
I DA H 0 DEPARTMENT 0 F 

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

July 10, 2014 

Michel Gifford, Administrator 
Rosetta Assisted Living - Delphic 
1590 Delphic Way 
Pocatello, Idaho 83201 

Provider ID: RC-693 

Ms. Gifford: 

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 June 5, 2014, a state licensure/follow-up and complaint investigation were conducted at Rosetta Assisted 
Living - Delphic. 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 in1plement 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 Rae Jean 
McPhillips, RN, BSN, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 
364-1962. 

Sincerely, 

1f~ii-e;r-->Dn , t2-.N 
RAE JEAN MCPHillLIPS, RN, BSN 
Team Leader 
H ealth Facility Surveyor 

RM/sc 



C.L. "BUTCH" OTTER - GOVERNOR 

RICHARD M. ARMSTRONG - DIRECTOR 

June 12, 2014 

Michel Gifford 
Rosetta Assisted Living - Delphic 
1590 Delphic Way 
Pocatello, Idaho 83201 

Provider ID: RC-693 

Ms. Gifford: 

I DA H 0 DEPARTMENT O F 

HEALTH & WELFARE 
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 

CERTIFIED MAIL#: 7007 3020 0001 4050 8425 

Based on the state licensure/ follow-up survey and complaint investigation conducted by Department staff at 
Rosetta Assisted Living - Delphic between June 4, 2014 and June 5, 2014, it has been determined that the facility 
failed to protect residents from inadequate care. 

This core issue deficiency substantially limits the capacity of Rosetta Assisted Living - Delphic to furnish 
services of an adequate level or quality to ensure that residents' health and safety are protected. The deficiency is 
described on the enclosed Statement of Deficiencies. 

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction of this 
deficiency must be achieved by July 20, 2014. We urge you to begin correction immediately. 

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? 

Return the signed and dated Plan of Correction to us by June 25, 2014, and keep a copy for your records. Your 
license depends upon the corrections made and the evaluation of the Plan of Correction you develop. 



Michel Gifford 
June 12, 2014 
Page 2 of 2 

In accordance with IDAPA 16.03.22.003.02, you have available the opportunity to question cited 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 Care Program for a Level 1 IDR meeting. The request for the 
meeting must be made within ten (10) business days of receipt of the Statement of Deficiencies. See the IDR 
policy and directions on our website at www.assistedliving.dhw.idaho.gov. If your request for informal dispute 
resolution is not received within the appropriate time-frame, your request will not be granted. 

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. Your evidence of resolution (e.g., receipts, pictures, 
policy updates, etc.) for each of the non-core issue deficiencies is to be submitted to this office by July 5, 2014. 

If, at the follow-up survey, the core deficiency still exists or a new core deficiency is identified, the Department 
will have no alternative but to initiate an enforcement action against the license held by Rosetta Assisted Living -
Delphic. 

Enforcement actions may include: 

• imposition of civil monetary penalties; 
• issuance of a provisional license; 
• limitation on admission to the facility; 
• requirement that the facility hire a consultant who submits periodic reports to Licensing and 

Certification. 

Our staff is available to answer questions and to assist you in identifying appropriate corrections to avoid further 
enforcement actions. Should you have any questions, or if we may be of assistance, please contact us at (208) 
364-1962 and ask for the Residential Assisted Living Facility program. Thank you for your continued 
participation in the Idaho Residential Care Assisted Living Facility program. 

JAMIE SIMPSON, MBA, QMRP 
Program Supervisor 
Residential Assisted Living Facility Program 

JS/sc 
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PREFIX 
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SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUIATORY OR LSC IDENTIFYING INFORMATION) 

R ooc lnlial Comments 

The following deficiency was cited during the 
licensure survey and complaint investigation 
conducted between June 4, 2014 and June 5, 
2014 at your residential care/assisted living 
facility. The surveyors conducting the survey 
were: 

Rae Jean McPhillips, RN, BSN 
Team Coordinator 
Health Facility Surveyor 

Gloria Keathley, LSW 
Health Facility Surveyor 

Abbreviations and Definitions used in this report: 

*cm - centimeter 
*Maceration - a breakdown of the connective 
fibers of the skin tissue, caused by increased 
moisture. Maceration increases the chances of 
wound infection and prolongs healing time. 
*Serosanguinous - a thin, watery discharge that is 
pale red to pink in color caused by red blood 
cells. 
*Slough - a layer or mass of dead tissue 

· R 008 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: 
Bureau ofFac11tty Standards 

ID 
PREFIX 

TAG 

ROOO 

ROOS 
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STATE FORM 6899 
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CROSS-REFERENCED TO THE APPROPRIATE 
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We respectfully disagree with the 

assessment of inadequate care, .but respect 

he decision tocitethefacilityforkeeping 

a resident whose woLlnd was not showing 

bi-weekly improvement. 

