resident #8 ambulating the hallways
independently.

Acare plan, dated 5/28/13, documented Resident
#8's thought processes were impaired related to
dementia and he "may get verbally aggressive
and refuse cares."

A nursing assessment, dated 7/16/13,
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documented staff were unable to reason with
Resldent #8 or redirect him, as he would become
more agitated and angry.

Anursing assessment, dated 11/20/13,
documented Resident #8 had poor memory, was
easily confused, and had a lot of verbal and
physically aggressive hehaviors,

The following documentation was found in
incident repoirts, faxes and nurse's notes
contained in Resident #8's record:

*8/30/13: Resident #8 was agitated with staff
entering his room fo check on him.

*7129/13. Afemale resident entered Resident #8's
room, Resident #8 came after the resident and
placed his hands on her neck and stated, "l am
going to kili you." The resident was reminded not
to put his hands on people and Resident #8
showed "remorse”.

*8/10/13: Afemale resident (Resident A) was in
Resident #8's "personal space.” Resident #8
shoved the Resident A and she kicked him.
Resident #8 then pushed her and attempted to hit
her. He then grabbed her by the arm and pulled
her down the half ysliing, "I will kil this bitch next
time." Staff were instructed to lock his door to
prevent further occurrences and the resident was
reminded that he was stronger than the female

| resident,

*8/11/13; Resident #8 continued to be agitated
with Resident A, who had entered his room the
day before. Resident #8 stated repeatedly that he
woutd Kill her if she bothered him again. Resident
#8 went from room o room, increasing cother
residents' agitation by speaking about the incident
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the day before.

*8/12/13: Resident #8 exhibited increased
aggression towsrds Resident A. The female
resident walked by Resident #8, causing Resident
#8 to ralse his hand at her and begin cursing. A
facility nurse intervened.

*8/20/13: Resident #8 was heard yelling in the
hallway. A facility nurse witnessed Resident #8
pushing another resident, causing that resident to
“stumble into furniture." The "plan of action" was
to keep both resldents separated for 72 hours.

*8/28/13: Resident #8 pushed another resident in
a common area, because the other resident was
"invading personal space."

*10/1/13; Resident #8 was agitated due to
another resident continuing to enter his room.
Resident #8 was asked to lock his room, but he
refused,

*11/1/13; Another resident entered Resident #3's
roorh. Resident #8 pushed him into the hallway
and "kneed" the other residenf’s buttocks, The
*nlan of action" was to monitor for aggressive
behaviors.

*11/2/13: Resldent #8 told a facility nurse "that
guy came inta my room last night and | beat him
out of there, | won of course."

*11/6/13: Resident #8 was agitated with other
residents and scolding them for pacing the
haliways,

*11/9/13; Another resident entered Resident #8's
room. Resident #8 put his hands on the other
resident and pulled him out into the hallway. Staff
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were lo encouragé.the resident to keep his door
jocked.

*11110/13: "Res verbally aggressive with other
res, who was involved in recent altercation. Other
res was sitting in cornmon area, minding own
business when this res walked up and began
raising voice." The nurse separated the residents
an two cceasions that morning.

*11/11/13: Resident #8 stated ancther resident
was an "asshole and he hates him."

*11/16/13; Resident #8 walked towards another
resident, yelled at the resident and shoved the
resident down causing the resident to fall to the
floor. The other resident expetiencad a "slight
injury” fo his shouider area. The "plan of action"
was to provide education to the resident and
family regarding behavior issues, and keep the
two residents separated. A licensed nurse
documented "educated this resident abouf no
matter how upset he gets with some rasidents, he
may not physically touch them and to ask staff for
help.”

*11/18/13: Resident #8 "continued with irritation”
this evening.

*11/19/13: Resident #8 became upset with
another resident during breakfast and voiced his
dislike to him. Staff were to "attempt to keep
residents separated.”

*11/20/13; Resident #8 "continues to be easily
agitated, falking rudely to other residents.”

*12/13/13: Resident #8 was observed with wet
nants. Staff attempted to assist the resident, but

the resident shoved the caregiver across the hall,
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At a later time, Resident #8 was "exit seeking and
very agltated” when staff attempted to redirect.

Resident #8's record did not contain
documentation that a behavior management plan
had been developed after he exhibited physical
altercations with residents, putting other residents
at risk for harm,

On 1/8/14 at 11:06 AM, a caregiver stated
Rasident #8 would get "annoyed" with other
residents, hut she did not think he had any
behaviors.

