


C.L. "BUTCH" OTTER - GOVERNOR 

RICHARD M. ARMSTRONG- DIRECTOR 

March17,2014 

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

Dear Mr. Knowles: 

I DA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
TAMARA PRISOCK-ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON - PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

CERTIFIED MAIL#: 7007 3020 0001 4050 8333 

Based on the state Iicensure 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 quality 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 Correctiou 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. 



Beajamin Knowles 
March 17, 2014 
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In accordance with IDAP A 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 fmdings, 
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 ofresolution (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 Twin 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, 

74 2J...J.-_k.1f'IS ~ fu/ 

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

KA/sc 
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R ooo Initial Comments 

The lollol'.Ving deficiencies were cited during the 
llcen$Ure, fallow-up and complaint survey 
conducted be\w$en March 3, 2014 and March 6, 
2014 at your residential care/assisted living 
facility. Tne suiveyors conducting !he survey 
were: 

Karen Anderson, RN 
Health Facility Surveyor 
Team Leader 

Glori~ Keathley, LSW 
· Health Facility Surveyor 

Matt Hauser, QMRP 
Health Facility Surveyor 

Rae Jean McPhillips, RN, BSN 
H~$1lh Facility surveyor 

Abbreviations and Definitions: 

@-at 
blk/brwn ·black or brown 
BG- blood glucose 
Bii'>AP - BHevel positive airway pressure 
cm -centimeter 
GOPO - chronic obstructive pulmonary disease 
CPAP- continuous positive airway pressure 
d!t-due to 
LPN· Licensed Practical Nurse 
MAR - medication assistance record 
MRSA - methicillin-reslstant staphylococcus 
aureus 
NSA • nego1i~ted service agreement 
02-oxygen 
R- light 
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RN • Regi•tered Nurse 
x -by 

ROOS 16.03.22.520 Protect Residents ·from Inadequate 
C*re. 

The administrator must assure that poliCi$$ and 
proceduros are Implemented to as•ure that all 
residents are free from inad0quate care. 

/ Tl1is Rule is not met as evidenced by: 

I l:'l;;ised on observation, Interview and re~ord 
review It wi,is detennilied the facility retained 3 of 

1
11 $ample<1 r•$idents (Residents #7, #9 ancf #11) 
who required care beyond what the facility was 
licensed to provide. Resident #9 had wounds \hat 
dld not improve bi-weekly and had MRSA. 
Resldenl #7 and #11 required the support of a 
mechanical breathing $ystem. Additionally, 1he 
facility did not monitor f:lle assistance of insulin for 
2 of 2 sampled r"sidenl:s (#2 and #6). The 
findings include: 

1. RETENTION 

A. Wounds/MRSA 

IDAPA 16.03.22_ 152.05.b ·No resident will be 
admitted or retained whO requires ongoing sKlllea 
nursing or care not Wltl1in the legally licensed 
aut11ority Of the facility. Such resident$ include: 

x -A re$ident with any type of pl'essure ulcer or 
open wound Iha! is not Improving bl-weekly; and 
xi, A residen!who hM MRSA 
(methlcillin-resistant staphylococcui:i a~r•~~) in an 
active state (infective state). 
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R oos Continued From page 2 

1. Resident #9's record documented she was 
admi!led to the facility on 3/29112 with a diagnosis 
of cancer. According to !he record the resident, 
was admitted to hospice seivlce$ on 6/1112 ancl 
was on hospice at the time of surveiy. 

a. Wound on right lovJer back/MRSA: 

On 10118/12, \he facility RN documente<J in th<> 
care notes, that Resident #9 had all open area on 
her right lower back. She documented the area 

I 
aro~nd the wound was red and warm to the touch 
with a 0.25 om dark brown area. 

/ A quarterly nursing asaoosment completed by the 
RN, dated 10/22112, documented, "In the last 
week, a reddened ar<i>a measuring 3 cm x 2.5 cm 
x 1 cm opened up on R side of back." The nurse 
documented the wound had a 2B% necrotic 
(dead) area wllh a small <ilmount of y$llow 
drainage. 

On 1117/12, the RN documented In car" notes, 
tllat the hospice nurse, " ... felt that tllere was 
infection@ site." The note documented the 
resident was starl:ed on an antibiotic for t11e 
Infection. 

On 11110112, the facility LPN documented In care 
notes, the wound had a fi:>ul odor and the wound 
did not show $igns of Improvement. 

On 11119112, the RN documentod in care notes 
"Informed by Hospice RN that resident's wound' is 
MRSA.' Th$ note documented lhe physician 
di$contlnued th1> original antibiotic and ordered a 
new antibiotic. 

On 11121112, the LPN documented in care notes, 
that Resident #9's physician came to the facility 
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/Resident# 9 had no active MRSA at time of 
~he Survey. 

No other residents have non-healing stage r Or greater wounds or diagnosis of MRSA. 

1Any resident with a non·he;;l111g stage 2 
!wound will have a request for a physician 

irder for culture, Any culture coming back 
s positive for MRSA will result in a 
ischarge notice given. 

