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November 12, 2014

Jodie Galloway, Administrator

Safe Haven Homes Of Wendell-Magic Valley Manor
210 North Idaho

Wendell, Idaho 83355

Provider ID: RC-932
Ms. Galloway:

On September 11, 2014, a complaint investigation was conducted at Carefix Management & Consulting Inc, dba
Safe Haven Homes of Wendell-Magic Valley Manor. 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 Deficiencics, and for which you have submitted a
Plan of Correction.

» 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 Gloria
Keathley, LSW, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

.

Sincerely,

G KEATHLEY, LSW
Team Leader
Health Facility Surveyor

GK/sc

ce: Jamie Simpsen, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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September 26, 2014

Jodie Galloway, administrator 7007 3020 0001 4050 8609
Safe Haven Homes of Wendell

PO Box 306

Wendell, Idaho 83355

Ms. Galloway:

On September 11, 2014, a complaint investigation was conducted by department staff at Carefix Management &
Consulting Inc., dba Safe Haven Homes of Wendell-Magic Valley Manor. The facility was cited with a core
issue deficiency for failing to protect residents from abuse. Additionally, the facility was cited with a core issue
deficiency for admitting and retaining a resident with a documented history of physically, sexually and verbally
abusing other residents,

These core issue deficiencics substantially limit the capacity of Carefix Management & Consulting Inc., dba Safe
Haven Homes of Wendell-Magic Valley Manor to provide for residents’ basic health and safety needs. The
deficiency is described on the enclosed statement of deficiencies.

Provisional license:

As a result of the survey findings, a provisional license is being issued effective September 26, 2014 and will
remain in effect until march 25, 2015. The following administrative rule for Residential Care or Assisted Living
Facilities in Idaho (IDAPA 16.03.22) gives the department the authority to issue a provisional license:

935, Enforcement remedy of provisional license.
A provisional license may be issued when a facility is cited with one (1) or more core issue deficiencies,
or when non-core issues have not been corrected or become repeat deficiencies. The provisional license
will state the conditions the facility must follow to continue to operate. See subsections 900.04, 900.05

" and 910.02 of these rules.

The conditions 1- 6 of the provisionai‘ license are as follows:

License:

1. A provisional license is issued which is to be prominently displayed in the facility. Upon receipt of this
provisional license, return the full license, currently held by the facility.




Consultant:

2. A licensed residential care administrator consultant, with at least three years' experience working as an
administrator for a residential care or assisted living facility in Idaho, shall be obtained and paid for by the
facility, and approved by the department. This consultant must have an Idaho residential care administrator's
license and may not also be employed by the facility or the company that operates the facility. The purpose
of the consultant is to assist the facility in identifying and implementing appropriate corrections for the
deficiencies. Please provide a copy of the enclosed consultant report content requirements to the consultant.
The consultant shall be allowed unlimited access to the facility's administrative, business and resident records
and to the facility staff, residents, their families and representatives. The name of the consultant with the
person's qualifications shalt be submitted to the department for approval no later than October 3, 2014,

3. A weeldy written report must be submitted by the department-approved consultant to the department
commencing on October 10, 2014, The reports will address progress on correcting the core deficiency
identified on the statement of deficiencies as well as the non-core deficiencies identified on the punch list.
When the consultant and the administrator agree the facility is in full compliance, they will notify the
department and request a follow-up survey be scheduled.

Plan of correction:

4. 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?

N 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?

An acceptable, signed and dated plan of correction must be submitted to the division of licensing and
certification by October 10, 2014, You are encouraged to immediately develop and submit this plan so any
adjustments or corrections to the plan can be completed prior to the deadline.

Evidence of resolution:

5. Non-core issue deficiencies were identified on the punch list, a copy of which was reviewed and left with
you during the exit conference. The following administrative rule for Residential Care or Assisted Living
Facilities in Idaho (IDAPA 16.03.22) describes the requirements for submitting evidence that the non-core
issue deficiencies have been resolved:

""" 910 Nen=core-issues-deficiency.————— - S : o
01. Evidence of vesolution. Acceptable evidence of resolution as described in subsection 130,09 of these
rules, must be submitted by the facility to the licensing and survey agency. If acceptable evidence of
resolution is not submitted within sixty (60) days from when the facility was found to be out of
compliance, the department may impose enforcement actions as described in subsection 910.02.a through

910.02.c of these rules.




The twenty-four (24) non-core issue deficiencies must be corrected and evidence (including but not limited to
receipts, pictures, completed forms, records of training) must be submitted to this office by October 11, 2014

Civil monetary penalties

6. Of the twenty-four (24) non-core issue deficiencies identified on the punch list, three (3) were repeat
punches. One (1) of the repeat deficiencies was cited on both of the two (2) previous surveys, 8/28/2013 and
12/20/2014.

305.05 - Progress of Previous Recommendations. Conduct a review and follow-up of the progress on
previous recommendations made to the administrator regarding any medication needs or other health needs'
that require follow up. Report to the attending physician or authorized provider and state agency if
recommendations for care and services are not implemented that have affected or have the potential to affect
the health and safety of residents.

The following administrative rules for residential care or assisted living facilities in idaho give the department the
authority to impose a monetary penalty for this violation:

Tdapa 925. Enforcement remedy of civil monetary penalties.

01. Civil monetary penalties. Civil monelary penalties are based upon one (1) or more deficiencies of
noncompliance. Nothing will prevent the department from imposing this remedy for deficiencies which
existed prior to survey or complaint investigation through which they are identified. Actual harm to a
resident or residents does not need to be shown. A single act, omission or incident will not give rise to
imposition of multiple penalties, even though such act, omission or incident may violate more than one

(1) rule.

02. Assessment amount for civil monetary penalty. When civil monetary penalties are imposed, such
penalties are assessed for each day the facility is or was out of compliance. The amounts below are
mutltiplied by the total number of occupied licensed beds according to the records of the department at
the time noncompliance is established,

B. Repeat deficiency is ten dollars (310). (initial deficiency is eight dollars (88).

For the dates of June 13, 2014 through September 11, 2014:

Number of | Times number of | Times number of days
Penalty deficiencies occupied beds of non-compliance | Amount of penalty
$10.00 1 26 90 , $ 23,400

Maximum penalties allowed in any ninety-day period per idapa 16.03.22.925.02.c:

# of occupied beds in facility Initial deficiency Repeat deficiency
3-4 beds $1,440 $2,880
5-50beds $3,200 $6,400
51-100 beds $5,400 $10,800
101-150 beds $8,800 $17,600
151 or more beds $14,600 $29.200

Your facility had 26 occupied beds at the time of the survey. Therefore, your maximum penalty is: $6400.




Send payment of $6,400 by check or money order, made payable to:

Licensing and certification

Mail yvour payment to:

Licensing and certification - RALF
Po box 83720
Boise, ID 83720-0009

Payment must be received in full within 30 calendar days from the date this notice is received. Interest accrues on
all unpaid penaltics at the legal rate of interest for judgments, Failure of a facility to pay the entire penalty,
together with any interest, is cause for revocation of the license.

