
I DA H 0 DEPARTMENT 0 F 

HEALTH & WELFARE 
C.L. "BUTCH' OTTER - GOVERNOR 

RICHARD M. ARMSTRONG- DIRECTOR 

January 13, 2015 

Scott Burpee, Administrator 
Carefix-Safe Haven Homes of Bellevue 
314 South 7th 
Bellevue, Idaho 83313 

Provider ID: RC-927 

Mr .. Burpee: 

TAMARA PRISOCK -ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

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): 

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

Sincerely, 

~/~J;(~{L,_ I {(_j-
MAUREEN MCCANN, RN 
TeamLeader 
Health Facility Surveyor 

MM/sc 

cc: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program 
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C.l. "BUTCH" OTTER - GOVERNOR 
RICHARD M. ARMSTRONG - DIRECTOR 

October 20, 2014 

Staci Fowler 
Carefix-Safe Haven Homes of Bellevue 
314 South 7th 
Bellevue, Idaho 83313 

Ms. Fowler: 

TAMARA PRISOCK - ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

JAMIE SIMPSON- PROGRAM SUPERVISOR 
RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 

P .0. Box 83720 
Boise, Idaho 83720-0009 

EMAIL: ralf@dhw.idaho.gov 
PHONE: 208-364-1962 

FAX: 208-364-1888 

CERTIFIED MAIL #: 7007 3020 0001 4050 8630 

Based on the complaint investigation conducted by Depattment 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 o_fthese rules. 

The conditions of the provisional license are as follows: 



BAN ON ADMISSIONS: 

I. 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 Department has detennined 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? 

+ 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 within ten (10) 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 L~sues 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 (I 0) 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 ID APA 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 IDAP A 16.03 .22.003 .02, you have available the opportunity to question the core issue 
deficiency through an infonnal dispute resolution (!DR) 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 !DR meeting. The request for the meeting must be in writing and must be made within 
ten (10) business days ofreceipt 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 (I 0) 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 
ofFonns and Infonnation. 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 
• Imposition of Temporary Management 
• Continuation of the Ban on Admissions 
• Civil Monetary Penalties 

Division of Licensing and Certification staff is available to assist you in detennining 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, 

:7~7---
JAMIE SIMPSON, MBA, QMRP 
Program Supervisor 
Residential Assisted Living Facility Program 

JS/sc 

Enclosure 

cc: Medicaid Notification Group 
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The following deficle>ncy was t1ted durin9 tM 
complaint in~estigation ccndufted between 
9130114 <ind j1 017114 at your residentl&I 
care/assist~d living facility. lh~ survsyors 

conductihg ~he surveiy were: i 
1 

Mauri;en M~oann. FlN I Team Coordinator 
i 

Health FacllifY Surveyor ! 

Gloria Keat~ley, LSW 
i 
i 
i 

Health F&clll/Y surveyor ! 
' i' 

:1 
Abbreviationp/OefinitiDns: \' 

" CVA"' Cere~rovascular ac:cld~nt 
snsure - Enpure, a meal supplement 
ctr~ Docto1 
dx = diagno~is ' 
f'/LJ:;follow-~p 
lbs ,. pound~ : 
Pl'" patient ' ! 

\ 
pt's " patien\'s , 
wt~weight · , 

. \ 
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R 009 16.03.22.526r Protect Resident~ from Neglect. 
. . I 

The <0dminis~
1

rator must assurJ. that policies and 
procedures re impl;1mented t~ assure that all ' 
resiclents ar. fr1;1e from neglec(, 

This Rule islnot met as eviden'ced by: 
Based on int~rv'1ew and '"'con:rfeview, ths faoili!Y 
failed to pwt~ot 7 of [I s<impled(residents (#2, #~, 
#4, #6, #7, #~, and #9) from negl®ct when they ~ 
did not malntpin.sufftoient food•:\ivhlch resulted lb 

