IDAHO DEPARTMENT OF

HEALTH & WELFARE

C.L. “BUTCH" OTTER ~ GoveRNOR TAMARA PRISOCK — ADMNISTRATOR
RICHARD M. ARMSTRONG — DirecTer DIVISION QOF LICENSING & CERTIFICATION
JAMIE SIMPSON - PRoGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.O. Box 83720
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PHONE: 208-364-1962

FAX: 208-364-1888

April 17,2014

Benjamin Knowles, Administrator
Wynwood at Twin Falls

1367 Locust Street North

Twin Falls, Idaho 83301

License #: RC-569

Mr. Knowles:

On March 6, 2014, a state licensure survey and complaint investigation were conducted at Wynwood at Twin
Falls. As a result of that survey, deficient practices were found. The deficiencies were cited at the following
level(s):

e (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 iinplemented 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
Anderson, RN, Health Fagility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

S

JAMIE SIMPSON, MBA, QMRP

Program Supervisor
Residential Assisted Living Facility Program

J8/sc
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Benjamin Knowles
Wynwood at Twin Falls
1367 Locust Street North
Twin Falls, Idaho 83301

Dear Mr. Knowles:

Based on the state licensure survey and complaint investigation conducted by Department staff at Wynwood
at Twin Falls between March 3, 2014 and March 6, 2014, it has been determined that the facility failed to

protect residents from inadequate care.

This core issue deficiency substantially limits the capacity of Wynwood at Twin Falls to furnish services of
an adequate level or guality to ensure that residents' health and safety are protected. The deficiency is
described on the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction of
this deficiency must be achieved by April 20, 2014. We urge you to begin correction immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

* What corrective action(s) will be accomplished for those specific residents/personnel/areas found
to have been affected by the deficient practice?

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

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

¢ How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?

+ By what date will the corrective action(s) be completed?

Return the signed and dated Plan of Correction to us by March 30, 2014, and keep a copy for your records.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop.




Benjamin Knowles
March 17,2014
Page 2 of 2

In accordance with IDAPA 16.03.22.003.02, 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. Your evidence of resolution (e.g., receipts, pictures,
policy updates, etc.) for each of the non-core issue deficiencies is to be submitted to this office by April 5,

2014.

If, at the follow-up survey, the core deficiency still exists or a new core deficiency is identified, the
Department will have no alternative but to initiate an enforcement action against the license held by

Wynwood at T'win Falls,
Enforcement actions may include:

imposition of civil monetary penalties;

issuance of a provisional license;

limitation on admission to the facility;

requirement that the facility hire a consultant who submits periodic reports to Licensing and
Certification.

Our staff is available to answer questions and to assist you in identifying appropriate corrections to avoid
further enforcement actions. Should you have any questions, or if we may be of assistance, please contact us
at (208) 364-1962 and ask for the Residential Assisted Living Facility program. Thank you for your
continued participation in the Idaho Residential Care Assisted Living Facility program.

Sincerely,

"?,Jlf Dad- D, AS 0 fo

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

KA/sc
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WYNWOOR ATTWIN FALLS

R 000! Initial Comments R.O00

The following deficienctes ware cited during the
licensure, follow-up and complaint survey
conducted betwaen March 3, 2014 and March 6,
2014 at your residential care/assistad living
facility. The surveyars conducting the survay
were:

Kargn Anderacn, RN
Health Facility Surveyor
Team Leader

Gloria Keathley, LEW
" Health Facility Surveyor

Matt Hauser, QMRP
Heafth Facillty Surveyor

Rae Jezn McPhillips, RN, BSN
Health Facility Surveyor

Abbreviationsand Definitions;

& ~ at

blk/brwn - blagk or brown

BG- blood glusose

BIPAP - Bi-lowal pusitive ainvely pressure

tm - centimeter

GOPL - chronic obstructive pulmonary disease
GPAR - continupus positive airwvay pressurs

dit - dus to :
L.FN - Licensed Practical Nurse

MAR - medication assistance record

MRSA - methicillin-resistent staphyloconcus
auraus

NBA - negeliatad asrvies sgraement

02 - oxygen

R - right L
Bureau of Faclllﬁy Siandards .
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RN« Registerad Nuraa
X -by
R 008 18.03.22.820 Frotect Residents from Inadequate 'R 008
Care,

The admirdstrater must agsure that policles and
proceduras are implemented to assura that sl
residents are frae from Inadeguate care.

This Rule is not met as evidenced by:

Based on observation, intarview and ragord
review it was determined the facllity retained 3 of
11 zampled residants {Residents #7, #9 and #11)
wha raquired cara beyond what e facility was
licensed i provide. Resident #9 had wounds that
did not improve biweekly and had MRSA,
Resident #7 and #11 ragquired the support of &
meshanical breathing system. Additionatly, the
facility did not monitar the assistance of instlin for
2 of 2 sampled residents (#2 and #6). The
firdings inefude:

1, RETENTION
A, Wourds/MRSA

IDARA 16.03.22.152.06.h - No resident will ke
admitted or retainad who raquires engoing skilled
nursing or care not within the legally lleensed
authority of the facility, Such reslidents include:

% - Aresident with any tyge of pressure ulser op
open wound that is not Improving Bl-weekly: and
xi~ Aresident who has MRSA
{methicilin-resistant staphylococeys aureus) in an
setive state {infective state).

