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Linda Simon, Administrator |
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Boise; Idaho 83703

Provider ID: RC-996

Ms. Simon:

On April 10, 2014, a state licensure survey was conducted at Edgewood Plantation Place LLC, 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 submiited 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 Maureen
McCann, Rn, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

/,P ba{-.fﬁg_: N
MAUREEN MCCANN, RN

Team Leader
Health Facility Surveyor

MM/sc

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




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER —~ GovERNOR TAMARA PRISQCK — ADMINISTRATOR
RICHARD M. ARMSTRONG — DIRecToR DIISICN OF LICENSING & GERTIFICATION
JAMIE SIMPSON — ProGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Bolse, Idaho 8372¢-0009

PHONE: 208-364-1962

FAX; 208-364-1888
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Linda Simon

Edgewood Plantation Place Senior Living
3921 Kessinger Lane

Boise, Idaho 83703

Ms. Simon:

Based on the state licensure survey conducted by Department staff at Edgewood Plantation Place LLC
between April 8, 2014 and April 10, 2014, it has been determined that the facility failed to coordinate care

for 1 of 1 sampled residents

This core issue deficiency substantially limits the capacity of Edgewood Plantation Place LLC 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 June 15, 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 June 1, 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.




Linda Simon
May 21, 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 no later than
30 days from exit.

If, at the follow-up survey, the core deficiency still exists or a new core deficiency is identified, or if any of
the repeat non-core punches are identified as still out of compliance, the Department will have no alternative
but to initiate an enforcement action against the license held by Edgewood Plantation Place LLC.

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.

JAMIE SIMPSON, MBA, QMRP

\
,Aﬂ’wfé:c%
Program Supervisor

Residential Assisted Living Facility Program

Sincerely,

// (st /f( 0t

IS/sc
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY)
R 000 Initial Comments R 000 The following plan of correction is
. . d i th submnitted by Edgewood — Plantation
The following deficiency was cited during the Place as required by regulation. The

licensure/ follow-up survey conducted between
416114 and 4/10/14 at your residential
cerefassisted fiving facliity. The surveyors
conducting the survey were:

submission of this plan does not
constitute an admission of guilt or
agreement with the cited deficiency.

The facility reserves the right to
Mauresn Mc Cann, RN challenge said findings noted in the
Team Coordinator statement of deficiency.
Health Facility Surveyor Notwithstanding the aforementioned,
_ the following plan of cotrection is
gongﬁ g:g;g{hgfr.vtsgf submitted as evidence of action taken
o2 4 by the facility.
Abbreviations:
AM = moming
BB/BBF/BF = baby food
BM = bowe! movement
mac = macaroni
NSA = negofiated Service Agreement
PM - evening
veggles = vegelables
R 008| 16.03.22.520 Protect Residenis from Inadequate | R 008 2pECEIVED
Care.
-5 20t
‘The administrator must assure that policies and JUN 5
procedures are implemented to assure that all BV OF LIC & CEHT

residents are free from inadequate care.

This Rule is not met as evidenced hy:

Based on observation, record review and
interview, the facility failed to coordinate care for
1 of 1 sampled Residents (#1) who was receiving
additional cares from an outside agency. These

findings included:
3 SIONATURE' TITLE DATE
G gl /s /id
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1. Resident #1's record documented she was a
78 year-old female, admitted to the facility on
2124109 (prior fo the change of ownership on
4122111) with diaghoses of oropharyngeal
dysphagla, dementia and bipolar disordet.

On 4/8/14 at 10:55 AM, Resident #1 was
observed in her room laying curled up in her bed
under blankets. Her left hand was laying on top of
the covers and her fingers were observed to be
curled into the palm of her hand. The resident did
respond "hi" when addressed, but did not
verbalize beyond that. The caregiver In her room
at the time, stated she worked for an outside
agency that was hired to provide care to the
resident from 10:00 AM to 8:00 PM every day.
Also, cbserved in the resident’s cupboard were
several small jars of various baby food, as welt
as, two packages of “Gerber Litlle Bites.”

An NSA, dated 8/30/13, documented Resident #1
was totally dependent upon the private caregiver
and facility staff for tolleting and bathing. The NSA
documented the resident required fraguent
hyglene checks throughout the night to ensure
her attends were clean and dry from urine. It
documented the resident had a private caregiver
present 10 to 12 hours per day, 7 days a week for
companionship. The NSA further documented a
pureed diet would be "met by kitchen staff.”

