I DAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OTTER - Govemor DEBRA RANSOM, RN.,RH..T,, Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
‘ 3232 Elder Street

P.0. Box 83720

Bolse, ID 83720-0009
PHONE  208-334-6626
FAX 208-364-1888

April 8, 2015

Steve Young, Administrator
Yellowstone Group Home #5 Burke
560 West Sunnyside

Idaho Falls, ID 83402

RE: Yellowstone Group Home #5 Burke, Provider #13G067

Dear Mr. Young:

This is to advise you of the findings of the Medicaid/Licensure survey of Yellowstone Group
Home #5 Burke, which was conducted on March 26, 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 will make to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient pfactice 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
April 21, 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 April 21, 2015, If a request for informal dispute resolution is
received after April 21, 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.

JIM TROUT NICOLE WISENOR
Heaith Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
JT/pint

Enclosures
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consiat of the fc towing:

fagllity'simenu,

323116 [Was to

n ade qua&] variety of

-3 ounces of meatioaf i

142 U sour

- 172 cup of grden bazng

-1 slice 0f garl

However, Individuals|#1 - #4 and #6 werg noted
l bag of chips.
Individudi #5 was noled to have Chinese take out.

to have Subwa

When asked, op 3/24/15 at ap

p.m., the Lead
the 3/23415 din

ria ootatoes l

< bread : |

Y sandwiches and a'

E

The facilily failed to ensure achraEe

i
+

E
roximately 2:17
Worke stated the Substitutions for
her hacl not been doaumented
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N

STRUGTION
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(X3) DATI= SURVEY
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0312612015

YE

NAMi;‘ OF PROVIDER OR SUPBLIER

LLOWSTONE GROUP HOME #5 BURKE

136067

- BTRHHT ADDRESS, GH Y, 810
4541 EAST BURKE DRPPAE

AMMON, 1D 83406 - ]

T
'E, ZIP CO0E

POLIN
PREFI%

TT'G

Hl SUMMARY STATEMENT OFiDEFIDIENGIES 19}
(EAUH DEFICIENGY MUST BE PR
REGULATORY OR LSS HIENTIFVING INFORMATION)

IECEDED RBY FULL

PREFIX
TAG

PROVIDER'S PLAN OF CORREC
(EACH CORREGTIVE ACTION bHQULD gE
CRm'-‘ HECERENCED TG THE APP

DEFICIENGY)

TION x5
l GOMPLETF

ROFRIATE LATC

w000 16.03.11 initid

to 3/26/15.

Jim Troutfatte

|
MMI64 16,03.17.075.¢

To Parigipate

participate in hi

treatmept and
alternahfues are
praference abg

. QIDP

advised|of alte*nahve COWEESs:
their G!.mbi’.q uer*ces when such
> available. Theresident's

I Comments

The following defisi ancies were clied during the
annual ficensire sutvey condusted from 3/23/15

The supveyor conduating your|survey was:

and {reatmant,
This Rul
Refer to[W124

MM428 16.03.11120.1

The temperatu
used hy the re

degrees Fahre

Based oriw obse

(Individugls #1 -

hundred five ( ‘1'E
heit,

temperatlires were m

is not met] 4s evidenced by:

(e) ‘ﬁampeaturﬁ:

e of hint water aJt plumbing fixtures
must be oet\ &en ong

ident<
olone hundred

This Rula s nglt metas ewdenﬂed

vation and mte-'wex

determined the(facility failed to ensure not water
intained 1bezween 105 and
120 degrees Fahrenhait for 6 oﬁ 6 1pdzwduals
+#8)} residing Bt'the facmly This
resuited in an ircreased risk of ,sca

4 De falopment aof Plan of Care

nthe nevelopmem of Plan of
Care. T{ﬂe resident rpust havei the
is plav of care, Res dents must be

oppertunity to

of ¢are and

Ut a!tematwes ust be elicited
and 00n51deretﬁ in del,mmg onT
res:dentlmay r quasi and must be entitled to,
representation land a'g,sn;.tance by &

person of his choice

elp an of care. A

n fhe plagning of his care

&f hot water

M a0

MM164

ny consenting

Mivi428

venty (120)

by:
ftwas

d injuries
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03/26/2015
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ZIP GORE
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TAG
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{
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|
|
i
|
-
|
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age 1
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FH 3

el an Ishowad the

Aroorm

water t“mper
v/ETe taken a
not have beer

On 3/25! 15 &i
] tcmperatures
i follows:

i' - The kitchen

| - The hall bati

I The facility fail
I were maintain
| Fahrenhait.

l

MME72) 16.03,11

07(a)

Menus must be

written i )The
dief plan must
{30 days

The Laad Warker v

advance. Meni
with fond agtud
be deteted and faod

This Rulk is not met

as notnﬂeé of
tures

that hi

(Fahr»

Sink was 105.7 degr

roomwas 103.& de

ad to ensure wa
20 batween 105

tar

Ment F’reparaﬁon

washing and bathing. The findings

(as conducted at the

waief temperatpres {Fahrenhelt}
Following:

sink was 125.6;!«:iegrees.
was 12871 degrees.
the glevated

atthe t:me the temperatures
rpd slala

echecked as

angd 120 degraes

MmM428

0 p.m. During

a!ures should

water

05,

grees.

temperatures

MMme72
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actually &
corrected copyi
be dat
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l
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Burke Survey Dated 3/26/1;. Fian of Correction

Tremind i

W 124: Facilitylwill add @ print-out of any possible sideeffects, food and drugs to avoid, and
specific wiarnings for aﬁl-lps‘,{chotmpic medications obtaf’hqg from United States National Library
of Medicine aq:d Pub Mé?d Iflealth powered by Truver 'ea,itp Analytics to all consents to both
Huniaan Rights ¢ ramittee and guardians. Consents wj bei orrected to reflect all possible side

effelc'ts, food and drugs to aveid, and spegific warninﬁ . IR%:s[jponsib!e parties include RN, LPN,
{2015,

QIDP, and Program Mar{agér. Will be completed by 5

5 With new assigned Pharmacist.
nager. Will be compieted by

Ty
wm=

!
W 362: Faility wil sche@;luie Quarterly Pharmacy revi
Responsible paH’\;iES inclideiRN, LPN, QIDP, and Progr
5/1/15. -

W 421: QIIPP will traimon utilization of replacement fﬁ

smenu logs with RD. Responsible parties
inchyde RD, QIOH, and:Prograrm Manager. Will be corw

btatl by 5/1/2015.

MM [164: See P

Tﬁ of Cm‘jrection for W 124,

!

M f28: Nﬂaintenance i'iﬁ check temperature logs egg iwbek to ensure temperature is within
an accepted ra ae. Graup Home Lead will check tem ﬁituFe logs daily and report ta
|

maintenance a ; CIDP iffnot within accepted range. ﬁre ;m: 1sible parties include: QIDP,
Maintenante §

ervisor and Program Manager. Will He c;omhleted by 5/1/2015.

T

MM 672: See Plan of Correction fur W 481,

MM 753: See Plan of Correction for W 362.
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