TITLE 
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R 008 Continued From page 1 

Based on observation, interview and record 
review it was determined the facility retained 1 of 
1 sampled residents (#2) who had a wound that 
did not improve bi-weekly. The findings include: 

Resident#2's record documented she was an 85 
year-old female who was admitted to the facility 
on 5/8/11 with a diagnosis of dementia. 

Hospice notes documented the following 
information regarding Resident#2's right foot: 

'3/10/14 -There was a red area with 3 small 
blisters. 

'3/26/14 - Two blisters on the heel were brown, 
intact and were hardening. 

'4/4/14 - The blister had cracked open showing a 
"red beefyarei<i." 

'4/14/14 - The blister had opened and the wound 
bed was red, gray and white. 

'4/16/14 - The wound seemed to be worsening. 

'4/21 /14 - The wound bed was macerated with 
black, red and white tissue. Additionally, there 
was a moderate amount of serosanguinous 
drainage. 

'4/25/14 - The wound had increased drainage 
and odor. 

'4/28/14 -The open area of the wound measured 
4.5 cm x 3.5 cm, with a total area of 7 cm x 5 cm. 
The wound bed was black/red with moderate 
drainage and odor present. Another hospice note, 
dated the same day, documented the wound had 
io'S'iea3edddrainage and odor. 

Bureau of Fac111ty an ar 5 

STATE FORM 6899 

ID 
PREFIX 

TAG 

ROOS 

PROVJDER'S PIAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Continued from page 1 

What corrective action(s) will be 

accomplished for those specific 
residents/personnel/areas found to have 
been affected by the deficient practice? 

Resident #2 was given a thirty (30) day 
notice on June 5, 2014, related to wound 
on right foot that did not improve bi­
weekly. Administrator and facility nurse 
assisted family in finding an appropriate 
care center. Resident is moving out June 
17, 2014. 

How will you identify other 
residents/personnel/areas that may be 
affected by the same deficient practice 
and what corrective actions will be taken? 

Facility R.N. will do in-depth follow up on 
progress notes left by outside services in 
regards to all residents. Facility R.N. will 
perform wound assessments and 
coordinate plan of care with outside 
services. Administrator will not keep 
residents whom have wounds that do not 
meet Assisted Living regulations. 

What measures will be put into place or 
what systemic changes .will you make to 
ensure that the deficient practice does .not 
reoccur? 

See above statement 

(X5) 
COMPLETE 

DATE 
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*5/2/14 - A large amount of serosanguinous 
drainage with moderate bleeding was noted and 
the wound edges were macerated. The wound 
bed was red/black and an odor was present. 

*5/5/14 - The assisted living staff reported to the 
hospice nurse they had noticed a "rank" odor 
which they described as "death" coming from the 
right heel dressing. The hospice nurse 
documented the wound had increased drainage 
and odor. 

*5/19/14 - The wound "seemed to have 
worsened" and had an increased odor. 

*5/24/14 - The nurse documented she did an 
additional visit to do a dressing change because 
of the drainage. The dressing had "thick yellow 
drainage," which smelled "foul." 

*6/2/14 - The wound had increased drainage and 
odor. The wound bed was yellow/black with an 
increased odor and macerated edges. 

*6/4/14 - There was a moderate amount of bloody 
and greenish drainage with an increased odor. 
Additionally, the wound bed was noted to be 
grayish black in color, with the wound edges 
irregular and macerated. 

*6/5/14 - purulent serosanguinous drainage was 
moderate and the wound bed had dark slough 
tissue that could not be removed with cleaning. 

On 6/4/14 at 3:30 PM, Resident #2's wound was 
observed to be covered in dark gray slough, with 

· drainage that had a slight odor. The hospice 
nurse stated, "thewound looks worse than when I 
saw ita couple of weeks ago." 

Bureau of Fac111ty Standards 
STATE FORM 6899 

ID 
PREFIX 

TAG 

ROOS 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

How will the corrective action(s) be 
mpnitored and how often will monitoring 
occur to ensure that the-deficient practic;e 
recur (ie, what quality assurance will be put 
into place)? 

