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January 13, 2015

Scott Burpee, Administrator
Carefix-Safe Haven Homes of Bellevue
314 South 7th

Bellevue, Idaho 83313

Provider ID: RC-927
Mr, Burpee:

On October 7, 2014, a complaint investigation was conducted at Carefix Management & Consulting Inc, dba
Safe Haven Homes of Bellevue. As a result of that survey, deficient practices were found. The deficiencies
were cited at the following level(s):

e Core issues, which are described on the Statement of Deficiencies, and for which you have 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 Maureen
McCann, RN, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

J W/b {f’ﬁﬁwb ) 63—

MAUREEN MCCANN, RN
Team Leader
Health Facility Surveyor

MM/sc

ce: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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October 20, 2014 CERTIFIED MAIL #: 7007 3020 0001 4050 8630

Staci Fowler

Carefix-Safe Haven Homes of Bellevue
314 South 7th

Bellevue, Idaho 83313

Ms. Fowler;

Based on the complaint investigation conducted by Department staff between September 30, 2014 and
October 7, 2014 at Carefix Management & Consulting Inc, dba Safe Haven Homes of Bellevue, the
facility was cited with a core issue deficiency for failing to protect residents from neglect.

This core issue deficiency demonstrates a substantial limitation to the capacity of Carefix Management
& Consulting Inc, dba Safe Haven Homes of Bellevue to provide for residents' basic health and safety
needs. The deficiency is described on the enclosed Statement of Deficiencies. Further, the facility did
not have sufficient staff to provide single staff coverage for all shifts. The facility was bringing in staff
from a facility located 143 miles away, who were unfamiliar with the residents, to cover the shifts alone.

PROVISIONAL LICENSE:

As a result of the survey findings, a provisional license is being issued effective October 20, 2014 and
will remain in effect for a period of 180 days. The following administrative rule for Residential Care or
Assisted Living Facilities in Idaho gives the Department the authority to issue a provisional license:

IDAPA 16.03.22.935. 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 of the provisional license are as follows:




BAN ON ADMISSIONS:

1.

Ban on all new admissions. Readmission from the hospital will be considered after consultation
between the facility, the resident/family and the Department. The ban on new admissions will
remain in effect until the Departiment has determined that the facility has sufficient, appropriately
trained staff and has otherwise achieved full compliance with the Department's licensing and
certification requirements. The following administrative rule for Residential Care or Assisted Living
Facilities in Idaho gives the Department the authority to impose a remedy of a limit on admissions:

IDAPA 16.03.22.920. Enforcement Remedy of Limit of Admissions.

02. Reasons for Limit on Admissions. The Department may limit admissions for the following
reasons;

a. The facility is inadequately staffed or the staff is inadequately trained to handle more
residents.

PLAN OF CORRECTION:

2.

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)?

N By what date will the corrective acti‘o‘n(_s) be completed?

An acceptable, signed and dated Plan of Correction must be submitted to the Division of Licensing
and Certification within ten (1) calendar days of your receipt of this notice and accompanying
Statement of Deficiencies. 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:

3.

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 7, 2014. The following administrative rule for
Residential Care or Assisted Living Facilities in Idaho describes the requirements for submitting
evidence that the non-core issue deficiencies have been resolved:

IDAPA 16.03.22.130. Non-core Issues Deficiency.

09. Evidence of Resolution for Non-Core Deficiencies. The facility must provide evidence of
resolution of non-core issues to the Licensing and Survey Agency, within thirty (30) calendar
days of the exit conference. The facility may show evidence of resolution by providing receipts,
pictures, and completed policies, training, schedules, and other records. If there are non-core




issues that the facility is unable to resolve due to extenuating circumstances, a written request for
the delay must be submitted for Licensing and Survey Agency approval within thirty (30) days of
the exit conference.

The ten (10) non-core issue deficiencies must be corrected and evidence of correction(including but not
limited to receipts, pictures, completed forms, records of training) must be submitted to this office by
December 6, 2014

ADMINISTRATIVE REVIEW

You may contest the provisional license and the ban on admission 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
deficiency through an informal dispute resolution (IDR) 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 this notice and the accompanying 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 for the reconsideration request. If your request 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 IDR 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. Failure by the facility to request an IDR meeting will not affect the facility's
ability to challenge the provisional license and ban on admissions in the Administrative Review process.




