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HEALTH &« WELFARE

DEBRA RANSOM, R.N,,R.H.|.T,, Chief
BUREAU OF FACILITY STANDARDS
3232 Elder Street
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Boise, IO 83720-0009

PHONE 208-334-6626

FAX 208-364-1888
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RICHARD M. ARMSTRONG - Director

February 5, 2015

Christina Plasencia, Administrator
Preferred Community Homes - Vineyards
12553 W Explorer Dr Suite 190

Boise, ID 83713

RE: Preferred Community Homes - Vineyards, Provider #13G028

Dear Ms. Plasencia:

This is to advise you of the findings of the Medicaid/Licensure survey of Preferred Community
Homes - Vineyards, which was conducted on January 30, 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 same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you w1ll make to ensure that
the deficient practice does not recur;

4, How the corrective action(s) will be monitored to ensure the deficient practice w1ll not
recur, 1.e., what quality assurance program will be put into place;

5. The plan must mclude the title of the person responsible for 1mplement1ng 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 18, 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 Internet at: '

www.icfmr.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 February 18, 2015. If a request for informal dispute resolution
is recetved after February 18, 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,

MICHAET, CASE | | NICOLE WISEN4 |
Health Facility Surveyor : : Co-Supervisor

Non-Long Term Care Non-Long Term Care

MC/pmt

Enclosures
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February 12, 2015

Michael Case

Health Facility Surveyor
Non-Long Term Care
3232 Elder Street

2.0, Box 83720

Boise, 1D 83720-0009

RT: Vineyards, Frovider #13G028
Dear Michael:

Thank you for your considerateness during the recent annual recertification survey at the Vineyards
home. Please see our rebponses below for each cltation and please give us a call if you have any
questions ot concerns.

W262

Individual #2° currently has a written informed consent in his chart which HRC and Guardian approval.
Al] charts are being reviewed at the facility to assure that HRC and Guardian approval has heen obtalned
for any restrictive measures as outlined in the company policy and procadure manual. Training is
soheduled for the QIDP of the facility on the policy and procedure for behavior management at the
facility to assure an understanding of restrictive measures and the expectation that HRC and Guardian
congent is obfained for all restrictive measures, Aspire Human Services is currently performing chart
reviews. One element of the chart reviews is verifying that informed congents are obtained when
appropriate, Identified errors are reported to the Clinieal Director and immediate correotion action is
taken to correct any discrepancies.

Person Responsible: Clinical Director, QIDP
Cempletion Date: 5/1/15

W263

Individual #2° currently has & written informed consent in his chart which HRC and Guardian approval,
All charts sre being reviewed at the facility to assute that HRC and Guardian approval has been obtained
for any restrictive measures as outlined in the company policy and procedure manual, Training is
scheduled for the QIDP of the facility on the policy and procedure for hehavior management at the
facility to assure an understanding of restrictive measures and the expectation that HRC and Guardian
consent is obtained for all restrictive measures. Aspire Human Services is currently performing chart
reviews. One element of the chart reviews is verifying that informed consents are obtalned when
appropriate. Identified errors are teported to the Clinical Ditector and immediate correction action s
taken to correct any discrepancies,
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Person Respongibler Clinical Director, QIDP
Completion Date: 5/1/15

‘W3ias

The agsigned LPN in the facility is in correspondence with Individual #3 and individual #4's physician to
clarify how much PRN Robitussin should be given, . Once the order is elarified, the LPN will modify the
MAR sheet and medication label so individual’s #3 & #4 recelve the approptriate amount of medication.
The LPN is currently reviewing all MAR sheets to verify that medication dosages are clarified by each
physician and the orders are clearly labeled on the MAR sheets. Aspire Human Services currently cheeks
in each medication as it ammives to the facility to verify that the doctors’ orders match each MAR shest. In
the event that a discrepancy is identified, immediate corrections are made. Aspive Human Services is
gurrently performing peer reviews, One element of the peer reviews is verifying that all orders for
medications are clearly written and identify dosage amounts. Identified emrors are reported to the Clinical
Director and immediate correction action is taken to correct any discrepancies.