(XG) 
COM~UITF. 

bi\TI: 

~
esidents with wounds will be assessed 
nd any non-healing stage 2 will be issued 
move·out notice. If appropriate 4·16-14 

I 
reatment cannot be provided while a 30 

day notice is underway than discharge will 
'occur, 
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R ooa I Co~\inued From page 3 

and debMed the resident's wound. 
I 
/ On 12/7/12, the RN documented on the "Open 
f Area Flow Sheet" the wound bed was "eO% 
Slk/Brwn," with a moderate amount of brown 
drainage that h~d an odor. 

On 12126/12, the RN documented In care nole$, 
the resident Wa$ started on antil)iotlcs for a 
wound infection. 

On 1/2113, the LPN docurnented in care notes, a 
physical therapist came to the facility and 
I debridred the wound. 

I A quarterly nursing <1$aessment, completed by 
the RN ano d~ted 214/13, documented, "Resident 

I is declining d/ta non-healing wound ... " end 
"Multiple change ol-lypes of wound dressings and 

I debridlng (removal al de~d tissue) have not 
yielded positive te$ulta." The RN documented the 

I wound waa 30"/o covered by necrotlc ~ssue and 
30% covered by slough. Additionally, she 
documented there was a small amount of 
yellow/tan drainage that had an odor. 

On 2/12113, the LPN documented in care notes 
the resident waa started on another antibiotic for 
a wound Infection, The f<icllity RN documented on 
the "Open Area Flow She•\," dated 2/1~113, the 

I 
wound bed was "60% BJl</13rwn" with moderate 
tan drainage. 

On 4/15/13, !he LPN clocumented. in care notes, 
the resident was started on another antibiotic for 
a wound infection. 

A quarterly nursing asses$ment, completed by 
the RN and dated 4123113, documented, 
"Continued slow decline dlt a non-healing wound 
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Discussed bi-monthly at Collaborative Care 
Review where resident clinical needs are 
1iscussed. Those scheduled to attend 
meeting will be Administrator, RN, LPN, 
Dining Room Manager, Activities Director, 
Resident Care Coordinator, Business Office 
Coordinator, Maint~nance Technician, 
sales/Marketing. 

l\dminister is responsible to ensure 

(X5) 
COM~lGTti 

DAiG 

compliance by attending Collaborative Care 4-16-14 
Review and by taking appropriate follow-
up action. 
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and ons~t of a new one •.. " 

A hospice nurse documenled, on 10/18113, !here 
was a large amount o"f purulent drainage with 
slight odor from the wound, 

A hospice nurse doct11nented, on 11/25113, the 
wound had a moder:i\e amount of purolent 
drainage with $light odor. 

A hospice nurse documented, on 1/17/14, the 
wound had a scant amount of drainage. 

A quar\erly nur$ing assessment completed by th© 
RN, dated 1/18114, documented the wound was 
unchanged. 

On 2127/14, the RN documented on tile "Open 
Area Flow Sheet" the wound base was 
"Clean/Pink" and had no drainage. 

r11e wound on Resident 119's light hip, which 
started on 10116/12, did not Improve bf,weekly 
and had not resolved at the time of survey on 
3/6/14, over 1 e months later. Additionally, tho 
resident was retained al\er she developed a 
MRSA infection in her wound. 

2. Wound on Left Hip: 

The RN documented on the "Open Area Flow 
Sheet" tlmt R~$ictent #9 J1ad developed a wound 
on her left hip with the "date of Initial appearance" 
as 2115/1~. 

I 
A hospice nurse documented, on 10/18/13, there 
was a large amount of purulent drair»ge with 
$light odor from the wound, 

I A hospice nurse documented, on 11/25/13, the 
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wound had a large amount of purulent drainage 
wilh an odor. 

A hospice nurse docurnen\ed, on 12127/13, the 
wound had a small <imount of pul"l.llent draln•g~. 

I 
A quarterly nursiTlg assessment, completed by 
the RN and dated 1 /18/14, documented the 
wound did not show sign$ of improvement. 

A hospice nuroe docum$nled, on 1/17114, the 
woL1nd to the left hip had a small amount of 

drainage with a ''slight" odor. 

A hospice nurse documented, on 213/14, 
Resident #9's wound on her left hip had a scan\ 
amount of drainage wilh a ''slight" odor. 

On 2/27/14, the RN documented on the "Open 
Area Flow Sheet" the wound bed could not bo 
visualized. 

The wound on Resident ir;J's left hip, which 
started on 2/S/13, did not improve bi·weekly and 
had not r<'lsolved atthe time of $uNey on 3/6/14, 
approximately 12 months later. 

/ :i. Wound on righl heel: 

A quarterly nursing asse$smen1, comp! eted by 
the RN and dated 4123113, documented R<;>sident 
#9's rtght heel "black dscubltus' and the "smaller" 
left heel "black" decubitus were closed, 

An "Open Area Flow Sheet" dowmented 
Resident #9 developed a wouncl on her right heel 
with th~ "date of initial appearance" as 6/10/13. 

j A quarterly nursing assessment, completed by 
!he RN and dated 7/25/13, documented the right 
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"heel trauma wound re0 opened." 