Bursau of Faclity Stangards
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R 008 Continued From page 2 R 008

1. Realdent #9's yecard documentad she wag
admitted in the Tacility on 3/29/12 with a disgnosis
of cancar. According to the record the residant
was adrifed to hosplee services an §/1/12 and
wag on hospice at the tme of sulvey.

a, Wound an fight lower back/MRBA;

On 10718112, the facility RN documented in the
care notes, that Resident #8 had ap open ares on
her right lower hack. She documentad the area
arpund the wound was red and warm to iha iouch
with & 0.25 am dack brown area.

A quartedy nuzing assassment complated by the
EN, dated 10/22/12, decumented, "n the last
week, @ reddened srga meaguring 3 om x 2.5 em
x 1 erm openad up on R side of back.” The nurse
dncumented the wound had a 25% nacratic
(dead) area with 2 small amount of yeliow
drainage.

Cn 1147132, the RN documerited In care nofes,
that the hospica nures, .. falt that there was
itfection @ sia.” The note deoumented the
residentwas stared on an antitiotic for the
Infection,

On 11/10/12, the facility LPN documented In care
nates, the wound had a foul odor and the wound
did not show signs of Improvement.

On 1119/12, the RN documented in care nates,
“Inforrned by Hospice RN that rasident's wourid is
MRSA." The note documented ke physician
tiscontinued the original antibiotic znd orderad a
rew antibiotic,

On 11721112, the LPN documented in care notes,
that Resident #9's physician came to the fagility

Resident # 9 had no active MRSA at time of
the Survay,

No ather residents have non-healing stage
2 or greater wounds or diagnosis of MRSA.

Any resident with 3 non-healing stége 2
wound will have a raquest for a physician
order for culture. Any culture coming back
s positive for MRSA will result in s
discharge nutice given.

Residents with wounds will be assessed
and any non-healing stage 2 will be issund
& move-pUt notice. I appropriate
reatment cannot be provided while a 30
day notice is underway than discharge will
oceur,

|

4-16-14

|
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and dabrided the resident’s wound,

On 1277112, the RN documented on the "Open
Area Elow Sheet™ the wound bed was "80%
Bik/Brwna " with 2 modarate smount of brown
dralngge that had 2n odor,

On 12/26/12, the RN documented In care noles,
the resident was started on antibiotics fora
wound infeetion.

On 1213, the LPN docurmented in care notes, o
physical therapist came to the faallity and
debrided the wourd,

Aqusrterly nursing sssessmernt, completed by
the RN and dated 2/4113, documanted, "Residart
it declining o/t a1 non-healing wour.,." and
"Multiple charge of types of wound dressings and
debriding {removal of dead tissue) have not
yielded positive resuits.” The RN documentzd the
wound was 30% coverad by necrotic fissye and
A% covergd by slough. Additionally, she
documented thare was a small amount of
yellowfian dralnage that had an odor.

On 271213, the LPN docurmentsd in care notes
the resident was started on another antibiotic for
a wound Infection, The faellity RN documented on
the "Open Area Flow Sheet,” dated 211213, the
wolind bad was "60% BlldBrwn" with modarate
tan drainage.

On 4/15/13, the LPN documented in care nates,
the resident was started on anather antibiotic for
a wound infaction.

Aquarterly mursing assessment, campletaﬁ by
the RN and dated 4/23/13, dacumented,
"Gontinued slow decling d/t a non-healing wound

Review whare rasident clinical neads are
ciscussed. Those scheduled to attend
meeting will be Adrinistrator, RN, LPN,
Dining Room Manager, Activitles Diractor,
Resident Care Coordinator, Business Office
Coordinator, Maintenance Technician,
Salas/Marketing.

Administer is respansible to ensure
compliance by attending Collaborative Care
Review and by taking appropriate foliow-
up action.

|

4-16-14
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R 008 Continued From page 4 R 008
and onset of a new o,

ARospice nurse documented, on 101813, thore
was a large amount of purulent drainage with
alight odor fram the wound,

A hosplee nurse documanted, on 11/28M 3, the
waund had 2 moderate amourt of puniant
drainzge with glight odar.

A hoaplca nurse documented, on 11714, the
wand had 8 scant amount of dralnage.

Aquartsrly numing sssessment completed by the
RN, dated 1/18/14, documented the wound was
unGhanged.

On 2/27114, the RN documented on the "Opan
Area Flow Sheet" the wound bage was
"Claan/PInk" and had no drafnage.