ROOD 

R 009 

R009 Protect REsidents from Noglect, 
nsufficio nt tuod 

What cor'rectivs ac:tion(:t) will be ar;compllshed for 
thoae specific resldenta/personnel/areas f(n.1nd to 
hav• ~eim· affected by the d~flcient prac~lce? ' ' 

Thi'! previous administrator Wt:!$ provided appropriate 
unding for grocery shopping per bt1dgf!t on weeldy 

basis fro111 th• corporate office_ 
-he previous administrator spent approximately 
2300. On food for the timo In quEstion 7/t8 through 
9/8, Weei(iy '°'~lpts show that the proviovs 

administrator went shopping on a we•l(ly basis on 
7/28, 8/4 ,8/11, $/18, 8/25, 9/4 and .9/8. 

>ureau of Facility Stan<larcis I /l "I ' 
OR! PRQVIDE/~LIER ~E'.~RESENTATIVE'S ~IGNATU/iE ,1 TITl.E .(X6 DAU> 
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residents ld,sing weight. 
These findl~gs include: 
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IDAPA 16.0,3.22.01 'I .24 defin~s, neglect es the 
"failure to p(ovide food or rneirical caret" sustain 
the life and [health o:' a reside~!." · 

! J! 

I. INSUFFIQIENT FQOb ·1 
' , 

The facility ivas a single storyibuilding with ni~e 
residen.ts r~siding there. I -

. \ 

The following notes were foU 'd in the facility: 
. I 

*On 9/11/14,, the corporate lice'rsed social work~r 
documen\~d1thefollowing statei;nent by Caniglver B 
dwring an inv,estigatlon: "There ),s never any foodjin 
the facility. [The administrator'sfname) is never here · 
and does no:t shop 101· me to coiDk. ' · 
Last week I ¢ook<id one meal b~cause I had 
nothing to co:ok. r call•>d him Th~rs<:lay morning 
becaus• I hd.d nothinn to cook. fie brought mo 6 · 
eggs in a ZipJoc bag !ind a package of bacon. I fry 
to talk to him' about this problem alld he rolls his 
eyes at rne .. ;onAugust 2.8th at\he. staff meteting: 
[the adrnihistfator5 name] told u~ that we w;ire nc\ 
longer to call\[his sup1irvlsors n~me] with menu,; 
food, or any resident <>rf<imily o_'oncerns ... tl1at thqse 
all needed to; come to him beca~se he Is the 
administratoi now ... lhere Is neyer enough food, · 
snacks, fluid$. [Admlnlstr.tor's ~ame] knows this! 
amt does nojhing about It." \ 

! 
'On 9/11114.: the oorporate Jice~~ed social worker 
documented .the following statement by Car"giver; C 
during an inv!'stigatio11: "Last w~ek, Monday - · 
Thursday we: had no fqod In the facility tor Hie 
residents to ~~t. I-le [ll1s admini~trator] did not shqp 
for 20 days. I, made sc1me rice ahci cream_.. ; 

3urea.u o( Facility Standard!ii 
)TATE FO~M 

ID 
PREPIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(F-ACH CORREC'nVE ACllON S~OULD BF. 

(X51 
COMP'°TE 

DATf. CROSS-REFERtiNCE[) '10 THE APPl'tOPRVITE 
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R 009 

Bused on an investl~atian· conducted at the 
corporate li:;vel on 9/S~9/12 It w~s 
determined that the food w?s be\ng 
pt1ri:h;;i.sed but not rr1aklrig into tht::! facility. 

Therefore the previous administrator Wos 
suspend•ci on 9/11 •hd terminated on 
9/15/2014 prior to the survey 
An Interim house man¢1ger was put In place 
on $/lS/2014 prov\d•d tlain'ing end 
education in re;ga.rds to the n1enu 1 and 
grocery shopll]l')g needs 

The Regional Dlre.ctor has been \n the 
fnclllty on o weekly basis "pon disn1i;sal ol 
the previous administnitor to VE'!rify there 
Is sufficient food to meat the m@nu and 
residents' neE•dS. 