A hospice nurse documen\ed, on 10/18/1~, the 
wound had e "hard scab." 

The "Open Area Flow Sheet, documented the 
wound was "healed" on 1118/13. 

A hospice nurse <locumented, on 11125113, the 
wound continued to have a "hard dry scab." 

A hospice nurse documented, on 2/3/14, the 
wo1;nd oonunved to have a "hard c;lry scab." 

I There w~s no additional in'fofTl'lalion, aft1>r ~/3/'14, 
In Resident #9's reoord regarding the condition of 
the wound on her right heeL 

On 3/5/14 at 12:49 PM, the former hospice nurse, 
stated she had provided wound ¢are to Resident 
#9 until mid·F~bruaiy. 

The wound on Resident #fl's rlgl1t he~I, which 
stMed on 6/10113, did not Improve bi·weel<ly for 
approximately 1 o months. 

On 3/4114 et :?:15 PM, the resident stated the 
wound on her right hip s!arted a long time ago 
atter she "hit it" on herwh¢elchalr. She stated the 
wound on her lell hip started aller her husband 
tried to help her transfer. She said the hospice 
nul'$e came in at le~st twice a week to do 
dressing Changes. 

On 3/5/14 at 10:32 AM, the 'facility LPN $\~led the 
wound on the right hip started in October of 2012 
and n¢ver."totally healed," but "has gotten better." 

On 3/5/14at10:58 AM, the current hospice nu1<1e 
stated both w01~nds on the hips were improving. 
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He stalad the wound on right hip was larger th$n 
the wound on the left hip. He st~tea neither 
wound had drainage at this lime. 

On 3/f.i/14 at 12:49 PM, the former hospice nurse 
staled tho resident did dev<1lop a MRSA infection 
at on" time. She stated the physician did not test 
all further suspected wound Jnfo~~ons for MRSA. 

/ The facility retained Resident #9 when her 

I 
wounds did not improve bi-weekly and she 
oeveloped MRSA In a wound. 

l'l. Mechanically supported breathing system 

IOAPA 16.03.22.152.05.b. No resident will be 
admitted or retained who requires ongoing $killed 
nursing or care not within the legally licensed 
authority of the facility. Such te$idents include: 

I v ·A resident who Is on a mechanically supported 
breathing system, except for residents who use 
CPAP, (continuous positive airway pressure). 

1. Resident #Ts record documented she was an 
85 year-old female who was admitted to the 
facility on 9/25111 with a diagnosis of sleep 
apnea. 

The resident's record contained an undated 
"Physician Plan of Care" which doeuniented 
Resident #7 had a diagnosis of obstructive sleep 
apnea and required a BiPAP machine. 

"Medical Reports," elated 9/3113 and 12/23113. 
documented Resident #7 was to continue with 
her BJPAP m~ohine. 

A "Personal Service Plan," t;fa\ed 12/31113, 
documented Resident #7 used oxygen. The plan 
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i:lay notice will be given if variance from 
state is not grantee!. 

J

1

CPA/> machines will be checked to ertsure 
that it is a CPAP and not a BIPAP machine. 

!Dart of the nurse pre move·in evalu<1tion 
k:111 be to ask if a CPAP or BiPAP is used. 
The nurse will check to ensure it is a CPAP. 
Residents with a BiPAP will not be 
permitted to move-in unless a variance is 
obtained from the Bureau of Facility 
>tandards prior to move"in. 

~dministrator will ensure compliance 
through review of all pre move·in 
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quarterly and change of condition 
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did nQt sta(<!J thBt ~ BiPAP machine was used. 

A faolllty nursing assessment, dated 112114, did 
not document that Resident #7 used a BiPAP 
machine. 

On 314114 at 9:40 AM, Resident #7 staled she 
useq a BIPAP machine at night with oxygen. She 
stated she cleaned the machlnG and placed it on 
herself at night. 

I 
2. Reslct~nt#11's record ctoQumented she was a 
77 year-old female who was admitted to the 
facility on 6/1 S/12, with diagnoses Including 
hypoxia, obstructive sleep apnea ~nd COPD. 

Resident #11 '•"Personal Service Plan"/NSA, 
dated 12/31113, documented $he "has a Bl-PAP 
[sic] that staff need to put water in and move t110 

tubing from tl1e bi-pap [Sic] to the concen\1'lfor 
and also to the port•ble tan!< when [Resident 
#1 "I's name] gets up and then again when she 
prepares for tile day:· 

I On 3/4114 at $:30 AM, an undated note was 
observed taped to the faolllty medication cart. Tho 

I 
note documented the ma ming staff wore to 
empty, rins0 ~nd air dry the BiPAP macl1ine, ~nd 

. the evening stall were to fill tl1e Sil" AP with I dislillecl water. 