Facility Administrator and Facility R.N. will 
meet weekly to discuss progress of wounds 
in the building. 

By what date will the corrective actions be 
completed? 

Corrective action will be completed by June 
17, 2014. 

(XS) 
COMPLETE 

DATE 
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On 6/5/14 at 8:15 AM, the facility administrator 
and the facility nurse confirmed Resident #2 had 
a wound on her right foot that was not improving 
bi-weekly. 

The facility retained Resident #2 who had a 
wound that did not improve bi-weekly. 

ureau of Facility Standards 
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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 1 of __ 

Facility License# I Physical Address Phone Number 

Rosetta Assisted Living - Delphic RC-693 1590 Delphic Wy (208) 238-9215 
Administrator City IZIPCode Survey Date 

Michel Gifford Pocatello 83201 June 5, 2014 
Survey Team Leader Survey Type RESPONSE DUE: 
Rae Jean McPhillips RN, BSN Licensure and Complaint Investigation July 5, 2014 
Administrator Signature Date Signed I 

~Au)~~ (o - 5 -r4-
NON-CORE ISSUES -

IDAPA Department Use Only 
Item# Rule# Description EOR 

16.03.22. Accepted 
Initials 

1 260.06 The facility's environment was not maintained in a clean, orderly and safe manner as evidenced by: a window in a resident's 
room did not have shades/curtains, a resident's room had two holes in the wall located by the door, a roll of vinyl was 
observed in a resident's room, the toilet roll holder in bathroom was broken, several screws were observed on a resident's 
bathroom vanity, caulking around some toilets were "yellowed", there was a buildup behind the washer/dryer, floor and 
ceiling vents need dusting, there were scratches were observed on closet doors, and there were several areas in the facility 
the paint was scraped off the walls. 

2 711 .08 The facility's caregivers did not document in residents' records changes of condition or when they notified the facility nurse of 
those changes. 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 
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I DA H O DE PA RTMENT O F 

H EALTH & WELFAREFood Establishment Inspection Report 
Residential Assisted Living Facility Program, Medicaid L & C 
3232 W. Elder Street, Boise, Idaho 83705 
208-334-6626 

Travel time: 

Risk Category: 

_) 
Follow-Up Report: OR On-Site Follow-Up: 
Dale: Date: ___ _ 

Items marked are violations of daho' •ood Code, IDAPA 16.02.19, and require correction as noted. 

- -

Critical Violations 

#of Risk Factor d Violations 

# of Repeat ff Violations 

Score ~ 
A score greater than 3 Med 
or 5 High-risk mandatory 
on-si le reinspection 

-

Noncritical Violations 

# of Retail Practice 
Violations --

# ofRepeal 
Violations --

Score --

A score greater than 6 Med 
or 8 High-risk • mandatory 
on-site reinspection. 

- ,,. = •. 
RISK FACTORS AND INTERVENTIONS (Idaho Food Code applicable sections i11 f1arentheses 

11 • 

The letter to the left of each ilern indicates that item's status at the inspection. 
~ 

Demonstration of Knowledge (2-102) cos R I~ Potentially Hazardous Food Time/Temperature cos R 

~ \ N 1. Certification by Accredited Program; or Approved D D 
I .j N NIO NIA 15. Proper cooking, time and temperature (3-401) D D 

Course; or correct responses; or compliance with Code y N ( NIO) NIA 16. Reheating for hot holding (3-403) D D 

' Employee Health (2-201) y N rW._Q} NIA 17. Cooling (3-501) D D 
Y) 1N 2. Exclusion, restriction and reporting D D y N ('NIO) NIA 18. Hot holding (3-501) D D 

I::'-.'""'- Good Hygienic Practices 
y ...N NIO NIA 19. Cold Holding (3-501) D D 

Y.. / N D D 3. Eating, tasting, drinking, or tobacco use (2-401) 
( Y) N NIO NIA 20. Date marking and disposition (3-501) D D I 

D D y N 4. Discharge from eyes, nose and mouth (2-401) - NI~ 1) 21. Time as a public health control (procedures/records) 
I,;:>, Control of Hands as a Vehicle of Contamination y N . (3-501) D D 

y l N 5. Clean hands. properly washed (2-301) D D - Consumer Advisory 
' 6. Bare hand contact with ready-to-eat foods/exemption v(NJ NIA 

22. Consumer advisory for raw or undercooked food 11' 1,)5 N j3·301) D D (3-603) D 
y N 7. Handwashing facilities (5-203 & 6-301) D D Highly Susceptible Populations 