A, Assistance With Tolleting

Cutside agency "Care-giver Shift Notes”
documented the following regarding Resident
#1's toileting needs:

*2/10/14 - AM cares began with changing the
resident's briefs as she was incontinent and had

BOISE, ID 83703
04} ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF GORRECTION {x5)
PREFIX (EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPROPRIATE DATE
DEFICIENCY)
R 008) Continued Frotn page 1 R 008
Resident Specific

Resident # 1 has been evaluated by the
community RN with adjustments to the
plan of cate as indicated. 'This inchudes,
but is not limited to incontinence care
and food consistency. Specifically,
monitoring of resident # 1 related to
incontinence care has been increased in
frequency and provision of food
consistency has been evaluated and
specific instruction provided to kitchen
staff.

Other Residents:;

The community RN made obsetvations
and evaluated other residents related to
timely incontinence cate and
approptiate Adjustments were made as
indicated.

Additionally, in setvice education was
provided to direct cate staff and agency
staff related to timely incontinence care

and approptiate food provisions, In
service education also included
approptiate teporting to the Executive
Director and/ ot facility RN when
concetns are observed {i.e. concern with
incontinence care or food consistency).

Bureau of Facitity Standards
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oee

Y8BR11

It conifniation sheel 2of 7




PRINTED! 04/25/2014

FORM APPROVED
Bureau of Facliity Standards
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION {(3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: GCOMPLETED
13R996 B. WiNG 04/10/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
3921 KESSINGER LN
EDGEWOOD PLANTATION PLACE SENIOR LIV BOISE, ID 83703
%4} 1D SUMMARY STATEMENT OF DEFCIENCIES o PROVIDER'S PLAN OF CORREGTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 008] Continued From page 2 R 008
Facility Systems

"BM smears."”

*2/19/14 - At 10:35 AM cares began and the
resident was incontinent with bowel movement
from the start.

*2128/14 - At 10:05 AM she was found with bowe]
movement.

*3/7/14 - At 10:00 AM the resident was
incontinent "all through to her bed pad.”

*3/14114 - At 10:15 AM the resident “was wet with
traces of BM, although no BM was evident. She
must not have been cleaned very well after last
BM??"

*3122114 - At 10:06 AM the resident was "scaked
through.” The resident was transferred to bed at
5:30 PM and was cleaned up and "ready for bed."

*3123/14 - At 10:30 AM, the resident's briefs ware
"soaked" from inconfinence.

*3/28/14 - At 10:00 AM the resident was found
incontinent by the agency earegiver.

*3/30/14 - At 11:00 AM, the agency caregiver
found the resident "absolutely soaked with urinel
From her shoulders to her knee and across the
bed. Urine soaked down to matiress cover.”

*412/14 - The resident was "awake and wet when
| got here." The caregiver called for help to
transfer Resident #1 at 2:50 PM as she had a
bowe! movement, but "had to walt til {sic] 3:26
PM" for the facility staff io help with the transfer.
The resident had to wait 35 minutes te be
changed out of her solled brlefs.

The community has implemented
documentation changes that inclnde
regnlar review of agency staff notes.
Additionally, regular coordination
meetings will be held with outside
agency leadership that is above and
beyond routine cate conferences’
addressing specific resident care
coordination. Finally, any concerns will
be evaluated immediately including
hvestigated by the Executive Director
when indicated.

Residents requiting significant food
consistency modifications will be
evaluated by the facility RN to evaluate
the community’s ability to provide.
When deemed to be beyond the ability
of the community to provide, the
tesident will be referred to an
appropriate level of care.

Monitor

The Executive Director (EDD) and/or
designee will review outside agency
notes at least weekly for the next two
months to ensute concerns are
addressed timely and there is
compliance with the education

Bureau of Fecillly Standards

STATE FORM
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R 008| Continued From page 3 R C08
*4/4714 - When the agency caregiver arrived the _ N
resident repiied to her greeting, "l need help.” The provided. Additionally, the ED and/or
resident was incontinent and the "back of attends designee will obsetve meal service at
ko kS et sty o e
paj pad. consistency to tneet the resident’s needs.
*4/8/14 - At 10:30 AM, the agency staff found the Any concerns will be addressed
resident “soaked of urine from her waist fo knees. immediately and discussed with the
Soaked all the way to matiress cover” and she community’s leadership team to ensure
also had a large bowel movement. a quality assurance progtam is

From 2/10/14 though 4/6/14, the on-coming shift implemented to prevent recutrence.

found Resident #1 laying in urine on at least 12 .
occasions' Date of Compllance g M
Between 4/8/14 and 4/10/14, outside agency June 15th, 2014 S ‘

y |

caregivers and facility caregivers were
Interviewed and stated the following:

*A caregiver stated the resident required
two-person assistance with fransfers which the
facility staff provided as needed, The caregiver
also sald the agency staff were "recently” finding
the resident "pretty soaked" in the moming.