On 1/8/14 at 2,00 PM, a facility nurse stated
Resident #8 was frequently irritable with other
residents, because his disease was not as
progressed as many of the residenis, She stated,
he would frequently shout or push other residents
and had the potential fo "hurt someone."

On 1/8/14 at 2:14 PM, a carsgiver stated, "He
gets joud sometimes, He does not fike people in
his space.” She stated she had not witnessed any
physical altercations, but had heard he had
pushed other residents.

On 1/8/14 at 2:25 PV, a caregiver stated
Resldent #8 would frequently raise his voice to
make other resldents back off.

On 1/8/14 at 2:56 PM, a caregiver stated one
minute Rasident #8 would be happy and the next
minute he would be very angry. She further
stated, she had frequently witnessed him yelling
at other residents.

On 1/8/14 at 3:15 PM, the administrator stated
Resident #8 was served meals in a smaller dining
rooim to prevent his behaviors and sometimes it
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was necessary fo keep Resident #8 separated
from cerfain residents who agitated him. She
further stated, Resident #8 would get "defensive”
if other residents came in his room.

The facility was a 70 bed facility, with 49 residents
diagnosed with dementia, which increased the
fikelihood that residents would wander into
Resident #8's bedroom frequently, causing him to
escalate and possibly harm othet residents. In
less than 8 months, Resident #8 had 7 physical
altercations with other residents. The facility's
“plan of action” was to remind the resident fo lock
his doot, or remind the resident not to physically
touch other residents. This intervention was not
effective as the resident continued to verbally and
physically assauit other residents, The facility
retained Resident #8 while he was physlcally and
verbally aggressive fowards other residents. The
facility did not have the capacity to deal with his
behaviors. This placed other residents in danger.

The facility failed to protect residents #1's right fo
refuse her medications and to be free of chemical
restraints, Additionally, the facility retained
Residents' #6 and #8 who were a danger to
themselves or others, These failures resulted in
inadequate care ahd had the potential to affect
100% of the resldents at the facility.
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IDAHG DEPARTMENT OF DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING
P.0. Box 83720

HEAILTH s WELFARE Boise, ID 83720-0036 Non-Core Issues Punch List
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Facility License # Physical Address Phone Number
Creekside Inn Assisted Living Alzheimer's Community RC-954 240 E Kathigen Ave (208) 665-2444
Administrator % ( ! f/é /7 / /9/ |city ZIP Code  |Survey Date
Erika Schreiber Coeur d' Alene 83815 January g, 2013
Survey Team Leader Survey Type RESPONSE DUE:
Karen Anderson Licensure, Follow-up and Complaint Investigation February 8, 2013
Administrator Signature Date Signed

NON-CORE ISSUES

IDAPA Department Use Only
item # Rule # Description EOR Initials
16.03.22. ) . Accepted
1 153.07 The facility did not have procedures to ensure the least restrictive intervention was used to address behaviors. **previgusly ;3,/ 571 i ™ KA
cited on 2/25/11** .
2 220.03.c.ii |The admission agreement did not include the assessment form to determine rates. 2 / X [ 1y K‘A
3 220.08 |The admission agreement did not describe all conditions under rule152 for which emergency transfers would be necessary. - j" ] k,«r
=t 4| Fn
4 225.01.a-g |The facility did not evaluate behaviors for all residents with behavioral symptoms. - ‘
2l Yy ke
5 225.02.a~ he facility did not devel itten intervention sidents wi fors. -
a-c |The facility did not develop written interventions for any residents with behavi = / o7 ’ 14 bﬁ\
8 225.03 |The facility did not ensure that psychotropic meadications were at the lowest dose and were necessary. Additionally, 9 / N
behavioral updates were not provided to residents' physicians. =g f f& K‘ﬁ
7 300.02 |The facility did not ensure orders were implemented. For example: Resident #4's and a random residentf's oxygen, Resident D /
#9's foot soaks and Resident #10's heel protectors. =1 f (4 Kﬁ
8 305.02 {Prednisone was not available for Resident #4 for 20 days in December. Additionally, there were no orders for Resident #4's 9 /
hospice medications and not alf PRN were available as ordered. **Praviously cited 1/13/11 and 4/26/11** =2 ! it [
9 305.03 |The facility nurse did not assess residents’ wounds biweekly to determine the progression of the wound. Additionally, the o }
facility nurse did not stage pressure wounds to determine if the wounds were appropriate for assisted living. =+ ] L= Ef’\
10 305.04 |The facilily nurse did not make recommendations when Resident #2 experienced weight loss. : e
‘ 2y |ea
11 310.01.c |The facility did not document daily temperatures of the medication refrigerator. R
c cility did no nt daily temp me g }&q‘lit’l e,