FOLLOW-UP SURVEY

An on-site, follow-up survey will be scheduled after the administrator submits 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 Bellevue. Those
enforcement actions will include one or more of the following:

» Revocation of the Facility License

¢ Summary Suspension of the Facility License
o Imposition of Temporary Management

« Continuation of the Ban on Admissions

o 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

JS/sc

Enclosure

cc: Medicaid Notification Group
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food had improved over the past few weeks, but
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hiad e tag-:te ,
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contacted the administrator and instructed him to
go food shopping. She further stated, on 9/5/14, a
family member "text” her a picture of a meal that
was served at the facility. The meal consisted of a
piece of white bread, untoasted, with a scant
amount of tomato sauce, lightly sprinkled with
shredded cheese and 2 thin pieces of pepperoni,
The administrator's supervisor stated she had the
house manager take a picture of the pantry and
food stored at the facility after she received a
grocery receipt, dated 9/6/14, from the
administrator. She further stated, the food items
on the receipt were not at the facility. The
administrator's supervisor stated that during the
week of 9/9/14, she was contacted by the
corporation's licensed social worker, who was at
the facility conducting an investigation into the
food complaint. The social worker confirmed
multiple complaints from staff and a family
member regarding inappropriate quality and
quantity of food available at the facility.

*On 10/2/14 at 3:35 PM, the administrator stated
the facility might have been missing particular
items to meet the menu, but substitute items
were avaijlable. He stated the staff did not use the
food items correctly. They coocked more than the
menu called for and that is why they kept running
out.

“On 10/3/14 at 10:05 AM, Family Member A
stated that at the end of September, she had
observed a meal served to the residents which
consisted of "packaged potatoes, pizza bread and
a piece of burnt chicken breast or something.”
She stated she had asked Caregiver A what the
meal was supposed to be and if there where
going to be any vegetables, but Caregiver A "just
shrugged.” The family member further stated
when the administrator was making meals, "He
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ksues, ghe contacted the

COnCArns.

faciity's ras;dents

Il WEIGHT LOSS:

records,

festures and demantia,

*8/1/14 « 127 Iha
*5/26/14 - 108 Jbs

weight In 87 days.

made a lot of boxad pasta erep o
ter brother could not chew. She s'gated she toldthe |
administrator-“overand over.. lhapa f& noway niy family)
membar couid chaw that meat" She further stated Hhat
when the administrator did not ag Id.reag the meal

admirstrator's supernvizor to exprasa har

During the survey, the foliowing rai::ords wei'e
reviewed and documented the following:

The resldent lost 19 s or 14. 9% of her body

| On §/26/14, the faoilty nurse doc.umented

Induly, August and Sepfember of .‘-3014 the faciky d:d
not maintain sufficient food to su&tazn the heafth of the

|
1
l
1
|
1

The facility islicensed i care for uptn 15 raaidentam AL
thetime ofthe survey, Sresidentsiresidedinthe fami]ty
Ofthe Dresidents, five had auatainedwmgm Inss. Two
other residents, who nolonger rasrded Inthe facility |

alsohad slgnrht:antwelghtbssas:cordmgtothenr !

[
|
|
|
i
i
i

1, Azcording to her record, Residc:mt #2was 7 70
year-old femzle admitied on /28711, with i
diagnoses holuding deprassion wlth peychotie

Resident #2'5 dacumented weiplits included:

[ "Notified that pl has kst 25 bs: smce st 90 dayl

l burnt hard roast"that Bt

Welght [osx

Comirgl,

Protect Residents from Negtect.

\What corrective astion(s) wii be
accomplished for those specific
vesidents/personnal/arzas found to have
been affected by the deficient practica?

Resident # 7 no longer rasides in the faclity,
Resident # 8 no longer rasldas in the facllity
and was dlscharged prioy (o survey
Resident # 2 no longer rasides in the faglity
and was discharged prior to survey
Resident# 2, 3, 4, 6.and 7 had all been
assessed by the Facility RN priar to survay.

How will you Identify other
resigents/personnel/areas that may be
affacted by the same deficient practice 4nd
what corrective actlends} will be taken?

Allgurrent and or fykure residents wlll be or -
have been placed on o weekly/bi-monthly
weight checks that Is reviewed by the

Facility Rn, ahd Administzator on & monthly
basis, A yearly Sracker was put in plice and
wetlky/or bi-waekly weight have been
documented on all current regldant MAR.