The wound on Resident #9'8 right hig, which
started on 10/18/172, did not Improve bi-westkly
and had not resolved at the Bme of survey on
3814, over 16 manths later, Additionally, the
resident was retained after she developed a
MRSA infection in her wound.

2. Woynd on Left [ip:

The RN documentad o the "Opon Araa Flow
Sheet" that Regident #9 had developed a wound
on her left hip with the "date of Initial appearance”
as 2M5/13.

Ahospice nurae documanted, an TOH8M 3, thers
wa 2 large amount of purulent drainage with
slight odor from the wound,

Ahospice nuise dosumented, on 11/25/13, the

Bures of Faclity Etandards
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wound had a large amount of punilent drainage
with an adar,

A hoapice nurse docutnented, on 12/27/13, the
waonnd had a smal amount of purulent drainage.

A guarterly nursing #ssessment, completed by
the RN and dated 1/15M14, documented the
wound did not shaw signs of improvement.

A hospiee nurse docurnanted, on 1/17/14, the
wound to the left bip had & smali amount of
drainage with & "slight” odor.

A hospica nurse docurnented, on 2/3/14,
Resident #9's wound on her left hip had a scant
amaunt of drainage with a “slight” odar.

Qn 2/27114, the RN documentsd on the "Open
Arta Flow Sheet” the wound bed could not be
visualized,

The wound on Resident #9's skt hip, which
started on 2/5/13, did not improve bi-weekly and
bad not resslved at the time of survey on 3/5/14,
appraximataly 12 months later,

3. Wound on right hael:

Aguarterly nursing assessment, completed by
the RN and dated 4/23/13, documented Resident
#0's right heel "black decubitus® and the "smaller’
left heel "black” decubitus were closad,

An "Open Area Flow Sheet” dosurnented
Resident #9 develdped a wound on her right hea)
with the "date of inifal appearance” as 6/10/143.

Aquartarly nursing assessment, completed by
the: RN and dated 7/255/13, documented the right

J
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"hael irauma wound re-opanad.”

Ahosplee nurss documented, on 10/18/13, the
waound had a "hard scab.”

The *Cpen Arga Fiow Shest, documsnted the
wound was "hesled" on 114813,

A hospics nurse documeantad, on 11/25/13, the
wound continued to have a "hard dry scah,”

A haspice nurss documented, on 2/3/14, the
wound continued to have a "hard dry soab,*

There was no additional information, after 2/3/4,
in Resident #9's record regarding the condition of
the wound on her right heel.

On 3/5/14 at 12:49 PM, the former hospics nurse,
stated she had provided wound care to Resldent
#8 until mid-Fabruary,

The wound on Resident #9' right heel, which
started on 6/10/13, did notimprove bi-weekly for
approximately 10 months,

On 3/4/14 gt 215 PM, the rasident stated tha
wiund on herright hip started = long time ago
after she "hit it" on her wheeichalr, $he stated the
wound on her left hip started after her hushand
triad to help her transfer. 8he sald the hosplce
nuree came in ot least twice a wesl ty do
trassing changes,

On 3/5/14 at 10:32 AM, the facility LEN stated the
wound on the right hip started in October of 2012
and never-"totally healed,” but "has gotten better.”

On 3/5114 &1 10:58 AM, the current hospice nurse
stated! bath wounds on the hips were improving.
Buresw of Fasllity Standards

STATE FORM bann TrRO{1 I zonfinualion sheat 7 of 17




il AT N < ST | 268
— S 2l £y FET 350968 Wy HWOOD PAGE  ©9/19
PRINTED: o¥24/2014
FORM APFRQVED

Resldantial Cara/Assisted Livin

STATEMENT OF EFICIENCIES (1) PROVIDERISUPPLIZRICLEA X2y MULTIBLE OONETRUGTION (X5 gg&?gfggv

ANDPLAN Of CORRBGTION IDENTIFICATION NUMBER: A BUILBING: A

13RE6Y B. WikG e /0612014
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI* CODE
1367 LOCYST STREET NORTH
WYNWOOD AT TWIN FALLS TWIN FALLS, 1D 83301 |
BUMMARY ETATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5}
é’éﬁé& (EACH DEFICIENGY MUBT BE PREQEDED BY €ULL PREFIX . é’&%”niiﬁﬁiﬁygﬁ 1{.5:53%5;;;%% E{::r . ac;nﬁTLEETE
m IT{FYING INFORMATION, TAG B
TAG REGULATORY OR LG IMENTHFYIM i o
R Q08

R 008 | Gontinued From page 7

He stated the wotind on right hip was larger than
the wound on the left hip. He stated neither
wound had dralnage at this time,

On 3/6M 4 at 12:49 PM, the former hospice nurse
stated the resident did develop a MRSA infection
at one timea, She staied the physician did not test
all urther suspectat wound infections for MREA,

The facillty retained Resident #8 when her
watinds dit not improve bisweekly and she
developed MRSA in & waund,