Petsott Responsible: Clinical Director, LPN, QIDP
Completion Date: 5/1/13

W3ik2

Staff"s personal insulin pens were placed in a locked container providing the proper storage forall 7
individuals living in the facility, All Program Supervisors will review theit home for the proper storage

of personal drugs ensuring everything is locked up, Program Supervisors will reccive fraining to assure all---
new staff will have their personal items locked up if needed. Also, the QA department will Jook to ensure
this is belng met during their time out at the facilities. The Universal Monthly Checklist will be revised

to epsure all facilities are checking this sach month.

Person Responsible; Program Manager, Program Supervisor
Compietion Date! 3/2/15

MM194
Please see W262 a2 it relates to the Human Rights Committee.

MM1%
Please see W263 as it relates to the Consent of Parent or Guardian.

MM203
Please see W364 ag it relates to individuals treated with consideration.

[ua \]W?U""" | Wahanan

Tom Moss Kristitt Buchanan
Clinical Director Program Manager
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FraNTEL, vz/0372015
DEPARTMENT OF HEALTH AND HUMAN SERV!OES‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ONMB NQ. 0838-0391
STATEMENT CF DEFICIENCIES (X1} FROVIDER/SUPPLIERIGLIA {%2) MULTIFLE CONSTRUCTION (K3) DATE SURVEY
AND FPLAN OF CORREGTION ' IDENTIFICATION NUMBER: A BUILDING COMFLETED
13G028 B. WING 01/30/2015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, 2ITY, STATE, ZIP CODE

FREFERRED COMMUNITY HOMES - VINEYARDS

2228 WEST BONOMA DRIVE
MERIDIAN, ID 33642

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFQRMATION)

{Xd) ID
PREFIX
TAG

D PROVIDER'S PLAN OF CORREGTION
PREFIX
TAG CROSE-REFERENCED TO THE APFROPR

- DEFIGIENCY)

{EACH CORRECTIVE ACTION SHQULD BE

45)
GOMPLETION

IATE DATE

Y

W Q00 | INITIAL COMMENTS

The following deficlencles wars cited during the
recertification survey conducted from 1/26/15 -
1130M8. '

The survey was conducted by.

Michael Case, L8W, QIDF, Team Lead
Jim Troutfetisr, QIDP

Gommeon abbreviations used in this report are:

HRC - Human Rights Committes

LPN - Licensed Practical Nurse

QCD - Obsesslve Compulsive Disorder
PCLP - Paraon Centered Lifestyle Plan
FRN - A= needed

QIDP - Qualified Intellectual Disabilities
Professional

W 262 | 483.440()(3)(i) PROGRAM MONITORING &
CHANGE

The sommities should review, approve, and
monitor individual programs designed to manzage:
inappropriate behavior and other programs that,
in the: opinion of the committee, involve rigks to
client protection and rights,

This STANDARD is not met as evidenced by:
Based onh record review and staff interview, it
was determined the facility falled to ensure
restrictive inferventions were implemented only
with the approval of the HRQ for 1 of 4 individuals
{Individual #2) whose records wars reviewed. -
This resulted in & lack of protection of an
individual's rights through prior approvals of
restrictiva intetventions. The findings include:

W 000

W 262

LABDRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE

EPrnnaungn

TITLE

GO WIS g

(K5} DATE

2% B

Any deflalancy statement ending with an asterisk (*) denotes a deficiency which the Ingtitutionimay be excused from corrgating providing i
other safsguards provide sufficient protection Lo the pafients. (See instructions.) Except for nursing homes, the findinge slated above are disclosable 50 days
following the date of survey whether or not & plan of correction Iz provided. For hussing homes, the abova findings and plans of correction are disclosable 14
dlays following the date these documents are made ayailable to the facillty. If deficlencies are cited, an approved plan of corection 16 requisite to continued

