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August 21, 2014

Anissa Rocha, Administrator
Warrent House

1301 Bennett Street

Burley, Idaho 83318
Provider ID; RC-1053

Ms. Rocha:

On July 9, 2014, an initial state licensure survey was conducted at Warren House. 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 vou have submitted a
" Plan of Correction.

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

Your submitted plan of correction and evidence of resolution are being accepted by this office. Please ensure
the corrections you identified are implemented for all residents and situations, and implement a monitoring

system to make certain the deficient practices do not recur.

Thank you for your work to correct these deficiencies. Should you have questions, please contact Karen
Anderson, RN, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 3641962,

Sincerely,
/"P Ak < M fo
KAREN ANDERSON, RN
Team Leader _
Health Facility Surveyor
KA/sc

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

1301 Bennett Street
Burley, ID 83318

Provider ID: RC-1053
Dear Administrator:

Based on the initial state licensure survey conducted by Department staff at Warren House between July 7,
2014 and July 9, 2014, it has been determined that the facility failed to retain a licensed administrator for a
period of more than 30 days. Additionally, the facility failed to implement pohcles and procedures to protect
1 of 4 sampled residents and potentially 100% of the residents from abuse.

These core issue deficiencies substantially limit the capacity of Warren House to furnish services of an
adequate level or quality to ensure that residents’ health and safety are protected. The deficiencies are
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 August 23, 2014. We urge vou 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?




Administrator
July 11, 2014
Page 2 of 2

Return the signed and dated Plan of Correction to us by July 24, 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.

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 cach of the non-core issue deficiencies is to be submitted to this office by August 8,
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 Warren
House.

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
farther 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,

/‘! %

JAMIE SIMPSON, MBA, QMRP
Program Supervisor

Residential Assisted Living Facility Program

JS/sc
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R D00 Initis} Comments R 000
The following deficiencies were cited durlng the
inltial lizsnsure conducted betwasn July 7, 2014
and July 9, 20114, at your residential care/assisted
lving facility. The surveyors condusting the
BUrvay were:
Karen Andersor, BN
Team Leader |
Health Faclity Surveyor
Mauresn McCann, RN
Heaith Facllity Survayor
R 004 16.03.22.215.03 Licensad Administratar R 004

Reguirerment - 30 Dayz

The facility may not oparate for more than thiry

{30) days without a licensed adminlstrator,

This Rule is not met as avidencad hy:

Based on interview and record review, ilwas .
delerminad tha facility falled to retaln a licensed
administrator ragponsible for the day-to-day
operations of the facllity for a period of more than
30 days. This had the potential to impact 100% of
the facility's residents,

According to [DARA 16.03.22.010.06, an
administrator is defined as, "an Individugl,
properly licansed by the Bureau of Occupational
Licensing, who is responsible for day fo day
operation of a residertlsl cara or agsisted fiving
faaillty.*

Alicensed administrator ls currently
In place at Warren House as an
Interim adminlstratér. A new admin-
Istrator will start, Monday, July 28,
2014, From this point going forward
Tha Regioral Diregtor of Operatlons
will oversee that the facility will not
lapse the 30 day absence period with-
.out 2 lfcensad administrator in placa,

74

Buragu of Facllity Standarde
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R 004 | Continusd From page 1 R 004
Corrgspondence maintzined af Ucenzing and
Certifleation deooumentad the facility had an
assigned ticensed adminigtrator on 6/23/14.
On 71714 at 10:40 AM, ah edministrator from a
“sister” facllify, statad the livensed administrator
that was assignad to the facility on 8/23/14,
"never showed up to work." She stated the
corporation asked if she would be willing to spiit
hier time batween hoth facilities until they could
hire & licensed admlinistrator for the facllity. The
adrinistrator from the "sister™ facility further
stated, she had been working at the facility since
B/23114, without & variance from Llcehsing and :
Cerfifization to be the administrator over both Effective, Wednes:lalny, July 16, 2014,
facllities. All staff were inserviced by state APS

Investigator, Nancy Killinger, regarding

As of 7/9/14, the facility had oparated withaut a Abilse Reporting. Staff ware also

dadicated licensed administrator assignead {o the

facility for 45 days, instructed to report such allegations
' tn Administrator and nurse. It s

R 006 16,03.22.510 Protect Residents from Abuse:. R 005 policy going forward that the
The administrator must assure that pollcies and management team will immediately
procedures ara implemented to assurs that all suspend the individual and notify APS
residants are freg from Abuss. of the allegation, also, notify

‘ Corporate Human Resotrces, conduct

This Rule is not met as evidsncad by: a thorough investigation with detailed
Based on record revisw and intervlew, it wes documentation and assist

determined the facility failed to implement policles

and procedures to protect 1 of 4 sampled APS in‘all ways with their Investigation.

residents (Residerit 24) and polentially 100% of o Upan outcorae of Investigation, the
the resldenis from abuse. The findings include: Management team will

{DARA 16.03.22.520 documents, "The detarmine whether the employee
administrator must assure that policies and will be allowed to return to wark or
procedures are implemanted fo ensure that all will be terminated.

resldents are free from abuse”
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ldaho Stalule 39-5303 requires that a regidential
care fadclliy, serving vuingrable adulig, must
immediately report an allegation of abuse to Adult
RProtection/APS.