8. Mechanically supparted breathing system

IDAFA 16.03.22.152.05.b - No ragident will be
admitted or retaingd who rogquires ongoing skillad
nursing or came not within the lagally licensed
authority of the faclity. Such residents include:

v - A regident wha is on a mechanically supported
bregthing system, except for residents who use
CPAR, (continuous posttive atrway pressure),

1. Resident #7's record decumented she was an
85 year-old femate who was admitied 1o the
faility on /25711 with a diagriosis of sleep
apnea,

The resident's record contained an undated
"Physician Plan of Cara" whieh documented
Resldent#7 had a diagnesis of obstructive slesp
apnea and required a BiPAR machine,

"Medical Reports,” dated 8/3/13 and 12/23/13,
dotumanted Resident #7 was o continue with
her BiIFAR maching,

A"Peraenal Service Flan," dated 12/31113,
documented Resident #7 used oxygen. The plan

Obtained sleep study for residents # 7 and

11, Obtained documentation from
Physicians stating that a CPAP would not
pddress the concern of sleep Apnea. BIPAP
was recommended by both doctors. 30
day notice will be given if variance from
tata is not granted,

CPAP machines will be checked to ensure
that it s a CPAP and not a BiFAP machine.
tart of the nurse pre move-in evaluation

ill be to ask if 5 CPAP or BIPAP is used.
The nurse will check Lo ensure it is a CPAP.
Residents with a BiPAP will not ba
permifted to move-in unless a varancs is
obtained from the Buresu of Facility
Standards prior to move-in,

Administrator will ensure compliance
through review of all pre move-in
paperwork and review and sign off on

nuarterly and change of condition

f ,assessments.

4-16-14

Burean of Faoility Standards
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did not state that g BIPAP machine was sed.

A Tacllity nursing Basessimeant, dated 1/2/14, did
not documaent that Resident #7 used a BIPAR
mashine.

On 3414 at 940 AM, Resident #7 stated sha
used a BIPAP maching at night with oxygen. She
stated she cleaned the maching and placed it on
herzelf at night.

- 2. Resident #11's record dosumented she was a
77 yearold female who was admitted o the
facility on 8/15/12, with diagnoses including
hypoxia, obsiructive sleap apnes and CORD,

Resident #11's "Parsonal Service Flan"'NSA,
dated 12/31/13, documanted she "has o BI-PAP
[5i¢] that staff need to put water In and move tha
tubing from tha bi-pap [sic] o the concentrator
and also to the portable tank when [Residant
#11's name] gels up and then again when she
prepares for the day.”

On 3/4/14 at ;30 AM, an undated note was
observed taped to the facility medisation cart. The
hote docurnented the moming staff were to
emply, rinse and air dry the BiPAP machine, and

L the avening staif were to il the BiPAP with
distified waier.

On 3/5/14 at 1115 AM, Resident #1 1's RiPAP
machine was observed on a table in ber room. At
that time, Resident #11 stated sha ysed the
BiFAF evary evaning.

Cn 3/4114 at 11:30 AM, the adminlsirator statad
he was not aware of the rule that prohibited the
use of BiIPAP machines in assisted lving facllities,
Bummay of Facilky Standards :

STATE FGRM A ¥TEO{A If continuation #eat & of 17




TN R T N S - S ] 2B87350968

e

WYNWOOD

PAGE 11/19

PRINTED: U3/20/2014

FORM APPFROVED
Rasidential Care/Assisted Livin "
ETATEMENT OF DEFIRIENCIES (41} PROVIDER/BUBELIER/GLIA (%) MULTIPLE GONSTRUGTION {3) ném;:j fgrgy
ANDRLAN OF CORREETION IDENTIFIGATIONMUMBER; A BUILDNG: _ ¢
13R568 B WiNG 03/06/2014
NAME OF PROVIDER OR SUPPLIER $TREET ADDREES, OITY, STATE, ZIP CODE
L 1367 LGGUST STREETNORTH
L
WYNWOOD AT TWIN FALLS TWIN FALLS, D 83304
SUMMARY ETATEMENT OF DEFICIENZIES I PROVIDER'S PLAN OF GORRECTION {¥E)
é’é‘é’é?{ (EAGH BEMCIENGY MUST BE PRECEDEE BY FULL PREFIX [EACH CORREGTIVE AGTION SHOULD RE cﬂMp}fE
TAG REGULATORY OR LECIDENTIFYING INFORMATION) TAG CROS3-REFRRENCED TOTHE APFROPRIATE DA
DERIGIBNEY)
— L
R 00| Continued From page 9 ROD8

The facility admitted and retained Residents #7
and #11, who required the yse of a BIPAP
machine.

Il ABSISTAMCE & MONITORING OF
MEDICATIONS

The facility’s admission agreement contained an
assessmert titled "Assessmant Bummarny Report"
which documented the faciity would provida the
followlng sevices for medications; "Order and
goordingte madications...Provide altention andfor
assistance with taking medication” and document
medications an the "Medication Adminlstration
Racord.”

