IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER — Governor TAMARA PRISOCK - ADMINISTRATOR
RICHARD M. ARMSTRONG - DIRECTCR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PROGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, ddaho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1888

QOctober 28, 2013

Tami Nichols, Administrator
Country Living :
255 Blue Lakes Blvd North Pmb 710
Twin Fallg, ID 83301

License #: RC-792

Dear Ms. Nir;hols:

On Avgust 28, 2013, a complaint investigation survey was conducted at Country Living Retirement Homes,
Inc.. As aresult of that survey, deficient practices were found. The deficiencies were cited at the following

levels:

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

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

Your submitted plan of correction and evidence of resolution are being accepted by this office. Please ensure
the corrections you identified are implemented for all residents and sitvations, 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, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

Pl Dt - S s b
Maureen MceCann, RN

Team Leader A

Health Facility Surveyor
MM/tfp

cc: ~ Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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PHONE: 2(8-364-1962

FAX: 208-354-1868

Certified Mail #7012 1010 0002 0836 0188

Nicole McKechnie, Administrator

Country Living

255 Blue Lakes Blvd North PMB 710
Twin Falls, 1D 83301

Dear Ms, McKechnie:

An unannounced, on-site complaint investigation survey was conducted at Counfry Living Retirement
Homes, Inc. between August 27 and August 28, 2013. During that time, observations, interviews or
record reviews were conducted with the following results:

Complaint # 1ID000G5909

Allegation #1: Residents were left supervised by unqualified staff.

Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.009.03 for
allowing a staff member to work unsupervised without having completed a criminal
history background check. The facility was required to submit evidence of resolution
within 30 days.

Allegation #2:  The facility did not investigate when residents fell or implement interventions to
prevent future falls.

Findings #2: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.350.02 for not

Allegation #3:

documenting, investigating or implementing interventions after an identified resident
was found on the floor. The facility was required to submit evidence of resolution
within 30 days.

An identified resident was not assessed after being found on the floor.
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Findings #3: Substantiated. The facility was issued a deficiency at [IDAPA 16.03.22.305.03 for the
facility nurse not assessing residents afier a change in condition. The facility was
required to submit evidence of resolution within 30 days.

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

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference, on August 28, 2013. The completed punch
list form and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be
submitted to this office within thirty (30) days from the exit date.

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

Sincerely,

Maureen A. McCann, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

MM/tfp

cC: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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IDAPA 16.03.22.009.03 documents, "...The
individual is allowed to only work under
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The facllity was a small single level building
licensed for 13 beds. The facility population
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Alzheimer's dementia, others iypes of damentia,
develppmental defay and mental iiness,
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overnight on 1/16/13, between 5:00 PM and 5:00
AM. On 1/18113, the caregiver was again the only
staff scheduled hatwesn 5:00 PM and 5:00 A,
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confirmed, the caregiver worked two (2) overnight
ghifts alone, without supervision, before her
Criminal History Backgraund Check was
completed. She further stated, she thought a
caregiver cauld work unsupervised once the
Criminai History Check was started,

On 8/28/13 at 9:50 AM, the owner stated she also
thought & caregiver could wark unsupevised
once the Criminal History Gheck was starled and
she received the letter stating the caregiver was
“avaliable" to work,

The facility allowed a caregiver to work alone
without completing a Criminal History Background
Check. When the Background Check was
completed, afler the caregiver had been left
unsupervised with the residents, Disqualifying
Crimes were found against the caregiver.

|l 4The facllity did not complete an investigation
after residents were left unsupervised during the
middle of the night.

| T
([ IDAPA 16.03.22.35 ocuments, "The

administrator or designee must complete an
investigation and written report of finding within
thirty (30} calendar days for each accidant,
incident.."

The staff "as worked" schedule, was reviewed.
On 1116/13, Caregiver A was the only staff
scheduied batwaen 5:00 PM and 5:00 AM, the
next morning,

On 8/27/13 at 2:30 PM, the currant adrministrator
stated, Caregiver A no longer worked at the
facility. She stated, the caregiver left the facility
and the residents unsupervised somelime during
the middie of the night of 1/19/2013, and never
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I DAHO DEPARTMENRKT OF DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING
P.O. Box 83720

HEALTH s WELFARE Boise, ID 83720-0036 Non-Core Issues Punch List
(208) 364-1962 Fax: (208) 364-1888 Pagel1of

Facility License # Physical Address Phone Number
COUNTRY LIVING RETIREMENT HOMES INC, RC-792 1852 EAST 3900 NORTH (208) 326-6560
Administrator City 1ZIP Code Survey Date
Nicole McKechine BUHL 83316 August 28, 2013
Survey Team Leader Survey Type RESPONSE DUE:
Maureen McCann Complaint Investigation September 27, 2013
Admxmstrator Signature Date Signed
NON-CORE ISSUES '

. IDAPA.. e T e Ve e s o) o Department Use Only -
tem # " Rule# SRR _' e B T S Descrlptlon T T 1'_.. Pl e e EOR Ninitial
S '16.03.'22. o SRR AR : : L e e Accepted - initials

1 009.03 A careglver worked on the mght shlft alone thhout a completed cnmlnal hlstmy background check Q / / 7/ =4 ( P

2 305.03 |The facility nurse did not assess residents’ changes of condition such as fails, weight changes and illnesses. / D //8 / /2 _‘ JML.—

3 305.04 |The facility nurse did not make recommenda’nons to the administrator and caregiver staff regarding residents' health needs q .
that required follow-up. /7 /}5 .

4 350.02 [The administrator did not investigate all incidents and accidents. 9 / )77 / s jll,{ ¢

5 600.05 |A caregiver worked unsupervised without having completed orientation requirements. - ’G} / 17‘ [ / 8 B,

3] 711.08.e [The facility staff did not document notification of the facility nurse when residents experienced a change in condition. /0 }/%f 13 Uﬁ (e

7 711.13  INursing assessments did not contain alt of the required documentation in rule section 305. IO/ Ih's / 02 A e b

8 ' o

9

10

11

12

13

14

15

16

17

18

19

20