*Another caregiver stated, Resident #1's tolleting
has gotten worse in the "last couple of weeks."

On 4/8/14 at 2:60 PM, the facility nuree stated it
was recently reported the resident was "wet at the
beginning of the shift."

On 4/9f14 at 10:45 AM, the administrator stated,
the guardian “"came by" to bring the resident
some briefs. At that fime, the toileting issue
during the night was discussed. The administrator
confirmed she had not documented an
investigation of the complaint.

B, Pureed Diet

Bureau of Facility Siandards
BTATE FORM b Y8BR11 If continuation sheet 4 of 7
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PROVIDER'S PLAN OF CORRECTION

Aclinical note from spesch therapy, dated 6/6/13,
documented the resident was evaluated by a
speech therapist for the treatment of a swallowlng
dysfunction. A diet of of pureed solids and thin
liquids was ordered. A physician signed the order
on 6/7/13,

A clinical note from speech therapy, dated
7111713, documented a voice message was left at
the guardian agency o set up a care conference
regarding diet folerance, caregiver fraining,
education and facility compliance with diet
standargs to meet pures requirements,

Outside agency "Care-giver Shift Notes"
documented the following regarding Resldent
#1's food consistencyfbaby focd:

*1/20/14 - The fish at dinner was "chunky."

*1/27/14 - At lunch the vegetables were “too
chunky" so the agency caregiver substituted with
baby food. At dinner the caregiver "took otlf the
bigger chunks of ham.”

*2/10/14 - At dinner the agency caregiver added
baby food to "change the consistency of her
runny soup.”

*2/11/14 - The resident had a "hard time with food
foday, the chicken was too siringy and she
choked a bit with that and the vegetables were
blended, but the skin from vegetables also would
get caught in her throat and also make her
cough. Gave her baby food instead,” The dinner
was "lafe tonight" and the caregiver had to go get
it at 5:40 PM.

*2/19/14 - Dinner that evening was late because

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFEX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
R 008 Continuad From page 4 R 008
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(%49) IO
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

D
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECGTION {(X8)
(EAGH CORRECTIVE ACTION SHOULD BE Gog:%gﬂi

DEFIGIENGY)

R 008

Gontinued From page §

the "kitchen forgot about her” The agency
caregiver fed her some baby food untll the dinner
arrived,

*2/12/14 - Baby food was addad to the fish and
potatoss by the agency caregiver to "help with
consistency.”

*3/8/14 - The caregiver added a mac and cheese
baby food to her mashed potatoss.

*3/18/14 - At 5:40 PM the agency caregiver went
io the kitchen because her dinner was "late" and
the resident was "upset." The caregiver was able
to “assist putting dinner togsther (heating)."

*3/17H 4 - The resident "could not eat mashed
potatoes, very thick and dry." "Gave BB food
dinner.” *

*3/28/14 - At 11:55 AM the lunch artived and baby
food was added to "change the thick consistency
of the meat and potatoés.”

*Af1114 - At dinner the meat was "a bit to [sic]
hard for her to swallow."

*413/14 - The resident ate lunch and additional
pudding, but still hungry. The agency staff gave
her "BBF dinner."

Between 1/20/14 and 4/3/14, it was documented
the kilchen failed fo provide Resident #1 with food
she could safely eat on at least seven occaslons,

Beiween 4/8/14 and 4/10/14, outside agency
caregivers and facillly caregivers were
interviewed and stated the following:

It fook a while to get” the diet right. "Sometimes

R 008

Bursau of Fagility Standards ‘
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R 00B | Continued From page 6 R 008

the meats are a problem. I'n unsure they have
the equipment, it doesn't meet exactly a pureed
diet."

*The resident's food was not always the right
consistency, so the caregivers add the baby feod.
Usually they (the kitchen) are "pretty good about"
getting it right, but "it does happen, Like today the
veggles had to be sent back.”

There was no documentation the administrator
had addressed or investigated any of the
concerns documented by the cutside agency
caregivers regarding the kitchen not following
Resident #1's diet orders.

On 4/9/14 &t 10:55 AM, the administrator stated,
Resident #1 was getting baby food to supplement
her diet and it was not used to add to the
consistency of the food.