AResident #1, 2, 4, and & have all beap put on
3 risk agsessment dye to weight loss,

Resident #1,2, 4 and 6 have alf had ensure
(nutritlanal supplement) peescribed to them
by thelr currant PGP ta maintain weight

I
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TN BREZY B WING ¢
S 10072014
NAME OF PROVIDER 05 sh P;LIERE UE STREET APURESS, i CITY. STATE, 2IF CODE
- om EEY
CAREFIX-BAFE HAVE 3 OF BEL : 314 SOUTH 7TH
BELL F‘\fUE TD 83313
l PROVIDER'S PLAN OF
(xq) I BUMMARY STATEMENT OF EFIGI‘ENL.IES (0] CORRECTION s
FREFIX (EACH CEFICIENGY MUST BE F'P‘Ecur.}m BY PULL PREFIX [EAGH CERREGTIVE AGTICON EHOULD BE COMPLETE
Ta® - REGULATDRY OH LSC DENTIFYING NFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DERGIERCY)
R 008 Continued From page 6 F 002
zssessment,” Resident # ¥ was also pressribed a nutritlonal
gupptement and placed on ¥ at risk assassenent
2. Acgording to his record, RBE‘-DCIEI’H #3 was a ,71 hawever no longer resides In the facillty at this
year-old male admitted on ']Di /13, with [}'me
noses including, atrlal fibnlilation and & histor
gfag\a"ﬁ\ netuging. = : Y Resident ¥ 3 continues te maintaln his weight
1 ‘)]\li current retldent have kad their NSA's
Resident #3's documented weights included: - fdﬁ xgifr:?;;e: ésgsiiczzzvn:;cied} by the current
b [
*G/23/14- 156 ks .
YGROM 4. 150 Bs \{dhat measures will be put into place or what
' systemic changes will you make o ensure that
The resident bst 5 ba or 3. 25% of his body the deficlant practice dogs not recur?
] weight n 7 dEYE A'T\,rea rly welght lass/gain tracker was put In place '
prior to the survey, and all staff was trained on
PanN On 488014, the facillty nurse:documented “FIU the policy regarding welght loss/gain

with welghts on pt, Pt has lost§ Ibs from IastW[: !

3. According 1o her record, Resident #4 was a;
year-oid female admitted on B/M!M aftar hlp

surgary,
Resident #4's documented weights included;

'BM414 - 133 I1hs
“9123{14 - 122 Ibs

Theresidentlost 11bs or8.27% of herbody
weightind40 days.

I On 9/26{14, the faciky nurse documented, "F/U
with reported Wt loss, Staf reparts pt has a Wit
loss of 11lba.”

4. According io her record, R@Eident 1B was an
84 year-oid female admifted on 3/19/13, with &
diagnosis of dernentia. On 104114, Resident G
was observed raquiring physmat #ssistance Wh:ie
paling.

A in-senvice reviewing the policy was condusted
gn November 4, 2014 to educate the new
Admintstrator and nuw staff that hes been hired
gince the survey. '

All resinem that were st risk have had 3 at risk
gssessment devaloped by the current
gdrinistrater, regional director and raviewed

vith the faclity RN, Staff was also etucated gn
Ttl/le new risk assessment

[ow will coeractive actlan{s) be movltered and
now often witl monltarlhg oour to ensure that
the deficient practice will ot requr?

Al residents’ have been placed on 2 weakly/bi-
veekly waight schedule That is revieward by the
ctxrrenr Administrator and Facility RN

pos SN

y what date will the corractive action(s} be
oinpleted?
Novernber 6, 2014
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Resident #6's documented weights included:

*7111/14 - 152 Ibs
*9/23/14 - 123 Ibs

The resident lost 29 |bs or 19% of her body
weight in 74 days.

On 9/29/14, the facifity nurse documented, he
had received call from a caregiver informing him,
a resident's physician had identified the resident
had lost 7 pounds since April 2014. The nurse
further documented the facility's documentation
may have been inaccurate.

5. According to her record, Resident #7 was a 78
year-old female admitted on 9/3/11, with
diagnoses including, Parkinson disease and
dementia.

