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January 21, 2015 RECEIVED

Michael Day, Administrator
Independent Living Services Milclay 240
P.O. Box 6395

Boise, ID 83711

RE: Independent Living Services Milclay, Provider #13G011
Dear Mr. Day:

This is to advise you of the findings of the Medicaid/Licensure survey of Independent Living
Services Milclay, which was conducted on January 15, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar 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 saine
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
February 3, 2015, and keep a copy for your records.

You have one opportunity 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 Intetnet at:

www.icimr.dhw.idaho.gov

Scroil 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 February 3, 2015, If a request for informal dispute resolution is
received after February 3, 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,

MICHAEL CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MC/pmt

Enclosures
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The following deficiencies were cited during the
recertification survey conducted from 1/13/15 1o

1/15/15.
The surveyors conducting your survey were: RECENED
Michael Case, LSW, QIDP, Team Lead FEB - oW

Karen Marshall, MS, RD, LD

CACILITY STANDARL
Common abbreviations used in this report are; FACILITY STANDARDS

HRC - Human Rights Committee
ITTP - Interdisciplinary Treatment Team Plan
LPN - Licensed Practical Nurse
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Any deficiency statement"aading with an aEt‘éﬁé"ky'(;)’ denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 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 date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite fo continued
program participation.
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- B/5/14, Triazolam 0.50 mg administered by
nurses at home at 7:30 a.m. and the dentist
administered Triazolam 1.0 mg at 8:50 a.m.
-11/3/14, Triazolam 0.50 mg administered by care
givers at 9:00 a.m. and the dentist administered
Triazolam 0.50 mg after the cleaning procedure
began. The note also documented “...starled to
get anxious and would sit up when trying to
fioss..."
Individual #1's record did not include HRC
approval for the use of Triazolam,
During an interview on 1/15/15 at 1:15 p.m., the
LPN stated the facility had not obtained HRC
approval for the use of Triazolam for Individual
#1.
The facility failed to ensure HRC approval was
obtained prior to the use of Triazolam for
tndividual #1. » Be
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The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents {if the client is a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it
was determined the facility failed to ensure client
consent was obtained prior fo the implementation
of a restrictive intervention for 1 of 3 individuals
{Individual #1) whose records were reviewed.
This resulted in a lack of protection of an
individual's rights through prior approval of a
restrictive intervention. The findings include:

1. Individual #1's 2/20/14 ITTP stated she was a
20 year old female with diagnoses including
moderate intellectual disability and autism.

Individual #1's record was reviewed and
documented the following notes related to dental
appointments.

- 4/29/14, Triazolam {a hypnotic drug) 0.50 mg
administered at the care facility at 7:00 a.m. and
the dentist administered Triazolam 0.75 mg at
8:23 a.m. The note also documented ..."unable
fo floss teeth, [Individual #1] started to get
anxious and started to yellfscream a little..."

- 6/5/14, Triazolam 0.50 mg administered by
nurses at home at 7;:30 a.m. and the dentist
administered Triazolam 1.0 mg at 8:50 a.m.

~11/3M14, Triazolam 0.50 mg administered by care
givers at 9:00 a.m. and the dentist administered
Triazolam 0.50 mg after the cleaning procedure
began. The note also documented “._.started to
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get anxious and would sit up when trying fo
floss..."

Individual #1's record did not include a client
consent for the use of Triazolam.

During an interview on 1/15/15 at 1:15 p.m., the
LPN stated the facility had not obfained a consent
for the use of Triazolam for Individual #1.

The facility failed to ensure a client consent was
obtained prior to the use of Triazolam for
Individual #1.

483.450(e)(2) DRUG USAGE

Drugs used for contro! of inappropriate behavior
must be used only as an integral part of the
client's individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it
was determined the facility failed to ensure
behavior modifying drugs were used only as a
comprehensive part of the individuai's ITPPs that
were directed specifically towards the reduction of
and eventual elimination of the behaviors for
which the drugs were employed for 1 of 2
individuals (Individual #1) whose medication
reduction plans were reviewed, This resulted in
an individual receiving behavior modifying drugs
without a plan that identified the drug's usage and
how the drug may change in relation to progress
or regression. The findings include:
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1. Individual #1's 2/20/14 ITTP stated she was a
20 year old female with diagnoses including
moderate intellectual disability and autism.

Individual #1's record was reviewed and
documented the following notes related to dental
appointments.

- 4/29/14, Triazclam (a hypnotic drug) 0.50 mg
administered at the care facility at 7:00 a.m. and
the dentist administered Triazolam 0.75 myg at
8:23 am. The note also documented ..."unable
to floss teeth, [Individual #1] started to get
anxicus and started to yellfscream a litte..."

- 6/6/14, Triazolam 0.50 mg administered by
nurses at home at 7:30 a.m. and the dentist
administered Triazolam 1.0 mg at 8:50 a.m.

-11/3f14, Triazolam 0.50 mg administered by care
givers at 9:00 a.m. and the dentist administered
Triazolam 0.50 mg after the cleaning procedure
began. The note also documented "...started o
get anxious and would sit up when trying to
floss..."

However, Individual #1's medical record did not
include medication reduction criteria for the use
of Triazolam.

During an interview on 1/15/15 at 1:15 p.m., the
LPN stated that Triazolam was used prior to and
during dental appointments for sedation and a
medication reduction ptan was not in place for
individual #1.

The facility failed to ensure a medication
reduction plan for Triazolam was in place for
individual #1.
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The following deficiencies were cited during the
annual licensing survey conducted from 1/13/15
to 1715/15.
The survey was conducted by:
Michael Case, LSW, QIDP, Team Lead
Karen Marshall, MS, RD, LD
MM194| 16.03.11,075.10(a) Approval of Human Rights MMigs | S0 PN B‘D(meﬂ;hbk{u
Committee Srom g faoored T&%S
Has been reviewed and approved by the faclility's
human rights committee; and
This Rule is not met as evidenced by:
Refer o W262.
i
MM196, 16.03.11.075.10{c) Consent of Parent or MM196 ™
Guardian
Is conducted only with the consent of the parent
or guardian, or after notice to the resident's
representative; and
This Rule is not met as evidenced by: o g iy
Refer to W263, nECEIVE
. £
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MM197| 16.03.11.075.10(d) Written Plans MMI97 | FFB -2 il
Is described in written plans that are kept on file sACILITY STANPARDE
in the facility; and
This Rule is not met as evidenced by:
Refer to W312.
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