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C.L. "BUTCH’ OTTER ~ GoveRnor TAMARA PRISOCK — ADMNISTRATOR
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RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM
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FAX: 208-364-1888

November 12, 2013

Virginia Thornley, Administrator
Annabelle House

917 East Ustick Road

Caldwell, ID 83605

License #: Rc-1058
Dear Ms. Thornley:

On October 4, 2013, a Complaint Investigation and Initial Licensure survey were conducted at Annabelle
House. As aresult of that survey, deficient practices were found. The deficiencies were cited at the following

level(s):

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

Your submitted 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 Rachel
Corey, RN, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

achel Corey, RN
Team Leader _
Health Facility Surveyor

re/re

ce: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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October 23, 2013

Virginia Thornley, Administrator
Annabelle House

917 East Ustick Road

Caldwell, ID 83605

Dear Ms. Thornley:

An initial licensure and complaint investigation survey was conducted at Annabelle House between
October 3 and October 4, 2013. The facility was found to be in substantial compliance with the rules for
Residential Care or Assisted Living Facilities in Idaho. No core issue deficiencies were identified, The
enclosed survey document is for your records and does not need to be returned to the Department.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with the facility during the exit conference, on October 4, 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.

Our staff is available to answer questions and to assist you in identifying appropriate corrections.
. Should you require assistance or have any questions about our visit, please contact us at (208) 364-1962.
Thank you for your continued participation in the Idaho Residential Care Assisted Living Facility

program.

Sincerely,

Rachel Corey, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

RC/fp
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ASSISTED LIVING

Non-Core Issues Punch List

(208) 364-1962 Fax: (208) 364-1888 Page1of
Facility License # Physical Address Phone Number
ANNABELLE HOUSE RC-576 917 EAST USTICK ROAD {208) 455-2324
Administrator City ZIP Code  |Survey Date
CALDWELL 83605 October 4, 2013
S @rvey Team Leader Survey Type RESPONSE DUE:
Rachel Corey Initial Licensure and Complaint Investigation November 3, 2013
Administrator Signature Date Signed
NON-CORE ISSUES @) ’
~ | . IDAPA" : SR : . Department Use Only
ltem # Rule # Description EOR nitials
16.03.22. . : : Accepted
215 As of 10/3/13, the facility did not have a licensed administrator to oversee the day to day operations of the faciity. i e KC’.. '
2 300.02 |Resident #2's pain medication and Oxybutynin were not implemented as ordered. . '

i 1213 KE




— PRINTED: 10/04/2013

‘ FORM APPROVED
Residential CarefAssisted Living
STATEMENT OF DEFICIENCIES {X7) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
13R1058 B. WING 10/04/2013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
917 EAST USTICK ROAD
ANNABELLE HOUSE CALDWELL, ID 83605
o4y I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE - COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 000 |nitial Comments R 000
The residential carefassisted iiving facility was
found to be in substantial compliance with the
Rules for Residential Care or Assisted Living
Facilities in Idaho. No core deficiencies were
cited during the initial licensure and complaint
investigation survey conducted on 10/3/2013
through 10/04/2013 at your facility. The surveyors
conducting the survey were:
Rachel Corey, RN
Team Coordinator
Health Facility Surveyor
Polly Watt-Geier, MSW
Health Facility Surveyor
Bureau of Facility Standards
TITLE (X6} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

5808

ZNWA411

If confintation sheet 1 of
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RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0.Box 83720
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FAX: 208-364-1888

October 23, 2013

Virginia Thomley, Administrator
Annabelle House

917 IZast Ustick Road

Caldwell, ID 83605

Dear Ms. Thornley:

An unannounced, on-site complaint investigation survey was conducted at Annabelle House between
October 3 and October 4, 2013. During that time, observations, interviews or record reviews were
conducted with the following results:

Complaint # ID00006047

Allegation #1: The facility failed to intervene when residents were in need of medical care.
Findings #1: Observations, interviews and record reviews were conducted on 10/3 and 10/4/13, A

change of ownership had taken place on 7/11/13; therefore, the facility practices from
the change of ownership to the survey date were evaluated.

During the survey, nine residents stated the facility ensured they received medical
treatment when they were ill. They further stated, the facility nurse and staff
monitored them frequently for changes of condition. Three family members
interviewed stated the facility nurse evaluated their loved ones for changes of
condition and coordinated with their physicians when required.

Four staff members were interviewed individually and in private. They all stated they
notified the facility nurse of changes of condition and she would evaluate the
residents upon notification. One caregiver stated sometimes, in an emergency, she
was unable to get a hold of the facility nurse by telephone, but she always could get a
hold of the regional nurse. All caregivers stated the facility nurse was frequently at
the facility and readily available to assess residents.

On 10/3/13 at 8:35 AM, the ombudsman stated he had not received complaints from
residents regarding not receiving the necessary medical care.




Virginia Thornley
October 23, 2013
Page 2 of 3

On 10/3/13 at 1:51 PM, the facility nurse stated staff members notified her of
changes of condition by telephone or, for less urgent matters, by a communication .
log. She stated she would assess residents for changes of condition, then notify the
physician when necessary. She further stated, staff were instructed on when to call
emergency services and guidelines were posted on the medication cart and
throughout the facility to remind them. She stated she was unaware of a time when
staff had not reported significant changes of condition to her.

On 10/3/13, incident reports were reviewed and documented appropriate medical
care was provided.

On 10/3/13, a nurse communication log was reviewed and contained changes of
condition reported to the nurse. The communication log contained the nurses initials,
indicating she reviewed the information.

" Four sampled residents' records were reviewed. Nursing notes documented an

Allegation #2:

Findings #2:

assessment was conducted when there was a change of condition. Various changes of
condition were evaluated, such as diarrhea, cold symptoms, constipation, urinary
tract symptoms, and general malaise. Faxes to the physician were evident when the
facility nurse identified concetns, or there was documentation indicating the resident
was seen by the physician. Additionally, temporary care plans were observed in
residents’ records; the care plans documented interventions staff were to implement
when there were changes in residents' care needs or when caregivers needed to be
alerted of signs and symptoms to observe for.

On 10/3/13 at 10:50 AM, the facﬂify nurse was observed assessing a resident for a
change of condition. She was then observed speaking with the caregivers to inform
them of what symptoms to observe for. '

Unsubstantiated. Although the allegation may have occurred, it could not be
determined during the complaint investigation.

The facility failed to respond to complaintants in writing.

On 10/3/13, nine residents were interviewed. Most of the residents stated they had
not expressed any complaints or conceins to the administrator. The residents who
had expressed complaints to the administrator, recalled receiving a written response,
Three family members were interviewed. Two family members stated they had not
ever had any complaints. One family member stated he/she had expressed a
complaint and received a written response.

On 10/3/13, a complaint log was reviewed. It contained the date complaints were
taken, the investigation and a copy of the written response provided to the
complainant.




Virginia Thornley
October 23, 2013
Page 3 of 3

At the time of the survey, the facility was without a licensed administrator, At 1:55
PM, the facility nurse stated she would be taking complaints and turning the
information over to regional staff when appropriate.

Unsubstantiated, however the facility was issued a deficiency at [IDAPA
16.03.22.215 for not having a licensed administrator available to handle day to day
operations of the facility.

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 October 4, 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,

%,,,%/ﬁm/

Rachel Corey, RN

Health Facility Surveyor

Residential Assisted Living Facility Program
RC/tfp

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