Administrative review

You may contest the provisional license, requirement for a consultant or civil monetary penalty by filing a
written request for administrative review pursuant to IDAPA 16.05.03.300, which states: the request must be
signed by the licensed administrator of the facility, identify the challenged decision, and state specifically
the grounds for your contention that this decision is erroneous. The request must be received no later than
twenty-eight (28) days after this notice was mailed. Any such request should be addressed to:

Tamara Prisock, administrator
Division of licensing and certification - DHW
3232 elder street
P.O, box 83720
Boise, id 83720-0036

Upon receipt of a written request that meets the requirements specified in IDAPA 16.05.03.300, an
administrative review conference will be scheduled and conducted. The purpose of the conference is to clarify
and attempt to resolve the issues. A written review decision will be sent to you within thirty (30) days of the
date of the conclusion of the administrative review conference.

If the facility fails to file a request for administrative review within the time period, this decision shall become
final.

Informal dispute resolution

Pursuant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue 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 assisted living facility program for an IDR meeting. The
request for the meeting must be in writing and must be made within ten (10) business days of receipt of the
statement of deficiencies. The facility's request must include sufficient information for licensing and certification
to determine the basis for the provider's appeal, including reference to the specific deficiency to be reconsidered
~-and-the-basis-forthereconsideration-request—I-yourrequest-for-informal-dispute resolution is received more
than ten (10) days after you receive the statement of deficiencies, your request will not be granted, Your IDR
request must be made in accordance with the informal dispute resolution process, The IDR request form and the
process for submitting a complete request can be found at www.assistedliving. dhw.idaho.gov under the heading

of forms and information.




Follow-up survey

An on-site, follow-up survey will be scheduled after the administrator and consuliant submit a letter stating that
all deficiencies have been corrected and systems are in place to assure the deficient practices remain corrected. If
at the follow-up survey, the core issue deficiency still exists, a new core issue deficiency is identified, non-core
deficiencies have not been corrected, or the facility has failed to abide by the conditions of the provisional
license, the Department will take further enforcement action against the license held by Carefix Management &
Consulting Inc., dba Safe Haven Homes of Wendell-Magic Valley Manor. Those enforcement actions will
include one or more of the following:

Revocation of the facility Hcense
Summary suspension of the facility license
Tmposition of temporary management
Limit or ban on admissions

Additional civil monetary penalties

Division of licensing and certification staff is available to assist you in determining appropriate corrections and
avoiding further enforcement actions, Please contact our office at (208) 364-1962 if we may be of assistance, or
if you have any questions.

Sincerely,

%%,_\

JAMIE SIMPSON, MBA, QMRP

Program supervisor

Residential Assisted Living Facility Program
J8/sc

Enclosure’
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The following deficiency was cited during the
complaint investigation stirvey conducted
between 9/68/2014 and 9/11/2014 at your
rasidentlal carefassisted living fagility. The
surveyors conducting the survey were:

Gloria Keathley, L6W
Team Cootrdinafor
Health Facility Surveyar

Rache] Corey, RN
Health Facility Surveyaor

Rae Jean McPhillips, RN -
Health Facility Surveyor

Survey Deflnlflons:

1:1 = One ta One: When a facility has dsdicated |
staff to keep a resident wﬁhin direct eye sightat -
all fimes.

& = And

ALF = Assisted Living Facillty

ASAP = As Soon as Possible

BMP = Behavior Management Plan
cigs = Cigarettes

ER = Emergency Room

eval = Evaluatior

F/U = Follow-Up

NSA = Negofiated Service Agreement
Phys = Physical

PREN = As Needed
psych = psychialric

Pt = Patient

Res = Resident

RN = Reglstered Nurse
———SH=SaveHavayr—- -
SNF = Skifted Nursing Facllity

sfs = Signs and Symptoms
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-to determine what "increasing sexually

*Resident #9 recelved madication every 2 weeks
io "suppress sexually inappropriate behaviors.”

A Safe Haven Heallh Care “Inpatient Psychiatric
Evaluation” repott, dated 12/15/13, documented
Resident #9 was transferred from Safe Havan of
Lava after he demonstrated "increasing sexuafly
inappropriate behavior." The repaort decumented
he grabbed and made sexually inappropriate
comments to & female resident. The report
documented, Resident #9 had resided at the Safe
Haven skilled nursing "where records indicate he
also demonsirated sexually inappropriate
behavior.”

There was no documented evitdence the faciliy
requaested information from Safe Haven in Lava

inappropriate behavior® Resldent #9 exhibited
while residing there.

An NSA, dated 12/20/13, documenied, "Due fo
history of being sexually inappropriate resident
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"1 Resident #9's sexual abuse.

behavior.”

An UAI, dated 4/2/14, documented Resident #&
had "Inappropriate sexual behaviors and takes
hormone injections....”

Resident #9'% record contained at least five
documents, including onhe developed by the
faciity, {hat referenced Resident #9's sexually
inappropiiate behaviors. Déspite this
documentation, there was no evidence the facilty
developed a plan to protect female residents from

A. First Known Incident of Sexual Abuse:

According fo her record, Resident #7 was 63
year-old female admitted to the facility on 8/11/14.

An incident report, dated-8/22/14, documented
Resident #7 stated Residant #9, ®touched her by
swatting bottorn, then by grabbing her crotch....”
The report docurmnented Resident #7 reported the
incident twice to the administrator of Safe Haven
of Gooding, Kathy Adams, who was driving her to
a physician's appolntment. The report
documented the RN was notified and he told staif
to keep Resident #9 away from Resident #7.
There was no documentation of what action the
facllity implementad fo protect Resident #7, ot
other female residents, from Resident #9's
inappropriate sexual behaviors,

On 8/22/14 at 1:18 PM, Kathy Adams, the
administrator of the Safe Haven of Gooding,
dacumented the following information:

*Resident #7 told her (Kathy Adams) two fimes
that Resident #9, "swatted her on the hottom and
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her.,."

*Resident #7 stated she reported the incident to a
caregiver who told her, "...she had talked fo the
male resident and he danied doing it and the
caregiver said, “wall | believe him, so this never
happened.”

*When they arrived at the physician's office,
 Resident #7 repeated the "whole story” crying
“gliigator tears the whole fime.”

*She (Kathy Adams) stood behind Resldent #7
and "shook” her head "ne" as the regident told the
nurse about the incident.

*After they left the physician's office, Resident #7
started to tell the "story” again, so she (Kathy
Adams) asked the resident if she wanted a
"“treat,” and ool her out for "frles and a scda."

Kathy Adams, the administrator from Safe Haven
of Gooding aiso documentad, on 8/22/4, the
Safe Haven of Wendell administraior, Lairy
Gilley, requested that she investigate the Incident
hetween Resident #9 and Resident #7. The
investigation report documented Kathy Adams
escorted Resident #7 around the facllity {o identify
the male residert. Kathy Adams documented
when Resident #7 saw Resident #8, she "pushed
back" in her wheelchair and said, "thaf's him."