program participafion,

t is determined that

FORM CM8-2867(02-09) Previoks Versions Obsdlete

Evani ID; BWGEB11

Facility ID: 13(:028

If continugtion sheet Page 1 of §
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DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES COMB NO. 0938-0391
BTATEMENT GF UEFICIENCIES X1} PROVIDER/SURP]IERICLIA {(X2) MULTIPLE CONSTRUGTION {X3) DATE BURYEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
136028 B.WING ____ 01/30/2015
NAME GF PROVIDER OR SUPPLIER BTREET ADDRESS, GITY, 8TATE, ZiP CODE
. S 2228 WEST SONOMA DRIVE
PREFERRED COMMUNITY HOMES - VINEYARDS MERIDIAN, ID 83642
(X4 1D BLIMMARY STATEMENT OF DEFICIEMCIES ID PROVIDER'S FLAN OF CORRECTION (K8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGCTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
W 262 | Continued From page 1 VW 282

1. individual #2's PCLP, datad 6/3/14,
documented a 46 year old male whose diagnosss
included profound mental retardation, mood
disorder and OGD.

His record contained an Obtain Receipt training
pragram, dated 8/12/13, documenting he was to
be provided with one-on-one staffing whilg in the
community due to elopement and maladaptive
behaviors.

However, his record did not ¢ontain
documentation of HRC approval for the
one-on-che staffing ratio.

When asked during an interview on 1/30/15 from
10:10 - 10:60 a.m,, the QIDF stated HRC
approval had not been oblained for the program.

The facilily failed to ensure HRG approval was

obtalned prior to implementing Individual #2's

ona-on-ene staffing.

W 283 { 483.440(f)(3)(ii) PROGRANM MONITORING & VW 263
CHANGE

The commitiee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is a
minor) of legal guardian.

This STANDARD is not met as evidanced hy:
Bezed on record review and staff interview, it
was determined the facility falled to ensure
procedures that had the potentlal to viclate an
individuel's rights were implemented only with the
written Informed congent of tha individual's

FORM GMS-2567(92-98) Frevious Verslons Qbsoleta Event B 6WGE11 Farflity 10 136020 i continuation sheet Page 2 of6
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FORM APPRQVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

136028

(#%2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(%3 DATE SURVEY
COMPLETED

017302015

NAME OF PROVIDER OR SUPFLIER
PREFERRED COMMUNITY HOMEE - VINEYARDS

STREET ADDRESS, CITY, STATE, ZIP CODE
2226 WEST SONOMA DRIVE
- MERIDIAN, ID 83842

(%4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES -
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

o FROVIDER'S PLAN OF CORRECTION
PREFIX
TAG CGROSS-REFERENCED TG THE APPROFR

PEFIGIENGY)

{EACH GORRECTIVE ACTICN SHOULD BE

(%5)
COMPLETION
IATE DATE

VY 263

W 368

“When asked during an interview on 1/30/16 from

Continued From page 2

guardian for 1 of 4 individuals {Individual #2)
whose restrictive interventions were reviewed.
This resulted in a lack of protection of an
individual's rights through prior consent for the
use of one-on-one staffing, The findings include:

1. Individual #2's PCLP, dated 6/3/14,
documented a 46 year old male whose diagnoses
included profound mantal retardation, mood
disorder and OCD.

Hie record contained an Obtain Receipt training
program, dated 6/12/13, docuimenting he was to
be provided with ohe-an-one staffing while in the
community due to elopement and maladaptive
behaviors,

However, his record did not contaln
documentation of guardian cohsent for the
ons-on-one staffing ratio,

10:10 - 10:50 a.m., the QIDP stated guardian
gansent had not been obtained for Individual #2's
one-cn-cne staffing.

The faciilty falled to ensure guardian consent was
obtained prior to the implementation of individual
#2's ohe-on-one.

483.460(k)(1) DRUG ADMINISTRATION

The system for drug administration must assurs
that all drugs are administered in compliance with
the physioian's orders.