I 
On 315114 at 11;15 AM, Resident #11's F.liPAP 
machine was observed on a table in her room. At 

I 
that time, Resident #11 stated she used the 
Bil" AP every evening. 

I 
On 3/4114 at 11 :30 AM, !he administrator stated 
he was not aware of the rule that prohibited the 

•

1 

tise of Bi PAP machine$ in assisted living facllltles, 
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The facility admitted and retained Residents #7 
and #11, who required the use of a BIPAP 
machine. 

II. ASSISTANCE & MONITORING OF 
MEDICATIONS 

The facility's admi$sion agreement contair'!Bd an 
/ asse$sment titled "Assessment Summary Report" 
which documented the facility would provide the 
following services for medications: "Order and 
coordinate medicatlon$ ... Provide eltenlion and/or 
assistance with laking medication" and document 
medications on tho "Medication Administration 
Record." 

/ 1. Resident #6's record documenlet! she was an 
81 year~ld female who wes admitt~dto the 
facility on 3122113, with diagnoses Including Type 
II diabet•• Md rheumatoid arthritis. 

/ a. /nsu/in/SetDose 

/ On 313114 al 1:i:15 PM, Resident#G wa$ 

I 
observed In her room $itting In her recliner. The 
re•ident stated she had rheumatoid ~rth~tis and 
other health Issues so caregivers assisted her 
with ADLs, and the medication aides brought her 
medications to her room. 

A physician's order, dated 11/1113, documsnted 
Re$ident #6 wM to receive Humal<;ig insulin, 2 
units before meal• and Lanius insulin, 10 units at 
bedtime. 

/ !he 1115/13 to 1214113 MAR documented the I f<)llowing; 

1 •45 !Imes there was no documentation the 
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Obtained new Doctors order for Resident# 

~ 
and# 6, removing them 'from a sliding 

scale, Nurse and LPN MAR audits to ensure 
hat residents are getting their 13G's and 

)insulin and documentation is appropriate. 

)current residents wer1;> screened for those 
~ho are diabetic receiving BG's and insulin. 

/

MAR audits will be instituted on these 
residents 

~ngoing MAR audits will be done to ensure 

lresidants receiving f.lG's and insulin are 
.receiving thes<;> with correct doses and 
/related documentation. 

/Administrator will ensure compliance by 
~ttending Collaborative Care Review 

/

!meetings with discussion and review of 14·16·14 
MAR audits of diabetic residents with aG's 
'~~ ... J•oulin f 
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rosident received 2 unil$ O'f Humalog insulin. 

'6 time$ there was no documentation the re$ident 
received 10 units oflantus Insulin. 

lhe 12/5/13 to 1/4114 MAR document~d the 
following: 

I 
''59 !im~s !her~ was no documentation the 
resident received 2 units of Humalog Insulin. 

I •1 O times there was no documentation the 
resident received 1 O units of Lantus insul/n. 

The 115/14 to 214/14 MAR documented !he 
following: 
•s6 times there was no documentation the 
resident received 2 units of Humalog insulin. 

The 215114 to 3/4114 MAR documented the I following: 

'26 times !hero was no documentation the 
resident received 2 units o·f Humalog Insulin. 

*3 tim~s there was no documentation the resident 
received 1 O units ofLantus Insulin. 

On 3/5/14 at 9:33 AM, the LPN slated, she hacl 

I 
wondered why there had been so many syringes 
with 2 uni\$ of Insulin left over each month. The 
LPN further stat~d. ahe thought the left over 

I insulin ~ould have been from the mul!iple times 
the resident had been out of the 'facility with her 
family, 

From 11/5/13 until 3/4/14, the facility failed to 
ensure caregivers checked R<i!Sident#6's BG 
levels, failed to ensure she received insulin as 
need¢d, ancf fail<;>d to ensure the correct in$ulin 
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dose was given on 205 occasions. 

b. lnsulln/Slidlng Scale 

On 3/4114 at 3:30 PM, Resident#6 was observed 
Jn her room, sitting In her recliner. When asked by 
surveyors how m~ch lnsvlin sl1¢ required, 
Resldenl#5 staled, "I have M id~a how mLIOh 
insulin I take.'' The resident slated, the 
medi~a!Jon aides brought pre-filled syringes with 
a dose of insulin based on her blood glucose 
reudings. 

A Personal Service Plan, da\$d 2/7/14, 
documented Resident #6 had a sliding sc~le dose 
ofinsulin ordered before each meal based on her 
blood gluco•e. The •ervlc~ plan documented the 
resident required assistance and sup$rvision to 
monitor her blood glucose and to provide 
ovemight. 

According to physician's orders, dated 11/1113, 
Resident #6 was to a1$0 rec•ive the following 
sliding scale insulin, before meals and at bedtime, 
bMed on the following BG parameters: 

71 • 150 = 0 unit 
151-zoo,,3 unit 
201 • 250 = 6 units 
251 - 300 .:. 9 units 
301 - 350 = 12 units 
351-400"15 units 
over 400" 18 units and c~ll lhe physician 

The 1115/13 to 12/4/13 MAR documented the 
following: 

•41 times there w$S no document*tion the 
resident's BG levels were checked. Therefbre, it 
could not be detennlned if sliding scale insulin 
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was required. 