Thare was no documentation inferveniions were

implemented to protect Resident #7, or othar i
fernale residents, from Resident #9. Additionally, \e‘f BN ¢ {\\ A &
there was no documentation indicating that other W\Q\@\ \x(x A% Wy \)!., MRS g
residents were inferviewed to determine if A e -#E, L».}Q; e N ) ot

§ Ty s

“Resident #0 had abused other residents. \ Ny
bqg K‘:

There was no documentation the administrator,
Bureau of Faclfity Standards
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R 008 | Continued From page 5 R 608 L
P T

Larry Gilley, conducted an investigation, reviewed
the investigation conducted by Kathy Adams, or
implemented interventions to protect female
residents from Resident #9.

The facility nurse documentad on 8/22/14,
Resident #7 made an allegation that Resident #9
inappropriately touched her. Thie hote
documented he was advised Resident #2 was
placed on "one ta oneg" with staff and he was ko
be discharged to a psychlattic hospital.

B. Second Known Incldent of sexual abuse, one
day !ater

Accarding to her racord, Resideﬁt#4 wzs a 46

year-old female admitted to the facility on 7/31/14.

An incident report, dated 8/23/14, documented
Resident #4 was standing by the medication

room and was approached by Resident #9.
Resident #4 turned arcund and Resident #9
"grabbed her breasls with both hands and fondled
her." There was no documentation on the incident
repoit what the facility was going to do to protect
Resident 4.

There was no documentation the administrator,

‘Larry Gilley, conducted an investigation of the

incident or implementad Interventions to protect
female residents from Resldent #9.

A riote, sighed and dated 8/23/14, by Resident
#4, documented she was standing at the’
medication doar, It further documented, as she
turned around, Resident #9 grabhed her breasts.
The note documented she Immedlately reported

{3
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the assault to the facility staff.

According to documentation, Resident #0 was
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R 008 Conlinved From page 6 R 006 ~——‘\ a g G\ BOD \ ™
suppose ta be nlaced on 1:1 supervision after the N Q&}L\ ‘(\
incident, on 8/22/14, where he Inappropriately (‘))vvecﬂ»\:..\\.« < o
touched and "grabbed” Resident #7. . \(\Q\‘\)@ @R N™ N“l;fb‘s}'w LA
On 9/10/44, between 8:30 AM and 3:00 P, five TR
employees stated Resident #3 was not on 1:1 .
supervision until 8/25/14. I . %\&&V& = Lg
On 9/10/14 the facilify's August "as-worked" O\\{-\d e &\d'@}r\}{ N
schedule was reviewed. The schedule d\%c N}‘\{-- ) d.\
dacumented the 1:1 supervision was not 'fg_“:,‘_‘ O\ e ‘Q . \’q N A
implemenited until 8/25/14, three days after the . NAR L
first allegation of sexual abuse. i’““\"“@m ls;\!\@f_} \,}\C::QG o b -
TR0 RO N }
An "Incident/RN Assessment," dated 8/24/14, \V’" ©
documented Resident #4 had her breasts
grabbsad by another resident. The assessment . \
further documented the "allsged assailant was A\\\ e %\C‘& eny “iﬁ‘ﬁ\?:?\=,\:§{ ,
put one on one and is being moved out to a psych !
hospital. No further follow up neaded.” oe oSN e txe
Additionally, the assessment documented to keep ' o . ’ \
the "pt away from alleged assallant." ¢ AR% %\& &h“\&m . \iﬁ»’ﬁv\[ &
Care notes documeniad the following: &’Q 2f \fm\ <o N \ﬁ % _) ;ﬁ&
*8/23/14, the facllity nurse recsived a phone call %@ @B\ Q. %\ ] =
from staff. Staff informed the nurse about oo W & ”\Q\}h@vﬂ =
Resident #4 geiting her breasts grabbed by Q}Qﬁh s ) &T;
another resident, The facility nurse was to follow Ar@; D\ﬂ\ ASCAN -
up on the incident. N S B, 4;;; t\ Wy hﬁ
LY ) .
*8/24/14, the facllify nurse decumented, “F/U with #ﬂ\ A p\’x&%{,\
pt. Pt stated the resident grabbad her breasts XC, h %-,‘ Xl
with both hands and she backed up and went ;"*{:} AL Pﬁeﬁ_ ‘
straight {o staff and reported it....The resident that i ™=
did it is moving out to the psych hospital and a \f::a@\?j{”‘\ @ ’}‘ﬂ\ ]
one fo ane was put on him until he moved out..,.* s ‘fm“@’. ‘té@ﬁ % :j;, g
(! By
*8125/14, the facility nurse documented, "received d\)ﬁﬁn év @ \ ™ Q«C)m ‘?Q | 11"“‘\75
notice today that pt called police on sat [sic] PSS ‘&J\m £ wsn @ .
Bureau of Facllly Standards
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-| administrator of Safe Haven of Gooding fo

There was no ather documentation in the care
notes that Residant #4 was protected or that 1:1
supervision was implemented for Resident #9
until 8/25/14. There was no documentation the
adminisirator, Larry Gliley, developed and
Implemented interventions to protect female
residents after Resident #9 sexually assaulfed
Resident #7 and Resident #4.

An "Admission and Discharge Face Sheel," dated
8f26/14, documented Resident #9 was
discharged fo a psychiatric hospital due o
"negative (Unacoeptable) behaviors."

Qn 910714, between 8:30 AM and 3:00 PM, five
employees stated they were told during a staff
meeling on 8/25/14, that Resident #9 should be
on 1:1. All stated that prior {o the staff meeling
Resident #9 was not on 121 supervision.

On 9110114 at 11:47 AM, the facility nurse siated
e was told that Resident #9 had been placed on
1:1 supervision, He confirmed that he had not
come to the facility to ensure the intervention had
actually been Implemenied,

On 9/10/14 at 1:35 PM, the former administrator,
Larry Gilley, slated he was surprised that
Resident#9 had "acled out" sexually towards
other residents. He stated he asked the

conduct the investigation of the incident.
However, he stated the administrator from

Gooding did not believe the sexual abuse had. | ...

really happened, He stated he was undery the
Impression that 1:1 had been implemented.
However, he stated he made an assumption it

TUX NTO @\Q\.@a&

@%\%@r\k@w

Residonts Ao m‘%f@/'