This STANDARD Is not met as evidenced by
Basad on record review and staff interview, it

W 263

VV 368

FORM CMS-2557(02.99) Pravious Versians Obsolste

Event [D;ewWEa1t

Facility ID: 13G02&

If conﬂnuaﬁori sheet Page 3of§
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DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFIGIENGIES (%1} PROVIDER/SUPFLIERICLIA {%2) MULTIPLE CONBTRUGTION (X3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
13G028 B, WING 01/30/2015
MAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, S8TATE, ZIP CODE
2226 WEST SONOMA DRIVE
PREFERRED COMMUNITY HOMES - YINEYARDS WERIDIAN, ID 83842
(%4 ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION %8
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION EHOULD BE GOMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
W 368 | Confinued From page 3 W 368

1 Standing Orders stated he could receive

was determined the facility failed to administer
drugs as ordered by the physiclan for 2 of 4
individuals {Individuals #3 and #4) whose medical
fecords were reviewad. This resulted in
individuals receiving medicetions in & tnanner
which was inconsistent with physiclan orders,
The findings include:

1. The facility utilized Routine Standing Orders
and a PRN Medications From Standing Orders
form to administer and document the use of
routine PRN medications. The Routine Standing
Orders were not administered in accordance with
the physiclan's directions, as follows:

a, Individual #4's PCLP, dated 4/10/14,
documented a 66 year old female whose
dlagnoses ineluded profound mental retardation.
Her Routine Standing Orders stated she could
recaive Robitussin DM or generit (an expectorant
drug) 2 teaspoans (10 ce) every 6 hours PRN for
cough.

However, Individual #4's 2014 PRN Medications
Fram Standing Ordere form documented she
raceived the following:

- 12/1/14 al 9:00 a.m.: getitussin (genaric
Robitussin) 15 cc

~ 1211114 at 4:25 p.m.: guaifenesin {generic
Robitussin) 15 cc

- 12/3/14 at 1000 a.m.; geritussin 15 cc

- 1214114 at 8:00 a.in,; geritusein 156 co

b. Individual #3's 7/23/14 PCLP stated he was a
51 year old male whose diagnoses included
profound mental retardation. His Routine

Robitussin DM or generic 2 teaspoons every 6

FORM CMBS-2567(02-99) Previous Virsions Obolete Event |D: §WG611

Fagllity 1D 136028

[f continuation shest Page 4 of 8
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DEFPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 861 0red

Eoran

FO
Q

(N _£3J3!2015
RM APPROVED

B NO. 0938-0391

STATEMENT CF DEFICIENCIES
AND PLAN OF CORRECTION

(K1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

13G028

(%) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(#%) DATE SURVEY
COMPLETED

01/30/2015

MAME OF PROVIDER OR SUPFLIER

PREFERRED COMMUNITY HOMES - VINEYARDS

STREET ADDRESS, GiTY, STATE, ZIF CODE
2225 WEST 8ONOMA DRIVE
MERIDIAN, ID 83642

(41D
PREFIX
TAlG

BUMMARY STATEMENT OF DEFICIEMQIES
{EACH DEFICIENCY MUST BE FREGEDED BY FLLL
REGULATORY OR LG IDENTIFYING INFORMATION)

FROVIDER'S FLAN OF CORRECTION
(EACH CORRECTIVE ACTION BHOULD EE
CROSS-REFERENCED TO THE APPROPRIATE
DERCIENGY]

Y]
PREFIX
TAG

(X5)
COMFLETION
DATE

W 368

W 32

Continued From page 4
houra FRN for cough.

However, Individua! #3's 2074 PRN Medications
From Standing Orders form documented he
recelved the following:

- 2/10 at 10:50 p.m.: geritussin 15 cc
- 212 &t B:00 a.m.; geritussin 15 cc

During an interview on 143015 frarn 10:10 -~ 10:50
a.m., the LPN stated nursing staff made the
determination of what drug dose staff should
administer. When asked about acope of practice,
the LPN stated staff should only be administering
drugs in accordance to what the physician had
prdered.