Resident #7's documented weights included:

*7I1M7/14- 164 |bs
“9/30/14- 140 |bs

The resident lost 24 Ibs or 14.6% of her body
weight in 75 days.

On 8/22/14, the facility nurse documented, "Read
notes from dr. office concerning weight loss. It is
noted that she has lost 40 ibs since January of
this year.... I've reviewed her 90 day assessments
and most of the 40 Ib weight loss has been over
the last 45 days....."

6. According to his record, Resident #8 was an 80
year-old male admitted on 11/22/13, with a
diagnosis of severe dementia. Resident #8 no
longer resided at the facility at the time of survey
and was not available for observation or
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interview,
Resident #8's documented weights included:

*7/18/14 - 187 lbs
*9/11/14 - 160 Ibs

The resident lost 27 Ibs or 14.4% of his body
weight in 55 days.

On 8/24/14, the facility nurse documented, "Noted
20 b wt loss.”

7. According to her record, Resident #9 was a 73
year-old female admitted on 9/16/06, with a
diagnosis of dementia and was legally blind.
Resident #9 no longer resided at the facility at the
time of survey and was not available for
observation or interview,

Resident #9's documented weights included:

*7/18/14 - 142 [bs
*9/23/14 - 120 |bs

The resident lost 22 Ibs or 15.49% of her body
weight in 67 days.

On 9/5/14, the facility nurse documented, "Pt's
daughter stated her mother has lost wt and her dr
has put her on ensure. Pt weighed 120 Ibs today
on facility scales. This is a 22 |b wt loss from [the]
7-18-14, 90 day assessment.”

Between 9/30/14 and 10/3/14, facility staff, an
owner and several family members were
interviewed regarding residents' weight loss
during July, August and September of 2014, Their
responses were as follows:

Bureau of Fac
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*On 10/1/14 at 8:40 AM, the facility nurse stated
the only weight loss issue he knew about was
when Resident #7's physician reported she had
lost 40 pounds. The nurse stated he contacted
the administrator and instructed him to start .
recording Resident #7's weights every 2 weeks.
The facility nurse further stated the administrator
did not do what he was told to do. The
administrator did not weigh the resident, as
directed. Additionally, the facility nurse stated the
weight loss was probably from lack of food.

*On 10/2/14 at 10:15 AM, Caregiver B stated the
facility did not routinely weigh residents, but she
had noticed Resident #7's and #8's clothing had
gotten baggy. She further stated, when she
mentioned this to the administrator and other
co-workers, she was told it was because the
residents were picky eaters.

*On 10/2/14 at 10:40 AM, Family Member D
stated "The last few months there was a decline
in care and the way things were run." She stated
she had voiced her concerns to the administrator
and to his supervisor "2 to 3 months ago." She
further stated, she noticed her mother had lost
weight, there was not enough food or snacks at
the facility and the meals being served were not
appropriate, such as "pizza bread." She stated
her mother was hungry, had lost weight and her
behaviors had increased.

*On 10/2/14 at 10:55 AM, Caregiver C stated the
facility did not routinely weigh residents, but she
had noticed Resident #2's, #5's, #7's, #8's and
#9's clothing had gotten baggy. She stated when
she {old the administrator, he stated this "Just
happens" and he would take care of it. Caregiver
C further stated, she was told she was not to go
to the administrator's supervisor, but had to voice
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c
B wine 10/07/2014

NAME OF PROVIDER OR SUPPLIER

CAREFIX-SAFE HAVEN HOMES OF BELLEVUE

314 SOUTH 7TH

BELLEVUE, ID 83313

STREET ADDRESS, CITY, STATE, ZIP CODE

PROVIDER'S PLAN OF CORRECTION

any concerns to the administrator only.

*On 10/2/14 at 11:50 AM, the administrator's
supervisor stated she had learned that multiple
residents had lost weight after she received a call
from the facility nurse. She stated the nurse told
her he had found muitiple residents who had lost
weight during an investigation on 9/19/14, while
he was looking into Resident #7's weight loss.

*On 10/3/14 at 10:50 AM, Family Member B
stated she had noticed her mother "looked thin."
She stated she received a call from the facility
reporting her mother had fost "30 pounds,” but
she felt the facility's documentation was
inaccurate. "l don't think she lost that much." She
further stated, her mother required staff to "feed
her" or she would not eat.