LONG Lehed,
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R 008) Continued From page 7 R 006 -
8-23-14 and ptgiithth touched b “Tha S oVow, \m &
-23-14 and reported that she was touched by e AN @ B2
[Resident #9's namel]. Il follow up with this....” T\{‘\ 2O &\TE MANE
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R 006 Coniinued From page 8 R 006 Bm Gi o e e TVERE :‘E; )
was started, but later found aut It had not been. e h w\m =2, o h NS,
", . N“‘\ FREA e I =t
The faciiity falled to devaelop & plan to profect OS TR S ("‘-\ N ‘!@\
female resldents from sexual abuse when they Ralas RO
admitted Resldent #9, who had a documented \ﬁﬁé\cﬂ ax {3 m” aa = i
history of inapproprlate sexual behaviors tawards \;» o Ol Q& 2 } CS\O\ NG G’\ S
others. Additionally, the facility failad fo protect
fernale residents from sexual abuse when they & oNce T\ E‘Q d \D\NQ;{.\\\&Y\}
did not implement interventions after Resldent #9 X S e TNELY \aﬁ,@.
sexually abused two female residents. Thus, the de’
facility faited to ensure that pollcies and el \ &
procedures were Implemented to ensure that all ‘_\,;,.) e QjQ,EM N VOGRS
residenis were free from abuse. O a dz ¢ EE,\J \ UL \ -~
RO 2aa L\'g
2. Actording to his record, Resident #6, was a 46 ‘%\‘W %&u\\ﬁ SR \\\, Ay ﬂ]
year-old male, admitied to the facillty on 8/13/14,
with diagnoses including bipolar disorder, O\d& \g%\ oy RE Oﬂ\ PN
schizophrenia, psychosis and drug abuse. \ pr o CL\\ Q,\D\ &, M VLY
\
Haspital paperwork, dated 8/4/14, contained "‘\‘ o _\\,\e :::()\ Qj(\;u.j Q.
documentation from a physician "...While | was at d L.;\ Q
the facllity and prior to my arrival, patisnt very s!-i.;E € \P\«\ ‘D %
intrusive, very poor boundariss. Patient actually q Wq \ ‘Eh FOLROY
- D, Pt s
hypersexual and in fact grabbed the nurse, weil ™ \\D £ ﬁ ,‘LQ,,,,\ &
{ried to grab the nurse's breast. The pafient also Q‘{" Oy f?\m\ 2 I Dt
grabblng or frying to grab other people...” (‘\" &,“C‘(’\\ & S § OQ\ m@‘{:‘ N ‘:::1 ™
Residant #6's record documented he was ] {“ VO S %9 Pﬂ:ﬂ\@vﬁiga
discharged from a psychiatric hospital fo the W\(’\k@%l 'BY O‘w e .
facllity on 8/13/14. The discharge paperwork :{2 A ‘"kﬁ, C}F" o s_( E (f o) ;‘g«“«@ @“7"15@ 7
documented Resident #6 had "psychosis" and «ﬁ,ﬁﬁ# \' \Q
should seek immedlate medical care if "severe ‘{ pre @\ﬁ“}{:& “} \’:}\ @ NE ,\;‘H % Q

psychotic symptoms present a safely issue (such
as an urge to hurt yourself or others.)"

Resident #8's record did not contain an NSA,
interim care plan, a behavior managsment plan, o s
or a plan on how fo protect ofher residents at the
facility from Resident #6.

Bureau of Facility Standards ,
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R 008 | Continued From page 9 R 006 "”*”“"m@ &a "'-f:x.«s’:\ \ *'?*
A nursing assessment, dated 8/11/14, mm\‘ “ﬂ@?‘“ﬁ E M?? et % =N
documented "Flease follow NSA" and *Watch for TR S Vﬂ{a oy @ &;‘f
sfs of drug abuse, Pt has sever [sic] meth s
addiction.” Rt
Resident #8's UA, dated 8/21/14, documented L =
"Client was observed aribulating arcund the "Y"'_':g &{ AR ‘T ('f} C,Q\r\ St
Tacility on the day of the interview, infrusive and . fromn, \ A ""‘ L "
. . f.' 3 Q ﬂ ‘f:?- %. \!\
not aware of personal boundarles...Judgement is } ‘3(‘ o A bﬂ fpe
always poar, Cannot make appropriate decisions \)\D “;? =, _\_; E}‘r RN b
Tor self or makes unsafe deoision and needs
intense supervision {(nfense suparviston is Q' ™ \*zx.,%} & .
needed to prevent danger to self or
athers)...Cliant confrontational with others due to \ T ool 3
paranola, intrusive and not aware of personal - ™y ‘}" @u L d LAV @m—fl R
boundaries, demanding...Current or history of ' nb\ e B @ A O W
occaslonal combative or destructive behaviors...” \ VS \A“‘“ he e {Q« g ;} o
. ) )r \\@kﬁ{\ e “'—--‘¢ 2| '5
There was no evidence the facility developed a NOE ,\\ % 2 (i ) 5&35" (ﬂ
plan to guide staff if Restdent #6 became C)\,‘(\C‘,\ \,)\,;) E‘im o . C]. Bt 5 32
physically or verbally abusive toward other N b Y O \
resldents. O\, \' e ﬁ 19" j ,§ o ?
CI}{*\{ xr-\&} ‘«,1@% $m¢ ] ‘(""
Resident #6's record confained the following . J A7) ~ .h 8 5 % m K ;%@\{‘*ﬁ; 2 )“@
documentation from August 2014: “‘*“F’\”‘ e & et : 3, wr;
) v ﬁ,m;, e Lt e
*8f22 (am); "if{es very inappropriate verbally & & ( C"L \L% \ @M A\ jﬁ: f_ﬂ = ,wﬁ’\ 53
sexually, He is getting into peoples rooms. P«‘\ T L y,
Getting info peoples faces. Yelilng & sereaming at C. @\A\: o Q;:! K@u ’{”‘ﬂ:& o f"i%
staff & residents. He is backing me up against the o @\ - ook
wall outside threatening to punch me in the face. #“1‘ ff“ C) gj,}&%’ 2, e '
He chased [elderly woman's name] down yelling ,3 . K \ o @ \_,)\FQQ ﬁ 5\‘@
and cursing at her. Him and [random rasident's C}\,Tl\ - %s;a e
name] got into a physical fight. Cops called out Q\U& \ ﬁ‘ &, @ 3 g‘ Q’ i IR St. va\
twlce.” “’ @
| cove \NeLect -
|23, 30 AN wanted to touch stafs boobs” | | KB &1 ke N @ »
: ta PSR
*8/23, 515 AM: ...went down to a resident's & Uﬁ\_\c AR AN o)ore, \ﬁ--ﬁa‘
room pounding on the door wanting to bum a ' ﬂlﬁ do, LR B %55‘5 ™ @ﬁ}ﬁ’\
Bureau of Facllity Standards '
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R 006 | Gontinued From page 10 RO06 [ @O0 C.OCe. m\fb\
clgaretie. He then went down to another Q;\‘(‘“\@ Qﬁ”‘“ﬁ 0‘-*« e\ &
resident’s roem pounding on the door so they . R @ A\
Ux:)\ f:’“\ ﬂ; N > .
could go fishing. He got mad at staff bacause v lﬁ (;j"a ;‘? & £ .,Q éit‘i"\(?&
they had no cigs for him, He procesded to call \ =0y Q5% l =) R
staff names cunt, bitch.” \‘u)\ é&.\f‘ &G\P i \{%‘F\f‘i’ l? & (k\?l;g
N 3 e o %
*5/23, 6:30 AM: "...geing in rooms” ‘“T @ {_) Y ,;@lﬁgm \% é,,‘““
"TD‘ @r”' 3 aer
*8/23, 7:00 AM:; "1st big behavior outside." e E& X
ég @\/\,\ ‘{m\@ i’;::\ %\r\\ﬁ ]
*8J23, 7:30 AM: "Rude remarks.”
/93, 8:00 AM: “2nd big behavior In dining room.” A W @@@\%ir jﬁ Q‘ % Q{'gﬁ{}" H
‘ W, AN R 0
*8/23, 9:00 AM: "Cops called out tafking to him.” N2 2 o, 18 > &L ‘}h 3 Q -
. \r&\ * T‘q =1
+3/23, 9:30 AM: "back outside yelling at people.” )f“‘ > O ﬁ:,,@ \"“‘%\”@ }
| £ .Hﬁfs._ m\% xm SRR
*3/23,10:00 AM: "incident with [elderly resident's . Q* et ¥ éﬂ‘ x y e & e
name] and frandom resident]. Cops called back *',‘ Y ﬂg s Q’f“\ &, ¢ AN 1
out” ' s ALY @‘* o “f‘}%é ]
A D amra o R
2% MYy
*8/23, 12:30 PM: "ate lunch starting to get rude { 1 @y{“ﬁ& R S . \hnﬁ«\wq‘\@ VO,
agai. r‘"-\}\he}\ et L Oy N &L.,Q‘é_ YA
/23, 1:00 PM: "velling at staff, following siaff." £ e P AR R Rhﬁ\ﬁ?ﬁ%
,‘,;u_'.;'.:l T ‘ 1 ¥ .'h N - I
There was no documentation the administrator, LD E L ’& \g::; @ TR b LB @’d’i
Larry Gillay, im plemented interventions to ensure \ o { QW@ LR
residents’ o staffs' safely after Resident #6 gy SRR . 1
demonstrated aggressive behaviors, = \(D Q,\f\&kb\ {;‘::‘i'“f"\ \mu LTI
A handwritien note from the house manager, SV QO™ @Q s wle
dated 8/22/14, documented she took Resident #8
to the hospital for a psychiatric evaluation "due ta N . P)
his behaviors.” She documentated she was told A LT, l‘t’& - ér"."
_ | byacounselor "...dus to paperwork and [t was 3 L Q}F.J» Q\I“xﬁ U._)& \\, R
Fyiday, could we keep him over the weekend tl CM‘T\D‘T\ S @ ~\« & C"-—T‘\&l yre
someone comes on Monday to pick him up.” She Sy m & Q 0
documented the resident was returned to the “"Jﬂf\f’\&”‘” kY 2] \.‘laa\ VN
Bureau of Facilily Standards
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R 008 | Continued From page 11 ROBE iy iy VoS f'? & *’%,} AN
facilty on 8/23/14, She dosumented day shift staff e “‘F”i{m\ e j‘*‘%‘\‘f"”lu \ﬁg}x %\ 1@*{'%;5? _J,g_‘:-p’f‘?