·~., Approved Source /y )N N/O NIA 23. Pasteurized foods used, avoidance of D D 
il,.v-1. N 8. Food obtained from approved source (3-101 & 3-201) D D prohibited foods (3-801) 

·y ) N 9. Receiving temperature I condition (3-202) D D /) Chemical -
N ef-uA 

J 0. Records: shellstock tags, parasite destruction, /Y/ N NIA 24. Additives I approved, unapproved (3-207) D D 
y 

reauired HACCP olan 13-202 & 3-2031 D D 'v) N 
25. Toxic substances properly identifie d, stored, used D D 

' Protection from Cont1111ination l7 -101 through 7-301)) 

( Y) t-1 NIA 11. Food segregated, separated and protected (3-302) D D /,' ' Confonnance with Approved Procedures 
y N '/NIA ) 26. Compliance with variance and HACCP plan (8-201) D D y_@')tA 12. Food contact surfaces clean and sanitized D D \.../ 14-5, 4-6 4-71 

Y } N 13. Returned I reservice of food (3-306 & 3-801) D D Y = yes, in compliance N • no~ not in compliance 1 
y J N 14. Discarding I reconditioning unsafe food (3-701) D D NIO =not observed NIA = nol applicable 

' COS= Corrected on·site R= Repeal viol ation -- 181 =COS or R 

Item/Location Temp ltemA.ocation Temp ltemlLocation Temp Item/Location TemD 

r' ., " j' j · Vi ti I ~ 1/f )1 il ,., i I. 17{ I 1 1 ' (1 ( Ii,), "'I IB 
Ii', ;t/11 ,) I{~ I· T ( lt I ,,.\ /,,, ,.') -r.. ifl, f 7 L.i , / 1T{ ~ - ~ -

I 1 1 I fr l I 
' - -

GOOD RETAIL PRACTICES llXI= not in compliance) 
- - - - -- - - ·~ -- cos R cos R cos R 

D 27. Use of ice and pasteU"ized eggs D D D 34. food corlam"1alion D D D 42 Food utensils/in-use D D 
D 28. Waler source and (!'anlily D D D 35. Equipment for temp. 

control D D D 43. Thermometers/Test stnps D D 
D D D D D D D 44. Warewashing facility - D D 29. lnsects/roderls/arwnals 36. Personal cleanliness 

D 3'.l. Food and non-food contacl surfaces: conslrucied, D D D 37 Food labeledlcondllon D D D 45. Wiping cloths D D cleanable, use 

D 31 PILmbing installed; cross-conne::hon; back flow D D D 38. Plant food cool<ing D D D 46 Utensil & s.ngle-service storage D D oreverlion 

D 32. Sewage and waste waler dsposal D D D 39. Thav.irQ D D D 47 Physical factti1es D D 
D 33. S1rl<s conhminaled from clearing maintenanoe tools D D D 40. Toilet facttiies D D D 48. Sp90ialized processing methods D D 

D 41 . Garbage and refuse D D D 49. Other D D 
- disoosal -

OBSERVATIONS AND CORRECTIVE ACTIONS (CONTINUED ON NEXT PAGE) 

J 

Person in Char~e 4iJ1Jfl(rt)t /. f uJTxf! I;/ (Prini/Af/ 1 Jt (f;j /Z,L( TitleM/1, J 1Date Ir --~ jt/ 
' 

lnsoector (Sienatur,ll)LL"\ __ - ~ (Print) ( I/•" j/'/ ;/, / __.. Date u / , 
~ /;I/ -

I Follow-up: 
(Circle One) 

y~~ ) 
1'/o_ 

' ,,, 
/ / , , 

'-- - ·-

II 

l::i 

l 
I 

• 
i.. 

I • 
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IDAHO DEPARTMENT OF 

HEALTH &WELFARE 
Residential Assisted Living Fac.ility Program, Medicaid L & C 
3232 W. Elder Street, Boise, Idaho 83705 

Food Establishment Inspection Re~rt 
Page~of 

208-334-6626 
Date s I , , I I I I 

Establishment Name Operator r { 
Il l ,g,, I.\( l l(~1Jhtr 11 \1' ! r ( (r, -r.t"u,r 
Address ' 
' , , n 1 \, t ) h , l t rt l ... 1 , r , 1 l 1 _J o 1 
County Estab # ' EHS/$UR.# License Permit # 

OBSERVATIONS AND CORRECTIVE ACTIONS (Continuation Sheet) 
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