The facility's abuse policy documented, "If abuse,
neglect or explaitation of 4 resldent is suspected,
you rmust act immediately to protect the resldant
tfrom additional harm.. If an employss is
suspected of abuse, the employse must be
suspehded pending the allagation of an
investigation.. Adult Prolective Sarvices must be
nctified immediately for incldants of abuse™

According to her record, Resldent #4 was a 94
year-ald female, admitted o the facility on
1012091, with & dlagnosis of dementia.

An antry on "Resident Service Noles” dated
A111/14, dovumented Residant #4 "statas that a
caregiver had hit her. Callsd RD [resident
diraztor]. He sald to make a sfatemant.”

| A note, not dated, bul sighad by a careglver,

documented Resident #4 fold a caregiver on
Af10/14, that another careglver had hit her, The
note further documented, Resident #4 was upset
and wanted fo know why somebody would want
to hurt her,

An incident raport form, dated 4/14/14,
documented on 4411114, Reaidents#4 told a
caragiver that another caregiver had "hit" har.
The repoit documented, the administrator and the
facliity nurss were notiflad on 41114, The repart
further docurnented, the resident had a history of
"making false acousations about staff and the
adtmiristrator coneluded that Resident #4 "wasn't
hit & thet thie incidant was fictlonal. 1f shows that

Bureay of Faciity Standards
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(A3 DATE SURVEY
COMPLETED

[Resident #4's name] darmentiz is continuing to
prograss.”

There was no documentation in Resident #4's
record that the resldent had been protectad
panding an investigation or that APS had been
nofified as required.

There was no documentation found in the facllity
of what steps the facility took to protect Resident
#4 or cther residents from potential abuse,

On 7/7/14, the current staff schedule documentsd
the aocused caregiver still worked &t the facility.

The administrator at the time of the incident no
tonger worked for the carporation and was not
avallable far interview.

On 77114 batwaen 3:30 and 4:00 PM, the
adminiztrator for a sister facility end the facility
nurse stated Resident #4 oflen accused the staff
of "steallng™ her belongings, which werg
fraquently later found in the resident's room. The
facility nurze stated ghe Intarviewed the resident
after the allsgation of abuga. She stated the
resldent did not have any bruises and the resident
denied that she had beah hit by 2 caregiver. The
taciiity nurse staled she had not repatted the
allagation of abuse o AP3,

The facility did not protect Resident #4 when the
tesident reparted that she had been "hit” by an
employes of the faclity.

The administrator did not Implement the facility's
abuse palicy such as suspending the alleged
abusar until an Investigation was completed.
Further, the administratar did not notify APS of
the allagation of ahuse.

A, BUILDING:
13R1063 B. WING 07/09/2014
NAME OF PROVIOER OR SUFPLIER STREET ABDRESS, GITY, STATE, ZIP CODE
1301 BENNETT 8TREET
W, DUSE
ARREN H BURLEY, ID B3318
M ID SUMMARY STATEMEN'T OF DEFICIENCIES 1o PROVIDER'S PLAN OF GORRESTION {%6)
PEEFIX (EACH CEFICIENGY MUST BE FPRECEDED BY FLULL PREFIM {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING [NFORMATION) TAG CROSSHEFERENCED TU THE AFPROPRIATE DATE
DEFIGIENGY)
R 005| Continued From page 3 R 006
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R 006| Continued From page 4 R 006
The facility failed to ensure Resident #4 and other
residents were protected from abuse.
Bureau of Facility Standards
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(208) 364-1962 Fax: (208) 364-1888 Pagetof _

Factlity - : _ _ . _ - |License # - iPhysical Address. i o : L . |Phone Numbet
WARREN HOUSE RC-579 1301 BENNETT STREET (208) 677-8212
Administrator - S o : . . iCity . . L _ o . " . j2IP Codé - - |Sutvey Date

Cindy West BURLEY ' ' 83318  |July 8, 2014

Survey Team Leader o _ ' _ " 1Survey Type . o : ' A . - |RESPONSE DUE:

Karen Anderson Initial Licensure August 7, 2014
Administrator Signature S ' : Date Signed ' ' ' :

(}MQ% bu . E/\D 0 :ZI’OCE r&DH

NON-COREESSUES

o o ' Descrlptlon
|16.0322. | :

‘i B 225 The facuhty dld not evaluate and develop mterventlons for re51dents W[th documented ex:t seekmg beha\nors Addltionally
current behavioral plans for Resident #3, #4 & #5 did not identify behavioral symptoms that were distressing to the resident
or infringe on other residents rights.

2 225.02.g |Current behavior pian inferventions were not reviewed for effectiveness.

3 305.02 |Resident #1 did not receive medications as orderad by the physician. Resident #4 had multiple PRN medication orders that
required clarification.