 Instructed staff to continue giving him his

called, and slated his "behavlors wera worsening”
and 911 was called for the aggressiva behaviors.
She documented, "The police told [staff's hame]
that they were tired of baing called for this place
and we bring these kind of people here we should
be able fo conirol them..."

A handwritten note from a caregiver, dated
8/23/14, documented Resldent #6 "got right un™ in
the face of an elder female resident yelling,
"whose the Txxking bxxeh now cxxt, over and over
again, Getting louder and closer.” She
documented she tried fo get Resident #6 away
from the elder female resident “but he wouldn't
hack up." She documented another female
resldent drew Resident #6's attention way from
the slder resident, and they "started throwing
fists." She documented law enforcement was
notified, and later she was able to calm him

dowr.

There was no documentation the administrator,
Larry Gilley, conducied an investigation of the
incident or Implementad interventions to protect
residents from Resident #6 after he demaonstrated
aggressive and threatening behaviors,

Nursing notes documented the following: ‘

*§f22: "Received a call from staff siating pt
eloped and is having sfs of anxiely....Pt states he
needs meth to take care of his problems. Pt
stated he will refuse to take all medications...he is
mentally unstable...Pt will in fact be going back to
[behavioral hospital] on Monday. Undil then, l've

medications as scheduled and do frequent
chacks oh him and continue fo try to redirect
him..." There was no documentation indicating
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Residentlal Care/Assisted Living

PRINTED: 08/26/2014
FORM APPROVED

(X3) DATE SURVEY

how staff were to redirect him, or that extra staff
wete scheduled to supervise him.

*8/23: "Received a call from staff stating pt is
cornering staff members and yelling at them and
threatening them. Ptis alse yelling at other
residents and going into their raoms, | Instructed
staff to give him his PRN Haldol. Staff stated he
will not take his medications, | instructed staff fo
call 911 and-have him removed immediataly
bacause he is a risk to himsealf and
others....offlcers stated it is our problem...”

*8f24: ", Galled staff |ate in the evening. Staff
states pf is manageabla but he is showing s/s of
agltation such as pacing, and going Inte others
rooms and starting to be verbally aggressive
again. Instructed staff {o give him a dose of his
Haldol and report back to me If things don't
change..."

*g/26: *...pt still Isnt moved out..."

*8126 ; "pt broke through a window and climbed
out..”

*8/27: "...Ptwas moved to a psych hospital.."

On 9/8/M4 at 3:35 PM, a caregiver stated
Resldent #6 would "act out and get in your face,
He would bug residents for smokes." She further
stated, he had a physical altercation with a
resident, but "a shadow" was implemented only
after he went threugh a window several days
later,

On 9/9/14 at 11:00 AM, a caregiver stated

over the facilify verbally aggrassive fo residents

and siaff. He would scream at us, | want a

Resident #6's “mads stopped working. He was alf

STATEMENT OF DEFICIENCIES [X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIFLE GONSTRUGTION
AND PLAN OF CORRECTION IENTIFICATION NUMBER: A. BUILDING: GOMPLETED
C
13Ro42 B. WING ngfi1/2014
NAME OF PROVIDER OR SUPPLIER $TREET ADDRESS, CITY, STATE, ZIP COBE
210 NORTH IDAHO
g VEN HOMES OF WENDELL:
CAREFIX-SAFE HA' NDELL WENDELL, D 83355
(X¥4) I SUMMARY STATEMENT GF DEFICIENCIES 1u} PROVIDER'S PLAN OF CORRECTION {XB)
PREFIX {EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
e~ DEFICIENGY)
R 0086 | Contirwsed From page 12 R 006
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PRINTED: 09/26/2014

FORM APPROVED
Resldential CarefAssisted Living
ETATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING! COMPLETED
c
12R932 B, WING 09/11/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP° CODE
. 210 NORTH IDAHO
EFIX-SAFE HAVEN HOMES OF WENDGELL:
CAR AFE HA l N HOME WENDE]. WENDELL, ID 83355
X4 D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF GORREGTION {5)
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
R 008 | Confinued From page 13 R 006

sandwich, get your ass up now." She further
stated, he would "argus" with other residents
when he was out of cigarettes. She stated, he
pushed one staff member against the wall and
got "In & fight" with another resident. She stated,
one staff member was "scared of him" and the
gtaff member stated "if he keeps being the way
he is, | will walk out.” She further stated, staff
were unable to supservise him. She stated, one to
one staffing was not implemented until he broke
through & window, several days zfter the
behaviors began.