A new Administrator w•s hirnd on Oct 13, 
2014 who will be In the facility on• weekly 
basis and verify that there Is sufflr.lentfood 
to meiet the needs af the menu a11d 

residents, 

How will you Identify citll~r 
resld•nts/parsonnel/aroas that may b• 
affei;ted by thi!i! ,:;:amn deficient practice 
a.nr;t what correctlve flctlon(s) will be 
taf(en? 

The current Administrator will observe that 
there is sufficient food \11 the facility on a 
weekly basis. 

All r.urrent resident have been p!Llt;:t~d on a 
woel<ly/bimonthly weight schedule to alert 
tho facility Administrator and Facility M 
wirh rir1v wPiP.'ht Ins!> r:nnr:P.rn.ti. 

CHEl.11 
·,-
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' 1 1. 

soup for a f~w of th(>m. Fi nail~. on Thursday ryigM 
after 9 PM [/he administrator'~ Mme] bmught; 
groceries il[l,.):lutlh"re was nf,it a lot of food. 0e 
brought in :j gallons of milk t1 last until Mond~y." 

•on9/15111, Caregiver Ado ,umented, ''Out ff 
toad <Wery y;eekend and on 'fl" 1 $(·4th of '

1 

• " 

Septembenwewem outoffot: d/coffee, milk,j(lice: 
for facility abd outskieagencl' sand family · l ' 
members n,oticeid ... Said he [~'e administrator)( 1 l 
wasgoing~hoppingthendo ~n'tandwethestaff; ; ; 
have aall a~d beg him to trin: h food for the \ 
d!'ly ... Broughtfood !term fronlj my house to gef . 
food In to th,e building," ' ! · , 

' ' ' i • I 

Between 9/;30/14 il!nd 10/311' ; facility stElff, a I 
resident, 1'1ri owner rnnd familyi1rn~mber$ were! , 
Interviewed\ regarding problen

1
:s with the facility's · 

food supplYjduring Juty, Augu~t and September of ' 
2014. Thelrlresponses were as follows: '. : 

, I , , 
. ' ' 

*On 913011¥ at 11 :OOAM, Ca[egiverAstated ; 
when the a~mlnistrator was responsible for : ! 
buying foodi during ,July, AuGList and the first p

1
art , 

of Septembi:lr, "the food didn't.make I l1ere." S,he , . , 
stated she would call they adminlst!ator's ' ~ 
$Upsrvisor, ~ho WOUid call the. administr~tor and I 

I instruct him!to go shopping. S.he further stated',, 
; "he would o'nly bring eni'.lUgh food for the next ~ay ', 

but we nee~ed to ue1e it, so WOJ would have to j 

start all over again." ' 

*On 9/30/14 at 11:05AM, one of the facility , 
owners stat~d there had baen:complaints of n6 
food In the lflcility. He stated there were grocerty 
receipt'> fou.pd for food, but the food r;ould not be 
found in the racility. He further"stilted, the food I 
was being ~tolen. 1. ' 

What rnea.!iUres will be put into place or what 
!;iystBmk: Chi:'!nges W[JI you rnake to en:S\.lre th.at 
th~ deficient pr{lct!i::a does not ret;ur? 

All >to ff was inforrr1ed in a in-so1vlce on Nov 4, 
2014 of approprlato chain Qf command. All staff 
was Informed of th• open door policy and that 
they can cant11.ct anyone on the i;haln of 
c::arnmand lncluding th~ Ri~gfonal Director lf the re 
is concern with the H ous(i! M~naeer or 
Ad ml nl strata r. 

The current Administrator will reviow grocery 
recolpts oompared to inventory ra ndo~1ly to 
verify thattl1e food that i> being purchasod In on 
site.. 

How will cor&ective actlor1(s) be monltor~d and 
how Often wilt nionitottng occur to en51.1rE! that 
the deficl~nt pr:aictice. Will not reciir? 

The Administrator will be reviewing resident 
w-0lghts with the facility RN on a monthly basis. 