The facility failed to ensure Individual #3 and #4's
orders for PRN Robhltussin were followed,
483,460{1(2) DRUG STORAGE AND
RECORDKEEPING

The faclity must keep all drugs and biclogicals
looked except when being preparad for
adminlstration,

This STANDARD is not met as evidenced by
Based on ohservation and ataff interview, it was
determined the facility falled to ensure all drugs
ang binlegicals were maintzined under iocked
conditions for 7 of 7 individuals {Indlviduals #1 -
#7) residing at the facillty. This resulted in the
petential for harm in the event individuals
accassed pregcripflan medication. The findings
include:

1, During an environmental review on 1/27/15

W 368

W 382

FORM CM5-2587{02-99) Praviaus Varsions Obaplets

Event ID:6WGET1

Faellty 0 15G028 i conthuation

sheet Page 5of 6
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 86 107 59

vV iwNTEe, 232015
FORM APPROVED

OMB NO. 0838-0391

_The Program Supervisor, who was present during

from 9:55 - 10:30 a.m., two insulin pens
containing Hurmalog and Lanius were noted to be
stored in the door of the rafrigarator located next

to the pantry.

the environmental review, stated the insulln pens
belonged to a direct care staff. The Program
Supsrvisor stated she was not aware staffs
nersonal medioations had to be locked. The
Program Supervisor then provided a locked
gontainer for the direct cars staff to use,

The facility failed to ensure all drugs were
maintained under locked conditions.

STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMSER: COMPLETED
A, BUILDING
13G028 B. WING 0153072015
NAME QF FROVIDER QR SURPLIER STREET ADDRESS, GITY, TATE, ZIP GODE
2116 WEST SONCOMA DRIVE
PREFERRED COMMUNITY HOMES - VINEYARDS MERIDIAN, ID 83842
("4 10 SUMMARY STATEMENT OF DEFIGIENGIES 0 FROYIDER'S PLAN OF CORRECTION Ty
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL FREFIX (EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY QR L3C IDENTIFYING INFORMATION) TAG CROBE-REFERENGED TQ THE AFFROFRIATE DATE
PEFIGIENGY)
W 3821 Continued From page 5 W 382

FORM CMS-2687(02-09) Pravious Viarsions Dbitiete Event [D:§WGE11

Fatility ID; 13@028

If continuation shest Page 8 ofé
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FORMAPPROVED

Bureau of Facility Standards
STATEMENT OF DEFIOIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

13GD28 B. WING 01/50/2016
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GQDE

2226 WEST SONOMA DRIVE
PREFERRED COMMUNITY HOMES - VINEYARI MERIDIAN, D 83642

(%4) ID SUMMARY STATEMENT OF DEFIGIENCIES Iy} PROVIDER'E PLAN OF CORRECTION X
PREFIX {EACH DEFICIENCGY MUST BE PRECEDED BY FULL PREFIX (EACKE CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGUIATORY OR L$G IDENTIFYING INFORMATICON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

. DEFIGIENGY) -

M 000 18.03.11 Initial Comments M 000

The following deficiencies were cited during the
licensure survey conducted from 1/26/15 -
1/30116.

The survey was conduoted by:

Michael Case, LSW, QIDP, Taam Lead
Jim Troutfetter, QIDP

Common abbreviations used in this report are:

MSDS - Material Safty Data Sheet

MM1924 16.03.11.075.10(a) Approval of Human Rights MM g4
Committes

Has been reviewed and approved by the facility's
human rights committee; and

Thig Rule is not met a3 evidenced by:

Refer to W262.

MM1961 16.03,.11.075.10(c) Congent of Parant or MM186
Guardian

15 conducted only with the consent of the parent
or guardian, or after notice to the resfdent's
representative; and

This Rule Is not met as evidenced by:

Refer to W263.