•slimes the resident should have received 
Insulin, but none was documented as given. 

The 12/5113lo1/4/14 MAR, documented the 
I tollowfng: 

•44 tlm~s there was no documentation the 
resident's BG levels were checked. Thetmfore, it 
could not be de!ennintd l'f sliding scale Insulin 
w~s required. 

*i time the resident should havo received insulin, 
but none was documented as given. 

The 1/5/14 to 214/14 MAR documented the 
following: 

•33 times there was no documentation Resident 
#6's SG levels were checked, lh"1refm-e it coUld 
not be determined if sliding scale insulin was 
required. 

The 215/14 to 314114 MAR docummnted the 
followin9: 

*8 times there was no documentaUon !he 
re$\dent's BG levels were checked, therefore it 
could not be determined if sliding scale lnsuttn 
was required. 

•2 times the resident should nave received 
j insulin, but insulin was not documented as giwM. 

•4 times the resident received insulin when her 
BG was below 150. 

From 1115113 untll 3/4/14, the faollltyfailed to 
ensure caregivers checl<ed Resident #6's BG 
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level$, failed to en$ure she received insulin as 
needed, and failed to ensure the correct insulin 
dose was given. 

2. Resident #2's record documen\ed she was a 
96 year-old female who was admit.led lo the 
·facility on 9/14107 with diagnoses that included 
Type 11 diabetes. 

I 
When asked by surveyors, on 3/4114 at 11;45 
AM, about how much insulin she required, the 
residMt stated she did not know. She stated the 
caregivers te•ted her blood glucose levels, 
brought in a syringe with insulin and injo:cted her. 

A physician's order, dated 10124113, documented 
Resident #2 was to receive a sliding scale Insulin 
dosage before each meal and at bedtime based 
on the following SG parameters: 

0 -150 = O units 
151·200 ~ 4 units 
Z01 - 250 " 8 units 
251 • 300 = 12 uni!$ 
301·350 ~ 16 units 
351 - 400 • 20 units 
over 400 ~ 24 units and call MD 

Tile 1015113 it> 1114113 MARs documanted t11e 
foll owing: 

'10 times, from 10/24 through 11/4/13, there was 
no dooumenlatlon the resident's EIG levels were 

/ checked. Tf1ereforo, It could not be determined if 

I 
sliding scale insLflin was required. 

'4 times, from 10/24 through 1114113, th" r<;lsldent 
should have received Insulin, but none was 
documented as given. 
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I The 11/5113 to 1214113 lhe MAR documented the 
following: 

•2a times there Wl\S 110 documentation the 
I resident's BG level$ were Checked. Therefore, it 

I 
could not be determined If sliding scale Insulin 
was required. 

I 
*12 time$ !he rE>$ident should have received 
ins1,1lin, but none was documented as giv¢n. 

I •on 11/25113, insulin wa$ documented $S given, 
but the BG level was not documented. 

The 1215/13 to 114114 MAI< documented the 
following: 

J •5 times th®re was no documentation the 
resident's BG l«>vels were checked. Th.,ratore, it 

I 
could not be determined if sliding scale insulin 
was required. 

J •3 tim<;is the resident should liave received 
I insulin, !Jut none was documented ~·given. 

I
I •on 12122113, in$ulin was given but the BG level 

W'1$ not documented. 

1

1

The115114 \0214114 MAR documented the 
following: 

JI •a times there was no documentation the 
reeident's BG levels were checked. TherefOre, it 
could no( be determined if sliding scale in•ulln 
was required. 

/ •3 times the re$ident should have received 
/ insulin, but none was documented as given. 
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Bureau of Fr:ic\llty Sl<.\ndards 
STATE FORM 

I 
10 I 

PREFIX 

1

, 

I TA~ 

I R008 

I 

I 
I 
I 

I 

I 
I 
I 

I 
I 
I 

77eo11 

~ROVJOER'S PLAN OF COR~~CT10N 
(~ACH CORR~CTlV~ ACTION SHOULD tl!: 

¢ROS3·Ri::f"'EREi;NC!':D TO TH1ii,Ar:-F"ROPI1!A Te 
DJ:F1C1ENCY) 

I 

I 

(X!i) 
COMfi't.f.TE 

OATIO 

If G~11~nu:i11on shwt 1El of 17 



Residential CareJAsslsted Livin• 
STAT!i:ME:NT Of 05F1¢1eNCIES 
AND PLAN OF co~~E'CTION 

2087350900 

(X1) PROVIDER/SUPP"grvcLIA 
!OENTir'ICATJONNUMSl.!R: 