The AdminlstMor will be comparing !he grotery 
receipts with the inv~ntory at random on a 
111anthly ba.sis or as needed with concerns. 

The Adminlstrat()r has pl•ced a book In the front 
~ntr~nce in rcg~rds to compr~ints/griev.anc~s. 
Administrator will follow \IP With the Stoff, 
resfdents1 outslde agencies, and fi:imlly in regards 
to any complEilnts or griavarice-s including but nol 
l!mlt~d to food concerns. Th~ Administrator will 
ba reviewing the con1plaint book on a weekly 
basis 

Adult protection and OmbUd•man h~S been In 
the building 3 (three) times In the last two weeks 
with no concerns and thoy will contin~1e lo 
monitor as well ss needed 

! •on 10/1/14! at 2:00 PM, a resident state1) the 
~~~--~~-~:~-~~-~-"-'',---~~~+.--'--,-.~--~L----~·-~~-~--·~~--

lureau of Faoihly Siandards : ' 
3TATE FORM . 

If oont)nuc:il:ion sh1:1e( 3 of I J 

,,.---.., 

:1, 

" 
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food had i1111proved over the tjast few weeks, ~ut 
prior to this!, there was little fqod and the ! 
appearanc~ of the food Wso "f my matter," wh:ch 

::dn
11

:t~~~;1r;e~t 10:1sAM, cjregiver a stated\ . : 
th ere was r)ot enough food i_~he facility to · ! 

adequately lfl'led the resldeni"l: She stated she1 , • [ 
would oont~ct the facility ad~tnlstrator who j 
stated, "I'll ~o grocery shoppi~g tomorrow," btJt 
i;iither he Wi!>uld not shop, or ~ot<ld only bring I 
i;inough loop for one more d~G, She further i 
stated, she:contacted the adrftinistrator's : 
supervisor ['at least 4 tirnes," l:o report the lack! of 
food, who s;tated "she was gq,,ng to take care of ' 
it." Caregiver 8 stated then th~ Etdrninistrator'sl 1 

supervisor would show up lln~nriounced and ', ! 
"things would be OK for a few

1

;ctays." · 

*on 1012/14 at 10:40 AM, Fa~io/ Member D ) : : 
stated, "The last few months there was a declihe i 
in care and the way thingswef;e run." She stated i 
she had vol:ced her concerns )o l:he administr~tor [ 
and to his :;µpervisor "2 to 3 months ago." She. ! , 
further stated, she noticed her mother h:id losi ! 
weight, thef,e Was ni)! enoughiTODd or Slli9Cks at 
the facility find the meals bein:g ~.erved were nbt 
appropriate; such as: "pizza bread." She stoited 
her mother was hungry, had bst weight and h~r 
behaviors h:ad increased. ' i 

'On 101211 A at 10:55 AM, Car©giver C Bialed some iof 
the residents did nol have teeth and tile only food ' 
available to pr~pare war. nol soft enough for them 1o '! 

eat. 

'On 1012/14 al 11;45AM, the admlnls1rator's supervlspr 
stated a oareg)ver had oalled her s~m,itime af tlie endiaf 
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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 available. He stated the staff did not use the 
food items correctly. They cooked 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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mad a a lol of boxed pasta crap o.,1 b\1rnl hard roast" lhat 
her brother could not chew, She stated sl1e told the i ' 
admlnistrstor·"ovorand over ... !heJe is no way nw fa,mlly: 
member could chew that rrieal" She fu1ther stateci !11at 
when the administrator tf1d not a~'dress the meal i 
bues, she contacted the 'Ii l 
admiffi1ra1or's supervisor to express her i 

. '1'' ' 
i:;:oncerns. . : 1 

' i ' 

lnJuly, August and September ojQ014, tl1e fac/lty d'id \ 
not maintain ~Ufficient food to ~u1.'tain the hea~h of the , 
facility's residf'nls. ; '. ': , 

. . ' 
. ; I 

11. WEIGHT lOSS: i I 

: I 
The facility is licensed to care for VP to 15 resldentsfAt ! 
the time of th~ survey, 9residentsfre$·1dedint/le facility. : 
Of the 9residents, five had sustalnectweighl loss. Two : 
other resident~, wl10 no longer re~ided lnthefacility,i ' : : 
alsohad slgnificantweightbs$ad,f:ordingtotlieir I ; [ 
records. :· i ; 

1 
'1 ; 

During the survey, .the following re~ords wel'e 
reviewed and.documented the following: 

l.According to her record, Resid~nt #2 Was "70 