MM203 16.03.11.075.12(a) Treated with Consideration MM203

Treated with consideration, respect, and full
racognition of his dignity and individuaiity,
including privacy in treatment and in care for his
pergonal negds; and

Thig Rule is not met as evidenced by;

Refer to W368.

Bureau of Faciily Standards
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE {X8) DAIE

N i Wlﬁ!&’!ﬂ{ﬂé&l A% D
STATEFOR _ 469 sweelq | v If continualion eheet 1 of 3




All toxic chemicals must be properly labéled and
stored under [ock and key.

‘This Rule is not met as avidencad by:

Based on observation and staff interviews, it was
determined the facility failed to store all toxic
chemicals under lock and key. Thia failure
allowed the potential for accidental exposure to
hazardous chemicals for 7 of 7 individuals
{Individuals #1 - #7) residing at the faoility. The
findings include;

1. Obsetvations were conducted throughout the
day on 1/26/15 and 1/27/15. During those times,
the following was nated:

a. During an obssrvation on 1/26/15 from 4:40 -
8:33 p.m., a one gallon container of Clorox bleach
was noted o be unlockad in the laundry reom.

The MSDS for Clerox Bleach stated it may cause
severe irritation or damage to eyes and skin, the
vapar or mist may irritate, and the product was
harmful if swallowed. The MSDS stated i caused
severe skin and eye damags, and to contact
poison controt or & physlcian immediately if
gwallowed.

Adlirect carg staff was notified of the unlocked
Clorox and secured it.

b, Puring an environmantal review on 1/27/15
from 9:55 - 10:30 a.m., the following chemicals
were found to be unlocked in the hot water heater
closet by the back porch:

- One spray container of Spectracide Wasp and
Hornet killer,
- One spray container of Raid Ant and Roach

&b, 19 ; -Boi . .
Feb. 16, 2015 10:40AM  SL Start-Boise ho. 661 0rel: 8 larots
» - FORM APPROVED
Bureau of Facllity Standards
STATEMENT OF DEFICIENCIES (A1) PROVIDER/SUPPLIER/GLIA (%2) MULTIFLE COMBTRUGTION (X3) DATE BURVEY
AND PLAN OF GORRECTION [UENTIFICATION NUMBER: A, BUILDING: COMPLETED
136028 B. WING 01/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, ETATE, ZIP CODE
2226 WEST SONOMA DRIVE
PREFERRED COMMUNITY HOMES - VINEYAR! MERIDIAN, ID 83642
(%4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D FROVIDER'S FLAN OF CORRECTION 6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
MM274] 16.03.11,100.04(b) Storage of Toxic Chamicals MM271

Bureal of Facily Standards

ETATE FORM

a8

EWGEH

It continyation sheet 2 of 3
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Bureau of Facility Standards
STATEMENT OF DEFICIENCIES (X1} FROVIDER/SUPPLIERICLIA {%2) MULTIPLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
13G028 B. WiNG 01/30/2015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, 5TATE, ZIF GODE
2226 WEBT SONOMA DRIVE
PREFERRED COMMUNITY HOMES - VINEYARI MERIDIAN, ID 83642
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF SORREGTION {8
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (FACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGLILATORY COR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE AFPROPRIATE DATE
DEFIGIENGCY)
MM271 | Gontinued Fram page 2 Mm271
kifler.
The MSDS for Speciracide Wasp and Hornet
kilier stated to contaet poison control or a
physician immediately if swallowad.
The MSDS for Raid Ant and Roach Killer stated
aspiration Into the lungs could cause severe
health effects and to seek medicat aftention for
ingestion,
The Program Supervisor, wha was prasant during
the environmental review, stated the door should
have haean lockead,
The facility failed to ensure all toxic chemioals
were kept locked to avoid accidental exposure to
individuals residing at the facility.
MM753 16.03,11,270.02(f){f) Lockad Area MM762

All medications in the facility rust be keptina
locked area(s) except during those times when
the resident is receiving the medication,

This Rule is not met as evidenced by

Refer to W382,
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