1. Resident #6's record documented she was an
81 year-old female who was admittad to the
Tacility on 3/22/13, with diagnoses Inchding Type
# diabetes antd rheurmataid arthrits.

a. Insufin/Set Dose

©On 3/3M14 at 12:95 PM, Rosident #8 was
observed in her room sitting in her recliner, The
resident stated she had rheurastoid artiwitis and
other health Issues s caregivers assisted har
with ADLs, and the medication aides hrought her
medizaions to her roorm.

Aphysician's order, dated 11/1/13, documented
Resident #6 was to recejve Humaleg insulln, 2
units before meals and Lantus insulin, 10 urits at
bedtime.

The 11613 1 12/4/13 MAR documerted the
follawing:

*45 fimes there was no dosumentation the

Obtained naw Doctors order for Rasident #
2 and # &, removing them from a sliding
scale, Nurse and LPN MAR audits to ensure
thit residents are getting theit B&'s and
insufin and decurnentation is approgriate.

Current residents were sergenad for those
who are tiabetic recelving BG's and insulin.
MAR audits will be instituted on these
;residents

!{Ongoing MAR audits will be done to ensure
]residents receiving BG's and insulin are
recaiving these with correct doses and
refated documentation.

’Adminis‘trator will ensure compliance by
Fttending Collaborative Care Review

meetings with discussion and review of 4-16-14

MAR audits of diabetic residents with BG's
oA Inssdin |

Buresl of Facllity Standards

STATE FORM
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regident racsived 2 units of Humalag insulin.

*& dmes there was no dosumentation the resident
recaived 10 units of Lantus insulin,

The 12/513 to 1/4/14 MAR dozumeniad the
folluwing:

*59 times thera was no decumentation the
resident reselved 2 units of Hurmalog Insudin.

™0 tirngs there was no dosumentation the
resident recelved 10 units of Lantus fnsulin,

The 41514 to 214714 MAR documented the
following:

*56 times there was ne documentalion the
resident received 2 units of Humalog insulin,

The 2/514 o 3/4/14 MAR documented the
Tollowing:

*26 timas there was no documzntation the
resident raceived 2 unite of Humalog Insulin,

*3 times there was no dosumentation the resident
received 10 units of Lanius insulin.

On 3/5/14 5t 2:33 AM, the LPN statad, she had
wonderad why there had been eo many syringas
with 2 units ofinsulin laft aver each manth, The
LPN fisther stated, she thought the left over
insulin ¢ould have been from the multiple times
the resldent had been out of the facility with her
farnily,

From 11/5/13 unbl 3414, the facifily fsiled to
ensure sareglvers checked Resident #5's BG
levels, failed to ancure she received insulin as
newded, and falled io ensure the correct ingutin
Bureay of Faclity Standards

STATE FORM 9607 7FE011 If sentiruation aheet 14 of 17
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dosas was given on 205 oceasions,
b. Insulin/Sliding Scale

On 344714 at 3:30 PM, Rasidernt #6 was observed
In hest ropm, sitfing In her recliner, When azked ny
surveyors how mueh insyulin she required,
Resident #6 atated, " have wo ides how mush
insulin | take," The resident stated, ke
medization aldes brought pre-filled sydnges with
a dose of insulin hased on her bliood glucosg
readitigs.

A Personal Sarvioa Plan, dated 2/7/14,
dacumantsd Resident #6 had a sliding scale dose
afinsulin ordered before each mea) bassd on her
bioed plucoze, The service plan documeried the
tesident required assistance and suparvision to
monttor har blood glucose and to provide
oversight.

According o physician's orders, dated 11/113,
Residant #8 was to also receive the faliowing
shiding scale insulin, before meals and at bedtime,
based on the following BG parametars:

74~ 150 = D unit

159 « 200 = 3 upit

201 - 260 = & unite

251 - 300 = P urits

304 - 360 =12 units

351 - 400 = 15 prijts

aver 400 = 18 units and call the physiclan

The 11/5/3 o 12/413 MAR docurmented the
fallowing:

*49 thmes there was no dosumentation the
resident’s BG levels ware chaekad, Tharsfore, i l
could not be determined It afiding scale insulin L |

il

Bureau of Facllty Standerds T
STATE FORM agmn 7RO

[ continuelon sheet 12 of 17
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was requifed.

*& fimes the resident shouid have recefved
insulin, but none was doeumented as given,

The 12/6M13 o 1/4/14 MAR, dacumentad the
following:

44 times there was no documentation the
rasident's BG levels were checked. Therefare, it
sould not ba determined i sliding scals inaulin
was required,

*1 Hime the resident should have received insulin,
but none was documented as given.

The 1/5/14 {0 2/4/14 MAR documented the
following:

*33 times thers was no documentation Rasident
#8's 13G lavels wera checked, therafors i could
not be determined if sliding scals insylin was
requirsd.