On 9/9/14 at 11:10 AM, a caregiver stated
Resident #6 was up a lot during the night, wanting
glgarettes and baer. She stated, one night he left
the facility, went fo a bar and was begging people
to buy him cigarettes and drinks. She fusther
stafed, Resident #6 had been "yelling a ot and
screaming at the birds.” She stated, she was told
thal "we nesded to be walching him" but stated
1:1 staffing was not added until the few hours

| prior to him being discharged.

On 9/9/14 at 11:50 AM, the facility RN stated
when Resident #6's behaviors began escalating
and after “he cornered staff,” he instructed staff to
call the police and tell them the resident was
endangering others' lives, He stated, the police
were unwilling to intervene, so he ftold the former
administrator "fo get rid of him ASAP." He stated,
"nothing could be done over the weekend.” He
stated, he was told exira staff were in place. He
further stated, "l thought they moved him out, and
was not aware he was still at the facility untll [ got
a call that he went through the window." He
.| stated, when he kept stating the resident needed |_
moved out, he was Told staff "were working on iL.*”

On 9/9/14 at 2:45 PM, a caregiver stated,

Bureau of Facility Slandard:
uraau of Facility Standa S,,,-»n-“*“'"'““‘"w.%
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R 006

Continued From page 14

Resident #6 would get “very violent, yell and hit
peaple.” She further stated, he got In a physical
fight with one resident and went after another
elderly resident. She stated, other residents were
afraict of him, but one random resident would
intervene and "stand up for people he would go
after.” She further stated, she was unaware of
what staff were nstructed fo do {o protect other
residents and siated, "extra siaff was only added
after he eloped.” She stated, she was asked to
come in and provide 1:1 after Resident #6 elopead
& second time, but she declined stafing, "l did not
want my Iife to be at risk.”

On 971014 af 10:25 AM, a resident stated she
gof in a fight with Resident #6. She stated, he
came after an elderly woman &t the facfiity, and
was calling hier names, She stated, when he
would not stap, she intervened and gotina
physical fight with him.

On 9/10/14 at 10:30 AM, another resident stated
Resident #5 liked to "bug” the female residents
and he "waould iry to protect them." He stafed, he
recalled Resident #8 stating, "just {ake care of
your own prablems" when he would try to
intervene. He further stated, "a ol of things
happened when staff were not around.”

On 9/10/14 at 10:45 AM, a careglver siafed many
residents were "afrald of him and whether he
would fiip his last cookie.” She further stated, he
waould “get right in your face” and made many
staff uncomfortable, She stated, there was not
enough staff to supervise him "especialiy on days
when he would wake up heeding constant

| attention. He was hot on your heels.” She further |
stated, he would approach people and say

random things such as "l am a murderer, lets go
do drugs." She stated, when staff confronted him,

R 006

e

LS

Bureau of Faality Standards,
STATEFORM ..

S
&

PR g,

sren

a8eg

NHMCA1

If continuation sheet 15 of 19




e e,

Residential CarefAssisted Living

PRINTED: 09/26/2014
FORM APPROVED

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA
ANB PLAN OF CORRECTIGN

IDENTIFICATION NUMBER:

13R932

A. BUILDING:

(¥2) MULTIPLE GONSTRUCTION

B. WING

{X3) DATE SURVEY
COMPLETED

09/11/2014

NAME OF PROVIDER OR SUPPLIER

210 NORTH IDAHO
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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153
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COMPLETE
DATE

R 006

R Q08

Continued From page 15

he would scmetimes experience remorse and
"slap himself.,"

On 9/10/14 at 1:45 PM, the former administrator,
Larry Giiley, stated when Resident #6 began
showing behaviors "PRN meds were setup to
help." He further stated, we were {rying to figure
out how to get him help. | falt like he should not
be in the building,” He further stated he was not
aware of any behaviors where he hurt himself or
others, or that some staff were afraid of the
resident. )

The facility failed to develop plans io protect
residents from sexual, verbal or physical abusa
when they admitted Residents #9 and #6, who
had documented historles of Inappropriate sexual
hehaviors or violence towards others.
Additionally, the facllity failed to protect residenta
from abuse when they did not implement
interventions to profect the other residents at the
factlity. These failures resultad in abuss.

16.03.22.520 Protect Residents from Inadequate
Care.

The administrator must assure that policies and
procedures are implemented to assure that all
residents are free from inadequate care.

This Rule is not met as evidenced by:

IDAPA 16.03.22.011.08 - Inadequate Care. When
a facllity...takes resldents who have been
admitied in violation of the provisions of Section
30-3307 (See IDAPA 16.03.22.152)

Based on observation, interview and record

review, it was determined the facility admitted and
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CAREFIX-SAFE HAVEN HOMES OF WENDELL

210 NORTH IDAHO

WENDELL, ID 83355

STREET ADDRESS, CITY, STATE, ZIP CODE

FROVIDER'S PLAN OF CORREGTION

ratained residents who were not compatible with
other residents and were violent and a dahger to
others.

[DAPA 16.03.22.152,05.d - e, documsnts that
residenis will nof be admitied or retalned who has
physical, emotional, or social needs that are not
compaztible with other residents in the facility, or fs
violent or a danger to themselves or others.

I Violent or danger to others

Please refer to the R006-abuse tag for further
informalion regarding this pertion of the
deficiency.

Il Incompatibility of residents

On 9/8M14, the facliity was observed to be a 37
hed-facility, with two wings, which were separated
by a dining room and a common area. The wings
were hot visible when in the dining room,
common area, or front office area. Two
caregivers were scheduled for each shift.

On 9/8/14 thraugh 911744, a mix of elderly and
young residenis were observad in the facility,

The roster of residents who resided at Safe
Haven of Wendal! facility af the time of survey on
9/8/14, decumented the foliowing:

* There were twenly-six residents residing at the
facility.

* Seventeen rgsidents had diagnoses of mental
fllness.

* Four residents had diagnoses of dementia,

7
e

o’ 1D SUMMARY STATEMENT CF DEFICIENCIES D i)
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
.‘=“)Pf )
R 0081 Continued From page 16 R 008 o AN

Bursats of Facilty Stendards

STATEFORM s

WHMC




PRINTED: 09/26/2014

FORM APPROVED
Residentlal Care/Assisted Living
STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIEIGATION NUMBER: A BUILDING: COMPLETED
184
13R932 B. WiNG 0911142014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
210 NORTH IDAHO
CAREFIX-SAFE HAVEN HOMES OF WENDELL. WENDELL, ID 83385
o) In SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION {x8)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
3 'ﬁ'_ﬁ,,-« '_‘w“‘l!
R 008 Continued From page 17 R 008 . r

*Two residents had disginoses of fraumatic brain
injury.