*On 10/3/14 at 1:30 PM, Family Member C
stated her mother had only resided at the facility
since mid-August and she noticed her mother
had lost weight. She further stated, when at the
facility during meals, she had observed the food
was served cold.

Between 7/11/14 and 9/30/14, seven sample
residents lost a documented total of 137 Ibs in 81
days.

During July, August and September of 2014, the
facility failed to provide an adequate amount of
food for the residents. This neglect resulted in
significant weight loss to Residents #2, #3, #4,
#6, #7, #8, and #9.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
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YE NG DEBARTMENT OF DIVISION OF LICENSING & CERTIFICATICN . ASSISTED LIVING
—- —— P.O. Box 83720

- HEALTH s WELFARE Boise, ID 83720-0036 : Non-Core Issues Punch List
(208) 3641962 Fax: (208) 364-1888 Page1of | _

Facility _ License # Physical Address Phone Number
CAREFIX - SAFE HAVEN HOMES OF BELLEVUE RC-927 314 SOUTH 7TH STREET {208) 788-9698
Administrator City . - ZIP Code Survey Date
none ' BELLEVUE 83313 October 7, 2014
Survey Team Leader _ Survey Type RESPONSE DUE:
Maureen McCann Complaint Investigation November 6, 2014
Administrator Signature : ) . |Date Signed :

NON-CORE ISSUES

1 " 215.03 |The facility did not have a licensed administrator responsib[é for the operatidn of the facility'since g/12/14.
2 215.08 |The facility did not report a resident's elopement to Licensing and Cettification.
3 225.01 The facility did not evaluate Resident #7 for behaviors.
4 250.13.L |Multiple residents’ rooms did not have closet doors.
5 335.03 |A) The facility did not implement an appropriate infectious control program when they ran out of gloves, cleaning supplies
and trash bags.
B) Staff and residents were observed removing ready to eat food (cookies) from a cookie jar without tongs or gloves. oy
6 320.03 |The facility administrator did not sign Negotiated Service Agreements which outlined residents' care requirements staff were |
to provide. :
7 800.05 |A) The facility did not provide adequate training for all staff "borrowed” from sister facilities to ensure all residents’ care
needs were met. These staff members worked in the facility alone and unsupervised. Examples included: "borrowed" staff
- |were not aware of a resident's therapeutic dietary needs. Further, the staff did not know where to locate residents' records
whichoutlined the residents’ care needs.

B) Residents were left unsupervised when a staff member was observed hy a family member to be asleep on the couch and :
was difficult to awaken.

8 600.06 [The facility did not schedule sufficient staff to provide adequate supervision and care needs for all residents. Only 1 ‘
caregiver was scheduled per shift to assist residents with all ADLs, meal preparation, assistance with eating, housekeeping,

laundry, bathing, medication assistance and supervision.
9 711.11 The facility did not document explanations why multiple residents’ medication records were incomplete.
10 711.08.c |The facility did not document Resident #9's bruises of unknown origin until an outside agency conducted an investigation.
1" '
12
13
14
15




DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING

ToARD DEFARTMENT OF
P.O. Box 83720

- HEALTH s WELFARE Boise, ID 83720.0036 Non-Core Issues Punch List
{208) 364-1962 Fax: (208) 364-1888 Page2of

Facility-- 1 - R S - |License # " |Physical Address SRR - Phone Number S
CAREFIX - SAFE HAVEN HOMES OF BELLEVUE RC-927 314 SOUTH 7TH STREET (208) 788-9698
Administrator - : o L ST ey s T . |2ZIP Code -~ |Survey Date =
none BELLEVUE 83313 October 7, 2014
Survey Team Leader - - Ce T _' ) “iL o |Survey Type Lo e - : _ RESPONSE DUE:
Maureen McCann Complaint Investigation Novembere 2014
Administrator Signature . o STt L iDate Signed T S

NON-CORE ISSUES




IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L."BUTCH" OTTER ~ GovERNOR TAMARA PRISOCK — ADMINISTRATOR
RICHARD M. ARMSTRONG — DirecTaR DIVISION CF LICENSING & CERTIFICATION
JAMIE SIMPSON — PROGRAM SUPERWISCR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, ldaho 83720-0009

PHONE:; 208-364-1962

FAX: 208-134-1888

October 11, 2014
Staci Fowler, Administrator
Carefix-Safe Haven Homes of Bellevue

314 South 7th
Bellevue, Idaho 83313

Provider ID; RC-927
Ms. Fowler:
An unannounced, on-site complaint investigation survey was conducted at Carefix Management &

Consulting Inc, dba Safe Haven Homes of Bellevue between September 30, 2014 and October 7, 2014.
During that time, observations, interviews or record reviews were conducted with the following results:

Complaint # ID00006682

Allegation #1: Residents did not receive medications as ordered by their physicians.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.711.11 for not
documenting why multiple residents' medication records were incomplete or inaccurate. The facility was
required to submit evidence of resolution within 30 days.