4 305.03  |The facility nurse did not conduct pericdic assessments on the progression of Resident #3's wounds, or conduct an
assessment when the resident had signs and symptoms of having a CVA.

5 320.02.e |NSAs did not clearly reflect all the residents needs. For example, Resident #3's NSA did not direct caregivers on how to
provide wound care and interventions to prevent further skin breakdown.

5] 350.02 |The administrator did not conduct investigations of all incidents and accidents.

7 350.04 [The administrator did not provide a written response to all complainants.

8

9

10

11

12

13

14

15

16

17




” I i §
SR Page§ of 1§

FDAHKO DEPARTMEMNT QF

HEALTH = WELFAREFgod Establishment Inspection Report

Residential Assisted Living Facility Program, Medicaid L. & C
3232 W. Elder Street, Boise, Idaho 83705

208-334-6620 Critical Violations Nongcritical Violations
‘#of Risk Factor " #£:0f Retail Practice N
Violateons Violations Ay,
Elst‘s‘bhslnnent 1‘Qﬁ1me,r‘\2 praiog\ g 1 lation, e
de;;; S AL e #of Repeat ¥ 6f Ripeat
! FR Violationg Vislations:
% \‘(\75 0 .
P it W
Insp eehen Hm Seore. ‘-i,\;fs Heéore,
. Followe:1Tp Repott: "OR. -Cm-Site Foltow-Up: TR
Date:: Date:

=
AL age: qeE| R | . S B i R
1. Certification by Accredited Program;; or Approved alo 15, Propar cooking, time and terperature (3401 - gla
Courss; orcerrect responses; or-compliance with Gode 16. Reheating for hothulding (3-403) ala
515 Y N N 17. Coofiig (3-501) ala
_ ] 1 YJN WO Na | 18 Hothaliing (3-501) ajo
i, S ke = "Y N N0 N | 18: Gold Holding.(3-501) a(a
f Y ot
/ ’i\x Z gatu;]g tastflrn?n(iﬁnkzng;}orto{?:;::ul::zz(i;l:); X g g 4 YN NO NA [ 20 Dateriitking énil tispositian (3:501) afg
R oA o Sy Thse 8 Y 21, Time as“a.public health control (pmceduresfrecerds)
| fie ; QLN NO NA| (3501 i
LN 9. Clean hands progarly washed {2-361) g|g
’:(\/)N ?331‘3:13«9 hiand.coritact with ready-fo-eat foads/éxemption olao alo
YN Handy 5203 36-301) aja
- ‘Approvs e . 4 al o
8. Food ohiained from approved:sowrce:(3-101.43-201) O | O !
9. Raceiving temperature:/.condition £3-202) ajQ j e S e = i
10. Recoids; shellstock tags, parasite destruetion, alo ; L 24, Add'm\.'e_sf approved,_unapprqved (&-207) ala
required HAGGR | ian 3.9(12.8 3 203 A 25. Toxic substances properly-identified, stored, used alo
: Iy 7-101 through 7-301))- -
11, Food segregated ‘eparated wiproterted (3:002) | | 0| e ok Ll L R :
2. Food contact surfaces clean and sanfized g pr Y N NIA ~ 28. Compliancewith variance and HAGCP plan{8-201) [ Q| T
45, 46, 4-7) e
13. Retumnied / résenviceof food (3-306.& 3-801) [ ] ) 2 ¥ =yes, ity comphiance N =no,netin compliznce
- e rE R A FRTIT N/G = niot observed N/A =not applicebles
14, Disgarding / recondifioning urisafe food (3-701) apa 08 Cororiod ongite Re Repost i dlation
Bl=cosoR

cos R faies] R cos | K
O | 27 Jse S ise and pagteurized egge | QO | O | 3 Eood cortamination a 8| DA | 42-Food uensisfinuse 2 a
L1 | 28 Weersource:and quaniity Q2 o a Sﬁﬁggﬁipmcm fortemp? ) 2, | B2 | 48 THemometersiTest dtrips O [}
3 | 29 Insedishoderteianimale [ | Al = Pe‘r:_so'n_‘a\ tleanliness a O | O 44 Warswashing fasity ] A _
0 | 3 Food and tanfood cortect sufases. conslncled 0| O | Q| 3 Foodisedzonation | O | T | Q| 45 Wipingelatie. alo
3 g:é‘_i‘a\;niﬁng- nstalied; cross-oammedt oy back flow a 3 1 | 3B-Plantfoodbooking a 0 | L3 | 48 Utsnsil & single-gervics dlorage ] 1 :
1 | 32:Bewage andwasle water deposal a 0 | 3| 38 Thawing W] 3 | O | 47 Physical faciities ] [ ]
| 23, Sirks contaminalsd frdm cleaning mairtenanpe tools [ | O | O} | 40 Toilet faciities a | O | 48 Spesiakzed prosessing methods 3 a
o 41 -Barbage and réfuse o O 0 | «aother 0 O
s et Fqll'eve-up_: . Yey
s R {Circle:Ong) No




