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January 13, 2015

Richard Davis, Administrator
Boise Group Home #7 Daniel
P.O. Box 4243

Boise, ID 83711

RE: Boise Group Home #7 Daniel, Provider #13G055

Dear Mr. Davis;

This is to advise you of the findings of the Medicaid/Licensure survey, which was conducted at
your facility, Boise Group Home #7 Daniel, on January 9, 2015,

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, which states that
no Federal deficiencies were noted at the time of the survey.

Also enclosed is a Statement of Deficiencies/Plan of Correction form listing State Licensure
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction. It is important that your Plan of Correction address each deficiency in the
following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place;

5. The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and
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6. Include dates when corrective action(s) will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve compliance within 60
days of being notified of the deficiencies. Please keep this in mind when preparing your
plan of correction. For corrective actions, which require construction, competitive
bidding or other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by January
25, 2015, and keep a copy for your records.

You have one opporfunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which

can be found on the Internet at:

www.icfmt.dhw.idaho.gov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR selections to choose from.

This request must be received by J anuafy 25,2015, If arequest for informal dispute resolution is
" received after January 25, 2015, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit, If you have questions, please call
this office at (208) 334-6626, option 4.

Sincerely,

ASHLEY HENSCHEID NICOLE WISE
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
AH/pmt

Enclosures
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Boise Group Home #7 Daniel is in compliance
with the requirements of 42 CFR 483 Subpart |,
Conditions of Participation: Intermediate Care
Facilities for individuals with intellectual
Disabilities for the annual recertificaticn survey
conducted from 1/7/15 to 1/9/15,

The survey was conducted by:

Ashley Henscheid, QIDP, Team Lead

{X6) DATE
01/23/2015

Any deficiency statement ending with an aslerisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determinad that
other safeguards provide sufficient protection to the patients. {(See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dafe these documents are made avallable to the facllity. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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The following deficiency was clted during the
annual licensure survey conducted from 17715 to
11915,
The survey was conducted by
Astiley Henacheld, QIDP, Taam Lead
MM380 16.03.11.120.03(a} Building end Equipment MM380

The building and all equipment must he in good
repair. The walls and flecrs must be of such
character as to permit frequent cleaning. Walls
and cailings in klitchens, baihrooms, and utility
rooms must have smooth enameled or equally
washable surfaces. The building must be kept
clean and sanitary, and every reasonable
precaution must be taken to prevent the entrance
of insects ang rodents.

This Rule is not met as evidenced by:

Based on obsarvation, it was determined the
facility failed to ensure the facillty was kept in
good repair for & of 5 individuals (Individuals #1 -
#6) residing in tha facility. This resulted In the
environment belng kept In il-repalr, The findings
Include:

1_An enviconmental review was conducted with
the Hatne Supervisor on 1/8/18 from 10:30 -
10:55 a.m. During that time, the following
concerns were identified:

- The lower cabinet to the right of the kitchen sink
was missing the boftom hinge screw on the righit
hand door causing the door to swing away from
the cabinet when opened.

- The dgér to the upper eabinet to the right of the
stove was missing, '

Rx-(a\umwwwe" s& ‘:"-“‘rf‘i\-
Ermvech tt&‘ibwmsr Q‘fﬂ“‘é""‘

e, ih\.,u.v\\\.tr}- St

‘mu.mc_.\h..r\_,\"\'“-' nash Sﬁr

* ‘(f\tlalur‘g'\ﬂ‘
W S f¢ﬁ>c.m-rs. mii‘_’ﬂ- }5‘:‘-—
pote D vy A
cxé\mxmn.\-ru_l.-m 3 “ﬁwm\—\.j
f‘—-\.ua.- DA -
' ." L
/\_\«-l \JQH-'\-L'V’L,? B D L _—_
.,._-t-!.

‘OL— é\\b"‘“@- onh BAOW (AD
onnsrl o hahoowe
IUL,&,“ it P\u.(_k_)ﬂ\t&fbi‘\
[ ‘

¥ iy
* ; RN

4

Pearnand \Ink
resPonsiiele.

s Py sy
ﬁmr& * Minagtr -

Buraau of Facilily Standards

= P&r

LAGORATORY DIREC-TOZ’S OR PROVIDER/BUPPLIER REPRESENTATIVE'S SIGNATURE

AQMNEIVATIY 0N z-q.\g.aﬂ%
TITLE ). OATE

DAy B ru:-.\ru{'

1 a3fie

STATE FORM e B4V If gontingatkn shett + of 2
T
B aud HET GAATOJFAGY JGIHT  GTOZ/EZTO
ponloooy T parm conrsms -
SNLVLS SIDVd  NOILVANG oSOSTgaERE  SW N SaieEiT STOZ \E Adenuer

g A1INSS530INE AIATI D3

Xvd P NOTLVOTJTION JNNOUNT MHO s

Q3AT3O3Y WXL




Bureau of Facility Standards

PRINTED: 02/05/2015
FORM APPROVED

- There was a section of wood trim under the
kitchen counter, approximately 1.5 feet by 1 inch,
that was separated from the wall,

- There was an indentation in the hallway wall
near the linen closet. The indentation was
partially repaired. The Home Supervisor
explained Individual #5 hit the wall with a closed
fist, it was covered with plaster and then
Individuat #5 hit the same spof, causing the
indentation o reoccur.

- There was an indentation in the wall near the
door to the backyard. The Home Supervisor
stated it was where Individual #5 banged her
head during a matadaptive behavior on 1/2/15.

- There was an indentation in the wall of the
master bathroom above the light switch. The
Home Supervisor stated it was created by
Individual #5 during a maladaptive behavior.

- There were multiple large stains on the living
room and hallway carpet.

The facility failed to ensure environmental repairs
were maintained.
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