13RSS9 

WYNWOOD 

(XZ) MULTIPL!iCONSTRUCTION 

A. eLJltDIN~:-----~-"-

B.WfNG 

PAGE 17/19 

PRINTED: 0312~/~014 
FORM APPROVED 

(X3) DAlE SURVEY 
COMPLET<O 

Q:,!/OBIW14 

NAM6 OF PROVIDER OR SWPLIE>R 

WYNWDDD AT1WIN J'ALLS 

STRE!:T AO.ORC:SS, CITY, S'T'ATi;:Z.lr-i cooe 
1367 LOCl,JST ST1!!0ET NORTH 

TWIN FALLS, lo 83301 

(X4)1D 1' 

'REFIX 
TAG 

SUMMARY STATEMENT OF DE:FJCIF-Nl'.:':IE:S 
(EACK DEi'.FIClS"NG'( ('vlUST a/E ~R~ci=or=o av ruLL 
l=:.!:GUl.ATORY OR: LSC JDENTJr:YlNG INFORMATION) 

R 008 Continued From page 15 

following: 

•3 time$ there was no documentotion the 
[ rn$iden\'s BG levels were checke<:f. Tl1erefore, it 
[ could not be determined if sliding scale insulin 
I was required. 

*2 tirnes th~ resident should have reo¢ived 
iMUlln, hut none was documented as given. 

•on 2/W/14, the resident's BG level was 165, 
which required 4 units of insulin, but 16 unit.s were 

/ documented as given. 

II On 315114 at 9:33 AM, the LPN slated rnedlcation 
aides were to call her or the RN before assisting 

/ residents with their sliding scale insulin. The LPN 

I 
stated, she had not reviewed any of the MAR.s to 
ensure the aid$~ were dooumenttng and assisting 

/ With insulin appropriately. 

On 316114 at 10:05 AM. thelacility RN stated she 
had only worl<ed at th~ facility for a rnonth. She 
stated during her lime as the facility nuf1'le, she 
had not revl¢wed the resldents',MARs to ensure 

I medication aides had been documenting and 
I assisting with the appropriate doses of insulin. 

From 10124113 untll 3/4114. the'facility failed to 
ensure caregivers checked Resident #?.'s BG 
levels as required, feiled to ensure she received 
insulin as needed, an ct failed to ensun;i the 
correct Insulin dose was given. 

The facility admitted and retained Residents #7 
Md #11 . who required th"' use of a BiPAP 

I m~chlne. The faci/ily also r~tained RMiden\ #9, 
who had active MRSA and wounds that were not 

I 
improving bl·weekly. lhe facility failed to provide 
monitoring and assistance of insulin use for 
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Residents #2 and #6 insulin. These failures 
resulted in inadequate c~re. 
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~ l;:JAHO DE?ARTMENT OF DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING 
Non-Core Issues Punch List 

Page 1 of __ 

P.O. Box 83720 
HEALTH & WELFARE Boise, ID 83720-0036 

(208) 364-1962 Fax: (208) 364-1888 

Facility License# Physical Address 
WYNWOOD AT TWIN FALLS RC-569 1367 LOCUST STREET NORTH 
Administrator 

Ben Knowles 
Survey Team Leader 

Karen Anderson 
Administrator Signature 

2 220.02 

3 220.09 

4 225.01 a-g 

5 225.02.a-c 

6 250.13.i· 

7 250.14 

9 300.01 

10 305.02 

11 305.03 

12 305.04 

13 305.06.a 

14 310.01.a 

15 310.01.d 

16 310.01.f 

17 310.04.e 

City 

TWIN FALLS 
Survey Type 

Licensure and Complaint lnv_Eistigation 
Date Signed 

~ 3-~-lf 

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

The facility's admission agreement did not identify conditions under which emergency transfers would occur. 

ZIP Code 

83301 

The facility did not identify or evaluate Resident #S's and three random residents' behavioral symptoms. Previously cited 
12/29/09 
The facility did not develop interventions for each behavioral symptom for Reside~! #8 and three random residents. 
Previouslv cited 12/29/09. ·· 
Several windows in residents' rooms did not have screens. 

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 
south hallwav. 

'-" , __ ---- '[ f re< \(fl."~" 
The facility RN did not delegate nursing functions to 7 of 7 staff. Previously cited 12/29/09. 

The facility did not ensure all medications were available such as; sharing of medications and medications documented as 
not available. Previously cited 12/29/09. 
The RN did not document residents' changes of condition. Such as Resident #2, #9 and #11 's wounds and Resident #8 had 
weight loss and a new diet order. 

The RN did not document recommendations for wound_ care follow up and we·1ght loss. 

The RN did not document Residents ability to self administer their medications. 

Medications were observed not secured in residents' rooms and in the nurses office. 

Unlicensed staff were injecting insulin and adjusting oxygen. 

Unlicensed staff did not observe residents taking their medications. 

Behavioral updates were not provided to the physician for psychotropic mediation reviews. Previously cited 12/29/09. 