Allegation #2: The facility did not document when residents sustained bruises of an unknown orign.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22,711.08.c for not
documenting when a resident sustained bruises of an unknown origin. The facility was required to
submit evidence of resolution within 30 days.

Allegation #3: The facility did not identify and address residents' weight loss.
Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.525 for the

facility not identifying and addressing residents' weight loss in a timely manner. This failure resulted in
neglect. The facility was required to submit a plan of correction.




Staci Fowler, Administrator
October 11, 2014
Page 2 of 2

Allegation #4: The facility did not have a sufficient amount of food to meet the menu or feed the
residents,

Findings: Substantiated, The facility was issued a core deficiency at IDAPA 16.03.22.525 for the
facility not providing a sufficient amount of food to properly feed the residents. This resulted in neglect.
The facility was required to submit a plan of correction.

If you have questions or concemns 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 MCCANN, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

MM/sc

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




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. “BUTCH" OTTER —~ GoverNOR TAMARA PRISOCK — ADMINISTRATOR
RICHARD M. ARMSTRONG — DIRECTOR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSCN — ProGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.C. Box 83720

Bolse, Idaho B3720-0009

PHONE: 208-184-1962

FAX: 208-364-1888

October 11, 2014

Staci Fowler, Administrator
Carefix-Safe Haven Homes of Bellevue
314 South 7th

Bellevue, Idaho 83313

Provider ID: RC-927
Ms. Fowler:

An unannounced, on-site complaint investigation survey was conducted at Carefix-Safe Haven Homes of
Bellevue between September 30, 2014 and October 7, 2014. During that time, observations, interviews, and
record reviews were conducted with the following results:

Complaint # ID00006693

Allegation #1:; The facility did not schedule enough staff to meet all of the residents needs to include
supervision,

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.600.06 for not scheduling
sufficient staff to provide adequate supervision and meet the care needs for all residents. The facility was
required to submit evidence of resolution within 30 days.

Allegation #2: The facility did not identify and address residents’ weight loss.

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22,525 for the facility not
identifying and addressing residents' weight loss in a timely manner. This resulted in neglect, The facility
was required to submit a plan of correction.

Allegation #3; The facility did not have a sufficent amount of food to the residents.

Findings: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.525 for the facility not

providing a sufficient amount of food to the residents. This resulted in neglect, The facility was required to
submit a plan of correction,




Staci Fowler, Administrator
October 11, 2014
Page 2 of 2

Allegation #4: The facility did not maintain an adequate supply of gloves, cleaning supplies or garbage
bags.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.335.03 for the facility not
implementing an appropriate infection control program when they ran out of gloves, cleaning supplies and
trash bags. The facility was required to submit evidence of resolution within 30 days.

Allegation #5: The facility did not document the reason resident's medications were not given.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.711.11 for not
documenting why muitiple residents' mmedication records were incomplete or inaccurate. The facility was
required to submit evidence of resolution within 30 days.

Allegation #6: The facility did not document when residents sustained bruises of an unknown origin,

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22,711.08.c for not
documenting when a resident sustained bruises of an unknown origin. The facility was required to submit
evidence of resolution within 30 days.

Allegation #7: Residents were left unsupervised when the only caregiver on duty was found asleep and
difficult to arouse by a famnily member.

Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.600.05 for leaving the
residents unsupervised when a caregiver was found asleep on the couch by a family member. The facility
was required to submit evidence of resolution within 30 days.

Allegation #8: The facility did not evaluate and intervene when a resident expressed they wished to die.
Findings: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.225.01 for not evaluating a
resident who expressed that she wished to die. 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,

M At 2.

MAUREEN MCCANN, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

MM/sc

c Jamie Simnpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program