12 310.04.a |The facility did not ensure non-drug interventions were attempted prior to utilizing psychotropic or behavioral modifying

medications. D53 y | KA
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IDAHO DEPARTMENT OF o 6. Box 8379 ASSISTED LIVING
(208) 364-1962 Fax: (208) 264-1888 Page2of __
Facility License # Physical Address Phone Number
Craekside Inn Assisted Living Alzheimer's Community RC-054 240 E Kathleen Ave (208) 865-2444
Administrator ’ City ZiP Code  |Survey Date
Erika Schreiber MM'V // 7// Z/J Coeur d' Alene 83815 January 9, 2013
Survey Team Leader Survey Type RESPONSE DUE:
Karen Anderson Licensure, Follow-up and Complaint Investigation February 8, 2013
Administrator Signature Date Signed
NON-CORE ISSUES
IDAPA : Department Use Only
item # Rufe # Description EOR Initial
16.03.22. Accepted nitials
13 320.01 [Negotiated Service Agreements were not developed for 10 sampled residents. Resident #2 was not toileted according to the [ © /5,) W/ i v
care plan. SN
14 330.02 [Caregivers’ documentation was shredded and not maintained for 3 years. > /;:L‘ i e
15 350.01 The administrator was not notified of all complaints. 9,/9. — l iy ¢. A
16 350.02 |The administrator did not investigate all complaints, incidents and accidents. **Previously cited 1/13/11** oy /aﬁ-l \ i K—'ﬁ\
17 350.04 {The administrator did not provide a wrilten response to complainants within 30 days. **Previously cited 1/13/11** 2 [ o 1Y \éﬁ
18 451.03  [The planned mechanical soft diet was not consistent with the [daho Diet Manual. o /;_C; /ILT En
19 550.23.b |The admission agreements documented rate changes would be effective immediately without providing a 5 day writien - } .
notice. IR I 7
20 600.06.2 {The administrator did not schedule sufficient staff to provide supervision in the dining room, assistance with eating in a 2 / ! B
dignified manner, and to monitor residents with behaviors. % J Y lQ\
21 711.01.a-¢ |The facility did not have a method to track behaviors for all residents with behaviors. - / 9__}_/ 1 e
22 711.08 |Care notes were not documented by caregivers. “Previously cited 1/13/11* 1> , 37 /I- L K
23 71111 |There was no documentation of why medications or treatments were not implemented as ordered. ) / - ‘ " K,
24
25
26
27
28
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Critical Violations

HEALTH = WELFAREFoo0d Establishment Inspection Report

Noneritical Violations

# of Risk Factor (/f" #of Retail Practice

Establishment Name Operator - z/ Z Violations M Violations

- [: z,f,}/m"" { L a'ﬂm} &1 ;é‘ﬁ( rEFal # of Repeat o #of Repéat
Adc[resi I’M ‘ .jﬁ I / f‘ ,l:} Violations {{-"',Hj Violations

-3 f[\ J ) wn / ¢ ) I /[\).5*) =
Coupfy ' Estab # CHTERSEUR. Tnspeciion time: Travel lime: Score 7 | seore
Aol A, ,.%’j '
Thspection Type: ' Risk Category: Follow-Up Report: OR  On-Site Follow-Up: FEEEVTS
} Date: Date:
)i’p-‘\;\”) K8 f

Items marked are violations of Tdsho’s F JM Cdde; IDAPA 16.02.19; and require correction as noted.