* One resldent had a diagnosis of developmental
disabiily.

On 9/18/14, the facility provided the Department
with an untitled docurnent, which listed the ages

of the residents. The residents' ages ranged fratn : T,

25 to 95 years of age, twelve ware aged 70 or \‘\

abave and of those, two were over 90 years of ",

age. : ™,
Following ara examples of incompatibility \&
identifled during the survey: j
* A 25 year-old with & diagnosis of mental lHiness, ,;‘F

who was independent with all care nesds, was a
roommate with a 85 year-old with severe
dementia who was folally dependent for alf of her

neads.
* A 81 year-old with an extensive history of sexual ;f
inappropriateness. i{

* Tha resident's room with extensive history of
sexual inappropriateness was near vulnerable
female residents.

* An elderly female resident, with dementia and
exiensive needs, was in a room next fo a 46
vear-old male with violent tendencles, -

* An elderly female resident was physically and
verbally threatened by a 48 year-old male
resident. :

The facllity admitted and retained residents who
wete not compatible with other residents and who
were violent and a danger {o others, This resulied
Burezu of Facllly Standards
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B E AR MERT oF DIVISION OF LICENSING & CERTIFICATION
DEPFPARTMER 1‘_-“0“1

HEALTH « WELFARE

P.O. Box 83720
Boise, I 83720-0036
(208} 364-1962 Fax: (208) 364-1888

ASSISTED LIVING

Non-Core Issues Punch List

Page 1 of 2

N

Facility ' License # Physical Address Phone Number
CAREFIX - SAFE HAVEN HOMES OF WENDELL - MAGIC VALLEY |RC-932 210 NORTH IDAHO (208) 536-6623
Administrator City ZIP Code Survey Date
Jodi Galloway WENDELL 83355 September 11, 2014
Survey Team Leader Survey Type RESPONSE DUE:
Gloria Keathley Complaint Investigation QOctober 11, 2014
Administrator Signature Date Signed
(s Q- - oyt
NON-CORE ISSUES N
o IDAPA . . . o Depariment Use Only
Item # Rule# | -+ ‘Deseription - - L EOR e
s3] Accepted |00
1 009.06.c |Cne of seven employee records did not contain an ldaho State Police background check. jo-1e1Y gk -
2 215 The facility did not have an administrator at all times. (oY =
3 215.02 |The previous administrator was not on site sufficiently to ensure that residents received safe and adequate care. HO~/is 4‘7 1~
4 215.05 |The previous adminisirator did not ensure that residents were appropriate for admission or retention. VOl | 22 -
5 215.08 |The previous administrator did ensure the facility's abuse policy was implemented, such as interviewing residents for _
possible abuse. /O-?/()*/ (/ . ﬁ, -
6 225.01  |The facility did not evaluate Resident #6, #9 and #12's behaviors. **Previously cited on 2/20/14*** L e
7 225.02  |The facility did not develop interventions for Resident #8, #9 and #12's behaviors. ***Previously cited on 2/20/14** ). /- (,//]o/ N2 n
8 260.06 |The facility did not provide adequate cleaning to ensure there were no offensive odors present and carpets were clean. 1010~ ‘,/ | 1%l
9 300.02 |The facility did not ensure Resident #1 and #2's physicians' orders were implemented as ordered. 10 -20~ /'c/ *;-1/_ .
10 305.02 [Resident #5's record did not contain all physician's orders. /D o Ui /]
11 305.05 |The facility RN did not follow-up 1o ensure Resident #2's sutures were removed in a timely manner.***Previously cited on ' . [ '
8/28/13 and 2/20/14*** 70 - 20,/?/ 5)%/
12 320 Resident #6 and #9's records did not contain an interim plan of care. /0,2”0_- /(/ /%'
13 320.01 |The facility did not implement Resident #2, #5 and #8's NSA to include assistance with toileting and hygiene. -t~ /07 ‘ﬁ/
14 350.01 The administrator was not notified of all incidents and complaints. /@, 20710 u/ =
15 350.02 |The previous a‘gl‘r)pinistrator did not investigate all incidents and complaints. /DU[LV]@'/ . fc/ _
16 350.03 |[The facility did implement interventions to ensure residents were protected after an allegation of abuse. 1O~ Zd’/ o G
17 350.05 |Adult Protection was not notified after a second allegation of abuse. 10-20-1</ %’C/
18 350.06 |The facility failed to take immediate corrective actions to ensure that abuse did not reoccur. 1020 /}7/_~/ )

N




PRARO DEFARTHMENT OF

HEALTH &« WELFARE

DIVISION OF LICENSING & CERTIFICATION

P.O. Box 83720
Boise, ID 83720-0036
(208) 364-1962 Fax: (208) 364-1888

ASSISTED LIVING
Non-Core Issues Punch List
Page 2 of 2

Facility License # Physical Address Phone Number
CAREFIX - SAFE HAVEN HOMES OF WENDELL - MAGIC VALLEY  |RC-932 210 NORTH IDAHO {208) 536-6623
Administrator City ZIP Code Survey Date
Jodi Galloway WENDELL 83355 September 11, 2014
Survey Team Leader Survey Type RESPONSE DUE:
Gloria Keathley Complaint Investigation QOctober 11, 2014
Administrator Signature Date Signed
]
< — G-\
NON-CORE ISSUES ~
. IDAPA _ T _ _ Department Use Only
item#|  Rule# . .- Description o EOR rittiale
- 803220 | e e e e . Accepted - |
19 600.05 |The previous administrator did not ensure that staff were performing their assigned duties, such as assisting residenis with B -
ADLs. /O/Zg,/z/' ﬁé’
20 711.08.c  {The facility did not document all unusual events. jp-eoery Ut
21 711.08.e Facility staff dfd not document when they notified th.e fefcility RN of resi'dents' changes of condition. 1O-20 /(Z/ ;?[C./
22 711.11 Facility staff did not document the reason why medications were not given. 10-20- ,.Z/ 1 Q/C/ ;
23 71113 |All nursing assessments were not maintained in residents' records. 0-20-1 : ﬁ/(/
24 711.14  |Required discharge information was not contained in all applicable resident records. i(0-20 - /:/ /Q/L/ )
25 1%
26
27
28
29
30
31
32
33
34
35
36
37

38




IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER — GOVERNOR TAMARA PRISQCK ~ ADMINISTRATOR
RICHARD M, ARMSTRONG - Director DIVISION CF LICENSING & CERTIFICATION
: JAMIE SIMPSON - Procram SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.C. Box 83720

Baise, ldaha 83720-0009

PHONE: 208-364-1962

FAX: 208-364-1888

September 26, 2014

Jodie Galloway, Administrator

Carefix-Safe Haven Homes of Wendell-Magic Valley Manor
210 North Idaho :
Wendell, Tdaho 83355

Provider ID: Re-932

Ms. Galloway:

An upannounced, on-site complaint investigation was conducted at Carefix-Safe Haven Homes of Wendell-Magic Valley
Manor between September 8, 2014 and September 11, 2014. During that time, observations, interviews, and record reviews
were conducted with the following results; :

Complaint # TD00006482
Allegation #1; Staff did not treat residents with dignity and respect.