Phone Number 

(208) 735-0700 
Survey Date 

March 6, 2014 
RESPONSE DUE: 
April 5, 2014 
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Facility 

WYNWOOD AT TWIN FALLS 

DIVISION OF LICENSING & CERTIFICATION 
P.O. Box 83720 

Boise, ID 83720-0036 
(208) 364-1962 Fax: (208) 364-1888 

License# Physical Address 

RC-569 1367 LOCUST STREET NORTH 

ASSISTED LIVING 
Non-Core Issues Punch List 

Page2of_· _ 

Phone Number 

208) 735-0700 
Administrator 

Ben Knowles 
City 

TWIN FALLS 
ZIP Code /Survey Date 
83301 March 6, 2014 

Survey Team Leader 

Karen Anderson 
Administrator Signature 

ii~~:1ni~~ 
18 320.01 

19 I 335.02 

20 350.02 

21 350.04 

22 451.02 

23 600.06.a 

24 630.04 

25 711.01a-c 

26 711.04 

27 711.08.e 

28 711.08.f 

29 730.01.f 

30 

31 

32 

33 

34 

35 

36 

_37 

Survey Type 

Licensure and Complaint Investigation 
Date Signed 

~ ;}~'7-lf 

NSAs did not clearly describe services residents required. Resident #5's NSA was not implemented regarding showers. 

Staff were required to work when they were ill. 

The administrator did not document an investigation of all incidents and accidents. 

The administrator did not docul1"lent a response to complaints within 30 days. 

Snacks were not offered between meals and before bed to residents who did not leave their room. 

Tbe administrator did not schedule sufficient staff. For example residents· were awakened between 4 AM and 5:30 AM, 
dressed and prepared before day shift arrived. 

There was no documented evidence 1 O of 1 O staff membws had traumatic brain injury training. 

The facility did not track residents behaviors. 

The facility did not document when Resident #5 refused showers on multiple days. 

There was no documentation when staff notified the nurses. 

Outside agency care notes were not available in residents records. 

There was no evidence of first aid and CPR training in employee records. 

RESPONSE DUE: 
April 5, 2014 



I DA H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. "BUTCH" OTIER- GOVERNOR 

RICHARD M. ARMSTRONG - DIRECTOR 

March 17, 2014 

Benjamin Knowles, Administrator 
Wynwood at Twin Falls 
1367 Locust Street North 
Twin Falls, Idaho 83301 

Mr. Knowles: 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

JAMIE SIMPSON - PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

An unannounced, 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 # ID00006388 

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 had 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 unlicensed 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 IDAP A 16.03.22.305.02 for not ensuring all 
medications were available in the facility. The facility was required to submit evidence ofresolution 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 IDAP A 16.03.22.310.0 l .f for unlicensed staff 



Benjamin Knowles, Administrator 
March 17, 2014 
Page2 of3 

not watching residents take their medication. The facility was required to submit evidence ofresolution within 30 
days. 

Allegation #5: Staff were not trained on usiug a hayer lift. 

Findings: Seven staff records were reviewed. Staff records contained documentation of hayer lift training. 

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

Between 3/3/14 and 3/6/13, Niue staff were interviewed. All staff interviewed stated they had received hayer lift 
traiuiug. They further stated they used the hayer 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 usiug 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 belt. 

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

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 IDAP A 16.03.22.520 for retaiuiug a resident that 
had MRSA. The facility was required to submit a plan of correction. 

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

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

Between 3/3/14 and 3/6/13, nine staff were interviewed. All staff interviewed stated they had received orientation 
traiuiug. 



Benjamin Knowles, Administrator 
March 17, 2014 
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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 IDAP A 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, 

7--/k, 2JAN\- k. f'\S.,.) 1...-­
KAR{N ANDERSON, RN 
Health Facility Surveyor 

Residential Assisted Living Facility Program 

KA/sc 

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



I DA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.L. "BUTCH" OTTER - GOVERNOR 

RICHARD M. ARMSTRONG - DIRECTOR 

March 17, 2014 

Benjamin Knowles, Administrator 
Wynwood at Twin Falls 
1367 Locust Street North 
Twin Falls, Idaho 83301 

Dear Mr. Knowles: 

TAMARA PRISOCK -ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

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#!: Residents did not receive showers per their Negotiated Service Agreement (NSA). 

Findings: Substantiated. The facility was issued a deficiency at IDAP A 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, 

r.Jlr ~~ -..b-,.:_,µj,,::i .(,,,.. 

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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IDAHO DEPARTMENT OF 

HEALTH & WELFAREFood Establishment Inspection Report 
Residential Assisted Living Facility Program, Medicaid L & C 
3232 W. Elder Street, Boise, Idaho 83705 
208-334-6626 

Inspection time: Travel time: 

Critical Violations 

#of Risk Factor 
Violations 

#of Repeat 
Violations 

Score 

Noncritical Violations 

#ofRetai!Practice ,. 1/'"i 
Violations }' / 

#ofRepeat 
Violations 

Score 

~ 
("\ 
·f 

//; 14/ 
~ 

Risk1Category: Follow-Up RepoZ OR 

~\p .. .') U .. d"\ { · \ Date: ,/UJ;{/- -,,)!'-/;If:~ 
A- scOri;: greater thah'3 Med 
or 5 High-risk= mandatory 
:qn-site .i-einsp'ection 

A ;Sc0r~$reater-tha0 Q:Me_d 
9r s·HtW1~risk =_man:datoty 
on-Site rein9pect_ion·, 

Items inarked are violations of Idaho:,~ oo·d Code, IDAP A 16.02. 9, and require correctL6n as noted . 