: TERY o Fdod Code applicable'see
Thie Jetler to the leﬁ of each item indicates that item” 's status at the'i inspection.
cos | r ] cogf r
wa)N 1. Certification by Accredited Program or Approved alo f?} N NIO WA 15, Proper cooking, time and temperature { 2140
- Course; or correst rasponses; or comy _||ancewdhC i ¥ N WQ NA_ | 16, Reheating fof hot holding (3-403) ol
" S A Y N (Vo] Nl 47 Cooling (3-501) aja
NN ¥) N RO A | 18. Hot halding {3-501) w] =
= a0 N 19, i "
NN 3. Ealing, tasting, drinking, ortohaccu use{2-401) a|a } ' Cold.H.olm.n g (_3?’01.) s @1
T P ——— andmou!h (2 401) ala ¥ /N MO N | 20 Datemarking and disposition (3-501) a0
e ¥ N ﬁ@ WA, 21. Time as a public heakh contro] {proceduzesirecords) ol o
A)N 5. Clean hands, propetly washed (2- 301) aia : !
. 6. Bare-hand contact with ready-te-eaf foodsfexemption
@ N {3301) ol aja
7. Handwaghing faciities (5-203 §6-301) |0
- I3 ala
&N 8. Food ohtained from approved sowree (3101 &3-200 O | O _
¥i N 9. Recelving temperature/ condition {3-202 a|a o , :
L ;3 | 10, Record? shezs{ock tags, paras;!g destrzmhon 24. Additives / approved, unapproved (3-207) ala
Y N E‘@ required IACCP plan 3202&3393 Wy 25. Toxie substances properly identified, stored, used EI. 0
T {7 -101 through 7-3613). i
AN WA | 11 Food segregated, SEpafated and pro!ecled (3402 [ O 2 - bbbk _——
.Ym' N NA 12. Food contact surfaces clean and sanitized alo o 26. Compliance with variance and HACCP pfan (8-201): O
'/ (45, 4-6.4T) .
\}?) N 13. Retumed /reseriice:of food (3-300 & 3-801) cia Y = yes, in complianes N =no,not in.?om;ﬂiance
Ny N 14. Discarding/ reconditioning insafe food (3:704) gioc ng%:gm"gggisﬂe g’:AR:;'e°;f";f;g{;‘;§gl°-
' D= Cos otk
/l/) /igl\. d/{f:? ”;{/j{,;{:l\h:_ ‘ﬁg
& nr - f /? 79’ J/ l? Y -‘-"/

!

-

co3 R cos R 208 R
[ | 27.Use ofice and patteurized soge Q | O | O | 34 Foodoortamination 0 QO | O 42 Foodutensisiiuse a ]
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. “BUTCH® OTTER —~ GovERNGR TAMARA PRISOGK —~ ADMMSTRATOR
RICHARD M, ARMSTRCNG - Director DIVISION OF LICENSING & CERTIFICATION
’ JAMIE SIMPSON — PRoGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, Idaho 83720-0002

PHONE; 208-364-1962

FAX: 208-364-1088

January 27, 2014

Erika Schreiber, Administrator

Creckside Inn Assisted Living Alzheimer's Community
240 East Kathleen Avenue

Coeur d'Alene, Idaho 83814

Dear Ms. Schreiber:

An unannounced, on-site complaint investigation survey was conducted at Creekside Inn Assisted
Living Alzheimer's Community between January 6 and January 9, 2014. During that time, observations,
interviews or record reviews were conducted with the following results:

Complaint # ID00006138

Allegation #1: 'The facility did not consistently implement precautions to reduce further skin breakdown
after residents sustained pressure ulcers. '

Findings #1: Substantiated. The facility was issued a deficiency at TDAPA 16.03.22.300.02 for not
ensuring physician orders were implemented. The facility was required to submit evidence of resolution
within 30 days.

Allegation #2: The facility did not provide timely medical intervention when residents had a change in
condition.

Findings #2: On 1/8/14, the identified resident's record was reviewed. Nursing notes, dated 4/10/13,
documented the resident was not showing any increased edema or shortness of breath. On 4/11/13, at
2:00 PM, a nurse documented the resident refused to eat, appeared fatigued and was communicating
with "quiet, mumbling speech.” The resident's vitals were taken and the resident's physician was
contacted. The physician ordered an immediate EKG and vitals to be taken every hour until the
physician came to assess the resident. A nurse practitioner (NP) came to assess the resident at the facility
and the resident was transferred to the hospital at 6:10 PM.

A vitals sheet, documented that vitals were started at 2:00 PM as ordered by the physician and continued
until the resident was fransferred.
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On 1/7/14, a caregiver stated she remembered the identified resident stayed in bed that day because she
was not feeling well. She stated at times the resident did refuse to get up and they would let her sleep.

Normne of the nurses working during the survey, were on duty in April when this resident was transferred.

Unsubstantiated. This does not mean the incident did not take place; it only means that the allegation
could not be proven.

Allegation #3: The administrator did not investigate all complaints regarding residents' preferences and
missing belongings.