The 2/5M14 to 3/4/14 MAR documented tha
following:

*8 timas there was no dosumentation the
resitent's BG levals were checked, therefore it
could not be determined if siiding scale insulin
was requirad,

“2 times the residant ahould have recaived
insufin, but insulin was not documented as given,

*4 tirmez the resident recaived insulin when her
B was below 15D,

From 11/5/13 untll 3/4/14, the facility failed to
| shisure caregivers ehecked Resident #8's BG

Burgau of Facility Standards
ETATE FORM finsA 77014 freotinuallon shazt 13 of 12
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lavels, faled to ensure she recelved msulln as
neaded, and falled to ensure Iha correct insulin
dose w=s glvern,

2. Resident #2's racord documentsd she was g
96 year-old fomale who was admitied {o the
Tacility on 914/07 with diagnoses that included
Typa | dinheotes.

When askad by survayers, on 2414 at 11:45
AM, about hew much insulin she required, the
resident stated she did not know, She stated the
careglvers tested her bloed giucose levals,
krought in a syringe with insulin atid infected her.

A physician's arider, dated 10/24/13, documented
Resident #2 was {0 receive a sliding scaie insuliin
dosage before each meal and at badiime basad
on the foliowing BG parameters:

0-150= 0units
151 -200 = 4 unita
201-250= &unilg
251 - 300 = 12 ynitz
301 =360 = 18 units
351 - 400 = 20 ynits
over 400 = 24 units and call MG

The 10//13 o 11/4/13 MARS documented the
folfowing:

*0 timas, from 10/24 through 11/4/13, thare was
no documentation the residert’s BG levels ware
checked. Therefods, it could not be determined if
sliding scale itisulin was required,

“4 times, from 10/24 through 11/4/13, the realdent
should have reseived insulin, but nons was
documented ax glvan,

Rureau of Faglliy Stardards
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oy

77BE01

IF conlnoalion shast 14 of 17




o el ZULS LA 50 2857360364 W
——————— — — Y
NWOOD RPAGE  1e/19
PRINTEL): 0&/24/2014
FORM APPROVED
Residential Cars/Assisted Living -
STATEMENT OF DEFICIENCIES {x1) PROVIDERISUFRLIERICLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANTELAN OF CORREGTION IMENTIFIGATINNUMEER! ) COMPLETED
A BUILGHNG: _,
13R66D B WiNG et D3/06/2014
BAME OF FROVIDER OR SUPPLIER STREET ALDRESS, CITY, STATE, ZIF CODE
WYNWODD ATTWIN FALLS 1367 LDCUST STREET NORTH
N TWIN PALLE, ID 83309
1) Ity SUMMARY STATEMENT DFF DEFICIENCIES o PROVIDER'S FLAN OF CORREGTION ()
FREEIX {EAGH DEFCIENGY MUST B2 PREGEDED BY FLLL BREFIX (EAGH CORRECTIVE ACTION SHCULD BE COMPLETE
TAG REGULATERY QR LS INENTIRYING INFORMATION) e CROSE-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENGY)
R 008 | Continuet From page 14 F Q08

The 11/5113 to 12/4/13 the MAR dooumented the
following:

*28 times there was no dogumentation the
rasident's BG levels were checked. Therefare, it
could not be determined if sliding scale insulin
was required.

*1 2 times the resident should have recsived
ittagliry, bul none was documented as given,

*0n 14/25M3, inaulin was docurented as given,
but the BG lave! was not documentead,

The 12/6M13 to 1/4/14 MAR docurmented the
fallowirg:

*6 times there was no documetation the
resident’s B4 levels ware shacked. Therafore, it
couid net he detormined if sliding seals insulin
was reduirad,

*3 limes the rasident should have recelved
inzwlin, but hone was documanted me givan,

*0On 12f22113, inswlin was given but the BG level
was not documentad.

The 178/14 0 2/4/14 MAR doctimentad the
following:

*B times there was na documentation the
residant’s B4G levels were checkad. Therefore, it
sould not be deterinad F sliding scale insulin
was required.

"3 times the resident should have received
[ Ingulin but none was documeanted as given,

| The 2/5/14 10 3/4/14 MAR documented the

{

Buoraaw of Faclllly Siandards
BTATE FOfRM
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folkewing:

*Jtimes thera was no docimentation the
resident's BG lavels were checked, Therafore, it
could nof be determined i aliding scale insulin
was requinsd,

*2 times the resident should have received
iz, bul none was documented as giver,

“Cin 2/28/14, the resident's BG level was 1685,
which reguired 4 units of ingulin, but 16 units were
documentad as given.

On 375114 at 9:33 AM, tha LPN stated medication
aidas were 10 call her or the RM before asaliting
residents with thelr sliding scale insufin, The LPN
wtated, sho had not reviewad any of the MARs {o
snsuire the aidas were documenting and assisting
with insulin aippropriately.

On 3814 at 10:05 AM, the facllity RN statad she
had only worked at thi faciilty for & manth. She
stated during her lime as the facility nurse, she
had not reviewad the residents’ MARs to ensure
redication aides had been dooumenting and
o5sisting with the appropriate doses of Insulin,

From 10/24/1% unti) 3/4/14, the facility failed to
ensure categivers checked Rasident #2% BG
levals as required, failed to wnsure she racaived
inatlin a8 needed, and falled to ensure the
corraet Insufn dose was given.