year-old female admitted on 11 /2.~/'11, witl1 

1diagnoses hcluding depression wit~ psychotic 
1 

fea!ures and. demenfla. '. 

Resident#2's documented weights inc.l:udi~d: 

·e11114 • 127 lbs 
'9/26/14 - 108 lbs 

The resident lost 19 lbs or 14.9~/o of her body 
weight In 57 days. · , 

I On 9125/14, the laoifrty nurse d8cumented, : 

f "No!Wied that pl has bst 25 Jbs,~ince ~sl BO oa~ 

i 
' 
' 
i i 

' 
' 

I 

' 
' 
l 

' 
i 

R 09 i 

Protect Residents from Negfe.ct. 
Weight los$ 

What oorroctlve •ction(s) wlll be 
ai;:;~omplishecl for those specific 
r~sid~nts/persont'l$l/a"ri:::as found t{i have 
beon affected by tM deficient practice? 

Resident# 7 no longer resides in the facility. 
Resident# 3M longer r~slcles in the fa(Ollity 
and was discharged prior to survey 
Resident# g no longe:r n~sides in the fr.iclllty 
and was dlscharged prior to survey 
Resident# 2, 3, 4, 6 and 711ad all been 
assessed by the facllity HN pric:ir to survey. 

How wlll you ld•ntlfy other 
resictQnts/personnel/ari~as that m111y be 
affocteef by the samo deficient prnctice <ind 
what corrective actlo11($) will be token? 

All eu rrent and or fotore residents will be or 
have been p\10ed on a weekly/bi-n'l<rnthly 
weight checks that is revlewod lly the 
Facility Rn, al')d Administrator ofi ti nionthly 
basis, A ye~rly tracker wa:s put Jn p!iice_and 
weekly/or bl-Weekly Weight have been 
docurne.nt~d on cll C:\.ll"rent r~s!dent MAR. 

Rosldent #1, 2, 4, and 6 have all bean put on 
a ri!ik assessment due to weight loss, 

Resid•nt #l,:I, 4 and 6 hav<> ~II hod ensurn 
(nutritional suppleme11t) prescribed to them 
by th~lr current PCP to molntain weight 
control. 
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assessment." 

2. According to his record, R~~.ident #,3 was a :171 
year-old male a.dmitted on 1qil'!1·13, with · 
diagnoses incluciing, atrial fib rt Jlation and a history 
ofCVA . 

Resident #3's documented wi;;)ghts included; 

"9/23/ 14· 155 !tis 
•9130114· 150 ll\Js 

. The resident bs) 5 lbs or 3.29% of his body 

i weight In 7 days ·!' 
I 

On 09130/14, th!/ facility nurs01.documented, "FJU 
with weights on pt, Pt has Jost:.o lbs from last wt." 

3. According to her record, Resident #4 was a: 
year-oldfomale:admitted on B/14/14, erter hip: 
surgery, 

Resident #4's documented weights included: 

'8114/14 • 133 l!:>s 
•g/23114 • 122 l~s 

The resident bst 11 Jbs or8.27.% of her body 
weight in40 days. 

I On 9/26/14, the facilty nurse documented, "F/U 
with repo1fod wt loss. Staff rep(xts pt has a \Vt : 
loss of 11 lbs,'' · 

4 _According to Mr record, Re.~ident 116 was a~ 
54 year-old fem~le admitted o~ 3/19/13, with a i 
diagnosis Of dementia, On 10~:1/14, Resident #6 
was observed f(!quiring physic,al assistance wh)le ! 
~i'\tin9. 
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~
ffiesident # 7 WGs also prescribed a nutrltlo11al 
upplem81"Jt arid plaGed on 1:1 at risk assessment 
~·awever no !ori,ger resides fn the facility at this 

(rne. 
Resid1:1.nt II 3 continues to maintain his weight 
All current resld•nt have had their NSA's 
tpviewed • nd revised (a; nae(!ed) by the current 
tdrninistrator<i~d F<1oilitv RN, 

' 
~hat measures will be put Into plac• or what 
Systemic Chii!nges will you niake to l!!n:!>tll'e that 
~he deficient practice do~~s liDt rec;ur? 
' 4 yearly w~!ght Joss/gain tracJ<er was put In place 

f:friorto th~ sr.lrvey1 and all .!:itaff was tralned an 
tre policy regarding weigl1t loss/gain 
' i 
~ in-service reviewing the: poUcy was condllcted 
qn November 4, 2014 to edl1<atE the new 
A.dmln!strato rand nt!w st;;iff that ha:5 been hired 
I -
~nee U1e Survey. 

Ai1 r~sident that were 6t risl( have hiid a at ~isk 
~ssessment developed by tho curr€nt 
~drninistrator, regional director ~nd reviewed 
-j'ith the facility RN. Staff wos also educated on 
~le new rlsk assessment _ 

i 
~OW WJrl corrective !:lCtloJ1(5) be mOt'JltCred t1nd 
iiow often wifl monltorlrrt~ occur to ~n.sure that 