Findings #3: Substantiated, The facility was issued a deficiency at IDAPA 16.03.22.350.01 and .350.04
for the staff not notifying the administrator of all complaints and the administrator not providing a
written response to complaints. The facility was requ1red to submit evidence of resolution within 30

days.
Allegation #4. The faciiity did not assist residents with their care needs.

Findings #4: Substantiated. The facility was issued a deflency at IDAPA 16.03.22.320.01 for not
developing NSAs to describe residents’ care needs. The facility was required to submit evidence of
resolution within 30 days.

Allegation #5: The facility did not provide activities to residents.

Findings #5: Between 1/6/14 and 1/8/14, a variety of activities such as bingo, music and exercise were
observed being conducted at various times throughout the survey

An activity calender was observed and documented that van rides, current events, chair exercises, bingo,
music and memory games were provided throughout the month.

On 1/6/14 at 3:00 PM, outside agency staff were interviewed. They both stated they had seen activities
such as music, bowling, and current events being provided to the residents. The nurse stated whenever
she had been at the facility, there was always something going on. Further, the nurse stated the fa0111ty
had a full time activity director.

On 1/7/14 at 3:15 PM, a family member stated, the facility provided many different activities and the
facility made sure her loved one got to those activities.

Unsubstantiated. This does not mean the incident did not take place; it only means that the allegation
could not be proven.

Allegation #6: The administrator did not schedule sufficient staff to supervise residents' behaviors.

Findings #6: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.600.06.a for the
administrator not scheduling sufficient staff to provide supervsion in the dining room, assistance with




EBrika Schreiber, Administrator
Januvary 27, 2014
Page 3 of 3

eating and to moenifor residents with behaviors,

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference, on January 9, 2014. The completed punch
list form and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be
submitted to this office within thirty (30) days from the exit date.

If you have questions or concerns regarding our visit, please call us at (208) 364-1962. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

KAREN ANDERSON, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

KA/sc
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Jatuary 27, 2014.

Erika Schreiber, Administrator

Creckside Inn Assisted Living Alzheimer's Community
240 East Kathleen Avenue

Coeur d'Alene, Idaho 83814

Dear Ms, Schreiber:

An unannounced, on-site complaint investigation survey was conducted at Creekside Inn Assisted
Living Alzheimer's Community between January 6 and January 9, 2014. During that time, observations,
interviews or record reviews were conducted with the following results;

Complaint # ID00006063

Allegation #1: A resident's right to refuse medication was violated when the resident was held down and
forced to take the medication.

- Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.550 for the facility
not protecting residents’ rights to refuse medications. The facility was required to submit a plan of
correction.

Allegation #2: The facility did not respond appropriately when an allegation of abuse occurred.

Findings #2: On 1/8/14, an incident report documented on 5/29/13 at 6:30 PM, a licensed nurse
witnessed another nurse "forcefully" administer a medication after the resident refused to take the
medication. The facility administrator documented the nurse was terminated immediately, staff were
interviewed, and an inservice was provided to staff.

An in-service record, dated 5/30/13, documented staff were in-serviced regarding residents' rights.

On 1/8/14 at 2:45 PM, a caregiver stated she recalled attending the in-serviced, regarding abuse
procedures and residents' rights after the incident occurred.

On 1/8/14 at 3:07 PM, the administrator stated she received a call from one of the facility's nurses
regarding the director of nursing (DNS) forcing a resident to take a medication. The administrator stated
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she came in immediately and suspended the DNS. She called in another nurse to cover for the DNS,
called and left a voice message with adult protection and the ombudsman, and collected statements from
staff. She further stated, an in-service was provided to staff to re-educate them regarding the facility's
policy on abuse and residents' rights.

On 1/9/14 at 9:45 AM, an adult protection investigator confirmed the allegation had been phoned in by
the facility. The investigator stated he felt the facility handled the situation appropriately.

Unsubstantiated. However, the facility was given technical assistance regarding ensuring their abuse -
policy was consistent with Idaho statutes.

A core issue deficiency was identified during the complaint investigation. Please review the cover letter,
which outlines how to develop a Plan of Correction. The Plan of Comrection must be submitted to our
office within 10 (ten) calendar days of receiving the Statement of Deficiencies.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference, on January 9, 2014. The completed punch
list form and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be
submitted to this office within thirty (30) days from the exit date.

If you have questions or concerns regarding our visit, please call us at (208) 364-1962. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,
AL
o /oc
KAREN ANDERSON, RN

Health Facility Surveyor
Residential Assisted Living Facility Program

KA/sc
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