The facility admitted and retainer Residents #7
and #4{1, who recuired the use of 3 BiPAR
taching. The faciily 2lso refainod Reasident #9,
who had active MRBA, atid wounds that wera not
improving hi-weslkdy, The facllity falled to provide
monitoring arl assistance of insulin use for

Bursant of Fathity Stansardsa
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Residents #2 and #6 Insulfin, These failuras
rostiltad i inadequate core,

Burea of Fadlity Standards
STATE FORM

i

7B

\f confipuation ahesg 17 of 7




= -
P |DAHD DERPARTMENT OF DIVISIO
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N OF LICENSING & CERTIFICATION -
P.Q. Box 83720
Boise, iD 83720-0038

{208) 364-1982 Fax: (208) 364-1888

ASSISTED LIVING

Non-Core Issues Punch List

Page 1 of

Facility License # Physical Address Phone Number
WYNWOOD AT TWIN FALLS - RC-568 1367 LOCUST STREET NORTH {208) 735-0700
Administrator City B ZIP Code Survey Date

Ben Knowles TWIN FALLS 83301 March 6, 2014
Survey Team Leader Survey Type RESPONSE DUE:
Karen Anderson Licensure and Complaint Investigation April 5, 2014
Administrator Signature Date Signed '

T Pl

3¢/

NON-CORE ISSUES

12/28/09

1 cord  |Side rails were observed on Residents' beds.

2 220.02  |The facility's admission agreement was not updated to include all items described in the 2010 rule change.

3 220.09 [The facifity's admission agreement did not identify conditions under which emergency transfers would occur.

4 225.01a-g |The facility did not identify or evaluate Resident #8's and three random residents’ behavicral symptoms. Previously cited

5 225.02.a-c {The facility did not develop interventions for each b
Previously cited 12/29/08.

ehavioral symptom for Resident #8 and three random residents.

250.13.i- |Several windows in residents' rcoms did not have screens.

south hallway,

250.14 1 The facility did not provide a secure environment for Resident #1 who had cognitive impairment and whose record
documented she had left the building twice. Additionally, staff did not respond when the door alarm was activated in the

~38 -260.45——Aeaitig ‘ j ideatstving-area— € (o KQANIWERN
300.01  |The facility RN did not delegate nursing funclions fo 7 of 7 staff. Previously cited 12/29/08.
10 305.02  |The facility did not ensure all medications were available such as; sharing of medications and medications documented as
not available. Previously cited 12/228/09. _
11 305.03  |The RN did not document residents' changes of condition. Such as Resident #2, #2 and #11's wounds and Resident #8 had
weighi loss and a new diet order.
12 305.04 {The RN did not document recommendations for wound care follow up and weight loss. %
i3 305.06.a |The RN did not document Residents ability to seif administer their medications. e ‘
14 310.01.a (Medications were observed not secured in residents' rocoms and in the nurses office. L{//;_i j‘_,/_j I
15 310.01.d  |Unlicensed staff were injecting Insuiin and adjusting oxygen. iy llg kR
16 310.01.f  |Unlicensed staff did not observe residents taking their medications. L///L1 [l A
17 310.04.¢ |Behavioral updates were not provided to the physician for psychotropic mediation reviews. Previously cited 12/29/08. L-[/ 1y “:,( y
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i WU HEATTH « WELFARE Boren I mrat 0036 Non-Core Issues Punch List
(208) 364-1962 Fax: (208) 3641888 Page2of -

Facitity License # Physical Address Phone Number
WYNWOOD AT TWIN FALLS RC-569 13687 LOCUST STREET NORTH - (208) 735-0700
Administrator City ZIP Code Survey Pate
Ben Knowles TWIN FALLS 83301 March &, 2014
Survey Team Leader Survey Type RESPONSE DUE:
Karen Andersen Licensure and Complaint Investigation April 5, 2014
Administrator Signature Date Signed i

T Jppadee — G417

NON-CORE ISSUES
o7

437 g

rﬁplemented regarding showers,

354 ¥

he servi

Y]

ces residents required. Residént #5's NSAwas noti

325.0‘1 d not clearly deécn

19 335.02 | Staff were required to wark when they were ill.
20 350.02  [The administrator did net document an investigation of all incidents and accidents.
21 350.04  |The administrator did not document a response to complaints within 30 days.
22 451.02 - |Snacks were not offered between meals and before bed to residents whe did not leave their room.
23 600.06.a {The administrator did not schadule sufficient staff. For example residents were awakened between 4 AM and 5:30 AM,
dressed and prepared before day shift arrivad.
24 630.04 |There was no documented evidence 10 of 10 staff members had traumatic brain injury training.
25 711.01 a-¢ {The facllity did not track residents behaviars.
26 711.04  [The facility did not doeument when Resident #5 refused showers on multiple days.
27 711.08.e |[There was no documentation when staff notified the nurses.
28 711.08.f |Outside agency care notes were not available in residents records.
29 730.01.f |There was no evidence of first aid and CPR fraining in employee records.
30
31
32
33
34
35
38
— 37
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Benjamin Knowles, Administrator
Wynwood at Twin Falls