tp~ de:fldent practict! wllr r'it)t recur? 

~II resitlents' have i)Mn placed on• W•E!kly/bi· 
>j'eekly weight schedule that is reviewed l)y the 
c~tTent Administrator ~nd F111;llity RN 

B:y what date w;ll tho o~rrectlve ~ction(s) be 
~r111pleted? 

rovernbe:r 6, 2014 
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Resident #6's documented weights included: 

*7/11/14 -152 lbs 
*9/23/14 - 123 lbs 

The resident lost 29 lbs or 19% of her body 
weight in 7 4 days. 

On 9/29/14, the facility 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: 

*7/17/14- 164 lbs 
*9/30/14- 140 lbs 

The resident lost 24 lbs 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 lbs since January of 
this year .... I've reviewed her 90 day assessments 
and most of the 40 lb 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 #B's documented weights included: 

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

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

On 8/24/14, the facility nurse documented, "Noted 
20 lb 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 lbs 
*9/23/14 - 120 lbs 

The resident lost 22 lbs 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 lbs today 
on facility scales. This is a 22 lb 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: 
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*On 10/1/14 at B:40 AM, the facility nurse stated 
the only weight loss issue he knew about was 
when Resident #l's physician reported she had 
lost 40 pounds. The nurse stated he contacted 
the administrator and instructed him to start 
recording Resident #l'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 #l's and #B'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, #S's, #l's, #B's and 
#9's clothing had gotten baggy. She stated when 
she told 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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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 multiple 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 lost "30 pounds," but 
she felt the facility's documentation was 
inaccurate. "I 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 lbs 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. 
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Facility License# Phone Number 
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Administrator 

none 
Survey Team Leader 

Maureen Mccann 
Administrator Signature 
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Survey Type 

Complaint Investigation 
Date Signed . 

I
ZIP Code 

83313 
Survey Date 

October 7, 2014 
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November 6, 2014 

NON-CORE ISSUES 
• •• • • '~",.." 1 ·.• • • • • • • '.: • • • •• • • • • , • • • ·• • • • , • • • • • • • ' • • Department Use Only • 
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1 215.03 The facility did not have a licensed administrator responsible for the operation of the facility since 9/12/14. {2 ~c;,flttf • (jj};(._, 

2 215.09 

3 225.01 

4 250.13.L 

5 335.03 

6 320.03 

7 600.05 

8 600.06 

9 711.11 

10 711.08.c 

11 
12 

13 

14 

15 

The facility did not report a resident's elopement to Licensing and Certification. · 1.:.J q!JU . , ·. ii1,, ·. 

The facility did not evaluate Resident #7 for behaviors. },+ 9/lt/ · · 1 ''"' 1~ 

Multiple residents' rooms did not have closet doors. );J.19/1u · ••·• •·' , . 1;. 

A) The facility did not implement an appropriate infectious control program when they ran out of gloves, cleaning supplies AJ IJ.t.. •.··_7/.t'f····· ... • ·• fo .. 
a~~h~ rl ~ 
Bl Staff and residents were observed removinq readv to eat food (cookies) from a cookie iar without tonqs or aloves. g/ JJ.ft;/d.j .... iu,. ·• 

The facility administrator did not sign Negotiated Service Agreements which outlined residents' care requirements staff were/··. 1 • ln/ Lt [ ,,,/ 
to orov1de. ... rp. I I. . [Mill',_, 