... , 
the left ofoach item indicat" tlmt >tem s ffiotus at 

. · ·· ··· Pl!!f9AA•l~~tliilf.9!•!!'il,o!!ilillllf~~;l(~~lff ' cos R ·· R~~~.ll!ia!IY.lllll•<M4~~g~~il'."'!ll!>tt'!i!!l!ll~iil!l\i<•< cos R 

(YJ N 
1. Certification by Accredited Program; or Approved D D Course; or correct resnnm:A>:. or compliance with Code 

(\:IN NIO NIA 15. Proper cooking, time and temperature (3-401) D D 
y N NIA 16. Reheating For hot holding (3-403) D D . '· \.![) N 2. Exclusion, restriction and reporting D D 
y N NIA 17. Cooling (3-501) D D 
y N NIA 18. Hot holding (3-501) D D 

'• .;. 

\Y) N 3. Ealing, tasting, drinking, or tobacco use (2-401) D D 
1'i1 N 4. Discharge from eyes, nose and mouth (2-401) D D 

¢ontt•l'•tfljJi~~:~•·lii\l~~l~tiol~[q~lfOO!l!!!il[~il • · 

,Y N fNIO) NIA 19. Cold Holding (3-501) D D 
,Y/NNTU NIA 20. Date marking and disposition (3-501) D D 
y N ®l NIA 21. Time as a public health control (procedureS/records) D D 13-501\ 

\y N 5. Clean hands, properly washed (2-301) D D .;.·: ·<· .Y.· .:.'·\·°>. 

(.y) N 6. Bare hand contact with ready-toceat foods/exemption D D {3.301) 
y N @ 22. Consumer advisory for raw or undercooked food D D (3·603) 

(y I N 7. D D '< ai11ij1~aii!i~•Jiu~1ij\!%!!liii1a~•~~· · 
·i.\'·';i > ... ·:/:. 

(Yi N 8. Food obtained from approved source (3-101 & 3-201) D D 
!·y. N 9. Receiving temperature I condition (3-202) D D 
y N r<J@ 10. Records: shellstock tags, parasite destruction, D D reQuired HACCP plan (3-202 & 3-203) 

· • .:.-:·· ..:.··.:·>·· •• 

/Yl N NIO NIA 23. Pasteurized foods used, avoidance of D D 
I orohibited foods £3-801 

~ '; 
•,'' •' ••, ; 

Y] N NIA 24. Additives I approved, unapproved (3-207) D D 

G N 25. Toxic substances properly identified, stored, used D D 17-101through7-30111 

"!) N NIA 11. Food Gegregated, separated and protected (3-302) D D 

0 N NIA 12. Food contact surfaces clean and sanitized D D {4-5, 4-6, 4-7) 

~~l!l<,ifulti~~i!iiK~APPr1!i!'!~~r~Rl<l!!Il!¥J:J%\i•> 
y N riiA) 26. Compliance with variance and HACCP plan (8-201) D D 

rr N 13. Returned I reserilice of food (3"306 & 3-801) D D Y =yes, in compliance N =no, not in compliance 

fr1 N 14. Discarding I reconditioning unsafe food (3-701) D D NIO =not obseived NIA "'not applicable 
COS= Corrected on-site R= Repeat violation 

[81=COS.orR 

cos R cos R cos R 

D 27. Use of ice and pasleu-ized eggs D D D 34. Food con!aminalion D D D 42. Food utensils/in-use D D 
D 28. Waler source and quantity D D D 35. Equiprnenl for temp. D D D 43. Thermomelers/Test strips D D control 

D 29. lnsects!rodentslanirnals D D D 36. Personal Cleanliness D D D 44. Warewashing facility D D 
D 30. Food and non-food contact surfaces: conslructed, D D D 37. Food labeledlcondi!ion D D D 45. Wiping ololhs D D cleanable, use 

D 31. Plumbing installed; cross--connoolion; back flow D D D 38. Plan! food cooking D D D 46, Utensil & single-service storage D D orevenlion 

D 32. Sewage and wasle water disposal D D D 39. Thawing D D D 47. Physical facilities D D 
D 33. Sinks contaminated from cleaning maintenan:;e tools D D D 40. Toilet facililies D D D 48. Spooialized processing methods D D 

D 41. Garbage and refuse D D D 49. Olher D D disoosal 
•':, "'.·. ,: .· .. .::>"; . ..... ·.",:'.""" .. , ;;,•;.t![$JIE'RllATJQN$<ANlf'~QllRE'C.'llYEiACI(ONS.tCON'llN0EQON.NEXTPl\~E ',".'.; ,, .. ~, ·:.\;<.-· <>"'.' •..•. 
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