Findings #1: Substantiated. However, the facility was not cited as they responded appropriately by terminating the staff who
had not treated residents with dignity and respect.

Allegation #2: Residents were not appropriately assisted for toileting needs.
Findings #2: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.320.01 for not implementing residents'
Negotiated Service Agreements for assistance with toileting. Additionally, the facility was issued a deficiency at IDAPA

16.03.22.600.05 for the administrator not supervising staff and ensuring all tasks were completed. 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,

GLORIA KEATHLEY, LSW

Health Facility Surveyor

Residential Assisted Living Facility Program
GK/se

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




IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER - Governor TAMARA PRISOCK —~ ADMIMISTRATCR
RICHARD M. ARMSTRONG - Direcror DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — ProcRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0.Box 83720

Boise, Idaho 83720-0009

PHONE: 208-364-1962

FAX: 208-164-1088

September 26, 2014

Jodie Galloway, Administrator

Carefix-Safe Haven Homes of Wendell-Magic Valley Manor
210 North Idaho

Wendell, Idaho 83355

Provider ID: RC-932
Ms. Galloway:
An unannounced, on-site complaint investigation was conducted at Carefix-Safe Haven Homes of

Wendell-Magic Valley Manor between September 8, 2014 and September 11, 2014, During that time,
observations, interviews, and record reviews were conducted with the following results:

Complaint # IDG0006588
Allegation #1: Residents were verbally threatened by staff.

Findings: Substantiated. However, the facility was not cited as they had terminated the staff who verbally
threatened residents.

Allegation #2: Residents were not being assisted with their toileting needs.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.320.01 for not implementing
residents’ Negotiated Service Agreements for assistance with toileting and hygiene. The facility was required to
submit evidence of resolution within 30 days.

Allegation #3: The facility did not schedule sulficient staff to meet residents' care needs.

Findings: Substantiated. However, the facility was not cited as they acted appropriately by adding additional
staff. Seven current staff members stated staffing patterns were adequate. Seventeen residents were interviewed
and stated current staff assisted them with what they required.

Allegation #4: Medications were not being appropriately monitored

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.300.02 for not ensuring
physicians' orders were implemented and at 16.03.22.711.11 for not documenting reasons why medications were
not given. The facility was required to submit evidence of resolution within 30 days.




Jodie Galloway, Administrator
September 26, 2014
Page2 of 2

Allegation #5: Residents were not appropriately supervised,

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for not providing
appropriate supervision to residents. The facility was required to submit a plan of correction,

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,

GLORIA KEATHLEY, LSW

Health Facility Surveyor

Residential Assisted Living Facility Program
GK/sc

c Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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Provider ID: RC-932

Ms. Galloway:

An unannounced, on-site complaint investigation was conducted at Carefix-Safe Haven Homes of Wendell-Magic
Valley Manor between September 8, 2014 and September 11, 2014, During that time, observations, interviews, and
record reviews were conducted with the following results:

Complaint # ID00006589
Allegation #1: The facility did not appropriately supervise residents.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for not providing supervision to
residents. The facility was required to subinit a plan of correction.

Allegation #2: The facility did not assist residents with activities of daily living (ADLs).

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.320.01 for not implementing
residents' Negotiated Service Agreements for assistance with toileting and hygiene. The facility was required to submit
evidence of resolution within 30 days.

Allegation #3: Medications were not appropriately monitored.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.300.02 for not ensuring physicians'
orders were implemented and at 16.03.22.711.11 for not documenting a reason why medications were not given, The
facility was required to submit evidence of resolution within 30 days.

Allegation #4: Residents were not protected from abuse.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.510 for residents not being protected
from abuse. The facility was required to submit a plan of correction.




Jodie Galloway, Administrator
September 26, 2014
Page 2 of 2

Allegation #5; The facility administrator was not at the facility sufficiently to provide oversight.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.600.05 for the administrator not
being present to ensure staff were performing their assigned duties, such as assisting residents with their activities of
daily living. The facility was required to submit evidence of resolution within 30 days.

Allegation #6: Residents were being exploited when staff borrowed money.

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

Allegation #7: Residents were not compatible.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for retaining a resident who was
harmful to other residents. The facility was required to submit a plan fof correction.

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,

GLORJIA KEATHLEY, LSW

Health Facility Surveyor
Residential Assisted Living Facility Program

GK/sc

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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Provider ID: RC-932
Ms. Galloway:
An unannounced, on-site complaint investigation was conducted at Carefix-Safe Haven Homes of

Wendell-Magic Valley Manor between September 8, 2014 and September 11, 2014, During that time,
observations, interviews, and record reviews were conducted with the following results:

Complaint # ID00006646
Allegation #1: The facility did not protect residents from sexual abuse.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.510 for not protecting residents
from abuse. The facility was required to submit a plan of correction.

Allegation #2: The facility did not assist residents with activities of daily living (ADLs).

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.320.01 for not implementing
residents’ Negotiated Service Agreements for assistance with toileting and hygiene. The facility was required to
submit evidence of resolution within 30 days.

Allegation #3: The facility did not supervise residents’ medical needs.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.305.05 for not following up on
residents' medical needs in a timely manner, The facility was required to submit evidence of resolution within 30

days.
Allepation #4: Residents were not treated with dignity and respect.

Findings: Substantiated. However, the facility was not cited as they had terminated staff who did not treat
residents with dignity and respect prior to the complaint investigation.
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Allegation #5: The facility did not appropriately supervise residents.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for not providing
appropriate supervision of residents. The facility was required to submit a plan of correction.

Allegation #6: Nursing assessments were not in residents' records.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.711.13 for not having nursing
assessments in the residents' records, The facility was required to submit evidence of resolution within 30 days.

Allegation #7: The facility did not report an allegation of sexual abuse to Adult Protection.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22,350.05 for not reporting an
allegation of abuse to Adult Protection. The facility was required to submit evidence of resolution within 30 days.

Allegation #8: The facility administrator was not at the facility sufficiently enough to supervise staff.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.600.05 for the administrator not
being present to ensure staff were performing their assigned duties, such as assisting residents with their
activities of daily living. The facility was required to submit evidence of resolution within 30 days.

Allegation #9: The facility administrator did not follow the facility's policy and conduct a thorough investigation
of an allegation of sexual abuse. '

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.215,08 for not ensuring the
facility's abuse policy was implemented, when there was an allegation of abuse. 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,

/ e % /M

GLORIA KEATHLEY, LSW

Health Facility Surveyor

Residential Assisted Living Facility Program

GK/sc

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