A) The facility did not provide adequate training for all staff "borrowed" from sister facilities to ensure all residents' care 'fl-)., .. ·. ' . , • 
needs were met. These staff members worked in the facility alone and unsupervised. Examples included: "borrowed" staff IJ,-11 ·. d . .... . · · 
were not aware of a resident's therapeutic dietary needs. Further, the staff did not know where to locate residents' records · '078-¥11t( .·. ' 1'' 

whichoutlined the residents' care needs. • · · 
B) Residents were left unsupervised when a staff member was observed by a family member to be asleep on the couch and i1 ' • •· '· •... · 
was difficult to awaken. rJ )ii 9/ 14 · ·· ~ 
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, ';'J/<Jl.lf;L.J , . •' t&li__.. 
laundrv, bathino, medication assistance and suoervision. . , . • . · · · ··· ,· •.· · • 
The facility did not document explanations why multiple residents' medication records were incomplete. ".}, 7 /'1. , . < ... · ' 
The facility did not document Resident #9's bruises of unknown origin until an outside agency conducted an investigation. /;A' u J•{ , , , ,,.,~ • 

. . . ··, 
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I DA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.L. "BUTCH" OTTER-GOVERNOR 
RICHARD M. ARMSTRONG - DIRECTOR 

October 11, 2014 

Staci Fowler, Administrator 
Carefix-Safe Haven Homes of Bellevue 
314 South 7th 
Bellevue, Idaho 83313 

Provider ID: RC-927 

Ms. Fowler: 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

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 ID APA 16.03.22. 711.11 for not 
documenting why multiple residents' medication records were incomplete or inaccurate. The facility was 
required to submit evidence ofresolution within 30 days. 

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

Findings: Substantiated. The facility was issued a deficiency at IDAP A 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 ofresolution 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 IDAP A 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 of2 

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 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, 

A~Aa~J~ 
MAUREEN MCCANN, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

MM/sc 

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



I DA H 0 DEPARTMENT 0 F 

HEALTH & WELFARE 
C.L "BUTCH" OTTER- GOVERNOR 

RICHARD M. ARMSTRONG- DIRECTOR 

October 11, 2014 

Staci Fowler, Administrator 
Care fix-Safe Haven Homes of Bellevue 
314 South 7th 
Bellevue, Idaho 83313 

Provider ID: RC-927 

Ms. Fowler: 

TAMARA PRISOCK-ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON - PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

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 #I: The facility did not schedule enough staff to meet all of the residents needs to include 
superv1s10n. 

Findings: Substantiated. The facility was issued a deficiency at ID APA 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 ofresolution 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 ID APA 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. 
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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 ofresolution 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 IDAP A 16.03.22. 711.11 for not 
documenting why multiple residents' medication records were incomplete or inaccurate. The facility was 
required to submit evidence ofresolution within 30 days. 

Allegation #6: The facility did not document when residents sustained brnises 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 brnises of an unknown origin. The facility was required to submit 
evidence ofresolution within 30 days. 

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

_J(~Jj~µ 
MAUREEN MCCANN, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

MM/sc 

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