1367 Locust Street North

Twin Falls, Idaho 83301

Mr, Knowles:

An unanncunced, on-site state licensure survey and complaint investigation was conducted at Wynwood at Twin
Falls between March 3, 2014 and March 6, 2014. During that time, observations, interviews, and record reviews
were conducted with the following results:

Complaint # TD00006388

Allegation #1: Unlicensed staff were filling syringes.

Findings: Nine staff were interviewed between 3/3/14 and 3/6/14. All staff stated they did not fill syringes. They
stated the syringes came pre-filled. One staff member stated they had heard a rumor that staff on day shift filled
syringes, but they bad never seen it done. Further, the staff stated this was a licensed nursing task.

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

Allegation #2: Unlicensed staff were adjusting residents' oxygen.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.310.01.d for volicensed staff
adjusting residents' oxygen. The facility was required to submit evidence of resolution within 30 days.

Allegation #3: The facility nurse instructed medication aides to borrow other resident's medications.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.305.02 for not ensuring all
medications were available in the facility. The facility was required to submit evidence of resolution within 30

days.
Allegation #4: Medication aides left pills in residents' rooms and did not watch the resident take their medication,

Findings: Substantiated. The facility was issued a deﬁciency at IDAPA 16,03.22.310.01.f for unlicensed staff
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not watching residents take their medication. The facility was required to submit evidence of resolution within 30
days.

Allegation #5: Staff were not trained on using a hoyer lift.
Findings: Seven staff records were reviewed. Staff records contained documentation of hoyer lift training.

A "Training Attendance Form" dated 1/23/13, documented staff received hoyer lift training from a home health
agency.

Between 3/3/14 and 3/6/1 3, Nine staff were interviewed. All staff interviewed stated they had received hoyer lift
training. They further stated they used the hoyer lift on one resident, but that resident no longer required to be
lifted by a hoyer lift.

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

Allegation #6; Caregivers were not trained on using gait belts.

Findings: Seven staff records were reviewed. Staff records contained documentation of gait belt training.

Between 3/3/14 and 3/6/13, staff were observed either wearing a gait belt or assisting a resident with transferring
with a gait beli.

Between 3/3/14 and 3/6/13, Nine staff were interviewed. All staff interviewed stated they had received gait belt
training,

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

Allegation #7: Staff were required to work when they were ill.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.335.02 for staff being required
to work when they were ill. The facility was required to submit evidence of resolution within 30 days.

Allegation #8: Residents were retained with MRSA.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for retaining a resident that
had MRSA. The facility was required to submit a plan of correction.

Allegation #9: New employees did not receive orientation training.

Findings: Ten staff records were reviewed. Staff records contained documentation of orientation training for their
discipline.

Between 3/3/14 and 3/6/13, nine staff were interviewed. All staff interviewed stated they had received orientation
training.
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Unsubstantiated. This does not mean the incident did not take place; it only means that the allegation could not be

proven, _
Allegation #10; The facility did not schedule sufficient staffing on night shift,

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.600.06.a for not scheduling
sufficient staff . The facility was required to submit evidence of resolution within 30 days.

Allegation #11: Residents were made to get out of bed when they were in extreme pain.

Findings: Between 3/3/14 and 3/6/13, nine caregivers were interviewed about getting residents up when they
were in pain. All nine caregivers stated they did not remember a time residents were required to get up out of bed
when they were in severe pain.

On 3/4/14 at 10:12 AM, the RN and LPN stated any resident who was in pain or not feeling well, would not be
expected to get up out of bed. They stated when residents were not feeling well, the caregivers would report the
information to them and they would make sure the residents received additional assistance. Such as; having a
food tray delivered to their room or increase the frequency of checking on the residents to ensure their pain was
being managed.

Twenty residents were interviewed between 3/3/14 and 3/6/14, and stated they were not made to get up or get out
of bed when they were in pain or not feeling well.

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

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,

"Ry et DL, s b

KAREN ANDERSON, RN

Health Facility Surveyor

Residential Assisted Living Facility Program
KA/sc

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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Dear Mr. Knowles: i}

An unannounced, on-site complaint investigation was conducted at Wynwood at Twin Falls between
March 3, 2014 and March 6, 2014. During that time, observations, interviews or record reviews were
conducted with the following results:

Complaint # ID00006305
Allegation#1: Residents did not receive showers per their Negotiated Service Agreement (NSA).

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.320.01 for NSAs not
being implemented for showers. The facility was required to submit evidence of resolution within 30
days.

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,

/P»U%/ baz&*.bé__,md fo.r

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

KA/sc

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