Resident #1 was found solled on at least 12
separate occaslons. Also the kitchen did not
consistently provide the appropriately textured
food and private caregivers wers using baby food
o modify the texture. Thare was no evidence
these concerns had been appropriately
investigated by the administrator.

The facility failed to provide coordination of care
for Resident #1 to ensure she recsived
assistance with folleting and the an appropriate
diet as ordered. These failures resulted In
inadequate care,

Bureau of Facility Standards

STATE FORM
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1DAHG DEFPARTMERNT OF DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING
P.O. Box 83720

HEALTH s WELEFARE Boise, ID 83720-0036 Non-Core Issues Punch List
(208) 364-1962 Fax; (208) 364.1888 Page1of __
Facillty License # Physical Address Phone Numbet
Edgewood Plantation Place Senior Living RC-896 3921 Kessinger Ln (208) 853-7300
Administrator Clity ZIP Code Survey Date
Linda Simon Boise 83703 Aprit 10, 2014
Survey Team Leader Survey Type RESPONSE DUE
Maureen MecCann, RN Licensure and Follow-up May 10, 2014
Administrator Signature Date Signed
D PR
@5@ LD g~ IO I
NON-CORE ISSUES
IDAPA : : Depariment Use
Item # Rule # ' Description - EOR
16.03.22. | __.Accepted
I 1 i
1 225.01 |Resident#1's and #7's behaviors were not evaluated. o/ 1 ;W%/
2 225.02  |The facility did not develop interventions for Resident #1's and #7's behaviors. /i)l
3 300.02 |Muitipie expired medications were observed in the facility. COS fltet
4 305.03 |The facility nurse did not document an assessment of Resident #5's skin tear and bruising, and Resident #1's "weeping
eyes" and wound status. & / J .
. — — . NI DR
5 305.06.b |Residents' medication self-administration assessments were not being completed guarterly. W 1) 14 A
8 350.02 |The administrator did not conduct an investigation of Resident #1's and #5's bruising of unknown origin.
. ***“*Previousiy cited on 7/13/41*** b g e
7 350.04 |The administrator did not provide a written response to a complainant regarding Resident #1's toileting. Ll ,l;- I
8 625.01 {3 of 7 staff did not have documentation of orientation training to inciude infection control. o ly iy U
9 630.01 |3 of 7 staff did not have documentation of dementia fraining. “***Previously cited on 7/13/11**** e
10 630.04 |3 of 7 staff did not have documentation of traumatic brain injury training. “***Praviously ¢ited on 7/13/11***. b )i psie
1 ‘
12
13
14
15
16
17
18
19
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. Date tf?j/ﬁ/if ff/ . e 5 of :ﬂj

".’- IDAHO DEPARTMENT OF
ﬂ"ﬁ’ HEALTH &« WELFAREFoo0d Establishment Inspection Report
Residential Assisted Living Facility Program, Medicaid L & C
3232 W, Elder Street, Boise, Idaho 83705

208-334-6626 Critical Violations Noncritical Violations
- ) # of Rigk Factor 5 # of Retail Practice 1\
/’ si BT ame Op e};n’t {, ,r" Violations Violations g
gi/ f/’?j /g \« o "./f /f A b «% el b N ey # of Repeat % # of Repeat X
Sy 0 w Violati . Violations =
T }‘ﬁw{«m Jowd (D, i BE Ty, || Ve | Vel
Co Estab# BHS/SUR# *Inspedtton leci " Travel Hime: 5 i g 5
” ﬁ{ INEIN core ¥ core _vafg.‘_
Inspection Type: Risk Category Follow-Up Report:  OR. On-Site Follovw-Up:
i f{ f} Date: Date:
Ttems marked are vielations. of Idaho’s Food Code, IDAFPA-1602.19; and require correction ss noted.

LV
The letter to the left of each item indicates that item’s status at the inspectioir.
é v N 1. Certification by Accredited Program;.or Approved alo Y N NA | 15. Proper cooking, tivie and temperature (3-401) i a
Caurse; o correct responses; or campliance with Cade ¥ N A0y NiA | 16. Reheating for hot holding (3-403) [
. Y. N /0@y NIA | 17. Caoling (3-501) alo
= - T - i
~i’;\jN 2. Fxslusion, restriction and reparting _ a|a Y N F00 WA | 18, Lot holding (3:501) alo
b o BUER T : YIN MO NA& | 19. Gold Holding (3-501) gl a
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